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Overview and highlights

Infectious diseases remain a major cause of morbidity 
and mortality in developing countries. In Africa 
they are responsible for 60% of all deaths. Effective 
and simple interventions to prevent or treat such 
infectious diseases exist but their delivery to affected 
populations has proven very difficult due to weak 
health systems in many developing countries. 
In some circumstances the current methods of 
delivery of these interventions are inefficient and 
unsustainable, thereby limiting their impact. In some 
cases, treatment of particular infectious diseases does 
not require trained health professionals and delivery 
at the community level by community members 
who have received training has been shown to be 
successful. Disease control programmes are therefore 
increasingly using or opting for these community-
based delivery strategies.

The Special Programme for Research and Training 
in Tropical Diseases (TDR) sponsored a major 
multicountry study to examine the use of a 
community-directed intervention (CDI)1 strategy 
to address key health problems. The study showed 
that the CDI model significantly increased access 
to antimalarial treatment and preventive tools 
(bednets) among communities with experience in 
community-directed distribution of ivermectin.2 
Published in 2008, the study generated significant 
interest among health policy-makers about wider 

1 A community-directed intervention (CDI) is defined as a 
public health intervention undertaken at the community level 
under the direction of the community itself. The community 
is empowered to: (a) decide whether it needs or wants the 
intervention; (b) design the approach to its delivery; (c) plan 
how, when, where and who does the intervention; (d) determine 
what incentives and support will be provided to implementers; 
and (e) discuss results/adjust the strategy as it sees fit. The 
health services provide technical and material support to the 
community.

2 TDR (2008). Community-directed interventions for major health 
problems in Africa. Geneva: WHO/TDR. (http://www.who.int/
tdr/svc/publications/ tdr-research-publications/community-dire 
cted-interventions-health-problems). 

applications of this strategy and, more broadly, 
applications of community-based interventions 
(CBIs) 3 in Africa and elsewhere.

The current interest in CBIs thus provides an 
opportunity for TDR to develop implementation 
research into efficient and simple community-based 
strategies for the delivery of health interventions. 
CBI also builds upon TDR’s considerable research 
experiences with Home Management of Malaria 
(HMM) and contributes evidence and strategies 
to the broader revival of primary health care 
approaches to health-care delivery. 

This report sets out the progress made in TDR’s 
research on Integrated Community-Based 
Interventions (BL11). The overall goal of the 
business line is to develop innovative, effective and 
efficient strategies for implementing CBI in poor 
populations. It fits into the wider TDR vision “To 
foster an effective global research effort on infectious 
diseases of poverty, in which disease endemic 
countries play a pivotal role”. 

3 Generic term incorporating all forms of interventions anchored 
in the community. Can involve programmes: (a) in which 
communities are target groups and community members 
are clients but have very limited influence on development 
or implementation decisions; (b) that imply substantive 
community participation but provide no explicit role in 
decision-making; (c) structured so that community members 
play active and direct roles in project development, decisions 
and implementation. CDI is in the latter group. 
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The business line encompasses the four strategic 
objectives listed below:

1. Develop an analytic framework for integrated 
community-based interventions.

2. Conduct research on critical factors in the 
scale-up of community-directed interventions 
(CDI) and explore how to efficiently introduce 
CDI into new areas.

3. Develop and test alternative community-
based intervention (CBI) strategies targeting 
underserved populations.

4. Develop strategies that enhance communities’ 
capacity to demand and implement community-
based interventions.

BL11’s research involves multicountry studies 
conducted in partnership with disease endemic 
countries (DECs), in which all researchers are 
DEC-based. The studies generally extend over 
periods of two to six years and are overseen by the 
Strategic and Scientific Advisory Committee (SAC). 

End-products 

The anticipated end-products of the business plan 
developed for 2009-2013 include:

1. a conceptual framework for integrated 
community-based interventions with an 
accompanying toolbox/repository;

2. evidence-based strategies for extending CDI 
into two new areas where community-directed 
treatment with ivermectin (CDTi) has not been 
implemented; 

3. evidence-based strategies for community-
based interventions (e.g. of diverse models) 
targeting urban and underserved populations 
(post-conflict areas, nomadic and transitory 
populations);

4. evidence-based strategies that enhance 
communities’ capacity to implement community-
based interventions, including obtaining critical 
drugs, tools and other supplies. 

Progress so far

The following milestones were reached during the 
period under review.

Strategies for scale-up of CDI 
(objective 2) 

Research teams were selected and a core 
protocol developed for a study beginning in 
fourth quarter 2009 on critical factors in the 
scale-up of CDI. 

A Proposal Development Workshop for 
Community-Directed Interventions (CDI) in 
Non-Onchocerciasis Areas was held for 10 research 
teams in Douala, Cameroon, 2008. This produced 
a core research protocol (Strengthening Primary 
Health Care in Rural Africa using the Community-
Directed Intervention Approach) for the three-year 
multicountry study. Six (Cameroon, Kenya, 
Malawi, Nigeria [2 teams] and Uganda) of the 
eleven shortlisted teams were eventually selected 
to participate, starting with the formative phase 
(phase 1) of the two-phase study. Delayed by ethical 
clearance, phase 1 began in the fourth quarter of 
2009 for all but the Cameroon centre (opted out for 
a time but will be starting shortly).

Alternative CBI targeting 
underserved populations 
(objective 3) 

Research teams were selected and core 
protocols developed for studies beginning 
in 2010 on the development and testing 
of alternative CBI strategies, including 
in urban, post-conflict and transitory 
populations as shown below. 

Urban populations. Four research teams 
(Democratic Republic of the Congo, Ghana, Liberia, 
Nigeria) were selected from eleven teams following 
the Proposal/Protocol Development Workshop for 
Community-Directed Interventions (CDIs) in Urban 
Areas, held in January 2009, Mombasa, Kenya. 
A core research protocol (Improving Health-Care 
Delivery in Urban Communities in Africa Using the 
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Community-Directed Intervention Approach) was 
produced for the three-year multicountry study. The 
formative phase will start in the first quarter of 2010. 

Nomadic/transitory/post-conflict populations. 
Eleven teams (Cameroon, Mali, Nigeria [2 sites], 
Sudan [2 sites], United Republic of Tanzania [3 sites], 
Uganda [2 sites]) were shortlisted for the Protocol/
Proposal Development Workshop for Community-
Directed Interventions (CDIs) in Post-Conflict Areas, 
Nomadic and Pastoral Populations, in December 
2009, Entebbe, Uganda. A core research protocol 
(Community-Directed Intervention (CDI) for Improving 
Health-Care Delivery in Nomadic Communities in 
Africa) was produced for the three-year multicountry 
study. Final proposals and country specific protocols 
will be received shortly and electronically reviewed. 
Following ethical clearance, a qualitative data analysis 
workshop will be organized for the social scientists 
to ensure an effective cross-site analysis of data. The 
formative phase of these studies is likely to begin by 
the end of 2010.

Qualitative data management and analysis. A 
training workshop on qualitative research methods 
and analysis for investigators participating in all 
ongoing multicountry studies was held in Entebbe, 
Uganda, December 2009. To ensure effective cross-
site analysis of the extensive qualitative data to be 
collected during phase one of multicountry studies 
on CDIs, social scientists were drawn from the ten 
selected research teams (Cameroon, Democratic 
Republic of the Congo, Ghana, Kenya, Liberia, 
Malawi, Nigeria [3 sites], Uganda) and trained 
in methods and computer-assisted processing of 
qualitative data, using the Qualitative Data Analysis 
(QDA) software package ATLAS.ti. 

