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Evidence, Knowledge
and Research

Summary

This chapter:

● Describes recent developments in the management of health research in the
UK – and argues that as a new research strategy for development is prepared,
there needs to be a focus on the practical application and use of evidence and
on proven good practice in delivery

● Identifies the lack of methods and means internationally to spread good
practice in a systematic fashion – and notes the early international efforts to
address this

● Describes the UK’s experience in all aspects of evidence use and knowledge
management – and argues that it has a great deal to contribute in supporting
international plans to organise healthcare knowledge and find ways of
spreading good practice and in supporting countries with their own knowledge
services.
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It is the forging

together of biology,
bytes and broadband

that will make a
revolution that will ...

be at the heart of
healthcare

Bill Castell



More than 20 years ago the Medical Research Council (MRC) unit in the Gambia
developed the insecticide-treated bed net. 

Today the Wellcome Trust is supporting ‘Diagnostics for the real world’, the
development of robust rapid diagnostic tests suitable for the environment of
developing countries. 

Both are very practical examples of the many ways in which UK research is
contributing to improving health in developing countries.

The world of biomedical research is changing very rapidly. The digital revolution,
described in the last chapter, is accompanied by a revolution in biology –
together they are set to transform our knowledge and the way we can use it in
the future.

Sir Bill Castell, in a visionary speech to the Pacific Health Summit in June 2005,
set out the scene and painted a picture of the future:

“This is transformational technology at its most powerful, equal in impact to the
combination of iron, water and coal that created the first industrial revolution.
DNA means little without massive analytical processing, and raw SNP analyses
only become capable of transforming clinical practice through the connectivity of
epidemiological data with individuals. It is the forging together of biology, bytes
and broadband that will make a revolution that will not just be at the heart of
healthcare, but of the interlinked development of our overall economy.” 1

The impact of this revolution will be felt in many ways – in new medicines, more
specifically targeted at individuals and genetic groups, and new vaccines. It will
also be seen in new devices that can transmit clinical information over a distance
and help anticipate and prevent ill health through improved diagnosis and
analysis.

This revolution plays to UK strengths. It both enhances the role the UK can play
in supporting international development and, as Sir Bill implies, helps strengthen
the UK economy. 

There is a very impressive tradition of UK research collaboration internationally,
which has been led by Wellcome and the MRC as major funders and delivered
by very many universities and institutions (see box on facing page).

We have been privileged to meet some of their researchers and collaborators in
Africa and India and seen something of their work in crucial areas such as
HIV/AIDS.

It is apparent, here as elsewhere, that these collaborations are moving from an
exclusively UK focus to one where Indian or African institutions are increasingly
taking on – or wanting to take on – a more powerful role. The continuation and
further development of international partnerships will clearly be of vital
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importance for developing countries as well as for the UK’s own standing in
health-related research.

The Medical Research Council

The MRC was set up in 1913. It contributes to health in developing
countries through:

● Capacity building for clinical research

● Health systems research

● New medical knowledge

● Developing research ethics and governance.

It spends around £30 million per annum as part of its global health
portfolio.

Infrastructure
MRC expenditure on clinical trials in Africa (usually in partnership with other
funders) is often accompanied by investment in infrastructure, such as:

● HIV clinic (building and staff) in Entebbe for DART (Development of
Antiretroviral Therapy in Africa) trial

● Paediatric clinics (building and staff) in Entebbe and Kampala for ARROW
trial (DART for children)

● Mother to baby clinic (building and staff) in Entebbe for helminth studies

● Paediatric clinic in Fajara, the Gambia (building and staff)

● Research clinic (staff and equipment) at Farafenni Hospital, the Gambia

● Cryptococcal infection clinic for patients with AIDS in Masaka, Uganda.

These investments in infrastructure are linked to recruitment of new staff
(Entebbe did not have a single paediatrician before establishing the ARROW
trial facility), acquisition of data management skills, access to information
(open access journals, etc), improved patient care (for trial participants) and
career development.

