
Vol. 3, No. 7, July 2007                                   “Can You Handle the Truth?”

© 2007 Taylor and Francis

A Right to Benefit from International Research: A New Approach to 
Capacity Building in Less-Developed Countries

By Mary Terrell White

This article is reprinted from Accountability in Research, 14:2, 73-92 
(http://www.tandf.co.uk/journals/titles/08989621.asp). It may be used for research, 
teaching and private study purposes. Any substantial or systematic reproduction, re-
distribution, re-selling, loan or sub-licensing, systematic supply or distribution in any form 
to anyone is expressly forbidden. The publisher does not give any warranty express or 
implied or make any representation that the contents will be complete or accurate or up to 
date. The accuracy of any instructions, formulae and drug doses should be independently 
verified with primary sources. The publisher shall not be liable for any loss, actions, claims, 
proceedings, demand or costs or damages whatsoever or howsoever caused arising directly 
or indirectly in connection with or arising out of the use of this material. Full terms and 
conditions of use are at http://www.informaworld.com/terms-and-conditions-of-access.pdf.

Abstract

This article proposes a means by which benefits provided in international research 
collaborations might be employed to strengthen health care, research, and other capacities 
in less-developed countries. The Declaration of Helsinki and CIOMS Guidelines define certain 
expectations of benefits, but these requirements are ambiguous, logistically problematic, 
and studies suggest they are inconsistently upheld. Drawing on the principle of respect for 
persons, a right to benefit from hosting externally-sponsored research is proposed. This 
right guarantees host communities benefits of a certain value, the nature and use of which 
is controlled by indigenous personnel. Suggestions are made as to how implementation of 
this right, using structured incentives, may systematically promote capacity building in host 
communities.

Introduction 

The inability of most foreign development assistance to effectively improve economies, 
health care, and education in African nations has long been recognized. The shortcomings of 
investments in global health have been recently characterized as lacking coordination, being 
tied to narrow interests, held hostage to political values and the whims of donors, and 
lacking measures of their efficiency or efficacy. By focusing on specific health measures, 
long-term comprehensive goals such as infrastructure development and capacity building 
are neglected. Most importantly, "Virtually no provisions exist to allow the world's poor to 
say what they want, decide which projects serve their needs, or adopt local innovations" 
(Garrett, 2007).

Some argue that the failures of foreign aid are due to fundamental cultural underpinnings of 
contemporary Africa rooted in the predominance of personal rule of "big men" over the rule 
of law and professional values, the extraction economies that diminish incentives to develop 
national infrastructures, and the absence of significant involvement of indigenous personnel 
in project design. As a result, development investments often fall prey to corruption and fail 
to develop local infrastructures and a professional class capable of maintaining development 
achievements (Leonard and Strauss, 2003, Chapter 1; Easterly, 2006, Chapter 1).
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In this article, I propose a way in which international biomedical research may be used to 
strengthen local health care capacities and community infrastructure while simultaneously 
addressing some of these issues. This proposal emerges from a sabbatical I spent in Uganda 
where I observed many of the challenges to economic development as well as the 
opportunities international collaborations can offer individuals, institutions, and 
communities. International research is in many ways an ideal vehicle for development 
assistance as it involves long-term relationships between external and host collaborators. As 
outlined here, the goal of successful research partnerships would be to promote the 
development of local infrastructures and health care capacities, drawing on the leadership 
and skills of indigenous professionals. Central to this proposal is the establishment of the 
right of less-developed countries to benefit from hosting research. While Uganda provides 
the backdrop for my thinking, the development framework outlined here may be 
appropriate for most of the African continent and other less-developed countries globally.

In Part I, I review the benefits requirement for international research as articulated in the 
World Medical Association's (WMA) Helsinki Declaration (WMA, 2004) and the International 
Ethical Guidelines for Biomedical Research Involving Human Subjects developed by the 
World Health Organization's Council for International Organizations of Medical Sciences 
(2002, hereinafter CIOMS Guidelines). In Part II, I develop an ethical argument for 
establishing host countries' right to benefit from hosting externally-sponsored research, and 
conclude with suggestions as to how this right might be implemented.

