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Foreword

The increasing threats to global health that the world is now experiencing pose particular challenges 
for developing countries. Emerging and re-emerging infectious diseases are being accompanied, in 
many developing countries, by rising tides of non-communicable diseases and injuries. Natural disasters, 
demographic changes and human activities including globalization, climate change, urbanization, wars and 
conflicts are adding to the list of factors that impact on the health of populations and individuals – especially 
those that are poor, marginalized and living in countries with weak health and social systems. 

There are no simple solutions, no magic bullets for the multiple crises in global health that the world now 
faces. Certainly, new vaccines and drugs for the treatment of infections and the management of chronic 
diseases have a vital role to play, as do the development of strong health systems that enable access for all to 
affordable medicines and treatments. But recent experience has shown that these are not enough – they must 
be accompanied by vigorous efforts to encourage healthy lifestyles, to avoid risks to health and to understand 
the myriad factors originating outside the health sector that have tremendous influence upon it. 

In supporting this twin agenda of combating disease and promoting health, research has many vital 
roles to play. These roles were explored in detail in Forum 10, which brought to Cairo about 550 policy- 
makers, development specialists, research funders and leading practitioners, NGOs, civil society and 
media representatives from around 75 different countries, for three and a half days of intensive debates, 
presentations, panel and roundtable discussions and special interest meetings. The engagement between 
those involved in global efforts to use research to reduce inequities in health with those working at local 
levels in developing countries provided, as always, a fertile ground for discussion and stimulus to urgent 
action.

As in previous years, the annual meeting of the Global Forum developed its programme through a process 
of call for abstracts in addition to inviting key speakers. A total of 545 abstracts were submitted, of which 
140 were selected for presentation in Cairo. But the meeting is not a scientific conference per se. It brings 
people who can inspire by their leadership, their research or their actions – as did HE Mme Suzanne Mubarak 
in her opening address – thus giving positive examples for participants to take back to their own situations 
and countries.

It is not a meeting that can provide all solutions, but is designed to identify the issues, to highlight gaps 
and pose the questions that further research can solve. It showcases the benefits of research by highlighting 
best practices and points to the need for additional work – across the broad spectrum of research – for the 
benefit of the poor and marginalized everywhere.

The annual Forums have evolved: incorporating more abstracts, more posters, new roundtable formats and 
more time for discussion. Forum 10 also succeeded in increasing the presence and voice of young people: 
with The Lancet, the Global Forum organized an essay competition for the under 30s and brought four 
winners to Cairo, one of whom made a presentation in the closing session. Posters by younger researchers 
were highlighted and a prize was given for the best under-40s poster.

The anonymous evaluation by participants in Forum 10 was particularly positive, but we know that it is always 
possible to improve. Each year, we strive harder to go beyond the problems to the solutions – highlighting 
all aspects of the research continuum: needs, agendas, resources, organization, results, communication and 
dissemination, translation to policy and practice, impact. Ultimately, the success of our meetings depends 
on the hundreds of participants who bring their knowledge, experience and ideas to the passionate debate 
about how research can deliver better health to people everywhere. We are extremely grateful for these 
contributions that will make a difference to global health.

Professor Stephen Matlin 
Executive Director
Global Forum for Health Research
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Introduction

endemic countries themselves are participating 
more fully. Innovative research and development 
of interventions may offer the only hope many 
countries have of dealing with mounting health 
problems.  

Pramilla Senanayake, Chair of the Foundation 
Council of the Global Forum for Health Research, 
addressed the changing focus of the annual 
meetings in her remarks at the opening ceremony.  
This forum, she said, would aim at a deeper 
understanding of complex factors in research and 
development, at the most recent innovations and 
also at knowledge translation. For many, she noted, 
the forums have become a key event for meeting 
with others, and for achieving the “wisdom that 
comes with age.”  

Many of the 550 participants from 75 countries 
who gathered at Forum 10 recalled that Cairo had 
been the venue for the much-publicized United 
Nations International Conference on Population 
and Development (ICPD) in 1994 – and some also 
reflected that, after initial progress, much of 
the momentum from that conference has been 
lost. Twelve years ago the Cairo conference was 
heralded as the birthplace of the modern notion 

of reproductive health, a turning point for 
women’s health. The Programme of Action that 
came out of the 1994 meeting and was signed by 
179 countries called for sexual and reproductive 
health and rights, empowerment of women and 
gender equity as centrepieces of an international 
agenda that incorporated family planning and 
skilled care for pregnancy and childbirth. In the 
time since, sexual and reproductive health has 
slipped down the list of priorities on the world 
agenda. Governments as different as those of the 
USA and Egypt have, due to either clear opposition

With the opening on 29 October 200� of Forum 
10 in Cairo, the Global Forum for Health Research 
expanded the range of its annual meetings into the 
Middle East and onto the northern shore of Africa. 
This embraces the region known to participants 
as EMRO (the acronym of the World Health 
Organization’s Regional Office for the Eastern 
Mediterranean) – made up of Afghanistan, Bahrain, 
Djibouti, Egypt, Islamic Republic of Iran, Iraq, Jordan, 
Kuwait, Lebanon, Libyan Arab Jamahiriya, Morocco, 
Oman, Pakistan, Qatar, Saudi Arabia, Somalia, 
Sudan, Syrian Arab Republic, Tunisia, United Arab 
Emirates, Yemen – an area where politics, wars 
and humanitarian crises often steal the headlines 
from the basic health issues of the population. Out 
of this region have come civilizations which made 
fundamental contributions to the development 
of medicine and which, sometimes coupled with 
religions, have emphasized the spiritual and social 
dimensions of health. An Egyptian scholar pointed 
out in an early session at Forum 10 that his country 
has thus contributed to the WHO definition of 
health: “a state of complete physical, mental and 
social well-being and not merely the absence of 
disease or infirmity.” 

The theme of Forum 10, “Combating disease and 
promoting health,” was particularly appropriate to 
Egypt. It is a country with a long history of battles 
with epidemics of plague, smallpox, cholera, malaria 
and polio, first using preventive measures such as 
quarantine, and later establishing medical schools to 
train physicians and develop public health systems 
to deliver care and interventions. With the aim of 
protecting its burgeoning population as it grew 
into a centre of trade, Egypt mobilized scientists 
and research institutions to guard and improve 
the health of its citizens. The country has achieved 
some public health victories, such as eliminating 
polio and virtually removing the threat of cholera, 
however many problems remain unresolved and 
others are just emerging. As Forum 10 began, avian 
flu claimed its seventh victim of the year in Egypt 
and the potential for an epidemic loomed again in 
Egypt – but this time also in the world.

Speakers at the Forum noted that the landscape 
of global health itself is shifting, growing more 
complex and requiring multifaceted strategies and 
more research. The poor increasingly suffer not only 
from communicable disease but also from afflictions 
such as diabetes or cardiovascular disease, formerly 
found mostly among middle and upper classes. New 
donors have stepped forward to help and disease-

The forums have become a key event 
for meeting with others and for 
achieving the ‘wisdom that comes 
with age’.

“
„



I n t r o d u c t i o n

7

C o m b a t i n g  d i s e a s e  a n d  p r o m o t i n g  h e a l t h

from research and there is much that urgently 
needs to be done. Globally, more than half a million 
women still die every year during pregnancy and 
childbirth, mainly from preventable causes and 
the vast majority in developing countries. Each 
year more than 120 million couples have an unmet 
need for contraception and 80 million women have 
unintended pregnancies. Even more startling, the 
medically and often socially condemned practice of 
female genital mutilation affects vast majorities of 
women in many countries, including modern Egypt 
where it is estimated that 93% to 97% of the female 
population has undergone the procedure.

or fiscal necessity, failed to support contraception 
and the choice of early abortion, or to deliver basic 
family planning information even as the world’s 
adolescent population soars to over a billion and 
the global epidemic of HIV/AIDS ravages societies 
and economies. An estimated 4.9 million people 
were newly infected with HIV in 2005 and yet the 
link between sexual and reproductive health and 
the scourge of AIDS has been barely acknowledged 
in some countries.

Forum 10 placed sexual and reproductive health 
high on its agenda, just ICPD did. Papers and 
discussions confirmed that much can be gleaned 

taboo subjects for many countries, cultures and 
religions. “If countries are serious about upgrading 
their health systems, sexual and reproductive 
health must be a priority,” he wrote. “If UNICEF 
and WHO are serious about saving the lives of 
mothers, newborn babies, and children, robust 
sexual and reproductive health advocacy campaigns 
and programmes are an absolute prerequisite for 
success. If donors – countries, banks, funders and 
foundations – seriously wish to see their investments 
flourish, they need to ensure that reproductive 
health is at the heart of their support.”
 
Financial flows and their impact

On the eve of the Cairo conference, the Global 
Forum for Health Research, which regularly

In a special issue of The Lancet that appeared 
shortly before Forum 10, Editor Richard Horton 
wrote that sexual and reproductive health 
“has been utterly marginalized from the global 
conversation about health and wellbeing during 
the past decade.” It is time, he said, “to put sexual 
and reproductive health – sometimes known as 
the missing Millennium Development Goal – centre 
stage of international efforts to defeat poverty and 
preventable illness.”  

Two factors often cited for stalling the efforts 
launched in 1994 to improve reproductive health 
are reduced funding and the rise of an increasingly 
conservative environment in many countries. 
Horton noted that sex, abortion, birth control 
and sexually transmitted infection continue to be 

Illustration 1.

Sexual and reproductive health definitions

Reproductive health is a state of complete physical, mental and social well being and not merely the absence of 
disease or infirmity, in all matters relating to the reproductive system and to its functions and processes. 
Reproductive health therefore implies that people are able to have a satisfying and safe sex life and that they 
have the capability to reproduce and the freedom to decide if, when and how often to do so. Implicit in this last 
condition are the right of men and women to be informed and to have access to safe, effective, affordable and 
acceptable methods of family planning of their choice, as well as other methods of their choice for regulation of 
fertility which are not against the law, and the right of access to appropriate health-care services that will 
enable women to go safely through pregnancy and childbirth and provide couples with the best chance of 
having a healthy infant. In line with the above definition of reproductive health, reproductive health care is 
defined as the constellation of methods, techniques and services that contribute to reproductive health and well 
being by preventing and solving productive health problems. It also includes sexual health, the purpose of 
which is the enhancement of life and personal relations, and not merely counseling and care related to 
reproduction and sexually transmitted diseases. 

ICPD Programme of Action, 1994, paragraph 7.2 
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with 2001. Stephen Matlin, the Global Forum’s 
Executive Director, pointed out that the numbers 
not only show a substantial increase in spending, 
but they also reflect a greater rate of spending than 
in previous years, up 10% per year while in earlier 
years a 7% increase was the norm. However, he 
also stated that not enough of the resources are 
being devoted to the health problems of people 
in developing countries. “We have to ask ourselves 
where these increases in funding are being 
applied,” Matlin said. “Will they eventually reach 
the scale necessary to ensure adequate financing 
for the full range of research needed to tackle 
the health problems of poor and marginalized 
populations around the globe?”  Health research 
funds, he added, need to include product research 
and development for neglected diseases, research 
on health systems in poor countries, money to help 
eliminate health inequalities and examine social 
determinants of health.

tracks global spending for health research and 
development, released Monitoring Financial Flows 
for Health Research 200�. It contained the news 
that annual global spending for health research  

had risen 20% over a two-year period, to US$125.8 
billion from US$105.9 billion. These figures, the 
most recent available, compare investment in 2003 

Annual global spending for health 
research had risen 20% over a 
two-year period, to US$125.8 billion 
from US$105.9 billion.

“
„

Illustration 2. Estimates of total expenditures on research for health 1998-2003 (US$ billions)
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acute respiratory infection, measles, diarrhoea, 
malaria and HIV/AIDS. Almost all child deaths 
(99%) occur in low- and middle-income countries, 
where under-nutrition is the major contributor to 
health risks and unsafe sex is the second leading 

The report details the staggering human toll taken 
by disease and health problems:  57.5 million people 
died in 2003, of which nearly 20% (10 million) 
were children under five years. Half of these died 
from five preventable and treatable conditions:  

I n t r o d u c t i o n
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diseases and more of a strategy to empower 
developing countries, home to nearly 90% of 
the health needs. During the past year, generous 
private donors, notably the Bill and Melinda 
Gates Foundation, as well as other non-profits 
and non-governmental organizations, have come 
to the aid of victims of HIV/AIDS, malaria and TB 
victims. In June 200�, the billionaire Warren Buffet 
announced he would give US$37 billion to the 
Gates Foundation, a move which could double the 
endowment of an organization which spends the 
majority of its funding on global health initiatives. It 
was the largest act of charitable giving in American 
history. In a plenary on product development 

partnerships, David Brown, Senior Adviser, Institute 
for OneWorldHealth, USA, announced Gates had 
just made his institute a US$4� million grant to 
further research on diarrhoeal disease, a leading 
cause of the death of children under five. “It is 
absolutely magnificent what Gates and Buffet have 
done,” Brown commented. But he added that “one 
of the nightmares” of many working in the field 
today is that interventions for disease will become 
technically available but that “we fail to get them 
to the people who need them.”

risk factor. By contrast, in high-income countries 
tobacco is the leading risk factor, accounting for 
12% of the disease burden. By 2015, tobacco is 
expected to kill 50% more people than HIV/AIDS 
and to be responsible for 10% of all deaths globally. 
Research can contribute greatly to improving health 
through education, recognition and development 
of cost-effective interventions to reduce many 
types of risk, Matlin believes. 

At a press conference before the opening ceremony 
in Cairo, Hatem Mostafa El-Gabaly, Minister of 
Health and Population of Egypt, signalled he 
was eager to take an active role. “I think it is due 
time that this part of the world participates more 
actively,” he said. “We will be strong supporters of 
the focus of this Forum.” However, citing budgetary 
limitations, he explained the inability his country, 
like many others, has in contributing to basic health 
research. Most research in Egypt is clinical research, 
he explained, and the health needs of the country 
are great. They include combating hepatitis C, 
which affects an estimated 8-14% of the country’s 
estimated 70 million people, the highest prevalence 
in the world. El-Gabaly said Egypt’s health priorities 
are not set by research but rather by three social 
needs: supporting primary care across the country, 
a realistic health insurance plan and an ambulance 
service. An effort to renovate 5,000 rural primary 
care clinics across Egypt began eight years ago and 
has resulted in “a quantum leap in the quality of 
service to the poor,” at least in the areas where 
the programme has been carried out. However, 
the health minister added that, economically, this 
effort has been a failure: 80% of the expenses have 
not been recovered and there are still 4,200 clinics 
remaining to be renovated.

Encouraging the new players

If global health problems appear to be multiplying, 
so are means to combat them. There are new 
players, more global awareness of widespread 

It is a shame that most of the 
world doesn’t benefit from most 
of the research that is carried 
out by many of you here. The role 
of global leaders in serving the 
global community has a long 
way to go.

“

„

I n t r o d u c t i o n
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often thought of as belonging to high- and middle-
income countries, including cancer, heart disease 
and diabetes. Treatment for these diseases can be 
very expensive, El-Gabaly pointed out.

By the morning of the conference’s last day, 
as a panel looked to the future and evaluated 
North/South partnerships, empowerment was a 
leading focus. Berit Olsson, Director of Research 
Cooperation at the Swedish International 
Development Cooperation Agency, summed up 
the conclusion many others had also reached. If 
poor countries are going to benefit from the 
research that is produced globally, she said, they 
need to have active health research communities; 
the most important challenge is strengthening 
the research systems, not for poor countries but in 
poor countries. Only then can poor countries fully 
use and actively influence health research vital to 
them.

Many at Forum 10 spoke about the necessity of 
moving increasingly towards empowering countries 
to help themselves. At the press conference before 
the opening ceremony, Matlin had stressed that the 
focus has to be on the real needs of the countries. 
“It’s very important that research that’s done for 
the real health needs of a country’s population is 
not driven by outsiders,” he said, “It must be done 
not just by the country’s Ministry of Health, but also 
by civil society and all the people who have actually 
experienced conditions in the country. They need to 
have a share in the decision-making and in setting 
priorities.”  In the opening plenary that thought 
was underscored by Health Minister El-Gabaly, who 
urged researchers to help the developing world 
in effective and inexpensive ways:  “It is a shame 
that most of the world doesn’t benefit from most 
of the research that is carried out by many of you 
here,” he told them bluntly. “The role of global 
leaders in serving the global community has a long 
way to go.” 

