Journal of International Health Vol.28 No.4 2013

#2 58 & 3DOEMEEHY

R (BEAIATHR)

BERERE LR D F T IEA N BRSO A R DAY
EThHh (- EBPIFTI S0 EHB). M
M & B HE QMM & PR AR N

55 2T EREE FREE P
(B35, A, A% (Ef- EMIRNE) (ERQBRTEENE)
St BH ;
SE-RE PETFHEBBOSE BE
EERE-2% |FoERBORRE- FHERBORSWEEMIR
: BE
wHBEEMNE | RETHRBOBRE | HERBROFRR TRERBORSHESR
BER AR B FRE [CE ] e D FE - FEER
S2 Bl (MBAFhREEST LRGN
HWRER HREE, SRES RBIBFRORE. B4 BREE SR
BB S | HEERE. MAFR HERBLEY FETRBORER-BERE
ERema7)L | BBNBEERE FRAT=ATIILBIERYE BB -BET 7L EERY
HES-B&G | HRCEEEREE HES-BREOHERT | UES CHSSE0ETRE
S3 i
R iﬁggﬁﬁaiﬁ%%ﬁ FREEREERLH— | BIERRAEORMNZE
)
{757 WEGERAOHRE | GREARBORE PEEE - BARIITRIE
BEE B4 RHIZE DS AR ORE gms«m&m. {518 - RIS
il
S4 iR
AR ERRR IR R{EFIRIERL FEIRERLER
e BT BEmAR R LN E RO | HRFERFFIEER e R EHE R
$ee R T AR TR HSHRT AR FIRMER
WBRET SRR
WasEm BRAAEOT=1T7 N | REEICEDHERATHE, R | IGE, HSEICRDIRETFHUMTHHE,
I LW N k. RIN, HSER SR O | HBRSPUHE, BT BRSO | K. B=AULT | BRGBEE
(v=a7nit) | ES-HRoSE. 5| KA (94
3, BMELY
5S # A 58 QEIOALEHE-# | 55 OYINALOERMEEE | 58 DYIN M OERBBETER
B-BROELD RICEHhIELD DEED
S5 4
SSERAS MOBILEESS | ZBBHIOOERSEME | ERRSMEEFRFICHADLIE
EFBBE YIS | i, 55 EHOEFNS | ERNBERZEH~ONE | F£LETE,SORENTBESE
DOEBRE | ~OBEROHAELE M ERE ¥
MNELD)
i F SR | SO THESH O VR, BHESER - | BHESH R IR, PHEREXIE
L3 &
& A& BT | THEORME wHESB I THESH O R . THED R
#
EREEEE | BHEOIELER., B | FHESMETHEREIR WHES In&FHER X IR
SPRTLBHE | BB
AT | BBEOFRRRGE BBoERKREY WBORSPRIBLE
B4 :
55 ARUN-HF | 58 DAV -BIRGE | 55 BIGICHHIMBEADR | BT EER~D 55 OHEAICHEITD
e [0k ] B, BOIHRLRE BB AOBRN. BRRELE
TR SR L, ZRC TR R3] T & AR AT ISR B T 1 O BT IS
MEATEA LIS 5, Tz, BT BRI 24790
DS S B & SIS TRT B0 Tl - WHAY 2. R - AU (R
FREL IS EE R o0 WG LA & b IE 22 FEMEAF B D T WS SR T ORI & i T BT 5
72DIHEE A . 7D HYETH L5, B O L TR b &
C) 3)S3 (H’J'll:‘ Sk E L, fUE FOPRIZ BT R

T 2 2 LR TH Do RFAS

W B0 AR IR L BRT i 2 NS %o

=3, IR (BT & BT
MR 1 U T ARSFAT R B35 O R E D

EELIE e

— 289 —

0



ER g £ 28% 4549 2013

TCERH D 2 48 o THHE BB c17 9
25 KRBTSR N ke TR L 2
BT AT RIE AT T b DR R B,
@ 4 ¢ R

LR £ B RIS OREAL (B & 1R
P
o NG & BRI [ L5 5

T2 DTN & . HLANL TR OB DM
RLENZ, WOl R EIZRIRTVWESIC
R 2,
-2, NI &

PRAGAF R

A TAF NI TR 2 fE L il
FE VR BRI & & AT 7 PR AR S BT 9 BT
OYEFENE 2T Do F o BT RRE IR
wMWWLmlm%nﬁﬁL%tT L o e
Uy A0 U 7 5 00 s B T & 5 2 e e T NS
PN F N ENOREEE S SR BT, B st
TR YIRS T 5 o
-3, EHEEASILY 25 A s a T VoA Gilt

}ﬂi\z‘ziﬁtp)

g - MEATISE 2 o SRR o i 7
5EERE F T oHEo M % M%ﬂbfvwliw
WF LD, KHHTEMTE S L H M5
TR aT wmkmmwm«@%®MMﬁ&
PRI T S
-4, 3DOOFMHYE T L D 5S

W&LT&MT%S&&Mx@EmWPW /)

VOIEJIAR R, MENAYELE X ORI 300
»1%%b&®‘wﬂw FLo R EheEh

D% - PHEE WSS o
(S5« 4
-1, PRI 5

BP S AR OB (B &

5S T H L D PR Y
PEoigm (3o DFHIHE X b i)
P & N9 B I 5S BEGMNIZEY, 3
D DFHNO # T O PERERE S~ 55 D) %
Welk3 Do F 720 AEM OGN 2 . PERES
ST A Ry b L& Ly PENE G

BeRo sS il E L il b 3¢5,

-2. LLHJ4¥ﬁh oS (Rl RIAT L
FHEOERBEERIE. BRSO % %

*mL#O%*mWhm/@ﬁwm%&\%Wﬁ

BOEIH D720 QP MTIAIAS 2 B i i3

%o

-3, BEHHERSUHE (R & f‘%ﬁ"%iﬂi‘)
PERFT D 7230 O g ST & BRAF B o

W% %, PRSPAF IO H 2 d R JE i3 % .
-4, TEHEERRAT NS 25 AT GUEJRAT RN
DEMERE AT S A T D il - B 72 DS
. i - R & AR S B
PEEAS ST ' =% ) v 7 EEEE (3
A
%%ﬁ@wmmﬁwmu%%w'ﬁ

-5.
LT
Lulﬂlw 2.30 it\ I/J)’tlrl{? (DUJ‘H ‘lk'(/b(‘.’.’f“‘] 7N

EEem sy — LAake UTORERHE RO
2T B L WK IR W0, ENEE

',HFE 7‘?3’(':””},&\- kll—ﬁ‘/bo
-6, ANy b EMYE CRAAFHD

5S 72 FL43 oo i ndg 7 3 M o0 vl bz 13 S B ik

ME ARV M E3DOOFMERDA XY+ A
Dy I LTWh R H D T, B
B~ 0> 58 3 JH o0 IRDE KL O KRG R0 g o 72 &
2179

2. 30@”@&58@@&%%@&%

T FYT DB DN TIE AT~ D 5S
PRSP JX-UJ’{MJ ELTEL .'rl-ﬁlli BTV,
Bk NBET-40 5 0 DS T SR AT 0E T % < o feis L7
Wt % B R ST w‘_o
9B 0> 5S Z3 LIRS - F0REAE R CUET
& PR AL l:l" Bk AR E & bl ﬁi’élxlll'lt(ﬂ
THASHBIM) 22 ZAAT (S5), 58S #42li L 72,
ESCANEE & R M’Tf'f\f WBATHE B 5 BB SR 1D
TR BRI DN Z & ST & WAS
PRI L (S1) 3 BEGEATMEC R I L ik L 72
6Do$mﬂ%MHH@FﬁﬁfhfwaWﬁ%
D5 b P HE L AR 2 AL Wi L (S3), T
MR HIT (S2), WGMTE AL XD L, T,
D VRS OAF R & i - AT A Gy