International Research Guidelines and Host Country Benefits 

In international research, less-developed countries provide a number of opportunities and 
services to Western researchers, including settings where certain diseases are prevalent, 
participants are easily found and are likely to be free of confounding medications, and 
where research can often be conducted more quickly and at lower cost than in developed 
countries. Depending on the type of research, host communities may provide support staff, 
space, and a variety of other resources. In return for these opportunities and services, 
external researchers are expected to provide certain benefits to their host participants and 
communities. These benefit expectations are delineated in the Helsinki Declaration (WMA, 
2004) and the CIOMS Guidelines. Three forms of benefit are identified: 1) the 
responsiveness of research to host country needs and health care priorities; 2) the 
contribution of research to capacity building; 3) benefits to participants and host 
communities during and after a study is completed. The specific guidelines pertaining to 
each of these benefits are reviewed below, accompanied by data from a major study of 
American and international researchers that suggest the extent to which these principles are 
realized in practice.

Responsiveness of Research to Host Country Needs and Health Care 
Priorities 

As in all medical research involving human subjects, externally sponsored research is 
expected to be responsive to the health needs of the subject population. The Helsinki 
Declaration (WMA, 2004) states: "Medical research is only justified if there is a reasonable 
likelihood that the populations in which the research is carried out stand to benefit from the 
results of the research" (Article 19). The CIOMS Guidelines also affirm this expectation in 
the following statements: 

The health authorities of the host country, as well as a national or local ethical 
review committee, should ensure that the proposed research is responsive to the 
health needs and priorities of the host country and meets the requisite ethical 
standards. (Guideline 3)
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Before undertaking research in a population or community with limited resources, 
the sponsor and investigator must make every effort to ensure that the research is 
responsive to the health needs and the priorities of the population or the community 
in which it is to be carried out. (Guideline 10)

These guidelines clearly require that research be directed toward generating knowledge that 
will contribute directly or indirectly to some aspect of health care in the host community. 
The commentary for Guideline 10 adds that "responsiveness" includes an element of 
negotiation, and that any such negotiations must include host country representatives from 
various levels of government, the medical profession, the scientific community, and the 
subject population.

In 2001, the National Bioethics Advisory Commission published the results of a major study 
that explored the extent to which international research ethics guidelines are upheld in 
practice (hereinafter the NBAC Study). This study solicited perspectives of approximately 
300 American researchers and 200 international researchers by means of surveys and focus 
groups (Kass and Hyder, 2001). Among the primary concerns of this study were the three 
types of benefits identified in research guidelines: responsiveness to host country needs, 
capacity building, and benefits provided during and after a study is completed. With regard 
to responsiveness, results were mixed. Although 87% of the US respondents claimed to 
include host collaborators in developing study design (Kass and Hyder, 2001, p. B-44, Table 
C.4.2), over half of both American and international respondents claimed as true the 
statement, "Research priorities of outside funding agencies that are funding the study are 
not congruent with the top priorities of the developing country" (Kass and Hyder, 2001, p. 
B-93). One international respondent added, "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." (Kass and Hyder, 2001, p. B-44).

In a report on research conducted between 1993-1997 by the Uganda National Health 
Research Organization (2000; hereinafter, UNHRO Report), 99% of a total of 
US$11,683,660 spent on health research during this period was attributed to external 
sources (UNHRO, 2000, p. 19). The report also noted the following: 

The dependence on external funding sometimes leads to distortion of national 
priorities and uncertainties in planning. . . Foreign funding for research in the form 
of projects, especially short-term projects, has led to fragmentation of research 
programs and institutions and the imposition of foreign research agenda[s] on 
national priorities. . . Uganda researchers should be involved in the planning of 
externally funded health research projects so as to address priority areas of health 
research of the country. (UNHRO Report, p. 44-45)

This and the NBAC Study provide a very mixed picture of the extent to which host 
collaborators are included in research negotiations. But the widespread perception that a 
substantial amount of research is not addressing local needs suggests the negotiating 
strength of host partners may be limited.