The MRC also undertakes health systems research, as the following example
shows.

The DART and ARROW trial, and related studies in Uganda (Centers for
Disease Control and Prevention (CDC)-funded trial at Jinja), are looking at
how best to optimise delivery of antiretrovirals to patients, particularly in
resource poor rural communities where there is no access to the high-tech
laboratory services that are normally associated with CD4 counts, viral load
and resistance monitoring for HIV in the West.
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Biomedical research is one of the UK’s strengths and in 2006 the Chancellor of
the Exchequer and the Secretaries of State for Health and for Trade and Industry
asked Sir David Cooksey to review health research funding. 

His review,2 published in late 2006, recommended a more strategic approach to
the planning, funding and delivery of health research. The Government accepted
the findings of his review and agreed to establish an Office for Strategic
Coordination of Health Research to enhance coordination and ensure more
coherent funding arrangements.

At the same time, the Government accepted Sir David King’s proposal to
establish a high-level forum for collaboration on development research in the UK. 

The Wellcome Trust

The Wellcome Trust is an independent research-funding charity-based in the
UK, established in 1936 “to foster and promote research with the aim of
improving human and animal health”. It supports over 3,000 researchers in
more than 50 countries. Its total spend is about £450 million per annum
with £50 million for international activities.

Its Global Health Strategy is to:

● Broaden the research base for scientific endeavour in under-resourced
environments

● Support areas of science that have potential for increasing health benefits
for people and livestock

● Support international networks and partnerships focused on problems of
resource-poor countries.

The Wellcome Trust, like the MRC, makes a direct contribution to service
delivery and development alongside its research, as this example shows.

A partnership between the Ministry of Health of Tanzania, the International
Development Research Centre (IDRC) and the Canadian International
Development Agency (CIDA), the Tanzania Essential Health Intervention
Project (TEHIP) involved local researchers, local and international advisers,
district health managers, health facility staff and entire communities.

The project designed, developed and tested a series of tools and strategies
to help the district health management teams target their limited funds into
high priority health interventions that could directly respond to the greatest
health needs of the communities they served. TEHIP also increased health
managers’ capacity to appreciate and use information and evidence derived
from research for planning and routine decision making.

As a result, child mortality in TEHIP districts progressively dropped by
around 40%.
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These two new initiatives, together with the Government’s very welcome plans to
increase research funding for development, provide a very strong foundation for
the future. 

Sir David Cooksey in his Report drew attention to the need for a continuum from
basic research activity through translation to the development of therapies,
followed by help with delivery of the innovative medicines and therapies where
they are needed. The new arrangements will ensure greater coherence in the first
parts of this continuum, but it is not yet clear how they will address the last.

There is a need for a rigorous approach to the use of research and evidence in
practice. It will be very important to ensure that practitioners are involved in
these deliberations and that attention is given to researching how best to apply
evidence and to evaluating the impact of interventions in reality in order to avoid
the sort of problems described below.

Applying the evidence – learning and sharing

In Ghana we saw an innovative scheme to help local entrepreneurs market
insecticide-treated bed nets to mothers. 

In Tanzania a Wellcome-supported project reduced child mortality in the district
covered by around 40%.

In India we saw the excellent work done by the Open University with Vellore
Medical College to improve the knowledge and skills of clinicians caring for
patients with HIV/AIDS.

In many parts of the world we came across similar projects with excellent results;
but one of the most striking things was the lack of learning from each other.

Approaches that were successful in one location were not being applied
elsewhere. Equally, there are no doubt examples of what has failed in one
location being applied elsewhere. While evaluations were often being done,
there appeared to be no means for the systematic and rigorous spread of good
practice.