AFRBIM) 1A N MBENLRAT E L (S,
JJ TEMT EITAFRERI) 28BS LT B 4%
WEDSWIBE AN B B & LA (SD), Tﬂh;hba
BT DT EWTE (S2)0 Ml AT R
FOFMNTE T2 A— 2% Bkt & mttfm
PR (S2). Yigs - ANEAF s GUOPATILRR) 23
BIRIZEA L2 & T (S4), ol TiELss
<2y, REHOMNEZEDOMEILEFS T3

e 2T,

B

— 290 —

¢



ZEWTER, Tl T OB ARHBD 5S
FRE~OBIMHPRMEN & 2 ) (S5). 3 BIZidhb
PAEC OB 5S O YL WA 5 72,

D& HIT5S & EHERE RIS T A T 3D
OFMEMAELETINT S LIZL D, 581G
B A L CHE R B ) BERIGTH b b D
29 LB EMb NN, EDIPEORBITDON
T2 % MGk BB Tdh %o

3. EEHEIBRO 5S EREOBIREYS

PUFIS, 4R35 &A% 2 % T 1L h 58 ) o it
Gl R R~ DA, [BS—KAIZEN-TQM] &7 7
O—FC¥%x 5% b, [KAIZEN] & LTk Bk
OFIZ%2b DS HEENDI LITh D,
OBERRI A 30T B PEMERERRE AV — b Of—1L
9 28 3851 1] 0 1 8 ik 00 0 it e~ o0 30 A1
A, BERESROBITTH S T - 2T R
Bl iU - RIS NN E $0>ﬁ&)&ﬁ~\
AR F AR D - — T & BT AT %
EDOWIATL Tl muh%o%@%%ﬂ&@g

DOAFM A WM BTG TH S 720, ETOREN

Bgas THiggs - MTAF GBS ] & il L"C WA

B ALY B ‘

@VEPERR 33‘.1 VD B EHEE SRR & DSIEHRIC Bk
THIZE,

583 b W O R BV T, Ko i
PEERE AR LTV B EET 2 K Wi s
Do AL OFE A WL 7700, BENE
2B & UWOR T 0 BB JT-08 & "5 W 12 2l
TED LD BRILEPULETH D,

@ 300D~ S, Loy A F A

JAwbhasZ &,
5S I TN KRIES B (21 JLFAAT AL & ARar 4y
T 7 U C AR T d b EREE S-S 17 )
L. BRS040 4 SIS 3 B 7 AR IRAY
ORI HF U Tl 35 & L3
L,

4, FEEWHIEAD 5SS HAMOEES
DB MEBE 45 B oD IR

ENE R B o> 5S I, RIS B E & T
SERE AT LT ORI AT - T -
WETE, WIEHPEHRPMETE L EDFEAR
MR R B NE,. S HIRB LB BY,

Journal of International Health Vol.28 No.4 2013

b L IO L) RIEEAGE IS LT E, £
mm”WW®MW@ﬁ%%%X?%kWWK\%
Wil & 3647 UCTAT ) RS 5 DLz bh
5o
@FEARNY 2% 00 o N
P TAZIR L 72 58 1) 2 5~ T HEFR o B g i -
[ O VERENGRE T [S1) 20 & [S5] ~FHF I H2 i %
ERBESTRAVWEEZLNDLID, 0D
T 58 O F M iy o CILANY 2 3G T % JE IR L
AP BRI D T & E A Bl
2T IR —FThHEELLND,

LD

PR A B3 D 0 F 5 O BRI 1Y 72 6 )
() B YA ’Cv\é fJb 58 O b 25T &
DI IINFEDILETC D D o AREFCUEL ENEERRAT
w&rum%erNWNWJrum fEE] 0 3D

O E LTI A, 5SICBIT L FREFNONE

ww WMLu3o@ wwiM#$zm

f\#&lﬁaib sswiJHwﬂnuﬂ* ST EORE
JEX DY A B8 S HHGIESLYETH S
M ARFEDIE R AT I B B IR 72 5S @
WA - WA S, PERE— Y 2054 & Ol
L&y ORI L, RRER O -
WIS 2 & & T .

X

1) #MSERIE. 58 Lk, A QS WEYE 2.
iRk BUMOATELE BEE 5S. WO 1
Rk N HABIS R4, 2007; 8.

2) Hasegawa T, Karandakoda W. Work Environ-
ment Improvemenf (WED though 5S activities at
each work place. JICA. Change Management For
Hospital First Edition. Web site. Available at http:
//www.jica.go.jp/activities/issues/health/5S-
KATZEN-TQM/pdf/text_e0l.pdf/. Accessed Jan-
uary 26, 2012

3) ETURIME, ARJEWN, HUACHIZE. BuSE & kIR
B BER A OWTO—H R
PRAd BE SE 2006; 21, 197-199.

4) MBI R R Y b, B A
c KA. 5S DYl T 7 AT L R B O <
D. PR 2R T — < BIBGR LTI E Web

— 291 —

g



ERREEN $284% H$45 2013

site. Available at http://www.byouin.metro.tokyo.

ip/ijigyou/qe/documents/21_05_ohtsuka.pdf/.

Accessed January 26, 2012
5) #LEIEAN  HARMIRMAER S, ERki~

FUA Y N DOINIREE (Step0) VI B i d phatt

[Forum]

AAFRL L AR A T4 5

ﬂ\ Web site. Available at htttp://www.jamt.or.

ip/information/privacy/p_guideline4.pdf/.
Accessed January 26, 2012

An application of 5S to medical equipment management

at health facilities in developing countries

Kazuhiro Ajiki®, Takeshi Matsuo®', Kazuhiro Kakimoto®

1) “TA Networking Corporation

2) Esirella Inc.

3) Osaka Prefecture University

Keywords: 55, medical equipment management, technical assistance

— 292 —

33



Journal of International Health Vol.28 No.4 2013

(%]
7 7V BN B B KRR IBRIC W T O
Demographic and Health Survey (DHS) ®LLig
M=y, g w0, AR
1) KBRS, 2) [ BN o 5 —
Z R
=E]:p]

ek Re e b (FGM : female genital mutilation) X7 7 U & 2 0SB TH S & LTIR{ATh
NTHB Y B S O WIREINN 2 £ & B AL RIEC O BB ) 71 577 7 4 TNV 2O 4%
Rz B Z &b, MDGs (28 2 [UEE G O e DU ) OSRERIND—DTH B F 7z, Hitiies» o
BEPEANDNRAF VYV AE LTI DLW TED, T T, AIFETIX, ARSINTVSHEHEHE
W7 7Y F il O FGM JEflisE o R et o Wi % 54 LR 52 2 L 2 HwE Uiz,

Bk

WHO O #4553l [Eliminating female genital mutilation] FGM OFEJiAME E N TWE 84 [HD 9 B, 2002
4 DA Nt @ Demographic and Health Survey (DHS) P33 TARENTWAL T 7 U A OBET, WL DFE
@ DHS L %42 104E1§ > DHS & OISR B E (¥ V¥ =7, FA4 V=Y 7, =FFET, Y pUT
oy, LIVTIrD6xE) ODHS BxH L L, F—F 2 LiE L7
5%

FA4 VYT R 52 ETIE FOM FEHACTHIANCH Y . Bl L D b SO T O FOM S sk
DD o Tze SO DETIE, FHEMITEWMPIKREWEEIDNA SN, T4 P2 Y 7O FGM FLfliz1Z
BUREE & 0 M TS <L B LRV AR I O FGM JE i AME v e &L AL & FGM FEHiEE T &iz
FLOPLR RSN d oz Fioy F UETH AR R X 2 IR OEMIKE L, IR TORE
MR IER & LT OREE S IRIB S Rz,

ﬁnnm
% ¢ OEIZBWT, EEOME TOHEERZTO FOM FERESPMET LTB Y, FEHSIT RS SITs
BENC 2 5 & FPRaN, £BBHE 2 A2EEZ~OBELFTRII 225 4 —~DT 70 —F) FGM

DEL BRI TH B &P :117‘:0 L Ld s, FEHEEOMIENIEEC Lo TSI TH b,
FORFNTHRNY - LY RN ER & ﬁf«%c%ékaéhKO

% —17— N : Female Genital Mutilation (ZCHEH:SHIIER) . B0, 7 7 U 4, A3Rdig

I B 400075 A\ DB AL R AEHS FGM % BT T B & it

AR (FGM : female genital mutilation) WaTWaY, Bz 779 H Tk, #9200 5 A
X7 7V AR PLIBEETOHEMIIRO—D D 10IRPEDLIIFGM 22T T b g X
LCIELfFbRTHB Y, ERICBWTIEH L NTWBERY, £ XV FCM 2 2T 5 2 &

