-021—

['ou 97 [0A €107 91BD) [RIBUOAN (901) 90[

.

F AV — BRI

FECREL U EREEBOND LE
CRE - BFEICER, FEONEZR
BB

P

Fa AR
BARDRED
(EaEE LAY E] FiEn

F—LU—F— HEEERFTvII—k

(BN I OOHEER & 2
ODEEEROREETHT D
OOREE. AVIPY Y3 —T— LALL—F— Fo4—
DEEZETHTS
00Ty NREREEHS ZRH S8
COEEDEETS
[B F—L]
O0®B F—L& CF—AEOBORERR, 52
[CF—L1])
DOBEBROEREOFF, £—5  S_REENT LS ICERS
KURERTD
@YY —U V5 ORE BRI - B
OF — LRORTHEE
OB EDIREE
@RS v IDRE
OOWEDRR
Oz08 (F518) NoME (EF - 5E8) ~WNHE
OBIEDREE
@RS v TDESR
DOWEDWR
OEE B L EDES, RS
OORE - EBICHER, B5EFENEL
OB ERIAT 2
(@EEBRIRC) Y I TEBEEEERD
O@BEEEFRET S
CO®SLE 5000 LR —5—BR 9 N\ACTD
G | BEICHEEETY)
OOBERVAERETS
OOERER UAHEEMEETRT D (EEEOLE)
O® M7 —I—BENSIBY X N—FRE, AV IN—~EZD
0@ M7 —IFRA— RICRAURERICHED

2@ WMEREFRGO7OVavA—R (F-LU—F—F) BIZ [HEER], (& [HER- =l (& EEL @3 (3RS




—-12T~

/0T (LOI) 10U 9Z'[0A €10T SIBD) [BIRUOIN

F—LAIN— HEFRERSIN

o

OFEERREOOTERTA, REEHS

@BENDEEFOENS, RERE (Y T7Y hr—<—
VAELU—%—, EZH—%XX, &EERS

@Y MRBREASABHO ST

=]
BEIROBER OFF [CU, BF—LECTF—LED
E—R ETEERENTS BOREERIT %

SRR

; IZEDAE FIRESE LS
L SVAEM BPODCIRE, REIHL -
RRCECI SR
FRTEEL M ZEBhnadEE
o RIE - EBITHEA, ﬁB%%%ﬂmm
cETWMITERTD

LAEL—5—, EZF—, WK?J7®¢%E@E
ﬁ§$E®ﬂmk§E%ﬁfﬂuﬁ% E?é
CMERAVNEEBETD

- RIASRERRE (GrEmErB, @$%U Nu%v%
b SVFY) TB

F—LAIN— BBEERBFI VIV~

EINES PR R
OOBEERROOTDORET 12— FBER, HEZTHITD
D@OREH 1V I7Y b5 —<—, VALL—F—, EZH—

DERIZEFHTD
O@3v MYBRRZHSABN 58T
MOIERI0)= VS
B F—L1]
0GB F— L& CF-LEDEDRZENT 2
[CF—L]

DeBE#EREOERE OFF, $—5 - £RERKTS
OO Y—UYIDIREBROREER BN S
ORItz
UOBRTRERIR
Deases
D@OEEDREERS v T
Lz0s (55 b5TF—LU—F—~RiRwms
DORCHEEE
HoB ES
D@OEBEDOREEAST Y T
URREFER, REREBIZERDD, BETD
OBESLLEDEE
OORE - BFRECHA FE5BEHEL
DOEBFEIERIRYT D
OORERIBC/F I TELHRHEER D
O@RAEEEZRET D
D®SLE 5000 VABL—45—&2A5 V(LT D
CF | BRE(CHRZEET)
D@&?T/N%EE?%
O@ P —I—ERICHEL, MP—IRMH— RICEALRE
A&l ﬁﬁ%ﬁ
C@BEER DB M RIBEIEE