BL11 leverage, 
empowerment, stewardship 
and pivotal role

BL11 leaders and researchers had the opportunity 
to present research results from the 2008 CDI study 
at the 6th World Conference of Science Journalists 
held in London, July 2009. This event included a 
telebroadcast of researchers’ interviews directly from 
Africa and triggered significant audience response 
and press coverage, leveraging interest in BL11’s 
activities.

Other examples of leverage include formal 
presentation of the 2008 CDI study to the health 
ministries and stakeholders in Cameroon and 
Nigeria, two of the three key country partners in the 
trial. The feasibility of onchocerciasis elimination 
with ivermectin treatment in endemic foci in Africa 
was presented, discussed and generated much 
interest at the annual Joint Action Forum meeting 
of The African Programme for Onchocerciasis 
Control (APOC) held in Tunis, December 
2009.4 Additionally, a manuscript for a scientific 
publication from the 2008 multicountry study was 
accepted for publication by the Bulletin of the World 
Health Organization.5

Further afield, APOC and BL11 are working 
together to explore how schools of public health in 
Africa might incorporate CDI into their academic 
curricula. There are also attempts to develop the 
CDI model further through collaboration with the 
Common Heritage Foundation in Nigeria and the 
Parasitology and Public Health Society of Nigeria.

4  Diawara L et al. (2009). Feasibility of onchocerciasis 
elimination with ivermectin treatment in endemic foci in Africa: 
first evidence from studies in Mali and Senegal. PLoS Neglected 
Tropical Diseases, 3(7):e497.

5  Community-directed interventions for priority health problems 
in Africa: results of a multicountry study. Bulletin of the World 
Health Organization, epub 1 December 2009.
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BL11 provides stewardship in research through 
its engagement of a broad range of stakeholders, 
including DEC disease control directors, ministries 
of health and WHO departments dealing with 
neglected tropical diseases (NTDs) in order to 
determine needs and priorities for new forms of 
CDI research. 

Further, BL11 empowers DEC health systems, 
researchers and, very significantly, individual 
communities to take leadership roles and act on 
vital health issues even in remote and resource-
limited settings. The training opportunities afforded 
to potential investigators at proposal and protocol 
development workshops provide one example from 
last year’s activities. In 2009, 21 research teams from 
11 countries received training in specific protocol 
development purposely designed to enhance 
the researchers’ influence within their countries 
and within the actual research. Such workshops 
equip principal investigators with the skills to lead 
complex research teams. 

Plans for 2010 

The field research on scale-up of CDI will be 
initiated, as detailed above. The field research 
on alternative CBIs in underserved communities 
(urban, post-conflict, nomadic and transitory 
populations) also will be initiated. 

Research into strategies that enhance communities’ 
capacity to demand supplies and to implement CBIs 
will be initiated.

Work will be completed on the development of 
the analytical framework for integrated CBI and 
the framework will guide the development of a 
web-based repository and toolbox. 
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1.1 Context and rationale 

Simple and effective interventions exist to either 
prevent or treat most infectious diseases of poverty, 
such as malaria and the NTDs (leishmaniasis, 
human African trypanosomiasis [HAT], Chagas 
disease, trachoma, leprosy, buruli ulcer and the 
helminth infections which include hookworm, 
ascariasis, trichuriasis, lymphatic filariasis, 
onchocerciasis, dracunculiasis and schistosomiasis). 

However, it has often proven very difficult to 
deliver these interventions and tools to the affected 
populations due to weak public health systems in 
many developing countries. In some circumstances, 
current methods of delivery for these interventions 
are inefficient and unsustainable, thereby limiting 
their impact. This is a major contributing factor to 
the continuing high rates of morbidity and mortality 
from infectious diseases in developing countries, 
especially in Africa where such diseases are 
estimated to be responsible for 60% of all deaths. 

Many of these interventions can also be administered 
at the community level by lay members who have 
received basic training. Disease control programmes 
are therefore increasingly setting up community-
based delivery strategies and interventions that utilize 
groups of trained, community-based volunteers 
when clinical/hospital staff and/or facilities are 
not available, or in support of the health facilities. 
However, the approaches used vary significantly in 
terms of community involvement, effectiveness and 
sustainability. Also, there has been little research to 
evaluate and compare these strategies to determine 
how they may be optimized in different settings. 

There is therefore an urgent need for research into 
integrated CBIs that builds upon effective models 
developed by TDR (e.g. HMM, CDTi) as well as other 
models developed and tested elsewhere. 

Since 1995, CDTi with one annual dose of 
ivermectin has become a mainstay of APOC’s 
onchocerciasis control activities among over 50 
million inhabitants of sub-Saharan Africa. CDTi 
is one example of CBI – designed, set up and 
managed by each community with the help and 
participation of the national health system and/
or international level partners. The model has 
also been used to deliver the drugs for lymphatic 
filariasis, a disease that has a wider geographical 
reach in Africa. Experience with CDTi provided the 
background for the multicountry study on CDIs 
that tested delivery of other interventions of varying 
complexity with this model (TDR, 2008)2. The 
results showed dramatically improved access to a 
number of interventions tested, most particularly 
antimalaria treatment and bednets. Future research 
on the advantages and/or disadvantages of CDI for 
the delivery of interventions at the community level, 
and on scaling up CDI for other interventions, will 
have a potentially positive impact access to health 
interventions for poor and rural populations. 

TDR has acquired unique technical and field experi-
ence in the design and implementation of complex 
multicountry studies and in the development of 
models for CBIs (e.g. CDTi, HMM) and delivery 
of other integrated interventions. This places it at 
a comparative advantage to lead future research in 
these areas. More generally, TDR is a global leader in 
implementation research on access and community-
based delivery strategies against malaria, NTDs and 
other infectious diseases of poverty. 

1. Context, strategic objectives 
and framework 

2 TDR (2008). Community-directed interventions for major health 
problems in Africa. Geneva: WHO/TDR. (http://www.who.int/
tdr/svc/publications/ tdr-research-publications/community-dire 
cted-interventions-health-problems). 
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Additionally, the community-directed models fit 
well with WHO’s recently articulated goals and 
strategies for strengthening primary health-care 
systems at the community level and promoting 
integrated approaches to service delivery. Finally, 
this effort gains opportunities and significant 
support from global research partners and funders’ 
current commitment to help communities to play a 
pivotal role in managing their own health research 
priorities and services.

1.2 Strategic objectives 

The overall goal of BL11 is to develop evidence-
based, innovative, effective and efficient strategies 
for implementing CBIs in poor populations. This 
uses the term “community-based intervention” in 
its broader and umbrella sense, encompassing all 
variants of interventions involving the community. 
In line with this, there are four strategic objectives:

1. Develop an analytic framework for integrated 
community-based interventions. 

2. Conduct research on critical factors in the 
scale-up of community-directed interventions 
(CDI) (a subsection of the broader concept of 
CBI) and explore how to efficiently introduce 
CDI into new areas.

