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Executive Committee
Friday 01 November 2002
Venue: Seminar Room 1 & 2

Prof. Ricardo Uauy Dagach (Chair, BoT), Prof Carol Vlassoff (Chair, Programme Committee),
Dr Claudio Lanata (Chair, Human Resources Committee), Prof Azad Khan (Chair, Finance Committee),
Prof Barkat-e-Khuda (Acting Director, ICDDR,B)

09:30 - 11:00 am Opening of the Art Auction and Tea
Programme Committee:

11:00 - 11:30 am Director’s Report NOC staff and above
X 11:30-11:45 am Division Reports - CSD «
i 11:45 - 12:00 am LSD «
12:00 —12:15 pm ISD “
12:15-12:30 pm HSID *
12:30-12:45 pm PHSD s
12:45 - 14:00 pm Lunch ' BoT & SC
14:00 - 15:00 pm Strategic Pian BoT & SC
15:00 — 15:15 pm Tea
15:15-16:15 pm Discussion BoT & SC
16:15 — 16:45 pm Closed meeting BoT only
19:30 — 21:00 pm Supper at the Roof-top Pavilion BoT, SC & spouses

Saturday 02 November 2002
Venue: Seminar Room 1 & 2

08:30 —-09:30 am Finance Committee BoT & SC k
09:30 - 10:30 am Human Resources Committee BoT, Div Heads, HHR & CFO
10:30 - 11:00 am Tea 1
11:00 — 12:00 pm Staff Welfare Association BoT & SWA ‘
12:00 — 13:00 pm Lunch BoT, SC & SWA
13:00 — 15:30 pm Closed session of the Board BoT only
15:30 -~ 15:45 pm Tea
6:00 pm Dhaka time  Conference call (Director’s Office) BoT only
Sunday 03 November 2002
Venue: Seminar Room 1 & 2
08:30 - 10:00 am Revise and consider resolutions BoT only
Any Other Business
10:00-10:15 am Tea
10:15-11:15am DSG BoT, SC & DSG
12:00 — 13:00 pm Lunch : BoT & SC
13:30 pm {Leave for Planning Commission)
14:00 pm Meeting at ERD BoT & SC

BoT-Board of Trustees; DSG-Donor Support Group; AC -Administrative Council; SC-Scientific Council




1/BT/NOV 2002

APPROVAL OF THE AGENDA



2/BT/NOY 2002

APPROVAL OF THE DRAFT MINUTES
' OF THE MEETING

HELD ON 6-9 JUNE 2002



OPENING SESSION OF THE BOARD OF TRUSTEES
Sasakawa Auditorium
Dhaka, Bangladesh
6 June 2002

The Board of Trustees held its meeting from 6 to 9 June 2002. The proceedings commenced
at 8:30am on 6 June with a tour of the facilities by the Board members as an orientation
exercise for the new Trustees.

Present: -

Prof Marian Jacobs (Board Chair) Prof David Sack

Dr Ricardo Uauy Dagach (Chair, Programme Committee) Prof Jane Kusin

Dr I Kaye Wachsmuth . Prof AK Azad Khan
Mr Amsul Hug Chowdhury Dr Claudio Lanata
Dr Maimunah Bte Abdul Hamid ~ Prof Terry Hull
Prof N K Ganguly Dr Tikki Pang

Dr Nobukatsu Ishikawa Prof Marcel Tanner
Mr M Fazlur Rahman Prof Carol Vlassoff

Absent (with regrets): Mr Rolf Carriere
Invited: Scientific Council members, donor representatives, Centre scientific staff,
Minute Secretary: Mrs Judith Bennett Henry

Prof Marian Jacobs, Board Chair, opened the BOT meeting with a welcome to all and an
introduction of the Board members to the assembly She stated that it was her last meeting as
"& Trustee and as Chaif and tHat the last six”years had been an enriching experience. She
welcomed the direction the Centre is taking and was confident that the Centre was
sufficiently motivated to take on the challenges ahead.

She congratulated Dr Uauy on the award he recently received from his home country; Dr
Balakrish Nair on his recent appointment as Foreign Associate to the National Academy of
Sciences; PAHO on its centennial; Dr Tikki Pang on the publication of “Genomics and
World Health”; Mrs Diann Hill on the new addition to her family.

She then invited Dr Uauy to open the proceedings of the Programme Committee.

Page 1 o[ 49




Minutes of the Programme Committee
Sasakawa Auditorium
6 June 2002

At 10:00am, the Programme Committee convened at the Sasakawa Auditorium.
Present: Members of BOT
Absent (with regrets): Mr Rolf Carriere

Invited: Scientific Council members, donor representatives, Centre
scientific staff

Minute Secretary: Judith Bennett Henry

Dr Uauy thanked the assembly for taking time out of their busy schedules to participate. The
Committee will hear the Director’s Report from Prof Sack and highlights of activities from
the Division Heads. :

Director’s Report: Prof Sack welcomed all to the meeting. He noted that this was the first
Board meeting to be held in Dhaka in 18 months. Many Board members are coming to
Dhaka for the first time as members. All members but one have been able to attend. Many
changes have occurred at the Centre since the last meeting in November 2000 and new and
old BOT members were earlier shown some of the physical changes that took place and those
which are underway. The LSD external review was successfully completed yesterday.

Highlights: Since the last Dhaka meeting, the Centre were announced the first-ever winner
of the Gates Award for Global Health and awarded US$1million; following this, the GoB
made a matching award. The Centre extends once more its appreciation of both awards.
Celebrations of the award were held in Washington and Dhaka and more recently, the Centre
hosted two profile-raising events in Atlanta at the Carter Center and in New York at the
United Nations HQ. The event in NY was headlined by the Centre’s dévelopment of ORS
which to date has saved 40 million lives. The event drew a host of representatives of
corporate companies, UN agencies and NGOs. Keynote speaker was Nobel Prize winner Dr
Joshua Lederberg. A press conference by Prof Sack was also held in New York with a
coinciding press conference in Dhaka. '

The Centre’s Dhaka Hospital and Kamalapur site were hlghhghted in the February 2002
National Geographic magazine.

Staffing:

BOT. Prof Sack reported that Prof Rita Colwell, Dr Tawfik AM Khoja and Prof Peter
McDonald completed their tenure on the Board. The Centre appreciated their support of and
contribution to the Centre. Incoming Board members are Dr Maimunah Bte Abdul Hamid:
Dr [ Kaye Wachsmuth; Prof Terrence Hull; Mr M Fazlur Rahman and Mr Anisul Hugq
Chowdhury.

Centre_staff (international). Prof George Fuchs; Mr John F Winklemann and Dr Jose
Bogaerts completed their contracts with the Centre. Incoming staff are Dr Md Abdus Salam
(Acting Head CSD), Dr Balakrish Nair (Head LSD), Dr Rob Breiman (Head, HSID), Mr
Peter Thorpe (Head ISD), Mr Stephen Sage (CFO) and Dr Charles Larson (Operations
Research Scientist).
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Other changes: Major changes were implemented in the change-over from ORP to FHRP.
Many new projects are starting. There has been little over all change in staff numbers but
considerable turnover which would impact on the indirect costs to the Centre; on the morale
of the Centre staff; and on the “core vs project” designation.

The Centre continues to strive to be a good employer. The HR agenda will be discussed at
the HR Committee meeting. ‘The job classification is nearing completion and the promotions
system and job families have been developed. Project funding will unfortunately create jobs
that are less secure than in the past, and it will be the responsibility of Centre scientists to
coordinate their projects.

Physical changes: The Centre instituted a number of additions/renovations to the physical
structure of the campus:

Renovation of the Animal House Construction of the Comidor Café

False ceiling in the LSD corridor Data Centre for LSD

Renovation of Director’s wing Rooftop Pavilion

Out-patient Building' Staff Clinic

Computer lab Diagnostic Unit

CSD offices STD lab

Parking area PABX and Reception Area

Replacement of auto-transfer switch Power substation with new 800 KVA
of standby generator ' transformer

Microwave link to Matlab

Prof Sack pointed to the Master Plan for the Centre that would facilitate library space,
hospital space and laboratories.

Administrative and scientific activities: Meetings of the Administrative Council (AC) and
Scientific Council (AC) are held on rotating Mondays; the Centre Scientific Forum every
Monday at 12:30pm to review critical issues from each of the Programmes; Division and
Programme conferences average of about 2 per week; Research Review Committee (RRC)
and Ethical Review Committee (ERC) meet monthly with about 5 protocols for review each
month; visitors average about 4 per week.

The ERC is an integral part of the Centre; is necessary for the Centre’s functioning; and is on
the cutting edge of medical ethics. The existence of the ERC is also a requirement from most
donors and regulatory agencies. The Committee also maintains interaction with data safety
monitoring boards.

Strategic Planning: Much of the planning was implemented informally as well as formally.
The draft has been distributed to the Board and has been discussed with the Health Secretary
and additional discussions are needed with key persons representing national interests as well
as donors. : )

Factors in the Centre’s success: Prof Sack pointed to the successful blending of service,
research and training; a mix of national and international scientists; clinical, laboratory and
field research; local initiatives and collaborations; administrative and financial controls;
cthical standards; consistent and generous support from multiple donors; impressive list, of
alumni: staff development of local scientists; continually evolving scientific agenda; ability
to carry research from concept to application; support from Bangladesh.
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What makes the Centre international?: Prof Sack noted that the Centre’s international
character was highlighted by its international Ordinance; international Board of Trustees;
international scientists; international standards; international relevance to research; potential
for working in countries worldwide. The Centre continues, however, to address the needs of
Bangladesh first.

Evolution of the Centre: The Centre evolved from its beginnings as being primarily focused
on cholera which was then expanded to diarrhoeal diseases, to population and; to nutrition.
The Centre now has Programmes on Child Health; Reproductive Health; [nfectious Disease
and Vaccine Sciences; Nutrition; Population and; Operations Research.

Strategic Plan

Prof Sack reported that the Centre has a Strategic Plan (SP) for the decade. It remains a
knowledge-creating organization and uses the new knowledge to improve programmes, and
create new technologies with global application. The SP provides a compass for the
scientists and administrators and a yardstick to measure progress. It summarises the Centre
to present and prospective donors. It therefore needs to be a useful tool year by year.

By the year 2010, Bangladesh will have a population of 154 million, 20 million of which will
live in Dhaka. It seems unlikely that there will be major improvements in water and
sanitation. Whether the recent improvements in health statistics will continue or will
deteriorate will depend on policies and programmes to be implemented.

Prof Sack identified areas where the Centre will focus its efforts:

Neonatal Health, Nutrition during Pregnancy and Lactation; Super ORS; Control of the 8%
Pandemic; New Vaccines for Immunisation Programmes; Oral Cholera Vaccine, Herd
Immunity for Measles; Rotavirus Vaccine; Equity of Rotavirus Vaccine; Equity of Health
Interventions; the “failing child”; IMCI; Enterotoxigenic £.coli vaccine; Easily preventable
deaths; Child development; Exclusive breast feeding; Fertility reduction; Reducing STDs;
Case management of dengue; Health cooperatives; Tuberculosis; Health consequences of
Arsenic; HIV-AIDS; Training and Outreach; Micronutrients; Rapid diagnosis; gender equity;
Medical ethics for developing couniries; An International Institution; Future Leadership;
Master Plan; Financial sustainability.

. He outlined that by the year 2010, the Centre projects that it wilt know:

e the rﬁajor causes of deaths dun'ng the first few &ays of life and will learn how to
prevent them

e how to provide proper nutrition to pregnant and lactating mothers to improve the
health and development of the children

* how to prepare the “super ORS” that reduces diarrhoea as well as rehydrates.

» Which new vaccines should be introduced into routine immunization programmes
and understand how to make this recommendation

e How to use a low-cost, oral vaccine and will show others how and when to use it.
* How to improve the coverage for EPI vaccines, and especially improve the coverage
for measles vaccine in order to achieve herd immunity

The Centre will:

» Establish the effectiveness of the new rotavirus vaccines, expecting that they will
reduce diarrhoea admissions by 30%
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e Monitor the equity benefit of rotavirus vaccines since the vaccine can be given to
nearly all infants, even those who would not normally access treatment when they
become 1il.

e Know how fo monitor health interventions for equity characteristics ans will use this
knowledge to prioritise new programmes.

e Know how to determine which infants and children are at high risk for an early death
and will know what can be done to save them, and to improve their lives. The Centre
can then introduce these sirategies in its field areas and begin to inform others how
this can be done. _

e Know if the integrated management of childhood illness (IMCI) approach is useful
and effective, and will use its evaluation of IMCI to simplify and improve its
effectiveness in the treatment of sick children.

e Know if a vaccine for enterotoxigenic E coli is effective in preventing severe E. coli
diarrhoea. Assuming it does, the Centre will demonstrate its public health utility with
the expectations that this will further reduce overall admissions for diarrhoea by 20%
(above that provided by rotavirus vaccine).

e Know how to identify the common acute life-threatening ilinesses of children and
know what kind of facilities, skills and resources are needed to prevent these deaths.
The Centre will have a model facility for treatment of these illnesses and will use
these as a teaching facility.

« Know how to improve the mental and physical development of children through
stimulation and better nutrition.

e Know how to influence families to practice exclusive breastfeeding for the first six
months of their baby’s life with the goal of implementing national programmes for
breastfeeding promotion. N

o Know why the reduction in fertility has leveled, and will leamn what steps will be
needed to reduce fertility to replacement levels. The Centre will use this knowledge
to inform policies and programmes.

e Have identified effective strategies for minimizing spread of sexually-transmitted
infections through behaviour change and treatment.

e Leamn how to improve the case management of patients with severe dengue infection
using oral rehydration solution. This improvement will have special importance to
rural areas where IV fluids may not be available.

e Have gained experience with “health cooperatives” as a way t0 provide community-

- directed primary health services. B _

e Know the epidemiology of tuberculosis in Bangladesh and will know the magritude
of antibiotic resistance where and when multiple antibiotic resistance occurs.

e Know the relation between arsenic and illnesses and how to reduce arsenic
consumption.

e Know how the HIV virus is spread within population groups and how to interrupt
these routes to limit the HIV epidemic in Bangladesh.

o Use anti-retroviral drugs, in concert with voluntary counseling and testing to prevent
the impending epidemic. '

e Include in the Centre’s training programme, an electronically-based curricula,
including both face-to-face and distance learning, and will be integrated with out-
reach and consulting services. The training will be conducted in several sites in
Bangladesh as well as some additional sites in the region.

¢ Know which micronutrients are needed and how to provide these through food
fortification, supplements, and locally-availabie foods.

e Know how to diagnose important common illnesses (e.g. cholera, malaria,
shigellosis) using rapid tests like dip sticks.
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» Have a management information system in place with coordinated information from
finance, human resources and projects in order to improve efficiency at the Centre.

» Have achieved gender equity at each level of the organization.

¢ Be advocates providing a voice for developing country institutions toward discourse
on medical ethics.

» Continue to conduct scientific and medical projects in an ethical manner upholding
international standards,

» Continue to be an international centre with international and Bangladeshi staff and
scientists working side by side.

» Wil attract and develop young national scientists through structured programmes to
become future leaders for the Centre and the international scientific community.

e Complete construction on the main building and construction of the office tower will
be underway. The main building will house new space for hospital patients,
laboratories, library and training, and offices.

e Will be deficit free and will have a Centre endowment of US$10 million and a
Hospital endowment of US$20 million.

Dr Uauy thanked Prof Sack for his presentation and noted that these were exciting times for
the Centre.

Discussion:

Prof Sack was asked for his thoughts on the main constraints, internal and external, currently
being felt at the Centre. He stated that the Centre’s financial stability is always uncertain but
1t 1s hoped that the Centre can achieve financial stability during the decade.

It was discussed that the Centre is now far removed from its original focus and it was a
timely move to consider changing the make up of the staff to include political and social
scientists to implement knowledge to action. It was time for the Centre to look at
sustainability and maintain research capability with service as a by-product. The Centre
cannot solve all health problems and shouid decide on a focus.

It was agreed that the subject of gender equity would be addressed in the HR Committee
meeting. Prof Jacobs pointed out that we should be speaking of gender “equality” rather than
- gender “equity”.

Clinical Sciences Division

Dr Uauy invited Dr MA Salam to present the report of the Clinical Sciences Division (CSD),
and Nutrition Programme.

Dr Salam outlined the méj or activities of CSD.

Research: diarrhoeal diseases, malnutrition and related areas such as ALRI, and other
infectious diseases

Service: diarrhoeal disease and associated problems particularly ARI, malnutrition and other
infectious diseases

Training: case management of diarrhoeal diseases, malnutrition and clinical research.

Staffing status:
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Number of international/seconded staff =0

Consultants = 4: 3 local, 1 international

National staff = 188: 31 National Officers; 157 General Service
Other = 245:; 103 CSAs; 80 health workers

Staff development:

6 scientists completed degrees/courses; 6 currently undergoing advanced degrees at external
institutions; 12 complete clinical training programmes at BIRDEM 1n Dhaka.

Research themes:

. Case management research: Nutrition therapy; fluid therapy; pharmacological
therapy; other

. Pathopyhsiology research
o Preventive strategies / Maternal Child Health

Research productivity (Oct 2001-Mar 2002):

Peer reviewed publications 8
Original article

Abstract 1
In-press (original article) 3

Manuscript under preparation 18

Protocols
Completed 11
In progress 25

Dr Salam also reported on significant research findings for the period Oct 2001-Mar 2002.
Patient visits for the period were Short Stay Ward — 30,075; General Ward — 2,345; Special
Care Unit — 882; Research Wards = 266; Nutrition Rehabilitation Unit - 148.

Diarrhoeal Disease Surveillance, Clinical Research and Service Centre

Monitoring changes:

» Epidemiology of diarrhoeal diseases

. Sociodemographic characteristics of the patients

. Actiology o

. Anti-microbial susceptibility of enteric bacterial pathogens
: Relate research findings to larger population

. Identify research topics and help design proposals

. Monitor impacts of health interventions

Training Activities at the CRSC: 15 Clinical Fellowships; 15 Nurse Feliowships; 9
Training of Trainers — International Course on Clinical Management of Diarrhoeal Disease.

Dr Salam reported on CSD scientists’ participation at national and international conferences,
workshops and seminars. He further listed other accomplishments of the Division:
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* Development of Divisional Strategic and Action Plans

. Completion of Doctoral Programme by staff member

. Improvement of physical facilities

. Improvement of Special Procedure Clinic and plans for expansion of the range of its
activities

. Renovation/restructuring of physical facilities in progress

. Establishment of Video Health Education / Behaviour Change Communication

He also outlined the Division’s research work plan for the next 12-24 months for the
Programmes on Nutrition and; Infectious Diseases. Other CSD priorities over the next 12
months include:

Research:

Sustain and further strengthen institutional linkage

Maintain and further strengthen inter-divisional collaboration

Continue efforts for competitive grants

Improve quality of research, and emphasise publication in high-impact journals

Case management

* Standardize management of acute lower respiratory tract infections and pneumeonia.
. Standardize management of persistent diarrhoea
Staff development

. Train a number of Division staff on ORACLE to take part in Centre-wide MIS and
maintenance of research and patient care database. -

o Develop management skills

J Strengthen nurse management

. Develop skills on management of ARI .

. Continue training of CRSC staff and fellows on Cardiopulmonary Resuscitation.
Training

. Strengthen fellowship (clinical, nurse and research) programmes

. Structure Elective Training at the Dhaka Hospital including development of various

course curriculum in partnership with the Training and Education Unit

Hospital strategy

. Strengthen “Special Procedure Clinic” as part of strengthening of the Centre’s
“Diagnostic Laboratories”,

o Work at extending franchise of ICDDR,B services to other ESP clinics operated by
PKSP, which currently operates a clinic within the Centre premises.

. Continue efforts to increase GoB financial support for patient care actmtles at the

Dhaka Hospital.

Dr Salam also reported that the Division maintains collaboration with a number of national,
regional and intemmational institutions.
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Nutrition Programme

The Programme was headed by Prof George Fuchs from Jan-Jun 2001 and from Jul 2001 to
the present by Acting Head Dr SK Roy.

The research themes are: Severe & moderate child malnutrition; Infant and child feeding;
maternal nutrition/LBW; Child development, Micro-nutrient research; infection/nutrition
inter-relation. The Programme coordinates with LSD, CSD, PHSD and HSRD on these
themes. Theme leaders are: Dr T Ahmed (CSD), Dr I Kabir (CSD), Mr MA Wahed, Dr DS
Alam (PHSD), Dr ] Hamadani (CSD), Dr $ El Arifeen (PHSD).

Nutrition Programme achievements:

18 research projects conducted under World Bank grant

16 research projects supported by other donors

15 research publications

Development of Strategic Plan

Operations Research Management and Capacity Development under BINP
Operations Research

. Establishment of Programme Office at the new Clinic

Nutrition Programme requirements:

Recruitment of Programme Head
WB grant ended in September 2001
BINP activity will end in June 2001

Dr Uauy thanked Dr Salam for his presentation.

Discussion:

Prof Jacobs congratulated Dr Salam on holding over as Acting Head of the Division for the
past 9 months. Dr Uauy noted that the Division needs to move beyond the World Bank
support. Dr Salam pointed out that the Division does have support from recognized donors,
USAID, Thrasher Foundation and NIH, among others, but needs to be more aggressive in

pursuing funding opportunities. Funding for patient care remains a problem.

Information Sciences Division

Dr Uauy invited Mr Peter Thorpe to present the report of the Information Sciences Division.

Mr Thorpe reported that the Division was established at the same time he took up his position
with the Centre in August 2001. The Division comprises Training and Education Unit,
Dissemination and Informadtion Services Centre (DISC), and Computer Infromation Services

(CIS).

Training and Education Unit (TEU) promotes human resources development by
strengthening research capacity in:

e Research techniques
o Management of diarrhoeal diseases and farily planning services
¢ Responding to new and emerging issues.
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The training courses offered by TEU contribute to human resources develop and research
capacity building in Bangladesh, in the region and globally. The present range of courses
concentrates on building research capacity in research methods, particularly epidemiology
and biostatistics, in the clinical management and laboratory diagnosis of diarrhoeal diseases,
in reproductive health and family planning, and in the response to new and emerging public
health issues.

The Unit’s objectives are to develop distance learning methods and tools; develop new
training courses in areas in which the Centre has a comparative advantage; promote the
Fellowship scheme; collaborate with national and regional universities for accreditation;
make the unit self-sufficient.

These objectives represent an intensification of efforts to bring the Centre’s technical skills
and expertise to a growing number of trainees. This will be done by distance learning. ISD
plans to capture well-established Centre training courses on CD-ROM and the Internet. New
training courses will be developed in cooperation with the research units concemed.
Examples are the Poverty and Health courses and a workshop with the LSD parasitology
laboratory, also in the planning stages.

The Centre’s expertise is in great demand and on-the-job training in the form of research
fellowships are an excellent way of introducing trainees to the methods and tools developed
and used i the Centre. ISD will promote this concept to -donors so as to increase the
- resources available to offer fellowships over the coming years.

There will also be increased efforts to develop relationships with both national and regional
universities who have an interest in the public health topics that concern the Centre. The aim
1s to increase the faculty available to the Centre and also enable participants on the training
courses to gain credits towards higher degrees.

TEU aims to become self-sufficient by modifying the way in which training courses are-
funded. This will be a gradual step but which will ultimately enable the Centre to charge
course fees from individual participants. It is anticipated that the participants will then be
funded by a number of donors, rather than the course being supported by one donor.

In 2001, the Unit conducted workshops on:

- Emerging and Re-Emerging Pathogens — 12 trainees from Japan participated.
- Clinical Management of Diarrhoeal Diseases — 12 participants from Bangladesh,
‘ Bhutan, Cambodia, Indonesia, Lao Republic, Kenya, Pakistan

- Laboratory Diagnosis of Common Diarrhoeal Disease Agents — 11 participants from
Bangladesh, Bhutan, Cambodia, India, Laos, Nepal, Sri Lankd, Vietnam

- Improving Effectiveness, Quality of Services and Sustainability in Reproductive
Health Programmes through Health Research - 11 participants from Bangtadesh,
Indonesia, Kenya, Mexico, Pakistan, Philippines, Senegal, Tanzania, Zambia,
Zimmbabwe

National courses for 2001 included:
. - Clinical Management of Diarrhoeal Diseases for FCGP students — 17 trainees from

Bangladesh participated
- Feasible means to address moderately malnourished children — 30 from Bangladesh
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_ Orientation course on Arsenic Measurements (Chemists, Analysts and Engineers of
DPHE) (X4) — 25 from Bangladesh.

Health Research Training:

- Course on Epidemiology and Biostatistics (x2) — 30 participants from Bangladesh.
- Intemational workshop on Health and Demographic Surveillance System and
~ Longtitudinal Data Analysis — 16 from Bangladesh, Japan, Kenya, Mali, Nicaragua,
Tanzania and Vietnam
- Postgraduate fellowship — 2 from Bangladesh

Fellowship Programme 2001:

- International Fellowship (elective training and training for postgraduate degree and
diploma — 29 from Australia, Bangladesh, Canada, India, Japan, Malaysia,
Netherlands, Singapore, Sweden, UK, USA

- Training of Fellows from SAARC countries — 10 from Bangladesh, Bhutan,
Maldives, Nepal, Pakistan, Sti Lanka

- DGIC Fellowship programme — 6 from Lao DR and Cambodia

- Clinical Fellowship — 13 from Bangladesh

- Nurse Fellowship -- 15 from Bangladesh.-

DFID Poverty and Health Project

The Centre began a major new Project on Poverty and Health funded by DFID in November
2001. This 5-year Project as well as being Centre-wide, also included a considerable amount
of funding to support areas of the Centre’s activities which are often over looked by other
projects — training, communications, human resources development. '

Internships and Research Associate

This is another form of Centre Fellowship. The Unit plans to employ 2 Bangladeshi interns —
new Master’s level graduates as well as Research Associates — who can contribute their
experience to the project. ‘

_ Research Training Courses

Two training courses are currently being planned in cooperation with the poverty and health
researchers in the Centre and in collaboration with extemnal organizations. The first course,
scheduled for Sept/Oct this year, is a week-long national course on methodologies for
measuring poverty and health arranged in cooperation with an ex-Centre staff member now
at the Tulane University in the US. The second course is a month-long workshop planned for
next January. This is being organised in cooperation with Bangladesh Health Equity Watch,
a group of 4 organisations active in this area (including the Centre).

IT/Web-Based Training Activities

This part of the DFID project enables the Unit to develop a capacity for distance leaming,
and the preparation of training courses on CD-Rom and on the Internet. A new.Computer
Training Laboratory has just been equipped and completed — this will be used for training our
own staff in the use of the usual office software, plus more specialized courses for individual
units and divisions in particular software packages. It will also be invaluable for the Centre’s
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national and international courses on subjects such as epidemiology and the surveillance
system. The Unit will also use the computer lab to test training courses on CDs.

Improved Human Resource Base

This will be extremely useful both to the Division and the Centre as a whole to facilitate
training the Centre’s trainers in modern methods of teaching. The Unit has been conducting
courses for some time and the training staff have had very little opportunity to catch up in
both technical areas such as advanced PowerPoint presentations and in methodological areas
such as participatory training methods.

Dissemination and Information Services Centre (DISC). The mission of DISC is to
diffuse the results of global health, nutrition and population research to solve common
problems, especially in the context of the developing world. DISC contains one of the best
bio-medical libraries in the world. It fulfils its role in the Centre by serving as an effective
information storage and dissemination unit, using up-to-date methods of information storage
and retrieval. DISC contributes enormously to the research activity within the Centre by
providing this access and also to making the Centre’s work known to others through the
publication of the Centre’s periodicals (JHPN, Glimpse and Shastha Sanglap) and other
publications. :

Audio-visual support is provided for all aspects of the Centre’s work from contributions to
conferences as presentations or posters to the design and production of .illustrated
publications such as the Annual Report and promotional leaflets for the Hospital Endowment
Fund.

DISC’s objectives are to produce and make digitized archives of Centre materials; provide

increasing access to materials in electronic format ori CD and the Internet; develop additional

specialized databases; provide resource areas in the library for Centre programme areas;
upgrade computer facilities for library users.

DFID Poverty & Health Project: Development of a resource unit for effective dissemination
and communication with focus on poverty and health equity; production. of newsletters and
health policy analyses of research results on poverty and health. These two areas are
included in the communications component of the DFID project.

Poverty & Health Resource Unit: A DISC staff member has been assigned to this project and
additional computer equipment has been provided for access to both the Internet and internal
databases for visitors to the Centre. A start has been made on upgrading the Audio-Visual
Unit to enable computer editing of video material. This will contribute not only to the
Centre’s general awareness presentations but also to the development of distance leaming
materials on CD.

Newsletters and Bulletins: A further component of the DFID project foresees the production
and dissemination of newletters and research papers on Poverty and Health. DISC is in the
process of recruiting an Editor for this area. Materials will be disseminated by email, on the
Internet, as well as on hard copy by ordinary mail.

Computer Information Services (CIS) — responsible for the provision of modem IT
services to all scientific and support divisions in the Centre. Its objectives are to develop a
fully integrated IT infrastructure throughout the Centre; provide end-users with a seamless
interface to all applications; provide direction and strategy to fulfil these requirements. CIS’
strategic plans are to introduce a data warehouse on the Intemet; enhance the Centre’s web

Page 12 of 49




pages; standardize the software and hardware used in the Centre; convert CIS to a self-
supporting business.

DFID Poverty & Health Project: Further development of web page and IT-based
communication of new knowledge. A further part of the communications component of the
DFID project involves the further development of the Centre’s website.

Web Page and IT-based Communication: Considerable progress has been made but 1s not
yet visible. By the end of the summer, it is expected that the website will be revitalized,
faster and able to supply much more up-to-date information.

Dr Uauy thanked Mr Thorpe for his presentation.
Discussion:

Tt was discussed that a Business Plan should be implemented for the Division. Mr Thorpe
reported that the Division is looking into charging a monthly fee for individual users for
network connection.

The Board also touched on licensing, accreditation and funding for training courses. It was
discussed that course topics are influenced by the donors. The Division would prefer that
candidates for the courses seek funding from different donors rather than the course itself be
" funded by one single donor. It was suggested that the Division should set up a separate
project for training programmes.

Laboratory Sciences Division

Dr Uauy invited Dr Balakrish Nair to present the report of the Laboratory Sciences Division.

Dr Nair presented the highlights of the Laboratory Sciences Division. He began by
describing the functional components of the Division and elaborated on the 10 research units.
He described the theme-wise spread of the 33 on-going protocols. Based on these, he
showed that the emphasis of LSD is still on enteric diseases but there are projects in other
areas like AR, RTIL, HIV, TB and Peptic Ulcer Diseases and this was in keeping with the
expanding mandate of the Division.

He then went on to present technical bighlights of work accomplished by the Division in the
past six months. He laid emphasis on a new technique to isolate -bacterial enteropathogen
from environmental samples using specific phages. The prevalence of ETEC and its
incidence in comparison with incidence of cholera was. also highlighted. Several new
variants of Shigella species were identified in the past 6 months and the molecular
characterization of these were described. The technical highlights included recent findings on
the Helicobacter pylori and their comparison with 1solates from different parts of the world
in a population genetics study.

Dr Nair also presented recent findings on the polymorphosis in the serine rich Entamoebu
histolytica protein gene and elaborated on its usefulness in typing isolates. '

He further elaborated on drug resistance in the mycobacterium TB isolates and the use of

molecular techniques to distinguish whether the Mycobacterium isolates belonged to Bovine
TB type. a '
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The tughlights of the Virology Laboratory include Rotavirus G type specific distribution of
rotavirus and introduction of a voluntary counseling and testing centre for HIV.

The epidemiology and etiology of sexually-transmitted infections of the RTI/STI laboratory
was also highlighted. The work of the Environmental Laboratory over the past few ‘years was
summarized.

Dr Nair then outlined the infrastructure developed in the Laboratory Sciences Division over
the past six months. He also listed the recognition of some of the LSD scientists in their
research and other activities. The scientific achievement in terms of papers published and
staff development activities was also presented.

Discussion:

Dr Nair stated that the Division is enjoying a community atmosphere in its cross-
collaboration efforts with the other Divisions. He noted that the Division just completed an
external review and findings, interim report and Centre response would be looked at in a

separate session on the review.

Health Systems and Infectious Diseases Division (HSID)

Dr Uauy invited Dr Rob Breiman to present the report of the Health Systems and Infectious
Diseases Division.

Dr Breiman reported that new opportunities of the Division are to provide a focused
infrastructure for moving research findings into action and policy; and to be the home base
for research into new priority research in emerging infectious diseases.

HSID’s provisional mission is to strengthen national health systems through support of
operations research; design, test and facilitate extension of cost-effective and sustainable
research outcomes for rural and urban settings with empha51s on prevention and control of
infectious diseases.

What HSID does: The Division provides infrastructure/expertise for operations research
with adaptatlon and implementation of the benefits of interventions identified in “research
world” into “real world” applications. It also provides a Division-level epidemiologic and
operational focal point for emerging infectious disease research.

HSID staffing: Total number of staff = 220; 45 national; 5 international and 171 field level -
and general services staff.

Programmes and Units: The Division houses the following Centre-wide cross-divisional
activities: '

. ‘Programme on Infectious Diseases and Vaccine Sciences (PIDVS)
. Programme on Health and Family Planning Systems (PHFPS)
. Family Heaith Research Project (FHRP)

The functional Units include Rural Interventions Unit, Urban Intervention Unit, Infectious
Disease Unit, Health and Economics Policy Unit and Data Resources Unit.

Plans are underway for the launch of a new Centre newsletter, the Bangladesh Health and
Science Bulletin, which will deliver late-breaking surveillance and research data with
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interpretation to the Ministry of Health leadership; government and private community
clinics; NGOs; donors; and others in the region who are focused on health and disease
prevention.

The Division has well-developed field sites for addressing rural health issues and the rapidly-
growing area of urban health. Rural field sites are in Abhoynagar and Mirsarai; urban field
site is in Kamalapur.

Issues in urban health include rapid urbanization, inadequate housing and overcrowding,
poor sanitation, unsafe water, indoor and outdoor air pollution and waste removal. The
demographic surveillance activities in Kamalapur are mapping/enumeration; active
surveillance for disease; field-site-based clinical management; training; monitoring and
evaluation. The principal areas of focus in Kamalapur are pneumonia, diarrhoeal diseases,
tuberculosis, dengue and vaccine-preventable diseases

Ongoing activities in Kamalapur:

. Morbidity surveillance for:
pneumonia (USAID)
diarrhoeal/dysentery (International Vaccine Institute)
dengue Fever (USAID, National Institutes of Health, AFRIMS)
other febrile illnesses (CDC) '

. Influenze vaccine trial (Wyeth Lederle)
Dengue incidence study in Kamalapur:

. Hospital surveillance shows increased mortality from dengue among the poorest of
the poor.

Active surveillance among 20,000 people

1000 febrile episodes o

11 cases of dengue identified

risk factor study pending

fever etiology studies slated for this year

NIH-funded surveillance study about to begin

. Vector studies to be done in tandem

e & & & @

Upcoming projects in Kamalapur:

- Burden of disease studies
Respiratory pathogens (CDC, Gates-CVP/PATH)
Encephalitis (CDC)
Typhoid fever (CDC, 1VI)
Tuberculosis (+ therapy) (DFID/USAID)

- Asthma risk factor study (University of Tokyo)

- Influenza Vaccine Trial (Wyeth Lederle)
- Pneumococcal Vaccine Trial (PATH, Johns Hopkins Univ)
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PIDVS

The Programme’s objective is to facilitate and focus ICDDR,B’s expanding role in the
prevention and control of infectious diseases important to Bangladesh and other
impoverished settings.

The Programme’s strategic plan:

. Evaluate promising vaccine candidates against key infectious diseases and disease
syndromes
. Define disease incidence and burden for major disease syndromes and key aetiologies

Define risk factors and clinical and epidemiologic characteristics of priority infectious
diseases for use in cost-effective strategies for prevention and control

. Evaluate treatment and prevention strategies for reducing burden of infectious
diseases.
° Enhance capacity to investigate outbreaks in Bangladesh

PIDVS’ cross-divisional scientific teams conduct studies on dengue, shigella burden of
disease, ARI (influenza, pneumococcus, Hib), tuberculosis, new vaccines (rotavirus,
cholera), kala azar, malaria, outbreak investigations.

Partners/Collaborators: ~ Ministry of Health (Bangladesh), Dhaka City Corporation,
Bangladesh hospitals, WHO, IV1, JHU, CDC, AFRIMS, pharmaceutical companies

Donors:  USAID, DFID, JICA, NIH, NVPO, WHO, IVI, CDC, AFRIMS, Gates/PATH,
GAVI, pharmaceutical companies

HSP

The Programme’s objectives are

To facilitate, focus and make coherent Centre-wide operations research and activities
relevant to national heaith and family planning programmes through identification of priority
problems; design implementation, evaluation and replication of cost-effective and sustainable
interventions; provision of technical assistance :

To deliver maximum health benefits to the community, making optimal use of available
knowledge, solutions and resources. '

FHRP

The USAID/Dhaka-supported Operations Research Project (ORP) has been restructured and
renamed FHRP. The restructuring aims to improve project activities with broad involvement
of scientists/researchers working in other Divisions/Programmes of the Centre; to develop
and test practical new interventions with enhanced emphasis on ESP programme needs.

FHRP studies incl_ude:

. Bangladesh fertility decline

. Development and evaluation of a community-based IMCI intervention

. Community-based interventions to reduce neonatal mortality

. Community-based protocolised management of severe malnutrition: cost-

effectiveness analyses
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. Addressing missed opportunities for family health needs
. Rapid appraisal tool for ESP managers

. Programmatic and non-programmatic determinants of low EPI coverage

. Cost-effectiveness of different strategies to improve access (o basic obstretric care in
Bangladesh

. Effectiveness of routine Hib immunisation

Challenges for FHRP and HSP include change of mentality/capacity building; scientists’
security to prevent brain drain from the Centre; surveillance siles — re-focus of priorities;
Centre-wide involvement; cost to the Centre; change in funding strategies.

The Programme hopes in 2 to 5 years to:

Establish a worldwide reputation for high-quality operations research; effectively transfer
new knowledge and evidence-based guidelines to decision-makers, partners and
practitioners; substantially reduce pneumonia and diarrhoea mortality; promote meaningful
input from and participation with communities in which the Programme does operations
research.

Discussion:

It was discussed that there should be a more active forum to systematically establish
priorities which should be based on-the Centre’s activities with its collaborators. The Centre
should establish proposals and protocols depending on need. Communities would need to be
involved in the formative stage where ideas for the proposed study are explained, mput 1s
sought and the study progresses. It was further discussed that it was important to advance
research into policy and action. Dr Pang pointed to the dengue surveillance in Kamalapur
and suggested that the Division introduce KAP as a test base for other modules.

Public Health Sciences Division (PHSD)

Dr Uauy invited Dr Lars Ake Persson to present the report for the Public Health Sciences
Division. ' :

Dr Persson reported that the PHSD brings the population perspective to the Centre’s mission
and focuses on the development and evaluation of population-based interventions to address

-major health problems of poor communities in the world.

Dr Persson introduced Dr Md Yunus, Head of the Matlab Health Research Centre; Dr Abbas
Bhuiya, Head of the Social and Behavioural Sciences Unit; Dr Kim Streatfield, Head of the
Health and Demographic Surveillance Unit; Dr Shams El Arifeen, Head of the Child Health
Unit; Prof Japhet Killewo, Head of the Reproductive Health Unit; Dr AKM Siddique, Head
of the Epidemic Control and Preparedness Unit. The Division also houses Centre-wide
research programmes on Child Health, Reproductive Health, Population Sciences as well as

an office on poverty and health.

Dr Persson referred to 2 recent publications:

“Development through self-help: be a part of it” which is a follow-up publication to the Seif
Help Conference organised by SBSU, German red Cross, DASCOH, Japanese Red Cross
Society, Plan International, Swiss Red Cross and UNDP, and

“Community-Based Health Care: Lessons from Bangladesh to Boston”.
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The Matlab Safe Motherhood project has upgraded government facilities to provide basic
EOC services; renovations; staff training; provision of equipment; drugs and supplies.

Prof Persson showed the figures for 2000 for neonatal deaths by age at death in Matlab and
the trends in drowning deaths in 1 to 4-year-old children in Matlab 1983-2000.

The MiniMat studies are progressing well. 1000 women have been recruited; the first baby
was bomn and there are plans for infant follow-up.

Prof Persson also reported that the research studies on arsenic contamination and attendant
side effects are continuing. Questions being addressed : Who develops arsenic-related skin
lesions? Is malnutrition increasing the risk? Is foetal wastage increased? Is arsenic causing
cancer and cardiovascular deaths? Are alternative water sources increasing diarrhoea
morbidity? Does arsenic toxicity in pregnancy cause foetal wastage, impaired growth and
development and can nutrition interventions reduce the risk?

The Division is projecting increased activity, staff, research funds; major umbrella protocols
across units and divisions. Major studies are being implenented in Matlab; however there is
a lack of space in Dhaka and Matlab. More women and more mid-level scientists are needed.
Cost-effectiveness (staff, supply, administration) needs further improvement.

Discussion: ,

It was discussed whether research was being done in the area of HIV/AIDS in Matiab. Prof
Persson reported that studies are ongoing on STDs. The SBSP is conducting studies in
Chittagong. The Centre needs to develop more comprehensive act1v1ty with government and
other partners who will have input.

The post of Health Economist is crucial to the Division and it is being increasingly difficult
to fill the vacancy. Applications have been received and it is hoped that a suitable candidate
would be announced shortly.

Prof Persson also reported that the Division is extending studies and health services to the
elderly which will lead to data that will assist in studies on child and maternal health.

Dr Lanata pointed to a study on poverty being conducted in S countries — Vietnam, Peru,

south Africa, Hyderabad State and Ethiopia -- lookmg at how to improve health service
utilization by linking quality of care.
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SWA Presentation
6 June 2002
Seminar Rm 2

The Staff Welfare Association met with the Board of Trustees to present issues for
consideration by the Board. Dr Sirajul Islam, President of SWA thanked the BOT for the
opportunity to make a presentation on behalf of the staff.

Staff salary: He extended his gratitude for the salary adjustments recommended by the BOT
during the last three years, which helped to boost the morale and confidence of the staff. He
stated that there were still gaps in the salary structure that needed to be addressed as a
priomnty.

Establishment of promeotion criteria for all categories of staff:

Scientific staff: The introduction of the scientific ranking system contributed much towards
boosting staff morale. However, SWA expects that before further decisions are taken in this
regard, that a uniform criteria be established before the next round of promotions or
upgradings are considered.

Non-scientific staff: Dr Islam noted that setting up promotion criteria for this category is in
progress. However, many staff members have been working in the same grade for many
years and are deprived and frustrated. The SWA hopes that if promotions are being
considered after the setting-up exercise, they should be implemented simultaneously for both
scientific and non-scientific staff. '

Pending issues: Dr Islam listed a number issues which he noted had been brought before the
Board on several occasions with no resuit:

Introduction of a uniform recruitment policy

Review of salary of national vs international staff

Review of working hours of employees at GS Level I and I
Dependant facilities:

- increase children’s allowance from Tk500 to Tk1000

- extend retirement age for staff up to 65 years

- extend age limit for dependent children up to 25 years
Increase of annuai holidays from 11 to 14 days

e Three months’ leave pay at the time of retirement

Dr Islam noted that some of these issues are being considered by the Head Human Resources
and that SWA looks forward to timely action on these issues.

tla
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SWA benefits to the staff: Dr Islam pointed o the important tole WA plays in
addressing the needs of the staff. The SWA provides, through its medical assistance fund, an
educational fund for staff dependants, cultural cvents, farewells and condolences,

construction of the mosque in Matlab, and home gardening and fish production in Matlab.

The SWA also contributes significantly in improving staff relationship with the management
with regard to administrative and other activities. Dr Islam concluded that the confidence
and trust between the management and the SWA piay an important role in the development
of the Centre. :
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Small Groups and Field Visits
7 June 2002am and 8 June 2002am

On the morning of Friday 7 June and Saturday 8 June, the BOT were assigned to small
groups with the Division and Programme Heads for discussions and visits to urban field
areas.

6 June:

Child Health Programme and Nutrition Programme. BOT members Prof Isﬁikawa, Prof
Azad Khan, Prof Kusin and Mr Chowdhury (Group 1) participated. ’

Infectious Diseases and Vaccine Sciences Programme and Population Programme. BOT
members Dr Hamid, Prof Hull, Dr Pang and Dr Wachsmuth (Group 2) participated.

Reproductive Health Programme and FHRP Programme. BOT members Prof Ganguly, Mr
Rahman, Dr Tanner and Prof Vlassoff (Group 3) participated.

Interviews and Promotions Review. BOT members Prof Jacobs, Dr Uauy, Dr Lanata and
Prof Sack (Group 4) participated as well as Head HR and Head, LSD.

7 June:

Kamalapur field visit. Group 1 participated.

Mirpur field visit (projects on amoeba, rotavirus vaccine, ETEC vaccine and nutrition
rehabilitation at daycare). Group 2 participated.

Safe water and HIV projects (arsenic and environmental health projects) with visits to sites
where work is ongoing. Group 3 participated. -

Finance and Administration and Master Plan of the Centre
Review of the review from Price Waterhouse

Update of new HR and Finance MIS system

Resource mobilization.

Group 4 participated as well as AC members.
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Strategic Plan

CSD Conf Room
6 June 2002 pm

The Board met at 15:45pm in closed session to discuss the Strategic Plan. Scientific Council
members participated.

Present: BOT members

Absent (with regrets): Mr Fazlur Rahman; Mr Rolf Carmiere
Invited: Scientific Council members; DSG members
Minute Secretary: Judith Bennett Henry

Prof Jacobs called on Prof Barkat e Khuda, Head, Policy and Planning, to give an overview
of the process in formulating the SP.

Prof Barkat reported that following Board discussions, the Plan was reviewed and some of
the issues were re-defined. With input from the Scientific and Administrative staff, the
Centre has been working on the Plan for about 2 years. The Plan is geared to the year 2010
as a more realistic projection. The process was as a result of formal as well as informal
input. The Centre Scientific Forum (CSF) divided the major scientific topics and analysed
what major themes to present to the Centre staff. The CSF was a vehicle for the SP process
and influenced the makeup of the Forum.

Prof Barkat explained that Annex 3 gives details of what the Board requested on issues that
were feasible; Annex 4 addresses key questions. This information came out of the
Programmes.

The Plan needs fresh eyes to review and to bring better focus on what the Centre is projecting
in the Plan. Board input is needed to advise on how to translate the information for donor
consumption. The issue of the change of the Centre’s name is a priority to make it more
marketable, but selection of the new name should await completion of the Plan to insure the
name fits the Plan.

Discussion:

It was pointed out that to change the name, the Ordinance needs to be changed which would
mean discussion with the GoB for approval. Dr Dagach suggested that the word “nutrition”
be part of the name as it would make a big difference in the marketing of the Centre. Dr
Breiman advised that the name should clearly define the Centre as one of excellence in
science in all aspects including training, communications, etc. Prof Vliassoff recommended
that the word “population” be omitted and “reproductive health” be considered; as the word
“population” is not popular with donor agencies. Prof J acobs advised that the word
“development” be considered to link the Centre with the Millenium Development Goals.

Dr Pang suggested the new name “International Centre for Health Sciences for Development™
to link the Centre with the Millenium Dev Goals and Health for All. He stated that the Centre
should make a concerted effort to benefit from the Global Fund. He pointed to the matching
Global Health Research Fund which is gaining momentum and advised that the Centre should
place itself to tap into these funds.
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Others made the following suggestions regarding the Plan. The word “international” should
be retained as it infiuences the accessibility to international development funds.

Prof Hull noted that gender is mentioned as a priority and is not mainstreamed in the
document. He advised a stronger gender tone to bullet points and to the Plan (e.g. to
“mainstream” gender equality as part of the Centre’s character).

It was discussed that the Foreword of the Plan should give an overview of the Centre’s
intentions which will whet the appetite of readers. It would need to fit together into a
coherent Plan which should be product-oriented for donors as well as for Centre focus.

It was noted that there was a lack of sense of outreach in the Mission which, it was felt,
should open up a broad field of activity beyond Bangladesh. It should address the global
mandates and the Centre’s contribution to them. The Centre should be crisp and concise in its
Mission and outline what it intends to do and be confident of the balance it wants to strike.
The conceptual framework should be carefully selected.

It should underiine a broad vision of human development. It should be simple and sustainable
and incorporate community participation in improved policies and programmes. The Vision
should directly or indirectly contribute to the Health for All Goals by year 2015. It should be
a vision for the Centre and what the Centre hopes to accomplish. The Vision should catch the
spirit and content of the Plan; the Centre should appoint a marketing consultant to pull it
together.

The Plan should focus on the strategies. It was suggested that the Board look again at the
recommendations of Mary de Kuyper following the BoT retreat in November 1999 in which
she outlined strategies and projections for the Centre and a Strategic Plan for the Board.

The meeting ended at 17:30pm and will continue dehberatlons the followmg day, 7 June
2002,

Strategic Plan
CSD Conf Room-
7 June 2002pm

It was decided to bring forward the Strategic Plan discussions to the time period 14:00-
15:45pm which was initially allotted to the LSD Review Preliminary Report which was
moved to 16:00-17:30pm. This was to accommodate the participation of Ms Renate Pors,
Chair of the Donors Support Group.

Present: BOT members

Absent (with regrets): Mr Fazlur Rahman; Mr Rolf Carriere

Invited: Scientific Council members; DSG members

Minute Secretary: Judith Bennett Henry
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Prof Jacobs welcomed Ms Pors to the meeting. She noted that the Strategic Plan was still in
the draft stage and looked forward to amy comments or suggestions Ms Pors may offer to
apprise the Board on what are donors’ expectations for the Plan.

Discussion:

It was suggested that the Plan should indicate how some of the Centre’s research will
contribute to the 10/90 gap; the Plan should lay down goals and show parameters by which
goals and objectives should done. Financial aspects should be linked to the goals and
objectives and would give vibrancy to the Plan. Health economics projections especially for
south east Asia, resource flow analysis, health economics analysis should be addressed as a 5-
year plan. There should be separate research packages and service packages for the national
and international level.

Dr Pang suggested that the Plan should show the Centre’s contribution to strengthening of
national health research in Bangladesh; a case in point, Kamalapur. He questioned whether
there is conscious transfer of knowledge to advance capacity among local scientists. It was
necessary to inform and have dialogue with the Ministry of Health and; to increase public
engagement. Dr Sack noted that 97% of the Centre’s scientists were Bangladesh nationals
and that the Centre liaises strongly with the Ministry.