El-Gabaly observed that in 19�0 about 40% of 
Egypt’s burden of disease came from communicable 
diseases, while today only 12% comes from 
communicable disease. By far the largest portion 
of the burden of disease today comes from diseases 

Illustration 3. Trends in health research funding, Bill and Melinda Gates Foundation,
                       1995-2003 (US$millions)
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30 countries, having been in 15 countries in 2005 
... Between the months of March and September 
200�, it spread rapidly into Eastern Europe, 
Western Europe, sub-Saharan Africa, the Middle 
East and South Asia. Egypt was not spared.” The 
highly pathogenic H5N1 virus, he said, has not 
only spread among commercial poultry but is also 
carried by wild birds that are migrating into areas 
not previously affected. “The average number of 
deaths per month due to H5N1 is at its highest level 
ever at the moment,” Nabarro stated. Since 2003, 
H5N1 has infected at least 25� people globally, 151 
of whom have died. Of the 14 people who were 
diagnosed with avian flu in Egypt, half have died. 
“Why are we worried about these small numbers 
of human cases? “ he asked. “Each time this virus 
gets into a human host, it has a greater selective 
pressure to mutate in a way to sustain human-to-
human transmissibility.” If the virus develops into a 
form that is efficiently transmitted from one human 
to another, it has moved into what the WHO calls 
Phase 3 and meets the criteria for a pandemic. If 
the threat is elevated beyond Phase 4, and small 
clusters of human-to-human transmission occur in

localized areas, Nabarro said there would follow 
a very quick progression to sustained transmission 
in the general population. “It is important to note 
that further progression of the threat will depend 
not just on the nature of the virus, but also on the 
success of containment and other response action.” 
To put the threat in context, the 1918 flu pandemic 
was caused by the influenza A virus subtype H1N1 
and is estimated to have killed as many as 25 million 
people within six months; some estimates put the 
total killed at more than twice that number.

Nabarro laid out a list of policy and programme 
questions to assess and manage the risk, design 
a system through which it could be contained or 
managed and predict what the outcomes might be.

After tsunamis struck coastlines in Asia, Hurricane 
Katrina swept along the US Gulf region and 
earthquakes devastated parts of Indonesia, Iran, 
Pakistan and Afghanistan, natural disasters do not 
seem as remote or as infrequent as they once did. 
Neither do disasters caused by conflict, industrial 
accidents or epidemics. While all these created 
sudden, calamitous public health events that 
overwhelmed the coping capacities of systems and 
communities, another form of disaster is apparent 
in the more mundane statistics documenting the 
millions killed and injured each year in road traffic 
accidents. On a planet with more than � billion 
people, disasters in many forms exact a huge 
human toll. 

“We did not expect it to be so vicious as what we 
faced this year,” admitted Health Minister El-Gabaly 
in the opening session in his remarks about avian 
flu, which broke out in Egypt in February of 200�. 
El-Gabaly said his country had sought the support 
from the international community, but in the end 
“we had to do the whole thing by ourselves.” 
The Egyptian government ordered 20 million 
birds destroyed, sending the country’s poultry 
industry into an unprecedented decline and fear 
into families that had long kept poultry in their 
homes. As the Cairo conference opened, a seventh 
death from the H5N1 virus in Egypt was announced 
on front pages of newspapers; the African Union 
and the European Commission made plans for an 
international conference to rally financial support 
to prepare for an epidemic. 

Why we should be concerned about small 
numbers in avian flu

David Nabarro, Senior United Nations System 
Influenza Coordinator, was already set to address 
the opening plenary at Forum 10 and his message 
was exceedingly timely. Nabarro recalled that 
when he had spoken with the Egyptian health 
minister at the beginning of 200�, the minister was 
already worried that Egypt was vulnerable to an 
outbreak. 

“Avian influenza is moving across the world,” 
Nabarro confirmed, with the research and statistics 
to back up this statement. “In 200� it moved into 

Avian influenza is moving across 
the world.“ „
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are more at risk than others, he said, or they may 
become targets of discrimination as the pandemic 
spreads. Community-level research shows that 
disadvantaged people face particular risks from 
avian influenza control measures. Nabarro said a 
global strategy, agreed on in November 2005, by 
WHO, FAO, UNICEF, the Red Cross and the World 
Bank, has withstood the test during the past year, 
but is not enough.

He said that the next influenza pandemic would 
have major global impacts, not only on health, but 
economically and socially. Absenteeism could rise 
to 30% in all sectors, including production and 
government. He pointed to the epidemic of severe 
acute respiratory syndrome (SARS), which killed 
fewer than 1,000 people in 2002-2003 and resulted 
in a US$50 billion economic loss. Nabarro warned 
that a pandemic could threaten the rule of law as 
well as security. Certain segments of the population 

• Risk assessment: What are the risks to health associated with highly pathogenic avian

 Influenza? What risks are posed by the next influenza pandemic? 

• Risk management: How can these risks best be contained, or at least managed?

• System design: Through what systems can different groups of people be helped to contain,

 or at least manage, the risks that they face, and that others face? What are the trade-offs?

• System performance: Are the systems performing as well as is necessary? What kinds of

 financial, human and/or structural investments are needed to make them perform as desired?

• Outcomes: Are the systems resulting in lowered risks and better health? Can the gains be

 sustained over time? To what extent are they context specific?

Avian and pandemic influenza: policy and programme questions

Illustration 4.

Presented by David Nabarro in "Avian and 
pandemic influenza: exploring policy/research 
interfaces"

Humans:

• Strategies for epidemiology, for surveillance?

• Modelling optimal containment strategies?

• Use of antiviral medicines in containment?

• Research into pre-pandemic vaccines?

• Prospect of developing rapid diagnostics?

• What kinds of mask, for whom?

• What are the consequences of closing schools?

• How to manage communications with the public? 

Key issues for risk management

Illustration 5.

Presented by David Nabarro in "Avian and pandemic influenza: 
exploring policy/research interfaces"
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“It is essentially this changing pattern of migration 
– without commensurate growth in infrastructure 
– that has the greatest potential for contribution to 
conflict and high avoidable mortality and morbidity 
in cases of natural disasters,” Musani says. The 
result is a situation that is likely to divert resources 
earmarked for disaster relief and reconstruction.

Musani views the impact of the disaster as a 
function of the vulnerability of the masses and 
their capacity to cope, resist and recover. The risk 
of damage varies depending upon the level of

preparedness – and better preparedness is urgently 
needed. “Crucial issues such as the defence of 
urban public health infrastructure, sanitation and 
access to water are not being addressed in existing 
education, retraining, research and management 
forums,” he says. “It is wrong to assume that disaster 
response has been, and will be, based on scientific 
evidence.” He says most emergency preparedness 
and planning is based on conventional wisdom 
rather than on systematically collected evidence. 
What is needed, he believes, is a clear agenda with 
relief and poverty reduction built in, a budget that 
includes emergency preparedness within a broader 
development agenda, and greater capacity with 
a critical mass of scientists and practitioners to 
research and translate priorities into action and 
delivery. Mapping of potential risks should be 
integrated into disaster planning, he says. Too often 
disaster relief is seen as entirely separate, resulting 
in a response that is disconnected and ad hoc. Every 
disaster is unique, but the need to prepare for them 
is universal and constant, he concluded.

Key issues for risk management in a pandemic 
emergency have been identified, and it is clear that 
the “people will have to be engaged.” A people-
centred approach to find the disease and respond 
effectively has worked in Indonesia, Cambodia, 
Myanmar and Vietnam, Nabarro said. The challenge 
is to extend that approach throughout each country 
in a way that empowers communities to lead the 
process.

Conflict:
the most common human-generated disaster

The year 2005 was undoubtedly “a year of disaster,” 
began Altaf Musani, Regional Adviser, Division of 
Emergency Preparedness & Humanitarian Action, 
World Health Organization Office for the Eastern 
Mediterranean Region (EMRO), Cairo. His global 
tally: 428 disasters in 127 countries affecting 
1�0 million people and causing US$1�0 billion in 
damages. Natural disasters struck Pakistan, Iran, 
Morocco and the drought-plagued Horn of Africa. 
While natural disasters can strike anywhere, 
health and relative economic losses from them 
disproportionately affect developing countries, 
he said. The most common human-generated 
disaster is conflict, which has also has devastated 
many developing countries during the past year. 
He cited the emergencies in Lebanon, Darfur, 
Iraq, Afghanistan and Somalia and added that he 
believes the scale and effect of conflict and other 
disasters in the Eastern Mediterranean region are 
likely to increase.

Musani noted that just in the past two decades, 15 
of the 22 countries in EMRO (or 85% of a population 
exceeding 500 million) have been involved in 
conflict situations, in particular in Afghanistan, Iraq, 
Lebanon, Palestine, Somalia and Sudan. Chronic 
emergencies in these countries have resulted in 
over 2.5 million deaths. In addition, the more than 
4 million refugees from these conflicts have created 
further problems by moving into urban areas where 
infrastructure is poor and housing is often unsafe. 

It is wrong to assume that disaster 
response has been, and will be, 
based on scientific evidence. 

“ „
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Malik H. Mubbashar, Vice-Chancellor and Chief 
Executive of the University of Health Sciences, 
Pakistan, presented first-hand insights into the 
earthquake that struck Pakistan with a force of 
7.8 on the Richter scale in October 2005, leaving 
73,438 people dead and affecting nearly � million 
others. An entire generation, ages 8-14, died in 
some villages because they were in schools that 
collapsed when the earthquake struck. Disasters, 
like diseases, require research, Mubbashar said, 
and most are not evaluated properly. Mental health 
planning, one area that is sometimes neglected, 
is vitally important. Not only did a great many 
children die in the Pakistan earthquake, but �7% of 
those who survived in the villages were traumatized 
and had no place to live. The immediate result was 
heightened anxiety and stress among the survivors; 
later many of the survivors developed substance 
abuse. The experience revealed, he said, the need to 
develop interventions locally and not rely on models 
of psychological intervention, which can fail or be 
inappropriate. On the other hand, Mubbashar said 
some victims of disasters appeared to be “socially 
immunized” and after about a year began showing 
signs of “post-traumatic growth.” Social nets are 
vitally important to survivors’ mental health; an 
important step is to actively involve survivors and 
their families. Ahmad Mohit, an EMRO adviser who 
also has also worked in disaster areas, described 
new types of communities that form immediately 

Hellen Nyakundi, a student in the School of Health 
Sciences, Kenyatta University, Kenya, has researched 
widespread climate hazards and she also expects 
disasters to increase. Citing the deteriorating flood 
situations in most countries in Africa, she said 
long-term commitment to local research, capacity 
building and broad-based community involvement 
in risk intervention are the most sustainable 
responses to minimizing the impact of disasters. In 
many parts of Kenya, she said, disaster management 
is dependent more on government and external aid 
than on community abilities and social capacities. 
Limited research due to scarce funding, lack of 
qualified research professionals and inadequate 
support from government and donor agencies are 
all problems, she said. Compounding the situation 
is the fact that most of the people in rural areas, 
where flooding is most likely, are poor, uneducated 
and do not trust outsiders. Results from her study 
in the largely rural Nyando district in Western 
Kenya showed that 92% of the participants place 
more faith in traditional measures than the official 
flood warnings. “Distrust may limit participation in 
discussing some sensitive aspects of flood risks like 
income, HIV/AIDS and death,” she said. “Research, 
if carried out in ignorance of existing customs, may 
cause offence and end up alienating the community 
from the research process.”

Illustration 6. Disaster-poverty cycle
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Presented by Altaf Sadrudin Musani in "Preparing for and responding
to conflict and disaster in the Eastern Mediterranean Region"  
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are unavailable in India. Panniyammakal urged that 
a comprehensive CVD public health programme in 
India monitor CVD-related mortality and morbidity 
through an established public health surveillance 
system. Such a system is essential, he said, to 
provide the data required for effective public 
health policy, allocation of preventive resources, 
developing capacity and evaluation of prevention 
strategies. Data collected in a study that paired 
ten medical colleges with people in ten medium-
to-large industries throughout India showed 283 
deaths and 394 CVD-related morbidities. The mean 
age of death was 55±15.3 years, confirming the 
expectation that the burden of CVD in a relatively 
younger population is very high. “This has potential 
to adversely affect the Indian economy, with most of 
the events occurring in the productive years of life,” 
the study concluded. Perhaps just as important, 
however, the study recognized that, given the 
difficulty of CVD surveillance in most developing 
countries, the best substitute in low resource 
settings is building capacity for CVD surveillance 
within another population. In this case, the CVD 
surveillance responsibilities were transferred to 
existing healthcare staff within the industries. 

Cor inna Hawkes ,  Research Fe l low at  the 
International Food Policy Research Institute, 
USA, addressed the global “nutrition transition” 
taking place, but advised that the links are under-
researched, making it difficult to correct or redirect 
policies for healthier outcomes. Between 1983 and 
2001, she said, vegetable oils contributed more than 
any other food group to the increase of calorie 
availability worldwide, with meat in second place. 
Worldwide, the growth of sugar and dairy products 
has been relatively modest. The result has been a 
sharp rise in cardiovascular disease and obesity in 
some areas, while, in large parts of the world, many 
people suffer from undernutrition and inadequacies 
of certain vitamins and minerals, such as zinc.

following a disaster: “Mothers who lost children 
are put in charge of children who lost families,” 
he said, illustrating how they can form a mutual 
support network. The session also touched on 
resilience – the ability to retain normal equilibrium, 
resourcefulness, cohesive and social capabilities – 
and described how impressive it could be in times of 
disaster and emergency. Their thoughts resonated 
with a comment made in another session by Iman 
Nuwayhid, American University of Beirut, Lebanon, 
who told of the extraordinary resilience among 
the residents in Lebanon during the Israeli attack 
of July 200�. He observed how people helped each 
other and carried on their daily lives in the midst 
of destruction and dislocation: “The most striking 
thing was, there was no disorder,” he said.

Diet and cardiovascular disease

Globalization, the subject of protests, news headlines 
and academic treatises, has inexorably changed 
the world during the first years of the twenty-first 
century. Participants in Cairo spoke repeatedly of 
the negative influence globalization has had on 
health, from diets to disease. The dramatic increase 
in cardiovascular disease (CVD) and obesity can be 
viewed as a result of globalization and is becoming, 
in another sense, a disaster.

In a special session on globalization and diet-related 
chronic diseases (DRCD), Jeemon Panniyammakal, 
Senior Research Fellow, Initiative for Cardiovascular 
Health Research in Developing Countries, India, 
projected that CVD will be the largest cause of 
death and disability in India by 2020, when the 
annual toll of coronary heart disease is predicted 
to reach 2.� million. Indians appear to incur 
CVD deaths at least a decade earlier than their 
counterparts in developed countries, he said, 
adding that good population-based data related 
to trends in cardiovascular mortality and morbidity 
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be effective, she added. “There are many sceptics 
asking: what has agriculture got to do with it? “she 
said. “Diet-related chronic diseases are everything to 
do with bad personal choice and that is what needs 
changing, not agriculture.”

Road traffic injuries

Road traffic injuries are a major burden in developing 
countries; the World Health Organization listed them 
as the ninth major cause of deaths worldwide in 
2001. The annual burden of road crash costs is about 
US$518 billion globally and about US$�5 billion in 
low- and middle-income countries, exceeding the 
total annual amount of these countries receive in 
development assistance. 

“Nearly 80% of the global road accident-related 
deaths occur in developing countries whose share in 
global vehicle population is less than 75%, implying 
that they bear a disproportionate burden of deaths 
and disabilities due to RTAs,” reported Godwin 
Sree Kulakkal, Achutha Menon Centre for Health 
Sciences in India. He cited a study from Bangladesh 
that showed a fatality rate of 70 per 10,000 vehicles, 
or 25 times higher than for any developed country. 
He described a direct relationship between per 
capita income growth and road-related casualties 
up to a certain limit.

In three studies she showed that the integration 
of economics and the increased facility of foreign 
direct investment have pushed transnational food 
companies to create value and profit through market 
segmentation. Changes in agricultural and trade 
policies in Brazil, China and India, the three largest 
emerging economies, have led to rapid increases in 
vegetable oil consumption. In Mexico, following the 
North American Free Trade Agreement, the influx of 
foreign direct investment into food manufacturing 
and retail sales is linked to growing consumption of 
processed food. Hawkes explained how, in Thailand, 
between 1999 and 2004, PepsiCo targeted Thai 
children in campaigns advertising processed snack 
foods, especially chips, offering bigger packages, 
special offers and flavours adjusted to local tastes. As 
a result, sales increased from US$4.2 million in 1999 
to US$10 million by 2002. The studies, she said, show 
how competitive forces of globalization increase 
incentives for food producers, manufacturers and 
retailers to encourage dietary “convergence” by 
supplying cheap, standardized products, but also 
dietary “divergence” by creating market niches. 
“This ‘convergence-divergence’ duality encourages 
the development of dietary differences between 
socioeconomic groups, raising the concern that over 
the long term, lower socioeconomic groups will be 
more exposed to diet-related chronic diseases,” 
she said. Improving agricultural strategies may not 

Illustration 7. Globalization and diet

Definition of globalization

Aim

Hypothesis of study

• A process of greater integration within the world economy

 through movements of goods and services, capital, 

 technology and labour, which lead increasingly to economic 

 decisions being influenced by global conditions

• Key globalization processes affecting food supply

 • Goods: Agricultural trade liberalization

 • Capital: Foreign direct investment 

 • Services, technology: Marketing and advertising • To identify implications of globalization for

 • The development of policies and practices to reduce the 

  burden of DRCDs globally

 • Longer-term dietary development among the poor

• That specific policies implemented to globalize the world 

 economy can help explain the increasing consumption 

 of foods associated with diet-related chronic diseases (DRCDs)

Presented by Corinna Hawkes in "Why do we need to think about globalization
when addressing unhealthy diets and diet-related chronic disease?"
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Several transport-sector programmes now work 
to combat the spread of HIV/AIDS through 
awareness training of transport workers and sex 
workers in the transport corridors. However, van 
Riet called attention to the many gaps in research 
and knowledge about the situation: the impact 
of mobility on women’s health status; the limited 
information about rural-urban medical referral 
systems; how to design transport hubs to optimize 
positive health impacts; lack of disability, gender-
disaggregated and age-sensitive data; lack of 
information about unsafe paths, tracks or water 
crossings in rural areas, and insufficient data on 
environmental impacts on poor people from 
transport services along the corridors. “In general, 
and especially in the donor community, there is now 
a trend and growing recognition that intensified 
and specific engagement is essential to address 
the vast, unmet needs of the poor,” she said. One 
response has been the International Forum for 
Rural Transport and Development (IFRTD), a global 
southern-driven network that has been set up with 
research as one of its key strategic objectives. Its 
overall goal is to reduce poverty and isolation by 
improving access and mobility of the rural poor 
in developing countries. According to van Riet, 
the IFRTD has found that “despite the rhetoric 
of bottom-up development, the international 
development agenda remains dominated by the 
economic interests and institutional priorities of the 
North.” One way to redress the imbalance, she said, 
is to ensure that the research used to determine 
and justify development priorities is both pro-poor 
and southern driven. The IFRTD uses networked 
research methodology designed to ensure that its 
research is relevant to and used by poor people 
and/or the organizations working with them.

