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PREFACE

The Internaticonal Centre for Diarrhoeal Disease Research, Bangladesh
(ICDDR,B) was established under an Ordinance promulgated on & December
1978, by the President of the People's Republic of Bangladesh. The
ICDDR,B is governed by a Board of sixteen Trustees, each acting in his
or her own capacity. The majority are drawn from developing countries.
The Government of Bangladesh may elect three members, and WHO one.

The fifth meeting of the Consultative Group was sponsored by UNDP and
convened on June 5, 1984 in Geneva, Switzerland. The purpose of the
meeting was to bring together representatives of interested countries

and agencies from around the world to consider the programme and progress
of the Centre during its first years of life,

The proceedings.of the Consultative Group meeting have been edited from
transcripts of taped recordings to present an overall picture of the
meeting.

ICDDR,B takes full responsibility for this report.
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MR, MASHLER (UNDP):

Good morning,.Ladies and Gentlemen. It gives me great pleasure
tc open this Consultative Group meeting of the International Centre
for Diarrhoeal Disease Research, Bangladesh in the same room where that
institute was conceived in February 1979, BAnd it is very nice to be
hosted by WHO., Before I make any statement I would like to call for a
few remarks by Dr. Partow, Assistant Director General of WHO, who is

here to greet you on behalf of the Director General.

DR, PARTOW (WHO):

Thank you, Mr. Mashler. Dear Colleagues, Ladies and Gentlemen:
On behalf of the Director General of the World Health Organization,
Dr, Halfdan Mahler, I have the pleasure to welcome you to this fifth
meeting of the Consultative Group of the International Centre for
Diarrhoeal Disease Research, Bangladesh. WHO is again very pleased

to hold, as well as participate in this meeting.

As many of you undoubtedly know, the WHO has long recognised the
seriousness of diarrhoeal diseases as a major public health problem in
the developing world, especially in infants and young children. As many
of you are aléo aware, the WHO has established a Glocbal Programme for
Diarrhoeal Disease Control which is being implemented in close

collaboration with UNICEF, UNDP, and the World Bank. BAs part of this
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global effort, more than 70 countries are now implementing national
diafrhoeal disease control programmes as part of their primary health
care activities, and scme 250 bio-medical and health service research
projects in this field are being carried out by investigators in over
70 countries. &8s one of the Global Programme's Collaborating Centres,
the ICDDR,B continues to make important contributions to our knowledge
about the aetiology and the treatment of diarrhoeal diseases, about the
ways these diseases are transmitted, and about how the body can defend
itself against the diarrhoeal pathogens. It has also been the site of
a nunber of WHO research training courses attended by scientists under-
taking clinical and laberatory-oriented research, We are confident
that collaboration between WHO and ICDDR,B in research and research

training will continue in the years ahead.

I understand that at .this meeting we will be offering comments and
suggestions on the work of the Centre. I have no doubt that during
these relatively difficult economic times we would also be considering
the best means that can be made of the Centre's resources. In this
regard, I am sure we will take into account the Centre's long-standing
expertise in research, especially in the area of cholera, and the need
for pfoper coordination of activities of the many international and bi-
lateral organisations and agencies presently invelved in diarrhoeal
disease services and research. I wish you all a successful meeting
and a pleasant stay in Geneva, in spite of the weather. Thank you

very much.




MR, MASHLER (UNDP):
Thank you very much, Dr. Partow. I will make a few introductory
remarks and then perhaps more, as Chairman of this annual occasion as

well as representative of UNDP,

(As always, we at UNDP have been working closely with the Centre,
both directly and through the CPD Programme of which UNDP is a part and
of which ICDDR,B is a cooperating institutibnl We are very pleased
to say that the year under review has been, I think, by and large a
very good one for ICDDR,B both in terms of marshalling financial
resources as well as in its werk. The;e have been a number of occasions
where ICDDR,B's work was recognised internationally: one occasion for
ﬁhich we can all be proud was several months age when Dr, Greenough
received the King Paisal Internaticnal Prize in Medicine in Saudi
Arabia, this was a signal henour in recognition of his work in
diarrhoeal diseases, I think it should be appropriate in this meeting

to congratulate him on this occasicn., There have been important

advances made in the Centre which Dr. Greenough will report to you.

I think that all of us can be pleased that the continuing support
from the intérnational community has been as strong as it isjy; that in
itself is a recognition of the excellence of the work of the Centre,
and we hope that in the years to come the donor network wiil accelerate,

expand, and its research become applicable worldwide,
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May I, with these few introductory words, come to the adoption of
the Agenda which is before you. The Agenda follows generally the
previous model, and I would like to ask your comments, additions,
deletions, or modifications on it. If I hear no objections, I assume

the Agenda is adopted.

We will now proceed to hear the Progress Report under item 3. I
call on the Chairman of the ICDDR,B Board of Trustees,

Dr. Kostrzewski to make a few introductory remarks.

DR, KOSTRZEWSKI {(CHAIRMAN, ICDDR,B BOARD OF TRUSTEES) :

On behalf of the Board of Trustees of the ICDDR,B I would like to
welcome all participéting countries and agencies and I would like to
express our thanks to the United Nations Development Programme for
chairing the meeting in the person of Mr. Mashler, who is a very good
friend of the Centre, and to express our gratitude to the World Health
Organization for hosting this meeting. With your permission,

Mr, Chairman, I am not going to present the Progress Report, but will
leave that to tﬁe Director of the Centre. I would like to express
great appreciation on bhehalf of the Board for all the support provided

to the Centre by the Government of Bangladesh.

ICDDR,B, as a fast-growing and fast-developing organisation, is

developing its facilities within the Centre in Bangladesh and beyond




the borders of Bangladesh, There are of course some "growing pains"
connected with this pericd., However, there is already great apprecia-

tion for ite activities and increasing recognition of the Centre's
accomplishments: for example, the receipt by Dr. Greenough of the King
Faisal International Prize in Medicine which Mr. Mashler fust mentioned,
this is an accomplishment of Dr. Greenough as well as the CRL which, as
predecessor of the ICDDR,B, was involved in a great deal of research in this
area. The Centre, as an institution, also received the UNICEF Maurice

Pate Award for its outstanding contribution to the survival of

children through sustained excellence and innovativerresearch on the

s

diagnosis and treatment of diarrhoea.

Permit me, Mr. Chairman, to end my introductory comments with thanks
to all doners for their past support to the Centre for these activities
and for their gquest for continued and increased assistance for future

activities. Thank you.

MR, MASHLER (UNDP) )

Thank you, Dr. Kostrzewski. May I now call on Dr, Greenough to
introduce the Annual Report for 1983. I suggest and Dr. Greenocugh has
agreed that we combine Agenda items 3 b, ¢, and e, and then hear the

report on Resources Development from Mr. Bashir.



DR. GREENOUGH (DIRECTOR, ICDDR,B):

Thank you, Mr. Chairman. I would like to express my appreciation
to WHO for hosting the meeting, to UNDP for chairing it, and to all of
you who have come on this rainy day. The weather right now is not far
different from Bangladegh, except tha£ it is a bit warmer there than

in Switzerland.

I would like to give you an idea about what the Centre is, as scme
of you may not be very familiar with it. After that I would like to
highlight a few of the Centre's activities las£ year. If you have read
the 1983 Annual Report, you will notice that .it is different from the
previous cnes, Having introduced our programmes and the structure in
the previcus years, this year we have chosen to highlight specific
accomplishments in science and training during 1983. The Report also
offers other information about the Centre, including the audited

financial statements and the list of publications,

I would like to begin by discussing three ideas which are central
to the concept of ICDDR,B and the work we are doing. When the Cholera
Research Laboratory (CRL) was established in 1960, and then later when
the International Centre for Diarrhoeal Disease Research, Bangladesh
came into being in 1978 and 1979, it was the belief that there are very
specific biolegical, social, and cultural settings in which particular

communicable diseases exist; and that the study or research on these



diseases must be done in these settings. At that time, this was a
relatively new initiative on the part of communities ocutside of areas
where the major health problems of the world exist, diarrhoeal disease
being one of the most important. There are now a number of health
inst}tutions located where the major health problems exist; the Centre

is one of them.

The second idea is that in health sciences the best effort should
be applied towards the solution of the most major health problems in
the world. Unfortunately, I think there has been a tendency to define
major hedlth problems as those which affect developed countries; these
indeeé are not the major or the most major health problems that confront
the peoples of the world. &And in a developing country setting, because
there had been an emphasis and a focus on applying science and technology
to health problems which were present in developed countries, I feel
that there has been a period of neglect in applying the best efforts of
science and technclogy to those health problems which in fact effect the
most people in this world. Therefore the Centre, as well as being
located where diarrhoeal diseases are a very important and serious
problem, alsc has endeavoured to apply the best and most applicable
scientific expertise and technology ‘to solve these problems, with as
little compromise as possible. This means that in some of our research
you will see very advanced and sophisticated techniques being employed

in rather remote rural areas of a developing country.
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It is 2 third and underlying idea that, resources devoted to

health have not received first priority in development and often are

really very minimal in developing countries, often those meagre
resources are not applied as well as they could have been. It is common
sense that if one is going to control, much less eradicate a disease,
one ought to have a minimum base of knowledge as to what is causing it.
When I first went to Bangladesh in 1962, answer te even the basic
questions on the setting and nature of diarrhoeal diseases were not
known. We could only diagnose about 20% of the dlarrhoea cases.

