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Preface

Many factors shape the health of individuals and the
great variability of health within and across popula-
tions. Genetic endowments, of course, play a role. Eco-
nomic status strongly affects outcomes by working
through a range of more proximal determinants—in-
cluding consumption of food that is adequate in quantity
and quality, access to clean water and satisfactory sani-
tation, adequate shelter and access to health services.
Poverty, thus, is a major cause of poor health—and it
also perpetuates it: investments in health have become
essential to economic growth policies that seek to im-
prove the lot of the poor. Education, like economic sta-
tus, works through multiple channels to influence
health. Educated individuals quickly learn and adopt
sanitary behaviours, more efficiently use food, more ef-
fectively utilize health services for themselves and their
families and are more likely to avoid health risks such as
tobacco use. Measured effects of education on health
prove consistently large.

Half of all the gains in human life expectancy of the
past several thousand years have occurred in this centu-
ry. Some of these gains have resulted directly from the
improvements in economic and educational standards
that have recently transformed the material lives of
most—but far from all—of the world’s population. Im-
provements in income and education account, however,
for only part of this century’s remarkable improvements
in health. At the turn of the century the people of a
country with an income level of US$ 5 000 per capita (in
purchasing power adjusted for inflation) would typically
have had a life expectancy under 50 years; today the
number is close to 75. Why this enormous difference af-
ter controlling for income? Important as income and ed-
ucation undoubtedly are, another factor—advance in
scientific knowledge and its application both in creating
powerful interventions and in guiding behaviour—has,
perhaps, become even more important.

What are the implications for policy? One is that if
knowledge gains prove even partially as important for
future health improvements as they have in the past
century—and this Report points to a number of reasons
for expecting this to be so—then investments in health
R&D will continue to have high payoffs in health status
and economic productivity. Assuring an adequate level
of R&D investment then holds strong claim on health
budgets—a claim for more than the approximately 3%
now committed. Equally important—or more impor-
tant—is that the investments be efficient in generating
useful new knowledge and products.

This Report deals with policy for health R&D invest-
ments of particular relevance to the poor in low-income
and middle-income countries. We estimate these invest-
ments to have been about US$ 2 billion annually in the
early 1990s (out of a total of something over US$ 50 bil-
lion spent globally on health R&D). The Report address-
es the central question of how best to focus R&D invest-
ments when resources are tightly constrained. It also
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addresses the institutional question of how to create an
incentive and information environment that leads to ef-
ficient utilization of R&D investments, including the re-
lated issues of competitive resource allocation and of ap-
propriate incentives for engaging the private sector
more fully. Since most of the products of health R&D can
be shared by many or all countries—in that sense they
are international “public goods”—the Report deals with
an additional set of issues involving the generation and
coordination of international collective action. Collective
action has been neglected, and the Report suggests di-
rections that might be taken to correct this.

This Report results from the deliberations of the Ad
Hoc Committee on Health Research Relating to Future
Intervention Options and of staff work undertaken to in-
form those deliberations. Two lines of thought led to the
formation, under the auspices of the World Health Orga-
nization, of the Ad Hoc Committee. The first, summa-
rized in the preceding paragraphs, pointed to the central
role that advances in knowledge have played (at least in
the past century) in driving the enormous improvement
in human health. In particular, the World Bank’s World
development report 1993: investing in health (World
Bank 1993) had reached this conclusion and pointed to
the importance of improving the use of international as-
sistance for health by paying more careful attention to
the role of knowledge generation and dissemination. At
about the same time several private foundations that
had actively supported tropical disease research noted
not only that their own efforts were likely to decline but,
also, that replacement funding sources remained to be
identified. These foundations and a range of other inves-
tors in health R&D then joined with WHO in establish-
ing the Ad Hoc Committee to address priorities for
health R&D, prospects for funding, and institutional
changes (at both the national and international level)
that might enhance the productivity of ongoing R&D ex-
penditures.