While high-income countries have passed that limit 
and deaths there are expected to fall, in low- and 
middle-income countries the forecast is for deaths 
to rise by about 80%. According to the World Bank’s 
Traffic Fatalities and Economic Growth project, 
between 2000 and 2020 South Asia is predicted 
to record a 144% increase in road traffic fatalities. 
Based on a model’s predictions, Godwin predicts 
India will start a decline in road traffic fatality rates 
only after 2042. “How does one explain relationship 
between road traffic accidents and fatalities vis-
à-vis economic growth across developing and 
developed societies?” Godwin’s study asks. “Is the 
trend natural and should we allow the trend to 
carry forward as a matter of luck and destiny?” The 
analysis concludes:

Marinke van Riet, Executive Secretary and Chief 
Executive Officer of the International Forum for 
Rural Transport and Development, brought a 
different perspective to the connection between 
transport and health. Experience with the spread 
of HIV/AIDS has dramatically shown that developing 
transport corridors for long-distance goods 
transport often results in changing patterns of 
sexual activity, an increase in the number of sexual 
partners and the diffusion of HIV, she reported.

 

There is now a growing 
recognition that intensified and 
specific engagement is essential 
to address the vast, unmet needs 
of the poor.

“
„
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•

•

•

•

•

Road- re lated casual t ie s  should not 
be viewed as a result of a “disease of 
development”.
Societies that have reduced road traffic 
casualties have mainstreamed prevention of 
traffic accidents into their public agendas.
Road accident victims have a higher case-
fatality rate and case-severity rate than 
other accident victims.
Inequality on the roads is a reflection of 
widespread inequality in a society in which 
the victims are often in lower socio-economic 
groups, frequently manual labourers and 
vendors; they are more vulnerable because 
they are often pedestrians or riders of two-
wheel vehicles.
The notion that rich people in lower and 
middle-income countries bear the burden of 
RTAs is, at the best, a conspicuous myth.
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Salim Abdool Karim, Pro Vice-Chancellor (Research), 
University of KwaZulu-Natal, South Africa, led much 
of the discussion on the paper, both in a satellite 
session before the conference and in a plenary. He 
commented he had been amazed at how advocacy 
can lead to policy changes, how one case can shift 
the agenda. Research is crucial, he emphasized, and 
must be improved, focused and done for the right 
reasons.  He cautioned against fatigue on subjects 
such as contraception research, and spotlighted a 
need to reinvigorate an understanding of maternal 
mortality. The problem, he said, is not just about 
women, it is about women and men.

The paper deliberately stops short of setting 
priorities – a point which was discussed at length. 
Patricia Garcia, Chief of the Peruvian National 
Institute of Health, told the satellite session, “It’s 
like a soccer team, across the board all are important 
and if we prioritize, it is saying some areas aren’t 
as important as others.” Cherif Soliman, Country 
Director, Family Health International, Egypt, added: 
“Priorities are superb, provided my area is on 
top.”

Egypt’s First Lady, Suzanne Mubarak, opened 
Forum 10 with a strong endorsement of the value 
of research in health, emphasizing her concern 
especially for the health of the world’s women. 
Malnutrition, one of the factors contributing to 
the poor health of women, she said could often 
be traced to gender discrimination and inequity: 
women may suffer a lack of food because they are 
considered inferior and, thus, often are the last in 
a household to eat. She cited data showing that 
maternal mortality in developing countries is 100 
times greater than in industrialized countries. She 
also urged special attention to focus on violence 
against women, which has become “a worldwide 
pandemic.” Mrs Mubarak traced discrimination 
against females from birth and in the home, to 
school and through young adulthood – a time 
during which they may be easily abused or exploited 
in trafficking. Health services, she added, should be 
available and affordable throughout women’s lives, 
not only during their reproductive years. 

As if to underscore the First Lady’s comments about 
abuse of women, newspapers in Cairo carried 
stories during the conference about women being 
harassed during Eid el-Fitr, the holiday following 
the end of the holy month of Ramadan, which 
preceded the opening of the conference. They 
also reported a rise of violent domestic crimes 
during Ramadan in which women were often the 
victims. While Forum 10 participants met in hotel 
conference rooms, women marched in protest 
of harassment and violence in the streets of the 
Egyptian capital – and the Cairo police remained 
adamant that nothing out of the ordinary had 
happened. 

Identifying the issues 

Research Issues in Sexual and Reproductive Health 
for Low- and Middle-Income Countries, by Andrés 
de Francisco, Ruth Dixon-Mueller and Catherine 
d’Arcangues, was released as a discussion paper at 
Forum 10 and provides the results of research on 
inequities and major health needs for women:

•

•

•

•

529,000 women died during pregnancy and 
childbirth in 2000, mainly from preventable 
causes and almost all in developing 
countries;
a woman’s lifetime risk of dying from 
pregnancy-related causes ranges from 1 
in � or 7 in Afghanistan, Malawi and Niger 
to 1 in 1,300 or less in Cuba, Mauritius and 
Uruguay;
4.9 million people were newly infected with 
HIV in 2005, including 700,000 children 
under 15;
proportions of adults aged 15-49 living with 
HIV/AIDS range from under 1% up to 35% 
or more, even within sub-Saharan Africa 
where the epidemic is rapidly becoming 
feminized among young adults.

• 8 million of the 210 million women who 
become pregnant each year suffer life-
threatening complications of pregnancy 
leading to long-term morbidity;

4.9 million people were newly 
infected with HIV in 2005, including 
700,000 children under 15.

“ „



However, Andrés de Francisco, Deputy Executive 
Director of the Global Forum for Health Research, 
explained that donors ask for an investment 
strategy and, although all areas are important, 
in some there is very little investment or interest. 
Unlike researchers working in the field of HIV/
AIDS, he said, in maternal and child health, “We 
don’t have champions.” He urged efforts to 
better identify stakeholders: who they are, how 
they finance certain areas, and the gaps for those 
who want to make a difference. One challenge is 
to identify gaps and match them with those who 
want to make a difference. He suggested that 
the document should be better targeted to be 
successful. “Are we losing focus because we want 
to be too comprehensive?” he asked. 

Alejandra Lopez, Coordinator of Mujer y Salud en 
Uruguay, urged those who were working on the 
paper to put the discussion into a human rights 
perspective. Sexual and reproductive rights are 
political and ethical issues, she said, noting that 
societies should protect rights of young people and 
that science and research are very important tools 
to use.

Karim concluded the plenary by observing that 
in much of the world there is a reluctance to talk 
about sex, contraception and abortion, although 
the areas are crucial to health. The challenges 
are great, and especially important to women 
and adolescents: the impact of the revised paper 
on sexual and reproductive health should not 
be underestimated. “We fly this flag,” he said, 
“because we know there are groups who can’t 
stand up themselves.” 

Stillborns count

A good illustration of the need for data and 
systematic methodology was presented by Joy 
Lawn, a young South African pediatrician and 
perinatal epidemiologist, who is part of a team that 
investigated stillborn rates by compiling information 
from 190 countries for the year 2000. Speaking in a 
satellite session to members of the Child Health and 
Nutrition Research Initiative (CHNRI), she described 
birth asphyxia as the fifth largest cause of child 
death – and one that very few people even know 
about it. To put it in context, Lawn said deaths 

from birth asphyxia number slightly more than 
those caused by malaria – yet very little money 
goes into research on it. Even worse data, she 
says, is available on the long-term outcomes from 
asphyxia-related disabilities, such as neurological or 
learning disabilities. While information about the 4 
million neonatal deaths worldwide may be limited, 
there is even less available about stillbirths and no 
published, systematic global estimates. They are 
not reported in WHO’s routine mortality data or in 
most population-based surveys. They are also not 
included in the Millennium Development Goals or 
in estimates of the global burden of disease.

Lawn asked: “In child health we focus on babies 
who come out alive, but what about all those 
babies who die in utero, at the time of delivery? 
Each year we have at least 3.2 million stillbirths, 
around 25%-30% of those die at the time of labour. 
What’s the difference between a baby who dies 
during labour and one who dies five minutes after 
birth?” She drew attention to the fact that during 
the first 24 hours of life, when skilled attendants 
are most needed and the lowest coverage is often 
available, a baby is at greatest risk. Up to 30% of 
neonatal deaths occur during the first day of life. 

She believes that two-thirds of under-five deaths 
– including �50,000 deaths from birth asphyxia 
– could be saved by interventions that are already 
known. The challenges, she said, are first to agree 
on a universal definition of birth asphyxia, then 
determine what the risk factors are and develop 
clear interventions from the “causal web.” Data 
for the causes of stillbirth, especially largely 
preventable causes, are needed to prioritize action 
and reduce stillbirths. US statistics show that 4.7 
newborns die for every 1,000 born, compared with 
the figure of �� per 1,000 in Liberia, which has the 
highest rate in the world. The deaths of most the 
babies in developing world are avoidable, she says. 
They should count.
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developing world are avoidable. 
They should count.
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The disparity between the risk of a woman in sub-
Saharan Africa dying in pregnancy and childbirth 
and that of a woman in a developed country 
remains immense. Half of the 529,000 maternal 
deaths each year occur in Africa, another 300 
million women in developing countries suffer 
illness as a result of pregnancy and childbirth. 
Both maternal deaths and illness are linked to 
conditions at and immediately following delivery; 
up to 80% of maternal deaths are due to direct 
obstetric causes. Two maternal health services, 
skilled birth attendants and Caesarean section, are 
considered the most important interventions to 
reduce maternal mortality. 

Reducing maternal mortality: 
an unachievable MDG?

Maternal mortality was highlighted by many 
speakers as one of the greatest development 
and health challenges facing the world, as well 
as a tragedy that could often be prevented. One 
referred to it as the world’s most “embarrassing 
manifestation of health systems failure.” The 
inclusion of maternal mortality reduction as one of 
the eight Millennium Development Goals appears 
to have lent new urgency to tackle the problem 
but the call for a 75% reduction in maternal 
mortality between 1990 and 2015 will be hard to 
meet. In the developing world, maternal mortality 
ratios have barely fallen in the last 50 years 
even as other health indicators have improved. 

Illustration 8. Estimated numbers of stillbirths by world region, 2000
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“Most of the conditions that kill women cannot 
be predicted in advance, instead they require 
a rapid health system response at the time of 
delivery,” stated Margaret Kruk , Lecturer in 
Health Management and Policy, School of Public 
Health, University of Michigan, USA. She analysed 
government versus private financing of health 
services and utilization of antenatal care, skilled 
birth attendants and Caesarean section in 40 
low- and middle-income countries. The findings 
showed that government health expenditure, 
as a percentage of total health expenditure is 
significantly associated with utilization of skilled 
birth attendants and Caesarean section, but not 
antenatal care. The government financing does 
not influence women’s access to antenatal care, the 
study reports, perhaps because some antenatal care 
is provided almost universally even in the lowest 
income countries. Female literacy was a significant 
predictor of antenatal care and not significant in 
Caesarean section. 

“Governments are effective at purchasing essential 
maternal health services,” she concludes, “although 
health systems will require more funding if 
developing countries are to achieve the Millennium 
Development Goal on maternal mortality.” The 
WHO Commission on Macroeconomics and Health 
has estimated that an essential basket of health 
services including emergency obstetric care costs 
about US$35 per capita in low-income countries. 
Kruk points out that in 2003, 34 of 4� countries 
in the WHO African region spent less than US$35 
per capita, and 29 of the countries spent US$20 
or less in 200�. She believes that donor assistance 
is urgently required to boost government health 
budgets to reach the MDGs: “The WHO estimates 
that to provide 95% coverage of essential maternal 
and newborn health services in 75 worst-off 
countries, an additional US$39 billion will be 
required between 200� and 2015. This translates to 
US$0.22 per developing country inhabitant per year 
initially, expanding to US$1.18 by 2015. This is an 

eminently affordable price tag for the international 
community that pledged to jointly reduce maternal 
deaths by three-quarters by the year 2015.”

Perspectives on FGM

Female genital mutilation (FGM), sometimes called 
female circumcision, is a controversial cultural 
practice with a history extending to at least the 
5th century BC and still practised in 29 countries, 
primarily in northern Africa and parts of the 
Arab world. An estimated 2 million girls undergo 
the procedure every year; the total population 
of women who have had the procedure may be 
140 million, including over 90% of the women in 
Djibouti, Egypt, Eritrea, Guinea, Mali, Sierra Leone 
and Somalia. The biomedical community focuses 
on the adverse consequences of the practice in 
reproductive and sexual health. These include septic 
shock during or after the procedure, formation of 
fistulae, urinary and menstrual difficulty and pain, 
unremitting vaginal infections potentially leading 
to infertility, scarring that may contribute to 
difficult births and an uncommonly high proportion 
of births by Caesarean section. While there was 
grave concern about FGM voiced in sessions at 
Forum 10, there was also an effort by researchers 
and other participants from countries where it is 
widely practised to put FGM into perspective. More 
than once sessions were told that many women 
who undergo FGM are in favour of the practice 
because they consider it a rite of passage that 
initiates girls into womanhood. Cultural reasons, 
they contended, largely explain why the practice 
continues. 

“It is difficult to reconcile these positive reports 
with medical accounts of genital pain and 
reproductive difficulty – yet we cannot disregard 
women’s own account of their lives,” stated Gillian 
Einstein, Associate Director, Centre for Research 
in Women’s Health, Canada, in a paper presented 
at Forum 10. The paper looks at the outcomes of 
the practice – which varies from mild to severe 
variations – experienced by Somali women in a 
Toronto area and the impact on the central nervous 
system of a woman’s body. It concludes that many 
of the gynaecological problems that women with 
FGM experience may have a neural basis and create 
different experiences for different women. It urges 
a contextual study of the sensory experiences of 
women who have undergone FGM “in order to 
understand the neurological outcomes and lived 
lives of millions of women.”
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where general sanitation and hygiene standards 
are low or inadequate,” she explained, listing the 
development indicators as national wealth, levels 
of sanitation, health and education. Under-five 
child mortality rates and diarrhoea prevalence 
are clearly higher in areas with low levels of 
human development. Cholera, the most deadly of 
diarrhoeal diseases, occurs in populations with low 
numbers of physicians and immunization coverage 
and in slums where a high proportion of the 
population is malnourished. “However, populations 
that have achieved an average income of US$ 
1700 GDP have a marked reduction of under-five 
mortality disease burden due to diarrhoea.” She 
pointed to research showing that in countries with 
a medium or low Human Development Index (HDI), 
“under-five mortality rates are on average � to 18 
times higher than in countries with a high HDI.” The 
difference between rich and poor also plays a key 
role in interventions. “Highly developed countries 
spend twice as much on health, have 9% to 25% 
higher immunization coverage, have 2 to 2� times 
more doctors and nurses per 1000 people and have 
17% to 38% better access to water and 33% to �3% 
better sanitation.” Egypt is one of five nations cited 
in her study that has simultaneously moved from 
low to medium levels of development and reduced 
under-five mortality by 50% to 80%. Morocco, 
India, Nepal and Bangladesh have also reduced 
under-five mortality by two-thirds. The world’s 
highest under-five death rates occur in Sierra Leone, 
Niger, Angola, Afghanistan and Liberia, where the 
populations have far more limited access to water 
sources and sanitation facilities. 

Kelly-Hope said she believes results of the study may 
help researchers, funding bodies and policy-makers 
involved in international development to assess risk, 
define needs and target interventions.

The preventable under-five deaths

One of the heartbreaking tragedies surrounding 
the death of the 10 million children under five 
who die each year is that most of the deaths are 
preventable. No additional medical research is 
needed to develop new medicines or interventions; 
those already known just need to be delivered. 
Most child deaths occur in developing countries, 
including 95% of the 2 million children who die 
each year from pneumonia. This was the subject of 
a well attended session, entitled “Research in child 
health determinants,” chaired by Robert Black, 
Professor at the Johns Hopkins Bloomberg School 
of Public Health and chair of the Child Health and 
Nutrition Research Initiative.