I am happy to say that, after the last 20 years of work, and particularly
the last decade, we are now able to recognise in acute watery
diarrhoea something upward of 80% of the causes. Obviously in 1962 we
were very lgnorant of the causes of diarrhoeal disease. We are

considerably better off in 1984, but there still is some way to go,

particularly in the area of sub-acute or chrenic diarrhoeal diseases.

With this preamble on why the Centre ig in Dhaka, what its central
philosophy is, I would like to go over some of the activities of the
Centre during the past year. Before I go into the details, I would 1ike‘
to draw the connection between scientific efforts, which may seem quite
abstruse and basic, to the outcome, which is an applicable preventive
or treatment measure for diarrhoeal diseases. This is particularly ‘

relevant in developing country settings, where, because of the limited

resources available, one may hesitate and even think that such




scientific efforts should be only pursued by countries with surplus

resources.

Regarding the Centre's 1983 activities, I think the Centre has had
a very good year. There have been over 80 original publications and
review articles‘in relation to diarrhoeal disease published in giobal

scientific literature,

The first topic I would like to go into in some detail is Oral
kehydration Therapy. ORT is an example'of how a rather basic principle
of physiology and biochemistry (how salts and water are transported by
our digestive tract, from what we eat and drink — inteo the beody to
provide the necessary fluids) has been translated into an extremely
simple home treatment of diarrhoeal diseases. Fortunately ORT is being
promoted arocund the Qorid, to a iarge extent through the
Diarrhoeal Diseases Control Programme of the WHO, As with many
issues in medicine and science there are improvements to be made; and
during this year what I would consider a major improvement in oral
rehydration therapy, has taken place. The basic idea of oral
rehydratien is that, in diarrhoea the body loses fluid, salts, and
water, and you must drink back or get back into the body those fluids
that have been lost in the proper composition, Twenty years ago, or
even ten years ago, the only way to do this effectively was with an

intravenous needle, which required doctors, hospitals and medical
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paraphernalia. When the discovery was made that, glucose helps the
body to absorb salts and water even during chelera, which is the most
severe of diarrhoeal diseases. It was possible then to t;ansfer the
treatment of even some of the most severe diarrhoeal diseases, such as

chelera from a hospital setting into the home.

Where does glucose come from? In nature it &omes from starch in
the cereals we eat, and from sugars, Starches could be conceived of as
long necklaces of glucose molecules. Our body is designed to digest
gtarch into glucose and absorb it for use, principally for energy. From
basic studies carried out mostly at the Centre it was shown that the
digestive enzymes responsible for converting starches into glucose are
.present in a high level during diarrhoeal disease, therefoie, it is

reasonable to think that you continue digesting cereals during diarrhoea.

Three or four years ago a series of hospital-based studies were
carried out both in Dhaka and subsequently in Calcutta and have.
been recorded in the literature., These studies showed that rice is a
good source of the material by which salt and water c¢an be transported

into the body during diarrhoeal disease.

One of the problems of oral rehydration was that, although you could
drink sugar and water and salt solutjion, remain in good hydration and

not die, the diarrhoea continued. One of the advantages of using rice
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for oral rehydration base, rather than glucocse, is that, diarrhcea
amount and duratieon is cut almost in half; Therefore, 6ne can say to
a mother or someene taking care of a child that "Yes, if you use ORT
with a cereal, (meaning rice,) you can not only expect to have good
hydration but you can expect to have les;.s diarrhoea and probably less
duration of diarrhoea”. So oral rehydfation therapy becomés both a

replacement sclution and a treatment solution.

Up until now we have tried a variety of drugs as antisecretory
agents, most of which have not been very effective and some of which
have been harmful. So I think that this finding of the Centre indicates

that we have not yet pushed oral rehydration therapy to the limit,

There are further developments beyond this. Therefore, the World
Health Organization, which has to deal with instructions for all the
countries of the world, will have to think over the next few years how
to adapt the improvements to-oral rehydration therapy, as will we; and
this will be a necessary cooperative effort, We will alsc need to push
oral rehydration to its limit, which could bring a very great reduction

in diarrhoea as well as dehydration.

There is another benefit of this discovery: nutrition is maintained
very well if one eats and absorbs food during diarrhoeal disease, and

using rice we get very many more calories and nutrients into a child
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or an adult during the course of diarrhoea. So we feel this is a
finding of major importance., For that reason we have done two things
this year, One, we have begun a small-scale field triai in rural
Bangladesh, where the sugar-based ORS and the rice-based ORS are under-
going comparative trials. Secondly, in the ICDDR,B hospital you will
not find ahyone drinking sugar-based‘oral rehydration solﬁtions any
more —-—- every one is drinking rice ORS. We are utilising Urban
Volunteers--mothers from Dhaka slums to cooperate in our programmes.
They learn how to prepare rice ORS for patients, at the ICDLR,B,

and then do the same at home for their neighbours to learn.

This, in brief, is rice ORS, We foresee additional improvements,
which means that we will have to regularly improve and modify the
instructions, - It also means that in each national setting, there will
have to be adaptations in how a cereal-based oral rehydration solution
should be prepared. This means a lot of fairly practical research in
country settings, but I think by doing that we will have a very strong
attack on diarrhoeal disease and the complications of malnutrition which

follow it.

One other point, in order toc push oral rehydration therapy to the
limit, a good deal more research in basic science is needed. What sort
of basic gscience? We will have to study in detail the way the

intestinal tract responds to the use of different cereals, food-stuffs,

R —
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and proteins. We might deal with synthetic polyglycine, a protein

made up of a single amino acid; so these are getting quite esoteric.

I will not go into details but simply indicate that there is a
continuing job of basic physiology in transport science that must go on,
which can be c¢arried out both in more sophisticated settings as well as

. in places such as Bangladesh.

The_second development I would like to mentiop, has to do with
preventive measures for cholera. Although we tend to think that
cholera is not a problem in most countries of the world any more,
actually that isn't the case, Most educated pecple I talk to believe
that cholera is not a problem in their country, or.in most countries,
but I can report that many develcped countries have cholera declared as

an endemic problem, as well as countries like Bangladesh.

Despite many years of intensive investigation, the cycle of how
cholera spreads, and where it hides when it is not in epidemic form,
has not been solved. So this must be the subject for a basic fiela
research and laboratory research effort. Often people say, "The Centre
has been there for twenty years; why is cholera still there?" ﬁell,
if every medical research institution in twenty years could eradicate
a disease on which they are working, we would live in a much better
world from the health point of view, Unfortunately we are still

grappling with how to prevent cholera by means of vaccines or immunity.
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This year, after five years of basic research on how the body
defends itself locally in the intestinal tract and digestive system by
antibédies, we have an oral cholera vaccine. This is a new concepﬁ, |
previous cholera vaccines were what you received by injection when you
were travelling to a country that was thought to be proﬁe to cholera.
The injected wvaccines, unfortunately, have proven ineffective and there-
fore are required by only a very few countries in the world, mainly in

Africa. Bangladesh dropped its requirement about five years ago.

The oral vaccine trial project has been taken up Jointly by the
Government of Bangladesh, the World Health Organization and the Centre. .
We are in rural Bangladesh to try out what appears to be a poténtially
effective, killed, oral cholera vaccine. There will be large-scale
field trials in a population of about 180,000 people in rural
Bangladesh, starting in early 1985. The preliminary trials have been.
carried out during 1983 and 1984 with volunteers in Sweden and the
United States. We don't know what the outcome of the field trial in
Bangladesh will bé, but we think the initial evidence is good enough to
justify a chelera vaccine field trial. So, we hope that perhaps next

year we will have some good news on an oral cholera vaccine.

The next thing I would like to mention is that we are dealing with
populations that not only suffer diarrhoeal diseases but many other

problems, We do not feel it is ethical to approach only diarrhoeal




- 15 -

_diseaéé, and not lock at it, in the context of primary health care and
maternal and child health. So you will find the Centre immunising
young girls before child-bearing age and mothers, against tetanus.

You will find us immunising children againét measles and taking steps
to improve nutrition, to prevent vitamin-A deficiency and related
blindnesg, which don't seem related to diarrhoeal disease; we feel that
our diarrhoeal disease research programme or service has to be in a
setting of general primary health care. The only difference‘between
vhat we are doing and what others are doing, is that we are taking only
five or six steps which we know through research to be highly effective
in averting death and disability, principally in children., By taking
these measures, we have been able to show that one can markedly reduce
the death rate without great improvemént of the resources in a rural
area of Bangladesh; and, indeed, by offering family planning, markedly
reduce the rate of growth of population.because there seems to be a
greater willingness to have fewer children when they are less likely to
die. This has been of enough interest to the Government of Bangladesh
that tﬁey, during.the past two years have asked us to form a partnership,
whereby we are trying to see if we can assist in implementing through
the Government health system some specific measures in the context of
their own health care system. I think by next year we might be able té
say how successful that has been. We do see improvements in health in
Bangladesh through the Government health system, even without the special

emphasis on these measures to attack diarrhoea and other easily



- 16 -

contreollable diseases. It is of course apparent that other countries
besides Bangladesh suffer from similar problems of diarrhoeal disease.
In cooperation with WHO and UNDP, we have had the privilege of training
many people from many developing countries, basically on the simple
‘measures by which you can take care of diarrhoea patients, perform
laboratory tests to control and to recognise the causes, and also how
to measure the magnitude of the diarrhoea~-problem in a field setting.
Through this training programme we have become acquainted with people
from many other countries facing problems of diarrhceal diseases, and
consequently there has been an increasing number of requests to the
Centre for fairly practical assistance to design settings for the care
of diarrhoeal disease, to train their own people in-country, and to set

up field laboratories and other assistance.