Prof Azad Khan noted that the Centre was created by an Ordinance and has since widened its
activities. He warned that there may be reluctance from the Government for a name change
and there could be possible political implications for the Centre. :

Dr Pang noted that the Plan should include genomics research as the Centre is the only place
in Bangladesh that can do the studies.

It was discussed that the projections should be limited to a conceptual framework informed by
international development goals; that the Plan should focus on continuity from what the
Centre is currently doing and where it wants to be in the future. The Plan should be informed
by DALYS and data from the Centre and located in a national/regional/global context; it
should demonstrate how the Centre fits into this context. The Centre’s values should respond
to national health and sciences development and strengthening health status development in
Bangladesh. '

Strategy goals should be laid out in concrete temms; should lock at the Centre’s past and
inform why it is taking a different approach. The goals should ultimately focus on research,
science and excellence. The strategy should enable the Centre to contribute to national health
systems research development. Priorities should be on national, regional and global impact.
Activities should focus on developing, supporting and retaining scientists in Bangladesh and

identifying resource flows to help research in Bangladesh.

It was agreed that there was a need to mainstream gender in the Plan; that the goals should be

simple and sustainable; that issues of poverty and equity should be themes that run through

the Plan. Prof Hull advised that gender mainstreaming should elicit the highest level of

involvement. It was important to look at gender issues in the management of the Centre. The

Board should assist the Centre in integrating the issue in all aspects of the Centre. ~ Mr
Chowdhury stated that he looked forward to the recommendations as it was an issue that was

currently being addressed in the Ministry. 1t was agreed thal Prof Hull and Prof Viassoff will

work closely with the Centre’s Gender Committee to share ideas and help with its

operationalisation.
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Prof Sack reported that he had had a recent meeting with the Health Secretary to share the
‘draft Plan. The HS offered to organize a meeting with selected national Government
institutions to review the Plan,

IR

Prof Sack thanked the Board for helping to bring the Plan more into focus. It was decided
“that the Plan should be reviewed by Prof Jacobs, with input from BoT members for
- completion by next Board meeting,

Ms Pors thanked the Board for the opportunity to familiarize herself with the role of the
Centre and the Board and looked forward to the Donors Support Group meeting where the

i1ssues can be further discussed.

Prof Jacobs closed the meeting at 17:30pm.
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Presentation of the Preliminary Report
of the LSD External Review
CSD Conf Room
7 June 2002pm

The Board met at 16:00pm to hear the report of the external reviewers of the Laboratory
Sciences Division. Administrative Council members participated.

The LSD Review was held from 4-5 June 2002. The 4-member review panel comprised Dr I
Kaye Wachsmuth, Dr Tikki Pang, Prof Wangpen Chaikumpa and Major General Motiur
Rahman.

Dr Wachsmuth reported that the general impression of the 4-member review panel was that
LSD is well positioned scientifically and that the morale of the group is high. Tt appears that
many of the independent units are successfully funded and have established productive
collaborations within LSD, with other Centre groups, and with outside entities. The Division
has a productive track record, as measured by publications and their impact and by the
involvement of LSD scientists in community and clinical service projects.

General Observations

Initially the review panel studied the Centre’s response to the 1996 external review. Each of
the 12 recommendations has been addressed, and LSD was asked to prepare a summary of
the current situation in relation to that review. The panel addressed the document point by’
point.

Although the Centre has significantly improved the quantity and quality of the laboratory
space available to LSD, there is still a need for additional space, particularly for the
tuberculosis and virology work and the expanding research and service agenda, which the
review panel generally endorses.

LSD has taken an integrated approach to setting research priorities and establishing links
between laboratory research, community-based epidemiological investigations, and clinical
studies. The review panel would encourage the expansion of this approach.
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Similarly, the Centre should encourage other Divisions and Programmes te cons:
scientists as full collaborators, including them in initial protocol development and funding
efforts.

LSD has also taken a balanced approach in research activities e.g. areas of molecular
biology, molecular genetics, microbiology and epidemiology. The review panel thinks that
this is an effective strategy and should be strengthened where possible.

Recommendations

The panel recommended that LSD work with the Centre to identify the highest priority areas,
giving these emphasis, with the possibility of de-emphasising less important areas of current
research. LSD could develop a strategic, business and action plan for the Division. and for
individual units. This process could have the added advantage of identifying income-
generatling activities within priority areas.

Ore clear area of emphasis should be the response to emerging disease problems, particularly
outbreak situations, which can be quite disruptive and difficult to co-ordinate over several
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organizational units. The reviewers suggest LSD (the Centre/other Divisions?) develop a
plan for how best to deploy and coordinate resources during an emergency situation.

[n emphasizing the highest priority areas, LSD should consider consolidating some activities
e.g. the ARI laboratory is dealing with pneumoniae, dengue fever and typhoid, and the small
parasitology laboratory deals with amoebic dysentery, leishmaniasis, and will probably need
to become more involved in malania research.

There are opportunities now to capitalize on the integrated approach now taken by LSD, the
reviewers identifies two areas as examples.

* The excellent work done by the Environmental Microbiology Laboratory in
identifying the ecological niche for Vibrio cholerae and in identifying a preventative
approach of sari filtration could be strengthened by interactions with the molecular
laboratory and with field epidemiologists. Once the work is peer reviewed and
published, it will give both the Centre and WHO another “success story”.

* The substantial research advances made by LSD in understanding the immunology of
shigellosis could be strengthened if LSD capitalized on the advances derived from the
genomics revolution and data/specimens resulting from community-based
epidemiological studies. This would position the Centre on the cutting-edge of
research to understand the disease pathogenesis and protective mechanisms of a
severe and persistent global disease problem.

Careful consideration should be given to how LSD can participate and benefit from the
ongoing revolution in pathogen genomics. The Division has demonstrated its considerable-
understanding of and expertise in molecular genetics and could build on this to strengthen its
capacity in bicinformatics, functional genomics (i.e. protein and DNA microarrays).

While keeping abreast of and advancing its capacity in molecular research, LSD should
ensure that its basic research is firmly linked to the clinical and epidemiological aspects of
the disease. This is the key comparative advantage of LSD and the Centre.

The review panel also acknowledged the continuing need for a credible research group to
have access to state of the art equipment while being mindful of the financial constraints and
the maintenance of equipment in the setting of the Centre. Although the panel asked LSD to
prepare a priority list and explanation for the Board, there were specific pieces of equipment
that reviewers identified: automated blood culture system (would probably pay for itself in
one year's time), fluorescent microscope for TB and environmental work, electron
microscope for many LSD projects, and a computérized system for tracking and retrieving
the large collection of valuable specimens in the LSD inventory.

LSD has developed a successful working relationship with GoB and should capltahze on that
to advance its research and service to the Bangladesh community (which also translates into
service globally). Areas of opportunity and particular concern are HIV/AIDS, viral hepatitis
(B and C), TB, dengue fever/dengue hemorrhagic fever, typhoid, and V. cholerae 0139,

Discussion:

Dr Wachsmuth stated that the Centre made an excellent choice in its appointment of Dr
Balakrish Nair as the Head of LSD. She noted that the priority area to be addressed was the
issue of space that is urgently needed. She recognized that expansion has been done over the
past year and the lab is making the best use of the existing space. Dr Uauy noted that the
research output of the Division was excellent and lauded the LSD staff for the quality of the
work of the Division as well as its support of other Divisions and extemal institutions.
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In addition, existing equipment needs back-up and/or renewal. It was suggested that an
inventory of needed equipment could be listed in negotiations with donors. Dr Nair
responded that the Division proposes funding for new equipment through its protocols. LSD
should collaborate with the Divisions to ascertain what equipment is required. The Division
should develop links with the other Divisions and should be able to contribute to the study on
community-based shigella research. The lab should be the champion of cholera studies at the
global level. It was further suggested that the direction of the laboratories should by set by
the Strategic Plan for the Division.

Dr Nair noted that the Division collaborates with and uses equipment as needed at NICED
and JICA.

It was discussed that the Division would need to computerize its specimens and establish a
repository. Dr Nair stated that the LSD is making plans to send some LSD staff to CDC for
training in this area. It was also discussed that for future IPR issues, Centre scientists’ patents
and cell products should be protected and clearly acknowledged if used; that the Centre
should first be informed before use.

Dr Pang noted that the Division is at the threshold with excellent scientific standing on an
international level and should continue keeping abreast of developments and making optimal
use of materials and cross-cutting with Divisions. The Division should be in place to help
local institutions enter the genomics era. He further advised that the Division get access to
the web of science on the ISI website for full text links to journals and other relevant
information links. He would look into and send information to Dr Sack on paying reduced
membership fees under an “international health organization” membership or as a WHO
collaborating Centre.

Prof Ganguly stated that the Division should set goals for the next 5 years. Performance
goals and major issues such as manpower development, resource generation should be
outlined. This should make reviewers’ task much easier.

Dr Pang stated that the World Health Report 2004 will be themed Health Research and will
publish success stories in the South. He also pointed to a fund by the Rockefeller Foundation
to help developing countries develop publicity activities for their research programmes.

Prof Hull advised that occupational health and safety procedure
disposal/handling be brought up to standard. There needs to be a report from the Bio-Safety
Committee. '

Prof Ganguly stated that a state-of-the-art animal facility of international standard was
needed in the Division.

Dr Wachsmuth concluded that the outlook for the Division was positive. The presentations
were impressive especially that of the bio-engineering cell. She commended Dr Nair on
behalf of the review panel for his leadership. Dr Nair thanked the panel and the Board for
their comments and suggestions and pointed to the excellent contribution of the Division
scientists and the support staff in maintaining the quality work of the Division. He thanked
Prof Sack for his support and the Scientific Council for their positive interaction with the
Division.

The meeting ended at 17:30pm.
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DRAFT
Minutes of the Finance Committee
Saturday 8 June 2002
4:00 pm

Present:
Members of the Board of Trustees

Prof Marian Jacobs (Chair of the Board) Prof David Sack (Director)
Prof AK Azad Khan (Chair, Finance Committee)  Dr Ricardo Uauy Dagach
Prof NK Ganguly Prof Terence H Hull

Dr Nobukatsu Ishikawa Prof Jane Anita Kusin

Dr Claudio F Lanata : Mr M Fazlur Rahman
Prof Marcel Tanner Prof Carol Vlassoff

Dr I Kaye Wachsmuth

Absent (with regrets):

Dr Rolf Carriere

Mr Anisul Huq Chowdhury

Dr Maimunah Bte Abdul Hamid
Dr Tikki Pang

Invited Staff: Co

Division Heads, Chief Finance Officer, Head, HR, Ms Vanessa Brooks (ER&ID), Dr
Anowar Hossain, Mrs Shamima Moein, Mr M A Samad, Mr Sk Abdul Matin (Finance
personnel).

Minute Secretary: Loretta Saldanha

Prof. Azad Khan welcomed all those presént at the meeting and invited Mr. Stephen Sage,
CFO to present the Finance report.

Mr. Sage thanked the members of the Board for inviting him to present his report, introduced
‘the members of his finance team and reported that he was extremely pleased to work with
such a professional group of individuals in his section.

He briefly highlighted the following:

* 2001 Actual Results (historical results)

Auditors’ Opinion
Contributions

Project Contributions
Core Contributions
Donor Base

Expenditures

Operating Surplus/Deficit

Agenda 1: 2001 Auditor’s Report and Audited Financial Statements

The auditors’ opinion was clean and their report includes one qualification, Management
does not agree with the qualification for not including the asset and liabilities of “ICDDR,B .
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Employees Separation Payment Fund” as the Centre has no control over these funds. This
inclusion would materially distort the true financial position of the Centre and inflate the
balance sheets.

Overall there were no disagreements with the auditors and no surprises in the accounting
records. (This was specifically stated in light of the recent accounting scandals with relation
to ENRON.)

Revenue
1. Contributions

Contributions from Donors and Endowment Fund increased from prior year by $ 162,000
(1.2%) from $13,830,000 to $ 13,992.00.

Restricted contributions decreased by 6% relative to the prior year ($ 744,000) primarily due
to less project activities funded by several donors and absence of transfer from Hospital
Endowment Fund. This decline was however offset by greater funding by the Govt of
Bangladesh, International Vaccine Institute, Japan and UNICEF. Unrestricted contributions
increased by 52% ($ 906,000) vs prior year due to the generous contributions by the
Netherlands and SDC (Switzerland). Contributions include a write-off of § 109,000 due to
uncertainty of collection of a receivable from the Arab Gulf Fund that has been outstanding
since 1998. Efforts are however underway to collect this money that will reverse the charge.
Exchange gains and other receipts also decreased.

2. Donor Base
Efforts must be made to expand donor base.
3. Expenditures

Operating cash expenditures decreased by $ 18,000 (0.1%) from prior year.

Unrestricted (core) expenditures increased by 24%. 64% being spent on
international/national salaries and consultancy payments.

Restricted (project). Expenditure decreased by 6% in line with decreased revenues.

4, Operating Surplus/Deficit

Net cash surplus excluding depreciation increased by $ 128,000 relative to the prior year,
from $ 63,000 to $ 191,000. $ 81,000 greater than budget. This was due to expense control.
The cumulative deficit is now down to $ 2,926,000. This was because of a transfer of $
240,000 from the Reserve Fund. Total expenditures excluding depreciation increased by $
26,000 (0.2%) from $15,520,000 to $ 15,546,000.

Agenda 2: 2002 Forecast

Following the approval of the budget by the Board of Trustees in November 2001, the
finance department sets its goal for the year. Mr. Sage explained the differences in purpose
between budget and forecast. The forecast is the mid-term monitoring of budget. It was
also explained that the Centre should have a better bottom line than budget presented in
November and that risks should be managed.
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The following items were highlighted under this item:

Revenue: Contributions (Restricted/Project and Unrestricted/Core)
Donor Base

Expenditures

Deficit vs Surplus -

From Deficit to Breakeven

Other Opportunities

1. Revenue: Contributions

Donor and endowment funds were budgeted at § 13,773,000 but are now forecast to increase
to $15,165,000. This was 10% greater and is achievable if we are aggressive in carrying out
the projects that have been committed.

2. Projected Contributions (Restricted/Unrestricted)

Restricted:  This is forecast to increase significantly — $ 1,285,000 (11%) greater than

budget.. Increases are due to contributions from several large donors and spending of Gates-
GoB award.

Unrestricted: This is expected to increase($ 107,000) primarily due to additional support
from USAID/Washington.

3. Donor Base
There are currently 10 donors contributing more than $ 400,000.
‘4. Expenditures

Project expenses are expected to increase proportionately to increased activity.

Unrestricted expenditures decreased due to additional support from Gates-GoB,

Unrestricted expenditures in management increased due to unplanned costs of hiring and

recruitment. :

Net Cash Deficit vs surplus: The forcast shows that the deficit has been narrowed

considerably, and there is a good chance for breakeven by years end. We are now projecting
"anet $ 45,000 deficit for the year.

5. Other Opportunities

Management is developing specific action steps to reduce the forecast deficit to achieve
breakeven level for the year.

Control core costs

: New donors in pipeline

Collect prior year write-off

Focus on projects with full overhead
Target is surplus of § 150,000
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Agenda 3: FUNDS (Centre’s Financial Equity)

1. Hospital Endowment Fund. There was a market loss in 2001, but this was iess than the
market loss in the general equity market because some of the fund is invested in interest
bearing cash deposits. The market value was § 5,160,000 as of December 2001. No
funds were transferred to the Centre’s Operation in 2001.

2. Centre Endowment Fund. There was a market loss in 2001 due to stock market losses.
There were 1o contributions in 2001. $ 130,000 was withdrawn in 2001, and the balance
was $ 3, 385,000 at April 30, 2002.

3. Reserve Fund. This was created to provide financial stability for the Centre and to
provide guarantee for our 2 million dollars overdraft facility. The earnings from the
reserve fund, in excess of 2 million dotlars ($540,000 during the last two years) has been
transferred to the Operating Fund in recent years. The target is to hold the $2 miilion in
this reserve fund and to continue to transfer earnings to the operating fund.

4. Operating Fund. The cumulative deficit is better by $996,000 over past 3 years and
stands at $ 2,926,000 at 2001year end. Future decreases will be a slower rate, mainly
because of the lower interest rate on earnings from the reserve fund. Tt is planned to
reduce the deficit to $ 2,000,000 in 6 years, though we will attempt to decrease it to zero
as quickly as possible.

Arenda 4: Other Items

1. Appointment of Auditors for 2002:

Price Waterhouse, Kolkata and Hoda Vasi Chowdhury & Co., Dhaka were the joint auditors
for 2001 and have been the Centre’s auditors for the past six years and three years
respectively. '

Management is recommending that the audit fee not exceed $ 15,500 same as 2001 but that
the amount not be specified in the resolution in order to give the Centre management room to
negotiate the terms and conditions.

2. Bank Overdraft Facility

The Centre’s current $ 2 million overdraft facility with American Express Bank will expire
on July 13, 2002. Interest rates are the bank’s prime rate in the USA and the equivalent rate
in Bangladesh. The facility is used for any overdrafi. As a result of the large cumulative
. deficit of the Centre there may be an ongoing overdraft requirement to cover operating costs.
This overdraft is being secured by term deposits of the Reserve Fund.

In view of this the management recommends renewing the overdraft agreement of $ 2 million
for the year to July 13, 2003,

3. Cheque Signatories:
Over the past year there have been several occasions where Finance operations were

hampered by absence of present signatories. Management recommends that cheque-signing
authority be extended to the following persons to prevent constraints:
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Head, LSD: Dr G Balakrish Nair
Head, HSID:Dr Robert F Breiman
Head, ISD: Mr Peter Thorpe

These nominated staff are in accordance with Centre policy.

4. Reserve Fund Transfers

Matintain $ 2,000,000 budget
Transfer earnings to Operating Fund on an ongoing basis

5. Maﬁagement Information System:

Centre needs have been identified integrating Centre-wide objectives (Finance, Projects,
Human Resources). This activity was carried out by an external consultant. Vendors are
being identified and demonstrations scheduled.

Prof Azad Khan thanked Mr. Sage for his excellent presentation.

DISCUSSION:

Following a clarification regarding the need to transfer reserve funds, Mr. Sage explained
that this fund was established to provide a “cushion” to the Centre when faced with a difficult
financial situation.

In response to Prof Ganguly’s question whether excess funds are totally allocated towards
salaries and overheads and whether the Centre could reduce this and direct funds into
functions and less into salaries.

Mr Sage explained that with regard to the annual change in salaries more than 2/3 of the
money goes into salaries of project staff and that reduced or limited salaries would only save
a smaller percentage of costs while perhaps leaving salaries at a competitive disadvantage.

"With regard to his query re: flexibility of use of funds received, Mr Sage explained that the
only flexible contributions are unrestricted (core) funds. Some donors give us restricted and
unrestricted contributions.

Dr Sack reported that efforts are underway to educate donors about the need to support
1nd1rect costs and requested the Board to assist with stressing this issue.

Prof Ganguly felt that the Centre’s Mission and Vision Statement will greatly assist in
achieving this goal. .

Prof Ganguly also queried how the Centre would handle a situation where more/less money
is received from a donor. Mr. Sage explained that when more money is received, the extra

funds are directed towards research, and in the case of less money, scope of activity would be
trimmed.

With regard to cash flow, it was queried why the Centre needed to go into overdraft and
whether there is a chance for fixed salaries could be allocated to projects. Mr. Sage reported
that this year the Centre dipped into the line of credit as most donors have paid after the fact.
Approximately 70% of all Centre contributions come from national govemments and
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governments do not always pay on time. Mr. Sage further stated that the Centre tries to
assign all costs to projects as much as is practical.

Dr Marce!l Tanner explained that to obtain overheads the Cenire should consider prepanng 2
price lists. One budget should include the items that are usually supported by overheads
under the items the donors who do not provide overheads will support, and one for donors

who contribute towards overheads. This should however be done in consultation with the
donor 1o ensure transparency of records.

Dr Azad Khan agreed to consider this suggestion as long as transparency was maintained
with the Centre’s donors and other constituencies.

Dr Terence Hull felt that the use of the term “donors” so comprehensively in the books does
understate the degree of people buying the services of the Centre. Mr. Sage explained that

“donor” is an institutional term and we will look how they could be categorized in the future.

Mr Sage circulated a list of the Draft Resolutions to the members for review and further
action at the Full Board meeting.

The meeting concluded at 5.30 p.m.

(Note: The attachments were distributed at the meeting).
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Minutes of the Personnel and Selection Committee

Saturday 8 June 2002
13:30pm

Present:
Prof Marian Jacobs (Board Chair) Prof David Sack (Director)
Dr Claudio Lanata (Chair, P&S Committee) Prof Jane Kusin
Prof Carol Vlassoff Prof AK Azad Khan
Mr Anisul Huq Chowdhury Dr Ricardo Uauy Dagach
Dr Maimunah Bte Abdul Hamid Prof Terry Hull
Prof N K Ganguly Dr Nobukatsu Ishikawa
Dr Tikki Pang Prof Marcel Tanner
Dr I Kaye Wachsmuth

Ms Diann Hill, Head HR

Absent (with regrets): Mr Rolf Carriere; Mr M Fazlur Rahman
Invited: Administrative Council mmembers

The Personnel and Selection Committee, chaired by Dr Claudio Lanata, met to deliberate on

personnel and other human resources issues. The meeting proceeded to the agenda items for

review and discussion. :

1. Approval of the agenda. The agenda was approved.

2. Approval of the minutes of November 2001 meeting. Minutes were approved.

3. Staffing:

3.1 Overview: Ms Diann Hill reported that during the period 1 Oct 2001 to 31 March 2002,
 there were 69 separations from and 43 additions to the Centre. The net separations of 26
- were mainly from the projects. The Centre continues to follow the policy of restricting

external recruitment of fixed-term staff.

Total numbers by categories:

International staff - 15

Research (scientific, support & field) — 589: 196 core funded; 393 project funded.
Research (administration) ~ 356: 134 core funded; 222 project funded
Support services & human resources - 103: all core funded

Finance — 31: all core funded

International seconded staff - 6

Short-term staff (int’l, NO & GS)  -- 2

Community Health Workers -- 18

Health workers - 92

Fellows - 30

Contractual service holders -- 331

Daily wagers - 231

Total 1804
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The Centre also has 2 adjunct scientists.

Ms Hill reported that historically, the Centre reported gender as a whole. It is now reported
by level of staff. This will allow management to measure itself against going forward.

3.2 Status of recruitment of international professional staff:

3.2a Associate Director, D1, Clinical Sciences Division. This vacancy was re-advertised at
D1 level. 9 applications have been received including 3 from within the Centre and are
under review and will be discussed further in Closed Closed session. Dr MA Salam is
currently acting in the position and receiving the acting allowance since 1 October 2001.

32b Chief Finance Officer, P5, Director’s Division. It was announced that Stephen Sage
has decided for family reasons not to continue at the Centre and will be leaving in mid-
September. Ads were place in The Economist and other websites. The closing date was two
days ago. The Centre will make a shortlist and submit recommendations to the Board for
approval.

39¢ Head, Nutrition Research Programme, P4/5, Clinical Sciences Division. The post has
been advertised in various journals and websites. Seven applications were received. Prof
Sack reported that it was difficult to find suitable candidates for this position which is high
priority. The Centre needs to continue the search.

374 Head. Fxternal Relations & Institutional Development, P4. Interviews were held the
previous day and will be discussed further in Closed Closed session.

3.2e Operations Research Scientist, P4, Health Systems and Infectious Diseases Division.
The search is continuing and it is anticipated that a candidate will be named within a month.

3.9f Health Economist, P4, Health Economist Unit, Public Health Sciences Division. The
Centre is very eager to fill this post. Ads were placed in The Economis, The Lancet and
other websites. Applications have been received. Closing date was two days ago.

3.3 Renewal of contracts

33a Executive Assistant to Director, P!, Director’s Division. Prof Sack reported that

discussions regarding the renewal of Mrs Judith Benmett Henry’s contract are ongoing.

3.3b Head. Reproductive Health Programme. P35, Public Health Sciences Division.
Discussions regarding the renewal of Prof Japhet Killewo’s contract are ongoing.

3.4 New International Professional Staff

1 4a Associate Director, D1, Laboratory Sciences Division. Dr Balakrish Nair joined the
Centre on 13 December 2001 for a period of 3 years.

3.5 Status of seconded staff contracts

3.5a Demographic Researcher, P4, PHSD. The current secondment contract of .Mr Carel
Van Mels will expire on 2 July 2002. The Centre is awaiting the approval of a secondment
agreement with the Netherlands Interdisciplinary Demographic Institute (NIDI).
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3.5b  Senior Scientist, P5, LSD. Jose Bogaerts who was seconded from the BATC (now
DGIC), left the Centre in December 2001 after 5 years of service. No replacement is
anticipated.

3.6 New adjunct scientists

3.6a Adjunct scientist, LSD. Prof Yoshifumi Takeda, former Board member, and Professor
Emenitus, Facuity of Human Life Sciences, Jissen Women’s University, Tokyo, was offered
a contract as Adjunct Scientist for collaborative studies with LSD for a period of 3 years
effective 14 February 2002,

Dr Abdullah Baqui, former Centre scientist and Assoc Professio at Johns Hopkins
University, is also contracted as an Adjunct Scientist with the Centre.

3.7 Completion of tenure

3.7a Senior Scientist, PS Public Health Sciences Division. Dr Radheshyam Bairagi will be
leaving the Centre following completion of his contract on 30 June 2002.

3.8 Reclassification of international professional post

3.8a Social_Scientist and Head, SBSU. P4, PHSD. Discussion will be deferred to Closed
Closed session.

3.9 Change in status for international professional post

3.9a Assoc Director and Head, PHSD. In recognition of Prof Lars Ake Persson’s leadership
and scientific productivity to the Centre and the Division, his contract was renewed at D2,
step 4 for another three years, effective 1 March 2002.

3.10 Establishment of new international professional posts. Prof Sack reported that the
Centre requires 3 new posts:

. 3.10a Deputy Director (D2), Director’s Division (to be discussed in Closed closed session -
3.10b Pathologist (P4), LSD. A job description is being formulated and will be submitted for
Board review

3.10¢ Grants Administrator (P4), Director’s Division (to be dlscussed in Closed closed
session) :

4. Promotion of Bangladeshi scientists to international level. 4 scientists were shortlisted
for promotion and their applications were submitted for external review. Interviews were
held the previous day with the concerned scientists and further discussions on the outcome
will be held in Closed closed session.

5. Selection of BOT meimbers. To be discussed in Closed closed session.

6. Any Other Business

6.1 Update on the Human Resources Agenda. Ms Diann Hill, Head HR began her update of
the HR agenda with an introduction of her new baby.
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She reported that the Human Resources Office was established in 1998 and the post of Head
HR was filled in 2000. Priority activity was to resolve pending issues and advance new plans
for human resources throughout the Centre.

HR projects included job classification, evaluation and job families; market survey;
performance management system; training; promotions; compensation system; management
information system; recommendation for compensation system.

Job classification: 253 posts were comprehensively evaluated under an external analysis and
job titles standardized. Policies and procedures are being developed to support the JC system

Job families: The aim of the exercise was to reduce the number of job titles and create career
structures. Reconciliation to date: 169 reduced to 107. Posts have been categorized 1nto
respective families and can move across divisions. Core skills have been identified for the
posts.

Market survey: Annual surveys are needed to test Centre salaries and benefits against the
external market; make internal adjustments to individual posts to be competitive with the
market; demonstrate a fair and transparent process. The survey showed that the current trend
is to convert benefits into cash and that most comparators use merit pay systems. The
financial implications will determine the number of changes to be made for both
classification and market adjustments; evaluate the budgetary implications of the
adjustments; determine the Centre’s ability to fund the adjustiments.

Performance management system: The Centre would revise current appraisal forms, develop
policies and procedures, train managers on nasics of performance management and train staff
on the new system. Revision of the current system would include:

Feedback from employee as an accepted part of the process
Performance as part of the team

Measurable outcomes _

Identification of personal development needs

Score for overall performance

Training: HR training focusses on cultural change and standardized performance for the
organization: .

- Training needs analysis completed in 2001

. Soft-skills training — basics of supervision (8 modules) beginning with the
Performance Management module

- Hard-skills training — conducting Microsoft Office training including email and web
browsing

- Recruitment of a national Training Manager

Promotions; A fair and equitable system across the organization for all staff. Promotions to
be considered on an annual basis; recommendations made to Associate Director for

submission to HR for convening of Compensation Committee.

Compensation system: Does the Centre want to reward staff for longevity of service?
Individual performance? Team performance?
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Pay options:

Current system links JE scores to pay ranges with step increases with longevity.
Advantages of the current system: link to UN system, does not affect the Ordinance,
minimizes resistance from staff and SWA. Disadvantages: good performance is not
rewarded and poor performance is ignored.

Merit system 1s linked to individual performance within financial constraints. Advantages:
recognises and rewards individual performance, supports organizational productivity,
enhances morale of top performers. Disadvantages: subjective and open to abuse, would
need more managerial input and time.

Team merit system is linked to team performance. Advantages: recognises all team
contributions, team pressure to perform raises productivity. Disadvantages: top petformers
can be disadvantaged, the system can be subjective, is rarely used and administratively
cumbersome, can result in shortcuts.

The Centre recommends the adoption of the merit system. It increases the morale of top
performers and is an incentive for everyone to perform. It makes the performance review
more meaningful for salary and career planning, develops developmental areas and improves
donor competitiveness. The system is easy to administer, is financially controllable and fits
with a grading structure. It does not allow increases for poor performers. The Centre would
need to consider the effect this proposed system will have on the Ordinance.

Management Information System: Will evaluate organizational needs; identify vendors and
product demonstrations; review IT resources; select MIS system; create implementation team
~and achedule.

Update HR Department: Transition from Personnel (admin) to Human Resources (strategic)
department to enhance effectiveness and efficiency. The Dept created workmg groups to
review recruiting, contract extension and gender equality.

Time lines: BOT approval — June 2002; Market survey completed — May 2002; job families
agreed — June 2002; Reconcile JC with market survey — July 2002; Training for managers —
August 2002; Perqu_rnance Management system — December 2002.-

The Centre requests the Board’s approval to continue plans for mtroducmg a Ment
Compensation System.

Dr Lanata thanked Mrs Hill for the presentation and congratulated her and the HR staff for a
comprehensive job.

Discussion:
It was discussed that the merit system would ultimatély be beneficial to the staff and the
Centre as a whole but should be worked out carefully. The Centre would need to work with

the ERD Secretary and the Health Ministry to review its effect on the Ordinance. Further
indepth discussion will continue in Closed closed session. -
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P&S Committee
Closed Closed session

The Board met to continue discussions and to deliberate on issues for resolution:

e Recruitment of Associate Director for Clinical Sciences Division; and Head,
External Relations and Institutional Development, Director’s Division. The search
for this position will continue.

s Reclassification of international professional post for Social Scientist and Head
SBSU, Public Health Sciences Division. It was recommended that Dr Bhuiya should
be promoted to P5 level.

¢ Establishment of new international professional posts for (1) Deputy Director,
Director’s Division and (2) Grants Administrator, Director’s Division:

1. The Board agreed that the post of Deputy Director was needed and that the job
description should be for a scientific administrator, not a “pure” administrator. It
should be understood that the position should not be viewed as a stepping-stone to
the directorship, in fact this should be discouraged. A job description should be
developed prior to the next meeting.

2. The Grants Administrator position should be regularized since this function is
becoming increasingly important.

e Selection of new members of Board of Trustees.

Annex: ICDDR,B Consultancies Policy
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Annex

ICDDR,B
Consultancies Policy

Page 1 of 3
Revised 05 November 2001

Purpose:

To allow staff members to provide consultancies to outside organizations that would benefit
both the individual and the Centre. '

Guidelines:

1. -The agreement for consultancies is to be made with the Centre, not the individual. All
consulting proposals must be routed through the appropriate Division Director to the Head,
Human Resources for review and approval. The Director will give final approval of all
consultancies.

2. A consultant is defined as an individual who is participating in the consultancy and taking
directions from the consulting organization. Satisfaction with the final Consultancy product
will be between the consultant and consulting organization and not reviewed by the Centre.

3. Eligible staff include international level, and NOC and above.

4. Consulting fees will be based on the Centre’s salary scale and should not be more than six
weeks per year.

5. Cash payments to Banglédeshi nationals are in addition to their regular salary and subject
to income tax. The appropriate tax (approximately 25%) will be deducted from individual
cash payments and remitted by the Centre to the tax authority.

6. Leave time cannot be used for consultancies. If temporary replacement staff is needed, -
then the personnel costs will be borne by the consultancies. '

7. Direct costs of travel, food, accommodation, business expenses and any other related
materials must be borne by the consulting organization.

Page 40 of 49



Page 2 of 3

Rates for Consuitancy:

The Consultancy rate for eligible international and national staff will be calculated by taking
the total personnel cost (salary + fringe) plus twenty-five percent (25%) of direct costs
divided by 250 days. This average daily rate will be used to determine the appropriate
consulting rate for international and national staff members. If a national officer is
conducting an international Consultancy, the salary rate will correlate with the international
level equivalency. If the Consultancy is a regional or in-country consultancy then the
appropriate daily rate will apply. Consultancy fees are subject to change if the Centre revises
its salary scales.

A Consultancy Rate Calculation Worksheet has been developed to assist in calculating the
rate and must be submitted when requesting approval for the Consultancy.

International
Average Daily Rate (mid-step of grade levels)

Salary/Benefit Indirect Cost | Total Daily *Regional | **In-country
Level Per Day ($US) (25%) (SUS) Rate (SUS) | Rate (3US) | Rate (3US)
Pl 228.00 57.00 285.00 199.50 114.00
P2 275.00 69.00 344.00 240.80 137.60
P3 (NOC) 326.00 82.00 . 408.00 285.60 163.20
P4 (NOD) 380.00 95.00 475.00 332.50 190.00
P5 (NOE) 427.00 107.00 534.00 373.80 213.60
D1 462.00 116.00 578.00 404.60 231.20
D2 502.00 126.00 628.00 439.60 251.20

*Regional rate is 70% of Total Daily Rate
** In-country rate is 40% of Total Daily Rate

If an in-country consultancy is with an Bangladeshi organization then the in-country rate
would apply. If an in-country consultancy is with an International organization within
Bangladesh, the international rate would apply.

If the consultant’s salary is 100% covered by project funds, the individual will receive 50% of
the consulting fees and the remaining 50% will be given to the individual’s Division. The
individual will receive the 50% as a cash payment.

If a portion of the project and a portion of core cover the consultant’s salary, the approprate
percentage will be used to offset salary costs charged to core. The Division may use these
funds for activities as approved by the Division Head.

Exampile: Consuitant’s salary is 60% project funded 40% Core funded
40% of the consultancy fees would be returned to Core.
30% of fees would go to the individuai and 30% would go to the Division.

If an individual is 100% core funded, the individual will receive 50% of the consulting fees

and the remaining 50% will be given to the individual’s Division. The individual will recetve
the 50% as a cash payment. :
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Consultancy Rate Calculation Worksheet

Net Consulting fee recerved*

Less indirect cost (20% * a)

Net received (a - b)

Proportion of salary from core

Amount returned to core (d * ¢)

Amount available for distribution (c - €)

Amount to individual (50% * f) **minus income tax.

Amount to division (50% * f)

Notes: :
*Excludes all direct costs (travel accommodation, etc) reimbursed

** Applies to Bangladeshi nationals only

o Total personnel cost (salary + fringe) +25% / 250 days

¢ 250 days =5 working days*52 weeks — 10 public holidays
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Draft Minutes of the Full Board
CSD Conf Room
9 June 2002am

The Full Board convened at 9:00am in the CSD Conf Room to deliberate on the reports from
the Programme, Finance and HR Committees; to approve the Minutes of the last Board
meeting; and to finalise the resolutions emanating from the respective Committees.

Present:

Prof Marian Jacobs (Board Chair) Prof David Sack (Director)

Prof Jane Kusin Prof Carol Vlassoff

Prof AK Azad Khan Mr Anisul Huq Chowdhury

Dr Ricardo Uauy Dagach Dr Maimunah Bte Abdul Harmd
Prof Terry Hull " Dr I Kaye Wachsmuth

Prof N K Ganguly Dr Nobukatsu Ishikawa

Prof Marcel Tanner

Absent (with regrets):  Mr Rolf Carriere; Mr M Fazlur Rahman; Dr Claudio Lanata and
Dr Tikki Pang (left early for pre-arranged appointments)

Invited: Administrative Council members
Minute Secretary: Mrs Judith Bennett Henry
Prof Jacobs opened the proceedings.

1. Approval of the Draft Minutes of Nov 2001 meeting: Prof Azad Khan moved, Prof
Sack seconded.

2. Reports and Resolutions from the Committees:

2.1 Programme Committee: The draft resolutions were presented by Prof Uauy and were
approved by the BOT.

© Discussion:

External reviews: It was discussed that a standardized format of guidelines should be in place
for reviewers. It was agreed that Prof Vlassoff, as Chair Programme Committee, should
draw up the TOR with input from the Director, Division Heads and Board members. This
process should be accelerated to accommodate the next review. The new format will be
submitted for approval in the November meeting. It was further agreed that the CSD review
- should be deferred until a Head CSD is appointed.

Strategic Plan: It was agreed that the Plan should be revised under the guidance of Prof
Jacobs. BoT members were requested to feedback to Prof Jacobs relevant suggestions. A
draft should be ready by end of September for finalisation at November meeting.

Regarding the format of the Programme Committee, it was suggested that scientists from

national collaborating institutions be invited to participate and/or present topics at the next
PC meeting in November.
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It was also discussed that the Centre should: review the integration of programmes; get more
research scientists involved in the programmes; look at advancing from science to
application.

2.2 P&S Committee: The draft resolutions were presented by Dr Lanata and approved by
the BOT.

Discussion:

It was agreed that the resolution 15/BT/NQV/01 be amended to read: The Board authorizes
a three-year contract with Dr Charles Larson as Senior Operations Research Scientist at P35 in
the Health Systems and Infections Diseases Division (HSID).

Gender policy: It was discussed that gender mainstreaming should be included in the HR
agenda for next Board meeting and that the current gender equality policy be strengthened.
The Board lauded the establishment of a Gender Equality Committee and noted that the GEC
should take a top management role to review and implement mainstreaming. The question
arose as to the status of participation in the Centre’s Gender Equality Committee. The
Committee is currently all-female and it was questioned whether male staff should also
participate. It was agreed that the makeup of the Committee should be left to the discretion
of the Director; the Board will ensure implementation.

BOT selection of members: It was discussed that for the replacement of Rolf Carriere, it was
best to look for someone from UNICEF HQ. It was suggested that Mr Carriere be contacted
for names of potential candidates. It was agreed that WHO should be contacted to request the
continuation of Dr Pang as a Board member. It was further suggested that the Board should
look at selecting more Bangladeshi candidates to serve.

Consultancies: Members discussed that the Centre is well-placed to compete for technical
assistance contracts. The BOT requested feedback from Centre management on the potential
and constraints. Prof Sack reported that the Centre has a consultancy policy in place. It was
agreed that members should submit consultancy arrangements from their respective
institutions to Prof Sack for reference. It was further suggested that the issue should be
placed on the Finance and P&S agendas for the next Board as it is relevant to both
Committees, .

Resource mobilization: Prof Jacobs requested clarification on the Centre’s expectations of
the Board in mobilizing resources. Prof Sack explained that the Board could play a very
important role in that regard due to members’ contacts with influential individuals, groups
and organizations. The Board, through their participation in government meetings and at
international fora can be current on new opportunities and directions being opened up and
can so advise the Centre. The Board can be the “eyes and ears” for new contacts. It was
agreed that the Board could play a stronger role in indentifying donors and look at ways to
help the Centre get well-connected with new initiatives and changing developments.
r

Dr Sack reported that the Centre recently held profile-raising events in Atlanta and in New
York. The fundraising drive identifies 100 companies willing to donate US$10,000 a year
towards the Endowment Fund. It is expected to reach a wide geographic distribution of
companies. The appeal will be to pharmaceutical as well as a wide variety of companies.

Members discussed what policy for accepting money from “controversiai industries”. Prof
Sack reported that the Centre does not accept money from tobacco or armaments; that the
Board should develop a policy regarding accepting funds from baby food companies. It was
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suggested that the Centre should look at guidelines from UNICEF, WHO and the
International Paediatric Association and bring to the Board’s attention.

It was also discussed that the Board should approach possible funding contacts as individuals
not necessarily as a Board member. Follow-up activities should be relayed through the ERID
office.

It was noted that the Centre should become involved ‘in the issues of the Millenium
Development Goals that should gamer a more committed response from donors. It was
suggested that powerpoint slides and brochures shouid be compiled to show some of the new
exciting projects and ideas. Ideas should be product-motivated. Donors would be interested
and find useful “the product behind the idea”. It was agreed that Division Heads should
submit their “ideas” to the Director for compilation into a CD and submission to all BOT
members.

23  Finance Committee: The resolutions were presented by Prof Azad Khan and were
approved by the BOT.

Discussion:

Prof Jacobs thanked the Finance Committee for its contribution. She also commended Mr
Sage on his contribution to the Centre over the past year. She expressed, on behalf of the
Board, her appreciation and extended best wishes to him and his family.

Prof Azad Khan also expressed his thanks to Mr Sage and the Finance team for their
excellent work and commended the Director, Mr Sage and the Finance team on making the
Finance Office healthier and more focussed. Prof Azad Khan also noted that the BOT will
feel the absence of Prof Jacobs following her departure from the Board.

Funding: Mr Chowdhury noted the continued funding constraints of the Centre. He
suggested that he meet with the Director and ERID to discuss how funds could be tapped
from donors based in Dhaka. It was noted that Mr Chowdhury’s interaction with these
donors would be outside of the Donors Support Group.

Date of next BOT meeting: Members discussed whether there should be full BOT presence
or an Execulive Commiliee meeting with conference call to the other members on the last
day for discussions and passing of resolutions. Prof Jacobs reminded members of several
international conferences carded for November added to which, Ramadan will fall early in
November. Prof Sack also pointed to the costs incurred for travel of ail BOT members to
Dhaka. He further noted that the last meeting which comprised only the EC proved effective.

It was agreed that the next BOT would be held on 1_and 2 November 2002 with EC
members and follow-up discussions by teleconference with other Board members. As a lead
up to the meeting, there would need periodic consultation with the EC. The agenda should

H - S U T JRE PO £ 1T A vnann b G tme i mee o
Le delineated and Board members will be Acytmuuent of all documentation in readiness 101

precise and specific discussion during the teleconference.

Close of Full Board: Prof Jacobs thanked the Board for the opportunity to serve as Chair and
extended best wishes to BoT Chair, Prof Uauy and Committee Chairs, Prof Azad Khan, Prof
Carol Vlassoff, Dr Claudio Lanata and the remaining BOT members.

She declared the June BOT meeting closed at 12:30pm.
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At 2:30pm, the BoT met with the Donors Support Group for presentations by the
Director and Board Chair and for closed meeting with the DSG.

Draft resolutions of the Programme Committee

The Committee resolved to present the following draft resoiutions to the Board for its
approval:

1/BT/JUN/02

The Board proposes that before each external review is undertaken, the terms of reference be
specified and provided to the external reviewers in advance. Each of these reviews will be
carried out by a multi-national group of three or four persons, including at least one member

- of the Board of Trustees. The Chair of the Programme Sub-Committee will prepare a
framework for Board reviews in consultatlon with the Centre Director and Associate
Directors.

2/BT/JUN/02

The Board appreciates the work of the Centre in developing the Strategic Plan draft
document and resolves that it be revised and finalised under the guidance of Prof Marian
Jacobs, taking into account the discussion and recommendations made by the Board. This
should be accomplished by the end of September in order that this can be reviewed by the
Board, GoB and donors prior to final approval in November.

Recommendation: : R : ;
The Board recommends that greater involvement of national scientists, health programmers

and other relevant members of civil society be sought for the next Programume Committee
meeting. The Programme Sub-Committee can provide that opportunity.

Draft resolutions of the Finance Committee

The Committee resolved to present the following draft resolutions to the Board for its
approval:

3/BT/JUN/O2

The Board accepts the audited financial statements of the Centre for the year ended 31
December 2001

4/BT/JUN/02

The Board appoints Price Waterhouse Kolkata and Hoda Vasi Chowdhury & Co Dhaka as
Joint auditors for the year 2002.

Page 46 of 49




5/BT/JUN/02

The Board authorises the transfer on an ongoing basis from the Reserve Fund to the
Operating Fund of all funds in excess of US$2,000,000.

6/BT/JUN/02

The Board authorises the continuation of the overdraft facility of up to US$2,000,000 with
the American Express Bank for the year to 31 July 2003.

7/BT/JUN/02
The Board authorises Dr G Balakrish Nair (Head, Laboratory Sciences Division), Dr Robert

F Breiman (Head, Health Systems and Infectious Diseases) and Mr Peter Thorpe (Head,
Information Sciences Division), to sign cheques on behalf of the Centre.

Draft resolutions of the Personnel and Selection Committee

The Committee resolved to present the following draft resolutions to the Board for its
approval: ‘

8/BT/JUN/02

The Board approves the Centre’s request to reclassify the post of the Social Scientist and
Head, Social and Behavioural Sciences Umt, PHSD, at pay level P5 and the appointment of
Dr Abbas U Bhuiya to the reclassified post in recognition of his outstanding performance.

9/BT/JUN/02

The Board endorses the selection of Dr Ishtiaq Zaman as Head, ERID at pay level P4 and
also records its support for Ms Vanessa Brooks to continue as Grants Administrator.

10/BT/JUN/0Z

The Board approves the promotion of the following staff under the Bangladesh Scientist to
International Level policy:

Dr G H Rabbam, CSD

Dr M A Salam, CSD

Dr Firdausi Qadri, LSD

Dr S M Faruque, LSD

11/BT/JUN/02 '

- The Board approves the request to rename the Personnel and Selection Committee to the
Human Resources Committee.
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12/BT/JUN/02

The Board approves the direction of the Human Resources agenda as presented by the Head
Human Resources and approves the request for continuing plans to introduce a merit
compensation system.

13/BT/JUN/02
The Board notes its support to establish the new posts of Deputy Director, and Pathologist.
14/BT/JUN/02

The Board notes the salary and benefits guidelines developed to clarify the Bangladeshi
Scientist to International Level policy

15/BT/JUN/02

The Board approves the extension of Dr Ricardo Uauy Dagach as a Board member for
another three-year term.

16/BT/JUN/02
The Board approves the selection of the following officers:

Chair, Board of Trustees:
Dr Ricardo Uauy Dagach

Programme Committee:
Prof Carol Vlassoff — Chair
‘Prof Jane Kusin  -- Deputy

Human Resources Committee:
Dr Claudio Lanata -- Chair
Dr Terry Hull -- Deputy

Finance Committee:

Prof AK Azad Khan — Chair
Dr Marcel Tanner -- Deputy
17/BT/JUN/O2

The Board requests UNICEF and WHO to identify a representative who can serve as Board
members. '

18/BT/JUN/02 )

The Board defers the appointment of a new BOT member pending identification of potential
candidates who will be appointed at the November 2002 meeting.
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Draft resolutions of the Full Board

19/BT/JUN/O2

The Board resolves to request the Director to conduct a comprehensive review of fire safety
and other hazard reduction procedures in Centre buildings, with particular attention to the lab
facilities, to be presented to the Board in November 2002. On the basis of this review, to
develop a plan to improve standards of fire safety.

20/BT/JUN/02

The Board resolves to request the Director and Division Head ISD to develop and implement
a policy to eliminate the illegal use of software in all Centre computer equipment. A report
should be submitted to the Board in November 2002.

21/BT/JUN/02

The Board proposes the strengthening of gender equality in the management, research
agenda and service provision of the Centre. The Board commends the efforts made to date,
and in particular the establishment of the Gender Equality Committee. To extend these
efforts, the Board requests that the Director increase efforts to implement gender
mainstreaming through the management team and regularly report initiatives, policy changes
and performance indicators to the Board.
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1. Overview of the Board Meeting

A schedule for the meeting is enclosed with the materials in the packet. To summarize the
general schedule, the meeting will start on November 01, 2002 in the mommg and continue until
November 3, 2002.

The first day, November 1, will start with a presentation by the Acting Director followed by
presentations by each of the Division Heads. The day will end with a presentation of the

Strategic Plan and discussion on all the presentations made. Later, there will be a closed meeting -

of the BoT. In the evening, there will be a supper with the Scientific Council (SC) members and
their spouses.

~ November 2 1 is divided into morning and afternoon sessions. During the morning, there will be
presentations by the Finance and Human Resource Committees, followed by discussions. This
will be followed by a joint meeting of the BoT and DGS to discuss the Strategic Plan. Later, .
there will be a meeting with the SWA, followed by a closed meeting of the Board. Finally, there
will be a conference call with the entire BoF.

November 3 will begin with a closed meeting of the BoT, to be followed up with a joint meeting
with the Administrative Council. A Donors Support Group meeting immediately follows the
Board meeting in the afternoon of November 3, 2002. The rest of the afternoon is open to the
BoT members for meetings with scientists of the Centre.

Follow-up from the last Board meeting in June, 2002.

a) The Strategic Plan has been revised. Unfortunately, Prof. Marian Jacobs could not come
to Bangladesh to help the Centre revise and finalize the Strategic Plan due to some
medical problems. The pian has, however, been revised by Prof. David Sack and Prof.
Barkat-e-Khuda with assistance from Ms. Julia Ackley and the Programme Heads, based.
on feedback received from the DSG after Prof. Sack’s presentation of the Strategic Plan
to them.

b) The scientific programmes are now more integrated, W1th more scientists involved in the
six cross-cutting programmes.

¢) . The Centre works closely with national institutions and researchers.

d) Dr. Abbas U Bhuiya has joined the reclassified post of Senior Social Scientist and Head, ™

Social and Behavioural Sciences Unit, PHSD
Dr. Ishtiaque Zaman has joined as Head, ERID. ‘

* Ms. Vanessa Brooks continues as the Grants Administrator.
Ms. Julia Ackley has joined as Senior Associate, ERID.

Mr. Alec Mercer has joined as Operations Research Scientist in the Health Systems and
Infectious Diseases Division (HS[D)

Dr. Beena Varghese has joined as Iht Head of the Health Economist Unit tn the Public
Health Sciences Division (PHSD).
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e) Ms. Diann Hill, Head, Human Resources Department, left the Centre on September 5.
Ms. Ann Walton replaced her as Interim Head, Human Resources Department.

f) The Chief Finance Officer, Mr. Stephen Sage, will leave the Centre on November 21, and
the recruitment of a new CFO is being finalized.

g) Prof. Lars Ake Persson, Associate Director, Public Health Sciences Division, has
tendered his resignation from the Centre with a request to make it effective as of March
1, 2003. Prof. Persson is leaving for better prospects as he has been offered a full
Professorship and Chair at a Swedish University.