The Contribution of Research Benefits to Capacity Building 

The role of research benefits in capacity building is clearly recognized in CIOMS Guideline 
20, which states the following: 

In externally sponsored collaborative research, sponsors and investigators have an 
ethical obligation to ensure that biomedical research projects for which they are 
responsible in such countries contribute effectively to national or local capacity to 
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design and conduct biomedical research, and to provide scientific and ethical review 
and monitoring of such research.

Capacity-building may include, but is not limited to, the following activities:

 Establishing and strengthening independent and competent ethical review 
processes/committees

 Strengthening research capacity
 Developing technologies appropriate to health-care and biomedical research
 Training of research and health-care staff
 Educating the community from which research subjects will be drawn

The commentary for this Guideline requires that the benefit contribution should be 
"proportional" to the magnitude of the study, specific objectives being negotiated with host-
collaborators and included in the protocol.

In the NBAC Study, assessments of capacity building efforts focus on the involvement of 
host collaborators in research activities and infrastructure development. Most of the 
American and international respondents (80-98%) reported that host personnel were 
involved in research through training, involvement in study design, subject recruitment, 
obtaining consent, drafting manuscripts, and authorship of articles, with somewhat fewer 
participating in data analysis and grant writing (NBAC, p. B-44, Table C.4.2; p. B-96, Table 
D.4.8). Most respondents also reported that collaborations substantially contributed to 
infrastructure development, leaving trained personnel, medical, laboratory, or office 
equipment, computers or data management systems, and organizational structures for 
health care or research in the host country after the study was completed. Somewhat fewer 
respondents (40-50%) claimed buildings or laboratory facilities, power equipment, water 
systems, and vehicles remained (Kass and Hyder, 2001, p. B-45, Table C.4.3; p. B-96, 
Table D.4.9). What these data do not tell us is whether these benefits were negotiated, how 
well they were integrated into existing resources, and whether they were effectively used to 
improve health care and research capacities.

One significant consequence of externally-sponsored research that is overlooked in 
international guidelines is its impact on local hospitals and clinics (Edejer, 1999). Externally-
funded researchers often employ indigenous health care and administrative staff who can 
serve as translators and provide clinical skills and administrative support. But in the effort to 
find and retain qualified staff, sponsoring researchers may offer salaries that far exceed 
those offered by government and NGO-funded health care agencies (Davey et al., 2006). 
While these opportunities are one of the benefits offered by externally sponsored research, 
the loss of skilled health care personnel in local communities can be profound. In Uganda, 
the UNHRO Report notes this loss as follows: 

If foreign funded research projects do not help to build indigenous research 
capacity, their externally imposed research priorities may overwhelm an already 
stretched pool of researchers, dissipating their focus on productivity. One of the 
major objectives of capacity building efforts is to create and strengthen a critical 
mass of human resources, capable of planning and implementing research projects 
that address national health needs. (UNHRO, p. 44)

An internal brain-drain, coupled with decades of loss of trained nurses and physicians to 
wealthier countries (Pond et al., 2006), may significantly handicap the ability of less-
developed countries to provide care for their own people. How research staff should be 
recruited and compensated and host communities compensated for the loss of trained 
personnel merits consideration in study planning and design.
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Benefits to Participants and Host Communities During and After a Study is 
Completed 

Research subjects may also benefit from their participation, most often from access to 
health care and medications that are otherwise prohibitively expensive or unavailable. 
However, subjects may sometimes be harmed, either directly as a result of participating, or 
indirectly by developing dependence on a drug provided during a trial that when 
discontinued at the study's end is experienced as a harm. CIOMS Guideline 21 states the 
following: 

External sponsors are ethically obliged to ensure the availability of: 

 health-care services that are essential to the safe conduct of the research; 
 treatment for subjects who suffer injury as a consequence of research 

interventions; and, 
 services that are a necessary part of the commitment of a sponsor to make a 

beneficial intervention or product developed as a result of the research 
reasonably available to the population or community concerned.