The Ad Hoc Committee’s mandate was broad: in ad-
dition to research, it was to address development of the
products and procedures that translate research find-
ings into practical tools (and, therefore, it was to pay
careful attention to the role of the private sector); it was
to include considerations of nutrition and family plan-
ning; it was to address issues of behavioural science and
health systems research as well as biomedical and clini-
cal R&D; and it was to operate under the assumption
that, at best, only very limited additional resources from
outside the health sector would be available for financ-
ing health R&D in the future.

The composition of the Ad Hoc Committee reflected
this broad mandate. Its core membership included the
chairs or representatives of the scientific advisory pan-
els for WHO programmes with major research compo-
nents; but membership was extended to be broadly rep-
resentative of the disciplines contributing to health
R&D. (The Committee Chair, for example, is an econo-
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mist; the Co-Chair an immunologist.) Senior representa-
tives of research-oriented pharmaceuticals houses
served on the Committee, as did a number of individuals
with experience in the highest levels of public service.
The Report results from their deliberations (mostly in
small groups) over a period of several years. While all
members of the Committee agree with the broad thrust
of the Report, it is fair to say that each member of the
Committee—including the Chair—will differ with a
number of specific points in the Report. The Committee
sought to inform debate with its Report; no effort was
made to reach consensus on every point.

Too often priorities for public sector health R&D in-
vestments are determined with little concern for the
magnitude of the problem to be addressed, for the extent
to which scientific judgement supports the possibility
that new products and initiatives will be more cost-effec-
tive than available alternatives, or for ongoing efforts
elsewhere. These considerations figure prominently in
private sector product development decisions. The Com-
mittee endeavoured to generate information relevant to
an analytical approach that combines use of available
quantified data with informed judgement. This ap-
proach facilitated identification of specific high priority
product development opportunities and led the Commit-
tee to the conclusion that available R&D resources
would be more productive if concentrated on these “best
buys” rather than remaining dispersed.

Because of limited time and resources, this approach
could not be applied across the whole field of health
R&D. The Committee nonetheless generated a wealth of
information that was useful in its work and that, we
hope, will prove valuable to others in assessing policy for
health R&D and resource allocation. In particular, the
Committee’s commitment to careful consideration of the
problem of the magnitude of disease burden has led to a
major reassessment of global patterns of cause of death
and disease burden, to assessment of burden resulting
from major risk factors (to guide resource allocation con-
cerning prevention), and to projecting burden forward to
the year 2020. This work on disease burden substantial-
ly revised and extended work undertaken earlier for the
World Bank and the World Health Organization. Annex-
es 1 and 2 summarize findings from this effort; detailed
results appear in a series of companion volumes to this
Report, the Global Burden of Disease and Injury Series,
edited by C. J. L. Murray and A. D. Lopez and published
by Harvard University Press for the World Health Orga-
nization and the World Bank.

What, then, are the conclusions reached and direc-
tions suggested? The Committee concluded that four
challenges to health systems will remain important for a
decade or more to come and that specific R&D initiatives
would contribute significantly to meeting these chal-
lenges.

* Despite progress there remains a huge and unneces-
sary burden of infectious disease among the poor that
can be addressed with available cost-effective inter-
ventions. Addressing this unfinished agenda is most-

ly a matter of political will and (modest) commitment
of resources. But R&D can help through operational
and behavioural research to facilitate implementa-
tion (often by developing and evaluating linked pack-
ages of care, such as the proposed Mother-Baby pack-
age) and by selective development of new tools,
including improvements in vaccines.

A more global class of challenges results from the con-
tinually changing nature of microbial threats. New
pathogens—such as HIV—and evolution of drug-re-
sistant variants of familiar ones (e.g. ones causing tu-
berculosis and malaria) create needs for biomedical
understanding, for understanding of systemic deter-
minants of the spread of drug resistance, and for new
drugs and vaccines.