3. Develop and test alternative community-
based intervention (CBI) strategies targeting 
underserved populations.

4. Develop strategies that enhance communities’ 
capacity to demand and implement community-
based interventions.

Cross-cutting issues
While BL11 will not undertake research in gender 
equality per se, gender equality is nonetheless 
a critical factor in the delivery and uptake of 
interventions at the community level. For instance, 
CDI models employ traditional consultation and 
decision processes which are male-dominated 
in most DECs. At the same time, the CDI study 
provided evidence that gender equality was 
supported insofar as women also were selected 
for training as CDI implementers. In some cases 
women explicitly demanded inclusion in the 
process. In many societies, health care of children 
and pregnant women may be culturally accepted 
to be more the responsibility of women than men. 
Women may thus be able to leverage greater gender 
equality through CDI and CBI processes.

Building upon these experiences and assumptions, 
research activities of this business line will continue 
to assess systematically the specific role of gender in 
CBIs, evaluating gender as a factor in the planning 
and implementation process at community level; 
gender roles in decision-making; and gender-
specific coverage of the interventions. The research 
will examine to what extent the reinforcement of 
women’s roles (within the context of the prevailing 
sociocultural environment) would strengthen 
intervention delivery and its sustainability. Both 
qualitative and quantitative research methods will 
be employed to document the role of gender and to 
identify gender-related opportunities to strengthen 
equitable delivery of these interventions.
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1.3 Strategic framework 

The strategic plan of BL11 is based on multidisci-
plinary and multicountry studies, providing the basis 
for extrapolation of research findings to large-scale 
control programmes and diverse populations and 
geographical settings. The objectives of the BL were 
developed at a consultation meeting with relevant 
stakeholders and research is being undertaken in 
close collaboration with national, regional and global 
disease control programmes, including APOC and 
WHO’s NTD and malaria programmes. The research 
stages are listed below. 

•	 Preparation	of	research	initiatives.	Involves	
extensive consultation with disease control 
programmes and health ministries to define 
the research needs and questions and develop 
ownership for the research (and thus eventual 
ownership of findings). This is a time-consuming 
process but more sustainable over the long run. 

•	 Exploratory	(formative)	phase.	Based	mainly	
on qualitative social science research methods, 
identifies potential solutions that also take 
account of critical social and community factors. 

•	 Large-scale	community	studies	(in	intervention	
phase) of strategies to be tested. Implemented 
through national health programmes, rather than 
as parallel activities. 

The studies extend over periods of two to six years 
and are carried out by DEC researchers selected 
through a competitive process involving TDR calls 
for letters of intent open to all developing countries 
in Africa. Proposal and protocol development 
workshops with prospective research teams and 
research leaders precede selection of the teams 
that execute the studies. Studies are coordinated, 
facilitated, supervised and managed by the TDR 
secretariat for BL11. They are evaluated by the 
SAC, including site visits by committee and TDR 
secretariat members and other external scientists. The 
business line currently focuses on Africa and research 
is conducted through the extensive network of 
African public health and social science researchers 
developed over the course of previous TDR research.

The BL’s strategic objectives and their timelines are 
set out below, together with key planned activities. 
Some results and conclusions should be achieved 
at milestones during the period and it is envisioned 
that all objectives will be reached by 2012. 

Objective 1. Develop an analytic framework 
and a “toolbox” for integrated community-based 
interventions. 

•	 Review, through several systematic reviews, the 
global experience with community approaches 
to infectious disease prevention and control.

•	 Develop a repository of methods, guidelines, 
best practices, experiences and policy advice 
for researchers, decision-makers and public 
health practitioners involved in the prevention 
and control of infectious diseases of poverty in 
community settings.

•	 Produce a “toolbox” for researchers, decision-
makers and public health practitioners.

Objective 2. Conduct research on critical factors in 
the scale-up of community-directed intervention 
(CDI) (a subsection of the broader concept of CBI) 
and explore how to efficiently introduce CDI into 
new areas.

•	 Collect and synthesize evidence of factors that 
impact the introduction of CDI in areas that have 
never been exposed to ivermectin treatment for 
onchocerciasis through the CDTi.

Objective 3. Develop and test alternative 
community-based intervention strategies 
targeting underserved populations (post-conflict, 
nomadic and transitory populations).

•	 Develop other methods for intervention in 
underserved populations including the urban 
poor.

Objective 4. Develop strategies that enhance 
community capacity to demand and implement 
community-based interventions.

•	 Develop evidence-based strategies to enable and 
empower communities to demand and obtain 
required tools and supplies for implementation 
of programmes, e.g. drugs, insecticide-treated 
nets (ITNs), etc.
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Fig. 1 illustrates BL11’s strategic approach in the 
context of the four major strategic objectives. 

BL11’s end-products and their outcome indicators 
are presented in Table 1. For each end-product 
there is at least one indicator of expected outcome. 
In the long term it may also be possible to measure 
the contribution that these end-products would 
have made to public health. Annex 6.2 notes 
possible indicators to measure this, tentatively 
suggested by the SAC. However, due to the 
difficulties inherent in such assessment, no final set 
of indicators has yet been determined to assess the 
public health impact of the end-products.

Communities
have improved
access 
to efficient,
sustainable,
effective and
affordable
health
interventions

Develop 
an analytic 
framework 
for integrated 
CBI

Conduct research
on critical factors
in the scale-up of
the strategy
exploring its
efficient introduc-
tion in new areas

Develop and 
test alternative
CBI strategies 
targeting
underserved
populations

Develop strategies
that enhance
communities'
capacity to demand
and implement
CBI

Framework for
integrated CBI and
tool kit for design of
integrated CBI

Framework and 
tool kit used
2011

New evidence-based
strategy for CDI
in areas where CDTi 
has not been installed

New policies 
& strategies 
developed and used
2012

New policies 
& strategies 
developed and used
2012

New policies 
& strategies 
developed and used
2011

Evidence–based 
strategies that enhance
communities' 
capacity to demand 
and implement CBI

Evidence-based alter-
native CBI strategies
targeting urban areas
& underserved 
populations 
(post-conflict, nomadic
& transitory)

BL11
impact

BL11
outcomes

BL11
objectives

BL11
end-products

BL
business plan

approved
(JCB 07)

Fig. 1. Integrated community-based interventions: strategic approach
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Table 1.  INDICATORS FOR BL11 END-PRODUCTS AND OUTCOMES 

Strategic 
objective

End-products 
(by 2013)

Indicators  
for end-products Expected outcomes Indicators for 

expected outcomes

Objective 1:  
Develop an analytic 
framework for 
integrated CBIs

• Framework for 
integrated CBIs

• Toolbox for design & 
implementation of 
integrated CBIs

• Analytical framework for 
integrated CBI 

• Toolbox for integrated 
CBI

• Analytical framework 
and toolbox for inte-
grated CBI developed 
(2010)

• Publication of 
analytical framework 

• % increase in number 
of national services 
applying the analytic 
framework 

Objective 2:  
Conduct research 
on critical factors in 
the scale-up of CDI 
strategies

• New evidence-based 
strategy for CDI in 
areas where there is 
no onchocerciasis 
and where CDTi was 
never implemented

• Number of evidence-
based policy and 
strategy documents 
produced

• New policies and 
strategies developed 
based on recom-
mendations (NTD and 
malaria) (2010)

• Number of countries 
adopting new policies 
and strategies 

• Number and % of 
communities covered 
with CDI 

• % increase in regions 
implementing CDI 
strategy 

Objective 3:  
Develop and test 
alternative CBI 
strategies targeting 
underserved 
populations