TS ¢ T 599-8531 WM ILT v X BRI 13 1
KBRS PETHENF v 28R
TEL : 072-252-1161 (4438

(ZA44HE : 2013.06. 17, FHE © 2013. 09. 09)

— 327 —

9%



EBRRALE $28% H45 2013

PO, PEHIEE R B LA FGM & 52T T\
L ENEMENS, FGM % HEfili§ 2 HUhncix, ks
RAGIN R S h3dh DAY, LI RG22 b
ToB3 &7 L I S OGN Z &1
X B AL IAE % A MR T 0 S ek oo .
TR 330) 2 {12 o 7 Lo, &3k ) A
yhEYTOUY T A TANVAEOMMEIIRL Z
EWE WY, Foib, FGMIZI L =7 AN
B (MDGs) 12dh B [UTRE I DREME UL | oo

FHRO—D2THH D, —)i. FGM LUk
O AMigE R E LTIA BITEB Y, 200342127

7 AT &Y FINES A TARUA RO HF
W A7 7 DR T A T Ml ] (=
FhTa ha—L) Tld, FGM 2L LTk b,
I g L OEDPLIEL Twh,

SHLEH FGMIE T 7Y B HIZBWTE L
DB RBEDZVT T WD D 242, K oulis
NMER 2 R0 & & AT K Z s, Lo 7 7
Y A 0 FGMAZ IS 2 I DWW Thbh X
T F DRI RO B v, FS T KK
T, AEINTVWLHER 2 T T 7Y 7%
PRI 0> FGM Y236 7 &0 LTy Sl 10 4
OB LELET LI ERHINE L %
By FGM D H BT D W CIEAF R ki & o ot

HT1L [female genital cutting (FGC) ] % [female
circumcision | 72 & OIPERRMEH AT B AN ARG T
XIS % FGMITHM—T A2 L & L7,

. Kk
WHO 2 X ) FGM 03l I Twb
28 FY 03 B, 2002 4 BLFE S Ik #i © Demo-
graphic and Health Survey (DHS) 2330 CAYE S
NTWDB 770 WOHET, HilEOFED DHS &%
12 10 4ET o DHS & o I Asul ik 2 [€l o) DHS %
TMEASURE DHS] @ website (2 CHi# L7z, =it
a@ﬁﬁ Wi7=9 4o DHS #EhENy o ¥
SHTOMGE L. % DHS ISR ES T
:QPGMLMﬁ%m+m:owaH9 CEZHH
B FGM ZWF 2 Miic>w ok %
E L7co 0, Zo—8% LY BT ik
HH®F 9%”ﬁ1 Lo DHS Il L, %
JHENZoWT g 22T el W ENC & Bk
WO JLI % fl s ST xm#ﬂ e S B A

m. #HR

@%ﬁmumgu%%FMMuMT&MW(%D
Mok, ¥y ooy, AP T, S
7. Y MY T LT D6 [ D

y? Eid

T=7

F1 EENAE4A2DODHS ILERE N TS FGM ICEY 28 (OUEZOHEIRERE ATV 3)

Fu¥=7 | FAV=IT | =FA4eT =Y rY7 =7 =Y b

DHS REFT4E 1996" | 20100 | 1999% | 20087 | 20007 | 2008% | 1995" | 2002'9 | 1998 | 20089 | 19953 | 2008
Flanlo> FoM 2% T © © © © 3158}1 . mg“ . x&. ﬁ,& . © © © ©
VB ADEIE « K g | | g |
HREH - AR [ O o 0O o O O O @ o) O O O
A KAl o) @) ) o
I R TSR ) o) o o 0 0 0 )
HHEH O @] O 0 @] @] O Ossi Oz O @]
B L ovic LD R w2 |sh. [sne |swine [soch | am | am | sashe | swne | swhe | sk
- ik A | Bm | Em | wm BR | Em BR B
R - x| am | 2

il ) O
BRI 0 O
FGY ®) O 0 O O O
LARAR 0 O

1 VT 1995 ED L ever-mirried O RAK 5
W2 =7 11998 T@’}Ubi elderest danghter @ &

%3 Y rYT
¥4 FoFZT

SRR & P AT S
2002 SE DS RDSH BN EFELZBAZANCS
1996 4E D413k 1d eldest daughter, 2010 48004511 daughter 25%F 4t

TS RT W5,

§&



DHS*™™ FARGWOWGRE LY. ThEH O 4D
FGM 23 5 57— ¥ 120w T ilkda 10 £ oo %4k
2B EMETH - 720

FNEFRDOEO FGM W A E LT,
DHS 7 ﬁér  AERRI O FGM % 5207 Tw b Ao
S N 01 i O s 01| L S VR 1
i, FGM % 22V 7240, FEllitr, WE L~
(2 & BN R R TN & B FEh - R
S Wi o il & 2 WL SBIR) D LS, FGM @
FIRZ DWW T O & USRS - 7295,
BN X o TIEHBFLIETORANNRINTES
L AR L o THRIREN TV LIHADMER - C
WA G B oTze Fo, A LFRLILKEIRT
BRO R PR X o T o Tz,
@ FGM FEhlis & 24t (%1)

IV R Y YT TRHLET
DLEAED PCM & 52T TV D05, 7 V=7 Tk
FGM 92 Jli¥%¢A5 10~20% TH L % &, [Hick o T
FEMRICKEREDVD o Tz /2. FGM DHE
BOELIZOWTIE, FA4 7207 &R 57
2BV TR 10 4E I O I 5~10% FREMA LT
WS, A VY 7 TSI &
BRLTWz, L ULz2d35, 1999 450 DHSY (2
i A EXJ%{ [ever married women] & L7272,
BRI AERNC A U SE oo 72 & ) Dk
ﬁ\l‘fﬁ’?‘ % 72, 2008 4E > DHSY 1Z1%, FGM Jz fiis
DOE VI TD FGM DIEFKOMEAHFH L I T
wie,

=3 90%3E <

Journal of International Health Vol.28 No.4 2013

AIEMN & 5 FGM J\Im‘ﬂtf'@ 4L (Mz)

n‘f:zr'l"io;f;!fwvbi..uzm710 %l;mw 2 (ArS ﬂ-
4V x) T &KL 57 [H{TiE 1048, zoﬂmmL
FCTOWDDWEETH Y, 3048, 10 LDIKA A
WD o Tz —F, A4 T2 T T
HEAC O IZHEHARIIN Ly 40 D HUZSEHR DA LT
wf:c

B X % FOM il & Z 04k (14 3)

a- £ T2 )T &L 5 TR FGM
Pzl B AT TN B o 7225,
4 T2 ) 7 TR O OE ) AL o
Twize e, TOMMNZOWTHFL V27D
2008 4£® DHS™ (21%, FGM D v D
POREDZ S BRRITFE L T3 720 & 7l
LTWize /o ENZEFNONRGO FGM 92 i
. A4 V2 7 ek A TMAEINC R 5 T
Wiz,

G & 5 FGM O ILlii o7 M & & D %A4L

(4 4)

67 EDHIB, YT EFA T Y T TR
I DI AHRE S hTwiz, A0S
P SHHMHZ B LI, F CEOH T i
Lo THEBRICRERERD Y . HMOLEILL K
Mo TV,

ORI X 590z, i odl (5).

