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2) applications, including the clinical applications, of that research.

NBAC shall identify broad principles to govern the ethical conduct of research, citing specific
projects only as illustrations for such principles.

NBAC shall not be responsible for the review and approval of specific projects.

In addition to responding to requests for advice and recommendations from the National Science
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Science and Technology Council.
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1. Introduction

Tide 45 of the Code of Federal Regulations Part 46 (45 CFR § 46) addresses the protection of human
subjects of biomedical and behavioral research, including “research conducted, supported, or otherwise
subject to regulation by the Federal Government outside the United States” § (46.101(a)). Part 46 regulates
the process of review of research proposals through Institutional Review Boards (IRBs) and substantive rules
required to be observed on such general matters as informed consent and such special matters as research
involving prisoners, children, and pregnant women. Part 46.101 provides in paragraph (g) that the policy
on protection of human subjects “does not affect any foreign laws or regulations which may otherwise be
applicable and which provide additional protections to human subjects of research.”

§ 46.101(h) provides that:

[w]hen research covered by this policy takes place in foreign countries, procedures normally
followed in the foreign countries may differ from those set forth in this policy. [An example is
a foreign institution which complies with guidelines consistent with the World Medical
Assembly (sic) Declaration (Declaration of Helsinki amended 1989") issued either by sovereign
states or by an organization whose function for the protection of human research subjects is
internationally recognized.] In these circumstances, if a Department or Agency head determines
that the procedures prescribed by the institution afford protections that are at least equivalent
to those provided in this policy, the Department or Agency head may approve the substitution
of the foreign procedures in lieu of the procedural requirements provided in this policy....

This intention to accommodate studies the policy covers that are conducted in a foreign country therefore
depends on a determination that “the procedures prescribed by the institution” afford human subjects at least
equivalent protections to those provided in the policy.

The reference to “procedures” repeats the policy’s recognition that “procedures normally followed” in foreign
countries “may differ from those set forth in this policy.” This raises the issue of whether equivalent protection
is focused only on matters of institutional review procedures, where the equivalent structure and functioning of
an IRB are required, or whether equivalence must extend beyond the process of review to include the substance
of the proposal to be reviewed, including, for instance, subjects” informed and voluntary consent and appropriate
acquisition and research use of fetal tissues.

The example provided suggests the latter. The Declaration of Helsinki is established and periodically
revised by the World Medical Association (WMA), described in the policy as the World Medical Assembly,
perhaps confused with the World Health Organization’s governing body, the World Health Assembly. Most
recently revised in 1996, the Declaration of Helsinki is modestly entitled only as “Recommendations guiding
physicians...” and, in contrast to the WMA Declaration of Geneva, which “binds physicians,” provides in its
Introduction that “[i]t must be stressed that the standards as drafted are only a guide to physicians all over the
world,” and that physicians “are not relieved from criminal, civil and ethical responsibilities under the law of
their own countries.”

The procedural content of the Declaration of Helsinki is rudimentary. In its Basic Principles, Article 1.2
requires that a research protocol:

should be transmitted for consideration, comment and guidance to a specially appointed
committee independent of the investigator and the sponsor provided that this independent
commiittee is in conformity with the laws and regulations of the country in which the research
experiment is performed.
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Departmental and Agency heads responsible for determining equivalent protection must therefore look beyond
the claim of a foreign institution that its review procedure conforms to the Declaration of Helsinki. Compliance
with the Declaration’s guiding recommendations and an accordingly constituted independent review committee’s
comments and guidance may be satisfied by procedures falling far short of the composition and standards of
operation expected of IRBs bound by the policy in the Federal Regulations.

The contrast may be mitigated to some degree by the substantive provisions of the Declaration of Helsinki.
These address conformity with generally accepted scientific principles, the requirement of prior animal studies,
qualifications and supervision of research personnel, prior risk-to-benefit assessment, subjects’ voluntary and
adequately informed consent, protection of vulnerable subjects and, for instance, preservation of privacy and
confidentiality. Since the policy illustrates equivalent protection through “the procedures prescribed by the
institution” by reference to the Declaration of Helsinki, whose procedural provisions are undeveloped, the
conclusion may be drawn that equivalence addresses substantive principles of ethical conduct of research with
human subjects, and not only the process of the review itself.

Considerably closer to the Federal Regulations is review under the drug industry’s International Conference
on Harmonization (ICH) Guideline for Good Clinical Practice, operative since January 1997. The objective of
the Guideline is to provide a common standard for the European Union, Japan, and the United States to
facilitate the mutual acceptance of clinical trial data by regulatory authorities. The Guideline was developed
with consideration of additional countries including Australia, Canada, and the Nordic countries. Its provisions
closely reflect those of the Federal Regulations, and points of departure are so relatively minor that requirements
of equivalent protection may easily appear to be satisfied.

The introduction to the Declaration of Helsinki and its Basic Principles cited above both make explicit
reference to the obligation to obey research host countries’ laws. The Federal Regulations are similarly subject
to legislative provisions and judicial and quasi-judicial interpretation in the United States. It is therefore
relevant in an approach to equivalence briefly to consider as a model the body of countries’ domestic laws
that governs matters materially affected by the laws of foreign jurisdictions, called Conflict of Laws or Private
International Law.

2.The Legal Model

The modern preoccupation with globalization, particularly in the field of commercial interaction and enterprise,
has deeply historical roots. The historic law of commerce, the lex mercatoria, in England also known as the Law
Merchant, was a code of rules covering foreign trade and traders that was declared to be of universal application.
It constituted an international trade law similarly applied in mercantile courts throughout medieval Europe,
and its concept has survived to modern times.? Similarly, commonly observed maritime customs were founded
on Byzantine principles that were well established by the twelfth century and quite uniformly applied by
maritime courts of the north and east Mediterranean and North Atlantic coasts. In England, the Law Merchant
was absorbed into the Common law during the seventeenth and eighteenth centuries, adding to Anglo-Saxon
customary law, the Common law, an enduring capacity to resolve within its own doctrines on conflict of laws
disputes involving alien and internationally recognized legal principles.

An initial issue is the respect given to judgments of other countries’ courts of law. A key approach is accept-
ance of the propriety of other countries’ legal procedures, such as the Continental inquisitorial trial process,
which differs from the Common law’s adversarial process. Similarly, when, for instance, English law made 10 or
more years’ practice at the Bar a precondition to judicial appointment, and 5 or more years’ experience on the
High Court bench a legal condition of elevation to appellate courts, judgments of Continental courts were
recognized whose judges, immediately on graduation from schools of law, had directly entered the judicial
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branch rather than the practicing or administrative branch of the legal profession. Countries do not enforce
other countries’ criminal or tax laws, but widely recognize foreign marriage laws. When, for instance, English
law required parental consent for the marriage of adolescent girls, Scottish law did not. Accordingly, elopements
of legal minors for marriage in Scotland were common, particularly to the first village on the main road
crossing the border, Gretna Green. However, only marriage in monogamous form is recognized, excluding
matrimonial relief in marriages celebrated in polygamous form even when no second or later spouse exists.
Although U.S. states are constitutionally required to give other states” legal processes full faith and credit,’ such
as the liberal laws in Nevada on marriage and divorce, a current challenge is recognition of same-sex marriages
legally recognized in Hawaii.

When another jurisdiction’s laws involve issues of judicial procedure, they may not only prevail but be
unreviewable in another jurisdiction’s courts, except on human rights grounds; but rulings on matters of sub-
stance, such as polygamous marriage, are reviewable and may not prevail. Whether an issue is of procedure or
substance is a matter of classification according to each jurisdiction’s own domestic law. Jurisdictions usually
attempt to accommodate and apply others’ substantive rules. For instance, Common law jurisdictions divide
property into real property and personal property. Land itself is real property (“real estate”), but a lease over
land is personal property (“personalty”). Continental Civil law derived from Roman law divides property into
movable and immovable property, the latter including real estate and leasehold interests in land. When, for
instance, a Common law court is administering an estate including interests in foreign land, it applies the law
of the jurisdiction where the land involved is situated, treating leasehold interests according to the foreign
law on immovable property rather than its own domestic law on personal property.

Countries are more easily disposed to accept substantive rules of other countries that are culturally and/or
religiously compatible. Hence, Gretna Green marriages are acceptable in England, but foreign marriages
monogamous in fact but celebrated in polygamous form are not. Difficulties concern recognition of divorces,
for instance, in Islamic (“tallack”) and Jewish (“get”) religious form where they are claimed as allowing subse-
quent nonbigamous marriages in Common law jurisdictions.

Some principles are considered of universal application, binding among all nations (“erga omnes”) that no
jurisdiction can violate, tolerate to be violated elsewhere, or agree with another state to allow to be violated.
One is that forced or otherwise involuntary marriage is not recognized. Another is that, since persons cannot
profit from their own wrongs, a person acquitted of murder in his own country because of the defense of
“honor” that excuses killing, for instance, an adulterous wife or a fornicating sister or daughter, cannot inherit
the victim’s assets located in a country that does not allow this defense.

3.The Model Applied to Research Ethical Review Procedures

The legal distinction between matters of process and of substance may be applied to determinations of
equivalence in protection of human subjects of research. The policy under Federal Regulations may be satisfied
where a country’s equivalent of an IRB does not satisfy the criteria of membership or function laid out in

45 CFR § 46.107 and § 46.108 respectively, provided that the substantive rules of subject protection are appli-
cable. For instance, in countries with few experts in a particular area, some of whom are principal investigators,
no review committee may be capable of constitution whose member with relevant expertise does not have a
conflict of interest. Other members may want not only that person’s information, permissible to be given under
§ 46.107(e), but also that person’s advice and judgment on whether the proposal is scientifically sound and
appropriate according to the state of development of the field. Accordingly, it may be acceptable that the
response to the conflict of interest be not the person’s exclusion from the review process, as required by

§ 46.107(e), but due disclosure of the conflict. Similarly, in countries where it is considered unseemly for

A-5



women to discuss intimate matters of sex with men, the requirement in § 46.107(b) that both sexes be repre-
sented on a review committee may not be observed where such matters are in issue; women'’s interests may be
communicated indirectly if, as is likely, there is an all-male review committee.

The policy itself refers to compliance with the Declaration of Helsinki as an alternative that a Department or
Agency head may determine to afford equivalent protections to those of the policy. However, the Declaration
does not require that procedures be written in the detail described in § 46.103(b)(4) and (5), and a particular
country’s laws or regulations may be similarly undemanding. As a recipient of U.S. funds, the institution will be
accountable for the means by which ethics review committees are composed and function, but the secretarial
support that underpins domestic IRBs may not exist.

A transcending concern, not confined to resource-poor countries, is that the prospect of receiving U.S.
funding of research may be so enticing to academic and health care institutions that risks of physical injury or
discomfort, cultural offensiveness, and emotional insults to which prospective subjects may be exposed will be
undervalued by investigators and members of ethical review committees. Members who have no conflict of
interest in the classical sense of motives of personal enrichment or comparable self-interest may be inspired by
a conviction that pursuit of the investigation will enhance the well-being of populations for which they care,
the prestige of their institutions, and the careers of investigators in whom their institutions and countries have
made significant investments. Similarly, their optimism that a study will be highly advantageous may distort
their risk-to-benefit assessment.

The policy requires, in § 46.107(d), that each review committee “shall include at least one member who is
not otherwise affiliated with the institution and who is not part of the immediate family of a person who is
affiliated with the institution.” In stratified or racially or otherwise divided societies, independent-minded
representative community members may be difficult for the institutions to identify. Community members they
attract may be inclined to be deferential in the presence of members of institutionally affiliated elites, who,
in accordance with the policy itself, may outnumber them four to one. Nonaffiliated peers of institutional
members may serve in political, governmental, or similar social leadership roles and share other committee
members” hopes for institutional advancement through U.S.-funded research.

Accordingly, it may be an act of faith for a Department or Agency head to determine that institutional
procedures in some foreign countries “afford protections that are at least equivalent to those provided in this
policy,” as required by § 46.101(h). Unless particular proposals are also reviewed by IRBs in the United States,
confidence may have to be placed in foreign institutions’ conformity with substantive rules of ethical conduct
for protection of human subjects of research.

Unless U.S. funding agencies are prepared to undertake on-site inspection of foreign ethics review com-
mittees that have not already received a form of U.S. accreditation, some degree of uncertainty of equivalent
protection appears inescapable. An approach may be for funding agencies to classify degrees of risk that studies
appear to present, separating risks to life or enduring health at one end of a spectrum from risks of cultural
insensitivity at the other, and apply a higher level of scrutiny to how well host institutions review studies
classified to present graver risks than to studies of intermediate- or low-level risk.

4. Substantive Rules of Ethical Research

A concern that has erupted particularly since 1997 in the United States* and elsewhere regarding U.S.-funded
placebo-controlled studies has been their conduct in poor countries where sick subjects who are offered inves-
tigational products have no practical access to alternative therapeutic products that are available to treat their
conditions in more favored countries. An ethical requirement is that sick persons offered an investigational
product should have the option of access to alternative treatment available for the condition that appears to
affect them. The Declaration of Helsinki provides in Article 11(3) that:
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[iln any medical study, every patient—including those of a control group, if any—should be
assured of the best proven diagnostic and therapeutic method. This does not exclude the use
of inert placebo in studies where no proven diagnostic or therapeutic method exists.

The second sentence was added in the 1996 revision of the Declaration, for fear that the first sentence taken
alone would be understood to proscribe all placebo controls.

The ethical question nevertheless remains, of whether “the best proven...method” means the best that medical
science has to offer anywhere, or the best available to patients in their circumstances outside the study they
are invited to join. It has been claimed to be exploitive of potential subjects’ deprivation that they be offered
randomization between treatment with an investigational product and with a placebo on the rationalization
that, in their circumstances outside the study, “no proven diagnostic or therapeutic product exists,” although a
product does exist in more favored circumstances. Critics claim that investigators are ethically obliged to afford
such subjects alternative access to “the best proven...method” that medical science has available. The fear is
that unproven products will be tested among disadvantaged and deprived populations, because their members’
randomization into the placebo arm of a study would not deprive them of any treatments they would
otherwise have.

The claim that studies of investigational products in disadvantaged populations must provide subjects with
alternative access to best treatment medical science can offer may be based on a more vigorous ethical doctrine
than the Declaration of Helsinki itself provides. The Declaration may present an inadequate basis on which to
distinguish right from wrong conduct, not only because its distinction between therapeutic and nontherapeutic
research has been condemned as illogical and in need of revision,” but also because the Declaration itself is
presented only as recommendations guiding physicians. Nevertheless, the ethics of studies proposed among
deprived populations of less economically developed countries legitimately pose critical issues. They include
whether investigators in U.S.-funded studies abroad may behave in ways that investigators in the United States
may not, and whether the deprived populations enjoy “protections that are at least equivalent to those provided
in this policy,” as prescribed in § 46.101(h). The background fear is a breach of distributive justice, since
products that disadvantaged populations bear the burden of testing are likely to be marketed in affluent
countries and be unavailable to populations of poor countries that served as testing sites.

Developed countries themselves have subpopulations that are deprived of an adequate standard of diagnostic
and therapeutic care and can avail themselves only of care that falls far below “the best proven...method,” not
least in the United States. Studies that propose to target such subpopulations for placebo-controlled studies on
the basis that, for them, “no proven diagnostic or therapeutic method exists,” might have considerable difficulty
gaining IRBs’ acceptance as ethical. This poses the question whether studies of this nature proposed to be con-
ducted in foreign countries can be measured by different standards that achieve subjects’ equivalent protection.

The better view appears to be that best proven methods are to be assessed by reference to local circum-
stances in a country as the baseline, rather than some objective, location-neutral standard of optimal care. As
Robert J. Levine has explained,® resource-poor countries need studies that compare and contrast new investiga-
tional products with their usual standard of care, which may be nontreatment, rather than with an optimal
standard they cannot achieve or maintain. Conducting studies to contrast an investigational treatment with the
best standard in a resource-poor country would violate the principle of distributive justice, since research sub-
jects in the host country would have few if any means to avail themselves of the treatment their risk-taking has
shown to be preferable. The beneficiaries would be patients in more affluent settings of developed countries,
which should therefore be the sites of studies testing unproven treatments against the optimum care available.
Accordingly, the “best method” may be taken to focus on what is best in the circumstances of a foreign country.
Local medical and related health care providers will be able to identify prevailing best care, and a local committee
can best accomplish the required striking of the risk-to-benefit balance in deciding whether to host a proposed
study of an investigational product.
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For greater certainty, ethics review committees in host countries may be required to give more than passive
approval to studies proposed for U.S. funding and be required actively to explain, perhaps through committee
chairs, the benefits for their own communities they find to justify approval of individual proposals. That is,
Department or Agency head approval of the foreign procedure might be made conditional on receipt of satis-
factory identification of the advantages the local committee finds for the domestic health care system.

5. Risk-to-Benefit Assessment
The Declaration of Helsinki acknowledges in the fourth paragraph of its Introduction that:

[iln current medical practice most diagnostic, therapeutic or prophylactic procedures involve
hazards. This applies especially to biomedical research.

In its Basic Principles, the Declaration provides in paragraph 1.5 that:

[e]very biomedical research project involving human subjects should be preceded by careful
assessment of predictable risks in comparison with foreseeable benefits to the subject or to
others. Concern for the interests of the subject must always prevail over the interests of science
and society.

Determinations of risk and of benefit, and of the excess of one over the other, can focus on various aspects of
each. Medical research is usually directed to medical advance and tends to be assessed by clinical indicators,
including a patient’s better preventive care, diagnosis, therapy, post-operative or post-intervention recuperation
and post-traumatic recovery. Similarly, risk tends to be judged clinically in medical terms, such as of death or
injury from known side-effects of medical interventions, or, for instance, of unanticipated idiosyncratic reactions
due to genetic, pharmacological, environmental, or other causes. Both risk and benefit may also be determined,
however, by reference to public health or epidemiological measures, such as reduced prevalence of infection in
a community or higher or lower mortality or morbidity or change in life expectancy. Criteria not directly
related to medical outcomes may also weigh in the balance between risk and benefit, such as quality of life
considerations, including individual capacity to discharge the functions of everyday life and to pursue particular
interests or goals. Qualitative research methodologies have come to be employed for some of these assessments.

Which benefits members of a population or community consider most material to their interests to pursue
and which risks most important to minimize or avoid may be most reliably determined by members themselves,
or by those closely familiar with their values and perceptions of need. Whether a proposed study concerns
interests that intended subjects consider at an intimate, personal level, at a family level, or at a communal
wider level, and which benefits may be pursued at what costs, and which values must be preserved by sacrifice
of others are to be determined by local assessment. Local authorities can determine, for instance, whether or
how well a proposed study serves local health care priorities and whether its conduct would impose acceptable
burdens on local resources of facilities, personnel, and, for instance, medications. Accordingly, a Department or
Agency head may approve “the substitution of the foreign procedures in lieu of the procedural requirements”
provided in the Federal Regulations where satisfied that assessments of benefits and risks can be made with
equivalent protection of intended subjects at the relevant country or local level.

This is subject to compliance with transcending minimum or core protective values, on analogy with the
legal perception that some principles are so fundamental that they are binding among all (“erga omines”).
Central among these is the principle that each individual proposed to be at personal risk in a study should be
able to give, or effectively deny, consent. The historic Nuremberg Code of 1947, which the 1964 Declaration of
Helsinki was developed to amplify and explicate outside the Code’s conditioning environment of outrageous
crimes against humanity, states as its first principle that:

The voluntary consent of the human subject is absolutely essential.
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The Code goes on to elaborate the principle by explaining that:

[tIhis means that the person involved should have legal capacity to give consent; should be so
situated as to be able to exercise free power of choice, without the intervention of any element
of force, fraud, deceit, duress, over-reaching, or other ulterior form of constraint or coercion;
and should have sufficient knowledge and comprehension of the elements of the subject matter
involved as to enable him to make an understanding and enlightened decision.

The Code makes no mention of elements that are also considered critical to the ethical planning and con-
duct of research with human subjects, such as independent ethical review and, for instance, due preservation
of confidentiality and disclosure of its limits. The Declaration of Helsinki considerably advances the detail of
ethical conduct in research. Further, it addresses research with subjects incapable of making their own deci-
sions or consent, reflecting the recognition that research extends beyond the exploitive sacrifice of vulnerable
subjects that framed the Nuremberg Code, to include research, such as with mentally disabled people and with
infants and children, that it is ethical to undertake and may be unethically discriminatory to deny.

A Department or Agency head may act under § 46.101(h) to approve review procedures for research con-
ducted in foreign countries as providing equivalent protection of human subjects to that under the policy of
the Federal Regulations when satisfied that, however local considerations of benefit and risk are determined
and prioritized, basic requirements of subjects’ protection will be observed.

Issues of intercultural and international dissonance will arise that will have to be satisfactorily resolved in
the United States for funding of foreign studies. For instance, the appropriateness of placebo-controlled studies
abroad that would not easily be acceptable in the United States has already been raised. Similarly in some
foreign settings, where studies, for instance, into women’s health are proposed, husbands may expect to decide
on their wives’ participation and perhaps to be able to bar their wives’ entry, when their wives may want to join
the studies in order to advance their health and self-determination. The prospect of local controversy over studies
the United States is prepared to fund abroad, and perhaps encourage, exposes the limits of the equivalent
protection language of § 46.101. The focus on protection of human subjects, rather than on promotion of
health research that presumably motivates U.S. funding, reflects the origin of modern regulation of research
with human subjects. This lies in the Nuremberg Tribunal’s trials of “the Nazi doctors,” Henry Beecher’s 1966
exposure of research abuse in the United States, M.H. Pappworth’s 1968 publication on several countries’
mistreatment of “Human Guinea Pigs” and, for instance, revelation in the early 1970s of decades-long abuses
in the Tuskegee Syphilis Study. Part 46 of the CFR is entitled “Protection of Human Subjects” because of the
emphasis on protection, and in the context of potential abuse, protection is best achieved through potential
subjects’ nonparticipation.

In recent years, however, the perception has revived that medical research that may endanger individual
subjects has the overall goal of advancing understanding and innovation in order to protect health and that sick
patients” health cannot be advanced without the funding and appropriate conduct of medical research. That is,
medical research itself serves the goal of protection of health, and its undue denial, prevention, or obstruction
may prejudice health. This explains why promotion of research, for instance, into women’s health, and contain-
ment of HIV infection, is encouraged by U.S. funding.

The protection of human subjects is therefore less a goal in itself than a necessary means or condition of
promoting medical research designed to protect the long-term health of populations, some of whose members
will be invited to take the risks of becoming its short-term subjects. This is the basis on which Federal
Regulations have been amended in recent years, not to relax protections of individual subjects, but to facilitate
research on care, for instance, of patients with early childhood diseases and traumatic head injuries. The
requirement that research that takes place in foreign countries be conducted under equivalent protection to
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that provided by IRBs is intended to promote ethical research, rather than to limit opportunities for research,

provided that it be conducted consistently with “any foreign laws or regulations which may otherwise be

applicable.
The voluntary assumption of individual risk and the conscientious imposition of communal risk are the

»7

conditions of advancing communal health through medical research. As suggested above, an approach may be
for Department and Agency heads to be required to classify risk levels in particular proposals for funding, to
require local ethics review committees to articulate the grounds of local benefit on which they have found
proposals acceptable, and to maintain stricter scrutiny of grounds for local acceptance of studies that are
classified as presenting higher levels of risk.

6. Foreign Research Protections Compromised by U.S. Requirements

The conventional concern to ensure equivalent protection of human subjects of research conducted abroad

has been apprehension that their well-being may not be as securely protected as are the interests of subjects

of research governed by the Federal Regulations. The U.S. Regulations have been shaped in response to
experiences, perceptions, and accountabilities concerning persons vulnerable to research-related risks to which
governments abroad have not always been equally responsive. The Regulations also reflect U.S. sensitivity to
the distributive injustice that medical studies sponsored abroad by U.S. Federal Departments and Agencies may
achieve benefits for U.S. patients that populations abroad enjoy only disproportionately to the greater risks they
accepted. The criticism is that “[a]s is so often the case, the results will probably find their greatest application
in the developed world.”

However, recent political developments have created the possibility that foreign populations may find that
pursuit of their interests under their local laws and regulations is compromised by provisions that originate in
the United States. In 1974, the U.S. Agency for International Development (USAID) initiated a policy that
prohibits U.S. funding for “information, education, training or communication programs that seek to promote
abortion as a method of family planning.”™ Between 1984 and 1993, this prohibition was interpreted to cover
all abortion except in cases of rape, incest, and danger to a womans life. Late in 1999, omnibus appropriations
legislation enacted to release funds toward payment of U.S. arrears to the United Nations had an attached pro-
hibition of U.S. family planning funding of foreign nongovernmental organizations (NGOs) if, even with their
own funds, they perform abortions, except in cases of forcible rape, incest, or danger to life. Funding is also
prohibited if they engage in activities or efforts to alter the abortion laws or governmental policies of foreign
countries, including their own, although they may give counseling about abortion and refer women to other
organizations for services. In 2000, these prohibitions govern about $345 million in USAID family planning
assistance for foreign NGOs.

Where foreign NGOs seek such funds for research projects that fall under 45 CFR § 46, the question arises
whether their subjects have equivalent protection to that enjoyed by U.S. subjects. In the United States, the
capacity of NGOs to perform and fund abortions is constitutionally protected and activity and efforts to alter
laws are similarly protected, for instance, under rights of free speech, and to political participation in civil
society and the democratic process. Further, in medical professional ethics, the Code of Medical Ethics that
the American Medical Association adopted in 1980 provides that “[a] physician shall respect the law and also
recognize a responsibility to seek changes in those requirements which are contrary to the best interests of the
patient.”® Physicians’ ethical and legal responsibilities of advocacy on behalf of their patients' are an important
element of patients’ protection.

Foreign NGOs seeking to promote access to family planning services, particularly in poor countries, may
find the prospect of eligibility for U.S. funding of research programs too attractive to forgo. They are clearly
bound by prohibitions of their local law, but where this permits abortion they may accept the limits on
expenditure of their own money for abortion services, for instance, on contraceptive failures, on which
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U.S. funding is conditioned. They may similarly forgo their lawful and democratic rights to inform their own
governments of the health burdens women bear due to untimely pregnancies, such as those that are too closely
spaced, which access to lawful, safe abortion would relieve. They may also forgo statistical and other demon-
strations of how frequently and at what cost the alternative to prohibited lawful abortion is—not childbirth,
but unskilled and self-induced unlawful abortion. In short, foreign NGOs attracted to seek U.S. funds for
family planning research may find that they have to discontinue and forgo activities that, in the United States,
would be considered protective of research subjects who, in the course of research programs, experience
health-endangering pregnancies, including those whose continuation endangers the health of their dependent
children.

If a Department or Agency head determines that subjects of foreign NGO family planning research enjoy
at least equivalent protection to that available for them under U.S. law, particularly when a research subject
has a health-endangering pregnancy, the NGO may become ineligible for USAID funding. However, refusal of
such a determination will also result in ineligibility, although the inferior protection is a result of U.S. policy,
for instance, in barring NGO funding of abortion from its own funds when the procedure is lawful and thera-
peutically indicated in a subject’s health interests. Department or Agency heads may, however, consider the
prohibitive attachment to the 1999 appropriations legislation to be an enacted derogation from 45 CFR § 46.

Accordingly, such heads may determine foreign procedures to “afford protections that are at least equivalent
to those provided in this policy” under § 46.101(h), except in so far as the 1999 enactment prevents such
protections from being offered. The Federal Regulations, authorized under the Public Health Service Act,
should be construed as subject to subsequent legislation restricting research funding capacity, even when its
effect is to compromise protections that foreign subjects of research would otherwise enjoy in their own
countries, provided that local committees knowingly accept funding on this condition.

7. Compliance with Both U.S. and Foreign Requirements

Under § 46.101(a), the Federal policy on Protection of Human Subjects “includes research conducted, sup-
ported, or otherwise subject to regulation by the Federal Government outside the United States.” It does not
necessarily follow from compliance with the procedure under § 46.101(h) for ensuring equivalent protection of
subjects outside the United States to that available in the United States that research conducted and reviewed
outside the United States will not be liable in addition to IRB review within the United States. Where U.S.
institutions” personnel conduct research abroad, such as their faculty members, research staff, and students,
the institutions’ terms of employment and student regulations may require submission of research protocols to
local IRBs. This is consistent with international requirements. For instance, the International Ethical Guidelines
for Biomedical Research Involving Human Subjects, issued in 1993 by the Council for the International
Organizations of Medical Sciences (CIOMS) in collaboration with the World Health Organization, provides

in Guideline 15, on obligations of sponsoring and host countries, that:

Externally sponsored research entails two ethical obligations:

m An external sponsoring agency should submit the research protocol to ethical and scientific review
according to the standards of the country of the sponsoring agency, and the ethical standards applied
should be no less exacting than they would be in the case of research carried out in that country.

m After scientific and ethical approval in the country of the sponsoring agency, the appropriate authorities
of the host country, including a national or local ethical review committee or its equivalent, should satisfy
themselves that the proposed research meets their own ethical requirements.'
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The CIOMS Guidelines “are designed to be of use, particularly to developing countries, in defining national
policies on the ethics of biomedical research, applying ethical standards in local circumstances, and establishing
or redefining adequate mechanisms for ethical review....”" Guideline 15 reflects the supposition of research
sponsorship by a more economically developed country, such as the United States, and a developing host
country. In 1991, the CIOMS also produced its International Guidelines for Ethical Review of Epidemiological
Studies. These contain a comparable provision on externally sponsored research to that in its 1993 Guidelines,
and include the explanation that:

[i]t is in the interest of the host country to require that proposals initiated and financed
externally be submitted for ethical approval in the initiating country, and for endorsement
by a responsible authority of the same country, such as a health administration, a research
council, or an academy of medicine or science.

Advice that the host country should require study approval in the initiating country relates to the legal
model of Contflict of Laws and the principle of Renvoi. By this principle, country A respects the law of country
B and applies it to an issue involving the jurisdiction of country B, but refers not to country B's domestic law
but to country B’s doctrine on private international law, or Conflict of Laws. By this, country B may conclude
that the governing law on the issue is the domestic law of country A. Accordingly, country A applies its own
domestic law, not in disregard of country B’s law but because that law requires country A to do so. Whether
a judge in country A refers to the domestic law of country B or to its doctrine on Conflict of Laws may be
governed by precedent, but where not, the judge will be influenced by parties’ advocacy and argument.

The research application of this principle arises when a foreign country, such as a developing country, has
no pharmaceutical or medical device regulatory authority or regulations of its own, but only a law providing
that, for a drug or device to be imported and used in its territory, the drug or device must satisty the laws and
regulations of its country of origin. This will usually be a more economically and technologically developed
country. Accordingly, when a product of U.S. manufacture is proposed for research or use in the host country,
that country’s own rules require only that U.S. domestic provisions be observed, including those on the
protection of human research subjects.

This approach may be ethically unsatisfactory to U.S. authorities. The Commentary on Guideline 15 of the
1993 CIOMS guidelines notes that:

[c]lommiittees in the host country have the special responsibility to determine whether the
goals of the research are responsive to the health needs and priorities of the host country.
Moreover, because of their better understanding of the culture in which the research is pro-
posed to be carried out, they have special responsibility for assuring the equitable selection of
subjects and the acceptability of plans to obtain informed consent, to respect privacy, to main-
tain confidentiality, and to offer benefits that will not be considered excessive inducements to
consent."”

When host country authorities simply provide that approval of a research proposal by an IRB in the United
States, according to 45 CFR § 46, is adequate for local purposes, a Department or Agency head may determine
that local potential subjects have not been afforded at least equivalent protection to that specified in § 46,
because its criteria have not been applied to such subjects” special circumstances by committees and personnel
with relevant knowledge. Accordingly, it may be recommended that equivalent protection cannot be deter-
mined unless an adequately composed ethics review committee in the host country has assessed and approved
a proposal.

As against this, a Department or Agency head may claim to be satisfied that the particular facts of a case
show that a study raises no special considerations of local health goals, needs or priorities, nor cultural concerns

A-12



regarding informed and free consent, privacy, or confidentiality. Local acceptance of IRB approval according to
the substance of § 46 may therefore be proposed as appropriate, and to offer local subjects of the study not
simply equivalent but identical protection to that required in U.S. domestic policy. This assessment is more
easily made when the foreign site of a study is culturally, economically, and otherwise comparable to the United
States. However, more immediately comparable countries, such as Australia, Canada, the United Kingdom, and
those of Western Europe, have their own regulatory rules and agencies, and their institutions would be unlikely
to be able to delegate approval of studies liable to be locally reviewed to U.S.-based IRBs, even though local
review processes and principles are similar to those under 45 CFR § 46. For drug studies, the ICH Guideline
for Good Clinical Practice goes far to unify standards of review in the European Union, Japan, the United
States, and several comparable countries.

The real issues that Department or Agency heads face arise in more exotic and less economically developed
countries where health needs and cultural traditions are unlike those of the U.S. mainstream. If there is a
comparable community among the diverse populations of the United States through which an IRB can gain
adequate input to apply § 46 with faithful reflection of the health priorities, resources, and cultural values
and sensitivities relevant to the foreign site, and if a relevant host country institution is able to endorse the
authenticity of IRB exposure to indigenous conditions, a Department or Agency head may consider it acceptable
to forgo specific local review.

It may remain unclear, however, whether foreign acceptance of U.S.-based IRB approval is influenced
primarily by the incentive of gaining U.S. research funds. It therefore appears necessary to require local review,
according to satisfactory processes and substantive principles at least as detailed as provided in the Declaration
of Helsinki or the CIOMS 1993 Guidelines. U.S. residents with special familiarity with the circumstances of
foreign countries may advise U.S.-based IRBs accordingly, but cannot be accepted to replace review conducted
in the country in which prospective research subjects live. Conditioning funding on local review appears
ethically necessary.

8. Research Monitoring

The Achilles’ heel of much research with human subjects is monitoring investigators’ compliance with the
scientific and ethical undertakings of a protocol. When significant resources are available, investigators” prac-
tices may be kept under credible scrutiny. Governmental agencies in the United States can make investigators
aware that they are liable to be made to account for compliance with scientific, ethical, and fiscal terms of
approval of their studies. Similarly, in significant drug, biological product, and comparable studies, sponsors
may establish independent data monitoring boards that keep studies under surveillance in order to ensure the
integrity of subject inclusion and exclusion practices, and, for instance, enforce or develop stopping rules,
marking points in data acquisition and analysis at which studies would be prematurely ended, or their inclusion,
exclusion, and informed consent criteria re-evaluated in light of evolving knowledge of safety and efficacy of
outcomes. However, unless governments fund independent review inspectorates for studies they sponsor or, for
instance, drug companies allocate an adequate proportion of the several hundreds of millions of dollars they
budget for product testing to monitoring of research practices, monitoring may be doubtful.

The purpose and very meaning of “monitoring” may be unclear. Governments may monitor because they are
accountable, often through political departmental heads, for the fiscal and wider integrity of projects they fund,
and want to avoid funding of projects that cause injury and other harm. Drug manufacturers require monitor-
ing of investigators in order to ensure the reliability of scientific data for submission for marketing approval and
for quality control of products, as well as to identify and limit injuries to subjects. If a potentially marketable
product is harmful, however, they want that harm to become manifest in scientifically rigorous studies, so that,
for instance, risks of and contraindications to use are known. That is, a purpose of testing an unproven product
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or therapy is to determine the extent to which it can be used effectively and safely and the extent to which it
may cause harm. If testing on human subjects proves the harm of the product or therapy, compensation should
be available to victims of that harm to restore them to the condition in which they would otherwise have been,
in so far as monetary or other compensation can.

Monitoring may focus narrowly on the process of giving potential recruits information about the purpose
and particularly the risks of a study for human subjects and ensuring that consent was freely given and neither
coerced nor improperly induced. Coercion may arise, for instance, when a patient’s consent is requested by a
person on whose good will the patient feels dependent for care or comfort, and undue inducement when a
financial or other reward exceeds the gratification that comes from altruism and converts an act of commitment
to improved health care into selfish pursuit of personal advantage. Subjects’ comprehension and freedom of
consent can be monitored by observance of the processes of their recruitment, or, for instance, by asking them
by what understanding and choice they came to participate in a study.

A wider view of monitoring may focus on how subjects were medically and otherwise managed, how data
of their treatment and responses were recorded, and, for instance, of interim assessment of study outcomes, to
ensure compliance with research protocols and identification and appropriate responses to adverse and other
unexpected incidents. However, monitoring of adverse incidents shows a limit and potential dysfunction of
protective monitoring by IRBs and their foreign equivalents.

By virtue of their composition, review committees include nonspecialists in the field of inquiry and non-
scientists. Their understanding of whether a reported adverse incident is grave or minor, expected or unex-
pected, or study related or nonstudy related will often depend on information they receive from others. Those
others may be fellow review committee members with relevant interpretive skills, but will not uncommonly
be the investigators themselves. When review committee members depend for their comprehension of the
significance of an isolated adverse event on how the investigators assess it, they are not monitoring the investi-
gators. Lay members of review committees do not credibly protect human subjects when they depend on
investigators’ opinions of whether, for instance, in light of an adverse event, study recruitment or exclusion
criteria should be amended or consent information or procedures should be changed. Members may ask
investigators pertinent questions, such as whether the incident under enquiry reflects other incidents reported
in the scientific literature or in anecdotal accounts, but usually depend on more specialized information than
they alone possess to determine whether investigators’ responses and proposals, particularly on maintenance
or amendment of the protocol, are appropriate.

Even if review committee members could make reliable independent, individual assessments of an adverse
incident, they may be unavailable, or, for instance, may have acquired a preclusive conflict of interest. They
may have retired or otherwise left the institution that constituted the review committee, or they may be on
leave. Despite obstacles to individual service on review committees, however, some feasible assurance of moni-
toring may be achievable. When review is entrusted to an institutional standing committee, the institution may
accept responsibility to provide that its members will review adverse incidents as they arise and subject investi-
gators to periodic review of compliance with their protocols and perhaps to liability without prenotification to
random review of their practices and record keeping. Committee members may rotate, so that responsibilities
for monitoring fall on members who were not necessarily involved in initial review of protocols, and they will
not be engaged full time in committee work. Their task will be to ensure that people with appropriate skills and
time undertake more detailed scrutiny of investigators’ performance, such as scientific or other administrative
staff who serve committees and make factual reports for committee members’ evaluation. When institutions
responsible for the conduct of research give assurances of monitoring of this nature, Department or Agency
heads may find that subjects of research have protection comparable to that provided in the U.S. policy.

Although review committees and committee administrations are responsible for monitoring, they do not
necessarily have to devise the means to do so. When submitting their protocols for review, investigators should
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be asked what means of independent monitoring of their conduct they propose. Review committees are not
bound to accept these proposals and may make alternative or additional requirements. These may be for more
frequent reviews of safety and efficacy, or, for instance, more independent monitors. Investigators may be
required to include budget items for monitoring in their financial plans, and U.S. funding agencies should
expect project funding applications to include such items and related administrative charges to cover monitor-
ing conducted by or on behalf of ethics review committees. Ensuring necessary monitoring by feasible means
is a protective responsibility both of host countries and institutions and of U.S. sponsors. Reimbursement of
costs of conducting ethics reviews is often an important issue, especially in impoverished host institutions and
countries, that includes but transcends monitoring.

9. A New Code of International Practice?

When it is apprehended that review of research protocols in foreign countries is not conducted by appropriate
procedures or fails adequately to apply governing principles, it is tempting to offer specific guidance on the
minimum review procedures required as a condition of U.S. funding and key principles of protecting subjects
from various types of harms and wrongs, including physical, psychological, cultural, confidential, and digni-
tary, that must be shown to be respected. In the United Kingdom, the Nuffield Council on Bioethics observed
in October 1999 that:

[olne of the main responses of sponsoring agents and donors from developed countries to
these difficulties in achieving local ethical review has been to draw up additional guidelines
and to try and [sic] ensure that studies with developing country partners are adequately
reviewed. Despite such efforts, great difficulties remain with effective and efficient implementa-
tion of the Guidelines in some developing countries. This situation is unlikely to improve
without raised awareness and an increase in open discussion. The development of increased
capacity in scientific research partnerships may need to expand to support expertise and
experience in ethical review.'

There is no scarcity of international guidelines on bioethics. In December 1999, a 20-page, small-print
publication identified 62 intergovernmental and nongovernmental international agencies that had produced
guidelines on a wide variety of bioethical topics and 29 miscellaneous international texts produced by ad hoc
tribunals, congresses, and the like, beginning with the 1947 Nuremberg Code.”” This Code, with the amended
Declaration of Helsinki, the CIOMS 1991 and particularly the 1993 Guidelines and the ICH Guideline, are
perhaps the best-known international documents on the ethics of biomedical research with human subjects.
The Nuremberg Code ranks as international despite its exclusively U.S. origins because, like the classical
Hippocratic Oath, there is widespread acceptance of its overarching inspiration, rather than of each of its
detailed provisions. The Declaration of Helsinki and the CIOMS 1993 Guidelines have attracted a volume of
criticism, however, and proposals for their reform are in active contention. Among national codes, the U.S.
CFR on Protection of Human Subjects, 45 CFR § 46, is the basis upon which many other national codes have
been developed, some refining its principles or trying to re-express them in less formidable, intimidating, and
legalistic form.

All of the international and many of the leading national codes and guidelines are easily accessible in
developing countries in print and electronic formats, so it is appropriate to wonder whether another expression
of their key features is required, or helpful, and, indeed, whether a new version proposed as a condition of
U.S. funding of research might be counterproductive. The expression “ethical imperialism” is already current
in bioethical discourse, and it might be unhelpful to risk its embodiment in a document. Nevertheless, the
Nuffield Council asked whether there is a need for a better guide than exists and how it might be developed.
The last of the 68 paragraphs of its discussion paper states that:
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[tIhere is clearly a very considerable distance between the broadly based principles outlined

in international guidance and the practical issues being considered by local research ethics
commiittees reviewing individual protocols. Is the most appropriate way forward to produce
‘intermediate’ guidelines to link these two levels of ethical assessment and if so, should they be
generated by national or international bodies?'®

The Council perhaps indicated its own answer in its paper’s closing sentences:

The recent debate has stimulated a number of bodies including the Nuffield Council on
Bioethics, the World Health Organization, the U.S. National Bioethics Advisory Commission
and the U.S. National Institutes of Health to consider some of the issues arising from spon-
sorship of developing country clinical research by developed countries. The importance of
bringing these initiatives together to form coherent guidance has already been acknowledged
by many of the bodies concerned.”

Beyond possible international collaboration to develop coherent guidance on applying the broadly based
principles expressed in existing guidelines to the details and implications of individual protocols are initiatives,
international, national, or both, to train personnel in developing countries to lead and guide ethical review
procedures in their own institutions and countries. An initial task may be to train the trainers, identifying
younger persons of appropriate (but diverse) educational backgrounds who could become their countries’
resource personnel in interpreting international guidelines on matters of substance and in constituting
adequately composed and staffed committees to conduct ethical review procedures.

Such trainees should be provided with opportunities, as their practical experience grows in their home
settings, to collaborate in the refinement of guidelines prepared predominantly in developed countries, to
accommodate the particular needs, values, and sensitivities of their own countries and regions, and to explain
the impact of prevailing guidelines on promotion of research and protection of research subjects in their
countries. They should be facilitated to work with their counterparts in the United States and other developed
countries that fund foreign research to adjust regulations for the protection of research subjects to mutual satis-
faction and to guide their colleagues at home in their observance. By their contributions, based on experience
both of published research guidelines and the circumstances of their own countries, common understandings
might be developed between funding agencies and recipient institutions of what research is appropriate and
what protections of human subjects are feasible and convincing to funders and recipient institutions alike.

The approach of training personnel to equip developing countries to undertake ethical review of research
proposals received impetus on March 13, 2000, when the Fogarty International Center in Bethesda, Maryland,
in partnership with many of the National Institutes of Health Institutes, announced its proposal to fund an
International Bioethics Education and Career Development award to allow graduates to attend “advanced study
courses that primarily focus on the internationally relevant aspects of the ethical, legal and social principles
guiding the responsible conduct of research in developing countries, particularly on scientific integrity and the
protection of the interests of research participants.” The focus on research in low- and middle-income nations
would facilitate training of graduates primarily from those nations to become national leaders in the protection
of research subjects and promotion of studies that meet national needs.

Reinforcement for recommending funding of the training of such graduates comes from the need to address
the criticism that prevailing international research guidelines have emerged from narrow, privileged, and inade-
quately experienced origins. The Declaration of Helsinki is not alone in warranting the recent observation of its
reform process, presented from the perspective of HIV vaccine trials, that:

a look at the participants lists of virtually all major meetings which discussed proposed changes
to the Declaration shows a marked absence of patient representatives. ..from developing countries.
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Often developing country delegates to such meetings were actually Western researchers work-
ing in such countries or they were developing country government representatives with no
known expertise relating to clinical trials or research ethics.”

