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Executive summary 
A new research programme for global health should support high-quality research relevant to SDG 3 

and its targets. The primary objective is to promote health equity by supporting high-quality research 

that can contribute to sustainable health improvements for disadvantaged populations in low- and 

lower-middle income countries (LLMICs). The societal impact of submitted research proposals should 

be assessed in terms of their potential to: (1) contribute, directly or indirectly, to substantial 

reductions in disease burden in LLMICs; (2) promote health equity in LLMICs, and; (3) produce higher-

level insights of relevance to policy and practice beyond the specific setting and context where 

studies are carried out.  

 

Most of the funding for a new programme will come from the Overseas Development Cooperation 

budget of the Norwegian Ministry of Foreign Affairs. The research must therefore be of particular 

relevance to low- and lower middle income countries (LLMICs) and SDG 3, which aligns well with 

Norwegian global health priorities: to prevent communicable and non-communicable diseases, 

reduce child and maternal mortality, strengthen sexual and reproductive health and rights, and to 

promote universal health coverage and global health security.  

 

To maximize impact, a new programme should devote at least 50 percent of available global health 

research funding to the prioritized area of “implementation research”, with the remaining funding 

allocated to thematically unrestricted calls for projects relevant to the programme’s primary 

objective. The priority to implementation research reflects its significant potential to advance 

sustainable and equitable health improvement in LLMICs. Implementation research should be 

understood broadly to include research on interventions with proven efficacy as well as programmes 

and policies with the potential to substantially reduce disease burden and promote health equity. It 

encompasses assessment of "real world" impact of interventions, including on health outcomes such 

as illness, survival, physical growth, and cognitive development. It also focuses on acceptability, 

adoption, appropriateness, feasibility, fidelity, cost, coverage, scalability and/or sustainability of 

interventions, programmes and policies. It may encompass other factors that affect implementation, 

including overarching aspects such as the organization, financing, and governance of health systems 

and the impact of global-level institutions, financing mechanisms and policy processes, which often 

shape the parameters for health and health equity in LLMICs. Research need not be confined to the 

health sector but can also include the social, environmental, economic and political determinants 

impacting health and health equity. 

 

Implementation research typically entails “real world” scientific investigation, has its origins in 

different disciplines and research traditions, and may require a range of different methodological 

approaches, from experimental or quasi-experimental studies to realist evaluations and policy 

analyses. A new programme should encourage and reward interdisciplinary collaboration where such 

collaboration more effectively answers the research question. 

 

It is vital to pursue equitable research partnerships that promote the agency of partner institutions in 

LLMICs with equitable sharing of funding, institutional costs and credits. Proposals should include 
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concrete plans for how the project will contribute to strengthening both individual and institutional 

capacity in the collaborating institutions, and research projects carried out in LLMICs should 

demonstrate co-leadership of the proposed scientific agenda with investigators from LLMIC 

institutions.   

 

Many Norwegian research entities across biomedical and life sciences, social sciences and humanities 

are engaged in important global health research. These funding needs cannot be met by the new 

programme alone and other relevant Research Council of Norway portfolios should also invest in 

such research activities. This is especially relevant for research on global public goods that confer 

health benefits to all countries, such as vaccines and other biomedical R&D, climate change and 

environmental risks, and international peace. 
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1 Introduction 

1.1 A new research programme is pivotal for Norway’s 

contributions to global health 
 

Global health1  is a major political priority in Norwegian development and foreign policy. Key 

Norwegian global health priorities are to prevent communicable and non-communicable diseases, 

reduce child and maternal mortality, strengthen sexual and reproductive health and rights, and to 

promote universal health coverage and global health security (3). Norway is a strong supporter of 

The World Health Organization (WHO) and its normative role. Together with Germany and Ghana 

Norway played a leading role in urging the WHO to develop the Global Action Plan for Healthy Lives 

and Well-being for All together with multilateral health, development and humanitarian agencies (4). 

Norway’s ambitious goals for global health are reflected through the investments in the Vaccine 

Alliance GAVI, the Coalition for Epidemic Preparedness Innovations (CEPI), the Global Financing 

Facility (GFF), and the Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM). Norway has also 

been progressive in proposing to address non-communicable diseases (NCDs) through its 

international development strategy (5). Moreover, Norway consistently supports efforts to 

strengthen health systems and equitable access to health services, most notably through 

achievement of universal health coverage as defined in target 3.8 of sustainable development goal 

(SDG) 3. During the COVID-19 pandemic, Norway has played a pivotal leadership role in the Access to 

COVID-19 Tools Accelerator. A total of 3.9 billion NOK has been proposed to support global health in 

the Norwegian state budget for 2021 (3). Norway additionally invests in global health through 

multilateral institutions, civil society organizations and other actors. The funding for global health 

research should be commensurate with this investment in order to secure an evidence-base that can 

support Norway’s contributions to global health and analyse, evaluate and critically assess these 

efforts (6).  