The Helsinki Declaration similarly states, "At the conclusion of the study, every patient 
entered into the study should be assured of access to the best proven prophylactic, 
diagnostic, and therapeutic methods identified by the study" (Article 30). A "Note of 
Clarification" is added: 

The WMA [World Medical Association] hereby affirms its position that it is necessary 
during the study planning process to identify post-trial access by study participants 
to prophylactic, diagnostic and therapeutic procedures identified as beneficial in the 
study or access to other appropriate care. Post-trial access arrangements or other 
care must be described in the study protocol so the ethical review committee may 
consider such arrangements during its review. (WMA, 2004)

In the NBAC study, 47% of the U.S. researchers in less developed countries claimed to offer 
participants medical care in the form of disease prevention, diagnostic testing, or treatment 
interventions (Kass and Hyder, 2001, p. B-38). That the possibility of receiving health care 
may serve as an inducement to participate was recognized by 64% of U.S. respondents, 
while 33% felt that "participants have unrealistic hopes about personal benefit from 
participation" (Kass and Hyder, 2001, p. B-37). The question of whether consent in a less 
developed country can be either voluntary or informed in the sense that we expect in 
western industrialized countries is beyond the scope of this article. It is, however, carefully 
explored in the NBAC Study and elsewhere (Macklin, 2004; Kass and Hyder, 2001, pp. B-
27-29, 81-82, 115-119; Loue et al., 1996; McGrath et al., 2001; Molyneaux 2004). Suffice 
it here only to note that in a context of poverty, where health care is limited or nonexistent, 
research may offer an attractive, if temporary, opportunity for participants to receive 
desired care.

Both the Helsinki Declaration and the CIOMS guidelines claim that research participants 
and/or host communities deserve some sort of health benefit after a study is completed. 
These expectations and claims raise numerous questions: What should this benefit consist 
of? If a research product, who is responsible for benefit distribution and medical follow-up, 
and who pays for the intervention and the infrastructure necessary for its distribution? 
Drugs for chronic diseases suggest the need for a longer term commitment than is 
necessary for short-term therapies; finding and training personnel to manage new 
medications takes time and money, and whether the benefits should go to the research 
subjects, the host community or an entire nation raises questions of cost, logistics, and 
equity. The CIOMS Guideline 21 speaks of making the product "reasonably available" to the 
host community, but years may pass between the conclusion of a study and the 



© 2007 Taylor and Francis 6

development of a marketable product. Moreover, what it means to be "reasonably available" 
seems deliberately ambiguous, avoiding issues of cost and intellectual property rights. And 
what is owed participants in research that yields neither useful information nor a useful 
product? Most importantly, restricting the scope of benefits to specific medical interventions 
provided by sponsors ties host communities to products they may not want, and denies 
them a voice in determining the benefits they would find most valuable.

Despite these difficulties, 53% of U.S. researchers in the NBAC study felt 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 after the 
conclusion of the study" (Kass and Hyder, pp. B-39, B-60). As of this writing, data are not 
available that address the extent to which products of research are successfully provided 
after studies are concluded.

A Right to Benefit 

As we have seen, the Helsinki Declaration and CIOMS Guidelines establish a range of 
benefits for international collaborations. The NBAC study suggests that at least a strong 
subset of researchers is committed to meeting these expectations. But it also appears that 
the relationship between external and host collaborators is uneven. Those who have funding 
drive research agendas, choose how their international partners will participate, and what 
kinds of benefits, if any, will be provided during and after the study. As a result, benefits are 
unlikely to be coordinated in a way that can effectively strengthen local capacities.

In what follows, I propose that that international guidelines be revised to establish that less-
developed countries' have a right to substantial benefits from hosting research. This right 
would be guaranteed, regardless of whether research produced any useful knowledge or 
product. The purpose of this right is to strengthen host partners' standing in the 
collaborative relationship so that they may advocate for meaningful benefits. In order to 
justify such a right, a number of questions must be addressed: First, what ethical 
justification underlies this right and who are the rightful recipients of research benefits? 
Second, how might such a right be implemented - how would the value of research benefits 
be assessed, and who has the duty to provide the benefits? Finally, how might establishing 
this right productively contribute to capacity building efforts? I address each of these 
questions in turn.