M20® HERERNGOFIYavh—R (F—LXAVI—H) BiE MR,

(& [48r - =), (& (&R, B [R)

5%

)

B o HEH
WEG BT

—e O P

&,
£
oy g6



—¢cl—

[ou 97'I0A €107 21e]) [BIRUOIN (801) Q0T

-

TU—ZEFE  ERSEARRTD

\ 4
RRCEEL M LEREEDNDEE

TU—EF WEBRENTIvIYV—b

O2U—2E55, {EZErhin
OAFTBDEIDNGE - 88
i
OOBMEOZETY - BIEY
DOBZEDETY - BEY
- DOOER - MREEMAEE, SREDER
Ok (FE - BEE) ~RE
DOBHMZEDETY - 1989
DOBEDZETY - B8y
DGR - MRRERNEE SREDES)
OEMEVEE, TU—RBEER
OBELMEDEE
[=Eofke]
CIORSERIRZRET D
c INORBERIEER - FR FUOYERETD
*BF—L& CTF—LEOBORZERERL, BIRZED
c BEOBEHMEREL, FPERKT S

D@V IRYT, JIVAFHFYA—5—DFEZEHART D

U®SLE 5000 VAL —F—ZRIVINAICT D
CE | BECHEEEY)
D@y bMCBHERRTD

H20® MEBEREERNEOFIVavA—R (DU—%BR) B3 [ERl

& [ER - S=iEl. (& PERE]L EiE RS




-€gl—

60T (601) 10U 9TIOA €107 SIBD) [EJBUOIN

B (EE - BEE) BERSR MR (B - JBEE) BERFrysv—b

(b Seima SR B @24 v T2 EEER S

2259 DI RSB EESE T DREHRARR 2 NEEETS
TEEERD o AL (e (FEES) DNBEOBLIECERDD
~ ~ OF—LU—9—#sEaE. HEEDD
O P—Y—BEAERTS
OEzE0EE DEE—Ex OvF—UYIOREY
‘§r@%¥i~;;i§§® ME2E EeERUAERN) 25y 7
D@juhﬂ“%(f—ll.A)meﬂvakﬂﬁikﬁﬁocv
BTHST, YY—UYIDRb—HEICE
SR— L REBERRL, Ny RR—LEIY M8
OORELTUEVRERIZER (F—22A) 2~ 3 RS
My RR—LESEICEED, N P—IRT— RERES
(CRED. ‘
C@OHEELCLDRBEBENER (EfisF—X 3 A) 1 ARS
3 ASEVY, | ARBRBR. 1 AVALL—5—8R
TR ,
OOBE, BRAZORE BeE, 25 v JO#E
ORI
O 5 LTS
D@A@ﬁLI%
DosE
%E%FE“CEEW
OOBE—BEETER - 25 v IOEE
COORREERTREE
@B - UBRHANGFE
DOBRTRETERR
OOy EmREESHE

