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Social inequalitiesin health: challenges
and opportunitiesfor research

by: James Volmink, MBChB, DPhil
University of Cape Town, South Africa

An abridged transcription of a plenary talk presented at the
INCLEN Global Meeting XIX, Kunming, China, February 21, 2003

histalk coversan overview of

social inequalities in health,

differences between inequality

and inequity, conceptual

challengesinthefield of health
and equity and opportunities for equity
research.

Anexampleof socia inequality in healthis
the differencein age of death across social
classesin Liverpool in 1840. The average
death of the gentry and the professional

classwas 35 years; for tradesmen and their
family—22 years; and for laborers,
mechanics and servants—15 years.
Differences can also be observed between
health status of poor and non-poor
populations or between rich and poor
countries. What accounts for these
differences? Some have blamed biological
factors claiming that social positions are
determined by inherited characteristics, for
example
(to page 4)

Equity and clinical epidemiology
by: Peter Tugwell, MD, MSc, FRPC
Centrefor Global Health, I nstitute of Population Health, University of Ottawa, Canada

A summary of a plenary talk presented at the
INCLEN Global Meeting XIX,Kunming, China, February 21, 2003

Medicineand Equity in Hedlth, Dr. Peter
Tugwell described the importance of
“Action-Orientation” involving ashift from
static emphasisupon hedlthinequity analysis
towards dynamic identification and

I n aplenary session on Evidence-based

evaluation of measures that can effectively
bring about greater equity (Gwatkin, 2001).
An acronym that serves to illuminate the
multidimensionality of the term
disadvantage in terms of both access to
care and health status is PROGRESS,
developed by Hilary Brown and
Tim Evans at The Rockefeller
Foundation. Thisacronymisnot
meant to be an exhaustive list;
rather it captures the broad
nature of some of the underlying
determinants of health equity
beyond income. PROGRESS
stands for: Place of residence,
Race/ethnicity/culture,
Occupation, Gender, Religion,
Education, Socioeconomic
status and Social capital.

Doctors Qi Guomin, Peter Tugwell, and James Volmink
at the INCLEN Global Meeting XIX in Kunming, China

(to page 17)
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The INCLEN Trust Mission

We are a unique, global network of clinical epidemiologists, biostatisticians, social scientists and other health
care professional s affiliated with leading academic medical institutions.

W\e are dedicated to improving the health of disadvantaged populations, particularly in low- and middle-income
countries, by promoting equitable health care based on the best evidence of effectiveness and the efficient use of

resources.

We achieve this by conducting collaborative, interdisciplinary research on high=priority health problems, and by
training future generations of leadersin health care research.
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in Residence at the Rockefeller Foundation’s Study and

Conference Center in Bellagio (Lake Como), Italy towritea
book in clinical epidemiology for the general public. The book is
envisioned to help people outside the medical field understand how
medical information is developed and communicated. Specifically,
the purpose of the book isto help people become better health care
consumers and to help patients prepare themselves for useful
collaborations with their physicians when making health care
decisions.

Drs Robert and Suzanne Fletcher were awarded Scholarships

TheFletchersbeganthework in April 2003 as Scholarsin Residence
at the Rockefeller Foundation's Study and Conference Center in
Bellagio. Two members of the INCLEN community, Mary Ann
Lansang (INCLEN Trust Executive Director) and Kerr White (the
one who initiated INCLEN while an officer of the Rockefeller
Foundation), wrote support letters for the Fletchers for this
scholarship. Asidefrom having avaluableblock of timethat allowed
them to begin the project, the Fletchers appreciated the feedback
from their fellow scholars, most of whom are not physicians. Such
feedback helped them understand their target audience better. Asfor
their stay in Italy in general, the Fletchers had thisto say, “We got a
good start on the book during our time in Italy but still have some
hard work ahead of us.”

Why isthis project important? People can now find vast amounts of
heath information —both gemsand junk —ontheinternet. Infact, in

Fletchers new clinical epidemiology book targetsthe public

the United States, people use
theweb morefor finding health
information thanfor looking up
sports scores or making
purchases. Also, patients are
increasingly encouraged to
participatewiththeir doctorsin
healthcare decisions but they
may be inadequately prepared
forthisnew role. TheFletchers
hope that the book will help
people distinguish good from
bad health information, ask the
right questions, and be more confident and well informed during
discussions about their own hedlth care.

The Fletchersin Bellagio

During the course of writing the book, the Fletcherslearned that the
conceptsof clinical epidemiology arenot difficult for peopleoutside
of medicine to understand. The greater challenge isto capture and
retain readers interest.  There are, after dl, many other ways of
dealing with health information, such aswishful or magical thinking
and belief in the views of “experts’ who are especidly eoquent,
forceful, or confident in their advice.

For the Fletchers, thiswork is alogical extension of their lifelong
interest in teaching clinica epidemiology to health professionals.
Now it isthe patients turn.

Progress Report

In 2002, INCLEN initiated the Knowledge “Plus’ Program, also
known as the KPP, with seed funding from the Rockefeller
Foundation. The KPP aimsto develop Knowledge‘ Plus Packages,
which are health practice guidelinesthat are based on high-quality
and relevant research studies. In addition, the Knowledge Plus
Packages attempt to address equity issues by considering
knowledge that is locally appropriate and important to the most
needy, hence the * Plus’ component of the program.

In October 2002, four teams were formed to implement the KPP
plans. Team A, headed by Dr. Juan Gabriel Ruiz (Colombia),
focusesonidentifying priority health careissuesfor specific health
problems, the appropriate clients and
other stakeholders, criteriato standardize
and assure quality of methods, and
systematic search and review of relevant
literature. Team B, headed by Dr Antonio
Dans (Philippines), focuses on the
development of tools and filters to
appraise the validity, applicability and
equity of studies to be included in the
knowledge base. Team D, headed by Dr.
L. Jeyaseelan (India), is the ICT team,
which will design a web-based

information system for the research China

INCLEN’S Knowledge ‘Plus Program Teamspresson

studiesto be included in the knowledge database. Thisteam will
also develop or adopt the most appropriate search engine for
KPP's systematic reviews. Team C, headed by Dr. Visanu
Thamlikitkul (Thailand), isthe coordinating team. Team members
cut across CL ENsand member countries of INCLEN, hence much
of the KPP work is accomplished through regular electronic
dialogues. AttheNCLEN Global Meeting X1X February 2003 in
Kunming, China, the team |leaders and some team members met
face-to-facefor thefirst timeto assess accomplishmentsand chart
future activities within and across the teams.

Team A has assembled sub-teams and recruited task forceleaders
for each of the chosen health topics for the
pilot phase. The task force leaders are Juan
Manuel Lozano (Colombia) for acute
respiratory tract infections (ARI) in children
under 5 years; C.S. Ghosh (India) for
management of tuberculosis, James Hakim
(Zimbabwe) for anti-retroviral therapy for HIV
infections; and Alvaro Ruiz (Colombia) for
management of hyper-cholesterolemia. These
topics were selected based on the following
criteria: 1) burden of disease; 2) potential for

KPP Teamsat INCLEN GM XIX in Kunming, Making a difference in policy and practice

(to page 20)
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Social inequities. . . (from page 1)

“aprocessof social sifting...had left theworking classesinferior
onaveragetotheir 'social betters' inrespect of health, physique
and mentality, while the lowest strata of manual workers
contained a higher percentage of men and women from
“tainted stock.”

-Eugenic movement in early 20" century

Others suggest behavioral factors. Ignorance or irresponsible
behavior is at the root of poverty-related diseases (e.g., smoking,
poor diet, ingppropriate use of hedth services). Onehedthofficia in
Newcastle-upon-Tyne had this to say about the death rate among
young childrenin histown:

“The terribly heavy death rate among young children in our
town is, of course, due to a certain extent to the relative
unhealthiness of our surroundings, but that is by no meansthe
chief cause. Thefactor that isof primary importanceismaternal
mismanagement...”

-Assistant Medical Officer, Newcastle upon Tyne, 1910)

There are undoubtedly differences in health-related behaviors.
Smoking ismore common among theless educated menin Chennai,
India. The use of ora rehydration therapy and full immunization
rates differ between poor and rich populations in developing
countries. The questionis: why do these differences exist? Why do
the poor not take their tuberculosis (TB) medication? P. Farmer
(1997)* hasthisto say:

“In most settings where TB is prevalent, the degree to which
patients are able to comply is significantly limited by forces
quite beyond their control.. those least likely to comply are
those least able to comply...”

This brings us on to the third explanation for socia differencesin
health, which relates to environmenta factors. Living conditions,
including poor nutrition, overcrowding, lack of sanitation and
inadequate health care, linked to socia position and education, cause
ill-healthand early death. Asthe gap between rich and poor increases,
so do health inequalities.

Atthispoint, itisimportant to differentiateinequality frominequity.
Inequality in health referssimply to differencesacrossindividualsin
the population. Inequity specifically relatesto differencesin heath
that are potentially remediable. Thelnternational Society for Equity
in Health defines inequity as the “ systematic and potentially
remediable differences in one or more aspects of health across
socially, economically, demographically or geographically defined
population groups or subgroups.”

Theunderlying ideaisthat someinequalitiesare unfair or unjust.
Thusthe WHO/Euro (1990)? considersinequity asdifferencesin
health that are “unfair and unjust”. Invariably this involves
judgment about whether differencesare duetoinherent biological

variation, informed individual choice and whether it ispotentially
remediable,

What has been theinternational responseto the problem of inequity?
Variousinitiatives have been initiated over the past 25 years:
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« AlmaAtaConference on Primary Hedlth Care, 1978

» WHO Euro: Sodid Equity and Inequditiesin Hedth Programmes, 1983
 World Bank: World Development Report, 1993

* WHO: World Health Report , 1995

 Rockefeller Foundation: Globa Health Equity Initiative, 1995-2000
« United Nations: Millennium Development Goal's, 2000

« Development agencies

These initiatives remind us that dealing with inequity is a socid
responsibility.

In conducting research on health and inequity, however, certain
conceptua chalenges will be encountered. First, what is the most
appropriate measure of “exposure?’ The following have been
suggested or used: occupation or occupationa class, educational
attai nment, asset-based measures (e.g., income, ownership of carsor
housing), area-based indices of deprivation (e.g., CarstairsIndex and
theTownsend Score). The Carstairs Index isbased on percentages of
unemployed males, overcrowded households, households without
cars, and personsinsocial classes|V and V livinginadefined areaat
the last census. The Townsend Score is based on percentages with
no car, in overcrowded dwellings, living in non-owner occupied and
unemployed at the last census.

Doesthe choice of “exposure” matter? Some observed inequalities
are consistent, regardless of the measure used, but for others, the
magnitude of the differentias depends on what measure is used.
Thereis aso the issue of absolute versus relative deprivation (e.g.,
“dose-response” relationship, average life expectancy in a country
depends|esson the averageincomethan on theincomedistribution).

The second conceptual challengeis* What outcome measures should
be used?’ Process measures like health financing and expenditure,
and access to and utilization of services have been suggested.
Likewise, health outcomeslike self-report and physical examinations
can beused. Theissue of horizontal versus vertical equity has also
been considered. Health workers can choose from these possible
outcome measures but does the choice of the outcome matter? For
example, health *status’ measures like chronic illness show steeper
socid differentialsthan health‘ states’ (e.g., symptoms). Measures of
health status that combine mortality and morbidity (e.g., DALYS)
demonstrate the effects of social factors to a greater extent than
survival measuresalone.