'h) The following Bangladeshi scientists have been promoted to the intémational level:

Dr. G.H. Rabbani, CSD
Dr. MLA. Salam, CSD
Dr. Ferdausi Qadri, LSD
Dr. S.M. Faruque, LSD

i) A Gender Equality Committee is working to ensure that gender is mainstreamed in the
Centre. This was chaired by Diann Hill until her departure and is now headed by Ms. Ann
Walton. We anticipate that the commuttee will help to define new areas of gender
equality appropniate for Bangladesh that may be different from Western countries, so we
want to be sure we do limit our issues to those of other organizations.

j) The Personnel and Selection Committee has been renamed as the Human Resource
Commiittee. )

. k) The Centre is working toward completion of the human resources agenda.

1) The job descriptions of the new posts of Deputy Director, and Pathologistshave been
completed. . '

m) Regardiﬁé selection of new BoT members, we are still waiting for identification of
potential candidates. - .

n) Regarding resource mobilization, the Centre has been making various efforts. The Centre
also hopes that the Board members will try to identify potential donors for the Centre.

o) The Centre Director met with Mr. Anisul Hug Chowdhury, Secretary, Economic
Relations Division, Ministry of Finance, Government of Bangladesh. The outcome of the
meeting was quite positive. The ERD Secretary, with support from the Health Secretary,
has already enhanced the annual GoB contribution to the Centre. Also, the ERD
Secretary has assured us that he will try to encourage the donor community to enhance
their contributions to the Centre.

p) Based on the review of the Laboratory Sciences Division in June 2002 and the
suggestions to implement facilities to protect against fire hazards, a proposal is under
development. Efforts are being made to plan and put into operation suitable fire fighting
equipment and proper training of the staff to make them aware of these facilities and
protect themselves. These include incorporation of automatic fire and smoke detectors,
control of such accidents by the use of appropriate fire suppression systems and plan for
easy evacuation routes for the satety of the staff. The cost of these fire protection
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facilities will be substantial, since an automatic fire monitoring, detection and
extinguishing system can be expected to be around US $ 60,000.

q) Steps have been taken to ensure that computer software in use in the Centre is properly
licensed. Newly introduced programs will be acquired from official sources and their use
restricted to that described in their license. A review is underway of existing software.
Microsoft has being approached for the supply of MS Office and other programs under
their Charitable Organization Licensing Program.

2. Division Highlights
2.1 Clinical Sciences Division (CSD)

The Ciinical Sciences Division continued to perform its research, service, and training activities,
The division currently has two recently-promoted international staff, one international and three
national consuitants, an international adjunct scientist, 192 national staff, 54 staff on CSA, 80
health workers, and 25 fellows.

CSD scientists have published 7 original articles in international, peer- rewewed journals and 3
additional articles are in press. One review article was published in the reporting period and
another book chapter is in press.

The CSD has completed 14 research projects during the reporting period, and an additional 26
projects are in progress. The important findings of a few of the studies are as follows:

¢ Supplementation of fish-oil to women during the last trimester of pregnancy did neither
reduce LBW or prematurity, nor did it improve psychomotor development of the infants.
Results of another study indicate that prenatal supplementation of only zinc to poor.
Bangladeshi women does not seem to confer benefit on infants’ mental development, and
such, supplementation should be considered with caution. Among many studies of zin¢ *
carried out at the Centre, this is the only one to have suggested any detrimental effect.

.o Ina commumty-based study, individual and group peer counseiling (mixed) were both
found to be effective in promoting feeding colostrum as the first food, early initiation of
breastfeeding, exclusive breastfeeding, and lesser pre-lacteal feeding. Based on the
findings of this as well as earlier studies, breastfeedmg—counsellmg has been established
at the Dhaka Hospital as one of its routine service activities.

CSD continued its staff development efforts. One staff-member has completed his postdoctoral
fellowship at UC Davis, and another has corapleted his M.Sc. at Harvard University under the
Fogarty Fellowship Programme. Currently, 2 staff-membets are enrolled in PhD programmes in
Nutrition at UC Davis; 2 staff-members are enrolled in PhD Programmes at the Institute of Chiid
Health, University College London; and one staff-member is Master of Public Health, at the-
University of New South Wales, Australia.
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The Dhaka Hospital provided treatment to 52,662 patients with diarrhoeal diseases with or
without associated health problems. Its Child Health Programme (CHP) provided health
education to 72,006 women; immunized 3,012 children (99% of those eligible) and 3,009 women

. (52% of the target); provided high potency Vitamin A supplementation to 1,315 children; treated

245 severely malnourished children in the Nutrition Rehabilitation Ward along with 252 follow
up visits; provided treatment for TB to 33 children (21 old and 12 new cases); and provided birth
spacing advice to 681 women.

The PSKP-operated franchising clinic continued to deliver services to those patients with milder
diarrhoea; out of the total 52,662 patients attending the Dhaka Hospital, 16,905 (32%) were
referred to the PSKP clinic, of whom, 1,450 (8.6%) were referred back for further management.

The Travellers’ Clinic has undergone renovation, and its vaccination service has been expanded.
Its further expansion and modification, to offer radiology, ultrasonographic and
electrocardiographic services as a part of the Centre’s “Dlaonostlc Clinic”, are being planned.

The Child Development Unit of CSD is being strengthened. Two CSD staff are enrolled into
Ph.D. programme at the Institute of Child Health, University of London. A project has received a
grant to' implement psychosocial stimulation to examine its effectiveness in improving
psychomotor development of severely malnourished children admitted to the Nutrition

. Rehabilitation Unit of the Dhaka Hospital.

The Nandipara Clinic, established in peri-urban Dhaka in 1985, has been expanded over the
years 1997-2000. A number of studies have been recentty conducted to understand the role of -
Helicobacter pylori infection in hypochlorhydria and iron deficiency anaemia in children and
women of reproductive age.

The Physiology Laboratory remained active during the reporting period. The activities of the
laboratory include conducting experiments to understand the pathophysiology and complications
of diarrhoeal diseases, particularly cholera and shigellosis, often using animal models, and to
identify newer interventions. New assays such as nitrite and nitrate, thiobarbituric acid reacting
substances (TBARS), glutathione (GSH), total antioxidant status, mylopenudase (\/IPO) and
catalase have been set up in the lab.

The Diarrhoeal Disease Survéillance Programme, extended to Matlab Hospital in recent years,
continues to obtain important sociodemographic, nutritional and medica!l information on the
patient populations attending the Centre’s hospitals at Dhaka and Matlab. Funding constraints
have led to scaling back of the range of pathogens being tested in Dhaka although the pathogens
being detected in Matiab have included rotavirus and ETEC in order to prepare for possible
vaccine trials for these vaccines in the near future.

2.2 Health Systems and Infectious Diseases Division (HSID)

The newly-created Health Systems and Infectious Discases Division (HSID) has a new focus on
infectious diseases along the line of the Centre's expanding emphasis on emerging and re-
emerging infectious diseases in Bang,ladesh
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The mandate ot the HSID is to strengthen the national health systems through supporting
operations research and to design, test, and facilitate replication of cost-effective and sustainable

. research outcomes for rural and urban settings with emphasis on the prevention and control of

emerging and re-emerging infectious diseases.

The HSID provides infrastructure and expertise for Centre-wide operations research with
adaptation and implementation of benefits of interventions identified in 'research work’ into ‘real
world' applications and, thus, accelerates evolution of policy through research. The Division also
provides an epidemiological and operational focal point for infectious diseases research.

To fulfill its mandate, the Division focuses on a multidisciplinary approach of inquiry through
both quantitative and qualitative methods. It works in partnership with the Ministry of Health
and Family Welfare (MoHFW) of the Government of Bangladesh (GoB) and non-government
organizations (NGOs) to facilitate successful interventions field-tested in the Division's research
sites Abhoynagar upazila of Jessore district and Mirsarai upazila of Ch]ttagong district-and
Dhaka city. The Chittagong office has been closed.

Health Systems and Infectious Diseases Division (HSID), with a staff of 197, including 6
international staff, has been organized into five units: (i) Health and Economic Policy, (ii)
Infectious Diseases, (iii) Surveillance and Data Resources, (iv) Field Interventions, and (v)-
FHRP Administration

In addition, two Centre-wide programmes housed and administered within the division, the
Health and Family Planning System Programme and the Programme of Infectious Diseases and
Vaccine Sciences, whose mandate is to facilitate the Centre’s activities in emerging infectious

~ diseases and vaccine research. The Health and Family Planning Systems Programme is largely

conducting the work of the Family Health Research Project, a USAID funded project for
operations research, but it can accommodate practical projects funded by other donors as well.
Within the Infectious Disease Programme, areas of emiphasis include: Vector-borne diseases,’
respiratory disease epidemiology, diarrhoeal disease epldemlology, emerging infectious dlseascs,
vaccine evaluation, and outbreak investigations.

Three significant staff additions are:

Dr. Charles Larson, Senior Operations Researcher and Head, PHFPS, seconded from
McGill joined HSID in May 2002. '

Dr. Carel van Mels, seconded from the Netherlands was transferred in August 2002 from
" PHSD to HSID to head the newly formed Surveillance and Data Resources Unit

Mr. Alec Mercer, formerly with DFID, joined HSID as a Operations Researcher in
September 2002.
“The major highlights for the reporting period include:
- Approval and launching of a new phase 3 investigational influenza vaccine trial,

Completion of a typhoid burden of disease pilot study,
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Approval for a typhoid burden of disease and case control study in collaboration with the
Centers for Disease Control and Prevention and the International Vaccine Institute,

Approval for continued dengue burden of disease surveillance funded by the National
[nstitutes of Health,

Continuation of hospital-based dengue surveillance and vector surveillance,
Publication of the first edition of the Health and Science Bulletin,
Two journal articles and four working papers published, and

Development of 10 protocols on FHRP themes involving scientists across all Divisions.
2.3 Information Sciences Division (ISD) -

The new Information Sciences Division (ISD), created in 2001, includes the Training and
Education Unit (TEU), the Computer Information Services Unit (CISU), and the Dissemination
and Information Services Centre (DISC) with its three components: Information Services
Branch, Publications Services Branch, and Audio-Visuals Unit which were previously under the
Director's Division. The Audio-Visual Unit (AVU) has recently been separated from DISC and
now exists as a separate unit under ISD. The Data Management Unit (DMU) was recently added
to the Division to provide a531stance and advice to those areas of the Centre without their own
data management gToups

The' ISD Co’mputer Training Laboratory, which was completed in June, has been used
intensively by the Human Resources Department for staff training in the use of MS Office and in
Internet searching. Also, it was used by the Trammg and Education Umt dunng several of their
‘training courses.

Contact has been made with the Wellcome Trust (UK) in connection with the development of
training courses on CD-ROM. Initial responses have been encouraging for collaboration in this
work and discussions are in progress.

Corporate level virus protection is being introduced into the Centre’s Internet and e-mail
systems, using McAfee anti-virus software. A site license for these systems is bemg acquired
through the licensed NAI reseller in Bangladesh.

Contacts are being made with Microsoft’s Charitable Organization Licensing Program to

determine the procedures for ensuring that the Centre’s core software packages are properly
licensed. :
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Training Courses and Workshop Conducted

Course/Workshop title No. of No. of Countries represented (n=18)
courses/ participants
workshops (n=293)
) (n=19)
International Courses/Workshops..
Reproductive Health: Rhetoric into 2 23 Bangludesh, Cambodia, India,
Reality through [nnovative Indonesia, Kenya, Pakistan,
Approaches Philippines, Tanzania, Thailand,
Vietnam, Zambiy, and Zimbabwe
Clinical Management of Diarrhoeal 1 Y Bangladesh, Indonesia, Kenya,
Diseases Philippines, and Thailand
Laboratory Diagnosis of Some 01 05 Kenya, Philippines and Thailand
Common Infectious Diseases . '
Agents
Emergencfz Response to Cholera 01 12 Azerbaijan, Belgium, India,
and Shigella Epidemics Indonesia, Kenya, Sweden and
. Tanzania
National Courses/Workshops
Health Research Training Courses A
Introductory Course on 02 37 Bangladesh
Epidemiology and Biostatistics
Basic Course on Epidemiclogy and 0l 17 Bangladesh (10 UNICEF program
‘Biostatistics officers and 7 from partner
organization)
Other Training.Courses/Workshops - .
Reproductive Health: Rhetoric into 03 30 Bangladesh
Reality through Innovative ’
Approaches ) .
Training of Community Leaders at 08 150 Bangladesh
Matlab
Training Course on Arsenic 02 13 Bangladesh’
Measurements (for DPHE
Engineers) - _
Measuring Paverty: Economic 0l 18 [CDDR,B and Other Organizations
Dimensions ’
Fellowship Programme
" " International Fellowship (elective, 11 Austria, Bangladesh, Bhutan,
post-graduate, diploma students) Canada, India, and USA
SAARC Fellows 13 Bangladesh, Bhutan, India,
Maldives, Nepal, Pakistan, and Sri
Lanka
Clinical Fellows 08 Bangladesh
Nurse Fellows 12 Bangladesh

The SAARC fellows programme has largely been funded by Japan, and this will need to be

stopped in view of the cut from this donor source.
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2.4 Laboratory Sciences Division (LSD)

The mission of the Laboratory Sciences Division (LSD) is to adopt, develop and use the best
scientific technology to address infectious diseases and related health problems of disadvantaged
populations in partnership with other divisions of the Centre and with national, regional and
international institutions which share our commitment to maintain healthy populations. The
mandate of the Division is to apply science to alleviate diseases.

The LSD has four International Scientists, two of whom were promoted from National level to
International status in June. There is one Intemational adjunct Scientist, 28 National Scientists,
265 technical and support service staff, comprising 142 Fixed Term, 78 CSA and 45 daily
wagers.

Scientists of the Division have published 16 papers in international peer-reviewed journals.

LSD researchers have presented results from studies in 25 seminars/workshops and conferences
and in collaborating Institutions.

Training of staff is continuing. Five Scientific staff-members were trained abroad. In addition
four have gone to Japan to pursue Doctoral degrees through Monbusho Scholarships and several
have participated in different in-house trammg programmes to improve their computer Skl“S and -
abilities in research.

Scientists of the Division have acted as consultants to WHO, IVI and JICA on a variety of
specialized areas over the past six months.

A state-of-the-art RTI/STI Laboratory was inaugurated to facilitate RTI/STI research activities as
well as impart training to national and international researchers in this field.

The outpatient service unit of the Clinical Laboratory Services Programme has been shifted from
the first floor to improved facilities on the ground floor of the hospital building. The spacious,
air-conditioned facility is more accessible for patients coming from out31de the Centre resulting
in a steady increase in the number of paymg users. : :

To cope with the growing need of Scientists, an open computer facility, the “Data:Nest” has been
installed, consisting of computers and interet connection to provide and initiate bioinformatic .
research.

The LSD has 33 research projects that are ongoing, including six that have been initiated recently
on Infectious Diseases and Vaccine Sciences. Some important findings are as follows:

Gene sequencing of dengue-3 strains, the predominant serotype isolated from hospitalized
patients during the epidemic between 2000 and 2001, show that strains cluster together and are
closely related to those isolated in neighbouring regions and circulating since 1980. Strains
belonging to the dengue 2 serotype have also been detected.
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A Voluntary Counselling and Testing (VCT) Centre for HIV, called Jagori, has been started at
ICDDR,B where confidentiality is strictly maintained. A comprehensive referral system for HIV
positive people is being developed. Facilities for absolute CD4 counts have also been set up. A
problem now will be how to pay for the clinical management of the patients including the testing
of CD4 counts and the antiretrovirals. Ideaily, there should be a reimbursement mechanisms
from the MoHFW for this clinical service, but so far, there is not such a mechanism. We feel it is
in the best interest of the country to insure proper treatment of the currently infected patients as
part of a long term prevention approach. . .
Genetic characterization of strains of M. tuberculosis have revealed that both ‘ancestral’ and
‘modern’ strains are causing tuberculosis in Bangladesh. Strains belonging to the Beijing family,
which are usually known to predominate in Asian countries and are usually resistant to one or
‘more anti-tubercular drugs, have been identified.

A rapid method requiring only 6 days, utilizes antibodies in lymphocyte supematants (ALS) and
appears to be a simple diagnostic test for evaluation/assessment of early pulmonary tuberculosis
disease activity.

Increased isolation of S. flexneri 1¢ with a decrease of serotype 1a is being observed in strains
isolated from patients with shigellosis in the hospital.

In a prospective study on amoebiasis in children, siblings of an anti-trophozoite, IgG positive
index child-had 4.8-times-higher odds of being anti-trophozoite IgG positive, showing that serum -
anti-trophozite IgG was significantly different for cases and control families.

Dose finding studies on an oral inactivated whole cell ETEC vaccine have shown that even a
reduced quarter dose of the vaccine is immunogenic, giving rise to significant mucosal and
-systemic antibody responses. Centre scientists are eager to proceed with a phase 3 study of the
vaccine in young infants to prevent hospitalization due to ETEC diarrhea in Matlab, but the plans
of the company in this regard are not certain.

A significant proportion of S. typhi strains isolated in 2002 show decreased susceptibility to
ciprofloxacin, although it is the drug of choice for the treatment of typhoid fever. Typhoid is the-
most commonly isolated organism from blood cultures in any group of patients in our laboratory
and the rates in the under 5 year olds were about 2%. The common occurrence and high rates in
young infants suggest that a vaccine is needed as an EPI vaccine.

Pandemic strains of tdh gene positive V. parahaemolyticus have been isolated from the aquatic
environment for the first time in Bangladesh. This illustrates a new way to define pandemic
* strains using molecular markers rather than serotype.

To improve vitamin A and iron status in children living in the urban slums, a feeding trial was
conducted in 600 children using small fish rich in vitamin A. The data are being analyzed. [f
successful, this could represent an alternative strategy for providing vitamin A to the population
of Bangladesh using a sustainable approach.
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2.5 Public Health Sciences Division (PHSD)

The Public Health Sciences Division (PHSD) brings the population perspective to the Centre's
mission and focuses on the development and evaluation of population-based interventions to
address major health problems of poor communities in the world.

The Division provides a variety of scientific skills and methods but with an emphasis on public
heaith, epidemiology, and social sciences. Research work of the Division contributes to the
understanding of how health and diseases are generated in the community, with a focus on
'vulnerable and disadvantaged groups. [t.searches for cost-effective approaches that could be
widely applied and could increase the absolute level and an equitable distribition of health
among population groups. The Division has a strong research infrastructure, including proviston
of primary healthcare services in rural Matlab and Chakaria.

Expansion of PHSD activities continues with currently about 700 staff, 10 international
" level scientists, some 40 scientific protocols running, and a satisfactory funding situation.

A 5-year effort of strengthening a poverty-focus in research activities has begun. Safe
motherhood, tuberculosis, maternal nutrition, child development, malaria studies geta
poverty-and-health focus. Young researchers are now being employed to work with us in
these activities as a capacity building exercise. Collaborative studies on health equity in
Bangladesh are ongoing.

Regarding the new priority area, neonatal survival, field work has started in Sylhet where.
health worker administration of neonatal sepsis therapy is evaluated. It is clear from the
basic health statistics that the only way that Bangladesh can reach its development goal
- - for reducing mfant mortality is by reducmg significantly, its neonatal mortality. The ~
traditional interventions (e.g. improved EPI and ORS and IMCI) will not reduce the
overall infant mortality sufficiently to reach the development goals.

The reproductive health agenda in Matlab is expanding. [n addition to research activities,
a series of workshops has been held with community leaders on issues of family planning
and reproductive health, and a-second international training course on reproductlve health
- challeniges has been completed. :

The ICDDRB involvement in long-term surveillance of cholera has recently, resulted in a
major paper on epidemic and endemic cholera trends over a 33-year period. An intriguing
finding from this analysis is the importance of immunity to Inaba, regardless of biotype,
to subsequent protection from cholera.

The Health Economics Unit appointed a new head in October (Dr Beena Varghese). The
unit has been active with cost- effectlveness assessments, e.g. one recently reported on the
EPI programme. -

The Health and Demographic Surveillance in Matlab has completed an electronic census,
and is sharpening the verbal autopsy tools to meet the demands from forthcoming studies
. on-neonatal mortality and adult mortality.

The Chakaria community health project has entered into a new phase, where health
cooperatives are formed to ensure sustainability of health initiatives taken by the
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villagers. Though long known, we have now documented the important role of malaria in
this area and have begun testing strategies for interventions and early treatment.

Two major studies regarding arsenic and health effects are ongoing in Matlab, with
funding from Sida, WHO, and the US Embassy (total approx 1 million dollars). So far
more than 50,000 people in Matlab have been examined, a new AAS is just being
installed in Dhaka and staff is trained at Karolinska Institute. First results from the studies
are expected mid-2003. An important outcome of the arsenic study is the evaluation of
arsenic for reproductive health adverse events. Though speculated from animal studies,
this.is the first opportunity (because of the concurrent MINIMat study) to examine this
issue.

The first babies under the MINIMat study (focusing prevention of intrauterine growth
resmctzon and low birth weight) have been bormn. We are now implementing plans to .

" study functional outcomes regarding breast-feeding and lactation, infant growth,
morbidity and immune function, motor milestones and cognitive development. A first
annual meeting with collaborating partners from USA, UK, Mexico and Sweden is
scheduled for October 2002,

3. Director's Division

3.1 Office of Policy and Planning

Based on the comments of the last Board meeting, the Centre's Strategic Plan has been further
revised. The revised Strategic Plan document has an Executive Summary, which gives an
overview of the Centre's intentions which will whet the appetite of readers. Other relevant
modifications have been made. The Centre Director, Prof. David Sack, presented the revised . -
Strategic Plan to the Donor Support Group (DSG) and the Government of Bangladesh, and it has
been well received by both groups of stakeholders. However, based on some comments from the
DSG, necessary modifications have been made.

A uniform and central computerized Project' Monitoring System is being developed to track
performance of the projects. The objectives of the project monitoring system are to help facilitate
timely reporting to donors and keep programmes on track. This is a management tool to enable
managers at different levels such as the Director, Associate Directors/Programme Heads/PIs to
determine the progress of work, problems/difficulties encountered in carrying out the work, ways
of resolving problems and provide the needed guidance to facilitate smooth implementation of
the work. -

The monitoring system consists of three forms. Form 1 will be filled-out once by RRC/ERC _
Secretariat and the PI and the Finance Department. The PIs shall provide information on Form 2~
on a four-monthly basis (Jan-Apnl, May-Aug, Sept-Dec). Form 3 provides financial information
for each project, and information on this form shall be provided by the Finance Department on a.
four-monthly basis. Development of Form | has been completed, and development of Forms 2
and 3 will be completed by the end of March, 2003.
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A manual has been prepared for the Centre staff and consultants and circulated through our
Intranet to familiarize them with various procedures relating to developing and funding scientific
proposals, review process of research proposal, types of donor support, extemnal relations,
recruitment policy, procurement services, staff clinic services, library and information services,
publication and dissemination, computer information services, travel and estate, transport,
fellowship programme, staff development, and consultant policy. :

Coordinated the Centre Scientific Forum. A total of 21 seminar present'ation‘s were made by-the
Centre staff and their collaborators.

Assisted the Director in various administrative and other activities.

3.2 Human Résources Department (HRD)

Human Resources Department of the Centre deals with matters relating to recruitment, .
promotion, transfer, separation and retirement of staff. The Department also looks after the well-
being of employees of the Centre and their dependants by providing free medical treatment
through its Staff Clinic.

As of September 2002, the Centre had a total staff of 1946 personnel -- 175 were national
officers, and 954 were in the general services category, in addition to 20 Community Health
Workers and 90 Health Workers. The Centre also has 27 international staff members, 6 of whom
were on secondment. In addition, there are 5 on short-term contract, 319 daxly wagers, 329 on
contractual service agreement, and 27 Fellows. .

International Staff Updates: This is contained in the HR report to the BoT.

Hiring of Interim Head, Human Resources: Ms. Ann Walton has replaced Ms. Diann Hill,
who left the Center on September 5.

Gender Equality Committee: A Dhaka-based organization has been identified to train the
committee members to gain a common framework for gender awareness and understanding.

* The committée is collecting and evaluating existing gender policies from other organizations
with the objective of drafting a gender policy for the Centre. '

Job Classification Project: Following the job evaluation exercise a new job classification
procedure and a process for dealing with misclassified posts has been presented to the Acting
Director and the Associate Directors and the Chief Finance Officer for approval. Human
Resources is now developmo a communication plan for all Centre staff to convey the project
outcomes.

Market Survey: A local consultant was hired to carry out a salary survey to compare the

Centre’s salaries and benefits agamst those of the external market, and this has been
completed.

Bl T_Nov2002'Diccrion's Repoa_[XT Nov-202 hic




Performance Management and Development System: A new performance management and
development system has been created for the Centre, which will support the merit pay system
scheduled to be implemented in 2004. The new system will be communicated to employees
in December, 2002. Training for managers on how to use the new system will begin early
next year.

3.3, Finance Department

The Finance Department, with a staff of 32, has the overall responsibility for financial operations
and management of the central stores and fixed assets. The financial operations include: cash
management-and custodianship of all funds, preparation of the annual budget, recording of all
financial transactions and commitments, and preparation of accurate and timely financial reports
for the Board of Trustees, management and donors. The Department 1§ responsible for
facilitating the annual audit and assuring that audits for all necessary donors’ contributions are
timely completed.

Financial highlights for 2002 are:

Total contributions from donors in 2002 are forecast to increase by $1,445,000 to
'$15,218,000 or 10% greater than budget.

Contribiitions from donors for projects in 2002 are forecast to increase by $1,203,000 and
unrestricted contributions for core activities are forecast to increase by $242,000 compared
to budget.. -

Total operating cash €xpenditure in 2002 is forecast to increase by $900,000 to
'$16,003,000 or 6% more than budget.

Operating deficit for 2002 is forecast to be $68,000 which is a significant improvement
compared to a budget deficit of $532,000 projected in November 2001. We hope to
eliminate this deficit by year’s end, but cannot be sure at this point.

Cumulative deficit of operating fund is forecast to be $2,958,000 at 2002 year end.

“Market value of endowment funds at 30 Septeinber 2002 declined from beginning of year
balance. Centre Endowment Fund declined 13%, and Hospital Endowment Fund déclined
9%. This result mirrors the global performance of equity instruments.

During 2002, the Finance staff:

completed USAID audit of 2001 spending and indirect costs, and received additional
$100,000 to offset core costs.

hosted rc'view visit by first vendor for MIS. Visited vendor’s oftice for product
demonstration; however, did not pursue this software proposal.
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continued sourcing of integrated MIS for Finance, HR and Projects. Hosted second
vendor reviews visit and product demonstration visit, and is currently in process of
evaluating proposal.

developed donor funding mechanisms for budget for f‘mancing MIS.

completed recalculation of existing interdepartmental charge rates and developed initial
rates for interdepartmental services to be charged for first time. In past years, Price
Waterhouse staff performed this work. This year, Price Waterhouse manager taught
Centre staff calculation methods so, in future, updated rates can be prepared in-house.
The goal of this calculation is to insure that the fair charges are being made to projects for
the services and to insure that the Centre is not unwisely subsidizing functions that should
not be subsidized. Examples include trarisport costs, canteen, etc.

resolved issue of tax w1thholdmg by Govemment of Bangladesh agency on payments
made per donor agreement.

re- 1nv1gorated collection of $109,000 owed by Arab Gulf Fund and written off in 2000.
Received verbal agreement and paper work to confirm this is in process.

arranged for Controller, Budget and Costing to attend five days seminar on USAID
regulations and procedures.

finalized plans for Finance infrastructure and support tor MIS. Implemented major
portions of support plan.

completed hiring process of internal candidate for funded position in Budget and Costing
unit. Hope staff will start by December.

continued to accomplish ongoing critical work of payroll, procurement, general accounts,
treasury and budget & cost functions.

3.4 External Relations and Institutional Development (ER&ID)

ER&ID works with both the Centre management and scientists to address administrative issues
that arise concerning the implementation of agreements between donors and the Centre.

As haison between the donor community and ICDDR,B, its functions included: preparing the
agenda for special visitors to ICDDR,B and accompanying them on the tours of the Centre's
hospitals, laboratory and training facilities, and field research sites. In fulfilling:its administrative
function, the ER&ID Office assisted the Centre’s scientists by: identifying sources of funding for
ICDDR,B's new activities; identifying new donors to the Centre; working with the Scientific
divisions as well as the Finance Department in ensuring budgetary support for core activities;
drafting and submitting proposals for submission to the donors; and providing a final review ot
contracts between donors and ICDDR,B scientists to assure agreement between the parties and
adequate budgetary support for its scientific endeavours. The ER&ID Office put together the
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technical and financial reports as well as the annual work plans of various donor-funded
protocols. [t also coordinated the preparation of progress reports of several ongoing projects.

Other external relations activities included: coordinating press conferences and press briefings as

well as responding to press enquiries; presenting and publicizing the Centre’s achievements in

scientific forums, organizing special events; deveiopmg fundraising initiatives and SpOHSOrShlp
for programmes and special events.

“The ER&ID Office serves as the Secretariat for the Centre’s Donor Support Group (DSG) and
assists the Centre Director in the preparation of the Board of Trustees meetings. :

Finally, the ER&ID Office continued to spearliead the efforts .for'the growth of the Centre
Endowment Fund and the ICDDR,B-Hospital Endowment Fund.

Changes in Personnel

Ms Vanessa Brooks moved over to the Director’s Wing from the ERID Office. Ms Julia Ackley
has joined-the ERID Office and will be responsible for much of the fundraising efforts, including
the North American initiatives. Ms Ackley comes extremely well prepared and has excellent
fundraising track record of working in a US-based institution called CEDPA.

Major donors

The Government of Bangladesh (GoB) has decided to increase its-annual contribution during the
current year by US$50,000 and by $100,000 during the coming year. This was made possible by
the initiative of the two Bangladeshi Trustees — the ERD Secretary and the Health Secretary to
the Government of Bangladesh. : .

In response to ERID's initiatives, the GOB has agreed to organize a meeting in the Economic
Relations Division of the Ministry of Finance, where the Centre will be asked to present the
highlights of its research, service and training activities to the donors who are prayviding support-
to Bangladesh’s national health and population programme. The Centré will also identify its
-needs in areas where it requiires financial assistance. If [CDDR,B can establish that its activities
benefit the people of Bangladesh, much of these bilateral funds could be redirected to the Centre.

The Swiss Agency for Development and Cooperation (SDC) has decided in principle, to
increase its core support to ICDDR,B from its current contr1but10n of $500,000 to $750,000 in
2003 and to $1,000,000 in 2004,

Sida has prowded one mitlion Swedish Kronor (approx1mately $100,000) to ICDDR,B as a
Planning Grant to initiate new research undertakmgs

In the midst of these impressive happenings, there are some downside as well. The Government

of Japan (Gol) has indicated that due to its own economic difficulties, the contribution of Gol
will be substantially reduced this year as well as next year. Efforts are going on with the
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assistance of the Centre’s BoT member from Japan, the GoB, and the Japanese Embassy in
Bangladesh to reverse this trend.

Fundraising Initiatives

The ER&ID office continued to liaise closely with the Centre’s Events Committee in organizing
the upcoming Annual Fundraising Dinner. The ER&ID Office is initiating discussions with local
and international businesses interested in expanding their support to the ICDDR,B Dhaka
Hospital as an important community caregiver.

Communication

The ER&ID Office took a lead role in the dissemination of the Centre's research findings during
the tenth Annual Scientific Conference (ASCON X) by organizing press conferences, arranging
media coverage, and drafting scripts for special radio and TV- programmes on ASCON X. Also,
it brings out the bimonthly Grants Newsletter.

The ERID Office also organized the press conference on a landmark achievement of the Centre.
It joined hands with media people in New York to jointly organize a press event in Dhaka on the
success of “ORS saving 40 million children.” The event was well covered by the local media.

This Office also helped organize the ch Conference on 7 October 2002 and arranged to have
the news published on the following days in 15 leading national dailies. In addition, the
conference was also covered by the BBC World Service.

The Office completed the production of a new video for promotion of the Centre and its many
activities. Also, the ERID Office planned the revision and publication of the Centre’s theme-
based new Brochure. This blue-folder will enable readers to learn about the Centre’s major

_ scientific initiatives at a glance.

The ER&ID Office also assisted in the planning and implementation of fundraising activities of
its affiliates: the Baltimore-based Child Health Foundation and the London-based International
Health Solution Trust. These interactions and discussions have resulted in a plan of actions for
these affiliates to raise the profile of the Centre in North America and in Europe.

Special Events
Organizing special visits

The Office organized the visit to the Centre by the President of the Thrasher Research Fund,
including tours to Matlab and urban field sites in Mirpur and Kamlapur.

The ER&ID Office organized visits to the Centre's Dhaka and Matlab facilities for
Ambassadors/High Commissioners, senior civil servants, policy makers, academicians,
researchers.
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Special Submission

The ERID Office provided information that enabled the Government of Bangladesh’s Health
Secretary to put together impressive list of activities highlighting the Centre. Later, the Heaith
Secretary, a BoT member of ICDDR,B, recommended ICDDR,B for the Conrad Hilton_
Humanitarian Award 2002.

3.5 Grants and Contracts and Related Fundraising Initiatives

The Centre has expanded collaborations and donor support adding a major donor to its portfolio

“of supporters and implementing a new project with another long-standing supporter of the
Centre. Wellcome Trust has come on board as a new donor supporting child health research on
neonatal infections and Procter & Gamble is testing new technology for arsenic. mitigation. In the
area of vaccine research, we continue to expand our collaborations with the International
Vaccine Institute, Wyeth Lederle pharmaceutical company and CDC. We have also entered
initial agreements with biotechnology firms in Austria and India with plans to collaborate on
expanded research into the development of new diarrhoeal disease vaccines and antibacterial

- drugs.

Collaborations have expanded in each of the divisions bringing into the Centre new research
partners and extending the agreements with existing collaborators. The WELL project (UK),
Northumbria University (UK), Ministry of Health Mozambique are among the new collaborators
since June 2002. Expanded collaborations continue with international partners including WHO,
Office of Federal Disaster Assistance (US), Howard Hughes Medical Institute, Fogarty
International Fellows Program, NIH, New England Hospital and Medical Center, World Bank
(headquarters) and with local partners such as Kumudini Hospital, Dhaka Medical College
Hospital, Holy Family Hospital, Shishu Hospital, Progoti Samaj Kallyan Protighan (PSKP) NGO
Clinic network, BRAC and the Government of Bangladesh through World Bank and ADB
funding. : -

The New York profile-raising event gave the Centre an opportunity to visit UNICEF
headquarters and to have further discussions on potential future support of our low birth weight
intervention and nutrition work at the Centre. Also, it gave us an opportunity to engage UNICEF
headquarters in a discussion of reinstating some level of core support to the Centre. While these
discussions continue, no commitment for core support has come from UNICEF. Qur
announcement at the New York évent of the 100 Partners campaign to increase endowment
support, through a partnership with companies and other private donors willing to support the
Centre at $10,000 level per year, has received its first contribution from Procter & Gamble,
which donated a $25,000 initial unrestricted grant to the Centre in August 2002. A-new brochure

will accompany presentations planned for 2003 to potential participants in the 100 Partners
programme.

International Health Solutions Trust, our UK fundraising arm, invited the Centre to provide an
update to its Board members, similar to the presentation at the UN, in July 2002 at the House of |
Lords, in the United Kingdom, at the invitation of Baroness Uddin of Bethel Green. At the
meeting, the Trust discussed the prospect for funding a research programme through the
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Community Trust Fund of the UK and sponsoring a fundraising event in London with the
support of Baroness Uddin.

3.6 Staff Development Activities

Overseas

a) "Number of staff members left during
the period to begin study/training
(4 for PhD, and 3 for Masters)

b) Number of staff members returned during -
the pertod after completion of study/training
(4 Masters)

¢} Number of staff members on overseas
study/training as of 30 September 2002

- In-country Traiﬁing

Forty-eight staff members were sent to various institutions in Bangladesh to attend short courses
in different fields to gain specific knowledge and skills. The field of their training were cardio-
pulmonary resuscitation, English language, computer software, computer engineering, poverty
alleviation, ultrasonography, mid-wifery, supervision, and monitoring of projects.

In addition, Mr. Sentu B. Gomes of PHSD was sent to attend the MBA (evening) programme at
'BETS Victoria Ltd. and Progressive Mentocracy Ltd., Dhaka.

In-house Trammg

Five staff members attended a 4-week national “Introductory Course on Epldemlology and
Biostatistics” erganized by the Training and Education Unit of the Centre.

- 3.7 Protocols ' i

Number of Protocols by Division

Name of Division™ " No. of Started after Protocol Protocol in
ongoing April 1, 2002 approved but review
protocols as awaiting funds process
of Sept 30,
_ 2002
Clinical Sciences Division 14
Health Systemns and Infectious 9
Diseases Division ~
Laboratory Sciences Division 20
Public Health Sciences Division 26
Tatal 69
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3.8 Publications

Original Scientific Papers (including short reports) 35

Review Articles, Book Chépters, Papers in Conference 06

Proceedings, and Monographs

Letters, Editorials, and Abstracts in Journals 08

Working Papers A o . 04

Scientific Reports : 01 -
Special Publications 01

Journals and Newsletters . 03

Internal publication Series. = o1

3.9 Hosﬁital Endowment Fund

Established in 1990, the Hospital Endowment Fund (HEF) addresses the key issue of
sustainability of patient care services in the face of con51stently declmmg support for patlent care
by traditional donors.

While efforts are ongoing to recruit large donors both.in Bangladesh and.abroad, each year a
group of Centre staff and supporters join together as volunteers to organize fundraising activities
- locally for the HEF. The annual fund raising dinner is the focal point for the fundraising
initiatives; since it enables the Centre to expand its local support and heightens community
awareness of the unique contribution of its hospitals.

The HEF Committee has recently-organized a fundraising dinner and an art auction raising an

amount of approximately US$ 36,000. Recently, an individual donor contributed US$ 3,000 to

the Fund. The present art auction is sponsored by Duncan Brothers (Bangladesh) Ltd., for an -

amount of USS$ 6,000. At least 45 renowned artists have contributed 80 paintinigs that are on

~ -auction. The Américan Express.Bank, Dhaka, has pledged to sponsor the next fundraising . .
‘dinner by contributing US$ 12,000. These contributions are, indeed, a testxmony of the Centre 5

- success in creatmg local awareness.

With sound investment strategles the iricome generated by the endowment funds will help the

Centre to maintain its high quality clinical services to patients and assure the avmlablhty of
health care.services from the hospitals which have become national asset.
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3.10 Physical Plan
Development in the physical plants

To accommodate-various activities, efforts are being made to remodel and reshape the existing
structures to allow the Centre activities to go unhindered, though the lack of adequate space is
gradually becoming a stumbling block in all our activities. The Master Plan is getting the
finishing touches on the designer’s board. It will be ready for execution by early next year. The
implementation of the Master Plan by initiating the construction work of the main building has

- now become imperative for the Centré’s growth. Meanwhile, some construction/renovation work
has been initiated since July 2002 to accommodate increased project activities as listed below:

Work Descrif:tion " Area " Start Date’ Completion
Date
Renovation of PHSD office area to increase | PHSD Building | September 02 ' January 03
working space' . .
Construction of cold room/specimen bank? | Over the Metabolic ward | October 02 January 03
o ' of the Dhaka Hospital

Renovation/remodeling of CSD offices on Main Building — gTound August 02 November 02
the ground floor for shifting offices from floor ’
the second floor to accommodate the
virology lab - _
Renovation of space for LSD and CSD - |- Tin shed in the parking August 02 September 02
study projects’® area :
Construction of ! storage space for Fmance ~Main Building roof Sep;tember 02 November 02
Department ]

! This will accommodate more scientists and staff while maintaining the same number of square feet of office space.
? This is needed for the HiV surveillance and will also be used for future specimen banks.
> This will allow for longer term vaccine and nutrition projects when volunteers must stay for multi-day trials.

L
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2002 FORECAST
REVENUE '

. Contributions budgeted at $13,773,000 for 2002 are expected to increase to $15,218,000.
| This increase of $1,445,000 or 10% comprises:

US$ 2002 2002 Increase
FORECAST BUDGET (Decrease) %

Restricted-Direct 10,789,000 9,882,000 907,000 9%

Indirect 1,699,000 1,403,000 296,000 21%

Projects/Programs 12,488,000 11,285,000 1,203,000 11%

Unrestricted-Core 2,730,000 2,488,000 242.000 10%

Total contributions 15,218,000 13,773,000 1,445,000 10%

Exchange Gains 50,000 100,000 (50,000) (50)%
5 Other Receipts 667,000 698,000 (31,000) )%
i Total Revenue $15,935,000 $14,571,000 $1,364,000 9%

Restricted revenue will increase in line with restricted expenditure which are expected to
increase due to projects funded by government of Bangladesh, DFID, Gates/GoB Award,
WHO and Centre Endowment Fund, while partially offset by decreased spending on Japan
government, USAID/Dhaka and USAID/Washington projects.

Forecast indirect revenue includes a one off recovery of $390,000 for USAID/Dhaka indirect
costs for 1999, 2000 and 2001. Excluding these receipts, indirect revenue was $94,000 or 7%
less than budget primarily due to reduced spending on USAID/Dhaka protocols.

Unrestricted contributions are expected to increase by $242,000 or 10% primarily due to
increased contribution from USAID/Washington, new DFID contribution, and favorable
exchange rates partially offset by decreased CIDA contribution.




2002 FORECAST

EXPENDITURE

Operating cash expenditure budgeted at $15,103,000 for 2002 is forecast to increase by
$900,000 or 6% to $16,003,000. This increase comprises:

US$ 2002 2002 Increase
FORECAST BUDGET {Decrease) %

Restricted-Direct | 10,803,000 9,900,000 903,000 9%
Unrestricted-Core

Projects/Programs 3,145,000 3,245,000 (100,000) (3%

Management 2,055,000 1,958,000 97,000 5%

Total Unrestricted-Core 5,200,000 5,203,000 (3,000) -
Operating Cash Expenditure $16,003,000 $15,103,000 $900,000 6%

Restricted expenditure is expected to increase due to projects funded by government of
Bangladesh, DFID, Gates/GoB Award, WHO and Centre Endowment Fund, while partially
offset by decreased spending of Japan government, USAID/Dhaka and USAID/Washington

projects.

Unrestricted expenditure is expected to decrease slightly with reduced spending on
projects/programs offset by management costs.

Total expenditure inciuding depreciation was budgeted at $16,003,000 and is forecast to
increase by $954,000 or 6% to $16,957,000.

OPERATING SURPLUS (DEFICIT)

Net cash deficit was budgeted at $532,000. Results have improved and a deficit of $68,000 is
forecast. Causes of this improvement are the one-off USAID/Dhaka indirect costs, additional
core contribution from DFID, increased contribution from USAID/Washington and favorable

1 er Anmpmanad OTTYA o~ 3 TONPL R,
exchange rates partially offset by decreased CIDA contributiois.
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2003 BUDGET

REVENUE

Contributions for 2003 are budgeted at $13,646,000 compared to $15,218,000 forecast for
2002. This decrease of $1,572,000 comprises:

US$ 2003 2002 Increase
BUDGET FORECAST (Decrease) %
Restricted - Direct 9,608,000 10,789,000 (1,181,000) (1) %
Indirect 1,285,000 1,699,000 (414,000) 24)Y%
Projects/Programs 10,893,000 12,488,000 (1,595,000) (13) %
Unrestricted-Core 2,753,000 2,730,000 23,000 1%
Total Contributions 13,646,000 15,218,000 (1,572,000) (10) %
Exchange Gains 100,000 50,000 50,000 100 %
Other Receipts 642,000 667,000 (25,000 4%
Total Revenue $ 14,388,000 $15,935,000 $ (1,547,000) (10} %

Restricted direct revenue is budgeted to decrease due to a reduced level of spending on projects
funded by governments of Bangladesh and Japan, Ford Foundation, SIDA, Thrasher, UNICEF,
USAID, NIH, WHO and partially offset by increased spending by DFID, EU and IVL

Restricted indirect revenue is expected to decrease due to the absence of a one off recovery for
USAID/Dhaka indirect costs received in 2002.

Unrestricted contributions are expected to be similar amounts from same donor group as 2002
with small increases from existing donors offsetting discontinued CIDA contributions.



2002 BUDGET
EXPENDITURE

Operating cash expenditure for 2003 is budgeted at $15,170,000 compared to $16,003,000
forecast for 2002. This decrease of $833,000 or 5% comprises:

US$ 2003 2002  TIncrease
BUDGET FORECAST (Decrease) %

Restricted-Direct 9,618,000 10,803,000 (1,185,000) (11) %
Unrestricted-Core

Projects/Programs 3,989,000 3,145,000 844,000 27%

Management 1,563,000 2,055,000 {492.000) (24) %

Total Unrestricted-Core 5,552,000 5,200,000 352,000 7 %
Operating Cash Expenditure  $15,170,000 $16,003,000 $(833,000) (5) %

Restricted expenditure is expected to decrease due to a reduced level of spending on projects
funded by governments of Bangladesh and Japan, Ford Foundation, SIDA, Thrasher, UNICEF,
USAID, NIH, WHO and partially offset by increased spending by DFID, EU and IVIL

Unrestricted expenditure by management is expected to decrease significantly due to increased
interdepartmental charges and rates to be charged to user departments.

Unrestricted expenditure by core projects/programs is budgeted to increase significantly due to
increased salary and benefits costs, and increased staff assigned to core due to decreased

restricted spending.

Total expenditure including depreciation is budgeted at $16,067,000 and is expected to
decrease by $890,000 or 5 % compared to $16,957,000 forecast for 2002.

OPERATING SURPLUS (DEFICIT)

Net cash deficit excluding depreciation for 2003 is budgeted to $782,000 compared to the 2002
forecast deficit of $68,000, a deficit increase of $714,000.

This hudget is prepared on a conservative basis including only those funding sources which
have been finalized or close to finalization. Management expects that other funding requests
which are in process will be approved by donors. Management intends that those additional
funds and cost containment measures will result in break even or better results in 2003..

5




a) RESERVE FUND

Balance — January 01, 2002
Forecast interest earnings, average 1.5%

Forecast transfer to Operating Fund
Forecast balance December 31, 2002

BOT/FIN/NOV/02
Agenda-5

Market Value
$ 2,007,408
30,000

(35,000)
$ 2,002,408

The Fund is invested in time deposits at American Express Bank earning interest at short
term investment yields of approximately 1.5% per annum. At this rate, the fund would earn

approximately $30,000 in interest annually.

A minimum of $2,000,000 must remain in the Fund as security collateral for the overdraft

line of credit facility with American Express Bank.

The Board has authonzed the transfer on an ongoing basis to the Operating Fund of ali ;
amounts in excess of $2,000,000 to further reduce the cumulative historical operating '
deficit.

b) OPERATING FUND

Deficit balance January 01, 2002
Forecast transfer from Reserve Fund
Forecast net cash deficit for 2001

Total forecast increase in deficit
Forecast deficit balance- December 31, 2002

(2,925,663)
35,000
{68.000)

(33.000)
(2,958,663)

Per forecast, the cumulative deficit will have decreased by $962,743 or 25% from its peak
of $3,921,406 at the end of 1998.




¢) HOSPITAL ENDOWMENT FUND
Market Value

Balance — January 01, 2002 $ 5,160,137

Donations and fund raising 24,158
Unrealized loss, net of earnings (454,518)
Balance —September 30, 2002 $4,729,777

As of September 30, 2002 this fund was invested in the following :

Equities 34 %
Debt Instruments 30%
Cash Equivalents 31 %
Bangladesh Government Debentures 1%

Equities and Debentures on Dhaka Stock Exchange 4 %
' 100 %

Management is recommending a withdrawal of up to $200,000 but not to exceed a
maximum of 5% of the Fund balance as of December 31, 2002 for operating costs of the

hospitals in 2003.

d) CENTRE ENDOWMENT FUND

Market Value
Balance — January 01, 2002 , $3,418,192
Unrealized loss, net of earnings {448 905}
Balance- September 30, 2002 $2,969,287

This fund is invested with TIAA-CREF and currently held in the following:

Equities 52%
Debt Instruments 47 %
Cash Equivalents 1%

100%




a)

b)
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MISCELLANEOUS

BANK OVERDRAFT FACILITY / LINE OF CREDIT

The facility is authorized through July 31, 2003 with American Express Bank and is
expected to be renewed on an annual basis consistent with past practice.

Interest expense is projected to be less than $6,000 for 2002. This compares to
interest expense of $2,200 in 2001. The increase is due to timing of donor
contributions vs. incurred cost.

EXCHANGE RATES

The 2002 budget anticipated a devaluation of 5% in the local currency of Bangladesh.
Due to global economic conditions, the US$ has weakened and such devaluation has
not occurred. The forecast assumes that no devaluation will occur during the
remainder of 2002, '

Approximately 60% of revenue is received directly in US$. For the remainder, the
actual amount of US$ received may vary from budget due to fluctuating exchange
rates. Such exchange differences on restricted revenue are absorbed within the
individual project budgets. For unrestricted revenue, exchange differences are
reflected in the amount reorganized as core contributions.

MANAGEMENT INFORMATION SYSTEM

The Finance staff is in process of investigating proposals for a management
information systems which would be integrated with Human Resources and Project
functions. It is anticipated that the cost of such system will be funded by a current
multiyear donor agreement.



DRAFT RESOLUTIONS

RESOLUTION - 01

The Committee resolved to present the following draft resolution to the Board for its
approval:

The Board approves that the previously authorized transfer of $200,000 from the
Hospital Endowment Fund in 2002 may be carried over into 2003 as deemed
necessary by the Director; and authorizes $200,000 to be transferred from the
Hospital Endowment Fund to operations in 2003.




Tables:

Table 1. Contributions

Table 1A. Contributions - Others

Table 2. | Revenue by Sources and Expenditure by Categories

Table 3. Unrestricted and Restricted Revenue and Expenditure
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All amounts are presented in USS.

Note: Where necessary prior years figures have been regrouped to conform with current
year forecast.



TABLE-1
ICDDR,B: CENTRE FOR HEALTH AND POPULATION RESEARCH
CONTRIBUTIONS 2000 - 2003

{IN US$'000)
2000 2001 2002 2002 2003 2003-STATUS
DONQRS ACTUAL ACTUAL BUDGET FORECAST BUDGET FIRM ESTIM .

