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Summary
Objective: To describe governance and stewardship of
research in health research institutions in the World
Health Organization (WHO) African Region.
Design: A structured questionnaire was used to solicit
information on governance and stewardship from health
research institutions.
Setting: Forty-two Member States of the WHO African
Region.
Participants: Key informants from the respondent health
research institutions in the respondent sub-Saharan African
countries.
Main outcome measures: Institutions’ participation in setting the national health research agenda. Institutional
research priorities, scientific reviews and governance
structure.
Results: During the previous 12 months, the heads of 49%
of respondent health research institutions participated in
the setting or coordination of national research priorities.
The most frequently cited priorities for contributing to or
performing research were improving health programmes,
producing new knowledge, influencing health policies and
conducting operational research. For 78% of respondent
institutions, scientific review was required for research
funded directly by the institution, and for 73% of respondent institutions, scientific review was required for research
not funded by the institution. However, most respondent
institutions did not have written policies or guidelines,
either for the scientific review of proposals (70%) or
regarding conflict of interest on scientific review committees (80%).
Conclusions: Some health research institutions demonstrate good practice in terms of the establishment of structures and processes for governance and stewardship, many
others do not. There is a need for the strengthening of the
stewardship capacity of research institutions in the Region.
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Introduction
In 1990, the Commission on Health Research
for Development declared that ‘strengthening
research capacity in developing countries is one of
the most powerful, cost-eﬀective, and sustainable
means of advancing health and development’.1 It
is widely recognised that in those countries suﬀering the greatest number of avoidable deaths,
particularly in sub-Saharan Africa, there also
tends to be weak and under-developed national
health research systems. Consequently, these countries are less able to generate new information and
knowledge for:
. Diagnosing and providing solutions
. Monitoring health system performance
. Developing and producing new technologies and
health products
. Innovating ways of accessing and putting into
eﬀective use the existing cost-eﬀective interventions known to be able to avert many deaths in
the country2–4
While research capacity strengthening initiatives,
largely focused on the training and development of
individual researchers, became increasingly common
during the 1990s, their limited overall success pointed
to the lack of a systems perspective for understanding
national health research. A systems perspective recognises that capacity for research resides at a number
of interconnecting levels, such as individuals, institutions, nation states and networks, with a variety of
individuals and organisations performing a wide
range of functions. A systems perspective helps us
to see that each of these levels, actors and functions
are interdependent on each other and that if the capacity of the system is to be developed, they all must be
taken into account.5
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The idea of a national health research system has
grown since 2000. A well-functioning system is
needed by each country to:
‘identify priorities, mobilize resources and maximize the use of existing ones, develop and sustain
the human and institutional capacity necessary to
conduct research, disseminate research results to
target audiences, apply research results in policy
and practice, and evaluate the impact of research
on health outcomes’.6
The systematisation of such processes is vital to
improve the transparency and accountability of
health research activities.
While there are some crude indications of weak
research capacity in African countries (e.g. the paucity of research reported in international journals; the
shortage of research and development scientists compared with wealthier regions; the underdevelopment
of research training opportunities within the countries concerned), there remains little understanding
of where, and in what way, capacity is weak.7 Most
attempts to assess, and indeed strengthen, capacity
have been at the individual level. Capacity assessment
at the institutional level and wider, at the level of the
national system, is much more complex and has
received much less attention.8
In order to help this assessment, the World Health
Organization (WHO) began work to develop a conceptual understanding of health research systems.9 It
formed the Health Research System Analysis
(HRSA) Initiative, which progressed this work and
developed a framework for describing and analysing
national health research from a system’s
perspective.10
In this framework, stewardship is identiﬁed as one
of the four functions of a health research system,
along with ﬁnancing, creating and sustaining
resources, and producing and using research.
Stewardship is perhaps the most complex of the
four functions since it is diﬃcult to describe exactly
what it entails, and what capacities are important for
good stewardship. Yet it is also the most important
since it has a fundamental inﬂuence on all the other
functions.11
The term ‘stewardship’ is used interchangeably
with the term ‘governance’. Both concepts relate to
the functions, systems and processes that collectively
ensure that research is ethically conducted, relevant
to the people it is targeted for, and of recognised scientiﬁc quality. The governance of health research can
be assessed by criteria such as representativeness,
transparency and accountability. It concerns both
how and how well decisions are made regarding

