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Abstract

In this study, we summarized trends in the global monitoring framework by conducting secondary
analysis on relevant materials published from 2015 to 2017, including the transition period from the United
Nations Millennium Development Goals (MDGs) to the Sustainable Development Goals (SDGs). Since
SDGs also cover developed countries, we analyzed the SDGs monitoring system in Japan. The secondary
materials used were official documents on SDGs, issued by international organizations, such as the United
Nations or WHO, and domestic public organizations. For SDG analysis, we focused on three goals, Goals
"Hunger," Goal 3 "Health and well-being," and Goal 6 "Water and sanitation." In addition, we analyzed
the "specific measures to achieve SDGs" presented by the SDGs Promotion Headquarters at the Prime
Minister's Office in December 2016.
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Global arguments about monitoring the progress of Universal Health
Coverage and health financing measures
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Abstract

Universal Health Coverage (UHC) is a key target of Sustainable Development Goal (SDG) 3. UHC
is a comprehensive approach to improving access to health without financial burden, which is a
fundamental human right and provides the basis for economic and social development, as well as
social stability. Three key components of UHC, namely population coverage, service coverage, and

financial protection, are inextricably associated with health financing.

In the SDGs, one of two indicators for monitoring UHC progress is financial protection, which
helps individuals decrease the risk of catastrophic expenditure in health. Although further discussion
is possible on the threshold of catastrophic payment, this is an important, imperative step towards

UHC achievement.

This paper presents an overview of trends in strengthening health financing and monitors its

progress in the context of UHC.

keywords: universal health coverage (UHC), health financing, financial protection, monitoring indicator

I. Sustainable Development Goals and
universal health coverage

Subsequent to the Millennium Development Goals
(MDGs), 193 member states of the United Nations adopted
the Sustainable Development Goals (SDGs) in September
2015. The SDGs are composed of 17 goals and 169 targets,
aiming, by 2030, to address issues such as poverty and
hunger, inequalities within and among countries, and
protection of the Earth and its natural resources [1]. While
the SDGs are not legally binding, all member states are
expected to frame their national plans in line with these.

Some notable characteristics of SDGs, compared to
MDGs, are universality—not only developing countries
but all member states abide by them, more comprehensive
targets, shifting from reliance on foreign aid to self-
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sustaining funding, and introducing monitoring systems.

From the perspective of public health, health targets
are grouped under SDG 3 "Ensure healthy lives and
promote well-being for all at all ages," with 13 targets and
26 indicators (Table 1). Other health-related targets, such
as nutrition, water and sanitation, air pollution, poverty,
education, and inequality are part of other goals.

While some health targets, such as child and maternal
mortality (targets 3.1 and 3.2) and HIV/AIDS (target 3.3),
have been already included in the MDGs, others, including
universal health coverage (UHC) (target 3.8), have been
newly specified in the SDGs. The definition of UHC is "all
people and communities can use the promotive, preventive,
curative, rehabilitative and palliative health services
they need, of sufficient quality to be effective, while also
ensuring that the use of these services does not expose
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Tablel. Targets and Indicators of Sustainable Development Goal 3

Target Indicator

3.1 By 2030, reduce the global maternal mortality ratio to less | 3.1.1 | Maternal mortality ratio

than 70 per 100,000 live births 3.1.2 | Proportion of births attended by skilled health personnel
3.2 By 2030, end preventable deaths of newborns and chil- | 3.2.1 | Under-five mortality rate

dren under 5 years of age, with all countries aiming to [ 322 | Neonatal mortality rate

reduce neonatal mortality to at least as low as 12 per 1,000

live births and under-5 mortality to at least as low as 25

per 1,000 live births
3.3 By 2030, end the epidemics of AIDS, tuberculosis, malaria | 3.3.1 | Number of new HIV infections per 1,000 uninfected popu-

and neglected tropical diseases and combat hepatitis, wa- lation, by sex, age and key populations

ter-borne diseases and other communicable diseases 3.3.2 | Tuberculosis incidence per 100,000 population

3.3.3 | Malaria incidence per 1,000 population

3.3.4 | Hepatitis B incidence per 100,000 population

3.3.5 | Number of people requiring interventions against neglect-
ed tropical diseases

34 By 2030, reduce by one third premature mortality from | 3.4.1 | Mortality rate attributed to cardiovascular disease, cancer,
non-communicable diseases through prevention and treat- diabetes or chronic respiratory disease
ment and promote mental health and well-being 3.4.2 | Suicide mortality rate

3.5 Strengthen the prevention and treatment of substance | 3.5.1 | Coverage of treatment interventions (pharmacological,
abuse, including narcotic drug abuse and harmful use of psychosocial and rehabilitation and aftercare services) for
alcohol substance use disorders