What Ethical Justification Underlies a Right to Benefit? 

Diverse interpretations of the principle of justice support host countries' right to benefit 
from the opportunities and services they provide (Macklin, 2004, pp. 75-82), the most 
persuasive being the notions of justice as reciprocity and "just deserts" (Macklin, 2004, pp. 
80-81; NBAC, 2001, p. 59). Reciprocity may be understood broadly as the duty to reward 
those who have made a contribution to society in some way. "Just deserts" are generally 
understood as the duty to provide appropriate compensation for services rendered. As we 
have seen, these ideas are reflected in the Helsinki Declaration and CIOMS Guidelines, 
however they are ambiguously stated, not enforced, and in some circumstances, logistically 
impossible to implement.

While the duty of sponsoring researchers to provide benefits is well established, the proper 
scope and purpose of the benefit are contested questions. Whether one appeals to notions 
of individual rights, humanitarian concerns, reparations for past or present injustices or 
recognition that uncontrolled disease constitutes a threat to political stability and national 
security, any such grounds are ultimately matters of interpretation. Two very different 
approaches to these questions are offered by an international panel of researchers and 
ethicists (Fair Benefits Framework) and Alex John London (Human Development Approach), 
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and illustrate some of the challenges involved in justifying the scope of the duty to provide 
a benefit and the difficulties of translating theory into practice.

The "Fair Benefits Framework" is founded on the claim that if an arrangement is considered 
"fair" and acceptable to both external researchers and their hosts, then exploitation does 
not occur (Emanuel et al, 2004). In this framework, determinations of fairness occur at a 
"micro-level" between negotiating partners, ignoring background factors of historical 
exploitation and political oppression, and are based on ideal market forces. Fairness is 
achieved by inviting research participants - those who undertook the risks - to determine 
what benefits are sufficient and how they shall be allocated. An obvious difficulty with this 
approach lies in determining what level of benefits is fair. In order to provide host 
negotiators with a reasonable benchmark, the Fair Benefits Framework recommends the 
development of an international databank of benefit agreements that could be accessible to 
researchers, participants, and others, as a means of ensuring transparency.

The Fair Benefits approach is responsive to host communities in that it recognizes that a 
range of benefits may be preferable to a specific research product and that appropriate 
benefits are best identified by the people who will use them. It is problematic, however, in 
that it is difficult to imagine that fairness can be attainable when negotiating partners 
occupy profoundly unequal political and economic strata and determinations of fairness 
essentially rely on market forces. Lacking negotiating power, host negotiators may settle for 
relatively limited benefits, while external researchers retain the freedom to seek the least 
demanding host partners. Given the disparities between external researchers and those in 
less-developed countries, it is unlikely that an international repository of benefit agreements 
will ensure fairness; rather, it will merely record what has been negotiated, which may more 
accurately reflect levels of desperation.

At the other end of the spectrum, Alex John London proposes a macro-level approach to 
benefits that embraces background issues of exploitation and oppression and tries to 
develop a means by which benefits may contribute to broad goals of social justice (London, 
2005). London is critical of the Fair Benefits Framework, arguing that by ignoring the larger 
issues of social justice, it eliminates concern for historical grievances and ongoing social, 
political, and economic forces that perpetuate poverty and ill health. In this way, the Fair 
Benefits framework takes the conditions on the ground in the host country as normative and 
excludes questions of whether external researchers, as members of institutions and 
countries associated with those sources of oppression, have any duty to try to improve 
conditions beyond this level, or to provide benefits beyond those demanded by market 
forces.