A third conceptual challenge is misclassification and confounding.
Examplesof potential misclassification arisefrom threshold differences
among socia class groups for recognising or reporting ill health or
disability. The effects of material or social deprivation may be
confounded by the effects of social position. For example, black/
whitemortality differential sremain after adjusting for socioeconomic
status. Biological “programming” in utero or early infancy (Barker
hypothesis) can confound associations between adult exposures
andill health.

Given these situations and challenges, what opportunities do we
have asresearchersto addressthe problem of inequity? A COHRED
document (March 2, 2002)® statesthat researchis”...oneof themain
instrumentsfor promoting equity in hedlth...”

(to page 20)



LatinCLEN completes| CT system, integrates distance lear ning and

LAMP programs

complete. Considered as one of the most important

achievements of the network by its Executive Committee,
the ICT system is an important aspect of both the Distance
L earning Program and the L eadership and Management Program,
two ongoing projects of the network. LatinCLEN decided to
integrate thesetwo programs. Thisintegration wasfirst presented
to the network’s members at LatinCLEN VIII (www.ciges.cl/
latinclenviii) regional meeting. Held in thecities of Temuco and
Pucon, 1X Region of Chile on May 28-31, 2003 with the theme
“Distance Learning for L eadership and Management in Health”,
theLatinCLEN VI wasattended by 82 L atinCLEN membersand
partners. The meeting featured plenary sessions on
“Qrganizational Development” and “ Mentoring Approaches for
Conducting Strategic Plans’, and a workshop on “Building
Tutoring Capacity for the Distance Learning Master Program”

I atinCLEN’s ICT system (www.latinclen.org) is now

LatinCLEN plansto launchits Distance Learning Master Program
inClinical Epidemiology beforethe end of theyear. AnAcademic
Board of the Program was created with Pedro Lorca as Program
Director and Pamela Seron asAcademic Coordinator. Members
are: Juan Manuel Lozano, Javeriana CERTC Director; Sergio
Munoz, UFRO-CERTC Director; and Antonio da Cunha,
LatinCLEN Executive Committee representative. The site was
launched during LatinCLEN VIl and can be visited at http://
docenciaiie.ufro.cl/mec. For any questions contact mec@ciges.cl

For LAMP, a program on “Mentoring of Teams” is being
conducted and concurrently evaluated in theregion. The program
istargeting teams like CEUs and collaborative research groups.
Members of the CERTCs in Temuco, Chile (Universidad de la
Frontera) and in Bogota, Colombia (Javeriana University) have
been trained to be tutors of groups on “Conducting Strategic

Planning”. Arevised version
of the Strategic Planning
Module, with a broader
emphasis on “strategic
management”, is under
consideration. Two
workshops on strategic
planning and management
were conducted using
specialy designed materials.
The products of these
workshops would constitute a set of materials to be used for
devel oping the strategic plans of new CEUSs.

Outgoing President Dr. Sergio
Munoz with the new President
Dr. Juan Manuel Lozano

Meanwhile, the LatinCLEN Board of Directors elected the new
Executive Committeefor the period 2003-2005. Juan Manuel Lozano
(Colombia) took over asPresident; withAntonio daCunha(Brazil)
asVice-President, and Enrique Rendon (M exico), Myriam Orsotegui
(Colombia) and Sergio Munoz (Chile) as Executive Committee
(EC) members. Aside from the Academic Board of the Distance
L earning Program, the EC also created the Scientific Committee,
composed of the following members.Sergio Munoz (Chile),
Marleide da Mota (Brazil), Herminio Hernandez (Peru) and
HortensiaReyes (Mexico).

The network continues to expand its membership. Recently, the
Centro Cochrane | beroamericano (CCl, or Iberoamerican Cochrane
Collaboration Center), del Hospital delaSantaCreu | Sant Pau de
Barcelona, Spain, became the newest member of the LatinCLEN
family. Visit them at http://www.cochrane.es/English/

Sergio Munoz
Outgoing President
LatinCLEN

£

Participants of the VIII LatinCLEN Regional Meeting, May 28 to 31, 2003, Temuco and Pucén, | X Region, Chile
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CanUSACLEN develops plansfor collaborative resear ch project

in a planning meeting at the University of North Carolinain

Chapel Hill, North Carolinato devel op acollaborative research
project. The day-long meeting grew out of the conviction that
CanUSACLEN should begin work on one of its missions — to
conduct collaborative research among members and sister
institutions in the INCLEN Trust to address inequities in health
and health care. The network further wanted to study health
conditionsthat could beimproved by evidence-based knowledge
exchange and by innovative methods to implement clinical
interventionsresulting from clinical epidemiologic research (this
fits in with the ‘Knowledge Plus’ initiative of INCLEN Trust).
Thus, membersof CanUSACLEN intend to devel op collaborative
research that complementsthe effortsof INCLEN Trust and other
CLENs

I n February, 2003, 23 mmember sof CanUSACLEN participated

With thisgeneral approach agreed upon, acommittee wasformed,
led by Russ Harrisat the University of North Carolina. Members
are: Art Evansat Cook County Hospital, Chicago; AndreaCortinois
at the University of Toronto; Carmel Martin at the University of
Ottawa; and Bob Fletcher at Harvard Medical School.

After considering many proposals and health conditions, the
committee decided to focus on “Improving the Management of
Diabetes Mellitusin Underserved Populationsin North America’.
Diabetesis growing at epidemic rates in Canada and the United
States, especially among disadvantaged populations. Inaddition,
diabetes is an important and growing chronic disease problem
around theworld. Thereisstrong evidence that care (especially
management of cardiovascular risk factors) iseffectiveand alarge
gap exists between expert advice based on evidence of
effectiveness and actual care in the community.

The plan is to choose three disadvantaged communities, two
fromtheU.S. and onefrom Canada. For example, African American
and Hispanic communities might be chosen in the U.S. and an
Inuit or other Native American populationin Canada. By choosing
severd different types of communities, similaritiesand differences
in the reasons for inadequate care and the effectiveness of
interventions across communities can be generated.

Three phases of study are envisioned. Phase 1 involves
documentation of causes of poor health outcomes among
disadvantaged groups with diabetes by a thorough literature
review. Interventionsthat could potentially improve the outcomes
will be identified and developed. Potential study communities
will be contacted aswell.

During Phase 2, pilot and feasibility testing will be conducted.
Interventions will be implemented in small areas and their
feasibility, acceptability and likely effectivenesswill be determined.

In Phase 3, rigorous study of the effectiveness of interventions
will be undertaken. The study will include a control community
and the outcomeswill likely include glycemic control and global

cardiovascular  risk
control (including control
of hypertension and

dyslipidemia).

The interventions the
committeeisconsidering
draw from global, not just
North American,
examples. They will be
multi-factorial and will include a self-management-directed
approach that likely will includelay health advisers (or peer case
managers) who could organize and administer community
programs. Community diabetescareteamswill be created. These
teams will include medical professionals such as primary care
physicians, nurses, podiatrists, dieticians, clinical psychologists.
Community lay persons will also be invited to the teams.
Computerized systems to keep track of patients, produce
reminders, make available clinical guidelines (with appropriate
links to the evidence base), and give “standing orders” may be
developed.

CanUSACLEN members at work

The research team is currently working on identifying others,
including adiabetes specialist, who may want to join the project.
Several potential funding sources have been identified and plans
are being made to submit proposalsin thefall of 2003.

Anyone wishing to learn more about CanUSACLEN's research
plans should contact Russ Harris (rharris@med.unc.edu).

Suzanne Fletcher
President
CanUSACLEN

CanUSACLEN membersat INCLEN GM XIX, Kunming, China
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Meet CanUSACL EN’snewest member —
the CERTC at Michigan State University

he Michigan State University (MSU) Clinical

Epidemiology Research and Training Center (CERTC)

is located in the Department of Epidemiology and

the Data Coordinating Center within the College of

Human Medicine (CHM). Led by its Director, Dr MH
Rahbar (rahbar @msu.edu), the CERT C enjoysastrong environment
of collaborationwith the clinical departmentsof CHM including the
Department of Family Practice. Further, CHM iscommitted to medical
research, particularly that which benefitsits patientsand communities.
This dedication, as well as the combined resources of the central
campusand the community campuses, providesan excellent system
inwhichto perform community-based clinical researches. Michigan
State University College of Human Medicineisacommunity-based
medical school utilizing a network of practice sites and hospitals
across Michigan.

The Department of Epidemiology offers a doctoral program in
Epidemiology, aMaster of Sciencein Epidemiology and aCertificate
in Epidemiology. To facilitate distance learning, the department is
aiming to develop the capacity to broadcast al core courses by
PictureTel to CHM’s community campuses. The department also
offers the TRECOS (Training Clinical Researchers in Community
Settings) Program, atraining program for medical doctorswho are
planning to become clinical investigators. Funded by the NIH, this
two-year training program consists of acore of formal coursework in
epidemiology, biostatistics and research ethics. It also includes a
specid research seminar series with nationally recognized clinical
investigators and amentorship arrangement for each traineewith an
established clinical and/or laboratory investigator at MSU.

Asidefromtraining, the Department of Epidemiology isalsoinvolved
in research, which includes the conduct of cutting-edge
epidemiological investigations relevant to public health, especialy

the public health of Michigan. Thelinkages
of CHM with the medical facilities of six
Michigan communities and the Michigan
Department of Community Hedlth create
numerous opportunities for collaboration
incommunity epidemiologicinvestigations.
Community-based research is supported by both an electronic
infrastructure, which linksall six-campussites, and anetwork of family
practice groups that collaborate in research. The Department has a
strong record of obtaining research grants from US federal agencies
such astheNational Ingtitutesof Health (NIH), TheNational Institute
of Mental Health (NIMH), The National Institute on Alcohol Abuse
and Alcoholism (NIAAA), The Agency for Health Care Policy and
Research (AHCPR) and the Centers for Disease Control and
Prevention (CDC). It also hasastrong record of publishing important
scientific researchesin major peer-reviewed journals. Current research
projects include the etiology and preventability of reproductive and
child health disorder, nutritional and cardiovascular diseases, cancer,
and communi cable diseases, occupational health and the assessment
of medical careeffectiveness. Somefaculty membersare developing
methodological innovations in epidemiologic modeling, disease
mapping, and biostatistical procedures.

Dr. MH Rahbar
Director,MSU CERTC

The Department provides consultation servicesin epidemiology and
biostatistics to MSU faculty, community health professionals, and
public health agencies. It has a Biostatistics Division that handles
the statistical consultations. Involvement in consultation depends
onfaculty interest, time commitmentsand availableresources. Some
of these consulting activities have led to on-going collaborative
research projects within and outside the University.

MH Rahbar
Director
MSU CERTC

CEUsin las and Buchar est expand clinical epidemiology in Romania

as in Romania, together with the Vice-Chancellor of the University,
signed a new 5-year agreement of collaboration in clinical
epidemiology with the Claude Bernard Lyon 1 University, represented
and signed by the Dean (Prof. Hélene Pellet) and President of Claude
Bernard Lyon 1 University. Cooperation between lasi and RECI F started
eight years ago. During this time, the lasi CEU grew and became
autonomous, having fulfilled the criteriafor RECIF membership. It was
admitted asa CEU in 2001 with Prof. DoinaAzoicai asitsdirector. This
CEU works in close cooperation with the CEU in Bucharest and the
RECIF-Amiens.