3.5.2 | Harmful use of alcohol, defined according to the national
context as alcohol per capita consumption (aged 15 years
and older) within a calendar year in litres of pure alcohol

3.6 By 2020, halve the number of global deaths and injuries | 3.6.1 | Death rate due to road traffic injuries
from road traffic accidents
3.7 By 2030, ensure universal access to sexual and reproduc- | 3.7.1 | Proportion of women of reproductive age (aged 15-49
tive health-care services, including for family planning, years) who have their need for family planning satisfied
information and education, and the integration of repro- with modern methods
ductive health into national strategies and programmes 3.7.2 | Adolescent birth rate (aged 10-14 years; aged 15-19
years) per 1,000 women in that age group
3.8 Achieve universal health coverage, including financial risk | 3.8.1 | Coverage of essential health services (defined as the
protection, access to quality essential health-care services average coverage of essential services based on tracer in-
and access to safe, effective, quality and affordable essen- terventions that include reproductive, maternal, newborn
tial medicines and vaccines for all and child health, infectious diseases, non-communicable
diseases and service capacity and access, among the gen-
eral and the most disadvantaged population)

3.8.2 | Proportion of population with large household expendi-
tures on health as a share of total household expenditure
or income

3.9 By 2030, substantially reduce the number of deaths and | 3.9.1 | Mortality rate attributed to household and ambient air
illnesges from hazard.ous. chemicals and air, water and soil pollution
pollution and contamination 3.9.2 | Mortality rate attributed to unsafe water, unsafe sanitation
and lack of hygiene (exposure to unsafe Water, Sanitation
and Hygiene for All (WASH) services)
3.9.3 | Mortality rate attributed to unintentional poisoning
3.a Strengthen the implementation of the World Health Orga- | 3.a.1 | Age-standardized prevalence of current tobacco use
nization Framework Convention on Tobacco Control in all among persons aged 15 years and older
countries, as appropriate
3.b Support the research and development of vaccines and | 3.b.1 | Proportion of the target population covered by all vaccines
medicines for the communicable and non-communicable included in their national programme
diseases that primarily affect developing countries, pro- | 3.2 | Total net official development assistance to medical re-
vide access to affordable essential medicines and vaccines, search and basic health sectors
in accordance with the Doha Declaration on the TRIPS - P
Agreement and Public Health, which affirms the right of 3.b.3 | Proportion of_ health faglhtles t}}at have a core set of rel-
- - - : evant essential medicines available and affordable on a
developing countries to use to the full the provisions in sustainable basis
the Agreement on Trade-Related Aspects of Intellectual
Property Rights regarding flexibilities to protect public
health, and, in particular, provide access to medicines for
all
3.c Substantially increase health financing and the recruit- | 3.c.1 | Health worker density and distribution
ment, development, training and retention of the health
workforce in developing countries, especially in least de-
veloped countries and small island developing States
3.d Strengthen the capacity of all countries, in particular de- | 3.d.1 | International Health Regulations (IHR) capacity and
veloping countries, for early warning, risk reduction and health emergency preparedness
management of national and global health risks

Source: Economic and Social Council. 2017 [2]
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the user to financial hardship," thus making it fundamental
among the 13 targets in SDG 3 [3].

II. Importance of strengthening health
financing for UHC

1. Key components of UHC

Health is a fundamental human right that provides the
basis for economic and social development, as well as
social stability. There is probably no objection against the
idea of UHC as a comprehensive framework to improve
people’s health. However, the UHC concept is often
considered too diffused and, therefore, difficult to transcribe
into measurable indicators. In fact, to set indicators for
monitoring UHC, several discussions have taken place
among stakeholders over time.

Regarding UHC achievements, the World Health
Organization (WHO) has stressed developing capacities in
three aspects: population coverage, service coverage, and
financial protection. Population coverage bears on equity
in access to health services, since not all individuals can
afford to pay the full cost at the point of service. Service
coverage affects quality and volume of health services
provided within an establishing/established health system.
Financial protection impinges significantly on people’s life
and household. Thus, to pave the way towards UHC, it is
imperative to balance between these three aspects.

Considering the sustainability of UHC, population
coverage has a unique status between the three aspects,
as it can be fully achievable. In contrast, given the
advancements in technology and corresponding rising
expenditures, ageing population, changes in disease
structures, people’s preferences, and others, service
coverage and financial protection should continuously
evolve in a seemingly endless process.

2. Why is strengthening health financing important
for UHC?
The reason behind the several discussions on how

to strengthen health financing for UHC is that the
aforementioned three aspects of UHC tightly connect with
health financing. When a country increases its population
coverage rate, the total health budget, whether from public
or private funds, or tax-based or health insurance-based
schemes, increases. If the covered services are extended,
more pooling is needed, as is financial protection. The more
people are protected from catastrophic payments that result
in bankruptcy, the larger the pooled funds.