4 =7 @ DHS DAz, R & O FGM 9z

DF =7 o T2 3, LR E DAL RBIT

%) 1995
100 1995 503 008
NN
80
60 —
10 1998
1996 2008 | §
. W : \
20 A »
N | -
7 7k

HuFEaT FA P YT EmFAET

H
4

=Y b YT =

1 B3RO FGM EEEOILE

— 329 —



ERRUEEN 1 28% #$4%5 2013

(%)
100

8 1996{52 f Z7)
1999(H 122 ) 73
20000 FHEP)
1995(TY RUT)
199807 =7)

£ 2030CH 4 27)
¢ 2008(F1UzP)
N 2005(LFAFLET)
i 2002(XYRUT)

: 200B(7 =7)
k %
¥ 4
> &
'9 ‘\“ '\‘,’ 4? ‘f' “> '9 s 4?. 5’,;?“9,_; 'e"‘?,"?’:’??"g ‘}9
AF=7 FAD)T IFAET TYRYT P 4
1986/2010 1999/2008 2000/2005 1995/2002 1998/2008

2 ERBD FGM 5 TV 25 ADEE

{ % )
100
% 8 1986(2 ¥ Z7)
80 1999(F 12U 7)
2000(LFHE7)
io 1995(TYIIT)
1998( =7)
60 1955(T I
S0 # 200003/ 27)
2008(F 121 7)
40 2005(LFHET)
2002(TYFY7)
30 2008(% 2 7)
2008CLI )
20
Nl B
¢ m%im%i; YMMQ%B ‘ yiwsﬂwﬁﬁ‘éﬂz fAdiig mw Wﬁ“ﬁ N*W aﬂrﬁsﬁ mm o amsavmm‘
=7 FALYT IFFE7 IYRYF r=7 Tk
1996/2010 1999/2008 2000/2005 1995/2002 1998/2008 1995/2008
E3 #ATEE S0 FGM EREO LR
S TKELZENDH 5T, WHINTCdh o 72
OBT LIV X B FGM il & Fo4ql (Y ® FGM ftifhy #r OWAE (34 7)
6) G [ 42 TIZ BT M #3130 4 PR RE Y
W LIV X D FGM i ld, 4V oY) TV A vl fL T R fz e 0 i 4 o0 W) 513 70% L
FEIIFET, =7, VT DA [EHO M F Mz, WENOBETE RS0
TREBENTW, FA Y2 T2 37 b: BT oM o770 Fo, TORT
BWTIHEE VANV 2MIE E FGM DLl Tt BT 2703 1 Bl %2 S A 2 5V e o T T PR BT
B, B2 TnhnielEolz) %idaljﬁﬁ%ﬁ.o) P CHDMAEEIE W% & o 725 PEliliZR E i
KT OESVHELRWERIZH - 7205 F4 TV WEPMTHE DT 3 AEEPEML T AES B
U 7B W TR MR Z O O FCM FE i3 H3MK nize
— 330 —

Qn



Journal of International Health Vol.28 No.4 2013

2 1996 (¥ Y =7)
1999 (FA4 2= Y F)

22010 (X F=7")
2008 (AT YT)

(%)
90.0
80.0 i
70.0
e i
60.0
50.0
40.0 :
10.0 A ! g . é i
5 x 9282 ¥R EE [ &wwgqmgg E ?‘;}““
FEEREIEEIEERESEEEREREL IPif
= = . [T = 5 2
gégesomﬁ SEREESEZEIETE Tfiid
g - 8 & = 235823
= &
]
g =T FAL=YT

B4 2>¥=7E42D Y TEHADHIKICL 3 FGM ZERO%ER

v, E=

M OWRE %2 o7 64 [HO FGM FE i I21X
Eizk A RE&REWBELOENTZD, 4P T
2B < 52 BT 33> T2 OYLJil 13000 4 IR A1)
CHhHIENHLE R 572, FGMIIH L TIX
% L D4 THeA BRIV AP R INTBY, #
ALY T MIBWTIE, 274 72X 5 FGM
OWMPHE R ER 2 I EHIHTO FGM OIF L
WD IS & T Fo PSS FOM Ol 2 4 &
RVBFIA D 5 HED . TFFETH60H
2T, KRNV T - T AV A, W
B IPATFGM 21832 & LI035 L o#s®
HEWVHB, LPLEHIL, FGM D EiH DIk
TIZDBRBLMRN A ACDOVTER, FOXY
FUAE L AMSERIRIEE AR M S v,
FO—FT, DHSICX B4 VY7 OFGM D
FEMHE 251% (1999 4F) 225 296% (2008 4F) &
HEIMAEI A3 S & M Tzo IS 39 EELF O AR o 32
FEse s L <8 H, hed B L ZEBHTIX
15-19 % (+ 129 K4 >~ }) T, ICH S A L7

MR 1L 15-19 3% (= 102K 4 » b) &, Lo
E LRI L YRR R TR AR LTz, S,
AR B ORI 5 e AR 1 B FGM
W29 B EHDOBALAE DORIMO K & ShTw
BANSD S E TR STV n D
F4 T2 YT D DHS IZBIT D FGM FEhlide D2l
B L C MU I SN Th b,

FEHFIZ OV T 67 E LTI BV TR O
RiAsEiva i & FOM DD o TWw b S
ENHIMH L 720 FGM UL, RIS R FERi 3N
B LRy AR S AN F AL
Chb0o0MRELTEBINDLZEND S,
LALARH 5, FGM %49 i3 B YLk IMK <
o TETENY | 20k 2EHN - XL
HUE %A FGM FE i ORI D %08 T
WAHBDTIE WL EZObND, T2, T4V
U7 &R 5 BEITIRAFIZ 10 18, 20 fL AL
TOFERHEDOWAHHH T, b AR
%o 2T, ZOFEBITFGM 2T 5 G
PP B MBI NS, 51T, FGM 2

— 331 —

QR



EBRRIEER £ 285 $4%5 2013

21998

§ 2008
% )
100
80 -

N
60 |8
40 i §
&

éﬁ
5 H=7IcHiTDRIEHO FGM RIEROER

m2000 (=FAET)
1999 (4 Y5 U7)

£2005 (=FAET)
(%) 2008 (A ¥ UT)
90 -
80
70 4
60 -
50
40 -
30
20 A
10 A

TFAET FAP= YT

6 HELANNICES FGMEREOER
(=7, IV T PRIFFIET7 EEBROEROEHEIR U /)

i LT Wi 2 i SO oA, HALE i FA T2 T R 5 TR O FGM
LY DEETHDET D BEFE LW Lol LR RN & DA, BRI X S FGM @
EHDH D, FPRINSDRENIBIT B K IADLEE FEMRAN 2B L BB L0 — BT, T

FOEMHOWA RN TE L L#E 2 5z, DAE RN 2010, Baalh 2Ry
BAENIZ X 5 FGM OFERHOENM IOV T FF g L, Ba RN o bzt E T
— 332 —

39



Journal of International Health Vol.28 No.4 2013

@199 (=27 F)
1996 {¥ > ¥=7)
K 2008 (P71
2010 (¥ v F=7)

(%)

90

80

70

60

50

10

30

20 -

10 - :

0 7lil-‘\l
FFH &S

@ﬁ @@ & ﬂd d@

%@ W ©

RRTa
7 FGM MEitrE Ot

e -

=7, TUNYP, TFAET, FA4Y 2 UTIIHIRL &)

BY. FEL BEEMOT LIRS Y
23V 7 N EORWHAHEICR Y 9 BB
W TR 2 eSS iz vk b b
NTwasZ b, ZLDENZBWTHITTHTO
FOM i MEV EH 2 b D, LI Lads,
FA YT TR 1999 4E & 2008 4EDEH 5D
DHS {25V T b JEH T FGM 92l DB i {58
IDEL o TV MICIRFERTRETHE, £
7o AT ) 7B BT LD FGM o5
FiEelE 2.7% 5> 534% S WIEHICR - TEY,
2008 4E DHS® 1285\ C & JE(EHL & FGM 4 Hi o 1
DM RIEDZ M L T B TR 2SR S h
TwWb &2y IO ERDSFFOM & OF &3
AL IS S 5E e LTV B W] R A8 dil S T ws
Bo BIZWE, ¥ =T ODHSIZL B LRBEZLD
FGM JL[i# R FGM i D ik 0 fEArvs b Rk
Lo TKRELEAZSTED. FGM O ALY
BELTOMREPRIFEL o TKRESHARBZE
PR ENT, FA VY TODHSIZIEZ D X
3 7 BRI O TR O W T OFIRIE M 5 7z
DB FA Y 2 T T E RS sk v
T I3 2=F 4 — L RVOILH FGM D3
Mok < B L <R D, I OEA L E FGM
DOEHEILTLOIMELRD S L IIFZL RV ER

i LTV be Gk, F—0RIBEICBVToOM
IR E AR O EIT) 2 L b REERbN S,
AT OE RIS FHNIC BFH AT L FOWH 5t
ZHeTH Y FOM 2P & 572015 —F
b ALY D35 RO AN, L 2 450 R4y
AR LT e -0 TH B LR
b2,
WYHEARANDETT L AV L o T FGM 92 HEA3
RAeDZELPLPIIR oz BHLVAMIZDN
Tid DHS R\ 2D LT FGM & & Wil 73
F s TRY>IOD G2 ETF 4 T T3
HATFGM 2 TE AL TwE® &
BROENTBEY ., LWHEOHKIEDR Iz X )i
BWARETRE TE 5 LD LB L 2
L. F7-. FGM FEH0 FEBFEE U TEK
EHEMBENZ T TV B WA 2. FOM %
MFEABAE] LR 2SN LMAE MER TS
WS &L R % BA B ERICO W
THLHLBHHEPLELEZ LNz, A=F VT
TNz MWATIE, 784% D JFE24: %3 FGM DIk
PR 2 1T & WS R ENTB Y, B
P& AT 7 T —F LT S ERFRTDH
LL#EZ LN,
ZD—HT, FGM % 3P WNT A A DX

