journal of

glcbal

health




journal of

glebal

www.jogh.org

Journal of Global Health (JoGH) is a peer-review general medical journal focusing on issues relevant
for global health. The mission of the journal is to serve the community of researchers, funding agencies,
international organizations, policy-makers and other stakeholders by providing an independent critical
assessment of the key issues that dominated the global health community.

JoGH publishes original articles, viewpoints, research protocols and other publication items, making
them available in full text online as soon as they are ready for publication. The articles are collected in
two annual print issues, at the end of June and December. All submissions and editorial inquiries should

be directed to editor[at]jogh.org.

Publisher: Edinburgh University Global Health Society (EUGHS). The aim of the EUGHS is to inspire and
educate individuals, groups, organizations and communities about global health issues. The society is
affiliated to the Centre for Population Health Sciences of the University of Edinburgh, and it works closely

EDITORS-IN-CHIEF

Professor Ana Marusié — Chair, Department of Research in
Biomedicine and Health, The University of Split School of Medicine,
Split, Croatia

Professor Igor Rudan — Chair in International Health and Molecular
Medicine; Co-Director, WHO Collaborating Centre for Population
Health Research and Training; Co-Director, Centre for Global Health
Research, College of Medicine and Veterinary Medicine, The
University of Edinburgh, Edinburgh, Scotland, UK

Professor Harry Campbell — Professor of Genetic Epidemiology
and Public Health; Co-Director, WHO Collaborating Centre for
Population Health Research and Training; Co-Director, Centre

for Global Health Research, College of Medicine and Veterinary
Medicine, The University of Edinburgh, Edinburgh, Scotland, UK

REGIONAL EDITORS

North America: Professor Robert E. Black — Director for the
Institute of International Programs; Johns Hopkins Bloomberg School
of Public Health; Johns Hopkins University, Baltimore, MD, USA
Professor Rifat Atun - Professor of Global Health Systems; Director
of Global Health Systems Cluster; Harvard T. H. Chan School of Public
Health, Harvard University, Cambridge, MA, USA

South America: Professor Claudio F. Lanata — Nutritional
Research Institute; Lima, Peru * Professor Cesar G. Victora —
Professor of Epidemiology; Federal University of Pelotas; Pelotas,
Brazil

Europe: Professor Sue C. Welburn — Vice-Principal, Global
Access; Professor, Medical and Veterinary Molecular Epidemiology;
The University of Edinburgh, Edinburgh, Scotland, UK * Dr Evropi
Theodoratou — Centre for Global Health Research, College of
Medicine and Veterinary Medicine, The University of Edinburgh,
Edinburgh, Scotland, UK

Africa: Professor Shabir A. Madhi — Executive Director, National
Institute for Communicable Diseases; DST/NRF South African
Research Chair in Vaccine Preventable Diseases; University of the
Witwatersrand, Johannesburg, South Africa * Professor Mark R.
Tomlinson — Department of Psychology; Stellenbosch University,
Matieland, South Africa

Asia: Professor Zulfigar A. Bhutta — The Noordin Noormahomed
Sheriff Endowed Professor and Founding Chair; Department of
Paediatrics and Child Health; The Aga Khan University, Karachi,
Pakistan  Professor Shams El Arifeen — Professor of
Epidemiology; Director, Centre for Child and Adolescent Health;
International Centre for Diarrhoeal Disease Research, Bangladesh
(ICDDR, B); James P, Grant School of Public Health, BRAC University,
Dhaka, Bangladesh

China: Professor Yan Guo — Professor of Public Health; Vice
President, Peking University Health Science Center; Vice Chairman
of the Chinese Rural Health Association; Vice Director of the China
Academy of Health Policy (PKU); School of Public Health, Peking
University,Beijing, China * Dr Kit Yee Chan — Visiting Scholar,
School of Public Health, Peking University Health Science Center;
Peking University, Beijing, China and Reader, Center for Population
Health Sciences; College of Medicine and Veterinary Medicine; The
University of Edinburgh, Scotland, UK

India: Professor K. Srinath Reddy — President, Public Health
Foundation of India; President, World Heart Federation; Chair, Core
Advisory Group on Health and Human Rights, National Human Rights
Commission, India; President, National Board of Examinations,

India; Bernard Lown Visiting Professor of Cardiovascular Health,
Harvard School of Public Health, Boston, MA, USA « Dr Harish
Nair — Public Health Foundation of India; Indian Institute of Public
Health, New Delhi, India; Centre for Global Health Research, College
of Medicine and Veterinary Medicine, The University of Edinburgh,
Edinburgh, Scotland, UK

Australia and Western Pacific: Professor Trevor Duke
— Director, Centre for International Child Health; Director, WHO
Collaborating Centre for Research and Training in Child and

Print ISSN: 2047-2978
Online ISSN: 2047-2986

programs.