Although Western agencies and personnel may propose training individuals in developing countries to
conduct research, this does not necessarily mean that these individuals will be equipped to determine for
themselves under what conditions research should be internationally funded and conducted in their countries,
with due regard for ethical values and the protection of research subjects. An improved process of guideline
development, with educated, authentic international collaboration, may resolve several of the conflicts that
currently beset the funding of foreign research. Training developing country personnel for such collaboration
appears a prudent and timely investment, supporting the integrity of funding and receiving agencies alike.
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Executive Summary

In recent years, controversies have erupted concerning the ethics of biomedical research sponsored by wealthy
nations and conducted in resource-poor countries, generating bitter debates and dozens of editorial articles.
However, little empirical research has been conducted on the ethics of research in developing countries, and
thus little information has been available about the extent and nature of ethical problems encountered by
researchers or the application of U.S. human subjects protections to research in these resource-poor settings.
This project is the first large-scale study of researchers’ experiences with ethics issues and human subjects
regulations in the developing world. The results presented in this report should help to identify the key ethical
issues and problems encountered by researchers working in resource-poor countries and suggest mechanisms
to address these concerns. It is our hope that this report will be useful not only for current policy deliberations,
but also to set the stage for further empirical investigation and thoughtful analysis of international research
ethics.

This research project was undertaken at the Johns Hopkins University in 1998-2000 to investigate the atti-
tudes and experiences of U.S. and developing country researchers regarding ethics issues and human subjects
regulations in developing country research. This project was a collaborative effort between two investigators at
Johns Hopkins School of Public Health: Dr. Nancy Kass of the Department of Health Policy and Management
and Bioethics Institute and Dr. Adnan Hyder of the Department of International Health. Dr. Kass’ study
entailed surveying U.S. investigators who work in developing countries, while Dr. Hyder’s consisted of parallel
methods applied to developing country investigators.

The project involved collection of qualitative data in the form of focus groups and interviews and quantita-
tive data from a mailed survey. Focus group participants were asked open-ended questions about informed
consent; about Institutional Review Board (IRB)/ethics board review, both in the United States and in the host
country; about ethics issues in their research; and about recommendations for changes in the U.S. regulations.
The first focus groups conducted during this study provided qualitative data to help guide the design of the
survey instrument, which was largely identical for both the U.S. and international surveys. The topics covered
in the survey were the design of the index study; reasons for conducting this study outside the United States;
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informed consent; U.S. and host country IRB/ethics board review; researcher attitudes regarding U.S. and other
human subjects regulations; ethics issues in international research; and recommendations for changes in U.S.
policy and guidelines.

For the U.S. survey, investigators were contacted at a variety of U.S.-based institutions, including academic,
military, private nonprofit, private industry, and government. For the international survey, samples were drawn
from membership lists of several international professional organizations relating to biomedical research. For
both U.S. and international respondents, e-mail was the initial mode of contact for inviting researchers to
respond to the survey, which was available on a password-protected website for these respondents. Follow-up
mailings were sent through U.S. mail or by courier, and these respondents received a printed version of the
survey. The data collected are extensive, including the results of a total of more than 500 completed surveys
and 13 focus groups. The findings can be only summarized in this report. (See Appendix A for the U.S. focus
group guide and Appendix B for the survey developed for U.S. researchers.)

The collective experiences of researchers in this study demonstrate that consideration of ethics is a part of
the culture of international research that is seen as an essential component of conducting scientific investiga-
tions. Almost all studies described by researchers underwent review either in the United States, in the host
country, or in both; the vast majority of researchers felt that, despite procedural difficulties, U.S. regulations
sometimes or always ensure high ethical standards in research; informed consent is practiced by almost all
researchers, who believe it to be an essential feature of the research; and researchers frequently stated that the
informed consent process provided opportunities to discuss ethics issues with staff. At the same time,
researchers noted significant concerns regarding oversight of international research. Current U.S. regulations
and IRBs, they believed, emphasize procedural rather than substantive matters of ethics, such as focusing on
consent forms rather than on participant understanding. Also, IRBs give little attention to what is owed partici-
pants during or after a study. Researchers also felt that U.S. ethics boards require a better understanding of the
local contexts of developing countries and that international boards should have a better understanding of
ethics. These findings are summarized below.

Informed Consent

There were several major findings in the area of informed consent. Researchers from both the United States and
from developing countries demonstrated a commitment to the essential elements of consent, namely informing
participants about the research and ensuring that their participation was voluntary. Researchers in both groups,
however, asserted that the procedural requirements for informed consent—in particular, written consent
forms—are no guarantee of participant understanding and, in some cases, impede the process of explaining a
research study. The use of written consent forms for documentation of informed consent was seen as inappro-
priate by many respondents, especially when used in populations of low literacy. In addition, many respon-
dents reported that in some settings participants felt threatened by the process of signing documents. Other or
additional mechanisms were suggested and used for documenting consent, such as oral consent with a witness
or a researcher signature. Researchers from both the United States and from developing countries described the
use of a variety of methods for educating participants and stressed that the disclosure process must be tailored
to fit the community. The vast majority of both U.S. and international researchers felt that more flexibility
should be allowed in methods of documenting consent.

Respondents also believed that the complexity and legal language often required on consent forms by U.S.
IRBs was a barrier to participant understanding. Respondents in both the United States and the international
survey felt that the consent forms often served as legal protection for the researchers and their institutions
rather than as protection for the research participants.

Researchers believed that improving participant understanding of research was the appropriate goal, in spite
of the challenges involved. Respondents described situations in which potential study participants did not
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share Western concepts of health and disease, and researchers, both from the United States and other countries,
used creative methods to elucidate biomedical concepts and to convey the essential information about their
research studies to potential participants. In many cases, an extensive period of community education and
discussion took place before a research study began. Most researchers (65 percent of U.S. and 83 percent of
international) were in favor of incorporating tests of participant understanding into protocols, although only

16 percent of U.S. and 27 percent of international researchers actually had done so in practice.

Investigators often described seeking permission or approval from community leaders in areas where a study
will be conducted. This approval was seen as essential to the success of the research and as a precursor to any
individual consent process. The majority of international respondents and a fifth of the U.S. respondents felt
that such approval should be a requirement for conducting research in settings where this is appropriate.
International researchers were more likely than U.S. researchers to believe that the consent process is too
focused on the individual rather than on the family or the community (66 percent versus 23 percent), and
many in both groups (47 percent of international and 37 percent of U.S. researchers) believed that the cultural
norms of the study population were inconsistent with individual decisionmaking. Some researchers described
how many residents of resource-poor communities look to their physicians to make medical decisions for them
and are not accustomed to selecting their own treatments. Also, participants may not distinguish between
research and clinical care, although the vast majority of U.S. and international researchers believed that their
study participants were aware that they were participating in a research study. Researchers frequently described
the difficulty of achieving voluntary participation in a setting lacking basic medical care and other services and
where the research involves some direct benefit for participants. Most researchers (about 60 percent of each
group) felt that participants joined their studies because of the benefits provided.

The vast majority of researchers, both U.S. and international, viewed the consent process as valuable in
educating participants about their research projects. Participants expressed support for using informed consent
procedures in all types of research, with more rigorous standards for participant understanding and documen-
tation of consent being used in higher risk studies.

Risks, Benefits, and Study Design

Researchers struggled with issues surrounding the need to balance benefit for study participants with benefits
for a larger community. This tension is present in all research, but it is made more acute by the conditions of
poverty and by the lack of basic medical care found in many developing countries. Questions of study design
and risk-benefit assessment were covered in both focus group and survey questions.

Only 12 percent of U.S. respondents and 5 percent of the international respondents reported that their
studies entailed greater than minimal risk for study participants. In the U.S. survey, studies labeled greater than
minimal risk were more likely to be questioned by IRBs regarding several issues, including risk, participant
voluntariness, and the relevance of the research to the host country. Researchers with studies of greater than
minimal risk were also more likely to report that some potential participants refused to enroll after learning
about the study. It is reassuring that riskier studies are being scrutinized more closely by IRBs and by potential
participants. Also, while the majority of all respondents believed that participants enrolled in their studies
because of the benefits provided, researchers with riskier studies were more likely to report that participants
overestimated the benefits they would receive. Better education about the nature of the research is needed to
eliminate false hopes among study participants.

Many focus group respondents described different types of benefits afforded to participants, including free
medical care, health screening or diagnostic tests, and cash reimbursements for travel expenses. Several focus
group respondents expressed that, given the poverty of the setting and the lack of access to good medical care,
it is understandable that potential participants are eager to join studies. Most researchers (about 60 percent of
each group) said that medical care provided was not locally available outside the study.
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For more than half of both the U.S. and international respondents, the low background levels of medical
care in many settings created problems in determining what treatment to give to control groups. In focus
groups, a number of respondents stated that locally available medical care should be considered the acceptable
standard for control groups. In the survey, the majority of respondents (77 percent of international and 78 per-
cent of U.S.) believed that the “standard of care” issue should be decided on a case-by-case basis. In general,
researchers mentioned the need to balance concern for the well-being of study participants with the overall
goal of gaining knowledge through the research that will benefit larger numbers of people.

In addition to difficult questions regarding control groups, researchers grappled with decisions about pro-
viding participants with medical care unrelated to the study question. In some cases, medical conditions were
discovered during the course of the study, and treatment was provided; in other cases, unrelated care was not
provided, while in still other cases, research could not be carried out because the medical care costs would
have been prohibitive. Respondents described difficulty determining how much medical care unrelated to the
study question was appropriate and feasible, and many mentioned that the U.S. IRBs seemed poorly informed
and ill-equipped to help address these questions.

A key question in the design of a U.S.-funded project conducted in a developing country is the rationale
for carrying out the study in a poor country rather than in the United States. Seventy-three percent of both
U.S. and international researchers expressed a commitment to addressing global inequalities in health, and in
some cases this commitment was associated with efforts to provide benefits to study communities after the
research had concluded. U.S. respondents even more frequently mentioned as a reason the prevalence of
disease in the host country (83 percent), and slightly less often the relevance of the intervention being tested
(69 percent). Some practical concerns were also listed, such as lower cost or more rapid enrollment of partici-
pants. Interestingly, international researchers were more likely than U.S. researchers to believe that U.S.-funded
research was conducted in their countries for pragmatic reasons, such as the need for marketing approval in
that country (25 percent of international versus 12 percent of U.S. researchers) or U.S. strategic interests in the
region (49 percent of international and 32 percent of U.S.). For both groups, however, these reasons were listed
least often, compared to other reasons for working in developing countries.

In focus groups, some respondents described how they chose the countries for their research. Some
pharmaceutical researchers made candid remarks about the ease of access to large numbers of patients; in the
case of HIV research, researchers sought patients who had not had prior drug treatment. Several pharmaceutical
researchers commented that completing their clinical trials rapidly was one of their main concerns, given the
time pressure under which they work. Some of these respondents mentioned that the products being tested
would not be available to the host countries after the research, but that the benefits provided to the study par-
ticipants during and after the trial (which were otherwise not available) justified, in their minds, the conduct
of the research in the resource-poor setting.

In addition to benefits provided during the research, researchers were asked what benefits accrued to host
communities and countries after the research has ended. In the survey, roughly 40 percent of both U.S. and
international researchers were conducting intervention studies. Of the U.S. researchers, 67 percent had plans to
provide the intervention to some developing country residents at the conclusion of the study, while 92 percent
of international researchers had such plans. Most often, for both U.S. and international respondents, the inter-
vention was or would be provided to the study population; in some cases it was or would be provided to larger
groups, such as the study community or the entire country. In the U.S. survey, the interventions being provided
to the entire country were more likely to involve funding by the host country government. It would be valuable
to study further those cases where the interventions were made widely available to see if useful models for
negotiation and funding could be derived from these cases and if those interventions entailed lower cost,
available infrastructure, or mechanisms for producing the intervention in the host country.
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While the majority of international intervention studies had plans in place for distributing successful inter-
ventions, many researchers in the U.S. survey commented that this should not be a requirement for projects
conducted in developing countries. International respondents were more insistent that such arrangements
should be a prerequisite for conducting research; in the survey, three-quarters of the international respondents
and half of the U.S. respondents agreed with this principle. In written comments at the end of the survey, many
U.S. researchers remarked that an absolute requirement to provide an intervention would be an impediment to
much research and would ultimately be more harmful to resource-poor countries. Furthermore, many stated
that funding agencies would never be willing to fund research that entailed providing treatment at the end of
the study. But the numerous plans in place to provide post-study interventions demonstrate that, in many
cases, such arrangements are valued and are feasible. Many international focus group respondents expressed a
strong belief that effective interventions should be implemented in the host countries and that U.S. or other
foreign sponsors have an obligation to give something back to the countries that hosted their research projects.

Capacity building was discussed extensively by both international and U.S. researchers. U.S. researchers
frequently said that their research depended upon effective collaborations with developing country scientists
and that appropriate study design and communication with study communities could not be accomplished
without these liaisons. Similarly, international respondents saw themselves as a crucial bridge between their
own countries and Western researchers, because they are familiar with the political and cultural contexts of
their own societies and are also well versed in the practice of biomedical research. Several international respon-
dents expressed a sense of responsibility toward their home countries, to ensure that appropriate research is
conducted and that ethical standards are followed. The majority of both U.S. and international researchers
reported that developing country colleagues were involved in every step of the research process, from grant
writing to recruitment of participants. Developing country scientists, however, were much less likely to partici-
pate in the more intellectual tasks, such as grant writing and data analysis, and were more likely to be involved
in field operations. Both U.S. and international researchers mentioned a need for developing country scientists
to be given opportunities to develop more substantive skills, particularly in the area of grant writing. The ability
to procure funding for research projects through grant writing would enable developing country researchers to
gain more control of the research agenda and to design and to conduct the studies in their own countries.

Both U.S. and international respondents also felt that ethics review should be a part of capacity building
and that host countries with more experience in ethics review became more capable in this regard. Several
respondents suggested specific training for ethics review for developing country IRBs.

A further element of capacity building is deciding which study-related resources will be left in the host
country at the conclusion of the research. While practically all researchers left behind some type of resource,
the nature of these resources ranged from medical equipment and supplies to buildings and water systems
to better trained personnel. Many respondents stressed the fact that resources are only significant if trained
personnel are on hand to utilize them.

Review and Oversight

The final topic in this report is oversight of research, including both U.S. and developing country IRB/ethics
board review and the regulations and guidelines in place governing such review. The vast majority (91 percent)
of studies reported by U.S. respondents underwent U.S. IRB review, and most, but not all, reported that a host
country IRB also reviewed the study. In the international survey, significantly fewer (55 percent) of U.S.-funded
studies underwent U.S. IRB review; of those studies that were not reviewed, two-thirds were funded by U.S.
nonprofit organizations and one-third were funded by U.S. private companies. Although 97 percent of U.S.
researchers said that U.S. regulations sometimes or always ensure high ethical standards in research, both U.S.
and international researchers saw a great need for improved functioning of U.S. IRBs and a need for more
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appropriate regulations with regard to developing country research. The issues raised by U.S. IRBs tended to
be procedural in nature, such as the need for translations of consent forms and for letters of approval from
developing country representatives. Less often, issues relating to fundamental ethics concerns were raised. U.S.
focus group participants reiterated this theme, stating that many times U.S. IRBs were excessively bureaucratic
and unhelpful in addressing true ethical dilemmas in their research. Comparison of host country IRB review
with U.S. IRB review in the U.S. survey showed that similar issues were raised by both boards. In focus groups,
however, U.S. researchers pointed out that developing country IRBs are crucial to ensuring that the research

is conducted appropriately and that it is relevant to the country’s needs and sensitive to local cultural and
political conditions.

U.S. researchers expressed frustration with U.S. IRBs that did not seem to understand the realities of life in
developing countries imposing inappropriate and unrealistic requirements. Sixty-six percent of the U.S. and
58 percent of the international researchers felt that U.S. IRBs were more concerned with politics than with
protecting the interests of research subjects, and the vast majority of both groups of researchers felt that U.S.
IRB regulations were insensitive to local cultural norms and traditions outside the United States. Researchers
from both groups suggested in focus groups that for U.S. IRBs, education was needed in the realities of life in
developing countries.

The vast majority of U.S. and international researchers felt that developing country investigators sometimes
or always relied on U.S. human subjects regulations for guidance, while 77 percent of international and 64 percent
of U.S. researchers felt that use of international guidelines was more appropriate than U.S. rules and regulations.

Ethics review in the host country was highly valued by most respondents: 85 percent of international and
77 percent of U.S. researchers felt that a developing country review should be required for all studies in those
countries; both U.S. and international respondents in focus groups noted that more ethics training is needed
for host country review boards. Most researchers reported that host country review had occurred at a collabo-
rating institution, and a minority reported review at the national or provincial level. About one-third of the
IRBs, researchers believed, were established because of the U.S. regulations requiring local ethics review. Sixty-
three percent of international and 79 percent of U.S. researchers believed that host country ethics boards were
more concerned with politics than with protecting research subjects. In focus group discussions, international
researchers commented on the establishment and evolution of IRBs and ethics review capacity in their coun-
tries. Countries and regions that had more experience with research also had more experienced and effective
review boards. Many respondents mentioned that host country review boards may be reviewing the science as
well as or instead of the ethics of a proposal, while some commented that political considerations and financial
gain were at stake in some host country reviews. Several international respondents commented that host country
governments, as well as IRBs, need to be educated about ethics review and ethical issues in research.

A number of international respondents mentioned that there is currently no monitoring by IRBs or other
agencies to ensure that research studies are actually being carried out according to the approved protocols.
Examples were given where studies were conducted without appropriate follow-up procedures, and respon-
dents remarked that there was no method of enforcing the guidelines set forth by the IRBs.

Another consideration raised by both U.S. and international researchers was the need for funding to support
the work of host country IRBs. Since educated professionals are in great demand in many developing countries,
these professionals may be taking time away from their many other responsibilities to serve on ethics boards,
often with no compensation for time or travel expenses. In addition, funds often are needed for practical func-
tions, such as computers, photocopiers, or other office equipment. A strong majority of all researchers agreed
that U.S. funding agencies should support host country IRBs (85 percent of international and 70 percent of
U.S. researchers concurred).

In the U.S. survey and in focus groups, extensive discussion was generated on the topic of Single Project
Assurances (SPAs). SPAs have the aim of ensuring that an ethics board is constituted in the host country
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according to U.S. guidelines and performs a review based on principles laid out in the U.S. regulations.
Researchers who spoke on the topic of SPAs almost uniformly criticized the SPA process as time-consuming,
overly bureaucratic, insulting to foreign governments, and ineffectual in ensuring an adequate ethics review or
in protecting research subjects. Several focus group participants mentioned that the procedure was considered
insulting and imperialistic by many developing country governments. In addition, because the SPA is tied to
the funding for a project, new SPAs need to be obtained when funding changes, but not when protocols
change. Also, researchers described interactions with staff from the National Institutes of Health’s (NIH%) Office
for Protection from Research Risks (OPRR) that revealed the agency’s lack of experience and knowledge of
developing country conditions. Respondents had no objection to the principle or goal of a substantive ethical
review to be carried out in the host country, but felt that the SPAs did little or nothing to further this goal. Half
of the U.S. respondents and 29 percent of the international researchers felt that the SPA procedure should be
eliminated.

Recommendations

Based on our findings, we offer the following recommendations:

1. Informed consent is central to the research process and is supported by developed and developing country researchers
as a leading principle.

Quantitative and qualitative data from both projects suggest that researchers agreed overwhelmingly that
informed consent is important and necessary in the conduct of research. Researchers described it as both a
means to educate participants about the study and to raise ethics issues with study staff.

2. There should be greater flexibility in the means of informing participants about research and in the methods of
documenting consent in international and collaborative research.

While clearly valuing informed consent, many researchers were frustrated with how narrowly consent require-
ments have been interpreted by most U.S. IRBs. For these researchers, the goal of informing participants is not
negotiable, but the means for doing so should be flexible. Methods generally should be sensitive to cultural
norms and levels of literacy in the local community, and researchers in their applications to IRBs/ethics boards
should justify their choice of methods.

3. Tests of understanding should be incorporated into research studies.

Respondents to our survey and focus group participants overwhelmingly thought that participant understanding
was the appropriate goal for informed consent procedures. Ultimately, research can go forward only if participants
understand what the research entails. While there was overwhelming support for trying to assess participants’
understanding, most researchers admitted that they had never conducted such a test themselves. Regardless of the
methods used for consent, the test of understanding will reveal the success or failure of efforts to communicate
the study’s procedures, risks, and benefits to the study population.

4. All research studies concerning any topic, if they involve human subjects, should be reviewed by an appropriate ethics
board, although review should be streamlined based on a study’ level of risk.

There may be cases where reviews are hastened to meet a deadline or a waiver granted after preliminary review
(for secondary data analysis or extremely low-risk studies), but all studies, regardless of topic and method,
need to be reviewed. The notion that studies pertaining to social sciences, especially anthropological sciences,
and those involving qualitative research methods do not need to be reviewed must be negated. Some of the
most sensitive issues of human interactions are raised in such studies, and risks arising from breaches of confi-
dentiality, particularly in certain countries, can literally be life threatening.
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Rather than determine whether review should occur based on a study’s discipline or method, IRBs should
streamline their review based on the level of risk. Riskier studies should have more rigorous and detailed
reviews and should similarly require more justification from researchers, more thorough consent processes,
and a higher threshold of participant understanding.

5. Studies involving international collaborations need to be reviewed in both/all countries.

All studies that involve collaborative research must be reviewed in both the United States and the host country.
The United States has certain cultural and legal standards that require certain practices or approaches; host
country boards are expected to be more cognizant of appropriate methods for informing participants, to be
more aware of certain types of risks that would be overlooked by U.S. boards, to be more aware of what level
of benefit is realistic to provide, and to be more attuned to the health priorities of their own countries.

6. U.S. IRBs should gain greater expertise in the realities of life in a developing country.

Many U.S. researchers expressed frustration with unrealistic requirements raised by their U.S. IRB that, to
them, revealed their IRB’s ignorance about field realities in a developing country. Having someone on the U.S.
IRB with international experience is helpful or having, instead, an outside consultant to provide guidance can
begin to address this problem. Moreover, even a short “in-service” training for U.S. IRB members and staff on
how local conditions and/or beliefs might affect issues of research review, consent, expectations, or host IRB
working conditions would be helpful.

7. Host country ethics boards should gain additional experience in ethics.

Many U.S. researchers voiced concerns that host country boards had little familiarity with ethics. Thus, when
ethics boards convened, they focused on other issues where they felt more comfortable, such as the scientific
design or the budget. While researchers should consider providing mechanisms for ethics training along with
other types of training to their colleagues, funding agencies similarly should devise mechanisms for increasing
ethics capacity in local countries.

8. Collaborative research studies should be monitored at periodic intervals to ensure that procedures stated in the
protocol are being carried out as planned.

While IRBs and collaborating institutions can require certain ethical principles to be upheld in the design
and planning of a research project, if the plans are not carried out as promised, the safety and interests of the
study participants can be compromised. A mechanism must be put in place to ensure that appropriate study
procedures actually are followed.

9. Capacity building should be integral to any study.

Research collaborations occur between rich and poor countries, not only because poor countries cannot afford
to finance the studies, but often because there are not enough people trained locally to design, collect, and
analyze data. It should be the U.S. researcher’s goal to encourage capacity building during every research
collaboration, such that ever-increasing proportions of study staff are local residents.

10. The study population or community must benefit as a consequence of the study, and mechanisms to ensure this must
be discussed and/or developed as part of the study proposal.

All researchers, especially international researchers, overwhelmingly agreed that the study population must
benefit as a consequence of research conducted within that community. They also encouraged the exploration
of mechanisms to ensure that the benefits of research actually reach these people and promoted the inclusion
of such discussions in the early stages of thinking about research.
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Researchers believed, however, that consideration of future benefit should not be their responsibility alone.
Innovative mechanisms must be devised for encouraging researchers to engage donors and aid agencies or
service delivery organizations in discussions about realistic interventions before a study is initiated. Although
researchers do not need to shoulder this responsibility alone, it still may not be appropriate for funders to
support research where no one is taking responsibility for working on future access to effective health
interventions.

A. Introduction

This report describes a research project at the Johns Hopkins University School of Public Health on human
subjects regulations and ethical issues in developing country research that was commissioned by NBAC. The
project involves the collection of information from researchers both in the United States and in developing
countries who are involved with human subjects research in developing countries to ask about their experiences
with U.S. regulations and guidelines and with ethical issues in their research. The project is an important com-
ponent of the information being used by NBAC in making policy recommendations concerning international
research. The sample of U.S. investigators and their developing country collaborators has direct experience
with the application of human subjects protections to international research and is aware of the benefits and
limitations of these regulations in practice.

To our knowledge, this is the first federally funded comprehensive study of researchers’ attitudes and
experiences in international research ethics. In 1994, Lane Porter and Lawrence Gostin of Georgetown
University, Washington, D.C., wrote a report entitled “The Application of United States Protection of Human
Subjects Regulations and Ethical Principles to United States Funded or Conducted HIV-Related Research in
Foreign Countries” (Porter and Gostin 1994). The authors sought information through personal communica-
tions, interviews, and letters of inquiry from U.S. researchers, U.S. administrators, host country administrators,
and host country researchers. The number of respondents was small—20 substantive narrative responses, with
12 quantitative responses. The report was not officially published, and it is unclear if its reccommendations were
formally used within the federal structure.

Porter and Gostin’s study covered three issues: legal and ethical issues, practical issues, and special charac-
teristics of HIV-related research. The section on legal and ethical issues was the most comprehensive and was
organized further into eight areas: informed consent, confidentiality, establishment of local review boards,
application of U.S. legal and ethical requirements, legal and ethical conflicts in collaboration, ethical reasons
for foreign research, vulnerable populations, and research benefits and distributive justice.

A small-scale survey study was conducted by Alison Wichman and colleagues of the Office of Human
Subjects Research at NIH, published in 1997 (Wichman, Smith, Mills, and Sandler). They surveyed 55 U.S.
investigators working on collaborative research regarding the use of international SPAs. The response rate was
80 percent, and several of the findings of the study are pertinent to the current project.

There was strong concurrence (93 percent) among the researchers surveyed that U.S. investigators bear
some responsibility for the protection of human subjects who participate in their research projects in other
countries, even if they have no direct contact with these subjects. The researchers by and large placed a high
value on IRB review in the country hosting the research project; 84 percent felt that on-site review was impor-
tant in international collaborative studies. Agreement was not as strong (64 percent) that provision of educa-
tional materials about IRBs in collaborators’ native languages would improve the system, and fewer than half
the researchers (43 percent) considered that use of international guidelines such as the Council of International
Organizations for Medical Sciences (CIOMS) would be more appropriate for international collaborative projects.
Almost three-quarters (73 percent) of the respondents reported that researchers in other countries had refused
the opportunity to collaborate because they did not want to negotiate an SPA.
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Wichman and colleagues noted that the number of respondents to the survey was small and that the survey
suggested some possible drawbacks of the current system, including inhibition of international collaborative
research; difficulties in fostering good working relations among researchers; and an unfounded belief that the
current international SPA process is fulfilling its important, intended goals.

In a review of the literature, no other empirical studies were found on the subject of researchers’ experiences
with human subjects regulations and ethical guidelines in international research ethics. Many of the recent
publications in this arena are editorial pieces, and approximately 60 percent of the articles address the issue of
HIV/AIDS, especially in Africa. Relatively little has been written about the interaction of Western clinical
research ethics with non-Western cultural norms and how conflicts that might arise from cultural differences
are being resolved.

This study consisted of two components: a study of U.S. investigators who work in developing countries
and a parallel study of developing country researchers, some of whom have experience working on U.S.-
funded projects. Quantitative and qualitative methods of data collection were used, through the conduct of a
self-administered written survey and focus groups and in-depth interviews. In both methods, participants were
queried on informed consent procedures; ethical reviews both in the United States and in developing countries;
availability of interventions; ethical challenges faced by researchers; and U.S. and international ethical rules and
guidelines.

U.S. investigators from four different sectors were included in this project: academic, military, government,
and private industry. The investigation of developing country researchers’ attitudes and opinions in this explo-
ration is seen as an integral component of the study. The purpose of this effort is to gain an insight into their
perspectives on research ethics, as they work on projects funded by U.S. sources or in collaboration with U.S.-
based investigators. It is recognized that there are cultural, socio-economic, and governmental differences in
these settings, which may affect the conduct of research. Such realities, which should be identified, may not be
apparent even to U.S. researchers with experience in developing countries. The agenda, objectives, motives,
and interests of developing country researchers may be different from those of their collaborating U.S. investi-
gators in conducting a specific research project. These differences in perspective and actions made it essential
to include a study of developing country researchers as well as those from the United States.

Results from the developing country component are presented in a separate section from those of the United
States. Comparison of the two study groups is presented in a separate section, followed by recommendations
for changes in U.S. policies regarding international research, based on the data in this study.

The main purpose of this data collection was to provide NBAC with a broad range of opinions and experi-
ences relating to human subjects regulations in international research. Data has also been collected concerning
the nature of ethical issues that researchers confront in developing country collaborations and their own recom-
mendations about how human subjects regulations could best protect the interests of research participants in
resource-poor settings. It is our hope that NBAC’s recommendations for changes in U.S. policies and regula-
tions will be more appropriate and effective based on the extensive data on researcher experiences presented in
this report.

B. Methods
B.1 Methods Used for the Study of U.S. Investigators

There were two sources of data for the survey of U.S. investigators. Focus groups were conducted with
U.S.-based researchers who conduct research in developing countries, and a written survey was distributed
to similar researchers. Both focus groups and survey methods were reviewed and approved by the Office of
Management and Budget (OMB) under the Paperwork Reduction Act and by the Johns Hopkins School of
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Public Health Committee for Human Research, the IRB of this division of the university. The methodology for
each form of data collection is described in this section.

B.1.1 Focus Groups

Focus groups were convened with researchers in four employment sectors: academia, the U.S. government, the
U.S. military, and the pharmaceutical industry. All but one focus group were homogeneous with regard to the
sector from which participating researchers were drawn. There were seven groups in total: one with academic
researchers, one with military, two with government agency employees, two with private industry researchers,
and one mixed group. Focus group participants were recruited through professional contacts and through
referrals at different institutions. Researchers were eligible to participate in a focus group if they had experience
conducting human subjects research in developing countries.

In each focus group, confidentiality procedures were described to participants, and their consent was
obtained for participation and for recording the session. Participants were informed that data would be
reported without using names of individuals or institutions and that broad, region names (e.g., continent)
would be substituted for country names where appropriate, to protect confidentiality.

The Focus Group Guide

The focus group guide consisted of open-ended questions that were asked in every group. Then, consistent
with focus group methodology, additional, follow-up questions were asked spontaneously based on participant
responses and focus group discussion. The questions on the focus group guide were based on the stated
interests of the funder (NBAC) on the literature concerning international research ethics, and, iteratively, the
guide was modified after each focus group discussion if new ideas were raised by participants. Topics covered
in the guide included informed consent procedures, U.S. and host country ethics review, developing country
collaboration, attitudes about existing U.S. human subjects regulations, and types of ethics issues that arise in
their work. Focus group participants also were asked to make recommendations concerning whether any
changes should be made to current U.S. human subjects regulations. A court stenographer was present during
every meeting to create a written transcript of the discussion. Participants received no compensation for their
participation, other than refreshments.

Analysis

Focus group transcripts were read in their entirety by three members of the research team to identify relevant
themes. Transcripts were then coded by two members of the team according to the major themes and sub-
themes identified. Coded data were entered into one of two software packages: NUD*IST and Atlas/ti®. Data
then were summarized according to each theme.

B.1.2 Written Survey

Survey Design

The survey instrument was designed based on the literature concerning international research ethics and using
qualitative information generated in focus groups. The survey was reviewed by NBAC commissioners as well as
by epidemiologists, international health researchers, and ethicists from academic, government, and/or private
industry institutions, and it was revised accordingly. Limited pilot testing was conducted to determine the
amount of time required to complete the survey. The final survey was professionally typeset and printed in a
booklet and was transferred to a website by information systems staff of the Johns Hopkins University.

Sampling Frame

There were multiple sources of names for the survey’s overall sampling frame. The first source used was the
CRISP (Computer Retrieval of Information on Scientific Projects) database of NIH. The CRISP database con-
tains the principal investigator’s name and institution, the fiscal year of funding, and an abstract describing the
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research of NIH-funded projects. This database was searched systematically, using developing country names as
search terms one by one to compile a list of NIH-funded grantees whose projects were in developing countries.
Each abstract identified was then read and coded for eligibility. Eligible research was defined as a “developing
country research project involving human subjects.” Laboratory studies were included only if they involved
primary collection of human tissue samples in a developing country; otherwise they were excluded. To define
“developing country,” a developing country list was taken from a 1996 World Health Organization (WHO)
report, “Investing in Health Research and Development” (WHO 1996). There were 252 potential respondents
from this CRISP list, most of whom were university-based researchers.

University-based researchers also were recruited through university websites for descriptions of faculty
research projects. Universities were selected based on their reputation for conducting international health
research and/or their having received funds from the NIH’ Fogarty International Center (FIC). Searching
university websites yielded 269 researchers who had described some type of human subjects research in
developing countries.

The remainder of the sample was recruited through personal contacts. A professional contact in the U.S.
military, Dr. Edward Lane, Deputy Director of Navy Medical Research and Development, provided the names
of commanding officers of U.S. and overseas research centers, who were contacted and informed of the survey.
These commanding officers then forwarded names and e-mail addresses of researchers in their command who
they felt would be relevant survey respondents. There were 23 respondents in this group.

Similarly, professional contacts at two federal agencies provided names and e-mail addresses of researchers
willing to be contacted about the survey project. Eighty-five U.S. government intramural researchers were on
this list. Federal government intramural researchers also appeared, although in relatively small numbers, in the
NIH CRISP database described above.

Forty-six surveys were provided to personal contacts at three pharmaceutical companies for distribution to
relevant researchers. In addition, the names of 52 researchers with private industry affiliations were obtained
from the membership list of an internationally oriented professional association.

Additional respondents were referred by professional contacts at several different organizations and institu-
tions, resulting in 139 additional names to the list of potential respondents from universities and 74 from private
nonprofit research groups. One professional university-based contact provided a list of potential respondents,
representing a variety of institutional affiliations. There were 34 names in this group.

Survey Distribution

For all potential respondents for whom we had an e-mail address, initial contact was made by e-mail. A
disclosure letter was sent describing the project, the survey itself, and the confidentiality procedures. Included
in the disclosure letter was the website address for the electronic version of our survey, along with a unique ID
code for each respondent to use when logging in. Researchers who did not fill out the survey online were sent
a paper disclosure letter and paper copy of the survey by U.S. mail, approximately four weeks after the initial
e-mail had been sent. Following this mailing, two reminder e-mails were sent, as was a second paper copy by
U.S. mail.

The first 362 respondents were also asked to provide the name and contact information of a project director
or project coordinator on their staff who had coordinated one of their developing country projects. When
paper copies of the survey were mailed to primary respondents, a second copy of the survey was included for
the project director and was marked as such. A specific ID code was used for project director surveys in order
to track the response from this group. After receiving a limited number of surveys from project directors, this
strategy was discontinued, and, thereafter, primary respondents received one survey and were not asked for
contact information regarding their staff.
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Incentives to Survey Respondents

A U.S. $25 incentive was offered to respondents if they filled out and returned the survey either online or by
paper copy. Respondents were eligible to receive the U.S. $25 if they answered all the “required” questions on
the survey (approximately half of the questions), which were marked in color on the website and with bold
numerals on the paper copy. A statement at the top of each page of the survey reminded respondents that they
must fill out all required questions to receive the U.S. $25. At the end of the survey, respondents were asked to
provide a mailing address on a separate sheet for receiving the U.S. $25 check. The payment was available to
all respondents except those who work for the federal government and those who are forbidden by law to
receive outside remuneration for services related to their employment.

Confidentiality Procedures

The survey itself does not ask respondents for their names, addresses, or institutions, and data are identifiable
only by ID number. In addition, in order to protect respondent confidentiality, specific steps were taken when
receiving both website and paper copies of the survey. In the case of paper copies, the name and mailing
address at the end of the survey (provided to receive the U.S. $25 reimbursement) were separated from the
paper copy prior to any data editing or data entry and were stored in a separate file for subject reimbursement.
For website surveys, the names and addresses provided for reimbursement were printed separately from any
part of the survey data and were not included in the data transferred to STATA® for statistical analysis. For
purposes of survey follow-up, a master list of ID numbers, names, e-mail addresses, and mailing addresses
was maintained in our address database, which was kept separate from our survey responses database. Once
recruitment and survey follow-up were complete, ID numbers were removed from the address database so that
survey data could never be linked with identifiers

Qualitative Data from Survey

At the end of the written survey, researchers asked two open-ended questions. The first question was whether
they wished to elaborate on any of the closed-ended survey questions that they felt required more detailed
responses; the other asked them to describe changes that they would make to the existing U.S. policy and
regulations regarding human subjects research in developing countries.

Data from United Nations Human Development Indicators, Human Development Report

In order to assess the relevance of the host countrys level of development for collaboration and capacity build-
ing and other ethical issues, the United Nations Development Programme (UNDP) Human Development Index
(HDI) was incorporated into the survey database, after data collection had been completed (UNDP 1999).

The HDI is a composite index consisting of life expectancy at birth, adult literacy rate, and adjusted per capita
income. Each country reported by researchers as the site of their index study was assigned the appropriate
HDI value (data obtained from the UNDP website). The new variable, HDI, was used in statistical analyses to
determine if different levels of development were associated with other survey variables of interest.

Statistical Analysis
The database containing website responses was created using Microsoft Access 2000. Every week, new data
were received from the website and converted into STATA® | Version 6. For quality control, data from the
website were checked, and errors with skip patterns and/or incorrect codes were corrected during data
cleaning. Participants who logged in to the website but answered three or fewer sections of the survey were
excluded from the analysis. After these records were deleted, 190 records were included from the website.
Data from mailed surveys were entered manually using EPI-INFO, Version 6.04b. For quality control three
steps were used:

i. Data editing: Surveys received through the U.S. mail were checked for errors before being entered in the
data set. A “Data Editing Protocol” was used to ensure uniformity among data editors. The surveys were
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checked for errors in skip patterns. If unanswered questions were found, the codes for missing values were
assigned, and each survey response was circled in red to facilitate data entry.

ii. Data entry: Once the surveys were edited, they were entered into the data set. A “Data Entry Protocol” was
created for data quality control purposes, to ensure consistency among data entry staff and to minimize
errors. Additionally, legal values and skip patterns were programmed in the data entry file to reject invalid
entries.

iii. Double data entry: As the final step for quality control, all data were entered twice, by two different data
entry staff. Data were entered in two different files, then a validation test was performed using EPI-INFO.
The validation test compared the files and reported differences. When differences were observed, the Data
Manager checked the original record in question and corrected the data set appropriately. A total of 138 sur-
veys were received as paper copies and entered in the EPI-INFO file. Once errors were fixed, the data was
transferred to STATA® format, and appended to the database that contained the data from the web. The
final data set contained 328 records.

Data Analysis

Statistical analysis was conducted using STATA®, Version 6. Descriptive, univariate statistics were generated
for all survey variables. Bivariate analyses were conducted for all demographic variables by the other survey
variables, as well as for multiple other comparisons of interest. To evaluate differences in proportions, the
Chi-square, Fisher Exact test (if fewer than five in cells) were used, and p-values were generated to evaluate
levels of statistical significance. Risk ratios and 95 percent confidence intervals were presented as the measure
of strength and direction of the association. Stratified analysis was conducted to identify confounding effect or
effect modification. Finally, multiple logistic regression models were used for multivariate analysis to predict
certain outcomes of interest.

B.2 Methods Used for the Study of Developing Country Researchers

The study involved collection of both qualitative and quantitative data from developing country researchers
with human subjects health research experience. The quantitative arm of the project was a (written) self-
administered survey. The qualitative data collection was a series of in-depth interviews and focus groups
conducted with developing country health researchers. Both methods of data collection were reviewed and
approved by OMB under the Paperwork Reduction Act and by the Johns Hopkins School of Public Health
Committee for Human Research, the IRB of this division of the university.

Quantitative (Survey)

Slightly more than 500 developing country health researchers working with human subjects were invited to
participate in the survey, which was made available through a website that could be accessed by the researchers,
who were given individual identification codes. E-mail attachment and hard copy versions of the survey were
also made available to the researchers. The survey consisted of 9 sections with a total of 169 questions, cover-
ing IRB reviews; informed consent; relationships with collaborators; availability of interventions; ethical issues;
U.S. and international rules and guidelines; description of the researchers’ research studies (and experiences);
and their recommendations.

Qualitative

Eight in-depth interviews and six focus group meetings were held with researchers from developing countries.
They were questioned about their experiences with human subjects research regulations and with ethical issues
in their research work collaborating with the United States and other countries. Their recommendations for
change in U.S. regulations and policy concerning international research were also sought.
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B.2.1 Quantitative Data Collection

Sample

In the process of identifying developing country researchers, the phrase “developing countries” requires explicit
definition. Although it is a widely used concept in international health discourse, this term has both very general
and specific meanings. In general, it refers to the group of countries marked by poverty, high burden of disease,
and poor socio-economic development. It is often used synonymously with less industrialized third world and
poor countries. Specifically, the term “developing country” may refer to an income-based social or demographic
definition that allocates a country in that category. Each of these definitions is available in the literature and has
its own perceived benefits.

For the purposes of this study, a developing country has been defined using the criteria adopted by the
WHO’s Ad Hoc Committee on Health Research Relating to Future Intervention Options (WHO 1996), a global
effort to evaluate health research and development needs that represents an appropriate reference for purposes
of the current survey. The definition used by this committee was based on the demographic development of the
country, and this same definition has since been used in the Global Burden of Disease and Injury Study
(Murray and Lopez 1996) as well. A list of these countries is included as Appendix C.

Tens of thousands (if not more) of developing country health researchers work with human subjects. It is
neither possible to enumerate such a universe nor to assess it with a statistically representative sample. For the
purposes of this study, we intended to secure a “measurable universe” of developing country researchers who
could be expected to reasonably represent the true universe. A sample from such a list would then comprise
the sample for the survey.

Because no single database lists all such developing country researchers, multiple information sources were
used. A number of key organizations were identified based on their work with developing country researchers.
Information was then obtained from these organizations to construct a master list of researchers. These organi-
zations included the following:

1. The International Clinical Epidemiology Network (INCLEN)
2. The Council on Health Research for Development (COHRED)
3. Scientists for Health and Research for Development (SHARED)
4. Health Systems Trust (HST)

INCLEN was originally an organization for clinical epidemiologists largely from the developing world, but
has since expanded to incorporate other sectors of public health. Members of INCLEN, especially those who
are faculty, are mostly involved with human subject research on health issues. Many of the members work with
international (including U.S.) collaboration and have established clinical epidemiology units that conduct
continuing research in these countries.

COHRED continued the work of the global commission of the same name, which put forth the concept of
“essential national health research.” It focuses efforts at the national level for the development and implementa-
tion of health research agendas in the developing world. COHRED staff come from the health research commu-
nity and are usually active in human subjects research. A majority of COHRED's database of approximately
four thousand addresses are of researchers living in the Southern Hemisphere.

SHARED is a public-access repository of health research in the developing world. It contains information, by
country and topic, on health research projects in many parts of the developing world. It covers the description
of the project, personnel, collaborators, and funding sources.

HST is an independent nongovernmental organization (NGO) in South Africa. HST focuses on research,
equity, and essential national health research and collaborates with international groups, including COHRED
and SHARED. A total of 31 researchers’ names were downloaded from the HST website, representing a relatively
small portion of the Master List.
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Each of these organizations provides a different perspective to the database, contributing to the diversity of
researchers who have experience with laboratory, public health, behavioral, and clinical research. Together,
these organizations also provide a wide coverage of different regions of the world, all of them focused on the
developing world.

Other organizations contacted include the Global Forum for Health Research and the WHO Special Program
for Research and Training in Tropical Diseases. Due to several constraints, their databases could not be used for
this study.

INCLEN, COHRED, and SHARED, the three major organizations from whom we obtained our list of
researchers (either directly or through their websites), were informed of the purpose of the project and of our
intent to disseminate the survey to their members. We received approval from all three organizations to contact
the researchers for the survey.

A master list was created from these databases after duplicate names, nonhealth researchers’ names, and
those without e-mail addresses were removed. If there were more than two researchers from the same depart-
ment of the same institute or organization, they were randomly deleted as well. To our knowledge, this was the
first time such a list of developing country researchers had been constructed.

For this study, all the developing countries were divided into three regions—Asia, Africa, and Latin
America—according to their geographical location. One of the goals of the study was to ensure adequate
representation from all regions of the developing world.

Survey Design
The survey instrument used for developing country researchers parallels the questionnaire developed for U.S.
researchers, with appropriate modifications. (See Appendix D.) It contains similar themes for which information
is requested from the researcher to enhance the comparability of the two surveys.

The survey is divided into 9 sections with a total of 167 closed-ended questions and 2 open-ended questions
and covered the following topics:

Section A Description of researcher’s experience

Section B Description of a research index study and U.S. IRB review
Section C  Developing country IRBs and other ethical review

Section D Consent

Section E Relationship with collaborators

Section F Ethical issues in international research

Section G Ethical guidelines and regulations in human subjects research
Section H ~ Recommendations

Section J Researcher demographics

Survey Data Collection

In collaboration with the Johns Hopkins University’s Information Systems Department, a website version of the
survey was designed and tested. The U.S. and developing country surveys were first launched on the Internet
on November 18, 1999. All of the selected researchers were informed via e-mail about the survey, and each
researcher was given a specific ID code in order to log in. Completed surveys submitted via the Internet were
automatically sent to the Johns Hopkins University’s Information Systems Department and collected in a
Microsoft Access 2000 database. Those researchers who preferred to complete the survey as an e-mail attach-
ment or as a hard copy version were provided with those versions.