v,

Sev

-

o=

WESGER

B30 BEERLO7IYaVh—R (BBME [TE BEZ B) B MR, @ ER =L & DEEL B TRs




A

1°0u 97[0A €107 9IB)) [BIBUOAN (011) 011

F—bU—5— BRI

| BEME - BESOOBEET |

F—hU—F— BEREFTYII—~

Otlos =
-]wh-@zwv—
=2R—LAN\Y REE, BB A7), FH, Iy, YvIR,
HRERTIS v b, B, HAO%ER
JE——
=SE BBEEEETD, Ny FR—LAFKFEDLICEED, EEAT
Sy, INAZFIL, Fh, B, hAO%ER
OA2F~ LU~ —=22MERERBRICNILA Y N, BHETX Y, 575
AHREET
[HREHRES>ERERAEFEENE (EF or BFE) BT
O I\U?—:/““%ﬁ:ﬁ:}?ﬂ@“% BEBFRB)=>2AY vy INEE
OMUTP VRS H— REASRERICED
TR BB RES
BINE (FEER or BEME or TF or BEH)
FSTIVEERIIRE BEEER OK ? B OK ?
(bt
DOy MRER (=21 AN) 2~ 3 ANBEEFR->TUH
TH->T, IY—-UVIOBE IR
MR—LI\ REBERRL, Ny RR—LAEIv MNID
OCBREULTULEWLMEERINAER (F—X 2 A) 2~ 3 AE
¥y FR—AZBEICEED, NIT7F—YRMH— FERES
ICBED
O@BEELTLSHERERNAR EMEF—A3 A 1 AIRE
1 N NFP, 1 ARBBEBE, 1 AV L—5—Ei
[OF— LA, BREZSSETRRESSENTES
ChRee R Thess
D@%ﬁﬁ&ﬁ VALV~~~ IR T - FEROWER
DOBREDER, A5 v IDEEZEENME or = or EFENR

f==3
=

3@ BEESLOTITari—

F (F—-LU—F—FH) B [F:R].

ClE MER - SR, 1 MEE] B (R




—-G21-

TTT (111) 10U 9Z7[oA €107 STeD) [2}eUOIN

F—LA ) BRI F—LAYN~ BERFIvII—k
1 Egﬁ;gﬁfﬁ + %AEE%E\ 51&%%&?5;‘]"\' ] D%Pﬂ.:@%% nn.\, {% @7%}5@. ﬁgntu

o Wbk g —T—
SR—LREERE BE I\AYAIV, FH6, by, YvIR,
BREIS v b, B hADEER
o (FE
SHE - EBEEETED, Ny RR—LEREDLCIED, 2R
Syvrw i, IASHI, E6, GBI HAOEER
OrUP—Y—&
s HESNERFR/SER, BHOIEE - HE=>1E
o NUP—UBRAA— REASRERICHS
ETRREF— L — 5 — 3R
RS DIVEEOOCIRE B OK 2 B OK ?
I}
003w MREE (F—2 1 A) 2~ 3 ARBHdH-206
TH- T, TH—U YIRS IR
MR— L\ REEEREL, Ny Rzx—LARTv MBS
DOFELTLUBVRERINAER (F—22A) 2~ 3 AS
MRy RR—ABHEICEED, NTF—IHMN— NERER
(C8ED
OOBEELTLRRERNER (EFMEF—2A3A) 1 ANE
%1 ANEVY, 1A@*“&L 1 AL L—5—El
OF — LA, BIEER=ETRRET — LU~ —~
(ISP ChesR
OB BRIBOREERER LT — LU —5— 3k
DOEERR. LAEL—9— T2~ RV T - BEROHR

=

[0AV]

£ iz

HM3Q® BEENGOTIYayA—F (F-LXAVI—A) BE MMER! (& R REl (& [EH, 8BS [Hs)

<

b4

W G\

& &
a¥

o T



-9 -

10U 9Z'I0A €107 218D [BIBUOIN (TIT) 7T T

.

LETEERSH

BEEERG

| EEEE - BEEDS 2 AEREN3 |

¥

v

¢

BETED CHE

BEECEFO I

REMRARE BHRFIyvII—b

ONLXy b, BREVRAYD, REAHREFETD
RS TCBEEERT T <

* BT ALY |
KERERUCESRTCHRIEL, BRICERED !

RS
DA CORIBICRESEY TV
LB SEOBEN D
CREHER D AN—ADERENTVS D

[etEnTAE]
D OREEC, NICUDENB#T D EZTAD
URERICRD B RECHD I EELAD

LRt TEial]
EEICRD, B TENWTCEELRD

E3@ BEEHROFIYaV—R (RLRRGRNE) Bl [FER,

& MR - =l 1F TR BiE [RE]




éw#mh
& %
REHBEMN
BBHEADEA

«o—»;

B

=

BIICEBEUADERDHL, v —F—TJICBEEF T v I LTV

EAB . 2EE RIENE KR)=>(20: 30, HEREF)

