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Medical schools and research awards

Moy E, Griner PF, Challoner DR, Perry DR. (Center for Assess-
ment and Management of Change in Academic Medicine, Asso-
ciation of American Medical Colleges, Washington, DC, USA.)
Distribution of research awards from the National Institutes of
Health among medical schools. N Engl J Med 2000;342:250-5.

•

SUMMARY
Research awards granted by the National Institutes of Health (NIH),
United States of America (USA) to medical schools in the USA are
unevenly distributed. A few schools receive an unduly large share of
these awards. The present study tried to assess whether this dispro-
portionate distribution of NIH research awards to medical schools
changed between 1986 and 1997, and the reasons for such a change.

The authors used NIH data to rank medical schools each year from
1986 to 1997, according to the intensity of research activity of each
school (as measured by the number of research awards during the
year) into four groups, I, II, III and IV; schools were ranked 1 to 10,
11 to 30, 31 to 50 and 51 or lower, respectively. They then examined
changes in the proportion of research awards received by schools in
each of these four groups over time. The authors also tried to deter-
mine if these changes were accounted for by changes in awards to
clinical departments or by those to non-clinical departments, and by
changes in awards to investigators with an MD degree or to those
with a PhD degree.

Between 1986 and 1997, the proportion of all NIH research
awards that went to the 10 top medical schools (group I; representing
8% of all medical schools) increased marginally (from 24.6% in 1986
to 27.1 % in 1997), and the proportion that went to 75 (60%) medical
schools in group IV declined marginally (24.3% to 21.8%).

Distribution of research awards to clinical departments changed
markedly. Total awards to clinical departments of medical schools in
group I increased from 30% in 1986 to 32.6% in 1997, while that of
schools in group IV declined from 17.9% to 15.9%. The change in
distribution of research grants to basic sciences departments was less
marked (group I: 20.4% to 20.7%; group IV: 31.4% to 28.2%).

Similarly, the disproportionate distribution of research awards
from 1986 to 1997 to investigators with an MD degree worsened
(group I: increased from 30.6% to 34.4%; group IV: declined from
16.7% to 13.9%) more markedly than that to investigators with a PhD
degree (group I: increased from 21.4% to 22.7%; group IV: declined
from 28.4% to 26.7%). Overall, basic sciences departments received
fewer awards than clinical departments, in both 1986 and 1997.

These data indicate that NIH research funds are increasingly
being awarded to medical schools that are most active in research and
the share of these funds in schools with lower research activity is
declining; these changes are leading to worsening of the already
existing inequitable distribution of research funds between various
medical schools in the USA.

COMMENT
This study by Moy et at. looks at an interesting aspect of research
funding in the USA. The authors, by analysing the data on
research funding support, show that disproportionate distribution
of public research funds provided by the NIH between the 125
medical schools is increasing with the passage of time.

NIH is the principal source of funding for medical research in
the USA. In 1997, it accounted for nearly two-thirds (US$ 5.0
billion of US$ 7.8 billion) of research grants and contracts
awarded to medical schools in that country.' These funds were
distributed unevenly among various medical schools; for in-
stance, as far back as 1981, 75% of NIH research funds were
awarded to only 40 of 125 medical schools.' This uneven distri-
bution of research funds is believed to arise from relative lack of
research activity in some medical schools. The latter arises
ostensibly from the inability of these schools to provide high-cost
modem research facilities and funds to attract and support faculty
interested in research, and the lower priority accorded to research
by these institutions.

In recent years, medical care in the USA has undergone
corporatization and there has been a reduction in medical care
reimbursements. It has been feared that these changes will lead to
a reduction in the ability of some medical schools to support
research that is not funded by an external agency.' Also, these
changes may lead to pressure on the medical school faculty to lay
more emphasis on revenue-generating clinical activities in pref-
erence to research.' These changes may thus be expected to reduce
research activity and its quality in such institutions, resulting
ultimately in reduced ability of these institutions to attract NIH
grants."

The authors believe that their data indicate that these fears are
being realized. They explain their observation of a widening gap
between the medical schools in the top and bottom groups, in the
number of research grants on the basis of one or both of the
following two arguments: (i) increasing difficulty of physician-
scientists in medical schools with low research activity to com-
pete with those from institutions traditionally active in research
for research awards, and (ii) increasing inability of schools with
low research activity to recruit and retain physician-scientists.
This is further supported by their observation that the increase in
disparity between institutions is accounted for predominantly by
changes in funds awarded to medical departments and researchers
with MD degrees, as opposed to those awarded to basic science
departments and researchers with PhD degrees, respectively.

What could be the long term consequences of this pheno-
menon? On the one hand, such concentration of research funds in
a few research-intensive institutions may reflect the logical result
of a Darwinian 'survival of the fittest', i.e. survival of research in
institutions that are good at it. The evolutionary coin, however,
has two sides-survival of the robust and extinction of the frail,
and therein lies the rub. Though concentration of research activity
in a few institutions may lead to improvement in cost-efficacy of
research funds by avoiding duplication of research facilities, can
we afford the consequent degeneration of research facilities in
other institutions? The answer is a clear 'no'. Exposure to medical
research is an important component of training of medical stu-
dents and residents. Diversion of research funds away from those
medical schools that already have a poor research track-record
will lead to further deterioration in the quality of their training.
Their trainees will in turn be less likely to embark upon a research
career. Also, these institutions will not attract persons interested
in research for their faculty positions. This will lead to a vicious
cycle of a deteriorating research atmosphere in these institutions
and a further decline in research funding. It is therefore imperative
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that corrective steps are taken to prevent further misdistribution of
research awards.