Pof. Valeriu Rusu, Dean of the School of Medicine, University of

TheCEU inlasi isactivein both capacity building and research activities.
Prof. DoinaAzoicai, Head of the Centre de Lutte contre |l es Infections
Nosocomiales (CLIN, Infection Control Committee) of the lasi Hospital
works on nosocomial infections. Dr. Serban Ghiorghiu, an oncologist, is
working on arandomized controlled trial which compares gemcitabine
and palliative carein lung adenocarcinomaand epidermoid cancer. Prof.
and Dean Valeriu Rusu and Prof. DoinaAzoicai are collaborating with the
lasi Ministry of Healthinitsprogram to teach clinical epidemiology and
critical appraisal of the medical literature to second level students of
every medical school in the country.

In Bucharest, Dr Cristian Baicus's study on unknown fever etiology in
Romaniawill be published in the European Journal of Internal Medicine.
Supported by RECIF, this study involved 10 hospitalsin Romaniaand
isthefirst Romanian multi-center study. Theresultswill also be presented
in the European Congress of Internal Medicine this year in Berlin,
Germany.

Meanwhile, about 1,000 copiesof the Romanian trand ation of the RECIF
book “Clinical Research - From researchideato publication” weresold.
Asof presstime, the book, which wasrel eased last quarter of 2002 (See
INCLEN News January 2002), is still in demand.

RECIF congratulates Madam Dinescu, a French h

teacher in the School of Medicineof lasi, whois §&= =
responsiblefor thisFrench-Romanian trand ation.

y

-

Pierre Duhaut
Coordinator for Romania
RECIF-EuroMed CLEN

Anne-SophieLaréal
RECIF Coordinator

RECIF-EuroMed CLEN Dr. Cristian Baicus

Director, CEU Bucharest
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Réseau d’ Epidémiologie Clinique I nter national Francophone
(RECIF)- EuroMed CLEN and partnersin Gabon and Romania
hold clinical epidemiology seminars

Francophone) in collaboration with EuroMed CLEN and

he “Association des Femmes Médecins Docteurs en
Sciences Oeuvrant pour la Santé Humaine” (AFEMDOS, an
association of women, doctors in sciences, working for human
health in Gabon) conducted a seminar entitled “Introduction to
Clinical Epidemiology and Research” in Kango, Gabon on March
31 to April 4, 2003. The seminar was supported by the World
Health Organization (WHQO) and the Sciences and Health
University of Libreville.

RECIF (Réseau d’ Epidémiologie Clinique International

Opening Ceremonies of the Seminar “ Introduction to
Clinical Epidemiology and Research”

Twenty cliniciansattended the seminar conducted by three French
RECIF/EuroMed CLEN members: Dr Anne-Marie Schott (project
coordinator), Dr Muriel Rabilloud and Dr Sandrine Touzet.

The Minister of Public Health, Minister of Education, Research
and Technological Innovation, WHO representative, Vice-
Chancellor of the Sciences and Health University, President for
Education of the Council of the School of Medicine, several
professors of the School of Medicine, AFEMDOS representatives
and authorities of the city of Kango graced the opening ceremony.

Topics covered were: epidemiological methods, study designs,
critical appraisal of the literature, evaluation of diagnostic tests,
writing a study proposal, medical writing and introduction to
biostatistics. In the evenings, there were workshops such as small
group discussions on four previously selected potential research
projects and hands-on exercises on the Epilnfo software. The
four projects chosen in apre-seminar eval uation were two projects
on AIDS, one about cancersin the region of Mounana (location
of aformer open sky mines of uranium) and one about prevalence
of epilepsy in Gabon.

One of the participants, Professor Ernest Belembaogo, Head of
the Medical Oncology Department of the University of Sciences
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and Health of - T i
Libreville had been TR
previously /- | . Y
identified by his |
Dean, Professor {_:_ :
Paul-MarieLoembeas “-, -3
apotential candidatefor 1.
further training in Lyonin

the field of cancer

epidemiology.

Dr Belembaogo and Dr Anne-Marie
Antchouey will act as resource
persons in  clinical
epidemiology in Libreville.
They will also beinvolvedin
the development of aCEU in
Libreville.

Meanwhile, alevel 2 seminar
of methodology in clinical
research was held in lasi,
Romania on May 5-10, 2003.
Three universitiescollaborated in
this seminar: RECIF-Lyon,
represented by its Dean in charge Prof.
Héléne Pellet; the Jules Verne University

of Amiens, represented by Prof. Pierre Duhaut;

and the RECIF CEU of lasi, represented by Prof. DoinaAzoicai
who was the Coordinator. Prof. Pierre Duhaut, teacher and
coordinator of the Romanian clinical epidemiology cooperation
for 10 years, continues to support the Romanian team not only in
lasi but also in Bucharest.

Twelve physicians were trained by Prof. DoinaAzoicai (RECIF
CEU of lasi, Department of Epidemiology, School of Medicine,
lasi), Dr. Cristian Baicus (RECIF CEU of Bucharest, Service of
Internal Medicine, ColentinaHospital, Bucharest), Dr. DanaMinca
(RECIF CEU of Bucharest, Institute of Public Health, Bucharest)
and Prof. Pierre Duhauit.

Anne-Marie Schott
Coordinator for Gabon
RECIF Euro-Med CLEN

Pierre Duhaut
Coordinator for Romania
RECIF Euro-Med CLEN

Dr. M. Rabilloud, Dr. A.M. Schott,
Dr. A.M. Antchouey and Dr. S. Touzet.

Francois Chapuis
President
Euro-Med CLEN



INCLEN-SEA'sEQUAL project movesinto second phase

he EQUAL Team (Evidence for Quality in Asia and
Australia, the flagship project of INCLEN-SEA)
successfully completed Phase 1 of the project. This
first phase critically appraised existing clinical practice
guidelines (CPGs) and other related materials on the prevention,
detection, and management of tuberculosisin Thailand, Malaysia,
Philippines, and Australia. Currently, theteam membersarewriting
papers for publication, including a paper on the reliability of the
Shaneyfelt and AGREE Instruments in evaluating CPGs. The
EQUAL team also finished writing the Phase 2 proposal, which
aims to determine effective methods of dissemination and
implementation of CPGs on tuberculosis. This proposal includes
country proposals from Indonesia, Maaysia, Vietnam, and the
Philippines. The team submitted the proposal to local and
international funding agenciesincluding the INCLEN Trust.

INCLEN-SEA members at INCLEN Global Meeting XIX
in Kunming, China

In another development, the CERTCs in Thailand (the Thai
Consortium) and the Philippines (the University of the Philippines)
evaluated their graduate programs in clinical epidemiology. With
support from INCLEN Trust, the CERT Csexamined the objectives of
their programs, studied individual courses, and reviewed program
administration. The CERTCs are now working on curriculum and
administrativeimprovements of the program towardsamorerel evant
graduate programinclinical epidemiology intheregion. The CERTCs
also submitted aproposal on Distance L earning in Public Health and
Clinical Epidemiology tothe Association of Southeast Asian Nations
— European Union (ASEAN-EU) University Network Program in
collaboration with the University of Manchester, United Kingdom
and the University of Hamburg, Germany.

With the onset of the SevereAcute Respiratory Syndrome (SARS)
epidemic intheregion, members of the network participated in the
surveillance and infection control activities on SARS. Thailand,
Vietnam and the Philippines were active participantsin the efforts
to assist health care providersinidentifying and managing patients
suspected and/or infected with SARS. In the Philippines, Drs.
Marissa Alegjandria and Regina Berba, together with other
clinicians, epidemiologists, infectious diseases and pulmonary
medicine specialists, participated in the formulation of the SARS
Clinical Guidelinesfor Health Facilitiesin the Philippines.

ThelNCLEN-SEA X Regiona Meeting originally setin June 2003
was rescheduled to November 6to 8, 2003 in Manila, Philippines
because of the SARS epidemic in the region. The Board of
Coordinators and the Organizing Committee decided to retain its
original theme - Research@thespeedof policymaking. Detailsand
other devel opments can be viewed at www.inclensea.org .

Pamela Tagle
Administrative Officer
INCLEN-SEA

Aga K han University CEU launches Clinical Scholars Program

The Clinical Epidemiology Unit (CEU) of AgaKhan University,
INCLEN-SEA's latest addition to its fold, launched its Clinical
Scholars' Programin May 2003. Under thisprogram, board-certified
clinicians who areinterested in research will be offered training
leading to a Diplomain Clinical Epidemiology. Considering the
busy schedule of the clinicians, courses will be taught on a part-
time basis, spread to four terms of three months each. The time
commitment for classesis 2-5 hours twice aweek except during
the first semester when there will be 4 sessions every week.

The CEU-AKU also conducted a rigorous two-week workshop
onresearch protocol writing. Theworkshop targeted faculty and
clinical fellowsat AKU. The workshop, which shall be offered on
an annual basis, was attended by 15 participants. They received
training on fundamental principles of research methodol ogy and
protocol writing skills.

Detailsof theClinical
Scholars' Program,
course offerings of
the unit and
applicationformare
availableat
www.aku.edu

or emall
ceu@aku.edu

Tazeen Jafar

Director

Aga Khan University
CEU

il RS
Dr. Jafar, Director of CEU, supervising a
clinic for patients with hypertension.

INCLEN NEWS JULY 2003 9



Thai CERTC evaluatesthesis
proposals, improvescurriculum

n March 3-4, 2003. the Thai CERTC, also known as the
nsortium of the CEUs of Khon Kaen University, Mahidol
University and Chulalongkorn University, was privileged
tohaveDr. Mary Ann Lansang, INCLEN Trust Executive Director,
as one of the external examiners of thesis proposals of the 11™
batch of fellowsin clinical epidemiology. Other evaluators were
Prof. Alan Geater of Prince of SongklaUniversity, faculty members
from the consortium and partners from the Ministry of Public
Heslth.

In addition to valuable recommendations on the fellows' thesis
proposals, the fellows themselves had an opportunity to give
their feedback on the graduate program. Their feedback was used
in a workshop on curriculum improvement held during the
consortium’sannual retreat at Phu PhaNum resort in Loie province
on March 22-23, 2003. Thirty one ThaiCLEN faculty members,
fellows and support staff members participated.

For more than a decade, Thai CERTC members have remained
steadfast in their commitment to produce qualified graduates and
high quality research papers. The Thai CERTC’s master’sdegree
program has continuously attracted foreign and local students.
For thisupcoming academic year 2003, which commenceson June
2,11 fellows have been accepted representing different specialties
and health institutions.

With the overflowing responsibilities and activities of our two
senior Thai CERTC executive committee members, and to pave
the way for junior members to serve, Associate Professor Dr.
Sumitr Sutrahas stepped down and Professor Pisake L umbiganon
has taken over as the new Khon Kaen CEU Director and Thai
CERTC Co-Director. Dr. Kingkaew Pajaree takesthe position as
Head of the Secretariat in place of Dr. Siriporn Pitimana-aree.

Visanu Thamlikitkul
Director
Thai CERTC

Agrais situated 220 kilo-

== : meters southeast of Delhi.

It is accessible by air via
thenearby KheriaAirport,
or overland transport by
road or trainfrom Delhi.