[BERR]
@

)

. R BBEBOEIEICSE

LS

B

ZREL, TEOEEFERL TS0,

]
LitsrE »b |

0. EESNASBERE

N
| H=ikE 5L |
<%

gD I. REABICED.

pi)

{

0. 2BBURBICEELAR &

EERBRICERL,. —BRUDSEEEREOVTEZEN

1‘])&73‘% e,
@
®
(@
(€]

®

L g
_//:

[=HERE]

EDHPNS F%‘;‘%%@U &—| ERD, %ﬁuki’f@fijb“c TR EED TSN

) @ . ) (@ ) ® )
) @ ) ® ) ® )
) (@ ) (@ ) (@ )
) (@ ) (® ) (@ )
) @ ) (@ )

[ ] OHEEWEWREETDABTIT,

BT - BN -
[

cLREV—S— - BBEDY— - RBR - U7 —N—EE, AMOERE IV Y MOERIGEERERICERSNTULSD.
BOURIIEV IR () '
[ 1 1
SIVUMRE. SIVOARE  AEE. R - BRHRESEE RERASEBOFENEE ()
{ 1
cBRICR—LNY FREBTN TV DR, &8 ()
{ 11 )|
RBRATSYT W b KA FI - REOREBEEER - Bh (BORB) ()
{ 11 ]
{ 1 ] .
o RPBIIOADSEREEL, RETD ()

{

EBE - fx (BREETFERETLED) (

1

]

I

- TRRAIOBREZREIT, BBAN-A%ZED {

{

1

* A hw—DNAER 2 REEZER (

{

« URAEL—%—SLEBO00 O CRERDYHH

(

- BRELT OK FEH
{

cRILTEREDD {
{

o BIERENDEIEA
{

1

11
TEER,

I

1

»

—RxRED BHILE

1

1
1

¥

1
I

-—

EislE T —

H\\(,

SREAONYVIVOEBREZYS EEMH) ()

[

]

—hE7

cEZY—ORER | EMOERICIED (FEBOMGoEABNER) |

(
- BLADBHETULEN
{

11
£, WiEhER {
]

]
¥

T DNBICEHRL, REUEAS, REFEHTFTVIZTSD. { V )
ZHOFLTHRAL TSN

)

) BEEAN, RIVINA(TH ()

FLY. Ry b &% BL H40 BREEEE) (

Uz kL,

)\

]

¥

FEREADOEEFERRRERRTSD)

4 BEEFBFIVIR

-127-

Neonatal Care 2013 vol.26 no.1 (113) 113



KK, EEREDFRERZ, KIROREDHEL

SN, MEITEEEHELBRICEETHI LI
HoTWwah, ZOENICH, HEYTREZFERM
EEESEL LTS,
[2EBTHT -y 7E] (K4 1T, FE
B b OFRD R THKERICLEREMN
BHFREBLTHY, ThF 2y 7~ =27 %A
AT ETHEOEREA#ITLZ LD TE S,

coEDHLYIC

[NICU S¢ERIS~ = 2 7 V| 13, EHAKK
BRIZT TR, TOHBTHAR > 2 HE
2 EEHFOVMBHIISIC ET - TnD, T,
NICU ABZIROREREA L E 2 BRI E 5 T
DS, BHRIEEO M) TV OTHITA

114 (114) Neonatal Care 2013 vol.26 no.l
128

HEHICLTnS. BERARBICEENSFEL
HBEHEOBEIIKE VY, BEEE
FEMAEIT) AT ToOMIZ, HBEERS®
CHECHIET B LEN DS ). S OBEKTY,
ERIE T I AR o7 EB I 2 -V s
X AREINRE BIRWIAT 072139 A d v
rEbhz.
KEEORBRAR TR, SHIC¥YIalb—V¥
g VI AMERERER LAY =27V
%, ZBHWDONICU THROBEZIZL TWEE
72,