¢ Low-income and middle-income countries increasing-
ly face major (and hitherto neglected) epidemics of
noncommunicable diseases and injury. Selected psy-
chiatric conditions, heart disease, stroke and road-
traffic accidents dominate the disease profile we
project for these countries for the year 2020. R&D is
required to ascertain ways of preventing and manag-
ing these conditions under budgetary constraints far
more stringent than in the high-income countries,
which have dealt with the problems far longer.

Finally, health systems themselves vary greatly in
how efficiently and equitably they provide services.
Research can assist decision-makers to solve specific
problems, to learn from the experience of others, and
to place the performance and characteristics of their
systems into international and historical context.
Such research should pay careful attention to mea-
surement of performance and should include investi-
gation into health systems and their finance, the
determinants of the behaviour of health care provid-
ers and the behaviour of individuals and households.

In some cases additional resources (probably from
lower priority areas within national health budgets or
health aid budgets) will be required to meet these R&D
needs adequately. In many cases institutional change
will be necessary to create the information and incen-
tives required for efficient resource allocation. At the in-
ternational level resource allocation has often lacked fo-
cus (resulting in failure to bring results to the point of
application) and has neglected important conditions and
issues while providing (relatively) generously for less
important ones. Reform is needed. Successful models of
competitively driven international funding (and experi-
ence-sharing) networks should be applied to currently
neglected clusters of conditions. For development of new
drugs and other tools, the Report proposes establishing
a Health Product Development Facility to address prob-
lems that the private sector now neglects; this would be
accomplished in part by improving incentives for engag-
ing private sector talent.

In addition, and importantly, a mechanism is needed
for exchanging ideas about progress and priorities in
R&D, for tracking flows of funding and identifying im-
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portant gaps, and for creating an environment where in-
vestors and research institutions can agree on approach-
es to close those gaps. To meet this need, the Committee
proposes creation of a Forum for Investors in Interna-
tional Health R&D. The Report elaborates these propos-
als.

Global challenges demand, in some sense, a global re-
sponse. All nations share the fruits of R&D. Even though
each country may invest a relatively modest sum to-
wards collective goals, the aggregate effort potentially
benefits all substantially. Collective action is the eco-
nomically rational approach to “public goods” such as
R&D; here, responsibility for catalysing collective action
lies principally in the hands of the global community.
Far from overshadowing action at the national level, glo-
bal efforts help both to make national R&D efforts more
productive and to lead to a global result that exceeds the
sum of national ones.

Thus, among the many competing demands on the
funds allocated to international assistance for health,
those contributing to generation of the new knowledge,
products and interventions that can be shared by all
have special merit.

Yet the commitment to R&D has been declining. If
the international system collectively fails to invest in
productive R&D—or to generate incentives for individu-
al countries or the private sector to do so—then, in all
likelihood, great opportunities to improve human wel-
fare and productivity will be missed entirely. The chal-
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lenge to donors in times of budgetary stringency is to rec-
ognize that their own comparative advantage lies in
supporting the generation and dissemination of knowl-
edge—knowledge that, with its multiplier potential for
empowering individuals and health systems, can yield a
health impact that far exceeds what donors can achieve
with their limited capacity to finance or deliver services.

We complete this preface at the final meeting associ-
ated with the Ad Hoc Committee’s work. That meeting—
convened by the Swiss Agency for Development and Co-
operation, and hosted by the World Health Organization
in Geneva, 27-29 June 1996—brought together re-
searchers, government officials, NGOs and investors in
research to review the final draft of this Report. Partici-
pants in the meeting raised a range of critical points and
suggested changes in emphasis or priority; but, on the
whole, the meeting conveyed a broad sense of agreement
on the direction the Report suggests. In particular, par-
ticipants endorsed the Report’s recommendation for a
Forum on International Health R&D that brings togeth-
er investors in R&D with other stakeholders for discus-
sions on priorities—discussions to be informed by ongo-
ing analytic efforts. We have every hope that the forum
will prove to be a mechanism for mobilizing the efforts
that will lead to a growing knowledge base for improving
the health, well-being and productivity of the poor.

29 June 1996
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