• Alternative delivery 
strategies studies for  
(a) CBIs in urban 
areas  
(b) CBIs in post-con-
flict areas, nomadic 
and transitory 
populations

• Number of evidence-
based policy and 
strategy documents 
produced

• New policies and 
strategies developed 
based on the recom-
mendations (under-
served populations) 
(2011-2012)

• Number of new 
countries adopting 
policies and alternate 
strategies developed 

• Number and % of 
communities covered 
with CDI regular 
programme

Objective 4:  
Develop strategies 
that enhance com-
munities’ capacity 
to demand and 
implement CBIs

• Evidence-based 
strategies that 
enhance communi-
ties’ capacity to 
demand supplies 
and implement CBIs

• Number of new policies 
and strategies developed 
based on the recom-
mendations (incentives 
to volunteers)

• New policies and 
strategies developed 
based on the recom-
mendations (2011)

• Number and % 
of communities 
empowered to 
influence implemen-
tation strategy and 
assistance to reinforce 
their demands for 
support and supplies 
for interventions 
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2. Key stakeholders, 
roles and responsibilities

Key partners at the international level include global 
or regional disease-control initiatives, including 
formal partnerships, e.g. Roll Back Malaria (RBM); 
Global Alliance to Eliminate Lymphatic Filariasis 
(GAELF); International Trachoma Initiative (ITI). 
BL11 interacts on a regular basis with the technical 
advisory bodies of such programmes. 

The business line also draws from the experience 
of other partners working in knowledge translation 
at community, national and global levels, (e.g. 
Alliance for Health Policy and Systems Research; 
Regional East Community Health Policy Initiative). 
Members of the communities in which the research 
activities take place also are active shareholders and 
partners. Like all implementation research in TDR, 
the business line’s activities are mainly funded and 
supported by TDR. The key stakeholders’ roles and 
responsibilities are set out systematically in Table 2.
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Table 2. KEY STAKEHOLDERS, ROLES AND RESPONSIBILITIES

Key stakeholders Responsibilities Roles 

Ministries of health,  
national disease control pro-
grammes (NDCPs),  
district health management teams 
(DHMTs)

• Define research needs and obstacles 
to control 

• Postulate and test possible solutions

• Implementers of research 

• Use research findings and convert 
to policy

Scientists for DEC institutions • Undertake research • Implementers 

Nongovernmental organizations • Define needs and undertake some of 
the research

• Users, implementers and supporters

Leading international scientists • Ensure that research is of high standard

• Capitalize on the latest scientific 
advances

• Advisers and facilitators

Global/regional disease control 
initiatives: RBM, GAELF, ITI

• Technical programmes interact regularly 
with research leaders/teams 

• Advisers

WHO Regional Office for Africa  
 
 

WHO country offices 
 
 

APOC 
 

WHO headquarters (GMP, NTD) 
 

United Nations Development 
Programme (UNDP)

• Actively involved in all activities of the 
business line, especially interpretation 
of research findings and assessment of 
their relevance to regional health policy

• Facilitate effective interaction with 
health ministries, especially concerning 
needs analysis and translation of 
research findings into national policy

• Leverages CDTi experience interest in 
continued BL research for improved 
control strategies 

• Close interaction with technical units for 
different diseases at the global level of 
WHO

• Co-sponsor and supporter of portfolio 
on CBI in urban and post-conflict set-
tings (Liberia)

• Support, provision of policy briefs 
 
 

• Facilitators 
 
 

• Facilitators, supporters 
 

• Advisers, facilitators, supporters 
 

Co-sponsor, supporter, research 
partner

Potential funding agencies/partners 

APOC 

Bill & Melinda Gates Foundation 

United States Agency for International Development (USAID)

Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM)

Drug-donating pharmaceutical companies, possible bilateral donors

UNDP

•	Potential funders
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3.1 Scope of activities 

The scope of the business line’s activities is shown in Table 3.

3. Implementation plan 
2008–2013 and progress

Table 3. BL11 ACTIVITIES

2007 and 2008 Community-based 
studies

1. Total no. of studies 10

2. Total no. of countries 9

3. Total population covered or participating communities N/A

4. Total no. of investigators /staff 30/2

4a. No. of investigators and staff undergoing capacity strengthening (e.g. 
protocol workshops, training in GCLP, GCP, GLP, other) either supported or 
leveraged by TDR

44

4b. No. of investigators/researchers completing their training in PhD, 
Master’s/other in the context of the research 

Nil

5. Total no. of research sites 10

5a. No. of research sites with physical infrastructure strengthening 
supported or leveraged by TDR (e.g. labs, vans, buildings, phones, energy 
generation etc)

NIL

5b. Estimated US$ value of physical infrastructure strengthening supported 
or leveraged by TDR

Note: GCLP – Good clinical laboratory practice; GCP – good clinical practice; GLP – good laboratory practice
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3.2 Plan, progress and key 
milestones

Implementation activities in 2009 focused on the 
groundwork preparation needed to undertake the 
major multicountry studies pertaining to the first 
three objectives of the business line and to follow 
up dissemination of the findings and conclusion 
of the previous study of CDI for major health 
problems in Africa (TDR, 2008)2. 

Some highlights of progress are described below.

Research teams selected and core protocol 
developed for a study on critical factors in 
the scale-up of CDI 

A Proposal Development Workshop for 
Community-Directed Interventions (CDIs) in 
Non-Onchocerciasis Areas was held for 10 research 
teams in Douala, Cameroon, 13-17 October 2008. 
A core research protocol Strengthening Primary 
Health Care in Rural Africa using the Community-
Directed Intervention Approach was produced for 
use in the three-year multicountry study. Six teams 
(Cameroon, Kenya, Malawi, Nigeria [2], and 
Uganda) were selected to participate in the study, 
starting with the formative phase (phase 1) that 
began in the fourth quarter of 2009.

Research teams selected and core protocol 
developed for studies beginning in 2010 on 
development and testing of alternative CBI 
studies, including in urban, post-conflict and 
transitory populations 

Urban populations. Four research teams 
(Democratic Republic of the Congo, Ghana, Liberia, 
and Nigeria) were selected from eleven teams 
following the Proposal/Protocol Development 
Workshop for Community-Directed Interventions 
(CDI) in Urban Areas held in Mombasa, Kenya, 
January 2009. A core research protocol Improving 
Health-Care Delivery in Urban Communities in Africa 
Using the Community-Directed Intervention Approach 
was produced for use in the three-year multicountry 
study. The formative phase will start in the first 
quarter of 2010. 

Nomadic/transitory/post conflict populations. 
Eleven teams (Cameroon, Mali, Nigeria [2 sites], 
Sudan [2], Uganda [2], United Republic of Tanzania 
[3]) were shortlisted for the Protocol/Proposal 
Development Workshop for Community-Directed 
Interventions (CDI) in Post-Conflict Areas, 
Nomadic and Pastoral Populations held in Entebbe, 
Uganda, December 2009. A core research protocol 
Community-Directed Intervention (CDI) for Improving 
Health-Care Delivery in Nomadic Communities in Africa 
was produced for use in the three-year multicountry 
study. The formative phase of these studies is likely to 
begin by mid 2010.