Languages spoken are
Hindi, Urdu, and English

Just afew kilometersaway
from the ancient
monuments and fortresses
of the Mughal Emperors,
the INCLEN Global
Meeting XX venue, Jaypee
Palace  Hotel and
Convention Centre boasts
of world-class guest and
conference amenities
housed within artful
surroundings that echo
the splendor of India's
rich cultura history.

Awards

Dr Michael Dibley of the Centre for Clinical
Epidemiology and Biostatistics, University of
Newcastle, was awarded an adjunct
Professorship by the School of Public Health,
Xi’an Jiatong University, Xi’an, China in
recognition of his contributions to research on
the effects of multi-micronutrient supplements
on various pregnancy outcomes, including birth
weight. These supplements will be compared to

iron-folate supplements.

Awardsfor Excellencein theField of Teaching
and Research were presented to Associate
Professor Kate D’ Este and Dr. Jon Adams by
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the University of Newcastle on May 8, 2003.
Named by peers and students as a “born
educator”, Dr. D’ Este hasaproven track record
in educating not only her students but also her
colleagues in the art of biostatistics. Named “a
teaching dynamo”, Dr. Adams brought a new
field to the University of Newcastle, the
Complementary Alternative Medicine. Dr.
Adamsisthe co-editor of a soon to be released
book entitled “The Mainstreaming of
Complementary and Alternative Medicine —
Studies in Social Context”. Long Service
Awar dswere presented to Associate Professor
Julie Byles, MsMaya Guest and MsRhonda
Walker.



INCLEN Global Meeting XX tobeheld inAgra, India

he INCLEN Trust and IndiaCLEN are pleased to report

that preparations for the INCLEN Global Meeting XX

are underway. IndiaCLEN will be the host and primary

organizer of the GM XX, which will be held on February

11 -14, 2004 in the majestic city of Agra, India. The theme of the

meeting is“ Leveraging Research through Policy and Practice.” It

isconsistent with the thrust of INCLEN of equity in global health

research inthe context of policy making and practice. Aside from

the usual researchers, experts and pillars in the formulation of

health policies and implementation as well as global health and

development decision makerswill beinvited to enliven thetopics
and discussions.

TheINCLEN GM will becomingto Indiafor the secondtime. This
country of dynamic culture and ancient history had been the
successful host of the GM VI held in Goa, Indiain 1989. This
time, meeting participants will be accommodated at the Jaypee
Palace Hotel and Convention Centre in Fatehabad Road, Agra.
Thehotel isan architectural marvel that isamonumental tributeto
the greatness of the Mughal Emperors of India. The city of Agra
houses monuments and fortifications built by the Mughals. Itis
the location of the world-famous Taj Mahal, one of the wonders
of the world. An exquisite structure of white marble, Tgj Mahal
was built by the greatest of the Mughal emperors, Shah Jahan, to
enshrine the body of his beloved wife Mumtaz Mahal. The city

- would be aperfect backdrop for the
GM XX for it offers history and
culture set in the ever-changing
context of health and policy issues.

Interested applicants are invited to
submit abstracts of completed
studies in line with the theme of
health research policy and practice.
Abstracts in the areas of clinical
epidemiology, biostatistics, health
economics, health social science,
field epidemiology and
environmental health are also
welcome. Abstracts will be judged

I -‘.&M il
India is undoubtedly a
prime destination for
cultural tourismwith the

diversity of its land and
peoples.

India’'s national bird, the peacock.

Agra isthe site of one of the seven wonders of the world, and
one of the world’s most famous landmarks, the Taj Mahal.

on relevanceto the theme of the meeting, relevanceto other global
and regional research priorities, scientific rigor and ethical merit.

The Chair of theoverall organizing committeeis Dr. Ramesh Ahuja,
Director of the CEU inKing George'sMedica College. Dr. Narendra
Arora and Dr. Kurien Thomas are Chair and Co-Chair of the
Scientific Committee, respectively. GM XX is supported by the
INCLEN Trust, INCLEN, Inc., the USAID and the Rockefeller
Foundation. For details, visit www.inclentrust.org,
www.indiaclen.org or e-mail the IndiaCLEN office at:
indiaclen@touchtelindia.net or the Lucknow conference
secretariat at: kgmcice@satyam.net.in

Ramesh Ahuja
Chair
Organizing Committee, GM XX

Plenary session topics:

» Rational Drug Useand Essentia Medicines

* DiseaseControl Priorities Project (DCPP)

*  Preview of World Health Report 2004 on
National Health Research Systems

* Infantand Child Health Research Priorities

INCLEN NEWS JULY 2003 11



INCLEN AfricaVIIll setsthe stagefor anew erain
INCLEN-Africa’shistory

NCLEN-Africa(lA) VIII, thisyear’sannual meeting of the

regional network in Africa, was held on May 28-30 in

Entebbe, Uganda. Considered as one of the most important

meetings sincetheinception of | A, the meeting set the stage

for anew erainthelife of theregiona network. Recognizing
the need to devel op aregionalization model that would stimulate
strong networking within 1A and with networks of like-minded
professionals in the continent and in the world, the |A Council
decided to make this meeting not only a scientific conference but
also a strategic planning workshop. The workshop, which
involved all the participants, aimed to identify new directionsfor
thenetwork. It alsoaimedto develop awork planto utilizeavailable
resources as leverage for expanded activities and assure the
network’s sustainability.

Thetheme of the meeting, “ Partnershipsfor Health Research and
Development”,
symbolized the
most important
challenge facing
IA: to harness the
strengths of its PARTN
human resources
and the strong
structure of its
CEUsinthelight of
the growing focus
on health research
and development
inAfricainorder to
improvethe health
and lives of the
African people.

OnMay 26-27, the
Council met to
discuss, among
others, the
difficulties and
challenges facing IA as well as the pro’s and con’s of
regionalization. The network’s mission and goals were also
reviewed. The Council arrived at aconsensusthat thereisaneed
for 1A as a network and that its mission and goals should be
restated. Further, the Council proposed resolutionsto modify the
structure of the network that will encourage involvement of the
members, improve the network’s operations, promote
communication and transparency of the offices and leadership at
al levels. These were then presented at the General Assembly.

Discussions at the General Assembly included the reasons
underlying the sluggish progress of IA and possible solutions.
The participants emphasized the need to adjust the structure and
operations of the organization to allow better flow of information,
transparency and maximum involvement of the members in
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INCLEN Africa VI MEETING

decision-making and activities. They also expressed the
importance of revising the constitution to ensure accountability
at all levels, to facilitate decision-making and dynamism of the
Council, and to conform to the new directions presented by the
Council. The General Assembly affirmed the decision of the
Council that a functional regional structure is needed and
approved the new mission and directions of 1A. Further, the
General Assembly, reiterated the importance of working together
torevitalizethe network and to usethe available fundsto leverage
sustainability for the network.

At the opening ceremony, the guest speaker Prof. Oladapo
Walker,WHO representative in Uganda, presented prospects for
research and research collaboration in Africa, highlighting
numerous opportunities. Prof. Walker stressed that the setting of
clear goalsand the determination to realize the priorities of Africa
by persistent African
researchers are the
keys to success.

i The keynote
presentations by
Prof. Nelson

Sewankambo, Dr.
Mary Ann Lansang
and Prof. Rapheal
Owor covered
different aspects of
the main theme. Prof.
Sewankambo

reviewed the
prospects and
challenges of

partnershipsin health
research.  While
realizing the need and
power of
collaboration, he also
acknowledged the
difficultiesand called for better evidence for the effectiveness of
partnerships. Dr. Lansang presented an overview of international
collaborations in health, forms of partnerships and challenges,
rules of engagement and a mapping of regional collaborations,
including specific options for IA. Prof. Owor presented the
experience of the African Health Research Forum. He outlined
the stages of developing a partnership from the definition of
research priorities to the dissemination and implementation of
findings. These talks guided |A’s leaders and members in their
attemptsto find anew direction for IA and identify the challenges
and waystowards revitalization of the network.

In the scientific sessions, participants from 5 of the 7 member
CEUs presented results of their projects in health care and



development. The presentations showcased the diverse and
complementary nature of 1A.

The Leadership and Management Program (LAMP) Workshop
took place on the second day of the meeting and was open to all
attendants. Facilitated by Dr. Lansang and Dr. James Hakim, the
workshop included short lectures and participatory exercises.
The topics covered were team building and strategic planning,
two leadership skills much needed at this stage of development
of 1A. The materials presented and the exercises allowed the
participants to reflect on the situations in their own respective
CEUsaswell asthe network asawhole.

One of the most productive activities of the meeting was the
proposal writing session. At this session, three groups identified
atopic of interest from alist of Requests for Proposals collated
by the Council. The groups worked on a concept paper on their
chosen topic, which they later presented in a plenary session.
Further, the groups committed to develop these concept papers
into full proposals for submission to funding agencies.

By the end of the meeting there was a sense of satisfaction with
the achievements attained and a renewed commitment from the
Council and the members to work
together to make a difference in the
health care and development of the
African people. Just before the closing
ceremonies, the new officersof | A were
then swornto office by Dr. Lansang. The
duly elected officers were: Dr. Charles
Karamagi, thenew IA Chair, and Dr. Amr
Hassan, who was confirmed as |A
Secretary-General.

The dedication of the organizing
committee from Makerere University
CEU under the leadership of its Director,
Dr. Charles Karamagi and the support of
Prof. Nelson Sawenkambo, Dean of the
Makerere School of Medicine, madethis
meeting a successful event. The trips to
the source of the Nile at Jinjaand the closing ceremony featuring
traditional music, singing and dancing added an authentic
Ugandan flavor to the meeting.

Continuous help and support offered by Dr. Lansang, Executive
Director of INCLEN Trust, and theteam at the INCLEN Executive
Officewereinstrumental in keeping IA going. On behalf of thel A
Council, I would liketo extend our thanksto Dr. Lansang and her
team and to all those who contributed their time, wisdom and
commitment in making this meeting asuccess and in committing
to make INCLEN-Africaas one of the strong linksin the chain of
INCLEN.

Amr Hassan
Secretary General
INCLEN Africa

Pretoria Clinical Epidemiology
Unit graduatesfirst batch of M .Sc.
Clinical Epidemiology students,
formspartnershipsfor research

reaches a milestone this year with the graduation of its

first batch of 4 students in Master of Science in Clinical
Epidemiology. Another 10 students are in various stages of their
studies. The CEU is also proud to announce that one of its
students was selected to attend a cardiovascular clinical
epidemiology course in Canada.

T he Pretoria Clinical Epidemiology Unit (Pretoria CEU)

To further strengthen its training objectives, Pretoria CEU
continuesto build up itsfaculty pool. Later thisyear, Dr. Miriam
Sturkenboom of Erasmus University, Rotterdam will be a guest
lecturer in Analytical Epidemiology. Prof. Paul Rheeder, the Unit
Director, who is currently undergoing his PhD training at the
Utrecht University, is scheduled to defend his thesis entitled
“Obesity and diabetes complications in black South African
women” in Utrecht, The Netherlands on September 15 thisyear.

Partnerships and collaborations with
other institutions are al so being forged
to keep the CEU’sresearch activitiesin
motion. It participated inthe INCLEN/
WHO resource utilization study. A
fruitful partnership has been formed
with the Genomics Research Unit of the
University of Potchefstroom in South
Africa and the University of Dresden
which has led to studies regarding the
genetics of Type 2 diabetes. The Unit
will also collaborate with Utrecht
University on the imaging of
atherosclerosis.