Revenue Contributions :
AUSTRALIA - AusAID 357 2.6% 258 1.8% 245 1.8% 213 1.4% 228 1.7% 228
BANGLADESH 497 3.6% 654 4.7% 455 3.3% 854 5.6% 663 4.9% 663
BELGIUM - BADC/ BTC 158 1.1% 240 1.7% 186 1.4% 110 0.7% 84 0.6% 84
CANADA - CIDA 204 1.5% 192 1.4% 192 1.4% 48 0.3%
CENTERS FOR DISEASE CONT. & PREV. ’ 13 0.1% 63 0.5% 168 1.1% 137 1.0% 137
EURCPEAN UNION 910 6.6% 758 5.4% 174 1.3% 247 1.6% 404 3.0% 404
FORD FOUNDATION 309 2.2% 285 2.0% 201 1.5% 207 1.4%
GATES - GoB AWARD 503 3.3% 488 3.6% 488
INTERNATIONAL VACCINE INSTITUTE 118 0.8% 376 2.7% 345 2.3%| 609 4.5% 609
JAPAN 658 4.8% 874 6.2% 982 7.1% 740 4.9% 571 4.2% 571
NETHERLANDS 238 1.7% 1,011 7.2% 1,004 7.3% 1,11t 7.3% 1,123 8.2% 1,123
NEW ENGLAND MEDICAL CENTER 66 0.5% 126 0.9% 81 0.6% 192 1.3% 151 1.1% 151
SAUDI ARABIA 52 0.4% 50 0.4% 50 0.4% 50 0.3% 50 0.4% 50
SRI LANKA 4 0.0% 4 0.0% 4 0.0% 4 0.0% 4 0.0% 4
SWEDEN - SIDA / SAREC 444 3.2% 509 3.6% 679 4,9% 761 5.0% 609 4.5% 609
SWITZERLAND - SDC 836 6.0% 761 5.4% 524 3.8% 500 3.3% 500 3.7% 500
SWISS RED CROSS 243 1.8% 174 1.2% 185 1.3% 169 1.1% 175 1.3% 175
THRASHER RESEARCH FUND (51) -0.4% 52 0.4% 162 1.2% 241 1.6% 84 0.6% 84
UNICEF 3 0.0% 218 1.6% 255 1.9% 257 1.7% 76 0.6% 76
UNITED KINGDOM - DFID 759 5.5% 828 5.9% 1,253 9.1% 1,542 10.1% 2,128 15.6% 2,128
USAID/Dhaka 2,762 20.0% 2,233 16.0% 2,612 19.0% 2,279 15.0% 1,931 14.2% 1,931
USAID/Washington 2,192 15.8% 2,193 15.7% 1,837 13.3% 1,864 12.2% 1,826 13.4% 1,488 338
USA - NIH 888 6.4% 775 5.5% 566 4.1% 434 2.9% 257 1.9% 257
USA - Cther Sources 197 1.4% 152 1.1% 184 1.3% 342 2.2% 151 1.1% 151
WORLD BANK - NCoE 973 7.0% 758 5.4%
WYETH PHARMACEUTICALS, INC. 10 0.1% 168 1.2% 160 1.1% 152 1.1% 152
WHO 242 1.7% 176 1.3% 169 1.2% 481 3.2% 247 1.8% 247
CENTRE ENDOWMENT FUND 65 0.5% 69 0.5% 106 0.7% 54 0.4% 54
HOSPITAL ENDOWMENT FUND 200 1.4% 400 2.9% 400 2.6% 200 1.5% 200
OTHERS (See Table - 1A) 623 4.5% 501 3.6% 765 5.6% 890 5.8% 744 5.5% 744

TOTAL CONTRIBUTIONS 13,830 100.0% 13,992 100.0%| 13,773  100.0%| 15,218 100.0%| 13,646 100.0%| 13,304 342

Note: Where necessary prior years figures have been regrouped to conform with current year forecast.




ICDDR,B

TABLE-1A
: CENTRE FOR HEALTH AND POPULATION RESEARCH
CONTRIBUTIONS - OTHERS 2000 - 2003

{IN US$'000)

2000 2001 2002 2002 2003 2003-STATUS
ACTUAL ACTUAL BUDGET FORECAST BUDGET FIRM  ESTIM.

OTHERS :

AMERICAN EXPRESS FOUNDATION 13 0.1% 13 0.1%

ARAB GULF FUND (18 -0.1% (109) -0.8%

BGS ARGOSS 10 0.1%

BOG/DGMS/ARI 3 0.0%

CANADA-CIDA/CHC 15 0.1% 75 0.5% 18 0.1% 18

CIRCLE AROUND THE CENTRE 22 0.2% 50 0.3% 5 0.0% 5

CYTOS PHARMACEUTICALS INC. 49 0.4% 25 0.2% 5 0.0%] 3 0.0%

DARTMOUTH COLLEGE 11 0.1% 56 0.4% 95 0.7% 95

DUNCAN BROTHERS (BANGLADESH) LTD, i0 3.1% 8 0.1%

ELLISON FOUNDATION ' 8 0.1% 37 0.3% 37

FUTURES GROUP 67 0.5% (46) -0.3%

GEORGE MASON FOUNDATION : 7 0.0%

JAPAN - JICWELS 50 0.4% 80 0.6% 98 0.7% 62 0.4% 24 0.2% 24

JAPAN - EMBASSY 78 0.6%

JAPAN - UNIVERSITY OF TOKYD 42 0.3% 2 0.0% 36 0.2%

LONDON SCHOOL OF HYG.&TROP.MED. 26 0.2% 42 0.3% 42

MACRO INTERNATIONAL INC. (1) 0.0%

NESTLE RESEARCH FOUNDATION 20 0.1% 24 0.2% 84 0.6% 69 0.5% 55 0.4% 55

NATIONAL INSTITUTE ON AGING 24 0.2% 18 0.1% 18

NORWAY - NORAD 4 0.0%

NORTHEIELD LABORATORIES - 18 0.1%

NOVARTIS NUTRITION RESEARCH AG 12 0.1% 31 0.2%

NEWCASTLE UNIVERSITY 63 0.5% 58 0.5% 16 0.1% 8 0.1%

PRAXIS (4) 0.0%




TABLE-1 A
ICDDR,B: CENTRE FOR HEALTH AND POPULATION RESEARCH
CONTRIBUTIONS - OTHERS 2000 - 2003

(IN US$'000)
2000 2001 2002 2002 2003 2003-STATUS
ACTUAL ACTUAL BUDGET FORECAST BUDGET FIRM  ESTIM.

PLAN INTERNATIONAL 13 0.1%
PROCTER & GAMBLE COMPANY 1 0.0% 4 0.0%
SAVE THE CHILDREN (USA) (4) 0.0% _
SBL VACCIN AB 34 0.2% .9 0.1% 9
SMITHKLINE BEECHAM plc 49 0.4% 51 0.4% 85 0.6% 58 0.4%)|
THE INDEPTH NETWORK 10 0.1% 4 0.0% 6 0.0%]
THE ROCKEFELLER FOUNDATION 6 0.0% 49 0.4% 140 1.0% 86 = 0.6% 79 0.6% 79
THE WELLCOME TRUST 38 0.2%
TOMEN CORPORATION 17 0.1% 3 0.0%
UCB-OSMOTIC/SIDAC 38 0.3%
UMEA UNIVERSITY 13 0.1%
UNAIDS 4 0.0% 9 0.1% 6 0.0% _
UNIVERSITY OF BASEL _ 1 0.0% 24 0.2% 67 0.4% 73 0.5% 72
UNOCAL FOUNDATION 33 0.3% 70 0.5% 79 0.6% 67 0.4% 9 0.1% 9
DISASTER / EPIDEMIC :

AusAID 13 0.1%

UNOCAL, Cairn, Shell & Occidental 79 0.6% 15 0.1% 155 - L1% ‘ 156 L1% 156

SDC : 5 0.0% 7 0.1% 6 0.0% 6
OTHERS (5S) 91 0.7% 27 0.2% 47 0.3% 90 0.6% 118 0.9% 118

TOTAL OTHERS 623 4.5% 501 3.6% 765 5.6% 890 5.8% 744 5.5% 744

o TR



: TABLE - 2
ICDDR,B : CENTRE FOR HEALTH AND POPULATION RESEARCH
REVENUE BY SOURCES AND EXPENDITURE BY CATEGORIES - 2000 TO 2003
(IN US$'000)
2000 2001 2002 2002 INCREASE(DECREASE)
ACTUAL ACTUAL BUDGET FORECAST BUDGET 2003
REVENUE: ' FORECAST 2002
UNRESTRICTED FUNDS 1,732 11%| 2,638  18%| 2,488  16%| 2,730  16% 23 1%
RESTRICTED - INDIRECT 1,404 10%| 1,349 9%| 1,403  10%| 1,699  11% (414) -24%
RESTRICTED - PROJECTS / PROGRAMS 10694  73%| 10005  68%| 9,882  68%| 10,789  68% (1,181) -11%
CONTRIBUTIONS 13,830 94%)| 13,992 95%| 13,773 94%| 15218 96% (1,572)  -10%
EXCHANGE GAINS (NET) 133 1% 120 1% 100 1% 50 0% 50 100%
OTHER RECEIPTS 700 5% 661 4% 698 5% 667 4% (25) -4%
TOTAL REVENUE 14,663 100%)| 14,773 100%]| 14,571 100%| 15,935 100% (1,547) -10%
EXPENDITURE:
LOCAL SALARIES / WAGES 6,166  42%| 6778  46%| 6,674  44%| 7,093  44% (228) -3%
INTERNATIONAL SALARIES 2451 17%| 2175 15%p 2,779 18wm| 2751 17% 639 23%
CONSULTANTS 323 2% 26 % 217 1% 250 2% 5 2%
MANDATORY COMMITTEES 81 1% 99 1% 104 1% 112 1% (6) -5%
TRAVEL 583 4% 583 4% 729 5% 573 4% (8) -1%
SUPPLIES AND MATERIALS 1,890  13%| 1,743 12%| . 1,924  13%| 2088  13% (203) -10%
REPAIR AND MAINTENANCE 199 1% 191 1% 163 1% 152 1% (48) -32%
RENT, COMMUNICATION AND UTILITIES 454 3% 534 4% 471 | 424 3% (32) -8%
PRINTING AND PUBLICATION 20 2% 250 2% 306 2% 298 2% 6 2%
TRAINING AND FELLOWSHIP 24 2% 174 1% 285 2% 213 1% 11 5%
STAFF DEVELOPMENT 143 1% 75 1% 124 1% 183 1% (102) -56%
VOLUNTARY SEVERANCE PROGRAM 268 2%
OTHER EXPENSES 869 6% 840 6% 670  4%| 1,067 7% (467) -44%
TOTAL INTERNAL CASH EXPENDITURE 13,941 95%| 13,668  94%| 14,446  96%| 15204  95% (433) -3%
CAPITAL EXPENDITURE 659 5% 914 6% 657 4% 799 5% (400) -50%
TOTAL GPERATING CASH EXPENDITURE | 14,600  100%| 14,582 100%)| 15,103 100%) 16,003 100% (833) -5%
NET CASH SURPLUS/(DEFICIT) 63 191 (532) (68) (714)
DEPRECIATION 320 964 900 954 (57}
NET OPERATING SURPLUS/(DEFICIT) (857) (773) (1,432) (1,022) (657)

Note: Where necessary prior years figures have been regroubed to conform with current year forecast.




TABLE-3
ICDDR,B : CENTRE FOR HEALTH AND POPULATION RESEARCH
UNRESTRICTED AND RESTRICTED REVENUE AND EXPENDITURE 2000 TO 2003

{IN US$'000)

Note: Where necessary prior years figures have been regrouped to conform with current year forecast.

2000 2001 2002 2002 T
ACTUAL ACTUAL BUDGET FORECAST
TOTAL | UNRESTR,  RESTR. JOTAL | UNRESTR.  RESTR. TOTAL | UNRESTR.  RESTR. TOTAL l
REVENUE:
UNRESTRICTED FUNDS 1,732 2,638 2,638 2,488 2,488 2,730 2,730
RESTRICTED - INDIRECT 1,404 1,349 1,349 1,403 1,403 1,699 1,699
RESTIICTED - PROJECTS / PROGRAMS 10,694 10,005 10,005 9,882 9,882 10,789 10,789
CONTRIBUTIONS 13,830 3,987 10,005 13,992 3,891 9,882 13,773 4,429 10,789 15,218
EXCHANGE GAINS (NET) 133 120 120 100 100 50 S0
OTHER RECEIPTS 700 640 21 661 680 18 698 653 14 667
TOTAL REVENUE 14,663 4,747 10,026 14,773 4,671 9,900 14,571 5132 10,803 15,935
EXPENDITURE:
LOCAL SALARIES f WAGES 6,166 2,349 4,429 6,778 2,878 3,796 6,674 3,204 3,889 7,003
INTERNATIONAL SALARIES 2,451 1,023 1,152 2,175 1,601 1,178 2,779 1,324 1,427 2,751
CONSULTANTS 323 20 206 226 12 205 217 29 221 250
MANDATORY COMMITTEES 81 94 5 99 104 104 104 8 112
TRAVEL 583 35 548 583 41 688 729 89 484 573
SUPPLIES AND MATERIALS 1,890 747 996 1,743 692 1,232 1,524 875 1,213 2,088
REPAIR AND MAINTENANCE 199 88 103 151 45 118 163 62 a0 152
RENT, COMMUNICATION AND UTILITIES 454 346 188 534 263 208 471 294 130 424
PRINTENG AND PUBLICATION 270 153 97 250 155 151 306 168 130 298
‘TRAINING AND FELLOWSHIP 224 26 148 174 18 267 285 20 193 213
STAFF DEVELOPMENT 143 75 75 50 - 74 124 183 183
VOLUNTARY SEVERANCE PROGRAM 288
OTHER EXPENSES 869 294 546 840 254 416 670 (266) 1,333 1,067
INTERDEPARTMENTAL SERVICES (769) 769 (1,019) 1,019 (846} B46
TOTAL INTERNAL CASH EXPENDITURE 13,941 4,406 9,262 13,668 5,054 9,352 14,446 5,057 10,147 15,204
CAPITAL EXPENDITURE 659 150 764 914 109 548 657 143 656 799
TOTAL CPERATING CASH EXPENDITURE 14,600 4,556 10,026 14,582 5,203 9,900 15,103 ' 5,200 10,803 16,003 I
NET CASH SURPLUS/(DEFICIT) 63 191 191 (532) (532) {68) (68)
DEPRECIATION 920 964 964 $00 900 954 954
NET OPERATING SURPLUS/(DEFICIT) {B57) {773) (773) (1,432) (1,432) (1,022) (1,022)'



TABLE- 4

ICDDR,B: CENTRE FOR HEALTH AND POPULATION RESEARCH
CONTRIBUTIONS BY UNRESTRICTED AND RESTRICTED FUNDS 2000 - 2003

— {IN US$'000)
2000 - ACTUAL 2001 - ACTUAL 2002 - BUDGET 2002 - FORECAST 2003 - BUDGET 2003 - STATUS
TOTAL % _ [UNRESTR. RESTR. TOTAL % LINRESTR. __ RESTR. TOTAL % UNRESTR. RESTR. TOTAL % UNRESTR. RESTR. TOTAL L] FIRM __ ESTIM.
UNRESTRICTED FUNDS:
AUSTRALIA - AusAID 297 2.1% 154 154 1.1% 145 145 1.1% 163 163 1.1% 161 161 1.2% 161
BANGLADESH 191 1.4% 185 186 1.3% 186 186 1.4% 155 155 1.0% 173 173 1.3% 173
BELGIUM - BADC / BTC (11) -0.1% 64 64 0.5% ' -
CANADA - CIDA 204 1.5% 192 192 1.4% 192 192 1.4% 48 48 0.3% - -
NETHERLANDS 214 1.5%]| 1,004 1,004 7.2% 1,004 1,004 7.3% 1,101 1,101 1. 2% 1,101 1,10% 8.1% 1,101
SAUDI ARABIA 52 0.4% 50 50 0.4% 50 50 0.9% 50 50 0.3% 50 50 0.4% 50
SR LANKA 4 0.,0% 4 4 0.0% 4 4 0.0% 4 4 0.0% 4 4 0.0%, L]
SWEDEN - SIDA / SAREC 272 2.0% 231 231 1.7% 183 183 1.3% 224 224 1.5% 250 250 1.8%, 250
SWITZERLAND - SDC 252 1.8%| 524 524 3. 7% 524 524 3.8% 500 500 3.3% 500 500 17% 500
UK - DFID ' 147 147 1.0%| 176 176 1.3% 176
UNITED STATES - USAID 275 2.0% 338 338, 2.4% 200 200 1.5% 338 338 2.2% 338 338 2.5% 338
ARAB GULF FUND (18) -0.1% (109 (109) -0.8% -
TOTAL UNRESTRICTED 1,732 12.5%] 2,638 2,638 18,9% 2,488 2,488 18.1%] 2,730 2,730  17.9%| 2,753 2753 20.2%0 2,411 342
RESTRICTED PROJECTS/PROGRAMS FUNDS:
AUSTRALIA - AusAID 60 0.4% 104 104 0.7% 12 88 100 0.7% 6 44 50 0.3% 13 54 67 0.5% 67
BANGLADESH 306 2.2% 63 405 468 3.3% 37 233 270 2.0% 117 582 699 4,6% 92 398 490 3.6% 490
BELGIUM - BADC/ BTC 169 1.2% 176 176 1.3% 136 186 1.4% 110 110 0.7% 84 84 0.6% B4
CENTERS FOR DISEASE CONT. & PREV. 3 10 13 0.1% 13 50 63 0.5% 27 141 168 1.1% 24 113 137 1.0% 137
EUROPEAN UNION - BHARP 910 6.6% 758 758 5.4% 174 174 1.3% 247 247 1.6% 404 404 3.0% 404
FORD FOUNDATION 309 2.2% 37 248 285 2.0% 26 175 201 1.5% 27 180 207 1.4%
GATES - GoB AWARD 5 498 503 3.3% 22 466 488 3.6% 488
INTERNATIONL VACCINE INSTITUTE 16 102 118 0.8% 71 305 375 2.7% 65 280 345 2,3% 117 4952 609 4.5% 609
JAPAN 614 4.4% 104 759 863 6.2% 92 717 809 5.9% 51 539 590 3.9% 34 425 460 3.4% 460
NETHERLANDS 24 0.2% 1 6 7 0.1% 1 9 10 0.1% 3 19 22 0.2% 22
NEW ENGLAND MEDICAL CENTER 66 0.5% 30 96 126 0.9% 19 62 a1 0.6% 45 147 192 1.3% 36 118 151 1.1% 151
SWEDEN - SIDA/SAREC 172 1.2% 37 241 278 2.0% B85 411 496 3.6% 72 465 537 3.5% 58 301 359 2.6% 359
SWITZERLAND - SDC 584 4,29 20 FiV A 237 1.7%
SWISS RED CROSS 243 1.8% 23 151 174 1.2% 24 161 185 1.3% 2 147 169 1.1%! 23 152 175 1.3% 175
THRASHER RESEARCH FUND (51} -0.4% 3 ‘49 52 0.4% 10 152 162 1.2% 16 225 241 1.6% 5 79 B4 0.6% 84
UNITED KINGDOM - DFID (See Table - 44) 759 5.5% B7 741 828 5.9% 51 1,192 1,253 9.1% 5 1,350 1,395 9.2% 1,952 1,952 14.3% 1,952
UNDP/UNOPS - Japan 44 0.3% 11 11 0.1% 173 173 1.3% 150 150 1.0% 111 111 0.8% 11t
UNICEF 3 0.0% 19 199 218 1.6% 22 233 255 1.9% 22 235 257 1.7% 7 69 76 0.6% 76
USAID/Dhaka (See Tabla - 44) 2,762 20.0% 393 1,840 2,233 16.0% 506 2,106 2,612 19.0% 797 1,482 2,279 15.0% 451 1,480 1,931 14.2% 1,931
USAID/Washington  (See Table - 44) 1,917 13.9% 340 1,515 1,855 13.3% 292 1,345 1,637 11.9% 291 1,235 1,526 10.0% 297 1,191 1,488 10.9% 1,488
USA - NIH (Sae Table - 44) 888 6.4% 775 775 5.5% 566 566 4.1% 434 434 2.9% 257 257 1.9% 257
USA - Other Sources (Ses Table - 4a) 197 1.4% 23 129 152 1.1% 15 169 184 1.3% 38 304 342 2.2% 12 139 151 1.1% 151
WORLD BANK - NCoE 973 7.0% 99 659 758 5.4%
WYETH PHARMACEUTICALS, INC. 2 8 10 0.1% 34 134 168 1.2% 33 127 160 1.1% 35 117 152 1.1% 152
WHO 242 1.7% 1 175 176 1.3% 169 169 1.2% 4 477 481 3.2% 247 247 1.8% 247
CENTRE ENDOWMENT FUND 66 0.5% 69 69 0.5% 106 106 0.7% 54 54 0.4% Ll
HOSPITAL ENDQWMENT FUND 200 1.4% 400 400 2.9% 400 400 2.6% 200 200 1.5% 200
QTHERS {Sae Tablke - 4B) 641 4.6% 48 562 510 4.4% B4 681 765 5.6% 55 835 890 5.8% 56 688 744 5.5% 744
TOTAL RESTRICTED 12,098 87.5%| 1,349 10,005 11,354 B1.1% 1403 9,882 11,285 81.9%| 1,699 10,789 12,488 821%| 1,285 9,608 10,893 79.8%| 10,893
TOTAL CONTRIBUTIONS 13,830  100%| 3,987 10,005 13,992 100% 3891 9,882 13,773 100%)| 4,429 10,789 15,218 100%) 4,038 9,608 13,646 100%| 13,304 342

Note: Where necessary prior years figures have been regrouped @ conform with current year forecast.




TABLE-4 A

ICDDR,B ~ CENTRE FOR HEALTH AND POPULATION RESEARCH
SUMMARY CONTRIBUTIONS BY RESTRICTED FUNDS 2800 - 2003

{IN US$000)

UNRESTR,

2001 - ACTUAL
RESTR. JOTAL

%

UNRESTR.

2002 - BUDGET
RESTR. TOTAL

%

LINRESTR.

2002 - FORECAST

RESTR.

TOTAL

%

2003 - BUDGET
RESTR. TOTAL

2003 - STATUS
FIRM ESTIM.

|RESTRICTED FUNDS:
UNITED KINGDOM - DFID:
- DFID / Equitable Health
- DFID / HIV
- DFID  Health Econcmist
- DFID / Modemization of Mattab DSS
Sub-total
UNITED STATES:
- USAID/Dhala
- ORP/FHRP
-3
Sub-total
- USAID/Washingten
- Research and Others
- Nepal
Sub-total
- USA-NH )
- CASE WESTERN RESERVE UNIVERSITY
- JOHNS HOPKINS UN [VERSTTY
- NIH
- UNIVERSITY OF MARYLAND & BIOTECH, INSTI,
- MASSACHUSETTS GENERAL HOSPITAL
- RAND CORPORATION
- STANFORD UNIVERSITY
- UNIVERSETY OF CALIFORNIA - DAVIS
- UNIVERSITY OF ALABAMA
- UNIVERSTTY OF VIRGINIA
Sub-total
- USA OTHER SOURCES:
- UNIVERSITY OF PENNSYLVANIA
- HOWARD HUGHES MEDICAL INSTITUTE
- INTERNATIONAL SCIENCE & TECHNO. INSTL.
- OFFICE OF U.S FOREIGN DISASTER ASSTN,
- JOHNS HOPKINS UNIVERSITY
Sub-total

79
11

464

0.6%
0.1%
1.6%
3.6%

56

H

1,211

42

8.8%

0.3%

1,345
10
35

1,345
10
40

8.8%
0.1%
0.3%

1,952 1,952

1,952

61

1,253

2,552
60

9.1%

18.5%
0.4%

1,390

1,354
gg

1,395

2,191
88

9.2%

14.4%
0.6%

1,952

1,931

2,612

1,472
165

19.0%

10.7%
1.2%

1,482

1,096
139

2,279

1,353
173

15.0%

8.9%
1.1%

1,931

1,217
71

1,637

g6
266

50
74

16

11.9%

0.7%
1.9%

0.4%
0.5%)

0.1%

1,235

61
48
12
a1
136

1,526

61
48
12
81
136

25
6

65

10.0%

0.94%
0.3%
0.1%
0.5%
0.9%

1,488




TABLE-4 B
ICDDR,B - CENTRE FOR HEALTH AND POPULATION RESEARCH
OTHERS CONTRIBUTIONS BY RESTRICTED FUNDS 2000 - 2003

{IN LIS$'000)
2000 - ACTUAL 2001 - ACTUAL 2002 - BUDGET 2002 - FORECAST 2003 - BUDGET
TOTAL % _ |UNRESTR. RESTR. TOTAL % UNRESTR. _ RESTR. TOTAL % UNRESTR. RESTR. TOTAL % UNRESTR. RESTR, TOTAL % FIRM ESTIM.
JRESTRICTED FUNDS: - OTHERS : -
AMERICAN EXPRESS FOUNDATION 3 10 13 0.1% 3 10 13 0.1% -
BGS ARGOSS 10 0.1% -
BDG/DGHS/ARL 3 0.0% -
CANADA-CIDA/CHC 15 0.1% 3 72 75 0.5% 18 18 0.19%, 18
CIRCLE ARODUND THE CENTRE 22 22 0.2% 50 50 0.3%% 5 5 0.0% 5
CYTOS PHARMACEUTICALS INC. 49 0.4% 25 25 0.2% 5 5 0.0% 3 3 0.0% -
DARTMOUTH COLLEGE 11 11 0.1% 56 56 0.49 95 95 0.7% 95
DUNCAN BROTHERS (8ANGLADESH) LTD. 10 0.1% 2 6 B 0.1% -
ELLISON FOUNDATION 1 7 8 0.1% 3 34 37 0.3% 37
FUTURES GROUP &7 0.5% (9) (37) (46) -0.3% -
GEORGE MASON FOUNDATION 7 7 0.09% -
JAPAN - JICWELS 50 0.4% 80 80 0.6% 98 98 0.7%, 62 62 0.4% 24 4 0.2% 24
JAPAN - EMBASSY 78 78 0.6% -
JAPAN - UNIVERSITY OF TOXYQ 9 33 42 0.3% 2 2 0.0% 7 29 36 0.2% .
LONDON SCHOOL OF HYG.&TROP.MED. 26 26 0.2% 42 42 0.3% 42
MACRO INTERNATIONAL INC. (1) 0.0% -
NESTLE RESEARCH FOUNDATION 20 0.1% 24 24 0.2% 84 84 0.6% 69 69 0.5% 55 55 0.4% 55
NATIONAL INSTITUTE ON AGING 24 24 0.2% 18 18 0.1% 18
NORWAY - NORAD 4 0.0% -
NORTHFIELD LABORATORIES 18 0.1% -
NOVARTIS NUTRITION RESEARCH AG 12 0.1% 8 23 31 0.2%, -
NEWCASTLE UNIVERSITY 63 0.5% 16 52 ] 0.5% 4 12 15 0.1% 2 5 B 0.1% -
PRAXS (4) 0.0% -
PLAN INTERNATIONAL 13 0.1%) -
PROCTER & GAMBLE COMPANY 1 0.0% 4 4 0.0% -
SAVE THE CHILDREN (tJSA) [C}] 0.0% -
SHL VACCIN AB 7 27 34 0.2% 2 7 9 0.1% 9
SMITHKLINE BEECHAM pic 49 0.4% 10 41 51 0.4% 17 68 85 0.6% 6 52 58 0.4% -
THE INDEPTH NETWORK 10 10 0.1% 4 4 0.0% 6 6 0.0% -
THE ROCXEFELLER FOUNDATION 6 0.0% 2 47 49 0.4% 21 119 140 1.0% 13 73 B6 0.6% 10 69 79 0.6% 79
THE WELLCOME TRUST 38 38 0.2% -
TOMEN CORPORATION 3 14 17 0.1% 1 2 3 0.0% -
UCB-0SMOTIC/SIDAC 38 0.3% -
UMEA UNIVERSITY 13 13 0.1% -
UNAIDS 4 0.0% 9 9 0.1% 6 6 0.0%)| -
UNIVERSITY OF BASEL 1 1 0.0% 24 24 0.2% 4 63 67 0.4% 8 65 73 0.5% 73
UNOCAL FOUNDATION 35 0.3%, 4 66 70 0.5% B 71 79 0.6% 11 56 67 0.4%) 2 7 9 0.1%: 9
DISASTER / EPIDEMIC : -
AUSAID 13 0.1% . -
UNOCAL, Catrn, Shell & Qecidenta) 79 0.6% 15 15 0.1% 31 124 155 1.1% 3t 125 155 1.1% 158
soC 5 5 0.0% 7 7 0.1% 6 5] 0.0% 5
QOTHERS (55} 91 0.7% 27 27 0.2% 47 47 0.3% 50 90 0.6% 113 118 0.9% 118
TOTAL RESTRICTED - OTHERS 641 4.6% 48 562 610  4.4% 84 681 765 5.6% 55 B35 890 5.8% 56 688 744 5.5% 744




ICDDR,B : CENTRE FOR HEALTH AND POPULATION

TABLE - 5

RESEARCH

UNRESTRICTED PROJECTS/PROGRAMS AND MANAGEMENT EXPENDITURE 2000 TO 2003

{IN US$ 000}
2000 ACTUAL 2001 ACTUAL 2002 BUDGET 2002 FORECAST 2003 BUDGET
NET % GROSS  RECOVERY  NET % GROSS  RECOVERY  NET % GROSS  RECOVERY  NET % GROSS  RECOVERY  NET
cosTs CO5TS COSTS COSTS COSTS COSTS COSTS COSTS COSTS
PROJECTS/FROGRAMS
CLINICAL SCIENCES: L
DHAKA HOSPITAL 621 4.3%| 1,390 (391) 999 6.9%] 1,457 (640) 817 5.4%| 1,596 (843} 753 a7%| 1,642 (503} 1,139 °
DIVISIONAL 96 0.7% 60 (58) 2 0.0% 2 (58) 163 1.1% 133 {63) 70 0.4% -370 (69} . 301 -
PUBLIC HEALTH SCIENCES:
MATLAB CLINICAL RESEARCH 194 1.3% 373 (137 236 1.6% 381 (135) 246 1.6%| 333 (73) 280 17%| - 342 1) 271
MATLAB ADMINISTRATION 218 1.5%| 266 {60) 206 1.4% 269 (69) 200 1.3%)] 316 {70} 246 1.5%| - 286 {68) 218
MATLAB COMMUNITY RESEARCH 95 0.7% 184 184 1.3% 262 262 1.7% 252 252 1.6%| . . 223 223
DIVISIONAL 173 12%| 315 315 2.2% 386 336 2.6%| 410 410 6% 517 517
HEALTH & DEMOGRAPHIC SURVEILLANCE 43 0.3% 30 ) 29 0.2% 80 0 0.5% 63 63 0.4%| 1 122 122
LABORATORY SCIENCES: S
LABORATORY SERVICES - 235 1.6%) 956 (731) 225 1.5%| 1,253 (791) 462 3.1%)| 1,016 {656) 320 2.0%| 1,159 (749} q10 F
DIVISIONAL 120 (120} 113 (113) 148 {143) 5 0.0%)| <7100 {100 .
HEALTH SCIENCES & INFECTIOUS DISEASES
DIVISIONAL 85 85 0.6% 364 364 24%| 470 470 2.9% 485 485
INFORMATION SCIENCES: : : Ty
DISC 188 1.3%| 266 (13) 253 1.7% 270 (21 249 1.6%| 220 {15) 205 13%| . . 243 (12) 2 15%
TRAINING & DISSEMINATION 33 0.2% 153 {100) 53 0.4% 137 {203) (66}  -0.4% 172 {134) 38 0.2%| 130 (100} 30 0.2%
COMPUTER SERVICES 19 0.1% 162 {108} 54 0.4% 163 (92) 71 0.5% 128 (112) 16 0.1%| .18 95) 2 0.1%
DIVISIONAL 14 14 0.1% 11 11 0.1% 17 17 01%| - -2 21 0.1%
TOTAL PROJECTS/PROGRAMS 1915 13.2%| 4,374 {1,719) 2,655  18.2%]| 5367 7{2,122) 3,245 IL.3%| 5,204 (Z,136) 3,145 19.7%] ~ 5756 (1,767
MANAGEMENT . N
DIRECTOR'S BUREAU 336 23%| 30 302 2.1% 318 318 21%f 316 316 20%)| - 15
EXTERNAL RELATIONS & INSTITUTIONAL DEV, 75 0.5% 84 84 0.6% 215 215 14%| 257 257 1.6%| 324
POLICY AND PLANNING 37 0.3% 149 149 1.0% 149 149 1.0% 151 151 0.9% 153
BoT & COMMITTEES 100 0.7% 108 108 0.7% 121 121 0.8% 116 116 0r%| 126
ADMINISTRATION & PERSONNEL 598 4.1%| 922 (151) 731 4,9% 748 (201) 547 3.6%] 583 (261) 622 3.9%|." - 837 {223)
FINANCE 334 2.3% 387 387 2.7% 366 366 2.4%| 420 420 2.6% 382 (378)
VOLUNTARY SEVERANCE PACKAGE 288 2.0%
CAPITAL EXPENDITURE 48 0.3% 150 - 156 1.0% 109 109 0.7% 143 143 0.5% 75
OTHER 169 1.2% 77 (87) (10)  -0.1% 206 (73) 133 0.9% 128 (98) 30 0.2% 132 (80)
TOTAL MANAGEMENT 1,685 13.5%] 2,179 (278) 1901 13.0%| 2,232 [274) 1,958 13.8%] 2,414 (359) 2,055 13.8%%| 3,244 {681) 1,563
TOTAL PROJECTS/PROGRAMS AND MANAGEMENT 3,900 26.7%/| 6,553 (1,997) 4,556  31.2%| 7,599 (2,396) 5,203 3a.5%| 7,708 (2,508) 5,200 32.5%| 8,000  (2,448) 5552
UNRESTRICTED EXPENDITURE 3,900 26.7% 4,556  31.2% 5203 34.5% 5200 32.5% 5,552
RESTRICTED EXPENDITURE 10,700 73.3% 10,026 68.8% 9,900 _ 65.5% 10,803 67.5% 9,618
TOTAL EXPENDITURE 14,600 100.0% 14,582 100.0% 15,103 100.0% 16,003 100.0% 15,170 -

Note: Where necessary prior vears figures have besn regrouped to conform with current year forecast.




TABLE - 6

ICDDR,B : CENTRE FOR HEALTH AND POPULATION RESEARCH
UNRESTRICTED OTHER RECEIPTS 2000 TO 2003

{IN US4 '000)
ACTUAL 2000 2001 ACTUAL 2002 8UDGET 2002 FORECAST 2003 BUDGET
NET % GROSS  RECOVERY  NET % GROSS  RECOVERY NET % GROSS  RECOVERY NET % GROSS F_{ECOVERY NET %
COSTS COSTS COSTS COSTS COSTS COSTS COSTS COSTS COSTS
PROJECTS/PROGRAMS ’
CLINICAL SCIENCES:
DHAKA HOSPITAL {20) 2.9% (24) (24) 3.6% {13) {13) 1.9% (16) {16) 2.4% {13) (13) 2.0%
HOSPITAL SURVETLLANCE
DIVISIONAL {2) (2) 0.3%
PUBLIC HEALTH SCOIENCES:
MATLAB CLENICAL RESEARCH
MATLAB ADMINISTRATION (15) 2.1% 43 {60} (17)  2.6% 45 (68) (23)  3.3% 41 (66) (25} 3.7% 42 (62) (20)  3.1%
MATLAB COMMUNITY RESEARCH (1) 0.1%
DIVISIONAL
HEALTH & DEMOGRAPHIC SURVEILLANCE
LABQRATORY SCIENCES: .
LABORATQRY SERVICES (414) 59.1% (373} (373) 56.4% (427} (427) 61.2% (421) (421) 63.1% (429) {(429) 66.8%
DIVISIONAL
HEALTH SCIENCES & INFECTIOUS DISEASES
DIVISIONAL 2 (7)) 1 1 -0.2%
INFORMATION SCIENCES:
DISC 7}  1.0% (8) 8) 1.2% (16) (1) 2.3% {15} (15)  2.2% (15) (15)  2.3%
TRAINING 8 DISSEMINATION (23} 3.3% (8) 8 1.2% (19) (19) 2.7% {i5) (15)  2.2% (10) (10)  1.6%
COMPUTER SERVICES (1) 0.1% '
DIVISIONAL
TOTAL PROJECTS/PROGRAMS (481) 68.8% 43 (473) (430) 65.1% 45 (543) (498) 71.1% 43 (537) (494) 74.1% 43 (529)  (486) 75.7%
IMANAGEMENT
DIRECTOR'S BUREAU (1) [§§) 0.1%
EXYERNAL RELATIONS & INSTITUTIONAL DEV.
POLICY AND PLANNING
BaT & COMMETTEES )
ADMINISTRATION & PERSONNEL (78) 11.1% 45 {133) (88) 13.2% 59 (143) (84) 12.0% &0 (166) (106) 15.9% 69 {(171) (102) 15.9%
FINANCE (15) 21% (44) (44) 6.7% an (17) 2.4% (31) (31)  4.6% (19 (19 3.0%|
VOUINTARY SEVERANCE PACKAGE
CAPITAL EXPENDITURE
OTHER 120) 17.1% (78) (78) 11.8% (81) (81) 11.6% (21) (21) 34% (25) (25) 3.9%
TOTAL PROJECTS/PROGRAMS AND MANAGEMENT (213) 30.3% 45 (255) {210) 31.8% 59 (241) {182) 25.9% 60 (219) (159) 23.8% 69 (215) (146) 22.5%
UNRESTRICTED OTHER RECEIPTS (694) 99.1% B8 (728) (640) 96.8% 104 (784) (680) 97.4% 103 (756) (653) 97.9% 112 (744) {632) 98.4%
RESTRICTED OTHER RECEIFTS (6)  0.9% (21) 3.2% (18}  2.6% (14)  2.1% (10) _ 1.6%
TOTAL OTHER RECEIPTS (700} 100.0% {661) 100.0% (698) 100.0% (667) 100.0% {642) 100.0%!

Note: Where necessary prior years figures have been regrouped to conform with curment year forecast.
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AGF

AID
ARGOSS
ARI
ASCON
ASSTN.
AusAID
BADC
BDG
BGS
BHARP
BINP
BIOTECH
BoT

BT

BTC
CbC
CEF
CFO
CHC
CIDA
Co.
communi.
Cont

CONT. & PREV.

CsD

Dev.
DFID
DGHS
DISC
DsS
ER&ID
Estim

EU

exp.
FHRP

Fin
Gates/GoB
GoB
HC-LFMO
HEF

HIV

Annexure A

Glossary of Acronyms and Abbreviations

Arab Guif Fund
Agency for International Development

Advisory and Research Group on Geo Observation Systems and Services

Acute Respiratory Tract Infection

Annual Scientific Conference

Assistance

Australian Ald for International Development
Belgian Administration for Development Cooperation
Bangladesh Government

British Geological Survey

Bangladesh Health and Family Welfare Action Research Project
Bangladesh Integrated Nutrition Programme '
Biotechnology

Board of Trustees

Board of Trustees

Belgian Technical Cooperation

Centers for Disease Control and Prevention

Centre Endowment Fund

Chief Finance Officer

Canadian High Commission

Canadian International Development Agency
Company

communication

Continued

Control and Prevention; Centers for Disease (CDC)
Clinical Sciences Division

Development

Department for International Development (UK)
Director General of Health Services

Dissemination Information Services Centre
Demographic Surveillance System

External Relations & Institutional Development
Estirated

European Union

expenditure

Family Health Research Project

Finance

Gates - Government of Bangladesh

Government of the People’s Republic of Bangladesh
High Commission-Local Fund Management Office
Hospital Endowment Fund

Human Immune Deficiency Virus




HR Human Resources

HSID Health Sciences and Infectious Diseases Division

Hyg. & Trop. Med. Hygiene & Tropical Medicine; London School of

INC. Incorporated

INSTI Institute

ISD Information Sciences Division

vl International Vaccine Institute

JICWELS Japan International Cooperation of Welfare Services

JsI John Snow Inc. ‘

Jun June

LSD Laboratory Sciences Division

LTD. Limited

MIS Management Information System

NBR National Board of Revenue

NCoE Nutrition Centre of Excellence

NEMC New England Medical Center Hospitals, Inc.

NIDI Netherlands Interdisciplinary Demographic Institute

NIH National Institutes of Health

NORAD Norwegian Administration for Development

Nov November

ORP Operations Research Project

P&P Policy and Planning

PHSD " Public Health Sciences Division

PI Principal Investigator

Prof. Professor

PTE. Private

Restr Restricted -
SAREC Swedish Agency for Research Cooperation with Developing Countries
SDC Swiss Development Agency for Cooperation

SIDA Swedish International Development Cooperation Agency
Sidac UCB Sidac Limited Registered Office

5SS . Self Sustaining Funds

TECHNO Technology

TIAA-CREF TIAA-CREF Trust Company FSB

ucBe UCB Fims PLC - Osmotics Division

UK United Kingdom

UN United Nations

UNAIDS Joint United Nations Programme on HIV/AIDS

UNDP United Nations Development Programme

UNICEF United Nations Children's Fund

UNOPS ‘ United Nations Office for Project Services

Unrestr Unrestricted

Us; USA United States of America

USAID/D United States Agency for International Development/ Dhaka
USAID/W United States Agency for International Development / Washington
Vs, versus

WB World Bank

WHO World Health Organization




Minutes of the Finance Committee
Saturday 8 June 2002

Present:

Members of the Board of Trustees

Prof Marian Jacobs (Chair of the Board) Prof David Sack (Director)
Prof AK Azad Khan (Chair, Finance Committee) Dr Ricardo Uauy Dagach
Prof NK Ganguly Prof Terence H Hull

Dr Nobukatsu Ishikawa ‘ Prof Jane Anita Kusin

Dr Claudio F Lanata Mr M Fazlur Rahman

Prof Marcel Tanner : Prof Carol Vlassoff

Dr I Kaye Wachsmuth

Absent (with regrets):

Dr Rolf Carriere

Mr Anisul Huq Chowdhury

Dr Maimunah Bte Abdul Hamid
Dr Tikki Pang

Invited Staff:

Division Heads, Chief Finance Officer, Head, HR, Ms Vanessa Brooks (ER&ID), Dr
Anowar Hossain, Mrs Shamima Moin, Mr M A Samad, Mr Sk Abdul Matin (Finance
personnel).

Minute Secretary: Loretta Saldanha

Prof. Azad Khan welcomed all those present at the meeting and invited Mr. Stephen Sage,
CFO to present the Finance report.

Mr. Sage thanked the members of the Board for inviting him to present his report, introduced
the members of his finance team and reported that he was extremely pleased to work with
such a professional group of individuals in his section.

He briefly highlighted the following:
e 2001 Actual Results (historical results)

Auditors’ Opinion
Contributions

Project Contributions
Core Contributions
Donor Base

Expenditures

Operating Surplus/Deficit




Agenda 1: 2001 Auditor’s Report and Audited Financial Statements

The auditors’ opinion was clean and their report includes one qualification. Management
does not agree with the qualification for not including the asset and liabilities of “ICDDR,B
Employees Separation Payment Fund” as the Centre has no control over these funds. This
inclusion would materially distort the true financial position of the Centre and inflate the

balance sheets.

Overall there were no disagreements with the auditors and no surprises in the accounting
records. (This was specifically stated in light of the recent accounting scandals with relation

to ENRON.)
Revenue

1. Contributions

Contributions from Donors and Endowment Fund increased from prior year by $ 162,000
(1.2%) from $13,830,000 to $ 13,992.00.

Restricted contributions decreased by 6% relative to the prior year ($ 744,000) primarily due
to less project activities funded by several donors and absence of transfer from Hospital
Endowment Fund., This decline was however offset by greater funding by the Govt of
Bangladesh, International Vaccine Institute, Japan and UNICEF. Unrestricted contributions
increased by 52% ($ 906,000) vs prior year due to the generous contributions by the
Netherlands and SDC (Switzerland). Contributions include a write-off of $ 109,000 due to
uncertainty of collection of a receivable from the Arab Gulf Fund that has been outstanding
since 1998. Efforts are however underway to collect this money that will reverse the charge.
Exchange gains and other receipts also decreased. '

2. Donor Base

Efforts must be made to expand donor base.

3. Expenditures

Operating cash expenditures decreased by $ 18,000 (0.1%) from prior year.

Unrestricted (core) expenditures increased by 24%. 64% being spent on
international/national salaries and consultancy payments.

Restricted (project). Expenditure decreased by 6% in line with decreased revenues.

4. Operating Surplus/Deficit

Net cash surplus excluding depreciation increased by $ 128,000 relative to the prior year,

e B aTaTs)

The cumulative deficit is now down to $ 2,926,000. This was because of a transfer of $
240,000 from the Reserve Fund. Total expenditures excluding depreciation increased by $
26,000 (0.2%) from $15,520,000 to $ 15,546,000.




Agenda 2: 2002 Forecast

Following the approval of the budget by the Board of Trustees in November 2001, the
finance department sets its goal for the year. Mr. Sage explained the differences in purpose
between budget and forecast. The forecast is the mid-term monitoring of budget. It was
also explained that the Centre should have a better bottom line than budget presented in
November and that risks should be managed.

The following items were highlighted under this item:

Revenue: Contributions (Restricted/Project and Unrestricted/Core)
Donor Base

Expenditures

Deficit vs Surplus

From Deficit to Breakeven

Other Opportunities

1. Revenue: Contributions

Donor and endowment funds were budgeted at $ 13,773,000 but are now forecast to increase
to § 15,165,000. This was 10% greater and is achievable if we are aggressive in carrying out
the projects that have been committed. '

2. Projected Contributions (Restricted/Unrestricted)

Restricted: This is forecast to increase significantly — $ 1,285,000 (11%) greater than
budget.. Increases are due to contributions from several large donors and spending of
Gates-GoB award.

Unrestricted: This is expected to increase($ 107,000) primarily due to additional support
from USAID/Washington. '

3. Donor Base
There are currently 10 donors contributing more than § 400,000.
4. Expenditures

Project expenses are expected to increase proportionately to increased activity.

Unrestricted expenditures decreased due to additional support from Gates-GoB.

Unrestricted expenditures in management increased due to unplanned costs of hiring and
recruitment.

Net Cash Deficit vs surplus: The forcast shows that the deficit has been narrowed
considerably, and there is a good chance for breakeven by years end. We are now
projecting a net $ 45,000 deficit for the year.




5. Other Opportunities

Management is developing specific action steps to reduce the forecast deficit to achieve
breakeven level for the year.

Control core costs

New donors in pipeline

Collect prior year write-off

Focus on projects with full overhead
Target is surplus of $ 150,000

Agenda 3: FUNDS (Centre’s Financial Equity)

1. Hospital Endowment Fund. There was a market loss in 2001, but this was less than the
market loss in the general equity market because some of the fund is invested in interest
bearing cash deposits. The market value was $ 5,160,000 as of December 2001. No
funds were transferred to the Centre’s Operation in 2001.

2. Centre Endowment Fund. There was a market loss in 2001 due to stock market losses.
There were no contributions in 2001. $ 130,000 was withdrawn in 2001, and the balance
was $ 3, 385,000 at April 30, 2002.

3. Reserve Fund. This was created to provide financial stability for the Centre and to
provide guarantee for our 2 million dollars overdraft facility. The earnings from the
reserve fund, in excess of 2 million dollars ($540,000 during the last two years) has been
transferred to the Operating Fund in recent years. The target is to hold the $2 million in
this reserve fund and to continue to transfer earnings to the operating fund.

4. Operating Fund. The cumulative deficit is better by $996,000 over past 3 years and
stands at $ 2,926,000 at 2001year end. Future decreases will be a slower rate, mainly
because of the lower interest rate on earnings from the reserve fund. It is planned to
reduce the deficit to $ 2,000,000 in 6 years, though we will attempt to decrease it to zero
as quickly as possible.

Agenda 4: Other Items

1. Appointment of Auditors for 2002:

Price Waterhouse, Kolkata and Hoda Vasi Chowdhury & Co., Dhaka were the joint auditors
for 2001 and have been the Centre’s auditors for the past six years and three years

respectively.

Management is recommending ihai the audit fee not exceed $ 15,500 same as 2001 but that
the amount not be specified in the resolution in order to give the Centre management room
to negotiate the terms and conditions.




2. Bank Overdraft Facility

The Centre’s current $ 2 million overdraft facility with American Express Bank will expire
on July 13, 2002. Interest rates are the bank’s prime rate in the USA and the equivalent rate
in Bangladesh. The facility is used for any overdraft. As a result of the large cumulative
deficit of the Centre there may be an ongoing overdraft requirement to cover operating costs.
This overdraft is being secured by term deposits of the Reserve Fund.

In view of this the management recommends renewing the overdraft agreement of $ 2
million for the year to July 13, 2003.

3. Cheque Signatories:

Over the past year there have been several occasions where Finance operations were -
hampered by absence of present signatories. Management recommends that cheque-signing
authority be extended to the following persons to prevent constraints:

Head, LSD: Dr G Balakrish Nair
Head, HSID:Dr Robert F Breiman
Head, ISD: Mr Peter Thorpe

These nominated staff are in accordance with Centre policy.

4. Reserve Fund Transfers

Maintain $ 2,000,000 budget
Transfer earnings to Operating Fund on an ongoing basis

5. Management Information System:

Centre needs have been identified integrating Centre-wide objectives (Finance, Projects,
Human Resources). This activity was carried out by an external consultant. Vendors are
being identified and demonstrations scheduled.

Prof Azad Khan thanked Mr. Sage for his excellent presentation.

DISCUSSION:

Following a clarification regarding the need to transfer reserve funds, Mr. Sage explained
that this fund was established to provide a “cushion” to the Centre when faced with a
difficult financial situation.

In response to Prof Ganguly’s question whether excess funds are totally allocated towards
salaries and overheads and whether the Centre could reduce this and direct funds into
functions and less into salaries.

Mr Sage explained that with regard to the annual change in salaries more than 2/3 of the
money goes into salaries of project staff and that reduced or limited salaries would only save
a smaller percentage of costs while perhaps leaving salaries at a competitive disadvantage.




With regard to his query re: flexibility of use of funds received, Mr Sage explained that the
only flexible contributions are unrestricted (core) funds. Some donors give us restricted and
unrestricted contributions.

Dr Sack reported that efforts are underway to educate donors about the need to support
indirect costs and requested the Board to assist with stressing this issue.

Prof Ganguly felt that the Centre’s- Mission and Vision Statement will greatly assist in
achieving this goal.