2 TDR (2008). Community-directed interventions for major health 
problems in Africa. Geneva: WHO/TDR. (http://www.who.int/
tdr/svc/publications/ tdr-research-publications/community-dire 
cted-interventions-health-problems). 
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Training in qualitative data analysis for 
social scientists involved in research on 
CDI for non-onchocerciasis areas, urban 
populations and nomadic communities 
(Objectives 2 and 3)

A qualitative data analysis workshop was held for 
all the social scientists (30) involved in the three 
new studies on CDI and alternative CBI strategies 
described above, in Entebbe, Uganda, December 
2009. The main aim was to introduce the social 
scientists to a Qualitative Data Analysis (QDA) 
software package to be used for the anticipated data 
collected in the context of the studies. A secondary 
aim was harmonization of methods for data 
collection and entry to allow pooling of data for 
the multicountry studies. 

Advocacy and leverage of results from 
the CDI multicountry-study – Community-
Directed Intervention for Major Health 
Problems in published in 2008

TDR staff and researchers had the opportunity to 
present research results from the 2008 CDI study 
at the 6th World Conference of Science Journalists 
held in London, July 2009. The event included the 
telebroadcast of researchers’ interviews directly from 
Africa and triggered significant audience response 
and press coverage, leveraging interest in the 
business line’s activities.

Country-specific findings, conclusions and 
recommendations from the three-year study were 
formally presented to the ministries of health and 
stakeholders in Nigeria (Kaduna) and Cameroon 
(Yaoundé) in order to advance their integration into 
policies. A manuscript for a scientific publication 
from the multicountry study was electronically 
pre-published by the Bulletin of the World Health 
Organization in December 2009. The final paper 
will be published in April 2010. Additionally, 
the Tanzanian component of the multicountry 
study detailed above was not reported in the 2008 
publication as its conclusion had been delayed. 
This has now been completed and closed. 
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BL objectives Activities
(2008-2013)

Milestones and  
target dates Progress made Revised dates

(if relevant)

1. Develop 
an analytic 
framework for 
integrated CBIs

•	Systematic review of 
available evidence 
on costs, effective-
ness and manage-
ment of CBI

•	 Identification of key 
factors influencing 
community partici-
pation in the fight 
against infectious 
diseases of poverty

•	Study commissioned and 
conducted (2009)

•	Draft reports and policy 
briefs on integrated CBI (2Q 
2009) 

•	Not yet conducted. 
Scope of analysis 
widened on recommen-
dation of the SAC. Now 
requires work by a dif-
ferent type of expertise 
and consultant 

December 2010

2. Conduct research 
on critical factors 
in the scale-up of 
CDI and explore 
how to efficiently 
introduce CDI into 
new areas

•	Research on critical 
factors that influ-
ence the scale-up 
of CDI for NTDs and 
malaria, including 
the interface 
between the health 
system and the 
communities

•	Conceptualizing scaling-up 
CDI programmes with 
agreed inclusion of an 
implementation research 
component (1Q 2009)

•	Major obstacles to scaling-
up CDI identified. Studies 
launched to test possible 
solutions (2009)

•	Preliminary factors 
identified from major 
CDI study, completed 
2008

•	Obstacles to be identi-
fied through studies on 
CDI in non-onchocer-
ciasis areas as below

2010-2011

•	Studies to deter-
mine how to 
introduce CDI most 
efficiently in areas 
without CDTi for 
onchocerciasis 

•	Competitive selection 
of researchers for a 
multicountry study on 
CDI in onchocerciasis-free 
areas completed, research 
protocol finalized, research 
teams funded and studies 
started (1Q 2009)

•	Selection done. Research 
protocol for formative 
phase finalized and 
reviewed by SAC. 
Multicountry teams 
(Cameroon, Kenya, 
Malawi, Nigeria, Uganda) 
selected

Final selection 
of teams and 
ERC require-
ments delayed 
start of the 
studies. Now to 
start 1Q 2010

3. Develop and 
test alternative 
CBI strategies 
targeting 
underserved 
populations 

•	 Introduction of com-
munity intervention 
in urban areas

•	Competitive selection of 
researchers for a multi-
country study on delivery 
strategies in urban areas 
completed; research teams 
funded and studies started 
(2009)

•	Teams selected for 
protocol development 
in January 2009.  
Four teams (Democratic 
Republic of the Congo, 
Ghana, Liberia, Nigeria) 
selected to undertake 
studies 

Studies to start 
in 2010

4. Develop strate-
gies that enhance 
communities’ 
capacity to 
demand and 
implement CBIs 

•	Systematic review 
of evidence on the 
effects of incentive 
mechanisms on 
the performance 
of community 
implementers

•	Systematic review of 
evidence on the effects 
of incentive mechanisms 
on the performance of 
community implementers 
started (2008)

•	Preliminary reviews 
completed through 
APOC-funded studies 
(1Q 2008)

Full review 
moved to early 
2010

Table 4. IMPLEMENTATION PLANS AND PROGRESS FOR 2008-2013 ACTIVITIES

Note: 1Q = 1st quarter; 2Q = 2nd quarter.
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3.3 Financial analysis

Table 5. FINANCIAL IMPLEMENTATION 2008–2009

Title

JCB approved 
budget 

2008–2009 
US$ 121 million 

A

Funds  
available 

B

Expenditures 
2008–2009 

C

Implementation 
as a % of funds 

available 
D

BL11 Community 
interventions 1 896 971 640 000 618 266 97%

Community directed 
(CDI)

612 501  489 174  

Other delivery models 850 000  78 645  

Co-implementation 
framework

65 000  0  

Incentives & 
empowerment

220 000  10 272  

Coordination 149 470  40 175  

Analysis of financial data
The bulk of activities for the year centred on the 
preparatory phases for the various studies e.g. 
protocol development workshops. It is expected 
that the actual technical service agreement drawn 
out for the formative phase of the studies that are 
ready to start will be sent out in the first quarter 
of 2010. The second meeting of the SAC, held in 
Geneva, drew on the budget for BL11.

3.4 Implications of progress/ 
delays and global context 
changes on 2008–2013

Two of the projects have overcome initial delays in 
the initiation of protocol and proposal development 
workshops which are to precede each of the 
multicountry activities planned for 2008–2013. 
However, the difficulty of attracting satisfactory 

proposals in response to calls persists. As in the 

previous year, calls have been repeated with wide 

circulation of the notice and virtual targeting of 

specific areas (e.g. Angola, Democratic Republic 

of the Congo [DRC] and Liberia) and other 

non-traditional responders to TDR calls. Special 

effort has also been made to attract Francophone 

and Lusophone countries but the response has 

been less than satisfactory. The second protocol 

development workshop to precede the initiation 

of studies to respond to strategic objective 3 

(Develop and test alternative CBI strategies 

targeting underserved populations) was successfully 

completed in early 2009. These delays will affect the 

set milestones (8-12 months later than milestones 

originally defined) and also the delivery time of 

the final end-products. However, as the projects 

progress, it is anticipated that preliminary results in 

time will still be a useful source to inform integrated 

CBIs. 
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Table 6. BUDGET 2010–2011

Title JCB-approved budget 2010–2011 
US$  121 million

CDI 1 750 000

Other delivery models (urban) 710 000

Coimplementation framework 70 000

Incentives & empowerment 70 000

Coordination 150 000

Total - BL11 Integrated community-based interventions 2 750 000

3.5 Activities for 2010 and 
budget for 2010-2011

Research activities planned and organized in 2009 for 

initiation in countries in 2010 are detailed below. 