Dr. Charles Karamagi, new Chair of
INCLEN-Africa signing his oath of office

The University of Pretoriahasfunded
an ultrasound system for vascular
evaluation. This will make it possible for the Pretoria CEU to
collaborate with the Department of Internal Medicine and the
Department of Radiology to conduct interdisciplinary research
on the eval uation of the extent and localization of atherosclerosis
among black and white subjects with myocardial infarction or
stroke. The Unit continues to be involved in projects on other
areas of interest including pharmaco-economics, psychol ogical
aspects of chronic diseases as well as screening for diabetes
complications and cardiovascul ar risk factors.

The Unit iskeen on expanding itstraining and research capacities
and hopes to bring its outputs and relevance to new levels.

Paul Rheeder

Director
Pretoria CEU
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Resear ch and training programs move forward

at the University of Zimbabwe CEU

(UZ-CEU) was given financial support by the Centers for

Disease Control and Prevention (CDC), Atlanta, USA, to embark
on the HIV/AIDS Quality of Care Initiative or HAQOCI (see
INCLEN News July 2002) .For this project, the CEU received
technical assistance from the CDC-Zimbabwe AIDS Program.
Several activitiesand programsidentified and outlined at anational
stakeholders' meeting in February 2002 have been planned and
implemented.

I n 2002, the University of Zimbabwe Clinical Epidemiology Unit

One of these activities was the Baseline Survey on HIV/AIDS
Quality of Care Situation Analysiswhich aimed to understand the
care issues surrounding HIV/AIDS in Zimbabwe. Tools for
collecting both health institution- and community-based data on
HIV/AIDS care and support were developed, pilot-tested and
finalized. Surveyors were trained on data collection techniques
prior to conducting the main survey in August-September 2002.
The findings of this survey will provide critical inputs to the
development of appropriate responses for improving the quality
of care of HIV/AIDS patientsin the country.

As part of its information dissemination efforts, the HAQOCI
developed materials including newsletters for policy makers,
pamphlets and brochures for the public, and a video on home-
based care targeting both patients and health care providers.

HAQOCI a soimplemented the Opportunistic Infection Prevention
Program (OIPP). This program addresses both training and
infrastructure needs to combat the problem of opportunistic
infections. The first training, conducted in September 2002, was
participated by 28 nurses and doctors from the Harare Central
Hospital. While training modules still need to be devel oped, the
overall plan of OlPPisfor al health care providersin Zimbabweto
receivethistraining.

The Opportunistic Infection Prevention (OIP) Clinic, the other
component of the OIPR, isbeing piloted in Harare. Theclinicaims
to strengthen the referral system for HIV/AIDS clients, offer
counseling and provide |EC materials. The Zimbabwe government
has committed itself to provide basic infrastructureif the concept
of the OIP Clinic can be demonstrated to be replicable in other
sites.

Another component of the HAQOCI isthe
development of National
Standard Treatment
Guidelines (STGs) for
HIV/AIDS and training
on Discharge Planning of
Chronically and
Terminally 1l Patients.
The STGs are needed to
minimize ineffective
interventions, waste of

Dataentry in brogress
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resources and harm to patients.
Discharge Planning, on the
other hand, is aimed to
establish a continuum of care
for patients suffering from HIV-
related illnesses as they are
transferred from the health
facility to their homes. Both
efforts are seen to ease the
burden on the country’s health
care budget and resources.

o

Dr. C. E. Ndlovu, UZCEU
member and National Drug
and Therapeutics Advisory
Committee (NDTPAC) Minis-
try of Health Chairperson

UZ-CEU extends its apprec-
iationtothe CDC for itssupport
of the above project activities.

In another development, The Faculty Board and the Academic
Board of the University of Zimbabwe has recognized the UZ-CEU
asatraining center in clinical epidem-iology. Asatraining center,
UZ-CEU offers the
Masters in Clinical
Epidemiology
Program by distance
learning (See
INCLEN News July
2002 issue). Thefirst
batch of 22
candidates was §

registered in 2002. u A4

Currently, UZ-CEU is ;

working on its  Some members of the first cohort of

application as an  fellows of the Masters in Clinical
Epidemiology Program

INCLEN (CERTC)
Clinical Epidem-
iology Research and Training Center.

The 3-year program primarily targets health professionals in
theAfricanregion. Onthefirst year of the program, candidates
learn basic tools of epidemiology and biostatistics. On the
second year, candidates devel op research proposals. They also
undergo training in health social sciences, clinical economics
and clinical epidemiology. On the third year, the candidates
conduct a research project of their choice and submit their
dissertations.

Asidefrom the graduate program, the UZ-CEU annually conducts
acourse on research methodsfor the faculty staff and postgraduate
students of the university. A research methods booklet, which
would standardize the teaching of this course, is currently in the
process of development.

Rose Kambarami
CEU Director
University of Zimbabwe



Research
How can Clinical Epidemiology help assess effectiveness effortsto
reduce inequitiesin health? Special methodologic challenges
A workshop at INCLEN Global Meeting XI X in Kunming, China

Suzanne Fletcher, Harvard Medical School, Boston, USA

Vivian Robinson, University of Ottawa, Ottawa, Canada

Laura Sadowski, Cook County Hospital, Chicago, USA
Peter Tugwell, University of Ottawa, Ottawa, Canada

and infant mortality a new low. These averages however,

obscure an uneven distribution of health, with health declining
with socio-economic status. Given thisinequity, thereisincreasing
recognition that clinical epidemiologists need to consider the
impact of interventions on health equity.

I n many countries, life expectancy has reached a new high,

An international group is developing a methods interest group
on Health Equity within the Cochrane and Campbell
Collaborations. This group is looking at which interventions
enhance health equity by ngif suchinterventions: 1) reduce
the rich-poor gap (and the gap across other socio-demographic
factors) or 2) improve the health of the poor and most
disadvantaged. [See related INCLEN initiative, the Knowledge
Plus Program, on page 3.]

At thisworkshop at the INCLEN Globa Meeting X1X in Kunming,
participants worked in 3 small groups to discuss 2 questions
related to clinical epidemiology and health equity.

The first question asked was “How to define the term
disadvantage?’ As a spring board for discussion, an acronym
for defining disadvantage called PROGRESS (for P-place of
residence, R-race/ethnicity/culture, O-occupation, G- gender, R-
religion, E-education, S-socioeconomic status, S-social capital
and resources) was given to the groups. Developed by Hilary
Brown and Tim Evansat The Rockefeller Foundation, PROGRESS
serves to illuminate the multi-dimensionality of the term
disadvantagein termsof both accessto care and health

political dimensions of equity, not captured in the PROGRESS
acronym, need to be considered when trying to enhance health

equity.

The second question focused on how to choose a study design
to assess effectiveness and equity and what special issues need
to be addressed. Recommendati ons from the working groupswere
to: consider implementation factorsto improve uptakeinto clinical
practice, especially for disadvantaged populations (thisincludes
working with palicy-makers, NGO'sand all relevant stakeholders);
combine both qualitative (e.g., ethnographic case studies, focus
group discussions and process eval uation) and quantitative study
designs to capture important dimensions and be able to explain
differencesin treatment effectiveness across groups; and consider
theimportance of issuesin therecruitment of patients. For example,
researchers need to consider the place, time and setting where
participantsarerecruited. Aretheserecruitment guidelinesredistic
for recruiting the disadvantaged population/s of interest?

In conclusion, PROGRESS is a good starting point for defining
disadvantage. In ng equity-effectiveness, multidisciplinary
teamsin collaboration with important stakehol ders, such aspolicy-
makers and NGO's, need to use different study designs (both
qualitative and quantitative) and apply special methodsto recruit
the populations of interest. Measurement of differences needs
to consider the clinical importance (not just statistical significance)
of both individual variation and differences between groups of
people.

status. PROGRESS is currently being used by the
Global Equity GaugeAlliance (www.gega.za.org) and
the proposed Cochrane/Campbell Health Equity
Interest Group.

The primary recommendations from the working
groups were to adapt the definition to include the
following concepts: perspective, stigma associated
with certain diseases, and ecological and political
dimensions. The perspectivefromwhich thedefinition
is arising is important. The groups also suggested
that surveys be done of potentially disadvantaged
groups to determine their perception of disadvantage
and health equity . The participants also suggested
that stigmaassociated with certain diseaseslike mental
illness, physical disability and HIVV/AIDS needsto be
incorporated in the PROGRESS acronym, particularly
under social capital and resources. Ecological and

Upcoming CLEN Regional

ThelndiaCL EN Annual
in Lucknow, North Indiao
2003. Thisyear’'sthemeis
Public Health in Ind
information visit www.indi
or e-mail: indiaclen@tou

Thel NCL EN-Southeast
scheduled on November
Manila, Philippineswith
“ Resear ch@thespeedofp
For details and updates

visit www.inclensea.org

or e-mail: coordinator @i
or AdministrativeOffi
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Research

|nvasive Bacterial | nfection Surveillance (I1BI'S) study group presents
10-year data, additional 3-year Indian Council of Medical Research
(ICMR) funding highly probable

project supported by USAID through INCLEN, hascompleted
10 years of surveillance on vaccine- preventable invasive
bacteria infectionson S. pneumoniae and H. influenzaein India.

The Invasive Bacterial Infection Surveillance (IBIS) study, a

Dr. Kurien Thomas, |BISCoordinator, Dr. M. L. Lalitha, coordinator
for microbiology and Dr. Mark Steinhoff, project consultant,
presented the results of the study at the “Indo-US Collaborative
Meeting on Strategies to Reduce the Burden of Acute Lower
Respiratory Infectioninindia’. Heldin New Delhi on March 10-11,
2003, the meeting was sponsored by the Indian Council of Medical
Research (ICMR). One of the important recommendationsin this
meeting isthat the surveillance of diseasesdueto H. influenzaeand
S pneumoniae should continue. Further, to better understand the
burden of these diseasesin the country, the surveillance must employ
new diagnostic techniques like antigen detection using PCR and
Latex tests for meningitis patients, in addition to conventional
methods. Given these recommendations, IndiaCLEN has submitted
aproposal to ICMR to extend the IBIS study. It is expected that the
project will begranted funding for 3 moreyearsthrough the national
budget with atarget to initiate by January 2004.

The first IBIS project involved atotal of 5,798 patients and 314
bacteria isolatesin 3 years. Data regarding pneumococcal disease
from this project, thefirst multi-center pneumococcal datain India,
waspublishedintheLancetin 1999inanarticleentitled  Prospective
multi-center hospital surveillance of Sreptococcus pneumoniae
disease in India’. The data on H. influenzae was published in the
Clinical Infectious Diseasesin 2002, “ Are Haemophilusinfluenzae
infections a significant problem in India? A prospective study and

review” (Seeabstractin INCLEN NewsJuly 2002 issue). Inaddition,
the study has generated more than 15 peer-reviewed publicationsin
various national and international journals.

The IBIS data from 1993-2002 generated the following findings.
pneumococcal resistance to penicillin is fairly low in the Indian
subcontinent with an increasing trend that warrants continued
surveillance; both H. influenzae and pneumococcus show highlevel
of resistanceto co-trimoxazol e, the drug currently recommended for
the ARI-Pneumonia Control Program; use of the nasopharyngea
swabs among school children is a potential rapid strategy for
surveillance of antimicrobial resistance patterns; and the currently
available 7-valent pneumococcal vaccine provides low level
(approximately 40%) coverage of serotypes that cause invasive
pneumococcal disease in under 5 year-old children, while the
proposed 11-valent pneumococcal vaccine will provide nearly 80%
coverage of strainsfound in Indian children.