Reflecting an age of increasing political priority for global health, the Norwegian government 

established the Programme for Global Health and Vaccination Research (GLOBVAC) in 2006 (7,8). 

This filled an important gap in a funding landscape where very little Norwegian funding for health 

research had been allocated to global health challenges. GLOBVAC was composed of two separate 

but linked sub-programmes. The first was a continuation and scaling-up of the Global Health 

Research (GLOBHELS) programme established in 2003. The second, the sub-programme for 

vaccination research, was added in 2006 as part of Norway’s commitment to the fourth Millennium 

Development Goal (MDG) of reducing child mortality. GLOBVAC I prioritized research on poverty-

related diseases and health problems that affect marginalised populations, especially children in low- 

and middle-income countries. Following a positive evaluation of GLOBVAC I, GLOBVAC funding was 

 
1 In a new global health research programme, the emphasis is on health research of particular relevance to disadvantaged 

populations in low- and lower-middle income countries (LLMICs). This emphasis is primarily a consequence of the fact that 
the majority of the funds are expected to come from the development aid budget of the Norwegian Ministry of Foreign 
Affairs. These funds must be used in accordance with the OECD/DAC ODA rules (1), and have been designated for partners 
in least developed countries, other low-income countries, and lower middle-income countries and territories as defined in 
the OECD List of DAC Recipients (2). Research partners from high- and upper middle-income countries can receive a 
maximum of 30 percent of the total project budget from the Research Council of Norway. The geographic focus of a new 
programme does not exclude partnership with high- and upper middle-income countries, nor research with an empirical 
focus on global-level institutions and processes. However, the primary emphasis of the research must be on the health 
needs of LLMICs. 
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renewed for 2012-2020, with thematic priorities including communicable diseases (particularly 

vaccines and vaccination research), family planning and reproductive health, maternal and child 

health, innovation in technology and methods development, and health policy and systems research, 

while also encouraging proposals for implementation research (7). 

GLOBVAC I and II invigorated the field of global health research in Norway and strengthened 

Norwegian research groups’ capacity and collaborations with research environments in LLMICs. 

Moreover, investments from the GLOBVAC-programme produced findings with significance for policy 

and programmes in LLMICs. Funding from the previous GLOBVAC programmes have contributed to 

the development of the Ebola and rotavirus vaccines (7,9), and the assessment of the impact of 

meningococcal vaccine rollout in sub-Saharan Africa (10). GLOBVAC I and II funded several large 

randomized controlled trials and other epidemiologic studies to develop effective health systems 

interventions for maternal and child health (11), laying the groundwork for Norway’s first Centre of 

Excellence focusing on health in LLMICs (12). Systematic reviews and health systems research on the 

effectiveness of community health worker interventions have been instrumental to WHO guidance 

on optimizing health worker roles for maternal and newborn health (13,14). GLOBVAC-supported 

research was also instrumental in informing the design of the Coalition for Epidemic Preparedness 

Innovations (CEPI) and its priority-setting processes (15,16), and has supported internationally 

recognized critical social science research into health systems strengthening (17,18) and the political 

dynamics and power structures that shape global health policy (19). These and other successfully 

funded research projects strongly suggest that investments in a new research programme is pivotal 

for Norway’s contributions to global health.  

 

1.2 A new research programme should contribute to a 

broadened global health agenda 
 

Global health can be defined as ‘…an area for study, research, and practice that places a priority on 

improving health and achieving equity in health for all people worldwide. Global health emphasizes 

transnational health issues, determinants, and solutions; involves many disciplines within and 

beyond the health sciences and promotes interdisciplinary collaboration; and is a synthesis of 

population-based prevention with individual-level clinical care’ (20).  

In the preamble of the WHO constitution health  is defined as ‘a state of complete physical, mental 

and social well-being and not merely the absence of disease or infirmity’ (21). This definition takes a 

holistic approach in recognition that health includes the physical, psychological (or mental) as well 

social components of health, and that these are inter-related.  No single aspect of health can be seen 

in isolation and/or prioritized over any other aspect of health.  The WHO constitution also makes 

reference to health as one of the fundamental rights of every human being without distinction of 

race, religion, political belief, economic or social condition.  

In the context of global health and SDG 3 physical health includes communicable and non-

communicable diseases. Mental health and wellbeing are explicitly mentioned in SDG 3.4. Social 

health includes gender-based or intimate partner violence (addressed in SDG 16) as well as substance 

abuse.  Access to Universal Health Coverage implies access to services that address all aspects of 

health – physical, psychological and social.  Health research includes research on the intersecting 
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social, economic, political, and cultural determinants of both health status and access to and 

provision of health services. 