There also appears to be no systematic means of applying evidence, making sure
we use what we already know. As Pang, Gray and Evans write in an article in the
Lancet:

“Knowledge is the enemy of disease. ... Applying what we know already will
have a bigger impact on health and disease than any drug or technology likely
to be introduced in the next decade.”3
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There are two issues here. We need to find better ways to:

● Create the evidence in the first place – the task of research and evaluation

● Make the evidence available in ways that people can use – making knowledge
accessible to health workers, policy makers and the public alike – and, as part
of this, finding means of sharing and learning from each other, across national,
institutional and language boundaries.

A great deal of attention has traditionally been focused on the first of these
issues. The second is as important. Having knowledge by itself does not mean
that it will be applied. There are many barriers to its application in practice in
any society.

These issues are now becoming the focus of a great deal of attention from
policy makers internationally. The World Health Organization, the European
Union and other international organisations are adopting policies on knowledge
management. The WHO itself has a department focused on it. Its African
Regional Director, Dr Luis Sambo, set out plans for developing knowledge
management at its meeting in September 2006.4

There is also now a gathering momentum around the need to create centres of
best practice knowledge and spread, with the New Partnership for Africa’s
Development (NEPAD), for example, planning to develop such a centre in Africa
modelled largely on the European Observatory.5 The World Economic Forum in
its White Paper is proposing the establishment of best practice management
and leadership centres to exploit the potential of the African private sector to
contribute to public services.6

India has set up a Knowledge Commission to look at the whole field of
knowledge management, including health, and to report directly to the prime
minister with proposals.

The following examples illustrate two different ways in which knowledge
management is developing – the one specifically organic and cooperative,
the other more planned and directed.
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Knowledgment management systems

Knowledge Management for Public Health (KM4PH)

KMPH4 is a global partnership of public health associations, schools and
institutes worldwide. Key partners are the WHO, together with the World
Federation of Public Health Associations (WFPHA) and the International
Association of National Public Health Institutes (IANPHI) as well as their
members.

KM4PH is a global knowledge-sharing network for public health
supported by:

● A global database of public health expertise (the KM4PH database)

● An online communications platform (University of Iowa Global Public
Health Campus)

● Other knowledge resources including the HINARI, Global Health Library
(GHL) and the eGranary Digital Library

● Training in leadership of knowledge management for health.

ePortuguese

ePortuguese is a series of initiatives to promote better health in the
Portuguese-speaking countries. It consists of:

● Virtual Health Library

● Blue Trunk Library

● Health information through videos

● Health InterNetwork Access to Research Initiative (HINARI) training
workshops

● Exchange of local experience through communities of practices (BLOGS)

● Development of human resources for health

● Electronic medical journals in Portuguese

● Use of web page to disseminate country information

● Discussion forums

● Distance learning

● Health Academy.
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Part of this activity is designed to support the efforts of developing countries to
learn from each other and from their own experience. The new Public Health
Foundation for India has the ambition not only to create public health standards
appropriate for India but also to learn lessons that may be useful for other
developing countries. South Africa is developing memoranda of understanding to
share learning and expertise with all other African countries. 

The UK experience

These are all very familiar issues for the NHS in the UK. As Chief Executive in
England, I too was interested in how you spread learning from one place to
another, how evidence could be applied and how knowledge is used by policy
makers and clinicians.

We must be very cautious in extrapolating from the UK to countries with very
different cultures and resources. Nor should we give the impression that these
problems have been solved in the UK – they haven’t, and countries can learn
from our failures as well as our achievements – but some of the methodologies
and approaches can be relevant. 

One of the key tasks of every health system is to make current knowledge
accessible to practitioners (whether in a developed or developing country), set
standards based on evidence and create, where appropriate, guidelines and
protocols. 

Making relevant knowledge available to clinicians is perhaps even more crucial in
developing countries where costs are even more constrained – and therefore any
treatment decision carries enormous opportunity costs – and where practitioners
are frequently isolated from colleagues and may be semi-skilled and trained only
in certain aspects of treatment and care.