The "Human Development" approach is premised on the notion that justice is most properly 
understood in terms of the extent to which social and political structures enable human 
flourishing. In this approach, healthy communities are those that offer their citizens 
education, employment, health care, political representation, and uphold basic human 
rights. Research benefits can contribute to these goals by providing health care 
interventions and capacity building efforts. Appropriate goals include health care 
interventions as well as capacity building efforts to meet these needs. London claims that 
researchers are uniquely positioned to "investigate ways of filling the gaps between a 
community's health needs and the capability of its social institutions to meet those needs" 
(London, 2005, p. 34). As such, ethical researchers must anticipate in their protocols what 
kinds of research will most effectively address local needs, and how research benefits can 
best contribute to the larger goals of human and community development. How research 
will do these things should also be considered in the approval process.
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London has high ambitions for research, but it is difficult to imagine how his approach might 
play out in practice. Too much responsibility seems to lie with researchers, who are tasked 
not only with developing responsive research protocols, but also with figuring out how their 
efforts can intersect with local capacity needs and the matrix of national and international 
governments and NGOs that are also engaged in development efforts in the region. The role 
of host partners, institutions, and communities is rarely mentioned, nor does London include 
any discussion of the significance of cultural differences or the challenges of working in 
countries with limited or non-existent infrastructure and ineffective or corrupt governments. 
While London's goals are laudable, it is not clear how the Human Development Approach will 
surmount the obstacles that development experts have been struggling with for decades.

What is missing in both the Fair Benefits and Human Development approaches is 
acknowledgment that host collaborators are the experts in the needs of their communities 
and institutions. Yet due to the differences in social, economic, and political power between 
external and host country researchers, it is virtually impossible for host personnel to 
negotiate for more than external researchers are willing to give. This dynamic not only 
creates opportunities for exploitation; it also handicaps the ability of host personnel to use 
research benefits in capacity building efforts. What is needed is a shift toward a more equal 
balance of power in the relationship. Such a shift may be leveraged by establishing that 
host communities have a right to benefit from externally sponsored research.

Current research guidelines largely construe benefits in terms of something that is owed to 
individuals in return for specific types of sacrifices. But entire communities may be impacted 
by research. External researchers draw on local human and material resources, creating 
various kinds of dependencies and expectations - of jobs, access to medications, lifestyles - 
and they sometimes leave shattered economies when they depart. Rewarding only select 
individuals thus does not reflect the scope of the research impact. Moreover, in most of 
Africa and many less-developed countries around the world, the dominant social ethic is 
communitarian, in which the primary concern is the welfare of the community as a whole. 
Consistent with a communitarian ethic, the right to benefit envisioned here would be 
dedicated to developing and enhancing existing health care and research capacities at host 
institutions, which would directly and indirectly benefit the entire community.

This right, if included in international research guidelines, would require that external 
partners provide their hosts with benefits up to a certain predetermined cash value. With 
this assurance, the content of negotiations will focus on what benefits are most desired. 
This will not ensure that research is responsive to host country needs - for that, the external 
researchers' review committees are responsible. Indeed, whether research is responsive 
may matter less to host collaborators than the prospect of benefits they may receive by 
hosting the project. But the right to benefit will nonetheless guarantee that whatever the 
purpose of a protocol, the host community will receive benefits in return for the 
opportunities and services it provides. Most importantly, the right offers host partners the 
opportunity to select the benefits they wish, and plan how they will be used.

This right to benefit is chiefly derived from the principle of respect for persons. Respect for 
persons appeals to the dignity and respect owed individuals in any meaningful, long-term 
relationship in which the sustenance and value of the relationship depends on the ability of 
both partners to feel their needs are understood and attended to. This view of persons was 
articulated in the early days of contemporary bioethics by such figures as Paul Ramsey 
(1970) and Jay Katz (1984), who observing the excesses of paternalism in clinical practice 
and research, compelled a shift to a new medical culture in which patient autonomy became 
the paramount moral value and shared decision-making the ideal. Today, in Western 
medical practice and research, respect for persons is formally recognized as the right of 
individuals to informed and voluntary consent to treatment.
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In fleeting transactions, the substance of an interpersonal relationship is minimal and duties 
to respect persons in such transactions extend largely to matters of courtesy and adherence 
to the law. But research collaborations generally involve long-term relationships that involve 
face-to-face contact between people with shared aims, who work together over time. If the 
relationship is to flourish, respect for persons demands attention to the dignity and needs of 
the other. Whether the other is socially, politically, and economically disadvantaged makes 
no difference; all people in such relationships deserve such respect and attention. Failure to 
demonstrate respect leads to abuse, exploitation, and corruption. In biomedical research, 
history has repeatedly shown that failure to respect persons threatens the integrity of the 
entire enterprise.