The global health agenda has for long been dominated by the MDG’s focus on child and newborn 

health, maternal health, HIV/AIDS, malaria and tuberculosis (22). These health challenges remain 

leading causes of death and burden of disease, especially in low-income countries with low income 

per capita, low average years of schooling and high fertility rates (23). Over time, the proportion of 

burden due to non-communicable diseases and injuries have grown in LLMICs, and these issues are 

now reflected in SDG 3. The 2018 UN Political Declaration on NCDs promotes a 5 x 5 NCD agenda, 

focusing on five core diseases (cardiovascular disease, chronic respiratory disease, cancer, diabetes 

and mental and neurological conditions) and five core risk factors (unhealthy diet, tobacco use, 

harmful use of alcohol, physical inactivity and air pollution) (24). The inclusion of air pollution 

demonstrates the growing attention to environmental risk factors that contribute significantly to the 

burden of disease in LLMICs.  

2 Primary objective 

2.1 Contributing to SDG 3 by addressing disease burden, 

promoting health equity and producing high-impact 

knowledge 
 

A new research programme for global health should support high-quality research relevant to SDG 3 

and its targets. Focusing on SDG 3 aligns well with the core Norwegian global health priorities, i.e. to 

prevent communicable and non-communicable diseases, reduce child and maternal mortality, 

strengthen sexual and reproductive health and rights, universal health coverage and global health 

security. 

The primary objective of a new global health research programme is to promote health equity by 

supporting high-quality research that can contribute to sustainable health improvements for 

disadvantaged populations in low- and lower-middle income countries (LLMICs). Beyond scientific 

impact, the societal impact of proposals submitted to a new global health research programme 

should be assessed in terms of their potential to: (1) contribute, directly or indirectly, to substantial 

reductions in disease burden in LLMICs; (2) promote health equity in LLMICs, and; (3) produce higher-

level insights of relevance to policy and practice beyond the specific setting and context where 

studies are carried out. To evaluate the potential for impact these criteria must be seen together—

individually they are insufficient to guide the programme’s priorities.  

Proposals should be evaluated for their potential to contribute to sustainable reductions in disease 

burden and not be expected to achieve such reductions within the limited timeframe of a funded 

project. Since a future programme should support the achievement of SDG 3 on health, it will need 

to encompass research that can contribute to continued progress on reducing infectious diseases, 

and increasing maternal and child health, i.e. the main priorities of the previous GLOBVAC 

programmes, and other health issues reflected in the SDG 3 targets. The latter include non-

communicable diseases and mental health. Focusing on issues that contribute to the greatest disease 

burden is important to identify areas where research can contribute to the greatest impact. 
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However, a focus on total disease burden should not be the only guiding principle when determining 

thematic priorities because this risks neglecting the distribution of the disease burden and other 

parameters important for health equity. Further, to contribute to substantive health gains, it is 

important to focus on research that is likely to generate knowledge about how interventions that are 

effective and feasible can be delivered in a sustainable way. In which ways economic, social and 

political factors influence the implementation of interventions, programmes and policies, and how 

these factors shape the health of populations are also important questions that are tied to health 

equity, but which aren’t immediately apparent by focusing solely on disease burden. 

Promoting health equity implies that the programme should give priority to research that may 

improve the health of disadvantaged populations. The emphasis on equity aligns with the shift from 

the MDGs to the SDGs. The MDGs placed greatest emphasis on the achievement of average national 

metrics, with limited attention to the distribution of benefits. In comparison, the focus on equity is 

stronger in the SDGs (26). The programme’s emphasis on equity implies prioritizing research that 

addresses the health needs of groups that disproportionally suffer from avoidable disease and 

premature death. It includes children, and it includes socially and economically disadvantaged 

groups, such as people living in poverty, rural populations and disadvantaged minorities. Focusing on 

equity also involves pursuing research on the social, environmental, economic, and political 

determinants that play a significant role in shaping health inequities. Moreover, promoting equity 

would also favour research that focusses on values that are indirectly linked to health equity—for 

example voice, agency, and accountability of citizens in health systems.  

Finally, generating findings that are transferable across settings is important for high impact. A new 

global health research programme should prioritize research with the potential to produce higher-

level insights of relevance to policy and practice beyond the specific settings and context in which the 

studies are carried out. Concrete examples are research that focusses on a policy promoted by a 

global institution to many LLMICs; that compares insights from across several of highly 

contextualized settings in order to form the basis of practical guidance for addressing barriers and 

facilitators to implementing interventions, programmes and policies in low-resource settings; or that 

is able to demonstrate effectiveness of a strategy for increasing the coverage of an health 

intervention with proven effects. 