Meanwhile, regardless of revenue type, the financial
resources that can be dedicated to health are limited. There
is no magic number for an appropriate public spending
level required for moving towards UHC, but some studies
suggest a minimum of 5-6% of the GDP [4,5]. However,
the budget for health systems from public sources is
competitive with other sectors, and the total revenue of
a country fluctuates depending on its economic situation.
For countries that adopt health insurance schemes, the
premiums are another funding source. Although premiums
are less influenced by the economic situation than tax
revenue and more flexible to increasing according to the
total health expenditure in previous years, it is impossible
to simply raise premium rates unlimitedly to respond to the
demand of all beneficiaries.

Therefore, every country needs to expand its capacity
for population coverage, service coverage, and financial
protection considering limited financial resources. As
such, the effective and efficient use of these limited
financial resources is indispensable for moving towards and
sustaining UHC.

IT1. Monitoring progress in health financing

1. Monitoring UHC indicators

Two indicators monitor the progress towards UHC in
SDGs: one indicator is about access to essential services
(indicator 3.8.1) and the other is about financial protection
(indicator 3.8.2). Given the importance of strengthening
health financing on one hand and protecting people against

Table 2. Changes in Two Indicators for Monitoring the Progress of UHC

47th session of the United Nations Statistical 48th session of the United Nations Statistical
Commission (2016) Commission (2017)

3.8.1 | Coverage of tracer interventions (e.g. child full immunization, | Coverage of essential health services (defined as the average
antiretroviral therapy, tuberculosis treatment, hypertension | coverage of essential services based on tracer interventions
treatment, skilled attendant at birth, etc.) that include reproductive, maternal, newborn and child health,

infectious diseases, non-communicable diseases and service
capacity and access, among the general and the most disadvan-
taged population)

3.8.2 | Fraction of the population protected against catastrophic/im- | Proportion of population with large household expenditures on
poverishing out-of-pocket health expenditure health as a share of total household expenditure or income

Source: Economic and Social Council. 2016, 2017 [2,6]
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financial risk on the other, it seems commendable that one
of two indicators for UHC is financial protection.

Due to the "diffused" nature of the UHC concept and
differences in opinion among stakeholders, both indicators
have been under the discussion for a long period of time.
In accordance with the discussion after adapting the initial
indicators during the 47th session of the United Nations
Statistical Commission in 2016, both indicators 3.8.1 and
3.8.2 were further modified at the 48th session of the
United Nations Statistical Commission in 2017, as shown
in Table 2. Indicator 3.8.1 changed its wording from "tracer
interventions" to "essential health services," and defined
more clearly the services that should be monitored.
Changes in indicator 3.8.2 are described in detail in the next
subsection.

2. Monitoring progress in financial protection

Prior and parallel to the SDG indicators for UHC, there
have been several potential indicators for monitoring
the progress of UHC. Table 3 compares health financing
indicators in the Global Reference List of 100 Core Health
Indicators by WHO [7] and in Tracking Universal Health
Coverage, the first global monitoring report by WHO and
the World Bank [8].

The initial proposal on indicator 3.8.2 for the 47th
session of the UN Statistical Commission in March 2016
of the Inter-Agency and Expert Group on SDG Indicators
(TAEG-SDGs), which was set up under the United Nations

Statistical Commission, was "(n)umber of people covered
by health insurance or a public health system per 1,000
population" [9]. As the IAEG-SDGs abandoned and changed
the previous discussions in the technical meetings by WHO
and World Bank to support "(t)he fraction of population
experiencing catastrophic health expenditures and the
fraction of population experiencing impoverishing health
expenditures" [10], the draft received criticism from various
experts, academia, and civil society as being an insufficient
measure for financial protection [11,12]. The main point of
criticism is that availability of insurance does not reduce
out-of-pocket payments nor guarantee financial protection.

Finally, following a specific request from some UN
Statistical Commission members, such as Japan and the
United Kingdom, the 47th session of the United Nations
Statistical Commission requested IAEG-SDGs to refine
indicator 3.8.2. Further revisions have been discussed
after the 47th session of the United Nations Statistical
Commission and indicator 3.8.2 was refined to "(p)roportion
of population with large household expenditures on health
as a share of total household expenditure or income," and
was adopted during the 48th United Nations Statistical
Commission in March 2017.