Neonatal Health; Deputy Director of the Intensive Care Unit and
Clinical Director of the General Intensive Care Unit; The University

of Melbourne and Royal Children’s Hospital, Melbourne, Australia

* Professor Wei Wang — Professor of Postgraduate Medicine;
School of Medical Sciences, Edith Cowan University, Perth, Australia

EDITORIAL COUNCIL

Professor James Smith — Vice-Principal International; Professor
of African and Development Studies; School of Social and Political
Science; The University of Edinburgh, Edinburgh, Scotland, UK
Jake Broadhurst — Head, Global Academies Directorate; The
University of Edinburgh, Edinburgh, Scotland, UK * Professor
Mickey Chopra — Honorary Professor of Global Health; Centre

for Global Health Research, College of Medicine and Veterinary
Medicine, The University of Edinburgh, Edinburgh, Scotland, UK;
Lead health Specialist, The World Bank, Washington, DC, USA
Dr Elizabeth Grant — Director, Global Health Academy; Senior
Lecturer in Global Health and Development; Programme Director,
Distance Leamning Masters Programmes; Centre for Population
Health Sciences; College of Medicine and Veterinary Medicine;

The University of Edinburgh, Edinburgh, Scotland, UK * Professor
Devi Sridhar — Chair in Global Public Health; Centre for Global
Health Research, College of Medicine and Veterinary Medicine, The
University of Edinburgh, Edinburgh, Scotland, UK and Co-Director,
Centre for AIDS Interdisciplinary Research (CAIRO), Blavatnik School
of Government, Oxford University, Oxford, UK * Professor Sarah
Cunningham-Burley — Dean of Molecular, Genetic and Population
Health Sciences, Professor of Medical and Family Sociology, The
University of Edinburgh, Edinburgh, Scotland, UK * Professor Aziz
Sheikh — Co-Director of the Centre of Medical Informatics and
Professor of Primary Care Research and Development, The University
of Edinburgh, Edinburgh, Scotland, UK

EDITORIAL BOARD

Dr Davies Adeloye — Covenant University Ota Ogun State,
Nigeria; and Centre for Global Health Research, The University of
Edinburgh, Edinburgh, Scotland, UK  Professor Abdullah H.
Baqui — Director, International Center for Maternal and Newbom
Health; The Johns Hopkins Center for Global Health; Johns Hopkins
University, Baltimore, MD, USA ¢ Dr Luciana Brondi — Centre

for Global Health Research, College of Medicine and Veterinary
Medicine, The University of Edinburgh, Edinburgh, Scotland, UK
Dr W. Abdullah Brooks — Director, Kamalapur Field Site; Head,
Infectious Diseases Unit; The Johns Hopkins Center for Global Health;
Johns Hopkins University, Baltimore, MD, USA Professor Graham
Brown — Foundation Director; Nossal Institute for Global Health;
The University of Melbourne, Melboume, Australia ® Ruth M.
Campbell — Honorary Associate/Researcher; Harvard Global Equity
Initiative, Cambridge, MA, USA * Associate Professor Josip Car
— Director of Health Services and Outcomes Research Programme;
Lee Kong Chian School of Medicine; Imperial College &Nanyang
Technological University, Singapore and Director, Global eHealth
Unit, School of Public Health, The Imperial College London, London,
UK * Professor Simon Cousens — Professor of Epidemiology

and Medical Statistics; Director of Research Degrees; Department
of Infectious Disease Epidemiology; London School of Hygiene and
Tropical Medicine, London, UK * Professor Karen Edmond —
Winthrop Professor; School of Paediatrics and Child Health; The
University of \Westemn Australia, Perth, Australia * Dr Christa L.
Fischer Walker — Associate Scientist; Division of Global Disease
Epidemiology and Control; The Johns Hopkins Center for Global
Health; Johns Hopkins University, Baltimore, MD, USA * Professor
Wendy J. Graham — Chair in Obstetrics and Gynaecology; The
Institute of Applied Sciences; The University of Aberdeen, Aberdeen,
UK« Dr David B. Hipgrave — Honorary Senior Researcher; Nossal
Institute of Global Health; University of Melbourne, Melbourne,
Australia and UNICEF, New York, NY, USA « Dr Hope L. Johnson
— Center for Global Health; Johns Hopkins University Bloomberg
School of Public Health, Johns Hopkins University, Baltimore, MD,
USA and Head, Programme Outcomes and Impact, GAVI Alliance,
Geneva, Switzerland * Professor Keith P. Klugman — William H.
Foege Chair of Global Health; Hubert Department of Global Health,
Rollins School of Public Health; The Emory Universtiy, Atlanta, GA,
USA ¢ Assistant Professor lvana Kol€i¢ — Assistant Professor

with the Global Health Academy of the University of Edinburgh, while also maintaining collaboration with
academic partners throughout the world.

The views expressed by the authors do not reflect the views of JoGH or its publisher.
Journal design: Snjezana Engelman DZafi¢ for LASERplus, Zagreb, Croatia
Realisation: LASERplus, Zagreb, Croatia, www.laser-plus.hr

Creative Commons Licence: CC BY 4.0.