Prof Ganguly also queried how the Centre would handle a situation where more/less money
is received from a donor. Mr. Sage explained that when more money is received, the extra
funds are directed towards research, and in the case of less money, scope of activity would
be trimmed.

With regard to cash flow, it was queried why the Centre needed to go into overdraft and
whether there is a chance for fixed salaries could be allocated to projects. Mr. Sage reported
that this year the Centre dipped into the line of credit as most donors have paid after the fact.
Approximately 70% of all Centre contributions come from national governments and
governments do not always pay on time. Mr. Sage further stated that the Centre tries to
assign all costs to projects as much as is practical.

Dr Marcel Tanner explained that to obtain overheads the Centre should consider preparing 2
price lists. One budget should include the items that are usually supported by overheads
under the items the donors who do not provide overheads will support, and one for donors
who contribute towards overheads. This should however be done in consultation with the
donor to ensure transparency of records.

Dr Azad Khan agreed to consider this suggestion as long as transparency was maintained
with the Centre’s donors and other constituencies,

Dr Terence Hull felt that the use of the term “donors” so comprehensively in the books does
understate the degree of people buying the services of the Centre. Mr. Sage explained that
“donor” is an institutional term and we will look how they could be categorized in the future.

Mr Sage circulated a list of the Draft Resolutions to the members for review and further
action at the Full Board meeting.

The meeting concluded at 5.30 p.m.

(Note: The attachments were distributed at the meeting).
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d. Head, Human Resources, P5, Director’s Division
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a. Head, Reproductive Health Unit, PS, Public Health Sciences Division
b. Medical Anthropologist, P4, SBSU, Public Health Sciences Division
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a. Head, External Relations & Institutional Development, P4, Director’s Division
b. Operations Research Scientist, P4, Health Systems and Infectious Diseases Div.
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b. Executive Assistant to Director, P1, Director’s Division
¢. Chief Finance Qfficer, P35, Director’s Division
33 List of established international professional posts
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Minutes of the Personnel and Selection Committee

Saturday 8 June 2002
13:30pm

Present:
Prof Marian Jacobs (Board Chair) Prof David Sack (Director)
Dr Claudio Lanata (Chair, P&S Committee) Prof Jane Kusin
Prof Carol Vlassoff Prof AK Azad Khan
Mr Anisul Huq Chowdhury Dr Ricardo Uauy Dagach
Dr Maimunah Bte Abdul Hamid Prof Terry Hull
Prof N K Ganguly Dr Nobukatsu Ishikawa
Dr Tikki Pang " Prof Marcel Tanner

Dr I Kaye Wachsmuth
Ms Diann Hill, Head HR"

Absent (with regrets): Mr Rolf Carriere; Mr M Fazlur Rahman
Invited: Administrative Council members

The Personnel and Selection Committee, chaired by Dr Clandio Lanata, met to

deliberate on personnel and other human resources issues. The meeting proceeded to

the agenda items for review and discussion.

1. Approval of the agenda. The agenda was approved.

2. Approval of the minutes of November 2001 meeting. Minutes were approved.

3. Staffing:

3.1 Overview: Ms Diann Hill reported that during the period 1 Oct 2001 to 31
March 2002, there were 69 separations from and 43 additions to the Centre. The
net separations of 26 were mainly from the projects. The Cenire continues to

follow the policy of restricting external recruitment of fixed-term staff.

Total numbers by categories:

International staff -~ 15

Research (scientific, support & field) — 589: 196 core funded; 393 project funded.
Research (administration} - 356: 134 core funded; 222 project funded
Support services & human resources — 103: all core funded

Finance — 31: all core funded

International seconded staff - 6

Short-term staff (int’l, NO & GS} - 2

Community Health Workers - 18

Health workers - 92

Fellows - 30

Contractual service holders -- 331




Daily wagers --231

Total 1804
The Centre also has 2 adjunct scientists.

Ms Hill reported that historically, the Centre reported gender as a whole. It is now
reported by level of staff. This will allow management to measure itself against
going forward. :

3.2 Status of recruitment of international professional staff:

3.2a Associate Director, D1, Clinical Sciences Division. This vacancy was re-
advertised at D1 level. 9 applications have been received including 3 from within
the Centre and are under review and will be discussed further in Closed Closed
session.. Dr MA Salam is currently acting in the position and receiving the acting
allowance since 1 October 2001.

3.2b Chief Finance Officer, PS5, Director’s Division. It was announced that Stephen
Sage has decided for family reasons not to continue at the Centre and will be leaving
in mid-September. Ads were place in The Economist and other websites. The
closing date was two days ago. The Centre will make a shortlist and submit
recommendations to the Board for approval.

32¢ Head, Nutrition Research Programme, P4/5, Clinical Sciences Division. The
post has been advertised in various journals and websites. Seven applications were
received. Prof Sack reported that it was difficult to find suitable candidates for this
position which is high priority. The Centre needs to continue the search.

3.2d Head, External Relations & Institutional Development, P4. Interviews were
held the previous day and will be discussed further in Closed Closed session.

3.2e Operations Research Scientist, P4, Health Systems and Infectious Diseases
Division. The search is continuing and it is anticipated that a candidate will be
named within a month.

3 2f Health Economist, P4, Health Economist Unit, Public Health Sciences Division.
The Centre is very eager to fill this post. Ads were placed in The Economis, The
Lancet and other websites. Applications have been received. Closing date was two
days ago.

3.3 Renewal of contracts

33a Executive Assistant to Director, P1, Director’s Division. Prof Sack reported
that discussions regarding the renewal of Mrs Judith Bennett Henry’s contract are
ongoing.

33b Head, Reproductive Health Programme, PS5, Public Health Sciences Division.
Discussions regarding the renewal of Prof Japhet Killewo’s contract are ongoing.

3.4 New International Professional Staff




3.4a Associate Direcior. D1, Laboratory Sciences Division. Dr Balakrish Nair
joined the Centre on 13 December 2001 for a period of 3 years.

3.5 Status of seconded staff contracts

3.5a Demographic Researcher, P4, PHSD. The current secondment contract of Mr
Carel Van Mels will expire on 2 July 2002. The Centre is awaiting the approval of a
secondment agreement with the Netherlands Interdisciplinary Demographic Institute
(NIDI).

3.5b Senior Scientist, PS5, LSD. Jose Bogaerts who was seconded from the BATC
(now DGIC); left the Centre in December 2001 after 5 years of service. No
replacement is anticipated.

3.6 New adjunct scientists

3.6a Adjunct scientist, LSD. Prof Yoshifumi Takeda, former Board member, and
Professor Emeritus, Faculty of Human Life Sciences, Jissen Women’s University,
Tokyo, was offered a contract as Adjunct Scientist for collaborative studies with LSD
for a period of 3 years effective 14 February 2002.

Dr Abdullah Baqui, former Centre scientist and Assoc Professio at Johns Hopkins
University, is also contracted as an Adjunct Scientist with the Centre.

3.7 Completion of tenure

1 7a Senior Scientist, P5, Public Health Sciences Division. Dr Radheshyam Bairagi
will be leaving the Centre following completion of his contract on 30 June 2002.

3.8 Reclassification of international professional post

3 8a Social Scientist and Head, SBSU, P4, PHSD. Discussion will be deferred to
Closed Closed session.

~ 3.9 Change in status for international professional post

3 9a Assoc Director and Head, PHSD. In recognition of Prof Lars Ake Persson’s
{eadership and scientific productivity to the Centre and the Division, his contract was
renewed at D2, step 4 for another three years, effective 1 March 2002.

3.10 Establishment of new international professional posts. Prof Sack reported
that the Centre requires 3 new posts:

3.10a Deputy Director (D2), Director’s Division (to be discussed in Closed closed
session

3.10b Pathologist (P4), LSD. A job description is being formulated and will be
submitted for Board review _

3.10c Grants Administrator (P4), Director’s Division (to be discussed in Closed
closed session)




4. Promotion of Bangladeshi scientists to international level. 4 scientists were
shortlisted for promotion and their applications were submitted for external review.
Interviews were held the previous day with the concerned scientists and further
discussions on the outcome will be held in Closed closed session.

1. ‘Selection of BOT members. To be discussed in Closed closed session.

2. Any Other Business

6.1 Update on the Human Resources Agenda. Ms Diann Hill, Head HR began her
update of the HR agenda with an introduction of her new baby.

She reported that the Human Resources Office was established in 1998 and the post
of Head HR was filled in 2000. Priority activity was to resolve pending issues and
advance new plans for human resources throughout the Centre.

HR projects included job classification, evaluation and job families; market survey;
performance management system; training; promotions; compensation system;
management information system; recommendation for compensation system.

Job classification: 253 posts were comprehensively evaluated under an external
analysis and job titles standardized. Policies and procedures are being developed to
support the JC system

Job families: The aim of the exercise was to reduce the number of job titles and
create career structures. Reconciliation to date: 169 reduced to 107. Posts have been
categorized into respective families and can move across divisions. Core skills have
been identified for the posts.

Market survey: Annual surveys are needed to test Centre salaries and benefits
against the external market, make internal adjustments to individual posts to be
competitive with the market; demonstrate a fair and transparent process. The survey
showed that the current trend is to convert benefits into cash and that most
comparators use merit pay systems. The financial implications will determine the
number of changes to be made for both classification and market adjustments;
evaluate the budgetary implications of the adjustments; determine the Centre’s ability
to fund the adjustments.

Performance management system: The Centre would revise current appraisal forms,
develop policies and procedures, train managers on nasics of performance
management and train staff on the new system. Revision of the current system would
include: :

o Feedback from employee as an accepted part of the process
o Performance as part of the team

¢ Measurable outcomes

o Identification of personal development needs

e Score for overall performance




Training: HR training focusses on cultural change and standardized performance for
~ the organization:

- Training needs analysis completed in 2001

- Soft-skills training - basics of supervision (8 modules) beginning with the
Performance Management module

- Hard-skills training — conducting Microsoft Office training including email
and web browsing

- Recruitment of a national Training Manager

Promotions: A fair and equitable system across the organization for all staff
Promotions to be considered on an annual basis; recommendations made to Associate
Director for submission to HR for convening of Compensation Committee.

Compensation system: Does the Centre want to reward staff for longevity of
service? Individual performance? Team performance?

Pay options:

Current system links JE scores to pay ranges with step increases with longevity.
Advantages of the current system: link to UN system, does not affect the Ordinance,
minimizes resistance from staff and SWA. Disadvantages: good performance is not
rewarded and poor performance is ignored.

Merit system is linked to individual performance within financial constraints.
Advantages: recognises and rewards individual performance, supports organizational
productivity, enhances morale of top performers. Disadvantages: subjective and
open to abuse, would need more managerial input and time.

Team merit system is linked to team performance. Advantages: recognises all team
contributions, team pressure to perform raises productivity. Disadvantages: top
performers can be disadvantaged, the system can be subjective, is rarely used and
administratively cumbersome, can result in shortcuts.

The Centre recommends the adoption of the merit system. It increases the morale of
top performers and is an incentive for everyone to perform. It makes the
performance review more meaningful for salary and career planning, develops
developmental areas and improves donor competitiveness. The system is easy to
administer, is financially controllabie and fits with a grading structure. It does not
allow increases for poor performers. The Centre would need to consider the effect
this proposed system will have on the Ordinance.

Management Information System: Will evaluate organizational needs; identify
vendors and product demonstrations; review [T resources; select MIS system; create
implementation team and achedule.

Update HR Department: Transition from Personnel (admin) to Human Resources
{strategic) department to enhance effectiveness and efficiency. The Dept created
working groups to review recruiting, contract extension and gender equality.




Time lines: BOT approval — June 2002; Market survey completed — May 2002; job
families agreed — June 2002; Reconcile JC with market survey — July 2002; Training
for managers — August 2002; Performance Management system — December 2002.

The Centre requests the Board’s approval to continue plans for introducing a Merit
Compensation System.

Dr Lanata thanked Mrs Hill for the presentation and congratulated her and the HR
staff for a comprehensive job.

Discussion:

It was discussed that the merit system would ultimately be beneficial to the staff and

the Centre as a whole but should be worked out carefully. The Centre would need to

work with the ERD Secretary and the Health Ministry to review its gffect on the
Ordinance. Further indepth discussion will continue in Closed closed session.

P&S Commitiee
Closed Closed session

The Board met to continue discussions and to deliberate on issues for resolution:

e Recruitment of: Associate Director for Clinical Sciences Division; and Head,
External Relations and Institutional Development, Director’s Division. The
search for this position will continue.

e Reclassification of international professional post for Social Scientist and
Head SBSU, Public Health Sciences Division. It was recommended that Dr
Bhuiya should be promoted to P5 level. B

¢ Establishment of new international professional posts for (1) Deputy Director,
* Director’s Division and (2) Grants Administrator, Director’s Division:

1. The Board agreed that the post of Deputy Director was needed and that
the job description should be for a scientific administrator, not a “pure”
administrator. It should be understood that the position should not be
viewed as a stepping-stone to the directorship, in fact this should be
discouraged. A job description should be developed prior to the next
meeting.

9. The Grants Administrator position should be regularized since this
function is becoming increasingly important.

e Selection of new members of Board of Trustees.

Annex: ICDDR,B Consultancies Policy
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Table-3

BOT/HR/NOV/2002
|
STAFFING STATUS
FIXED-TERM
As of September 30, 2002 !
International Professional
SL Location Fixed Short Seconded NO GS Total
No. Term Term
1. Director's Division 5 3 1 14 124 147
l .
-Director’s Office 2 1 1 - 2 6
-Human Resources 1 1 - 3 8 13 ‘
-Finance 1 - - 6 25 32 ;
-ER&ID 1 1 - 1 1 4 ¥
-Support Services - - - 4 &7 91
-SWA - - - - 1 1
2. Public Health 7 - 4 67 392 470
Sciences Division
3. Clinical Sciences 2 - - 32 160 194
Division ]
4. Laboratory Sciences 4 - - 24 143 171
Division ‘
‘
5. Health Systems and 2 1 1 29 115 148
Infectious Diseases '
Division
|
6. Information Sciences 1 1 - 9 20 31
Division

Total 21 5 6 175 954 1161




' Table-d
BOT/HR/NOV/2002

STAFFING STATUS
(SECONDED, SHORT-TERM, CHWs & HEALTH WORKERS)

As of September 30, 2002
Sl Location Seconded Short-term CHWs Total HwW
No. ' Staff: -
1. Director’s Division 1 3 - - - 4 - |
: v
2. Public Health 4 - - - 20 24 - ‘
Sciences Division
3. Clinical Sciences - - - - - - 90
Division
4. Laboratory Sciences - - - - - - -
— Division
5. Health Systems and 1 1 - - - 2 -
Infectious Diseases ‘
Division
\
6. Information Sciences - 1 - - - 1 -
Division
Total 6 5 - - 20 3 90

NO : National Officer

GS  : General Services

CHW : Community Health Worker
HW : Health Worker

N
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Table-

BOT/HR/NOV/2002
LIST OF INTERNATIONAL PROFESSIONAL STAFF
As of September 30, 2002
FIXED-TERM
Sk Name Country Job Title Pay Contract Contract
No. Level Start Date End Date
i. ARIFEEN, Dr. Shams El Bangladesh Epidemiologist & Head, CHU P3 21.11.2000 20.11.2003
2. BENNETT HENRY, Ms Judith G. Trinidad & Tobago Executive Assistant to Director P1 01.10.1999 30.09.2002
3. BHUIYA, Dr. Abbas Uddin Bangladesh Social Scientist & Head, SBSU P5 «01.07.1994 31.12.2004 *
4. BLUM, Dr. Lauren S. USA Anthropologist, SBSU, PHSD P4 23.01.2000 22.01.2003
5. FARUQUE, Dr. Shah Md. Bangladesh Scientist, LSD P4 01.07.2002 30.06.2005 *
6. HILL, Ms. Diann M. USA Head, Human Resources P5 30.04.2000 23.10.2002
7. [ISLAM, Dr. Sirajul Bangladesh Environmental Microbiologist P4 01.07.2001 30.06.2004 *
8. KHUDA, Ds. Barkat-e- Bangladesh Associate Director, Policy & Di 01.08.1997 31.07.2003
Planning
9. KILLEWO, Prof. Japhet Z. J. Tanzania Head, Reproductive Health Unit, P5 27.10.1999 26.10.2002
PHSD
10. LARSON, Dr. Charles P. Canada Senior Operations Research P5 01.05.2002 30.04.2005
Scientist, HSID
11. MARCER, Mr. Alec UK Operations Research Scientist, P4 30.09.2002 29.09.2005
HSID
12. NAIR, Dr. Gopinath Balakrish India Associate Director and Head, LSD D1 (9.04.2000 12.12.2004

* per Policy of promotion of Bangladeshi Scientists to International Level




contd..... Table-5
BOT/HR/MNOV/2002
LIST OF INTERNATIONAL PROFESSIONAL STAFF
As of September 30, 2002
FIXED-TERM
Sl Name Country Job Title Pay Contract Contract
Neo. Level Start Date End Date
13. QADRI, Dr. Firdausi Bangladesh Senior Scientist, LSD P4 01.07.2002 30.06.2005 *
14. RABBANI, Dr. Golam Hassan Bangladesh Scientist, CSD P4 01.07.2002 30.06.2005 *
15. SALAM, Dr. M. Abdus Bangladesh Chief Physician and Acting P4 01.07.2002 30.06.2005 *
Associate Director, CSD
16. PERSSON, Prof. Lars Ake Sweden Associate Director, PHSD D2 01.03.1599 28.02.2005
17. SIDDIQUE,Dr. A K M Bangladesh Epidemiologist, ECPU, PHSD P4 01.07.1996 30.06.2003 *
18. STREATFIELD, Dr. Peter K. Australia Head, Health & Demographic P35 18.07.1999 17.07.2005
Surveillance Unit, PHSD
19. SAGE, Mr. Stephen E. USA Chief Finance Officer, DD P5 21.08.2001 21.11.2002
20. THORPE, Mr. Peter UK Head, Information Sciences PS5 01.08.2001 31.07.2004
Division
21. ZAMAN, Mr. Ishtiaque A. Bangladesh Head, External Relations & P4 01.07.2002 30.06.2005

Institutional Development, DD

* per Policy of promotion of Bangladeshi Scientists to International Level




Table-6

BOT/HR/NGV/2002

SHORT-TERM
Sl Name Country Job Title Pay Contract Contract
No. Level Start Date End Date

1. ACKLEY, Ms. Julia USA Senior Associate, ER&ID - 21.08.2002 20.01.2003

2. ALAM,Dr. A N. Bangladesh Head, Training & Education Dept. P4 01.05.1996 31.03.2003

3. BROOKS, Ms. Vanessa J. USA Grants Administrator, DD P4 01.10.1997 28.02.2003

4. HADLEY, Ms. Mary UK Project Coordinator, FHRP - 24.01.2002 23.12.2002l

5. WALTON, Ms. Ann G. Canada Interim Head, Human Resources - 08.09.2002 07.06.2003
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Table-7
BOT/HR/NOV/2002
LIST OF SECONDED STAFF
As of September 30, 2002

Sl Name Country Job Title Pay Contract Contract Seconding
No. : Level StartDate  End Date Institution

1. BREIMAN, Dr. Robert F. USA Associate Director & Head, HSID D1 01.08.2000 09.07.2004 CDC/US Embassy

2. BROOKS, Dr. W. Abdullah USA Scientist, HSID P4~ 01.07.2001 30.062003 JHU

3. DIELTIENS, Dr. Greet Belgium Technical Advisor, RHU P4 09.01.2001 08.01.2004 BTC

4. MELS, Mr. Carel T. van Netherlands  Demographic Researcher, HDSU P4 29.12.1999  31.12.2005 NIDI

5. SACK, Dr. David A. USA Director, ICDDR,B ADG 01.10.1999  30.09.2005 JHU

6. WAGATSUMA, Dr. Yukiko Japan Scientist, ECPU P4 17.01.2000  31.12.2002 JHU

cDC Centre for Disease Control BTC Belgian Technical Cooperation
JHU :  The Johns Hopkins University NIDI :  Netherlands Interdisciplinary Demographic Institute
Table-8
BOT/HR/NOV/2002
LIST OF ADJUNCT SCIENTIST
As of September 30, 2002

Sl Name Country Job Title Contract Contract
No. ' Start Date End Date

1. ABOUD, Prof. Frances E. CANADA Adjunct Scientist 18.03.2002 17.03.2005

2. BAQUI, Dr. Abdullah H. BANGLADESH Adjunct Scientist 01.07.2001 30.06.2004

3. TAKEDA, Prof. Yoshifumi | JAPAN Adjunct Scientist 14.02.2002 13.02.2005




Agenda 3 BOT/HR/NOV/2002

3.2 Status of Recruitment of International Professional Staff

Agenda 3.2a Deputy Director, D2, Director’s Division

Following the establishment (13/BT/June/02} of this important post —m is currently
trying to put together an appropriate job description to suit the real needs for which the post
has been envisaged i.e. 1) to take most of the administrative loads off the Director and to look
afier the day to day non-scientific activities of the Centre on a routine basis, 2) to also be able
to provide appropriate guidance and leadership in the scientific areas during the occasional
absence of the Director from the Centre, 3) to be able to liaise with Donors, GoB and other
development partners, etc.

A final draft job description will be ready for presentation to the Human Resources
Committee Meeting during the ensuing meeting, reflecting the scientific/administrative split
of the responsibilities of the post. '

Agenda 3.2b Associate Director, D1, Clinical Sciences Division

As reported in the June 2002 meeting, the search for suitable candidates for the position of
the Associate Director, CSD at pay level D1 is still continuing. In the meantime, Dr. M. A.
Salam who has now been promoted to P4 grade under the policy of ‘Bangladeshi Scientists to
International Level’ is holding the charge of the Division and receiving the acting allowance,
as per rules. : :
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3.2 Status of Recruitment of International Professional Staff

Agenda 3.2¢ Chief Finance Officer, PS5, Director’s Division

Mr. Stephen E. Sage, Chief Finance Officer tendered his resignation from the services of the
Centre on personal grounds, which has been accepted to be effective on the close of business,
on 21 November 2002.

The position in the meantime, has been announced to be filled in urgently. The search process
resulted in a few responses out of which two candidates having met the advertised criteria
have been short-listed for interview. The CVs of these candidates have already been
circulated to members of the Executive Committee of the Board, for their evaluation.

Further, the interview for the two short-listed candidates have been scheduled for 9 and 21
October 2002,

This is for the information of the Board.

Agenda 3.2d Head. Human Resources, PS5, Director’s Division

Mrs. Diann M. Hill, Head, Human Resources submitted her resignation from the services of
the Centre on 7 August 2002 due to personal reasons. The resignation has been accepted to be
effective from the close of business on 23 October 2002. However, Mrs. Hill left the Centre
for Adelaide, Australia on 5 September 2002. For the remaining days of her tenure, she will
be enjoying her accumulated annual leave.

Pending finalization of this recruitment, Ms. Ann G. Walton, a Canadian national, has been
locally recruited on a short-term basis, effective 8 September 2002 for period of 9 (nine)
months. Ms. Walton joined part-time (50%) for the first month and joined the Centre full-
time on 8 October 2002,

Further recommendations related to this recruitment, will be presented during the meeting of
the Human Resources Committee of the Board.
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3.2 Status of Recruitment of International Professional Staff

Agenda 3.2¢ Head, Nutrition Research Programme, P4/P5
Clinical Sciences Division

The Centre is still finding it difficult to identify a suitable person to fill in this high priority
position. However, the search continues and the Board will be kept posted, hopefully if any
development takes place meanwhile.

Agenda 3.2f Pathologist, P4, 1.aboratory Sciences Division

As per a resolution (13/BT/JUN/02) of the June 2002 meeting of the Board, the post of a
Pathologist has been established. The Centre by using its standard announcement procedures,
has made vacancy announcements for this post both nationally and internationally. it is hoped
that by the Board meeting time, a few responses will be available which may be shared with
the Human Resources Committee.

Agenda 3.2g Executive Assistant to Director, P1, Director’s Division

At the expiry of her three years’ contract, Mrs. Judith G. Bennett Henry left the Centre on 30
September 2002 (afternoon). Although no formal vacancy announcement has yet been made,
a temporary arrangement to man the post has been made by an internal reassignment of Mrs.
Loretta Saldanha Ansari, from the Clinical Sciences Division.

This post and its future needs will further be evaluated and a report made to the Human
Resources Committee.
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3.3 Renewal of Contracts M ()7/\\1\}
Agenda 3.3a Head, Reproductive Health Programme, PS

Public Health Sciences Division

The current incumbent to the post, Prof. Japhet Z. J. Killewo’s contract will expire on 26
October 2002. Discussions are still on between him and his university in Tanzania and also
with the Centre as to how best a solution could be arrived at. A report to this effect will be
made during the Human Resources Committee meeting.
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Purpose:

To allow staff members to provide consultancies to outside organizations that would benefit
both the individual and the Centre.

Guidelines:

1. The agreement for consultancies is to be made with the Centre, not the individual. All
consulting proposals must be routed through the appropriate Division Director to the Head,
Human Resources for review and approval. The Director will give final approval of all
consultancies.

2. A consultant is defined as an individual who is participating in the consultancy and taking
directions from the consulting organization. Satisfaction with the final Consultancy product
will be between the consultant and consulting organization and not reviewed by the Centre.

e

3. Eligible staff include intemational level, and NOC and above.

4. Consulting fees will be based on the Centre’s salary scale and should not be more than
six weeks per year.

5. Cash payments to Bangladeshi nationals are in addition to their regular salary and subject
to income tax. The appropriate tax (approximately 25%) will be deducted from individual
cash payments and remitted by the Centre to the tax authority.

6. Leave time cannot be used for consultancies. If temporary replacement staff is needed,
then the personnel costs will be bomne by the consultancies.

7 Direct costs of travel, food, accommodation, business expenses and any other related
materials must be borne by the consulting organization.
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Rates for Consultancy:

The Consultancy rate for eligible international and national staff will be calculated by taking
the total personnel cost (salary + fringe) plus twenty-five percent (25%) of direct costs divided
by 250 days. This average daily rate will be used to determine the appropriate consulting rate
for international and national staff members. If a national officer is conducting an international
Consultancy, the salary rate will correlate with the international level equivalency. If the
Consultancy is a regional or in-country consultancy then the appropriate daily rate will apply.
Consultancy fees are subject to change if the Centre revises its salary scales.

A Consultancy Rate Calculation Worksheet has been developed to assist in calculating the rate
and must be submitted when requesting approval for the Consultancy. '

International
Average Daily Rate (mid-step of grade levels)

Salary/Benefit Indirect Cost | Total Daily *Regional | **In-country
Level Per Day ($US) (25%) (3US) Rate ($US) | Rate ($US) Rate (SUS)
P1 228.00 57.00 285.00 199.50 114.00
P2 275.00 69.00 344.00 240.80 137.60
P3 (NOC) 326.00 82.00 408.00 285.60 163.20
P4 (NOD) 380.00 95.00 475.00 332.50 190.00
P5 (NOE) 427.00 107.00 534.00 373.80 213.60
D1 462.00 116.00 578.00 404.60 231.20
D2 302.00 126.00 628.00 439.60 251.20

*Regional rate is 70% of Total Daily Rate
** In-country rate is 40% of Total Daily Rate

If an in-country consultancy is with an Bangladeshi organization then the in-éountry rate
would apply. If an in-country comsultancy is with an International organization within
Bangladesh, the international rate would apply.

If the consultant’s salary is 100% covered by project funds, the individual will receive 50% of
the consulting fees and the remaining 50% will be given to the individual’s Division. The
individual will receive the 50% as a cash payment.

If a portion of the project and a portion of core cover the consultant’s salary, the appropriate
percentage will be used to offset salary costs charged to core. The Division may use these
funds for activities as approved by the Division Head.

Example; Consultant’s salary is 60% project funded 40% Core funded
40% of the consultancy fees would be returned to Core.
30% of fees would go to the individual and 30% would go to the Division.

If an individual is 100% core funded, the individual will receive 50% of the consulting fees and
the remaining 50% will be given to the individual’s Division. The individual will receive the

50% as a cash payment.
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Consultancy Rate Calculation Worksheet

Net Consulting fee received*

Less indirect cost (20% * a)

Net received (a - b)

Proporﬁon of salary from core

Amount returned to core (d *¢)

Amount available for distribution (c - €)

Amount to individual (50% * f) **minus income tax

Amount to division (50% * f)

Notes:

*Excludes all direct costs {travel accommodation, etc) reimbursed

** Applies to Bangladeshi nationals only

e Total personnel cost (salary + fringe) +25% /250 days

(@) $

(b)$

(c} §

(d)

%

(e) §

(H %

(g) $

() $

¢ 250 days = 5 working days*52 weeks — 10 public holidays



Draft resolutions of the Personnel and Selection Committee

The Committee resolved to present the following draft resolutions to the Board for its
approval:

8/BT/JUN/02

The Board approves the Centre’s request to reclassify the post of the Social Scientist
and Head, Social and Behavioural Sciences Unit, PHSD, at pay level PS5 and the
appointment of Dr Abbas U Bhuiya to the reclassified post in recognition of his
outstanding performance. '

9/BT/JUN/02

The Board endorses the selection of Dr Ishtiaq Zaman as Head, ERID at pay level P4
and also records its suppert for Ms Vanessa Brooks to continue as Grants
Administrator.

10/BT/JUN/02

The Board approves the promotion of the following staff under the Bangladesh
Scientist to Intemnational Level policy:

Dr G H Rabbani, CSD
Dr M A Salam, CSD-
Dr Firdausi Qadri, LSD
Dr S M Faruque, LSD

11/BT/JUN/02

The Board approves the request to rename the Personnel and Selection Committee to
the Human Resources Comumittee.

12/BT/JUN/02

The Board approves the direction of the Human Resources agenda as presented by
the Head Human Resources and approves the request for continuing plans to
introduce a merit compensation system.

13/BT/JUN/02

The Board notes its support to establish the new posts of Deputy Director, and
Pathologist.

14/BT/JUN/02

The Board notes the salary and benefits guidelines developed to clarify the
Bangladeshi Scientist to International Level policy



15/BT/JUN/02

The Board approves the extension of Dr Ricardo Uauy Dagach as a Board member
for another three-year term.

16/BT/JUN/02
The Board approves the selection of the following officers:

Chair, Board of Trustees:
Dr Ricardo Uauy Dagach

Programme Committee:
Prof Carol Vlassoff — Chair
Prof Jane Kusin -~ Deputy

Human Resources Committee:
Dr Claudio Lanata -- Chair
Dr Terry Hull -- Deputy

Finance Committee:

Prof AK Azad Khan — Chair
Dr Marcel Tanner -- Deputy
17/BT/JUN/02

The Board requests UNICEF and WHO to identify a representative who can serve as
Board members. '

18/BT/JUN/02

The Board defers the appointment of a new BOT member pending identification of
potential candidates who will be appointed at the November 2002 meeting.

E
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3.1 Overview of the staffing situation

There were 83 additions and 27 separations during this reporting period (April 01, 2002 -
September 30, 2002). The total number of Centre fixed-term staff belonging to all categories
thus increased by 56 as shown in Table 1 below. The net additions of 83 were mostly for the
project positions. The Centre however, continues to follow the policy of restricting external
recruitment of fixed-term staff as far as practical.

Table 1

OVERVIEW OF STAFFING SITUATION _
April 2002 — September 2002 i

Separations/Additions of Staff

Restricted Unrestricted Total Net Change
Sep Add | Sep Add | Sep Add

International (1) +6 | -- +1 1) +7 +6

Research (13) +50 N +5 29) +35 +35

(Scientific

Support & Field)

Research 4 +16 (1) +5 (5) +21 +16

{Administration)

Human Resources | -- - (1) -- (D - -1

& Supt. Services

Finance - - - -~ - - -
(18) +72 (9) +11 27 +83 +56

Net additions 56
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ICDDR.B
OVERVIEW OF THE
STAFFING STATUS

CF - Core funded

PF - Project funded

Functional Area 2001 2002 2002

(Sep 30) {(Mar 31) (Sep 30)

-International 15 15 21

Professional staff _
CF 199 CF 196 CF 194

-Research 614 589 : 624

PF
(Scientific, Support PF 415 393 PF 430
& Field)

—Research _ 360 |CF 138 356 |CF 134 372 |CF 138
- (Administration) PF 222 PF 222 PF 234
‘ CF 100 CF 103 2

-Support Services & Personnel 100 [pp 0 103 Jpr 102 gFF 10 0

: CF 31 CF 31 CF 31

-Finance 31 PE 0 31 PF 0 31 PF 0

Sub Total | 1120 1094 1150
-International 7 6 6
Seconded Staff
-Short term staff " 2 2 5
(Int'l, NO & GS)
-Community Health Worker 19 18 20
Sub Total 28 26 31
Health Worker 72 92 90
Fellows 27 30 27
Contractual Service Holder 379 331 329
Daily Wagers 274 231 319

GRAND TOTAL 1900 1804 1946




Table-2
BOT/HR/NOV/2002

NUMBER OF FIXED-TERM UNRESTRICTED,
RESTRICTED & INTERNATIONAL PROFESSIONAL STAFF

Functional Area 2001 2002 2002
(Sept 30) (Mar 31) (Sept 30)

Unrestricted 468 464 465

Restricted 637 615 664

International 15 15 21 [
Professional '

Total
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3.3 Renewal of Contracts

Agenda 3.3b Medical Anthropologist, P4, Social & Behavioural Sciences Unit
Public Health Sciences Division

The first three years’ contract of Dr. Lauren S. Blum, Medical Anthropologist, Social &
Behavioural Sciences Unit, Public Health Sciences Division will expire on 22 January 2003.
A productive researcher, Dr. Blum’s presence has been very beneficial to the Centre and her
performance, during the period, has also been highly satisfactory.

Hence, the Centre recommends to the Board for\a three years’ extension of the current

employment contract of Dr. Lauren S. Blum.,
W

Draft resolution:

The Board resolves that the current employment contract of Dr. Lauren S. Blum with the

Centre, be extended by another term of 3 (three) years effective 23 January 2003 under the
same terms and conditions.
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3.4 Information on new International Professional Staff

Agenda 3.4a Head, External Relations & Institutional Development, P4
Director’s Division

As per the Board’s endorsement of the selection of Dr. Ishtiaque A. Zaman (9/BT/JUN/02) as
Head, External Relations & Institutional Development, at pay level P4; he was offered the
position for a period of three years.

Dr. Zaman joined the new position on 01 July 2002,

Agenda 3.4b Operations Research Scientist, P4
Health Systems and Infectious Diseases Division

The Centre is happy to report to the Board that Mr. Alec Mercer, a British national has joined
this position as a result of a competitive search process, 6n 27 September 2002. Mr. Mercer
who is familiar to both Dhaka and ICDDR,B is expected to take much less time than others
for his orientation as well as familiarization with the Centre.

\

Agenda 3.4c Health Economist, P4, Public Health Sciences Division

The Centre is also happy to report to the Board that Dr. Beena Varghese, an Indian national
(currently US immigrant) has been selected for the post, through the Centre’s recruitment
process. She is currently working at the CDC, Atlanta.

Dr. Varghese will be joining the Centre on 10 October 2002.
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3.4 Information on new International Professional Staff

Agenda 3.4d Senior Scientist, P4, Laboratory Sciences Division

As per the approved policy of Bangladeshi Scientists” promotion to International Professional
levels, Dr. Firdausi Qadri, a National Officer, having qualified (10/BT/JUN/02) for a
promotion, has been offered the post of Senior Scientist at pay level P4, under the Laboratory
Sciences Division. Dr. Qadri joined on 01 July 2002.

This 1s for the information of the Board.

Agenda 3.4¢ Scientist, P4, Laboratory Sciences Division

As per the approved policy of Bangladeshi Scientists’ promotion to International Professional
levels, Dr. Shah Md. Faruque, a National Officer, having qualified (10/BT/JUN/02) for a
promotion, has been offered the post of Scientist at pay level P4, under the Laboratory

Sciences Division. Dr. Faruque joined on 01 July 2002. /

This is for the information of the Board.

Agenda 3.4f Scientist, P4, Clinical Sciences Division

As per the approved policy of Bangladeshi Scientists’ promotion to International Professional
levels, Dr. Golam Haider Rabbani, a National Officer, having qualified (10/BT/JUN/02) for a
promotion, has been offered the post of Scientist at pay level P4, under the Clinical Sciences
Division. Dr. Rabbani joined on 01 July 2002.

This is for the information of the Board.

Agenda 3.4g Chief Phvsician, P4, Clinical Sciences Division

As per the approved policy of Bangladeshi Scientists’ promotion to Intemational Professional
levels, Dr. M. Abdus Salam, a National Officer, having qualified (10/BT/JUN/02) for a
promotion, has been offered the post of Chief Physician at pay level P4, under the Clinical
Sciences Division. Dr. Salam joined on 01 July 2002.

This is for the information of the Board.
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3.5 Information on new International Short-term Staff

Agenda 3.5a Senior Associate, ER&ID, Director’s Division

This is for the information of the Board that Ms. Julia Ackley, an American national has
joined the Centre as the Senior Associate on August 21, 2002 to work with the External
Relations and Institutional Development (ER&ID) department under the Director’s Division.
Ms. Ackley’s current short-term contract will expire on January 20, 2003.
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. 3.6 Status of seconded staff contracts

T r——_ s v, 4, -

Agenda 3.6a Demographic Researcher, P4, HSID

The Demographic Researcher of HSID, Mr. Carel T. van Mels’ current secondment contract
with the Centre has been further renewed for another 3% (three and a half) years effective 01
July 2002 through the Netherlands Interdisciplinary Demographic Institute (NIDI).

Agenda3.6b  Scientist. ECPU, P4, PHSD

The current secondment contract of Dr. Yukiko Wagatsuma with the Johns Hopkins
University expires on 31 December 2002. As Dr. Wagatsuma’s services are essentially
required by the Centre for the coming years, it is expected that the Johns Hopkins University
will consider the Centre’ request for a further renewal of the current secondment contract by
at least 3 (three) years.~

This is for the information of the Board.
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3.7 Separation of international professional staff

Agenda 3.7a Head, Human Resources, P35, Director’s Division

Mrs. Diann M. Hill, Head, Human Resources, P5, Director’s Division left the Centre on
resignation, on 5 October 2002.

This is for the information of the Board.

Agenda 3.7b Executive Assistant to Director, P1, Director’s Division

At the expiry of her employment contract with the Centre, Mrs. Judith G. Bennett Henry,
Executive Assistant to Director, P1, was released effective the afternoon of 30 September
2002. '

This is for the information of the Board.

Agenda 3.7c Chief Finance Officer, PS. Director’s Division

M. Stephen E. Sage, Chief Finance Officer has resigned from the service of the Centre. His
resignation has been accepted by the Director. Mr. Sage will be leaving the Centre on 21
November 2002.

This is for the information of the Board.
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3.8 List of established international professional posts

Director’s Division

Sl. Job Title Grade  Post establishment Remarks
date

01 Director ADG January 1982

02 Deputy Director D2 June 2002 Vacant

03 Associate Director, P&P D1 July 2000

(04 Head, Human Resources PS5 April 2000

05 Chief Finance Officer P5 September 1988

06 Head, ER&ID P4 November 1998

07 Executive Assistant to Director Pl January 1982

08 Grants Administrator, ER&ID (ST) P4 October 1997

Public Health Sciences Division

Sl Job Title Grade  Post establishment Remarks
date

01 Associate Director, PHSD D2 March 2002

02 Head, HDSU P5 November 1995

(03 Head, Reproductive Health Unit P5 July 1997

04 Social Scientist, Head, SBSU P5 June 2002

05 Scientist P4 January 2000

07 Epidemiologist & Head, ECPU P4 July 1996

08 Medical Anthropologist P4 January 2000

09 Epidemiologist & Head, CHU P3 November 2000

10 Health Econotmist P4 January 1997 Vacant

1T Demographer P4 April-1995 Macant__

12 Adjunct Scientist

June 2001

Y
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3.8 List of established international professional posts

Clinical Sciences Division

Sl. Job Title Grade  Post establishment Remarks
date

01 Associate Director, CSD D1 January 1982 Vacant

02 Head, Nutrition Research Program P4/P5 November 2001 Vacant

03 Chief Physician P4 July 2002

04 Scientist . P4 July 2002

05 Adjunct Scientist - March 2002

Laboratory Sciences Division

SL.  Job Title Grade  Post establishment Remarks
date

(01 Associate Director, LSD D1 January 1982

02 Scientist P4 July 2002

03 Scientist P4 July 2002

04 Pathologist P4 July 2002 Vacant

05 Environmental Microbiologist P4 July 2001

06 Adjunct Scientist .- February 2002

Health Systems and Infectious Diseases Division

01 Associate Director, HSID Dl August 2000
92—Sr-Operations-Research-Seientist P5———November 2004
03 Operations Research Scientist P4 February 1989
04 Demographic Researcher P4 December 1999
05 Project Coordinator (ST) -- January 2002

Information Sciences Division

01 Head, ISD P5 August 2001
02 Head, Training & Edu. Dept. (ST) P4 May 1996
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Selection of members of the Board of Trustees

This agenda item will be incorporated on receipt of inputs from the Director’s Office.
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" Update on the ongoing Human Resources agenda

An update on this agenda item will be provided during the meeting.
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Agenda 6.1: ~ Staff salaries: International Professional Category

A report on this agenda item will be presented during the Board meeting.
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Agenda 6.2: Staff salaries: NO & GS categories

A report on this agenda item will be presented during the Board meeting.
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Any other business

Agenda 7.1 Prof. Lars Ake Perssson, Associate Director, D2
Public Health Sciences Division

Prof. Lars Ake Perssson, Associate Director, D2, Public Health Sciences Division has
tendered his resignation from the £ with a request to make it effective as of 1 March
Ier

2003. Prof. Persson is leaving for ospects as he has been offered a full Professorship
and Chair at a Swedish University
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Any other business

Agenda 7.2 Curriculum Vitae of Ms. Julia Ackley,
Mr. Alec Marcer and Dr. Beena Varghese




JHUULIA~ ACKLEY

Citizenship: United States

Mailing Address: 6120 Dhaka Place, Dulies, VA, 20189-6120

Local Address: Road 7, House 24, Apartment #2, Baridhara, Dhaka, Bangladesh
Telephone: 882-1467

E-Mail: jm_ackley@yahoo.com

PROFESSIONAL EXPERIENCE

09/99 — 03/02 Senior Associate, Grants Development (06/00 promoted from Associate)
Centre for Development and Population Activities (CEDPA), Washington, DC

Served as a grant writer; producing donor proposals and reports on CEDPA’s programs
worldwide. Topics included: reproductive health, HIV/AIDS/STIs, gender, non-formal
education, youth development, adolescent RH and sexuality, capacity building, social
mobilization, economic sustainability, advocacy and civil society. Focus countries included:
India, Nepal, Guatemala, Haiti, Nicaragua, Ghana, Mali, Nigeria and South Africa.

Tracked USAID funding opportunities for senior management and was as a member on
multiple USAID RFA, RFP and APS response teams.

Designed and implemented training sessions on proposal development and donor relations for
CEDPA workshops.

Worked closely with the Director of Grants Development to perform internal strategic planning
processes and develop annual department workplans and budgets.

Established and maintained the organization’s grant database.

Worked with headquarter- and country-based staff to conceptualize and design projects for
funding.

Researched public and private donors and produced donor assessment reports for senior staff.

01/98 — 09/99 Program Development Associate
Population Resource Center (PRC), Washington, DC

Served as a congressional liaison. Met with House and Senate staff to advocate for PRC’s
position on population-related legislation including international family planning assistance and
Census 2000. Tracked legislation at the floor and committee level and reported to senior staff.

Researched foundations and assisted writing grant proposals.

Contributed to public relations materials including annual reports, organizational brochure and
newsletters.

Assisted in managing projects, meeting deadlines, working with staff to conceptualize programs
and manage PRC fellows program.

Julia Ackley Resume - Page 1
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06/96 — 01/98 Program Assistant (06/97 promotéd from Staff Assistant)
BASS and HOWES, Inc., Washington, DC

e I d Fadneal enla t £ I +
. Mandled fodoral relations activities for clients; including tracking legislation, attending

" hearings, compiling and drafting education materials for congressional staff, and scheduling
congressional meetings.
. Administered Political Action Committee membership program for United Airlines, generated
company data analysis for senior staff, and produced quarterly newsletters.

« Assisted in administering a national campaign on emergency contraception for the
Reproductive Health Technologies Project, worked with team members on campaign strategy,
coordinated distribution of materials, and drafted end-of-year report.

03/96 — 06/96 Intern
National Women’s Health Network (NWHN), Washington, DC

. Represented NWHN at a series of product liability meetings (specifically pertaining to breast
implant litigation) sponsored by the White House Office of Women’s Affairs.

» Researched, compiled and produced NWHN’s informational material on mifepristone.

EDUCATION

Currently Enrolled: “Certificate in Core Public Health Concepts” (Distance Learning Program)
University of North Carolina, School of Public Health. Expected graduation date: June 2004.

B.A. Political Science, Public Service Emphasis
University of California Santa Barbara, Santa Barbara, CA

PROFESSIONAL EDUCATION

Participant: “Fundraising Fundamentals”, Association of Fundraising Professionals, New York,
June 2000.

Participant: “Proposal Writing Basics”, Foundation Center, Washington, DC, April 2000.

LANGUAGE

Completed: Bengali Language Training, Foreign Service Institute, U.S. Department of State,
Fairfax, VA, March 4 — April 26, 2002.

Native language: English.

COMPUTER SKILLS

Microsoft Word, Excel, Power Point, Access, Word Perfect, PageMaker, Filemaker Pro, SPSS,
Internet.
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CURRICULUM VITAE

ALEC MERCER

C/o DFID, British High Commission, Tel: 00-2-8810800 (work)
Baridara, Dhaka, _ Tel: 00-2-8824586 (home)
Bangladesh. Fax: 00-2-8826454 (work)
) E-mail: a-mercer@agni.com
KEY EXPERIENCE

Health programmes in developing countries:

Twelve years experience in Africa and Asia working on health projects and programmes:

e Managing a health survey programme, advising on survey design and conducting research
e Reviewing NGO proposals for health projects, advising on selection, monitoring progress
e Managing an NGO heaith programme, monitoring, and developing new projects

Research:

Design and conduct of health surveys for monitoring and evaluation

Conducting rapid assessment surveys of nutrition, health and population in relief situations
Development of a health information system for refugee camps

Conducting studies on the epidemiology and treatment of visceral leishmaniasis

Research on disease pattemns, mortality and demographic transition

Analysis of socio-economic differentials in mortality

Fieldwork and interviewing on surveys of health and social conditions

Teaching:

e Lecturing on basic epidemiology and statistics for health planning
o Teaching basic statistics to social scientists

QUALIFICATIONS

MPhil

Research thesis on the epidemiological-demographic transition
University of London, 1980-87

MSc
Demography
London School of Economics & Political Science, 1977-78

BSc(Econ)

Economics and Sociology (including social statistics, survey methods and demography)
London School of Economics & Political Science, 1967




EMPLOYMENT

Sector Manager (Health and Population), DFID (7/99 -)

Bangladesh: Managing the DFID,Bangladesh NGO programme for the sector consisting of several
projects (PHC, reproductive health, HIV/AIDS prevention and surveillance, leprosy control): working
with project managers to achieve objectives; monitoring progress; assessing poverty-focus and health
outcomes; conducting and commissioning project reviews and evaluations; strategic development of
projects, new projects and initiatives in the context of national sector-wide strategies and programmes.
Overall responsibility for a project contracting NGOs for PHC services and developing mechanisms for
Government-NGO collaboration. Representing DFID at meetings with Government, development
partners and NGOs on health sector issues; leading on DFID support to the National AIDS/STD
Programme. Providing health input to other DFID sectoral programmes, including water and sanitation,
environment and livelihoods.

Lecturer in Health and Population/ Adviser to DFID (12/95-6/99)
Centre for Development Studies, University of Wales, Swansea, UK

Teaching basic epidemiology and statistics on an MSc course in Health Planning and Development;
supervising students, and conducting research. Reviewing NGO health project proposals and advising
DFID on selection for funding; conducting monitoring visits to projects, including:

Uganda: Review of 10 health projects: HIV/AIDS prevention and care; integrated community
development; slum sanitation; occupational health; family life education. (70/98)

Nepal: Review of 6 health projects: tuberculosis control; family planning and reproductive health; water
and sanitation; community health, HIV/AIDS prevention. (10/96)

India: Review of 5 health projects: family planning and community development; community
health; water and sanitation; HIV/AIDS awareness and prevention (71/96)

Technical Adviser on Health Surveys, MSF - Holland (2/92 - 11/95)

Conducting surveys; analysing data; managing a refugee health survey programme:

Bosnia: Analysis of health survey data in Sarajevo (9-70/95)

Based in Nairobi for fieldwork in East Africa region (7/93-4/93)

South Sudan: Studies on the epidemiology and treatment of leishmaniasis; nutrition and mortality
surveys in Western Upper Nile; monitoring of TB treatment compliance (7/93-4/95)

Zaire: Health surveillance in Rwandan refugee camps (9-70/94)

Uganda: Analysis of data from a child nutrition survey (8/94)

Rwanda: Evaluation of a therapeutic feeding programme (/1/93)

Somalia: Health, mortality and population survey among displaced people in Baidoa; review of the
health surveillance system (7/93)

Based in Peshawar on the Afghan refugee programme (2/92-5/93)

Pakistan: Technical adviser/manager for the Afghan refugee health surveillance programme (MSF-
Holland/UNHCR): design, data analysis and reporting on surveys for UNHCR and NGOs; studies of
nutrition, infant mortality and maternal and child heaith (UNHCR); evaluation of a school health
education project (LORCS); KAP survey to evaluate effectiveness of community health workers
(SCF-UK); survey of nutrition and household needs in Afghan villages (SCF-US); study of

pathogens and treatment of dysentery among refugee children (Pakistan Medical Research
Council/UNICEF).




Research Fellow (11/90-5/91)
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Research on health inequalities in the UK using data from the Office of Population Census and Surveys:
linking census and vital registration data to investigate relationships between social and household
characteristics and subsequent mortality.

Health Data Analyst (10/89-10/90)
Refugee Health Unit (Government of Sudan/UNHCR), Showak, Eastern Sudan

Health surveillance; development of computerised database and information system; traiming staff

Research Fellow (4/89-10/89)
Social Statistics Research Unit, City University, London.