3 Priorities for a new programme 

3.1 Overarching premise  
 

A major premise when defining prioritized themes for a new global health research programme is 

that most of the funding is expected to come from the development aid budget of the Norwegian 

Ministry of Foreign Affairs, and these are designated for Official Development Assistance (ODA). The 

implication is that research funded through the new program must be of particular relevance to low- 

and lower middle income countries, as defined in the OECD Development Assistance Committee 

(DAC) list (2). 
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3.2 The Sustainable Development Goal 3 
 

The targets for global health are now shaped by SDG 3 (27) and represent a broadened health 

agenda that covers almost every health issue that may affect a population. Many of the SDG 3 

targets are issue- or disease-specific challenges (e.g., target 3.2 “end preventable deaths of newborns 

and children under 5 years of age” or target 3.4 “reduce by one third premature mortality from non-

communicable diseases through prevention and treatment and promote mental health and well-

being”). The burden of disease from communicable, maternal, neonatal and nutritional diseases 

remains high in most LLMICs, and especially in low-income countries, despite substantial progress on 

these fronts in recent decades (23). At the same time, the burdens of NCDs and injuries are growing 

in importance. A new research programme should appreciate that the prevailing health policy 

priorities might differ geographically and over time. Within and across LLMICs, and depending on 

context, the different SDG 3 targets may be more or less relevant for addressing the health needs of 

disadvantaged populations. All the SDG 3 targets are therefore viewed as relevant for a new 

programme.  

Reflected in several SDG 3 targets are systems-level issues that span across diseases (e.g., target 3c 

“Increase health financing and the recruitment, development, training and retention of the health 

workforce in developing countries”  or target 3d “Strengthen the capacity of all countries, in particular 

developing countries, for early warning, risk reduction and management of national and global health 

risks”). The implication is that a new global health research programme should encourage research 

that can help strengthen health systems to deliver high-quality health services, ensure health 

preparedness, promote equity and meet health needs of LLMIC populations. A prominent target and 

political priority for many countries is target 3.8 on universal health coverage (UHC). The 

programme’s definition of UHC is in line with WHO’s definition: “that all people have access to the 

health services they need, when and where they need them, without financial hardship. It includes 

the full range of essential health services, from health promotion to prevention, treatment, 

rehabilitation, and palliative care” (28). The goal of attaining strong health preparedness to promote 

global health security (reflected in target 3d and affected by progress on target 3.8) has the potential 

to accrue benefits to all countries, but research on this topic should only be given priority insofar the 

focus is on health needs and health systems in LLMICs. Finally, a new programme should also 

encompass research on population-based public health interventions that can prevent major health 

risks and contribute to reducing the burden of diseases and conditions represented in SDG 3. 

Finally, tied to SDG 3 targets and the disease burden represented by these, are a range of challenges 

reflected in the other SDGs, such as education, poverty, inequalities, gender equality, nutrition and 

food security, air pollution, conflicts and climate change, which are generally described as the social, 

economic and environmental determinants of health. Accordingly, research that focusses on how 

health outcomes are influenced by interventions, programmes and policies outside the health 

system, and the political determinants that influence these, is also relevant for a new programme. 

This includes research on public health interventions that span across sectors, including addressing 

health challenges through intersectoral collaboration at the nexus of human, animal and 

environmental health (e.g., One Health) or responding to the health and health systems impacts of 

climate change (29). Relevant to a new programme is also the influence of global-level institutions 

and policy processes, and global governance and financing mechanisms, which often shape the 

parameters for health improvement in LLMICs. 
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3.3 Priority to implementation research 
 

To achieve SDG 3, countries and regional and global health institutions face important barriers to 

effective and equitable implementation of interventions, programmes and policies. These barriers 

operate at the level of health service delivery or public health or in other sectors (e.g. education or 

social policy).  

A new programme should respond to this challenge by prioritizing implementation research (30-35). 

Research for effective implementation (henceforth “implementation research”) should herein be 

understood broadly to include research on interventions with proven efficacy as well as programmes 

and policies with the potential to substantially reduce disease burden and promote health equity. It 

encompasses assessment of “real world” impact of interventions, including on health outcomes such 

as illness, survival, physical growth, and cognitive development. It also focuses on acceptability, 

adoption, appropriateness, feasibility, fidelity, cost, coverage, scalability, and/or sustainability of 

interventions (25). It may encompass other factors that affect implementation, including overarching 

aspects such as the organization, financing, and governance of health systems and the impact of 

global-level institutions, financing mechanisms and policy processes, which often shape the 

parameters for health and health equity in LLMICs. Research on interventions and the factors 

affecting their implementation need not be confined to the health sector but can also include the 

social, environmental, economic and political determinants impacting health and health equity. 

Focusing on implementation research will allow for a unique and impactful contribution and respond 

to evaluations of previous GLOBVAC programmes that identified implementation research as 

attracting relatively little support (7,8). A new programme should devote at least 50% of available 

funding to implementation research, with the remaining funding allocated on an open, competitive 

basis to excellent proposals that address the programme’s overall aims. 