A random selection of 350 developing country researchers from the Master List was first contacted via e-mail
to participate in the survey. Of these, 108 were returned undeliverable, and only 242 e-mail invitations pre-
sumably reached their destination. Due to the high volume of undeliverable e-mails and very poor response
within the first two weeks, the decision to sample the entire Master List was taken. Several weeks later, a second
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batch of new 320 developing country researchers (the remaining names on the Master List) were contacted via
e-mail to participate in the survey, of which 84 e-mail invitations were returned undelivered.

A reminder e-mail message was sent to all the researchers whose e-mail was delivered three weeks following
the first invitation to participate. In addition, the researchers were informed that e-mail attachments and hard
copies of the survey were also available. Regular monitoring of the incoming responses indicated that further
efforts would be required to reach a satisfactory response level. As a result, a decision was made to send hard
copies of the surveys to each researcher who had not yet responded to the survey (in any form, but not includ-
ing those whose e-mails were undelivered).

Survey data collection occurred for five months (November 18, 1999, to April 17, 2000). During that time,
a total of 57 other additional developing country researchers were contacted to complete the survey. These
researchers were referred by U.S. researchers who were participating in the U.S. survey. Five surveys were also
completed by African researchers attending a Johns Hopkins international research ethics course in Malawi in
March 2000. A total of 540 researchers were contacted to respond to the survey.

Respondents were reimbursed U.S. $25 as an expression of gratitude for their time and effort in completing
the 26-page survey.

Confidentiality Procedures

The survey does not request respondents’ names, addresses, or institutions. Data collected are identifiable only
through assigned ID numbers. Names and mailing addresses at the end of the survey (required to mail the U.S.
$25 reimbursement) were separated from the completed surveys before data cleaning and data entry began.
Separate files were kept for reimbursement of the survey respondents. Likewise, personal information (names
and addresses) were separated from the surveys completed from the website before analysis began. Once reim-
bursements were completed, ID numbers were removed from the address database to prevent survey data from
being linked with individual survey respondents.

Statistical Analysis

Entries from the website surveys were stored in a Microsoft Access database, while hard copies of the surveys
received were entered into an EPI-INFO 6.04b database. Both of these databases were transferred and merged
using STATA® software.

Data editing (cleaning) was done using STATA®. Surveys in which three or fewer sections were completed
were considered incomplete and were not used for data analysis. Codes were written in STATA® as “do” files
for data editing and to fix skip patterns. All data were entered twice by two separate individuals for cross-
checking, and corrections were made as appropriate by checking original survey entries.

After removing those surveys that were considered incomplete, a total of 203 surveys were used for the
analysis. Overall, results from 37.6 percent of those invited to complete the survey were used as the final data
set (203 surveys out of 540).

Data exploration and interpretation were done through frequency distribution for each variable. Cross tabs
were run by 1) U.S.-funded studies, 2) educational status/profession of the researchers, 3) gender, 4) IRB
membership, 5) employer, and 6) other variables of interest. To measure the strength of association between
different variables, Chi Square test and p-values were calculated.

B.2.2 Qualitative Data Collection

Qualitative data were gathered regarding the opinions, experiences, and concerns of developing country inves-
tigators on the ethics of research involving human subjects. The primary purpose of this data is to provide
empirical evidence to support, illustrate, and potentially explain certain quantitative findings and to illuminate
areas of disagreement among respondents. This qualitative data will describe the range and depth of feelings
and attitudes of developing country investigators and provide context and dimension to the numeric survey
data.
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Data Sources

Three separate data sources are integrated in this analysis: 6 focus group discussions; 8 in-depth interviews;
and 78 responses to open-ended questions included in the survey questionnaires. Brief descriptions of these
data sources follow.

The focus group discussions represent the primary source of data and were conducted from August 1999
through March 2000. A semi-structured field guide was developed by investigators and the research team to
cover all major topics of interest, including informed consent, local and U.S. IRB and ethics review processes,
specific concerns regarding ethics in research, and recommendations for improving review processes (see
Appendix E). The field guide was reviewed by and assessed for coherence and comprehension among
researchers from both the United States and developing countries. Project staff members trained in qualitative
data collection techniques facilitated each session. Facilitators covered all questions included in the field guide
and were also able to probe relevant topics or themes that emerged during the discussions that were of particular
importance to the study. An observer was also present in each focus group to take notes on the flow of discussion
and on participants’ reactions as indicated by their body language and facial expressions.

In-depth interviews were conducted from August 1999 through March 2000 using a field guide similar to the
one used in the focus group discussions (see Appendix F).The interviewer covered all of the questions in the
field guide and also asked questions not included in the guide in order to probe particular relevant topics that
emerged during the interview.

In both the focus groups and the in-depth interviews, consent was obtained using a written and signed con-
sent form. Lunch and parking passes were provided for focus group participants, but no other compensation
was offered. Typically, the focus group discussions lasted 90 minutes, and the interviews took about an hour.

Responses to two open-ended questions appearing at the end of the quantitative survey are also included in
this analysis. These two questions ask the respondents to elaborate on any of the survey questions that they felt
required more detailed responses and to describe the changes they would make to the existing U.S. policies on
human subjects research. The responses were all hand written or typed directly onto the survey instruments by
the respondents themselves.

Comments from the survey questionnaires have also been integrated into this analysis. These comments
generally addressed issues raised in the survey. In one case, the typed comments are actually responses to the
two survey questions previously described.

Sampling

Focus group and interview participants were identified through snowball sampling, a technique used in quali-
tative research where one or more informants are identified for the study and are asked to name others who
would be appropriate study participants (Bernard 1994). This technique is used in research among unique
groups of people who are likely to know one another. The only criterion for participant selection was that he
or she have experience in research involving humans subjects.

Six focus group discussions and eight individual in-depth interviews were conducted. Two of the focus
groups and five of the in-depth interviews were conducted in Asia. The remaining four focus groups were held
in Baltimore at the Johns Hopkins University, and three in-depth interviews were conducted at the WHO head-
quarters in Geneva. All interviews and focus group discussions were tape recorded and later transcribed for
analysis using the textual data analysis software program, Atlas/ti®. Biographical data were collected from each
focus group participant to provide a demographic description of respondents, and this is included in the analysis.

The data described here are grouped into sections by major topic areas of discussion (Sections D.2 through
D.5). Specific codes for analysis were created based on these topic areas. Relevant recommendations suggested
by respondents are reported at the end of each section. A brief description of the demographic characteristics
of focus group participants is included in Section D.1. All country names have been removed to protect the
identity of the respondents. References to specific countries have been categorized into one of three world
regions: Africa, Asia, and Latin America/Caribbean, and these appear in brackets. Text in brackets was also
added in certain quotations in order to clarify meaning.
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C. Results of the Study of U.S. Researchers
C.1 Description of Our Sample

C.1.1 Focus Group Participants
Seven focus groups were conducted in this study, with a total of 43 participants. Of these 43 participants,
28 percent were employed by government, 21 percent by universities, 9 percent by the U.S. military, 37 percent
by private industry, and 2 percent by other types of institutions. A demographic data form was completed by
39 out of 43 respondents. Of these 39 respondents, 69 percent were men and 31 percent were women, and the
average age was 40. Seventy-seven percent of respondents currently had a research project in a developing
country, while 15 percent had a project within the last five years, and for 3 percent their last project was more
than five years ago.

Researchers had an average of 8.2 years of experience working in developing countries and worked in an
average of 2.7 countries. Thirty-one percent described their role as principal investigator or co-investigator,
44 percent were project directors, while 21 percent had other roles, such as administrator, medical monitor,
sponsor, or human subjects contact. Focus group participants used different research methodologies and/or
disciplines in their studies; they could categorize their studies in multiple ways on our data collection form.
The majority (79 percent) conducted clinical trials, 38 percent used observational studies, and 31 percent used
community-based interventions, while fewer used behavioral studies (13 percent). More than one funding
source for studies often was checked. Funding sources included U.S. government funding (46 percent), U.S.
military (13 percent), U.S. private company (47 percent), U.S. nonprofit (8 percent), non-U.S. government
source (10 percent), and bilateral or international organizations, such as the Pan American Health Organization
(PAHO) or the WHO (13 percent).

C.1.2 Written Survey Respondents
A total of 966 researchers were contacted about the written survey, and 51 were determined to be ineligible to
complete it, because they did not conduct human subjects research in developing countries. Out of the remain-
ing 915 researchers, 302 responded, resulting in an overall response rate of 33 percent. Ten submitted surveys
with fewer than three sections completed out of ten and were excluded from the final data set. An additional
26 completed surveys were received from project directors who responded after being offered a survey by a
principal investigator. The final data set consisted of 328 surveys. Table C.1.1 lists response rate by employ-
ment sector. As this table shows, the response rate is significantly lower for those in the private for-profit and
private nonprofit employment sectors. If these groups are excluded, the response rate is 39 percent.

More than half (63 percent) of the surveys

were received via the project website; the remaining
Table C.1.1: Response Rate by Employer 37 percent were received as paper copies.

Number Response Rate Table C.1.2 lists the demographic characteristics
S — = =5 of respondents. Thirty-five percent of respondents
Military s 54.2% were female, and almost half were in the 40 to 49
Private nonprofit 102 19.6% age group. Respondents were also asked about their
Private for-profit 104 121% research experience. The median number of years
Uiy 508 34.2% researchers conducted research in developing coun-

tries was nine. Most researchers (67 percent) spent
more than half their time conducting research, and
55 percent had worked on at least five developing country projects.

Twenty-three percent of respondents currently or previously were members of an IRB. Most respondents
(60 percent) had resided in a developing country for six months or longer at one point. Most respondents were
currently conducting research in a developing country (87 percent). Most of those who were not currently
working in a developing country had been involved in such a project within the past five years (70 percent).
Overall, only 4 percent of respondents had not been working in a developing country within the last five years.
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Table C.1.2: Demographic Characteristics
of Survey Respondents (n = 328)

Gender Percent
Female 35
Male 65
Age

<40 22
40-49 47
>=50 31
Employer

University 62
Government agency 22
Private nonprofit research institution 8
Military 4
Pharmaceutical/biotech 3
Other 1
Degree

MD, DDS, MBBS, MBChB 52
PhD, ScD, DrPH, PharmD 51
MPH, MS, MA, MHS 46
Other 26
How many studies (total) in developing
countries have you been involved in?

One 12
2-4 33
5-10 27
>10 28
In what regions of the developing

world have you conducted research?

Africa 60
Asia 57
South America 37
Central America/Mexico 28
Caribbean 20
Pacific Islands 6
Other 6

C. 2 Informed Consent and Disclosure

C.2.1 Disclosure and Documentation

Researchers in our study used a variety of methods
for informed consent and disclosure. Table C.2.1
lists all methods in order of likelihood of being used.
Seventy-six percent of the U.S. researchers in our
sample used written informed consent (requiring a
signature, thumbprint, or equivalent) in their studies.
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However, 100 percent of those in the military and
of the respondents who work for pharmaceutical/
biotechnology companies obtained written informed
consent, compared with approximately 70 percent
of those in universities or other nonprofit private
organizations. Generally, researchers age 50 or older
were less likely to use written consent than younger
researchers (68 percent versus 81 percent, p =.02)
but were more likely to use oral consent and com-
munity meetings and to seek permission from a
village leader. Researchers funded by any U.S. source
were twice as likely to use written methods as
researchers funded by other sources.

Table C.2.1: Methods Used to Inform
Participants and/or to Document Consent
for the “Index” Research Project, in Order
of Likelihood of Being Used

Method % Who Used
This Method

Written informed consent, requiring a

signature, thumbprint, or equivalent 76

Explanation and question and answer

session with participants (either

individually or in groups) 74

Community meeting to describe the study 44

Approval from a village or community

leader 42

Oral consent with a witness signature 40

Test of participant understanding of

research before enrollment 16

In research with adults, approval or

consent from another family member 14

Pictorial description of study or study

procedures 7

Video to explain study 2

As can be seen in Table C.2.2, researchers were
more likely to use written consent with higher liter-
acy populations, but even among the lowest literacy
population (defined as at least 80 percent of the
population is illiterate), 60 percent of researchers
still used written consent.

Among those who did not use written consent,
92 percent used another method or methods
instead, including engaging in a question/answer
session with participants (69 percent), holding a
community meeting (51 percent), seeking approval



from a village leader (51 percent), obtaining oral consent with witness signature (38 percent), and seeking con-
sent from another family member (13 percent). Even among those who obtained written consent, 89 percent
used at least one other method to explain the study. Seventy-five percent engaged in a question/answer session,
41 percent had a community meeting, 40 percent also sought oral consent with witness signature, 39 percent
sought approval from a village leader, and 14 percent sought consent from another family member. Female
researchers were 1.9 times as likely as male researchers to explain the study and engage in a question/answer
session with participants (p = .03).

Individual researchers volunteered through
comments other methods that they used, including

Table C.2.2: Literacy Rate of Population

by Use of Written Consent obtaining consent only after a discussion had

occurred among family members; information sheets

% of Study Population | % of Researchers Using for participants; stories in the local press about the
That Is Literate Written Consent

study; and a focus group discussion among potential

<20% 60 participants. One researcher described hiring a public
- 0, . .
20-60% o7 relations firm to develop posters and pamphlets to
_00°,
>ggo/90 b :2 describe their study and to deflect misunderstandings
> 0

about their study intervention. Many researchers

n=245 p=0.01 0
> also described in the survey that they had used oral

disclosure without witness signature to explain their
studies; therefore, our finding that oral disclosure was used by 40 percent of respondents is surely an underes-
timate, since our question asked only about oral disclosure with witness signature.

There was extensive discussion in focus groups, as well as in written comments on the survey, concerning
written consent. Some researchers described written consent as having an inherent tension in serving to protect
both the subject and the investigator and/or institution. Some researchers disclosed that their IRBs required
written consent. Others described the difficulties of writing consent forms that include enough detail to satisfy
U.S. regulations, but that are also written at an accessible reading level. Many researchers described negotiating
the consent form language back and forth between U.S. IRBs and host country boards, especially with regard to
the legal language and references to indemnity and health insurance typically required by U.S. boards:

The stateside IRB and the NTH both expect consent forms that are narrowly delineated. And
the developing country...IRB doesn’t want anything to do with them. It’s an anathema. The
same way that the legalese, denial of responsibility for something that goes wrong is equally an
anathema.... The United States, instead of acknowledging that, willfully signs on to consent
forms that have ten pages of legal jargon that many of us can't understand in the United States,
let alone anybody overseas. So we constantly pervert the process with the conscious assent of
the NIH and our own IRBs.

Fifty-two percent reported on the survey that legal language required on consent forms was not meaning-
ful to study participants, although 37 percent also believed that local staff shortened consent procedures.
Researchers believed that staff were more likely to shorten consent procedures in lower literacy study popu-
lations than they were for populations with higher rates of literacy (45 percent versus 29 percent, p = .00).

At the same time, one researcher described in a focus group the “intellectual and moral comfort” of having a
signed consent form from a participant; another said it was helpful in challenges from the media. In the survey,
29 percent thought the consent process raised distrust among participants, although 82 percent agreed that the
consent process creates a good opportunity to raise ethics issues among study staff.

In general, researchers voiced concern with a blanket requirement of written consent. One respondent wrote
the following in the comments at the end of the survey:
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In [Latin American country], particularly those with limited reading ability are very hesitant
about signing things. This is not a procedure typically followed by native researchers. Our
insistence on informed consent was seen as culturally insensitive but was accepted out of
understanding of our needs to satisfy our funding agency and government regulations
(bureaucracy was certainly understood). More useful than this, I think, was the brochure we
created, complete with an official project seal, that described the project, the institutions, and
related services in the area that might be contacted. Also, afterwards, we gave each participant
a certificate which seemed to be quite appreciated.

A focus group participant revealed, similarly:

In some places, in some cultures, you don’t sign an informed consent. It really freaked them
out...once I wanted to enroll the patient for a tuberculosis treatment protocol. And I explained
to him that it was very straightforward. There is no placebo. And I could see he was profoundly
disturbed to sign the informed consent. And then he asked me, ‘When am I going to die?’
said, ‘Why are you saying that?” ‘Well, you asked me to sign all these papers.” And to him, it
was a sign that he was so ill that the written thing in the Muslim culture is something very
strong; Its the will. It5 the testimony at the end.

Another researcher said his or her subjects were worried that signing would mean they could never immigrate
to the United States—that this would bring them to the attention of U.S. courts. Other researchers more gener-
ally voiced their belief that relying on written consent as the means to educate participants simply made no
sense:

So we get it translated into [local language] and back translated and it’s delivered. And we field
test it and we check it for its understandability, and we negotiate back and forth with [name of
institution] here first to make sure it’s acceptable to them. Then we send it out in the field and
we get lots of thumb prints and signatures on that page. And everybody at [institution] is very
happy...and the OPRR is happy with the way it read to the patients verbatim....But the
process is not clearly obtaining consent.

Another respondent recalled an ethicist saying that it was unethical to attempt to extract a signed consent form
from someone who is marginally literate or illiterate, with a thumb print. The researcher went on to say, “We
need to drive that message home here. I think our IRBs overseas understand this issue much more clearly than
people do in the United States.” Others similarly described situations in which their U.S. IRB had required
written consent initially until the ethics board from the host country insisted that it was inappropriate locally.

Twenty-three percent of researchers believed the consent process is focused too much on the individual.
There were lengthy discussions in all focus groups about the efforts researchers made to educate the study
community prior to implementation of their projects. One researcher commented that U.S. IRB review focuses
too narrowly on the process researchers engage in with individual participants and generally overlooks the
extent to which they also engage in community-wide education and disclosure:

When things go through the IRB here, it’s a simplistic view of the whole consent procedure,
because we just write up what the individual is going to hear, and in fact one does so much
more. We do a lot more with the community education, discussion with community leaders.
You sort of go all of the way through the system and then the final thing is, when the person
is going to get their intervention, you have this one-on-one interaction, but here is all of this
other stuff that surrounds it. You kind of say it in your application a little bit. But that process
doesn't really get captured.
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Another researcher described his or her process for informing a community and discussing with a community a
potential research project:

From a moral perspective, unrelated to regulation issues...we spend an enormous amount of
time talking to communities well in advance of the study about what we’re going to do, what’s
involved, participation, nonparticipation, willingness to get involved, ability to say no. That
goes on both at the community level and the individual level at the time of the study. And

we spend a lot of effort to hear what the community is saying and then to disseminate...
information at the end of the study about what the results were.

Another agreed that “the community discussion groups are actually providing a better level of ethical review
than some of the actual formally constituted IRBs.”

One researcher discussed the importance of having a local liaison, who is from the local community, but also
is educated and can communicate with researchers, to introduce the study to the community and to continue
to serve as a liaison throughout the study:

And they identified a local person who became educated but speaks the native languages and
grew up in the villages themselves. And all research is done through him. They actually call
him the master. They have a very high level of respect for this guy. You go with him to the
village, and he formally greets the village chiefs. You see him perform a culturally defined
give and take answers, asking them about their wives and their children, and has there been
enough rain and how are the locusts, etc., etc. And [he] moves over to the subject of research
and [it] is all done in a very culturally appropriate fashion.

In general, researchers said they wanted more flexibility. Informed consent was viewed as a valuable goal,
“trying to genuinely get people to understand what you're doing so that they can make the right decision,”
but methods used to help participants understand and to document consent should be more flexible. Indeed,
85 percent of researchers agreed in the survey that U.S. regulations should allow more flexibility in ways of
documenting informed consent, a belief that was raised numerous times in the qualitative findings. One
focus group participant suggested a menu of choices from which investigators may select the most appropriate
methods for disclosure and documentation of consent.

From one setting to another, even within the same country, what makes sense in one place
makes no sense at all in another. The bottom line is that most of these issues need to be dealt
with on a case-by-case basis, and specific requirements as opposed to general guidelines are
likely to create unintended new sets of problems for international research.

Another researcher wrote, similarly:

[ would just recommend that they have more flexibility and regard for local norms and prac-
tices, think more about the spirit of the law rather than the letter of the law. The atmosphere
of paranoia that currently exists in the United States encouraging participants and regulators to
assume that investigators are dishonest predators until proven otherwise is not necessarily
something that needs to be exported.

Another recommended that the consent procedure be conceptualized as a communication process where ma-
terials and information are conveyed over time and in different formats. Overall, researchers should be required
to demonstrate that they “have a process in place designed to protect the subject,” not that they have a consent
form. Other researchers suggested that consent forms and consent processes be piloted. They suggested that a
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small amount of grant funds be released before the IRB approval was complete in order to determine what will
work best locally. On the survey, 61 percent of researchers agreed that some research funds for piloting consent
forms should be released before final IRB approval is obtained.

Generally, respondents thought the level of risk involved in study participation should determine the type
of consent required. Several recommended a more informal, oral consent process for lower risk, observational,
or epidemiological studies: “I would not relax the requirements for testing potentially risky interventions like
vaccines and new drugs, but I would argue for considerable flexibility for epidemiological and observational
studies that pose very low levels of risk.” Related, essentially half (48 percent) of researchers agreed on the
survey that “formal individual consent should not be necessary for observational studies.” At the same time,
respondents thought that whatever system is implemented, accountability must be ensured through monitoring
and site visits:

A key aspect of a safe study is having a site visit to make sure that the consent process is not
being inappropriately abbreviated, observe the procedures for confidentiality and to get feed-
back from participants. However, so much money and time are wasted on the bureaucratic
details that this is neglected.

C.2.2 Understanding
Eighty-seven percent of researchers believed that their study participants were aware they were in a research
study, although 57 percent thought participants did not understand the concept of a placebo. Not surprisingly,
77 percent of researchers working in lower literacy populations believed their participants did not understand
the concept of placebo, compared with 43 percent of researchers who worked with higher literacy populations
(p < .001). Regression analysis revealed that researchers are five times as likely to believe populations of low
literacy do not understand the concept of placebo (p = .004) and were four times as likely to shorten consent
procedures with populations they believed did not understand the concept of placebo (p = .008).

Several researchers remarked on the difficulty of explaining placebos or control groups to participants, not
simply because there might not be comparable words in local languages, but because many populations have
no prior experience with such concepts:

Culturally its very difficult for them to understand how your doctor, who is supposed to want
good for you, could propose you to take nothing. It defeats the principles of medicine to some
extent. And you know you go a long way to try to explain that. And then the informed con-
sent becomes very artificial when the very basis of the study design is not understood, and the
purpose of it is not understood.

Western notions of science may be unfamiliar to participants. Frequently there are no words for “science,”
“research,” or “virus” in the local language. Researchers described the difficult process of explaining complex
biomedical information in ways that were relevant and meaningful to participants:

The concept of immunology, an immune response, that there’s something in your blood that is
going to attack bacteria and viruses which you also don't have a concept for. I always wonder,
when you do a consent form, and you first are explaining the idea that there are these things
that are in your food and our air that you are ingesting, or you get from sex, and they are
coming into your body and invading it, and then your body has these things that are attacking
it. How much can someone really focus on the consent form, when they have this whole new
idea that there’s this battle going on in their bloodstream?....We try to use, for example like
immune cells, we talk about people who guard houses...it’s a particular kind of watchman [in
your bodyl].
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Another voiced a similar sentiment:

Informed consent is a joke. It is not possible to claim a person who has never heard of a
bacteria or virus is informed about what a vaccine or drug is doing or how their participation
fits into any such study. The protection these people have is only from a) the ethics of the
investigators; and b) the developing country review boards.

And another researcher wrote the following at the end of the survey:

Another [challenge] we are facing is the advances in science needing to be translated into
consent forms (i.e., telling an African village that their blood will be used to analyze the
parasites’ DNA for genetic mutations that confer resistance).

Another researcher pointed out, however, that excluding subjects for this reason also has problems:

In many African languages, there is no word for ‘research’ or ‘science.” The word used is gener-
ally the same as the word for ‘medicine.” There is no concept of an experiment, placebos, etc.,
and despite the best translation of the most simply worded consent form, many adult subjects
still have no understanding of the difference between being a research subject and receiving
medical treatment. This should not be a reason to exclude these people from research; in fact,
they are often the population who will benefit most from the research and the only population
in whom the studies can be done, e.g., persons at risk of naturally acquired malaria or other
tropical diseases.

Many participants thought the informed consent process should focus more on participants’ understanding,
since they believed this was the core of informed consent. On the survey, 65 percent thought formal mecha-
nisms to test participants’ understanding should be built into a study’s design, although only 16 percent
reported that they had included tests of understanding in their own studies. HIV/AIDS researchers were twice
as likely to use tests of understanding as other researchers (49 percent versus 24 percent, p = .001). In multi-
variate analysis, researchers with at least five years’ experience were three times as likely to use a test of under-
standing as those with less experience (p = .01). A focus group participant said:

Maybe we should not be documenting consent, but documenting understanding of the
consent process. What really might protect [institution] as an institution and funding agency
is documentation that people participating in the study actually understand it.

C.2.3 Voluntariness and Decisionmaking

Seventy-two percent of researchers said that, after hearing about the study, some participants refused to partici-
pate. Female researchers were significantly more likely to report that some potential participants refused as
were male researchers (81 percent versus 66 percent, p = .009), and participants were more likely to refuse
participation in randomized (p = .005) or prospective studies (p = .003). Of some concern is that researchers
working with lower literacy populations were less likely to report that participants refused. Specifically, 81 per-
cent of researchers working in higher literacy populations said some potential participants refused, compared
with 65 percent of researchers working in lower literacy populations (p = .01). Eighty-eight percent of
researchers engaged in studies they called more than minimal risk had some potential participants refuse,
compared with 69 percent of researchers engaged in studies they called minimal risk (p = .07). In regression
analysis, female researchers were three times as likely to have participants refuse (p = .006), and researchers
engaged in more than minimal risk studies were four times as likely to have participants refuse (p = .04). Those
conducting randomized trials were 2.4 times as likely to have participants refuse (p = .03). However, literacy
was no longer significant in regression models.
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In terms of who made the decision about participation, 37 percent of researchers believed cultural norms
where they work are inconsistent with the practice of individual decisionmaking. Those working with Muslim
populations were more likely to report that cultural norms are inconsistent with the practice of individual
decisionmaking than those working with other populations (46 percent versus 31 percent, p =. 01), as were
those working with populations practicing a local indigenous religion (44 percent versus 33 percent, p =. 05).
As stated above, 42 percent of researchers sought approval from a village or community leader for studies,
although our data do not show how integral this was to individual participants’ own decisions. Similarly,

14 percent of researchers conducting research with adults sought approval or consent from another family
member. In regression models, researchers working with participants practicing a local indigenous religion
were four times as likely to say that the religious or cultural norms of the community were inconsistent with
individual decisionmaking, and those who had held a community meeting were 6 times as likely and those
who had sought approval from another family member were 12 times as likely to believe that cultural norms
were inconsistent with individual decisionmaking. Somewhat surprisingly, those who used pictorial descriptions
and those who sought approval from a village leader were less likely to say cultural norms were inconsistent
with individual decisionmaking.

In focus groups, there was much discussion about the degree to which individuals made decisions inde-
pendently and/or autonomously and the degree to which others were involved in decisions or made decisions
on behalf of participants:

In [African country] and in other areas of sub-Saharan Africa where I've worked, [informed
consent] is a communal process, and the last one who is involved is the family, the parent, and
by the time you've gone through the chief and the elders and the village, the process is already
well in motion....Their whole approach to decisionmaking is communally based...our IRBs
and the NIH both have no clue of this as far as I can tell.

Another researcher described a similar situation, but also emphasized that the individual remains an important
decisionmaker:

If you go to countries like [West African country], you have the chief of the village, of the
tribe....You can go to the individual after you have explained, and it takes a long time to
educate these chiefs. Not to short cut them, that could be a mistake. To short cut the State if
you work in [Asian country] or to short cut the chief of the tribe [in Africa], but to respect this
hierarchy in this country and to educate them, to say that the individuals are important for the
pharmaceutical company or for our institutions etc. And you explain to them this informed
consent. Then they can explain this informed consent to their people without exerting pres-
sure. And the best evidence of that is when the people refuse. That’s a good sign. They are able
to refuse, they are free to refuse.

Some researchers pointed out that leaders who are influential in decisionmaking do not always have the best
interests of their subordinates in mind:

Remember that those communities have internal hierarchies of sex and class, too, so that what
is in the leader’ best interests may not be in the individual men’s or women’s best interests.

Another researcher described conducting research in a political context in which rights were not guaranteed,
thus potentially compromising the voluntariness of research:

This concept of the consent of the individual, rights, and individual decisionmaking doesn’t
exist. And this is a country that has been under authoritative rule for a long, long time. And
people do what they are told, and people are told what to do.
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Clearly, where one conducts research is relevant to the question of whom to approach for permission. One
researcher reported that in some settings, he or she had felt it imperative to go through village leaders; in other
areas, he or she had “laid low, trying to avoid the gaze of the community leaders and state or national politics.
Had we been noticed there, the tremendous corruption would have destroyed the study.” Another researcher
had a similar experience, and was troubled by it:

The [Asian country] government has basically told us that it is doubtful that we will receive
‘official permission’ to conduct our trial. However, it has become clear that they will not object
if it is done ‘clandestinely.” We feel this is a real ethical dilemma (at least from the U.S.A.
perspective), though it is not so viewed by our host collaborators. We have not yet made a
decision on how/where to go.

Finally, researchers believed economic realities of participants’ lives sometimes compromised the voluntari-
ness of their participation:

If the patient has no other drug choices or has no drug choices, period, and you're coming
in with an acceptable drug, and you have a 50 percent chance of getting the experimental

drug...its very difficult to say that they’re making a true informed consent to participate in
the study and they’re not just trying to get the drug.

Indeed, 68 percent of researchers believed that participants joined their studies “because of the desire for com-
pensation, medical care, or other benefits.” However, only 10 percent of researchers reported their U.S. IRBs
had raised in the study’s review that voluntariness of participation could be compromised due to the incentives
or medical care provided by the study; 7 percent said the host country board had raised this concern.

C.3 Study Design, Risks, and Benefits

Because the ethics of a study are integrally related to its design, we asked researchers to describe what topics
they were studying in their research, what methods they were using, who comprised their sample, and why
they were conducting research in a developing country. We asked them questions about how much risk and
benefit they felt were inherent to their studies and the degree to which this was relevant to study subjects and
review boards

C.3.1 Study Design: Topic, Method, Sample, and Reason for Being in a Developing Country

In the written survey, respondents were asked to answer multiple questions about an “index study,” defined as
the developing country study on which they had spent the most time in the last five years. As can be seen in
Table C.3.1, these index studies most often were investigating questions related to infectious diseases other
than HIV/AIDS; to HIV/AIDS; or to reproductive health. Half of the researchers categorized their studies as
observational or descriptive, 28 percent said they were conducting randomized, controlled trials, and 13 per-
cent were conducting a community-based intervention study. In a separate question, researchers were asked if
they were conducting an intervention study, and 39 percent said that they were. The majority of researchers
said the discipline of their study was epidemiology (67 percent), followed by behavioral science (18 percent),
and microbiology (17 percent).

In order to explore the relationship between level of development of the host country and other variables of
interest, HDI data from the UNDP 1999 Human Development Report were added to the survey database.
These data are published by UNDP and are available on the UNDP website. The HDI indicator is a composite
of life expectancy at birth, adult literacy rate, combined enrollment ratio, and adjusted per capita income. This
development indicator was used in our statistical analyses to determine if there are relationships between level
of development of the host country and other variables of interest. Overall, most index studies (72 percent )
took place in countries with medium HDI scores' according to UNDP, while 23 percent occurred in countries
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with low HDI scores, and 4 percent were in coun-
tries with high HDI scores. An additional 4 percent
could not be classified because HDI values were not
listed for those particular countries. For further
analysis, the HDI levels of countries where the index
studies occurred were categorized as low or high,
using the 50th percentile of the HDI scores repre-
sented (0.632) as the cutoff point between low and
high. The topics of the index studies were associated
with the HDI level of the countries where the studies
were carried out. (See Table C.3.2))

We were interested in why researchers chose
to conduct their research in a developing country
and asked this question in some focus groups.
Researchers frequently mentioned a commitment to
addressing health priorities in developing countries,
including addressing diseases prevalent in the
developing world and testing interventions that
would be affordable for those resource-poor
countries that needed them. One researcher said:

And T would say for most of us in the
field the goal that we have is to pre-
vent those [tropical disease] deaths.
That's probably the ultimate humani-
tarian goal that we feel that motivates
us going to work in the mornings. So
we're trying to develop a vaccine.

Researchers also mentioned the need to find a study
population that is appropriate to answer the particu-
lar research question at hand—in some cases, a
population that has not had access to treatment
previously:

We also look at incidence rates of HIV. I
think that's what really pulled us into
[African country], is that there is such

a great—a high incidence of HIV there,
it seemed like the right place to do
research. I think also there are consider-
ations in terms of what types of patient
populations you are looking for....I
think also, in HIV we're looking for
naive patients, and most of the patients
in [African country], they are not
treated and they're all available to us.
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Table C.3.1: Location, Topic, Method, and

Discipline of Index Study (n = 327)

Study Location Percent
Africa 32
Asia 25
South America 14
Pacific Islands 10
Central America/Mexico 10
Other 6
Caribbean 4
Study Topic (Respondents could

check more than one topic)

Infectious disease, non-HIV/AIDS 37
HIV/AIDS 27
Reproductive health 21
Cultural practices/behaviors 19
Chronic disease 15
Other 15
Nutrition 14
Genetics 13
Environmental health 12
Vaccine development/testing 9
Perinatal health/birth defects 9
Health systems/services 8
Injury 2
Study Methods (Respondents could

check more than one method)
Observational/descriptive study 51
Prospective study 39
Randomized controlled trial 28
Case-control study 20
Qualitative methods 16
Operational research/program evaluation 15
Community-based intervention 13
Other 9
Study Discipline (Respondents could

check more than one discipline)

Behavioral Science 18
Epidemiology 67
Microbiology 17
Clinical Care 14
Health Services Research 9
Other 28




Table C.3.2: Likelihood of Study Topic or Discipline Being Conducted in Host
Country with Low Versus High HDI Level

Lower HDI Upper HDI

Study Topic or Discipline (< 0.632) (> 0.632) P-Value
Infectious disease, non-HIV/AIDS 62% 38% 0.001
HIV/AIDS 64% 36% 0.002
Chronic disease 21% 55% <0.001
Genetics 33% 67% 0.02
Environmental health 31% 69% 0.02
Health systems/services 71% 29% 0.03
Reproductive health 62% 38% 0.05
Perinatal health/birth defects 73% 27% 0.01
Behavioral science 66% 34% 0.005
Health services research 76% 24% 0.003
Qualitative methods 69% 31% 0.003

One focus group respondent mentioned that procedural difficulties in obtaining U.S. government clearance
played a role in determining where she conducted her research:

You only work in select countries where you know you [have an assurance]. And you just
don't even work elsewhere. That’s one of the big criteria I use nowadays when I'm trying to
decide where to do research, and that’s not the way it should be. Because, if anything, the
people who need it most are the people you're not going to.

Other researchers mentioned other pragmatic reasons as well. This researcher, from private industry, described
the need to balance the goals of his or her company’s marketing division with a need to complete the research
quickly, as well as a personal commitment to the ethical conduct of research:

...the commercial folks will have their input, because from their perspective, the best pre-
marketing of any drug is doing clinical trials. So from their perspective, they would like us to
use certain countries that they see has a good, you know, long-term outcome for the company.
Our perspective is a little bit different. We try to take their advice and want to try to help,

but we're looking at sites that can actually do the research ethically and can do the research
efficiently, because we tend to be guided more by timelines. If we say that we're going to
complete enrollment by X day, well, that might be nice to use country X, but knowing their
Ministry of Health systems or knowing how slow they are, that might be a blockade for us to
complete in a timely fashion.

Another pharmaceutical researcher was particularly candid about the reasons many private industry groups
conduct studies in resource-poor countries:

The vast majority of the trials I have done in the third world possibly are dose response trials.
Developing the profile of the knowledge on the drug to get profit and benefit elsewhere. That’s
extremely clear. There is not a question about that. I'm sure the simple fact that the pharma-
ceutical industry is a profitable business with all the drugs that we use just tells me that. It’s
not a charitable business. Its a Wall Street hardcore business. And doing clinical trials in the
third world sometimes may be motivated by a variety of reasons. In general, the vast majority
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is access to the patient in large numbers and a faster rate. And sometimes the third argument,
nevertheless, is also at a cheaper price....

In the survey, researchers were asked to select one or more options from a menu of reasons for conducting
research in a developing country as opposed to in the United States. As shown in Table C.3.3, the top reasons
why researchers conducted their studies in developing countries were that the prevalence of the disease in
question was greater in the host country (83 percent), researchers had an interest in addressing global inequali-
ties in health (73 percent), the host country researchers asked for U.S. collaboration (72 percent), and the
intervention being tested was more relevant to the host country (70 percent).

Table C.3.3: Reasons for Conducting a Study in a Developing Country, in Order of
Likelihood of Being Mentioned (Respondents could list more than one reason)

Total Number Who

Reason Answered This Question % Yes
Prevalence of disease in question is much greater in the host country than

in the United States 277 83
Interest in addressing global inequalities 263 73
Host country researchers asked for U.S. collaboration 260 72
Intervention being tested more relevant to host country than to United States 213 70
Easier to identify a cohort of patients relevant to research 218 62
Recruitment of patients more rapid in host country than in United States 219 47
Other reasons 166 47
Less expensive to do study in host developing country than in United States 214 36
Research question relevant to U.S. strategic interests in the region 234 32
Marketing approval for drug or device will be sought in host country 191 12

Due to limited numbers of survey respondents from the private sector, it was not possible to do statistical
comparisons between the reasons of public versus private sector researchers. Comparisons among those who
listed their employer as government, university, or military showed little difference in the percentage who
answered “yes” to each of the reasons listed. Those conducting intervention studies were less likely to say that
their studies were relevant for U.S. strategic interests in the study region (21 percent, compared to 39 percent
for nonintervention studies, p = .0005) and were more likely to say that marketing approval for the drug/device
will be sought in host country (17 percent versus 6 percent, p = .017). Those with intervention studies were
not significantly different from those in nonintervention studies in their likelihood of checking “interest in
addressing global inequalities in health.”

The research topic, as one might expect, was associated with the reasons researchers gave for conducting
their research in a developing country. Researchers listed “prevalence of disease is higher” more frequently
when their study topic was infectious disease (95 percent versus 75 percent for noninfectious disease, p < .001),
and less frequently when their topic was chronic disease (60 percent versus 88 percent, p < .001) or genetics
(66 percent versus 76 percent, p = .002). Compared to those investigating other topics, researchers involved
in infectious disease research were more likely to state “interest in addressing global health inequalities” as a
reason (80 percent versus 70 percent, p = .05), as were those doing health systems research (96 percent versus
71 percent, p = .013). Those studying chronic diseases were more likely to say the study is less expensive to
conduct in the developing country (63 percent versus 30 percent, p < .001). Those studying environmental
health were more likely to say it is easier to identify a cohort (79 percent versus 59 percent, p = .059), while
vaccine researchers were more likely to list marketing approval as a reason (40 percent versus 8 percent, p < .001).
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We further compared the reasons why researchers worked in countries with a low development index,
according to UNDP HDI indicators. Researchers working in countries with a low HDI level were more likely
to explain why they work in a developing country in terms of the disease prevalence, relevance of interventions
to the population, and interest in global health inequalities, whereas researchers in higher HDI countries were
more likely to mention that marketing approval for an intervention would be sought. (See Table C.3.4.)
Forty percent of researchers admitted that the

Table C.3.4: Reason to Do Study in research priorities of their funding agency were
Two Categories of Countries Based “not congruent with the top priorities of the develop-
on Human Development Index ing country.” This did not differ by the HDI level

of the country where they were conducting their
(HDI-1 lower half, HDI-2 upper half) research. Thirty percent of U.S. IRBs and 23 percent

Reason To Do Study of host country review boards questioned the rele-

in Host Country % Yes P-Value vance of the study to the developing country. U.S.
HDI-1 [ HDI-2 IRBs were particularly likely to raise the relevance

Prevalence of disease is higher| 92 74 <0.001 of the study to the host country for genetic studies

Intervention more relevant (43 percent versus 20 percent, p=.01).

for developing country 83 52 <0.001

Marketing approval will C.3.2 Assessing Risks and Benefits

be sought 7 17 0.027 Risk

Interest in addressing global In th d ked .

inequalities 8 64 0.002 n the survey, respondents were asked to categorize

the “index study” as minimal risk or greater than
minimal risk. Relatively few studies (12 percent)
were described as greater than minimal risk; however, 24 percent of the intervention studies were classified as
greater than minimal risk, compared to 5 percent of the nonintervention studies (p < .001). Researchers who
used either randomized controlled trials or community-based interventions were more likely to describe their
studies as greater than minimal risk than researchers using any other method (29 percent versus 4 percent,
p <.0001). Studies involving clinical care (29 percent versus 9 percent, p < .001) and randomized controlled
trials (28 percent versus 6 percent, p < .001) were more likely than other studies to be categorized as greater
than minimal risk, while observational/descriptive studies were less likely to be categorized this way (8 percent
versus 16 percent, p = .02). Eighteen percent of HIV/AIDS research was classified as greater than minimal risk,
compared with 9 percent of non-HIV research (p = .03). Greater than minimal risk studies were more likely to
be conducted in settings with lower background standards of care; 65 percent of researchers conducting greater
than minimal risk studies said the standard of care was lower in the host country, creating difficulties establishing
procedures for the control group, compared with 48 percent of those conducting minimal risk studies (p = .08).
One focus group participant described the risks faced by potential study participants in a clinical study for a
serious illness:

And the first study I ever did, mortality was the primary variable, so I've done a number of
studies...where death is the primary outcome which jacks it up quite a bit in terms of its
visibility. And right now, we are contemplating a vaccine trial...where death in infants was the
primary outcome variable. So that’s one type of study. [There are studies] where an adverse
outcome from the drug is a reasonable expectation and an adverse outcome from the disease
itself is a reasonable expectation....

Even fewer of the studies that involved children were classified as greater than minimal risk. Out of the 142
studies that enrolled children, 8 percent were classified as greater than minimal risk, compared to 15 percent
of studies that did not enroll children (p = .05). Studies that enrolled children also were more likely to be
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conducted in lower HDI countries (57 percent were in lower HDI countries versus 43 percent in higher HDI
countries, p = .03), as were studies that enrolled infants (62 percent lower HDI versus 38 percent higher
HDI countries, p = .007). Studies with infants, however, were no more likely to be classified as risky than
studies with other populations. One respondent in a focus group commented that standards for doing research
with infants in another industrialized country were different from those in the United States. Whereas in the
United States, regulations require that greater than minimal risk research with children only be done when
there are potential benefits for those children in the trial, other countries may have different guidelines. Our
survey data do not include sufficient information for analyzing risk/benefit ratios for each index study, thus we
cannot assess risks and benefits specifically for studies involving children that were reported in the survey.
Forty-nine percent of researchers reported that the index study “gathered potentially sensitive or stigmatizing
information about participants (e.g., HIV status, domestic violence).” Researchers conducting work in lower
HDI countries were even more likely to say their studies gathered potentially sensitive information (57 percent
versus 43 percent, p = .01). Those studying HIV/AIDS also were more likely to gather potentially sensitive
information (91 percent versus 30 percent, p < .001), as were those studying cultural practice/behavior
(71 percent versus 44 percent, p < .001), and reproductive health (67 percent versus 44 percent, p = .001).
One researcher described how serious a risk a breach of confidentiality could be:

Our [project] in [African city] is right next to the fever hospital, which is the big hospital of
fevers of unknown origin. Of course, anybody thats HIV positive basically winds up there.
And we do the test for HIV positivity. If it comes back, the only person it goes to is, it must be
signed by [senior official of the research project]. And then it goes directly to the Minister of
Health, and then that person disappears. And it is very difficult...[HIV cases| are actually very
unusual in [African country] because there is very little because most of these people are taken
out of society...there is only one thing that happens; they go to jail, and they are not heard of
any more.

Another respondent commented at the end of the survey that his or her research involved collection of
sensitive information that was sometimes questioned by study participants:

In general, this survey focused on medical research, specifically research on interventions or
drugs that might benefit the population. Most of my research is more behavioral or demo-
graphic in nature where sensitive questions are asked but there is not a specific intervention or
drug that can be offered to individuals. We frequently get questions from respondents about
why we need to know sensitive information, but without a specific treatment to offer them, I
don't feel we can really respond.

As described earlier, a trend was observed for more researchers engaged in greater than minimal risk studies
to have some participants refuse enrollment, compared with researchers engaged in minimal risk research
(88 percent versus 69 percent, p = .07). However, researchers engaged in studies where they gathered poten-
tially sensitive information were no more likely to have participants refuse than other researchers.