Research on socio-demographic and household characteristics in relation to mortality differentials. '

Part-time research student at University of London (1979-88)
Financed by part-time work and research contracts, including:

Social Survey Fieldworker
Harris Research Centre, London

Lecturer in Social Statistics
University of North London (part-time)

Research Associate in Housing Studies
School of Advanced Urban Studies, Bristol University

Research Assistant in Population Studies
London School of Economics and Political Science

MSc student in Demography at London School of Economics (1977-78)

District Health Information Officer (4/77-10/77)
Sunderland Health Authority

Collection and analysis of health statistics for district planning

Health Information Officer (11/74-4/77)
South District, Westminster Hospital, London

Research on health information system; analysis of health data for district planning.
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2780 Wilson Glen

Decatur, GA 30033
Ph:404 320-5479 (home) ; 404 639-6171 (work)
Email: bav7@cdc.gov

Current Position ~ Health Economist (Senior Service Fellow) 1999 - present
Prevention Services Research Branch
Division of HIV/AIDS Prevention
Centers for Disease Control and Prevention, Atlanta, GA
» Economic evaluation of HIV prevention programs
s Decision analysis and quantifying nisk of HIV acquisition
e Modeling allocation of HIV prevention resources among different
countries in Afiica.

Post-doctoral Prevention Effectiveness Fellow 1997- 1999
Prevention Services Research Branch
Division of HIV/AIDS Prevention
Centers for Disease Control and Prevention, Atlanta, GA
¢ Cost-effectiveness of HIV prevention methods
e Cost-effectiveness of HIV testing technology

International Research Experience
Delhi and Karnataka AIDS Control Societies (In progress) 10/2001
India
¢ Use decision models to identify cost-effective HIV prevention
interventions for sex workers in India,
e Use a resource allocation model to develop a HIV prevention plan.

Short-term consultant 3/1998
UNAIDS, Geneva, Switzerland
» Contributed to the preparation of the Report on the Global AIDS
Epidemic (1998) by analyzing
o the association between HIV/AIDS and socio-economic
indicators of various developing countries.
o 1mpact of AIDS on human development indices, infant
mortality and life expectancy.

Economic Consultant 11/1997
Ministry of Health, Almaty, Kazakhstan

e Cost-analysis and economic evaluation of the current tuberculosis
treatment plans
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Teaching/Consultant
Provention Effectiveness Course 372002

CDC, Atlanta

CDC Consultant, Atlanta, GA 02/2001
Role of cost-effectiveness analysis in HIV prevention resource allocation

Prevention Effectiveness Training 1072000
State Health Department, Augusta, ME
Decision analysis and economic evaluation of public health practices

Professional Interests
Operation research -- planning, implementation, and evaluation of
health interventions in developing countries
Developing structural and social interventions for HIV prevention
Policy issues using knowledge of economics and public health

Other Training
Principles of Research on AIDS and STD, Seattle, WA 07/2001
Science of Scientific Writing, Atlanta, GA 05/2001
Principles of Epidemiology, Atlanta, GA 06/2000
Scientific Ethics Training, Atlanta, GA 03/2000

Education PhD, University of Memphis, TN 1997
Health Economics {(major); Sociology (minor)

MS, North Dakota State University, Fargo, ND 1993
Agricultural Economics

BS, Andhra Pradesh Agriculture University, India 1988
Agriculture

Fogelman Academic Excellence Award 1996
Highest academic honor awarded to the top 1% of students
College of Business and Economics, University of Memphis, TN

Full Scholarship for Undergraduate Degree 1984 - 1988
Awarded to top 5% of students for their academic performance
Andhra Pradesh State Board of Education

Other Experience  Research Assistant 1995-1996
Bureau of Business and Economic Research, University of Memphis
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Research Assistant 1991-1993
Depariment of Agricuitural Econorics, North Dakota State University

Adjunct Faculty 1996
Christian Brothers University, Memphis, TN
e Intermediate Microeconomics & Macroeconomics

Instructor 1996
University of Memphis, TN

¢ Introduction to Microeconomics & macroeconomics
Instructor 1993-1994

Moorhead State University, Moorhead, MN
e Introduction to Microeconomics & Macroeconomics
¢ Intermediate Microeconomics & Macroeconomics

Professional memberships

Computer Skills

. Langunage Skills

References

International Health Economic Association
International AIDS Economics Network

SAS, SUDAAN, various word processing and spreadsheet packages

Fluent in English, Hindi, and Malayalam
Working knowledge of Telugu, Bengali, and Tamil

Dr. Thomas Peterman .
Chief, Prevention Studies Section
Email: tpeterman@cde.gov

Dr. Mary Kamb '
Country Director, GAP Vietnam
Email: KambML(@state.gov

Dr. Daniel Fishbein
Senior Epidemiologist, National Inmunization Program
Email: dfishbein@cdc.gov
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The economics of pesticides and breast cancer 1997, University of
Memphis.
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. Varghese B, Peterman TA and Mugalla C. Cost-effectiveness of voluntary

counseling and testing in Kenya and Tanzania. (Letter) Lancet 2001, 357:144-
145.
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and testing and partner notification: a decision analysis. AIDS 1999, 13:1745-
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prevention in developing countries. (In preparation). Invited publication for
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in Barcelona.
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. Varghese B and Johnson D. Analyzing the demand for feed barley.

Agribusiness and Applied Economics Reports, 1993, 303. (North Dakota State
University Publications).




Varghese- 5 -

Abstracts

esource aiiocation for developing
countries: How to get the most bang for your buck? To be presented at the
International AIDS Economic Network symposium, Barcelona, July 6-7, 2002.

. Varghese B, Peterman TA. Economic Evaluation of HIV counseling and testing
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. Varghese B, Maher JE, Peterman TA, Branson BM and Steketee RW.

Quantifying the reduction is risk for HIV infection by choice of partner, sex act
and condom use. XTI International AIDS Conference, Durban South Affica,
July 9-14, 2000. Poster # WePeC4303.

. Varghese B and Branson BM. Cost and cost-effectiveness of oral fluid testing

compared to serum testing. XIII Interational AIDS Conference, Durban. July
9-14, 2000. Poster # ThPe(C5433.

. Varghese B and Peterman TA. Test and Protect: HIV counseling and testing for

HIV prevention in Africa. International AIDS Economics Network
Symposium, Durban, July 7 -8, 2000. '
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with it? Quantifying the risks of HIV acquisition. National HIV Prevention
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Saturday 02 November 2002

15:48-16:15 pm - SWA DPresentation
Representation of the ICDDR,B Staff Welfare Association (SWA) to
The Board of Trustees meeting, November 2002
Welcome !

Hon’ble Chairperson of the ICDDR,B Board of Trustees Dr. Ricardo Uauy Dagach,
respected Trustees, representatives of the Government of Bangladesh, Patron-in-Chief of the
Staff Welfare Association, welcome and Assalamo-alaikum .

It is my privilege to share the views of the staff of the Centre with the members of the Board
of Trustees. I would like to thank the Board, on behalf of the staff of the Centre, for allowing
us to discuss matters of mutual interests amid their busy time schedule. [ hope, the issues that
I am going to raise will receive your favorable consideration.

Staff Salary:

On behalf of the staff of the Centre, I am pleased to express our gratitude to the Board
members and the Patron-in—-Chief, SWA, for considering salary adjustments during thei"last
three years. This helped the employees to overcome their frustration and lack of confidence
on the Centre’s policy. The salary adjustment helped them financially and increased their
level of confidence and moral. They remain ever grateful to you all.

However, there are still wide gaps in the salary structure, whether it is determined by UN
scale (as prescribed in the ICDDR,B Ordinance} or by the market forces. By any standard,
the staff of the Centre are grossly underpaid. Despite this, they have been continuing their
efforts to accomplish the Centre’s goals in promoting heaith and human welfare world-
wide. The Gate's Global Public Health Award which has been given to the [CDDR,B and
which reflects the contribution of the staff at all levels is a good exampie.

It should be emphasized that the Centre’s strength is its skilled employees. Hence, their
morale and interest must be protected judiciously against all odds. This will ensure an
uninterrupted growth and development of the Centre.

I would therefore, strongly urge upon the Board and the management that they
consider a definite plan of action, preferably in co-operation with the staff members, as
to how the salary gap could be resolved on a priority basis, in the best possible way,
considering the interest of the Centre, its financial situation, staff expectation, and the
regulatory issues. Without having such a plan, the. future is left to chance and
uncertainty with little probability of success. I would therefore request the Board and
thé management to raise the salary along with the increase of children allowance from
TK.500.00 to TK.1000.00

There are some other important and specific issue that have been brought repeatedly to the
notice of the Board for many years now, but little has been done.




Benefits by the SWA to the staff: I would like to bring to your kind attention, the important
role that the SWA has been playing in accomplishing the overall goal of the Centre. Through
its medical assistance fund, the SWA provides monetary benefit to employees, provides
educational funds to staff dependents, organizes cultural activities including picnic, annual
dinner, farewell to outgoing staff, condolences of deceased staff, construction of mosque in
Matlab, and home gardening and fish production in Matlab. Through the Co-operative
Society, the SWA has been significantly contributing to staff welfare by its credit -

programine.

Conclusion: By interacting with the management, the SWA also contributes significantly in
improving staff relationship with the management with regard to the administrative,

financial, and regulatory activities.

We believe that the confidence and trust between the SWA and the management is very
important for the development of the Centre and we must ensure that our mutual cooperation
definitely leads to an even more productive future.

Thank you.

M S Relrrre

Dr. Md. Sirajul Islam
President, ICDDR, B Staff Welfare Association
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Vision, Mission, and Values
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The Centre's vision

Sees opportunities for people in developing couniries to be healthy, to raise -
healthy children, and to avoid many of the healih hazards that are now keeping
the current generation from reaching their potential,

Understands how health research, in its broadest context, can help to fulfil this vi-
sion of a healthy next generation,

Feels that an international centre, bringing expertise from varied geographic
backgrounds, and many disciplines, can play a unique role in carrying out the re-
search that will build knowledge for improving heatth,

Will help to-care for the current generation, even while it carries out research that
wili help the next,

Will be a partner with national and other international organizations in fulﬁlllng its
vision for a hedalthier future generation.

‘The mission of the Centre is to deveiop, test, and disseminate realistic solutions
to the major health and nutrition problems facing those living in the poorer na-
tions, through advanced research, training, and communication, and caring for
patients and communities. These activities are coordinated to lead to responsi-

ble and efficient heaith practices and improved policies and programmes.

The Cenfre’s Mission -

LA I

\'l

'.;
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The Centre’s guriding values
Exceilence and high ethical standards in science and service
Fairess to and respect of staff, patients, communities and partners
Gender equality
Responsibie and efficient use of resources

Responsiveness to emerging issues
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| 1. FOREWORD-

At a June 2000 meeting, the Board of Trustees (BoT} asked the Centre to develop a Stra-
tegic Plan for the next few years. In July 2000, the Cenire Director set up a Strategic
Planning Core Group (SPCG), headed by the Associate Director and Hecd, Policy and
Planning, and comprising two representatives from each of the four scientific Divisions
and four representatives from the Director's Division, to work under the overall guidance
of the Centre Director.

- The SPCG findlized two sets of questionnaires and disseminated one to the Principal In-
vestigators and the other to the ‘Associate Directors and Programme Heads. Subse-
quently, the SPCG developed checklists 1o generate additional information and reach
consensus on other organizaiional issues such as the Centre's mission, vision, and priori-
ties. : '

The basic approach adopted for the development of the Strategic Plan included three
stages: (1) situation analysis; {2) formulation of vision statement and future directions;
and (3) formulation of Strategic Plan/proposed actions. The Strategic Plan develop-
ment process comprised: (i) major activities under each of the above three key as- -
pects, (i) methods and processes for accomplishment of the proposed activities, and
{ii) fimelines and responsibilities for the proposed activities

At the June 2001 BoT meeting, the draft Strategic Plan was presented. Useful discussion
followed, and the draft plan was modified accordingly. There was further discussion at
the November BoT meeling and the revised plan was shared with the Government of
Bangladesh (GoB). The second draft of Strategic Plan was considered at the June 2002
BoT meeting and will now be distributed to invested parties for addifional input before
final consideration by the BoT in November 2002. A salient feature of the Strategic Plan
is its participatory naiure, with the involvement of the Cenire staff at different levels, the .
BoT, the GoB and the donors.

With the finalization and approval of the Strategic Plan by the BoT, the process of de-
veloping a mechanism o assess the perfarmance of the Strategic FPlan would be initi-
ated: (i} to examine whether the Cenire is on the right track, (i) fo be responsive to ma-
jor change(s) that could not be foreseen while preparing the Strategic Plan, and (i) to

assess how implementation of the Strategic Plan affects the institutional and financial -

sustainability of the Centre,

Tracking of activities will be done every four months by means of moenitoring toals, giv-
ing an update of deliverables, targets completed during the reporting period, reasons
for delays, key findings. presentations and publications and implications for policy and
action. Further, each Programme will identify new areas of research, not included in
the Strategic Plan, for consideration of the Scientific Council.
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Il. EXECUTIVE SUMMARY

The ICDDR,B: Centre for Health and Population Research (The Centre), and recipient of
the first-ever Gates Award for Global Health, is a maturing health research and service
institution, based in Bangladesh, with a global sphere of influence. Although already
recognized as a leading institution in international heaith research, service, and training,
it sees an even more productive era during the decade.

Building on Accomplishments

>
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The Centre has made outstanding contributions to the health of families around
the world. Its discovery and further development of cral dehydration solution is
hailed as one of the most outstanding medical discoveries of the last century and
has saved the lives of 40 million children with diarrhoea.

Its findings on the proper management of enteric infections, antibiotic resistance,
and epidemioclogy of these diseases have formed the knowledge base for the rest
of the world. Through its work in its hospitals, it has saved the lives of over 200,000
patients during the last 20 years at a cost of about $10 per patient treated.

The creation of the population based field area of Mattab is a model for public
health strategies around the world. Continuously, public_health decision makers
turn to the ICDDR,B and Matlab to understand what underlying factors are impor-
tant for making decisions.

The developmeni of appropriate and successful family planning strategies in
Bangladesh has made this couniry a family planning success story, and these
strategies are being used around the world. The success of the Bangladesh fam-
lly planning programme has resulted in a current population that is 50 million fewer
than it would have been if the programme had not been starfed.

Its research on immunizations have shown how toutine and new vaccines can
decrease illness and death rates in developing countries and this research contin-
ues to guide the use of vaccines around the world.

lts advances in the freaiment of children with severe malnutrition has shown that
this is a treatable and not a fatal disease, and has shown how it can implemented
even when hospital care is not available.

[ts combined programmes in child health and family planning have led 1o a 75%
reduction in the annual number of childhood deaths in the last 25 years in its field
area.

Its findings on the benefits of micronuirients hove led the way to furiner improve-
ments in the health of children.

The Cenfre's evolution has shown how an international centre, with stafi from
many couniries working side by side, can benefit from muitiple culiures to develop
Cosf effective solutions for the major health problems facing the world.

I1 nas also shown how an international health centre can function as o por’mer
with the government and the peopie of Bangiadesh in a way that respects and
supports each other 1o the benefit of the people of the country and to the tenefit
of other poor countries.
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It has shown how a Centre can grow from a laboratory, highly focused on chol-
era, to a full-fledged comprehensive health cenire of reseorch service and train-
ing. Furthermore, it has shown how an institution with vision, purpose and princi-
ples can thrive through changes in governments, changes in donor priorities, and
changes in senior staff. In short, it has matured into o world-class institution.

Because of these and other outstanding achievements, the Centre was awarded the
“first-ever” Gates Award for Global Heaith in May 2001 with a prize of 51 m;lllon and the
Government of Bangladesh provided an equivalent matching grant.

Planned Accomplishments During the Coming Decade

The Centre is now planning for an even more ambitious -agenda during the coming
decade. Building on the strengths, capabilities and opportunities, the Centre will con-
tinve its mission and will gradually expand its role in the international health field. -

Although the accomplishments of the past have resulted in rapid progress that is now
benefiting families around the world, here are some examples of the advances from
the Cenfre that will occur before the end of the decade. These are not goals, hopes,
or dreams; these are the actual advances that can be made through the efforts of the
Centre's staff, in partnership with others, within a relatively short time. The one maqjor
condition to this promise is that the resources must be made available for these
accomplishments to occur, but they are real promises that the Centre can make to the
donor community.

I. The Centre will help to improve the health of infants during the neonatal period. In
Bangladesh currently more than 70% of all infant deaths are occurring in the flrsf 28
fjoys of life. .Thus if we are to improve overall Wnth the' :ntroductnon ofzmc“ oy
infant rmortality, we will have to learn how to |4 - S R
reduce the deaths in this age group. The Cenfre is ?‘p'e"‘.e-"ts w i

now embarking on major projects to solve this 50% in all-mness d eath dunng
problem of high neonatal mortaiity and do it in a chlldhood (age 1. to 5)% &
cost-effective and reproducible manner. With the |... 2

interventions that we are now piloting, we expect a

decrease in neonatal mortality of 50% during the decade.

2. The Centre will help to improve the heaith of children
through breast-feeding, improved nutrition, vaccines and _
treatment of common ilinesses. way to ine'?’hi]d’_e" a

healthier and bigger start

. We must, and will, find a

2.1. The Cenfres scientists have already learned how
to improve rates of proper breast-feeding and will learn
how these can be scaled up so that all children can benefit from this healthy start.

2.2. Forty-five percent of the newborn children in Bangladesh weigh less than 2500
grams (the recoghnized cut-off for low birth weight) and this proportion is the highest in
the world. The Centre's scientists have identified low birth weight as a marker of high
risk for children and have initiated major interventions 1o understand how to increase
the birth weight and how to help children born too small. While the initiat project will re-
quire four years to complete, the long-term studies will continue to have rewards for at
least 20 years as we learn the long-term consequences of our interventions.
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2.3. The Centres scientists have already learned the benefits of zinc when given to
children with diarhoea and pneumonia: it recduces duration of diarrhoea, and lessens
the chance it will become chronic, it shortens episodes of pneumonia, and when it was
used consistently, it lowered the overall number of decths in children by 50%. The work
of the Cenire will now further validate the effectiveness of zinc in other conditions and
in learning how this simple and inexpensive micronutrient can benefit all children.

2.4, The Centre's scientists have already learned how to care for severely malnour-
ished children and have lowered the fatality rate from this life-threatening condition by
75%. The work of the Centre will now be to show how this simple standard freatment
can be extended to all children who need it in Bangladesh and the region.

2.5. The Centre's scientists have dalready shown how _ :
vaccines given during childhood and during pregnancy | Several new life-saving vac- -

save lives and reduce illness. The work of the Cenire will cmes wm be tested at the Cen-
be to: a) expand the appropriate use of the current EPI B
vaccines to eliminate measles, b) assist the EPI
programme in infroducing new vaccines for hepatitis B
and others, and c) assist in the development and evaiugtion of new vaccines for rotavi-
rus, cholerq, E. coli, shigella, bacterial pneumoniaq, influenza, dengue, and tuberculosis.

tre durlng the commg decade

2.6. The Centre's scientists have been instrumental in infroducing IMCI {integrated
management of childhood illness) in Bangladesh and in evaluating its effectiveness in
real condifions in g rural area. The work of the Centre will now be to continue the
evaluation, and improve its cost effectiveness in the communl’ry and first level health
facilities.

2.7.  The Centre has been treating thousands of patients with diarhoea at a very low
cost. Diarrhoea is an example of a common, acute, life- threatening illness that can be
easily and inexpensively treated. $10is all that is needed to save the life of a child who
would otherwise die of the disease.. The
work of the Cenire will be to identify other _
easily-ireated, common, acute life *-dlsease that should beneflt from sumple e ™
threatening illnesses such as pneumonia, treatment No chlld should d|e from an eaé-
severe malnutrition, acute fevers (typhoid,
. |1y treated easnly prevented dlsease o
dengue, malaria) and to develop a i ER
strategy for treating these patients through
a 24-hour short-stay clinic.

! D:arrhoea |s not the only life threatenmg )

2.8. The Centre's scientists have dlready developed the standard case manage-
ment for diarrheal diseases using oral rehydration solution and have improved it with
rice based ORS and low osmolar ORS. | we can improve the treatment of diarrhoea with
The work of the Centre now is to further
improve ORS and improve case
management of common enteric | show others how to use these more effectively.
iinesses.  This is possible with some of |
the newer drugs and nutrients that are
being developed at the Cenire and these will further hasten the recovery of chlldren
with diarrhoea and improve their nutritional rehabilitation. Although ORS is saving
many iives, there are still improvements o be made and ways 1o help speed recovery.

medicines and wtth improved ORS, and we can

3. The Centre will conduct research to improve the way women are ireated during
pregnancy, during delivery, and following their delivery. The Centre will also need to
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Women have the right to a safe I

¥

3 ; d a safe delivery
learn how reproductive health services can best | Pregnancyan very.

b
be delivered to the people in the communities and | The Centre will help to make this

the cities. happen.

3.1. The Centre's scientists have dalready
identified and documented the problems leading to high matemal mortality and have
developed a model programme for reducing this through prenatal clinics, subcentres,
safe delivery with trained midwives, and follow-up of women following delivery. The
task for the Centre now is to transtate this model into a workable sysiem for routine care
of women.

3.2.  The medical community has identified the involvement of men as being critical
to the overall success of reproductive health. The Cenire will now need to increase the
scope of this male involvement.and identify ways to make it meaningiul on a wide
scale. .

3.3. The Centre's scientists have identified sexually transmitted infections as a serious
health concem for Bangladesh {as it is in most countries), and have identified especially
the problem of increasing antibiotic resistance among the STDs. The task for the Centre
now is io increase the effectiveness of programmes to control the spread of STDs.

3.4. The Centre’s scientists have found that adolescents have insufficient knowledge
regarding reproductive health and practice risky sexual behaviours. The Cenire will de-
velop and test strategies for improving the knowledge, and reducing risky practices of
adolescents in Bangladesh so that these inferventions can serve as models for other
countries, :

3.5. The Centre's scientists have cbserved é.zl-"-n.»_.m 4;4-?@ 3 f3vie

that the decline in fertility that was so dra- aBaﬂgladeS s to rea }::;gplacemem ferti
matic in Bangladesh has now levelled off. -*'!It'y‘a_"‘ achneveahealthy'rgountry The:
The Centre will conduct studies to understand '=6e"n;r'g~» Ill*xgﬁ‘ﬂ'?ﬁ*ﬁe%wemmem
the reasons for this plateauing of fertility in or- 5 ;
der to help the nation reach replacement

fertitity by the end of the decade.

4. The Centre has a renewed emphasis on issues of poverty, equity and health.

4.1. . The Centre's scientists have identified that inequity of health services continues
to be a problem throughout the world, including Bangladesh. The Centre will conduct
studies to monitor the equity of various health interventions so that The successful ones
can also be equitable.

42. .The Centre's scientists have found direct correlations between poverty and
health. They wil conduct studies to better understand this- relationship in order to
document the economic benefits of good
health as well as the economic consequences
of ill heaith. Similarly, they will identify the ways | should not mean it does not re-

to improve overall development of the country | ceive good health care. Every fam-
through the promotion of healthy communities.

Just because a family is poor

ily is precious.

4.3, The nation has many development
projects that impact on the economic life of the country. The Centre wili assist in moni-
toring the health consequences of these-developments since some of them may have
beneficial or adverse health consequences that must be understood.
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4.4. Qur scientists understand the difficult nature
of providing health care services at a low cost. The .
Cenire is documenting the costs of IMCI, the costs | should be well used. The lessons

In a poor country, every Taka’

of the ESP services, the costs of nutrition services, | from Bangladesh will help other
and is exploring alternative ways o fund these

poor countries around the world.

services. The Cenfre s also working with
communities to see if there can be a community-based Heaith Cooperative model that
will be more respensive 1o the community needs and will allow for more community
control and input.

5. Emerging infections are a threat to Bangladesh and the Centre is assisting to under-
stand and to control these infeclions.

5.1.  The Centre's scientists have identified a new strain of cholera, V. cholerae O139
(Bengal) and have fraced its evolution. This is the first fime that scientists have been
able to waich a new pathogen emerge and evolve prospectively.  We expect that
this sTraip yvill be 1h§ next (8" pandemic strain. The | The Centre can help the world .‘
Centre is in g posiiion 10 prepare the world how to AL
deal with this new pandemic strain, and potentially prepare for the next cholera

to develop a vaccine that would protect others so Pandemlc leely it has all‘eady
that it does not kill so many people as past cholera staned T
pandemics have done. - e

5.2. The Centre has been conducting surveillance for HiV-AIDS and will continue to
assist the Government of Bangladesh for this infection.

5.3. Bangladesh faces an HIV-AIDS epi-
demic as part of the global pandemic but it is | The H'V'A'DS eP'dem'C ‘will be. °°m""9
(at this point) a low prevalence couniry. The to Bangladesh :t’s a matter of"me *
Centre will assist the nation in preventing this -

epidemic, and will also help o formulate a
preveniive strategy for low prevalence |- ; e
countries. Special emphasis at the Centre will | do tO [|m|t lts damage .
be on reaching a<dolescents, voluntary
counselling and testing, and preventing mother to child Tronsmws:on The Centre feels
that we must help the infected if we are to prevent the epidemic spread.

5.4. The Centre’s scientists have initiated studies on tuberculosis to understand its an-
fibiotic resistance and ifs epidemiology in a defined rural area. The Cenire will now
continue its work on tuberculosis by conducting research
on its spread in urban areas, improving the effectiveness of
DOTS therapy, early detection of tuberculosis, and improv- people each-year in
ing diagnosis and freatment-of children with tuberculosis. | Bangladesh.

The Centre also will build the capacity for conducting field
trials of new therapies and improved vaccines. This is an especially high priority area
since there now exists a window of opportunity to control tubercuiosis before the HIV-
AIDS epidemic strikes and greatly amplifies the ongoing tuberculosis problem.

Tuberculosis kills 70, 000

5.5. The Centre’s scientisis have been conducting research on dengue fever and
have documented the serotypes and the epidemiology of the infection in the country.
The Centre will now carry out more advanced research to improve case management,
reduce incidence through innovaiive mosguito reduction strategies and evaluation of
new vaccines.,
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resistant P.  falciparum malaria in Bangladesh, This infection threatens 10 to 15 milion
Bangladeshi citizens {more than most African countries). The Centre will develop com-
munity-based strategies for controlling malaria and using one of its field area {Chark-
arig) to develop models that will be useful for all of Southeast Asia. Within the malaria
arena, it seems that Asian malaria has been relatively neglecied, cnd our field areq is
ideal for evaluating community-based interventions.

57. The Centre's scientists have been conducting surveillance for other emerging
infections and are prepared to respond, in cooperation with the Government of Bang-
ladesh and the World Health Organization to these new threats. These include, but are

- not limited o, influenza, leishmaniasis, and Nipah virus.’

58. Understanding the control of infectious
diseases requires an understanding of basic | One cannot separate basic science

mechanisms and the Centre’s scientists have from applled both are needed to create
undertaken basic studies of how certain bacteria
survive in the environment, how they spread o |+
people, what genetfic properties they possess |-°2% B

i
the knowledge base for controllmg dis-

that allows them to be pathogenic, and the immune responses that protect people
The Centre will continue to conduct this type of basic research that is so vital to a com-
plete understanding of host-infection interaction and eventual control of diseases. This is
especially true for cholera, amebiasis, and other enteric infections.

4. The Centre has a substantial physical, scientific and administrative infrastructure, but
this can become even more productive and efficient. Importanily however, the Centre
will have to grow to accomplish the fasks that lie ahead.

6.1.  The Cenire has a computerized and reliable accounting system, but the Centre
will be obtaining a new financial and HR management system to streamline the man-
agement of the Centre.” About 48% of the staff are women, but the Centre is deter-
mined to insure gender equality at all levels of ’fhe orgomzohon

62. The Cenfre has a.well funcﬂonlng cmd mdependem‘ ethical review commlﬂee
that is mandated by the ordinance and certified by the U.S. government. The Cenire
will maintain the high ethical standards that already exist and will contribute to the de-
bates on ethical standards and processes for developing countries.

6.3. The Cenire has scientific review mechanisms in place that insure the quality and
relevance of protocols being carried out at the Centre. These will be further strengih-
ened through the scientific programmes at the Centre,

6.4. The Centre has a staff development programme that has led to the training of
over 50 Bangladeshi scientists through to the level of the PhD even more to the master’s
level. The Centre will continue 1o assist with the development of talented Bangladeshi
scientists in order to build the future leadership at the Centre while it assists in the pre-
vention of brain drain from Bangladesh. Being an intermnational Centre, it will alse pro-
vide opportunities for young scientists from other countries, but especially from Asia.
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Constraints to the Centre's Sustainability

While the Centre has a stellar list of accomplishments and a bright future, it also has
several constraints that must be overcome. While the strategic plan does not dwell on
these constraints, it does understand them and is working to overcome them. These
can be caiegorized into three major categories: {inancial, staffing, and physicat facili-
ties.

The Centre’s finances are not stable since it has a relafively small endowment given the
size of its annual operating budget. The Centre engages in long term planning but is
able to garner only short term funding. Most income (about 85%) is based on project

funds and much of this is year-by-year income.
Also, many donors have policies against full funding | Shert term funding with long-term
for the projects they choose to fund:; that is, they do | institution building is a major con-
not pay for fully for the indirect costs (also called | giraint. A sizable endowment is

common operating costs). Rather they appear to
expect other donors to make up for this shortfall.
Since the Centre is not a government institution, | long-term preductivity

needed to provide stability and

there is no way to make up for these indirect cost
losses that are, in fact, real costs of camying out the pro;ec’fs

An unknown situation exisis with respect to the “Global Funds.” The global funds could
potentially attract funding from our traditional funding sources, thereby decreasing our
core support. The global funds may aiso redirect the funds to more highly focused pro-
jects, and these do not necessarily have the broad-based comprehensive approach
that our Centre promotes. Since the global funds are just starting, it is not yet clear how
they will |mp0c’r our funding base, and we will have to learn how best o interact with
them.

High quality scientific and other professional stafi are always difficult to recruit, and
Dhaka is not a particularly attractive location for many international experts who may
have the option io locate in western capital cities. Our requirements may also be
unigue because of the multi-cuitural nature of the Centre and the need to find people
that will be able to attract funding of their own within a short time. Though difficult, we
have been fortunate in identifying and retaining excellent staff, because of our reputa-
tion and the academic and humanitarian vision at the Centre. The Cenire is also in--
creasingly identifying highly qualified national professionals to assume lecdership posi-
tions and our staff development programme has yielded very productive scientists. By
recruiting highly qualified Bangladeshi scientists, we have found that we have not
changed the essential international character of the Centre, but rather have made it
even stronger, and this has enhanced the national character of the Centre.

The lack of physical faciliies is increasingly a | The Centre needs to expand
constraint. In ihe iaboratories the scientists are need-
ing increasingly sophisticated equipment in order to
continue 1o be at the cutting edge. and all divisions | ing and office space if itis to
are crowded and in need of space. The library and | meet the challenges.

training units need 1o double in size, and the HIV-AIDS
and immunology lakoratories are very cramped. The Centre would also like to increase
its ability to build capacity with the government institutes, and this will require space as
well.  Finally, the infrastructural utilities need to be upgraded with our independent
power generator. Major capital items like this are especially difficult to procure since

its laboratories, library, train-
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justify major capital items that are used for the Centre as a whole.

Strateqies

The strategies for reaching the targets as described above involve a) maintaining our
already strong infrastructure and further strengthening these resources, b) maintaining
~and strengthening the Centre's cooperation with the Government of Bangladesh, ¢)
increasing donor support for both core and projects, and broadening our donor base,
d) continuously improving the expertise of our professional and technical staff, e) com-
pleting our master plan for increased space, including increased space for high quality
laboratories, library, training, computer, and offices, and f) broadening our interna-
tional reach to regional and international areas of the world.

Continually improving our Infrasfructure

The infrastruciure includes the human resources, the hospitals and laboratories, the
administrative systems, and the relaticnships with government and non-government
agencies. The scientific reputation of the Cenire is- well known, but the Centre is also
well known for the quality of its services to patients and to those who use cur clinical
laboratory facilities, 1t is aiso known as an instituiion where financial repcrts are de-
pendable and transparent, and where personnel actions are fair.

In spite of the excellence that the Centre has achieved, there are certainly opportuni-
ties for improvements that wilt lead to greater efficiencies. Some of these include: '

»  Scientific Reorganization. Following a prolonged evaluation of our organizational
structure, the Centre created an administrative structure that involves both Scientific /
Technical Divisions and Cross-divisional Programmes. This crganization allows for the
clear lines of authority and efficiency of responsibility as well as the mechanism for-fos-
tering the broad-pased interdivisional projects that the Centre is uniquely qualified to
carry out. From the basic laboratory, to the field, and to implementation, we are not
aware of any other institution in the world, that can carry out the range of public health
interventions that are possible at the ICDDR,B. This recrganization was completed dur-
ing 2001, but we expect that refinements ’ro i’r will conhnue to occ:ur to meet the needs
of the emerging tasks to be done. - :

> Strengthening the clinicai re-
search capacity. The Centre already _
has a study ward [sometimes called ‘tressc:enttf'c productwuty and this will become

clinical research ward) and a meta- | even stronger. Our clinical research, in.the future,
bolic unii, and can ise conduct
research in the general ward. The .
research cobdci’ry will however be berculosis as well as diarrhoea.

Cllnlcai Research has been a mainstay of the Cen-

will emphasize nutrition, pneurnonia, dengue, tu-
!

strengthened through a renovation of
the metabolic unit allowing for nutritional studies even more efficiently, o reorganization
of the study ward to more efficiently compiete studies, a separate unit for monitoring

Good Clinical Practice, and increased facilities for long term follow up of outpatiient re-
~ search subjects. A strength of the Centre is the ability to conduct clinical research effi-
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ciently, and this quality will become even stronger. The Centre's ability to carry out
GCP studies rapidly and efficiently should attract donors who need such facilities for
testing new pharmaceuticals and biologics.

>  Renovations to the hospitals in Dhaka and Matlab. The hospitals are oo crowded
and should provide an atmosphere that provides more respect for the patients that is
not possible now. When the master plan is finished, there will be additional space for
hospital patients, but in the short term, we will make needed improvements to the hos-
pital to provide some sub-divisions in the wards so the wards are not so large. This will
alse allow for increased sanitation and hand-washing facilities, as well as general main-
tenance and improved cleaning.

> Strengthening of the basic science laboratories. The Centre “takes science where
the problem is" and it is critical for the Cenire to use advanced scientific methods to
solve major public health problems. Thus, the Centre must maintain first-world laborato-
ries with first-world expertise even though it is located in Bangladesh. Thus, the Centre
will have to renovate and enlarge certain laboratories. This is especially frue for HIV, vi-
rology, environmental microbiology, molecular biclogy, parasitology, nutritional bio-
chemistry, and for outbreak invesiigations. The Cenire will increasingly use mclecular
techniques (e.g. PCR) for routine diagnosis in its clinical laboratory as well. The Centre
will also require a separate laboratory to support the various vaccine trials that will be
taking place and these laboraicries will need to meet GLP standards.

> Improved computer networks. The Internet and computer technology will con-
tinue to evolve and the Centre will need to keep pace with these developments,

» Expansion of the Diagnostic Unit. The Centre's clinical laboratory provides labora-
tory services to the Dhaka community and is valued for the quality of the service. The
reception area of the diagnostic unit was recently renovated to improve the quality of
the service. Given the laboratory equipment available at the Centre and the quality
control procedures in place, there is opportunity to expand the laboratory services fo
other cities in Bangladesh, perhaps to Chittagong or other major cities.  This may pro-
vide needed qudlity service io the people of Bangladesh and also strengthen ihe fi-
nancial position of the Centre.

» . Expansion of the franchising of ciinical care. The Cenftre iniliated a programme to
intrcduce ICDDR,B quality care into NGO clinics in Dhaka and potentially other cities in
Bangiadesh. This has begun at the PSKP clinic in Mohakhali, but it now needs to be ex-
tended te many other facilities.

>  Confinved maintenance of the ICDDRB field areas. Mailab is world famous for its
public health research and the people of the Matlab area benefit from their part-
nership with the Centre. The Centre alse has several other field areas that are less
intensive than Matlab. The Centre intends to limit the field areas where it will be
involved io those in which projects are currently ongoing, but not to expand to
other areas. This does not exclude involvement for brief projects in other areas,
but these other areas would not be seen as permanent ICDDR, B field areas.

» A new financial and HR automated | A new management information system
management  information  system.
New systems are being evaluated and
ihe Cenire expects ine new system to
be initiated by early 2003. Although
the current systems are computerised
and accurate, the new system will provide more current information to the scien-

will improve the Centre’s administrative

and scientific efficiency.
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tisis and managers aliowing them fo improve performance. In the long run, it will
allow the Cenire to increase its work output without increasing the number of ad-
ministrative staff.

Maintaining and strengthening the Centre's cooperation with the Government of Bang-
ladesh and national instifutions.

The ICDDR,B is the only international health research organization based in a develop-
ing country and the Government of Bangladesh is the only developing nation in the
world that has fostered such an institute. The international character should not deiract
-from the important role of the host government: indeed, the original name given to the
Centre reflects both its international scope as well as its base in Bangladesh. Soon, the
Centre will have completed 25 years as an international centre, and the government
has already renewed the ordinance for another 25 years. During this next 25 years, the
Centre anticipates an increasing role as a partner with the Government. The Centre's
Board of Trustees includes the Secretary of the External Resources Division and the Sec-
retary of Health and Family Welfare, and these official links with the Government greatly
facilitate cur cooperation.

In the past, the primary interactions were with regard to diarrhoeal disease, family plan-
ning, and health systems. In the future, the Centre anficipates much more interaction
with all of its scientific programmes and especially intends to @) insure that the research
findings are much better known to the Ministry

officials so that they can result in policy and |5 The ICDDR,B is'the
action, b) insure that the research projects ad- |- health res
dresses practical guestions of the heaith system, | ;
and c¢) assist the Ministry in preparation of major |7 ==
projects and assist with their evaluations. |.of Bangla
Special emphasis will be given to working with |[.tien'in t

the Government with regard to tuberculosis, | o &
HIV-AIDS, malaria, dengue, pheumonia and

R LT S
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other communicable diseases, malnutrition and
‘micronuirients, safe motherhood, IMCI and neconatal mortality, and vaccination pro-
grammes. The Centre hopes to play an important role by conducting practical, opera-
tions research in support of the new sector wide health, nutrition, and population pro-
gramme and in support of sirengthening the Essential Services Package.

To increase our partnership with the Government as well as with NGOs, the Cenire will
have regular meetings with various stakeholders whenever large-scale projecis are be-
ing considered in order to gain their experience, opinions, and ownership, and will also
share the findings of our projects through dissemination seminars, as well as regular
healih bulletins and journals (e.g. JHPN). Furthermore, the library serves as a resource
for the local health professionals. :

Maintaining and strengthening the Centre’s éooperaﬁoh with international heaith net-
works.

The Centre collaborates and cooperates with multiple international partners in its re-
search and service and training programmes. These include the World Health Organi-
sation, UNICEF and UNAIDS, and other UN agencies, as well as universities in North
America, Europe and UK, Asia {especially including Japan), Ministries of Health and pri-
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vate companies in many countries. As an international centre based in a developing
countiies, these international links are critical to remaining at the forefront of health re-
search. The collaborations are camried out through Memorada of Understanding that
describes the nature of the joint projects.

Increasing donor support for both core and projects, and broadening our donor base

The plan being described here will require increased support from the existing donors
and expansion of the donor base to include new donors. And this increase must come
at a time when the global economy is not favourable. The strategy for increasing our
funding base will include the following:

»  Demonstrating that investment in the Centre yields very positive and dependable
results. Thus, although funds are scarce, we will demonstrate that the ICDDR,B is a
good place io put the limited funds that are available. Furthermore, long term
funding in the Centre is the right thing to do from both a humanitarian as well as
scientific standpaoint.

> For individual donors, that investment in the Centre will provide satisfaction that
the funds are being used correcily, and will benefit the poocrest of the poor. We will
point out that the Centre does provide high quality care 1o those who need it most and
at the same time, helps to alleviate the underlying problems so that the next generation
need not suffer in the same way as the current one.

> For donors who provide funding on a project-by-project basis, the Centre will
encourage them to request the Centre to be a pariner, but at the same time, these
donors will need to understand the need for full funding of projects, including the indi-
rect costs ([common operating cost). The Cenire will adhere to the stated indirect cost
rates. In return, the Centre will provide audited statement of these indirect costs so that
they are transparent and religble to all donors!. By definition, the indirect costs are not
limited to those costs that are directly related to the specific project, butinclude the
cosis for maintaining the institution as an international Centre of Excellence.

> The Centre has launched ftwo campaigns for raising funds from non-traditional
donors. 7
o . The “Circle Around the Centre"” is targeted to alumni and relatively small

donors who would like to participate in the Centre’s programmes, and especially with
the staff development programme that facilitates higher training for the Bangladeshi
staff at the Cenftre.

o The “100 Partners” is a special endeavour for companies and donors
groups who are able to contribuie at least $10,000 annually. The 100 partners is specifi-
cally for the Cenire's endowment, and if we are successful, this programme will add $1
million to the endowment.

> The Centre will enhance certain income generating activities by providing ser-
vices that are within its area of expertise and within the scope of its programmes. Thus,
the Centre can become iess dependent on outside donors. Using this strategy, a posi-
tive balance in one cost centre can help to offset a negative in another. With decen-

' All too frequently, we are finding that other agencies pass funds through (o the Centre, but in the proc-
ess, indirect costs are retained by the “middle-man” and are not available to the Centre, even though the
Centre actually implements the project. This is both unfair and is not financially sustainable tor the de-
veloping country institution.,
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iralieation, income generation in one field area can be reinvested in thatl same field
areq.

» Explore with the "Global Funds” ways that the Centfre can become a “research
arm to these programmes.

Y

> Continue with Profite Raising Events and communiccations to let people know
about the Centre, Profile raising usually implies dinners and receptions, and these will
be planned, but we will also stress communications via popular press, CD's, review pa-
pers, and policy briefs.

> Importantly, we will improve overall donor relations through a reorganized Exter-
nal Relations and Institutional Development Office (ERID) office with additional staff and
clear lines of communications for the donors. With the financial crisis a few years ago,
the resources of the ERID office were hampered, but the reorganized office should im-
prove this communication.

Conlinuously improving the experfise of our professional and technical staff

The Cenire's productivity is only possible because of the excellence of its staff, and we
must continually upgrade the capability of the staff. The staff development pro-
- gramme will invest in graduate level training for professional staff, in both scientific and
administrative fracks. Much of the cumrent leadership at the Centre has developed
through the staff development programme. This is a worthwhile investment in the cao-
pacity of Bangladeshi professionals.

As many of the Cenfre's Bangladeshi scientists have dlready received their PhD (or
equivalent), increasing emphasis will be on helping these scientists keep on top of their
field through sabbaticals and other types of postdoctoral training. This is a change from
the past practices in which there was little training or post-doctoral developmem fol-
lowing the doctoral degree.- .

The Cenire will also increasingly stress in-service training for its staff to continuously up-
grade their skills. The training will include use of computers, scienfific methods, scientific
writing,-as well as soft skills like group building and personnel supervision. The goal is o
build a unified workforce of capable people who understand the vision of the Centre
and can carry out the projects needed to carry this out,

Completing our master plar-i"

The original master plan was developed nearly 25 years ago and was updated in 2002,
It is now fime to complete the plan to provide the needed facilities fo carry out the plan
as described. It will be possible o continue to survive with the current buitdings, but this
would be a major mistake to just survive. The Cenire has the potential to become a
truly great institution, but it will require additional buildings, laboratories, libraries, and
offices.

The master ptan includes completing the eight-storied main building {that was started in
the early 1980s), adding a 20-story tower office complex beside the main building, and
providing for independent electiic power generation. The -completion of the main
buiiding will allow for the accommodation of the ongoing activities more appropriately |
and will provide for sufficient space to care for patients in G more respectable manner
(without providing for additional patients). The tower will only be half occupied by
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Centre siaff, but the other half would be rented for the first five years. Afler five years,
the Centre will likely require alt of the space. This plan assumes that the Centre will con-
tinue to occupy all of its current space at its Mohakhali campus.,

The health needs of the poor people of the world are great and it is only logical and
appropriate that the one institution based in a poor country and devoted to helping
solve the health needs of developing countries, should have the space needed to carry
out this important work.

Broadening Our International Reach

The Centre is based in Bangladesh and has field areas in many districts of the country.
It has a considerable international outreach and the Centre plans to strengthen this as- |
pect. The international outreach for the Centre includes a) the international relevance
of its research including publication in international journals, b} the Centre's scientific
.methods being used as models for other institutions (e.g. the widely used demographic
surveillance system of Matlab}, ¢) the training that has brought more than 20,000 train-
ees to the Centre from 78 countries, d) consultations by Centre scientists to other coun-
tries, e} Centre scientists serving on international committees and policy making boards,
f) collaborative projects with institutions in other countries. In the future the Centre will
particularly highlight the collaborations with institutions in the region. Currently we have
ongoing work with the Ministry of Health in Nepal and we anticipate that this may ex-
pand. Theoretically, the Centre could establish an office in other countries, but this will
depend on the individual projects. The Centre also has capacity to assist certain Afri-
can countries deal with cholerq, its microbiology and clinical management, and this is
another area that we will explore further.

Costs for the strafegic plan

The current annual budget of the Centre is about $15.5 million. This has grown from
about $12 million just 3 years ago. This includes aboui $ 4 miliion for basic infrastructure
‘of the Centre and 11.5 miillion for specific projects. The projects will continue io in-
crease with the increasing activities of each of the Divisions and Programmes. To give
some examples: '

>  The Infectious Disease and Vaccine Programme has identified vaccine develop-
ment projects for vaccines to prevent cholerq, rotavirus, enterotoxigenic E. coli, pneu-
mococcal infections, H. influenzae, viral influenza, dengue and tuberculosis. Each one
of these vaccines could result in protocols totalling several million USD. Each is fecsible
and each can be done, but each will have to be funded. If funded and if the vac-
cines can be implemented, the enteric vaccines could reduce diarrhoea hospital ad-
missions by 70%, and this would have a major impact on the worklioad of our own hospi-
tal.

> The same programme also has projects planned to help control tuberculosis
through improved diagnosis and treatment, better surveillance, and improved DOTS
therapy. Additionally, the Cenire is embarking on major projects to help prevent HIV-
AIDS, and to control morbidity and mortality due to malaria, dengue, kala azar and
several other communicable diseases. The costs for these projects will again be several
million USD each. If funded the results of these projects could decrease the burden of
these diseases subsiantially.
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The MNutrition Programme is undertaking major interventions for low birth weight,
increasing appropriate use of zinc and evaluating micronutrienis, extension of man-
agement of severe malnutrition outside the hospital, operations research in support of
the Bangladesh {Integrated) National Nutrition Project. Each of these are multi-year
and multi million USD projects and if funded will result in improvement in health and nu-
trition in Bangladesh as well as lessons for the world.

>  The Child Heaith Programme is undertaking major projecis on prevention of neo-
natal mortality, improvemeni in the IMCl approach, evaluating programmes for im-
proved child development, reducing deaths from drowning (now the leading cause of
childhood deaths in rural Bangiadesh.

A

> . The Population programme is attempting to understand the dynamics of popula-
tion changes to assist the family planning efforts of the country and also to understand
basic principles of population that will assist other countries. 1t is also increasingly using
its databases to expand its efforts toward study of equity and health, and toward the
social sciences and their relation to improving health, and toward the study of aging
population and disability. These latter groups will become incréasingly important in fu-
ture years and the Cenfre’s scientist can assist with the planning for future needs.

b3

> The Reproductive Health Programme is developing ways.to make pregnancy and -~
delivery safer for both mother and child. It is also attempting to address the consiraints
that women face in achieving safer deliveries and obtaining quality services. 1t also is
finding ways to invoiving both men and women among their client groups. Since sexu-
ally transmitied infections are common, the programme is also finding solutions for both
treating these propetrly as well as preventing ihem ’rhrough programmes aimed at the
vouth and adolescents.

»  The Health and Family Planning Systems Prdgromme is conducing operoﬁons re-
search to help solve the problems of providing quality heoi’rh care. While the focus is
Bonglodesh the projects have global implications.

>  The Centre anficipates starting a new programme on Safe Water and this will in-

clude maijor initiatives on solving the problems of arsenic in the tube wells and in reduc-
ing the rates of water borne diseases. The tube wells of Matlab are heavily contami-

" nated with arsenic and major studies are ongoing to quantify the healih risks from arse-

nic using the unique Matlab Health and Demographic Surveillance System. No other -

site exists to conduct such detailed analysis of the risks as well as the solutions to the ar-
senic problem.

With this ambitious agenda, the budget of the Centre is expected to rise by about $1 to
$2 million each year until it reaches $20 million. While the projects outlined above may
justify an even greater increase, the Centre is aware of the dangers of growth that is
too rapid, and. will therefore gauge its growth so as not to overstep its capacity. When
the budget reaches $20 million, the rate of increase will slow to keep pace with infla-
tion. Of this rise in budget, we anticipate the increase will be broken down as follows.
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While the operating budget is increasing, we aniicipate the endowment will also grow
by $2 million annually, though this is less predictable since endowment income is less
prediciable. $1 million should come from the 100 partners and the other million will
need to come from large donations. Thus, our goat will be for the endowment o reach
$30 million by the end of the decade.

Projected Annual Operating Budget
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lll. BACKGROUND

History of the Centre

In 1960, the Cholera Research Laboratory (CRL) was created under the Pakistan-,
SEATO agreement o study the epidemiology, freatment and prevention of cholera. In
1963, a field site was opened in Matlab and a series of cholera vaccine frials was initi-
ated. In 1966, CRL established the Demographic Surveillance System (DSS), and in 1948
completed the first successful clinical trials of Oral Rehydration Solution {ORS). indeed, |
the CRL conducted research that now forms the core of the global knowledge on diar-
rhoeal diseases, and led to the development of ORS which is now used world-wide for
the treatment of diarrhoeal diseases, and is estimated to save three million lives annu-
ally. The pioneering work of the Centre in the development of ORS has been acclaimed
worldwide, and in June 2001 the Cenire received the first Gates Aword for Global
Health recognizing this achievement.

In 1978, the Government of Bangladesh [{GoB) passed

an Ordinance, making CRL an international institution, fhé Centre'is both an Both an mtarna
and renaming it the Intemnational Centre for tlona! & natlonal'ar-gﬁfétlon ;
Diarhoeal Disease Research, Bangladesh {ICDDR,8),
hereinafter referred to as the "Cenfre". Under the Ordinance, an internafional Board of
Trustees (BoT) was set up and global health priorities, as well as national, were estab-
lished to guide the Centre's programmes. With the Ordinance, the Centre became
and remains the only international health research cenire based in a developing coun-
try. '

However, the Centre remains true to its original mission to serve the people of Bangla-
desh and is still a local crganization in many respects. About 7% of the scientific staff
are Bangladeshi nationals. The Centre provides medical services to over 120,000 local
‘patients per year in its Dhaka and Matlab hospitals and provides services to thousands
others throughout the country. In addition, the Centre provides technical assistance to
the Government of Bangladesh and non-governmental agencies (NGOs) working on
the ground.