Providing support to the isolated practitioner – or the district medical officer
described in Chapter 3 – with updated knowledge, advice and diagnostic and
therapeutic support is surely one of the tests of success in rural Africa or India.

In the UK we have been on a journey towards creating an evidence-based health
system which has had many steps. Those described below refer explicitly to
England, but in almost every case there were similar – and in some cases the
same – arrangements in the other three UK countries.

Making the findings of research accessible

● In 1992 the Cochrane Centre was established to deal with the problem of
making the knowledge from research available to practitioners. In health –
as in development – many thousands of studies have been done, each with
slightly different methodologies, different variables and different starting points

166

Global  Health Partnerships



– even when they are ostensibly concerned with the same question. The
Cochrane Centre helps practitioners to understand the available evidence by
carrying out meta-analyses of these studies to draw out the learning and
describe the evidence it is based on.

● This was followed up in 1998 with the establishment of the National
Electronic Library for Health which provides guided access for practitioners
to the whole range of textbooks and journals. 

● During the same period the Department of Health developed a National
Cancer Plan and National Service Frameworks for major disease areas –
such as coronary heart disease, diabetes and mental health – which brought
together, through consensus meetings and expert opinion, current knowledge
and set out a clinical and organisational framework for tackling these disease
areas. This led, for example, to the establishment of cancer centres and the
creation of both clinical guidelines and management targets for treatment.

● There is no global benchmark for clinical processes providing maps of
evidence-based and best-practice patient journeys. Most healthcare services
have attempted, with varying degrees of success, the rapid development of
clinical pathways, protocols and guidance over recent years, often in partial
and fragmented ways and based on different methodologies. The Map of
Medicine is regarded within the NHS (England and Wales), and perhaps
worldwide, as the most comprehensive and easily accessible offering:

– patient pathways in over 500 conditions and continually expanding

– all developed collaboratively by independent clinicians and subject to critical
review and scrutiny by all clinicians

– easy access directly to the evidence on which the pathway is based

– able to be modified to suit particular local conditions or practices – a unique
feature

– developed in and with the NHS on public service principles, with the content
and software available licence-free to developing world countries.

● Evidence is also used by and produced by the many NHS organisations –
such as the National Institute for Health and Clinical Excellence, the
Healthcare Commission and the Health Protection Agency – which in turn
provide advice and guidance to practitioners, policy makers and organisations.

Spreading good practice and supporting practitioners

● In 2001 the NHS Modernisation Agency was created explicitly to identify
and spread good practice. It focused on areas where the NHS had targets –
such as reducing waiting times and improving survival from cancer and
coronary heart disease. It worked both through providing explicit examples of
what worked in practice and through using tested techniques to help
organisations learn and adopt new practices. 
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● The Modernisation Agency has been replaced by the NHS Institute for
Innovation and Improvement which brings its functions together with an
innovation centre, with the aim of spreading good practice and introducing
innovation more rapidly into the NHS.

● There are now a number of web-based communities of practitioners, including
the international one Child 2015, which promote mutual learning, consultation
between members over issues and patients, and education. The most
extraordinary success story is probably Doctors.net.uk:

– With more than 135,000 members, exclusively doctors and run by doctors
for doctors, it is the largest web-based community in the UK and probably
the world.

– It offers secure clinical discussion for advice and co-consulting. A doctor can
post a question about the treatment they are offering a patient and receive
advice from other doctors very quickly.

– It has the ability to target information at particular groups of doctors and is
now extensively used for updating, educating and issuing hazard alerts.

– In a new development, its members are building a ‘Medipaedia’. 

– The potential for further development is enormous.

Providing information and advice for health
professionals and planners and for the public

● Eight Public Health Observatories, set up by the Department of Health, act
as surveillance centres, collecting, monitoring and analysing public health data.
They provide knowledge and information to inform decision making at local,
regional and national levels.