In a report on “Death, diarrhoea and development: 
a global perspective,” Louise Kelly-Hope, Research 
Officer, International Epidemiological and 
Populations Studies, Fogarty International Center of 
the US National Institutes of Health, highlighted the 
role that human development plays in contributing 
to child mortality. She specifically singled out 
diarrhoea, which accounts for approximately 2 
million deaths each year and may contribute to 
deaths of millions more through malnutrition. 
Health experts believe diarrhoeal disease claims 
more childhood victims than tuberculosis, AIDS 
and malaria combined. These diseases are caused 
by a wide range of bacteria, parasitic and viral 
pathogens, some of which result in rapid fluid 
loss and can lead to severe dehydration and 
death. “Infectious diarrhoea rates are highest 

One of the heartbreaking tragedies 
surrounding the death of 
the 10 million children under five 
who die each year is that most of 
the deaths are preventable.

“
„
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A strong endorsement of both the research 
on diarrhoeal disease and the importance 
of international  col laboration came from 
the announcement  by  David  Brown  that 
OneWorldHealth had received a US$4� million 
grant from the Bill & Melinda Gates Foundation 
to develop an innovative drug to inhibit the loss 
of fluid in the intestine that would be used as an 
adjunct to oral rehydration therapy, the standard 
treatment for diarrhoeal disease. The research will 
be carried out in partnership with Centre for Health 
and Population Research in Dhaka, Bangladesh, 
which runs a cholera hospital, the University of 
California at San Francisco, and BioFocus, UK. 

The global epidemic of childhood obesity

A different type of major threat to child health 
comes increasingly from lifestyle. Rajiv Yeravdekar, 
Dean of the Symbiosis Department of Health 
Sciences, India, reported that one in 10 urban middle 
class child in India is now overweight. “Childhood 
obesity is a global epidemic,” he declared. 
He traced its root causes to unhealthy eating 
patterns, decreased physical activity and genetic 
predisposition; he projected the consequences of 

hypertension, diabetes mellitus, coronary artery 
disease as children become adults. The early onset 
of health problems in children adversely affects 
national productivity and has become a major drain 
on health resources in many countries. In a study 
of 400 students from two urban affluent Indian 
primary schools, children from one school were 
selected to have their midday meal scientifically 
modified and to be instructed in 30 minutes of 
physical exercise every day, six days a week. The 
children in the control school had no changes in 
diet or exercise. Yeravdekar observed that over one 
year there was a statistically significant decrease 
in prevalence of overweight and obese children in 
the school with the changes in diet and physical 
activities, especially among girls. He concluded that 
interventional strategies are more easily acceptable 
when implemented at school, where children are 
exposed to peer pressure and teachers’ influence, 
and that diet and exercise contribute to curbing 
childhood obesity. “Since established obesity is not 
readily amenable to treatment, prevention becomes 
the cornerstone therapy,” he said, and suggested it 
could be the basis of defining global strategies to 
combat the pandemic of childhood obesity.
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Illustration 9. Relationship between under-5 mortality rate and human 
                     development index in selected countries
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boundaries of sexual and reproductive health or 
even global health to affect the economies and 
security of countries. The 200� World Bank report 
Health Financing Revisited underscores the danger: 
“Despite an unprecedented global focus on health 
as a humanitarian and national security issue, and 
dramatic increases in development aid for health, 
three million people died from HIV/AIDS last year 
alone.” Over 38.� million people are currently 
infected with HIV, and 11,000 more are being added 
to the toll each day. The World Bank observes that 
the average life expectancy in Africa is now 47 years 
of age, and that without the ravages of HIV/AIDS, it 
would be �2 years. 

The cost of HIV/AIDS was listed as third in leading 
causes of burden of disease in low- and medium-
income countries (LMICs) in 2003 (estimated in 
disability-adjusted life years or DALYs) and is 
predicted to be the leading cause by 2015. It is the 
leading cause of mortality among adults 15-59, 
overwhelmingly impacting the working class. The 
projections for 2030 are not encouraging: HIV/AIDS 
is expected still to be in the top three leading causes 
of burden of disease, after unipolar depressive 
disorders and ischaemic heart disease. 

In a wide-ranging discussion including child 
pneumonia  deaths ,  b i r th  a sphyx ia ,  z inc 
interventions, malaria reduction and HIV/AIDS, the 
need for getting the interventions to the people 
who need them was identified as a common 
problem. Igor Rudan, consultant in Public Health 
Sciences at the University of Edinburgh, UK, listed 
other challenges:

It is imperative, he said, to involve the stakeholders 
– donors, recipients and public. Methodology must 
be transparent, repeatable, legitimate and fair.
 
HIV/AIDS: a special category
 
The HIV/AIDS crisis has ballooned into a special 
category of threat, expanding beyond the 

•

•

•

•

Who should be involved in set ting 
priorities – scientists, stakeholders, the 
public?
How do we deal with uncertainty of 
research outcomes?
How do we develop a vision to implement 
new knowledge?
How should the components of the disease 
burden be listed?

Illustration 10. Projected global AIDS deaths (to 2030)
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Presented by Colin Mathers in "Health priorities at the beginning of the millennium: 
a new assessment of the global burden of disease, injuries and risk factors"
Source: Mathers and Loncar, PLoS Medicine (in press)
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Illustration 11. Ten leading causes of DALYs. Comparison between LMICs and HICs, 2003

Low- and middle-income 
countries (LMICs)

High-income 
countries (HICs)

DALYs
(millions
of years)

95.0

88.7

85.9

62.1

57.5

52.3

44.0

36.2

34.3

33.7

Percent
of total
DALYs

7.0%

6.5%

6.3%

4.5%

4.2%

3.8%

3.2%

2.7%

2.5%

2.5%

Cause

1 Perinatal conditions

2 Lower respiratory
 infections

3 HIV/AIDS

4 Diarrhoeal diseases

5 Unipolar depressive
 disorders

6 Ischaemic heart disease

7 Cerebrovascular disease

8 Road traffic accidents

9 Malaria

10 Tuberculosis

DALYs
(millions
of years)

10.6

7.5

5.6

5.5

4.2

4.0

3.9

3.7

3.3

3.1

Percent
of total
DALYs

9.0%

6.3%

4.7%

4.6%

3.5%

3.4%

3.3%

3.1%

2.8%

2.6%

Cause

1 Unipolar depressive
 disorders

2 Ischaemic heart disease 

3 Cerebrovascular disease

4 Alcohol use disorders

5 Alzheimer and other
 dementias

6 Hearing loss, adult onset

7 Chronic obstructive
 pulmonary disease

8 Trachea, bronchus, lung
 cancers

9 Diabetes mellitus

10 Road traffic accidents

Source: Monitoring Financial Flows in Health Research 2006, Table 3.2

Illustration 12. The impact of AIDS on life expectancy for a child born in 2010
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hopes not only on finding new resources but using 
them efficiently.

Ultimately, however, the brightest hope of ending 
the epidemic, Berkley said, lies in development 
of an HIV vaccine. Twenty-five countries are 
currently conducting trials of vaccines. It was IAVI 
that developed the first AIDS vaccine designed 
specifically for Africa, following that with the 
first AIDS vaccine trials in Germany, India, Kenya, 
Rwanda and Zambia. Berkley believes an HIV/
AIDS vaccine could be viewed as part of a “tool 
kit” containing a range of options, especially for 
women. Showing a slide with black tools now 
available and red tools currently in research, he 
said: “Wouldn’t it be great if we could also offer 
a preventive vaccine or pre-exposure prophylaxis 
(PrEP) as additional ways to prevent HIV infection?” 
PrEP research is looking at whether use of HIV 
anti-retrovirals daily by HIV-negative people will 
reduce their risk of becoming infected. Other 
components being researched for the tool kit 
include microbicides for use in HIV prevention and, 
for those already infected, therapeutic vaccines 
that could help maintain health. 

Seth Berkley, President of the International AIDS 
Vaccine Initiative (IAVI), presented his perspective 
on the world’s most daunting health challenge, 
warning that the cost of the AIDS epidemic grows 
larger and larger, to the point of spiralling out of 
the control of world economies. By 2008, he said 
the cost of dealing with the epidemic in developing 
countries would reach $20 billion/year. “We face 
mounting liabilities – seemingly in perpetuity,” he 
told a plenary session, emphasizing how hard it will 
be to sustain current prevention and treatment for 
HIV/AIDS. 

On the other hand, Berkley drew attention to 
the rapid growth of scientific knowledge and the 
way more countries are becoming involved in the 
battle against HIV/AIDS. More resources are being 
invested in the fight against the disease, developing 
countries are becoming active partners and there 
has been a “big new push” from the National 
Institutes of Health and the Gates Foundation, 
he said. Current levels of investment (about 
US$700 million/year) have been topped by new 
commitments of about US$120 million/year but 
Berkley estimated that an additional US$340-390 
is needed annually to close the gap. He focused his 

Because the HIV/AIDS toolkit needs to provide a range
of options - especially for women

Point of transmission

• Male and female
   condoms

• Anti-retroviral therapy 
   (mother-to-child)

• Post exposure
   prophylaxis (PEP)

• Microbicides

• Diaphragm & other
   cervical barrier

After infection

• Anti-retroviral
   therapy

• Care

• Education & 
   behaviour change

• Therapeutic vaccines

Prior to exposure

• Education & 
   behaviour change

• Preventive vaccines

• Pre-exposure
   prophylaxis (PREP)

• Male circumcision

• HSV2 suppression

Illustration 13.

Presented by Seth Berkley in "Developing a vaccine for HIV/AIDS"  
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The conclusion of the group was clear: the world’s 
efforts to prevent the spread of HIV/AIDS have 
failed. The disease – and the epidemic – should be 
looked at in a larger context. Among factors to be 
considered, discussants listed vertical transmission, 
vulnerability due to compounding diseases such 
as malaria and TB, the role of blood transfusions 
and, especially, the overwhelming contribution 
that poverty makes to the society in which AIDS 
is most prevalent. They agreed that, despite the 
publicity given to HIV/AIDS, there is still very 
little known about what to do in countries with 
concentrated epidemics and a lack of baseline data 
or data to track epidemics. They found that donors 
are often preoccupied with measuring success but 
what is measurable is often not a reflection of real 
success. They called for more funding for research 
on behavioural change and for more work on the 
development of what most researchers consider the 
silver bullet: a vaccine.

IAVI has shown dramatic growth in the ten years 
since its inception as a biotech within an NGO, 
dedicated to the development of a preventive AIDS 
vaccine. With a laboratory network in sub-Saharan 
Africa and clinical sites throughout the world, it 
has become a leader in R&D and is cited as the 
first product-development partnership (PDP). Its 
interest in public policy research, and emphasis on 
collaboration and innovation, has also made it an 
advocate for change. 

HIV/AIDS was discussed from various perspectives 
at Forum 10: within the framework of sexual 
and reproductive health concerns, in the plenary 
on product-development partnerships, from its 
position as a leading interest of donors, and in 
a roundtable discussion that examined research 
priorities, interventions and preventions. During 
the roundtable, there was some criticism of 
interventions and efforts for prevention, and more 
questions were raised than answered, including:

•
•

•

Why is risk control so inadequate?
Do condoms work: if so, why are they not 
being used?
In search of the magic bullet, have we 
forgotten we still have some lead bullets?
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funding for PDPs comes from governments. Most 
of the funding comes from within public private 
partnerships (PPPs), i.e. industry working in public 
partnerships. While often referred to as PPPs, PDPs 
may be considered more of a coalition of for-profit 
firms (the pharmaceutical companies) and not-for-
profit foundations and organizations. 

In a special session organized by Drugs for 
Neglected Diseases initiative (DNDi), speakers 
examined the growing chasm between the huge 
numbers of people affected by neglected diseases, 
mostly in the developing world, and the number of 
drugs to treat them. A case in point is that of the 
1,55� drugs developed between 1975 and 2004, 
only 18 were for treatment of tropical diseases and 
3 were for tuberculosis. 

The influence of HIV/AIDS on global health is 
complex and far-reaching but AIDS is not the 
only disease that has been neglected and that 
takes a huge global toll. Tuberculosis and malaria, 
two communicable diseases that inordinately 
affect developing countries and are categorized 
as “neglected diseases,” claim nearly the same 
number of lives as HIV/AIDS. Malaria causes three 
million deaths annually and in many countries is the 
leading killer of children under five. TB currently 
infects one-third of the world population and is 
often viewed as the leading cause of death of 
people in their most economically productive years. 
Since 2000, product-development partnerships 
(PDPs) have offered hope in the area of neglected 
diseases. Since 2000 they have accounted for 
�3 projects in the R&D pipeline. Only 1�% of 

Illustration 14. New drugs developed 1975-2004

Tropical diseases and tuberculosis account for 12% of the global
disease burden but only 1.3% of new drugs developed.

Presented by Robert Ridley and Yves Champey in "Neglected diseases: supporting the global 
framework on essential health R&D: a panel discussion" 
Source: Chirac P, Torreele E. The Lancet. 12 May, 2006; 1560-1561

Tropical diseases: 18

TB: 3

1.3%

Total: 1,556

Fortunately, there has been a surge in neglected 
disease drug development projects. According to 
research conducted by the Pharmaceutical Research 
and Development Project, there were �3 active 
drug-development projects between 2000 and 
2004; 13 drugs were developed between 1975 and 
2000.

Among “most neglected” diseases are leishmaniasis, 
which affects 12 million people in 88 countries, 
and sleeping sickness, which infects 300,000. Both 
diseases are fatal if left untreated; existing drugs 
have been difficult to use, toxic and expensive. 
OneWorldHealth recently received approval by 
the government of India of its first drug, the 
antibiotic Paromomycin, for treatment of visceral 
leishmaniasis, a disease endemic in �2 countries.
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believes there is a need for a new strategy. This 
is largely the result of critical trends in the global 
research environment. A new vision, he says, should 
focus on endemic countries playing a pivotal role 
in battling the infectious diseases that flourish in 
poverty. It was an idea often mentioned at Forum 
10: the responsibility of disease-endemic countries 
to play a pivotal role in health. Ridley suggested 
that many countries feel left behind in decision-
making and strategy while they should be included, 
through the fostering of product innovation, in 
research to develop and evaluate interventions, as 
well as in the research on access to interventions. 
He proposed a strategy that empowers leaders at 
individual, institutional and national levels. 

DNDi, created by Médecins sans Frontières in 
2003, now has liaison offices in six countries and 
an objective to bring six to eight new treatments 
onto the market by 2014. It concentrates on creative 
partnerships to accelerate innovation for neglected 
diseases and advocates more public leadership.

Empowering disease-endemic countries

Robert Ridley, Director of the Special Programme 
for Research and Training in Tropical Diseases (TDR), 
prefaced his remarks with the observation that 
there has been a huge increase in world population 
and that it will increasingly impact public health. At 
the same time, the field of donors is more complex 
and fragmented. TDR, established 30 years ago with 
the goal of developing tools for tropical disease 
control, continues to have the same goal but Ridley 

Presented by Robert Ridley in  
"The new 10-year TDR vision: meeting  
the challenges of neglected diseases"  

 

Resolution 59.24 that calls for a "global strategy and plan of action" for needs-driven, 

essential health R&D is passed: 

• Provide a medium-term framework 

• Propose clear objectives and priorities for R&D 

• Estimate funding needs  

Governments at WHA Pass "Essential Health R&D" Resolution, May 2006

Illustration 15. WHA Essential Health R&D Resolution

partner.” Currently the best available treatment 
for malaria is artemisinin-based combination 
therapy (ACT), which provides a cure rate of more 
than 9�%. A record 50 million treatments of one 
product – Coartem – had been shipped by the time 
of the Cairo meeting, the largest shipment going 
to Nigeria. Novartis provides Coartem to the public 
sector at cost in malaria-endemic countries.

MMV is developing a pediatric formulation of 
Coartem with a potential for having a low cost, an 
attribute that Hentschel emphasized is absolutely 
critical for a malaria drug. The largest number of 
late stage development antimalarial drugs in history 
are now in Phase III projects, including the first 
Chinese drug to be registered with international 
standards. 

Brighter prospects for combating malaria

In December 200�, the Bill and Melinda Gates 
Foundation committed US$83.5 million more to 
new grants to combat malaria. The year had already 
seen the development of the largest R&D portfolio 
ever for the disease that kills a million people a 
year, 90% of whom live in Africa. Christopher 
Hentschel, President and Chief Executive Officer of 
Medicines for Malaria Venture (MMV), Switzerland, 
credited private-public partnerships for producing 
19 projects plus 3 mini-portfolios of discovery 
projects, to overcome what he called “the failure 
of the market.” He said public and philanthropic 
partners joined with the private sector in R&D to 
produce a win-win proposition: “a sustainable deal 
is achieved by balancing incentives/costs for each 
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Before the December grants, the Bill & Melinda 
Gates Foundation already supplied �2.�% of the 
funds. In addition, a Clinton Global Initiative 
contributed US$50 million to establish a centre for 
malaria research, distribution and education in the 
United Arab Emirates.