Now there is ongoing debate on the term "large"—how
large is "large" as catastrophic payment? WHO and World
Bank are offering examples of thresholds of 10% and 25%
of total household expenditure or income [13,14]. However,
since the economic status of member states varies, more

Table 3. Comparison Table of Health Financing Indicators

WHO (2015) Global Reference List of 100 Core Health Indicators

WHO and World Bank (2015) Tracking universal health coverage:
first global monitoring report

Catastrophic health expenditures

+ Headcount ratio of catastrophic health expenditure

+ Budget share approach
- Capacity to pay based on subsistence needs (WHO approach)
- Capacity to pay based on food expenditure

Impoverishing health expenditures

+ Headcount ratio of impoverishing health expenditure

- Absolute approach using the international poverty line
+ WHO approach using subsistence food expenditure
- Absolute approach using different international poverty lines

Others

+ Total current expenditure on health (% of gross domestic
product)

+ Current expenditure on health by general government and
compulsory schemes (% of current expenditure on health)

+ Out-of-pocket payment for health (% of current expenditure
on health)

- Externally sourced funding (% of current expenditure on
health)

- Total capital expenditure on health (% current + capital
expenditure on health)

Source: WHO. 2015, WHO and World Bank 2015 [7,8]

370

94

J. Natl. Inst. Public Health, 66 (4) : 2017



Global arguments about monitoring the progress of Universal Health Coverage and health financing measures

discussions are possible on this point.

3. Other indicators to monitor progress in health
financing

In addition to the indicators for financial protection, WHO
suggests other indicators for monitoring progress in health
financing (Table 3). To nurture progress towards UHC,
indicators to gauge health financing from the input side,
such as total current expenditure on health (% of GDP),
current expenditure on health by general government and
compulsory schemes (% of current expenditure on health),
and externally sourced funding (% of current expenditure
on health), are also helpful. Along with indicator 3.8.2 of
the SDGs, such indicators are expected to be applied by
national governments, international NGOs, donors, and
others.

IV. Conclusion

UHC is a key target of SDG 3, offering a comprehensive
approach to improve access to health without financial
burden, which is a fundamental human right, and providing
the basis for economic and social development, as well as
social stability. Three key components of UHC, namely
population coverage, service coverage, and financial
protection are inextricably associated with health financing.

In the SDGs, one of the two indicators for monitoring
UHC progress is about financial protection, which helps
increase people’s access to health services with affordable
costs. Although further discussions are needed on the
threshold of catastrophic payments, this is a significant,
imperative step towards achieving UHC.

To further strengthen health financing, and ultimately
promote UHC, utilizing other indicators that gauge health
financing from the input side will be helpful. The second
Global UHC monitoring report will be release in December
2017. The authors expect that recent discussions on
strengthening health financing will continue and movement
towards UHC will accelerate.
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Abstract

In 2015, the sustainable development goals (SDGs) were ratified as the new global agenda for
the Millennium Development Goals (MDGs). In this article, we review the progress in maternal
and child health achieved during the MDG period and the remaining challenges for the SDG
era, and stipulate the policy direction of global maternal and child health by referring to Japan’s
past experiences in maternal and child health improvement. During the MDG era, a series of
systematic review in the academic journal, Lancet, and the results of randomized controlled trials
(RCT) conducted in India established evidence-based intervention in the MCH field. Through
the SDGs discussions, maternal and child health, which showed delayed progress compared
with infectious diseases in the MDG era, drew attention as 'unfinished agenda" at the UN level.
Reflecting this attention, the "Global strategy for women's, Strategies for children's and adolescents
health (2016-2030)" was published. In the strategy, three aims were presented for maternal and
child health: survive, thrive, transform. On the other hand, in the SDGs agenda, the universal
health coverage (UHC), which simultaneously secures financial resources and an improvement in
the quality of services, was proposed and its contribution to maternal and child health expected.
However, considering the past experience of Japan in establishing the world’s first universal health
insurance, the improvement of maternal and child health indicators, including infant mortality rate
reduction, started before the introduction of universal insurance coverage achievement. Moreover,
we surmise that such activities contributed as outreach and community empowerment by the
health workforce including the public health nurses, practicing midwives, and volunteers. As
for UHC, it contributed primarily to financial resources for employing human resources such as
public health nurses. Consequently, for the improvement of maternal and child health, an evidence-
based approach including systematic reviews and RCTs is needed. Additionally, reflecting Japan's
experience, we should revisit not only UHC promotion, but also community-level activities such as
primary healthcare with volunteer workers.
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I. Introduction

In 2015, the MDGs (Millennium Development Goals)
ended with significant "success" in HIV/AIDS control,
but several challenges remained, including maternal and
child health (MCH). Now, we have entered a new era of
Sustainable Development Goals (SDGs ). Through the
dialogue on the post-MDG agenda for health, several
themes appeared, including non-communicable diseases
(NCD ), universal health coverage (UHC ), and MCH. From
these discussions, one of UHC's targets was its application
to MCH. Given the current global situation, MCH
improvement is considered as an important global challenge
to be continuously addressed. In this article, we thus review
the results of MDGs, the new SDG agenda, and Japan's past
experiences in these areas to better stipulate global policy
directions from the viewpoint of an MCH agenda.