● NHS Direct, NHS Direct Online and NHS Direct Interactive TV (in England)
and NHS 24 (in Scotland) provide ways in which – through phone lines, TV and
computers – members of the public can access knowledge and discuss issues
with clinicians. They rely on a combination of decision algorithms – based on
evidence and similar to the guidelines and protocols described above – and
trained staff to provide advice. In 2006 close to 6.5 million calls to NHS
Direct were answered and over 19 million people used the NHS Direct Online
website.7

● The NHS, through a very wide variety of media, provides information about
health and services to patients and the public and, as it moves the focus more
towards health promotion, is set to increase this enormously in future years.

These developments were brought together in England into a National
Knowledge Service in 2006 under the leadership of Sir Muir Gray who has
been associated with many of these initiatives. He has outlined the Service in
Figure 7.
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Figure 7: National Knowledge Service

Source: see Reference 8

The relevance of the UK system

While the UK experience must be treated with caution, most of these
organisations have already been approached by developing countries to work
with them.

The UK experience has also shown how the application and use of knowledge
is not a simple process of identifying what works and telling the practitioners –
or indeed the public – to follow the instructions.

Our experience in England has been that, while it is important for policy and
decision makers to set evidence-based standards, clinicians largely change their
practice only as they practise – ‘pulling’ knowledge as they need it, rather than
accepting it as it is ‘pushed’ towards them.

It is difficult to overstate the importance of finding the right way to work with
clinicians. In the UK we are greatly indebted to the Institute for Healthcare
Improvement (IHI), based in Boston, USA, for the learning about how to
systematically introduce service improvement.

Examples from Kenya (see box below) help make the point that knowledge
is not useful unless it is applied in practice in the circumstances faced by
individual clinicians.
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These examples show knowledge that is widely available simply not being applied
in practice. There may be many reasons for this – clinicians may be too short of
time; there will undoubtedly have been shortages of resources; there, perhaps,
were no systems for checking that treatment was applied properly. In many such
cases, there may be relatively simple improvements in systems that would
improve the outcomes.

IHI has, over more than 20 years, developed ways for systematically improving
health systems that are relevant in developed and developing countries alike.
They work collaboratively with local providers, building capacity to change and
disseminating knowledge and best practice about improvement.

This collaborative improvement model is illustrated in Figure 8.

The practice of paediatric care in Kenyan district
hospitals

The results of a survey carried out by the Kenya Medical Research Institute
of 14 first-referral hospitals in Kenya revealed considerable deficiencies in
case management and prescription of medicines. For example:

● Malaria

Some 60% of inpatients were diagnosed and treated for malaria, but only
15% had laboratory confirmation and in the case of 19% it was despite a
negative test. Only 3% of those treated with quinine were given the
recommended loading dose. Dosages were frequently in excess of nationally
recommended levels.

● Pneumonia

Signs for disease severity and choosing treatment were rarely documented.
Oxygen demand often outstripped supply. Three hospitals had serious
problems with flow meters.

● Diarrhoea/malnutrition

Of 27 children clinically diagnosed with severe malnutrition, only 4 were
prescribed milk feeds of appropriate volume for their weight. No hospitals
had Resomal, the WHO-recommended rehydration solution.9
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Figure 8: Tools for system change: collaborative improvement model

Source: see Reference 10

IHI is currently working in South Africa and Malawi and, supported by The Health
Foundation, and working with others including Women and Children First, is
helping local partners develop their own systematic approach to HIV/AIDS and to
reducing maternal deaths. Interestingly, they are combining this approach with
public education and community empowerment – tackling learning and support
for health professionals and the public at the same time.

In doing so they are responding to the fact that the use of knowledge is not just
a simple story of how professionals use apparently objective scientific knowledge,
but it is also about judgement and about public and patient behaviour and
attitudes.