MMV has a global R&D network of partners, 
including pharmaceuticals, universities, national 
research institutes and international agencies. 
Hentschel estimated funding and pledges in 
2000-2010 at US$2�3 million, adding on C7 million 
pledged by the Netherlands the previous day. 

Projects in the GSK/MMV mini-portfolio 

Projects under contract negociation 

Projects no longer funded by MMV 

2006: the largest ever managed R&D portfolio for malaria
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Illustration 16.
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19 Projects plus 3 "mini-portfolios" 
(GSK, NITD and Broad/Genzyne Discovery Projects) 

New Discovery Projects: 
NITD and Broad/Genzyme 

Presented by Christopher Hentschel in "New drugs for malaria"  

Cruz Foundation, Brazil, explained the reasons 
and resources Brazil has behind its attempt to 
bridge the gap between research and policy for 
infectious disease control. Brazil has a population 
of 188 million, with 81% now in urban areas, 
making it fifth among the world’s most populated 
countries. During the past 30 years, the socio-
economic situation of Brazil has changed greatly, 

Progress, but great inequities

Brazil, India and China are the top three innovative 
leaders that are playing a crucial role in providing 
pharmaceuticals and interventions for their own 
populations as well as for other countries needing 
less expensive health care. Ana Rabello, Researcher 
at the René Rachoud Research Centre, Oswaldo 

––
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and innovation in health and a priority agenda 
for health research. The Department of Science 
and Technology and the Health Ministry created 
24 sub-agendas, one of which was Infectious and 
Parasitic Diseases. There was also a call to address 
the neglected diseases of dengue, Chagas disease, 
leprosy, leishmaniasis, malaria and tuberculosis. She 
noted that a number of other steps were taken, 
including the approval of an “Innovation Law” 
that facilitates the relationship between public 
institutions and private sectors. However, Brazil has 
a long way to go. She concluded by pointing out 
that the Human Development Report of 200� ranks 
Brazil as the second country in inequality of income 
after Namibia, making it clear that the changes in 
Brazil have not overcome great social-economic 
disparity. She warned, “Knowledge production and 
translation, innovation, availability of adequate 
tools and evidence-based health policies may not 
signify health practices and real social benefits.”

its GDP per capita rising to US$7,800 in 2003, the 
human development index increasing to 0.79 and 
life expectancy climbing to 70 years from 59. Under-
five mortality rates have fallen to 35 deaths/1,000 
live births from 135/1,000. Brazil, now regarded 
as a middle-income country, supports a national 
effort to effectively promote research and increase 
the generation of knowledge. But while there has 
been a remarkable increase in scientific publications 
and research groups, the country has still to 
reach the threshold above which the interaction 
between science and technology operate in a way 
to strengthen innovation. The consequences are 
reflected in the national trade balance which, while 
more favourable than in the past years, shows 
that the country is far from being self-sufficient. 
Rabello pointed to a 2004 Conference on Science 
and Technology and Health as the turning point 
at which substantial progress began. Involving 
about 15,000 participants, it was designed to 
establish a national policy for science, technology 

 Illustration 17. PDPs are not the complete solution but are a part of the solution...

• Since 2000, PDPs have changed the landscape
  of R&D (63 projects in the R&D pipeline)

• Some initiatives around access to essential 
drugs (G8, UnitAid...)

• The issue has gained ground in the global 
agenda (MDGs, CIPIH report...)

UN agencies
3%

private sector
2%

public sector
16%

Philantropic
organizations

Gates Foundation,
Rockefeller

79%

Only 16% of funding
for PDPs come from governments

Presented by Robert Ridley and Yves Champey in "Neglected diseases: supporting the global 
framework on essential health R&D: a panel discussion"

the case severity changes, and becomes more 
dangerous.” Political will is of central importance, 
as is cooperative action, Guzman stressed, noting 
that Cuba, in association with PAHO, WHO and the 
CDC, has been able to eradicate polio. 

Another note of caution came from Maria Guzman, 
Head of Virology, Pedro Kouri Tropical Medicine 
Institute, Cuba. While 9.8% of her country’s total 
deaths are due to infectious diseases, she said 
three epidemics of dengue had taught a lesson: 
“Even if the number of cases remains the same, 
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Patient safety: a neglected issue

There are not only areas of disease that are 
neglected, but issues in health care. One that was 
addressed in Cairo was the issue of patient safety. 
A chilling assessment of patient safety in hospitals 
was given in a special session held by WHO’s World 
Alliance for Patient Safety. It revealed:

Itziar Larigoitia, Scientist and Research Programme 
Coordinator, Health Policy, Development and 
Services, WHO World Alliance for Patient Safety, 
Geneva, acknowledged that in developing and 
transitional countries, the rate of adverse events 
is, for the most part, unknown. Most of the 
statistics available come from developed countries. 
“However, the many weaknesses and the severe 
under-financing of health-care systems in many 
countries make the probability of unintended harm 
to patients much higher than in industrialized 
nations.” She cited the high number of maternal 
deaths as one of the consequences of unsafe care. 
In Brazil and Indonesia, more than half of the 
babies housed in neonatal units are affected by 
healthcare-associated infection, with a fatality rate 
between 12% and 52%.

Larigoitia emphasized the importance of using 
research as a tool to help understand the causes 
of adverse events and to identify appropriate 
and acceptable solutions. “We are promoting the 
need for outcomes, the need for health systems 
research,” she explained. Among risk areas that 

should be examined are incorrect diagnoses, 
counterfeit or substandard drugs, unsafe blood 
products and practices, faulty equipment and 
incorrect administration of drugs. In addition to 
patients, the staff in hospitals maybe caught in 
adverse events and become victims themselves, she 
added. During the SARS pandemic, in 20% to �0% 
of the cases, healthcare workers became infected.

“With an estimated 10% of all inpatient visits 
resulting in some unintended harm, the potential 
magnitude of unsafe practices is glowingly 
underscored,” added Riham El-Asady, of WHO 
EMRO, who took part in the session. She suggested 
that in dense areas of population, the situation is 
likely to be much more dangerous. She called for 
inclusion of patient safety in medical education, 
saying, “We all know that if you go to a hospital, 
you are likely to be harmed.”

Garance Upham, Member of the Steering Group 
of Patients for Patient Safety, highlighted one of 
the leading risks: vaccinations and syringes that 
are unsafe. She estimated that up to 40% of 
immunizations are unsafe. “It is a basic human 
right to have safe vaccines,” she said. There is a 
real danger of transmitting diseases such as HIV or 
hepatitis through injections or blood transfusions in 
many countries; even more frequent is transmission 
of disease through dirty hands or poor sanitation. 
Hand hygiene is considered the primary action to 
prevent healthcare-associated infection. Upham’s 
message about the dangers of unsafe injections 
was given added credence the following day when 
Narendra Arora described a survey by the IndiaCLEN 
programme evaluation network in 2002-2003 that 
found that �3% of the curative injections in India 
were unsafe.

Upham spoke out strongly about the necessity of 
patients becoming involved in patient safety and 
their opinions registering both in hospital settings 
and in research: “As long as patients’ views are not 
taken into consideration, then health systems will 
continue killing millions each year.”

At any time, over 1.4 million people 
worldwide suffer from infections 
acquired in hospital.

“ „

•

•

•

•

•

At any time, over 1.4 million people 
worldwide suffer from infections ac-
quired in hospital.
Between 4% and 1�% of patients admit-
ted to modern hospitals in the developed 
world suffer an adverse event during 
hospitalization.
The risk of healthcare-associated infec-
tion in developing countries is 2 to 20 
times higher than in developed coun-
tries.
In the US, one out of every 13� hospital 
patients becomes seriously ill as a result 
of acquiring an infection in hospital; 
about 80,000 die each year from the 
infections.
In England, more than 100,000 cases of 
healthcare-associated infection lead to 
over 5,000 deaths directly attributed to 
infection each year.
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millions of people fail to have access to even basic 
healthcare and remain trapped by poverty and 
deprivation.

The ses s ion on a social  vaccine reminded 
participants of the long tradition of public health 
that has recognized the fundamental importance of 
social interventions. More than once reference was 
made to the Alma-Ata Declaration of 1978, which 
stated: “The attainment of the highest possible 
level of health is a most important world-wide 
social goal whose realization requires the action of 
many other social and economic sectors in addition 
to the health sector.”

The idea of a ‘social vaccine’ – or a ‘vaccine against 
poverty’– has been the subject of discussion among 
public health professionals for a long time. A social 
vaccine implies social change, not just a social 
intervention. The concept includes crosscutting and 
holistic initiatives and programmes for enhancing 
action within communities and health systems to 
address the social determinants of health. Speakers 
in Cairo called strongly for researchers to look more 
closely at social determinants of health, keeping in 
mind that health is a fundamental human right, 
and inequities should not be tolerated. They 
acknowledged that while areas of science such 
as genetics have the ability to deliver miraculous 
advances to conquer disease and repair the body, 

Illustration 18. Bring us back a vaccine against poverty

Source: Cartoon by Alexandre Soroukhan (1944) in Nancy Elizabeth Gallager’s 
“Egypt’s Other War: Epidemics and the Politics of Public Health (Contemporary 
Issues in the Middle East)”, December 1990 

• In there any vaccine against poverty?

• What about injustice and inequity? 

Social vaccination

Presented by Arturo Octavio Quizhpe Peralta in 
"Social vaccine: hope and alegremia"

Illustration 19.
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Narayan, however, cautioned that ‘social vaccine’ 
interventions may tend to concentrate too much 
on changing the individual’s behaviour or go 
too far towards changing existing social norms. 
More emphasis should be put on changing health 
and social policies, he said. Additionally, while 
interventions like those proposed by UNESCO and 
ILO have tried to address the broader issues, they 
are often still limited to interventions in the HIV/
AIDS arena. They should be extended to the spread 
of most diseases and to the continuing ill health 
of the poor and marginalized in every community, 
he said.  He advocated using long-term solutions 
focused on the deeper determinants within society: 
gender, disability, war and conflict, mental health, 
malnutrition and social exclusion. These, he 
concluded, would be a vast improvement over the 
usual interventions that tackle health issues purely 
from a bio-medical framework. If the research 
community takes up the challenge of developing 
a social vaccine, there would be a paradigm shift 
along the lines shown in the table below.

More than malaria, TB and HIV/AIDS, people 
who have worked at the community level say it 
is inequality, poverty, exploitation, violence and 
injustice that are at the root of ill health, stated 
Ravi Narayan, Community Health Adviser, Society 
for Community Health Awareness, Research and 
Action, India. He underscored the importance 
of tackling the economic, social and political 
determinants of health through promotion of 
health as a human right. Taking tuberculosis as 
an example, he referred to a study showing how 
a deeper social understanding of the disease 
could move beyond vaccine and drug distribution 
to motivation and empowerment of the patient 
through counselling and building the skills of 
autonomy. In his own recent work on HIV/AIDS, 
Narayan has predicted that the shift to enhance 
research towards a social vaccine will be a much 
more comprehensive response to the disease. It is 
also an approach that requires new partnerships 
between medical/laboratory researchers and the 
public health researcher/activists. 

Research Agenda for Social Vaccines
The need for a paradigm shift

Biomedical deterministic
research

Individual

Physical / pathogical
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social marketing
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Molecular biology
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Participatory social / community 
research

Community
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Illustration 20.

Presented by Ravi Narayan in 
"Towards a social vaccine - challenges 
for research"
Source: Narayan R., Health Research: 
MDGs and the 10/90 gap 2004
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Although Vincent Bwete, Lecturer at the Uganda 
Martyrs’ University, was pleased to see health 
promotion as a major theme in Cairo, he still 
considers it a neglected area. He noted in his theme 
report that many of the presentations and research 
papers were concerned with combating disease. 
Referring to comments made by the Egyptian 
Minister for Population and Health, Bwete said: 
“It has been proved beyond a reasonable doubt 
that even emerging and re-emerging disease, in 
addition to the traditional communicable diseases 
and maternal conditions, affect the poor most.” He 
maintained that evidence of the social dimensions 
of health was not brought out well by health 
researchers in the Cairo meeting.  

He pointed to evidence presented by Arturo Octavio 
Quizhpe Peralta, Professor of Paediatrics, Faculty of 
Medical Sciences, University of Cuenca, Ecuador, 
who described some devastating outcomes for the 
most vulnerable: the world’s children. This, Bwete 
said, is often due to an imbalance between medical 
and social factors that have to be considered in 
designing health-promoting interventions to avoid 
shifting mortalities from communicable to non-
communicable disease conditions. He cited Peralta’s 
discussion of how lack of social interventions, such 
as physical exercise and recreation, result in the 
children of wealthier families becoming obese.  

Peralta focused on the huge toll that poverty 
takes: 

Not only poverty but other forms of inequity, 
such as a country’s external debt, militarization 
and injustice, are formidable health barriers in 
developing countries, Peralta said. He, too, made 
a plea for a social vaccine. 

A  R e p o r t  o n  F o r u m  1 0

40

Health equity research

Pre s e nt a t io n s  ma d e  in  C a i ro  s o m e t im e s 
concerned fairly small groups of people, often in 
communities that are the objects of research but 
are geographically remote. Doris Cook, Manager, 
Aboriginal Ethics Policy Development, Canadian 
Institute of Health Research,  reported on a 
project designed to develop ethics guidelines on 
health research on aboriginal people. The project 
recommended that the relationship between 
researchers and the community be formalized with 
an agreement describing the expectations and roles 
of each party. Cook, an aboriginal, emphasized 
the importance of respecting culture. For example, 
aboriginal children are often raised by elders in 
the community. A researcher unaware of the social

context may think that aboriginals abandon their 
children, but the practice is traditional and helps 
elders remain active, useful and autonomous in 
their communities. In the same session on health 
equity research, Lenore Manderson, Professor, 
Psychology, Psychiatry and Psychological Medicine, 
Monash University, Australia, used extracts from 
conversations to demonstrate how different 
individuals living in Southeast Asia identify with 
their disabilities. She quoted a Malaysian woman: 
“Handicapped is not a problem, it’s just that the 
public makes it a problem. Sitting in a wheelchair 
can be very, very annoying. It makes you feel very 
institutionalized. Every handicapped person has a 
different problem; institutions are not equipped 
to deal with them.” Manderson said that negative 
identification with impairment is particularly 
pronounced in Islamic countries where there is no 
building infrastructure for people with disabilities, 
e.g., mosques don’t have wheelchair ramps.

Handicapped is not a problem, 
it’s just that the public makes it a 
problem.

“ „

•

•

•

•

every eight seconds a child dies due to a 
water-related disease
air pollution contributes to 2.3 million 
cases of respiratory insufficiency in 
children each year
40 million children live on the streets of 
Latin America and three-quarters of them 
have addictions to solvents and glue 
852 million children have insufficient 
food.
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In the effort to build health and health equity, 
evidence of the extent and impact of inequities 
and what works to reduce them is crucial, she says, 
“but evidence is not enough.” She stressed the 
importance of research on the underlying causes 
of the statistics. She drew data from studies of 
aboriginal Australians who live, on average, 18 
years fewer than other Australians, and are more 
likely to have range a range of illnesses including 
infectious diseases, cardiovascular diseases and 
diabetes. They also suffer more injuries, more 
suicides and are more likely to be imprisoned. But, 
Baum observed, the Aborigines also have suffered 
great dispossession; they have lost their land and 
frequently their culture. Awareness of the evidence 
and putting forward policy solutions supported by 
the evidence should logically lead to action – but 
often does not, she said. 

She described the “blocks” to hearing the evidence: 
cost considerations that are used to avoid equity 
arguments, a focus on neo-liberalism that does not 
support a social vaccine for equity, and an emphasis 
on individualism that contends that individuals are 
primarily responsible for what happens to them, 
including their own health. She likened the cost 
argument to that for prolonging slavery – many in 
England and the USA in the 19th century believed 
they could not afford to abolish the trade, a view 
opposed by abolitionists on the grounds that it 
was contrary to the principals of social justice and 
humanity. A social vaccine will require a political 
will and a vibrant civil society to advocate a better 
balance in social and economic considerations, 
Baum said. It is a difficult approach to implement 
because the public health perspective may be 
complex and hard to grasp. But there is evidence 
that social interventions are effective, she said, 
even though more research is needed. One of the 
requirements, she added, is for public resources 
from taxation to make a social vaccine possible. 
Reflecting that civil society has always played 
a crucial role in arguing for structural solutions, 
she said it would need to take a strong role now 
to lobby for social interventions. The alternative, 
Baum, said, is a world that is increasingly unjust and 
unhealthy for the majority of its people.

Kathryn Church, Consultant for the Pan American 
Health Organization in El Salvador, described a 
participatory assessment process in El Salvador 
that helps local communities design maternal 
and newborn health promotion interventions. 
She explained that this is just one tool to be used 
to empower local communities, and especially 
women, to assess their situation and develop 
needed plans and interventions for maternal and 
newborn care. In a paper concerning Maori health 
research, Clive Aspin, Senior Research Fellow, Nga 
Pae o te Maramatanga, University of Auckland, 
New Zealand, presented a framework designed to 
maximize health equity for the indigenous peoples 
of New Zealand. The findings were projected to 
inform health research development in other 
countries, aiming at the goal of equity for other 
indigenous peoples.