72%E,

S0
1) NICU Evacuation Guidelines. Illinois Emergency Medical
Services for Children, 2009. http://www.luhs.org/depts/
emsc/nicu_evac_guidelines.pdf [2012.11.15]



#w73% 25, 2014 (201~203) 201

o

HAAAEKDEBETIECS 5 /NS OEMEE & R
AT EYE S 51 B/NRAR R R AR ORESE &

TH OB—Y, W EY, RN RV, =W =

HH OB, AR, LR AR, A &EY

EHALD OEE - NEABEI KDY, EEEEL
Tz, TDD, IS OKER SRR TIIHER
BREIRERD 4 EEREICDH B 12T TIX, EE REERT H7-010, BEBEH? S ABHR 735K
R CORbE, 2R, WREZER, ER) 3405 O - BERE T NEROEERBRREAWE L 72 /h
HD D BH3%IZ Y7 HIS0MEREA K L, EEEEE BRI EOWMENTE, EEMAEEGAE6 A (O
DOFE - AITHAILERM - RHER 9 A, A6 LHFAERTIN, BLXUEKZT HETERE29ATH
A, BEBREBIONIRAL, T, @t (8 D, BRI OEES - NBERERELSE R HERE
B, ESVIE (F), BES) 396MHD ) H35%IC L7ze LA L, MEXKEZL PO TEEREOW
W7 H130ERE DI L, BEER OBERIZZHO AP, BRICLA/NREEBEIIEFESHEKT
IR B AR OB o 70 TSR, BIEE HERAD 1B ThHotze, T2, MNEOKEEE
HOHHE L CTREABTOERIEZ R Lz, FFED ESHIHMTLIHTEYISA, BEXZETHHTD 1
BRI EEZT - EEETIRERBRIEEL, &8 HFEHBAE, TELIY ODhh oz, TIUTHAD
TERLEANCIE () s TR () ORRICE BRET, BXRHZ 3 HEOMEERIL 1 H200AR/HR L
B oic, B REEFRZ AL LA E o7 Yhadprolze TORBITERIZLZRTLE o727
7%, ZOIEERERITEFR» S EAEMERERS v BHT, FOBITEFETHSTONIEL:, XEBEF
FNT—0 A7 0FEE ("w—ldE -8 BEIREBI B ol b2BEEZIIonN ol b
L LEETHEREERT S) ORI EFE 5o
BRFOF— NIZRAEEINTE Y, HEHBTEINE NREFERS CNEREEIE O W ST & /NER
T FEIG O ERERR BRI OIEB, TR Ik ZHE L TV BBIER) OWEICOWTIE, BEIZLY
Trzbkwod, 72, ObIZZOERT>HAEL, BT WEE 1 7 BT, R 2 r SRR L o7 (B,
RFRICEHILZETAZENTEL, SBIIGETFLHE HEZINOLRETHELFHL CD, $72, 1
Lo & RN — 2 OBEER BIRREROETFL MO 1 7 T EEE I CHENS D, AL
7770 FMUBLETH B, BEDPS 2 FHROEFRMERK IR L7z, L2L, BERIEET CIEEKAE > H/NEE
DIZIRZEILFRIEAL00%, ZIEATNGI% & %> T b BEESLE L FFRL 7B, AERIE 1N, BX
(B L2oL, ZhicizsEs s h, SEREED AC/NREE R - T& 72— BT b IRIE - Bkt L