— 333 —

70



EIBR RN M 28% 4% 2013

BB ERINDEZEBHLI LR D,
ORI LU THER B4 753114 Yz lbn
b LY MY T TIE, BRITFGM &2 3¢50
BT, L D ZBDIEH 7»&3@‘@”5

mmu@ &®W¢ﬁ%bm\ﬁm%ﬁﬁﬁm
FGMAZOoWT O 2 4D 5 2 E P TH 5.

zmm@}%%kowfm FEA I 7 il -4 0>
FIEDWAD LT b —J7 T KM% i b2
m#mmﬁgmmm&m%#mm¢&m&ﬁmm
Bl b ol VT METFGM S5
FHRERERE A & S AN 0 5 720102 FGM % 2 Jili
LARVOTIE R < HEECBWT FGM &%) %
A ZTnD ERENTEY.,. FGM OTF#
PPACAL U7 TRk S LT B2, FGM o Pi
B R -C L MBIz R o TB Y. U35
Phflad LT DRWEMA AL RGO EA,
QIR H AR OB e VR O AL, ) FGM ik
B OZLFEW G & BRI, DE=F ) ¥
7, Bl 7 A Y Z YT 4 ORIEA T S
TW AW, B4 PGM 92 i % o & % & 7,
FGM % J2Jli§ 2 VeI LT h . FGM IZDw
TOESER N EHT DR 280 2 0805 5
bbb,

Ll O SR O BR YL

w'-ll\

NI TR S RN A ¥ )
DHS #Jk& LTHB Y., FGM O 5E56<° A 3
OB B RN & o TH TR o TwbH I E
oy WAL SR WS 2N Th D,
72y AR IR BT LV e DY FGM FE i
EMASEH B X DTN b oI
FIENALHE LT 2B b 85 700 UL &Y
R EINTZEEML Ve LALANSE, 4
DHHHZ & D FGM O YiHIE% < DICB VT
WAz & b YIS AR B W kAT
WEWTHDLZ LB, FHL ML TnriE
Pazdh B Z LW B PIEH o 720 FDO—TiT,
FGM # i oo Whlinid B Jda, JeHIT X o TR

AL MG oTEBY, ML L ToORES L LN
'NM%M%@M@AQ*WWt%fiméw%
P HZ BNz, SHEDEIER O HETIFT
W 72Tk A OF —F ORIz LY,
FGM J% Jiti 42 W5 5 SS9 2 93 i < finh L <
I3 227 4 =K MADALIE R &
BEE LN ORL RV TONH &I ERITYE
LB bz,

V. &R :

FGM i Z M O Me e AMEN 22 i 59k L
TV YD D B3, £ O THE i DG 18]
MBI EXFHN Lz, T EXOEIIBN
THATWER TOIRJEHRIMLL, SR I B
FREEAVMRT T2 & & WETE . FGM Dl
1R ERALIC & 2R ER BT O AR 53,
I3 275 4 — LRV TOFEM AL D
WOE U3 syt b 72 C"U)')H%{%)/L

P Bz B3N & RO MBI IRAER, 35612
éil?/Z‘?S’;‘“ Et % G B B EIRME A AT

LT EHW B AT

2o 720
O

AR BRI e TR L =7
& 56 FL OB W4 ] oo —ie LTyt
i v, AHT - TR A 27 Tl 1A FR R PR AR 1 e
SGEMIEAY (201248 11 L WD (2 THK SR
pA

3 Bk
1) WHO Media centre. Female genital mutilation
[Web page]. World Health Organization Web site.
Available at http: //www. who. int/mediacentre/
factssheets/{s241/en/. Accessed September 19,
2012,

2). World Health Organization. Eliminating female -
genital mutilation-An interagency statement. 20
Avenue Appia, 1211Geneva2?, Switzerland; 2008.

3) Bureau of Statistics [Tanzanial and Macro

and
Health Survey 1996, 11785 Beltsville Drive, Suite
300 Calverton, MD 20705 USA: MEASURLE DHS
1CF International: 1997,

4) National Bureau of Statistics (NBS) [Tanzania]
and ICF Macro. Tanzania Demographic and
Health Survey 2010, 11785 Beltsville Drive, Suite
300 Calverton, MD 20705 USA: MEASURE DHS
ICF International: 2011.

5) National Population Commission [Nigerial.

International Inc. Tanzania Demographic

Nigeria Demographic and Health Survey 1999.
Calverton,Maryland: 11785 Beltsville Drive, Suite
300 Calverton, MD 20705 USA: MEASURE DHS
ICF International: 2000.

— 33—

9/



6)

8)

9)

10)

11)

12)

13)

14)

15)

National Population Commission (NPC) [Nigeria]
and ICF Macro. Nigeria Demographic and Health
Survey2008. 11785 Beltsville Drive, Suite 300
Calverton, MD 20705 USA: MEASURE DHS ICF
International: 2009.

Central Statistical Authority [Ethiopia] and ORC
Macro. Ethiopia Demographic and Health Survey
2000. 11785 Beltsville Drive, Suite 300 Calverton,
MD 20705 USA: MEASURE DHS ICF
International: 2001.

Central Statistical Agency [Ethiopia] and ORC
Macro. Ethiopia Demographic and Health Survey
2005. 11785 Beltsville Drive, Suite 300 Calverton,
MD 20705 USA: MEASURE DHS ICF Inter-
national: 2006.

National Statistics Office [Eritrea] and Macro
International Inc. Eritrea Demographic .and
Health Survey, 1995, 11785 Beltsville Drive, Suite
300 Calverton, MD 20705 USA: MEASURE DHS
ICF International: 1996.

National Statistics and Evaluation Office (NSEQO)
[Eritrea] and ORC Macro. Eritrea Demographic
and Health Survey 2002, 11785 Beltsville Drive,
Suite 300 Calverton, MD 20705 USA: MEASURE
DHS ICF International: 2003.

National Council for Population and Development
(NCPD), Central Bureau of Statistics [Kenyal, and
Macro International Inc. Kenya Demographic and
Health Survey 1998. 11785 Beltsville Drive, Suite

300 Calverton, MD 20705 USA: MEASURE DHS

ICF International: 1999.

Kenya National Bureau of Statistics (KNBS) and
ICF Macro. Kenya Demographic and Health
Survey 2008-09. 11785 Beltsville Drive, Suite 300
Calverton, MD 20705 USA: MEASURE DHS ICF
International: 2010.

National Population Council and ICF Macro.
Egypt Demographic and Health Survey 1995.
11785 Beltsville Drive, Suite 300 Calverton, MD
20705 USA: MEASURE DHS ICF International:
1996.

Egypt Demographic and Health Survey 2008.
MEASURE DHS ICF International: 2009.