We have tried to respond te these requests, and have during the
past year, established a project in the Eastern Province of Saudi
Arabia. We have responded over the past three or four years to a
request from Indonesia, and as a result now increased our assoclation
with them. We have also responded to several other countries, including
one in Africa, one in South America, to see in a preliminary way what
we can offer that would be of use above and beyond the resources of the
global agencies éuch as WHO and UNICEF. This has been done with the
full knowledge of all of these partners and we would hope that, because

the problem is very big, the few resources we have to deploy can be
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used in the most effective fashion. We do see as part of the Centre's
responegibility, the ability to provide specific assistance, when
requested, to people from countries that we have been training, and we
hope te continue doing that.

t .

One of the key focli of this assistance is to develop settings in
other countries Ghere research can be done., Because, we feel that there
is need for a great deal of research at both, the practical and some-
times the basic levels, in developing countries thch face the problem
of diarrhoeal disease. Until this research Eaéability is developed,
progress will be relatively siow. Our main emphasis would be to get
colleagues, who have already worked with us, to establish research in
their own country settings. I think this is completely congruent with
the goals of the Control Programme for Diarrhoeal Disease; Dr. Merson

may want to comment on that.

Finally, I would like tec say that we have had the privilege of
establishing an information system for diarrhéeal diseases with the'help
of Canada, by which we can share the information we have with many other
countries., We have initiated the publication of the gquarterly Journal

of Diarrhoeal Diseases Research, which has been well received and has

a good deal of material coming. We have held two sclentific
conferences on important issues revolving around contaminated water in

conjunction with control qf the spread of diarrhoeal diseases. There
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are some significant problems we face right now, which I have mentioned
in my introduction in the Annual Report and I would like to call your

attention to those.

Diarrhoeal diseases do not happen in isolation. A main cause of
death now in the patients that we treat is pneumonia. At ocur treatment
Centres, we don't get deaths from dehydration any more; and deaths due
to malnutrition have almost been cobliterated after using the cereal-
based ORS and intensive feeding programmes in the Dhaka Treatment
Centre, So what we confront now as the biggest single killer, in rural
Bangladesh is acute respiratory disease - pneumonia. I can say that
we are almost totally igneorant ef its causes and we feel that this will
require attention as we get better and better control of the diarrhoea

problem,

I think I will stop my discussion on the programme of the Centre.

It is not a comprehensive one, but I would like to move on now to the

budget.

The next item is the budget, and my presentation will be brief. I
will try to give you the dimengions of the budéets we are working with,
and will be happy to go into detail at a later time in response to
questions. In doing this I would point ocut, since I come from a

developed country, that the budgets we are working with for the most
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important health problem of the developing world and a serious one still
in developed countries, is of the magnitude of a divisional budget in a
department of medicine in my own country. This is certainly not an

enormous resource to apply to these problems.

6u;'budget in 1983 Qas.originally $ 6.5 million, but because of
delayed realisation of contributions, we have controlled our expenditures
to a level of slightly under $ 6 million this year., Although we.have
been productive, I believe we could have been more productive had we
had our full budget, We have a shortfail, as you will notice in ocur
statement, This has been subsequently covered by fhe receipts, as
expected, so that financially I think we are in a éound position at the
present time. Several important steps have been taken during'this year,
we now have a planned éet—aside for capital improvements, so that we do
not continually live with decaying equipment and inability to replace
it. We do have also established from our own side a Reserve Fund,
which T will discuss in a moment.

T .

The budget for 1984 will be close to § 7 million, which is really
a level budget. Currentl; we have commitments of aboué $ 6.5 million,
and the Trustees have‘authofised expenditure up to the level of § 6.2
million. T hope in June, I can persuade them to increase that ceiling
because I think that level of budget wou}d be damaging to our work.

Mr. Bashir will address the shortfall in his remarks. In 1985, the
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budget will have to increase if we are to do our job. We have been for
three years at essen;ially a level budget in order to come to a more
stable position. We havé 5ecome much more efficient by tackling our
financial system and many othex things which come up in growing from
a small project, to an international institution with many participants.
The ordinary increase from inflation from $ 7 million would be about
$ 7.7 million. In order to push the applications of the cereal ORS and
Athe science related to that, we would like an incremental expenditure
of about $ 200,000 over that level budget. In addition, we feel the
technical cooperation we can offer to other developing countries in
view of the demand we receive, should alsc have incremental expenditure
of about $ 300,000 beyond a level budget, which brings us up to about
$ 8.2 miliion. We will also carry out the vaccine trial; since we are
doing it on a large scale with three simultaneous comparisons in
180,000 people, it will be expensive: costing about one million dollars,
We hope that will be added on top of the budget rather than Eutting
things which are ongoing, are very important and necessary.
in 1985 we are going to endeavour to increase our budget  to the order
of approximately $ 9.2 million. This is a big challenge, particularly
in the curren£ times. I think this is all I will say about the budget,
I can go into any details anycone would like duriné the discussion, but
'

I would like to concentrate on the major overall issue of where we are

headed,
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Finally, I would like to make a comment on a new iﬁitiative, the
Regerve FPund. We haverdistributed a draft document-f;r yvour
consideration. I would point out.that the Centre does not have any
single sponsering government, or agency; it has a consortium of about
22 countries and agencies that have been willing to support us each
year. As best we all try, there are still delays in realisation of
funds. These delays force us, if'we are to continue programmes, to
borrow from the bank. I think all of us would agree that this is not
an effective use of precious rescurces which should bhe going into thé

field. Therefore, we feel a Reserve Fund should be establighed.

A second issue is that as we move with a greater number of

. interested parties, countries and agencies, there are more and more
good ideas for projects, both from us and from other agencies;
consequently funds may become very much tied to specific prejects over
specific time periods. But often situations arise in the field that
dictate that we should take up a new priority, that we shouléd get going
on an apparent problem and we cannot afford to wait for a year or two
until we convince someone that this is important. This kind of urgency,
after all, is one reason why we are in the field. Therefore, there is
another need for a Reserve Fund which should be available to the Centre
and protected from the influences,'usuallylof the best-meaning of
peoplé, who are offering projects. Thus, perhaps there shouid be an
income from a Reserve Fund that could be expended in this way. T will

leave it up to you for thinking how much that might be.
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Finally, we are in a devéloping country situation, a small country
with limited resources, with a hundred million people with many very
difficult problems to solve well beyond diarrhoeal diseases, Situations
arise where they may not be able to give us the support we require,
There may be difficulties in others providing resources to us and,
therefore, there is an emergency preparedness issue., I can say that in
the time I hgve been in the Centre we have been through, in partnership
with our colleagues in Bangladesh, several wars and natural
catastrophes. At times this has limited the ability of the Centre to
have resources available to it. I think this is a serious issue, and
it is unfair to the Govermment of Bangladesh to put them in a position
where they would have to coﬁe forward, because they have shown great
interest, and expressed and demonstrated that interest, in the value of
the Centre, Therefore, I think the Reserve Fund should also approach

that issue.

These are the main points for the Reserve Fund. The Trustees two
years ago had indicated that an overall size of this, although it may
sound quite astonishing, is aboﬁt ten million dellars, Certainly we are not
going to raise that in the next one, two or even five years; but I think
it is a reasonable target, and five million dellars should be satisfactory as

a first goal.
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- Thank you very much for bearing with me through this trilogy of
presentations. I would be happy to answer questions after the

presentation of my Associate Director for Rescurces Development.

MR, MASHLER (UNDP):
Thank you, Dr. Greenough, for this lucid presentation of the

programmne and the budget. Dr. Freij of Sweden.

DR. FREILJ (SWEDEN}:

Mr. Chairman, I would like to ask a& question about the research
training issue. It is our interest thatlICDDR,B training programmes
‘are mainly focussed on the ﬁore practical aspects of diarrhoeal diseases
control, oral rehydration and management control programmes, etc, Less
emphasis seems to have been given to research training; and I think
this is what Dr. Greenough hinted, also. wé feel the organisation of
research training programmes would be a very impo;tant tagk for an
international research centre like ICDDR,B. Perhaps Dr. Greencugh could
comment a little bit more about that. What are the plans for the

future?

DR. GREENOUGH (ICDDR,B}:
Thank you fer that comment. I agree that this is a very important
point, First we should define research. Research, we believe, is

basically the process of answering questions by scientific
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investigation. Those investigations might be in the field, they might
be in the hospital, they might be in the home, or they might be in the
laboratory. We do not define research by the particular tool with which
it is done. The training that we have given for management of
diarrhoeal disease and for its diagnosis has been of a practical

nature; it has been dedicated toward bringing people of other

countries up to the point of the state of the art in which we find
ourselves., We often find that they are now carrying out research
protocols either stimulated by ourselves or by the Control Programme

for Diarrhoeal Diseases, which offers a mechanism for financing research
from participating countries. This year we held the first workshop to
bring together people from the designated centres of WHO to Dhaka, to
have an intensive session on developing research. I hope that we will

now do a lot more of this,

The second thing is that we often have course participants come
back as fellows, in which case they develep a research protocol., We
have a fairly individualised research training situation; often the
fellows are funded by WHO to enable them to come and spend the three to

six months that might be necessary to accomplish this, >

Tiirdly, we have been encouraged by our Board to provide more
specific research-oriented courses, such as on the technology of

recognising enterotoxins, or perhaps specific diagnostic methods for
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one or another cause of diarrhoea, This we have not yet done; we had
scheduled it for 1984, but I am afraid that more pressing priorities
have displaced those more specific course until into 1985, Also, as I
pointed out, we have been short of funds. We have truncated our
programme, and so we have continued that as a more urgent priority at
.
present. This is one of the difficulties of having diarrhoea on your
doorstep: we do give a great deal of service and attention to getting
simply the most immediate tasks done. Our priority, however, 1s.to
emphasise research training, go to more specific research-oriented
courses, and we would expect them toc be both in the laboratory and in

field methodology.