I. EFROEEBROBE LTE, bLUERKR

e 5 17 C 1 BT D IE 9569 & L, B, NRREERIEET BEMARELT, M
NRRHBEN B IRROKERARE (AF, BRI NERELL LB ZETON T b, B

Bl BA, KIREOFEIRR) (SRR I BT BAIREE - BERE AV, AIREER D & D3R
D) ETFEBREESENRBEHE, 2) BFETRBIERENER, 3) &9 5/A0EH,

4) NERKFEFHNRREHEE 5) AT Eb ) =y, 6) KERKFREREAHBEHER

THBE— EFERAEESHNERFEEE  T020-8505 HFREMHNAL-L

Tel : 019-651-5111 Fax : 019-651-0515

-129—-



202

AR R RS

{
EJ e B 1
AN

@ NRBETEOV DM
A EE UTNEREERS 5%

L ARBIEBEABRNERLL, b b &R
BEEEID 2 WRRE TINERERESEELL T
Vb

I. /NERBERSZIEOZRE & BRIR

1. EFEROV/NEREICL3EZE

B, BT THhEE ARSI L
TW7zhs, 20114 4 B A B ERMGE Z & @R
BEEZ AT Y, 6 A2 0 WER T ) £FER,
EFEZICRAT L7z (LT & BRI E T Tl b BB
EPTRELTniz728, 201145 H26H 2520134 3
AETEFREMKOKEL ZIT-EFRNEHES
AREEO/NERE % RE L, ILYIERS & 2Rks
WHEE L7z,

BERT = H T CIZE /N ERIEA 2 E— D BT EH
REARI L, NEOBEZER b L vize, 2011
FE8HTHPLAEFREMSBHZEMPHZ SN
72o T OARGREEA L EFENERESDSARETD
NRBELZZEY, BAELNESEN RSN TV,

2. BRNRMERICLZXZE

HAVNERESIE, 2011485 B 9 H» 520124 4 A
1B ETOR, MEEFRERENTREL T2 MIER
B CRIEE 21T, THZIZEREIO/NERE, §H89
NIZEIML TWiziiwgz,

() BIRBEHEOW D RS
F & UTMRR 2 EREY 5 BT

aFRIFREFREMROEIRRE (201343H)

3. REARBRNEERERNEEBHORIL
EFRAHANBMEGOZEIRT LIz LD
20124 4 Ao, ICEREMOEERAFEZRM L. L
2L, BEEPCTOHEHMPIEEL TS S5 %
BLowRbdolze T2, HRNEHBESS
IRIREM L, 01212R ICEaTFREBEMEL
BEBENEFR TRAAREINEEREETERER
ERRULT, MEBEOSEAELRHK L. EFR
SESCREBRREM & L CRIKARER T & L& R
Bids L OEBEERBE ORI SERmE 2 EE L, 20134
1 A7 5118 £ TORIZSHEOSHREF»ITHLN T
bo

4. WKMBEICHE Y RN L TIERE

20114F10 B 02 H A/N BB 2 10 Sl XN B AR
EHELE7 Oy b =% 0—7 (WG)
(RIRAKF#HE, HHEHFZERIEINFPSAN) PREEL
2o AWGIZEENLIREX 1T > T RMERE
(Kpgg, EEpiEs@E) 27 Vv#iX e LT o
BRI D ERATEERNAOHI T BRI LT
bbo BRMICIE, BRBOT 7 F  BEREORIE LT
THEBEA~ORE®ZIT T, 201241 fiZady v 1)L
AT F v OERERE A BIG L2, JHUdE ViR
(2012fF DHEEHEIEEI2%) TIThbNTHED, ’}iflhli
EEOT Y oA VABBEICL S ARBEZELD R L

-130-



B73% F25, 2014

Twb, 72, RONEEEEOHEEREBICL 5
BED e WIS EERE A L A T A ORER, FECHE
ROFEEDL Y VRIT LDOEEEITo 120 KRWG
EEFRRAT & D7-20124F 3 B THEBLL 727285, 7 )V
XOEMBEIHF TN AERZEZ LI Y=V T hE

LT REASN=IZE ) EDOBEBAER S NS LT,
BOEWIEFEZHT 52 &% o 72,

20134 3 AiCiz K KF/NRRHC & 2 RIMEEE O
TEEEPRB SN, BT TFEb2ER F
TR Wi, tRefd L LTHEET LI & F BB,
oz /NRER R A7 L OBEY BIEL T b,