II. Contribution of MDGs to MCH

During the MDG period, the global health community
saw several academic progresses as well as field trial
successes in MCH. Specifically, the Lancet played a major
role with the publication of several systematic review
series, including "Child survival (2003)," "Neonatal survival
(2005)," "Born too soon (2012)," and "Every newborn
(2014)."

During the MDGs, MDGs 4 (reduce child mortality)
and 5 (improve maternal health) were trailing behind the
progress of MDG 6 (control of HIV/AIDS, tuberculosis, and
other diseases). However, we recognize several progresses
in various academic fields, which strengthened the direction
of the global health policy, including field activities. In fact,
global evidence synthesis first started in 2003 when the
Lancet organized a "Child survival" series of articles [1].

In those articles, the global burden of child mortality
was disclosed for the first time: over 10.8 million children
die each year before their fifth birthday, mainly from
preventable causes, including diarrhea, pneumonia,
measles, malaria, HIV/AIDS, and the underlying cause of
under nutrition, and mortality prevalence was shown to
be 41% in sub-Saharan Africa and 34% in South Asia [2].
Although these figures are decreasing, this geographical
distribution remains unchanged. Additionally, almost 40%
of under-five mortality was due to neonatal problems. In
short, this series verified the major cause of the under-five
mortality as infectious diseases and listed several effective
intervention measures, including breastfeeding, insecticide
treated materials, and vaccines [2].

In 2005, the Lancet also published "Neonatal survival
series," disclosed world’s situation of neonatal deaths.

The major cause of death was asphyxia and prematurity
[3]. Since they were far from infectious diseases, the
global health community advised that specific newborn
care should be considered, which are different from the
effective interventions for under-five mortality reduction.
Consequently, MCH was transformed to maternal, newborn
and child health (MNCH) [4].

In the same year, the Journal of Perinatology published a
series of articles on a trial in Gadchiroli, a deprived area in
India. Through the "home-bhased neonatal care approach,"
which taught how to treat sick babies using several
training materials, illiterate volunteers, including mothers,
conducted treatments such as neonatal resuscitation
and sepsis treatment as appropriate, achieving almost
70% neonatal mortality reduction within the 10 years of
trial [5,6]. This outcome had an impact on global health
communities, and its strategy was adapted to UNICEF’s
Africa strategy. Since this trail was conducted as a
randomized control trial (RCT), RCTs became popular in
MNCH, especially in Africa. The outcomes of the Gadchiroli
trial are supported by several systematic reviews, including
the Cochrane ones [7].

Reflecting these outcomes, the global health community
agrees the importance of including mothers in improving
neonatal survival rates.

In response to these evidences and discussions, the
Partnership of Maternal, Newborn and Child Health
(PMNCH, http://www.who.int/pmnch/en/) was established
with hundreds of stakeholders, including governments of
both developed and developing countries, UN agencies
such as UNICEF and the World Health Organization (WHO),
private foundations such as the Bill and Melinda Gates
Foundation, and civil society measures such as the NGO
"Save the Children." One of the important attainments of
PMNCH was the establishment of "Continuum of Care"
concept, which advocates continuous care for women and
babies from the viewpoint of time (pregnancy-delivery-post
natal care/newborn-infancy-adolescent) and place (home-
community-medical facilities), thus becoming the main
framework of MCH policies and community activities. Due
to the "Continuum of Care," there emerged discussions
that support the concept of MNCH, while RMNCAH
(reproductive, maternal, newborn, child, and adolescent
health) was subsequently introduced considering the
upstream of the causal relationships of "reproductive health"
in relation to nutrition, family planning, and safe abortion,
and "adolescent health" in relation to sexual education,
adolescent pregnancies, and young mental health as part of
a lifelong continuous care.

As an intervention model, a method called BP/CR (birth
preparedness/complication readiness) was developed
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by JHPIEGO (Johns Hopkins Program for International
Education in Gynecology and Obstetrics) to ensure the
safety of home delivery. For BP/CR, successful outcomes
were reported mainly from Africa. A systematic review of
this method has been conducted and proven to be effective
in reducing maternal and newborn mortality [8].

In September 2010, the "Every Woman, Every Child"
movement (http://www.everywomaneverychild.org/) was
called for and established by the UN Secretary-General
Ban Ki-moon during the United Nations Millennium
Development Goals Summit, with a multi-stakeholder
approach, including governments, private sector, and civil
societies. Its objective was to put an end to the preventable
deaths of women, children, and adolescents within a
generation.