Benefit
There are three types of benefits that might be provided in the context of a study: benefits to the individual
or community during the study itself, provision of the study intervention or other benefits after the study is
over, and capacity building. The first of these, provision of benefits in the context of the study itself, will be
addressed here; the other two topics will be addressed in Section C.4, Obligations to Subjects, Communities,
and Countries.

Benefits provided directly to study participants may take several forms. The experimental intervention
itself may be seen as a benefit, or the control intervention, if any, may be beneficial. Interventions provided to
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experimental and/or control groups may include treatment or services that generally are not available to indi-
viduals in that setting. Decisions concerning what to provide are related to the design of the study itself and
must satisfy both ethical and scientific standards. In addition, researchers in resource-poor areas often need to
make decisions about what benefits to provide to study participants that are unrelated to the study questions. This
latter type of benefit raises ethical questions about how much care to provide for unrelated health problems—that
is, what obligation researchers have to offer general care and treatment for humanitarian reasons. These benefits
differ in that they may not need to meet criteria for answering a scientific question, although, in some cases,
they too can affect study outcomes. Both categories of benefits can be inducements for potential participants to
join a research project.

Unfortunately, our survey did not include questions on what level or type of benefit researchers provided
during the study, although other questions related to benefit were asked. Overall, 63 percent of researchers
and 74 percent working in low HDI countries reported that it was true or sometimes true that “medical care
provided to participants in this study generally is not available to local population outside the study.” Fifty-two
percent of researchers said that it was true or sometimes true that “the standard of medical care in the host
country may be much lower than that of [the] funding country, creating difficulties in establishing appropriate
procedures for the control group.” For studies in lower HDI countries, 64 percent agreed, compared to 36 percent
in higher HDI countries (p < .001). Those whose topic was HIV/AIDS were more likely than others to agree that
local standards made it difficult to establish control group procedures (71 percent versus 42 percent, p < .001).

In focus groups, participants discussed the challenges in determining how much medical care to provide to
participants. This arose in the context of determining what types of study interventions to provide to control
groups and also in determining what medical care to provide that was unrelated to the research question.

Seventy-eight percent of researchers thought that standard of care issues should be decided on a case-by-case
basis, and many focus group participants thought that locally available care was appropriate for control groups.
Indeed, researchers in focus groups devoted much discussion to how they had grappled with establishing
appropriate procedures for control groups in terms of both scientific and ethics implications. In some cases,
researchers discussed how offering treatment to control groups makes it impossible to measure the outcome
of interest—in this case, mortality rates:

Let’s say we develop a vaccine that can prevent death. Well, it has to be tested. We have to find
out, ‘Does it prevent death?’...So, we come into this knowing that without exception if we
bring simply a physician with [an effective drug treatment] into a community...we essentially
stop death due to [this disease]....So we cannot measure that end point if we intervene.
Cannot measure it. The [effective intervention] is easy; it is cheap. In the course of HIV you're
dealing with major financial restrictions. But for us to field the physician, [the effective inter-
vention], costs pennies or just relatively little. So we need to go into a village...we need to give
vaccine or some placebo vaccine or some other vaccine in a randomized way to several hun-
dred or several thousand children. We have to just leave them and see what happens. Measure
the mortality rate. But with a very small amount of effort, we could prevent mortality alto-
gether. We could prevent those children from dying. So I have no answers to this question,
but I would just put this out as a painful example of the kind of ethical dilemmas that we face.

In one case, a researcher described the study participants as being unwilling to participate in a controlled trial
because they believed the intervention to be efficacious:

We had some pilot data which suggested that putting an untrained volunteer to visit each
house once or twice a week just to look for kids who were sick would reduce the incidence of
severe malaria by 75 or more percent....And to nail that down, we wanted to do a control
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study. And the people in the village were so impressed by what was happening in terms of the
decrease in malaria, they said they would not permit a controlled study because they were
convinced this was efficacious, and they didn’t want us to do a controlled study in their village.

In survey comments, a respondent similarly addressed the tension between consideration of the needs of the
study population versus the need to gather adequate data to answer the research question:

Generalized rules may or may not apply under different circumstances. For example, when we
research in nutrition, it is very difficult to justify a ‘placebo’ given that nutritional deficiencies
are very common in developing countries where research is being done. However, there is a
need to determine if a nutritional intervention will have a measurable health impact on the
population or not, and whether nutrition programs should be based on adequate research-
based evidence of a benefit.

There was extensive discussion in focus groups about how researchers should determine how much medical
care should be provided to participants for conditions unrelated to the study topic. One researcher described
how he or she had received no guidance from the IRB on this and instead discussed it with host country
collaborators:

We were doing lead surveys, and we looked for anemia and side effects of lead, and you find
anemia and then you're looking at parasite burdens. And where do you stop?...And as far as
the IRB is concerned, all you have to do, at least from our study, is refer them to what they
would normally have which is someone at the local clinic....We know the local clinic is not
going to do anything....Now we're launching this whole parasite screening thing which is

not part of what we were doing initially....We talked with our collaborators and said what’s
basically the right thing to do here....We decided we couldn’t leave these kids there with likely
huge parasite burdens.

In the context of HIV (or any other serious, chronic disease) the issue becomes only more complex, since

any experimental or control treatments are needed for the long term. Thus, this researcher suggested that
interventions that are short term and feasible should be provided during a study, but interventions that should
realistically be continued indefinitely after the study is over should perhaps not be provided if they would be
withdrawn when the study ends:

A lot of times what they...I'm thinking specifically of the HIV issue. They [local IRB] don't
want us to come in and start...offering something just for specific people in a research study
that they are going to get for three to six months and then have it taken away from them. It
different than, say, treating somebody with an obvious case of severe malaria where you're
benefiting them, and it may be a longer-term benefit. But to go in and give AZT for three
months...during the duration of a study and then walk away with it...what are you really
providing for them?...a lot of times...they dont want us to go in and interfere with what their
local norm is for that. I think in terms of treatment of the specific treatable disease, if the
medication is available, and it’s really a resource issue, and we’re willing to provide the
resource...a lot of times...the local folks will come down...and say, ‘You've got the mechanism
to treat it, go ahead and treat it.” I mean they do that in the [African country] studies where
they provide the anti-malarials free of charge if they identify somebody with it. It’s one of the
benefits to the study.

Another researcher described the difficulty in determining how much medical care should be provided for
conditions unrelated to the research:
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If you make the diagnosis of something, what is your obligation to that individual? You may
be doing him a service by making a diagnosis, but are you obligated then to incur several
thousands of dollars worth of medical care and costs? Who is obligated to do what and where
do you draw the lines? Sometimes, depending on the situation, we've paid for care that we're
sure is totally unrelated to the event, but the perception is still there, and as the investigator
that’s discretion that we have to be able to use.

Another focus group member, on the other hand, described following children with asymptomatic disease
without treating them:

The two aspects of those studies that are the most relevant, one, that human studies follow
children who are judged to be asymptomatically infected but they're followed without treat-
ment, which is, indeed, the national policy of that country and the policy of WHO for Africa,
but is quite at variance with the way most American IRBs would think of proceeding, [while
being] totally in line with [what] the African investigators think of following the studies of
disease. But it does and has created tensions in the IRB review process.

This same respondent also mentioned providing medical care for study participants for unrelated medical
conditions:

A second example which [another researcher] alluded to, is the big difference between a
restrictive focus on a disease which is so typical in the United States and Europe. I go in to
study abnormalities of the left toe, and if they are on the right toe, I ignore them. But if you
go into a village and there are sick people, if you want to continue to work in that village, you
have to provide some recourse, especially if that village is in an area where medical care is
either totally unavailable or extremely hard to get.

Sometimes researchers performed health screening that was not related to the study question as a service to the
community:

Another aspect of the studies is sometimes the studies involve children. We go into schools
and perform a school health survey and at the same time collect samples for them so it’s a
more extensive health screening than they would normally get. The results are provided to the
school health doctors, and they act on them, treat the children for parasites. We screen them
for parasites and other diseases, so there is an element of service that’s provided, and at the
same time we get the samples that we need.

That potential participants might be unduly influenced to join a study because of the study benefits was
discussed frequently in focus groups. Virtually all the comments on this topic conveyed the message that study
participants do in fact join studies because of the benefits provided and that these studies generally provide
benefits that are not otherwise available. In the survey, 64 percent of researchers thought “participants join
because of the desire for compensation, medical care or other benefits,” while 33 percent thought that “partici-
pants have unrealistic hopes about personal benefit from participation.” Researchers conducting studies related
to HIV/AIDS were particularly likely to say their participants joined for compensation, medical care, or other
benefits (77 percent versus 60 percent, p = .005), and those in lower HDI countries were more likely to have
unrealistic expectations for personal benefit, according to researchers (60 percent versus 40 percent in higher
HDI countries, p = .023). Participants in riskier studies were also more likely to have unrealistic hopes; 44 per-
cent of researchers conducting greater than minimal risk studies said that study participants had unrealistic
hopes about study benefits, compared to 28 percent for minimal risk studies (p = .039).

B-37



The types of benefits vary from study to study. One focus group participant commented on changes in
hospital care during his study:

I'm the chairman of the data management safety board and serve 1,500 children for a new
treatment for [infectious disease]. What happens—it’s happened to all of us, I'm sure—is
you go in, you go into a community and based on the hospital record, the mortality rate of
[infectious disease] is 33 percent. The moment you go in there and you are doing certain
things, the mortality goes to 12 percent. The moment you leave, the mortality goes back up
to 33 percent, so, of course, they'd be out of their minds not to participate in such a study
because the quality of care is completely different.

Another researcher commented that studies involving drug treatments were frequently the only means for
participants to receive any treatment:

It must be very difficult from the patient perspective to give a truly independent informed
consent when, in fact, what you're consenting to is to take something versus nothing. Where
is the choice? And I think you can' fix that. You can’t make treatment available for everybody
so that your experimental agent is a truly deliberate choice where they have a real viable
alternative outside of the study.

As will be discussed in the next section regarding obligations and justice, the question of whether or to what
degree the benefit to individuals in the study justified conducting the study in a resource-poor country was
raised by some researchers. This investigator, from a pharmaceutical company, believed that although his drug
would never be available to the country in the future, it provided significant short-term benefit to the individuals
who participated in the study, given that they otherwise had no access to therapies:

I've come to the same level of acceptance, that is, if I look at what the alternative to going to a
country where only a small number of individuals who will actually participate in the study
will benefit. If the alternative is that no one goes to that country, that no one benefits, to me it's
an easy choice. As long as the study is itself ethical and has appropriate safeguards and so
forth, T don't...consider it to be exploitation of individuals to offer them something that some
would say well, it’s coercive because if you don’t go there, they get nothing. Because to me the
consequence or the logical conclusion is that therefore it's more ethical for you not to go there
and let them die of their HIV.

C.4 Obligations to Subjects, Communities, and Countries

The previous sections addressed issues inherent to the ethical treatment of research participants before and
during study enrollment. This chapter will explore the obligations of researchers and sponsors to subjects and
communities after a research protocol has concluded, as well as the relationships of researchers with develop-
ing country colleagues. Three topics will be covered in this section: the degree to which interventions tested
and proven efficacious through studies should be made available to participants, communities, and countries
after the study is over—and under what conditions; collaborative arrangements between U.S. and developing
country researchers; and capacity building—the development of the host country’s capacity for conducting
research or delivering health care based on resources and skills gained through collaboration with the United
States.

C.4.1 Future Access to Interventions Tested in Studies
Thirty-eight percent of respondents overall and 47 percent working in lower HDI countries were conducting
intervention studies. A small number (5 percent) of respondents did not answer any questions about intervention
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studies; this group when examined was significantly more likely to have fewer than five years” experience
working in developing countries, but was otherwise similar to those who did respond to questions about
interventions in terms of gender, age, source of funding, and whether their study was completed or ongoing.

Among those conducting an intervention study, 53 percent said their intervention already was efficacious,
11 percent said it was not, and 31 percent did not yet know. Researchers who said their intervention was
efficacious or did not yet know were asked if they planned to provide the intervention, if successful, to any
groups within the host country at the conclusion of the study, or if they had already done so. The majority
(67 percent) of those respondents who said that their intervention was, or might be, efficacious, said the inter-
vention would be provided to “study participants or to any other host country residents at the conclusion of
the study,” while 20 percent did not know if it would be provided (see Table C.4.1). There was no significant
difference in the likelihood of providing the intervention for those researchers whose index study had con-
cluded compared to those whose study was ongoing. However, those researchers who did not yet know if their
intervention was efficacious were less likely to say that it would be provided (52 percent versus 75 percent,
p =.03). Of those who said they would provide the intervention, 9 percent said they would provide it for less
than one year, 35 percent said two to five years, 28 percent said more than five years, while an additional 28
percent said they did not know how long it would be provided. Forty-three percent said it would be provided
after the study was over to the study population, while 29 percent said it would be provided to the entire host
country. Researchers studying HIV/AIDS and researchers studying reproductive health were more likely to say
the intervention would be provided in the future than those studying other topics. Those who provided the
intervention, compared to those who did not, were more likely to say that one of the reasons for conducting
their study was “interest in addressing global inequalities in health” (85 percent versus 50 percent, p = .021).

Fifty-three percent of researchers agreed that “Research to test an intervention should not be carried out in a
developing country unless the intervention, if found to be successful, will be made available to that country at
the conclusion of the study.” It is of note, however, that those actually conducting an intervention study were
less likely to agree with this than those not conducting an intervention study (46 percent versus 58 percent,
p = .04). In a different question, 27 percent of researchers believed that “international policy regarding research
should require researchers to establish a mechanism for continuing delivery of medical care after completion of
the study.”

The topic of future provision of interventions arose frequently in qualitative data. One researcher said at the
end of the survey:

[ agree with the notion...that formal steps be taken to insure certain actions after the study
is completed (i.e., availability of drug or procedure studied to the study population/host
population if benefit shown; reporting of findings to community; attempt to maintain or
continue health services that were introduced to the community as part of the study, etc.).

Another agreed that benefits should flow to the host countries, but said that capacity building should occur
in all cases, in case specific interventions are not provided:

Simply put, the benefits of research conducted in developing countries should also be made
available to developing countries at affordable rates as soon as those benefits become apparent.
It would be very useful to make involvement of local researchers at any level available [and]
part of each research project in order to improve training and education, and therefore at

the very least these educational...experiences may be the only benefits derived by the local
populations.
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Table C.4.1: Provision of Intervention in the Future

Percent of Studies

Percent reporting the intervention was or will be provided, if successful, to study

participants or to any other host country residents at the conclusion of the study. 67
To whom was (or will) the intervention be provided?

(Respondents could check more than one option) Percent of Studies
Entire study population 43
Community from which the study population comes 42
Placebo or control group of study 29
Entire host country 29
Certain regions of host country 26
Other 14
What parties were (or will be) part of the arrangement to provide the intervention?

(Respondents could check more than one option) Percent of Studies
Host country research team 71
Host country government, including Ministry of Health 60
Host country institution (e.g., university, NGO, clinical center) 46
U.S. research team carrying out this study 44
U.S. institution carrying out this study 28
U.S. funding agency for this study 22
International agency (e.g., WHO, United Nations Children’s Fund [UNICEF]) 21
Private for-profit company 10
Other 9
Private foundation 7

How was (or will) the intervention be paid for?

(Respondents could check more than one option) Percent of Studies
Research grant for this study 35
International agency 29
Host country government 20
U.S. funding agency for this study 23
U.S. institution carrying out this study 20
Host country institution 17
Private for-profit company 12
Other 12
Private foundation 8

Others, while agreeing in principle that interventions should be provided in the future, believed that, in
reality, this can be challenging. One respondent was concerned that a requirement for funding interventions
indefinitely would put a halt to some types of research projects, due to the difficulty in obtaining funds for
ongoing care:

And the issue of what medical care to provide after the study is a thorny one—research can
lead to suggested improvements in medical care but the funding of such improvements, and
building of the management skills required to implement them, cannot be the focus of the
research. This requirement means that for practical purposes, chronic illnesses cannot be
researched since no research funding agency would agree to fund the treatment indefinitely.
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Another researcher voiced a similar sentiment:

There is the issue of scope, in both place and time—for how long should the intervention be
implemented with outside assistance? Should it cover the original study population, the whole
country, or what? I feel strongly that only interventions which have a hope of being replicable
in the prevailing conditions should be tried in the first place—that’s where the economic work
should come in, and at the very beginning, not as an add-on. No research funding agency
would accept funding with a blank check for implementation of the intervention at the end.

The concern about funding was heard from another researcher as well:

These goals are usually but not always desirable if funding is available. No funding mechanism
that I know of will guarantee such action. Therefore this requirement would ban almost all
research in developing countries for whom it is the most beneficial even if many cannot bene-
fit from the results. This is a case of best being the mortal enemy of good. I am very concerned
that this kind of ‘feel good’ regulation will constrain research that is useful to poor people in
developing countries.

Another respondent felt that researchers should not be the ones responsible for guaranteeing future access:

I don't think that you can hold investigators responsible for the standard of medical care after
the study is over—however, there should be thought in design whether the intervention, if
effective, is feasible.

Another researcher also wondered about the limits of a researcher’s responsibility:

What is the horizon of responsibility of the investigator; is it specifically to those who are par-
ticipating in a trial that the investigator is seeing on a regular basis and has personal contact
with, or does it go to all of the people in the community, all of the people with that particular
condition, and not only now, but in the future? So where does one’s responsibility lie?...We
were concerned about development of interventions that would be of value to the rest of the
community, to the rest of the country, perhaps to the rest of the world. I find these kinds of
situations very difficult to come to simple answers.

Another researcher voiced that future provision of interventions would be easier if drug prices could be lowered:

I believe the issues of providing medical care and testing interventions in a developing country
that may never be available there is a complex one. I think the answer does not lie in prohibiting
research on interventions that will not be available but on changing the way drugs and other
interventions are marketed. The current flap about AZT in Africa is a perfect case in point—
the answer isn't that we shouldn't test AZT in Africa but that drug companies should not be
allowed to protect their huge profit margins at the cost of blocking a South African drug
company from producing AZT at a cost that Africa can afford. Changes in IRB aren’t going

to change the power of big business interests in the United States.

Another participant mentioned that successful interventions are frequently not implemented because of cost,
even when the cost is relatively cheap by U.S. standards:

There was actually a couple of years back a study from [African country] on use of bed nets
that demonstrated substantial reduction in under five mortality from use of impregnated bed
nets. The conclusion of the study was that this is a very nice study, but the [African country
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citizens] cannot afford to use bed nets. I found that distressing on almost every plain, but I
think it raises the fundamental issue of where are the ethics of equity within countries and
among countries; what are the cost issues, affordability issues?

Other researchers raised the more philosophical question of what defines “effective” in an intervention trial:

The issue of what level of ‘effectiveness’ of an intervention should trigger replication of the
intervention has not been addressed. ‘Effectiveness’ is not a yes/no question. If an intervention
reduces transmission of say HIV by 10 percent, should it be implemented? What if another
intervention might produce a 15 percent reduction, but the researchers are obliged to imple-
ment the 10 percent effective intervention?

As described briefly in Section C.3, researchers working on HIV/AIDS studies faced complicated challenges
in providing care for their participants, because care for HIV needs to be ongoing, is expensive, and often
needs to be modified over time to adequately control the disease. Thus, an HIV study that provides drugs
invariably involves the question of what drugs will be available to participants after the study is over. One
researcher had reached an agreement for providing medications to study participants:

And the other thing is we are to negotiate, probably in [African country], one of the first
requests I got is meds for life for the participant. And of course, it’s not acceptable. Because it
could be completely considered as an incentive to participate in whatever the research. You
know, its like buying a patient basically for the rest of his life....And that creates an impossibility
on the budget side that we cannot afford to pay combination therapy for all the patients in the
clinical trial forever. On the other hand, you've really got to find a solution because you can't
put them on a therapy that would be ridiculous and stupid and really not helping anybody.
So that is a struggle....We basically reach an agreement and some of the investigators refused
and we didn’t work with them. We said, the rule was set a priori that we would supply the
medication for the patient and provide all medication and for an unlimited period of time as
long as [the drugs] work....And we define the criteria for what is a response. That means an
additional cost.

Another participant indicated that the local IRBs were opposed to providing HIV treatment that would be
withdrawn when the study ended. In contrast, short-term treatments for diseases such as malaria provided
during a research study may be more effective and beneficial. Other researchers, however, believed that con-
troversies surrounding HIV/AIDS therapies were an example of “AIDS exceptionalism” and that many other
interventions that would save many more lives, such as providing clean water to prevent diarrheal diseases in
infants, were not being advocated.

One focus group participant described an example of research not being conducted because of concerns that
the treatment being tested would not be available at a later date:

We were going to look at an intervention using an [experimental drug] ...and we had made
arrangements to be able to provide antiretroviral drugs in those countries where they weren't
routinely available, in this case [African country]. So the study design, those patients would
get antivirals, everybody, for as long as they were felt to be of benefit even beyond the study,
and that randomization would be to [experimental drug]. Well, the issue was, well, we're not
sure that that is a treatment that would be available ever in that country, which is the type of
statement that people make without much perspective, I think, on how things do change over
time. In the HIV field we've heard this for CD4 counts, we've heard it for viral load monitor-
ing. And then you see those things all come into place. So it’s sort of an anticipation of the
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worst case scenario that at times ends up with research not being done in a developing coun-
try that I think could be of value to the country, doesn’t put anyone at excessive risk, and, you
know, has the ability to learn about the big question much more quickly.

The same researcher felt that availability of the intervention was important, but that it was essential to recog-
nize that there might be a time lapse between successful trial results and widespread implementation of the
intervention. His research team had made a commitment to provide treatment indefinitely to study participants
after the conclusion of the study:

I would feel uncomfortable if I thought there was no chance what we were doing would be of
benefit to that country. It doesn't have to be a benefit to that country the day the study ends.
The day the study ends, though, I do think that all the participants in the trial should have the
benefit of whatever was found to be the best therapy....We had made provisions for them not
to just get [experimental treatment], but to get the [existing treatment] they were going to be
placed on...indefinitely. In the [African country] piece of the study, there was only going to be
300 patients. So we had arrangements of [pharmaceutical company] for [existing treatment],
we had arrangements with [another pharmaceutical company] for [another existing treatment].
We had done everything we needed to do.

One researcher described submitting a manuscript for publication from an intervention study he had con-
ducted in Africa. The editors of the journal to which he had submitted his paper challenged the ethics of the
study, stating that the population of the country would never have access to this drug and that the benefit of
the scientific knowledge would only accrue to the funding country, the United States. The investigator
responded to this criticism:

[Our response| was that the individual subjects who participate in this study did get benefit,
because part of it was in order to evaluate the drug, everyone needed to be treated with the
active drug to start with to clear up an infection and then they would have the protection from
symptomatic [disease] for some period of time after treatment before they get a new infection.
So everyone did benefit. And those who were randomized for the active [treatment] had
continuing benefit for the 12 weeks for the randomized section of the study.

One respondent mentioned that in his or her study the “intervention” in question involved an enhancement of
medical services, which may be difficult to maintain after the conclusion of the study:

Our ‘intervention’ involves case finding activities, more extensive lab work than is normally
provided, and the procurement of additional medication required to treat cases found.
Medication is provided through the same government system it is normally provided through.
However, it is my understanding that the involvement of researchers in normal public health
activities has resulted in increased efficiency of medication procurement. These ‘interventions’
are not the focus of the study, but merely provide the cases for study. However, the improve-
ment in health care provision experienced by the local population is unlikely to outlive the
study....I'm concerned that the community will feel abandoned when the study ends and that
this will negatively impact their trust of the local public health system which has been providing
the enhanced services paid for by research funds. Also, study personnel have taken on reporting
responsibilities for the communicable disease involved. When the study ends, reporting is
likely to decrease dramatically unless the responsibility/awareness is thoughtfully transferred
back to local providers.
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In terms of dissemination of study findings, 62 percent of respondents believed that data from developing
country studies should be made directly available to the study population. In comments, one researcher
remarked that the form and manner of releasing data are significant:

Release of data to the subject populations is a meaningless ‘feel good” activity unless it is
released to somebody who can use it for this or another similar population’s benefit, and it is
transmitted in such a form that it can be understood and is ‘actionable’ (identifies opportunities
for action). Releasing data to subjects in such a way that it may result in detrimental outcomes
to them or to others is not uncommon and is reprehensible. Thus, if data release is to be
required, the way this is to be done must also be required so that it leads to a useful result.

C.4.2 Collaborative Arrangements
Researchers were asked about the involvement of host country researchers in different aspects of the research
process, from grant writing and study design to manuscript preparation and authorship of papers.

Table C.4.2 reveals that developing country investigators are very heavily involved in U.S.-funded research
projects conducted in their countries. At the same time, they are most likely to be involved in procedural tasks,
such as recruiting participants or obtaining consent, and are less likely to be involved in substantive issues,
such as grant writing and data analysis. One respondent noted, “I have observed that many American
researchers inappropriately exclude foreign colleagues from authorship. This engenders resentment among
foreign colleagues.” However, survey data indicated that 97 percent of U.S. researchers did include developing
country colleagues as authors on papers. Another respondent wrote that developing country researchers were
often excluded from the more intellectual work:

Emphasis should be given to more input from researchers of developing countries involved

in the study. U.S. investigators have all the power, since they had the idea for the study, they
wrote the grant....They therefore assume that they need to control all aspects of the study. It is
sometimes like a paternal-son relationship. Also, it is sometimes visible that the local investigator
is restricted to what he can do. The study sometimes will not teach them to become more
independent, to learn how to write their own grant, even a small one.

Researchers with fewer than five years of experience
conducting research in developing countries were
less likely to involve developing country scientists in

Table C.4.2: Research Tasks in Which
Developing Country Scientists Were

almost all tasks asked about on the survey. Researchers Involved

who were university employees were more likely .
o Developing country researchers
than government or military employees to report that werelare included in the following
host country scientists participated in grant writing research tasks: % Yes
(62 percent versus 36 percent, p < .001). Those Recruitment of participants 98
who were employed by public sector or nonprofit Training of research personnel 94
institutions, compared to those in private for-profit Listed as authors on papers 97
institutions, were more likely to include host country Changes in study design 94
colleagues in study design (89 percent versus 55 per- Consent discussions with participants 94
cent, p = .001) and in data analysis (73 percent versus Initial study design 87
18 percent, p < .001). Drafting manuscripts 83
. . . Drafting consent form 82
In addition, researchers whose projects received
. . Data analysis 69
at least one source of funding from a developing =
) Grant writing 53
country, compared to those who did not, were more
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likely to include host country scientists in grant writing (77 percent versus 48 percent, p < .001), in study
design (97 percent versus 85 percent, p = .01), and in data analysis (85 percent versus 66 percent, p = .006).
Countries with higher HDI were more likely to have researchers included in grant writing (60 percent versus

47 percent for lower HDI, p = .03.)

Researchers in focus groups frequently referred to the importance of having a good relationship with
developing country collaborators. Researchers repeatedly stated that addressing ethical and cultural concerns
in their research could only be accomplished successfully if a healthy relationship existed between the United

States and host country scientists:

The people you work with is the most important thing to getting anything done overseas. If

you wanted to do something, and you go there and you say, ‘I want to do this,’ I mean, thats a

hopeless situation. You have to—it’s a long-term—it’s certainly not a short-term thing. It takes

a long time to develop relationships and understanding and trust and all those sorts of things.

That’s been invaluable in what we’ve done.

Another said, similarly:

It has to be a collaboration. You have to go into the country, get some sense of the country, get

some sense of who you feel comfortable working with in the country and what the norms are

in it. And once you do that, then it is very easy, because you basically hand off a lot of things

to the people in the country.

C.4.3 Capacity Building

Ninety-four percent of respondents reported that at least one “capacity building” resource remained in the host
country after their index study was over. Table C.4.3 lists which resources investigators said remained in the

host country.

Table C.4.3: Resources or Research
Infrastructure That Will Remain After

the Study Has Ended

Percent
Resource of Studies
Personnel trained in study 98
Medical, laboratory, or office equipment 90
Computer or data management systems 80
Medical laboratory, office, or
pharmaceutical supplies 78
Organizational structure for health care
or research 68
Buildings, laboratory facilities, or
renovation 50
Power equipment, water systems, or
motor vehicles 43
Other 12

Studies conducted in lower HDI countries were
significantly more likely to leave behind medical,
laboratory, office, or pharmaceutical supplies; build-
ings and other facilities; and power equipment, water
systems, or motor vehicles.

Studies funded by the U.S. government were more
likely to leave behind computers or data management
systems. Studies with any source of U.S. funding
were more likely to leave behind “power generating
equipment, water systems, or motor vehicles,” and
those with any source of funding from the developing
country were more likely to report that a health care
or research infrastructure will be left behind.

One researcher mentioned that there are some-
times economic benefits to the entire community
where the study is situated:
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We're just doing a study in [Asian country| in some God forsaken spot in the middle of no
place. We're hiring everybody. We're building a place to do that. People are getting income
during that period. That's coercion. It’s positive. It’s positive for them...you are inducing them
to do this for reasons that are independent of the execution of the study, but if you go away,
their life is going to be worse.

)

One researcher, finally, believed that part of capacity building should be helping to enhance host countries
capacity for ethics review:

[ think it’s a good thing to promote ethical review of research in all countries, and if they
don’t have that capacity, to develop that.... What I'm saying is make an offer for capacity build-
ing—we do it with everything else. That’s part of it, is try to do capacity building technology
transfer...a bilateral partnership so that both parties are educated about issues for both sides.

C.5 Review and Oversight
C.5.1 U.S. Review of Research

Ninety-one percent of researchers said their studies had undergone review by a U.S. IRB. The majority of
studies (63 percent) had been reviewed by one IRB, and the remainder had been reviewed by two or more
IRBs. For 42 percent of researchers, it took at least three months to receive approval from the IRB. Nine percent
of researchers reported having ever abandoned a research project because it was impossible to get U.S. IRB
approval, despite modifications.

Although more than 90 percent of researchers underwent IRB review in the U.S., only two out of the nine
pharmaceutical researchers surveyed had their studies approved by a U.S. IRB. However, 100 percent of
pharmaceutical researchers, as described below, underwent both Ministry of Health and ethics board review
in the host country, and 100 percent, as described earlier, used written informed consent in their studies. One
hundred percent of researchers from the U.S. government and the U.S. military had their studies reviewed by
a U.S. IRB. Tables C.5.1 and C.5.2 show whether a study underwent U.S. IRB review according to the
researcher’s employer and the study’s sponsor.

Table C.5.1: Percent of Studies Undergoing Review by U.S. IRB, Host Country
Ministry of Health, or Host Country Ethics Board, by Researcher’'s Employer

Reviewed by Reviewed by

Reviewed by Host Country Host Country

Employer U.S. IRB Ministry of Health Ethics Board
University 91% 72% 84%
U.S. government agency (nonmilitary) 100% 86% 97%
U.S. military 100% 100% 92%
Pharmaceutical/Biotech 22% 100% 100%

Table C.5.3 lists the issues raised in review of studies by U.S. IRBs. U.S. IRBs were most likely to raise the
need for local language consent forms (66 percent) and letters from developing country officials (65 percent).
Close to half (45 percent) also asked about the cultural appropriateness of study procedures, and 30 percent
raised the relevance of the research to the developing country. Only 4 percent questioned whether the study
was too risky. These numbers already exclude studies for which researchers said the issue (e.g., placebos) was
not applicable. However, what our data cannot discern is whether IRBs did not raise a topic when applicable
because researchers had addressed the issue adequately in their protocol submission or because the IRB over-
looked it.
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Table C.5.2: Percent of Studies Undergoing Review by U.S. IRB, Host Country
Ministry of Health, or Host Country Ethics Board, by Source of Funding of Study

Reviewed by Reviewed by

Reviewed by Host Country Host Country
Source of Funding U.S. IRB Ministry of Health Ethics Board
U.S. government (nonmilitary) 97% 74% 89%
U.S. military 100% 100% 95%
U.S. private company 91% 86% 95%
U.S. non-profit (foundation, NGO, etc) 91% 73% 71%
Bilateral or international organization (United
States Agency for International Development
[USAID], WHO, UNICEE PAHO) 88% 91% 85%

Table C.5.3: Percent of Researchers Reporting Issues Raised by Their U.S. IRB(s) and
by the Developing Country Ethics Boards in Order of Likelihood of Being Raised

Raised by
Developing
Raised by Country Ethics
U.S. IRB(s) Board(s)
Issue % Yes % Yes
Need for local language consent form 66 50
Need for letters of approval from developing country representatives 65 31
Complexity of language on consent form 45 38
Cultural appropriateness of study procedure 48 29
Relevance of research question to country where research is conducted and/or rationale
for doing study outside the United States 30 23
Availability of intervention (if successful) to host country after study is over 23 25
Appropriateness of procedures for control group 18 17
Confidentiality protections for participants were not adequate 14 8
Use of placebos 12 12
Participant voluntariness may be compromised because of benefits study provides 10 7
Political considerations 7 14
Intervention was considered too risky 4 4

Researchers engaged in certain types of studies or in certain contexts were more likely to have particular types
of issues raised in U.S. IRB review. For example, the 12 percent of researchers engaged in studies they classified
as more than minimal risk were more likely to report whether their U.S. IRB raised whether the intervention
was too risky (18 percent versus 2 percent, p < .001), appropriateness of procedures for the control group

(35 percent versus 15 percent, p = .02), the use of placebos (32 percent versus 7 percent, p <.001), whether
voluntariness would be compromised because of the benefits provided (25 percent versus 8 percent, p = .005),
the relevance of the research question to the developing country (59 percent versus 27 percent, p < .001), the
availability of the intervention after the study was over (52 percent versus 17 percent, p < .001), the complexity
of the language on the consent form (66 percent versus 42 percent, p = .01), and the need for a local language
consent form (84 percent versus 63 percent, p = .02). Similarly, those conducting randomized trials were more
likely to be asked about the use of placebos, the availability of the intervention after the study was over, and
the complexity of the consent form. Studies focusing on HIV/AIDS or on vaccines also were more likely to be
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asked about the availability of the intervention after the study was over, and vaccine researchers were also more
likely to be asked about the cultural appropriateness of study procedures.

Researchers reporting that they worked in areas where “the standard of medical care may be much lower
than in the funding country, creating difficulties in establishing appropriate procedures for the control group”
were indeed more likely than others to be asked by their U.S. IRB about the appropriateness of procedures for
the control group (30 percent versus 14 percent, p = .02). Researchers were more likely to be questioned about
the cultural appropriateness of study procedures for studies where they believed that religious/cultural norms
of the population were inconsistent with individual decisionmaking (57 percent versus 44 percent, p = .02).

Only 20 percent of index studies had Data Safety and Monitoring Boards (DSMBs). Studies classified by
researchers as greater than minimal risk were significantly more likely to have DSMBs (50 percent versus
15 percent, p < .001), as were those funded by a U.S. pharmaceutical company (50 percent versus 17 percent,
p <.001) or a European pharmaceutical company (72 percent versus 18 percent, p < .001). Randomized
controlled trials, logically, were more likely to have a DSMB (55 percent versus 4 percent, p < .001), as were
studies involving clinical care (35 percent versus 17 percent, p = .008). Almost half (45 percent) of those with
DSMBs said the DSMB had raised ethics issues in their reviews, but there was no significant difference between
greater than minimal and minimal risk studies in the likelihood of ethics issues being raised. Studies in lower
HDI countries, however, were more likely to have ethics issues raised by DSMBs (76 percent versus 44 percent
for upper HDI countries, p = .03).

Thirty-two percent of researchers said U.S. regulations were never flexible when they needed to be, and
only 2 percent said they always were flexible when they needed to be (Table C.5.4). Almost all respondents
(94 percent) said U.S. IRBs sometimes or always were insensitive to local cultural norms, and 66 percent said
U.S. IRBs sometimes or always were more concerned with politics than with protecting the interests of subjects;
and yet 97 percent said that current U.S. regulations sometimes or always ensure high ethical standards.

In written comments and in focus groups, researchers requested more flexibility in requirements from
their U.S. IRBs and better education of IRBs to the conditions and realities of life in a developing country.
Representative of so many researchers, one respondent said, “I think IRB chairmen should be required to do
international site visits so they can see the realities of what they ask!” Another said:

The IRB guidelines at my university are so narrowly defined that they didn't apply in any way
to developing countries. I don't think there was a single member of the committee who had
ever been in a developing country. They wanted me to include a phone number people could
call with complaints when the closest phone to my project site was an hour’s drive through the
mountains and my subjects didn’t have cars. The members of the Board had no clue how to
make adaptations for people who can'’t read or write. It was a joke.

Another researcher similarly described being required to include the phone number and name of the chancellor
of his or her university. Still another said:

The U.S.-based IRB that I must use has essentially no experience with conditions and realities
of life, medical care, and research in developing countries. Their actions often seem more
focused on avoiding potential litigation than on protecting research subjects and very often
make decisions that perpetuate bad public health situations overseas because of a poor
understanding of realities.

One focus group respondent said, similarly:

I would say most of the people who are [on] IRBs here have never put their feet in those coun-
tries. They really don't know anything about the real life in these countries....If the target is to
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Table C.5.4: Researchers’ Beliefs/Attitudes about U.S. and International Human
Subjects Regulations and Guidelines

Options %Always | %Sometimes | %Never
U.S. human subjects regulations are flexible where they need to be. 2 65 32
Developing country collaborators rely on U.S. ethics regulations for guidance. 13 78 9
U.S. IRBs are more concerned with politics than they are with protecting the interests

of research subjects. 10 56 34
The current U.S. rules and regulations governing human subjects ensure high ethical

standards in research. 27 68 3
U.S. IRB regulations are insensitive to local cultural norms and traditions outside

the United States. 20 74 6
Developing country IRBs are more concerned with politics than they are with

protecting the interests of research subjects. 3 76 21
Developing country IRBs have voiced concerns to me about the costs associated

with the IRB carrying out its work. 6 20 74
National guidelines in developing countries are effective in protecting research subjects. 9 86 5

improve the welfare of these people, we have probably to find some compromise and be more
flexible between the concept of the individual rights and the feasibility not to miss the target in
the field with different cultures.

Indeed, some researchers suggested that the lack of flexibility actually impedes public health:

Institutional IRB regulations are quite strict and many times impossible to meet. This has
caused many studies to not be conducted in developing countries....My feeling is that we
have gone too far into rules and regulations and that many studies benefiting study groups
are being abandoned because of the strict regulations. In the long term it is people like those
included in a study population...that suffer, because the research is not being conducted.

Some researchers wanted more flexibility regarding particular requirements that originate in the United States
but that they feel are inappropriate in developing countries. One example was provided by a researcher in a
focus group of his U.S. institution requiring pregnant women to have the father of the unborn child sign a con-
sent form for the woman’s own HIV testing. The alternative, according to the U.S. IRB, was having the woman
sign a statement that this researcher felt was no better:

To raise this issue, you know, to have a woman sign ‘this child’s father is not reasonably
available or the child is a product of rape,” or I forget the third one, is really pretty bizarre.
Particularly if you're talking about HIV testing where in some countries that’s a really big deal.
You don't want your husband to know that you are getting HIV tested. There are real conse-
quences for the woman for that. It5 really inappropriate for us to be really forcing that issue.

C.5.2 Host Country Review

Seventy-seven percent of researchers reported that their studies had been reviewed by the host Ministry of
Health and 87 percent by a host country ethics board. Of those reviewed by a host country ethics board, 84 per-
cent were reviewed by the ethics board of the collaborating institution, 51 percent by a national board, and 16
percent by a state or provincial board. See tables C.5.1 and C.5.2 for a comparison of which boards reviewed
respondents’ studies, by the respondent’s employer and research sponsor. Only 5 percent of studies overall
were not reviewed in the host country by either the Ministry of Health or an ethics board. However, 12 percent
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of studies funded by a U.S. or developing country nonprofit or NGO were not reviewed by either the host
country Ministry of Health or a host country ethics board. All researchers whose studies were not reviewed by
either the Ministry of Health or a host country ethics board were employed by U.S. universities. U.S. pharma-
ceutical company researchers were significantly more likely to have had their studies approved by a national
ethics board than other researchers (78 percent versus 49 percent, p = .03) and were slightly more likely to
report that host country review was required for them. Researchers believed 29 percent of the time that the
developing country ethics board had been established because of U.S. human subjects regulations. Half of the
studies took two months or less to be approved in-country, although 12 percent took more than six months to
be approved by local boards. Six percent reported having ever had to abandon a research project because it was
impossible to get developing country IRB approval, despite modifications.

Table C.5.3 shows which issues were raised by the host country ethics board. Issues most likely to be raised
were whether there was a local language consent form (50 percent), the complexity of the form (38 percent),
the need for a letter of approval from the host country representative (31 percent), and the cultural appropri-
ateness of study procedures (29 percent). In general, each possible review topic was less likely to be raised by
the host country board than by the U.S. IRB, according to researchers. The exception was the issue of availability
of the intervention after the study was over, which was equally likely to be raised by host country boards and
U.S. IRBs. Host country boards were most likely to question future availability for HIV/AIDS and vaccine studies.
Political considerations also were most likely to arise with HIV/AIDS and vaccine studies. Researchers engaged
in genetic studies were more likely to be asked by host boards about the relevance of the research question to
the developing country (24 percent versus 10 percent, p =.008), and researchers working on perinatal health
issues were more likely to be questioned by host country boards about their confidentiality procedures (25 per-
cent versus 7 percent, p =.02) and about whether voluntariness could be compromised because of benefits
provided (36 percent versus 7 percent, p < .001).

Whereas, as described earlier, studies classified by researchers as more than minimal risk had more issues
raised in U.S. IRB review than did lower risk studies, the only issue raised more frequently in developing coun-
try review for more than minimal risk studies was the use of placebos (25 percent versus 9 percent, p =.02).

Respondents recognized the importance of local reviews, particularly with regard to their ability to raise
concerns about cultural issues, and 77 percent thought a developing country ethical review should be required
for all studies. Overall, 95 percent of researchers believed national guidelines in developing countries are some-
times or always effective in protecting research subjects. Researchers in focus groups also voiced their belief
that local boards were in the best position to make ethical judgments regarding the welfare and needs of their
communities:

As much authority as possible should reside in local ethical review boards. Our [Asian coun-
try]-based ethical review board that has members from the Ministry of Health and general
citizenry is vastly more qualified to pass judgment on a protocol to be executed in [Asian
country] than a U.S.-based commiittee.

This same respondent added that local boards also may be more likely to consider the relevance of the study to
their country’s health priorities.

These host international review boards are often interested in supporting research that is rele-
vant to their perceived needs, and they’re suspicious of studies which...may be to study some
sort of drug which the local people of that country will not be able to purchase.

Researchers questioned the success of host country IRBs having community representation, however. In the
survey, 50 percent of researchers thought there was inadequate community representation on local ethics
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boards. We heard similar comments in focus groups, often emphasizing that in some countries, persons of
differing backgrounds and/or class are unaccustomed to interacting with one another:

OPRR expects that the IRB...at least have some representation of the community in which
you're going to do studies. And traditionally in institutions’ committees, whether they be IRBs
or other types of committees in institutions in a place like [Asian country] are usually made up
with people who run the thing or they’re well-to-do/upper middle class community, and not
necessarily representative of the lower class in the communities in which the studies are being
done. And there’s some resistance and some confusion about our insistence that there be
representatives of commercial sex workers and STD patients sitting in the same room with
each other, first of all and secondly, I'm sure the group dynamics in that situation, even with
representation of the community at risk would make you wonder whether there’s true repre-
sentation, even if they’re sitting at the same table, or whether they feel comfortable expressing
their views.

Overall, researchers had varying experiences with host country IRBs, and several remarked how, in the years
they have been conducting research, host country reviews had evolved from being a stamp of approval from
one authority, such as the Ministry of Health, to a more rigorous and structured committee process. Still, just as
researchers reported that they thought U.S. IRBs needed to learn more about the realities of life in developing
countries, they believed host country IRBs needed to learn more about ethics. Ninety-one percent said develop-
ing country collaborators sometimes or always rely on U.S. ethics regulations for guidance. In a focus group,
one participant said:

[ would like to see more initiative in development and implementation of ethics education and
training in developing countries. The dialogue on this is dominated by the United States. It is
not up to us to determine what is best for them.

One respondent suggested that a training grant could be established for academic institutions to work with
local IRBs to provide education, training, and general IRB support. One researcher said, “Some of them do
really quite a decent job, just as you would want them to be. And there are others that are completely rubber
stamps, and nothing else....Yes, there’s an IRB, [but] I dont have any faith that there was any real review.” One
was quite concerned by this:

[Local IRB members] may be people that are not all equipped intellectually, culturally, scientifi-
cally to deal with the issues you are asked to deal with. And therefore, you introduce a false
sense of security and conformity with the rule, with the letter, when the spirit is actually
vacant.

Another researcher said:

In some cases, the developing country ethical review is actually a process of seeking permis-
sion to conduct research, and no ethical questions are raised at all. Developing country review
boards are often more concerned about the financial aspects of the study than about ethics.

Another researcher reported that in the country where he or she was working, there still was no IRB, and the
Ministry of Health believed that ethics review was not important. Thus, “our approval came in the form of a
letter from the Director of the Division of Epidemiology and no IRB process was undertaken.”