5. FEHBDIZADHTT

BRICLZMBEBBRIEFETENRETNMUAL
AT NITE LTz KB THERELUTOFEDLIRZA
WIAPEREFIFBEEZT L8R5, 3h
Wb, BELLFEDDIZIADT TR A EEM
WERBRE»SUHINTEY, £ OF— LDEE
LT&7. BEFRICIIEKHID O REBWHRENDZ
IR MO EFEBRICIEEME W o 7208
BEFEF0IIE3I A TwhTTFELIDI T ADY
R NF =L fERL, ANERNERCELONR
BEEXIT-oTWD, /2, FAFE6APLEET, &

203

AT, KANETDO3I ¥y Tz oAy 7Ry
¥ — ) RIERZRE L2, Z2I3ERE BARES

BRESS, RRENERAESEL Y ¥ —DRER
MHEOHIT B TEE SN TR FHMRERCE
WA E ) ([ Z2011EEEAS108 A (26[]), 20124 &
PN (44E) THo7z, MM CTEREUTOF
EHL000AN L2 VATADFIH L2 &l bo iR
3O 7Ry =2z, 201345 B2z T & D
DZZAHDOTT ERERNICHES B A 2SR
TebTZ b7y TErsy— PEFERKFEICHRE
SN, AFRIIRE  BR - BUEROREL 2T,
NG DOGEICESAICELY T & T B RS TH
EREL TV,

. S%OBE

BRB2E9 » AVEEALAHE, RESHTIELH
REM, AFEFARELTBY, FEFHE E¥ - 45
BHESENTWS, 2O, BHEROAL LT
BAND R VANV ADFEFEES N, AOmEd
MBL > TV AEFRANOEMERF —AICLETZ
IAHDTT ERELTELD, SRITBERIK
TLTHZFDECFEIRE 2 NERERESEKRNIC
LWL THRETAHIEFWEL T 5,

-131-



Tropical Medicine and Health Vol. 41 No. 3, 2013, pp. 135-142
doi:10.2149/tmh.2013-14
Copyright© 2013 by The Japanese Society of Tropical Medicine

Original article

135

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 I1I. 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.

! Department of Epidemiology and Public Health, Graduate School of Medicine, Yokohama City University
* Department of Global Health, School of Health Science, University of the Ryukyus
’ Department of Public Health, Graduate School of Medicine, Juntendo University

* Graduate School of Nursing, Osaka Prefecture University
* Graduate School of Human Sciences, Osaka University
*Corresponding author:

Department of Epidemiology and Public Health, Graduate School of Medicine, Yokohama City University, 3-9 Fukuura, Kanazawa-ku,

Yokohama, Kanagawa 236-0004, Japan

Tel: +81-45-787-2610

Fax: +81-45-787-2609

E-mail: kt_intl_@ja2.so-net.ne.jp, kenzo_gh@yokohama-cu.ac.jp

-132-



136

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 1I (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 African 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 II 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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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
[20], 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 1I 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 mutual 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
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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 concept and its implementation fluctuated and com-
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Table 1 Brief overview of the TICAD Process
Title of conferences :
Year and meetings Date Venue Summary
1993 TICAD I October 5-6  Tokyo, Japan ~ Co-organizers vowed to resuscitate the decline in development

First Tokyo Interna-
tional Conference on
African Development

assistance for Africa which had followed the end of the Cold War.

“Tokyo Declaration on African Development,” guidelines for
African development were adopted. The emphasized priorities 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 I October 19-21 Tokyo, Japan Primary Theme: Poverty Reduction and Integration into the
Second Tokyo Inter- Global Economy
national  Conference “A fo
. African Development Towards the 21st Century: the Tokyo
g?en’:\ﬁwan 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 Substantive discussions took place on TICAD II review and on
. Meeting NEPAD (the New Partnership for Africa’s Development), the
development initiative by African people themselves.
2003 TICAD III September 29— Tokyo, Japan Succeeded in bringing together international support for African

Third Tokyo Interna- October 1
tional Conference on
African Development

development, NEPAD in particular, and expanding partnership
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.