IBIS, being acollaboration among IndiaCLEN’s6 CEUsand CERTCs
and aflagship study of IndiaCLEN, hasfacilitated initiation of other
successful collaborative researches among these 6 CEUS/CERTCs.

The 10-year data of the IBIS Study has been recognized by health
authoritiesin Indiaasan important contribution for national policies
on vaccine and drug use. The continued funding from the ICMR
New Delhi isamilestonein nationa recognition for the high quality
work that has been going on for thelast 10 yearsin IndiaCLEN.

Kurien Thomas
IBIS Coordinator

Canadian I nstitutes of Health Research (CIHR) awardsINCLEN and
University of Ottawa a study grant on knowledge trandation

nlinewiththe INCLEN Trust’sK nowledge Management Program,

Peter Tugwell and Mary Ann Lansang (INCLEN Trust) in

collaboration with INCLEN members and colleagues from the
University of Ottawa, got the nod from the Canadian Institutes of
Health Research to embark on a project entitled “An International
Study of Health Research Funding Agencies Support and Promotion
of Knowledge Trandation in Low- and Middle-Income Countries.”
This project aims to determine effective strategies used by funding
agenciesto promote the uptake of new knowledge for improvement
of healthand health equity. The collaborative study involvesINCLEN
membersfrom Colombia(Dr. Juan Lozano), Brazil (Drs. Jose Quirino
and Marcos Ferraz), the Philippines (Profs. Rachel Delino and Cynthia
Cordero), Thailand (Dr. Visanu Thamlikitkul), India(Drs. L. Jeyasedlan
and Shuba Kumar), South Africa (Dr. Jacobus Louw) and Canada
(Drs. GeorgeWelIsand Vic Neufeld). Both national and international
funding agencies (e.g., World Bank, Wellcome Trust, WHO-TDR
and CIDA) that fund projectsin these countrieswill be interviewed
to identify areas of good practice.
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Co-investigators Dr. Jeremy Grimshaw and Dr. lan Graham,
are working on aparallel study in North America, Europe and
Australia. They are advising the INCLEN team on methods
for quality assurance, translation issues, designing,
conducting and analyzing semi-structured interviews with the
funding agencies. Analysis of the data will be conducted
collaboratively. Country investigators will work together to
develop a common code-book of themes arising from the
interviews. To share the results with funding agencies, country
investigators will hold local debriefing workshops with
national and international funding agencies to share lessons
learned and areas of best practice. The results will be
discussed and presented at a pre-conference workshop at the
INCLEN Global Meeting in February 2004.

Vivian Robinson
University of Ottawa



Parthers

WHO, COHRED, GFHR National Health Research Systems (NHRYS)
| nitiative generatesNHRS work plans

n October 2001, the Council for Health Research and

Development (COHRED) together with the World Health

Organization and Global Forum for Health Research

launched its own initiative to contribute to the ongoing

global assessments of health research systems.
Coordinating this activity is the Working Group on National
Health Research Systems (WG/NHRS), one of the working
groups organized by COHRED to address specific issues
regarding the different aspects of a Health Research System or
HRS (see INCLEN News January 2002).

The WG/NHRS divided its task into two phases: assessment of
the NHRS's and the devel opment of awork plan to improve and
strengthen them based on the findings of the assessment.
Participating in this activity were eight countries: Brazil, Cuba,
South Africa, Tanzania, Lao/PDR, Indonesia, Philippines and
Thailand. Respective country assessments were conducted from
October 2001 to July 2002 using toolsand frameworks each country
saw as practical and feasible given the timeframe and available
resources and materials. In June 2002, representatives from the
participating countries met again in Bangkok to give updates on
their assessments and share their experiences.

Whileadefinite framework for assessment was not recommended,
certain key aspects of an HRS were generally appraised, such as:
leadership structure and management, research manpower,
resources, process of setting research priorities, ethicsin research,
and evaluation and monitoring. South Africa used the seven
elementsof the Essential Nationa Health Research (ENHR) strategy
to determine gaps within its health system. Thailand focused on
management and governance issues, while Tanzania highlighted
thefunctionsof the TanzaniaNational Health Research (TANHER)
Forum in bringing together all its HRS actors and using thisasthe
venue for assessing the system.

The methods applied included theff.: review of existing literature
and relevant materials on laws and policiesthat have been passed

to support the HRS, mailed questionnaires (as in the case of
Indonesia), focus group discussions and in-depth interviews
(Indonesia, Tanzania, Philippines), and Strengths-Weakness-
Opportunities-Threats (SWOT) analysis (Tanzania, Philippines,
Thailand, Cuba).

The status of HRS's in these countries varied. As a focal
coordinating mechanism for health research activities, Indonesia
hasthe National Institutes for Health Research and Devel opment
while Thailand hasthe Health System Research I nstitute. In almost
all of the participating countries, the ENHR strategy was adopted
by the Ministries of Health and served as a guide in allocating
resources, identifying research priorities, networking, and
strengthening research capacities. On the other hand, Lao/PDR
did not have yet an established HRS but it hasformul ated strategic
plans to develop the system and identified its primary goals.
Overall, the countries were able to identify gaps and weaknesses
in their HRS's leading to the development of appropriate work
plans.

Cuba, Indonesia, South Africa, Tanzania and Thailand chose to
strengthen the existing structures already in place in their health
systems. Brazil planned to create an NIH-type of agency within
the MoH to organizeits HRS. The Philippines, after consultation
with stakeholders, voted to shift the stewardship function of the
HRSfrom the Department of Health to another government agency;,
the Department of Science and Technol ogy, through the Philippine
Council for Health Research and Development. Lao/PDR joined
the ongoing HRS activities by establishing an Ethical Review
Committee (ERC), which would al so coordinate the devel opment
of the country’s HRS and national guidelines.

Alberta Vargas

Research Associate

Assessment of National Health Research
Systems Project

Equity and Clinical Epidemiology (from page1)
Within Canada, and internationally, thereisincreasing interest in
“knowledge translation”: translating research evidence into
improved health for the population. Knowledge translation
involvesidentifying barriers and tailoring information for different
usersof research resultswiththe goal of increasing implementation
of effective interventions.

Dr. Tugwell described several exciting initiativesthat are underway
globally that involve both action-oriented epidemiology and
knowledge translation of research evidence to improved health.
Three examples are described below.

The Global Equity Gauge Alliance (www.gega.za.org) has
developed an approach based on 3 pillarsincluding measurement,
advocacy and community mobilization. This approach involves

bottom-up participation from the community aswell astop-down
from policy-makers. Dr. Tugwell and the University of Ottawaare
in the process of developing alocal Ottawa Equity Gauge based
on this very successful model developed in low- and middle-
income countries (LMIC).

The University of Ottawa, led by Dr. Annette O’ Connor, has
developed the health coach approach to engage disadvantaged
women in shared decision-making. This approach includes
assessing individual decision-making needs and coaching women
to find the evidence-based information they need, clarifying their
values and devel oping the communication skills needed to make
and act upon their decisions. This approach has been evaluated
in Chile, with funding from the Canadian I nternational Devel opment
(to page 21)
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Parthers

Development of Integrated Disease Surveillance Program (IDSP) in
India: A successful IndiaCL EN-Government of Indiapartnership

public health programsin India. It isimportant in the

early detection of epidemics, monitoring of disease
control programs and optimum all ocation of health resources.
It also provides information for evidence-based health care,
and is an effective health advocacy tool.

D isease surveillance is considered as the backbone of

The government of India has recognized the potential uses and
advantages of disease surveillance. Thusit requested IndiaCLEN
to be a partner in the development of an Integrated Disease
Surveillance Program (IDSP) in the country. During the last two
years, IndiaCLEN members participated in the devel opments of
the following program components: Project Concept Document
(PCD); Project Implementation Plan (PIP); User-friendly Manuals
for the districts and their peripheries; and the Training Plan,
Strategy and Training Manual.

Participantsof | DSP workshop on development
of user- friendly manuals

Sitting: L-R : Dr. RR. Katti — MOHFW Maharashtra, Dr. R.C.
Ahuja — Lucknow, Dr. Sunita Shanbag — Mumbai, Dr. Nalini
Ramamurthi — Chennai, Dr.Sharada Suresh — Chennai, Dr.Kurien
Thomas — \ellore, Dr. Brij Bhushan — MOHFW New Delhi
Standing L-R: Dr. Hemant Kumar —WHO, Dr. N.K. Arora—AlIMS,
Dr. A.C. Dhariwal —NICD, Dr. P.P. Joshi —Nagpur, Dr. Devadasan
—WHO, Mr. S.Ganeshan — \ellore

Thespectacular Mughal Court at theJaypeeHotel
and Convention Center offers a rare sight of
be ewelled ar chitectural splendor.

Thepalatial venueof theNCL EN Global Meeting
XX providesparticipantswith astimulating blend of
moder n amenitieswith thebest of cultural antiquity.
Thehotdl issituated only two and a half kilometers
away from thefamed Taj Mahal.

A bottom-up approach was carried out by the network to develop
theimportant elementsof surveillancein IDSP. A number of state-
based workshops were successfully conducted to understand
the current surveillance activities. Crucial to the program and its
componentswasthe close coordination with state health officers,
grass root level health workers in various states, officers of
National Institute of Communicable Diseases, Indian Council of
Medical Research, World Bank, World Health Organization and
United StatesAgency for International Development .

The program expects to improve the communicable and non-
communicable surveillance activities for a limited number of
conditions of public health importance in the country. It will be a
decentralized, district-centered, action-based system involving
private and public health sectors in the rural and urban settings. It
will integrate the surveillance related activities of existing vertical
programsliketheNationa Polio Surveillance Program (NPSP), Program
onHIV/AIDSand Tuberculosis, Maariaand L eprosy Programs.

IDSP plans to integrate and strengthen surveillance activities
particularly in administrative reorganization of the surveillance
set-up. For example, sharing of information can take place at the
district level. The program also aims to strengthen public health
laboratories, optimally use information technology and enhance
human resource devel opment.

Implementation of the program will be conducted in phases with
initial funding from the World Bank. Eight stateswill beincluded
in the first phase. All 35 states in the country will be included in
the program in the next two years.

IndiaCLEN will continue to be involved with the program in
facilitating administrative reorganization for integration;
strengthening laboratory, communication and computing facilities;
participating in human resource development; helping with
implementation in different states; and evaluating the program
after implementation.

Kurien Thomas
IDSP Coordinator
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INCLEN and partners providelearning moduleson “Health
Research for Policy, Action and Practice”

P o
m=sms COHREL o

THE INCLEN TRUST

Alliance for
Health Policy and
Systems Research
COHRED: www.cohred.ch
the Council on Health Research and Development (COHRED) andthe | GFHR: www.globalforumhealth.org
Global Forum for Health Research (GFHR) have collaborated onthe
development of modules on Health Research for Policy, Action and

Practice.