What do these findings mean for us in the less developed part
of the world? In India, medical research is restricted to a few
medical institutions.' While the reasons for this may be manifold,
including lack of research ethos in several institutions, the ten-
dency of faculty at these select institutions to engage in extra-
institutional medical practice, their lack of training in and facili-
ties and funds for medical research, are possibly major reasons.
Our medical institutions perhaps represent the end result of the
phenomenon that Moy et al. are warning against. Those Indian
institutions that have funds, intramural or extraneous, for con-
ducting research have done well. The solution to the problem of
lack of good research in Indian medical institutions lies probably
in providing funds for research. Once that is done, the research
ethos and activity will gradually build up over time.

This study should provide our medical educators, research
administrators and academicians an opportunity to realize the
need for providing research funds on a more equitable basis to

Elimination of polio from Cuba:
Lessons for India

Mas Lago P. (Enterovirus Laboratory, Pedro Kouri Institute of
Tropical Medicine, Autopista Novia del Mediodia, entre Autopista
Nacional y Carretera Central, La Lisa, Havana, Cuba.) Eradica-
tion of poliomyelitis in Cuba: A historical perspective. Bull World
Health Organ 1999,77:681-6.

•

SUMMARY
This paper describes the process of elimination of poliomyelitis in
Cuba. Between 1957 and 1961, a total of 1162 cases of paralysis or
deaths due to poliomyelitis were reported, even though the surveil-
lance was not strengthened. Due to irregular supply of vaccines from
the erstwhile USSR, no routine vaccination was started. Instead, it
was decided to have mass immunization campaigns. The first cam-
paign was started on 25 February 1962 and it took one week to
complete the administration of one dose. Two such rounds were
carried out and the coverage was 87.5% with both the doses.

Simultaneously, antibody levels against the three types of polio
virus were determined in different age groups so as to develop an
ideal immunization schedule. The results helped in reducing the
upper age limit of eligibles. If the surveys showed a decline of any
particular type of virus, the corresponding monovalent vaccine was
also used (type 1 vaccine in 1963 and 1968). As the survey in 1969
showed a rapid decline in antibody levels in the 6-9 years age group,
they were given booster doses during the campaign. From 1970 to
1992, the primary vaccination schedule consisted of two doses of
trivalent vaccine given at an interval of6 weeks to children 0-3 years
of age with one booster dose to those who were 9 years old. In 1992,
the upper age limit of primary vaccination was reduced from 3 to 2
years as the vaccine used had double the potency of types 1 and 3
compared to previous years.

Thus, between 1962 and 1996, there was one national polio-
myelitis immunization campaign every year in Cuba. A total of 64
million doses were administered which covered >90% of the Cuban
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medical schools, if not to produce high-quality research but to
expose students to biomedical research and raise the levels of
medical education in our medical schools.
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population below 50 years. The results of the campaign were dra-
matic. There were 342 cases of paralytic poliomyelitis in 1961 and
only 46 in the first five months of 1962.After 26 May 1962, no case
of wild virus poliomyelitis has been reported and all polio viruses
isolated since then from paralysis cases have been vaccine viruses
(documented by molecular studies or epidemiological findings).
Between 1985and 1997, a total of238 cases of acute flaccid paralysis
(AFP) were reported. A total of 18 cases of AFP between 1963 and
1997were vaccine-associated poliomyelitis (based on epidemiologi-
cal criteria); 12of these were of type 2,5 of type 3 and 1of both types
2 and 3. Persistent immunity against poliomyelitis was documented
by repeated serological surveys on random samples. Initially, these
were done annually, then biannually and subsequently every 5 years.

It was also felt necessary to confirm that wild virus transmission
had been interrupted in Cuba. This was done through serological and
virological studies. Three virological studies were done: one each in
1975, 1976 and 1989. In 1975, children below 2 years in urban day-
care centres (thought to be at the highest risk of carrying the virus)
were subjected to tests. Monthly collection of stool samples over 12
consecutive months was done. Of the 1178 samples, polio virus was
isolated from 38 samples (6 of type 1, 22 of type 2 and 10of type 3).
Though molecular studies were not done, they were considered
unlikely to be wild virus as they were epidemiologically consistent
with the vaccine virus.

The studies in 1976 and 1989 were carried out on sewage water
as the virus is spread faeco-orally. Five sewage ditches near urban
day-care centres were chosen and weeklylbiweekly samples were
taken between August and December. These months were chosen as
they were the farthest from the campaign months. None of the 78
samples studied had polio virus. In 1989,42 day-care centres were
chosen and samples were collected from their sewage system before
their contact with the larger sewage system. Of the 140 samples
collected, 71 had enteroviruses but no polio viruses were isolated.
For serological studies, children who were triple negative were
chosen. If wild virus transmission had beep interrupted, it was
expected that they would remain triple negative till the next cam-
paign. Though the number of children studied was small, they
maintained their triple negative status till the campaign and 80%
seroconverted after the campaign. In 1989, children born in July (i.e.