In international collaborations, respect for persons serves much the same purpose for the 
host community as the doctrine of informed consent does for individuals. Both strengthen 
the negotiating power of the less-advantaged partners in the relationship and in that way 
affirms their dignity, autonomy, and rights. By establishing that host communities deserve 
to be substantially rewarded, a right to benefit reduces risks of exploitation and in that way 
helps to preserve research integrity. Given the conflicts of interest and high stakes inherent 
in biomedical research today, affirming such a right may be essential to maintaining 
research integrity in international collaborations. And by predicating benefits on capacity-
building expectations, this right may offer new leverage to development efforts.

How Might a Right to Benefit be Implemented? 

To formalize host countries' right to benefit, I propose the following text be added to 
international research guidelines:

Communities hosting externally sponsored research have a right to benefit from the 
partnership. This benefit shall be equivalent to a cash value of between 10%-50%, 
of research funding and must be directed toward strengthening capacities in health 
care, research, and related community needs. Benefits will include cash, educational 
materials, basic medical supplies, drugs, technology, infrastructure development, 
and training.

The right to benefit proposed here thus imposes a duty on external researchers to provide 
benefits valued at a specific cash value, regardless of whether research generates useful 
products or knowledge. The challenge, as we have seen, is to determine what level of 
benefits is fair. Given the range of research conducted abroad, this value may best be 
determined by an algorithm - ideally developed by development economists at an 
international health organization. This algorithm would balance factors such as the type and 
duration of the study, the source and magnitude of funding, the likelihood of marketable 
products to emerge from the study, the GDP of the host country, and the resources 
requested from the host community (skilled personnel, space, and number of participants) 
to calculate a range of benefit rates. Rates would be lowest for short-term, minimal risk 
studies, and highest for industry-based research involving clinical trials, especially those in 
Phase III. The range of 10%-50% given here is admittedly arbitrary, intended only to 
suggest that the benefit should be substantial enough to make a meaningful contribution to 
capacity building.

The benefit would function essentially as overhead on research budgets. Host institutions 
would receive cash and other benefits directly from external researchers or when applicable, 
as part of the indirect funds provided by research funders to researchers' home institutions. 
(Indeed, transfer of indirect funds is already being done in a partnership between Indiana 
University School of Medicine and Moi University in Kenya, cf. Sidle, et al., Manuscript). 
Other kinds of benefits would be provided during or after the research is complete, subject 
to negotiations. While external researchers and their sponsors would initially be responsible 
for ensuring benefits are provided, should this approach prove an effective development 
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strategy, global aid organizations and government agencies might eventually provide 
supplemental funds for benefit support.

How Might a Right to Benefit Contribute to Capacity Building Efforts? 

The strength of this approach is that it places responsibility for the use of benefits in the 
hands of host personnel with the understanding that benefits should be primarily directed 
toward improving local health care and research capacities at local hospitals, universities, 
and clinics. If other community needs are pressing, as in the event of a natural disaster or 
political conflict, benefits may be used for this as well. But the first priority, given the 
expertise of the external researchers, should be health care and research. Key indigenous 
personnel will include representatives from the host research team, institutional leadership, 
the medical community, local government, and research participants. Between them, they 
will need to identify capacity building priorities, develop a long-range plan, negotiate 
benefits with external researchers, identify and supervise those who will be responsible for 
implementation, and demand accountability. This effort will require leadership skills, 
teamwork, creativity, and the commitment of people at all levels of participating 
institutions. There are many in the development field who believe that the culture of 
personal rule and corruption in Africa preclude the possibility of such extensive strategic 
planning and for this reason have denied indigenous personnel these opportunities. There 
are others who claim that African professionals possess the necessary knowledge, talent, 
and motivation but lack the opportunities, structures, and incentives to develop a 
managerial class (Leonard and Strauss, 2003, Ch. 3). International research is an ideal 
context for introducing this kind of indigenous development effort largely because it is in the 
interests of external researchers for the project to succeed. Because they are on-site, have 
long-term relationships with local personnel, and are familiar with the culture and local 
resources, they are ideally situated to provide mentoring support and professional 
reinforcement for the initiatives undertaken.