I NCLEN, theAlliancefor Hedth Policy and Systems Research (AHPSR),

CD-ROM copies of the CTP modules as well as the
INCLEN LAMP (Leadership and Management Program)
modules are also available on request. Write to:

The goal of this Collaborative Training Program is to support strategies

inclen@inclentrust.org

toincreasetheimpact of health research on policy, programs and practice

through training and institutional devel opment.
The modulesfocus on practical experience and
best practicesregarding health research priority
setting, knowledge management, and leadership
and advocacy. Designed in a flexible way and
tailored to the needs and interests of diverse
constituencies, the modules are seen to benefit
many people who are interested in increasing
the impact of health research. In particular,
research managers, policy analysts within
ministries of health and research and continuing
education officersmay find that training in these
subject areaswill be avaluable investment.

The 3 sets of modules are:

Module 1: Priority Setting for Health Research,
which discusses various models and methods
for setting health research priorities. Thisportion
highlights the experience of countries and
organizations that have used these models.
Consideration is given not only to priority
setting per se but also to the implementation of
theresearch priorities.

Module 2: Knowledge Management and Health
Research, which comprehensively discusses
therevolutionary changesthat have taken place
with knowledge and information during the last
two decades and the effect of such changes on
the global use and translation of knowledge.
Module 3: Advocacy and Leadership, which
focuses on the role of advocacy and leadership
in strengthening the links between health
research and equity in development.

These modules are available at the websites of
the collaborating organizations:

INCLEN Trust: www.inclentrust.org

AHPSR: www.alliance-hpsr.org

Your Opinion Counts!

Journal of Clinical

Epidemiology
Official Journal of the
International Clinical Epidemiology Network?

Imaginethis: Journal of Clinical Epidemiology (JCE), Official Journal
of the INCLEN Trust. Thismeans INCLEN at the top of the pack —
main contributor to THE Journal, calling the shots for clinical
epidemiology all over the world, blazing paths and setting new
directions. It's possible, you know. In fact, a mutually beneficial
agreement between JCE and INCLEN is in the early stages of
incubation. Ready or not, this may soon become a full-blown
proposal.

But beforewe get carried away by our ambitions, imagine the potential
downside:meticulous methodology to withstand international
scrutiny, frantic writing to meet editorial deadlines, cumbersome
English editing, subscription fees for all members or membership
feesfor INCLEN that covers the subscription. Isthis something we
really want to do?Istherereally potential for amutual benefit package
that is acceptable for all concerned? These are just some of the
decisions we need to face.

The INCLEN Trust would appreciate your reactions, opinions and
suggestions. Please write to the Editor, Journal of Clinical Epid....
ooops, | got carried away by the future. Just write to:
inclen@inclentrust.org. Welook forward to your comments!

Antonio Dans
University of the Philippines
CERTC
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Social inequities. . . (from page 4)

Research can identify disparities in hedlth status. Epidemiological
studies can help to identify at-risk groups hidden in aggregate data.
Research can determine the causes of disparities through analytical
studies that explore why disparities exist. Research that involves
evaluations of specific interventions or policies can help inform
actions to reduce disparities. Further, research can monitor trends
towards equity. For example, household surveys can assess hedlth
perceptions and access to care. Facility-based surveys can assess
quality of care, while health resource flows can analyze health
expenditures.

There are indeed many opportunities for research in addressing
equity. What has been achieved so far? What are the gaps? Current
studies focus primarily on documenting inequities and the process
of trying to correct them but empirical evidence about the
effectivenessof rategiesto reduceinequitiesislacking. For example,
interventionssuch asimmunization uptake may resultinoverall benefit
but may not reduce or may even increase inequalities. Further, data
on possible harms, costs and priorities of recommended policiesto
reduceinequitiesarerequired. “Common sense”’ paliciesmay have
adverse effects (e.g., social work servicesfor delinquent boysinthe
UK increasesre-offending and substance abuse). Systematic reviews
of the effects of interventions are urgently needed since partia or
selective citation of evidence is widespread.

To conclude, inequities related to socio-economic statusare large
and getting larger. Theinitiativesthat we havewitnessedinthelast 25
yearspoint to aninternational consensusthat most of thesedisparities
are unjust and should not be tolerated.

For usasresearchers, thereisan urgent need for rigorously conducted
primary research and systematic reviews that can guide decisions
about how best to tackle inequities.

Winston Churchill has thisto say on the need for equity:

“ Disease must be attacked in the poorest or the richest in the
same way as the fire brigade will give full assistance to the
humble cottage as readily as to the most important mansion.”

-Winston Churchill, 1946

Addressing the inequity problem is in our best interest. As Nils
Daulaire of the Globa Health Council pointsout:

“Health inequities lead to greater dangers for all. These
inequities are often born out of injustice. We may never be able
to eliminate injustice, but ... we can never simply accept it.”

List of references may be requested by writing to the Editor at:
inclen@inclentrust.org

Knowledge ‘Plus Program . . . (from page 3)
among countriesintermsof equity and applicability; 3) equity issues
involved; 4) withintheinterest of INCLEN members, 5) feasibility ;
and 6) availahility of evidence. Other membersof TeamA are Shally
Awasthi (India), Antonio Dans, ManjulaDatta(India), Prashant Joshi
(India), Vic Neufeld (Canada) and DianaPinto (Colombia). Srinath
Reddy serves as consultant.

Team A hasraised severa key issues with regard to its work. For
instance, it recommended that the persons who would develop the
KP packages should include representatives from policy-making
bodies, health care-related professions and academic ingtitutions,
and the users and target populations of the proposed interventions.
Guidelines and attributes to identify clients and stakeholders have
been formulated by the team. It also proposed several strategieson
how future clients would be identified during the program’s
subsequent phases. Onceimplemented, the KP packageswould be
monitored and evaluated through process and health outcomes
and other less“tangible” outcomeslike changesin attitude-behavior
and satisfaction of expectations of clients, users and target
population. Ultimately, the KP packages are envisioned to include
methods on how clients, or users, could select and incorporate
valid relevant knowledgein their health care decision-making.

Team B hasreviewed existing checklists, scales, and grading systems
to develop its own tools for the KP packages. These include: 1) a
“filter” or lensto appraisethevalidity of origina studies; 2) alensto
appraiseapplicability of studies; 3) equity lensesthat would eval uate
studies both individualy and as an input to the development of
guidelines; and 4) a standard for Grades of Recommendation.
Utilizing e-based strategies for consensus building, the Team has
achieved 33—95% of thework required for thevariouslenses. Team
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B membersare: JoseAcuin and L eonilaDans (Philippines), Rodolfo
Dennis (Colomhbia), Kang Deying (China) and Vivian Robinson
(Canada). Peter Tugwell, Alex Jadad, Tessa Tan-Torres and Gordon
Guyatt serve as consultants.

ThelCT Team, or Team D, hasaready devel oped and tested aweb-
based software that storesdetails of areference/citation in adatabase.
The software, which comeswith asearch engine developed with the
help of IT consultantsin India, iscapable of searching referencesby
keyword, title, author and abstract. It can also do content-based
searchwhen auser isnot familiar with thetitle or author of thearticle
he/she is looking for. The program was devel oped with effective
search agorithms that utilize less system resources and is able to
display results in microseconds.

Team D has dready tested the software for speed and efficiency by
uploading 56,539 articles into the server. A typical search was
requested and the results obtained in 0.71 seconds. It has been
proposed that the functions of the search engine be broadened to
incorporate the lenses for validity, applicability and equity being
developed by Team B. Inthefuture, the KPPwebsitewill haveaK PP
e-Group software that will make it possible for members to
communicate, collaborate and share information any timeand from
anywhere in the world. The features of the KPP digital work space
will include: discussion Board, document management, task
scheduling, news, palls, photo, appointments, and member profile.

Team D membersare: Shrikant Bangdiwaa(USA), CynthiaCordero
(Philippines) and Sergio Munoz (Chile). Consultants are: Nancy
Johnson, Adrean Yang and Arunachalam Rajagopal .

Juan Gabriel Ruiz, Antonio Dans, L. Jeyaseelan and Visanu
Thamlikitkul, Knowledge “ Plus’ Program Team Leaders



New Publications

1. Lautenbach E. Fluoroquinolone utilization in the emergency
departments of academic medical centers: Prevalence of, and
risk factorsfor, inappropriateuse. Arch Intern Med 2003;163:
601-5.

2. Lautenbach E. Changes in the prevalence of vancomycin-
resistant enterococci in response to antimicrobial formulary
interventions: impact of progressive restrictions on use of
vancomycin and third generation cephalosporins. Clinical
I nfectious Diseases 2003; 36: 440-6.

3. Metlay J. Prior antimicrobial drug exposure: arisk factor for
trimethoprim—sulfamethoxazol e-resistant urinary tract
infections. Journal of Antimicrobial Chemotherapy 2003; 51,
963970

4. Alves da Cunha AJ, Amaral J, Fontenele e Silva MA
Inappropriate antibiotic prescription to children with acute
respiratory infectionin Brazil. Indian Pediatrics 2003;40:7-12

5. Keerasuntonpong A, Thearawiboon W, Pnathawanan A,
Judaeng T, Kachintorn K, Jintanotaitvorn D, Suddhisanont L,
Waitayapiches S, Tinangrim S, Thamlikitkul V. Incidence of
urinary tract infectionsin patients with short-term indwelling
urethral catheters: A comparison between a 3-day urinary
drainage bag change and no change regimens. Association
for Professionalsin Infection Control and Epidemiology, Inc.
2003; Vol.31No0.1:9-12.

6. Bangdiwala S, de PaulaC, Ramiro L, Munoz S. Coordination of
international multicenter studies: Governance and
administrative structure. Salud Publica Mex 2003; 45: 58-66

Note: The English version of this paper isalso available at: http:/
Ivww.ingp.mx/salud/index.html

7. Belfort MA, Anthony J, Saade G, Allen J, Festin MR, et al. A
Comparison of Magnesium Sulfate and Nimodipine for the
Prevention of Eclampsia. The New England Jouranl of
Medicine. 2003; 348:304-11.

8. Cuervo LG. Interventions for preventing or improving the
outcome of delivery at or beyond term. WHO Reproductive
Health Library, No 6, Geneva, World Health
Organization.2003.

9. Salim A, Rengifo-Pardo M, Vincent S, Cuervo-Amore LG
Melasma. BMJ books, London.2003.

10. Festin M, Lumbiganon P, Tolosa J, Finney K, Ba-Thike K,
Chipato T, Gait n H, Xu L, Limpongsanurak S, Mittal S,
Peedicayil A, Pramono N, Purwar M, Shenoy S, Daly S.
International survey on variations in practice of the
management of the third stage of labour. Bulletin of the World
Health Organization 2003;81:286-91

11. BelizarioV,AmarilloM, DeL eon W, DelosReyesA, Bugayong
M, Macutangay B. A comparison of the efficacy of single doses
of Albendazole, Ivermectin and Diethylcarbamazine Alone or
in Combinations Against Ascaris and Trichuris spp. Bulletin
of the World Health Organization 2003:81;35-42

12. Carr V, Neil A, Halpin S, Holmes S, Lewin T. Costs of
schizophreniaand other psychosesin urban Australia: findings
from the Low Prevalence (Psychotic) Disorders Study.
Australian and New Zealand Journal of Psychiatry 2003; 37:
31-40.

13. Neil AL, Lewin TJ, Carr VJ. Allocation of resources and
psychosis. Australian and New Zealand Journal of Psychiatry
2003; 37:15-23.