what research is supported and conducted, by
whom, and for what ends.12
In the assessment of research capacity at either
institutional or national level, capacity for stewardship has received almost no analytical attention to
date. The key capacities required to implement the
stewardship function include:13
. Skills to formulate a vision, mission, goal and
policy for health research
. Skills to prioritise health research, using appropriate methodologies and approaches
. Capacity to address ethical considerations in
research projects
. Capacity to collect, analyse and use information to
assess and evaluate the various aspects and steps in
the research process
. Capacity to design and implement policies that
address in an eﬀective way existing inequities in
health research, including the ﬁnancing of
research, setting the research agenda, the gender
bias, and inequities in knowledge publication and
utilisation
In a similar vein, stewardship includes deﬁning and
articulating a vision for a national health research
system, identifying appropriate health research priorities, setting and monitoring ethical standards, and
monitoring and evaluating the health research
system.10
This report presents an analysis of data drawn
from a survey of national health research systems in
42 sub-Saharan countries in Africa. Analysis of the
data from this survey oﬀers a new opportunity to
explore aspects of capacity related to governance.
The survey approach identiﬁes a number of core indicators and key descriptive variables to help describe
and assess core functions within the health research
system.

Methods
The methods followed to assess national health information systems are described elsewhere14 but are
summarised brieﬂy here.
The survey used Tool 6 from the Health Research
System Analysis (HRSA) Initiative Toolkit: Methods
for Collecting Benchmarks and Systems Analysis
Toolkit.15 Within the institutional survey, seven questionnaires representing separate ‘modules’ were completed by the respondent institutions. The tool was
initially pilot tested by WHO in 10 low- and
middle-income countries, including three African
countries (Cameroon, Senegal and the United
Republic of Tanzania). The tools were translated
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into French and Portuguese before their use in the
surveys. Questionnaires in English were sent to institutions in 19 countries, in French in 19 countries and
in Portuguese in four countries.
This report draws on data from three of those
questionnaires:
. Module 1000 – Identiﬁcation, introduction and
background information
. Module 2000 – Types and approaches to research
. Module 7000 – Ethical review of research
These questionnaires are designed to focus on
issues pertaining to the governance and stewardship
of research at the institutional level. The main criterion for considering an institution as a ‘health research
institution’ was that it should be engaged in the conception or creation of new knowledge, products, processes, methods and systems related to any aspect of
health, such as factors aﬀecting health and ways of
promoting and improving it. Institutions could be
departments of medical schools, universities, teaching
or non-teaching hospitals, independent research institutions, governmental agencies, pharmaceutical and
other for-proﬁt and not-for proﬁt businesses, charities and non-governmental organisations.
WHO initially created a database of research institutions in the Region from various sources in order to
build a reasonably comprehensive inventory. The list
of health research institutions corresponding to a particular country was then sent to the country focal
team to verify and conﬁrm whether the listed institutions still existed and were operational, and whether
they had carried out research on health or healthrelated topics in the past ﬁve years. A regular
exchange with the coordinating team at the WHO
Regional Oﬃce for Africa to rectify discrepancies
and inconsistencies, and add or remove relevant or
irrelevant institutions, eventually led to a ﬁnal list of
all institutions conducting health research in countries, totalling 1882 institutions in the 42 countries
of the Region. Of these, a total of 847 institutions
responded to the survey and were included in this
report.
For response to questions where institutions were
asked to rank items in the questionnaire, we used
weighting schemes to arrive at composite ranks. For
example, where the response required ranking an
item on a 1 to 5 scale, a weight of ﬁve was given to
the ﬁrst rank, four to the second rank and so on, with
the ﬁfth rank getting the least weight of one. The
average of these was used to derive a composite
rank of items.
We used IBMÕ SPSSÕ Statistics Version 19 statistical software to analyse the data.
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Results
The institution survey dataset included responses
from up to 847 institutions in 42 countries in the
WHO African Region (all except Algeria, Angola,
Sierra Leone and South Africa). Half of the respondent institutions were under 30 years of age, 70%
belonged to the public sector, 13% were independent
research institutions and 64% functioned at the
national level (Table 1).