As for the commitment of the Government of Japan
for MNCH, the Ministry of Foreign Affairs upgraded the
so-called New International Health Policy in 2011. This
policy was also published in the Lancet under the "Foreign
Minister of the day" [9]. Based on this international health
policy, the EMBRACE (Ensure Mothers and Babies'
Regular Access to Care) model, which is a wide policy
support package to improve the environment for continuum
of care, has been proposed [10]. JICA took part as a main
body, developed projects in Ghana, the outcomes being
gradually published. Overall, academics in global health
gradually focused on neonatal health.

In 2012, the Lancet series "Born too soon" raised
awareness on the importance of premature births in
collaboration with WHO [11]. The Lancet also dealt with
stillbirth in the "Every newborn" series in 2014 [12,13].
Subsequently, with the recognition that newborn survival
has lagged behind maternal and under-five survival, the
global action plan "Every Newborn: An Action Plan to
End Preventable Deaths" (ENAP)" was published in 2014
[14]. In 2015, with the purpose of eliminating significant
inequities that lead to disparities in access, quality, and
outcomes of care within and between countries, "Strategies
for Ending Preventable Maternal Mortality" (EPMM) called
for positive political commitments and financial investments
by governments and development partners [15].

In 2015, when the MDGs were about to end, there
emerged the term "Unfinished Business/Unfinished
Agenda" [16,17], and MNCH became again a focal point.

A major issue in global health is undernutrition. The
relation between infant mortality and undernutrition has
been pointed out in the Lancet’s child survival series
[2] and reiterated in the MDGs report in 2014 [18]. The
challenge of nutrition has long been a global issue, ever
since the adoption of the World Nutrition Declaration
at the FAO/WHO Joint Nutrition Conference in 1992.

Thereafter, there was also a movement to set the goal of
"Reducing the proportion of the population suffering from
hunger to half of the 1990 level by 2015" in MDG 1 and
"Eradication of extreme poverty and hunger." However,
drastic countermeasures have not been taken. In 2008, due
to the publication of the Lancet series of "Maternal and
child undernutrition" [19], several international conferences
dealing with nutrition were held. In 2010, the World Bank
report "Scaling Up Nutrition, What Will It Cost?" pointed out
that investment in nutrition by the global community has
been significantly different from infectious diseases such as
HIV/AIDS [20], thus drawing global attention to nutrition.
Additionally, the movement "1,000 Days Partnership"
globally advocated that the total of around 1,000 days from
the gestation period to two years of age is particularly
important, on the basis of the theory of DOHaD by Dr.
David Barker [21,22]. Based on this advocacy concept,
the SUN (Scale Up Nutrition) framework was established.
In this framework, 13 cost-effective interventions were
recommended [23]. As for Japan, the government financially
contributed to the initial establishment of the SUN in
cooperation with the World Bank. The global discussion on
nutrition was again evoked by the Lancet series "Maternal
and Child Nutrition" that included not only undernutrition
but also overweight concerns. This series reiterated the
importance of NCDs in global health [24]. Additionally, the
importance of a wide range of stakeholders beyond the
health sector was emphasized for roles such as government
sectors, civil society, donor organizations, and private
enterprises [25].

III. SDG era and MCH

Various discussions exist on the post-2015 development
agenda reflecting the MDGs as unfinished. Among them,
the government of Japan emphasized three points: 1)
MDGs brought a certain outcome despite many unsolved
challenges, 2) global societies should address new issues
while continuing to address the remaining issues, and
3) a new agenda should be elaborated based on the
current MDGs, with respect for the experiences and
lessons learned. Meanwhile, the SDGs were proposed
and considered as the new agenda by the United Nations
Sustainable Development Conference (Rio + 20), being
welcomed as the next major global agenda. However, of
the 17 initiatives to be addressed, only SDG 3 "Securing
healthy living for all people of all ages, promoting well-
being" represented challenges in the health and medical
fields. Other goals that can be related to health included
SDG 2 "End of hunger, achievement of food security

and improvement of nutrition, promotion of sustainable
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agriculture," SDG 6 "Sustainable water resources and
Securing water and sanitation," etc.. In September 2015,
the SDGs were ratified and announced as the agenda to
follow the MDGs by the UN General Assembly. Therefore,
the viewpoint of "sustainability" was globally recognized
as a common approach. Additionally, the Government of
Japan and WHO advocated UHC as a core agenda of the
SDGs. According to the WHO definition, UHC is "a state
where everyone can receive healthcare services such as
appropriate preventive, therapeutic, rehabilitation, etc. at
the cost that can be paid when necessary." Therefore, it is a
formal follower of the concept of primary healthcare (PHC).
As the interest in UHC increases, Japan that has been
achieved and maintained universal health insurance over 50
years was also rising. Finally, the SDGs, launched in 2016
with 17 goals and 169 targets, within which MCH targets
include 1) reduction of the global maternal mortality ratio to
less than 70 per 100,000 live births; 2) ending preventable
deaths with neonatal mortality at least as low as 12 per 1,000
live births and under-five mortality at least as low as 25 per
1,000 live births; and 3) ensuring universal access to sexual
and reproductive health-care services, including for family
planning, information, and education, and the integration of
reproductive health into national strategies and programs,
all by 2030 [26].