Another important part is to create the conditions for learning and knowledge
management. For example, in Kenya the Aga Khan Foundation is establishing
programmes of knowledge management, which are precisely about helping
people to understand and use knowledge in a practical way.11

In a story in some ways reminiscent of the MMR debate in the UK, we were
told in India of the problems of getting Muslim parents to accept immunisation
for their children because the parents thought this was really sterilisation by
another route. It was evident that the parents had little trust in the authorities
and – because history and myth alike suggest that stranger things have
happened – they could not be coaxed into compliance. 

It seems that these public health goals can only be achieved through greater
control and decision making by the population and through their own
programmes of health education and health promotion alongside those for the
health professionals. 
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Conclusions – partnership and shared learning

It will be evident from the account in this chapter that the developments in
knowledge management are mostly very new and that the UK has a great deal
to learn about how to make knowledge accessible to its own health workers. 

There is therefore scope for an enormous amount of joint learning and
partnership between developed countries, between developing countries and
between developed and developing countries. There is room for experimentation,
pilot projects and demonstration sites, and a need for fast learning, good
feedback and evaluation, and dissemination of results.

Part of this will undoubtedly require the development of best practice centres
and networks within and between developing countries – which are able to draw
on expertise in local universities and healthcare institutions as well as on
experience anywhere in the world.

Such experimentation and piloting could involve a number of UK institutions and
build on existing learning. They would need to cover the whole range of areas
described earlier:

● The creation of guidelines and protocols – possibly learning from the Map of
Medicine

● Spreading best practice systematically – learning from IHI and the NHS Institute
for Innovation and Improvement

● Access to research and evaluation – possibly learning from the National
Electronic Library for Health or the Medipaedia

● The ability to co-consult – learning from Doctors.net.uk

● Health information and monitoring – possibly learning from the observatories
in the UK and Europe

● Continuing education and updating – through many UK institutions, including
potentially the BBC World Service Trust.

But it should also be clear that there are real opportunities for developing
countries to use the experience of the UK and others very effectively. Part of the
problem for developed countries in introducing more ‘evidence-based’ medicine
has been the baggage of history – the attitudes, practices and institutions which
wittingly or not have resisted some of the changes.

Developing countries have the opportunity to do things differently. As the
Ethiopian minister of health said to us, ”We have the opportunity to leapfrog
your developments”.

UK experience and expertise means that we have the opportunity to help them
and learn for ourselves at the same time.
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Recommendation 15
I recommend that the UK should, in developing the health elements of
its development research strategy, ensure a focus on the practical
application of evidence, proven good practice in delivery and the
systematic spread of good practice.

Recommendation 16
I recommend that the UK should find ways to use its particular
experience and expertise to:

● Work with the international community on ways of organising
healthcare knowledge and making it accessible to practitioners and
the public

● Assist with international efforts to create ways of identifying and
sharing good practice 

● Help countries develop knowledge systems – which can make
relevant knowledge accessible to their health workers and public.
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and contributed their thoughts and advice throughout the year including:
Victor Adebowale, Lola Banjoko, Jim Dornan, Phillip Freeman, Mark Goldring,
Helen Grant, Paul Johnstone, Penny Jones, Max Lawson, Geoff Lee, Laurie Lee,
Carolyn Miller, Barbara Parfitt, Michael Parker, Eldryd Parry, Fiona Samuels,
Barbara Stocking, Douglas Wilkinson, Keith Willett, Michael Worton and Asad
Zoma.

● A meeting organised for me by the UK One World Linking Association
(UKOWLA) and BUILD in Marlborough, in July 2006, which brought together a
very wide range of organisations, large and small, involved in all areas of
international development.

● An international meeting with representatives from Cameroon, Uganda, France
and Canada on Strengthening human resources for health through North-
South partnerships: Revitalising education and training, held at the Royal
College Of Obstetrics and Gynaecology, in July 2006.

● A UK meeting on Education and training on health in developing countries: the
UK contribution, in October 2006.

● A meeting on Knowledge Management, in November 2006.

● A Workshop to review recommendations on how DH/NHS can respond to
international health emergencies, in November 2006.