In the survey, 79 percent of researchers believed that developing country IRBs sometimes or always are
more concerned with politics than they are with protecting the interests of research subjects. Another voiced
the following concern:
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Some of the potential risks/ethics violations or cutting of corners can be perpetrated by col-
laborating investigators in other countries because the incentives to them (status, publications,
foreign travel) to get the data collected are substantial enough as to be coercive. I don't know
how policies and regulations could be written around this problem but I think it is not a trivial
issue.

By contrast, another researcher had a different experience:

Our current project in [African country]...they didnt have an IRB, but they made an IRB
according to the NIH guidelines, and I was afraid that it was going to be a rubber stamp, but it
turned out they had questions.... They actually raised issues and had questions that we had to
address, and it was healthy....I think going through an IRB review establishes questions and
then going through the process provides a cover for us and for that institution in case some
kind of trouble occurs.

Twenty-six percent of researchers reported that developing country IRBs have voiced concerns to them about
the costs associated with the IRB carrying out its work, and 70 percent believed funding agencies should
provide funding to support the work of developing country IRBs. One researcher said:

Foreign IRBs have no budget and will tell you, why should they use their time to meet U.S.
OPRR regulations when no funds are provided for salary, secretarial, DHL, office, notification,
etc?

Some researchers, however, were concerned about potential conflicts of interest when providing funding for the
host country IRB. One researcher described his or her experience:

Our research group has borne the responsibility for developing and maintaining an IRB in
[Caribbean country]. This has been burdensome for us and at some level represents a conflict
of interest. Our institutional IRB (as well as WHO and OPRR) have not been very realistic
about the difficulties associated with ethical review in other countries.

C.5.3 SPAs and the OPRR
Sixty percent of researchers obtained an SPA for their studies, and 66 percent of those funded by the U.S.
government had obtained an SPA. Those funded by any U.S. source were more likely to have an SPA than
those not funded by a U.S. source (65 percent versus 19 percent, p < .001). For the majority of researchers,
obtaining the SPA took three to six months, and for close to 20 percent it took more than six months. Six
percent of researchers said they had ever abandoned a study because it was impossible to get an SPA. The
majority of researchers (65 percent) did not find the SPA process valuable, and 49 percent thought the
requirement should be eliminated. Not surprisingly, those for whom obtaining the SPA took at least three to
six months were significantly more likely to believe that the SPA requirement should be eliminated than those
who obtained their SPA more quickly (62 percent versus 41 percent, p = .003).

Twenty-one percent reported that they encountered resistance on the part of developing country officials
in agreeing to an SPA; related, 24 percent reported encountering resistance on the part of developing country
officials to U.S. requirements for IRB composition.

The formation of an IRB board according to U.S. standards does nothing to assure appropriate
review....The check of having the Board look like a U.S. Board seems to be designed to assuage
consciences here rather than to get at the real issue of whether the protocol will be reviewed
by members who are truly objective and include a ‘member of the community’ who can
provide input into the study.
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SPAs often became a heated topic during focus groups and were also mentioned more than any other topic in
the open-ended comments researchers volunteered at the end of their surveys. One respondent wrote:

The SPA process is burdensome to U.S. and developing country investigators. I have
personally had to apply for three individual SPAs for the same project in order to satisfy the
administrative structure of the project. This led to more than a six-month delay in providing
our international collaborators with appropriate reimbursement.

Researchers often mentioned that the SPA requirement was duplicative at best and not designed to protect
subjects at worst. They believed SPAs involved additional bureaucracy with little additional protection of
subjects. One researcher wrote at the end of his or her survey:

In my experience, if local review has been done, the assurances add no additional protection
for human subjects (OPRR employees do not seem to have international experience).
Ministries of Health are sometimes offended that the U.S. is dictating policy and the composition
of ethics review boards in their countries. Furthermore, the delays in obtaining clearance often
prevent researchers from addressing real public health issues in real time.

Another researcher had a similar reaction:

In my experience they have not been very useful in terms of awareness regarding ethical
issues. The guidelines and filling out of forms in this structured way is EXTREMELY difficult
in developing countries. Mostly, it raises questions and in some way resentments. In many
ways the requirements are just signed without being read, mostly because they are so
cumbersome and complicated.

One researcher described how the act of signing a paper for collaborating agencies or government officials
sometimes was met with resistance. Another researcher described that in areas of war or political conflict, the
SPA requirement makes research impossible, since assurances require governmental signatures:

I've had people just dying, whole villages getting wiped out by African trypanosomiasis.
We can't work there [African country], because we can’t get an assurance, because there’s no
government.

Multiple researchers felt that the strict imposition of procedural and administrative dictates was inappropriate:
“The United States dictating how another sovereign nation should behave in the operation of medical research
is a bit arrogant and colonialistic;” “It is humiliating to ask bodies in other countries to accept U.S. rules;” or
“U.S. rules should not rule other countries. SPAs should be eliminated. Most countries get offended by having
to be certified.” Sometimes the rules inherent to the SPA process simply seemed irrational to researchers:

I converted an NIH R29 grant into an RO1 grant. Because the funding mechanism changed,

[ had to get a new SPA for essentially the same protocol, and the awarding of the grant was
delayed for many months....On the other hand, I have a five-year contract that may ultimately
support testing vaccines in Africa. I got an SPA for the first protocol executed under this
project, an observational study. No additional assurance will be required by OPRR for this
project, even for totally different protocols with much greater levels of risk.

In general, focus group discussions revealed that researchers believed SPAs had a bureaucratic, rather than
ethics, focus, requiring original signatures of narrowly delineated officials. One respondent described a lengthy
delay in starting his or her project because someone signed on the wrong line of a document. Fundamentally,
one researcher shared, it indicated that the oversight of research has turned into a “sad” state of affairs where
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researchers are spending the vast majority of their time attending to the paperwork requirements of oversight
rather than the true ethics considerations:

[ think one of the sad things is that I think in general the investigators... really want to do
what’ right, and they really care about the ethics and the research that they're doing. And, yet,
if you look at how much time on the average protocol in an international setting you spend on
the ethics of it, versus how much you spend getting your assurance in place, getting the con-
sent form down to an eighth grade level even though it’s going to be translated into another
language....So you spend so much time doing that. I would say probably less than 10 percent
of the time is being spent on ethical issues, and the remainder of the time gets spent on paper-
work, on exercises that don't protect human rights or human relations, human subjects. And I
think that what’s happening is that people are trying to now find ways to circumvent the IRB
process, not because of the ethical issues but because of the paperwork, because of the assur-
ances....And some projects are just not being done.

Others suggested that some researchers find current regulatory requirements so cumbersome that they now
try calling their research by a different name, in order to avoid having to follow the regulations:

It’s like find a loophole in this so that it’s not research....that’s not helping your human sub-
jects. In fact it5s just facilitating people to do an end run around the whole process. So then
you have no review. Oh, well, we're just going to provide treatment to some people as part of a
program and call it [something else] instead of research. And then you have no review of that
process. So, in fact...these OPRR regs and everything may...encourage people to go around the
whole process.

One researcher said that the SPA application package from OPRR meant the end of his or her research collabo-
ration: “T've sent it to some countries, and it’s the last I've heard of them, places where you've been cultivating
research for months and months.” Another said:

Our project almost ended. If we had not had a relationship before then, it would have ended.
I was told it [OPRR regulations] was insulting. I was told it was being imperialistic: ‘Didn’t I
think they were moral people?’

Several other researchers also objected to the rigidity with which U.S. guidelines or rules needed to be fol-
lowed in other countries. One researcher described two recent examples where host country colleagues reacted:
Another said:

)

You know, maybe that’s the way you do it in the West, but that’s not the way we do it here.

Rigid enforcement of U.S. regulations in another country or culture, however well meaning
or politically correct, is a form of cultural imperialism and is often resented by [the] local
population.

Many researchers were concerned that the staff at OPRR who reviewed SPA applications had inadequate
experience in international settings. Some respondents recommended taking SPA reviewers to field study sites
so they could see first-hand the conditions of the research. One researcher, however, suggested modifying,
rather than eliminating, the process:

Develop greater flexibility in the assurance process. This process should respect [the] scientific,
intellectual, and ethical integrity of IRBs in developing countries. Allow foreign IRBs to have
and maintain multiple project assurances [MPAs|. An IRB in a foreign country may start with
an SPA but graduate to an MPA if it demonstrates that it can maintain standards acceptable to
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[the] United States. For some countries where there are many ongoing projects and the
research infrastructure is well developed, this would make the process more efficient by
reducing the need for a separate SPA for each project reviewed by the same committee.

Sixty-four percent believed international guidelines (e.g., CIOMS) should be used instead of U.S. rules and
regulations, and 83 percent believed the composition of ethics review boards used in developing countries
should not be dictated by U.S. regulations. One researcher said:

I would like to see a U.S. policy that encourages developing countries to develop their own
requirements. I believe that this would lead to a greater impact locally by implementation of
requirements that they developed themselves.

There were general comments and recommendations concerning the future direction of international
research ethics and oversight. One researcher asked from where moral authority arises:

One can hear a perspective in a place like [Asian country] and maybe also in other developing
country communities where the issue of consent or ethics or decisions about morality are
really deferred to other people in a community. And so the idea of having an autonomous
opinion about morality or ethics of a particular study for instance, really depends on who you
are, whether you feel you have that moral authority or not, but whether you feel its appropriate
for you to make those decisions. So decisionmaking about issues like this I think are quite
complex and may not fit the usual ideas we have of autonomy in our society.

And finally, two researchers talked about the fragility of trust and the potential for our regulatory framework
to destroy that trust:

We've suddenly tried to bureaucratize, that ‘we trust you’ issue....We're losing that and I'm not
sure how to recapture it, but I think that’s one of things we need to learn from our colleagues
overseas is that they're trying to tell us something about trust, and then we do have to get our
cultures in agreement...and that’s the richness, I think, of collaborative research—we have to
decide together what is an acceptable level of ethical behavior, and then how do we document
that or how do we assure that.

Another wrote:

The concept of ‘ethics’ should not be restricted to the narrow issue of protection against
research risks. The NBAC must find a mechanism to view international research as a partner-
ship, not as an exploiter/exploited relationship. The NBAC should actively try to explain the
ethical framework as one of joint problem solving, and should do everything in its power to
facilitate this noble enterprise. As it stands now, the ethical community is at serious risk of
becoming marginalized and irrelevant to what is an exciting new era of trust, cooperation,
and the alleviation of human suffering world-wide.

C.6 Discussion

C.6.1 Informed Consent

There were several important findings from both quantitative and qualitative data regarding informed consent.
Researchers overwhelmingly use written informed consent, even when they believe it does not make sense to
do so; researchers believe the consent process is an important means of educating participants about the study,
although they want more flexibility in their methods to explain their research and document consent; and
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researchers believe more attention should be given in the consent process to participant understanding, even
though few researchers thus far have tested participant understanding themselves.

Given the educational and cultural contexts in which these researchers work, it was striking that as many
as 76 percent of them reported obtaining written informed consent in their studies. Of note, the older the
researchers were, the less likely they were to use written consent. Even when working in the lowest literacy
populations (at least 80 percent of the study population illiterate), 60 percent of researchers still obtained writ-
ten consent, although almost all researchers who used written consent also used at least one other method to
explain their studies to participants. Indeed, researchers described in focus groups and in comments creative
and multiple mechanisms for explaining research, ranging from focus groups and community meetings to
brochures and media campaigns. Researchers overwhelmingly believed that the consent process provided an
opportunity to discuss ethics issues with field staff, and host country staff were almost universally involved in
explaining studies and seeking consent from participants.

The vast majority of researchers (85 percent) wanted more flexibility in methods of documenting informed
consent. We have no way to know from our data whether the IRBs that reviewed the projects in question actu-
ally require written consent universally or whether they allow flexibility in certain situations, and investigators
did not know this either. And yet, if the IRBs had more flexibility, one must wonder why they did not ask
whether written consent was the most appropriate method to use. In some situations, researchers revealed that
it was OPRR, in negotiating a SPA, that had required the written consent, or required that written consent
forms grow in length from a couple of pages to more than five. Clearly, the U.S. Code of Federal Regulations
does allow exceptions to written consent in certain situations. Presumably an experienced IRB would allow
(or even require) researchers to use alternative methods when written consent either would be meaningless
(e.g., when the population is illiterate) or when it would create more harms than benefits (e.g., when the
purpose of signing the paper was significantly misunderstood or caused tremendous anxiety).

Written consent is the norm in domestic and international research, and it was the belief of most of our
researchers that they had to use this method, even when it seemed ridiculous to them to do so. A recommen-
dation that derives from this is that the new Office for Human Research Protections should reiterate more
explicitly to both researchers and IRBs that, although written consent should remain the norm for most human
subjects research, exceptions to written consent are allowed by current regulations and in some instances are
morally preferable. It is a disservice to the intent of the regulations to obtain written consent in contexts where
it is meaningless; in such situations, IRBs and researchers must consider broadly alternative methods to inform
potential participants about the study and to document consent.

Many researchers suggested that IRBs expand their examination of a study’s consent procedures from a
seemingly exclusive focus on the individual researcher-participant interaction, to greater attention to the multi-
ple methods researchers use to introduce the study to the community as a whole and/or to the family. As one
researcher put it, after months of informing the community about the research, talking to leaders, and holding
community meetings, to then be asked only how he was informing the individual participant indicated a lack
of awareness of the process by which participants were informed.

Many researchers used oral consent with a witness signature to document consent. A related approach that
we did not ask about is oral consent with the researcher’s signature, whereby the researcher signs a form attest-
ing that he or she explained the study to the participant and the participant voluntarily agreed to enroll. One
researcher recommended that IRBs require researchers to use one or more methods from a “menu of choices”
to reinforce within the research community that researchers must be thoughtful and considered about which
methods of informing and documenting consent are most appropriate for their target population and should
justify why they have selected a particular method.

Researchers further suggested that consent methods should be targeted to the study’s design and level of
risk. That is, some of them recommended that observational studies often should not require formal individual
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consent and that higher risk studies should receive more scrutiny and have more rigorous requirements for
consent and for understanding than lower risk studies. A clear recommendation is that researchers who have
used diverse methods of informing or documenting consent should share their strategies and outcomes with
colleagues and IRBs.

Certainly, many researchers referred to the tension between the presumed legal and ethics purposes of con-
sent forms and procedures. On the one hand, informed consent was interpreted by researchers to be an ethics
exercise, to ensure that their participants understand what they are being asked to do before deciding whether
to participate. On the other hand, some of the requirements, like signatures or indemnity language, were seen
as legal protection for themselves or their institutions. One focus group member suggested that if institutions
need what researchers viewed as legal protection, this should be separated from consent procedures, so that
procedures to protect subjects would be distinct from procedures to protect institutions.

Assessing participant understanding is significantly more challenging than drafting a consent form or
engaging in alternative methods to inform participants. Researchers who were not required to perform such
tests and who spent considerable time fulfilling other ethical requirements may have lacked time to address
this issue. Also, it is difficult to know what elements of a study to ask participants about or how much under-
standing is sufficient, although the threshold certainly would vary with the study’s risk. Only 16 percent of
our respondents said they had used a test of understanding, despite the repeated assertion in focus groups that
understanding was the relevant element of an ethical consent procedure and despite the fact that 65 percent of
researchers agreed that “a mechanism to measure participants’ understanding should be built into any research
study.”

That this area is challenging simply means that more empirical and conceptual work must be conducted
to learn which methods to assess understanding seem most effective and what types of outcomes are most
appropriate. An ethics challenge will always exist, however, in that certain concepts, despite broad and creative
techniques to inform participants, and despite tests of understanding, are likely to still not be understood, or
not understood the way Western researchers understand them. Concepts like DNA mapping, immunology,
placebos, or randomization will be completely foreign to some individuals, and despite the most creative
efforts, they will remain incomprehensible. Researchers and IRBs, then, must make the difficult balancing deci-
sion of whether the public health problem in question is important enough to warrant the conduct of research
where participants have a less than complete understanding (assuming that they are protected from harm) or
whether research will not be allowed in areas where participants cannot give consent with full understanding.

In terms of voluntariness, it is reassuring that researchers consistently reported that some numbers of
participants refused participation. While this does not verify whether participants accurately understood the
research, it does suggest that at least some knew that participation was not required. It is disconcerting, how-
ever, that refusals were less likely among populations of lower literacy, and of note that female researchers were
more likely to have some participants refuse than male researchers. It is hard to interpret from our limited data
the ethics implications of the involvement of village leaders or other family members in participants’ decision
to enroll and that these practices occurred more often in countries with lower HDI scores. That others are
involved is not necessarily an indication that individual participants were denied independent choice, nor is
it necessarily a sign that the choice made was an inappropriate or harmful one. Nonetheless, more empirical
work should be conducted on the meaning of individual choice in different cultures, particularly in relation to
gender, class, and political empowerment.

C.6.2 Study Design, Risks, and Benefits

A key survey question focused on why researchers were conducting their studies in developing countries rather
than in the United States. Researchers could answer this question by selecting one or more reasons from a list
provided. The most common reasons selected were that disease prevalence was higher, researchers had an
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interest in addressing global inequalities in health, and host country collaborators asked for U.S. collaboration.
Researchers also listed practical concerns, such as ease in identifying a relevant cohort, faster recruitment, and
cheaper cost. Researchers who worked in lower HDI countries were even more likely to mention disease preva-
lence, relevance of intervention to the local community, and interest in global health inequalities.

In focus groups, some candid remarks were made by private industry researchers describing why their
research was conducted in resource-poor areas. These justifications were practical, relating to faster recruitment
of participants and, in HIV research, access to patients who had not had prior therapy. It is noteworthy that
several of the private industry researchers in focus groups mentioned that completing a clinical trial quickly
was one of their primary goals, based on the short timelines set for them by their employers. Several private
industry researchers voiced their belief that, while the host countries were unlikely to be able to afford the new
drugs that were being tested in their studies in the future, it was ethical to carry out the studies there because
individual participants received some benefit during the study. In analyzing the survey data, it was not possible
to make statistical comparisons between private and public sector researchers, due to very limited numbers of
private sector respondents.

In the survey, relatively few (12 percent) of our respondents classified their research as greater than minimal
risk, although 24 percent of researchers conducting intervention research classified their research this way, and
researchers conducting randomized controlled trials or HIV/AIDS research were more likely to call their
research greater than minimal risk. We have no means to objectively classify researchers’ studies in terms of
their level of risk, although it is possible that researchers, so close to their work, sometimes underestimate risk.
At the same time, because IRBs and ethics boards rarely questioned researchers about risk in study review, it
was clear that they were not concerned that researchers were underestimating risk.

Of note, researchers working with children were less likely to call their research greater than minimal risk.
Although we asked researchers about the risk involved in their studies, we did not ask about potential clinical
benefits that may result from study participation, and thus we cannot assess the risk/benefit ratio for studies
reported in the survey that included children or infants. U.S. regulations require that greater than minimal
risk research with children be conducted only when the children enrolled are likely to benefit directly, and
the CIOMS guidelines specify certain conditions for conducting research with children, including determining
that the purpose of the research is to obtain knowledge relevant to the health needs of children and that the
research could not be conducted in adults and balancing any potential risks of the research with potential
direct benefits for the children in the research study. In this survey, the norms for conducting research with
children in developing countries have not been explored, while in focus groups, researchers mentioned that
ethical guidelines for conducting research with children vary between industrialized countries. Further inves-
tigation of standards and practices regarding research with children in both industrialized and developing
countries is warranted.

It is evident that the vast disparity in resources and background conditions between the U.S. and developing
countries creates ethical challenges in the area of risks and benefits, in several ways. First, potential study par-
ticipants may feel they have no choice but to join a research protocol, even a risky one, if it offers the chance
of benefits unavailable outside the study. Moreover, in relatively deprived background situations, participants
may be more vulnerable to misunderstanding the likelihood of personal benefit, out of their desperation and
need for any type of health care. Most survey respondents (64 percent) felt that study participants joined their
index project because of benefits obtained; and researchers in focus groups reiterated this theme. Seventy-six
percent of researchers with greater than minimal risk studies stated that participants joined for benefits, and
even 02 percent of those in minimal risk studies said the same. At least two focus group respondents felt that
the direct benefits obtained by individual participants in a research project were sufficient justification for doing
the research in a resource-poor setting, even if it did compromise voluntariness, and even if the treatments
would not be available to the host country as a whole.
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This raises questions about the degree to which voluntariness is compromised in such a setting and about
the justification for doing research in populations that will not receive the larger benefit of access to successful
treatments or research results. Certainly, since 30 percent of researchers generally and 44 percent of researchers
conducting greater than minimal risk studies believed that their participants had unrealistic hopes about study
benefits, further efforts to ensure participant understanding of study protocols must be implemented.

Second, this disparity in resources between rich and poor countries makes it difficult to establish procedures
for control groups. Researchers repeatedly expressed concern about the appropriate treatments for control
groups. Fifty percent of the survey respondents who had a control group stated that the standard of care was
lower in the host country, creating difficulty in establishing appropriate treatment for the control groups.
Furthermore, 78 percent of researchers believed that the issue of what standard of care to provide to study
participants should be decided on a case-by-case basis. Several researchers commented that they believed it
was ethical to offer study participants less than the best-known treatment in a controlled trial, if the best treat-
ments were not locally available and if the study was addressing questions relevant to the needs of the study
community. Determining the right standard to provide to control groups can be particularly challenging in HIV
research. Most HIV drugs are very costly, making them prohibitive for most resource-poor countries and for
the budgets of many research projects as they are currently constructed. In addition, the chronic nature of the
disease demands that treatment be ongoing, and deciding when, if ever, study benefits should end becomes
problematic. Also, even if drugs could be provided, they often require a health care infrastructure for testing
and monitoring that is not available.

Third, this disparity in resources raises questions about what other treatments or care, unrelated to the study
itself, researchers should provide to participants and/or to the larger community and for how long. This was a
lengthy topic of discussion in several focus groups. In situations where study participants lack basic care, they
often turn to the research team to address their health needs. Researchers described difficulty in determining
how much care to provide, and, in some cases, they received little guidance from their U.S. IRBs in determining
what was appropriate. Researchers sometimes found that a study could not be conducted in a particular popu-
lation because the medical care costs would be overwhelming, and the researchers felt they could not conduct
the study without providing this supplemental care. In some cases the medical needs of the population were
not evident until after the study had been initiated. One researcher commented that IRB members may have
assumed that medical care was locally available when it was not. From researchers’ comments, it appeared that
funding agencies and IRBs had no clear policy about the issue of medical care unrelated to the research question.

Finally, there is a tension between the desire to directly benefit the study population and the need or desire
to gain scientific knowledge to eventually benefit larger numbers of people. While this tension exists in all
research, it is heightened in resource-poor settings, since participants’ likelihood of receiving comparable benefit
outside the study is significantly less than it might be in other settings. This tension is further heightened in
countries with lower human development indicators. Indeed, researchers described struggling with the question
of whose benefit is paramount: study participants or a larger community, such as all those who suffer from
particular disease. Many researchers stated that their primary motivation for working in developing countries
was to contribute to long-term health benefits for these countries and to reduce global inequities in health;
nonetheless, every researcher must face the practical dilemma of how to balance the acquisition of such knowl-
edge with the health needs of the individual participants. Virtually all the researchers in focus groups expressed
concern for the well-being of the study participants, but also described limitations of time, money, and infra-
structure, as well as scientific goals, that sometimes circumscribed their efforts to provide benefits to individual
participants.

Data from this project, both from surveys and focus groups, indicate that U.S. researchers are acutely aware
of and are often quite troubled by these ethical issues. The challenge, of course, is how to respond to them.
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That researchers are sensitive to the ethics dilemmas is an important first step. Raising awareness among IRBs,
as described earlier, about the realities of life in a developing country and raising awareness of ethics issues
among host country boards also should help. Ultimately, however, the ethics issues raised by a study that is
providing care that is considerably better than care that is or will be provided in the surrounding community
raises larger challenges than can be solved simply by educational interventions. Much greater attention should
be devoted to these ethics issues at a policy level so that coherent policies can be developed concerning what
researchers should provide to participants in terms of standards of care for control treatments and in terms of
unrelated medical care.

C.6.3 Obligations to Participants, Communities, and Countries

While most researchers in our study agreed in principle that effective study interventions should be provided
after a study ends, many voiced concern that the practical realities can make this problematic. Researchers
raised issues involving who will pay to implement successful interventions, how adequate infrastructure can
be established to deliver interventions, how equitable selection of recipient populations or groups can be
accomplished, for how long future benefits should be provided, and more. In the written survey, researchers
with intervention studies were asked a series of questions about their plans to provide the intervention, if suc-
cessful, to any groups in the host country at the conclusion of the research. More than half of the respondents
with successful interventions were planning to provide them to at least some groups at the end of the study.
Thus, although providing interventions can be costly and difficult, arrangements already are being made to do
so in many cases. Some of the interventions were being provided only to study participants, but 29 percent
were provided to the entire host country. Host country governments, logically enough, were more likely to be
involved in the plans to distribute the intervention to the entire country than in other plans; international
agencies were more likely to be involved in providing the intervention in lower HDI countries.

It is notable that researchers who provided the intervention were more likely to say that they were conducting
the study to address global inequalities in health. In two cases, researchers in focus groups reported having
made specific plans to provide expensive drugs to study participants at the end of the study, although the drugs
would not be made widely available in the host country. In general, researchers expressed the sentiment that
providing interventions was a laudable goal, but that the economic realities of resource-poor countries made
it impossible to accomplish on a broad scale. Fifty-three percent of researchers agreed that research should not
be carried out in a developing country unless the intervention will be made available after the study, although
many felt that imposing a precondition that interventions must be provided if research is to be carried out
would prohibit much useful research that would have the potential to benefit poor communities in the
developing world.

Some details of the arrangements to provide interventions were not obtained in the written survey, such as
whether the intervention researchers were testing was a short-term or long-term one, its cost, and whether it
required an accompanying infrastructure, all of which are related to the feasibility of future implementation
and may have affected whether or not researchers provided their intervention. One respondent stated that
high drug prices, particularly for HIV drugs, were a major obstacle in providing access to treatments in
resource-poor areas and that this problem could never be resolved by ethics committees.

Other respondents noted that the utility of the intervention itself—for example, a new drug—hinged upon
the infrastructure that was available in the host country. In many cases adequate infrastructure for health care
does not exist, and providing an intervention would require large scale improvements in the health system.

A few researchers mentioned the magnitude of the economic problems faced by resource-poor countries and
stated that individual researchers were not in a position to address these inequities. At the same time, it was
clear that U.S.-funded research did sometimes lead to lasting improvements in health care in the host coun-
tries. Many researchers said that they would welcome such improvements, but would be disturbed by policies
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that put a halt to U.S. research projects that did not result in immediate widespread implementation of inter-
ventions, since in the end, they believe, this would be more harmful to resource-poor countries.

Fewer participants (27 percent) agreed that international policy should require researchers to establish a
mechanism for continuing delivery of medical care after completion of the study. It is not clear whether
researchers believed this question was referring to the ongoing provision of study-related interventions or to
the provision of general medical care unrelated to the intervention. Medical care unrelated to the research ques-
tion may be seen by researchers as a responsibility of the host country and international agencies rather than
that of the U.S. research team. Many researchers felt that the global inequalities in health care and economic
resources were too great to be addressed adequately by individual research projects in developing countries.
However, many felt that it was desirable to continue medical care and other services that had been set up in
host countries, if reasonable mechanisms, other than a requirement imposed on researchers themselves, could
be developed to support this.

In sum, although most researchers expressed concern for a blanket requirement that all U.S.-funded
research provide successful interventions to host countries’ communities, many interventions, in fact, are being
provided, and many researchers are taking steps to accomplish this goal. This is another area that deserves
further inquiry regarding the mechanisms and policies that can address the goal of providing benefits to those
communities in resource-poor countries that have participated in research projects, without halting or encum-
bering the research process.

Separate from research products, U.S.-sponsored research can, and should, include capacity building in
developing countries for health care and research activities, including the enhancement of human capacity.
Focus group participants frequently mentioned that collaboration with, and respect for, the host country
researchers was essential to well-designed and appropriate international research. Several researchers described
relationships they had with in-country colleagues for many years. Consistent with this, U.S. researchers with
less experience were less likely to involve their colleagues in a number of the research tasks.

The survey results revealed a hierarchy of research tasks that involved collaboration, from more intellectual
tasks, such as grant writing and data analysis, to field operations, such as recruitment of study participants and
training of research personnel. Developing country colleagues were more often included in the field operations
than in the intellectual work, although a significant number were included in both. The lowest level of partici-
pation by developing country scientists was in grant writing; those projects that included some developing
country funding, logically enough, were more likely to involve host country scientists in the grant writing
process. One respondent remarked in survey comments that U.S. researchers often had a paternalistic attitude
towards their developing country colleagues and that host country scientists were not allowed to develop skills,
such as grant writing, that would enable them to work independently. Grant writing is one area in particular in
which more extensive capacity building seems warranted; developing country scientists who could obtain
funding could gain more control of the research and could direct the research towards goals relevant to their
country’s needs.

Capacity building also involves resources for health care or research infrastructure, which may be left in
the host country at the conclusion of the study. The vast majority (94 percent) of survey respondents said that
some resources remained, ranging from medical equipment, organizational structure, and computers to better-
trained personnel. Studies conducted in lower HDI countries were more likely to leave behind resources such
as buildings or power equipment than studies in higher HDI countries, and studies with some developing
country funding were more likely to leave organizational structure. Focus group participants commented that
equipment and supplies are only useful if the technical expertise is left behind to utilize them. In 68 percent of
the index studies, organizational structure was left behind; however, funding may not exist to carry on research
or health care activities.
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One survey respondent described enhanced public health surveillance and procurement of medication in his
or her study that would not be maintained at the conclusion of the research; another described better hospital
treatments for a life-threatening disease, which reduced the mortality rate during the study. These researchers
mentioned their concern that at the conclusion of the research, conditions would revert to their previous state.
Thus, in some cases, the benefits of research may be short lived if sustained efforts are not made after study
completion to continue collaborative relationships and to continue to build the human and material capacity of
host country communities.

C.6.4 Oversight and Research Review

Overall, 91 percent of studies were reviewed by a U.S. IRB, 87 percent were reviewed by a host country ethics
board, and 77 percent were reviewed by the host country Ministry of Health. Indeed, only 5 percent of studies
were not reviewed by any board. That almost all studies received outside ethics review suggests that, in the
relatively short period since U.S. regulations and international guidelines governing human subjects research
have been in place, the idea that studies should receive prior review from an outside committee has become a
standard practice.

Our small sample of researchers from the pharmaceutical industry were significantly less likely to have their
studies reviewed by a U.S. IRB, but in every case their studies were reviewed in the developing country. In
focus groups, pharmaceutical researchers from two companies commented that their company policy required
local (host country) review at each study site, but did not require U.S. IRB review. The requirement for local
IRB review fulfills Food and Drug Administration (FDA) requirements, which companies must follow when
submitting clinical data to the FDA for drug approval. It should be noted FDA regulations are the only ones
applicable to private industry, since private companies are exempt from the Common Rule?, which requires
U.S. IRB review for projects carried out outside the United States.

While outside and prior ethics review has become standard practice, it is less clear what the content of
that review is. From researchers’ reports of which issues were raised in review of their studies, it is clear that
procedural issues are far more likely to be raised by U.S. and to a lesser degree host country boards than are
substantive issues. U.S. IRBs were most likely to ask researchers about the need for a local language consent
form (again, despite the questionable appropriateness of written consent), for letters of approval from develop-
ing country representatives, and about the complexity of language on consent forms. The substantive issue
addressed most frequently was whether the research question was relevant to the host country (or why the
study was being conducted in the host country), although this issue was raised with fewer than one-third of
researchers.

Lagging further behind was the future availability of the intervention to the host country (addressed by
23 percent of IRBs) and issues of design, such as the appropriateness of procedures for the control group and
whether the intervention might be too risky, addressed by only 4 percent of IRBs. Of course, that an IRB did
not raise an issue might have meant that the researcher had addressed the issue adequately before submitting
the protocol; alternatively, our findings suggest that IRBs truly are better equipped or more schooled in discerning
procedural issues, such as whether or not a local language consent form has been submitted, which certainly
are easier for IRB staff or reviewers to ascertain through such means as a check list. These are items that can be
gleaned from U.S. regulations and then easily noted to be present or absent in each study. Such items do not
require as much training or experience in real research ethics; thus, a more sophisticated analysis of the adequacy
of the materials presented by a researcher from human subjects perspective need not occur.

Certainly, some number of procedural requirements are inevitable and appropriate in even the most sophis-
ticated of reviews. Moreover, one could argue that procedural issues apply to all studies, and particular sub-
stantive issues will apply only to particular studies, so of course the likelihood of procedural issues being raised
should be higher than each individual substantive issue. On the other hand, we asked respondents to report
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whether the IRB had raised an issue only if the issue (e.g., adequacy of the intervention provided to the control
group) was relevant to their own study. Fortunately and appropriately, IRBs were significantly more likely to
raise substantive issues with the 12 percent of studies investigators classified as greater than minimal risk. For
such studies, issues from the appropriateness of interventions for the control group to whether the study was
too risky were more likely to be addressed by U.S. IRBs.

U.S. IRBs also were more likely to ask about issues that researchers themselves thought were relevant to
the study. For example, researchers who reported in the survey that they believed that the standard of care
in the host country was lower than that of the funding country—and that this made it difficult to establish
procedures for the control group—indeed were more likely to be asked about the adequacy of control group
interventions by the IRB. Of course, from our retrospective survey, one does not know whether the U.S. IRB
brought this issue to the researcher’s attention, whether the researcher brought it to the attention of the IRB, or
whether both the researcher and IRB independently believed the issue was relevant.

Host country boards, like U.S. IRBs, asked about the need for a local language consent form more than any
other issue. Host country boards, however, were less likely to ask about all issues than the U.S. IRB, with the
exceptions of the availability of the intervention after the study was over and the appropriateness of using
placebos, which were asked equally often. It is possible that host country boards raised fewer issues because
they generally reviewed studies only after U.S. IRBs had approved them and researchers had cleared up issues
of concern; however, it is possible that because the host country review was submitted by the respondent’s
developing country colleague, the U.S. researcher was not fully aware of all of the issues raised. Or, it might
be that developing country boards are truly less likely to raise a variety of issues in their reviews. Certainly
researchers believed developing country ethics boards needed additional training in ethics and that host country
boards often raised scientific or budgetary issues rather than ethical issues. Certainly, ethics capacity building
can be part of the general capacity building in which researchers participate as part of research collaborations.

The FIC of the NIH recently released for the first time a request for proposals to provide long-term ethics
training to developing country scientists, presumably to address this need. It is less clear how U.S. IRBs or the
new OPRS will learn more about the realities of international health work, as was also suggested. Short of
requiring extensive travel, one possibility is to require someone with substantial experience in developing
countries to review studies, as is required for research with prisoners or with Native American populations.
Further, even a small amount of required continuing education for IRB members and staff could provide
statistics about typical distances from phones or health clinics, the likelihood of having a car, typical literacy
rates, or even the frequency with which in-country ethics boards meet and the operating budgets of local
ethics boards.

It is important to emphasize that U.S. researchers believed strongly in the importance of host country
review, and 77 percent believed it should be required for all studies. Researchers reported that it is during the
host country review that culturally relevant concerns are likely to be raised. Indeed, in our survey, cultural
appropriateness of study procedures was the second most likely issue to be raised by host country ethics
boards. Several researchers further commented that when a thorny ethics dilemma arises (e.g., what standard
of care should be used or what study end point is appropriate), it is the host country that should decide.

An issue that raised considerable emotional response in focus groups involved SPAs, which currently are
required for all federally funded researchers and/or those otherwise required to follow the Common Rule when
they work in developing countries. Most would agree that the intent of the SPA requirement is good: SPAs
are designed to ensure that a host country board reviewed the study and that the composition of the board
was both varied and legitimate. The SPA requirement is a way to make sure that a single person, such as a co-
investigator, or even a government official, did not simply write a letter approving the study. The requirement,
further, was designed to ensure that the host country review was an ethics review, rather than one based on
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financial or political considerations. While these goals are laudable and appropriate, the system in execution,
according to our respondents, generally has been a failure.

First, there was consensus that the process for obtaining an SPA is excessively bureaucratic. Whereas all
other ethics and design decisions and negotiations occur locally between the United States and the host coun-
try researchers and institutions, to obtain an SPA, the U.S. federal government must become involved. This not
only delays the process significantly, but more importantly from an ethics perspective, it brings individuals into
the mix who, according to our respondents, in general have less familiarity with both particular research settings
and international health research than the other parties already providing external review.

Several researchers wondered, in focus groups, why their U.S. IRB cannot decide the adequacy of the host
country board if there are generic concerns about composition. Many researchers used the word “ridiculous”
when describing current SPA requirements and cited issues such as the need for original signatures from nar-
rowly specified officials in the host country or the need for a completely new SPA every time a new or follow-
up study is conducted between the same institutions or in conjunction with the same ethics board that already
had been sanctioned by OPRR and granted an SPA. Of little surprise, then, 65 percent of researchers believed
the SPA process was not valuable, and half thought it should be eliminated.

Not only did researchers believe that the SPA added little to the ethical conduct of their research, they further
were concerned that it offended their colleagues, a practical and a moral concern. From a practical perspective,
gaining trust and interpersonal familiarity can take months or years and is essential to the smooth execution of
a cross-national collaborative project. Outside requirements that threaten this relationship, because they are
offensive or “imperialistic,” to quote our respondents, clearly impede the research process. Arguably more
important, however, from a moral perspective, a goal of U.S. and international guidelines is to respect persons
and communities. While it is appropriate, according to our researchers, for U.S. guidelines to require host
country review and to require that certain elements (such as evaluations of risk and benefit or appropriateness
of consent procedures) constitute that review, to delineate too precisely the composition of boards or the types
of people who have authority over their procedures can be disrespectful of how other countries conduct their
work. Requiring other countries to follow certain procedures seemed to be more offensive to our respondents’
colleagues, they reported, than requiring that certain substantive areas be covered in a review. If our government
is concerned about the adequacy of ethics capacity in some developing countries, specifying who can sign off
on the board’s composition is not the answer.

Many researchers in both focus groups and the survey recommended allowing developing country boards
international guidelines (such as CIOMS) rather than having to follow U.S. regulations. The majority of respon-
dents (64 percent) thought international guidelines should be used; only 7 percent disagreed.

Researchers’ global comments regarding IRB review and SPAs overlapped, as one would expect, with their
comments regarding informed consent. Informed consent was a significant part of research review, so when
researchers asked for greater flexibility in how to inform participants or how to document consent, they often
more broadly expressed the desire for greater flexibility in the review process. Researchers again requested
flexibility both in how IRBs interpret federal guidelines and in the guidelines themselves.

In general, researchers voiced strong interest in and support for the spirit of ethics guidelines—that is, to
protect the interests of research subjects and their communities. However there was widespread concern that
the regulations themselves and their interpretation by IRBs often failed to adequately protect populations in
developing countries and, in fact, impeded the process of conducting research that meets substantive ethical
standards.

B-64



D. Results of the Study of Developing Country Researchers

D.1Description of Developing Country Researchers and Their Work

D.1.1 Quantitative Research Component

Demographic information pertaining to participants in the developing country survey is shown in Figure D.1.1.
More males (68 percent) comprised our sample as compared to females, and a little more than half (53 percent)
of the respondents were less than 45 years of age. The majority of our survey respondents were physicians
(M.D.s) or equivalent (69.3 percent) and were employed by universities (62 percent). Forty-four percent of

the researchers were members of an IRB/ethics board at either the national/state or local level. Three-quarters
(74 percent) of IRB members were male. In addition, more than half (63 percent) of the IRB members are older
researchers (>45 years of age).

In order to determine their level of experience, the researchers were asked about the numbers of years they
have been involved in conducting research in developing countries, the average time they spend on research,
and the number of studies they have conducted. About half of them (53 percent) had fewer than ten years of
research experience in developing countries, while the other half had more than ten years of experience.
Eighty-one percent of the researchers had conducted more than five research studies, while fewer researchers
spent more than half of their time conducting research.

Figure D.1.1. Socio-Demographic Information on Researchers
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In our survey sample, most of the researchers (37 percent) were conducting studies in Asia, followed by
Africa (29 percent) (see Figure D.1.2).

To explore the types of studies being conducted, their topics, and the methodological approaches that are
being used to investigate those topics, we asked the researchers to provide information about their work.
Those researchers who had been involved in a research project and had received funds from the United States
and/or who had collaborated with U.S. investigators were asked to identify that project as the “index study.”
Researchers who were neither involved in U.S.-funded studies nor had collaboration with U.S. researchers were
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Figure D.1.2. Regions of the
Developing World Where Health
Researchers Conducted Research
(Researchers could check more than
one region) (n = 200)

Table D.1.1: Information on the
Developing Country Researchers’ Index
Studies (Respondents could check
more than one option)

Number of
Topic of the Study Responses | Percent
: Pacific Infectious disease
_ Carlibean islands non-HIV/AIDS 61 31
Latin 5% 1%
America / Health systems/services 52 27
8% Chronic disease 46 24
___Asia Cultural practices/behavior 40 21
37% -
Reproductive health 35 18
South __ HIV/AIDS 28 14
America Nutrition 25 13
20% Environmental health 23 12
Injury 11 6
Other 9 5
Vaccine development/testing 9 5
Perinatal health/birth defects 9 5
Genetics 8 4
Africa 29% Number of
Discipline of the Study Responses | Percent
Epidemiology 103 52
asked to identify a research project they had been Health Services Research 60 30
working on for the past five years that would be Clinical Care 47 24
labeled the “index study.” Behavioral Science 34 17
Researchers were asked to provide information Microbiology 28 14
regarding their respective index studies. The results Anthropology 23 12
of these questions are shown in Table D.1.1. Almost Psychology/Mental Health 14 7
one-third (31 percent) of the studies involved sthh.er 12 ;
. . . . t
infectious diseases excluding HIV/AIDS, and nearly =
45 percent of the studies were conducted on infec- T " ggsm 2?;22 S
tious diseases including HIV/AIDS. Twenty-seven o — y n lpo >
percent of the studies addressed issues in health servatvlona escriptive stucy > >
) . Prospective study 56 28
systems/services research, and a quarter of the studies , ,
(04 ) in chronic di b Only 5 Randomized controlled trial 54 27
percent) in chronic isease research. Only 5 per- Qualitative methods = >
cent were related to vaccine development and testing. Operational research/program
In response to the question regarding the disci- evaluation 41 21
pline of the study, nearly half (52 percent) of the Community-based intervention 40 20
studies were related to epidemiology, while one-third Case-control 36 18
(30 percent) were in health systems research and Other 8 4
24 percent in clinical care. Anthropology and behav- Cross-sectional study / 4

ioral studies were also included in nearly one-third
of the responses.

Among the various methodological approaches
being used to carry out different studies, 53 percent
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of the respondents were conducting observational
and descriptive studies. Twenty-eight percent were
prospective studies, while 27 percent were labeled as



“randomized controlled trials” that are liable to be
clinical in nature. Twenty-seven percent of the
reported studies used qualitative methods.

The survey gathered information about the source
of funds being provided to carry out the index studies
(Table D.1.2). Developing country governments
funded 35 percent of the studies, followed by inter-
national organizations, which provided funds for 25
percent of the studies. Developing country sources
funded a large number of the studies, whereas the
private sector (any source) funded fewer studies
overall.

Table D.1.2. Sources of Funding for the
Study (Multiple answers question)

Number of
Source Responses | Percent
Developing country
government 69 35
International organization
(WHO, PAHO, etc) 49 25
U.S. nonprofit
(foundation, NGO) 42 21
U.S. government (nonmilitary) 36 18
Bilateral organization
(USAID, etc) 35 18
European government
(nonmilitary) 25 13
Developing country nonprofit
(foundation, NGO) 18 9
U.S. private company 14 7
European nonprofit 12 6
Developing country private
company 12 6
Other 10 5
U.S. military 7 4
European private company 7 4

U.S.-funded studies comprised an important group
for the purpose of our study. Studies having one or
more than one sources of U.S. funding were defined
as U.S.-funded studies. It excluded bilateral organi-
zations. Forty-four percent of the studies were
funded by one or more than one U.S. sources (Table
D.1.3). U.S. nonprofit organizations were the largest
funding source amongst the U.S.-funded studies.
The relationship of the source of funding
(whether U.S. or non-U.S.) with the topic of the
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Table D.1.3: U.S. Versus Non-U.S.-
Funded Research

Funding Percent of Studies
Non-U.S. 56
uU.sS. 44

study was further explored and is displayed in
Figure D.1.3. More (74 percent) studies on
HIV/AIDS were funded by U.S. sources than by
non-U.S. sources (p = .001). Of all the health
systems studies, 69 percent were funded by non-
U.S. agencies and 31 percent by U.S. sources

(p = .024). More (54 percent) of the studies on
infectious diseases (excluding HIV/AIDS) were
funded by U.S. agencies (p = .05). Forty-one percent
of the studies on reproductive health were funded
by non-U.S. sources, and 59 percent had U.S.
funding (p = .046).

Researchers were also asked to provide informa-
tion about the study population. The responses are
shown in Table D.1.4.