MR. MASHLER (UNDP):

The Representative from Bangladesh.

MR, MOSTAFA (BANGLADESH) :

Thank you, Mr. Chairman. I would like first of all to thank
Dr. Greenough for his very lucid statement describing the progress of
the ICDDR,B and also the need for funding for next year_and future
years. I am one of the Trustees of the Centre, so I know a little bit
of the activities which are going on; but I would like to ask him two
or three specific questions for the information of others who are
present in this meeting. The Centre is located in Bangladesh, and the

imptession might be that the benefit is confined only to the people of
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that country. What is your assessment as to how the Centre is helping
other developing countries which suffer from this type of disease, and
what is the extent of assistance that you are giwving to other countries

having this type of problem?

Second, in the course of the last few years how do you find the
Centre has progressed in obtaining this objective of control of the

diarrhoea and cholera research?

MR, MASHLER (UNDP):

Thank you Mr. Mostafa.

DR. GREENOUGH (ICDDR,B):

The details of the assistance we are able to provide to others can
be seen in the Annual Report under the Training and Technical Co-
operation section, This year, we have provided assistance in one form
or another to almost 50 developing countries. For most of these
countries, the initial step is bringing professionals to the Centre,
because we have the facilities and can demonstrate for them what we are
doing in Bangladesh, both on our own and with the CGovernment health
programmes. After they return to their own countries, we usually keep
contact with them, and from this base, come specific requests., We also
try to respond to requests for technical assistance from other countries

and from agencies such as UNICEF, if it is within our ability.
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The Government of Bangladesh has taken an active fole in using the
Centre as a resource in Bangladesh, in response to requests tﬁey have
utilized ICDDR,B to help neighbouring countries in South and East Asia.
For these reasons, we would like to seek incremental funding into various
aspects of Technical CooPefation among Developing Countries. We have
some support for that now promised from the Federél Republic of Germany,
but we see this as a situation where there is a great demand and there-
fore need further resources, since we are quiée limited in how much we can
spare. We hope we can muster our resources along with those of UNICEF
and WHO and others, to begin to meet the demand. I am very pleased
that we have come to the stage where governments understand the need for
technical health assistance and request it. Now I hope that this demand
can be met. Now a comment about Mr, Mostafa's second question, regarding
control of cholera. I think Bangladesh may have more notoriety about
cholera than any other country in the world, because they had the
courage and foresight to establish a Cholera Research Laboratory and now
have an International Centre for Diarrhoeal Disease Research. So, as
good as our institution may be, it also has a negative side efficiently
projecting the actual disease data, This ﬁay potray Bangladesh as a
country, the only country which has so many problems with diarrhoeal
diseases, which of course is not correct. Cholera and other
diarrhoeal diseases are problems faced by over 70 countries in the world.
More and more of these countries are willing to report and tackle these

problems in a open way,
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As I said earlier, the main hope for control of cholera and other
diarrhoeas rests either in simple measures like hand washing inside the
home, or in vaccines, There is a missing piece of knowledge, as I
mentioned: where does chelera hide in nature, when is it not epidemic
in men and women and children, and where does it return to in nature?
This is something that we would very much like to solve. Because if we

did, then we could offer more for control of cholera.

MR. MASHLER (UNDP):

Thank you, Dr. Greenough. I would like to ask a question as a
follow-up to Dr. Freij on science training, as I know that the issue of
training is a perennial one, not only in this Centre but in all kinds
of other Centres; 6bviously the transfer of scientific knowledge is a
key issue in disseminating the work of the Centre into other countries.
It has been my experience over the years that training is one need that
can be filled, not necessarily from core funds, but from training funds
which could be financed through bilateral funding -- out of country
specific funding from the bilateral denors, who could, for example,
find out 4 number of trainees who could be sent to Bangladesh and then
return to their home countries to be integrated inte research activitie
there, Such funding would make life easier for the Centre. This is
really one area where, in many institutions, both in the field of
agriculture as well as in medicine, we have been able to marshal funds

in the manner described, very satisfactorily, because very often these
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are one shot operations, Althougﬁ being repeated the next year, it can
always come out of bilateral pockets more easily that from international
pockets which finance the Centre. I simply am throwing this open as a
suggestion to be pursued both by the Centre on one hand, and the
bilateral programmes on the other. Are there any other questions? I
see none, Would Dr. Merson like to make a comment or a reference on

the two points of Dr. Greenough's speech.

DR. MERSON (WHO):

I have no specific comment. I more or less,agree with the point
Dr. Greenough made, that the critical issue in research is to develop
the national capabilities in developing coﬁntries for undertaking
research as much as possible in the countries concerned. I think our
efforts of the Global Programme and as Dr. Greenough mentioned of the
Centre, is to do what we can to strengthen national capabilities.
Regarding the comments made by Dr. Freij concerning research training,
I can say tﬁat in our own Technical Advisory Group meeting in March we
were asked by our Advisory Group and are now launching on a major
initiative, especially in the area of epidemioleogy research training,
which as you, Mr. Chairman, know very well, has been a problem in that
sector. And, we are trying, in fact, to combine our efforts with TDR
in this area of epidemiology research training. In fact, I knodw
Dr, Freij, himself, has had a long-term interest in this area. I think

the area of research training, especially in epidemiology, remains in
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my opinion, the biggest gap we have in diarrhoeal disease, as well as

in TDR; I don't think there is any difference in that respect. I think
that the issue of how to best get this training done is controversial ——
hew much should be done in the country and how much people should be
sent out of the country. One needs to have a delicate balance in this
regard and I think we are grateful for the Centre's interest and
continuing activity in this area. I think both the Centre and the
Glebal Programme are going to continue to put a great deal of emphasis
on it. I think that if one looks at the world today, compared to five
years ago, there are certainly through the Centre's efforts and through
the Global Programmes efforts, something roughly like fifty developing
countries where diarrhoeal disease research is going on. Now the
question is how to improve that research and how to strengthen and
build on the existing research. I think this is where the future stands
in terms of research training, I can only endorse, therefore, the

comments made by Dr. Greenough. Thank you.

MR, MASHLER (UNDP):

I am very pleased you said that, and I hope we can agree that this
matter should be kept under review in the years to come and that we can
report on activities that can be organized in a meaningful way; not
neceﬁsarily taking the whole field, but just moving ahead so as to meet
Dr. Freij's point, Which is not just his point, this point has been

made before, but, making the point in the sense that we look at the
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training issue per se but alsc lock at it in terms of financing. I

think this may then meet all of our expectations.

I see we have a gquestion from the Representative from Norway,

Ms. Fjellang.

MS. FJELLANG {(NORWAY):
Thank you, First of all I would like to thank Dr. Greenough for
a most interesting report. I regret to bother you with a detail

question but I do not find the information in the documentation. I

.
.

would ask if you could please repeat the components of the budget that

you are presenting for 1985, or do I find it somewhere?

DR. GREENOUGH (ICDDR,B)¢

The 1985 budget has not yet been presented to the Board of Trustees;
that will be done next week, Ordinarily this C.G. meeting is carried out
after the Board meeting; this is the first year we have had it hefore.
However, the budgetlis, excepting the incremental items I mentioned,
distributed approximately as it has been in the feollowing way: We héve
five scientific program areas and the Training, Extension ang
Communication Programme. If everyone is interested I could read them
out. I would say this is not an épproved or vetted budget by the
Board, but I have the breakdown as it exists in front of me, either by

categories of personnel services, local international contractual
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services, supplies, materials, depreciaticn, etc. And, I have it broken
down programme wise in comparison to the 1984 budget as its latest
construction. Maybe the easiest thing would be just to share this with
you, understanding that this is not a vetted document by the Board;
therefore, it is not a public decument yet, but this is what we will be

presenting to the Board next week,

MR. MASHLER (UNDP):

I think we will photocopy this, it being understood that it is an

informal unapproved budget.

DR, GREENOUGH (ICDDR,B):

Let me say one other thing on the budget. Reviewing the
distribution of the budget, since I have been out during this last ten-
days' period when my finance people have put together our suggestions,
I can see immediately by looking at it, the vaccine frial is, I think,
in the community services research instead of the disease transmission
programme., However, it would be there. It will probably show up
differently when we get through with the Board meeting, so except for
details of that sort, the breakdown is QHite okay. The vaccine trial
being an item of almost a million dollars, will change the budget if it
is put in one place or another, BAs I look at the figures I think thaﬁ
is what has happened; it is in the CSRWG, which is responsible for the

Matlab field trial area, but in fact, since it is principally
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epidemioclogy, run by an epidemioclogist, I probably will put it in
another programme. That also will balance the programmes a bit

better than they appear in this budget. Thank you.

MR. MASHLER (UNDP): .
Thank yeou, Dr. Greenough. I, see we have a comment from the

Representative from Canada.