Table 1. Characteristics of health research institutions in
42 sub-Saharan African countries, 2009.
Health research institutions
Characteristics

No.*

%

<30

426

61

30–59

200

29

68

10

Public

536

70

Private not-forprofit

132

17

Para-state

37

5

Private for-profit

26

3

Other

31

4

Government
agencies

257

30

Hospitals

154

18

Medical schools

108

13

Independent
research institutions

106

13

Other research
institutions (nongovernmental

105

12

Age of institution
(years) (n ¼ 694)

60
Sector the institution
belong to (n ¼ 762)

Type of institution
(n ¼ 847)

(continued)
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Table 1. Continued.
Health research institutions
Characteristics

No.*

%

Other universities

95

11

Other

22

3

National

483

64

Local

140

19

Regional

60

8

International

55

7

Other

13

2

Conduct research
on health topics

374

54

Academic

373

54

Provide health
services

338

48

Conduct research
on non-health topics

122

18

Product development or distribution

74

11

128

18

French

445

53

English

285

34

Other

117

14

Research of all types

571

79 (n ¼ 723)

Health research

563

77 (n ¼ 731)

organisations,
charities)

Level at which
institution functions
(n ¼ 751)

Primary functions of
institution (n ¼ 697)

Other
National official or
working language
(n ¼ 847)

Institution has mandate on

*Number of respondent health institutions, out of 847 surveyed.

Applied research was carried out by 87% of the
respondent institutions. Health sciences were the ﬁeld
of study in 66% and clinical medicine in 38%. Over
half (55%) of the respondent institutions conducted
research in the area of HIV/AIDS, tuberculosis or
malaria. The predominant study design was crosssectional in 64% of respondent institutions (Table 2).
During the previous 12 months, the heads of 358
of the respondent institutions (49%, n ¼ 729) participated in the setting or coordination of national
research priorities. For national health research priorities, the number was similar (316 or 44%, n ¼ 714)
(not shown in table). The most frequently cited priorities for contributing to or performing research were
improving health programmes (19%, n ¼ 701), producing new knowledge (17%), inﬂuencing health
policies (16%) and conducting operational research
(12%) (Figure 1).
For 83% of respondent institutions, scientiﬁc
review was required for research funded directly by
the institution (Table 3). For 73% of respondent
institutions, scientiﬁc review was required for
research not funded by the institution (i.e. institutional peer review of proposals prior to being submitted for funding elsewhere). However, most
respondent institutions had no written policies or
guidelines, either for the scientiﬁc review of proposals
(70%) or regarding conﬂict of interest on scientiﬁc
review committees (80%).
Those with policies for review of proposals
were asked what these reviews addressed. The ﬁve
most frequently mentioned criteria were relevance
of research topic to institution’s goals, mission and
priority; scientiﬁc merit; comprehensive review of literature and reports; ethical review; and project
budget.
In response to questions about the written policies
or guidelines for the scientiﬁc review of proposals,
165 of respondent institutions (67%) stated that
their written criteria addressed ethical review.
Only 190 of respondent institutions (29%) had a
standing or established scientiﬁc review committee
that met regularly. Of these, 157 institutions reported
that the committee had explicit standard operating
procedures. Only 169 (28%) of respondent institutions had a written policy requiring research projects
to be evaluated while in progress; the proportion
requiring them to be evaluated after the research
was completed was only slightly higher (33%).
Over 80% of the respondents stated that a
national policy on research ethics existed and that
institutions are required to adopt national policies.
About half of the institutions had a policy on
research ethics that also covers research conducted
by staﬀ elsewhere (Table 4). Most of these institutions
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Table 2. Types and approaches to research in institutions
conducting health research in 42 sub-Saharan countries, 2009.

Table 2. Continued.
Health research institution*

Health research institution*
Type of research
Type of research

No.

%

Applied

576

87

Experimental
development

302

46

Basic or
fundamental

279

Types of research
(n ¼ 659)

No.