The priority to implementation research should encourage and reward interdisciplinary collaboration 

across biomedical and life sciences, social sciences and humanities, where such collaboration more 

effectively answers the research question. A wide range of qualitative and quantitative 

methodological approaches from these different fields, as well as systematic reviews that synthesize 

quantitative or qualitative data, are relevant for contributing to high-impact knowledge about how 

health interventions, programmes and policies can be implemented, scaled and benefit populations 

in LLMICs.  

Implementation research typically entails “real world” scientific investigation, and this has 

implications for the types of studies that are feasible to undertake.  Such research, which focusses on 

several aspects of implementation and has its origins in different disciplines and research traditions, 

may require a range of different methodological approaches, from experimental or quasi-

experimental studies to realist evaluations and policy analyses. For studying the effects of health 

interventions, randomized trials are not always feasible, and depending on the research questions, 

quasi-experimental study designs or observational studies might be more appropriate for estimating 

the effect of an intervention on coverage and health or development outcomes. On the other hand, 

approaches following traditions in the social science and humanities might be more appropriate to 

answer questions on organization, financing, and governance of health systems and how global-level 

initiatives and global governance and financing systems influence national or subnational 

implementation of interventions. While interdisciplinary collaboration should be encouraged, the 
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research question should guide assessment of what methodologies and scientific fields are most 

appropriate. 

 

3.4 European & Developing Countries Clinical Trials 

Partnership (EDCTP)  
 

The European & Developing Countries Clinical Trials Partnership (EDCTP2) is part of Horizon 2020 and 

aims to fund clinical research for medical tools to detect, treat and prevent poverty-related 

infectious diseases in sub-Saharan Africa. GLOBVAC2s funding of projects within the thematic and 

strategic remit of EDCTP has been counted as part of Norway's contribution to the partnership. A 

third period of EDCTP, also called EU-Africa Global Health Partnership, is currently being developed 

under Horizon Europe. It is expected that Norway will participate, but the details are yet to be 

decided. A new programme on global health is expected to continue its support for the partnership. 

The programme should issue separate calls for funds earmarked for EDCTP-relevant research so that 

the amount of funding dedicated to EDCTP vis-à-vis other research areas is clear. Such calls can 

facilitate co-funding opportunities with research councils in other countries. To further strengthen 

this field of research in Norway, the portfolio boards on health and life sciences at the Research 

Council of Norway (RCN) should consider making EDCTP-relevant research eligible for funding 

through calls that they oversee. 

 

3.5 Sustaining Norwegian global health research groups and 

improving national collaboration and coordination 
 

Norway is a small country, yet many Norwegian research entities across biomedical and life sciences, 

social sciences and humanities are engaged in important global health research. These funding needs 

are unlikely to be met by the new programme alone and other relevant Research Council of Norway 

portfolios should also invest in such research activities. This is especially relevant for research on 

global public goods that confer health benefits to all countries, such as vaccines and other biomedical 

R&D, climate change and environmental risks, and international peace. The new programme on 

global health research should aim to sustain Norwegian global health research groups and secure 

recruitment of new researcher to the field. 

There are several groups working for stronger national collaboration and coordination in global 

health. Global Health Norway is a national arena for global health research, education and capacity 

strengthening in LLMICs (36). The Norwegian Research School in Global Health (NRSGH) is funded by 

the RCN and has an overall aim to build capacity in global health to meet the challenges within 

education and research (37). The Norwegian Forum for Global Health Research is an interdisciplinary 

network of academics and others who work with or have an interest in global health (38). These 

organizations and networks can play a prominent role in improving collaboration among Norwegian 

research institutions, especially with respect to securing global health research funding from 

international sources such as Horizon Europe. Moreover, they can contribute to facilitate 

collaboration between research institutions and other Norwegian organisations engaged in global 
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health activities, such as the hospital sector, educational sector, NGOs, the private sector and the 

Norwegian Agency for Development Cooperation (NORAD).   A new research programme on global 

health should encourage national collaboration and coordination. 

 

3.6 Equitable research partnerships 
 

A new global health research programme should promote equitable research partnerships between 

Norwegian research institutions and academic institutions or other research institutions in LLMICs. 

Such partnerships can also involve governments or NGOs, and regional networks and institutions.  

Strong partnerships with academic institutions in LLMICs are pivotal for research of high quality and 

securing the relevance of the research to the context being studied. Stronger LLMIC institutions are 

able to compete for national and international funding, ensure that evidence informs national health 

policies, and can promote and sustain efficiency, quality and equity in health programs. Strong 

institutional capacity is a prerequisite not only for genuine collaborative research, but also for 

providing a basis for long-term and sustainable implementation of evidence-based interventions 

contributing to SDG 3, as well as SDG 17 on revitalizing the global partnership for sustainable 

development. 