● A meeting of NHS representatives and professional bodies, organised by the
NHS Confederation, in November 2006.

● A meeting of UK government colleagues from England, Scotland, Wales and
Northern Ireland on collaboration on international health work, in November
2006.

● A meeting with Universities UK health and social care policy committee, in
November 2006.
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UK Health Service Support for Health and
Health Services in Developing Countries

The Review

The Prime Minister, with the Secretary of State for International Development and
the Secretary of State for Health, have asked Lord Crisp to review how the UK’s
experience and expertise in delivering health services, can be used to support the
developing world. 

The Department for International Development already provides an enormous
amount of support to improve health in the developing world, and many NHS
organisations have links with institutions there. Lord Crisp will look at what more
can be done to help developing countries, access UK capacity and expertise to
improve the health of their people. 

Lord Crisp will report his findings and recommendations to the Prime Minister
and the Secretaries of State by the end of the year.

Principles

The review will be based on the following principles:

● Based on countries’ needs: the review’s findings and recommendations will
be explicitly based on the needs and requirements of the developing countries
as identified and expressed by the representatives of those countries
themselves
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● Added practical value: the review will aim to add practical value to work
underway by the Government and UK and international agencies and
organisations. It will primarily address barriers to progress, gaps in UK efforts
and opportunities for further development.

● Mutuality: wherever possible the review will look for mutuality of benefit,
greater mutual understanding of peoples and communities, shared training,
exchange of ideas and staff and two-way development opportunities for staff
and organisations.

● Scale and localness: whilst the review will look for the benefits of greater
coordination, scale and system-wide approaches, it will be sensitive to the
benefits of localness, spontaneity, individual activity and creativity.

● NHS and partners: the review will seek the involvement of the NHS and its
partners in service provision, health promotion, advocacy, industry, education
and research.

Operation

In line with these principles, the review will look for practical action to address
barriers to progress, gaps and opportunities through taking three different, but
overlapping perspectives:

1.Review of the needs and requirements of developing countries for support in
the four areas of health, health services, systems capacity building and
emergency response.

2.Consideration of how to strengthen existing opportunities for NHS staff,
organisations and partners to contribute internationally.

3.Propose action on barriers, gaps and opportunities identified during the course
of the review, and identify how these can be dealt with, within existing
resources. 

The first area will review the needs and requirements for:

● Public health capacity building programmes.

● Service capacity building programmes.

● Health system capacity building:

1)Human resource capacity building – Education and training support (basic
training, undergraduate and postgraduate curricular support), CPD support,
ethical recruitment to the UK, support to local retention strategies and the
release of learning materials to support curricular.

2)Management capacity building.
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3)Physical resource capacity building – Education and training support for
buildings and medical equipment utilisation and maintenance.

4)Clinical governance and patient safety capacity building.

5)Research and development, including identifying any current and future
technological opportunities for health improvement.

● Emergency response and disaster relief.

The second area, strengthening existing opportunities, will cover:

● Widening opportunities to contribute via existing NGOs, for example VSO,
Merlin, and others as appropriate

● Widening and deepening the existing NHS Links programme.

● Identify opportunities with partner organisations, particularly universities and
the Royal Colleges that could be delivered jointly with the NHS.

In the third area, action on barriers, gaps and opportunities, early analysis
has suggested there is scope for looking at:

● NHS staff terms and conditions, and how these may help or hinder
contribution.

● The position of overseas professionals in the UK who may be looking for
training, employment and a return to their country of origin.

● The scope for NHS overseas elective programmes – possibly on an exchange
basis – for NHS staff in clinical and management training 

● A coordinated NHS response to emergency and disaster relief. 

● An NHS corporate social responsibility programme.

Organisation and governance

Lord Crisp will report to the Prime Minister and the two Secretaries of State by
the end of 2006. 

During the year, he will liaise with, and provide interim reports to Ministers and
the Permanent Secretaries in the Department for International Development and
the Department of Health.

16 May 2006