The largest number of studies was conducted on
nonpregnant women (78 percent), followed by men,
who were involved in 66 percent of the studies.
Fewer studies enrolled infants. The majority of the
studies involved participants who were Christians
(71 percent), followed by Muslims and local indige-
nous religions. Nearly half of the respondents said
that their study population had 6 to 12 years of
formal schooling, and 4 percent of the studies
involved populations who were university educated.

D.1.2 Qualitative Research Component

Focus group respondents for the developing country
study were nearly equally male and female, 19

(53 percent) and 17 (47 percent) respectively. The
majority of respondents had primary citizenship
in developing countries (89 percent), followed by
8 percent with U.S. citizenship, and 1 percent had
citizenship in other developed countries. Half of
the respondents were aged 32 to 43 years, with
all respondents under the age of 65. Respondents
conducted different types of research with many
reporting observational studies and community-
based intervention studies (see Table D.1.5).



Figure D.1.3. U.S. Versus Non-U.S.-Funded Research (n = 199)
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Table D.1.4: Information on Index Study

Participants

Groups Number (%) Yes
Nonpregnant women 152 (78)
Men 128 (66)
Pregnant women 92 (47)
Children 1 to 5 years 83 (43)
Infants (younger than 1) 48 (25)

Religion Number (%) Yes
Christian 139 (71)
Muslim 77 (39)
Local indigenous religion 52 (26)
Buddhist 36 (18)
Hindu 28 (14)
Don’t know 15 (8)
Animist 10 (5)
Jewish 9 (5)
Other 74)
None 17 (7)
Education Number (%) Yes
6 to 12 years of formal schooling 94 (51)
1 to 6 years of formal schooling 64 (35)
No formal education 11 (6)
University educated 74

Other/don’t know

9 (5

Table D.1.5: Types of Research

Study Design Frequency (%)
Clinical trials 14 (38)
Observational studies 24 (65)
Community-based studies 21 (57)
Behavioral studies 17 (46)
Anthropological studies 8 (22)

A total of 68 percent of respondents were currently
involved in research. Of the 12 respondents not
currently involved in research, 7 had done some
research in the past five years and 5 had last been
involved in research over five years ago. The majority
of respondents had between eight and ten years of
research experience involving human subjects.
Slightly more than half of the respondents reported
functioning in the role of principal investigator
on research projects, while 29 percent served as
co-investigator. Three global regions were most
frequently mentioned as the sites of research
activities (see Table D.1.6).

Various sources for research funding were
reported (see Table D.1.7).



Table D.1.6: Research Sites

Research Location Frequency (%)

Asia 21 (54)
Africa 12 (32)
Latin America/Caribbean 5(14)

Table D.1.7 Funding Sources for
Research

Funding Source Frequency (%)
U.S. government 9 (26)
U.S. military 2 (6)
U.S. private company 2 (6)
U.S. nonprofit, foundation, NGO 11 (32)
Non-U.S. government 8 (23)
Non-U.S. private company 1(3)
Non-U.S. nonprofit 7 (20)
Bilateral organization 14 (40)
Other funding 7(21)

For 78 percent of the respondents, their primary
employer was located in a developing country, while
the remaining 22 percent had primary employers
located in the United States. Half of the respondents
identified their primary employer to be a university.
Other primary employers included government
agencies and research institutions (see Table D.1.8).

Table D.1.8: Primary Employers

Primary employer Frequency (%)
University 50%
Government agency 20%
Private nonprofit research institute 11%
Private for-profit research institute 6%
Independent consultant 3%

D.2 Informed Consent

D.2.1 Results from the Survey

The requirement for obtaining voluntary, informed
consent from human subjects study participants is a
fundamental aspect of research ethics. This section
covers the area of informing and obtaining informed
consent from study participants in the developing
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countries. The results are based on the survey
questionnaire completed by developing country
researchers.

Disclosure
Survey participants were asked about the different
methods they used to inform participants on their
research studies. Three out of four (77 percent) of
the developing country researchers used explana-
tions, as well as question and answer sessions with
participants, either individually or in groups, as a
way to inform and/or to obtain consent for study
participation (Table D.2.1). Only one out of five
researchers used pictorial descriptions of the study
or study procedures to inform the participants.
Academic researchers tend to use pictorial descrip-
tions more (27 percent) than nonacademic
researchers (11 percent, p = .017). Only a small
percentage (4 percent) of the survey respondents
stated that they used videos to explain the study.
Half (50 percent) used community meetings
to describe their studies, although a majority
(63 percent) agreed that where appropriate, com-
munity leaders” approval should be required by
U.S. IRBs, in addition to individual informed
consent (see Table D.2.4 on Recommendations).

Table D.2.1: Methods Used to Inform
Participants and/or to Document Consent
for the “Index” Research Project, in
Order of Likelihood of Being Used

Option % Yes
Explanation and question and answer session with
participants (either individually or in groups) 77
Written informed consent, requiring a signature,
thumbprint, or equivalent 62
Community meeting to describe the study 50
Approval from a village or community leader 49
Other methods 36
Oral consent with a witness signature 33
Test of participant understanding of research

before enrollment 27
Pictorial description of study or study procedures 20
In research with adults, approval or consent

from another family member 19
Video to explain study 4




In their studies, 27 percent of researchers had tested participants’ understanding of the research study before
enrollment (Table D.2.1). When asked for their recommendations, a very high percentage (84 percent) of them
recommended that a mechanism to measure participants’ understanding should be built into any research
study.

More than half (58 percent) of the researchers disagreed that the formality of going through the informed
consent process raises distrust in study participants. Nonacademic researchers were more likely to disagree
(70 percent) with this statement than academic researchers (48 percent, p = .019).

More than half (58 percent) of the survey respondents agreed that some potential participants declined to
enroll after learning about the study (Table D.2.2). One-third (32 percent) of all survey respondents disagreed
that some potential participants declined enrollment after learning about the study.

Table D.2.2: Responses to Statements Regarding Consent in Index Studies

% Strongly
% Strongly Disagreed
Agreed and and
Option Agreed % Neutral Disagreed
The informed consent process is focused too much on the individual rather
than on the family and/or community. 66 10 24
Participants often do not understand the concept of placebo. 50 24 26
Study participants are usually aware that they are in a research study. 84 10 6
The consent process is an important means of educating participants about
the study. 94 3 3
The consent process provides an opportunity to discuss ethics issues with
field staff. 89 6 5
After learning about the study, some potential participants declined enrollment. 58 10 32
The formality of going through the informed consent process raises distrust
in study participants. 27 15 58
Local staff shortened or simplified the consent procedures compared to the
original protocol. 35 16 49
Legalistic language was required on consent forms that was not meaningful to
study participants. 29 9 62

Informed Consent Procedures

Written Consent. The survey respondents were asked about the methods of informing participants and/or
documenting consent (Table D.2.1). Sixty-two percent of the researchers in our sample used written informed
consent, requiring a signature, thumbprint or equivalent. However, a higher percentage of physicians in the
sample used written informed consent (68 percent), whereas only 47 percent of nonphysicians used it (p = .014).
IRB members were noted to use written consent more often (69 percent) than non-IRB members (55 percent),
in their research studies (p = .062). When the population of study participants is less than 20 percent literate,
written informed consent was obtained from only a third (33 percent). When the population’s literacy rate is
over 20 percent, written informed consent was obtained from two-thirds (65 percent, p = .023).

Shortening or Simplifying Consent Procedures. Half (49 percent) of the researchers disagreed that local
staff shortened or simplified the consent procedures compared to the original protocol, while 35 percent
agreed (Table D.2.2). Sixteen percent of the researchers were neutral on the question. Academic researchers
were more likely to agree (45 percent) than other types of researchers (24 percent) that local staff shortened or
simplified the consent procedures (p = .025). When the population of study participants is less than 20 percent
literate, over 60 percent of the researchers agree or strongly agree that local staff shortened the consent pro-
cedures, versus 32 percent, when the population’s literacy rate is over 20 percent (p = .001).
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A very high percentage (89 percent) of the researchers agreed that the consent process provides an opportunity
to discuss ethical issues with the field staff (Table D.2.2).

Oral Consent. One-third (33 percent) of the researchers used oral consent with a witness signature (Table
D.2.1). Older researchers (> 45 years of age) (39 percent) tend to use oral consent with witness signatures
more than younger researchers (25 percent, p = .054).

Approval from the Village or Community Leader. Half (49 percent) of the researchers sought approval
from a village or community leader as a method for informing participants and/or documenting consent for
their specific research studies (Table D.2.1). Nonphysician researchers sought approval from the village or
community leader more often (60 percent) than physician researchers (44 percent, p = .051). Those researchers
who did not obtain written informed consent were also more likely to obtain approval from village or community
leaders (69 percent) than those who did obtain written informed consent (50 percent, p = .015).

Consent from Another Family Member. In research with adults, one out of five (19 percent) of the
researchers obtained consent from another family member (Table D.2.1). It is interesting to note that only half
as many IRB member researchers (13 percent) used this method, compared to non-IRB member researchers
(26 percent, p = .063). Those researchers who did not obtain written consent from the study participants were
more likely to obtain consent from another family member (28 percent) than those who did obtain written
informed consent (11 percent, p = .008).

Overall, two-thirds (66 percent) of the researchers perceived the informed consent process as being focused
too much on the individual rather than on the family and/or community (Table D.2.2). Among the researchers,
most academic researchers (73 percent) said it is too focused on the individual, while fewer (55 percent) of
nonacademic researchers agreed on the same issue (p = .019).

Forty-seven percent of the survey respondents said it is true or sometimes true that religious beliefs and/or
cultural norms of study populations were inconsistent with the practice of individual decisionmaking (Table
D.2.3). When the researchers identified their study populations as being of the Muslim faith, a higher percen-
tage (59 percent) stated that it was true or sometimes true that the religious beliefs and/or cultural norms were
inconsistent with the practice of individual decisionmaking. In contrast, 36 percent of the researchers who
identified their study populations as being of other faiths reported that it was true or sometimes true that the
religious beliefs and/or cultural norms were inconsistent with the practice of individual decisionmaking
(p = .004).

Table D.2.3: Responses to Ethical Issues in International Research

% True and

Option Sometimes True
Medical care provided to participants generally is not available outside the study. 61
Study gathered potentially sensitive information about participants. 58
Study participants have unrealistic hopes about personal benefits from study participation. 55
The standard of medical care in the host country may be much lower than that of funding country,

creating difficulties in establishing appropriate procedures for the control group. 66
Participants join because of the desire for compensation, medical care, or other benefits. 63
Research priorities of funding agency are not congruent with priorities of developing country. 58
Treatment or intervention being tested is unlikely to be available to most citizens of developing country

in the foreseeable future. 48
Inadequate community representation on the local IRBs/ ethics boards. 61
Religious beliefs and/or cultural norms of study population are inconsistent with the practice of individual
decisionmaking. 47
Ethics issues are rarely discussed with field staff on this research project. 39
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Study Participants’ Understanding of Informed Consent

Almost all respondents (94 percent) agreed that the consent process is an important means of educating par-
ticipants about the study (Table D.2.2). A high percentage (84 percent) of them also said that the study partici-
pants are usually aware that they are in a research study (Table D.2.2). Eighty-nine percent of researchers not
employed by universities and 79 percent of researchers employed by universities said that study participants
are usually aware that they are in a research study (p = .036).

Concept of Placebo. Half of the survey respondents (50 percent) agreed that study participants often did
not understand the concept of placebo. Twenty-six percent disagreed while 24 percent of them were neutral.
Older researchers (> 45 years of age) were twice as likely (67 percent) to say that participants often do not
understand the placebo concept than younger researchers (<45 years of age) (34 percent, p = .006)

Sixty-two percent of the respondents disagreed that legalistic language required on the consent forms was
not meaningful to study participants (Table D.2.2). As many as half (51 percent) of the academic researchers
and three-quarters (75 percent) of the nonacademic researchers disagreed that the legalistic language required
on the consent forms was not meaningful to study participants (p = .021).

Researchers’ Perception of Study Participants. Slightly more than half (55 percent) of the researchers
stated that it was true or sometimes true that the research study participants had unrealistic hopes about
personal benefits from participating in the study. Sixty-three percent of them said it is true or sometimes true
that participants joined because of the desire for compensation, medical care, or other benefits.

Recommendations
Survey respondents were asked for their recommendations in the area of informing and obtaining consent from
study participants. Responses from all the researchers versus only those whose studies are/were funded by the
United States are compared in Table D.2 4.

The key recommendations based on the survey sample in the areas of disclosure and informed consent are
as follows:

1. The majority (72 percent) of survey respondents preferred that human subjects regulations allow more
flexibility in ways of documenting informed consent (e.g., nonwritten methods), while 20 percent disagreed.
For those researchers who have been funded by the United States, 77 percent of them agreed that human
subjects regulations should allow more flexibility.

2. For observational studies, 40 percent overall and one-third (32 percent) of U.S.-funded developing country
researchers agreed that formal individual consent should not be necessary.

3. Sixty-three percent of respondents agreed that where appropriate, U.S. IRBs should require the approval of
community leaders, in addition to individual informed consent.

4. Most of them (84 percent) agreed that a mechanism to measure participants’ understanding should be built
into any research study.
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Table D.2.4: Recommendations

Developing Country Researchers

Developing Country Researchers* (U.S. Funded)**
% % % % Strongly
Strongly Strongly Strongly Disagree
Agree and Disagree and Agree and and

Recommendations n Agree |% Neutral| Disagree | n Agree | % Neutral | Disagree
Human subjects regulations should
allow more flexibility in ways of
documenting informed consent
(e.g., nonwritten methods). 187 72 8 20 82 77 4 19
Formal individual consent should not
be necessary for observational studies. [ 189 40 15 45 81 32 17 51

Where appropriate, community
leaders’ approval should be required
by U.S. IRBs, in addition to individual
informed consent. 189 63 16 21 81 64 12 24

A mechanism to measure participants’
understanding should be built into
any research study. 188 84 11 5 82 84 10 6

*Survey respondents from developing countries

*#*Survey respondents from developing countries whose index studies are/were funded by the United States.

D.2.2 Results from Qualitative Research

Disclosure, Voluntary Participation, and Informed Consent

The topic of informed consent consistently generated a great deal of discussion throughout these interviews.
Informed consent is a fundamental element of U.S. guidelines and regulations for research and must be imple-
mented by U.S. researchers worldwide. Although the cultural and structural contexts of research vary greatly
across countries and within countries, some common themes emerged in the data. Generally, respondents
considered there to be three separate issues in the informed consent process:

m Community and potential participant education.
® Documentation.
m Level of participant understanding.

Many respondents felt that education of the study community and potential study participants about research
and making the concepts of the research project understandable to them was critical in gaining informed
consent. U.S. regulations for the documentation of consent were discussed at length.

Informing the Community. Community and individual education was viewed as fundamental, as this
respondent remarked:

...for individual consent, I feel it is right for every individual to know what type of research is
going on. And I feel that for any group that is going to decide, there should be [an] adequate
time interval, when they would be educating the people as to what they will be carrying out,
and what they are likely to benefit and what they may not benefit for it, before they come in to
carry out the procedures of research.
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Several respondents described lengthy consent processes that involved meeting with village leaders and com-
munity members to explain the proposed study, which was not required by any U.S. guidelines or regulations.
However, one respondent described a specific phase of the study that was the pre-study community education
component required by the study sponsor, NIH. Researchers were required to go into the study community
seven days in advance of implementing the study and meet with community leaders and talk with potential
study participants about the research and the proposed study.

Several respondents explained a process that was used to communicate difficult medical concepts to
members of the study community. One respondent said:

[ gathered around 22 representatives of community and talked to them, they all listened
attentively. When I came back I knew I was unable to reach them. So I decided there is
something wrong with the way I approached them. I requested them to gather again, mean-
while, I prepared myself and educated myself and tried to explain in their own language by
giving examples of things which are of their own interest...how water is necessary for growing
crops and similarly water is necessary otherwise the child gets dehydrated...before plowing
you prepare the land and then put seed in it so that the yield is healthy and plenty, in case of
your children do you prepare your women for childbirth to have a healthy baby...this is how
I made myself and my team acceptable in the village.

In gaining informed consent, one salient issue was that it should be done in a culturally appropriate manner.
Although the written and signed consents seemed to be more difficult to execute in many study communities,
the overall concept of consent seemed to be consistent with local cultural practices, as this respondent
explained:

...it’s [informed consent] a cultural practice and part and parcel of our cultural norm, that you
introduce yourself and tell them why you have come.

Respondents emphasized the importance of following local social norms and cultural customs during the
recruitment of study volunteers, even if it is a time-consuming process. This was of high priority and concern
for some respondents. In one university, students are graded on how well they dress and interact with the
study population. Another respondent remarked:

...if you do not conduct yourself [in] what is a socially accepted way, they will kick you out.
[ mean it is as simple as that. So, if you go there you have to follow the accepted norms in that
society and explain what you want to do.

Informing the community is held as the critically important component in gaining informed consent. As one
respondent remarked, the standard that is always used is individual informed consent. But because so few
participants are really familiar with research, getting informed consent was viewed as depending on how well
the individual and the community were educated about the study. Individual consent is the end result of a lot
of conscious and unconscious “community consultation.” As this respondent commented:

People get information through the media and through what other people in the community

are talking about, although the aim is for individual consent.

Standards of Disclosure
Disclosure of medical information was not discussed at great length. One respondent mentioned this issue in
terms of the discomfort of the disclosure of medical diagnosis for which there was no local treatment available.
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Disclosure of HIV test results was mentioned as being provided with pre- and post-test counseling. Another
respondent disclosed cancer diagnoses gradually over a period of time, as was culturally more appropriate.

More often, disclosure was described in terms of communicating the risks and benefits of research participa-
tion to potential study volunteers. Full disclosure to study volunteers was perceived to influence the success of
not only the current study, but also future research projects. As one respondent stated:

In [African country] we see it as a very essential complement of any successful research
because be it at, the community level or in the hospital, rumors spread very fast.
Misinformation goes around very rapidly, so to have any successful research, we think it
is important to be transparent and to get the patient to understand exactly what they need
to go through. So for us its a must.

Several respondents mentioned that poorly supervised recruitment efforts or staff who receive monetary
incentives for achieving recruitment quotas could result in a failure to communicate all aspects of the study.
This situation created negative consequences for present and future research efforts. In one case, study partici-
pants wanted to leave the study early because they were not made fully aware that blood would be drawn on a
monthly basis. As this respondent stated:

...so right at the beginning I would try to explain that [negative consequences]...because
other people who are participating [recruiters] were more interested in recruiting that person
and would tell them the positive side of participating and not mention the negatives.

Another respondent described incompetence in adherence to regulations among data collectors and admitted:

In certain situations the forms are just handed over to data collectors and they are not super-
vised. The problem arises when the next round of data collection starts and false hopes are
raised.

This was true of hospital settings as well, where written consent forms are given to the patient, but are typically
just signed without being read or without any explanation given by the provider. Although specific risks and
benefits may be included in the consent form, the consent process in those cases is reduced to “just getting a
signature.”

Voluntary Participation

Several respondents made very clear statements that participants understand that study participation is
voluntary. This respondent expressed concern that respondents are told explicitly about the voluntary nature
of study participation:

One of the important things...is, including in the consent forms is that its a moral obligation
thing. Like we have to say, and this is my own feeling, that if you do not answer the question
and if you refuse to on the interview...don' feel bad about it. Sometimes they do that...its
don't have time or I don't have energy. So this is something which is not in the regular consent
forms.

Another respondent agreed:

It is on us to make, to let them know that [study participation is voluntary] because if you
don’t make it clear, then they’re tied to this stuff, which is not good.

Several respondents also mentioned cultural and structural barriers to voluntary participation. Two respondents
commented on specific cultural factors:
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...if you're coming from the government system or from the university, and you turn up and
you're doing research, traditionally people are very receptive anyway for visitors. So they
extend [to] you that traditional hospitality and they will answer questions without...hesitation.

You know in our country, people feel that they are morally bound not to refuse a guest. We
assure them that if they refuse, their reputation will not fall in our eyes.

A situation was described of how voluntary participation was not allowed in a study among military conscripts.
The data collection was conducted in one large room where military conscripts were present with their superiors
who initially did not allow conscripts to leave without participating in the study. This respondent related the
experience:

...we somehow negotiate[d] with the superiors to let them walk out if they dont want to
participate in the study.

One respondent raised a concern regarding local policy and informed consent. In this particular case, a U.S.
organization was conducting large national demographic surveys in two African countries. This work is typi-
cally organized and implemented through the national statistical offices most often found as a nondepartmental
entity or within departments dealing with economics, finance, or planning. Most developing countries have
such offices, and they are responsible for gathering certain information that is used for statistical purposes.
Providing this information is considered mandatory by the government. The problem arose in two countries
where the national statistical offices felt that the information included in this national survey was within their
legal mandate for gathering data to be used for statistical purposes. A consent form was implemented in
gathering the survey data; however, all references to the data collection as being voluntary were deleted from
the consent form. When blood was drawn as part of the survey for gathering information on biomarkers, the
entire consent form was permitted including the statements that participation was voluntary.

Documentation

Written Consent. Respondents felt it important for study participants to provide consent, but found it difficult
to fulfill U.S. consent documentation requirements. The concept of the written consent form was new in most
study communities and has only reached familiarity in settings where people regularly participate in research.
One of the most salient problems with informed consent was the amount and detail of information required to
be included in written consent forms. These statements reflect the concern of most respondents:

I found that the consent document as required in this country. I mean it lists so many
subheadings, that for a lot of situations in which we are doing research, people generally
find it irrelevant. They will either grant you consent or not.

You are kind of complicating the whole situation by ...go[ing] into depth about asking
permission and all of that.

Respondents reported using written consent forms of up to eight to ten pages in length. Generally respondents
felt the required content made consent forms too complicated and detailed. Some study participants were
described as being intimidated and frightened by official-looking written documents. However, one respondent
suggested that the NIH regulations had “very clear guidelines” that “they were able to translate...into a rural
culture.” Another respondent disagreed with this and explained that condensing the consent form to even one
page does not address all barriers:

But that doesn’t make any difference if you're dealing with an illiterate person. Thats the case
for more than 60 percent of the population of [Caribbean country]. Even though we have
one-page informed consent, that doesn’t make any difference.
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Illiteracy was the concern of several respondents:

In many parts of endemic areas, [a] relatively high percentage of local people are illiterate.
Thus asking for written consent is unfair.

Several respondents felt that the consent form regulations focused on the legal protection of investigators or
universities and were being applied in locations that do not have a legal framework similar to the United States
to sustain or guide the process. As one respondent said regarding these procedures, “It is driven by the
American system.” Another respondent commented that there were no answers for study participants when
they asked about the confusing language of “giving up legal rights” found in the consent form. The complexity
of written consent forms can unfairly exclude people from participating in research:

...its making it difficult for people and I even question the ethics of it. By making the form so

complicated, are we preventing people who should have a right to participate from participating
because they cannot read or interpret that lengthy, you know [consent form]....We are excluding
people because of that, and they should have a right to participate too. So we need to look

at that.

Several respondents, who felt that these forms should not be used in lieu of a thorough ethical review,
commented on the emphasis on legal protection in the consent form requirements. These respondents felt
that consent forms should not excuse ethics violations or take on what is the responsibility of the review
boards. One participant commented:

[ think institutional review boards must review the ethics of studies and not necessarily the
unethics [unethical aspects] of the study with a piece of paper [consent form] saying we told
the patients...it must be reviewed to see if it’s ethical....

Verbal Consent. Many respondents felt that in certain situations, using an oral consent process was more
appropriate than using a written consent form. In order to provide the necessary and sufficient information so
that people could understand and make a decision, many respondents felt that this could only be done verbally:

Informed consent for me is not giving a paper and then sign. We have to explain because
when we explain what does it really mean, like you have explained to me right? What is the
objective of the research, what you have come [for], what is the benefit there or no benefit
there, what is his right or her right or whether he can say, yes or no, so given all the explana-
tion and description what you're really going to do so that he or she can form an opinion of
whether he or she wants to participate....

The typical verbal consent process described in the data involved the study staff reading a written consent

form or a disclosure statement to the study volunteer followed by discussion and an opportunity for the study
volunteer to clarify information and ask questions. The person may or may not sign the form, in some cases a
thumbprint is used, and often there is no record of the consent. Several respondents reported having the staff
person as a witness who signs the consent form stating that the study volunteer understood the conditions of
the study and agreed to participate. Some respondents describe this oral consent process as an opportunity to
not only “explain™ and “clarify” the conditions and implications of the study but also, as one respondent said:

Its a great venue to teach, to really educate people, especially with HIV disease. . .it gives you
an opportunity to really sit one on one almost like counseling....

Other respondents described the time-consuming process of talking and discussing the study with potential
volunteers over a long period of time before they decide whether or not to participate.
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Verbal consent was a very appropriate technique for many respondents in the settings, where literacy levels
are low and verbal exchanges and discussion are the cultural norm. Respondents commented that written
consent forms possibly were more appropriate in some settings, such as urban areas, and for intervention
studies versus observational studies or for epidemiological studies that do not cover sensitive topics. As one
respondent noted:

In a noninterventional study it is more important to sit with people or individuals and explain
to them verbally rather than signing a document.

Heated debates were reported among respondents who had to deal with the inappropriateness of the written
consent forms in some of their study communities. In conducting a national survey, one respondent reported
this issue was resolved by using the written consent form as the goal, while allowing study staff to adapt this to
their settings, using verbal consent as necessary. Respondents referred to “formal” and “informal” consent, but
no clear definition of these terms emerged in the data.

Signed Consent. Many respondents felt that the signed consent form, regardless of how well the issues
of the study are explained, verbally or in writing, created suspicion and discomfort among potential study
volunteers and actually served to deter research participation. There are several reasons for this, including a
history of political unrest and conflict, as this respondent explained:

...this is mainly because of the history that our country has gone through with sometimes
repressive regimes. ..if you sign any document...somebody could use it against you at a
certain point.

In some countries signing a document is synonymous with potential harm, while in other countries, it is asso-
ciated with property, and signing a consent form may be misconstrued as signing away a home or land. Other
respondents stated that when a document is signed it signifies that there is distrust between the two parties or
that the document refers to something legal to which the person is now bound. Several respondents reported
that study participants were willing to answer any questions for the study but were reluctant and unwilling to
sign the consent form. There may be other, more specific cultural meanings attached to the act of signing one’s
name that were not mentioned here.

Level of Risk and Consent Requirements. One respondent commented on her ten years of research
experience and the differing requirements of consent by local ethics review committees that she has observed.
Different types of studies were required to have different types of consent. Clinical trials required written and
signed consent forms; community-based interventions and trials required verbal consent which could be
documented, but signatures were not required; and, until recently, observational studies did not require
documentation of informed consent.

Social Science Research. Two respondents were particularly concerned about social science research being
conducted to gather data on sensitive personal topics without the use of consent forms. According to one
respondent, there has been “gross indifference to ethics and self-regulation” in the social sciences. One of these
respondents recognized a need to develop ethical guidelines for social science research “to protect participants
and uphold their dignity.”

Research Versus Program. Others questioned the development-oriented programs that are not research
per se but that have conducted surveys or evaluations without using consent forms:

I don’t know how like somebody should know like the World Bank or the WHO, UNICEE,
when these organizations conduct studies....I know there’s a lot of studies conducted by or
sponsored by these organizations and I've never seen consent forms.
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Communal and Surrogate Consent

While the U.S. ethical guidelines emphasize individual autonomy, in many developing countries, emphasis is
on the collective well-being of the community, and reaching community consensus is paramount. One respondent
commented on this fundamental cultural difference:

There are a lot of cultural differences...my experience of research in the United States is very
limited. However, there people are more concerned about what they will get out of it and once
you explain it to them that there will be no immediate benefit, they are a bit disappointed
initially. The basic difference I think is that in [the] United States, an individual can make a
decision on his own.

Seeking approval or permission for the study from community leaders or through the established hierarchy of
leadership was critically important in some study communities. Although this was often not a requirement of
investigators per U.S. guidelines, it was a critical step in gaining access to the community. Several respondents
described the process of meeting with village leaders to explain and discuss the details of the proposed study.
The leaders discussed and asked questions, and when they reached a consensus, they would either grant or
deny permission for the research to be implemented in their community.

Once the village leaders gave their permission, the investigators could comfortably approach individuals for
their participation. Individuals could refuse to participate despite their community leaders’ approval of the
project. Regarding this process one respondent said:

...if you've had all of the authorizations from the Ministry of Health, and locally you read
everything to them (community leaders) and they understand what you're going to do in the
community, then they sign the consent. But if you're going to individual consent, you are
going to scare people. But as long as local leaders are giving consent, then every program is
complete, because they explain everything to the subjects.

Government approval was mentioned by one respondent as being particularly effective in gaining community
and religious leaders’ permission for the study:

But what we do, successfully what we have been doing is when we launch a study, we take the
permission from the general health or general family planning, and he sends a letter to all of
the district levels [down]...to the lowest hierarchy of the [local] health facility.

Other respondents disagreed with the process of communal consent. While they recognized the importance
of community leaders’ involvement and awareness of the study, they did not feel community leaders should
provide consent. As this respondent remarked:

It may be appropriate or sufficient to ensure community leaders are informed of the research
rather than requiring their approval. In communities where leadership could either be aligned
to prevailing politics or/and biased towards men, such a requirement may not fulfill the ethical
aims as intended.

Another respondent felt that the protection of individual rights and particularly rights of minorities and
women is made difficult in settings where surrogate or communal consents are culturally promoted. One
respondent suggested the way around protecting the autonomy of individuals, but still seeking permission
from community leaders, is to ask for signed consent from individual participants or from a third party where
literacy is low:
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The way around that could be to, you know, to...have a consent. Read up [the consent form]
to individuals [and] have a third person as [a witness] who can then sign the form for the
individual. But I...wouldn’t think it would be enough to just use the community leader’s
permission to go ahead and do the study.

Another respondent disagreed with this and felt that true informed consent will take years of community
education and exposure to research:

I would agree with you, but we are talking about meantime. Meantime. Like for example, in
[African country] meantime, if you have to do a research, I think it would be okay to go ahead
and just get consent from the leaders. But for personal autonomy in the long run you have to
educate the people in terms of their rights... You can't actually expect someone on an individual
level to actually give, what is called informed consent...I mean, otherwise, [you are] just
getting a signature, really.

Surrogate Consent. Individual consent is not culturally appropriate in some settings where individual deci-
sionmaking is not the norm. Surrogate consent was a particularly poignant issue for women. In many cultures
women are in a position of little to no decisionmaking power within their household. This has been an important
concern in some countries and has been raised on local ethics review boards. A respondent described this
specific incident:

I think in our society husband’s permission is very important so that should somehow be
made part of the regulations. Well, we had this experience that we took permission from the
woman, conducted the interview and at that time the woman did not think it was important
to get the husband’s permission. But later she had lots of trouble with her husband and her
mother-in-law. After that we explicitly asked for husband’s permission.

Legal advice was sought in one case to determine whether or not a husband or a son could provide permission
for their wife or mother to have surgery. In another example, a respondent explained how a video of a puppet
show on breastfeeding to be shown to mothers in the community had to be performed for community leaders
before the study was implemented to provide proof that it included nothing that was culturally inappropriate.
Only after permission was granted was the video shown to the mothers.

The inappropriateness of individual consent was also mentioned in the context of conducting research
among the elderly. One respondent provided the example of a study on Alzheimer’s disease in which participants
were recruited door-to-door. In this particular host country, the elderly are cared for by their relatives and
rarely live alone. The family, in a sense, serves to protect their elderly relatives. Surrogate consent was the only
acceptable method for gaining informed consent in this context:

In [Asian country] you find very few elderly living alone. At the time we were doing the study
probably something like two to five percent. Five percent is even too high. It is like two to
three percent were living alone. So, therefore, when you not knock on the house and there is
an older person, the consent is given by family and relatives, not by that older person. And
they decide whether to let you or to allow that older person to answer questions. So, you have
to explain to them what you are doing.

While all participants felt it was important to protect human subjects rights, they also recognized that these
particular cultural issues should be addressed in designing appropriate consent processes.

One respondent related the idea of communal consent to a group of peer investigators with whom he would
conduct HIV research. Investigators were intimidated by HIV disease, which carried an enormous stigma in the
host country, as in many other parts of the world. After presenting the study and allowing investigators to
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discuss and ask questions, the discomfort and fear of researching and talking about HIV was reduced. The
respondent also felt that because a local and not a Western investigator conducted the presentation, the
information was more easily accepted.

Level of Understanding

Most respondents felt it unrealistic to think that study participants will be able to comprehend all of the details
of the study. It is very clear among respondents that the idea of the consent form is useless unless the person
understands it. These two respondents commented as follows:

...informed consent means nothing if the participant has not understood it. Otherwise it is
just a piece of paper. It is just rubbish.

Is it meaningful? As a tool to improve research...but not all of the patients understand in our
city, a big university hospital.

Respondents generally felt that broad concepts should be communicated without confusing participants with
too much technical or medical information that unnecessarily raises their anxiety. Again, the educational
process was emphasized as one respondent said:

[ think informed consent is the most difficult part of research. It is also the most sensitive. It
depends on how well you educate the patient and how much awareness there [is]....

Another respondent described a long process of recruitment of couples for a study. She visited each family’s
house individually, returning several times to answer questions and provide explanation before the couples
made a decision. She commented that this took a great deal of time but that “it was important that they under-
stand” what study participation entailed. The education component was important.

Several respondents did think that it was possible for study participants to have an acceptable level of
understanding to be involved in the study. A respondent stated:

It doesn't take a whole lot of research that someone should get a Ph.D. to understand some of
these things. You just need to explain in the vernacular, what research is so they understand
what they are getting into.

One respondent felt that there should be an assessment of the level of understanding of the participant before
introducing the consent form. This respondent commented as follows:

[ think...it [informed consent] is extremely important, informed consent has a place in
research because the people that in my case....I would take a skin snip or blood or remove
nodules from people and they need to understand the relationship between those nodules and
blindness. I need to go through the life cycle of whatever you're doing with the patients to that
point so that they understand...So we find out that they know what we want and they know
what to get from it [study participation]. Once that is established, then informed consent
[documentation] is absolutely important.

Another respondent described the process of trying to explain complex biomedical information using language
and concepts comprehensible to participants. This respondent said:

Working with HIV was really very difficult to put all of that information down there. So we
had to break it down really like...although it wasn'...very accurate, you know...to talk about
retroviruses and even clinicians themselves don’t know what you're talking about, so we had
to break it down.
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Many respondents discussed the difficulty of explaining placebo and control arms and the logic behind apply-
ing them in study designs. Study participants generally wanted to receive the intervention and did not under-
stand the concept of “placebo.”

Barriers to Autonomy. While the decision to participate in research is preferably an informed and
autonomous one, social and contextual factors greatly influence decisionmaking. In many societies, patients
defer to their doctor in health care decisions. Several respondents described this situation:

...1 think in our culture people expect when they go to a doctor or a medical person, the
medic knows best...and the whole notion of questioning or arguing with their doctor is just
[for] a very, very small elite that is highly educated and so on that actually starts to do that.
But I will say a lot of the people they go to the doctor they say, okay, you are the doctor. You
decide for me what is best.

...in my experience, most of the times the patients tell me to decide for themselves which is
very common in my society....Some people tell you what to do. Youre not as an individual
empowered to decide on your own or to steer yourself. So its the mentality, which is different.
I think most of the times or at least half of the times the patient feels like it should be better
for him or her; otherwise the physician wouldn't suggest [it].

In [Asian country], many of the patients, most [studies are] done by doctors, many of the
patients, when they are talking to the doctor,...[they think] this person is definitely trying to
do something good for us. Hes like a God.

In some countries, the lack of awareness among health officials presented a barrier to providing education and
informed consent. This respondent described the attitudes of local health authorities:

...if you are providing health service, it’s good for the person. They don’t have to say, yes, I
agree that I want to participate in this...its [informed consent] seen as an inconvenience and
that the people you are dealing with don't know what you're talking about anyway, so let it go.
That climate of opinion isn't there yet, and that’s part of the work we need to do is to make
them aware.

One respondent remarked that research staff often encouraged people to stay in the study because they
consider this their job responsibility:

Sometimes those who that were working on the project, I mean not ourselves as the main
researcher, but the others that came, it was their duty to keep them in the research and to
convince them to stay in the research. That is their task.

Conducting research in poor communities is challenging for investigators in explaining the benefits of the
study to people who have more immediate needs, such as access to potable water. These respondents feel
constrained by informed consent guidelines:

It is restrictive. Researchers have reacted to it. In [Asian country] at times you are spending
so much time telling why you are here etc., its not that we are coercive. Half the time the
challenge is to convince the people that this research is needed, as they do not see any benefit.

To tell the truth the researcher[s] are least concerned about consent and more concerned about
acceptability. You have to go with your heart tied, that I need this information for the greater
good. Our agenda is different from the agenda of the woman being interviewed. She will see
less utility of interview over feeding her kids or animals.
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Recommendations

Documentation. The most frequently mentioned recommendations involved flexibility in applying guidelines
for informed consent documentation. Where written consent forms are not applicable, verbal consent should
be acceptable. Although several respondents felt it was advisable to have written consent forms for therapeutic
interventions considered to be invasive procedures, such as drug trials, in areas of high levels of illiteracy, a
verbal consent procedure should be acceptable.

Respondents recommended the application of various innovative techniques for community education and
informed consent such as videos, small group discussions, and the use of visual aids. One participant recom-
mended, particularly in studies regarding family planning or reproductive health issues, providing information
to potential participants and allowing them to take a few days to discuss it with significant others before
returning to give their individual consent.

The issue of the content of the consent form should be revisited, with an emphasis on broad concepts and
general explanations of the risks and benefits involved in study participation and the conditions and responsi-
bilities of study participants and the investigators. At least one respondent recommended that host country
investigators develop consent forms. Local religious beliefs, level of education, cultural norms, and legal needs
should also be considered. The appropriate local language should be used in writing consent forms, with a
focus on translating concepts, not individual words that have no meaning in certain cultural settings, such as
“blood pressure” and “cholesterol.” Several respondents recommended that written consent forms should be no
more than one or two pages long.

In terms of requiring signed consent, many respondents opposed this as a requirement in cases other than
for surgery or invasive procedures. The only recommendation offered was to have a third party witness the
participant’s consent and sign the form for the study participant. Several respondents recommended a short
assessment of the level of understanding of each individual of their role and basic concepts of the study at the
completion of study participation.

Autonomy and Consent. Communal or familial consent versus individual consent requires substantial
exploration. Cultural, political, and social factors are important in examining this issue. Several respondents
cautioned against advocating for the necessity of community leaders” approval of the study due to their political
or personal interests that could potentially not be in the best interest of the community. However, the majority
of respondents advocated a review of the cultural sensitivity of guidelines regarding communal and surrogate
consent.

Respondents also suggested multilevel education activities for individual, community, and government
officials to raise awareness of research and related ethical issues and principles. Implementing a pre-study
community education phase where members of the study community have an opportunity to receive and
discuss information about the proposed research with study investigators was also recommended.

Personal autonomy in decisionmaking was sometimes viewed as a long-term goal in research, but others
suggested that the IRB should find ways “to increase the ability of persons to make competent and autonomous
decisions.” At the government level, education and training for health officials and researchers alike was recom-
mended. A general discussion of the philosophy and purpose of informed consent was recommended for
developing country officials and investigators before writing specific guidelines at the local level regarding this
process.
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D.3 Risks and Benefits
D.3.1 Results from Survey

One of the challenging ethical issues in international research is whether a research design that could not be
implemented in the sponsoring industrialized country can be ethically justified in the host country where the
research is carried out. In the survey, developing country researchers were asked about reasons for the study
being carried out in the host (developing) country as opposed to in the United States. All of the survey respon-
dents’ answers were compared with answers of those respondents whose studies are/were funded only by U.S.
sources, as shown in Table D.3.1.

Overall, 66 percent of the developing country researchers who completed the survey agreed that prevalence
of disease in question is much greater in the host country than in the United States. Sixty-four percent of those
developing country researchers whose index studies were funded by the United States agreed on the same
question. A much higher percentage (88 percent) of nonphysicians versus 59 percent of physicians stated that
prevalence of disease in question is much greater in the host developing country than in the United States
(p = .040).

Seventy-six percent of the survey respondents agreed that the intervention being tested is more relevant to
the host country than to the United States. Seventy-seven percent of the U.S.-funded developing country
researchers agreed. A much higher percentage of nonuniversity respondents (89 percent) versus university
respondents (67 percent) agreed that the intervention being tested is more relevant to the host country than
to the United States (p = .053).

Table D.3.1: Reasons for the Study Being Carried Out in the Host (Developing)
Country as Opposed to in the United States

Developing Country
Developing Country Researchers

Researchers* (U.S. Funded)**
Question Number (n) % Yes Number (n) % Yes
Prevalence of disease in question is much greater in the host country
than in the United States 80 66 63 64
Intervention being tested more relevant to host country than to the
United States 82 76 62 77
Easier to identify a cohort of patients relevant to research 69 55 54 54
Recruitment of patients more rapid in host country than in the
United States 60 52 49 53
Less expensive to do study in host developing country than in the
United States 60 62 47 60
Host country researchers asked for U.S. collaboration 85 69 66 67
Research question relevant to U.S. strategic interests in the region 70 49 55 45
Marketing approval for drug or device will be sought in host country 53 25 41 24
Interest in addressing global inequalities 80 71 63 71

*Survey respondents from developing countries.

*#*Survey respondents from developing countries whose index studies are/were funded by the United States. In the survey questionnaire,
although only those researchers who received U.S. funds for their index studies were asked to respond to this question, additional numbers
of researchers also responded to the question. It is possible that U.S. funding may have been involved as part of bilateral funding or other
arrangements that could not be determined from the survey data. The responses are to be based on index studies, and it is possible that
responses may have been given based on general experiences and personal opinions.
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Over half (55 percent) of the respondents agreed that it was easier to identify a cohort of patients relevant
to research in the host country. Fifty-four percent of the U.S.-funded developing country researchers agreed.

Half (52 percent) of the respondents also agreed that recruitment of patients is more rapid in the host country
than in the United States. Fifty-three percent of U.S.-funded developing country researchers agreed. About
one-third (62 percent) of the survey respondents agreed that it is less expensive to do the study in the host
developing country than in the United States. Sixty percent of the survey respondents with U.S.-funded studies
agreed.

Sixty-nine percent of the developing country researchers agreed that they asked for U.S. collaborations.
Similarly, 67 percent of the U.S.-funded developing country researchers also asked for U.S. collaborations. Half
(49 percent) of the respondents agreed that the research question is relevant to U.S. strategic interests in the
region. Forty-five percent of U.S.-funded developing country researchers agreed. Sixty-three percent of the
female survey respondents agreed, while a smaller percentage (41 percent) of male survey respondents agreed
that the research question is relevant to U.S. strategic interests in the region (p = .098).

One-quarter (25 percent) of the survey respondents (as well as 24 percent of the U.S.-funded researcher
respondents) agreed that marketing approval for the drug or device would be sought in the host country. More
than twice as many (38 percent) of IRB-member respondents agreed versus 17 percent of non-IRB member
respondents that marketing approval for drugs or devices will be sought in the host country (p = .115).

Seventy-one percent of the respondents agreed that interest in addressing global inequalities was one of
the reasons for the study being carried out in the host country as opposed to in the United States. The same
percentage of U.S.-funded developing country researchers also agreed. It is of statistical significance that as
many as 94 percent of nonphysician respondents versus physician respondents (64 percent) agreed that interest
in addressing global inequalities was one of the reasons for the study being carried out in the host country as
opposed to in the United States (p = .016).

Standard of Care in Host Country

Sixty-one percent of the respondents agreed that it is true or sometimes true that medical care provided to
participants generally is not available outside the study (Table D.2.3 in Section D.2). Almost three-quarters

(74 percent) of the U.S.-funded researchers said it was true or sometimes true versus half (52 percent) of the
non-U.S. funded researchers that medical care was generally not available outside the study (p = .031). A
higher percentage (65 percent) of male respondents agreed versus female respondents (49 percent) that medical
care provided to participants within the study generally was not available to local populations outside the study
(p =.084).

Two-thirds (66 percent) of the developing country researchers agreed that it is true or sometimes true that
the standard of medical care in the host country may be much lower than that of the funding country, creating
difficulties in establishing appropriate procedures for the control group. Fifty-five percent of the respondents
said that it is true or sometimes true that study participants have unrealistic hopes about personal benefits from
study participation.

Sixty-three percent agreed that it is true or sometimes true that study participants join because of the desire
for compensation, medical care, or other benefits. Response of male survey respondents differed significantly
from the female respondents. Sixty-eight percent of the male respondents versus 58 percent of female respon-
dents stated that it is true or sometimes true that study participants join for the benefits (p = .033).

Slightly more than half (58 percent) of the respondents agreed that it is true or sometimes true that research
priorities of funding agency are not congruent with priorities in developing country. Half (48 percent) of the
respondents said that it is true or sometimes true that treatment or intervention being tested is unlikely to be
available to most citizens of the developing country in the foreseeable future. For those researchers whose index
studies are related to HIV/AIDS, they appear to be more optimistic. As many as 82 percent of them disagree,
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compared to the other researchers working on other issues (53 percent), that the treatment or intervention
being tested is unlikely to be available to most citizens of the developing countries in the future (p = .034).