In recent years, the idea of ‘capacity-building’ through research projects driven by high-income 

countries has been problematized (39, 40). As part of a broader movement to “decolonize” the 

global health agenda, there is an increasing emphasis on the limitations of focusing solely on capacity 

building and the benefits of moving towards fair and equitable research partnerships that promote 

the agency of partner institutions in LLMICs with equitable sharing of funding, institutional costs and 

credits (41-43). An important part of equitable partnerships is ensuring that LLMIC institutions and 

researchers are genuinely involved in defining the scope, relevance and priority questions of 

collaborative research proposals. Concrete examples include development of protocols, standard 

operating procedures and other tools (e.g. surveys, interview guides and other research instruments) 

as well as in the analyses of the data and publication and other dissemination of the findings. The 

allocation of funding to respective LLMICS partners should be commensurate with their expected 

responsibilities and the capacity-strengthening goals, from scientific leadership to grant 

management.  Collaboration agreements governing the partnerships should, among other things, 

stipulate the responsibilities of Norwegian and LLMIC researchers as well as other partners in 

managing the grant and developing research studies, and how they collaboratively will manage data 

handling, scientific analysis, intellectual property rights and authorship.   

Research projects carried out in LLMICS should demonstrate co-leadership of the proposed scientific 

agenda with investigators from LLMIC institutions and strive to include opportunities for mentorship 

and/or research training for junior researchers from Norway and LLMIC partners. The Research 

Council requires that a Norwegian institution is “project owner” with overall administrative and 

scientific responsibility. Projects implemented in one or more LLMIC should include institutional 

partner(s) in the relevant country or countries, and these should, where possible, hold senior 
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responsibility within the project as co-project managers2, work package leaders or as project 

managers if employed in part by the Norwegian project owner. 

Proposals should include concrete plans for how the project will contribute to strengthening both 

individual and institutional capacity in the collaborating institutions, thereby enabling researchers 

from the LLMIC institution to take on responsibility as project managers in the future. In clinical 

studies or other research projects in LLMICs that require a sponsor, the sponsor-investigator3 should 

be employed at the implementing institution in the LLMIC, unless there is a specific rationale for an 

alternative arrangement, e.g. in multi-country studies. Research projects should not be funded if a 

Norwegian institution simply intends to subcontract all centrally involved research entities in LLMICs 

to implement research after which the data are exported to Norway and analysed and presented 

from a Norwegian research organization. 

Over the duration of a new programme, the Research Council of Norway should assess the extent to 

which Norwegian project owners have promoted equitable research partnerships (e.g., the extent to 

which projects has co-leadership, promote mutual learning and/or involved LLMIC researchers as 

lead authors and co-authors of publications). 

4 Additional objectives 
 

A new programme should promote a set of additional objectives: user involvement, gender equality 

and innovation. Each of these are central to achieving the programme’s primary objective and 

should, where relevant, be assessed in relation to every submitted research proposal.  

4.1 User involvement  
 

User involvement refers to the involvement of end-users of research findings, during different stages 

of the research process, from defining the research priorities and questions to interpreting the 

implications of the research for policy and practice. Relevant users of global health research may 

include community members, patients, health professionals, health systems managers and other 

administrators of a health system, officials and bureaucrats in the ministry of health, politicians, 

other collaborative partners and officials in international organizations and local and international 

NGOs and social movements. It is likely that many research proposals will carry the potential for 

informing Norwegian investments and participation in global health initiatives with a sound 

evidence-base. Accordingly, dialogue with Norwegian policymakers should be sought where relevant.  

User involvement has increasingly been a priority for the Research Council of Norway and has 

become integral to the evaluation of the “impact” criteria in the Research Council of Norway's 

proposals. A new programme should encourage user involvement at every relevant stage of the 

research process. Genuine user involvement goes beyond merely informing users about the 

proposed research to implement carefully planned and well-organized mechanisms that value the 

 
2 ‘Project manager’ is the term used by the RCN to describe the lead researcher who receives the grant and who is 

responsible for ensuring that the project is carried out in accordance with the grant contract. In this document, this term 
should be seen as synonymous with the term ‘principal investigator’. 
3 A sponsor-investigator is here defined as the researcher at the implementing institution who conducts or 
oversees the study. 
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knowledge and perspectives of different users when developing the direction and purpose of the 

proposed research. The proposed research should be sensitive to community needs and have plans 

for engaging fairly with community structures when the proposed research involves interventions 

and data collection that carries the risk of disrupting the daily lives of individuals in the communities. 