%

Health policy and
systems research

307

36

Disease health
monitoring
surveillance

300

35

Non-communicable
diseases

219

26

Health impact

220

26

Non-health consequences of illness or
disability

196

23

Innovative practices
and products
development

175

21

161

19

Cross-sectional
study

382

64

Case study

318

53

42

Fields of science and
technology (n ¼ 698)
Health sciences

460

66

Clinical medicine

263

38

Biological sciences

259

37

Biomedical

225

32

Injuries: unintentional or intentional

Social sciences

230

33

Study design (n ¼ 596)

Chemical sciences

112

16

Mathematics/computer sciences

95

14

Agricultural sciences

96

14

Cohort study

276

46

Physical sciences

78

11

Case–control study

263

44

Engineering and
technology

73

10

Participant observation study

237

40

Humanities

60

9

Before/after study

237

40

Oral history or biographical study

165

28

Experimental trial

157

26

Time series

125

21

Non-randomised
controlled trial

105

18

Naturalistic study

102

17

Areas of research
(n ¼ 847)
Tuberculosis, HIV/
AIDS or malaria

468

55

Other communicable maternal nutritional conditions

405

48

Health services
delivery research

388

46

Factors outside of
health systems and
social determinants
of health

374

44

*Number of respondent health institutions, out of 847 surveyed.

(continued)
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Figure 1. Priorities of health research institutions for contributing to or performing research in the WHO African Region, 2009.

Table 3. Scientific review of research in health research
institutions in the WHO African Region, 2009.
Health research institutions*
Characteristics of
review

No.

%

Scientific review of
proposed research
funded directly by
the institution

517

78 (n ¼ 660)

Scientific review of
proposed research
not funded by the
institution

455

Existence of written
policies or guidelines on scientific
review of proposals

188

Existence of written
policies or guidelines on conflict of
interest on scientific
review committees

122

Practices and policies

73 (n ¼ 626)

30 (n ¼ 623)

20 (n ¼ 620)

Review criteria
(n ¼ 248)
Relevance of
research topic

203

82

Table 3. Continued.
Health research institutions*
Characteristics of
review

No.

%

Scientific merit

191

77

Review of literature

166

67

Ethical review

165

67

Project budget

150

60

Policy relevance

142

57

Capacity
strengthening

140

56

Multidisciplinary
approaches

131

53

Multidisciplinary
approaches

131

53

Equity
considerations

117

47

Addresses gender
issues

113

46

Geographic
consideration

93

38

Conflict of interest

89

36
(continued)

(continued)
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Table 3. Continued.
Health research institutions*
Characteristics of
review
Other

No.

%

17

7

Table 4. Existence of institutional policies on research ethics
in health research institutions, WHO African Region, 2009.

No.

%

Total
respondents
(n)

National policy on
research ethics exists

400

80

498

Institutions required to
adopt national policies

420

85

492

Institutional policy on
ethics on research
conducted by staff
anywhere exists

222

51

435

Institutional policies on
research ethics exists

247

51

486

National and
institutional policies

Institutional
arrangements
Policy on review of
research in progress

169

28 (n ¼ 604)

Policy on review
after research
completed

195

33 (n ¼ 597)

Training for members of the scientific
review committees

101

18 (n ¼ 568)

Training for staff
who are not members of the scientific
review committees

110

20 (n ¼ 549)

Assistance to staff
complete proposals

214

39 (n ¼ 546)

Existence of established scientific
review committee(s) that meets
regularly

190

29 (n ¼ 651)

Committees have
explicit standard
operating
procedures

157

63 (n ¼ 248)

(continued)

*Number of respondent institutions out of 847 surveyed.

Table 4. Continued.

No.

%

Total
respondents
(n)