Dalal K, Lawoko S, Jansson B. Women's attitudes

16)

17)

18)

19)

20)

21)

22)

23)

24)

25)

26)

— 335 —

G

Journal of International Health Vol.28 No.4 2013

towards discontinuation of female genital mutila-
tion in Egypt. J. Inj. Violence Res. 2010; 2 (1): 41-47.
Rahlenbeck SI, Mekonnen W. Growing rejection of
female genital cutting among women of reproduc-
tive age in Amhara, Ethiopia. Culture, Health &
Sexuality: Cult Health Sex. 2009; 11-(4): 443-452.
Deutsche Gesellschaft fiir Internationale Zusam-
menarbeit (G1Z). Female Genital Mutilation in
Nigeria. Sectorial and superregional project
‘Ending Female Genital Mulilation’. 2011 Avail-
able at http//www.google.cojp/url?sa = (&rct =
i&q = %22[emale%20genital%20mutilation%22%.
Accessed. December 20, 2012

Statistics Sierra Leone, Ministry of Health and
Sanitation Freetown, Sierra Leone and ICF
Macro, et al. Sierra Leone DHS, 2008-Final
Report. 2009: 255-266

Almroth L, Almroth-Berggren V, Hassanein OM,
et al. Male complications of female genital
mutilation. Soc Sci Med. 2001; 53: 1455-1460.
2=k, Rk E AT ED B,
T E3Al 2012; 57-58, 68.

Kandala NB, Nwakeze N, Kandala SN. Spatial
Distribution of Female Genital
Nigeria. Am J Trop Med Hyg 2009; 81 (5):
784-792.

Robert HF, Barbara EJ. An exploration of

5t

Mutilation in

attitudes toward female genital cutting in Nigeria.
Popul Res Policy Rev. 2007; 26 (1): 69-83.

Msuya SE, Mbizvo E, Hussain A, Sundby J, Sam
NE. Stray-Pedersen B. Female genital cutting in
Kilimanjaro, Tanzania: changing attitudes?. Trop
Med Int Health, 2002; 7 (2): 159-165.

Almroth L, Almroth-Berggren V, Haésanein OM,
et al. A community based study on the change of
practice of female genital mutilation in a Sudanese
village. Int J Gynaecol Obstet, 2001; 74: 179-185.
Adams KE. What's “normal”: female genital
mutilation, psychology, and body image. ] Am
Med Womens Assoc. 2004; 59: 168.

Herieka E, Dhar J. Female genital mutilation in
the Sudan: survey of the attitude of Khartoum
university students towards this practice. Sex
Transm Infect 2003; 79. 220-223.



EBRILEEN B 284 45 2013

27) Refaat A. Medicalization of fermnale genital cutting stop health-care providers from performing
in Egypt. East Mediterr health J. 2009, 15 (6): female genital mutilation. In World Health
1379-1388, Organization. Avenue Appia 20, CH-1211 Geneva

28) World Health Organization. Global strategy to 27, Switzerland: WHO; 2010.

[Information]

Comparison of Demographic and Health Surveys (DHS) on Female

Genital Mutilation prevalence in African countries
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2) National Center for Glohal Health and Medicine

Abstract

Background

Female Genital Mutilation (FGM), which can be considered as one of the harmful effects for the health of pregnant
women and violence to women, is performed widely as a social custom in some African countries. Therefore, this study
aims to clarify the situation of FGM prevalence and a recent trend of African countries by using published health
statistics.
Method

Demographic and Health Survey (DHS) full reports in African countries written in English in which topic of FGM is
included and whose comparison was possible between the latest report and the one aboul ten years ago were
obtained. And, indicators regarding FGM were compared by countries and years.
Results

Of six countries, the prevalence of FGM in five countries had a trend of decline, and their FGM prevalence rates
were higher in rural areas than urban. In these countries, wider decline was seen in younger population. For example,
in Tanzania, the prevalence changed from 13.5% to 7.1% in 15-19 years old, and (rom 22.2% to 21.5% in 45-19 years old
between 1996 and 2010, respectively. On the other hand, the FGM prevalence of Nigeria was higher in urban areas
than rural, and increased in younger women. Some DHS reported the variety of FGM prevalence by places and ethnic
groups even in a country.
Conclusions

In many countries, the decline of FGM prevalence in young women could lead us to expectation of more decreased
prevalence in the future. The health education to the young, who will become mothers, could be ellective. However,
since some countries have dilferent characteristic features in the trend of FGM prevalence, it was suggested that

sociocultural background should be individually considered for effective interventions.

Keywords: Female Genital Mutilation, Africa, Public Health
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LETTER TO THE EDITOR

Global Health Action: surviving infancy and taking first
steps — the window is open, new challenges for existing

niche may enlighten global health

ith reference to the editorial ‘Global Health
\ )\ / Action: surviving infancy and taking first
steps’, we commend the success of the innova-
tions in this newly established open-access global health
journal, which sets a challenge to the world of scholars
who deal with global health as an academic topic (1). The
strategies of publishing Capacity Building and Study
Design papers, as well as PhD Reviews, and providing
mentorship have, in our opinion, not only filled the niches
but have also bridged the 10/90 gap in health research
that exists in global health (2, 3).

We welcome the Capacity Building article approach, as
many overseas development assistance projects emphasize
the importance of the process rather than the outcome,
in order to ensure sustainability. Much time is required to
foster mutual trust, achieve consensus, and plan a viable
program in partner countries. Important lessons are learned
throughout this process, and we strongly believe that sharing
such lessons will help ensure the sustainability of both policy
dialogs and the development which the project has nurtured
(4). However, scientific journals on global health, other than
Global Health Action, stress on a results-based approach and
provide no opportunity to include these important lessons.
We also expect the Study Design articles and PhD Reviews
to provide a rich reservoir of ideas and advice and, as such,
to provide a valuable knowledge base. In Japan, some of the
young researchers coming from low- and middle-income
countries are bureaucrats with access to national data, and
their work has the potential to yield high-quality research
evidence. They can certainly benefit from the mentorship
provided by Global Health Action.

Finally, we support Global Health Action's concept of
publishing article translations as supplementary online
material, as this provides an avenue for getting research in
other languages into the published literature. For ex-
ample, in Japan, we have valuable experience in research
and discussion on global health topics; unfortunately, such
experience is documented in the Japanese language,
making it impossible to share our discussion globally.
This is no doubt the situation with other languages. Thus,
we propose that Global Health Action should invite editors
familiar with languages other than English. The invited
editors could have three roles: 1) Organize special supple-
mentary issues that deal with hot topics discussed in their
respective countries. The editors could invite the contribu-
tions of several authors from these countries, write

editorials that reference articles in other languages, and
perform the role of contributing editor (as is already
done in Global Health Action) (5). 2) Introduce a curated
selection of English abstracts of articles on themes that
may attract international readers. 3) Check for plagiarism
in the original-language article. We expect that editors who
perform the aforementioned functions would make Global
Health Action avery global journal.
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Can Japan Contribute to the Post Millennium Development Goals?
Making Human Security Mainstream through the TICAD Process
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Abstract: In 2013, the fifth Tokyo International Conference on African Development (TICAD V) will be hosted
by the Japanese government. TICAD, which has been held every five years, has played a catalytic role in African
policy dialogue and a leading role in promoting the human security approach (HSA). We review the development
of the HSA in the TICAD dialogue on health agendas and recommend TICAD?s role in the integration of the HSA
beyond the 2015 agenda. While health was not the main agenda in TICAD I and II, the importance of primary
health care, and the development of regional health systems was noted in TICAD II1. In 2008, when Japan hosted
both the G8 summit and TICAD IV, the Takemi Working Group developed strong momentum for health in Africa.
Their policy dialogues on global health in Sub-Saharan Africa incubated several recommendations highlighting
HSA and health system strengthening (HSS). HSA is relevant to HSS because it focuses on individuals and com-
munities. It has two mutually reinforcing strategies, a top-down approach by central or local governments (pro-
tection) and a bottom-up approach by individuals and communities (empowerment). The “Yokohama Action
Plan,” which promotes HSA was welcomed by the TICAD IV member countries. Universal health coverage
(UHC) is a major candidate for the post-2015 agenda recommended by the World Health Organization. We expect
UHC to provide a more balanced approach between specific disease focus and system-based solutions. Japan’s glo-
bal health policy is coherent with HSA because human security can be the basis of UHC-compatible HSS.