»

Since it's founding, the Centre has progressed considerably in expanding its reseorch
agenda. Originally focussed on cholera and diarrhoea, it now encompasses a full spec-
frum of issues related to child health, reproductive health, infectious disease and vac-
cine sciences, nutrition, population sciences, health systems research, safe water, and
HIV-AIDS. Additionally, it has greatly expanded its research tools te include disciplines of
anthropology, economics, medical geography, and other social sciences.
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A BRIEF HISTORY OF ICDDR,B
1960 Pakistan-SEATO Cholera Research Laboratory established.
Matlab field station started.

1963 First of a series of cholera vaccine trials launched.

1966 Demographic Surveillance System established.

1968 First successful clinical trials of Oral Rehydration Solution.

1969 Relationship between stopping breast-feeding and resumption of menstruation demonstrated.
1971 Independence of Bangladesh.

1973 Shift from Classical to El Tor cholera identified.

1977 Maternal Child Health and Family Planning interventions began in Matlab.

1978 Govemnment of Bangladesh Ordinance establishing ICDDR,B signed.

1981 New Dhaka hospital'built.

Lrban Volunteer Programme initiated.

Classical cholera returned. )
1982 Field-testing of rice-based Oral Rehydration Solution began. .
MCH-FP Extension Project began,

First issue of the Journal of Diarrhoeal Disease Research published.
Epidemic Control Preparedness Programme initiated.

1984 TCDDR,B received UNICEF's Maurice Pate award.
Full Expanded Programme of Tmmunization activities tested in Matlab.

1583

1985 WC/BS cholera vaccine trial launched.

1987 1ICDDR,B received USAID's "Science and Technology for Development” award.

1988 Treatment of and research into Acute Respiratory Infection began.

1989 The Matlab record-keeping system, spec1ally adapted for government use, extended to the national family

planning programme.
- 1990 + _The new Matlab Health and Research Centre opened
ICDDR,B scientists assist in the response to the diarrhoeal disease epldemlcs after the cyclone in southem

1991 Bangladesh, and the cholera epidemic in South America.
1992 ICDDR,B-Bangladesh Rural Advancement Committee study commenced.
‘New Sasakawa International Training Centre built. )
‘ 1993 New laboratories built and equipped
New Vibrio cholerae 0139 — Bengal identified and charactenzcd
1994 ICDDR,B celebrated the 25th anniversary of the first successful clinical trial of ORS.
Operations Research Project (ORP), following the merger of the former MCH-FP Extension Project (Rural
1997 and Urban), was set up as the sole source for the entire Nanonal Integrated Population and Health Prgject.
(NIPHP), funded by USAID for 1997-2004.
1998 Nutrition Centre of Excellence (NCOE) was set up under a World Bank grant to undenake operations re-

search in nutrition as part of Bangladesh Integrated Nutrition Progranmme (BINP),

Major initiatives in infectious diseases began with studies / interventions on dengue, malaria and TB,
2000 WHO recommends use of oral cholera vaccine based largely on studies carried out at the Centre in 1985,
Joumal of Diarrhoeal Disease Research is re-launched as the Journai of Health Population and Nutrition

Centre is awarded the first ever Gates Award for Global Health. Govermmment of Bangladesh provides match-

ing funds to create Gates-Bangladesh fund at the Centre.

Low birth weight study starts to define potential interventions to reduce low birth welght and improve child
2001 health and development

Operations Research Project converted to Family Health Research Project to support Essential Services

Package

Arsenic and health outcomes project starts

Major studies on neonatal health are started.
2002 First report of mortality benefit from supplemental zinc
Centre celebrates 40 million children saved from ORS at event at UN in New York
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Organizational Management

Board of Trustees

A 17-member international Board of Trustees, comprising distinguished researchers, rep-
reseniatives of the GoB and the private sector, and public health professionals governs
the Centre. A magjority of the members are nationals of developing countries including
three from Bangladesh. While there is no specific geographic representation, the Board
has traditionally represented different regions of the world. The Board also includes one
representative from the World Health Organization and one from an UN agency, cur-
rently UNICEF. The Board is a self-selecting body and members serve for three-year
terms with a maximum service of two terms. The Board. appoints a Director and ap-
proves the selection of all staff at the rank of P5 and higher, including the Associate Di-
rectors who head the scientific Divisions.

Divisions

The Centre is organized into five scientific Divisions and six cross-divisional Programmes.
Each of the Divisions has responsibilities for ceriain aspecis of the infrastructure of the
Centre. They host the cross-divisional Programmes and foster the scientific and techni-
cal research of their scientists. They also, increasingly, take responsibility for the financial
integrity of the Centre by promoting and marketing their key activities and research.
 Thus, the Divisions provide the administrative organization for the Centre. The cross-
divisional Programmes however, better describe the scientific agenda by defining the

scientific goals. Each of these programmes has a “home” in one of the Bivisions, but are
clearly Centre-wide in their scope., '

Clinical Sciences Division {CSD}

CSD conducts hospital- and community-based  clinical
research in. diarhoeal diseases, respiratory - infections,
nutrition and child development. The Division operates the
Cenire's Dhaka Hospital that provides treatmentto around |,

" Five scnentlF c/technlca[!- el
by DIVISIOFIS superwse the re-
search servuce & tramlng

120,000 ' patients each year. {cbout é0% of them are
children under the age of five} with uncomplicated and complicated diarrhoeal dis-
eqses and associated health problems including malnutrition and pneumonia. Preven-
tion strategies such as immunization of children and women; education of mothers on
prevention and home management of diarrhoeal diseases and malnutrition; and coun-
selling to lactating mothers on exclusive breastfeeding are also undertaken at the hos-
pital. In addition, CSD provides theoretical and hands-on fraining in case management
of diarrhoeal diseases and associaied health problems and research methodology.

Public Health Sciences Division (PHSD)

The PHSD is organised through seven units: reproductive health, child health, health and
demographic surveillance, Matiab health research, epidemic control preparedness,
health economics, and sccial and behavicural sciences. PHSD evaluates and tests
community-based interventicns o improve the health of the population. particulariy of
- the poor. Major current studies include integrated management of childhood ilinesses
{IMCI}, essential services package, safe mothernood, family planning, nuirition, and re-
productive healih interventions. The Division hds recently broadened its agenda by
conducting research on low birth weight, tuberculosis, arsenic contamination of ground
water, and interaction of poverty and heclth. PHSD operates the unique Matlab field
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site and management of the Health and Demographic Surveillance System (HDSS) that
has been running for 35 years covering a population of over 200,000.

Laboraiory Sciences Division {LSD}

The LSD conducts laboratory-based research to adopt, develop and use the best scien-
tific technology to address infectious diseases and related health problems of disad-
vantaged populations in partnership with other divisions of the Cenire and with na-
tional, regional and interncational institutions. LSD has several state-of-the-art laboratories
including Iaboratories for Enteric and Respiratory Microbiology, Environmental Microbi-
ology. Immunology. Molecular Genetics, Nutritional Biochemistry, Parasitology, Repro-
ductive Tract Microbiology, Tuberculosis, Virology and Clinical Diagnostic [aboratories.
In addition, LSD has taken up activities on HIV surveillance, voluntary counselling and
testing and other research projects for investigating the dynamics of a possible HIV epi-
demic in Bangladesh. Some recent discoveries invoive the molecular and genetic
mechanisms for pathogenesis of enteric bacteria, increasing antibioiic resistance of en-
teric, respiratory and sexuaily transmiited organisms, immune mechanisms of amoebi-
asis, and changing serotypes of roiavirus. The mandate of the Division is to apply high
quality science to alleviate diseases. ’

Health Systems and Infectious Diseases Division (HSID)

The HSID, in cooperation with the Government of Bangladesh, conducts community-
based family health research in maternal and child health, communicable diseases,
immunization, nutrition, reproductive health, and health-delivery systems. The HSID
maintains urban field areas in Dhaka and rural field areas in Mirsurai and Abhoynagar
where large-scale effectiveness studies are carried out. Current activities include trials
of new vaccines, tesis of nutritional interventions, studies on the appropriate manage-
ment of sexually fransmitted infections, and epidemiology of dengue fever.

Information Sciences Division (i1SD)

The 15D facilitates the two-way transfer of knowledge in and out of the Centre. The Dis-
semination and Information Services Centre (DISC) provides library and information ser-
vices to the Centre staff and external fibrary members and is responsible for the produc-
tion of the Centre's publications, including the quarterly Journal of Health, Population
. and- Nutrition, two newsletters, Annual Report, working papers, scientific reports, and
special publications. The Training and Education Unit (TEU) arranges national and inter-
naticnal courses on the clinical management and laboratory diagnosis of diarhoeal
diseases, reproductive health and family pianning, child health and survival, nutrition,
epidemiology, and research methods. The Computer Information Services (CIS) is re-
sponsible for maintaining and developing the local computer network and for access
to email and the Internet, and for assistance in developing new sofiware and applica-
tions, and data siorage and manipulation.

Programmes

The six programmes are described below.

Six cross-divisional programmes
help define research priorities &
facilitate moving research basic
findings to useful knowledge.

Child Heafth Programme

The mandate is to contfribute io ihe
development of cost-effective child health and
survival  programmes by  enhancing the
undersianding of the causes of childhood mor-
bidity and mortality and by testing cost-effective public healih interventions. Major em-
phasis is given to decreasing mortality during the neonatal period, to further develop-

E:NSP_2010\--Strategic plan-sept B varsion 14_1_180ct02.doc 24




ment and evaluation of the Integrated Management of Childhood lliness, and to im-
proving child caring practices.

Reproductive Health Programme

The mandaie is o address issues related to reproductive health research with major
emphasis on safe motherhood and reducing maternal mortality, improving family plan-
ning acceptance and performance, and prevention and freatment of sexually trans-
mitted infections. Major emphasis is given to including adolescents and men into repro-
ductive health programmes.

Nutrition Programme

The mandate is to improve the overall nutritional status and address other nutritional is-
sues applicable to the population by conducting relevant research and transiating the
research results into meaningful action. Major emphasis is given fo prevention of and
treatment of severely mainourished children, evaluation of micronuirients such as zinc,
and reducing the adverse consequences from low birth weight.

Infectious Diseases and Vaccine Sciences Programme

The mandate is to facilitate and focus on the Centre's expanding role in the prevention

and control of infectious diseases relevant to Bangladesh and other impoverished set-

tings globally, with particular emphasis on epidemiology, clinical and laboratory re-

search, and vaccine evaluation. Major emphasis is given to evaluation of vaccines for

enteric and respiratory infections and control of tuberculosis, dengue, HIV-AIDS, and
malaria. ' ‘

Health and Family Planning Systems Programme

The mandate is to conduct research on high priority heaith and family planning issues of
direct relevance to policy and programme development in Bangladesh. This includes
the identification of cost-effective and sustainable interventions, the provision of evi-
dence-based guidelines, and making optfimal use of available knowledge, solutions
and resources. Major emphasis is given to supporting studies of practical value to im-
proving the Essential Services Package (ESP), evaluation of government and NGO pro-
grammes, development of evaluation tools, providing technical assistance, and under-
standing issues of health equity.

Population Sciences Programme

The mandate is o understand demographic trends in Bangladesh and to assist with de-
velopment of policies and programmes that will decrease fertility and mortality while
respecting individuals’ desires and expectations. Special emphasis is given to studies to
understand the levelling of the fertility rates at a level above replacement rafes and to
factors affecting increasing urbanization, as well as the health impacts of the lowering
- fertility and urbanization.

New Programmes

The Centre expects to form at least two new programmes in the near future including -
one for safe water and another for HIV-AIDS. The programme on safe water will coordi-

nate those activities that are involved with provision of bacteriologically safe water, ar-

senic contamination in water, and operations research related to provision of safe wa-

ter. The HIV-AIDS Programme will greatly expand the ongoing activities aiready started

to control the impending HIV epidemic in Bangladesh.
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Administration

The Director's Division provides the administrative and infrastructural support essential
for the efficient functioning of the research, service, training and technical assistance
activifies of the Centre. The Director's Division currenily consists of offices for Policy and
Planning, External Relations and institutional Development, Human Resources, Finance,
and General Administration. The Director's Division also houses the secretariat for the
Ethical Review Committee [(ERC) and the secreiariat for the Asian Scientific Conference
on Diarrhoeal Diseases and Nutrition (ASCODD).

During the last few years, there was some consideration for a complete re-organization
for the Centre’'s management system, but after careful examination of the opfions, a
more evolutionary approach was applied. The changes in the former organizational
chart include the following:

»  Creation of the Division of Information Sciences bringing together DISCZ, the Com-
puter Information Services {CIS) and the Training & Education Unit (TEU} into @
combined division to better coordinate the production, crganization and dissemi-
nation of knowledge at the Centre.

v

Establishment of defined programmes to foster cross-divisional collaboration.

s

Increasing decentralization of responsibility for the scienfific agenda to the Divi-
sions and Programmes.

> Direct reporting of Finance, Human Resources, and Generat Administration o the
Centre's Director rather than through Head of Finance and Administration.

A theme for the reorganization has been decentralization of authority, stimulaiing indi-
vidual initiative while encouwraging cooperation and cbrosscufr’ring activities. Good sci-
ence and good programmes work together, and the Centre encourages this synergy.
Decentralization implies that-scientists and public health professionals become increas-
ingly responsible for the defining the work of the Centre as well as generaiing the finan-
cial support for the Centre. The challenge is thus to encourage this decentralization,
while stil maintaining the coordination and cooperation needed for a coherent pro-
gramme.

Organizational Approach

As an international centre, based in Bangladesh, it stands in contrast to other interna-
tional organizations based in Geneva or New York. It not only organizes and coordi-
nates work, but it also implements the programmes in a region of the world where the
problems exist. To carry out the research, the Cenire has developed mechanisms o
insure the quality of these activities from a scientific and technical perspective as well
as an ethical and financial perspective. -

Interdisciplinary and Inter-divisional Approach

The tenet of the Centre's approach is interdisciplinary and inter-divisional research in
which clinical and laboratory research interacts with epidemiologic, social sciences,

2 Dissemination and Information Services Centre includes the library, publications, and audio-
visual unit, '
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and health systems research. This breadth of disciplines among the Centre’s scientific
staff is fruly unique and allows the Centre to develop comprehensive understandging of
health and population problems and potential solutions.

For example, laboratory scientists and epidemiclogists help scientists identity pathogens
and disease patterns affected by emerging and re-emerging diseases such as dengue,
TB, STI and malaria, while social scientists examine the changes in human behaviour
and demographers analyse the effects on population. The results of their work are then
fed into health care delivery systemns, which are then refined and optimised by means
of health systems research. Mechanisms for facilitating the cross-disciplinary inter-
change include the Scientific Council, inter-divisional Programmes, weekly Cenire Sci-
eniific Forum {CSF), other seminars and working groups on specific topics.

Review Mechanisms

The Centre is committed to ensure that its research agenda is relevant and is at the
forefront of international health. Furthermore, to ensure its scientific excellence and
relevance and that the research agenda falls within the Centre's strategic areas of in-
terest and competence, each research protocol is subjected to infernal and external
peer reviews. In addition, to maintain the highest standards. of propriety, the Centre's
Ethical Review Committee (ERC]} critically examines the ethics of any proposed proio-
col.

The Programme Commiitee of the Board of Trustees meets biannually 1o review the sci-
entific activities of the Centre and their irplementation. In addition, the BoT commis-
sions external reviews of the divisions on a regular basis.

Ethical Reviews

The Ethical Review Committee (ERC), established through provision in the Centre’s Or-
dinance, subjects each protocol involving human subjects to a review. The ERC reports
to the Board of Trustees, but its members serve in their individual capacity with the ex-
ception of the Bangladesh Medical Research Councii (BMRC) that must be represented
on the ERC. Approximately one-third of the members of the ERC are scientists of the

- Centre, but the others are respected members of the local community, including both
scientists and non-scientists. The: membership includes women, members of the religious
community, and legal professionals. The ERC has a Multiple Project Assurance (MPA)
with USAID, and a Federal Wide Assurance (FWA 00001468} with the United States gov-
ernment. It uses the Helsinki Accord as ifs standard, and has formed its own set of pro-
cedures. The Commitiee meets monthly, but may hold exiraordinary meetings if
needed. lts meetings are recorded in official minutes.

ICDDR,B Research Way

“The ICDDR,B Research Way" characierizes the Céntre's methods for research. Unlike
projects carried out by many other research-criented agencies who piggy-back their
projects onto other’s services, most of the Cenire's research projects ensure that par-
ticipants in the research and their communities benefit through provision of medical
..services appropriate to the study being conducted. Sometimes this results in projects -
that seem more expensive in the short term, but the concept of "partnering” with com-
munities results in long-term benefits both in the creaiion of new knowledge and to the-
communities who participate.  And, the Centre feels this is the ethical way to conduct
research among vulnerable populations.
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Collaborations

The Cenire has wide-ranging collaboration with universities and research institutions,
both in Bangladesh and abroad. Collaboration within Bangladesh is conducted
through relevant government agencies, NGOs, universities and research institutions. The
nature of collaboration includes material support, scientific and technical assistance,
expert advice and exchange of ideas, fechnology transfer, and financial support. Over
the years, the Centre has entered into collaborative agreements with many of the
world's leading international health research institutions. These agreements provide the
basis for international collaboration and partnership in health and population research
activities as well as staff developrment for the Centre's scientists.

Collaboration within the region is expanding and includes collaborative work in Nepal
and India and Thailand. An example of the regional collaboration includes the South
Asian Association for Regional Co-operation (SAARC) fellows programme, the hosting of
the ASCODD secretariat at the ICDDRB, joint protocols with the National Institute for
Cholera and Enteric Diseases (NICED) in Kolkata, India, a technicatl assistance project in
micrebiology in Nepal, and joint research projects with scientists in Thailand. The Centre
alse has collaborative links with several UN agencies such as WHO, UNICEF, UNAIDS and
UNFPA. Further, the Cenire collaborated with the International Union for the Scientific
Study of Population (IUSSP) and Pariners in Population and Development (PPD) in host-
ing the International Seminar on Family Planning Programmes in the 21st Century.

EXAMPLES OF COLLABORATIONS OF THE CENTRE

' Bangladesh International )
CsD INFS/DU, Dhaka Medical College (DMC} JHU, USAID, SDC, Institute of Child Heaith, UCL, Univ
. California-Davis, Industrial partners
HSID MOHFW, DGHS, DFP, DCC, NIPHP Part-  Partners in Population and Development (PPD), NIH-
ners, IHE/DU USA, CDC-Atlanta, International Vaccine Institute, In-
dustrial partners
LSD DMC, Salimuliah Medical College, Shishu  University of Leuven, Karolinska Institute, National Insti-

Hospital, GoB, NGOs (BWHC, Concemn) tute of Child Health and Human Development, Mary-
land, JHU, SMI- Stockholm, Sweden, National Institute
of Cholera and Enteric Diseases, - India, National Insti-
tute of Infectious Diseases —Japan, CDC-Atlanta, Emory
University, University of Edinburgh, Industrial paniners

PHSD MOHFW, DGHS, BFP, DHC, BIRDEM, JHU, PRISMA, Peru, Univ Maryland, Landon Schoot of
Universities, 8IDS, Bangabandhu Medical  Tropical Medicine, INDEPTH, NIDI-Netherlands, Comel|
University, Holy Family Red Crescent Hos-  Univ
pital, BRAC, other NGOs
ISD GOB, Shishu Hospital, WHO, UNICEF, OFDA, JICWELS, Cornell Univ, Univ
California-Davis, UNAIDS

Infrastructure

The hospitals and clinical resources in Dhaka and Matlab provide a large patient popu-
lation typicai of those who will benefit from the advances in our research. Although only
a small proportion pariicipate in actual research protocols, those who do assure iimely
completion of studies on new drugs, vaccines, nutitional interventions, new rehydration
solufions, and other new strategies for treating diarrhoeadl disease, pneumonia and
malnutrition. The hospitals' Hospital Surveillance System (HSS) in Dhaka records informa-
tion on every 50th patient, and every patient coming from the Health and Demo-
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graphic Survsillance Svstem (HDSS) area in Matiab. The surveilionce records data on
etiologic agents, physical findings, anthropometrics, socic-economic, demographic
characteristics, feeding practices, and the use of drugs and fluid therapy at home. This
system thus allows scientists and physicians to improve care and preveniive meaqsures,
as well as to monitor changes in disease patterns, including drug sensitivity.

The laboratories provide opportunities and facilities o study health problems commonly
encountered in developing countries, using state of the art equipment. Also, the Centre
has excellent laboratory animal facilities. including provision for inbred strains, as well as
. larger animals for media reagents.

Surveillance Systems

The Cenfre's extensive rural and urban community-based heailth and family planning
interventions provide exciting opportunities for social, behavioural and health systems
research in a variety of settings. Years of experience and meticulous record keeping
have given the Centre an invaluable wedalth of information and data sets, enabling sci-
entists fo undertake high-quality research. Longitudinal daia sefs enable scientists to
examine changes over time. The longitudinal data is included in the HDSS database.
About 100 field workers collect this data from the 215,000 residents of the Matlab field
areqa, and the data is computerized as @ resource for the Centre's scientists as well as
others who collaborate with the Centre. Previously, the demographic data was col-
lected separately from the hedlth information, but the two systems have now been
- merged into a single surveillance system.

Financial systems

The finance system provides a completely computerized accounting of all income and
expenditure that allows the Centre to generate financial reports as needed for each
donor. Reputable audit firms audit the Centre’s accounts annually. In addition, special
audits are conducted as needed for specific grants. Also as needed, audits are con-
ducted to review specific financial actions within the Centre (e.g. interdeparimental
charges, risk management of the financial system, etc.) A specific audit is conducted
of the “common institutional costs” {sometimes called indirect costs).

Funding

The Centre's current annual budget is US$ dbout 15 miillion dollars. Based on the pro-
jects outlined in the Strategic Plan, the Centre will increase its actlivities by about US$1
miillion each year during the decade. This budget increase is based on funding for on-
going projects and for new projects in which funding has already been identified.

In addition to the annual income to the Centre, endowmenis have been formed for the
" Centre as a whale, as well as specifically for the Dhaka Hospital, At present, the tofal
value of the endowments is about US$ 2 milion. The Centre has initiated a special
campdaign to obtain contributions to the Hospital endowment Fund (HEF), and with pru-
deniinvestments, a goal of US$ 20 million by the year 2010 has been set.

The Centre has traditionally relied on financial input from government donor agencies
of the United States, the UK, Bangladesh, the Netherlands, Japan, Switzerland, Canada,

. Belgium, Sweden, Australia and others. Additional funding has come from private foun-
dations such as Ford Foundation, Rockefeller, and more recently Gates Foundation.
New to the Centre has been funding from the National Institutes of Health and the
world Health Organization and private companies such as UNOCAL.

ENASP_2010\--Strategic plan-sept 8 varsion 14_1_180c¢i02.doc 29



-

Between 19924 and 1999, the Centre accumulated a deficit of about US$ 4 million dol-
lars. The deficit was due, in large part, by a rapid shift in funding from core to project
support in combination with the costs incurred io maintain hospital services in Dhaka
and Matiab. It was not possible 1o make adjustments in expenditure as fast as the do-
nors changed their policies, while still maintaining clinical services. The unforfunate ac-
cumulation of deficit had a negative impact on the creativity and flexibility of the Cen-
fre's programmes. However, since 1999, the Centre has balanced its annual accounts
and has been able to decrease the accumulaied deficit by $ 1 million over three years.
By the year 2010, the deficit should be eliminated. However, the more critical concermn is
for the Centre to continue to carry out its life-saving and scientifically creative mission
while managing its resources in a responsible manner,
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V. CONTEXT

Global Setting

In 1998, the world's popuation was growing at 1.3 percent per year, or an annual net
addition of 78 millicn people. Ninety seven percent of the world population increase
takes place in the less developed countries. Only 10 countries, with 21 percent contrib-
uted by India and 15 percent by China, contribute sixty percent of the world popula-
tion increase. Every year, the population of Asia increases by 50 million, the population
of Africa by 17 million, and that of Latin America and the Caribbean by nearly 8 million.
In 2000, the world population was 4.1 billion pecple. it is projected to increase to 7.2 bil-
lion in 2015, and further increase to 8.9 billion by 2050. Therefore, the developing coun-
iries still have a continuing need to pursue strong family planning programmes and re-
search in issues relating to cost-effective and sustainable population strategies.

Financing of these important activities is @ major problem. Expenditure on family plan-
ning in developing regions was US$ 9.9 billion in 1996, of which about 8.0 billion was con-
tributed by national governments and US$ 2.0 billion by donors. Funding requirements
will rise about three-fold to US$ 21.7 billion by the year 2015, as the number of eligible
couples increases (Bulatao, 1999).

The global demography trends are exhibiting new challenges for both the developed
and developing countries. For the developing countries, some of the key emerging is-
sues relate to rapid urbanization, envircnment degradation, malnutrition and notable
increase of older people in the overall population structure. If not properly addressed, in
combination with underdevelopment and limited resources, both human and financial,
such problems can become almost insurmountable and lie couniries down in vicious
cycles of further poverty and viclence. ’

The era of globdadlisation is presumably opening many opportunities for millions of people

around the world. Increased trade, new technologies, foreign investments, expanding
" media and Internet connections are expected to fuel economic growth and human
advance. All this offers enormous potential 1o eradicate poverty and create an ena-
bling environment for people 1o enjoy long, healthy and creative lives, However, ex-
" perience of the last two decades indicates that-most of the low-income countries have
been unable to redlize the opportunities of economic and fechnological globalisation.
These countiies are becoming even more margindlized. Inequality has been rising in
many countries since the early 1980s. Globalization was predicied to result in conver-.
gence; in fact, disparities have been widening between the developing and devel-
oped economies. For instance, by the late 1990s, one-fifth of the world's population had
86 percent of the world's GDP, while the bottom one-fifth had only 1 percent. In 1993,
just 10 countries accounted for 84 percent of global research and development ex-
penditures and conirolled 95 percent of the US patents of the past two decades [(Over-
view: Globalisation with a Human Face, Human Development Report 1999).

Since the 1978 Declaration of Alma Ata, which followed the promise of "Health for All by
the Year 2000", there has been progressive physical and social deterioration of commu-
nities, couniries and the envircnment, with increasing polarization of wealth distribution.
This has resulted in a decline in the health of the world's poor, characterized by a high
burden of disease, death and disability associated with a number of new and re-
emerging conditions including AIDS, drug-resistant malaria and tuberculosis. For the ma-
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jority of people, this has been accompanied by lack of access to decent affardable
health care.

The dismal state of the health of the poor takes place against a background of political
unceriainty, social and economic upheavals and cultural change. At the same time,
rapidly increasing globalisation, and the revolution in information and communications
technology. has made this world a global village which means that what happens in
one couniry potenticlly affects every other,

Nowhere is this clearer than in health where the rapid spread of communicable dis-
eases has emphasized once aggin our interdependence - and vuinerability — in the
face of these global threats. At the same time, major scientific development and
breakthroughs, such as the human genome project, innovative technologies that have
accelerated drug and vaccine development, and the crucial evaluative frameworks
now available to appraise heaith reform efforts and the performance of national health
systems (WHO, 2000) hold the promise of more effective prevention, management and
treatment for an amray of critical health problems. However, the inherent danger in the
powerful and inexorable forces of globalisation, and similarly with the revolutionary ap-
plications now arising from new genetic understanding, is their potential to accentuate
inequality. While their fruits are enjoyed by those nations and groups with the means of
access, they are generally not available to the world's poor who, instead, progressively
crowd the margins behind barriers that are ever more difficult to penetrate (interna-
tional Conference on Health Research for Development — Conference Report, Bang-
kok, October 2000j.

The resources devoted io health systems are very unequally distributed, and not at all in
proportion to the distribution of health problems. Low- and middie-income countries

account for only 18 percent of world income and 11 percent of global health spe'nding-

(US3250 billion or 4 percent of GDP in those countries). Yet, 84 percent of the world's
populaiion live in these countries, and they bear 93 percent of the world's disease bur-
den. These countries face many difficult challenges in meeting the health needs of their
populations, mobilizing sufficient financing in an equitable and affordable manner, and
securing value for scarce resources (The World Health Report 2000, WHO). Overall, the
world macroeconomic situation appears to be quite dismal. Poor countries are becom-
ing poorer, debt burdens are soaring, and it is becoming increasingly difficult for them
to retire and service the debts. As a result, they are {orced to slash their budgets and
expenditure, and hedalth and social services are the usual casualties in this exercise.

‘Added to the above are the issues of allocative inefficiency. Glebal spending on heaith
research for both the public and private sectors amounts to about US$56 billion per
year (1992 estimate). However, less than 10 percent of this is devoted to 90 percent of
the world's health problems — a misaliccation often referred to as "the 10/90 gap." It has
been estimated that pneumonia, diarrhoeq, tubercuiosis and malaria, which together
account for more than 20 percent of the global disease burden, receive less than 1
percent of the total public and private funds devoied to health research. The human

and economic costs of such misallocation of resources are enormous (The 10/90 Report .

“on Health Research 2000).

Understanding how countries finance their health care systems is of critical importance
for developed and developing countries alike. The methods used 1o mokilize the re-
sources that support basic public health programmes, provide access to basic health
services, and configure health service delivery systems affect people's economic and
political well being.
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In 1994, global snending on all health activities totalled US$2,330 billion, or about ¢ per-
cent of global income. OF this, high-income countiies accounted for 89 percent of the
total health expenditure, while their populations Geccounted for just 16 percent of the
global population. The exireme disparity between the amount of resources that fow-
and middle-income countries and high-income countries devote to health care reflects
the widely varying capacities of these country groups to provide health services.

Average per-capita health expenditures range from US$i16 in low-income countries to
US$1.448 in the high-income countries - about a hundred-fold difference. Developed
countries also spend more on health as a percentage of GDP. Low-income countries
spend about 4 percent of GDP on health, while the high-income couniries spend about
7 percent. South Asica spends the least on health as a percentage of GDP (3.7%).

To close the resource gap, developing countries will have to make sizeable investments
in health services and increase spending at. rates faster than those of high-income
countries. Thus, policymakers will continue to_ face the perpetual challenge of raising
sufficient revenue for the hedalth sector in an equitable and efficient way. Although
most countries recognize that health care is a right of all citizens — as embodied in the
WHO goal of "Health for All by the Year 2000" - there are no clear guidelines on how this
objective translates into health service delivery, and whether such services are afford-
able {Innovations in Health Care Financing, World Bank-Discussion Paper No. 365, 1997).

The gap beiween rich and poor nations is even more dramatic, when the distribution of
the global disease burden is considered. Of the estimated 1.4 tillion Disability Adjusted
Life Years {[DALYs) lost in 1990, industrial countries accounted for just 7 percent. Of these;
81 percent were atiributable to non-communicable diseases. Developing countries,
which accounted for 93 percent of the globadl disease burden, had a rather different
disease profile. Except for countries in Europe and Ceniral Asiq, which have demo-
graphic and epidemiological profiles similar to those in industrial nations, nearly half of
the DALYs lost in developing couniries were caused by communicable diseases. mainly
among children. : - :

Aging populations and the rising incidence of non-communicable diseases will con-
- tinue fo raise the cost of patient care. In indusirial countries, a large portion of health
spending is used for a small percentage of patients in the final years of their lives. Most
of these patients are suffering from some form of non-communicable disease. Over the
next three decades, developing countries will undergo a major demographic and epi-
demioclogical iransition, with significant increases in the burden of injuries and non-
communicable disease. Epidemics of non-communicable diseases such as cardiovas-
cular diseases, neuro-psychiatric conditions, and chronic respiratory infections, as well
as the growing burden of violence and injuries, are increasing in low-income countries
(The 10/90 Report on Healih Research 2000}, These diseases are more expensive to treat
and harder to prevent. This transition will reorient demand for health services, including
research, and increase pressures for new investment in hedlth care and health systems
development.

The UN has established UN Mellenium Goals and these goals include several goals that.
are key for the Centre’s strategic plan. Goal #1 includes the "Eradication of extreme
poverty and hunger”, and the Cenire has included prevention and treatment of mal-
nuirition as a key target for our plan, Goal # 3 is to "Promote gender equalily and em-
power women™ and the Cenire has included gender equity as a priority for our public
health proegrammes and gender equality as a value for our staff. Goal # 4 is to "Re-
duce child mortality” by two thirds, and the Centre's primary focus is on finding ways to
improve child survival and development, and to develop strategies to make this goal
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possicle. Goal # 5 is to "Improve maternal health,” and the Cenire has develeped
research programme on reproductive health and esseniial obstetric care. Goal #6éis to
“Combai HIV-AIDS, malaria and other major diseases,” and the Centre is at the fore-
front of the baitle against many of the communicable diseases. Goat #7 is 1o “Ensure
environmental sustainability” and the Centre is actively involved in the research on the
relation of environment and health. Goal #8 is to "Develop a global partnership for de-
velopmeni™ and the Cenire is a pariner with many others to communicate and coop-
erate with others in its mission.

Bangladesh Setting

Most developing countries, including Bangladesh, face difficult challenges caused by
poverty, malnutrition, and poor health, poor performance of health systems, and in-
adequate and/or unsustainable health care financing. More detail of the Bangladesh
setting is discussed in World Bank, Health Fuiures in Bangladesh: Some Key Issues and
Options. (draft, June 2001} and the Demographic Health Survey, 1999-2000 released in
2001.

Bonglddesh is the eighth most populous couniry in the world with a popuiation of
around 130 million. The country has the highest population density in the world. it is one
of poorest countries in the world with a per capita income of around US$ 380. As a result
of overcrowding, poverty, and poor access to health services, infectious diseases and
mainutrition are common.

Cholera and all other known forms of diarrhoeal disease are endemic to Bangladesh.
The Centre's two hospitals and its state-of-the-art laboratories, coupled with the existing
survelllance systems and field sites, offer unique opportunities for research, training, ser-
_ vices and technical assistance. Such opporfunities enable scientists to carry ouf com-
prehensive studies on cholera and other enteric diseases, together with other public
health concerns, in the environment in which they thrive, with access to both hosts and
agents.

Seventy-five percent of total DALYs in Bangladesh is accounied for by seven conditions:
respiratory diseases, perinatal conditions, diarrhceal diseases, accidents, malnutrition,
cardiovascular diseases, and child birth related complications. Although infant and un-
der-five mortality rates have declined considerably, they are still high. The maternal
mortality rate in Bangladesh is one of the highest in the world.

Malnutrition is @ major cause of Years Lived with Disability in Bangladesh. Half of all ba-
bies born are of low birth weight, about half of children are moderately malnourished,
and about 12 percent  are

severely malnourished. As q |lNeonatal deaths OPost-Neonatal deaths |
result, 1 in 40 deaths s due to
poor  nutriional | status. In
addition, half of all women are
malnourished.

Among the infant deaths, those
that occur during the first month
represent an increasing
proportion as child health in-
terveniions have been more
effeciive for the older infants

Rate per 1000

and children above age one
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year. Clearly, Bangladesh and other developing countries will not reach the millennium
goai of reducing child mortality by two thirds unless effective interventions are found to
reduce neonatal mortality. Among interventions that have been targeted to the neo-
nates, the one with most impact has been immunization of mothers with tetanus vac-
cine to prevent necnatal tetanus, but additional research is needed to save newborn
lives.

Childhood infections have declined considerably in Bangiadesh in recent decades due
to the widespread immunization programme. Communicable diseases now account
for about 38 percent-of DALYS.
However, respiratory and

diarrhoeal diseases are still the :2 N

most common  causes of 25 [\ R

death among children under P * A

five, accounting for about 40 g 5 AAWAN

percent of all Years of Life Lost. S 2 eAfEVA W

Tuberculosis is the second most & 15

common cause of death 10

among adults.  Tuberculosis 5 E=

causes about 70,000 decths - | o S _

per year, with 300,000 new P LRSS ST S

cases eqach year.

Non-communicable diseases
are aiso major causes of death
in Bangladesh, accounting for
half of the Years of Life Lost. _
Deaths associated with complications of childbirth continue to be a major cause of
concern,

Childhood mortality {1 to 4 year) in Matlab from 1968

- There are marked health inequalities in Bangladesh. The probability of dying among in-
fants in poor households is 1.7 times higher compared o that in richer households. Also,
under-five mortality is higher in poor than rich households. Twice as many children in
poor than in rich households suffer from stunted growth, and severe under-weight is five
times as pronounced among poor children than among rich children. Communicable
as well as non-communicable diseases are more prevalent in poor households.

Population growth is also a major development challenge in Bangladesh, and places a
heavy burden on health care and social services. The current average fertility level in
Bangladesh is over three children per woman of reproductive age, and has reached a
plateau over the last several years. Although contraception has increased, the dropout
rate is quite high. Also, the relative share of longer-acting methods has declined.

With demographic transition taking place, the disease patierns of the past century are
changing. An impaortant point to note is that in the future, communicable, perinatat and
pregnancy-related complications as causes of death will decline in Bangladesh from
‘about half of deaihs to less than one-third of all deaths.. By contrast, non-
communicable diseases will account for over half of all deaths.

Thus, the Centre is located in a setting that provides itself with immense scope for re-
search, training and services on diseases that not only affect Bangladesh but most of
the developing world. In other words, the setting enables the Centre to bring science to
where the problems exist.
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V. PROGRAMMATIC DIRECTIONS

Priority Setting

Priority sefling at the Centre represents a complex interaction of numerous factors, but
begins with the Cenire's mission statement, the regional burden of disease, and the lo-
cal burden of disease as measured in our own field areas as well as the Centre's rela-
tive strengths.

The Cenire primarily attempts to cany out applied and downstream research but it
does not shy away from using state-of-the-ari tools to provide a better understanding of
the issues it studies. For example, studies on cholera range from molecular studies of the
bacterial genes, to clinical studies on new treatments, epidemiclogic and vaccine stud-
ies, and economic analyses.

Life Cycle Approach -

In general, the “life cycle" approach conceptudlises the health, development, and re-
search issues of individuals and families, and suggests intervention poinis in the life cycle
where the efforts can give the maximum improvements.  For example, the Cenire
places a great emphasis on the periods immediately prior to pregnancy, the preg-
nancy itself, the delivery of the newborn infant and the pericd during infancy. In addi-
tion, the Centre emphasises certain vulnerable periods of vulnerability, especially those
common iliness that are preventable or easily treatable using cost-effective methods.

While using the life cycle model and emphasizing ceriain critical stages, this model

does not exclude other periods of life {later childhood. adolescence, later adult years),

but it suggests that most efforts should target particuiarly vulnerable periods. Interven-

tions for these vulnerable periods will have the greatest payoif in terms of cost-effective

and long-term improvements in heclth and development. The ‘life cycle" approach

also suggests that the rewards of intervening at these crucial periods are likely to have
" payoffs in fulure generations. .

The major challenges for the health research in the developing regicns include popula-
tion growth, emerging and re-emerging infectious diseases resulting from globalisation
and ecological changes, and non-communicable diseases with the rapid growth of
medical technology and their implications on the costs of ithe healih systems.
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Conceptual Framework

In conducting this priority research, the Centre will follow the conceptudl framework,
as shown,

Biomedical/Socic-behavioural Research Health Systems Research

j Bullding ““Develop/lest || Develop/Test I  Advocacy&
~  Knowledge * . Efficacy of " Appropriate ¢ 5 Techmcal ‘Assls-
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Programme Priorities

The priorities that follow are grouped according o the major programme areas, but
many are cross-cutting. Thus, these are to be viewed as Centre priorities; they are
not owned by any division or programme but are the collective priorities of the Cen-
tre.

Child Health

Problems identified. Though child mortality rates have decreased in recent years,
they are still much too high. The largest share of infant deaths occurs during the first
few days of lives, and specific caring practices are needed to help these neonates.
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Many also start out life much too small: 45% of newborn infants in Bangladesh weigh
less than 2500 grams. Since child survival and health s directly linked with birth
weight, the high incidence of low birth weight is viewed as a major obstacle to im-
proving child health and development. Large-scale nutrition programmes attempt
to improve nutritton of pregnant mothers with a goal to increase birth weight, but
the efficacy of such programmes and the optimal nutritional supplements are not
well defined.

Acute infectious diseases continue to cause many infant and child deaths, and
many of these can be eaqsily treated or prevented. Diarrhoea, pneumonia, severe
mainutrition, typhoid fever, dengue, and malaria (in certain areqs} are major causes
of morbidity and mortality.

Health services for infants and children in developing countries remain constrained
by limited availabiliiy and access, poor quality and utilizafion. The Integrated Man-
agement of Childhood iliness (IMCI) strategy has been designed fo provide good
qudlity health care services for children through primary health systems for the most
© common and important medical conditions. IMCI also focuses on improving heatth
systems and community and family practices. However, questions remain about the
design, content and delivery of IMCI and its effectiveness.

New problems are now being recognized as increasingly important, such as drown-
ing which is now g leading cause of death among 1-4 year old children. Child de-
velopment is another new area as the focus shifts from mere child survival to the to
development of these children to their full potential through appropriate caring
practices

Opportunities. Many neonatal deaths can be prevented if proper care is given in a
timely manner. Neonatal deaths are largely due to infections, asphyxiq, birth
trauma, and improper care of the newborn. The Centre believes that community
based strategies are possible to reduce risk of infection, reduce asphyxia and birth
trauma, and improve newborn care, With training, community workers can recog-
nize and manage neonatal infections and begin early freatment. Mothers and care-
takers can be trained to improve routine newborn care, such as feeding the baby
and keep it warm. Linkages with safe-motherhood interventions can prevent as-
phyxia and birth frauma. ' : :

Nutritional and other interventions aimed towards the mother and child can improve
foetal growth and minimize the il effects of low birth weight. There is increasing in-
terest and experience with improving child development through child caring. stimu-
lation and nutritional interventions.

Furthermere, management of children with common acute life threatening illnesses
can be improved. The prototype of this category of iliness is acuie diarrhoea, but
other acuie illnesses should be included: pneumonia, dengue, malaria, typhoid and
severe malnutrition. We have shown that a treatment costing US $10 can save the
life of a patient with diarrhoea who would otherwise have died. We will examine
how to treat ihese other life threatening iilnesses in a similar cost effective way, by
determining the needs of facilities, treatments and training needed to accomplish
this. The Centre will then establish a model facilily where these methods can be
taught.

Relative Strengths. The Cenire has many resources fo address issues of child health.
Their is an experienced pool of professionals with varied and complementiary skills. It
has field areas where strategies can be tested and their success documented.
Through government and NGO partners, specific interventions for improving new-
born care and recognizing and treating neonatfal infections can be developed.
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Working collaborating partners, the Centre can develop and evaluate strategies for
improving child caring and stimulation interventions. The Matlab field area, with its
community based programmes and demographic surveillence system is absolutely
unique for testing strategies for increasing birth weight and for assessing nutritional
interventions on the subsequent heaith of ihe children. Iis relations with the Ministry
and tocal health programmes allow for testing the efficacy of IMCI strategies in o
macnner that is not possible in any other site in the world. This will allow for further re-
finement and adaptation of the IMCI strategy for Bangiadesh.

The Centre's hospital and laboratory facility provides an ideal setting for conducting
clinical trials of new agents, new drugs and new ORS solufions.

Priorities. Based on continuing challenges of chitd health, opportunities, and relative
strengths, the Centre has idenftified the following priorities for improving child health.

1. Sustain surveillance for indicators of child survival and ill healih, simplify these in-
dicators so that others can assess the health staius of children, and help guide
policy with appropriate information.

2. Conduct studies to evaluate the effecﬁvehess of nutritional supplements to in-
crease birth weight and to improve child survival

3. Test strategies to reduce neonatal mortality through communl’ry based strategies
to improve routine and sick newborn care.

4. Conduct research to improve management of children with common acute life
threatening ilnesses, strengthen and evaluate integrated management strate-
gies, and develop the health systems for delivering and scaling up these strate-
gies.

5. Strengthen child health and development interventions through research on ef-
fective child caring, stimulation and health-seeking practices in the homes.

6. Continue to improve on clinical freatments for common childhood illnesses by
testing improved ORS solutions, anti-secretory drugs, antibiotics and new treat-
ments for pneumonia.

Strategies. Funding is currently available from several agencies to support most ac-
tivities under the priority areas. This will have to be sustained and complemented as
new research guestions emerge. Umbrella funding will be essential for priority 6, and
additional funding is required to cover all aspects of priorities 4-5. Potential donor
agencies will be identified. Several résearch protocols are currently undenway or wil
be starting soon. It is anticipated that results these initial studies will generate addi-
tional research and operational questions that will require new research protocols.
In addition, protocols will need tobe developed to address aspects of priorities. 4-5, -
and priority 6. To track and analyse trends in indicaters, the programme wil! collabo-
rate with healin indicator surveys and surveillances within and outside the Centre.

The Matlab field site will continue to be a significant data collection area and the
newer sites in Sylhet and Mirzapur will continued to be maintained. Activities may
expand to cther sites depending on need and partner activities. Achievement of
pricrities will require an expansion in skilled professional staff, especiolly in the fields of
healih systems and community-based interventions, behaviocural sciences, neona-
tologists and obstetricians, nutritionists, epidemiologists and child development ex-
perts. This will have fo include the training of existing staff, but more importantly, new
recruitment., Some additional office space will be sought.

Continued and expanded coliaboration with national and international agencies
and insfifutions will not only strengthen the capacity of the Centre to undertake
these activities, but are prerequisites for success.
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T Indicates the Centre will be involved in this work but at a relatively low level of effort. This lower level of effort
is a reflection that other organizations will be taking the lead, but the Centre will contribute to it.

++ Indicates the Centre will be invoived at a moderate level of effort, and will often take the lead in these projects, but

often in partnership with others.

+++ Indicates that the Centre feels that this is a high priority, that the Centre has, or will develop relative advantages,
and will often take the lead in devcloping prajects in this area, It may also work with jointly with others to further this topic..
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Reproductive Health

Problems identified. Although the Centre has been involved in increasing the rates
of contraceptive methods for many years, it recognizes that reproductive health
encompasses a wide variety of issues that are important io families. High maternal
mortality rates continue in Bangladesh and over 90% of deliveries take place at
home without skiled attendance. While there are goals to increase the numbers of
facility-based deliveries attended by skilled birth attendants, a majority of deliveries
will continue to take place in the home,

Most families wish to limit the number of children or to space their pregnancies using
contfraceptives, but many families still experience difficulty in using them. This is seen
in a high proportion of families who discontinue their family planning method, some-
times because of perceived side effects. Unintended pregnancies are still common.
Family planning programmes now approach this issue as a way to assist families
achieve their desired family size rather than as a method for “population contfrol™;
however, the issue of providing appropriate family planning services is obviously of

- crucial importance to national strategies designed to achieve a replacement fertility

level in the near future.

Because of unwanted pregnancies, induced abortions will continue. Unfortunately,
complications from abortion are common and there is need to improve manage-
ment of post-abortion complications like infection, perforation and bleeding. On the
other hand, high quality family planning programmes reduce rates of abortion in
Bangladesh, and this is likely 1o occur globally.

Sexually transmiited diseases are becoming more commonly recognized. Whiie
sexually tfransmitted infections (STIs) are especially common among commercial sex
workers, they are also occurring in families not normally considered high risk. While
about 35% of sex workers were positive for syphilis, about 4% of pregnant women at-
tending a prenatal clinic in Dhaka were similarly positive. Along with ST, antibiotic
resistance is increasing. The proportion of N. gonorrhoea isolates resistant to cipro-
floxacin {the most commonly recommended aniibiotic} has risen from 7% to 87% in
the last 5 years; this rate of resistance is among the highest in the world.

HIV-AIDS is a major threat in Bangladesh because of the high-risk behaviour in many
groups. Networks of persons exist in Bangladesh that share needles, and purchase
sex commercially and many of these also have spouses suggesting that the virus
may rapidly spread from the high risk to the general population.  These networks
have aiready led to the development of high rates of syphilis and nepatiiis C, which
is a likely indication for an explosive HIV epidemic in the near future.

Opportunities. Although deliveries generally take place at home, women are willing
to use delivery facilities, especially for emergencies. Qur projects have demon-
strated how to improve basic obstetric facilities and to make them acceptable and
effective at low cost. These improvements prepare famities for possible obstetric
emergencies, including post abortion complications.

Most families are now using contraceptives, but they need assistance in using them
appropriately. There is opportunity for improving the method mix to mere closely
adapt to the changing needs of families {e.g. long acling methods for those who
have completed their families). .

STl prevention will require behaviour changes and increased use of condoms, but
ihe tfreatment of current infections will also be required. Antenatal clinics will need io
begin screening women for STI's in order to prevent complications (pelvic infections
and transmission of infection to the newborn).
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Adolescents are eager o learn about reproductive health and the new awareness
of the need fo educate the younger generation provides a new opportunity to im-
prove the lives of the next generation.

Regarding HIV-AIDS, Bongladesh has an opporiunity to avoid the epidemic if the is-
sue can be addressed rapidly. The nation atready has a good surveillance system in
place. and through coordinated interventions, the HIV epidemic might be avoided,
but the window of opportunity is rapidly closing.

Relative Strengths. The Cenire has considerable expertise in developing successful
family planning proegrammes. More recently, it has acquired skills in the range of re-
productive health and has developed a mode! reproductive health programme in
Matlab that can be used to test strategies for and improving services and reducing
maternal mortality. Being in Matlab, it can then be used for training and extension of
the lessons learned to other areas of the country and elsewhere in the developing
- world. The Centre has also acquired considerable expertise in adolescent health,
especially in relation to communications and reproductive health education.

‘The laboratories of the Centre are excellent resources for documenting the burden
_of disease, and these laboratories are not available elsewhere in the country. Fur-
thermore, the Centre is able to partner with many of the NGO's working with CSW's
to help them improve their programmes.

Priorities. Based on continuing challenges, opportunities, and relative sirengths, the
Centre has identified the following actions for improving reproductive heaith:

1. Improving emergency and essential obstetric care and safe motherhood

2. Improving family planning services including developing services to increase
male involvement in reproductive heaith

3. Meeting the needs of adolescent's reproductive health-
Prevention and freatment of STI/RTI/HIV-AIDS

-+ 5. Improving maternal nutritional status and newborn health, particutarly bifth
weight ‘ . ’

6. Minimizing the need for and improving post-abortion care

Understanding the issue of violence against women in the social context and
developing public health strategies to reduce this.