Institutional policies on
informed consent
exists

268

58

463

Institutional policy on
ethics by collaborators

223

79

281

National or international guidelines are
referred to in ethical
reviews

246

85

290

National and
institutional policies

refer to national or international guidelines or policies of collaborating institutions.
A total of 440 (60%) of the 737 respondent institutions had a Board of Governors, Board of
Directors or Board of Trustees. The areas of specialisation of the Board Members varied (Table 5). The
most frequently cited areas of specialisation included:
clinical sciences, clinical research, health services provision; public administration, business, management;
and political leadership and networks. The current
roles of the Board Members were also varied; however, the most frequently cited role was strategic
planning.
In most cases, the heads of the respondent institutions were appointed either by a Board of Governors,
Directors or Trustees of the institution (in 50% of
cases), or by a political process such as by a
Minister, Prime Minister or President within the
country (in 26% of cases). Nominations for the applicant pool for the position of head of the institution
were generally made by members of the Board of
Governors, Directors or Trustees (in 32% of cases)
or based on recommendations either from politicians
or other policy-makers (in 24% of cases). In 45% of
cases, the applicant pool was obtained through a
widely advertised open call.
When asked what were the three most signiﬁcant
barriers or limitations the institution faces in order to
achieve its mission (Figure 2), the ﬁve most frequently
mentioned issues were:
. Limited level, sustainability and transparency of
funding (22%, n ¼ 719)
. Low salary and beneﬁts of professional staﬀ (15%)

62

Journal of the Royal Society of Medicine 107(1S)

Table 5. Governance of health research institutions in
42 sub-Saharan African countries, 2009.
Health research institution*
Governance of health
research institution
Institutions with Board
of Governors,
Directors or Trustees
(n ¼ 737)

Table 5. Continued.
Health research institution*
Governance of health
research institution

No.

%

Financial
management

194

46

Influence public
policy

173

41

Ambassadors to
community

146

35

Fundraising

139

33

Bring influential
members

108

26

Appointed or
elected by Board of
Governors or
Trustees

350

50

Appointed by political process, such as
by Minister

182

26

Elected by staff or
faculty of institution

16

2

11

2

32

Appointed by family
owning or controlling institution
Elected by shareholders of
institution

7

1

No.

%

440

60

Specialisation of members of the Board (n ¼ 410)
Clinical sciences,
clinical research,
health services
provision

190

46

Public administration, business,
management

177

43

Political leadership
and networks

171

41

Population and
public health

147

35

Health systems and
policy

141

34

Basic biomedical
sciences

140

34

Human resources or
training

136

Entrepreneurial and
management
leadership

132

Institutional
financing

121

30

7

118

29

Elected by public or
representatives of
public

50

Social or behavioural sciences
Information sciences, media

69

17

Other

90

13

Product or service
development

39

10

Other

63

16
Open call, widely
advertised

270

45

Recommendations
by politicians or
other policy-makers

191

32

Method of appointment of head of institution (n ¼ 706)

33

Current roles of Board
members (n ¼ 422)
Strategic planning

345

82

Provide evaluation

241

57
(continued)

Methods employed for
selection or recruitment of heads
(n ¼ 605)

(continued)
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Table 5. Continued.
Health research institution*
Governance of health
research institution
Recommendations
by Board of
Governors or
Trustees

No.

%

144

24

*Number of respondent institutions out of 847 surveyed.

. Reliance or dependence on extra budgetary support for institution’s activities or projects (12%)
. Limited skilled human resources (11%)
. Poor quality or lack of workspace or
equipment (10%)
When asked what were the three most signiﬁcant
strengths or successes the institution had that contribute to achieve its mission (Figure 2), the ﬁve most
frequently mentioned issues were:
. Suﬃcient collaboration with others (17%, n ¼ 723)

Figure 2. Significant barriers (top chart) and strengths (lower chart) to health research faced by health research institutions in
42 sub-Saharan African countries, 2009.
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Table 6. Collaboration between stakeholders of health research in 42 sub-Saharan African countries, 2009.
Research institutions* (n ¼ 627)
Collaboration with stakeholders

No.

%

National ministries or departments of health

499

80

Academic or research institutes, university hospitals

376

60

Non-governmental organisations

321

51

National offices of international agencies

315

50

National institutes, technical or regulatory agencies

255

41

Primary or secondary care facilities

245

39

Subnational level health-policy/decision-makers

244

39

Other national or regional ministries

243

39

Hospitals (non-university)

211

34

National offices of foreign agencies

199

32

Mass media

193

31

Local public health departments

154

25

Professional organisations

153

24

Members of national research councils

140

22

Biomedical-based healthcare providers

128

20

National medical or health research councils

124

20

*Number of respondent institutions out of 847 surveyed.