MR. SPERBER (CANADA):

I just again 'would like to join my colleagues in congratulatiﬁg
the Director on a very very lucid report and also congratulate the
Centre on winning several awards -- the Director winning the King
Faisal Award and also the MauricePate Award from UNICEF for the

Centre,

One question I would like to ask: Perhaps Dr. Greenough could give
us some progress or some information on some of the other areas the
Centre's involvement. I am thinking particularly of the demographic

surveillance system,

DR, GREENOUGH (ICDDR,B):
In my presentation I have tried not to indicate which country or
agency has supported which work. My basic belief ‘is all of our

participants, even if they are supporting a single project, should
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back to the establishment of the Reserve Fund because these two issues

are closely linked.

MR. BASHIR (ICDDR,B):

We live in a world today where we see humankind, especially in the
déveloping countries, taking great strides to improve its economic
condition. Economic development,'to be truly meaningful must have
concurrent development in the health sector., Unfortunately, even
amidst the humdrum of these tremendous economic development programmes,
we still see one of humankind's oldest enemies -- diarrhoeal disease -~
continue to take its annual toll of upwards five million lives, mostly
those of YOung children in the homes of the poorest ©f the poor. Every
year we still experience at least one billion episcdes of serious
diarrhoea, causing wide spread debilitation and death. Its youﬁg
victims who are fortunate enough to survive, are often denied a full
productive adult life. But thanks to more than two decades of research
at the International Centre for Diarrhoeal Disease Research, Bangladesh,
its predgcessor, and to combined international efforts, we can now see

the light at the end of the tunnel.

TCDDR,B's two-pronged approach to the diarrhoeal disease problem,
first through the development of simple, cheap yet effective intervention
techniques, and second through dissemination of this knowledge world—wide

'haé contributed significantly to the international awareness of this
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disease. The Centre is now not only developing new technologies, but
also spreading the knowledge obtained through research among a large

number of countries.

The oral rehydration solution which is saving millions ofrlives all
over the world today was developed in its current form at the Centre.
This has been acclaimed as potentially oﬁe of the most important, signi-
ficant medical aavances of the century. Continuing with this research,

we are now field-testing the next generation of ORS based on cereals.

Mr. Chairman, we todqy have the tools with which we can control
diarrhoea and are developing the community-based models which can easily
be adopted by the developing countries. This has been made possible
through continued active sﬁpport of our donors. However, to achieve

our ultimate objective, we need further support from the donors.

As in the previous years, a major focus of the Rescurces Development
Programme has been to seek new donors for the Centre. I am pleased to
inform you that last year severéi donors have given their support to
ICDDR,B and some existing donors have renewed their contribution to

the Centre. Co-

The Canadian Internaticnal Development Agency has for the first time

extended its support to the Centre, The CIDA contribution will be
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applied in two vital areas; first to the Centre's demographic
surveillance system which is the largest system of continuous
registration of vital events of its size and kind. Second, with CIDA
assistance, a new large computer, suitable for scientific applications
is being installed. This will enhance, to a great extent, the data

management capabilities of the Centre,

The Centre also secured the assistance of the Arab Gulf Fund in
1283, The Pund has extended partial suppert to the Centre's Urban
Volunteer Programme, The community-based models developed here will be
available for replication throughout the developing countries. AGFUND
also funded the Centre's training and international fellowship
programmes and the purchase of basic equipment needed te upggade the
Centre's specialised laboratories. This valuable support will go a long

way in mitigating the sufferings of the poorest of the poor.

Bglgium alse agreed to extend partial suypport to the Urban
Community Programme and to support the Centre's staff development
through traineeships in Belgium, In addition, services of three
scientists/technicians, were made available to the Centre under the

Belgium technical assistance programme.

Last year UNICEF announced its long-term support.to the Centre's

vital research, training and extension activities. The UNICEPF grant
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was applied to the Centre's training programme, water and sanitation
programmes and te the development of the cereal-based oral rehydration
project. This new generation of ORS which is currently being field
tested, holds the promise of revolutionising the currently Available

sucrose-based packeted ORS.

The BRga Khan Poundation, which in previous years partially funded
the development of the cereal-based ORS at the Centre, has also provided
seed money last year for study of ORS based on cereals other than rice.
Results of this research will be applied to those countries that do not

use rice as their staple food.

France made the services of a French scientist available to the

Centre and agreed to support his werk at the ICDDR,B.

The Ford Poundation, which supported the transition phase of the
Centre from the Cholera Research Laboratory to the ICDDR,B, extended its
support for an epidemic centrel preparedness project. This programme
will upgrade the natienal health personnel's capabilities for diarrhoeal

disease surveillance, management and control in epidemic situations.

One of the most important new develcpments in 1983, has been the
preparation of the base for the Centre's international extension

activities. The South East Asian Health Minister's meeting recognised
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ICDDR,B as an important resource centre in management and control of
diarrhoeal diseases. These countries, through the Government of
Bangladesh, requested technical assistance from the Centre under the
Technical Cooperation among the Developing Countries. I am pleased.to
inform you, Mr. Chairman, that the Pederal Republic of Germany agreed.
to support this programme and will partially fund this activity which

will be undertaken during this year.

As I mentioned last vyear, thg Indonesian Government requested and
received ICDDR,B assistance to combat an outbreak of cholera in one
of their provinces. In view of the successful intervention, the
Government of Indonesia has again reguested ICDDR,B's technical
assistance. A tripartite agreement between Indonesia, ICDDR,B and USAID

as the funding agency, is now being negotiated.

The Ministry of Health of the People's Republic of China has
expressed keen interest in developing collaboration with ICDDR,B. During
the past years a large number of Chinese scientists have been trained in
the Centre. Recently an official Chinese delegation wvisited ICDDR,B.
Areas of collaboration have been identified and we hope that under a
tripartite arrangement this technical assistance can be extended to the

People's Republic of China in the near future.

As I reported last year, in the Gulf region, ICDDR,B has set up a

diarrhoeal disease control centre in Saudi City of Dammam. This
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project, which became operational in 1983, is fully funded by the
Kingdom of Saudi Arabia. This will provide a base from which the’

problem of diarrhoeal disease can be contrelled in the region.

Furthermore, under tripartite arrangement with UNICEF, ICDDR,B
teams have carried out feasibility studies in Tanzania and Columbia to
provide technical assistance to UNICEF activities in the field of

diarrhoeal diseases in those countries.

Commitments by several long-standing donors to ICDDR,B were renewed
last year., This was a very important event, as their support constitutes
the backbone of the Centre's activities. Australia and the United
Kingdom, both of whom have been donors of long standing, have renewed
their support to the core fund. Switzerland renewed its support at ai
enhanced level and Japan, which became a donor in 1982, included ICDDR,B

in their regular aid-giving budget and renewed their support in 1983.

SAREC of Sweden, a long~-time supporter of the Centre, alsoc renewed
its financial contribution at an enhanced level, both to core and project

activities for another two years.

UNDP renewed its funding to the Centre's clinical and immunoclogical
programmes for a second four-year cycle. USAID-Dhaka also renewed its
project support to a tripartite arrangement in Bangladesh. The Population

Council and IDRC (Canada) also renewed their project support in 1983,
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ICDDR,B is planning an African Conference on Diarrhoeal Diseases
in Tanzania by the end of 1984, CIDA, Canada, has already committed

their financial support to this conference.

A special mention must be made regarding Bangladesh's contribution
to ICDDR,B. ©Our host country, in spite of its own financial constraints,
has always extended its support to ICDDR,B and continues to provide cash

and in-kind support to the Centre.

In the field of collaberative activities, during the last year
ICQDR,B established scientific collaboration with several institutions,
both in the developing and the developed countries, These institutions
are the Australian National University, Australia, ORSTOM, France, Free
University of Belgium, and G&teborg University of Sweden, and in our
host cduntry, Bangladesh, with Bangladesh National Research Council and
the Institute of Post-Graduate Medicine and Research. In addition, the
Centre continued a long-standing collaboration with the Johns Hopkins

Univérsity of U,S5.A.

Mr. Chairman, our budget for 1984 is US $ 7 million. Our Director
has already placed the budget before you. The prevailing political and
economi¢ situation of the world today has made resource development‘
activities very difficult and we still have a shortfall of half a

million dollars in budgetary requirements for 1984. This money,
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Mr. Chairman, must be raised for the smooth operatioﬁ of ICDDR,B and
for the implementation of its plans for 1984. i earnestly reqaest the
donors to come forward and meet fhis budget shortfall so that ICDDR,B
can continue with its activities and bring the fruits of its research
into the homes of the poorest of the poor in the de&eloping countries

where it is needed most, i

Finally, I would like to mention here our capital development
programme. In 1983, ICDDR,B completed the construction of one floor
of its new building, which has been built, on four acres of land donated
by the Government of Bangladesh, with funds from OPEC Fund and Saudi
Arabia. This bullding houses the clinical research and treatment centre
facilities. However, six more floors of this building and ancilliary
structures will still have to be built. In the two rural field stations,
Matlab and Teknaf, ICDDR,B has already purchased the necessar& land.
Physical facilities now need to be constructed. With the steadily
increasing scope of the Centre's activities, it is of the utﬁost :

importance that we build our own facilities. ..

We have approached several agencies for support to our capital
development programme, including OPEC Pund and the UNCDF. We hope
other donors will extend their support to this important programme of

the Centre,
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Thank you, Mr. Chairman.