Key words: Japan, human security concept, health systems strengthening, primary health care, universal

health coverage

INTRODUCTION

The year 2013 can be a landmark year for global
health trends because the 5™ Tokyo International Confer-
ence on African development (TICAD V) will be held in
Yokohama, Japan, followed by a high-level panel on the
post-2015 Millennium Development Goals (MDG) agenda
in the United Nations [1]. This is expected to cast light on
global health in the post-MDG agendas.

Since its first launch in 1993, TICAD, which is co-
hosted by the government of Japan, the United Nations
Development Programme (UNDP), and the World Bank,
has aimed primarily at promoting policy dialogue on
Africa with action-oriented results as opposed to the pump-

priming of pledges [2]. Thus far, TICAD has been held
every five years with several additional meetings (Table 1).

TICAD has played a leading role in promoting the
human security concept in policy dialogue on Africa. As
stated above, TICAD is not a pledge conference, thus it may
not be appropriate to evaluate it from the financial aspect. It
is, however, necessary to examine the relationship between
global health and TICAD to understand its catalytic func-
tion.

In this article, we briefly review the development of
the human security concept in the TICAD health agenda di-
alogue, and finally recommend a role for TICAD in the in-
tegration of the human security concept in the post-2015
agenda.
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AGENDA ON HEALTH AND INTEGRATION OF
HUMAN SECURITY IN THE TICAD DIALOGUE

Looking back on TICAD’s dialogue, health in Africa
has not been the main agenda. Its momentum in relation to
health has grown gradually.

In the Tokyo declaration adopted in TICAD I (1993),
health was treated as an ad-hoc topic. The statement men-
tioned that investment priority should be given to nutrition,
health, and education with special reference to the improve-
ment of the situation of woman and children. In addition,
the threat posed by the HIV/AIDS pandemic was recog-
nized [3].

In TICAD II (1998), the statement items in “Towards
the 21st century,” included health through all life stages and
an increase of access to primary health care [4].

The term “Human Security” was first adopted in
TICAD III [5]. In the Chair’s summary of TICAD III, the
three pillars of Japanese assistance in Africa were an-
nounced including: “human centered development,” “pov-
erty reduction through economic growth,” and “consolida-
tion of peace.” Under the item “human centered develop-
ment,” besides underscoring the seriousness of HIV/AIDS
as one of the most serious threats to African development
and the serious impact of tuberculosis, malaria, and polio,
the importance of primary health care (PHC), and the devel-
opment of a regional health system as well as health educa-
tion to deal with infectious diseases was recognized.

The year 2008 was a very special year for global health
trends because the G8 Toyako Summit, Japan and the
TICAD IV were both co-hosted by the Government of
Japan. A strong momentum for global health that focused
on Africa was developed and which kept MDGs 4, 5, and 6
high on the agenda. The momentum was developed by the
Takemi Working Group (TWG), which was chaired by Prof.
Keizo Takemi [6]. The high-level working group, which
was comprised of scholars, government officials, and prac-
titioners from a diverse range of sectors in Japan, was man-
aged by the Japan Center for International Exchange
(JCIE). The group held several dialogues on global health.
The TWG membership included officers from the Japan In-
ternational Cooperation Agency (JICA), which is in charge
of handling Japan’s overseas domestic aid activities, along-
side officers from the Ministry of Foreign Affairs, and the
Ministry of Health, Labour and Welfare, Japan. Over the
course of dialogues, focus was set primarily on Sub-
Saharan Africa because the Millennium Development Goals
Report, 2007 revealed that Sub-Saharan African countries
had fallen far behind in the achievement of MDG 4, 5, and
6 [6]. At that time, since health systems strengthening was
considered a key to empowering individuals and communi-
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ties [7], the focus of the topic gradually evolved to health
system strengthening with human security. The TWG pro-
posed several recommendations to the Government of
Japan that emphasized these two points of focus {7, 8]. In
TICAD 1V, their recommendations were also reflected in
the “Yokohama Action Plan,” which indicated that the
TICAD process should focus on the notion of “human secu-
rity” for the achievement of the MDGs [9].

In the TICAD V Preparatory Senior Officials’ Meeting
held in Burkina Faso (November, 2012), which was at-
tended by the delegations of African countries and TICAD
co-organizers (the Government of Japan, the African Union
Commission, the United Nations, the United Nations De-
velopment Programme and the World Bank), participants
commended A frican countries for having achieved remark-
able economic and social development, but stressed that
they are still faced with various development challenges,
including growing economic disparity and insufficient
progress towards achieving the MDGs [10].

THE RELEVANCE OF HUMAN SECURITY TO
HEALTH SYSTEM STRENGTHENING

The human security approach has particular adaptabil-
ity with regard to the promotion of health system strength-
ening because of its focus on comprehensive health care
services for improving the health and wellbeing of individ-
uals and communities [11]. Human security builds on two
kinds of mutually reinforcing strategies: protection and em-
powerment. Protection shields people from dangers, while
empowerment enables people to develop their potential and
to participate fully in decision-making [12]. According to
the Takemi schema (Fig. 1) of health system strengthening
in Japan’s post World War I period [13], protection equates
to a top-down approach. Empowerment, in contrast, is a
bottom-up approach. The top-down approach can be made .
by central or local governments, while the bottom-up ap-
proach can be achieved by individuals and communities.
Both are therefore required in a variety of situations and are
mutually reinforcing. The Takemi schema is a dual ap-
proach in that it is both top-down and bottom-up and as such
aims to protect communities as it empowers [13]. Tall and
Jimba modified this dual approach into a model that fits the
situation of Africa, with a structure that is almost same as
the Takemi schema [14].

The government of Japan has made global health a
high priority in its foreign policy agenda and it has been
among the strongest advocates for human security.

The government of Japan thus welcomed the TWG
recommendation. Interestingly, in the Kyushu-Okinawa G8
summit held in 2000, infectious diseases were picked up as
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Fig. 1. Takemi’s schema on health system strengthening—Two sided strategy—
Source: Modified from Takemi K. Japan’s Role in Global Health and Human Security. 2008.
http://www.jcie.or.jp/cross/globalhealth/cgh-jc01 .pdf

a threat with the potential to reverse decades of develop-
ment and rob an entire generation of hope for a better future,
upholding the importance of human security [15]. The Jap-
anese foreign minister of the day declared Japan’s commit-
ment to the support of global health through the human se-
curity approach with a mention of the vital importance of
not only focusing on the health and protection of individu-
als, but also striving to empower individuals and communi-
ties through the strengthening of health systems [7, 16].

In February 2008, the G8 health experts group
(GHEG) meeting was organized among G8 member coun-
tries. In its dialogue process, respect for human security was
affirmed and its importance for global health was stipulated
in the report entitled “Toyako Framework for Action on
Global Health,” which was welcomed by the chair’s sum-
mary of G8 Toyako Summit [17, 18].

THE post-2015 AGENDA

Now that the year 2015 is approaching, the post-2015
agenda should be carefully considered. Universal health
coverage (UHC) is, thus far, a major candidate for the post-
2015 agenda since the WHO emphasizes its importance as a
single overarching health agenda that makes sense [19]. We
support this recommendation because UHC is deemed to be
able to provide a more balanced approach between specific
disease focus and system-based solutions including PHC
[201, and the human security approach would be more effec-
tive for covering vulnerable groups that have been excluded

from UHC and for fragile countries with weak health sys-
tems. One of the weaknesses of PHC is the legacy that the
system failed to integrate HIV/AIDS care, which was a ma-
jor component of MDG 6. We expect UHC to essentially be
PHC with HIV/AIDS countermeasures (MDG 6). If MDG 6
is successfully integrated into PHC by UHC, it would make
PHC the winning method for integrating health system
strengthening with regard to MDGs 4, 5, and 6.