. Suﬃcient skilled human resources (16%)
. Suﬃcient perceived relevance of activities given
national problems and priorities (15%)
. Suﬃcient quality or availability of workspace or
equipment (9%)
. Suﬃcient access to professional networks (8%)
Institutions were asked to identify, from a list of 23
diﬀerent groups, which key actors they had collaborated with since 2000, in terms of activities related to
health research or the use of health research results
(Table 6). The most commonly cited group of actors
was national ministries or departments of health (499
institutions or 68%). Other key actors were academic
or research institutes, university hospitals; nongovernmental organisations; and national oﬃces of
international organisations (e.g. World Bank, regional development banks, WHO). Health policymakers or health decision-makers at the subnational

level were mentioned as key actors by 244
institutions (39%).
Many institutions reported having no explicit
incentives to encourage or mandate collaboration
beyond general discussion. A small proportion of
institutions reported that collaboration with various
actors was encouraged or mandated through requirements for funding, ﬁnancial incentives for budget,
career development opportunities or other speciﬁc
incentives.
When asked what were the obstacles for the institution in establishing or maintaining balanced
research partnerships with other research institutions
and donors/funders, ﬁrst within the country and secondly outside the country, each of the 19 obstacles
listed was identiﬁed by a range of respondent institutions (Table 7). While numbers citing each obstacle
were quite similar within the country, the most commonly chosen obstacle was increasing research
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Table 7. Obstacles to collaboration between stakeholders of health research in 42 sub-Saharan African countries, 2009.
Within institution (n ¼ 376)

Outside institution (n ¼ 315)

Obstacles to collaboration

No.

%

No.

%

Increasing research capacity

178

47

122

39

Negotiating with donors

163

43

130

41

Deciding on use of funds

154

41

139

44

Networks to share and use information

151

40

126

40

Deciding on priorities and objectives together

149

40

143

45

Building on achievements

131

35

99

31

Clarifying expectations of each partner

127

34

105

33

Creating transparency

125

33

88

28

Sharing benefits equitably

125

33

103

33

Negotiating through different perceptions

124

33

99

31

Managing and coordinating

120

32

105

33

Applying results equitably

119

32

97

31

Monitoring and evaluating collaboration

118

31

82

26

Sharing responsibility

116

31

73

23

Disseminating results

113

30

91

29

Maximising the comparative advantage of all parties

109

29

88

28

Deciding on methodological approach

108

29

99

31

Maintaining accountability

104

28

67

21

97

26

66

21

Synthesising results/information
*Number of respondent institutions out of 847 surveyed.

capacity (cited by 47% of the respondent institutions). Outside the country, the most commonly
chosen obstacle was deciding on priorities and objectives together (cited by 45% of respondent
institutions).

Discussion
Almost half of the respondent institution heads said
they had contributed during the previous 12 months
to the setting or coordination of national and/or
health research priorities. However, perceived relevance of activities to health problems and health systems was one of the ﬁve most signiﬁcant success
factors to performing or sustaining health research
activities. This relevance, whether real or perceived,

might be increased by a greater involvement of the
institutions in national health research prioritysetting processes.
Almost two-thirds of the respondent institutions
operate at a national level. Theoretically, this
should mean that they are geared towards national
health issues. However, leadership and coordination
at the national level is lacking, given that only oneﬁfth of countries have a functional national health
research management forum.16 The paucity of
respondent institutions (8%) that focused on regional
health research issues may reﬂect the under-developed state of health research systems in general.
In order to develop a rich and varied research culture, the practice of health research should extend
beyond academic institutions and laboratories to