Recommendations

Survey respondents were asked for their recommendations in the area of standard of medical care for the study

participants and availability of intervention if research is found to be successful. Responses from all the

researchers versus only those whose studies are/were funded by the United States are compared in Table D.3.2.
Seventy-seven percent of the developing country researchers agreed or strongly agreed that the issue of what

standard of medical care to provide to study participants should be decided on a case-by-case basis, while

16 percent disagreed. Similarly, 77 percent of U.S.-funded researchers agreed, while 19 percent disagreed.
More than three-fourths (78 percent) of the developing country researchers agreed that research to test an

intervention should not be carried out in a developing country unless the intervention, if found to be success-

ful, will be made available to that country at the conclusion of the study.

D.3.2 Results from Qualitative Research

Access to Health Care
Local health care services in study communities are typically described as “not functioning,

” o«

understaffed,”
and “lacking in supplies.” Several respondents remarked that people must seek care outside of the communities
where they live, often at a great distance. Family planning services are often not readily available in the com-
munity, particularly access to a broad range of family planning methods.

Some respondents claimed there was an underutilization of services due to “lack of awareness” and poor
quality of care. Lack of utilization of health care services in one country was explained as due in part to village
health workers selling pharmaceuticals from shops adjacent to their homes or the health center. Often, commu-
nity members preferred purchasing these drugs to seeking care at the health center because the health center
itself often did not have pharmaceuticals in stock. In terms of HIV, antiretrovirals and other more basic drugs
used in the treatment of HIV and AIDS are typically inaccessible. In some countries, only the wealthy upper
class are able to purchase HIV medications including antiretroviral therapies.

Table D.3.2: Recommendations

Developing Country Researchers
Developing Country Researchers* (U.S. Funded)**
% % Strongly % % Strongly
Strongly Disagree Strongly Disagree
Agree and and Agree and and

Recommendations n Agree |% Neutral | Disagree | n Agree |% Neutral | Disagree
The issue of what standard of medical
care to provide to study participants
should be decided on a case-by-case
basis. 182 77 7 16 79 77 4 19
Research to test an intervention
should not be carried out in a
developing country unless the
intervention, if found to be successful,
will be made available to that country
at the conclusion of the study. 187 78 9 13 81 32 17 51

*Survey respondents from developing countries.

**Survey respondents from developing countries whose index studies are/were funded by the United States.
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Relevance of Research
Respondents generally felt that research should not be conducted without giving something back to the study

community. A respondent expressed this point as follows:

At times you have to do this kind of study with controls for the benefit of the people at large.
To me the real issue is working in a community and later pulling out of it. You benefit from
the community but what had you given them in return.

While most respondents acknowledged that much of the research benefits the “greater good” and not the
individual, some questioned who the “greater good” might represent. These respondents strongly opposed
research in resource-poor countries that will only benefit those living in developed countries:

U.S. investigators should not be allowed to test hypotheses in developing countries that would
tend to benefit primarily subjects in the United States. The justice principle of ethics would be
violated. The argument that a technology, be what it may be, has already diffused and is
already standard therapy in the United States is just not acceptable.

This debate was most often illustrated through examples of drug trials and drug companies conducting what
some respondents considered unethical research. Another respondent remarked:

I know that’s being very radical, but the point is that there are drugs that are dumped on
developing countries. There are things that are done wrongly to people, and you don't know
what the effect is down the line. Are they carcinogenic? Are they toxic? Nobody knows, and
they just bring it. If they’re doing drug clinical trials and if the Ministry [of Health], you bring
your drug, I'll ask you, did you try these drugs on your own people? If they say no, then don’t
bring it here, period.

Compensation and Incentives

Medical Care Compensation. Many respondents acknowledged that people who do not have access to health
care, who have less education, and who are poor want to participate in the research so that they may receive
health care or other services. By participating in studies, they hope to gain access to at least some benefit for
themselves or their families, as this respondent said:

...the low income class they really don’t know what is going on...they [are] willing to
answer whatever it is. Or if that’s a treatment [that] might help them but doesn’t cost any
money, they don't care. Just to go through the benefits of whatever...is offered. But when
the thing goes to a high level of...socioeconomic level with education, you might get more
questions...and...they might be unwilling to participate.

Other respondents agreed and felt that providing medical care as an incentive was undoubtedly coercive:

...I don’t think the informed consent forms add anything or do anything ethical to the whole
research process because if a mother is in the hospital and to bring their child....What do they
tell them? What do you have to say? Treat the children. They wouldn't bring them there in the
first place. How would they refuse to take any form of treatment they are offering to them? It’s
hypocrisy, I think. I think researchers ought to think about what they are doing and then do it
with the interest of the patient at hand rather than go through some bureaucratic process and
call it informed consent.
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...I don’t think it mattered to the people [initiating consent forms]. They just wanted help and
they expected that they would be investigated and they would get assistance somehow.

Despite these opinions, generally, respondents did feel that medical care was an acceptable incentive, or rather
benefit, for study participation. Many respondents viewed the provision of medical care including diagnostic
testing, as acceptable incentives for study participation:

What we have done in terms of incentives in the project is provide medication...to the people
in their communities. We provide more clinics to the people.

One of the things that—we went to do research, but one of the things that we had to do was
really establish a lab where we were providing diagnosis, just diagnosis and screening and con-
firmation of HIV disease to anyone who wanted it, and that was, you know, kind of part of an
incentive for, you know, participating in the study.

However, at least one respondent did not agree that receiving knowledge of a positive test result for syphilis, in
that case, could be considered an incentive, because the disease cannot be treated locally and the clinic referral
is meaningless.

When respondents were asked if they knew why people participated in their studies, it was found that most
did not typically document this information. However, several respondents felt that study volunteers willingly
participated in research knowing that it would not directly benefit them beyond gaining some new information
or, as in one case, an opportunity to socialize with their friends and neighbors.

For many respondents this broadened the discussion to the more difficult issue of determining the limits of
treatment of infections or health problems unrelated to the study that are diagnosed during the study. Several
respondents shared experiences of procuring treatment or the funding to make medications available to treat
infections diagnosed during the study. One respondent researching diabetes was concerned about whether
study volunteers would be able to access health care when the study ended. Medical supplies were given to
study volunteers, but the research staff also provided their personal telephone numbers so study participants
could reach them in case of emergency.

Monetary Incentives. Monetary compensation for travel to the study site or for loss of income from paid
work or other costs incurred in relation to study participation was acceptable to most respondents. However,
several individuals spoke out against distributing monetary incentives to study participants. As one respondent
explained:

They want to see taps in their houses with running water but we do not pay them anything.
We never pay for anything. I am dead against that, but some organizations are paying.

Another respondent stated that this was a national level concern because many community-based organizations
provide services similar to those of the studies, but do not offer monetary incentives to participants. In the long
run, monetary incentives were viewed as jeopardizing the activities of community-based organizations. Financial
Incentives were used in some studies, but the amount of the incentive was so low that it was not used as an
incentive per se, but rather to cover the costs of study participation.

Study Staff Incentives. Providing incentives for study staff was typically not commented on, as it seems
staff are generally not offered any incentive for recruiting study volunteers. However, one participant reported
this to be a very controversial topic in his country where study staff have been provided monetary bonuses for
recruiting volunteers. This has created a “conflict of interest” for study staff who have low incomes and who
genuinely feel that participation in the study is “the right thing” for the volunteer. In their eagerness to recruit
volunteers, the conditions of participation were not clearly explained. When some of the volunteers wanted to
leave the study early, the staff who feared losing their bonuses persuaded the volunteers to stay.
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Standard of Care

The term “standard of care” was used by many respondents in discussing the issue of the best treatment locally
available. As this respondent explains, the best treatment available is typically less than what is available in the
United States and often is no treatment at all:

I think the central issue is ‘standard of care.’ Is there a global standard of care, which is
decided upon the best evidence available or is the standard of care flexible and dependent on
what is the usual practice in a particular country. This is a very difficult issue. For instance in
[African country] the government policy would probably support the use of antiretrovirals to
prevent mother-to-child transmission of HIV, however, the usual practice is to do nothing
because of cost. However, the affluent minority would be given state-of-the-art prophylaxis by
their private physicians. This is complicated by the fact that standards of practice in different
industrialized countries are different—more anti-retroviral use in the United States versus in
the United Kingdom, for instance. I would argue that there is a global standard of care—the
best therapy or prevention that is available.

This same respondent also felt that the ethical issues change—that they are dynamic, as the nature of the
research changes.

Another respondent remarked on the potential barriers to research if investigators are required to provide
the best-known treatment for study participants. Screening for HIV in countries where most people do not
have access to care would be prohibited as this respondent commented:

...it is seen as an issue of North and South. They have no therapy, but you must provide it
because you are doing research in that country. It gets to ridiculous limits. You know you
might say, well, we can’t ever screen for HIV in any country where therapy is not available.
It’s a very confusing and contentious issue.

Respondents also mentioned experiences with IRBs raising the issue of the level of care available in treating
specific diagnoses. One respondent reported that a study on anemia was rejected by the local IRB because local
treatment was not available. In this case a pamphlet was prepared describing the management of anemia by
eating locally available foods. However, these foods were not normally consumed in this population, and the
respondent in part related the rejection of the study to a lack of trust.

Another researcher described a nutrition study in which acutely malnourished patients had been recruited
in order to have a more representative sample of the population, rather than recruiting only stable patients. A
high incidence of death at the initiation of the study caused the U.S. sponsors to halt the study to investigate.
Because the hospital had no respirators to provide intensive care to these patients, there were more deaths than
what is typically seen in U.S. hospital settings. If the study had taken place in the United States, the patients
could have been put into an intensive care unit and possibly have been saved with the help of a respirator. As
this respondent explained:

If you don't have a ventilator, does that mean you do not do any research or
interventions....No, I believe some of the work that you did and were able to publish
has actually tremendously improved case management for many of those children....

This respondent felt that although the best-known treatment was not available for study participants, results of
the study were beneficial to many children locally.
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Another respondent agreed that requiring the best-known treatment prohibited research from occurring:

We can't do diabetes research in the developing world because we can't provide kidney
transplants for diabetic neuropathy:. It’s a silly standard.

A distinction was made in one focus group between prevention and intervention research. Several respondents
contended that provision of the best-known treatment should not be an issue in prevention studies. One
respondent could not screen for pediatric HIV because the country did not have pediatric HIV treatment
available. The respondent felt that any requirement for best-known care would be too limiting for prevention
research, where best prevention is the focus of study and not best treatment.

One respondent suggested that a unilateral requirement for treatment standards could not be applied in all
countries, but that a case-by-case review was more appropriate:

But my feeling is that there is no standard procedure that applies to all countries. You really
have to go to the country and then see what happens and see how things go in a particular
place.

Clinical Trials and Control Trials
A great deal of debate has been sparked by recent AZT and placebo drug trials in developing countries aimed
at preventing mother-to-child transmission of HIV. Respondents made emotional comments in regard to these
debates and were clearly concerned with how these issues are resolved. One respondent felt that the complexities
of drug trials in developing countries have yet to be fully and honestly debated.

Many feared exploitation of unwitting populations who did not know the circumstances of their participa-
tion or who were used as “guinea pigs” for the benefit of those living in developed countries:

[ think the researchers from economically developed countries should apply the same rules
and regulations as they apply in their own countries. I think if they are not doing that, they
are not doing justice. Lots of drug trials [that] are being carried out in sub-Saharan Africa and
in other developing countries are not ethical. I think it’s beyond ethics and totally unjustified.

Others argued that control trials are necessary to discover unknown benefits of drugs and is an opportunity to
research the “second best” drugs while the best-known treatments remain economically out of reach:

[ am aware of the...criticism of studies not using best standard of care in control groups....
Applying this standard to developing country research [when treatment is aimed at citizens of
that and similar countries] prevents them benefiting from second best which might be a big
improvement on nothing at all.

Several respondents expressed concern that developing country nations are able to define for themselves what
they want from research and what they can accept. Each country has its own values and needs in regard to
research participation:

...you cannot resolve the points of confusion for countries. They really have to understand
what their needs are in relation to research.

Several respondents described how both intervention and control groups would receive the intervention when
the study was over. Specific examples provided by respondents included studies in education and communica-
tion involving counseling, training, and nutritional education. However, one respondent was concerned that
the control arm in one study was not going to receive treatment. Another respondent noted how their study
was halted more than once because the intervention was proving to be so effective that it was unethical to
continue withholding treatment from the control group.
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One respondent said that the issue of how to treat the control arms of studies did emerge in discussions
among investigators, but that he was opposed to using controls:

A couple of times this issue was raised in our department. I personally feel the controls
are unacceptable.

In terms of drug trials, another respondent did not oppose placebo-controlled trials:

I am aware of the Angell/Lurie criticism of studies not using best standard care in control
groups. [ feel this is making the best the enemy of the good. If applied widely this principle
prevent[s] testing of cheaper, i.e., affordable, almost as good as the best, interventions. And it
prevents them being evaluated against usual care, which is often nothing.

Other respondents did not necessarily oppose control trials but did raise issues of informed consent and the
importance of ensuring participants understand the conditions of the controlled trial:

I think participants should be clearly told we are not sure about the benefits [and] thats why
we are doing the research.

Another respondent felt control trials were acceptable, but asked:
...controls benefit [the] greater good, but what do you leave [with the] study participants?
Another respondent felt that providing some benefit to the study community was absolutely necessary:

I believe every research must have an intervention to follow. After our last research when we
analyzed the problems of the community there were so many that we could not deal with
them. For instance, we went to the community and women’s group told us that two women
died last month, I would immediately think of providing antenatal care to women rather then
walking out of the communities without any follow up services [which] is unethical.

This same respondent felt that pre-study agreements are critical in providing benefits to the study community.
The interventions described by this respondent were not necessarily the treatments under investigation, but are
interventions selected for implementation by the study team based on available resources and the expertise of
the participating investigators and needs of the community.

Several respondents commented on the lack of control over the drug trials the pharmaceutical industry is
conducting in developing countries. One respondent thought the “pharmaceutical industry is very strong and
important” in the United States and therefore more loosely controlled. This respondent commented:

Pharmaceutical industry puts pressure on researchers to conduct research on their drugs
and we are acting as guinea pigs for the first world. This industry is actively participating in
unethical research which could never be carried out in other developed countries or the
United States.

Some felt that the United States did nothing to stop unethical research even when it was aware that it was
taking place. This respondent commented as follows:

...before AZT was found to be useful in preventive perinatal transmission, it was not thought
that it was a useful single drug for HIV-infected individuals, but there were areas that were
using that and they’re not doing it on their own. They had somebody that was providing them
with the drugs. So when I go to some of the meetings...where the head of USAID is saying,
Well, a list of the official legal vaccines that we know of...that really disturbs me because it
means there are some unofficial or unethical things happening and it’s a huge problem for
[African country]....
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Recommendations

Compensation and Incentives. Many respondents had very clear concerns in regard to how the community
will benefit from research, particularly the study participants themselves. Monetary incentives were not recom-
mended except at low enough levels to be considered as compensation to cover the costs of study participa-
tion and not as the primary reason for participation. One participant suggested “more creative, nonmonetary
incentives” need to be developed for study participants, particularly in areas of poverty or low employment.
Providing monetary incentives to research staff also was not recommended due to the potential for conflict of
interest.

Study Design. There were dissenting opinions on the ethics of using control and placebo arms in research
in resource-poor countries. Some felt that these arms were important in discovering second-best treatments
while others warned of the potential to treat people as guinea pigs. Generally, respondents felt that the inter-
vention under investigation had to be relevant to the population and that there needed to be some provision
of direct benefit to the study population. Respondents also felt that the control groups should receive the inter-
vention at the completion of the study. Some respondents felt there should be specific requirements regarding
these issues, while others felt that a case-by-case review was more appropriate.

Much of the disagreement regarding benefits to the study community related to drug trials and use of
control or placebo arms. One respondent felt that U.S. guidelines should include special restrictions for U.S.
researchers conducting research in developing countries that could not be conducted in the United States.

The respondent explained that the restrictions should not result in prohibition, but that a set of processes
should be required to justify the research. Another respondent recommended restricting drug testing in
developing countries to only those drugs that previously have been tested in a developed country.

There also was a discrepancy between the responsibilities in terms of treatment during the study for treat-
ment intervention research and prevention intervention research. Several respondents argued that requiring the
best-known available treatment for prevention studies is not appropriate.

Pre-Study Agreements. A pre-study process was recommended for determining which interventions will be
provided to the study community after the study is completed. Specific organizations providing these services
or interventions should be included in the pre-study agreement negotiations.

Cultural Sensitivity. Two respondents mentioned cultural insensitivity among researchers involved in a
study on breastfeeding and breast cancer, respectively. In both cases, respondents felt that the investigators
lacked awareness of the significance and meaning of the breast within their particular cultural setting. The
respondents called for more cultural awareness on the part of the investigators in designing and implementing
their studies.

In terms of study design, the issue of religion was raised in one focus group and is an example of how
contextual factors were considered in developing a study. Investigators were concerned with whether or not
drawing blood would break the fast during Ramadan. A group of Islamic scholars was consulted to resolve
the issue.
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D.4. Obligations to Subjects, Communities, and Countries

D.4.1 Results from Survey

This section covers the issues related to the conclusion of research studies. Based on the survey findings, the
section addresses the implementation of interventions after research studies are completed and capacity building
and partnerships between the sponsors of the study and the developing country researchers.

Research Priorities

Fifty-eight percent of the developing country researchers responded true or sometimes true that “research
priorities of outside funding agencies that are funding the study are not congruent with top priorities of the
developing country” (Table D.2.3). Among those researchers funded by the United States, 55 percent of them
responded true or sometimes true on the same question. These responses relate to either the reality of the
situation or a perception of the researchers’ priorities.

Intervention Studies as Human Subjects Health Research

Less than half (44 percent) of the developing country researchers described their “index study” (on the survey
questionnaire) as being an intervention study. Among physician respondents, almost half (48 percent) of them
had intervention studies as part of their human subjects research. Only 30 percent of those researchers who
were nonphysicians had intervention studies (p = .032). Of those researchers with intervention studies, almost
all (94 percent) of the respondents reported that their particular studies had shown the intervention to be
efficacious.

Implementation of Interventions After Research Studies
Most (92 percent) of the developing country researchers responded “yes” to the question “Was the intervention
provided, or, will it be provided, if successful, to study participants or any other host country residents at the
conclusion of the study?” Six percent responded “don’t know,” while 2 percent responded “no.”

To the question, “To whom was (or will) the intervention be provided?” the responses are as follows
(Table D.4.1):

Table D.4.1: To Whom Was (or Will) the
Intervention be Provided? (Respondents
could check more than one option)

Group Percent
Community from which the study

population comes 38
Entire study populations 32
Certain regions of host country 28
Entire host country 22
Placebo or control group of study 20
Others 8

For the above groups of respondents, a difference (p < .10) was found upon further analysis by type of
researcher (i.e., by gender, age, and IRB/non-IRB membership status) for the “entire study population” category.
The differences are presented in Table D.4.2.
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Table D.4.2: If the Intervention in the Research Study was Successful, Will It be

Provided to the Entire Study Population?

Gender of Survey Respondents % Yes % No P-Value
Female (n = 16) 50 50 0.057
Male (n = 38) 24 76

Age of Survey Respondents % Yes % No P-Value
45 years or less (n = 26) 19 81 0.075
Greater than 45 (n = 25) 44 56

IRB Member/Nonmember % Yes % No P-Value
Members (n = 25) 44 56 0.066
Nonmembers (n = 29) 21 79

Table D.4.3: What Parties Were (or Will
Be) Part of the Arrangement to Provide
the Intervention? (Respondents could
check more than one option)

Category Percent
Host country institution 55
Host country government 53
Host country research team 47
International agency (e.g., WHO, UNICEF) 24
Foreign funding agency for this study 19
Foreign research team carrying out this study 14
Foreign institution carrying out this study 10
Other

Private foundation 5
Private for-profit agency

Table D.4.4: How Long Was (or Will) the
Intervention Be Provided?

Duration of Post-Research Intervention | Percent
Two to five years 39
Greater than five years 33
Less than one year 26
Other 2

To the question, “What parties were (or will be)
part of the arrangement to provide the intervention?”
the responses leaned heavily towards host country
categories (Table D.4.3). The researchers identified
the host country institution (55 percent), the host
country government (53 percent), and the host
country research team (47 percent) as the parties
who were/will be part of the arrangement to
provide the intervention.

Further analysis was made among the survey
respondents regarding host country government
arranging for the provision of the intervention. The
results indicated that 72 percent of nonuniversity
respondents said the host country government did
or will do so, while a smaller percentage (43 percent)
of university respondents say the host country
government did or will arrange for provision of the
intervention (p = .080).

The U.S.-funded researchers (19 percent) were
more likely to state that the “foreign institution carry-
ing out the study” should be involved in arranging
the provision of intervention than non-U.S.-funded
researchers (3 percent, p = .096).

The developing country respondents were also
asked the question, “How long was (or will) the inter-
vention be provided?” Their responses are organized
in descending order in Table D.4.4.

Fifty percent of non-IRB members indicated that
the intervention was (or will be) provided from two
to five years, whereas 50 percent of IRB members
indicated that the intervention was (or will be)
provided for more than five years (Table D.4.5).
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Table D.4.5: IRB Versus Non-IRB

Survey Respondents on Duration of

Intervention Provision

IRB Members/ |<1year | 2-5years | >5 years | Other
Nonmembers

Members (n = 24) 25 25 50 0
Nonmembers

(n=24) 29 50 17 4
p=.050

Table D.4.6: University- Versus
Nonuniversity-Employed Survey

Respondents on Duration of Intervention

Provision

University/ <lyear | 2-5years | >5 years
Nonuniversity

Other

Nonuniversity
employed (n=17)| 18 23 53

University
employed (n = 30) 33 44 23

p =069

Table D.4.7: How Was (or Will) the

Intervention Be Paid for? (Respondents
could check more than one option)

Source of Funding Percent
By host country government 46
By research grant for this study 39
By foreign funding agency for this study 25
By host country institution 21
By international agency 11
By private foundation 9
Other 7
By private for-profit company 5
By foreign institution carrying out this study 4

Among respondents employed by nonuniversity
settings, the majority (53 percent) stated that the
intervention was (or will be provided) for more
than five years (Table D.4.6). In contrast, most
(44 percent) of the university-employed respondents
stated that the intervention would be provided for
two to five years; one-third (33 percent) of them
stated that it would be provided for less than a year.
Only 23 percent of them said the intervention would
be provided for more than five years.

The developing country researchers responded to
the question, “How was (or will) the intervention be
paid for?” as shown in Table D.4.7. The host country
government (46 percent), followed by the research
grant for the study (39 percent), was mentioned
most often as being the source of funding for the
intervention. Upon further analysis, statistical
significance was found between IRB members
(64 percent) and non-IRB members (31 percent)
stating that host country government would pay for
the interventions (p = .014).

The above data suggest optimism in the provision
of interventions at the conclusion of the study to
study participants or any other host country residents.
However, the researchers appear less optimistic when
asked if the treatment or intervention being tested
will be made available for most citizens of the coun-
try in the foreseeable future (Table D.2.3). Almost
half (48 percent) of them agree that it is true or
sometimes true that the treatment or intervention
being tested is unlikely to be available for most
citizens of the country in the foreseeable future.

Capacity Building and Partnerships with
Developing Country Researchers

The Involvement of Developing Country
Researchers in Research Tasks. According to

the developing country researchers, they participate
in various research tasks with foreign research
collaborators. The tasks are ranked according to
perceived level of involvement (see Table D.4.8).

In terms of involving field staff on the topic of ethics
issues, 39 percent said that it is true or sometimes
true that it was rarely discussed. See Section D.6.5
and Section E.4 for further discussions on this topic.
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Table D.4.8: Developing Country

Researchers Were/Are Included in the

Following Research Tasks

Option % Yes
Listed as authors on papers 95
Training of research personnel 92
Change in study design 87
Drafting manuscripts 86
Initial study design 86
Data analysis 86
Recruitment of participants 86
Drafting consent form 84
Consent discussions with participants 84
Grant writing 72

Table D.4.9: Resources or Research

Infrastructure That Will Remain After the

Study Has Ended

Question % Yes
Will some of the resources or research

infrastructure established for this study

remain in the developing country after the

study has ended? 92
Personnel who were trained or who acquired

skills on this research project 95
Medical, laboratory, or office equipment 90
Computers or data management system 86
Medical, laboratory, office, or pharmaceutical

supplies 79
Organizational structure for health care

or research 70
Power generating equipment, water system,

or motor vehicles 48
Buildings, laboratory facilities, or renovations 44
Other 37

Resources and Research Infrastructure for Host
Countries. As many as 92 percent of the developing
country researchers say that some of the resources or
research infrastructure established for their studies
will remain in the developing country after the study
has ended. The type of resources and infrastructure
are ranked in descending order in Table D.4.9.

Recommendations

Survey respondents were asked for their recommen-
dations in the area of intervention implementation

at the conclusion of research studies. Responses from
all the researchers versus only those whose studies
are/were funded by the United States are compared
in Table D.4.10.

Three-fourths (77 percent) of the developing
country researchers agreed that the issue of what
standard of medical care to provide to study partici-
pants should be decided on a case-by-case basis.
Eighty percent of the U.S.-funded developing country
researchers agreed.

Eighty percent of the respondents agreed that
researchers should be required to make data from the
research study directly available to study populations
after the study is over. A slightly higher percentage
(87 percent) of U.S.-funded developing country
researchers agreed that researchers should be required
to make data from the research study directly avail-
able to study populations after the study is over.

Seventy-eight percent of the respondents agreed
that research to test an intervention should not be
carried out in a developing country unless the inter-
vention, if found to be successful, will be made avail-
able to that country at the conclusion of the study.
The same percentage of U.S.-funded developing
country researchers agreed.

Seventy-nine percent of the respondents agreed
that international policy regarding research should
require researchers to establish a mechanism for
continuing delivery of medical care after completion
of the study. Seventy-five percent of U.S.-funded
developing country researchers agreed.
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Table D.4.10: Recommendations

Developing Country Researchers*

Developing Country Researchers

(U.S. Funded)**

Recommendations

%
Strongly
Agree and
n Agree

% Neutral

% Strongly
Disagree
and
Disagree

%
Strongly
Agree and
n Agree

% Neutral

% Strongly
Disagree
and
Disagree

The issue of what standard of medical
care to provide to study participants
should be decided on a case-by-case
basis.

182 77

16

79 80

15

U.S. researchers should be required

to make data from research study
directly available to study populations
after study is over.

176 80

13

76 87

Research to test an intervention
should not be carried out in a
developing country unless the
intervention, if found to be
successful, will be made available
to that country at the conclusion
of the study.

187 78

13

81 78

13

International policy regarding research
should require researchers to establish
a mechanism for continuing delivery
of medical care after completion of
the study.

185 79

12

80 75

14

11

*Survey respondents from developing countries

**Survey respondents from developing countries whose index studies are/were funded by the United States.

D.4.2 Results from Qualitative Research

Provision of Effective Intervention

Generally, as mentioned in the previous section, “cowboy research,” where researchers go into a community,

collect data, and leave, is not acceptable:

They [study participants] need to be informed and something needs to go back to them. You

can't just do the research and take the results and run. Intervention has to come through, and

this is happening now.

However, the issue of requiring implementation of interventions found to be effective during the study was

debated. Some respondents felt that effective interventions should be implemented in the study community
after completion of the study, as this respondent stated:

...I give an example of [study in an African country]...where they...found that treating STDs

can reduce HIV 42 percent...but after that what has really happened? Has the government

got the money to...implement the findings? What do we really need from these countries

[developed countries]...the drugs for treating STDs and the training...you can provide inter-

national presentation and publication but so what?
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One respondent felt that an essential part of a “research contract” between the government and the researchers
should be to make the product of the research available to the study volunteers if proven effective:

As an example for HIV vaccine, I wouldn't be surprised if we finally get a very good
result...we should have some kind of consent that says this vaccine...should be available first
for those people...for free because they...risk their life in something they don’t know.

One respondent suggested provision of the intervention be written into the guidelines as a requirement:

It should be made a requirement that research involving testing of drugs and other
interventions, if found efficacious, the participating populations should be among the first
ones to benefit, at affordable costs.

However, another respondent felt that this was beyond the scope of research and that providing effective
interventions was a policy decision of the Ministry of Health or host country government:

We think more or less to do the research and hand the results to the Ministry and it5s their
objective to implement and mandate.. ..

Economic Feasibility

The feasibility of making effective vaccines available was considered low unless some pre-study negotiation

had been achieved. In terms of other interventions, such as information, education, and communication inter-

ventions aimed at preventing maternal mortality, respondents felt these decisions were up to their governments

to provide the funding. Some respondents felt that their role was limited to making national health policy

recommendations, not funding decisions. Several others spoke of potential funding sources with private donors

or research institutions. Others mentioned built-in research funding to implement successful interventions.

Respondents in one focus group agreed that typically after the study is completed, all interventions end.
Another respondent agreed that interventions should be made available to the study community, but

cautioned:

This is an issue that needs to be studied further to see how it can be implemented. It is indeed
important for equity and justice. However, it is difficult to require this for ERB/IRB approval in
the case of new drugs/tools, having little idea yet of its efficacy, market price, etc. This needs
continuing negotiation and discussion as the study proceeds. At least, if found efficacious, the
new drug/tool should be made available to the study community.

The quality of the health care delivery system and efforts in changing government policy were also mentioned
as considerations in the provision of effective treatment:

We can never be sure that an intervention would be available all over the country, even
successful. It depends on the cost of drugs, government policy [national] and health system
possibilities to do it. We have to test interventions that make sense for the country where
they are done but availability after the results depends on our common fight as a society to
implement those [interventions].

In terms of HIV, the drugs are more expensive. Several respondents felt that it was not realistic economically for
studies to provide the drugs for an unlimited time period. This respondent remarked:

...our general...what we call opinions from us as locals [local investigators] from local
countries, we actually thought it [provision of effective intervention] was quite unreasonable
because you couldn't, we couldn’t—even if you gave the drugs during the study, but you
couldn’t continue giving the drugs after the study.
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Recommendations

Respondents clearly felt there is a need for the study community to benefit from the research. Whether or not
to make the provision of effective interventions a requirement was debated. In some cases, respondents felt it

was prohibitively costly to provide the treatment, particularly in HIV research. Other respondents mentioned
that the decision to provide effective interventions in the study community was a public heath policy decision
that should be made by the host country government and not the investigators themselves.

Pre-study agreements were clearly recommended where provision of the intervention is considered. One
respondent felt that such “contract” agreements require continuous negotiation, particularly in terms of providing

drugs or vaccines that were proven effective.

D.5 International Collahorative Research

D.5.1 Results from Survey

This section covers the survey findings in the area of U.S. as well as developing country (host) IRBs and human

subjects research regulations.

U.S. IRBs Versus Developing Country IRBs

The developing country researchers were asked to respond to the frequency in which the U.S. IRBs raised the
following issues, as well as the frequency with which the same issues were raised by the developing country’s
IRBs or ethics board in its review of the same index study (Table D.5.1).

Table D.5.1: Comparison of Responses to Issues Raised by U.S. IRB(S) vis-a-vis

Issues Raised by Developing Country IRB(S)

Raised by
Developing Test of
Raised by U.S. | Country IRB(s) | Statistically
IRB(S) in Its or Ethics Board | Significant
Review of the in Its Review of | Difference
Index Study the Index Study

Option % Yes % Yes P-Value
Relevance of research question to country where research is
conducted and/or rationale for doing study outside the United States 52 54 0.8426
Complexity of language on consent form 64 45 0.0699
Cultural appropriateness of study procedure 63 59 0.6876
Need for local language consent form 84 58 0.0065
Need for letters of approval from developing country representatives 79 47 0.0011
Intervention was considered too risky 15 11 0.4656
Appropriateness of procedures for control group 50 39 0.3254
Confidentiality protections for participants were not adequate 42 18 0.0045
Participant voluntaries may be compromised because of benefits
study provides 20 24 0.6446
Use of placebos 22 26 0.6949
Availability of intervention (if successful) to host country after
study is over 46 54 0.4832
Political considerations 17 16 0.9052
Others 8 12 0.000
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In comparing issues raised by U.S. IRBs versus those raised by developing country IRBs or ethics boards,
significant differences (p < .01) were observed in the response of the researchers on the following three issues:

m The need for local language consent forms.
m The need for letters of approval from developing country representatives.

m Confidentiality protections for participants.

Further analyses were conducted to determine whether or not there was statistical significance depending
on the various categories of the researchers (e.g., age, gender, university/ nonuniversity employed, physician/
nonphysician, and IRB/non-IRB member). Significant findings are reported below.

Need for Local Language Consent Forms. The issue of the need for local language consent form was
brought up by 84 percent of the U.S. IRBs versus 58 percent by developing country IRBs or ethics boards
(p = .0065) (Table D.5.1). With regard to developing country IRBs or ethics boards, one-third (30 percent) of
the researchers over 45 years of age disagreed that there is a need for a local language consent form, whereas
slightly more than half (55 percent) of those researchers age 45 or less disagreed (p = .000).

Need for Letters of Approval from Developing Country Representatives. The need for letters of
approval from developing country representatives was brought up more often (79 percent) by U.S. IRBs than
the local IRBs or ethics boards (47 percent) (p = .0011) (Table D.5.1). With regard to developing country IRBs
or ethics boards, older researchers (>45 years of age) were more likely (59 percent) than younger researchers
(35 percent) to agree that the local IRBs/ethics boards raise the issue of needing letters of approval (p = .015).
In addition, nonacademic researchers (60 percent) were more likely to agree than academic researchers
(38 percent) on the same issue (p = .020).

Confidentiality Protections for Participants. The U.S. IRBs raised the issue of confidentiality protections
for participants not being adequate, more often (42 percent) than by the developing country IRBs/ethics boards
(18 percent, p = .0045). On the issue of confidentiality protections for the participants being inadequate, only
10 percent of the researchers funded by the U.S. stated that it was brought up by the developing country IRB
or ethics board reviews of their studies. A much higher percentage (25 percent) of non-U.S. funded researchers
said the same issue was brought up (p = .042).

Other issues that arose during developing country IRB reviews only that were noted to be significant are as
follows:

Appropriateness of Procedures for Control Group. Forty-four percent of the older researchers (>45 years
of age) versus 15 percent of younger researchers said that issues related to the appropriateness of procedures
for control groups were brought up during their index studies (p = .001).

Use of Placebos. On this issue, a significant difference was observed between researchers over age 45 versus
researchers 45 or less. As many as 41 percent of the older researchers said the placebo use was brought up by
the developing country IRB or ethics board review. Only 6 percent of researchers 45 or younger said the same
issue was brought up (p < .001).

Availability of Intervention (If Successful) to Host Country After Study Is Over. When the research
studies involved vaccine development and/or testing, all five researchers (100 percent) stated that the issue of
availability after the study was brought up by the country’s IRB or ethics board review (p =.058). No statistical
significance was found regarding the same issue, by the U.S. IRB. When the research studies were on health
systems or services, 80 percent of the time the availability of intervention was brought up by the country’s IRB
or ethics board review (p = .010).

Political Considerations. When the research studies involved HIV/AIDS, political considerations were
raised 35 percent of the time (p = .016). No further information on the nature of this issue was available from
the survey.
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U.S. Human Subjects Regulations

Table D.5.2 describes the developing country researchers’ experiences and attitudes regarding U.S. and inter-
national human subjects regulations and guidelines. Thirty-seven percent of the survey respondents said that
U.S. human subjects regulations were “never” flexible where they needed to be, while 7 percent said they were
“always” flexible, and 56 percent said “sometimes.” More than half (57 percent) of the developing country
researchers agreed (“sometimes” or “always”) that U.S. IRBs were more concerned with politics than with pro-
tecting the interests of research subjects, while 43 percent disagreed. Seventy-seven percent of the researchers
responded that “sometimes” U.S. IRB regulations are insensitive to local cultural norms, while 6 percent
responded “always” (cumulative percentage is 83 percent for “sometimes” and “always”). No association was
found when the researchers were further classified by gender, age, physician/ nonphysician, IRB/non-IRB
member, U.S./non-U.S. funded, or academic/nonacademic.

Table D.5.2: Researchers’ Beliefs/Attitudes About Ethical Guidelines and Regulations
in Human Subjects Research

Options % Always | % Sometimes | % Never
U.S. human subjects regulations are flexible where they need to be. 7 56 37
Developing country collaborators rely on U.S. ethics regulations for guidance. 14 77 9
U.S. IRBs are more concerned with politics than they are with protecting the interests

of research subjects. 3 54 43
The current U.S. rules and regulations governing human subjects ensure high

ethical standards in research. 59 36 5
U.S. IRB regulations are insensitive to local cultural norms and traditions outside

the United States. 6 77 17
Developing country IRBs are more concerned with politics than they are with

protecting the interests of research subjects. 3 60 37
Developing country IRBs have voiced concerns to me about the costs associated

with the IRB carrying out its work. 7 38 55
National guidelines in developing countries are effective in protecting research subjects. 21 71 8

A very small percentage (6 percent) of the researchers agreed that they have ever had to abandon a research
project because it was impossible to get U.S. IRB approval, despite modifications.

Single Project Assurance. Forty-four percent of the survey respondents had index studies that are/were
funded by the United States. Based on those who responded, from this category, 44 percent reported that they
did obtain SPAs (p = .72). According to the majority (almost three-quarters) of them, it took between one and
six months to obtain the SPA. Only 2 percent of the researchers agreed that they have ever had to abandon a
research project because it was impossible to obtain an SPA. A small percentage (15 percent) of these survey
respondents (n = 26) encountered resistance on the part of developing country officials to agreeing to a SPA
(Table D.5.3). At the same time, as many as 84 percent of them (n = 25) considered the SPA process to be
valuable in ensuring that a developing country ethics review was carried out.

Besides SPAs, 12 percent of the researchers reported that they encountered resistance on the part of developing
country officials to U.S. requirements for (host country) IRB composition (Table D.5.3).

In the area of DSMBs, all the researchers who have studies involving greater than minimal risk (n = 3) stated
that they had a DSMB (p = .015). (See Table D.5.4 for additional information.)
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Despite the relatively high percentages of agree-
ments that U.S. human subjects regulations are not

Table D.5.3: SPA Information

Option % Yes % No flexible, are concerned with politics, and are insen-
Encountered resistance on the sitive to local cultural norms, there are also higher
part of developing country agreements of the positive contributions of the regu-
officials to agreeing to an SPA lati A h as 59 { the developi
(n = 26) 15 g5 ations. As much as 59 percent of the developing
Encountered resistance on the country researchers responded “always,” while 36
part of developing country percent responded “sometimes” (combined percent-
officials to U.S. requirements f
rcent), that the current U.S. rules an

for IRB composition (n = 25) 12 88 age Cl) _95 perce t)’,[ a}tlt ecu ?b't U.S. rules }al. C;
Considered the SPA process regu ations governing human su jects ensure hig
valuable in ensuring that a ethical standards in research. Over three-quarters of
deYeloping country ethics the researchers (77 percent) relied on U.S. ethics reg-
review was carried out (n = 25) 84 16 . i « ] ) .

ulations for guidance “sometimes,” while 14 percent

Table D.5.4: DSMB Information

Question % Yes % No % Don’t Know
Study had a DSMB (n = 84) 22 58 20

Ethic issues arose in DSMB review of study (e.g., medical care offered to

participants)? (n = 19) 37 58 5

% Never | % Sometimes % Always
Aware of results of DSMB meetings (n = 18) 17 33 50

said “always” (cumulative percentage for “always” and “sometimes” is 91 percent). A much higher percentage (97
percent) of academic respondents said that developing country collaborators rely on U.S. ethics regulations for
guidance “sometimes” or “always” versus 81 percent of nonacademic respondents (p = .018).

Host Country (Developing Country) Human Subjects Regulations

The developing country researchers were equally critical of their countries’ IRBs as they were of the U.S. IRBs,
when asked if their IRBs are more concerned with politics than they are with protecting the interests of research
subjects. Sixty-three percent of them agreed (“sometimes” or “always”). (Fifty-nine percent of them had agreed
about U.S. IRBs, on the same issue.) Nonphysician researchers as a group were more critical about their
countries’ IRBs on this issue (82 percent) (“sometimes” and “always” combined) than the physician researchers
(57 percent) (“sometimes” and “always” combined) (p = .008).

When asked whether the developing country IRBs have voiced concerns about the costs associated with an
IRB in carrying out its work, 45 percent (cumulative percentage for “always” and “sometimes”) of researchers
stated that it has been brought up. The majority of the researchers (92 percent) agreed that “sometimes” or
“always” the national guidelines in the developing countries are effective in protecting research subjects.

Seventeen percent of the researchers responded that they have had to abandon a research project because it
was impossible to get developing country IRB approval despite modifications. In contrast, only 6 percent of
them reported having to abandon their project because it was impossible to obtain U.S. IRB approval. More
IRB-member researchers (62 percent) had to abandon their research because it was impossible to get developing
country IRB approval despite modifications, compared to 38 percent of researchers who are not IRB members
(p =.029) (Table D.5.5).
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IRB and Ethics Review at the National or
Local Level

Table D.5.5: Developing Country IRB

Approval Forty-four percent of the survey respondents reported
Have you ever had to that their studies did not undergo review by the
abandon a research Ministry or Department of Health in the country
project because it was where the research is/was conducted (Table D.5.6).

impossible to get

Sl LT Twenty-five percent of the respondents also reported

IRB approval despite that their studies did not undergo some type of ethics
modifications? Yes No review by an IRB, ethics board, or Ministry/Department
IRB member % 62 38 of Health in the country. Further analyses show that a
Non-IRB member % 40 60 potential 15 percent (28 studies) of the studies being

described in the survey were neither reviewed by the
Ministry/Department of Health nor by any IRB/ethics
board. Of these studies that were neither reviewed
by the Ministry/Department of Health nor by any
IRB/ethics board, 36 percent (10 studies) were
funded by the United States.

p=.029

Table D.5.6: Developing Country IRBs and Other Ethics Review

Studies That Did Not Undergo Reviews % n
The study did not undergo review by the Ministry/Department of Health in the country

where the research is/was conducted. 44 82
The study did not undergo some type of ethics review by an IRB, ethics board, or

Ministry/Department of Health in the country where the research is/was conducted. 25 46
Studies that were neither reviewed by the Ministry/Department of Health nor by any

IRB/ethics board. 15 28
Studies that were neither reviewed by the Ministry/Department of Health nor by any

IRB/ethics board and were funded by the United States. 36 10

Source of Ethics Review Requirements. Of those researchers whose index studies are/were funded by the
U.S., 69 percent of them responded that the developing country ethics review was required by U.S. institutions/
regulations (p = .001) (Table D.5.7). Further, 95 percent of this category of researchers reported that the
developing country ethics review was required by developing country institutions/regulations.

Table D.5.7: Source of Ethics Review Requirements

U.S.-Funded Researchers

Question n % Yes % No

Was any of this developing country ethics review required by U.S.
institutions/regulations? 55 69 31

Was any of this developing country ethics review required by developing country
institutions/regulations? 61 95 5
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Table D.5.8: Developing Country IRBs and Other Ethics Review

Did this study undergo some type of ethics review by an IRB,
ethics board, or Ministry of Health in the country where the research
is/iwas conducted?

Response of the Researchers

% Yes % No P-Value
Discipline of index study: epidemiology 82 18 0.013
Discipline of index study: clinical care 89 11 0.016
Discipline of index study: anthropology 48 52 0.002

Types of Studies and Ethics Review. Compared to other study methods, half (52 percent) of the anthropo-
logical studies did not undergo any type of ethical review by an IRB, ethics board, or Ministry of Health

(p = .002) (Table D.5.8). In addition, 11 percent of studies conducted by researchers in clinical care also did
not undergo ethical review (p = .016); 18 percent of epidemiological studies did not undergo ethics review
(p=.013).

Table D.5.9: Developing Country IRBs and Other Ethics Review

Did this study undergo some type of ethics review by an IRB,
ethics board, or Ministry of Health in the country where the research

is/iwas conducted? Response of the Researchers

% Yes % No P-Value
Topic: infectious diseases, non-HIV/AIDS 86 14 0.016
Topic: HIV/AIDS 93 7 0.017
Topic: health systems/services 61 39 0.013

The following types of research studies did not undergo ethical review: 39 percent of health systems/services
types of research studies (p = .013); 14 percent of infectious disease (but non-HIV/AIDS) research studies
(p = .016); and 7 percent of HIV/AIDS studies (p = .017) (Table D.5.9).

In the country where the research was conducted,

the respondents stated that the study was reviewed
by the following institutions (Table D.5.10):

Table D.5.10: Developing Country IRBs
and Other Ethics Review

Note that the majority of studies (92 percent) were

being reviewed at the local institution level. In terms Percent of Responses
of community representation, 61 percent of the Review Board % Yes % No
researchers say that there is inadequate community A national IRB /ERB (n = 115) 49 51
representation on the local IRBs/ethics boards. State/provincial IRB/ERB

(n =93) 27 73

Collaborating local institution

IRB/ERB (n = 130) 92 8

Other in-country ERB

(n=70) 14 86
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Recommendations

Survey respondents were asked for their recommendations in the areas of U.S. IRBs, developing country IRBs,
SPAs, ethical reviews and international guidelines. Responses from all the researchers versus only those whose
studies are/were funded by the U.S., were similar when compared (Table D.5.11).