Advocacy for a change from a medical model of 
healthcare to a more comprehensive approach was 
echoed by several speakers and participants. But 
the arguments emphasizing social determinants 
of health were generally qualified to underscore 
the need to strike a balance with existing clinical 
services, not to undermine them. Some urged 
public health officers to become involved in matters 
that affect health but are beyond the traditional 
health sectors, such as the prevention of war and 
civil society capacity building for human rights 
advocacy. Another area of concern was the need 
to re-orient health workers to be aware of their 
own biases and how patients may be affected. 
Leila Adesse, Project Director, Ipas Brazil, gave an 
example in a paper relating to gender violence, 
health and human rights. Clinicians, she said, may 
unwittingly stigmatize expectant mothers who 
choose not to abort a baby affected by a genetic 
disease or malformation.  

Evidence is not enough

“What good does it do to treat people’s illnesses, 
then give them no choice but to go back to the 
conditions that made them sick?” asked Fran 
Baum, Head of the Department of Public Health at 
Flinders University, Australia and member of WHO’s 
Commission on the Social Determinants of Health. 
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The importance of resilience

Imam Nuwayhid of the American University of 
Beirut, Lebanon, described how the violence in 
Lebanon in July 200� took a great toll: 1,200 people 
dead, over 4,000 injured, one million displaced, 
30,000 homes destroyed and 200,000 homeless. 
About 50% to �0% of the healthcare facilities in 
Lebanon were not functioning, he said. Roads and 
bridges were destroyed, the country’s airports 
targeted. Hundreds of thousands survived in 
crowded unhygienic environments with minimum 
health impairments after being moved to shelters 
in schools, offices and public gardens. Water, food 
and sanitation all became major problems. Yet, 
he said, the most striking thing for public health 
professionals in the aftermath of the war was 
that there was no disorder or social unrest. When 
the hostilities ceased, the displaced went back 
to their neighbourhoods and towns. He quoted 
David Shearer, UN humanitarian coordinator for 
Lebanon: 

“To my mind, the most intriguing thing about this 
large-scale migration was just how orderly and 
without incident it was. What other country could 
experience such a mass movement of its citizens 
in the heat of war and have virtually no incidence 
of hunger, malnutrition or deadly disease? In my 
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experience, it’s simply unprecedented.” 
 
Nuwayid said the main message they drew from 
the experience was that the affected population 
had been subjected to a social vaccine that 
contributed to its resilience and protected it 
against a breakdown that would have been a 
rational reaction to events. However, he observed, 
a more fundamental social vaccine is needed that 
addresses the root causes of war and other human-
made catastrophes. 

He defined resilience as the trait that enables a 
person to “bounce back” in a healthy state from 
very stressful situations. Among the characteristics 
that contribute to resilience are the capacity to 
face reality, the ability to find meaning in hardship 
and the readiness to improvise solutions in difficult 
circumstances. In addition, he said “hardiness,” 
social support and deeply held belief systems are 
important. He credited previous recent experiences 
with wars and conflicts for preparing the population, 
as well as the “compassion” of Lebanese people and 
their Shiite subculture. He said that Hizbollah and 
its associated NGOs had provided encouragement 
during the war by appealing to a set of deeply held, 
shared beliefs that had supplied social support. He 
criticized humanitarian aid policies for stereotyping 
individuals as being “vulnerable” and war-affected 

Illustration 21. Social vaccine research

Presented by Fran Baum in "Vaccine or values? Achieving global health and justice"
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Low- and middle-income countries (LMICs) account 
for more than 85% of the world’s six million people. 
“Identifying research capacity for mental health in 
such a large context is daunting,” said Saxena, “yet 
it is becoming ever more important to assess gaps 
and resource requirements. Even if one allows for 
the limitation of the identification strategy of the 
study, an inescapable conclusion is that there is a 
virtual absence of mental health research capacity 
(<5 identified researchers) in half of the LMICs in 
Latin America, Africa and Asia.”   

 
In a discussion following the report of the findings, 
Vikram Patel, Reader in International Mental Health 
and Wellcome Trust Senior Clinical Research Fellow, 
London School of Hygiene and Tropical Medicine, 
United Kingdom, observed that in South Asia 
there is a growing acceptance of mental disorders 
as a “major cause of suffering.” He also reported 
that less than 10% of mental health research is for 
children and yet children there make up 45% of 
the population. Some of the discussants suggested 
that mental health research might be integrated 
into primary care. Among those was David Ndetei, 
Professor of Psychiatry, University of Nairobi, Kenya. 
Speaking in another session, he illustrated the 
grim reality of poor availability of mental health 
professionals in many parts of Africa and Asia with 
another statistic: more than �80 million people, he 
said, have access to less than one psychiatrist per 
million of population. 
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Three quarters of respondents 
stated that policy-makers were 
not involved in the planning 
and conduct of 
mental health research.

“
„

populations as being inevitably “traumatized.” 
In most cases, he believes that standardized 
emergency public health interventions have been 
implemented without adequate consideration of 
the affected populations.

However, Nuwayid acknowledged that some 
public health professionals predicted that, had the 
war continued a few weeks longer, there would 
have been a complete breakdown. “The orderly 
behaviour of the displaced during the war was, in 
some ways, an artificial construct,” he admitted. He 
made it clear that the concept of a social vaccine 
in the case of war is praiseworthy only if it does 
not become an alternative pattern of dealing with 
adversity and disease. “Public health professionals, 
especially global health organizations, need to be 
involved in preventing war and not only in reducing 
its effects,” he said. “A social vaccine must be seen 
as a momentary solution as we wage our own war 
for social justice.”

Mapping mental health research

Mental illness accounts for about 12.3 % of the 
global burden of disease and is expected to rise to 
15% by the year 2020, by which time depression 
will disable more people than AIDS, heart disease, 
traffic accidents and wars combined. The belief 
that mental health is a greatly neglected area 
within public health in developing countries 
was documented in results of a survey reported 
by Shekhar Saxena, Coordinator, Evidence and 
Research, Mental Health and Substance Abuse, 
World Health Organization, Geneva. The survey, 
done jointly by the Global Forum for Health 
Research and WHO, was unable to identify mental 
health researchers in 31 of 114 low- and middle-
income countries and fewer than five researchers 
were identified in 2� countries. Of the 4�33 
identified researchers, 914 responded. Three 
quarters of respondents stated that policy-makers 
were not involved in the planning and conduct of 
mental health research. Research priorities were 
influenced by personal, burden-of-disease and 
funding issues rather than in response to policy-
makers’ requests.

D e t e r m i n a n t s  o f  H e a l t h



Kenya has produced 78 psychiatrists since 1979, 23 
of whom were trained in the United Kingdom in a 
programme developed with the help of the British 
government. Since 1983 Kenya has trained a total of 
50 psychiatrists locally. “However, this number is still 
very negligible considering a country population of 
31,500,000 people,” Ndetei observed. “It is unlikely 
that in the foreseeable future Kenya will have a 
psychiatrist/population ratio equivalent to that in 
Europe and North America.” Kenya must look at 
other options to deliver mental health services, 
he suggested, including increasing the mental 
health component in the training of nurses and 
occupational therapists as well as medical students. 
This could boost the number of professionals 
capable of managing most psychiatric conditions 
at the primary health care level.
 
Challenges, including the “brain drain”

Mohammad Abdur Rab, WHO Representative in 
Sudan, in a plenary discussing future challenges, 
spoke candidly on the subject of brain drain, a topic 
that had surfaced in other sessions. “We are all 
aware of the weak capacities for health research 
in the developing world,” he said, “yet over 20,000 
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qualified doctors in Africa left the continent in the 
1990s. The number is surely larger now and a similar 
picture prevails all over developing countries. The 
challenge is really simple – how to bring them 
back?  The post 9/11 world has further restricted 
opportunities for training in the West, particularly 
for countries in the Middle East. The challenge is 
how to find alternate solutions to compensate for 
the shrinking opportunities.”  

Abdur Rab described two revolutions: the first 
transformed public health through new knowledge, 
linking disease with environment and hygiene; the 
second has led to advances through innovation and 
technologies to better ways of disease prevention, 
diagnostics and therapy. Sadly, he said, those two 
revolutions left out over a billion people, mostly 
from the developing world. Now, unravelling of 
the human genome structure has ushered in a third 
revolution and this time, he says, “Nobody must be 
left out.”  

Psychiatrists to population in selected countries in 
sub-Saharan Africa (mid 1997) 

Ratio

1:1,1,872,700

1:2,681,800 

1:514,200

1:7:700,000

1:1,021,000

1:5,336,300

1:4,700,000

1:4,140,000

1:9,600,000

1:122,200 

1:3,475,000

1:1,636,300

1:2,900,000 

Population (millions)

20.6

29.5

28.8

7.7

102.1

58.7

9.4

11.4

9.6

1.1

13.9

18

2.9

Number of psychiatrists

11

11

56

1

101

11

2

10

1

9 (all government) 

4

11

1

Country 
 

• Uganda 

• Tanzania 

• Kenya ** 

• Rwanda 

• Nigeria *** 

• Ethiopia 

• Zambia 

• Zimbabwe 

• Malawi 

• Mauritius 

• Cameroon 

• Ghana 

• Congo Brazzaville 

Illustration 22.

** Only one medical 
school training 
psychiatrists 
*** More than 10 
medical schools training 
psychiatrists 
 
Presented by David Ndetei 
in "Quantifying the 
treatment gap for brain 
disorders in developing 
countries" 
Source: World Population 
Data sheet publication of 
Population Reference Bureau 
Washington DC, 1997 
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As participants from all regions of the world 
considered major global health problems and 
the research that is needed to counter them, the 
importance of the ability to deliver – through 
both communication and drugs – were themes 
that repeatedly stood out. Good communication 
is essential in an almost endless number of ways: 
between researchers and policy-makers, researchers 
and communities, researchers and journalists, 
health system workers and the communities, 
industry and government, within partnerships and 
alliances. Gill Samuels, a member of the Global 
Forum’s Foundation Council and former Director of 
Research of Pfizer, told one plenary session: “All of 
us in this room operate in silence.” It is important, 
she said, to come together to hear each other 
and experience what the challenges are, to form 
partnerships and accelerate the rate of innovation. 
“To me, innovation is only important if we can 
deliver at a faster rate.”  

Thomas Brewer, Senior Programme Officer, 
Global Health at the Bill and Melinda Gates 
Foundation, agreed. “I think you are addressing 
a core issue here,” he told participants. “We have 
not succeeded in anything until we’ve succeeded 
with delivering to people in countries that have 
global health problems.” The overarching goal 
for the Gates Foundation, he said, is improvement 
in health welfare: “every child deserves an equal 
opportunity.”

Andrew Chetley, Director of Programmes at 
Healthlink Worldwide, United Kingdom, summing 
up on the final day, related how one speaker had 
called communication a “tool for change – and 
if those of us who are involved in research are 
interested in producing change, then we need to 
communicate.”
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Knowledge translation as a key

Chetley said “knowledge translation was referred 
to by some participants as either a new trend or 
“old wine in new bottles.” The concept has been 
defined by the WHO as “the exchange, synthesis 
and effective communication of reliable and 
relevant research results. The focus is on promoting 
interaction among the producers and users of 
research, removing the barriers to research use 
and tailoring information to different target 
audiences so that effective interventions are used 
more widely.” However expressed, research results 
urgently need to be communicated.

Ariel Pablos-Mendez ,  Director, Knowledge 
Management and Sharing, WHO, Geneva, called 
attention to the importance of knowledge 
translation in bridging the know-do gap. That 
gap, he said, is illustrated by the fact that 70% 
of all child deaths are attributable to causes that 
could be addressed by known procedures, but are 
not. “Knowledge translation is considered a cross-
cutting, non-linear process that involves not only 
recent research findings but also knowledge that is 
created from the dynamic interaction of people who 
come together to solve public health problems, to 
learn and, ultimately, to drive productive change.” 
He appealed to participants for their contribution 
in leadership and experience and said some donors 
are already stepping up to the plate to help with 
knowledge translation. WHO’s new Global Strategy 
on Knowledge Management, he explained, was 
created to improve access to health information, 
translate knowledge into policy and action, share 
experiential knowledge, leverage e-health within 
countries and foster an environment for cultural 
exchange. 

Somsak Chunharas, Senior Adviser in the Ministry 
of Public Health of Thailand, proposed an 
interactive and integrative approach to ensure that 
knowledge from research studies is translated for 
use in health services management. The objectives 
of knowledge translation, he said, are to base 
policy on scientific knowledge in order to increase 
the efficiency and effectiveness of health care as 
well as the accountability of health care providers 
and the health care system. He added that action 
learning has shown that up to 90% of all relevant 
health knowledge is tacit, associated with people 
and processes, rather than explicit, associated with 
tools and technology.

We have not succeeded in 
anything until we’ve succeeded 
with delivering to people 
in countries that have global 
health problems.

“
„



makers. Language itself may be a barrier, Afifi 
said, noting that, on the one hand, peer reviews are 
predominantly in English and, on the other hand, 
experience and research outcomes may be written 
in other languages. There is a problem, therefore, 
not only in disseminating the knowledge but also 
in the duplication of efforts, adding an additional 
obstacle to informing policy-makers.
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Mustafa Afifi, Specialist in Non-communicable 
Diseases Control, Ministry of Health, Oman, 
explained why he believes research alone is no 
“silver bullet” for health development in the 
Arab world and why research evidence has little 
influence on health policies. Health research is 
fragmented, he said, with little communication 
between research producers, users and policy-

• Insufficient relevant health research.

• Complexity of research evidence or scientific controversy.

• Research is underutilized.

• Little communication between research producers and users.

• No information on the linkages between research and health policy.

• Lack of a formal mechanism for scrutinizing research reports.

• Research fails to legitimize some policies or throws doubts on others.

• Diminished capacity of users to articulate their research needs. 

• Policy-makers need unequivocal, rapid research or final answers.

• Researchers accept that publication of results in scientific journals

 is sufficient to bring them into eventual use. 

The situation in the Arab world

Illustration 23.

Presented by Mustafa Afifi in "Research to policy: promoting the linkage"  

credit be based on substantial contributions that 
are drafted and revised critically for important 
intellectual content. Afifi also advocated improving 
communication between different types of 
stakeholders and ensuring relevance of research 
to potential users. “This requires research that fits 
within national priorities rather than an externally 
imposed agenda,” he said. He added that knowledge 
may creep into policy from research that does not 
necessarily have a direct impact on specific policies 
or decisions. He said it “rather has an indirect 
influence on the policy environment and, hence, on 
policy processes through gradually introducing new 
perceptions and understanding.”

In the Arab world, he said, there is insufficient 
relevant health research and little communication 
between those who do research and those who use 
it. Research needs must be better expressed and 
understood; policy-makers need unequivocal, rapid 
research or final answers. He suggested aiming for 
closer collaboration between researchers and policy-
makers by constructing an appropriate platform 
from which to communicate and strengthening the 
institutional capacity of policy departments to take 
up research. He suggested leveraging the professional 
strengths of medical associations to improve 
research methodology and ethical guidelines and 
asking medical journals to require that authorship 
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In a presentation that highlighted the importance 
of research to inform decision-makers and an 
evidence-based health policy, Rachel Jewkes, 
Director, Gender and Health Research Group, 
Medical Research Council, South Africa, focused 
on rape in South Africa. With a team that organized 
workshops to promote dialogue between 
researchers and policy-makers, she investigated 
the access to healthcare services and explored 
the needs of rape victims. The challenge for 
researchers, she said, was to ensure that research 
questions are policy relevant and that conclusions 
and recommendations are framed in a way that 
is useful for policy development and service 
provision. For policy-makers, the challenge centres 
on understanding the importance of developing 
a policy that is informed by the research. To put 
the problem of rape in South Africa in context, she 
cited some figures:

The role of the health sector in acute rape care, 
Jewkes said, is to provide a psychologically 
supportive environment to start the healing, and 
to prevent pregnancy, HIV and sexually-transmitted 
diseases. She added that it is also important to 
treat and document injuries and collect medico-
legal evidence. She described a series of projects 
that included a national analysis of sexual assault 
services, research to determine what kind of services 
women want, costing of sexual assault services and 
a review of the cost-effectiveness of post-exposure 
prophylaxis for HIV after rape. These projects were 
identified as those that would generate knowledge 
in the most appropriate policy and provide the 
evidence needed to stimulate interest for the policy 
within the department.

Publishing: getting the message and the 
research out 

The Lancet preceded the opening of Forum 10 with 
a special issue dedicated to sexual and reproductive 
health. The BMJ and WHO’s Eastern Mediterranean 
Health Journal both published a special issue for 
the opening of the Forum, underscoring the issues 
discussed in Cairo. Editors Richard Horton and Tessa 
Richards supplied enthusiasm and insightfulness to 
the sessions they chaired. The editors advocated 
strong support for giving research issues increased 
visibility. However, within the countries where 
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the need for health research and its application 
are greatest, it was clear that much remains to be 
done.
 