66
include health service providers, policy-makers and
civil society. Moreover, it should encompass a range
of actors across a variety of sectors such as agriculture, ﬁnance and education, and investigate a broad
range of issues in addition to life sciences or clinical
medicine.11
The respondent institutions represent a number
of ﬁelds of science and technology, spread across a
range of diﬀerent ‘types’ of institutions. Non-medical institutions clearly play an important role in the
conduct of research for health. While health sciences
are broadly represented, other ﬁelds such as agricultural sciences, physical sciences, earth and related
environmental sciences, and the humanities are less
so. The institutions contribute to research on a wide
range of topics, although research on speciﬁc diseases or conditions appears to feature more frequently than other topics (such as research on
health impact, or research on injuries). Research
on health systems, while less prominent than that
on speciﬁc diseases, is contributed to by almost
half of the institutions overall, with a little over
one-third of institutions contributing to health
policy and systems research. Health policy and systems research is known to be relatively neglected at
the global level, but its importance to the development of strong national health systems, and appropriate, feasible and equitable health policies, has
been underlined in recent years.17
Poor coordination between research institutions at
national, regional and international levels is cited as an
important impediment to the eﬀectiveness of health
research systems in the literature.18 Collaboration
with others and strong, equal research partnerships
can help to ensure not only that good-quality research
is conducted and research capacity within institutions
is strengthened, but also that appropriate research
priorities are identiﬁed, and that there are strong
links between research and policy/practice. Such collaboration should be supported by national guidelines
that ensure equality of partnerships and appropriateness of research. The data show that such guidelines
are lacking in most countries, both at country level
and within institutions.
Among the respondent institutions there were
three important barriers to performing health
research activities, highlighting poor coordination as
an issue:
. Limited or lack of a network of relevant actors in
health research
. Limited or lack of collaboration with other
researchers, institutions and organisations
. Poor quality or lack of communication between
researchers, institutions and organisations
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Coordination could be usefully supported and
encouraged through a national network of health
research and development. However, only nine of
the 42 respondent countries (21%) have such a
network.16
Communication between researchers and policymakers has proven to be an important facilitator in
increasing the use of evidence in health policy.19 Most
of the respondent institutions mentioned having collaborated with national ministries or departments of
health. Moreover, providing technical support to the
ministry of health was cited by one-third of institutions as an activity that they had been involved in
during the previous 12 months. Collaboration with
other key actors such as national oﬃces of international organisations, national institutes, and technical or regulatory agencies was also fairly high.
However, most institutions had no explicit incentives
to encourage or mandate collaboration beyond general discussion with agencies or institutions outside of
their own.
Regional and global networks, and the inclusion
of national-level actors in them, can play a key role in
supporting appropriate national research prioritysetting and in inﬂuencing international and regional
funding priorities.20 Only a small proportion of the
respondent institutions operate at either a regional or
an international level. The development of networks
to collect, share, access and use information and data
is one of the obstacles in establishing or maintaining
balanced research partnerships, either within or outside the country (cited by 40% of respondent
institutions).
In order for health research to realise its potential
to impact positively on health development, close
links are needed between the health research community, the broader health system and the development
community. In addition, researchers need to communicate far more eﬀectively among themselves and
with other stakeholders. Institutions can support
and reinforce each other’s eﬀorts through exchange
of resources and personnel, and by working together
towards mutually agreed goals.7
Continuous monitoring and evaluation is required
to ensure that resources are used eﬃciently and in line
with agreed priorities, and to ensure that the conduct
of research is appropriate and ethical. Countries and
institutions need clear guidelines and capable ethical
review mechanisms that can guide the appraisal and
oversight of all research projects.13 Research agendas
at both institutional and national levels need adequate, sustainable and transparent funding, professional research managers, ethical standards, and
accountability in the use of public funds, in order
to succeed. As already mentioned, lack of funding is
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identiﬁed as a key barrier for research institutions.
At national level, since functional national health
research systems are deemed to exist in only 15 of
the respondent countries, monitoring and evaluation
are likely to be extremely weak.16 The absence in
most countries of a law relating to health research,
of functional research management forums, and of
functioning scientiﬁc review committees means that
processes overall are unlikely to be transparent and
accountable. Also, the lack of a functional ethical
review committee in one-quarter of respondent countries highlights an important area of weakness.
Similarly, the presence of some key policies or
guidelines within the institutions is lacking. The
majority of institutions do not have written policies
or guidelines, either for the scientiﬁc review of proposals or regarding conﬂict of interest on scientiﬁc
review committees. Even fewer have a written policy
requiring research projects to be evaluated, either
while in progress or after the research is completed.
Less than two-thirds of respondent institutions
have a Board of Governors, Directors or Trustees.
Strategic planning is an important role of these
board members (recognised by 41% of respondent