Importantly, this approach provides incentives for accountability. Because research is more 
easily conducted where infrastructure is in place, those institutions that effectively use 
benefits to strengthen their capacities and infrastructures will be attractive to future 
researchers, who will in turn provide more benefits. Those who waste their benefits will be 
less likely to be approached the next time. The fact that external researchers or their 
representatives will be on-site will also lend a measure of support and accountability. Thus 
structured, the right to benefit should discourage capricious appropriations and reward 
effective management, eventually leading to regional centers of strength in health care and 
research. In this way, even if only on a small scale, research collaborations can serve to 
develop local capacities while furthering the development of an indigenous professional 
culture.

As alluded to above, the challenge and opportunity here lie in each host institution's ability 
to develop an incremental long-range plan and stick to it. Implementing long-term strategic 
plans in less-developed countries is fraught with challenges as immediate needs risk 
thwarting any such plans and traditional approaches toward resource use may undermine 
institutional goals. National and local government support for research-sponsored capacity 
building efforts is therefore essential, especially as a source of supplemental funds once 
projects are under way. Mentoring relationships and consultants may be helpful, and could 
be included as part of the benefits package. Strong leadership must be encouraged, 
recognized, and rewarded locally and through increased international investment. Broad-
based commitment across institutions will need to be developed through culturally 
appropriate incentives. Developing networks of professionals through media and 
conferences will add valuable support, as would invitations to conferences to share 
successes and obstacles. This is an enormously challenging proposal, and progress will be 
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uneven. But if indigenous capacity building efforts are ever to take root in Africa, 
collaborative research offers a promising arena in which to start.

Critics will protest that establishing a formal right to benefit will excessively burden 
externally sponsored researchers by raising the costs of research to prohibitive levels. But 
when there are vast economic disparities between sponsoring and host countries, such 
claims are not credible. Once the right to benefit is established, it will simply become part of 
the cost of doing business. It is also possible that in many cases the increased cost of this 
benefit will not be substantial. Many of the benefits provided by this means may already be 
accounted for in research budgets and if not, could be managed by reallocating funds within 
these budgets. Supplemental public or private funding may be a realistic expectation, if this 
approach proves effective.

A more serious criticism is that some host institutions' research review committees may find 
the prospect of benefits so appealing that they will approve research that poses serious 
risks to patients. This is possible, but since any externally-funded research protocol must be 
first approved by the research review committee at the researchers' home institution, 
studies that pose an unfavorable risk-benefit ratio should be identified at that point and 
rejected (Emanuel, 2005). Failures of the research review process are not unknown, 
however. Were such protocols to slip through the approval process, one would hope that the 
public nature of research would act as a further constraint. Regrettably, this risk cannot be 
fully eliminated.

The "right to benefit" described here thus establishes that a primary ethical responsibility of 
externally sponsored research projects is to contribute to development goals in host 
communities. By guaranteeing the right of host collaborators to a certain level of benefits, 
and requiring that they choose which will best serve their institutions and communities, they 
are affirmed as equal partners whose expertise and involvement are essential to capacity 
building efforts. By providing benefits directly to host institutions and individuals with the 
understanding that future collaborations will be contingent on how they are used, incentives 
are in place to reward responsible use and further the growth of a managerial class. 
Research sponsors may also gain moral satisfaction from contributing tangibly to host 
country development - a recent disclosure by Novartis suggests that genuine efforts to meet 
the needs of people in developing countries offers a number of rewards, including enhanced 
public relations and employee morale (Herrling, 2006). Ideally, establishing the right of host 
communities to benefit in this way will lead to thoughtful and sustained research 
partnerships that will eventually strengthen global health and health research worldwide. 
Failure to recognize such a right, however, will permit externally sponsored research to 
continue to capitalize on the desperation of poor nations and peoples, remaining an 
essentially exploitive enterprise.
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