One of major success stories with regard to UHC is Ja-
pan. Its successes have been detailed and analyzed in sev-
eral articles [21-23]. Many factors are suggested to have
contributed to the establishment of UHC and improvement
of health of Japanese people including public health poli-
cies, high literacy and education levels, traditional diet and
exercise, economic growth, and a stable political environ-
ment with a social, democratic movement [22-24]. In the
period following World War II until the mid-1960s, Japan
reduced mortality rates due to infectious diseases in chil-
dren under the age of five and of adult mortality due to tu-
berculosis. While improvement of nutrition and environ-
mental conditions are primary contributors to health, we
speculate that the “selection and concentration strategy”
contributed strongly to this success after 1961, at which
time UHC was launched and treatment costs of patients
with TB were treated as a public expense [25]. As the
Takemi schema shows, while local health workers made a
conscious effort to deliver services to community people
based on the egalitarian principles of treatment, the central
government developed the strategy of nationwide utiliza-
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tion of UHC [25]. However, we should keep in mind that, in
spite of Japan’s success with regard to UHC development,
the country still faces its own challenges. With its rapidly
aging society and the burden of the Great East Tohoku di-
sasters, UHC in Japan is losing its affordability to all people
and has required structural reform [26].

The introduction of UHC to global health needs to be
considered a dynamic issue and it would be very difficult to
provide a one size fits all solution for impoverished coun-
‘tries in Africa and beyond. Africa has its own unique health
problem with the high level of HIV/AIDS [27]. In addition
to the burden of HIV/AIDS, recent reports indicate that the
number of people with undiagnosed hypertension and dia-
betes is greater than the number of people living with HIV/
AIDS [28, 29]. Japan’s healthcare challenge is that it must
adapt to the pressures of a rapidly aging population. In this
regard, we see some similarity as to the issues that must be
tackled. Thus, we recommend the UHC for the post-2015
agenda. The lessons Japan has learned from tackling the dy-
namic challenges of its aging population would apply well
to Africa and provide a good opportunity for mutnal learn-
ing. As Shibuya et al. pointed out in their four key policy
recommendations, reconsidering the meaning of global
health in aging populations and identifying areas in which
Japan has greater expertise is a key facet of the strategic
agenda [26].

In this regard, the series of dialogues in TICAD and
subsequent meetings should be respected since we see a
clue in the implementation of the human security concept.

It is widely recognized that in order to deliver both pre-
ventive and curative healthcare services in an efficient and
effective manner, health system strengthening with local
ownership, local diagnosis and local capacity building is re-
quired. For that purpose, a two-sided strategy is needed to
both strengthen the state’s capacity to deliver prevention
and curative health services and to empower community-
based health workers, volunteers and parents [20]. In Sub-
Saharan African countries, in particular, donors and part-
ners must coordinate and harmonize their approaches to
UHC in order to avoid duplication and fragmentation. Thus,
the human security approach should not be an additional ef-
fort, it should be integrated into efforts towards UHC.

As Vega pointed out [30], for the achievement of sus-
tainable UHC, two inter-related components are required:
access to coverage for necessary health services and access
to coverage with financial protection. This challenge can be
discussed in the coming TICAD and subsequent meetings
with a view to the human security approach (protection and
empowerment).

Japan’s global health policy has been consistent from
the Okinawa G8 summit in 2000, through the Toyako G8

Tropical Medicine and Health Vol.41 No.3, 2013

Summit and TICAD IV in 2008 to TICAD V in 2013 be-
cause it has been based on the human security concept with
a special emphasis on bottom-up, comprehensive, multi-
sectoral, and participatory approaches that allow it to trans-
form legacy PHC into effective UHC.

CHALLENGES TO BE CONSIDERED

For the reasons noted above, there is a great opportu-
nity for Japan’s global health policy and its domestic expe-
riences of developing UHC to contribute to Africa. We
should, however, consider several challenges with respect
to its applicability, sustainability and outcome in the Afri-
can setting.

First, the applicability of the human security model
(Takemi’s dual approach) to Africa should be carefully dis-
cussed. The promotion of the human security approach may
not be well accepted given the promotion of a rights-based
approach by several stakeholders including the United Na-
tions Children’s Fund (UNICEF), the United Nations Popu-
lation Fund [31], Sweden [32] and the United Kingdom
[34]. Although the applicability of the HS model is recog-
nized with a level of expectation [34], it should be a matter
of discussion in TICAD V policy dialogues and subsequent
meetings. While we see some similarity between the rights-
based approach and HSA, including top-down and bottom-
up approach [31], we speculate that the rights-based ap-
proach, a kind of legal-based and normative approach, may
not be effective when “instant choices need to be made be-
tween two fundamentally bad options.” In contrast, HSA
might assist decision-making by “identifying the least ob-
jectionable option” [12]. In addition, we should consider the
coherence of UHC with existing social franchising systems
and conditional cash transfer [35-37], both of which are
considered to be innovative and of great impact to health in
Africa. A system of UHC with HSA integrated with social
franchising and conditional cash transfer could be recog-
nized as being favorable.

Second, the sustainability of UHC should be consid-
ered. Looking back on the history of PHC, the lesson of se-
lective PHC is deemed to be important. Criticisms of PHC
included that it was too broad and there were doubts over its
feasibility. Selective PHC, which consisted of GOBI
(growth monitoring, oral rehydration therapy, breastfeed-
ing, and immunization) approaches, was advocated by
UNICEF and supported by several donors. However, the
scheme has been criticized for its narrow focus on techno-
centric approaches [38], which did not encourage commu-
nity participation and which were unable to take a central
position in the global health community. As a result, the
PHC conceptJ and its implementation fluctuated and com-
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Table 1 Brief overview of the TICAD Process
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Title of conferences

Year and meetings Venue

Date

Summary

1993 TICAD1 October 5-6
First Tokyo Interna-

tional Conference on

Tokyo, Japan

Co-organizers vowed to resuscitate the decline in development
assistance for Africa which had followed the end of the Cold War.

“Tokyo Declaration on African Development,”

; idelines for
African Development African development were adopted. The emphasizefgriorities are:
Importance of ‘Africa’s ownership’ of its development as well as
of the ‘partnership’ between Africa and the international commu-
nity.
Harnessing of Asian experience for the benefit of African
development.
1998 TICAD II October 19-21 Tokyo, Japan  Primary Theme: Poverty Reduction and Integration into the
Second Tokyo Inter- Global Economy
national Conference o
S ‘African Development Towards the 21st Century: the Tokyo
(r’n“enf‘fnca“ Develop- Agenda for Action” was adopted. !

Ownership and partnership were the underlying principles.

Expressed commitment to the agreed goals and priority actions in
the following areas: .

Social development: education, health and population, and other
measures to assist the poor.

Economic development: private sector development, industrial de-
velopment, agricultural development, external debt.

Foundations for development: good governance, conflict
prevention and post-conflict development.

2001 TICAD  Ministerial December 3-4 Tokyo, Japan

Meeting

Substantive discussions took place on TICAD II review and on
NEPAD (the New Partnership for Africa’s Development), the
development initiative by African people themselves.

TICAD 111 September 29— Tokyo, Japan
Third Tokyo Interna- October 1
tional Conference on

2003

Succeeded in bringing together international support for African
development, NEPAD in particular, and expanding partnershi

within the international community. In addition, at TICAD III
priority challenges were specified in the various development
areas, and a new Initiative toward future African development was
adopted.

The three pillars of Japan’s assistance for Africa was announced

including “human centered development”, “poverty reduction
through economic growth” and “consolidation of peace”.

“The TICAD Tenth Anniversary Declaration,” which confirmed
approaches to development including consolidation of peace and
human security was adopted.

“Yokohama Declaration” accompanied by “Yokohama Action
Plan” was adopted.

Action to be taken by 2012 was described in “Yokohama Action
Plan”.

African Development

2008 TICAD IV May 28-30 Yokohama,
Fourth Tokyo Interna- Japan
tional Conference on
African Development

2010 Second TICAD May 2-3 Arusha,
Ministerial Follow-up Tanzania
Meeting

2011 Third TICAD May 1-2 Dakar,
Ministerial Follow-up Senegal
Meeting

2012 Fourth TICAD May 5-6 Marrakech,
Ministerial Follow-up Morocco
Meeting

2012 TICAD V Preparato- Nov 15-17 Ouagadougou,
ry Senior Officials’ Burkina Faso
Meeting

Discussion focused on progress in the implementation of the
Yokohama Action Plan as TICAD IV follow-up, as well as
MDGs.

Political and financial issues in Africa were also discussed.
The “Kan commitment” was mentioned.

Remaininf development challenges including MDGs were
mentioned.

The items were modified from the web http://www.mofa.go.jp/region/africa/ticad/meeting.html (accessed on Apr 15, 2013)
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