Equity and Clinical Epidemiology (from page17)

Agency (CIDA). Discussionsare underway on how to apply this
approach in other LMIC's for other types of decisionsincluding
the rational use of drugs in India, management of HIV/AIDS in
Thailand, and tubercul osis management in South Africa.

Dr. Tugwell and Mark Petticrew are working on a Cochrane
Collaboration Health Equity working group to devise methods for
systematic reviews assessing whether interventions enhance
health equity. This methods group will also advise the sister
Collaboration, the Campbell Collaboration, which looks at the
evidence of effects of legal, social, policy and educational
interventions on health.

Other examplesincludethe International Network for the Rational
Use of Drugs (INRUD), geographic information systems (GIS)
and mapping software such as CIETmap. A collaborative study
of INCLEN and University of Ottawa that looks at knowledge
translation policies of funding agenciesisdescribed in a separate
article (see pagel6).

Dr. Tugwell said that in the future, his group would investigate
whether and how information technology has the potential to
disseminate these promising tools for global use. Efforts are
now increasing to test and evaluate information technology
approaches for applying the approaches listed above. The
challengeisto ensurethat information technol ogy tools consider
their impact on health equity and work towards enhancing health

equity.

These examples are the beginnings to answer the question:
“What works to reduce inequities in health?” As Dr. Tugwell
said, “Thechallengefor usall, isto continue building the evidence
on what works to reduce inequities in health, and then ensure
that these interventions are implemented in practice!”

Reference:

Gwatkin DR (2001). The need for equity-oriented health sector
reforms. Int JEpidemiol 2001; 30: 720-3.
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Announcements

warmwelcometo Dr. Ranjit Roy Chaudhury, Chair, Board
of Directors, INCLEN Inc., and Chair Elect, INCLEN Trust.
See INCLEN News January 2003 for hisprofile.

A warm welcome to Dr. Demissie Habte, new member of the
INCLEN Board of Trustees. Dr. Habteis currently aConsultant
Health Specialist of the Regional Human Development, African
Technical Families at the World Bank inWashington, D.C.
Previousto this position, he served asthe Lead Health Specialist
inthe sameWorld Bank program. Hewasformerly the Director of
the International Centre for Diarrhoeal Disease Research in
Bangladesh where he successfully raised big grants and
endowmentsfor the Centre. He also served as Dean of the Faculty
of Medicine of theAddisAbabaClinical Epidemiology Unit. He
has more than 3 decades of experience and proven competence
in clinical and academic pediatrics and child health; a
demonstrated record of research accomplishments in health
problems of children; and acknowledged skill in management
and administration of both academic and research institutions.
Dr. Habte also served asamember of the INCLEN, Inc. Board of
Directorsfrom 1997-1999.

New INCLEN Trust Board of Trustees and INCLEN, Inc. Board of Directors

A warm welcome aso to Dr. James Volmink, who is the present
chair of Primary Health Care (PHC) in the Faculty of Health
Sciencesof the University of Cape Town. Healso servedinvarious
posts at the South African Cochrane Centre, Medical Research
Council. Inacareer that spansover two decades, he hasservedin
various academic and research institutions, advisory boards,
committees, and task forces both internationally and in South
Africa. Dr. Volmink joined the INCLEN Trust Board of Trustees
andtheINCLEN, Inc. Board of Directors effective January 1, 2003.

Warm felicitationsto Dr. Palitha Abeykoon, another new member
of theINCLEN, Inc. Board of Directorseffective January 1, 2003.
Dr. Abeykoon served four years as Director of the Department of
Health Technology and Pharmaceuticals, WHO South East Asia
Regional Office, New Delhi, India. Hiscareer in WHO has spanned
over a decade, having held posts that include assignments in
Nepal and Indonesia. He also received numerous awardsfrom Sri
Lanka, India, Australia, New Zealand and the USA for his
outstanding contributionsto medical education. Dr. Abeykoonis
currently based in hishome country, Sri Lanka.

* ThelatinCLEN Board of Directorselected the new Executive
Committee (EC) for the period 2003-2005. Dr. Juan M anuel
L ozanotook over from Dr. Sergio M ufioz asthe L atinCLEN
President. Thelatter continuesto serve as EC member. Dr.
Antonio da Cunha was elected Vice-President, and Drs.
Enrigue Rendon and Myriam Orsotegui as EC members.

® Congratulationsto Dr. Jeyaseelan for being recently elected
asthe new Secretary of IndiaCLEN. Dr. Jeyaseelan can be
reached at |jey@hotmail.com

* Dr.K.T. Shenoy hastakenover fromDr. M. Narendranathan
asthe new Director of the CERTC at the Medical College of
Trivandrum.  Dr. Shenoy can be reached at
ktshenoy@md3.vsni.net.in

* Dr. Pisake Lumbiganon isthe new CEU Director of Khon
Kaen succeeding Dr. Sumitr Sutra. AsKhon Kaen CEU
Director, Dr. Lumbiganon will also bethe Thai-CERTC Co-
Director together with the directors of Mahidol and
Chulalongkorn CEUs. He can be be reached at
pisake@kku.ac.th

* Dr.Kingkaew Pajareereplaced Dr. Siripor n Pitimana-aree
asHead of the Thai-CERTC Secretariat. Dr, Pgjaree can be
contacted at kkpy 2000@yahoo.com

Newson CEUs, CERTCsand CLENSs

® Congratulationsand best wishesto Dr. Maria del Pilar Navia
for assuming the post as CEU Director of the Universidad
Mayor De San Andres (UMSA). She can be reached at
pilarnavia@mail.megalink.com

* Dr.JamesNjogu Kiarieassumesthe post of Director of the
Clinical Epidemiology Unit of the University of Nairobi on
May 30, 2003. Hetook over fromDr. ErastusK. Njeru. Dr.
Vincent Muoki M utisoisthe deputy director of the CEU.
Dr. Kiarie'semail addressis: jkiarie@swiftkenya.com

* Dr. Teraporn Vutyavanich has taken over from Dr. Anon
Manmontri as CEU Director of Chiang Mai University in
Thailand. The CEU also has a hew Sponsor, Dr. Supot
Wudhikarn, Dean of the Faculty of Medicine of the
University. For inquiries, Dr. Vutyavanich can be reached
at tvutyava@mail.med.cmu.ac.th
or at kkanjana@med.cmu.ac.th

* TheentireINCLEN family welcomes Tohoku Univer sity School
of Medicineasasecond CEU in Japan. The CEU directoris
Dr. Naruo Uehara, with the ff. coordinates: email _
naruo@13.rim.or.jp and address: Tohoku University
School of Medicine, 2-1 Seiryo-machi, Aoba-ku, Sendai City,
JAPAN

* Warmest congratulations to the Clinical Research Centre
of the Hospital Kuala Lumpur for being accepted as an
INCLEN CEU. The Centre, represented by its Director, Dr.
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Conferences

e The5"International Conferenceon the Scientific Basisof
Health Serviceswill beheld on September 20-23, 2003 at the
Capital HiltoninWashington D. C. Withthe conferencetheme,
“Global Evidencefor Local Decisions’, the series of meetings
aimsto improve research dissemination, synthesis, trand ation,
and uptake at different levels of decision making in health
services. With more than 26 collaborating organizations,
including INCLEN, the conferenceisaglobal marketplace of
ideasand potential collaborations. Co-hosted by the Academy
of Health Services Research and Health Policy and theAgency
for Healthcare Research and Quality (AHRQ), this year’s
conference is organized around these themes: National
Strategies for Organizing Health Services Research, Using
Evidence to Improve Clinical Practice, Using Evidence to
Improve Health Services Management, Using Evidence to
Improve Policymaking, Using EvidencetoAlleviatethe Burden
of Specific Diseases (mental health, cancer, cardiovascular,
maternal and child health, and HIV-AIDS). For details and
other additional information on the conference, visit

www.icsbhs.org

Lim Teck Onn, has been an active member of INCLEN-
Southeast Asiasince November 2001. For moreinformation
about the Centre, visit www.crc.gov.my

Warmest felicitations to the following new CEUs in Barcelona,
Spain:

0 Hospital dela Sant Creu i Sant Pau | ber oamerican
CochraneCentre. The CEU Director, Dr. Xavier Bonfill,
and Sponsor, Dr. Joaquin Esperalba, can be reached at
xbonfill @hsp.santpau.es or cochrane@cochrane.es.
More information about the Centre can be found at this
website: www.cochrane.es

0 Assessment, Prevention and Support Unit (UASP) of
the University of Barcelona School of Medicine. UASP
Director and Sponsor, Dr. Antonio Trilla and Dr. Ma.
Teresa Estrach, respectively, can be reached at
ATRILLA@Xxlinic.ub.es or at this postal address:
University of Barcelona School of Medicine, Villarroel
170, E-08036 Barcelona, Spain.

|EO Saff

Ms. LucieC. Valdez, from Manila, Philippinesjoined the
INCLEN Executive Office asAdministrativeAssistant last
May 1, 2003. She can be contacted at
Ivaldez@inclentrust.org Ms. Ciela Sar miento, previous
administrative assistant, joined a non-government
organization for sustainable devel opment.

TheGlobal Forum for Health Resear ch (GFHR) announces
new datesfor its 2003 annual meeting. Forum 7 will beheld on
December 2-52003in Geneva, Switzerland. Theannua Forum
is an international meeting bringing together around 700
participants from governments, multilateral organizations,
bilateral aid donors, international foundations, national and
international NGOs, women’s organizations, research
institutions and the private sector. It offersthe opportunity to
present work in progress, recent results or new work, to
continue the analysis and debate and to measure progress on
theroad to correcting 10/90 gap in health research. For details:
contact Louis Currat, GFHR Executive Secretary or visit the
website at www.globalforumhealth.org

TheTraining Programsin Epidemiology and Public Health
InterventionsNetwor k (TEPHINET) announces new dates
for this year's Southeast Asian and Western Pacific Bi-
Regional TEPHINET Conference. Thiswill beon November
24-28, 2003 at the Club Panoly Resort, Boracay, Philippines.
The theme is “Collaboration for Effective Public Health
Surveillance and Response”. More information on the
conferenceisavailableat http://geocites.com/tephinet2003 or
you can email inquiriesto: tephinet2003@yahoo.com

The International Society for Phar macoeconomics and
Outcomes Resear ch (I SPOR) announces its two upcoming
international conferences:

0 TheFirst ISPOR Asia Pacific Conferenceis scheduled
on September 1-3, 2003 at the I nter national Conference
Center and PortopiaHotel, Kobe Japan. Early registration
deadlineisonAugust 1, 2003.

0 ThelSPOR 6" Annual European Congressisscheduled
on November 9-11, 2003 at Princesa Sofia | nter continental
in Barcelona, Spain. This year's theme is “Outcomes
Research: Bridging the Gap Between Policy and Research”.
Deadlinefor early registrationison October 6, 2003.

Contact info@ispor.org or visit their website at www.ispor.org
for moredetails.

IMPORTANT REMINDER:

Submit your INCLEN Global
Meeting XX abstracts on or

before 15 September 2003.

Go to www.inclentrust.org
for details.
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INCLEN Trugt Clinical Epidemiology Units(CEUSs) and
Clinical Epidemiology Resourceand Training Centers(CERTCs)

THE INCLEN TRUST

Section E, 5" floor, Ramon Magsaysay Center, 1680 Roxas Blvd.,Malate, Manila 1004,
Philippines, Phone: (632) 521-3166 up to 85 Local 159, Fax:(632) 400-4374
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