institutions). The presence or absence of a Board,
and the structure, composition and power of that
Board, is likely to inﬂuence the transparency of decision-making within the institutions and the institutions’ accountability. The way in which the head of
the institution is identiﬁed and appointed is an
important indication of transparency; among our
sample, the Board (where there was one) was inﬂuential in making the appointment, although the applicant pool was obtained through a widely advertised
open call in only 45% of cases.
The strength of a national health research system
will depend upon both institutions within the government and those outside government, with varying
degrees of independence. The presence and strength
of government research institutions is a sign of the
prominence of research at government level – and
perhaps of the importance placed on the relationship
between research evidence and health policy decision-making. The respondent sample shows a variety
of research institutions, including civil society and
health service providers. The relative ‘youth’ of
research institutions overall is cause for concern.
On the other hand, independent research institutions, which might have a greater ability to operate
outside of the pressures to defend certain policies or
investments, are also important. These constituted
about 12% of all the respondent institutions
included.
The data analysed in this paper have limitations
that warrant a careful interpretation of the results.
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One issue is that the data were not complete.
While respondents were asked to leave no questions
blank, data for many questions were missing for some
of the respondent institutions and countries. This
could be seen as a symptom of weak health research
systems, where data are not easily available.
Nevertheless, the high number of respondent institutions ensures that analysis was still robust. Another
limitation relates to the analysis of the survey at a
country level because some countries conducted a
complete census of their institutions, while others
only surveyed a sample. A complete list of the sampling fractions is described elsewhere.5 Thus, results
of comparison of countries should be interpreted with
caution. However, comparisons of countries were not
attempted in the present study.
The results of this survey show the broad range
and types of research institutions, and consequently
of the research activities they contribute to, and show
that there is a good basis for the strengthening of
research capacity within the Region. While these
institutions face many barriers, notably related to
funding and the ability to attract and retain skilled
staﬀ through appropriate salaries and other beneﬁts,
they also present many strengths. Many have a long
history and have a strong combination of primary
functions that might enable them to link research
with higher education, government decision-making
or health service delivery. Although some institutions demonstrate good practice in terms of the
establishment of structures and processes that help
ensure accountability and transparency (such as
the presence of a governing Board, the open appointment of institute heads, the presence of review committees and of written guidelines for these), many
others do not. There is, perhaps, potential for
newer, less-established institutions to learn from
and strengthen their capacity alongside more established institutions.
Most institutions operate at a national level and
there are indications of communication and collaboration between a wide range of diﬀerent individuals
and organisations. However, communication, collaboration and partnership among institutions and individuals within the national health research system,
and with others outside the national system, is an
important area requiring further development. This
will help to develop a strong national system in which
actors can work together to deﬁne and work towards
a shared vision for health research. But this will
require national leadership and coordination. From
this survey, there is little evidence that such leadership is currently provided.
While it is positive that almost half of institution
heads had contributed to the setting or coordination
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of national and/or health research priorities in
the previous 12 months, the absence of national
health research policies or plans in many of the countries is clearly cause for concern. Many institutions
had diﬃculties relating their activities to health problems and health systems, and there was little consistency in institutions’ priorities for contributing to
research.
Without strong national leadership and clear prioritisation processes, it is unlikely that research activities will correspond closely with need. It is also
unlikely that health policy and systems research will
be emphasised, despite a recognised understanding of
its need to inform the development of strong national
health systems and appropriate, feasible and equitable health policies.
From the national-level survey and the data from
the institutional survey, the setting and monitoring of
ethical standards appears to be a neglected function.
There is a clear need to support the establishment of
functioning ethical review committees at national and
institutional levels, guided by laws and written
guidelines.
Data indicate that the function of monitoring and
evaluating the health research system is also neglected. While this function will be improved through
better collaboration both inside and outside the country, it also needs to be strengthened at institutional
level through the independent evaluation of institutions contributing to research, and through the rigorous evaluation of research projects when they are
ongoing and upon completion. This will help to
ensure that research is conducted according to best
practice, that research activities are in line with priorities and needs, and that research funds are spent
appropriately and transparently.

Conclusions
It is clear that the results of the survey provide a valuable snapshot of the key stewardship functions, and
some useful benchmarks by which to assess current
governance at institutional and national levels. When
combined with further national-level data, and preferably some more in-depth case studies on national
health research systems, they will help to provide a
broader picture of national health research capacity.
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