•	 Initiation of the intervention phase of studies to 

expand CDI strategies to areas previously not 

exposed to the CDI approach via ivermectin 

distribution networks. 

•	 Formative phase of Strengthening Primary 

Health-Care in Rural Africa Using Community-

Directed Intervention Approach will be initiated 

in early 2010 and continue for six months. This 

will be followed by a data analysis/proposal 

development workshop for the second phase 

in August to September 2010. Results from the 

data analysis will be used to design and prepare 

the protocols and proposals for the next phase 

(intervention) of the study.

•	 Formative phase of Improving Health-Care 

Delivery in Urban Communities in Africa Using 

the Community-Directed Intervention Approach 

will also begin in early 2010 and continue for 

six months. This will be followed by the data 

analysis/proposal development workshop and 

the intervention phase of the study. 

•	 A data analysis workshop examining results 

from the formative phase of studies for CDI in 

nomadic and post-conflict areas will take place in 

the fourth quarter of 2010, to be followed by the 

initiation of studies on CDI in those populations.

•	 An analytic framework for integrated CBIs will 

be developed and inform the development of a 

toolbox for CBI research and practice.

•	 Studies on the impact of incentives on 

community implementers will be initiated, 

including:

1. systematic review of evidence on the effects 

of incentive mechanisms on the performance 

of community implementers;

2. innovative solutions for incentives and 

motivation of community implementers;

3. mechanisms through which communities are 

empowered to better fight infectious diseases 

of poverty.
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4.1 Leverage 

The business line had the opportunity to present 
its research on CDI at the 6th World Conference 
of Science Journalists in London, July 2009. 
This offered the large international audience access 
to direct televised interviews with researchers in 
Africa who had participated in the project. Very 
high numbers of post-presentation enquiries 
from the media resulted in print, radio and 
other coverage internationally and in Africa. 
The widespread press attention has significantly 
contributed to the leverage exerted by BL11’s 
activities. Additionally, the Joint Action Forum 
encouraged APOC member states that were already 
using CDIs to provide Vitamin A supplementation 
and/or distribute ITNs (Cameroon, Chad, Congo, 
Democratic Republic of the Congo, Ethiopia, 
Nigeria) to combine distribution with the 
distribution of ivermectin in order to achieve the 
more integrated approach suggested by the CDI 
study. There are also discussions about developing 
the CDI model further through collaboration with 
the Common Heritage Foundation in Nigeria 
and the Parasitology and Public Health Society 
of Nigeria.

4.2 Contributions to 
overall empowerment and 
stewardship objectives

BL11 contributes to overall stewardship and 
empowerment objectives through its engagement 
of a broad range of stakeholders (including DEC 
disease control directors, ministries of health, WHO 
departments dealing with NTDs) to determine 
needs and priorities for new forms of CDI research. 

TDR has demonstrated global stewardship by 
facilitating needs analysis and priority-setting for 
current and future implementation research on CDI. 
BL11 is collaborating with the TDR Stewardship 
function to obtain and provide up-to-date and 
comprehensive information on an analytic 
framework for integrated CBIs. The business line is 
working collaboratively with the disease reference 
group (DRG) on helminths taking place under 
the TDR Stewardship function to help facilitate 
interactions between relevant researchers and 
control programmes and to support joint work of 
control officers and researchers. BL11 is also liaising 
with the Stewardship thematic reference group 
(TRG) on social sciences and gender on the role of 
social sciences and gender research in community-
based research strategies. 

4. Leverage and contributions 
to empowerment and 
stewardship
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In terms of empowerment, BL11 empowers DEC 
health systems, researchers and, very significantly, 
affected communities to take leadership roles 
and act on vital health issues even in remote and 
resource-limited settings. Researchers are provided 
with training at various levels of leadership through 
the opportunities afforded to potential investigators 
at proposal and protocol development workshops. 
In the wider arena, APOC and BL11 are working 
together to examine how African schools of public 
health might include study of CDI within their 
academic curricula. 

Further, BL11 activities have played a powerful role 
in empowering communities and health systems 
officers at the grassroots to determine their own 
health needs and influence research accordingly. 
Extensive stakeholder consultation and consensus 
building at the community level have been critical 
factors in all aspects of CDI research and in the 
synthesis of study results. BL11’s multicountry 
studies have contributed very significantly to the 
training and capacity-building of a pool of available 
trained scientists in African DECs, qualified to 
engage in community-based implementation 
research – from the biomedical fields, economics 
and the social sciences. This training has ranged 
from training for economists engaged in the 
2004-2008 CDI multicountry study to the 2009 
series of protocol development workshops. Over the 
past year, 21 research teams from 11 countries have 
received training in specific protocol development 
purposely designed to enhance the researchers’ 
influence in the research area within their countries 
and within the actual research. Such workshops 
equip principal investigators with the skills to lead 
complex research teams. BL11 also contributes 
directly to TDR’s Empowerment business line by 
providing space and support for part of the training 
offered to trainees within its plans.

4.3 DECs playing a pivotal 
role in BL11 activities

The DECs play an essential and critical (pivotal) 
role in research supported by BL11. Preparations for 
research activities were preceded by consultations 
with DECs about the research that BL11 should 
support in order to improve/increase access to 
interventions at community level. Research agenda 
objectives were set through a consultative meeting 
which brought together policy-makers and directors 
of disease control from African ministries of 
health, directors of several tropical disease research 
institutes in Africa, NGOs working in Africa and 
other African-based special programmes.

All the research activities that have been planned or 
initiated have been carried out by investigators from 
DECs who work closely with the control divisions 
of their ministries of health. 

Eight of the eleven (73%) members of the business 
line’s SAC and all temporary advisers involved to 
date in the training and development of research 
protocols for the BL11 studies come from DECs.
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4.4 Elements enhancing 
sustainability of BL11 
outcome

Research in BL11 is based on the premise that both 
the health systems and the targeted communities 
of DECs play a central role in the planning and 
execution of research and implementation of results. 
Research objectives are established primarily on the 
basis of felt needs as articulated by health system 
policy-makers themselves. This builds confidence 
and helps to ensure that the outcome of the research 
(their product) will not only be welcomed by the 
ministries of health but also will be sustainable. 
Given that the final users of the end-products 
are the health ministries of DECs that articulated 
the needs used to formulate the objectives of the 
research studies, there is a much greater likelihood 
of the findings, conclusions and recommendations 
being adopted into national policies.
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5.1 Research capacity in DECs

TDR’s renewed vision for the next 10 years is 
to foster “an effective global research effort on 
infectious diseases of poverty in which disease 
endemic countries play a pivotal role.” In line with 
this vision, and for the relevance and credibility of 
the research to be carried out by BL11, it is essential 
that scientists from DECs not only undertake the 
implementation of the research but also be at the 
forefront of the study design. 

However, it has been a big challenge to attract new 
and experienced scientists and researchers from 
a wide range of DECs for BL11’s research studies. 
This is especially the case for the Francophone and 
Lusophone countries. To overcome this barrier, 
attempts have been made to target young and new 
researchers from the DECs and especially from 
non-English speaking countries by putting out 
calls aimed specifically at them. Another way to 
encourage fresh researchers to participate in this 
endeavour would be to request relevant institutions 
to encourage their researchers to submit proposals 
for consideration for funding.