2008 TICAD IV May 28-30 Yokohama, “Yokohama Declaration” accompanied by “Yokohama Action
Fourth Tokyo Interna- Japan Plan” was adopted.
tional Conference on Action to be taken by 2012 was described in “Yokohama Action
African Development Plan”

2010 Second TICAD May 2-3 Arusha, Discussion focused on progress in the implementation of the
Ministerial Follow-up Tanzania Yokohama Action Plan as TICAD IV follow-up, as well as
Meeting MDGs.

2011 Third TICAD May 1-2 Dakar, Political and financial issues in Africa were also discussed.
Ministerial Follow-up Senegal
Meeting

2012 Fourth TICAD May 5-6 Marrakech, The “Kan commitment” was mentioned.

Ministerial Follow-up Morocco
Meeting

2012 TICAD V Preparato- Nov 15-17 Ouagadougou, Remaining development challenges including MDGs were
ry Senior Officials’ Burkina Faso mentioned.
Meeting

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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mon interest was lost. The sustainability of UHC may be as-
sociated with health finance and management capacity,
which is another challenge. Once UHC is prioritized and
targeted for the post-MDG agenda, it is less likely to fluctu-
ate than PHC. However, the global health community has
been swinging like a pendulum from a vertical approach
(selective PHC and the MDGs), to a horizontal approach
(health system strengthening and PHC). Even if the UHC
concept achieves mainstream acceptance among the global
health community, the direction of the stream should be
carefully monitored through the TICAD dialogue processes
and the World Health Assembly agendas, which cover a va-
riety of items but which do not always reflect international
health issues in terms of disease burden [39].

Third, the outcomes achieved through TICAD should
be considered. As the TICAD monitoring process reported,
the renovation of more than 1,000 health facilities and the
training of more than 100,000 health workers have already
been achieved. These indicators were set in reflection on the
“Yokohama Action Plan” and “Toyako Framework for Ac-
tion on Global Health”. In a sense, Japan may have
achieved accountability to the global health community,
however these achievements and inputs including an ongo-
ing model project named “EMBRACE” (Ensure Mothers
and Babies Regular Access to Care) [40], and education ser-
vices in poor countries from 2011 to present (continuing to
2013) [41] have been made based on a large amount of do-
nor funds, including Japan’s pledge of US$ 8.5 million at
the UN MDG Summit in September 2010, named the “Kan
commitment,” from the name of the prime minister of the
day [42]. The Kan commitment was not restricted to
TICAD actions. The problem, however, is that this achieve-
ment came at the cost of such a large amount of input. As
noted above, the main objective of TICAD is to promote
output-oriented policy dialogue, not the pump-priming of
the pledges, which are necessary to sustain high-input pro-
grams.

Japan has gained newer accountability for establishing
the means by which this achievement can vitalize commu-
nities in the light of the human security concept. In the com-
ing TICAD V and follow-up meetings, the direction of pol-
icy dialogue should focus on how to bring about outcome
and establish accountability in African countries while best
utilizing existing outputs along with evaluating the appro-
priateness and effectiveness of these inputs; even though
evaluating outcomes will be difficult due as it will take
longer to confirm the actual outcomes.

CONCLUSION

Japan’s health system experiences and the global

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

health policy presented by the Ministry of Foreign Affairs
and JICA are consistent with the human security concept.
The human security concept can be the basis of health sys-
tem strengthening, which complements UHC. It is also Ja-
pan’s challenge to incorporate PHC into health system
strengthening and infectious disease control activities, to
strengthen newborn and child health activities, and to con-
tribute to UHC development. In the coming TICAD dia-
logue, the human security approach should be strengthened
with a view to the post-2015 agenda.
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