A recent analysis of biomedical publications in 193 
countries showed that fewer than 20% produced 
97.5% of the world’s most cited papers. South 
Africa, the only African country on the list, is 
number 29. Karen Hofman, Director, Advanced 
Studies and Policy Analysis, Fogarty International 
Center at the US National Institutes of Health, 
reviewed a study tracking comparative volume 
and trends of publications by authors from sub-
Saharan Africa. “Medical journals provide an 
essential connection in the diffusion of information 
to local health professionals and researchers,” she 
said in introduction. “Publication in peer reviewed, 
indexed journals provides the critical visibility that 
is fundamental to this process and, in resource poor 
settings in particular, it is in-country, local research 
and publication that change clinical practice.” 

The research shows that the number of journals in 
sub-Saharan Africa (SSA) that are indexed in the 
Medline database nearly doubled between 1995-
2004, increasing from 10 to 19. By 200� there were 
22. Hofman described the trend as “promising,” 
particularly because local journals in the developing 
world impact practice much more than research 
published in North American and European 
journals. She added: “Although sub-Saharan Africa 
is often cited as a region at the low end of the 
health research publication spectrum, the analysis 
also showed an upward trend among first authors 
publishing in nine of the ten top producing nations 
growing by 41%.“

However, there was also an alarming trend: the 
huge loss of human resources from Africa – 23,000 
qualified academic professionals emigrate each 
year in an exodus that is greatest from the two 
countries that also have the strongest publication 
record, South Africa and Nigeria. Similarly, Ghana, 
where first authors increased by one-third during 
the decade, loses 30% of medical graduates to a 
“brain drain.”

•
•
•

55,114 rapes recorded in 2004
231 rapes per 100,000 female population
Rate of rape 3.� x higher than in the USA

It is in-country, local research 
and publication that change 
clinical practice.

“ „
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Analysing the results, Hofman said the majority 
of first authors from SSA publish in international 
rather than in local or regional Medline indexed 
journals, particularly in the case of South African 
researchers. This may be due to lack of space to 
accommodate the submissions or to the assumption 
that the standard of local journals is inferior, she 
said. One unexpected finding was that, among  
research topics, cancer and cardiovascular disease 
are popular topics for South African authors 
and that this is part of a trend throughout sub-
Saharan Africa, where 40% of authors publish on 
non-communicable disease topics in non-specialty 
journals.

Hofman’s basic observation regarding policy 
implications of the study was simple: “Research-
funding agencies should bear in mind that 
unpublished research has no value.” She advocated 
re-thinking policies and procedures to ensure 
dissemination of research to health professionals 
and suggested including a broader definition of 
funding for research. Consideration should be given 
to providing resources to promote the expertise 
of key stakeholders including, authors, reviewers 
and editors in the region. Her other suggestions 
include:

Najeeb Al-Shorbaji, Coordinator, Knowledge 
Management and Sharing, WHO Regional Office 
for the Eastern Mediterranean, Cairo, described 
the short history of the Eastern Mediterranean 
Association of Medical Editors (EMAME), a non-
governmental, non-profit organization whose 
mission is to support and promote medical 
journalism in the Eastern Mediterranean Region. 
EMAME was established in 2004 and held its third 
regional conference in Shiraz, Islamic Republic of 
Iran in January 200�. The Index Medicus for the 
Eastern Mediterranean started in 1984 and now 
includes 320 journals from the region. Al-Shorbaji 
said EMAME promotes medical journals in the 
region and intends to build capacity by providing 
training and workshops for researchers and 
editors.

These presentations stimulated lively discussion, as 
did a short additional intervention from a Cairo-
based commercial publisher, Hindawi Publishing 
Corporation, introduced by the editor of the WHO 
Bulletin, Hooman Momen. Founded in 1997 and 
specializing in science, technology and medicine, 
Hindawi publishes around 50 peer-reviewed 
journals and scholarly books. Hindawi proposes 
what it calls “a new business model for academic 
publishing” based on open access, enabling 
“immediate, worldwide, barrier-free, open access 
to the full text of research articles for the best 
interests of the scientific community. All interested 
readers can read, download, and/or print any open 
access articles without requiring a subscription to 
the journal in which these articles are published.” 
Publication costs are usually covered by the author’s 
institution or research funds. 

In a session focusing on advocacy and behaviour 
change, chaired by Sandy Campbell of the Canadian  
International Development Research Centre, Esca 
Scheepers, Research Manager of Soul City Institute 
for Health and Development Communication, spoke 
about research for developing and evaluating 
health communication for social and behaviour 
change. She presented her institution’s activities 
for the first time to a Global Forum audience. 
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Research-funding agencies should 
bear in mind that unpublished 
research has no value.

“ „

•

•

•

•

developing a computerized knowledge-
management system to more accurately 
track research output
altering the practice of giving credit for 
publishing in European and American 
journals, so that equal weight is given to 
publishing in local journals
editors and reviewers should be able to 
receive training to develop their capacity
research institutions should exploit the 
diasporas as a source of peer reviewers 
to strengthen local journals and promote 
“brain circulation” that would keep re-
searchers abroad scientifically connected 
to their homeland.
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The Soul City Institute is a South African based 
NGO using mass media to promote health and 
development. Its innovative and highly popular 
television programmes Soul City and Soul Buddyz 
(series 8 and series 4 are currently in development) 
reach over 27 million South African children, youth 
and adults and have been adapted in nine countries 
in Southern Africa. Soul City uses research to 
shape the intervention and its components and to 
evaluate impact and cost effectiveness.
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Research, Scheepers said, informs medium-tem 
strategic thinking about theory, effective health 
promotion, content and the media environment. 
Soul City conducts extensive formative research 
into messages, characters and their settings as 
well as evaluation research on reach and audience 
reception, together with impact.

Illustration 24. The Soul City edutainment model

Inputs Outputs Impact on social change

Promote
& market

Forging
partnerships

Audience
& expert
centred
research
process

- Advocacy
- Educational packages
- Outreach activities
- Use of brand name

Sociopolitical

community

individual

environmentThe
edutainment

vehicle

Evaluation

Presented by Esca Scheepers in "Research for developing and evaluating health communication for social and behaviour change"
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Advocacy:  key to research communication?

Richard Horton, who chaired a session on research 
communication, began with the statement that 
advocacy is the key to research communication. The 
communities targeted by much of health research 
are fundamental in affecting change, he said, 
yet they often are not involved in the process of 
planning research and are not represented at the 
meetings where research is presented.  

Alison Dunn, Research and Communications Officer, 
Development Research Centre on Citizenship, 
Institute of Development Studies, University of 
Sussex, United Kingdom, told the session that a key 
goal should be to encourage people to examine why 
they are conducting research, who the audience 
is and how the findings will be publicized. By 
determining the target audience, researchers can 
tailor their tools to each audience using various 
communication models. The challenges, she said, 
include building the research strategy, assessing 
potential risks and identifying constraints, and 
budgeting for research communication by setting 
aside at least 10% of the total research funding. She 
urged researchers to engage their audience, not just 
disseminate information; one way to do this is by 
using methods that grab people’s attention.

A presentation from Magdalena Cabaraban, 
Research Associate and Professor at Xavier 
University, Philippines, looked at the implementation 
of control programmes for two degenerative 
diseases (cancer and cardiovascular diseases) and 
two mosquito-borne diseases (filariasis and malaria) 
in southern Philippines. She related findings of a 
study that examined perspectives of the policy-
makers, implementers and the beneficiaries. The 
study concluded that the overall thrust of the four 
disease control programmes was on prevention and 
control. Two levels of policy-making bodies were 

examined: national and the local. At the national 
level, policies of the disease control programmes 
were formulated and fine-tuned; at the local level, 
policies were adopted and implemented by health 
boards. However, the local chief executives were 
not able to articulate health policies, they could 
only enumerate activities related to disease control. 
The general rule was to give priority to the top 
morbidity cases in the area. Among constraints were 
strict budget allocations and political impediments 
to health planning, ineffective monitoring 
and evaluation mechanisms, fragile peace and 
order conditions, a lack of commitment among 
stakeholders and a breakdown in partnerships. 
While all implementers appeared to have a wide-
ranging knowledge of health policies in general, the 
depth of their knowledge varied, with widespread 
misconceptions regarding both diseases and disease 
control programmes. Target beneficiaries have some 
knowledge of the diseases although misconceptions 
abound; their knowledge regarding policies for 
control of the four diseases was scanty. 

The study’s recommendations focused on capacity 
strengthening of stakeholders, integration of health 
into an agenda addressing poverty reduction and 
“advocacy work to debunk misconceptions among 
target beneficiaries.” Cabaraban’s conclusion was 
that ill health and poverty are so intertwined that 
the relationship becomes a vicious cycle. “Breaking 
this cycle needs political will and active participation 
of all stakeholders,” she wrote in her paper. “An 
informed citizenry could better participate than the 
uninformed ones.”
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Breaking this cycle needs political 
will and active participation of all 
stakeholders.
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Innovative drugs and interventions, as well as the 
emergence of innovative developing countries 
(IDCs), have been themes at previous annual 
forums; this year participants looked more broadly 
and more deeply into aspects of innovation itself 
and how to build an entire system using it. The 
subject was examined in a two half-day roundtable 
discussion designed to generate action points for 
research and policy agendas. Participants attempted 
to understand the entire “innovation system” for 
combating disease, the role of innovation in health 
promotion and research and the appropriate place 
of innovation within the private sector. 

Efforts were also made in other sessions to discuss 
not only the range of innovations but also the 
limitation of developing countries to use them. In 
summing up the recommendations on innovation 
and partnerships made during Forum 10, Robert Eiss, 
Chief Executive Officer, Centre for the Management 
of Intellectual Property in Health Research and 
Development, United Kingdom, emphasized that 
the engagement of disease-endemic countries is 
“absolutely critical to the development process.” It is 
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The engagement of disease-endemic 
countries is absolutely critical to the 
development process.

“ „

by strengthening the entire innovation system, and 
especially by encouraging south/south institutional 
and technical partnerships, that progress will be 
made, he said. He particularly cited the importance 
of emerging product-development partnerships 
(PDPs). This is a new construct for technology, Eiss 
added: “It is possibly time for a new institutional 
structure or platform” to support common 
ventures.

Completing the cycle 

In a plenary devoted to “Science, technology and 
innovation in health research,” Egypt’s Minister 
of Higher Education and Scientific Research, 
Hany Mahfouz Helal, described how his country 
has launched a programme designed to reap 
more benefits from science and technology. He 
outlined Egypt’s strategy to complete the “cycle of 
innovation.” First, he said, it is necessary to publish 
papers in the basic sciences, and then to register 
patents in applied research, build prototypes in 
technology and finally, produce products that 
will have an impact on society. “As of now,” he 
said, “we only have papers.” Egypt is undertaking 
a fundamental reform of its education system 
with the aim of greatly increasing the number of 
scientists working outside of universities in research 
institutions, now a meagre 12% of the country’s 
nearly 100,000 scientists. Currently Egypt is at the 
bottom of a list of seven countries in the developing 
world that are engaged in biotechnology. 

Presented by Hany Mahfouz Helal in "Science & technology: driving force for the economy"
Source: Chart of patents in biotechnology in developing countries
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Helal said Egypt has created a new 100 million 
Egyptian pound (US$18.5 mn) fund with the Ministry 
of Trade and Industry to encourage cooperation 
between basic research and development. 

Two other government funds will support the 
development of prototypes and encourage 
universities to act as incubators. The minister 
said Egypt would encourage “brain circulation,” 
not brain drain, in a programme that offers 
professionals an opportunity to come to the 
country for a set period of time and create centres 
of excellence. In the field of health research, he said 
Egypt has decided to focus on education, treatment 
and protection for three areas of disease: kidney, 
liver and cancer.

That plenary also heard an enthusiastic endorsement 
of innovation from Adel A.F. Mahmoud, Chief 
Medical Advisor, Vaccines and Infectious Diseases, 

Merck & Co, USA. He extolled the past successes 
and future potentials of vaccines, which, he said, 
are probably the most cost-effective public health 
measure to control disease. He challenged anyone 
to show that antibiotics have had anywhere near 
the same global impact on disease as vaccinations 
have had by protecting whole societies against 
diseases such as measles, smallpox and polio. He 
believes the reason that globally more than a 
million children and adults still die each year from 
measles and hepatitis B is simply that the vaccines 
are not reaching them.

Illustration 26. Vaccination impact globally
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Presented by Adel Mahmoud in "A new era for vaccines in global public health" 

Egypt has created a 100 million 
Egyptian pound fund to encourage 
cooperation between basic research 
and development.

“
„

He described the innovative approach employed 
in creating a vaccination against the human 
papillamovirus (HPV) that causes cervical cancer 
and the promise it holds to eliminate the second 
most important cancer that affects women in the 

world. HPV infects 24 million women in the USA, 
resulting in 5,000 deaths/year, and �00 million 
women worldwide, causing 239,000 deaths/year. 
The concept, he says, is to modify the ecology of the 
human body to make it inhospitable to the disease. 

I n n o v a t i o n
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Presented by Adel Mahmoud in "A new era for vaccines in global public health"
Source: Whosis Statistical Database, 2002 

Latin America and the Caribbean
Cervical cancer deaths: 25,000

Africa
Cervical cancer deaths: 26,000

South Central Asia
Cervical cancer deaths: 87,000

South East / East Asia
Cervical cancer deaths: 56,000

Illustration 27. Cervical cancer mortality
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He also explained the re-assortment process 
used against rotaviruses, responsible for severe 
dehydrating diarrhoea in infants and children. 
These innovative scientific techniques could save 
thousands of lives each year. “This really comes only 
from research,” exclaimed Mahmoud. “Research is 
not a luxury, research is an imperative.”  Pointing 
out that molecular biology was discovered in the 
1950s, he cautioned against losing the knowledge 
of earlier generations or not building upon it. “We 
have to be sure that new knowledge is generated. 
This is the duty of what the Forum in Cairo is all 
about.” He urged researchers and government 
not to let the momentum behind the generation 
of new knowledge and innovation lapse. He called 
on national leaders to make vaccines available 
within their countries, and on leaders in the global 
community to support efforts to improve health by 
offering partnerships.

Shaidah Asmall, Director, HEAIDS Programme, 
Higher Education South Africa, used developments 
in South Africa as a case study linking science and 

technology to the improvement of health and the 
health system. The great challenge facing a number 
of countries, she said, is “how does one move from 
the realization of the importance of science and 
technology in the creation of a vibrant research 
culture to the utilization of science and technology 
for the improvement of health?”

In her paper, she said that in South Africa “it 
was considered appropriate that the role of the 
Department of Science and Technology in health 
research can be broadly defined as promotion of the 
development and exploitation of new technologies 
and the advancement of basic knowledge of biology 
and human behaviour. The two other areas of health 
research – namely policy research and health systems 
research (including epidemiological surveillance and 
research on service delivery and quality of care) – 
fall clearly within the ambit of the Department of 
Health.”

I n n o v a t i o n

Research is not a luxury, 
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duty of what the Forum in Cairo is 
all about.
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Lack of a global architecture

The era of partnerships that has arisen within the 
global health field has given hope to many that 
public-private partnerships (PPPs) and product-
development partnerships (PDPs) will offer a 
realistic way to cope with neglected diseases in the 
developing world. While this rapid development 
has been innovative, it has also frequently been 
unstructured. 

Carlos Morel, Scientific Coordinator, Centre for 
Technological Development in Health, Oswaldo 

Cruz Foundation, Brazil, who led the roundtable 
discussion on innovation, highlighted the need for 
a global architecture for global health. Noting the 
numerous disparate initiatives to address issues in 
recent years, he posed several research questions, 
including:

•

•

How can innovation be encouraged in 
health promotion and in research on the 
social determinants of health?
What role should and can the private sec-
tor play in innovation, when traditional 
profit motives do not exist?

"There is also considerable confusion about how all these new entities 

fit together, as well as how they mesh with old-timers such as WHO,

the United Nations Children's Fund (UNICEF) and the World Bank.

"There've been lots of creative ideas and lots of new people", 

says Barry Bloom, dean of Harvard University School of Public Health. 

"But there's one missing piece. There's no architecture of 

global health".

Lack of global architecture

Illustration 28.

Presented by Carlos Morel in "Challenges in innovation"
Source: Science, 13 January 2006

national innovation systems have helped fill the 
gaps caused by these failures, he said.

Charles Gardner, Associate Director, Health 
Equity, Rockefeller Foundation, USA, commented 
during the discussion that innovation incorporates 
“everything in a process, from an idea to its 
implementation.” He suggested that innovation 
policy needs to be viewed as an experiment to 
be tested: “We need to collect data, measure its 
outcome, evaluate its impact in the same way we 
do a clinical trial, to test a new a drug or vaccine.” 
This framework is an important departure, he said, 
particularly in a global health community that has 
typically associated innovation with patents and 
the high cost of medicines. Communication plays a 
key role in the framework, he added, for there is a 
need for dialogue at every stage.