MR. MASHLER (UNDP):

Thank you, Mx, Bashir. May I say from the outset that both
Mr. Bashir and Dr, Greenough cannot be bested for having tried, because
ihey have been travelling both professionally in search of money all
year and have done amazingly well. The fact that we still have a
budget gap of half a million dollars is semewhat disappointing, but at
the gsame time it is heartening because on previous occasions we had
much bigger budget gaps. It is my hepe that we can find this half
million dollars from the donor community becayse, indeed, the Centre is
working on a very lean budget, T had an epportunity to visit the Centre
last November and saw the new facilities for the first time, although I
had been helping in getting that money for the first floor. This was
the firét time I 414 see it and it is a distinct improvement over what
existed in Dhaka before. The facilities, if they can be completed with
relatively little money (and there are ways and means of doing this,
partly from the donor community and there is another way which we are
trying to go, by the OPEC Fund together with the Bangladesh Government)
would, of course, make a tremendous difference ~~ not only to the Centre
but also te Bangladesh itself because Bangladesh is the first country to

be served by the Centre,
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This raisezs, of course, the question of the Reserve Fund which is
intended to overcome budget gaps and the need for external borrowing.
The idea is not a new one; it is perhaps, a new one for the Centre. It
has been tried in the context of other international endeavours,
particularly in the international agriculture research centres, The
one big problem we have is that gevernments in particular, and certainly
international organisations are not uwsually in a position to make
contributions to a reserve fund because governments would like to fund
operational projects and not reserve funds, however laudatory is their
intent. But there are other organisations that may be able to provide
funding for that purpose, and possibly there may be ways in which the
budget itself may ke so structured to perhaps put aside certain funds
for reserye funding activities. I wender whether Mr. Bashir has any
specific ideas on this issue,

;

The fact that I raise this point on governments and international
organisatiens not being able to centribute te the fund is almost
statutory and, therefore, however much we endorse the idea, I would
simply say that teo avoid extensive discussion, we're all in the same
boat on that one. That leaves‘out, however, private foundations and
possibly private endowments that. might be sought outside the govermmental
and intergovernmental circles. Could you make any <¢omments as to what
progress you have made in this respect and what prospects there are to

the establisiment of a minimum fund?
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MR. BASHIR (ICDDR,B):

Thank you, Mr. Chairman. The Reserve Pund idea is not new. 1In
fact, in 1982, out of the Japanese Government contribution of
$ 200,000, $ 50,000 was ear-marked as a Reserve Fund., So, in fact

Reserve Fund started in 1982 with the Japanese Government support.

We have now gone through proposals and discussed with a few
donors; the Board has approved a two phased $§ 10 million Reserve Fund
budget. The first phase will be for five million dollars and completed
in five years and in the next five years we will go for another five
million dellars. We are trying to raise and build up our own Reserve
Fund at the same time, as we have mentioned, sétting aside in our budget
a certain amount as a Reserve Pund, We alsc have discussed with the
Ford Poundation and regquested contribution for the transition period,
till such time as we approach other donors. Since the Japanese
Government gave us $ 50,000 initially, there may be some govermnment who
will be interested to contribute as a cne-time grant to our Reserve
Fund. We have explained in our proposal what our intentions are, and
how we would like to use this money. The Centre is facing great
difficulties; we ggt commitments from the various donors but not the
payment in time. Sometimes we have to borrow money from the bank with
a high rate of interest; at times this amounts to half a million to one
million dollars. We need a Reserve Fund to ease this cash~flow problem;

this money could be set aside and the interest would take care of an
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emergency situation. I am quite optimistic and am hopeful that during
the next few months perhaps we will get some commitment from the Ford

Foundation and other governments for the Centre's Reserve Fund.

MR, MASHLER (UNDP) : "
Thank you, Mr. Bashir. May I ask you how much money you have so

far in the Reserve Fund?

MR, BASHIR (ICDDR,B):

The latest -- $ 400,000.

DR. GREENOQUGH (ICDDR,B):

This is as of the end of December, Since December 3lst we have not
been able to set aside more, Of course-that is offset by an overdraft,
but it is set-aside as a reserve, It is intended to indicate the
importance we place on this, We think that some of the agencies and
donors we have discussed this with see this as a necessary next
institutional step -- to develop something less than a crisis approach
to our cash-flow problems. I believe, and since I am responsible for
scmetimes forcing the maintenance of programmes in the field at the cost
of what might be called "fiscal wisdom," I find it very difficult to
think that for a temporary problem you would truncate many of the things
that are going on in either service training or research which are on

our doorstep., I am optimistic that other agencies and perhaps some
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governments will see this as an institutional structural step and a

logical one at the age of five years. Thank you.

MR. MASHLER (UNDP):

Thank you, Dr. Greenough, Does anybody wish to comment? If not,
I would like to make a very brief comment on the question of financing;
it is a perennial one which I keep making in TDR, CDD and ICDDR,B. The
question of funding for medical research and medical activities is
perennially a bad one, Medical research has always been underfunded
internationally, certainly. TDR is perennially short 15% of its
approved budget which JCV approves; CDD is short of funding and so is
ICDDR,B, although ICDDR,B being a scientific entity in its own right
located in a particular place, has had a lLittle easier time of it than
others. But nevertheless, even here you see there is a shortfall of half
a million dollars in an operational budget approved by the Board and in
a budget that is extremely lean. Moreover, this is a voluntary budget
and what we have here is the additional problem of currency fluctuations
which has hit the Centre as it has hit everybody, including UNDP; but
its voluntary programme also is suffering from the éame malaise. But
what is so shocking is that suppgrt for medical scientific research has
been on a very low level, indeed, in relation to other activities. It
seems to me that in the development field, particularly in the developing
countries, the issue of health needs to be raised to the level of other

issnes because if health is not addressed, as I tried to make the point
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yesterday at the Governing Council, the whole issue is going to be lost.
People who are sick and who are debilitated cannot perform to their
level of their daily requirements. It is no good putting all your money
into research and agriculture and other issues when people themselves
suffer the kind of illnesses and in the mumbers they do at this time.

It is an intolerable situation; unfortunately even the govermments in
developing countries are not paying encugh attention to this problem,
since I know of hardly any government that puts more than 5% in its
national budget for health. There are some notable exceptions, but
basically that is the situation. I am sure that all of us need to keep
this very much in mind and this point needs to be reiterated. It is The
crucial issue in development. We talk about employment, we talk about
food, we talk about education, and a whole number of other issues, but
health always is low man én the totem pele. What is even sadder is that,
here we have a Centre working tegether with ¢DD, which has the tools to
do a lot more than it can, and it cannot be done because of lack of
adequate funding. So I woyld appeal to those who are here today and
those who will receive the record of this meeting, to review again
sympathetically, their financing system to see whether some additional
funds cannot be directed to a Centre which has clearly demonstrated
beyond all doubt, as present contributors and their spirit in which they
contribute show, that they have made a contribution that is a yery major
consequence to the developing world and in the disease of aiarrhoea.

That is all I have to say at this point, Thank you.
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Unless there are any other points, I would like to call on the
Representative of the host country, Mr. Gulam Mostafa, who is
Secretary of Health of Bangladesh and is also a membexr of the Board of

Trustees of the ICDDR,B.

MR. MOSTAFA (BANGLADESH) :

Thank you, Mr, Chairman. A&s a representative of the host country,
Bangladesh, in which ICDDR,B is located, it give; me great pleasure to
be here with you today at the fifth meeting of the Consultative Group of
this august body. Today, like on the four previous occasions, we have
gathered not only to review the activities and plans of the Centre, but
also to affirm our commitment to mankind's struggle against one of its
oldest enemies, ﬁamely, diarrhoea. Diarrhoeal diseases pose an enormous
problem for us today. ©On a globél scale an estimated one billion
episodes of serious diarrhoea occur every year. Diarrhoea strikes simply
and silently. It is often only a matter of hours between the onset of
the disease and death. Tt claims some six million lives every year; most
of its vwictims are young children of poor families in developing
countries —- people who, unfortunately, do not have easy access to
medical facilities. Therefore, although diarrhoea prevails over mankind
all over the world, the poorest of the poor in developing countries bear
the brunt of its evil impact. Control and eradication of diarrhoeal
disease also constitutes a development activity. In developing

countries the population is an important rescurce. Diarrhoea
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debilitates millions, often denying them a full productive adulthood,
Therefore, the international focus on economic development, to be truly
meaningful for developing countries like Bangladesh must involve con-
current development in health and social sectors. Control and regulation
of diarrhoeal diseases will truly be a major step in this direction
because diarrhoea is a major killer, causing widespread debilitation in

developing countries today.

ICDDR,B, as you are all aware, has been at the forefront of inter-
national effort to develop viable means of contrcol and ultimate
eradication of the disease: As its host country, Bangladesh takes
great pride in ICDDR,B's achievements which include the development of
the first single intravenous fluid replacement solution, the Dhaka
Solution, and the ORS. The ORS is being distributed worldwide hy WHO
" and UNICEF and is widely used in the management of diarrhoeal disease.
The sucrose-based ORS still has some production and logistic problems.
Indeed, for poor villagers in developing countries, who are fighting
for their very survival, it is not considered very inexpensive. To
overcome these drawbacks, ICDDR,B is currently field-testing a new
generation of ORS,the cereal-based ones. This new ORS uses ingredients
that are readily available in all households and can be prepared and
administered at home before the disease reaches critical proportiéns.
The cereal-based ORS costs a fraction of the sucrose-based ORS and

provides seme nutrition to the patients. For developing countries like
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Bangladesh, with limited medical faciljties, these considerations are

of great importance.