In the coming year, BL11 intends to collaborate 
more closely with the TDR Empowerment business 
line to provide additional capacity-building support 
for DECs and ensure that they can participate fully 
and effectively in research activities.

There is also an attempt to assist new teams by 
ensuring a good mix of seasoned researchers 
within this kind of research (preferably in the 
same country). The new teams gain the requisite 
experience by assisting those with more experience 
to perform the multicountry studies. 

5.2 Prevailing local political 
and climate conditions 

There appears to have been some stability in the 
governance in DECs in recent years but frequent 
changes of government and unstable and fragile 
political conditions still persist in some locales. 
These can present their own challenges by 
disrupting the smooth running of research agendas 
and causing delays in reaching the objectives of 
the business line. One possible solution would be 
to ensure that technical personnel in the countries 
concerned are involved with the research very 
early in the planning stage in order to ensure 
sustainability in case of leadership change. To do 
this, it is a requirement that each research team 
includes personnel from the control department of 
the ministry of health concerned.

BL11 studies also take place primarily in rural 
communities (with the exception of the urban study 
arms). Prevailing local climatic changes (e.g. floods 
and drought that often alternate from year to year) 
and the difficulty with the provision of food security 
can derail activities. Such vagaries of the weather 
need to be anticipated and factored into potential 
extensions of the projects in order to ensure that it 
is possible to complete them satisfactorily.

5. Critical issues 
and suggested solutions
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5.3 Public health ethics 
research and equity 
effectiveness 

In discussions at the SAC in June 2009 it was 
recognized that the issue of public health ethics is 
rather complex, yet research in the area is pertinent 
and relevant to the business line. Similarly, equity 
effectiveness is a largely overlooked area that needs 
to be addressed. However, the complex nature of 
these issues means that any attempts to address 
them would need to draw on the right expertise. 
In considering public health ethics research and 
equity effectiveness, it was suggested that areas of 
focus should include: equity; literacy level; poverty; 
local governance and power imbalance; community 
values and preferences; individual consent/civil 
liberty with community benefits in mass drug 
distribution; schools; and vulnerable populations. 

5.4 SAC recommendations 
and review 

A second SAC meeting took place in June 2009. 
The committee reviewed the research activities and 
the business line’s plan in light of recommendations 
made by the Scientific and Technical Advisory 
Commitee (STAC) of February 2009, and provided 
guidance and advice and responses to issues raised 
by STAC.

Two key components of the SAC deliberations 
were the emphasis on: (i) a full systematic analysis 
of community-based interventions and strategies, 
including aspects of public health ethics, to produce 
a comprehensive framework for integrated CBIs; 
and (ii) appropriate indicators for the objectives 
and end-points of BL11. Annex 6.2 sets out the 
suggested indicators arrived at during the SAC. 
Recognizing BL11’s importance for health as a 
whole, the SAC suggested that such indicators 
for outcomes can be finally defined only after 
completion of the projects because of the many 
confounding factors for attribution and/or 
contribution to impact on health. 

The SAC also considered the geographical scope 
of BL11. It recognized the relevance and need 
to extend the research to other regions but 
recommended that, for the moment, activities be 
restricted to Africa.
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5.5 Conclusion

There is an urgent need to make available to 
affected poor and rural populations the many 
effective and simple interventions and tools to 
prevent and treat infectious diseases of poverty. 
The impact of many promising new interventions 
is limited by failure to deliver them in an efficient 
and sustainable manner. It is therefore important 
to find innovative ways to build on previous 
efficacious strategies in order to get these tools to 
the affected people. TDR’s previous experience in 
implementation research gives it a unique advantage 
in undertaking the research needed to improve the 
delivery of some interventions and tools.

BL11 has striven to ensure that the research carried 
out through this business line places researchers 
and investigators from the DEC countries in the 
forefront. The research has taken some time to start 
due to the effort and time required to build up new 
teams to undertake multicountry designed studies. 

Much work remains to be accomplished but the 
progress made during this year of TDR’s new 
strategy is nonetheless significant in terms of the 
business line’s aim of establishing evidence-based 
strategies of community-based models of health 
services delivery. 
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6. Annexes

6.1 Members of the STrategic Advisory Committee in 2009

Name Gender Nationality Member Observer Discipline

Dr Mary  
AMUYUNZU-NYAMONGO

F Kenyan •  Anthropology

Professor Sharon FONN F South African •  
Health system,s gender 
equity

Dr Margaret GYAPONG F Ghanaian •  Social science

Professor Mamoun 
MA HOMEIDA

M Sudanese  •  
Internal medicine, 
community health

Dr Charles HONGORO M South African •  Public health policy

Dr Deborah MCFARLAND F American •  Health economics

Dr Kopano MUKELABAI M Zambian •  
Health systems, 

child health 

Dr Pierre ONGOLO ZOGO M Cameroonian •  Public health 

Dr Fred  
WABIRE-MANGEN 

M Kenyan •  
Public health, 
epidemiology, biostatistics

Dr Susan ZIMICKI F American •  
Social and behavioural 
science

Dr Adrian HOPKINS M British  • Ophthalmology,  
public health
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Strategic
objective

Process 
indicators 

Output indicators
(direct results of the studies) Outcome indicators 

1. Develop an analytic 
framework for 
integrated CBIs

Systematic 
review report

•	Analytical framework for an integrated CBI 
developed

•	Tool kit for integrated CBI produced

•	Scientific publication of the analytical 
framework produced

•	% increase in countries 
applying the analytical 
framework

2. Conduct research 
on critical factors in 
the scale-up of CDI 
(subsection of the 
broader concept 
of CBI) and explore 
how to efficiently 
introduce CDI into 
new areas

Number of 
research studies 
commissioned 
on CDI 

•	No. of researchers selected and trained 

•	% of trained participants with scientific publi-
cations published (after receiving training)

•	% increase in countries covered with the 
studies on CDI

•	% increase in types of populations covered 
by CDI studies (e.g. rural, urban, nomadic, 
post-conflict, etc)

•	No. of policy briefs produced and dissemi-
nated to decision-makers

•	No. of new policies and 
strategies developed based 
on the recommendations 

•	% increase in regions 
implementing CDI studies

3. Develop and test 
alternative CBI 
strategies targeting 
underserved 
populations (post-
conflict, nomadic 
and transitory 
populations)

Number 
of studies 
exploring 
alternative 
strategies to CDI 
(too much focus 
on CDI)

•	A compilation of evidence-based alternative 
strategies according to different population 
groups

•	No. of researchers trained on CDI repre-
senting the different population groups

•	No. of institutions participating in the 
research work

•	No. of countries with communities covered 
with alternative strategies for implementing 
CDI

•	% of trained participants with scientific pub-
lications published on alternative strategies 
to CDI 

•	Number of new policies and 
strategies developed based 
on alternative strategies 

•	% increase in regions 
implementing alternative 
CDI strategies

4. Develop strategies 
that enhance com-
munities’ capacity 
to demand supplies 
and implement 
CBIs.

Systematic 
review and 
compilation 
of strategies 
that enhance 
communities’ 
capacities to 
implement CBI

•	No. of studies on community strengthening 
financed

•	Tool kit on community strengthening pack-
ages developed

•	No. of scientific publications on community 
strengthening

•	% increase in countries using 
the tool kit

6.2 Process, output and outcome indicators for BL11 objectives
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6.3 BL11-funded projects and SAC initiatives