Morel described a Global Health Innovation 
System (GHIS) that would define and coordinate 
how countries’ – especially developing countries’ 
– institutions could more effectively contribute to 
healthcare innovations. He foresees the GHIS being 
able to provide guidance at the global, national 
and international levels to help health systems 
overcome critical health failures. He said this system 
would look at the areas where the global health 
system has failed: science failures that are usually 
due to insufficient knowledge, e.g., vaccines; 
market failures when high costs prevent access to 
existing interventions, i.e., antiretrovirals or new 
TB drugs; and public health failures, especially 
when lack of good government or sound priorities, 
corruption, crises and wars prevent access to cheap 
and readily available interventions. The new 
PDPs, networks and other collaborative efforts by 
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gender equality and health, innovation and HIV/
AIDS research. This annual meeting also highlighted 
fewer speakers and added more discussion periods 
in an effort to maximize the exchange of ideas. 
It encouraged more participation by younger 
people through an under-40 poster competition 
and by the presence of winners of an under-30 
essay competition the Global Forum held jointly 
with The Lancet.  Eligible essay entries totalled 
104, from young professionals of 30 nationalities. 
One of the winners, Lara Devgan, a medical 
student from Johns Hopkins University School 
of Medicine, USA, represented ‘young voices in 
research for health’ during the closing plenary.  
She concluded her remarks by imploring the 
audience to remember their youthful ideals as they 
struggle with the challenges to global health. She 
quoted President John F. Kennedy about why the 
United States chose to send a man to the moon:

“We choose to go to the moon in this decade and 
do the other things, not because they are easy, but 
because they are hard, because that goal will serve 
to organize and measure the best of our energies 
and skills, because that challenge is one that we 
are willing to accept, one we are unwilling to 
postpone, and one which we intend to win, and 
the others, too.”

Michael Makanga, Capacity Building Manager, 
European and Developing Countries Clinical Trials 
Partnership, South Africa, raised the question of 
what role the private sector could play in innovation 
when traditional profit motives do not exist. Some 
possibilities suggested by roundtable discussants 
included:

Our innovation 

Forum 10 itself was innovative in restructuring 
the annual meeting to include three roundtable 
discussions on subjects of continuing great interest: 
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•

•

•

•

Industry brings expertise in market 
analysis, manufacturing, distribution
and management skills.
The pharmaceutical industry can apply 
components of learning from global 
health initiatives to other profit-
generating areas.
Corporate social responsibility can be a 
strong incentive for the pharmaceutical 
industry and for biotechs.
Differential pricing can allow 
compensation in profitable markets and 
keep prices low in developing countries.

I n n o v a t i o n
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A discussion between participants and a panel 
of experts on “National Health Research Systems 
Development” was one of the Forum 10 sessions 
facilitated by the Council of Health Research for 
Development (COHRED). Le Vu Anh, Hanoi School 
of Public Health, Viet Nam, emphasized the vital 
importance of political support for National Health 
Research Systems (NHRS) development, especially 
to assure that the findings of assessments are 
utilized. Tawfik Khoja, General Director of the 
Executive Board, Health Ministers’ Council for 
the Gulf Cooperation Council States, Riyadh, 
described efforts to provide evidence to inform 
national development and plan initiatives. He said 
key elements in building support include clear 
objectives and preparation for projects, plans for 
the impact of the findings, targeting research 
at action, and good leadership skills, notably in 
communication and coordination.

 
A pilot project of assessment of NHRS in Shanghai 
identified stewardship and priority setting as 
important issues. Jie Chen, Director, Ministry of 
Health Key Lab of Health Technology Assessment, 
Fudan University, China, reported that 80% of 
research funds go to the cities and hospitals in 
China. While basic science and genomics attract 
a lot of funding, there is little financial support 
for work on equity, social and economic sciences 
in the health area. Mohir Ahmedov, Associate 
Professor, Public Health and Health Management, 
Tashkent Medical Academy, Uzbekistan, drew 
attention to the importance of contextual factors: 
needs, priorities and expectations. Organizers 
of the session reflected that because national 
health research systems have a particularly diffuse 
and complex nature, effective management is 
particularly difficult. 

They concentrated on discussion of methods and 
processes rather on the achievements of the systems 
themselves. 

In a plenary discussion of health systems, Narenda 
Arora, Executive Director, International Clinical 
Epidemiology Network (INCLEN), New Delhi, 
presented a compelling description of how the time 
lag between the start of research and delivery of 
benefits to the users can be reduced from, in some 
cases, as long as 17 years to as short as just 2 years. 
Using INCLEN’s 2002-2003 assessment of injection 
practices in India as an example, he showed how 
research could be translated into policy much more 
rapidly using a network to collect the research and 
petition a government that is ready to take action. 
The research examined public and private sectors 
in India and collected information on procedures 
and type of syringes used for injections. The 
results showed that, overall, �3% of injections 
were unsafe, the risk of introducing blood-borne 
viruses was 32%, and over half of health facilities 
used unacceptable waste disposal procedures. 
Immunization clinics had the highest risk, with 
75% injections administered in an unsafe manner. 
They also had the highest use of glass syringes. 
After presentation of the findings to the Indian 
government in December 2003, the Minister for 
Health and Family Welfare announced in July 2004 
new guidelines for the disposal of needles and 
syringes and introduced auto disposable syringes 
for administering injections in the Universal 
Immunization Programme. 

Arora listed the lessons learned, the first of which 
is that it is more time consuming and labour 
intensive to translate research into action than 
is usually appreciated. He suggested researchers 
need to learn how to articulate a message for a 
carefully targeted audience and become fluent 
in speaking to different stakeholders in different 
languages. They should also be sensitive to a variety 
of ideologies and contexts, he said. He concluded 
that it is important that researchers recognize 
policy-makers and other stakeholders as partners 
and appreciate their role in order to maximize the 
impact of their work.

80% of research funds go to cities 
and hospitals in China.“ „



• Researchers: engage, mentor and 
 collaborate within your institution, with 
 other disciplines, and with those in other 
 countries.

 Help from outside

Donors from outside help many countries with 
specific major health problems but there are varied 
opinions about the impact of these funds on 
recipient countries. In a paper discussed by Hailom 
Banteyerga, Senior Researcher, Miz-Hasab Research 
Centre, Ethiopia, the Global Fund to Fight AIDS, 
Tuberculosis and Malaria, the President’s Emergency 
Plan for AIDS Relief (PEPFAR) and Ethiopia’s Multi-
Sectoral HIV/AIDS Project (EMSAP) that is funded by 
the World Bank were examined for their influence 
on HIV/AIDS, TB and malaria in the health sector 
development programmes of Ethiopia. The findings 
showed that while the outside donor funds play a 
major role in strengthening the health system, they 
need to be harmonized to achieve better results, 
especially in the fight against HIV/AIDS. “The Global 
Fund is helping in the implementation of the health 
policy and health sector development programme,” 
the report said. “PEPFAR remains very much a vertical 
programme... the EMSAP support to the prevention 
and care services needs to continue. Otherwise a gap 
would be created that would undo what had been 
achieved in prevention activities.” The report called 
for a broader study to evaluate the impact of donor 
funds by including more facilities at the primary 
health care level and hospitals as well as regions. 

The importance of collaboration

Ritu Sadana, Senior Scientist, Evidence and Information 
for Policy, World Health Organization, Geneva, described 
the limited collaboration among stakeholders as the 
biggest challenge in most health research settings. 
In a survey of 13 countries, collaboration among 
stakeholders was shown to be limited and traditional. 
“This is reflected in how people collaborate in setting 
up, conducting and disseminating health research over 
a 5-year period,” Sadana said. “Health research is 
concentrated within academic, university-based 
institutions, and the key additional partner is the 
Ministry of Health. For example, less than 30% of 
individuals had collaborated with other national 
ministries, only 25% with patient, civil society or 
consumer groups or with the mass media, and just over 
10% with national legislative bodies in any stage of the 
developing, conduct or dissemination of findings.”

She proposed a list of key messages for: 

• Civil society, patient- and community-
 based organizations: demand transparency
• International and regional development 
 partners: support institutions and programme 
 areas for the long term, commit to relevance, 
 ethical partnerships and innovation
• Policy- and decision-makers: ensure 
 coordination of priorities and increasing 
 evidence-informed decisions, collaboration 
 within and across countries, connection to 
 application and innovation
• Institution boards and directors: set example 
 by working towards mission, ensuring 
 transparency, safety, scientific and ethical 
 practices, merit-based career development of 
 all staff and collaborators
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Illustration 29. Partnership between researcher and research user

Presented by Narenda Arora in “Health research and policy making: challenges and options”
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Another study evaluated the system-wide effects 
of the Global Fund on the healthcare system of 
Georgia. Ketevan Chkhatarashvili, President of 
the Curatio International Foundation, Georgia, 
summed up the results by saying that general system 
disruption in his country is less likely because the 
volume of Global Fund funding is small relative to 
total health expenditure. “Our findings show that 
in Georgia system-wide effects of [the Global Fund] 
are more likely to be positive than negative,” the 
report said. “However, monitoring is required to 
further assess impact as the funding levels grow 
significantly.”

A special session chaired by Sara Bennett, Manager 
of the Alliance for Health Policy and Systems 
Research, was devoted to gathering information 
for a new document the Alliance is preparing on 
capacity development for health policy and systems 
research. Andrew Green, Head of the Nuffield 
Centre for International Health and Development, 
University of Leeds, United Kingdom, described 
the conceptual framework which, he said, would 
attempt to take account of the diversity of ways 
in which health policy and systems research would 
feed into policy making. Several presentations 
illustrated aspects of the framework using country-
level perspectives. Delia Sanchez, Senior Researcher, 
Grupo de Estudios en Economia, Organización y 
Politicas Sociales, Uruguay, highlighted the fact that 
capacity development is not sufficient; countries 
also need to figure out ways to retain their capacity. 
She described the critical way in which the broader 
political and economic environment in Brazil and 
Argentina had impacted the development of capacity 
for health policy and systems research. George 
Gotsadze, Director of the Curatio International 
Foundation, Georgia, spoke about National Health 
Accounts in Georgia and how researchers had 
typically produced large reports that had a very 
limited impact upon policy. However, in recent 
years the researchers realized that if they drew key 
messages from the large reports, specific issues could 
be more successfully communicated directly to policy-
makers. Ravi Rannan Eliya, Director of the Institute 
of Health Policy, Sri Lanka, focused on elements of 
organizational capacity within research institutions, 
in particular on the challenges to attracting and 
retaining qualified and experienced researchers. 
While capacity efforts typically concentrate upon 
the development of research skills, other elements 
of institutional capacity – such as proposal writing 
and the structuring of financial systems – are often 
neglected, he said.
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Money matters

In a plenary session on disease priorities, risk 
factors and health financing, Dean Jamison, 
Professor of Economics, University of California-San 
Francisco, USA, presented a list of health services 
or interventions and calculated what the averted 
DALY values would be. From the study done by the 
Disease Control Priorities Project (DCPP), the “good 
buys” included:

The study also named several critical challenges 
for developing countries, including high levels and 
rapid growth (for demographic reasons) of non-
communicable conditions in developing countries 
and several specific disease challenges: HIV/AIDS, the 
possibility of influenza pandemic, the persistent but 
preventable levels of mortality and disability from 
malaria, TB, diarrhoea and pneumonia. Underlying 
these, and contributing to all, is malnutrition.

“The generation and diffusion of new knowledge 
and products  underpinned the enormous 
improvements in health of the 20th century,” the 
study concluded. “Every reason exists to believe 
that continued progress – meeting the challenges 
of non-communicable disease, HIV/AIDS, potential 
pandemics and neglected populations – will 
continue to rely heavily on new knowledge.”

•

•

•

•

•

Increasing tobacco taxes in developing 
countries, where 82% of tobacco 
users now live (a cost hike of at least 
33% could save millions of lives).
Making aspirin and other inexpensive 
drugs available to control high blood 
pressure and cholesterol to treat heart 
attacks and stroke in poor countries, 
(cardiovascular disease is now the 
leading cause of death worldwide).
Interventions as simple as teaching 
mothers how to keep newborns clean 
and warm could save millions of lives.
Improving road safety and focusing on 
alcohol abuse could greatly reduce 
traffic-related injuries, which take a toll 
of over 1 million lives annually.
AIDS interventions to aggressively 
target those at high risk.
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“Lower income countries have to have a strategy,” 
he told a group that gathered to hear about 
the Bank’s report. Inequities are rampant, he 
emphasized: globally, between countries and 
within countries. Developing countries account 
for 84% of the global population and 90% of the 
global disease burden, but only 12% of global 
health spending. The poorest countries bear an 
even higher share of the burden of disease and 
injury, yet have the fewest resources for financing 
health services. High-income countries spend about 
one hundred times more on health per person than 
low-income countries.

Schieber cautioned that there should not be a 
rush to pour money into programmes, but rather. 
a careful analysis and selection of mechanisms is 
needed. The report shows that mortality patterns, 
like many other parts of a country’s profile, are 
unique and “one-size-fits-all” solutions will not 
work. 
 

George Schieber, Health Policy Adviser in Health, 
Nutrition and Population at the World Bank, 
presented the World Bank’s recent publication, 
Health Financing Revisited: A Practitioner’s Guide. 
He explained that the new book addresses the 
major changes in global health and financing 
policies that have occurred over the past 10 
years. These are largely the result of the focus 
on poverty reduction, new global health threats 
from HIV/AIDS, SARS and avian influenza as well 
as the international community’s adoption of 
the Millennium Development Goals. It predicts 
that the world’s population will grow from � 
billion to 7.5 billion by 2020 and to 9 billion by 
2050, with virtually all the growth in low- and 
middle-income countries. Populations in 50 of 
the world’s poorest countries will double by 2050.

“Global health has been pushed to the top of the 
international agenda on human rights, national 
security and foreign policy,” he declared. Although 
he praised the Gates Foundation and others for 
their greatly increased commitment in the arena 
of global health, he painted a grim picture of 
the overall situation and warned of a crisis in 
global health financing. The report estimates that 
US$25 to US$70 billion a year in extra foreign aid 
would be needed to achieve the MDGs for health.
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Illustration 30.  Mortality patterns are unique: "One-size-fits-all" solutions will not work
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managerial and medical staff); and social/cultural/
political issues that have to do with stability and 
cultural norms.

Global health reforms will fail unless the global 
community lives up to its aid commitments and 
improves donor harmonization, Schieber concluded. 
“The biggest problem at a global level,” he said, “is 
that there is nobody in charge.” 

and multilaterals, such as the GAVI and the Global 
Fund. Looking at a chart showing that external aid 
accounts for nearly 18% of all health expenditures 
in sub-Saharan Africa, he commented: “And we’re 
not even close; things won’t get better soon.”

He called attention to the fact that 70% of health 
expenditures in low-income countries come from 
private spending, the great majority of which is 
out-of-pocket payment. He stressed that most of 
the recent increases in donor aid for health focus on 
Africa, on specific diseases and come from bilaterals 
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The biggest problem at a global 
level is that there is nobody in 
charge. 
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Illustration 31. "Health Financing Revisited"

Presented by George Schieber in "Health Financing Revisited: A Practitioner's Guide"
Source: The World Bank

“We have not done a very good job of assisting 
donor countries,” Schieber admitted. Donor 
commitments for health continue to be volatile 
and unpredictable, making it difficult to plan and 
to sustain programmes. In addition, in recipient 
countries, donations have targeted some diseases 
but not others and, Schieber said, they have 
distorted local salary structures.

Money alone cannot achieve the results unless 
countries themselves deal with their major 
constraints, the Bank’s report states. Among the 
constraints it cites: macroeconomic issues (e.g., 
capacity to raise more money domestically); 
institutional issues in the recipient countries 
(e.g., administrative capacity, level of corruption); 
health staffing issues (e.g., skills and number of 
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The special resonance of global forums

Certain global health problems found a special 
resonance in Cairo, just as others had in the 
preceding Forums in Mumbai and Mexico City. 
Sexual and reproductive health problems, avian flu 
and hepatitis C: each presents a serious immediate 
concern in Egypt, and sessions where they were 
discussed were particularly lively and informative. 
Forums 8, 9 and 10 have been set in major cities 
on different continents, each focused a little 
differently on certain problems and drew important 
contributions from people in the surrounding 
region as well as the world. However, discussions 
return to one central point: how health research can 
be used to meet the challenges and find solutions. 
In Cairo, the theme was combating disease and 
promoting health; in Mumbai, it was poverty and 
equity, and in Mexico City, participants tackled 
the challenge of how to achieve the Millennium 
Development Goals. While the emphasis on themes 
may shift, the central challenges to global health 
remain largely the same and are inter-related. 
No individual or country is left untouched by the 
problems of global health, although some may not 
yet realize it. That idea is reflected in the name of 

the non-profit pharmaceutical firm that took an 
active part in Forum 10: OneWorldHealth.

The most powerful weapons in the battle that is 
being waged for global health draw on research, 
sometimes conducted on a grand scale with 
innovative technology, sometimes done on a 
much smaller scale and in a modest manner. There 
are many forms of research and intervention, 
and developing countries can’t afford them all. 
Speakers at Forum 10 repeatedly called on others 
to collaborate, be innovative, exchange ideas – and 
thereby create their own tools of empowerment. 
While some at the World Bank may see no one in 
charge, others point out that those most affected 
by global problems of health have the deepest 
incentive to succeed and are positioning themselves 
to take care of their country’s health. When policy-
makers, development partners, researchers and 
users of research meet at Forum 11 in Beijing in 
2007, they will move another step closer towards 
improving health in the developing world. It will 
resonate with the Chinese, who understand well 
the observation by Confucius: “A journey of a 
thousand miles begins with a single step.”  
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