Furthermore, in addition to its research activities, ICDDR,B is
playing a vital role in the field of technical cooperation among
developing countries. Highly effective treatment and service delivery
models developed at the Centre are being successfully transferred to
our national health network and our health personnel are receiving
training in the latest dlarrhoea management technologies. Seven Sodth—
East Asian countries have already sought the Centre's assistance to
develop and strengthen their national diarrhoea management programmes.
A team from the Ministry of Health, People's Republic of China, visited
the Centre last month to discuss technical cooperation with ICDDR,B. In
cooperation with the Ministry of Health, Kingdoem of Saudi Arabia, ICDDR,B
established a diarrhoeal control centre in Dammam. It is expected that
this centre will serve as a base for ICDDR,B's future activities in the

Arabian Gulf region,

ICDDR,B has also developed several programmes under tripartite
arrangements, In cooperation with UNICEP, teams of ICDDR,B have already
visited Tanzanla and Colombia to study ways by which the Centre can
strengthen these égencies' ORS and diarrhoeal disease management
programmes in these countries, Under similar arrangement with USAID,

ICDDR,B is assisting Indonesia to strengthen its diarrhoea management
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programme. This programme involves technical assistance by ICDDR,B
scientists in Indonesia, and training of Indonesian health personnel at
the Dhaka Centre. The Canadian International Development Agency is
coming to the support of ICDDR,B to hold a conference on diarrhoeal
diseases in Africa. This conference will initiate research training

and services in African countries.

Mr, Chairman, ICDDR,B is a non-profit organization sclely dependent
on donor contributions to support its research training and service
activities. It often faces resource gaps in funding new research and
emergency activities such ag intervention in outbreaks; Centre interven-
tion in Bangladesh, Indonesia and the Maldives are cases in point. A
growing awareness among developing countries about the role of ICDDR,B
has also led to an increase in its extension services. BAll these ercde
the Centre's core funds. 7To overcome these resource gaps, the Centre
has decided to establish a Reserve Fund, which fhe Director has already

talked about.

These, Mr. Chairman, are the ways in which ICDDR,B can assist
developing countries develep and strengthen their naticnal diarrhoeal
management programmes, I am very hapry to say that in Bangladesh we are
rather proud and very fortunate to have the Centre helping us in many
ways. We are also happy to say that in our humble manner and in a very

humble way, we are contributing to this Centre, both in cash and in kind,
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which I am told is not a very big amount, but would run around one
million dollars in cash and in ;ind, and converted to Bangladesh
currency might be around 25 million, taka. But the amount is not
important. We are committed to see that this Centre, located in
Bangladesh, provides service to all the unfortunate people all over the

world, mainly suffering from a particular disease, and this Centre being

a fore-runner in bringing this particular disease under control.

In this context, I would invite the more fortunate among us to
support ICDDR,B in extending its services to all thoge in need in
developing countries. Simple technologies developed at ICDDR,B have
clearly demonstrated that with timely administration, none need die from

diarrhoea. With due support, most of these deaths can be averted.

As you have already heard, there is a gap of half-a-million dollars
and alsc the need for a Reserve Fund of two million dollars, which is
very essential to ensure that in case of delay in getting funds from the
donor countries, the Centre does not run into difficulties; so it is a
proposition to help the Centre to avoid it. So, I would again request
the existing and prospective donors to come forward and contribute to
meet the Centre's budget deficit, and the developing countries to make
token contributions in support of ICDDR,B and to participate in the
Centre's war against diarrhoea. From the Government of Bangladesh, I

assure of our whole hearted support, continuing support,

increased support, to the activities of the Centre. Thank you very much.
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ME. MASHLER (UNDP):
Thank you, Mr. Mostafa. I am very appreclative of Bangladesh's
role in the Centre, its support to it, and its continuing interest in

the Centre. 1 am very appreciative of that.

I think the point has been made adeguately, under both items that
there is need for additional funding. I hope that all those around the
table and those whe will receive the reco;d of this meeting will take
note of it and hopefully support Dr. Greencugh and Mr. Bashir in their
continuing efforts to raise funds in which I am alse trying te play a
small role on behalf of UNDP, not only as role of Chairman of the group,
but in general support of scientific research in the field of

agriculture and medicine.
1
May I call en Mr. Dwyre, who I see has a gquestion?

MR. DWYRE (U,S,A.)¢

Thank you, Mr. Chairman., Thank you, Dr. Greenough, and Mx, Bashir,
for your presentation and explanation of the Centrets work and the
Centre's fihancial needé. Thank you to WHO and to UNDF for organizing
this meeting and the continuing support to tﬁe work of the Centre and
tﬁé interest that the developed and the develéping countries have in
the problem of control of diarrhoeal diseases. The control of diarrhoeal

diseases is a priority and the key element of the USAID health strategy,
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and has been going along for quite a few years, but at the present time,
it is being incorporated within the breoad-based primary health care
programme. I am not a specialist in health development but I have
observed development efforts and health development efforts in developing
countries over many years and I think we are getting to a point where
the emphasis, which our Chairman has stated, is necessary on health
development, is coming very much to the forefront; and this is an area
of increasingly close collaboration between USAID and WHO. I wanted to
make that point at the outset, I also want to make the point that I
think is well known by most of you here, but I still think it bears
repeating, that USAID has supported the Bangladesh Centre since the
1960s, prior to its becoming an intefnational centre and a naticnal

centre, and has ¢ontinued that support.

I would like to comment in that context on the Annual Report. The
notes to the financial report which begin following page 40 refer to
note number 11 which is about four pages after end of the notes. USAID
is listed as an Unrestricted Contribution in 1983 and 1982 at $ 2.2
million and $§ 1.9 million, respectively. Now it is cur intention to
continue annual contributions to the core financing of the Centre at
approximately the level of 1982, I have to repeat that in that annual
contributions are always subject to annual appropriations. It is not
possible to make a statement for the future of any absolute definity.

I would also like to pose a question, though, in terms of the statement
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on page 36 of the Annual Report under Continuing Donors, that the USATID
is not mentioned as a Continuing Doncr, although it is mentioned that
the activities which are carried out by USAID in Dhaka are a national
programme in ccoperation with the Government of Bangladesh. Going back
to the notes again, note 11 under the Restricted Contributions, I .note
that there are a number of contributions: USAID Dhaka, USAID Djakarta,
alsc Dhaka the Nirog project, and a number of other non-governmental
contributions, some of which are U.8. based, and each of these were
mentioned in different statements that I heard earlier today, and I
would like to personally draw attention fo the importance which we see
in additional continuing activities on the national level., This, of
course, is what both Mr. Mashler and Dr, Merson mentioned -- the need
for‘more activities at the national level to extend the work of the
Centre. This really brings me to my last comment: In addition to our
intention to continue the core grant annuall&, we are proposing an
éxpanded programme, I say proposing because it is only in the initial
proposal stages, of research at the national level in other developing
countries, which.would be directed at really extending the research
results at the Centre. ' At the moment, on June lst, a circular telegram
was sent out to all our field missions in which a proposal to that effect
was made and comments have been asked for from our field missions. It
will of course, be several weeks before we get comments back and it will
be quite a long time in the development of any project which would have

any specific funds or estimates attached to it, but it is the direction
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in which we see our expanded efforts to translate our policy of using
the oral rehydration treatment, other diarrhoeal disease interventions,
as the basis of the key element of primary health care. Therefore, our

decision will depend on the responses of the field missions., Thank you.

MR. MASHLER (UNDP):.
Thank you, Mr. Dwyre. Dr. Greenough, Mr. Bashir, would you like
to make any comments to the points made by Mr. Dwyre before I turn to

the Representative from Japan?

MR, BASHIR (ICDDR,B):

Thank you, Mr. Chairman. First of all T think we should mention
very clearly that USAID has been a long-standing donor to ICDDR,B and
its predecessor organisation, the Cholera Research Laboratory, and
started supporting and funding this organisation since 1961, They are
still the largest single doﬁor and their support of $ 1.9 million every
year is core support. We also have listed project support such as USAID
Djakarta and USAID Dhaka, but basic funding on core support is § 1.9

million which comes from USAID Washington.

Now, about page 36 in the Annual Report, the Continuing Donors
section, we didn't mean those who are existing donors; what we meant

was those whose terms had expired and had renewed. We only listed

those countries who renewed their contribution during 1983 We should
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have stated very clearly that the renewal donors are of that country.
Bs for the project that is now for Bangladesh, USAID support which we
get is "a tripartite kind of arrangement, funded by USAID Dhaka for a
project in Bangladesh aloﬂg with the Government of Bangladesh Health
Ministry officials, The Indonesian Djakarta project -- we have been
giving training to the Indonesian Government Health Workers in our
Centre and now they have requested technical :assistance in Indonesia,
which we intend to start by the end of this year. This is funded by
USAID, and is an example of what we have been requesting the various
donors to give us, séme support for services we can give to other
developing countries, funded by a donor under a tripartite kind of
arrangement. We are very grateful to USAID both in Bangladesh as well
as in Djakarta and Washington for their continuous and very important

support to the Centre., Thank you:

MR, MASHLER (UNDP):
Thank you, Dr. Greencugh. T will now call on the Representative

from Japan.

MR. ISOBE (JAPAN):

Thank you, Mr, Chairman. I would like to express deep appreciation
to the Chairman of the Consultative Group and the representative of
ICDDR,B for their present;tion of various reports on activities and

budget of the Centre, It is an honour for me to take this opportunity
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to briefly explain my government's position on the activities of ICDDR,B.