Researchers should articulate how they hope to engage with community structures, how they plan to 

create value for communities where the research will be carried out, and how disruptions to local 

people’s daily lives will be minimized. For example, for implementation research that involves testing 

interventions in communities, regions or an entire country, it is relevant to explain the extent to 

which the proposed interventions have a chance of being financed, continued and implemented after 

the duration of the project. The proposed research should adhere to the same standards for user 

involvement as specified in the Research Council of Norway’s policy on open science (45), with 

appropriate safeguards for academic independence. 

4.2 Gender equality  
 

Gender equality is an issue that cuts across the SDG 3 targets as well as the other SDGs. In recent 

years, several initiatives in global health—such as Global Health 50/50 and Women in Global 

Health—have been launched to more systematically examine and propose strategies for addressing 

different aspects of gender inequities in global health (46,47).  These initiatives emphasize paying 

attention to asymmetries in power, privilege and resources that might affect gender inequities and 

motivate reflection on the role of research in addressing such issues. Gender also intersects with 

different forms of discrimination and marginalization (48).  

A focus on gender and its intersectional nature should therefore be embedded in the overall focus on 

health equity, and a new programme should motivate research into policies, programmes or 

interventions that focus on gendered impacts. A new programme should adopt the measures the  

Research Council of Norway’s “Policy for gender balance and gender perspectives in research and 

innovation” prescribe for research organizations and individual research teams (49), and promote 

gender balance and gender perspectives overall and in research proposals submitted to the 

programme. Research teams should be able to demonstrate concrete steps taken to promote gender 

balance and, where relevant, show how the proposed research question will address gender 

dimensions. 

4.3 Innovation 
 

A broad understanding of innovation includes significantly improved goods, services, processes, and 

concepts as well as ways of organizing and governing that generate value and societal benefits, 

including new models of governance, financing and delivery of health services and public health 

interventions. Innovation should also be about how research is conducted and a new programme 

should value innovation in research methodology. By recognizing that innovation is not restricted to 

the development of technologies and products addressing specific diseases, a new programme can 

motivate researchers to think creatively about how their research findings can contribute to 

innovations with the potential for contributing to SDG 3, reducing disease burden and promoting 

health equity. Such an understanding of innovation would align with the goals of recent strategies 

from the Research Council of Norway, such as the Empowering ideas for a better world (50), 

Research for Innovation and Sustainability (2015–2020) (51) and the Strategy for innovation in the 

public sector (52). 
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Annex 1. The working group’s mandate and 

process 
 

Background 
 

The research programme GLOBVAC2 concluded in 2020 after running for eight years. The 

programme has had the following four overriding thematic priorities: 

• Prevention and treatment of, and diagnostics for, communicable diseases, particularly 

vaccines and vaccination research 

• Family planning and reproductive health, and maternal, child, neonatal and adolescent 

health  

• Health systems and health policy research  

• Innovation in technology and methods development  

In 2019, the Research Council started to lay the foundation for a renewed initiative in Norwegian 

global health research when a memo was prepared on the needs for global health research after 

2020. The memo was prepared by a working group comprising representatives of the Ministry of 

Foreign Affairs (MFA), the Ministry of Health and Care Services (MHCS), NORAD, the Norwegian 

Directorate of Health and the Research Council of Norway. Recommending thematic priorities for the 

new initiative was outside the group’s remit. Based on the memo and subsequent dialogue with the 

funding ministry, the Research Council finds that there is support for starting up a new targeted 

initiative in Norwegian global health research. A dialogue meeting was held at the end of May with 

the research groups and ministries, and a working group comprising representatives of various 

institutions was then appointed to prepare a document on the thematic priorities for the new global 

health research initiative. 

The working group’s composition  
The Research Council of Norway appointed Atle Fretheim from the Norwegian Institute of Public 

Health (NIPH) to chair the working group and Unni Gopinathan from the NIPH as secretary. After 

expressions of interest, the Research Council of Norway sought to secure institutional representation 

across Norway, diverse disciplinary backgrounds and gender balance. The following individuals were 

appointed as working group members: 

Name Institution 

Atle Fretheim (chair) The Norwegian Institute of Public Health 

Halvor Sommerfelt The University of Bergen (UiB) 

Hanne Jørgensen The Norwegian Veterinary Institute 
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Katerini Storeng The University of Oslo (UiO) 

Magnus Steigedal 

The Norwegian University of Science and Technology 

(NTNU) 

Nina Langeland The regional health authorities 

Ottar Mæstad CMI 

 

The representatives of the working group represented the interests of their institutions and were 

encouraged to discuss the group’s work with stakeholders at their respective institutions. At the 

same time, it was important that the members kept a broad perspective and contributed to the 

group’s overall strategic ideas.  