As for the SDG target of MCH, the "Global strategy for
women's, children's, and adolescents' health (2016-2030)"
was published by "Every Woman, Every Child" in 2015,
reflecting the attention for global health communities [27].

This strategy presented a roadmap for ending all
preventable deaths of women, children, and adolescents
within a generation. It presented three overarching
objectives: survive (end preventable deaths related to MCH
and infectious diseases), thrive (ensure health and well-
being including nutrition and sexual/reproductive health
services), and transform (expand enabling environments
including eradication of poverty, access to education,
and birth registration). This new strategy emphasizes
adolescents’ health, with the recognition of how their
involvement contributes to the health and nutrition of
women, children, and adolescents themselves through
better educational attainments, workforce participation,
and social enrollment. In other words, a multi-stakeholder
approach was emphasized. This also stresses the
importance of fragile states and humanitarian settings,
because 60% of maternal deaths, 53% of child deaths, and
45% of newborn deaths occur in such situations.

IV. UHC as a global agenda

Nowadays, UHC's relation to several global challenges
including aging [28], NCDs [29,30], and MCH [31] has been
emphasized. However, as Kieny pointed out, there exists
no one-size-fits-all approach for achieving UHC [32]. For
example, misperceptions exist in Japan’s experiences on the
health improvement, since Japan is the world’s first country
to achieve universal health insurance in 1961. One of these
misperception is "Japan’s rapid increase of life expectancy
owes much to the UHC." Additionally, several articles
point out positive correlations between income level and
mortality in Japan. However, whether economic growth
explains mortality completely is still debatable [33,34]. In
an ecological time-series study, Sugiura et al. pointed out
that not only medical factors but also non-medical factors,
including education, community-based activities such as
rural improvement movement activities [35], and legislation
contribute positively to life expectancy extension [36].
Another misperception is "Japan’s infant mortality rate
reduction has been achieved with introduction of UHC."
This is also a false perception. As Fig. 1 shows, Japan's
rapid IMR reduction started before World War II. Based
on our literature review [37], which explored Japan's past
policy and community activities, the determinants of IMR
reduction can be 1) policy commitment by the central
government or 2) synergy effect of community activities
of professional workers, including public health nurses,
practicing midwives, the livelihood extension workers
deployed for rural livelihood improvement, and volunteers.
Additionally, health insurance was already introduced in
Japan in the 1920s-1930s, before achieving universal health
insurance, which made it possible to pool the funds for
employing health professionals, especially public health
nurses. All workers conducted outreach activities for
the community and collected the facts of the community,
which were then transformed into evidence through multi-
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Fig.1: Historical trends of Infant Mortality Rate in Japan
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stakeholder discussion in the community [38,39]. We
surmise that the contribution of universal health insurance
was: 1) financial back up for employment and maintenance
of public health nurses and 2) accessibility improvement to
medical care in line with the rapid economic growth.

Hereafter, based on the discussion above and reflecting
the current discussion in global health communities,
we focus on the human resources required for health
development.

V. Human resource development for
sustainable maternal and child health
care

As previously mentioned, MCH in global health is
definitely transforming. On one hand, we should pursue
evidence-based public healthcare considering the
evidence from communities, while, on the other hand,
we should implement PDCA cycles based on grasping
current situation, policy/strategy planning, on-the-job
implementation with community activity facilitation,
and effectiveness evaluation and from the viewpoint of
competent health professional workers at community
level. As pointed out, overcoming the scarcity of human
resources is crucial for service expansion [40]. For
resolving this bottleneck, PHC and volunteer utilization
should be reconsidered, such as in Thailand [41]. Japan's
past experiences of the community participation of AIIKU
volunteers [38,42] and the field success in India supports
this concept [5]. Their common ground was well-organized
training and high quality of activities of the workers in the
community.

VI. Conclusion

We reviewed the policy and research directions from
the MDG period to the SDG period. We also identified the
transformation from the concept of MCH to RMNCAH.

RMNCAH services are now gradually reinforced with
strong evidences, including RCT trials and systematic
reviews.

As an SDG agenda, expanding financial protection
coverage may contribute to increased availability of
RMNCAH services, but UHC may not be achievable
without competent healthcare providers. Reflecting from
Japan's experiences, if effectively designed, the financial
protection scheme will have the potential to retain sufficient
human resources.