Project 
identification

Principal
investigator Institution Project title Funding  

in US$ Disease Countries involved Research area

Objective 2: Conduct research on critical factors in the scale-up of CDI strategy and explore how to efficiently introduce it into new areas

A80275 Adie Onchocerciasis Control Unit, 
Ministry of Health, Calabar, 
Cross River State, Nigeria

Strengthening primary health care in 
rural Africa using the community-directed 
intervention approach

40 000 Non-specific Nigeria CBIs 

A80276 Makaula Research for Health 
Environment and Development 
Mangochi, Malawi

Strengthening primary health care in 
rural Africa using the community-directed 
intervention approach 

42 400 Non-specific Malawi CBIs

A80278 Mwinzi Center for Vector Biology 
& Control Research, KEMRI, 
Kisumu, Kenya

Strengthening primary health care in 
rural Africa using the community-directed 
intervention approach 

44 000 Non-specific Kenya CBIs

A80293 Ndyomugyeni Ministry of Health 
Communicable Disease Control, 
c/o Vector Control Division, 
Kampala, Uganda

Strengthening primary health care in 
rural Africa using the community-directed 
intervention approach 

45 000 Non-specific Uganda CBIs

A80670 Sanda Sight Savers International, 
Kaduna, Kaduna State, Nigeria

Strengthening primary health care in 
rural Africa using the community-directed 
intervention approach

45 800 Non-specific Nigeria CBIs

A80295 Takougang University of Yaounde Faculty of 
Medicine & Biomedical Sciences 
Department of Public Health, 
Yaounde, Cameroon

Strengthening primary health care in 
rural Africa using the community-directed 
intervention approach

40 000 Non-specific Cameroon CBIs

A40275 Magesa National Institute for Medical 
Research, Amani Medical 
Research Centre, Tanga, 
Tanzania

Multicountry study on CDI for major health 
problems in Africa

9533 Non-specific United Republic of Tanzania CBIs
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Project 
identification

Principal
investigator Institution Project title Funding  

in US$ Disease Countries involved Research area

Objective 2: Conduct research on critical factors in the scale-up of CDI strategy and explore how to efficiently introduce it into new areas
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Cross River State, Nigeria
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42 400 Non-specific Malawi CBIs

A80278 Mwinzi Center for Vector Biology 
& Control Research, KEMRI, 
Kisumu, Kenya

Strengthening primary health care in 
rural Africa using the community-directed 
intervention approach 

44 000 Non-specific Kenya CBIs

A80293 Ndyomugyeni Ministry of Health 
Communicable Disease Control, 
c/o Vector Control Division, 
Kampala, Uganda

Strengthening primary health care in 
rural Africa using the community-directed 
intervention approach 

45 000 Non-specific Uganda CBIs

A80670 Sanda Sight Savers International, 
Kaduna, Kaduna State, Nigeria

Strengthening primary health care in 
rural Africa using the community-directed 
intervention approach

45 800 Non-specific Nigeria CBIs

A80295 Takougang University of Yaounde Faculty of 
Medicine & Biomedical Sciences 
Department of Public Health, 
Yaounde, Cameroon

Strengthening primary health care in 
rural Africa using the community-directed 
intervention approach

40 000 Non-specific Cameroon CBIs

A40275 Magesa National Institute for Medical 
Research, Amani Medical 
Research Centre, Tanga, 
Tanzania

Multicountry study on CDI for major health 
problems in Africa

9533 Non-specific United Republic of Tanzania CBIs
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Project 
identification

Principal
investigator Institution Project title Funding  

in US$ Disease Countries involved Research area

Objective 3: Develop and test alternative CBI strategies targeting underserved populations 

A90080 Adongo Ministry of Health, Navrongo 
Health Research Centre, 
Navrongo, Ghana

Improving health-care delivery in urban 
communities in Africa using the CDI approach

41 800 Non-specific Ghana CBIs – urban areas

A90075 Ajayi University College Hospital, 
Department of Epidemiology, 
Medical Statistics and 
Environmental Health, Ibadan, 
Nigeria

Improving health-care delivery in urban 
communities in Africa using the CDI approach

42 600 Non-specific Nigeria CBIs – urban areas

A90074 Kennedy UL-PIRE Africa Center, AM 
Dogliotti College of Medicine, 
University of Liberia, Monrovia, 
Liberia

Improving health-care delivery in urban 
communities in Africa using the CDI approach

42 000 Non-specific Liberia CBIs – urban areas

A90075 Maketa Tropical Medicine Department, 
Kinshasa University, Kinshasa, 
Democratic Republic of the 
Congo

Improving health-care delivery in urban 
communities in Africa using the CDI approach

42 000 Non-specific Democratic Republic of the Congo CBIs – urban areas

APW Siddhivinayak 4 Naylor Road, Pune, India Data analysis 10 000 MDA for urban lymphatic filariasis

Coordination of BL11 activities

TDR secretariat WHO-TDR, Geneva, Switzerland SAC meetings, staff travel and coordination

 

50 700

TDR secretariat Mombasa, Kenya Protocol development workshop for CDI in 
urban areas

93 500 CDI in urban areas Cameroon, Democratic Republic of 
the Congo, Ethiopia, Ghana, Kenya, 
Liberia, Nigeria, Uganda 

CBIs 

Total 589 333
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Project 
identification

Principal
investigator Institution Project title Funding  

in US$ Disease Countries involved Research area

Objective 3: Develop and test alternative CBI strategies targeting underserved populations 

A90080 Adongo Ministry of Health, Navrongo 
Health Research Centre, 
Navrongo, Ghana

Improving health-care delivery in urban 
communities in Africa using the CDI approach

41 800 Non-specific Ghana CBIs – urban areas

A90075 Ajayi University College Hospital, 
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Nigeria

Improving health-care delivery in urban 
communities in Africa using the CDI approach

42 600 Non-specific Nigeria CBIs – urban areas

A90074 Kennedy UL-PIRE Africa Center, AM 
Dogliotti College of Medicine, 
University of Liberia, Monrovia, 
Liberia

Improving health-care delivery in urban 
communities in Africa using the CDI approach

42 000 Non-specific Liberia CBIs – urban areas

A90075 Maketa Tropical Medicine Department, 
Kinshasa University, Kinshasa, 
Democratic Republic of the 
Congo

Improving health-care delivery in urban 
communities in Africa using the CDI approach

42 000 Non-specific Democratic Republic of the Congo CBIs – urban areas

APW Siddhivinayak 4 Naylor Road, Pune, India Data analysis 10 000 MDA for urban lymphatic filariasis

Coordination of BL11 activities

TDR secretariat WHO-TDR, Geneva, Switzerland SAC meetings, staff travel and coordination

 

50 700

TDR secretariat Mombasa, Kenya Protocol development workshop for CDI in 
urban areas

93 500 CDI in urban areas Cameroon, Democratic Republic of 
the Congo, Ethiopia, Ghana, Kenya, 
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The Special Programme for Research and Training in Tropical 
Diseases (TDR) is a global programme of scientific collaboration 
established in 1975.  Its focus is research into neglected diseases 
of the poor, with the goal of improving existing approaches and 
developing new ways to prevent, diagnose, treat and control 
these diseases. TDR is sponsored by the following organizations:

World Bank
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