Strategies: Current funding for priority areas | to 4 and 7 is provided through the
Asian Development Bank, DFID, European Union (EU), Governments of Bangladesh
and Japan, USAID, UNICEF, UNDP, and WHO. Discussions are ongoing with the EU,
the William and Flora Hewlett Foundation, USAID, World Bank and the WHO Regional
Office for addiiional funding. Three new protocols are currently being developed in
priority area 1 and one protocol in priority area 4.

Mailab will continue to be a significant study site, however, other sites such as Cha-
karia and Abhoynagar will be utillized. Additional expansion to other field sites is de-
pendent on new funding. The Centre is in the process of hiring new staff under the
RH Programme to implement new protocols and/or develop additional protocols. In
addition, training of new staff is ongoing to increase the programme’s capacity to
address the pricrity areas. .

Matermnity clinics and male clinics are now in place in Matlab for providing services
and for siudying the process and impaci of interventions. A maternity unit for com-
prehensive EOC services has been established as a government facility for referral.
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Current equipment is available for making accurate assessments of fetal develop-
ment for the study of maternal nutrition and birth weight.  Additional office space is

being sought.
The Centre is collaborating with the Government of Bangladesh on a number of pro-

jects in addition to ongoing and planned collaborations with NGOs. Current activi-
ties with NGOs include assessment of their effectiveness and impact.
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Nutrition

Problems identified. Malnutition is central to many of the health issues in Bonglc::
desh as it is in many developing countries, with its attendant poor growth, suscepfi-
bility to infections, slow cognitive development low birth weight. Protein energy
mainutrition (PEM) is the most obvious, but other specific deficiencies are also com-
mon, including vitamin A, iron, zinc and iodine deficiency. Because so many chil-
dren are small, PEM may not be recognized as abnormal. Similarly, health care pro-
viders do not recognize children as mainourished when they come for treatment of
common illnesses.

Unfortunately, mothers do not exclusively breast feed for six months, and in fact they
begin supplemental feeding at an early age, making their infants more susceptible
to infections and mainutrition.

Vitamin A is a needed supplement, and the national programme is effectively dis-
tributing this to most children under five years.

Opportunities. Malnutrition is a.condition that can be treated, but it requires a
comprehensive  approach. The Cenfre's scientists have demonstrated ithe
efiectiveness of a protocolized management of severe malnutrition, and they have
shown thai this can be applied outside the hospital and at very low cost. Although
vitamin A is distributed routinely in Bangladesh, there are opportunities for improving
the vitamin A intake of children through identifying foods rich in vitamin A as well as
food fortification. Cenire scientists have also demonstrated the benefit of zinc
supplements as adjunct treatment of diarthoea, pneumonia, and they have
demonsiraied that zinc reduces future episodes of ilness. Most importantly, it
reduces overall mortality.  Studies at the Centre have also shown that it is possible
to dromohcolly increase rates of exclusive breastfeeding.

Relative Strengths. The Centre has clinical {including a metabolic balance word)
and field resources for idenlifying and treating children with malnutrition, and devel-
oping new strategies for addressing the needs of families with malnourished children.
It also has cn excellent nutrition biochemistry iaboratory for conducting nutrition re-
search. Based on the successful experience with managing severe PEM, the Centre
has opportunities for training and extension of the successful methods. The Centre
also has strong collaborations with nutrition centres around the world. '

Pricrities. Based on continuing challenges, opportunities, and relative strengths, the
Centre has identified the following actions for improving nutrition: :

1. Decreasing rates of low birth weight

Improving maternal nutrition

Prevention and management of severe and moderate malnutrition
Improving child feeding including increasing rates of exclusive breasifeeding
Understanding the interaction between nutﬁﬁon and child development

Improving micronutrient nutrition through fortification and other strategies.

N s LN

Understanding the interaction between infectious diseases and nutrition and
lecrning how to break the malnutrition — infecticus disease cycle.

Strategies: Current funding for priority areas is provided by ADB & PMC, Allen Foun-
dation, Fogarty internationai, NIH, SCF (USA), SIDA; Thrasher Research Fund, UNICEF,
USAID, Werld Bank/BINP and WHO. Continued efforts are being made for identifica-
tion of funds for new projects including research in micronutrients, child develop-
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ment, malnutiition, child feeding practice, infection and immunity and matemal nu-
frition and low-birth weight. ‘

Field sites will inciude Dhaka-based clinics and peri-urban sites and Matlab for inter-
vention and dala collection purpose. Capacity building and hiring of new staff will
be continued to meet programme needs. New office space for Nutrition Pro-
gramme has been allocated and laboratory suppor’r has been |mproved in the bio-
chemistry and nutrition lab with new equipment.

The Nutrition Programme collaborates with leading international institutions for tech-
nology support and tfransfer {e.g. stable isotopes). National instituiions also form a
large part of nutrition collaboration, they include BNNC, BRAC, CHE, DMCH, DSH,
INFS, IPHN, ICMH, MOHEW, NIPORT, and PSKP among oiners.
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e Indicates that the Centre teels that this is a high pr lunly, lhal the Centre has, or will develop retative
advantages, and will often take the lead in developing projects in this area, [t may also work with jointly with
others to further this topic.
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infectious Diseases and Vaccine Sciences

Problems identified. Infectious diseases continue as the major cause of morbidity
and mortality in Bangladesh and worldwide. As a result of poverty, population den-
sity, poor sanitation, malnutrition, and disease-transmitting insect vectors, there is fur-
ther need for enhanced prevention, diagnosis and management of a wide array of
diseases with infectious aeticlogies including pneumonia, diarrhoeal diseases,
tuberculosis, measles, veclor-borme diseases like dengue, malaria, visceral
leishmaniasis (kala azar) and filariasis, and sexually fransmitied infections. HIV/AIDS
will exponenfially increase the impact of many of these diseases. Drug-resistant
infectious diseases will continue to strain resources and threaten existing methods for
effective therapy. Of added concern are serious diseases for which effective
prevention strategies already exist remain a problem for much of Bangladesh, such
as measles (for which existing offordable vaccines are under-utilised) and
Haemophilus influenzoe iype B (Hib}, Hepatitis B, typhoid, and pneumococcal
diseases {for which safe and effective vaccines exist, but cost is a barrier fo their

introduction, acceptance, and use).

Opportunities. Childhood and adult mortality can be reduced dromohcotty through
improved management of infectious diseases and prevention via introduction of

-vaccines and behaviour modification. New technologies are providing opportuni-

ties for rapid, practical diagnostic tests which will improve management, vaccines
which can provide prevention opportunities and options for treatment, including
enhanced "“super ORS" and novel antimicrobial therapies.

Relative Strengths. Bangladesh is unfortunately home to many of the infectious dis-
eases of importance, and these occur af high rates in the field sites of the ICDDR,B.
Thus, the Centfre has a unique epidemiological strength to conduct studies on dis-
ease incidence, disease burden, as well as to study prospeciive interventions to con-
trol disease. It also has excellent laboratory facilities and laboratery scientists who
can carry out the basic and applied studies to describe, in a comprehensive man-
ner, the epidemiological, clinical and pathophysiclogical characteristics of the dis-

ease pathogens. The presence of several field areas, the epidemiologic expertise

and the laborctories, gives the Centre a distinct advantage for conducting all
phases of vaccine evaluations for enfenc and respiratory infeciions, as well as new
vaccines for tuberculosis and dengue.

Priorities. Based on continuing chalienges, opportunities, and relative strengths, the
Centre has identified the following actions for infectious diseases and vaccine sci-
ences:

l. Improve surveilance for and management of selected infectious diseases includ-
ing diarrhoea, ALRI (pneumonlc) sexudlly transmitted diseases, HIV/AIDS, tuber-
culosis, dengue, malaria, kala azar, and drug- -resistant infections.

2. Defining disease burdens of selected infectious diseases to better define the
need for selected vaccines, e.g. hepatitis B. :

3. Enhance the capacity to investigate, study and-manage outbreoks of commu-
nicable diseases in the region.

4. Evaluate promising new vaccines for enteric (rotavirus, cholera, ETEC, typhoid)
and respiratory infections (H. influenzae, S. pneumoniae, viral influenza, RSV},
dengue, and tuberculosis.

5. Develop and/or evaluate rapid or simple diagnostic tests to improve case detec-
tion and surveilance.
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6. Assist with technology transfer to allow other countries to manage the emerging
infectious diseases, especially related fo cholera and rotavirus [world-wide), and
HIV-AIDS in the region.

. Work closely with operations scientists in ihe planning, execution, and analysis of
all of the above in order to adapi these findings into programmes if evidence
supports mecaningful public health benefit.

Strategies. Cuirent funding for protocols is provided by the Centres for Disease Con-
trol and Prevention (CDC), DfID, International Vaccine Institute, National Institutes of
Health and USAID. Additional funding is presenting being sought from CDC, Pro-
gram for Appropriate Health Technologies {PATH) and Wyeth corporation. New pro-
tocols will be developed for vaccine trials in dengue, T8, and diarrhoeal disedses. In
addifion, future protocols will be developed to build on knowledge gained from cur-
rent profocols. .

Programme activities will be conducted at Kamalapur {urban), and Mirpur (peri-
urpan field sites with future studies conducted at Aboynagor and Mirzapur (peri-
urban). and Matlab (rural}. At least two additional epidemiclogists and one dedi-
cated medicc! anthropologist will be required. In addition, research investigators will
need to build on their current epidemiologicatl skills with some formal training. Cne
research investigator has completed a MPH at Johns Hopkins University and has as-
sumed the role of ajunior scientist,

Virology lab capacity has been strengthened with recen’r training in viral isolation,
neutralising antibody detection, and new enzyme-linked immunoscrbent assay
(ELISA) equipment, for both vector-borne and respiratory viruses. Lab personnel are
being added for bacterial isolation and iyping and additional personnel are being
considered to handle an increased volume of blood cultures, MAC ELISA and neu-

tralisation tests. Furthermore, additional office space is being sought for the epide-
miology. medical anthropology. and research investigator staff.

International collaboration to achieve priorities 1-3 will include Armed Forces Re-
search Institute of Medical Sciences, COC, Johns Hopkins University, Massachusetts
General Hospital, and Queensland University of Technology. National collaboration
includes Chittagong Medical College Hospital, Dhaka City Corporation, Dhaka
Medical College, Dhaka Shishu Hospital, and Holy Family Hospital. National collabo-
rations will continue with increased ties to the Health Ministry of the Government of
Bangladesh.
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Hedalth and Family Planning Systems

Problems identified. Medical services in Bangladesh are sorely needed, yet re-
sources available are extremely limited. Funds for medical services through the
government are about $4 per capita per year. Thereby, the majority of medical
services obtained are from non-govermment sources. However, existing services are
limited, inadequately supported, and have been subjected to major transitions in an
attempt to make them more cost-effective and sustainable. Adapting to these
changes is extremely difficult which leads to unceriginty and compromised effec-
fiveness.

Past programmes, especially the family planning programmes were delivered “at
the door step." These were effective but were considered oo expensive to con-
tinue. Thus, community clinics have been implemented in an attempt to provide ser-
vices in a more cost-effective manner.

Decisions regarding the gllocation of limited resources should, winenever possible, be
based upon scientifically supported evidence. Evidence applicable to such decik
sion-making is very limited and what does exist is not efiectively disseminated to the
decision makers. These represent the major challenges of the programme: to pro-
duce relevant knowledge and to appropriately communicate the findings.

Opportunities. The National Heaqith and Population Sector Programme (HPSP) is due
for renewal in 2003. The next HPSP wil set the stage for the next 5 years within the
MOHFW. The Centre has been in a position to influence decisions that wili shape the
nexi HPSP and has the opportunity to continue working with the MOHFW as it imple-
ments the next HPSP. Within the NGO sector, the formerly separate rural and urban
service delivery programmes have been united under @ single National Service De-
livery Programme (NSDP). There exist fremendous opportunities to work with the
NSDP, both in terms of evaluation of current programmes as strategies (such as de-
pot-holders) and in identifying new direction and knowledge-based interventions.

Within the SE Asia region and internationally, there is increasing interest and support
for multi-national collaborations.  Because of its long-term work with institutions
throughout the world and ifs reputation, the Centre is well positioned to playing an
active role in promoting intermational cooperation and actively participating in joint
operational research aciivities.

Relative strengths. The Centre has considerable experience in conducting operc-
tions research to strengthen health and family planning services, and in evaluating
these services. Building on what has been iearmned from intensive studies in its hospital
and field sites (e.g. Matlab), programmes can be recommended for implementation
in MOHFW or NGO facilities and further studied in terms of their acceptability, cost, -
impact, and sustainability. These can then be scaled up, further evaluated, and im-
proved. This has been the case with ORS, family planning and can now be frue for
other interventions.

Priorities. Based on continuing challenges, cpportunities, and relative strengths, the
HFPSP has established the following priorities:

1. The evaluation of alternaftive service strategies

2. The economic analysis of programmes

. The identification of disparities in health-within populations and explanations for
the disparities

. Establishing participatory research parinerships with communities, the NGO sec-
tor, the private sector, and the MOHFW, '




5. Translation of research findings into policy and programmes
6. Improving medical information systems and evidence-based decision making

7. Assist all Divisions in the Cenire in moving research findings with the potential of
- improving the healih of Bangledeshis io the level of application and effective
infegration into the public and private sectors.

Strategies: Current activities are supporied by USAID/Dhaka cooperative agree-
ment. Additional funding will be sought to carry out health and family planning sys-
tems research. The Programmes will identify fields of comparative advantage with
the Cenfre and then devise short and longer term work plans for the formative and
operationadl research needed to scale up promising interventions and programmes.
Present examples include zinc supplementation as a freatment and environmental
health interventions. Furthermore, the programme will strengthen the linkage of the
targeted research protocols to the demographic surveilance data collec¢ted in the
Centre's field sites. k :

Under the USAID-Dhaka cooperative agreement, the Centre has been able to hire
two additional internationgl operations research scientists. This will further strengthen
the HFPSP capacity. In addition, plans are underway to inifiate a two-year fellowship
programme in hecith systems/operations research. The programme will take on one
new trainee each year with the goal being these individuals will join the HFPSP @s
capable, independent researchers. Finally the programme will identify a mecha-
nism for hiring a biostatistician.

The programme will strengihen the Centre's collaboration with private sector organi-
zations involved in social marketing and behavioural change communication and
establish a more deliberate and consistent communication and dissemination plan
with the MOHFW and NGO seciors.
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72000 |{ 2005 J{ 2010 |

i

+++ 4+

1. Service delivary for integrated package of essential health and family ++

planning services (ESP)

= Cost-effective and sustainable strategies and operational sub—systems for
ESP delivery through government, NGO and ¢commercial programmes

= Appropriate strategies for incorporating new/ efficacious interventions

= Strengthening quality of semces and strategies for meeting client satisfac-
tion .

= Strategies for use of monltormglevaluatlon toals and results for Iocal level

._planning of ESP programme. : : S S

2. Economlc analyses and fi Fnancmg of health and famlty planmng Sys- -,
tems Iy : e
= - Demand, costmg and cost-effectlveness ana]yses

} =+ Strategies for health fi nancmg and lmproved financial sustamabthty

4

,.@

3. Health equity _ :
=> Mechanisms to analyselmomtor types extent and causes of :nequ:tles

i 4. Publlc prwate partnershlp .
o Desngn ‘and testmg effectwe strategies for

= Desugn and testing pro-equity mterventlon(s) s

.. ESP delivery - N

5. Meeting addltional (emerglng) health and family p[anning needs of the i
communltles ;, ) ;

+ Indicates the Centre will be involved in this work but at a relatively low level of effort. This lower
level of effort is a reflection that other organizations will be taking the lead, but the Centre will con-
tribute to it.

++ Indicates the Centre will be involved at a moderate level of effort, and will often take the lead in these
projects, but often in partnership with others.

+++ Indicates that the Centre feels that this is a high puonly, that the Centre has, or w111 develop relative

advantages, and will often take the lead in developing projects in this area. It may also work with
jointly with others to further this topic.
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Population Sciences Programme

Problems Identified. Bangladesh is the world’s most densely populated ogriculturo'l
country. The Centre has contributed to the success of the national family planning
programme in reducing fertility and consequent growth rate. Available evidence
suggests that the population will finally stop growing at double the present size. K
fertility could be reduced to below replacement level soon, the final population
could be as much as 40 milion fewer than otherwise. Much needs to be understood
about the obstacles to further decline in fertility levels, and what policies may allevi-
ate the future impact of population momentum stemming from the youthful popula-
tion age struciure.

Regarding family planning, the use of long acting, low cost clinical methods of con-
traception cre declining, and temporary methods have high discontinuation rates.
Better systems are needed to increase long acting methods and to improve con-
tinuation of temporary methods.

Regarding social policy, it would seem that increased opporiunities for young
women to be educated, and employed in the formdal sector will result in delayed
commencement of childbearing and overall lower fertility. What other policies
might have a similar impact? ‘

The decline in fertility, while beneficial through slowing population growth, has other
less desirable consequences. The elderly population (over 60 years) will multiply al-
most ten-fold, from 6.8 million to 65 miflion, raising the eldery from 5% of the popula-
tion to 26%. The (dependency) ratio of working age to elderly population will de-
cline from eleven to two creating an enormous burden on the workers. Thus the
needs of the elderly will become increasingly important during the 21st century.

Arguably the major demographic phenomena of this century will be the massive in-
crease in the numbers of urban poor. This global migration is driven by a search for
employment. In rural areas, this the urban migration will change the nature of nu-
clear families, lack of support for elderly, increase in sexually tfransmitted infections,
and safety and security problems. In the cities. it will acceniuate infectious diseases,
will complicate provision of affordable healih services and will compound family | in-
stability, alienation, lawlessness, drug use, etc.

~ Opportunities. The Centre, through its operations research programme has demon-
strated in the past how the fertility-raie can be reduced in a culturally acceptable
manner and surveys do show that the families of Bangladesh do desire smaller family
sizes. Thus, continued efforis to improve family planning programmes with appropri-
ate targeting of services are lkely to be effeciive. Female education is mcreoszng at
a rapid rate and other social changes will likely favour lower fertility.

The dangers of urbanization can be studied in order that the adverse health impacts
of these social changes can be minimized. If the dynamics of urbanization are un-
derstood in iheir social context, the health services can be planned effectively.

Relative Strengths. The ICDDR.B has several large rural and urban demographically
defined field sites. The demographnic surveilance at these sites collects vital eent
data and provides a sampling frame for more intensive studies. Health interventions
in the areas allow Centre scientists to test health interventions (e.g. micronutrients,
vaccines, systems), determine burden of disease, and conduct social science re-
search to understand the dynamics of population shifts. The longitudinal data col--
lection systems at the Centre are unique in the world and form the model for other
demographic systems in the world.

Priorities. Based on confinuing challenges, opportunities, and relative sirengths, the
Centre has identified the following actions for population sciences:
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Investigations of the fertility decline in Bangladesh, understanding how to re-
duce fertility rates o replacement level or below, and how to minimize the im-
pact of population momentum through social interventions.

Understanding adult heaith problems, including non-communicable diseases.,
and including how families provide the necessary resources, both in terms of fi-
nancial and social support, to decal with the growing health demands of an
ageing population.

Understanding the economic and social forces motivating out-migration from
rural areas. This understanding is linked to monitoring of changes in family
structure, especially in ferms-of social and financial support for family members
remaining behind in the rural communities.

To collaborate with other surveillance systems, through the In-Depth network; to
improve the capacity of such systems fo develop and monitor interventions for -
better managing health and population challenges in other areas of the world.

Understanding the relation between family planning programmes and alcortion
in order to minimize the latter

Understanding health equity and developing tools for monitoring health equity,
especiaily in relation to rapid population growth and urbanization.



\ EXPECTED PRIORITY,,

Rasagfch Issues Populat:on o \ o <, L F
: P 2000~ J[2005" ][ 2010 -
1. Fertility dacline in Bangladesh +++ +++ +++
= Undérstand the levelling of fertility decline
= Focusing new interventions to overcome the resistance to further femhty
decline. . L
2. Contraceptwe use dynamics ++ ++ +
= Understand:ng relation of dlscontmuatlon and choice of contraceplives %
= Understandmg high discontinuation-rates .+ .». S e dma :
3 lnterrelatlon between abortion and. contraceptlve use o Lo +++ o 5 +

% Determlne how to maxlmlze famtly planmng programmes to avoid unln-

’“!7’7 tended pregnancy S g ;

= ‘Transfer lessons from Matlab to th’e.GoB
Identlfy families with hlgh risk of. abortlon o

4 Health & Demograpl’gl

: . Malntam lhe HDSS i
) 'Archwe cohorts from pasl for future anaIyS|s

W \.W ‘Eﬁ S I&'}
8‘Urba zatio“h and ruraI“urban mlgratlon

*u'ﬂr

=10 fHéa[lh eqUIty, poverty and population

=% Describe. charactenshcs of equ1table and; non—eqwtable mterventlons

T Indicates the Centre will be involved in this work but at a relatively low level of effort. This lower
level of effort is a reflection that other orgamzanons will be taking the lead, but the Centre will con-

tribute to it.

++ Indicates the Centre will be involved at a moderate level of effort, and will often take the lead in these

projects, but often in partnership with others. :

4+ Indicates that the Centre feels that this is a high priority, that the Centre has, or will develop relative
advantages, and will often take the lead in developing projects in this area. 1t may also work with

jointly with others to further this topic.
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The Cenftre is able to achieve the programmatic goals only because of the institu-
tional resources available. The institutional resources include hospitals, field areas, as
well as the academic and administrative support facilities of a large Centre. While
the Centre can be defined by the intellectual ideas, as staied in the priorities above,
it is also partially defined by many of the ongoing facilities that provide services to
the people of Bangladesh.

Clinical, Laboratory and Field Resources

Dhaka Hospital

The Dhaka Hospital was originally established as a clinical research centre where
clinical studies of cholera and other diarrhoeal diseases could be conducted. Over
the years, it became popular because of the high quality and dependable service ,
low case fatality rates, with no hidden charges. Meals and medicines are provided
free of charge. The cost per patient has remained exiremely low {about $10 per pa-
tient tfreated), and the number of patients whose lives have been saved is incredibly
high - estimated to be about 10 to 15000

patients per year. Thus, the treatment at ihe
ICDDR,B hospital is .very cost-effective; but
because of the high patient volume, the total
costs have been high - about US$1.2 fo $1.5
million per year.

Common, Treatable, Life-Threatening llinesses.

The Dhaka Hospital is a key part of the health
care sysiem in Dhaka. One of the lessons
learned from the Hospital is that there are cer-
tain illnesses (e.g. severe diarrhoea) that are
common, are life threatening, but are easily

and inexpensively treated once the appropriate case mcnogemen’r system has
been developed. Other illnesses also fit these criteria: common, life-threatening, eas-
ily-tfreated at low cost.  Other illnesses include pneumonia, severe malnutrition, ma-
laria, and dengues. A concept espoused by Meiinda Gates in her speech awarding
ICDDR,B the Gates Award for Global Health was that “no child should die of an eaqs-
ity freatable disease,” and it is the intent of the Centre to put this message into prac-
tice. Thus, we intend that the Hospital should develop g model for freating, with @
very low cost, these common, life-threatening diseases.

In order for the Cemre_’s diarrhoea hospital to evolve into a facility for these ilinesses,
several pre-requisites have to be considered. These include:

- Provision of proper physical facilities to manage patients with ALRI and severe
malnutrition.

> A decrease in the number of dlorrhoeo patients to make room for the patients
with oTher conditions,

5 Maternity care could be added to this list, but is not included here to avoid confusion with
regard to the focus on child heaith.
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A patient reimbursement scheme that wil make the new facility more self-
sustaining. |

Training of providers to this new strategy for care.

Franchising the treatment for diarrhoea, ALRI and severe malnutrition to other
NGO clinics in Dhaka.

Referral system which aliows the new ICCDR.,B "urgent care” facility to send
patients needing hospital care to other hospitals.

Marketing of the new freatment facility to inform the potential clients ‘of the
changes in services provided. ‘

Clear statement of goals of the new facility as a research and model clinic,
such that the Ministry of Health and Family Welfare and other hospitals under-
stand that the ICDDR,B will be unable to assume responsibility for the care of gll
patients in Dhaka who may choose to come.

A strategy for converting from the current hospital to a new urgent care focfli’ry

Financial Plan For New Treatment Facility. The new facility will need to plan for effi-
cient conduct of research, minimum cosis, maximum cost-effectiveness, cost recov-
ery, and logistics. These are needed, not only to make it sustainable for the ICDDR,B,
but also to make it adaptable to the MOHFW and NGO, Thus, when developing the
facility, o business manager will be need to be recruited to assist in the design and to
monitor personnel, medical records, quality assurance, costing, and efficiency. It is
planned that the budget for the facility will not exceed US$ 1 million annually for pa-
tient care activities. Research costs will be in addition to ihis amount, but will be
covered by specific research projects,

_To cover the cosis of the patient care, we anticipate the following incomes:
Income from Hospital Endowment Fund 200,000
Income from the Diagnostic Centre 350,000
Income from surcharge on research studies 100,000
Income from patient recovery 50,000
Income from Government of Bangladesh? 500,000
Total 1,100,000

Clinical Laboratory and Diagnostic Unit (CLbUy)

The clinical laboratory tests specimens for research studies, specimens from the Hos-
pital for clinical care, and specimens for patients who come to the Centre on a fee-
for-service basis. Recently a new diagnositic unit was established on the ground floor
of the hospital fo improve iis access to the public. The new facility will grow in order
to provide an increased range of services including sonography, radioclogy, endos-
copy, hisiopathology and cytopathology, as well as testing of purity of water and
food samples for arsenic and pathogenic bacteria. The range of clinical tests will
continue to expand depending on the demand for such tests {e.g. serum lead levels
for children). The concept of the Diagnostic Centre is to provide services to the

¢ To adjust for infiation, the hospital endowment will need to increase to 10,000,000 USD, pro-
viding up to 400,000 per year )
This would require an increase in commitment from the Government of Bangladesh.




greater Dhaka area and to generate some revenue o subsidize the Hospital. A
specific additional requirement will be to anticipate the laboratory requirements for
managing the patients with HIV-AIDS. Currently, ihe Centre’s laboratory is one of the
few laboratories with reliable HIV serology and flow cytomeiry.

Research Laboratories

The laboratories conduct siudies in a variety of fields including enteric and respira-
tory microbiology, STI/RTI, environmental microbiology., immunology, parasitology,
bacterial genetics, and nutritional biochemistry. These |laboratories have been ex-
fremely productive, but some capabilities need to be added, especially in the areas
of additional molecular biclogy. arsenic, and serology laboratories where GCP
methods can be carried out for vaccine trials. Key for this is a modern serum bank
with computerized and well-characterized specimens.

'The research laboratories require more space to accommodate the additional pro-
tocols under way and being planned. Some space (six units) are in the process of
renovation on the second floor to provide this extension, but even more space will
pbe needed when added floors are built. '

Urban and Rural Field Areas

Matlab

Matlab remains as the major rural field area of the Centre. With over 35 years of con-
tinuous demographic information on a population of over 200,000 people, the Mat-
lai area is a major public heaith resource for the world.  Many crucial public ques-
tions can only be answered definitively in Matiab, and many of these are ones that
were never anficipated even five years ago.

The Cenfre has recently embarked on a major study on low pirth weight, tesfing of
~ nutritional interventions in an attempt to reduce low birth weight and improve health
and survivail. Other interventions are reproductive health, including subcenire-based
emergency obstetric care and male involvement, community-based IMCI, water

fitration to prevent cholera, the epidemiology of tuberculosis in rural Bangladesh,
“and measuring the health impact of arsenic in drinking water. Additional research
projects include characterization of family planning successes and constraints, con-

fracepfive use dynamics, defining the
relationship between abortion and family .
planning, and understanding why fertility rates
have not declined in recent years in spite of
increasing contfracepftive prevalence raies.

Anticipated studies include vaccine efficacy
tricls for cholera, enterotoxigenic E. coli and
rotavirus. An unanticipated opporfunity was
the need for a population database on which
to evaluate the safety of rouiinely
administered vaccines. There is no other site
ike Matlcb for conducting this evaluation in
terms of its large sample size, long-term follow-
up, and data quality. -

A magjor effort went into combining the demo-
graphic surveillance system (DSS) and the
record keeping system (RKS). The first recorded

demographic data while the latter recorded
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iilness and health care service events, especidlly related to heaith of children and
mothers. These two systems are now combined and ongoing data are collected
and organized within one HDSS databaose.

Matlab is only 35 miles away from Dhaka, but has felt separated from Dhaka by the
3-hour trip required to travel by car and speedboat. This distance has been effec-
tively made closer by the microwave link that was established during 2001 allowing

- data and voice transmission between Dhaka and Matlab and Internet access for
Matlcb. We anticipate that it will also allow for video-conferencing between Dhaka
and Mattab. '

Plans for Matlab include completing some needed expansion to the hospital build-
ing, and implementing EOC services in the recently completed obstetric facilities in
cooperation with the Government of Bangladesh.

. Map of Bangladesh showing location
Other Rural Field Areas of field areas

The Centre works in several other field areas in addition
to Matlab and each of these adds much-needed
capabilities and resources. The largest of these are the
rural extension-arecs that are part of the Family Health
Research Project (FHRP), but other areas include the
very innovative self-help project in Chakaria, the
Epidemic Control and Preparedness Project sentinel
surveillance sites, and BINP sites, the new site for
neonatal interventions in Sylhei and Mirzapur and other
areas. At «all of these sites, the Centre works in
collaboration with the Ministry of Health and Family
Welfare and /or NGOs.

The newly designed FHRP provides some resources for
the extension area, but these sites will need to identify
other donors to confinue their operations. They are expected to be sufficiently useful
for other projects ihat will make them susicinable based on this project support..

Urban Field Areas
The Cenftre's urban major community projects are located in Kamalapur and erpur
The first, with its population of 140,000 is located close to the frain station in“a slum
area and is rapidly becoming an "urban Matlab.” It has been extremely useful for
_studies on pneumonia, and is now the site for studies on shigellosis, influenza vac-
cine, and dengue and we anticipate that it will be useful for additional studies of
communicable diseases as well as health systems research. In cooperation with the
Urban Family Health Project, this area will be used for studies on urban health, includ-
ing how best to provide health seivices, how best to set up referral systems, and how’
to finance urban health programmes. The Kamalapur :
area will also be used for studies on new vaccines
when a large urban field area is needed.

The ofher urban area in Mirpur has been used for
smcller but intensive studies of cohorts of children. For
example, studies on the epidemiclogy of amoebiasis
using molecular techniques, Phase I/l studies of new
vaccines for enterotoxigenic E. coli and rotavirus, and
community-based interventions for mainutrition are
currently ongoing. It is anticipated that this field area
will continue as the site for other intensive community-
based studies.




Information Sciences

The Information Sciences Division (ISD) was formed in 2001 as o way io bring to-
gether the Computer Information Services (CIS), the Dissemination and Information
Services Centre {DISC) and the Training and Education Unit (TEU) as well as to up-
grade the information services to the Centre, e.g dafa archiving, data manage-
ment, etc. Each of these units remains as units within the Cenfre but itis anticipated
that they will act increasingly as a coordinated Division.

Training and Education Unit (TEU)

The TEU plays a key role in the Centre's strategy to disseminate its research findings
to health professionals in developing countries. Since 1978, the TEU has been offering
short-term training courses, usually lasting two weeks, in the clinical management
and laborctory diagnosis of diarrhoeal diseases, nutriiion, family planning and repro-
ductive healih, biostatistics, epidemiology and research methods. This unit also co-
ordinates short-term fellowship programmes. To date, over 20,000 researchers, physi-
cians, laboratary personnel, managers, frainers and students from 78 countries have
received fraining at the Centre. Most come from the developing world, but Tronnees
from North America, Europe and Japan have also participated. :

The objectives of the training programme are to promote human resources devel-
opment by sirengthening capacity in:

> Research techniques
>  Management of diarrhoeal diseases and family planning services

> Responding o new and emerging issues in health and population.

The TEU's strategy for development over the next five years focuses on:

> The development of tools and techniques for making the Cenfre’s courses
available by distance learning to trainees around the world. This will initially
concentfrate on producing printed training moduies, and then making these -
available on the Internet and on CD-ROM. Additional reference materials to
assist trainees will also be added. . -

Collaboraiion with national and regional universities to enable participants at
the Centre's courses to gain credits for degree-level qualifications. The courses
offered are in great demand and highly valued by trainees and their employ-
ers and the additional benefit of degree-level credits would make them even
more attractive. The contacts established with the universities concerned will
also have the ancillary effect of enlarging the number of rescurce persons ~
available to paricipate in the courses.

v

Developing new training courses in areas in which the Centre has world-class
expertise, such as demographic surveilance and severe infant malnutrition. The
training programme must keep pace with changes and developments in the
Centre’s research programmes, as well as with requests from potential paortici-
pants, collaborating institutions and donaors. '

Vo

»  The re-infroduction of a training fellowship scheme, enabling frainees to par-
ticipate in Centre projects and so gain first-hand experience of the Centre’s
methods and techniques. There is a coniinued demand from the region for
more long-term training in the methods and techniques used at the Centre. In
the past, the Centre has provided scholarships for training fellows to be at-
tached to a particular project or unit to work with Centre staif and so gain first-
hand experience and hands-on training. At present, there are few funds avail-
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able for this type of training. The training programme will endeavour to identify
funding to support the re-introduction of such a scheme.

Making the fraining programme self-sufficient, by promoting and maorketing the
training courses to donors and potential participants around the world.

Dissemination and Information Services Centre (DISC)

DISC is the central gateway to the Centre for the two-way flow of information, both
incoming and outgoing. it includes sub-units coricerned with information provision
(lilbrary), publications and audiovisuals.

The mission of DISC is to diffuse the results of globol health, nutriton and population
research to solve common problems, especially in the context of the developing
world. It aims to achieve this by:

>

\:’\'

Serving as an effective information management and dissemination centre in
the fields of health, population, nutrition and related subjects

Optimising the application of improved practices of information storage, re-
frievol, publication and dissemination

Encouraging the free flow of information, so helping to avoid duplication of re-

search efforts
Preparing and publishing the Centre's periodicals and reports
Providing audiovisual and phoiographic services

Developing and maintaining computerized databases on publications and

- contacts.

During the next period, DISC’s strategy is to:
>

Evolve into an electronic information store by creating digitised archives of the
Centre’s publications, selected papers published by Cenire authors elsewhere,
research project proposals and related materials, and training materials in sup-
port of the distance learning programme. These archives will be searchable
both within the Centre and on the Internet. Digitisation serves two purposes —
preservation and accessibility. The older printed material relating 1o the estab-
lishment and history of the Centre are in danger of deterioration beyond repair.
Digitisation will preserve them for the future. At present, only users in the library
can consult these materials — digitisation enables copies to be held in several
different locaiions and even to be purchosed and used by individuals and
institutions around the world: :

Provide increasing access for Centre staff to perloducols ond external reports in |
electronic format via the Internet and CD-ROM. At present, 70 percent of the -
periodicals subscribed to by the library are available in electronic form on the
Internet, and this percentage will only increase. By subscribing to more elec-
tronic versions, DISC will overcome the problem of printed versions being lost in.
the mail in transit. Access to electronic journals and the acquisition of site li--
censes for campus-wide access, will ensure better and appropriate use.

Develop additional bibliographic databases, such as a bibliography of Centre
authors' external publications and a bibliography of material on Bangladesh
related to health, population and nutrition, and make these available on the
Internet. There s a decreasing need for the detailed databases, containing
abstracts of material selected from incoming journals and reports, once main-
tained by libraries. This information is now generally readily available on the
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internet. Effort is better expended on developing more specialized do’roboses
in which the Centre has a comparative advantage.

e Rearrange the layout in the library o provide programme information areas in
which the main books and journals will be grouped together. There are indica-
fions that several programmes will be employing librarians or information offi-
cers in ihe near future. By rearranging the library

stock in this way, this project will be facilitated | Photo of training session
and service o users improved. -

> Provide upgraded computer facilities for library
users, enabling them to access DISC resources
and the Internet. Library users can find the
answer o most, if not all of their queries by
consulfing material on CD-ROMs and in the
various databases developed by DISC. Some
users may also be dllowed access to the Internet
in the library. In view of these developments, up-
to-dafe computers would need to be installed in

the fibrary to assist users in their search for infor-
maction.

Computer Information Services (CIS) ' -
CIS is responsible for the provision of modern [T services, including email and internet,

to all scientific and support divisions in the Centre. This includes maintenance and

management of the locai area network {over 500 PCs connected), development
and maintenance support for applications used in the Centre, training and assis-

tance to users.

The broad objectives of CIS are to:

= De'velop a fully integrated IT infrastructure, based on existing and recognized
technology standards and which is capable of managing and delivering in-
formation throughout the Centre in accordance with defined requirements;

Provide end-users with a seamless interface and connectivity to ail oppiico—.
tions; and

At

Provide direciion and strategy in fulfiling these requirements.

At

CIS's future plans will focus on:

»  The development of an infegrated management information system to provide
the Centre's managers with predefined reports io assist in decmon -making,
monitoring and control.

The infroduction of a dota warehouse, an Internet application that wil allow
registered users to access and downlocad special datasets derived from ihe
Centre’s demographic surveillance work. In addition, a donor area in the
warehouse would provide access for donors to specific reports and audii re-
quirements. This facility wiii facilitate access o daia held in ihe Centre by our
collaberators and donors.

“’l

> Enhancement of the Cenftre's Internet presence by providing features such as
forms, database interfaces and distance leaming modules on the Centre web
pages. This will involve working closely with other Divisions in the Centre to en-
able web inferfaces to existing sysiems to be developed. In this way, informa-
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tion from the Cenire will be made more eaqsily avaiable to users around the
world.

>  Standordization of the software and hardware used by Centre staff for com-
mon office automation tasks and the provision of regular training courses, in
cooperation with TEU. The limited rescurces available in CIS to support and
maintain both software and hardware and the desire for standardization within
the Centre necessitate this decision.

Institutional Support Services

Human Resources Management

The Centre's Ordinance specifies that the personnel system be similar to thai of the
United Nations. Over the years, it has become clear that the UN system is not ideally
suited to the needs of a large research and health service provider like the ICDDR,B.
Uniike the UN, there is no guaranteed revenue each year, the work is primarily aca-
demic / research and not administrative. The market place for research does not
allow for a civil service system like that of the UN. Also, for international posts, the UN
assumes a career struciure while the Centre does not have a career structure for in-
ternational professional officers {IPOs). '

The Board of Trustees asked the management fo evolve toward a personnel system
that is based on merit, and increasingly based on the market. The Centre is now
proceeding o identify a rational HR system and is nearing completion. of reclassifica-
tion of dll jobs at the Centre. The new system will adapt some components of a merit
system, but will not completely abandon the UN system at present. For positions that
are in high demand, however, the newer system will be more adaptable to market
forces. For Bangladeshi scientists who have exhibited a keen sense of innovativeness
and productivity, the Centre has instituted a plan that allows them to have interna-
tional salaries in proportion to the grants they secure.

The HR agenda also aims to increase emphasis on internal training, cross training,
development of career fracks (“job families"), and staff development to allow pro-
fessionals and skilled workers to reach their full potential. At the same tfime, the
agenda encourages economy of human resources so that more productive work is
accomplished with fewer staff. This can be accomplished by cross training, out-
. sourcing, increasing automation, and selection of highly qualified staff.

Certain financial aspects of the human resources are also under review. Specifically,
the costs for personnei benefits {medical benefits, taxes, end of service payments,
etc.) are now included in the personnel costs charged to the projects ro’rher than to
the common operating cost (indirect cost) pool.

The Cenire formerly followed a “six-year rule” for intermnational staff that was inter-
preted that IPO staff may serve for a maximum of six years, at which point, they must
leave the Centre or revert to a local staff salary. This rule has now been changed for
Bangladeshi scientists and is now being reviewed for staff at international rank. Fur-
ther, the “six-year rule" was effectively modified to a “nine-year” rule for the Dwector ,
with an amendment to the Ordinance in 1994. )

A maqjor need in the HR ogendo is an improved management information system
(MIS} to manage both finance and human resources in a unified fashion. A decision
will be made during the nexi year to adopt such a sysiem.

Modern computer systems, based on a 500+ user local area network, with a dedi-
cated saiellite link and microwave link to Matlab ensures rapid compilation and
analysis of the extensive data collected by Centre researchers. The Centre's library,
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data archives, and publication facilities allow for rapid and effective exchange ond
dissemingation of information.

Financial Management

The Cenftre's financial management is one of the Centre's great strengths as its
compuierized system accurately records each fransaction and makes it possibie 1o
provide reports to donors as required. During the coming years, the Centre, how-
ever, will be adopting a new computerized financial package, coordinated with the
HR section, to manage all of its financial and HR functions.

A critical feature of the financial sysiem is to have information on which to base
sound management decisions. As a part of the Strategic Pian, each of the units of
the Centre will be reviewed to examine ways in which 1o cut costs and so make the
Centre as cost-efficieni as possible. The Centre underwent a downsizing process in
1998, resulting in a reduction of about 200 permanent positions, and the Centre con-
tinues to carefully monitor cost, and this cost efficiency has paid off in terms of bal-
anced annual budgets during the last three years.

Procurement

The procurement of supplies and equipmeni is managed through a unit 4o insure
that purchases are transparent, follow rules of the donors, and provide the best
value for conducting the activity, Obtaining supplies in Bangladesh is more compli-
- cated than in industrialized countries. Higher shipping costs, customs formailities,
transportation delays, special needs for refrigerated items add to both costs and
complexities. Some donors also impose certain regulations for source and origin of
supplies and equipment and this also adds to the costs and administrative paper
work. These additional requirements are managed well through the procurement
offices and the Centre's annual audits insure that they are carried out accurafely.

Transportation, mainfenance, general services, catering, physical plant manage-
ment

The Centre operates a large fleet of vehicles for both land and water transport. Also
it has its own maintenance units and general services units for maintaining efficient
functioning of this complex organization. The frequent special functions (e.g. na-
iional and international meetings) are managed efficiently at the Centre.
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g - INANCIATSUSTAINABIUTY S

The financial health of the Centre will depend on the adequacy of the financial re-
sources provided to the Centre by ifs donors (resource mobilization}, the income
from its endowment, the efficiency of the Centre's management, and the Centre’s
productivity. The Centre has an excellent reputation for financially sound manage-
ment and transparent accounting practices, and it places great emphasis on main-
taining this trust. The goals of the financial management of the Cenftre are to utilize
the resources made available in a manner that is responsible, and to make full effi-
cient use of these resources in keeping with the mission, values and vision of the
Centre. '

Resource Mobilization

The broad objectives of inis Resource Mobilization Strategy are to expand the Cen-
tre’s resources through the following mechanisms:

»  Strengthening institutional relationships between the Centre and ifs tfraditional
donors '

A%

Expanding our base of non-traditional donors from public and private founda-
tions, the corporate sector and the local business sector

>  Increasing support from Centre alumni

A7

Expanding knowledge of the Cenire through contacts nur’rured by the Cen-
tre's Board of Trustees, alumni and supporters

> Structuring our project budgets to ensure fu1| recovery for the total costs of the
project

Y

Attracting new funds through better use of information technology that can
publicize the Centre's programmes and skills to a much wider audience of pro-
fessionals, researchers and practitioners in the global health community

> Broadening the range of activities for our professional staff o include technical -

assistance, consultations, and evaiuation projects

Increasing income from fee-for-service’ activifies {e.g. clinical laboratory and
patient fees)

b7l

> Increasing support to the endowments

Y

Ensuring that our senior management team, international scientists and senior-
level national scientists know how to: {a) identify new resources, (b} utiize ap-
propriate channels to secure new resources and, {c) present to the donor -
community a consistent and unified picture of the Cenfre's unique qualities
such as its location, its state-of-the-art research capabilities, its wealth of hu-
man resources, and its scienfific excellence.

This strategy will require additional resources for the office of External Relations and
. Institutional Development and training of the scientific staff to increasingly become
responsible for the development of successful programmes.

Centire endowments

The Centre's endowments, raised during the last ten years, total about US$ 9 million,
but need to grow to at least US$ 30 million. The goal for the next five years is to reach
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a goal of US $20 million by 2010. The additions to the endowmeni will depend on

gifts from organizations, foundations and individuals who share our goals, and be-

lieve that a strong and stable Centre will continue to meet the challenges of the fu-

ture. The intent of the endowment is to provide stability, flexibility and responsiveness,

and to become less dependent on donors. Only with a strong financial base can the
Centre respond quickly 1o new oppoertunities, and new emergencies.

The endowment funds are invested conservatively and only a modest amount (not
exceeding 5% of the principal) of interest earned is taken into revenue. Thus, the en-
dowment is intended o grow over fime. A fund management committee, ap-
pointed by the Board of Trustees, oversees ihe fund that is currently managed by
TIAA-CREF, one of ine largest investment firms in the US.

Commoeon institutional costs

Each activity at the Centre has a budget formulated at the time the project is de-
fined, and this budget is designed {o anticipate the actual costs of the project. All
direct costs associated with the project are itemized, and the' project director or
principal investigator has authority and responsibility to manage this account within
the rules of the Centre, and under the supervision of the Division Head and the Di-
rector. Some costs, however, are more difficult fo itemize (e.g. the costs for the ad-
ministrative offices, procurement, the Director’s Office, or costs for the Board of Trus-
tees, etc.) These costs are, thus, categorized as the common institutional costs that
are currently calculated to be about 32% in addition to the directly itemized cost,
but can vary slightly from year to year. These rates are actually low when compared
to similar rates for US universities4, and are much lower than for-profit organizations.

The Centre receives income in the form of both project as well as unrestricteds5 sup-
port. The unrestricted donations are available for the Centre to use in the most effec-
tive way for the overall benefit of the programme of the Centre. Project funds, how-
ever, are designated for specific projects, and all costs for these projects are -
fracked to validate the appropriate use of the funds: Most donors who provide proj-
ect-funding pay the full cost of the project, including the common institutional costs,
but a few donors have rules that do not allow these common costs, or set a cap on
- the percent that can be included as common-instifutional costs. When a project
donor provides less than the full cost of the project, the core donors must co-fund
the project in order for the project to be completed. Thus, in the future, the addi-
fional costs for these commeon costs will be acknowledged in publications, and will-
be reported to the core donors. Using this mechanism, the Centre wil be able to
track the vaive of the core donors. In fact, the Centre will show that the core donors
make it possible to carry out the work of the Centre, and that many of the projects
would not be possible without this core support. Likely, some projects may not be
possible if the primary donor is not wiling fo pay common institutional costs, if there
are noft sufficient funds from unrestricted sources to co-fund the project.

Income Generating Projects

Cu.rrenﬂy, the Centre operates a clinical laboratory facility that carries out routine
tesis. These tesis are provided on a fee-for-service basis for research protocols as
well as' to paying clients who choose to use the laberatory at the Centre becgause of
its high reputation. The Centre is in the process of improving these facilities into a
“diagnostic centre,” to make it more user-friendly, and to expand the range of di-
agnostic tests being performed. 1t is expected that the diagnostic facility can subsi-
dize the hospital costs 1o some extent, while continuing to increase its range of tests.

4 US universities typicaily have indirect costs of about 60 to 80%.
5 Sometimes relerred to as “core” support,
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There have been suggestions that the Centre have private cabins with an en-
hanced level of personal services for patients who are able to pay the necessary
cost. Preliminary evaluations have found that such a sysiem would be unlikely to be
cost-beneficial for the Centre unless a large number of such beds were available.
Further, it may distract from the stated mission of the Centre. This suggestion for pri-
vate paying beds will therefore need further review and evaluation.

Another suggestion is to provide clinical services for employees of other companies.
The Centre's staff clinic has developed an excelleni reputation for providing excel-
lent preventive care and general medical care for the staff and immediate families
of the Centre at minimal cost. Furthermore, the system that has been put into place
for more complex care, using a pre-paid medical plan mode!, has been successfully
established. Other companies have expressed interest in purchasing this service from
our staif clinic. The Centre could decide to offer employee health services to other
companies, embassies, etc., and this would provide additional income that would
subsidize the Hospital. Additionally, it would direct some of the laboratory spec:mens

’ro our Ioborotory and increase this c::c’nw’ry as well,
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The ICDDR,B will'be celebrating its 25 anniversary as an infernational Centre in
2003¢. As it begins its next 25 years, the Centre has identified a plan for addressing
many of the crucial health research needs that face Bangladesh ond other devel-
oping countries. The Centre's productivity over the last 25 years is due to the many
donors who have shared the vision of the Centre, and to the many scientists and
staff and scientific pariners who were devoted to the Cenfre’s mission. It is also due
to the relationship the Centre has had with the Government of Bangladesh and with
the communities where the Cenfre has worked.

The next 25 years will bring many new challenges. The Cenfre is not the same as it
was 25 years ago when it was highly focused on diarrhoeal diseases and population.
The Centre must now also address issues of other critical communicable diseases,
issues of reproductive hecalth. HIV-AIDS, dengue, arsenic toxicity are but some ex-
amples of crucial health issues that were not foreseen 25 years ago. The Centre
must continue to evolve in a manner that is response to the evolving needs of poor
counfiries. _ -

Now, we turn to the donor community to renew our partnership for the benefit of the
people who live in developing countries. Each of the 25 years has been a financial
struggle and one wonders if financial stability will ever be possible for institutions like
ours that work for the benefit of the poor. However, financial stability is not our goal,
rather the goal is to be as productive as possible for the benefit of the health of
those living in poor countries.

Sometimes research and public health programmes are seen as opposing ways fo
adllocate resources. This is a false dichotomy. One cannot conduct programmes un-
less one first learns how to use the resources. Continuing to use “old knowledge™ far
past its relevance is wasteful, and failing fo acquire new knowledge is foolish.  Just. .
as programmes cannot do without research, research must also be coordinated
with programmes. We are not in the business of acquiring knowledge just to publish
paper, but rather to develop the knowledge that will be useful and practical.

it took 10 years for ORS to progress from basic understanding to programmes. It has
taken 15 years for the oral cholera vaccine to even begin to be used. These delays
~are too long, and it is only through the joint cooperation and communication be-
tween research and programmes that the recipients will benefit from the new find-
-ings.

Sometimes peopie ask why an International Health Research Centre should be lo-
cated in Bangladesh. Why not Geneva or London or Washington DC? The answer is
simple: this is where the problem. This is where the problems can best be understood
in all their complexities. This is where science and programmes meet, and this is
where they are integrated into practical and cost effective solutions.  We trust that
the donors will join with us during the next 25 years; not to provide financial stability,
but to provide the needed financial resources so that the Cenire, clong with ifs
partners will live up to its poteniial.

® And its 43" anniversary since its founding as the Pakistan Seato Cholera Research Laboratory
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