To achieve wider coverage of high-quality RMNCAH
services to communities, we should revisit volunteer

utilization, as well as health professionals with high quality

of activities in PHC.

We declare no conflict of interest.
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Abstract

Objectives: In promoting measures against non-communicable diseases (NCD) in the Sustainable
Development Goals (SDGs), it is important to identify the efforts to preventing NCD in the National Health
Plan (NHP), which shows health strategies for each country. Some NHPs were analyzed in this study, and
their descriptions regarding NCD prevention measures were examined. Typical NCD-related indicators
were analyzed as per the level of national income, and comparisons between NCD risk factors and national
income level were performed.

Methods: The study materials were the NHPs of 47 countries listed in MiNDbank, a database managed
by WHO. Moreover, we examined the relationship between certain NCD risk factors (smoking, obesity,
alcohol intake, physical inactive, etc.) and national income levels in 47 countries using one-way analysis
of variance.

Results: Significant differences were found between national income levels for the NCD-related indicators.
However, there was no significant difference between the smoking rates among males and national income
level. Although descriptions on NCD prevention were found for 57.4% in the NHPs of the target countries,
there was no significant relationship between the national income level and the ratio of NCD prevention
descriptions. Additionally, only 34.0% of countries set numerical targets. Regarding NCD prevention,
smoking was most frequently described, followed by exercise and obesity. Smoking targets were set in most
countries, regardless of the national income level. On the other hand, vegetable intake targets were only set
for high-income countries.

Conclusion: Although NHP describes measures regarding NCD prevention, sufficient descriptions were
not provided. Consequently, it will be necessary to promote NCD measures, especially in the NHPs of
middle-income countries.

keywords: national health plan, NCD, national income, SDGs
(accepted for publication, 28th June 2017)
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1. Afghanistan 17. Japan 33. Samoa
2. Bahama 18. Jordan 34. Solomon
3. Bangladesh 19. Kenya 35. South Africa
4. Belize 20. Kiribati 36. Sri Lanka
S. Bhutan 21. Lao 37. Suriname
6. Botswana 22. Lesotho 38. Thailand
7. Burundi 23. Malaysia 39. Timor Leste
8. Cambodia 24. Malta 40. Tonga
9. China 25. Micronesia 41. Tuvalu
10. Cook Island 26. Mongolia 42. Uganda
11. Croatia 27. Namibia 43. Us
12. Fiji 28. Nigeria 44. Vanuatu
13. Gambia 29. Norway 45. Viet Nam
14. Ghana 30. Palau 46. Zambia
15. Guyana 31. Papua New Guinea 47. Zimbabwe
16. India 32. Philippine
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Income LX)V NCD itk v E (%) NCD iz LI (%)
I (8) 6 (75.0) 2 (25.0)
ARAT T AR (18) 7 (38.9) 11 (61.1)
R (14) 9 (64.2) 5 (35.7)
TR (7) 5 (71.4) 2 (28.6)
W (47) 27 (57.4) 20 (42.6)
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Income L X)L NCD ¥fiti H#%d 0 F (%) NCD #fiti B2 LE (%)
IR (8) 2 (25.0) 6 (75.0)
A T (18) 4 (222) 14 (77.8)
AT E (14) 6 (42.9) 8 (57.1)
EITRE (7) 4 (57.1) 3 (429)
W (47) 16 (34.0) 31 (66.0)
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Water, Sanitation and Hygiene (WASH) and Millennium Development
Goals (MDGs) / Sustainable Development Goals (SDGs): Relationship
between WASH indicators and the Disability-Adjusted Life Years (DALY)
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Department of Environmental Health/ Department of International Health and Collaboration,
National Institute of Public Health
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RIFETIX, KEFAEICHRDLEEI L =7 AR EE (MDGs) OEBRIRREZIRD KD DD, 2030
TV FIIBIT AR HEO OO HEE (SDGs) TOXKEAMBOIEEL ZOE=5 ) ~
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Abstract

The achievement of the UN Millennium Development Goals (MDGs) on water, sanitation, and hygiene
(WASH) was reviewed, and the surrounding situation of the indicators of the Sustainable Development
Goals (SDGs) on the 2030 agenda was summarized. The status of WASH related indicators (i.e., dependency
of improved drinking water, piped water on premises, surface drinking water sources, improved sanitation
facilities, and open defecation) of each country or regions were visualized using Geographical Information
System (GIS). Furthermore, the relationships between these indicators and WASH-related health indexes
(i.e. disability-adjusted life years (DALY) caused by diarrhea) was analyzed by regression curves. As a
result, the relationship between “piped water on premises” and DALY was proven by a regression curve
with a relatively high correlation.
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