The majority (85 percent) of survey respondents agreed that research funding agencies should provide
funding to support the work of developing country IRBs. More than three-quarters (77 percent) of the survey
respondents recommended that international guidelines (e.g., CIOMS) should be used instead of U.S. rules
and regulations. According to 85 percent of the developing country researchers, a developing country ethical
review should be required for all studies. Ninety-two percent of them also stated that the composition of ethics
review boards used in developing countries should not be dictated by U.S. regulations. Forty-six percent were
neutral, while 28 percent agreed and 26 percent disagreed that the SPA requirement should be eliminated.
Seventy percent of the researchers agreed that some research funds for piloting consent forms should be
released before final IRB approval is obtained.

Table D.5.11: Recommendations

Developing Country Researchers
Developing Country Researchers* (U.S. Funded)**
% % Strongly % % Strongly
Strongly Disagree Strongly % Disagree
Agree and and Agree and| Neutral and
Recommendations n Agree |% Neutral| Disagree | n Agree 1 Disagree
Research funding agencies should
provide funding to support the work
of developing country IRBs. 191 85 7 8 82 89 6 5
International guidelines (e.g., CIOMS)
should be used instead of U.S. rules
and regulations. 171 77 22 1 75 76 23 1
A developing country ethical review
should be required for all studies. 190 85 6 9 81 89 2 9
The composition of ERBs used in
developing countries should not be
dictated by U.S. regulations. 191 92 7 1 82 85 14 1
The SPA requirement should be
eliminated. 116 28 46 26 82 26 41 33
Some research funds for piloting
consent forms should be released
before final IRB approval is obtained. [182 70 21 9 54 70 18 12

*Survey respondents from developing countries

*#Survey respondents from developing countries whose index studies are/were funded by the United States.
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D.5.2 Results from Qualitative Research

Local National IRBs in Host Country

Adequacy and Effectiveness. Respondents felt that a local institutional review process was necessary for
regulating research and was described as bringing “some sanity to the researchers.” However, the perceived
functioning of these review systems varied greatly. Some countries do not have local IRBs, while others have
well-established IRBs that have been in operation for many years:

Most of the issues did not arise at the local review because they were already addressed in
the application. My institution has a strong ethics board, which has been active for several
decades. Thus, formal ethics review is an essential part of the tradition and teaching in
research.

Respondents felt that local IRBs were strengthened over time as they gained experience and exposure to various
research and ethical issues. Several respondents described the process of building up the IRB. This respondent
commented as follows:

Once we got it set up in the university then we moved on to the Ministry [of Health] and it
took a while....I'm not saying that all Ministry people are bad, but some people...[the govern-
ment] took money from, these researchers, and turned their backs, so whatever happens to the
patients, they don't care too much.

This same respondent felt that these issues are beginning to be dealt with now:

In [African country] there was no ethics or research committee by the time I got there and
when there were a lot of researchers coming from abroad and calling themselves researchers
who just came to the country and they did what they wanted to do and left. It took a while
for us to push the government to the point [of addressing the situation]. The university first
approached the issue. Once we had it set in the university we moved on to the Ministry and
it took a while and there are many, many reasons for that. This has been addressed in most
African developing countries by now because the patient is extremely important.

One respondent remarked that other than official IRBs, there were many private advocacy organizations that
served minorities groups, human rights, and women, among others. These groups were vigilant of research
activities and the protection of human subjects.

Urban areas where university or research institutions are generally located were more likely to have estab-
lished review processes that were better functioning and more effective than in rural regions. Outside of larger
cities there was reportedly less familiarity with the IRB process and the government had more difficulty in
regulating research. However, where there is a history of research or more recent research activity, there is
more capacity and familiarity with the process. Several respondents mentioned that IRBs are “routine” for
rural districts where research activity has been at a high level. Any investigator arriving in those areas will be
required to go through a review process, but rural districts with less research activity do not share in this level
of experience with the local IRB process and do not know how to advise incoming investigators. Other respon-
dents noted that although their local university has an established review system, investigators, both nationals
and non-nationals, who are not aware of its existence, bypass it. Some of these respondents also felt that
research was in its infancy in their country, that ethical considerations are not taken seriously, and that review
processes are sometimes simply ignored. Other respondents also felt that seeking ethical approval was the
investigator’ responsibility, particularly for projects to be implemented in rural districts where review processes
are not well established.
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Several respondents felt the review process at the government level was slowed considerably by bureaucratic
procedures:

...when it gets to the Ministry [of Health] it just drags on forever. So you have to follow it all
the time because the committee will tend to not meet regularly and you have to push the chair
person to call a meeting. . it takes four to six months.

Citing a long history of research in collaboration with a U.S. university, one researcher referred to the “tradition
of research” that exists at the university level, but is absent at the government level Ministry of Health, which
was described as:

...More concerned about the money than [whether the study is| for the people or not.

Frustration was frequently expressed over the inadequacy of the national governments to regulate research and
to enforce ethical guidelines for all research projects implemented within national boundaries. This respondent
commented:

...Institutions that have universities attached to it and have a lot of people that have been out-
side and are [also] used to the developing world system, it’s more probable that you will have
something comparable to what you have in the developed nations...moving from those cities
that have universities and just set up a collaboration with some private medical practitioner or
some small group somewhere...you might find...that they have no control at all, and that is a
huge problem for the government.

Another respondent explained that when they began research in the early 1980s in (a Caribbean country), the
Ministry of Health had a review board, but its role and mission were unclear, and it operated without guide-
lines. A regional research institution, which already had an IRB and served several countries in the region,
began to review proposals for the respondent’s projects sponsored by the United States. This was a feasible
solution for the investigators so that they could fulfill U.S. requirements of local IRB approval. Such creative
solutions with partnering and twinning of institutions could be effective in the design phase of research.

Emphasis of Review. Most participants reported their university review boards as serving dual functions of
both technical and ethical review. One participant remarked that U.S. investigators have been rebuked at the
questioning of local IRBs on the technical merit of their studies because their expectation is that the review will
be based solely on ethical concerns. But as this respondent said, the philosophy behind the dual role of the
local IRB is that you cannot have ethical research without “good science.”

Ethical review of study proposals has been a more recent occurrence in some countries, a process many
respondents described to have developed within the last ten years. In some countries the local review continues
to emphasize scientific, political, or funding concerns versus ethical considerations:

They [local IRBs] are not really concerned about ethical issues, they are looking [at] technical
lissues]. And you know, and who [is] giving you money, how much are you getting....But now
[we need to look at] the ethical aspects, what people are doing, is it right.

Particular instances were mentioned of IRBs considering the political sensitivity of the potential proposals pri-
marily, while the scientific and ethical aspects of the study are judged secondarily. Generally, funding concerns
were more often associated with governmental IRBs than university IRBs. Several respondents mentioned the
political nature of local IRB decisionmaking. One respondent remarked:

...it is a political approval. It is not an approval that is about ethics. It was more about whether
we would be spies or we would be real researchers that would benefit [Asian country].
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In resource-poor countries, the issue of corruption and “kickbacks” for government officials was a concern in
establishing and, particularly, in enforcing standards for research ethics at the national level. These concerns
were relevant for all respondents. One respondent expressed their concern that external organizations took
advantage of the resource-poor countries in that they could dictate what they wanted by finding government
officials that they could control. Where specific regulations do exist, enforcement of those regulations is a
problem. Several participants specifically referred to pharmaceutical companies looking for new markets for
their drugs:

...they [pharmaceutical companies] get an institution somewhere that has a half-controlled
person that would be willing to just take them in and do...whatever kinds of studies they
want to do.

...the companies when they want to market the new drug in a new market...they would pro-
mote those trials, and for them to get into the market was to get the approval of the Ministry
of Health and then find collaborators at the universities and then move on.

Other participants felt that the lack of standards or guidelines came from their government officials’ lack of
familiarity with principles of ethics, scientific expertise, or commitment to developing or enforcing ethical
guidelines because of the strong desire to build links with international organizations. One respondent
commented:

...they would have anything any foreign government body would require, so that they would
make a link with [Asian country] or WHO...but in terms of who is running these bodies and
who is controlling what’s really happening, you will be amazed. It is mostly people who have
no idea about this. They just know it is a word. So if its human rights abuses, it will be OK,
we won't abuse anyone. That is the context.

Several respondents felt that the unequal power relationships between the United States and developing coun-
tries created a paternalistic environment in which to negotiate the terms of research. When the United States
brings funding, a research proposal, and specific technical expertise necessary for implementing a study, the
developing country governments have difficulty in refusing the opportunity. Given these power differentials,
respondents felt that decisionmaking regarding research was unfairly influenced:

The biggest problem in developing countries is that our poverty puts us in a situation [where]
the beggar has no choice.

Composition of Review Boards. The composition of review boards was mentioned in a few cases and
included scientists, lawyers, faith leaders, doctors, and community members. One respondent remarked that
the local university IRB would not approve research proposals unless a community representative is serving
on the review board.

The issue of community representatives was important to another respondent who said it would ensure
diversity and democratic composition of the board. In the university setting, one respondent mentioned the
issue of conflict of interest. It was customary to have both departmental and nondepartmental faculty review
each proposal to reduce the possibility for conflicts of interest to arise. Some of the respondents served on
review boards, and several commented on the difficulty in finding appropriate individuals with adequate
familiarity with ethics and enough experience to serve on review boards. It is frequent that the review boards
are set up ad hoc to satisty the requests of U.S. donors or collaborators, which is found to be “paternalistic” by
some respondents, particularly in areas that already have established IRBs. One respondent had the experience
of an ad hoc committee being set up because the composition of the local IRB was “not equal to that in U.S.
institutions.” This respondent added that this created a problem because the U.S. IRB felt that the local IRB
was not “appropriate.”
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External Influence. External influence in the establishment of review processes was met with both support
and skepticism. Several respondents felt that high-quality review processes could be developed through learning
and borrowing from external review systems. As one respondent stated:

I guess you learn from outsiders how research is conducted and then try to apply those
standards to our situation....

This was reiterated by another respondent, who described the process of starting with no guidelines at the
university and having to build a system for ethics review:

I think if we are both self-directed and also directed by the requirements of any agency, you
learn from it the right way....Initially it was very difficult for us as there was no board. We
had to take our guidelines from various agencies, the [local] college...NIH, [local research
institution]....We had to go through four IRBs. There was no regulating body.

Others clearly felt that while the review process was important, they were critical of external regulations. As
one participant explained:

So the thing for us [as] a country [is that] we don't really care about the other country’s
approval...we really want to make [sure] that everything is OK according [to] our standards
and not with the outside standard because they might have another agenda to pursue.

This reflects the same skepticism of how effective external review requirements are in protecting human
subjects in the consent process.

However, several respondents saw these “outsiders” as positive forces in motivating change for better
research through more control over the type and quality of research conducted in their respective countries.
Two participants mentioned specific examples of how their governments were guided and motivated by WHO
and NIH to establish a process of review for research proposals in their respective countries. They felt that
these external organizations served as catalysts in prompting their governments and universities to improve
standards in research:

...it was WHO that was...behind the whole study....And they were very insistent that they
cannot start the study or do anything without being invited by the Ministry of Health....And
they try to push and empower them....

Other respondents said that while the NIH guidelines were “comprehensive” and provided a good “basic
format,” some of the regulations are irrelevant and do not apply in their particular setting. Respondents
felt there were distinctions between the U.S. cultural context and that of other countries, making some
requirements irrelevant.

Several respondents commented on the lack of monitoring of research in the field. Review systems are
important, but where activities are not monitored, efforts of the IRBs are negated:

Now, what this mechanism does is to have on paper something that is acceptable. That doesn't
mean that that’s the way it is going to be implemented. As to what happens out there in the
field, nobody knows, because there is no mechanism for follow-up to make sure that people
are doing what they put down on paper.

In some cases, the sheer number of IRBs requiring approval complicated the process. Each research institution,
donor organization, national government, and collaborator’ institution has requirements and boards, each
with several steps of approval depending on the level of risk involved for study participants, the number of
collaborators involved, and the level of collaboration. Considerable time was reportedly spent in seeking IRB
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approvals. Another respondent felt that the IRBs were too stringent and that some of their requests were quite
“illogical.”

Gaining IRB approval was described as faster and easier for international organizations than for individuals
or for local NGOs because negotiations are said to occur at higher levels. One respondent felt it was advisable
to gain funding before seeking local approval because the local clearance will depend on whether or not the
project has financial support.

Capacity Building. One cultural dimension discussed by some respondents was that of the local power
dynamics and hierarchies in the government. For one participant, it was important to sensitize U.S. investigators
and donors to the “power structures” of the government so that they deal with the government officials who
are not corrupt and are making decisions in the citizens’ best interest.

However, more often participants emphasized capacity building of government officials as the important
issue, sensitizing them to ethical concerns and broadening their understanding of how they can be active
players in regulating the type of research implemented in their country.

The main issue for most participants was not one of speaking to the “right people” in the government, but
rather one of raising awareness and empowering the government to take ethical issues under their control, to
negotiate the terms of the research, and to actively protect their communities. Many referred to this capacity
building as their responsibility as investigators who have been “trained outside,” but who also have local
cultural knowledge in developing appropriate ethics guidelines for their particular setting and in building the
capacity of their local governments to deal with donors in negotiating research proposals:

Where I think we have a role to play from developing countries not to be persuaded...not to
be taken off by monetary matters. We need to take the interest of the people and the country
at heart...it’s our duty who know how to do this type of research to guide the country to make
sure that whoever comes to do research...does it the way the government wants it to be done,
the country wants it to be done.

These respondents felt that not only do they have familiarity with Western ideas, they also have an understand-
ing and knowledge of their own cultures. As investigators with this dual knowledge, including an understanding
of the local health care situation, many saw themselves as responsible for raising awareness of ethical principles
and adapting them to their cultural setting. In this way, they are able to build the capacity of their governments
to actively participate in research regulation within the local and national governments in particular, but also at
the university level.

One respondent described research as “a very new [option] for recent medical school graduates in [Asian
country].” While there is a dependency on outside researchers to conduct research, this respondent felt a
strong obligation among them to develop capacity in the country where the research is conducted:

Whenever you are doing research in a developing country, you have to have the mentality

that we are going there because the research capacity is not there so we are going to develop
something when we leave there is something left there...and also not carrying out the research
but the reporting and the presenting and also the...capacity building its not there.

The publication and dissemination of study results was also considered an important area of training for
developing country researchers. Respondents wanted to be equally included in the publication and presenta-
tion of study results. Other respondents felt that this was already integrated into collaborative research activities
and reported having been involved in the research process from the study design to the dissemination of results.
Providing training of local health providers in how to diagnose, treat, or otherwise provide specific care was
also considered a key issue in capacity development.
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Another area of capacity development mentioned repeatedly throughout the discussions was infrastructure.
Many respondents felt it very necessary to begin to provide physical structures and equipment, particularly labo-
ratories for diagnostic testing, in the country where the research is being implemented. Respondents viewed
this as a way to offer something back to the study communities after completion of the study. This has been a
point of conflict between sponsors and collaborators, as this respondent commented:

...1 find unless you are the collaborating body or the government forces your donors or
sponsors think of things that they can leave behind after the study, or benefits during the
study that would benefit your own people, its very difficult. Its very generic...that way of
thinking, and some of them actually accept your suggestion, but some are...like, Oh we know
what we should leave behind after the study that can help you...it would be nice if they
would ask.

One respondent felt that donors should send laboratory equipment directly to developing country study
sites instead of providing the money to procure the equipment. Another respondent included provision of
infrastructure in the “ground rules” agreed to by the collaborators before the study began:

I like people to come and take samples, but after a few years I want the work to be done at
home because not only are we getting the treatment, we are [getting] people trained to be able
to do the work and carry on the work when I'm not there or somebody else is not there.

For another respondent, capacity development included the relationships that had been established between
health workers and the researchers. This respondent described how health workers continue visiting the
researchers “every now and then as they have the confidence” to interact with the researchers as a direct result
of their involvement in a study. Several respondents made comments regarding the actions of their local gov-
ernment IRBs in stopping research activities that were viewed as unethical. One respondent discussed how the
government refused a drug trial testing the effectiveness of Aquamarine as a birth control method. Another
respondent related a case where the Ministry of Health rejected the research proposal of an investigator who
falsely claimed to have found a cure for AIDS.

U.S. IRB Review
U.S. Regulations. U.S. guidelines were generally thought to be acceptable in terms of their basic premises.
This respondent remarked:

...it [present U.S. human subjects regulations] is all right in principle and in spirit, as they
want to protect the rights of the participants.

However, several respondents viewed U.S. guidelines as inappropriate because they are based on the U.S. legal
system and issues originating from concerns of protection and liability that are only relevant in the United
States. Respondents typically felt that the manner in which these guidelines were applied should reflect the
cultural and social distinctions found across all countries:

It is offensive that U.S. funding agencies impose IRB requirements on developing countries
that exist because of tort liability concerns in the United States.. .as if other countries were
additional states of the United States. Protection of research subjects is, or should be, of
paramount concern everywhere, but the individual nature of that protection as practiced in
the United States is not necessarily the best model for other social/cultural settings.

This same respondent also felt that instead of U.S. institutions focusing on a U.S. review, they should rather
ensure a proper, relevant, and complete local review. Others charged that their local review processes were
highly functioning and adequate, as one respondent noted:
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...at least at my university the IRB, etc., procedures are by no means inferior to those in the
United States, and it is not necessary for them to be superceded or made consistent with U.S.
regulations.

Another respondent agreed:

There are too many review boards. The U.S. and developing country’s national review boards
duplicate the work as they have similar guidelines by and large.

The need for multiple approvals created difficulty in coordinating review schedules and funding cycles. If local
IRBs do not meet regularly, there may be a considerable time lag between getting approval and start of funding.
Conflict was noted in trying to seek local approval first, making changes per the U.S. IRB process and then
having to return to the local IRB to seek approval again. Some felt that IRB regulations were too stringent and
impeded important research.

Respondents frequently mentioned that U.S. guidelines were applied unequally to research conducted
within the U.S. and outside the United States. One respondent did not feel it was appropriate for studies that
are not approved for implementation in the United States to seek approval in countries outside the United
States.

One respondent felt that the U.S. government or U.S. universities seeking local approval before a study may
be implemented is “healthy.” Similarly, others felt that the local IRB having the last review approval was more
appropriate because they were more familiar with the local cultural landscape and what would work best in
terms of specific consent processes and seeking permission from the local community. Another important issue
in this regard is reviewers’ understanding the level of health care available in the local setting. One respondent
remarked that there is a

...need for a broader knowledge of the health system, availability of treatment, and resources
in the host country [which] should be reviewed before making negative decisions about
important research impossible to develop without international funding.

Ethical Responsibility. Respondents identified individual researchers, donors, and local and U.S. governments
as having a role in maintaining ethical standards. As one respondent noted:

[ find the process as mandated by the NIH overly bureaucratic...the SPA is a good exam-
ple....I don't think the process...adds anything to the safety of studies. While I appreciate the
need for standards, in the end the only guarantee for protecting human subjects are the
researchers and the research team.

Donors were viewed as having a role in maintaining ethical standards in research by providing education

and allowing government officials to negotiate their ethical concerns and needs. This respondent referred to
capacity building with government officials and encouraged discussion of ethical concerns and issues with the
local IRB for a more meaningful review process:

There are a lot of donors who will strictly deal with only the government and the government
will get away with pure murder because part of the problem is they don't even understand
it...they’re [the donors] surprised when you have the Ministry of Health who does not
know...about a live virus...given in a vaccine...He doesn’t [Ministry official] care a hoot, but
he’s interested in getting a kickback...we're talking about developing countries...if he is able
to line his pockets he will do that...some of those kinds of information [ethical issues] should
be getting to the government.. let them filter through their hierarchy so that at least they will
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begin to ask questions, they will know that they can bargain for incentives, bargain for making
the vaccines available if we participate in the studies, be active participants....A lot of them
[Ministry officials] are really very positive.

Another respondent felt that collaborators shared in the responsibility to maintain ethical standards:

Along the same lines, I think that the responsibility should not be solely on the developing
country researchers, but on the collaborators as well because a lot of things, researchers in
developing countries are low with money, I mean, the funds are low, and so they lose interest
in the people they're treating, but I think collaborators should also have some level of credibility.

Monitoring. Several respondents felt that the United States did not pursue investigation or take any action
against ethics violations of which it was fully aware:

[The] United States should also—to the extent possible—curb unethical research done by
U.S.-based firms which do not follow existing U.S. and international policies and regulations.

Respondents related examples of ethics violations, which ranged broadly from physicians not participating in
the training for implementing the study intervention to failing to treat the placebo arms of a control trial once
the study concluded. In this latter example, after the study ended, the investigators not only did not treat the
placebo control group but also did not acknowledge their departure to the Ministry of Health.

Another incident involved data collection on Lassa fever and at the same time, but unknown to the study
volunteers, on HIV. The HIV data was published in a well-known journal without the knowledge, much less
consent, of the study participants. In another case, a respondent commented that the government allowed for
an HIV drug trial to be conducted. When controversy over the study created attention and debate in the
community, the government was not able to defend its decision and could not rescind approval. Another
respondent provided a particularly disturbing example of a Norplant study where implants were left in
research participants’ arms with no follow-up care provided after the study was completed.

One of the ethical concerns voiced by several respondents was the need for better enforcement of guidelines
and monitoring of research as it is implemented to ensure review board recommendations are carried out:

My humble submission is that there is no dearth of rules and regulations but there is no
enforcement, the rules have to be implemented...So what I am trying to say is that there is
so much talk on ethics and [the] third world is all the time exploited.

Several respondents made clear references to enforcement of the recommendations made by IRBs:

As to what happens out there in the field, nobody knows, because there is no mechanism for
follow-up to make sure that people are doing what they put down on paper.

Sometimes the ethical board clearances are a mere formality and paperwork. Therefore a
method should be devised to evaluate the process of clearance and the actual execution of the
recommendations of the ethical board.

Cultural, political and economic pressures often greatly influence decisionmaking about research. Several
respondents suggested that a monitoring system is needed to ensure that the changes suggested by the review
boards are implemented in the field, as this respondent commented:

Ways should be found to monitor U.S. research collaborators about details of their research
activities in developing countries. Sometimes some of their activities go beyond what was
approved by the IRBs in areas that might be unethical. The issues of carrying away human
samples and their use should also be discussed.
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One respondent commented that the current review system could be made a more culturally appropriate
process by paying attention to the basic principles of ethics and justice, more specifically, the distribution of
Justice:

I think there is no hard and fast rule. We have to respect our subjects. To my mind, the real
issue is the exploitation or taking advantage of the decency of poor people. The issue is of
distribution of benefits, power, money, and position.

Recommendations

Capacity Building

Workshops, discussion groups, and seminars were recommended for researchers in both developed and
developing countries to raise awareness of ethics in research. U.S. funding was also suggested for supporting
the establishment of local IRBs and developing ethics guidelines. One respondent suggested that specific funds
should be included in research project grant money to support IRB reviews. Scholarships for researchers in
developing countries to study bioethics should be made available to ensure ethical research is conducted.
Regular and wider dissemination of results was suggested, which includes the participation of developing
country collaborators in the publications and presentations of data. Other capacity building was recommended
in terms of providing infrastructure and training in advanced scientific research methods. A very general
recommendation was mentioned by one respondent to identify and include investigators from developing
countries in all aspects of research.

One of the most frequent recommendations from respondents is that guidelines remain flexible and adapt-
able for application in diverse cultural settings and allow for integration of local policy, particularly in terms of
informed consent. Many respondents recommended the establishment of a national, independent regulatory
body that could develop guidelines for regional application. These respondents suggested the Ministry of
Health take on this responsibility of forming the regulatory body and developing guidelines. Appointing an IRB
representative from within the Ministry who could be the contact for U.S. IRBs was another recommendation
from one respondent.

U.S. IRB

Many respondents recommended allowing more flexibility in the application of U.S. guidelines. Coordination
with developing country IRBs should be compulsory for U.S. researchers. An individual from a developing
country should be included on U.S. IRB committees. Equal application of developed country standards of
ethics for research within both developed and developing countries was also suggested. One respondent called
for the reduction in the level of coercive tactics used by drug companies to market their products, but did not
provide specific details. One respondent suggested integrating peer review into the proposal review process.
Another respondent suggested an attempt should be made to understand study participants’ perspectives on
being involved in research and to integrate their experiences into developing national guidelines for the local IRB.

An ethical “commissar” should be appointed in the United States for each developing country or region, and
a counterpart should be identified in the Ministry of Health of all countries. After these “commissars” develop a
“common language,” then all projects could have these professionals conduct the basic work between the local
and U.S. IRBs.

Gender perspectives should be integrated into the ethics of research, including adding a woman’s health
activist to IRB committees. One respondent did not recommend that representatives from the religious commu-
nity serve on IRB committees.

Several participants felt that the ethical clearance and the informed consent process are symbolic, with
no real enforcement by the ethics review board for the implementation of the recommended changes. The
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establishment of a monitoring system to evaluate whether or not the study is implemented as it was proposed
and to enforce implementation of IRB changes was recommended by several respondents. Other respondents
suggested the application of international guidelines instead of U.S. guidelines.

D.6 Discussion of International Results
D.6.1 General

This empirical work reflects the expressed attitudes and opinions of the 203 researchers who were surveyed in
the developing world and the 37 additional scientists who participated in focus group discussions or in-depth
interviews. This work clearly has some limitations, especially with respect to the sample of researchers surveyed
and the domains of inquiry covered in the survey. Yet, this first attempt to explore input from the developing
world has provided a much-needed insight into the assumptions and myths that have been taken for granted
in the ethical discourse within the developed world—especially in the United States. The analysis contained
herein is intended to demonstrate the potential implications of the nature and application of ethical rules and
regulations—primarily U.S. guidelines—in a developing world setting. It helps to further our understanding
about the many issues that plague those in developing countries who are involved in research—researchers,
health professionals, participants, observers—and about how these issues are viewed by those who conduct
research.

The diversity in attitudes, opinions, and experiences that emerged reflect the complexity of ethical issues
in health research. Across countries, there are tremendous differences in culture, medical practices, politics,
and religion. Even within countries, these differences can create a challenging context within which to apply
standard guidelines for ethics. The notion of applying a single set of guidelines universally has the potential of
stereotyping cultures, which may have negative consequences for research. One of the most prevalent concerns
among respondents to this survey was the need for flexibility in applying guidelines so that they can be
adapted to specific settings.

In general, respondents did not criticize the basic premise underlying the present set of U.S. guidelines for
international health research. However, respondents were concerned about how those guidelines have been
applied and about the mechanisms needed to make them more relevant to other countries. The need for
flexibility repeatedly emerged in the data. While opinions seemed most vocal regarding drug trials, specific
recommendations typically focused on practical changes in operational elements, as further described below.

D.6.2 Informed Consent

Disclosure
One of the issues traditionally thought of as a challenge by health researchers is the extra burden posed by the
informed consent process and the inherent risk of losing potential research participants through that process. A
majority of the survey participants agreed that there is a risk of losing potential participants upon disclosure of
study details (whether randomized controlled trials or observational studies) in an informed consent process.
However, participants did not feel that the informed consent process promoted wider mistrust in the study
population, indicating that these researchers are willing to conduct the informed consent process even though
some risks are involved. University-based researchers were more likely to agree with the issue of informed
consent raising distrust than were nonuniversity researchers, which may be reflective of their perception within
the academic centers or a consequence of the nonuniversity researchers being closer to the communities. Or, it
may be based on the experiences of academic researchers. In any case, further exploration of this issue may be
warranted in future studies.

The basic premise of individual informed consent seemed to coincide with the cultural values of most of the
respondents and their respective research settings. Community and individual education were emphasized as
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important in gaining true informed consent, and many respondents were concerned that people need to truly
understand what was involved in study participation. Full disclosure of the relevant risks and benefits was an
essential element in ensuring informed consent and in protecting the integrity of the research and the credibility
of the investigators. However, this appears to be a trend that has evolved from earlier research practices in
which full disclosure was not always the norm. Several examples of previous recruitment efforts, which did not
include full disclosure of risks and benefits, were described, a practice that reportedly could not be repeated in
the current climate of greater sensitivity toward ethical research.

Procedures

Despite the oft-quoted “hesitancy” of using written and signed informed consent in the developing world,

the majority (nearly two-thirds) of the survey respondents indicated that this was the most common form of
informed consent procedure used in their index studies. This was used appropriately and significantly more
often in populations defined by medium to high literacy (>20 percent) as compared to low literacy populations.
In addition, the use of community meetings and approvals from leaders was also common in index studies for
nearly half the respondents. This is reflective of several possible trends:

m That the process of written and signed consent is being thrust upon research participants by ethical
guidelines and rules that the local researchers must follow.

m That there are secular trends occurring in these countries along with social and economic development,
and that the hesitancy for a written and signed consent may be an historical carry-over.

m That local researchers actually supported the implementation of this form of consent procedure and have
convinced community leaders to lend their support to the process.

In any particular developing country, a mixture of these and other factors may be at play. The appeal for greater
flexibility in applying ethical guidelines and more legitimate options for informed consent would tend to indi-
cate that the first option may be close to reality. However, it is likely that the actual prevalence of the perceived
hesitancy to written informed consent is decreasing and that both the local populations and researchers are
becoming more accustomed to the concept, even if this trend is catalyzed by external guidelines. This may be
a case of “exporting” standards to the developing world over time.

Participants in the qualitative research arm of this study expressed a measured perception on this issue.
They considered written consent forms, in general, to be appropriate in studies involving therapeutic interven-
tions, especially those that were invasive (higher risk), such as surgery or the administration of drugs. For
lower risk studies and observational studies, the perception was that they typically have not followed strict
informed consent procedures. Serious concerns were raised regarding the ethics of social science research,
health program evaluation, and development oriented projects that are not required to obtain consent from
participants, particularly when sensitive topics are covered in data collection. In considering research of lower
risk not involving sensitive subjects, respondents felt some kind of consent process was still necessary, with
verbal consent mentioned as a possible option.

Where illiteracy is high, verbal consent with or without a signature should be acceptable. However, it was
suggested that verbal consent with a third party witness’ signature would preserve the individual consent
process without requiring the individual participants’ signature. The distinctions made between informed
consents that are written alone, written and signed, oral alone, or oral and signed reflect the great concern
among developing country researchers in this area. Obtaining signatures, as an independent activity for
informed consent, was often considered inappropriate and difficult to obtain in many situations. Such
sensitivities to obtaining signatures in developing world communities must be reflected in the search for a
wider menu of choices for informed consent in research that is compatible with U.S. ethical guidelines.
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The use of nonwritten media for informed consent was limited to less than one-third of reported cases, and
the use of high technology media was rare, reflecting the capacity development of local researchers in these
countries to conduct such procedures, as well as the availability of technology for use in research. Further
analysis revealed that academic (university-based) researchers were significantly more likely to use such media
than their nonuniversity colleagues, and senior (>45 years of age) researchers had more experience with such
methods. This is consistent with their exposure to research projects and the availability of resources over their
professional careers.

Testing of participants’ understanding prior to informed consent was reported to occur in less than a third
of the cases. There may be a need to increase the importance given to this process, regardless of the exact
procedure used for informed consent. In fact, the need for testing such understanding is further enhanced in
countries where informed consent procedures may be considered imposed by external guidelines, or new for
the local situation. Under these conditions, the effectiveness of the procedures and their validity need to be
evaluated, especially if background conditions—illiteracy and poverty—make the population more vulnerable.
As mentioned by focus group participants, if informed consent procedures do not promote enhanced under-
standing and truly informed decisionmaking, then they are not achieving their intended purpose.

It was also disturbing to note that a minority of the survey respondents felt that research staff interfered in
the informed consent process by shortening or simplifying the consent forms. This was expressed by a signifi-
cantly greater proportion of university-based researchers, as compared to nonuniversity based researchers.
Although significantly more researchers working with populations with higher literacy (>20 percent) agreed
with the statement, the numbers of studies in low literacy populations were small. This may also reflect the
inadequacy of the consent forms and the discomfort of field staff in using them without additional modifica-
tions. The length, tense, phrases, and use of language may all play a role; however, this issue was not explored
further in the survey. On the other hand, the conduct of research staff, especially field staff, such as interviewers,
is critical to both the scientific and ethical integrity of the project. As a result, any undue actions on their part
within the context of research need to be carefully monitored. There may be potential here for the development
of guidelines for research staff that could accompany the main research ethical guidelines.

Substantive Issues

Much has been said in the literature on ethical guidelines about the imposition of Western values on the
developing world. In this context, one of the most commonly noted examples is the individual orientation of
the informed consent process. A large majority (two-thirds) of the survey respondents in this current study
support this notion as well. Academic researchers (university-based) were significantly more likely to consider
the informed consent process as focused on the individual than were nonacademic respondents. This corre-
sponds to the report that community approval procedures were used in nearly half of the cases, although we
do not know whether they were used by the researcher on his or her own accord or as a result of specific
ethical guidelines. Both community and individual consent can be accommodated by the combination of both
procedures within the same study and mandated by ethical guidelines. This strategy will avoid the perceived
stress on individual informed consent only, while still providing the same opportunity for each person to
respond to the study.

The use of cultural and religious beliefs to support the notion that individual decisionmaking is not
compatible with societies in developing countries is still reported by nearly half of the survey respondents.
However, the other half were either not convinced or disagreed with that statement, making it difficult to reach
a conclusion. Studies done in areas of Muslim faith were more likely to agree with the individual orientation
of informed consent. Suffice it to say that the notion of individual decisionmaking is being currently used in
health research in the developing world and may need to be strengthened within the context of community
and family consent. Even for observational studies, the notion that individual informed consent may not be
necessary was supported by less than half of the survey respondents.
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In further analysis of the survey data, it was found that physician respondents used written informed
consent more and community consent less than nonphysician respondents. This appears to be consistent
with the individually oriented medical care that doctors provide and with their practice of taking consent for
therapeutic regimes from one patient at a time. This potentially makes them more comfortable with individual
consent even within the research context. It could also be the result of the greater exposure of these physicians
to Western practices and a familiarity with the notions of individual consent. This is also a reflection of the
scarcity of trained and skilled professionals in developing countries where it is very common for physicians to
be health researchers for a smaller portion of their time. In other words, the concept of a full-time health
researcher who gains all of his or her livelihood from that pursuit is rare in these countries.

Level of Understanding

Comprehension and understanding by participants of research is essential for a complete informed consent
procedure. Respondents view the procedure as an opportunity for dialogue with both the participants and the
research staff. This presents informed consent as an education tool within the research enterprise and enhances
the value to the community where research is being conducted. This is a very creative and appropriate view of
informed consent, as it also presents an opportunity for providing some benefit to the community.

Researchers report that participants are mostly aware that they are involved in a research study and also
dispelled the notion that the overall language used in informed consent forms may be too difficult—a hin-
drance to understanding by participants. This may be a reflection of the involvement of developing country
researchers within collaborative projects where their input in the development of the local consent form and
any subsequent translation creates a more appropriate form. Despite this general understanding, research
participants were thought to have “unrealistic hopes” regarding the research projects in terms of personal gain
of any nature. These viewpoints are quite compatible with anecdotal experience within the developing world,
where despite an understanding of health processes, impoverished conditions cause people to hope for some
personal health gain. A strong desire for some relief from the challenging circumstances of every day life is held
by people, despite a presentation of facts to the contrary.

Conveying specific information was considered challenging within the informed consent process. Technical,
biomedical information was difficult to explain, particularly in areas where the local language did not have words
for terms such as “research” or “virus.” Understanding of other biomedical concepts by research participants,
such as use of placebos (this was not related to literacy level of study population), was also acknowledged to
be challenging by the majority of the respondents. Senior researchers (>45 years of age) were significantly more
likely to agree with this observation than their younger colleagues, which may reflect their longer experience
or their firmly held beliefs based on their experiences. Overall, this phenomenon in a community may have
culture-specific variations depending on the understanding of the nature and the use of placebos for therapeutic
purposes in such settings.

Voluntariness
The respondents, especially in focus group discussions, expressed the concern that the informed consent
process must allow for voluntary decisions. The communal context of health issues, presence of strong family
influences, deep social traditions, and previous provider-patient interactions, often create situations in which
individual voluntariness may be compromised in a research context. Thus, refusal of persons to participate in
research studies was considered a proxy for some expression of voluntariness. Researchers described situations
(in focus group discussions) where the social rules of hosting visitors or the established rapport between
patients and local physician-researchers made refusal very difficult for potential research participants.

Examples of national censuses and demographic/health surveys were quoted to illustrate how participation
in “research” can sometimes be mandated by law and do not involve voluntary consent. One can argue that the
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primary intent of a census is not research; rather, it can be used for research once completed. In the specific
case quoted by one researcher, a census was a rare entity in two countries, and participation in a health survey
was mandated by the government and involved a consent form without expression of voluntariness.
Demographic/health surveys may be used for the same purposes as a census but are often conducted to get

a better understanding of the disease burden, especially in children and women. Countries mandating partici-
pation in such surveys may need to revisit this issue based on the nature and type of information collected.
This is an area for further empirical work with nations and organizations that are involved in the conduct of
demographic/health surveys.

Recommendations

The recommendations expressed by researchers from the developing world call for more flexibility in the
procedures for documenting and practicing informed consent within human subjects regulations. This is
consistent with the call for requiring community leader’s consent, as well as individual informed consent, both
of which are considered important. Thus, the notion of informed consent as a principle is strongly supported,
and its flexible application at both individual and community level is also supported. This empirical evidence
dispels some of the assumptions that informed consent itself may either not be acceptable in the developing
world or that the ethical principle of respect for autonomy may not be as universally held. However, the
evidence strongly urges ethical guidelines to include more options for “acceptable” forms of informed consent,
which are appropriate for diverse national situations and cultures.

An overwhelming support for testing participants’ understanding was recommended by these researchers.
This is an issue that may be seriously considered for any future modifications in the U.S. ethical guidelines.
Such a “check” is also consistent with the scientific side of research, where the notions of pilot testing and
certifying methods and design issues are quite prevalent. Therefore, formal inclusion of such a requirement
into guidelines may be quite acceptable. Exploration of innovative techniques, such as video, small group dis-
cussion, and visual aids, should also be recommended for participants’ understanding and for seeking informed
consent. Translation of written consent forms should emphasize the basic concepts of the study in order to
ensure greater understanding of the fundamental aspects of research.

It is important to note that the recommendations described above were supported by even higher propor-
tions of those developing country researchers who had received funding from U.S.-based sources. This lends
greater credibility to their potential implications for the U.S. ethical guidelines.

D.6.3 Risks and Benefits
Survey respondents categorized their index studies as “minimal” risk for participants in the overwhelming
majority of cases (>90 percent). The participants in these index studies included men, women, pregnant
women, children, and infants, and there was no relationship between the level of risk and type of participants.
All of the “greater than minimal risk” index studies were reported in populations with medium to high literacy
levels (>20 percent literacy). In general, the index studies are diverse and hopefully reflective of the vast
majority of low-risk studies done in the developing world.

The survey also queried respondents on the sensitive nature of the information in their index studies.
Half of the respondents indicated that their index study gathered sensitive information and that there was
no association between the level of risk and the sensitivity of information gathered in the index study. The
majority of studies for HIV/AIDS were reported to gather sensitive information as compared to one-fifth of the
non-HIV/AIDS index studies. The interpretation of the word “sensitive,” personal and professional concepts
of sensitive information, and the examples written in the survey next to the question (HIV-positive status,
domestic violence) may have influenced these responses. However, in general, the impression that emerges is
that studies done in developing countries, especially those dealing with HIV/AIDS, are handling information
considered “sensitive” and the need for appropriate ethical evaluations is very relevant.
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Burden of Disease
One domain of inquiry within the survey dealt with the reasons for conducting the index study (the reference
study—on the basis of which the respondents answered several domains of questions). The majority of respon-
dents agreed with each one of the reasons written for conducting the study in a developing country: greater
relevance to the country in question, interest in global inequalities, and requests by host country researchers
were the most frequently cited reasons. This set of responses is a reassuring picture from the potential notion
that the West thrusts all research on the developing world and is irrelevant to the local situation.

However, there may be some difficult response issues creeping in this section as evidenced by the following
observations:

m Two-thirds agreed that addressing “global inequalities” was the reason for conducting research; physician
responders were significantly less likely to agree to this statement. In a generic way, this could be considered
true at some level in any research within the developing world; on the other hand, the generation of a
research project specifically to address these inequalities seems unlikely in such a majority of cases. Most
research projects would tend to arise from an interest on specific topics or discipline-related questions. The
continuing stark global inequalities, even within research investments and research utilization, make this
point very relevant (Hyder 1999a).

m Half agreed that a research study was conducted because it was relevant to U.S. strategic interests in the
region. A trend was noticed that female respondents were more likely to agree with this statement, compared
to male respondents. This reason was included in the menu of reasons for the respondent to consider, as it
is not related to either the science of the research study or to the health issue under investigation—making it
an important reason to note. Nonhealth and nonscientific reasons should not govern the conduct of health
research, specifically if they reflect concerns of only one country. However, this question could have been
answered from a variety of different perspectives—health research, broader science, geo-political, economic—
and it is difficult to assess which one each respondent used in defining “strategic.” It may also have been
viewed as a provocative statement, and the respondents may not have wanted their experiences to be labeled
under such a category.

Further analysis of this data revealed that those researchers funded by U.S.-based sources had the same pattern
of response as the overall sample of researchers. In other words, the source of funding did not affect the way
respondents perceived or responded to such issues, making these findings more widely applicable.

A significant finding was that marketing approval being sought for a drug or product in the host country
was found to be a reason for conducting the research in only a minority of the cases. Even among those studies
that tested interventions (n = 27), less than 30 percent were stated to be done for this reason. This could indicate
one of the following:

m Generally, marketing approvals do not form a substantial component of research portfolios for academic or
nonacademic, nonprofit researchers in the public or private sectors. This is also indicated by the portfolios
of survey respondents, such that 30 percent were predominantly involved with health systems research, for
example.

m Research before marketing is not traditionally done in the developing world.

m Marketing approval is not required in these countries, as the laws and regulations either are not stringent or
approvals in other countries can be used to bring drugs on the market.

m These drugs will not be sold in these countries after the end of research, at least in the short- to medium-
term, and, therefore, the need for market research does not exist. This is held true by the time-lag in
making drugs and vaccines available in the developing world after their approval in the developed world
(Hyder 1999b).
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It is likely that although a mixture of these factors may play a role, the last bulleted item above has the greatest
impact on the health and development of the people in the developing world.

Types of Care and Treatment Available in the Host Country

The nature and content of health care available in the developing world generally leaves a lot to be desired.
This is consistent with countries’ level of health and economic development and the extent of the infrastructure
available. This situation presents a multitude of ethical challenges in a research setting, two of which are
supported by the majority of respondents to this survey:

m Medical treatment made available within a study setting is not usually available in the country.

m The difference between the standard of care in the country of study and the donor country is usually
significant, making the selection and treatment of controls a very challenging task.

Those researchers funded from U.S.-based sources were found to support these opinions more than non-
U.S.-funded researchers. These statements also confirm the source of debate in recent literature and emphasize
the stark inequalities between nations, although they do not provide insight into potential solutions. (Lurie and
Wolfe 1997; Angell 1997).

Medical treatment available during a study is one form of benefit to those involved in the study (limited to
those who actually receive it; for example, in the “treatment” arm of a randomized controlled trial). Treatment
of conditions found during the study but not related to the research question may or may not be available dur-
ing the study. These potential “benefits” have the advantage of giving something back to generally impoverished
communities. On the other hand, they are usually not sustainable over the long term (post-study) and may be
important enough to the local community to be considered “incentives” for participation in the study.

Differences between standards of care are relevant to intervention trials with control groups. The nature of
the “control” has to be determined (or the comparative regimen) based on an understanding of the standard
of care. Interpretations of international guidelines such as CIOMS (1991 and 1993) were taken to mean that
the best-known treatment globally be applied to the controls. In recent years, especially with the conduct of
HIV/AIDS trials, the notion of best-available standard has been propagated. In either event, the use of any
standard needs justification on ethical grounds.

Issues such as this one prompted discussions of pre-study agreements in focus group settings. The intent of
such agreements was considered to support the provision of benefits to the study population and community.
Details of such pre-study agreements were not explored in this current work.

In focus group discussions, a unilateral requirement for the best-known standard of care was generally
considered inappropriate, due to the range of available therapies and the variation in clinical practice from one
country to another. More importantly, it was stated that the level of treatment during the study needs to reflect
what was typically available so that interventions could be tested for that particular setting. Where best-known
treatment is not available and will not be feasible for some time, respondents generally felt that the second best
interventions should be researched. This was a contentious issue, and some felt that developing country IRBs
needed to clarify their research needs and develop their capacity to advocate benefits for their communities.
This issue highlights the need for additional global debate between nations on health research and subsequent
benefits.

Incentives and Compensation

Despite procedures of informed consent and information about studies, participants tend to have unrealis