We are concerned that the diarrhoeal diseases continue to bother develop-
ing countries and .that the rate of mortality from these diseases remains
very high. We regard the,problem of diarrhoeal diseases in developing
countries as particularly important., International cooperation is
essential in order to prevent and control these diseases, We, therefore,
recognised the important work done by ICDDR,B and began to extend
assistance to the Centre since 1982. It is my pleasure to announce

that fhe Japanese Government has decided to increase our contribution ﬁo
$ 240,000 this year in spite of its financial difficulties. I hope that
our contribution will help the Centre fufther strengthen its research

and other impertant activities. Finally, as to the Centre's plan to
construct a new ward, we believe it importaﬂf to pay particular attention
not only to construction cost but also the maintenance cost entailed in

the completion, and deal with the plan cautiously, Thank you very much.

MR. MASHLER {(UNDP):

Thank you. Representative from China,

MRS. CHEN HAJHUA (CHINA):

I have listened carefully to the Chajirman's Report and also the
Director's Report. It is very interesting and it is very helpful. China
is interested in this, and we pay much attention to diarrhoeal diseases

in order to prevent it and also to cure it and consider research to be -
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specially important. China also takes an active part in activities
towards control of diseases, including the tropical diseases. This is
very important because they concern a great number of people all over
the whole world; and China is interested in contributing to activities
for solving such problems. China is a developing country. We are
trying to pay attention to various kinds of activities. I am sure that
in the future, China will seriously consider more positive support

towards ICDDR,B. Thank you very much.

MR. MASHLER (UNDP):

Thank you. Representative from Canada,

MR. SPERBER ({CANADA):
I don't have much to add. As was mentioned, Canada is supporting
the DSS programme and the value of that contribution by the year

1987-88 will be about $ 5,000,000 Canadian dollars. Thank you.

MR. MASHLER (UNDP):

Thank you. The Representative from Bangladesh has already

commented; will you add anything?

MR. MOSTAPA (BANGLADESH);
Mr. Chairman, I would like to add a comment, but not about funding;

rather on the point raised by the distinguished Representative from USAID,
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I feel we should also mention that ORS for treating diarrhoeal
diseases will be an important element not only in health care but also
in population control. As you know, MCH is an important element. of
population control programmes; child health, reducing mortality in
children will indirectly help the population control activity. We are
very much interested in having an integrated health and family planning
programme, with this particular intervention the ORS. So, I thought I

had better make this point. Thank you.

MR. MASHLER (UNDP):

Thank you. Representative from Australia,

'MR. CAMPBELL (AUSTRALIA) :

Thank you, Mr, Chairman. At the outset I would like to associate
myself in brief with the comments of appreciation made by various
colleagues here for the presentations made by Dr. Greencugh and
Mr. Bashir in relation to the work of the ICDDR,B, over the past year.
The Australian Government has great respect both for the reseaxch
achievements and the able administration of the Centre since its

inception, and it looks forward to continuing the support it has given

in the past for the Centre's work for the future.

In this particular context I have been instructed to inform you that

the Australian Development Assistance Bureau will continue to support



- 63 -

the ICDDR,B in 1984-85 by providing core budget support to the level
of approximately $ 191,600 Rustralian dollars. It's also hoped that
something of the order of $ 66,700 will be provided to fund the first
year of a three-year collaborative agreement between the ICDDR,B and
the demography department of the Australian National University. How-
ever, the actual figures in both of these amounts, the actual specific
figures will depend, on the appropriations being approved. Thank you,

Mr. Chairman.

MR. MASHLER (UNDP):

Thank you very much. I was asked last night by the Representative
from the United Kingdom to announce that the United Kingdom hopes to
continue its contributions at present levels in the coming year.

Representative from Switzerland.

MR. ROBNER (SWITZERLAND):

Dr, Cornaz who would have liked to have come over, is preparing a
trip te Asian countries and unfortunately had to cancel her trip to
Geneva yesterday afterncon, She gave me indications over the phone
which I am happy.to read out here, As you know, for 1984 Switzerland
has pledged and already transferred, I believe, an amount of 750,000
Swiss Prancs. This is part of an agreement which was signed ip Novenber
of last year, as I understand. The support and interest Switzerland

~gives and has in this programme has been mentioned at other times.
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Dr. Cornaz is a member of the Board of Trustees and through her we get
all the information we want and I can assure you that the activities of
the Centre get a lot of attention in Berne. We f?llow with particular
interest, the field-oriented research and all the research which is
linked te traditional methods, to methods of curing which are applicable
at gréss roots level. This is all I will say; thank you again for the

invitation,

MR. MASHLER (UNDP) :

Thank you, and it is very helpful. Dr. Preij.

DR, FREI1J (SWEDEN) :

I would also like to join the other delegates in complimenting
Pr. Greenough and the Centre on the value of the work that is being
carried out by ICDDR,B. The Swedish Agency for Research Cooperation
with Developing Countries, SAREC, has given modest cohtributions to
ICDDR,B and its core budget since 1980, 1Initially the grant was
450,000 Swedish Kroner‘; that is a little bit over $100,000 US dollars;
and that is for a new twor~year pericd. It was conmﬁnicated to ICDDR,B
that this increase was made in view of the fact that the field testing
of the new cholera vaccine will be a very costly affair. This vaccine
has been developed as part of a collaborative project between ICDDR,B
and a Swedish institution. This project has alsc been funded by SAREC.

After the present two-year period, it is SAREC's intention not to
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consider designated contributions or special project grants to ICDDR,B.
With regard to the possibility of the future core contributions, that
is after 1985, I am not in a position to give any firm indication of

that.

MR, MASHLER (UNDP):

Thank you, Dr. Freij. Representative from Pakistan?

MR. KAMRAN NIAZ (PRKISTAN) :

Thank you, Mr. Chairman, May I also join everyone here who has
praised the reports which have been presented so far. I will confine
myself to saying that my Government wholeheartedly supports the
endeavours being made by the ICDDR,B and the WHO towards the control of
diarrhcea. BAllow me also toc put on record my Government's appreciation

for the donations by the donor countries. Thank you.

MR. MASHLER (UNDP):

Thank you. Representative from the Aga Khan Foundation.

DR, WILSON (AGA KHAN FOUNDATION):

Thank you, Mr, Chairman, The Aga Khan Foundation cannot compare
with the governments that are represented here in terms of resources.
We are a young foundation, However, because of our orientation in the

health programmes, being one of community-oriented, community-based
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health projects, the adaptation, development, and transfer of health
technology, its relevance and appropriateness'for PHC, is er that is
flatly in our strategy. We see ourselves as playing a double role:

One is providing direct assistance to what we see as key efforts at
ICDDR,B that apply to our strategy -- in this case it is the cereal-
based ORT; having provided a grant in 1983 to lock at rice and other
grains for the cereal base. A particular interest in African and Asian
countries have resulted in the choice of maize, millet, sorgum, wheat,
potato and such as the alternate cereal. However, the other side of
what we see as a kind of collaborative relationship is that we have
requested to borrow from ICDDR,B one of their principal investigators
for an international conference that we are holdiqg in August, this year,
and he will not only report his findings but discuss the implications
of those findings at a conference that centers on the Aga Khan Health
Services Glcdbal Programme and the Aga Xhan Foundation's primary health
care projects. We expect tﬁat the cerealrbased ORT through this
process will impact the entire Aga Khan health services, possibly the
Aga Khan University in Karachi; and we hope to.continue support,
Unfortunately, our Board has a policy to give unrestricted grants, so
we are currently having a dialogue with ICDDR,B to lock at new projects,

particularly ones that would extend to other countries of Asia and Africa.

DR. GREENQUGH (ICDDR,B):
I would like to say something on behalf of the Government of the

Kingdom of Saudi Arsia, since I was there day before yesterday. They
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have provided us with continuing core support in the amount of about

$ 100,000 a year over a long peried -- five year commitment —-— and I
think this should be recognised by the group here. In addition, they
have provided full support and enthusiastic cooperation for a diarrhoeal
disease control project in the Eastern Region of Saudi Arabia. We are
only nine months along in that project. I have just come from Riyadh
and found enthusiasm for continuafion and extension of this

project to other regions of the country. This project is fundamentally
‘research in the field of diarrhoeal diseases in the Kingdom of Saudi
Arabia and neighbouring areas. So, I would like to recognise this at

this point. Thank you.

MR, MASHLER (UNDP) :

Thank you, Dr. Greencugh. Are there any other comments? If there
are not, then we come to other business. Does anyone wish to raise any
points under other business? If not, I think we have come to the end
of our deliberations. I think it is fair to say that the group would
ask me to extend to Dr. Greenough, the Chairman of the Board, and
Mr. Bashir the thanks of the group for their presentations, the work

they have done, and it is considerable. We hope that we will meet with

them again next year.

As I said before, we normally meet at the time of the Governing

Council; sometimes we have better luck that we did today in terms of
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representation. We feel that it is important for this group to meet
once a year to get a direct feed-in from the management of the Centre
both on the Board side and Direction side. We intend to follow this
procedure next year when the Governing Council will be meeting in New

York. We will notify you well in advance.

Again, my thanks to all of you for coming today and I hope that
the presentations that have been made to you, plus the other points
that have been made, will be helpful in marshalling additional funds
in the coming years for the International Centre for Diarrhoeal

Diseases Research, Bangladesh.

Thank you again. The meeting is closed.
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