The working group’s mandate  
The working group’s mandate was to prepare a document that discusses and recommends thematic 

priorities for the new initiative in Norwegian global health research. The initiative should promote 

high-quality Norwegian global health research and innovation with particular relevance to 

developing countries4. The initiative should secure long-term enhancement of Norwegian research 

groups’ quality and capacity as regards this field. The group’s work should be based on the objective 

that future initiatives should support Norway’s contribution to the global sustainable development 

goals, and particularly “Goal 3: Ensure healthy lives and promote well-being for all at all ages.” This 

document will be included as a supporting document for the portfolio plan for the Global 

Development portfolio. Structural priorities for the initiative (budget, frequency of calls for 

applications, the use of policy instruments, duration etc.) are not included in the working group’s 

remit. The Research Council will decide these priorities in consultation with the funding ministry and 

according to the Research Council’s practice. 

The working group’s tasks and process 
The following table presents an overview of the working group’s process: 

Milestone Date Responsible 

First dialogue meeting with the research groups  25 May The Research 

Council 

First meeting of the working group  15 June The working group 

Second meeting of the working group 4 September The working group 

 
4By developing country is here meant ‘least developed countries, other low income countries, and lower middle income 

countries and territories’ as defined in the OECD DAC list 

 

https://eur01.safelinks.protection.outlook.com/?url=http://www.oecd.org/dac/financing-sustainable-development/development-finance-standards/DAC-List-of-ODA-Recipients-for-reporting-2020-flows.pdf&data=01|01|btk@forskningsradet.no|c81121bb983b43a8f72f08d80e15c7e3|a9b1388299a64b289368b64c69bf0256|0&sdata=rAudX+dTNoaAK1FhpMHD5GCJNqtcmPNMMIVEiTQEnoI=&reserved=0
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Zero draft of thematic priorities 19 October The working group 

and the Research 

Council 

Send the document to Norwegian educational and 

research institutions and the GLOBVAC programme 

board for open consultation 

October 19—October 

28 

The Research 

Council  

Third meeting of the working group 4 November The working group 

Finished document on thematic priorities 13 November The working group  

Send the document to MFA/NORAD/MHCS, Global 

Development portfolio board and a panel of experts 

from LMICs with a two-week deadline for providing 

comments 

16 November The Research 

Council and 

MFA/MHCS/NORAD 

Fourth meeting of the working group 24 November The working group 

Implement comments from MFA/NORAD 2 December The working group 

and the Research 

Council  

Finished document on thematic priorities, to be 

approved by the Global Development portfolio 

board 

10 December The Research 

Council 

 

The group must include any input received after the dialogue meeting in its discussions. The first 

draft shall be sent to all participants in the dialogue meeting and the Global Development portfolio 

board for input and comments. The working group shall incorporate this in the document as far as 

possible. The finished document must be sent to the funding ministry and the Global Development 

portfolio board for comments. The document will be adopted by the portfolio board. 

The working group held four digital meetings on the following dates: June 15, September 4, 

November 4 and November 24. The minutes from these meetings are available upon request to the 

Research Council. The Research Council participated in the initial meeting as an observer to provide 

information and answer questions about the mandate. After the first two meetings a first draft of the 

thematic priorities were released to a consultation with Norwegian educational and research 

institutions and networks, who were invited to submit written feedback. Eleven inputs were 

received. These were discussed during the working group’s 3rd meeting and the document was as far 

as possible adjusted in response to these inputs. A revised document was shared for a second 

consultation with the MFA, MHCS, NORAD, selected members of the portfolio board for Global 

development and international relations and a panel of seven experts from low- and middle-income 

countries. To form an expert panel that could review the document from different disciplinary 

perspectives, each working group member was invited to suggest one candidate. Geographic 
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representation and gender balance were the other criteria used to determine the final composition. 

The panel was composed of the following experts: 

1. Dr. Jorge Barreto, Researcher, Government School, Oswaldo Cruz Foundation – Fiocruz, 

Brasilia, Brazil 

2. Dr. Nita Bhandari, Director, Centre for Health Research and Development, Society for Applied 

Studies, New Delhi, India 

3. Dr. Asha George, Professor, School of Public Health, University of the Western Cape, Cape 

Town, South Africa 

4. Dr. Peter Hangoma, Head of Department of Health Policy and Management, University of 

Zambia, Zambia 

5. Dr. Sabrina Moyo, Department of Microbiology and Immunology, School of Medicine, 

Muhimbili University of Health and Allied Sciences (MUHAS) Dar es Salaam, Tanzania  

6. Dr. Benjamin Tsofa, Centre Director of the KEMRI Centre for Geographic Medicine Research – 

Coast, Kilifi, Kenya 

7. Dr. Barbara Wieland, Principal Scientist and Team Leader, International Livestock Research 

Institute (ILRI), Addis Ababa, Ethiopia   

 

The inputs from the second consultation round were reviewed during the 4th meeting and the 

document was revised in response to these inputs. A final version of the document was submitted to 

the Research Council on December 2. The document was approved by the Portfolio board for Global 

Development and International Relations on December 8. 2020. 
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