JoGH editors and editorial board members are independent researchers based at academic institutions,
thus being well placed to provide professional evaluation of the key topics and ongoing activities and

of Epidemiology; Croatian Centre for Global Health; Department

of Public Health; The University of Split School of Medicine, Split,
Croatia * Assistant Professor Tomislav Lauc — Assistant
Professor of Orthodontics and Dental Anthropology; Editor-in-Chief,
South European Journal of Orthodontics and Dentofacial Research;
Department of Anthropology, School of Social Sciences and
Humanities; University of Zagreb, Zagreb, Croatia ® Professor Joy
E. Lawn — Director, Global Evidence and Policy, Saving Newbom
Lives programme, Save the Children; Director, MARCH Centre; The
London School of Hygiene and Tropical Medicine, London, UK
Clinical Assistant Professor James A. Litch — Director, Perinatal
Interventions Program; Global Alliance to Prevent Prematurity and
Stillbirth (GAPPS), Seattle Children's; Department of Global Health
and Department of Epidemiology; University of Washington, Seattle,
WA, USA « Dr Li Liu — Assistant Scientist; Division of Global
Disease Epidemiology and Control; The Johns Hopkins Center for
Global Health; Johns Hopkins University, Baltimore, MD, USA ©
Professor Azeem Majeed — Head, Department of Primary Care

& Public Health; Imperial College London, UK * Professor Julie
Meeks Gardner — Head, Caribbean Child Development Centre;
Consortium for Social Research and Development; The University

of the West Indies, Mona, Jamaica * Professor Katherine L.
0'Brien — Executive Director, The International Vaccine Access
Center (IVAC); Global Disease Epidemiology and Control, Center for
Global Health; Johns Hopkins University Bloomberg School of Public
Health, Johns Hopkins University, Baltimore, MD, USA * Associate
Professor Ozren Polasek — Associate Professor of Biostatistics;
Director, Croatian Centre for Global Health; Department of Public
Health; The University of Split School of Medicine, Split, Croatia

* Professor Carine Ronsmans — Professor of Epidemiology;
Head, Department of Infectious Diseases Epidemiology, The London
School of Hygiene and Tropical Medicine, London, UK  Professor
Craig E. Rubens — Affiliate Professor of Global Health and Affiliate
Professor of Pediatrics; Executive Director, Global Alliance to Prevent
Prematurity and Stillbirth (GAPPS); Seattle Children’s and University of
Washington School of Medicine, Seattle, WA, USA Professor Samir
K. Saha — Head, Department of Microbiology; Executive Director,
The Child Health Research Foundation; Bangladesh Institute of Child
Health, Dhaka Shishu Hospital, Dhaka, Bangladesh * Professor
Joshua A. Salomon — Professor of Global Health; Department of
Global Health and Population; Harvard School of Public Health and
Harvard Global Health Institute; Harvard University, Boston, MA, USA
* Dr Giorgio Tamburlini — Research Director, Institute of Child
Health IRCCS Burlo Garofolo; Scientific Director, European School for
Maternal, Newborn, Child and Adolescent Health; Director, WHO
Collaborating Centre on Maternal and Child Health; The Institute
Burlo Garofolo, Trieste, Italy * Assistant Professor Alexander C.
Tsai — Assistant Professor of Psychiatry; Department of Psychiatry;
Massachusetts General Hospital and Harvard Medical School; Boston,
USA « Professor Peter Tugwell — Professor of Medicine and
Epidemiology & Community Medicine; co-Director, WWHO Collaborating
Centre for Knowledge Translation and Health Technology Assessment
in Health Equity; Director, Centre for Global Health; Institute of
Population Health and Department of Medicine; Faculty of Medicine,
The University of Ottawa, Ottawa, Canada * Associate Professor
Anita K. Zaidi — Director of Research, Department of Paediatrics
and Microbiology; The Aga Khan University, Karachi, Pakistan and
Director, Enteric and Diarrheal Diseases, Bill and Melinda Gates
Foundation, Seattle, WA, USA « Associate Professor Lina Zgaga
— Assaciate Professor of Epidemiology; Department of Public Health
and Primary Care; Trinity College Centre for Health Sciences, Dublin,
Ireland * Professor Stanley H. Zlotkin — Professor, Departments
of Paediatrics, Nutritional Sciences and Dalla Lana School of Public
HealthVice President, Medical and Academic Affairs, Department

of Pediatrics and Surgery, Division of Clinical Medicine; The Hospital
for Sick Children, The University of Toronto, Toronto, Canada © Dr
Henry Kalter — Institute of International Programs; Johns Hopkins
Bloomberg School of Public Health; Johns Hopkins University,
Baltimore, MD, USA

MANAGING EDITOR/NEWS SECTION EDITOR

Rachael Atherton — Centre for Global Health Research; College
of Medicine and Veterinary Medicine, The University of Edinburgh,
Edinburgh, Scotland, UK




Part one

Children suffering from diarrhoea in intensive care
unit at the hospital in Dhaka adjunct to Interna-
tional Centre for Diarrhoeal Disease Research,
Bangladesh (ICDDR, B). At the beginning of the 21+
century diarrhoea was a major cause of child mor-
tality, causing nearly 2 million child deaths each
year world-wide. Since then, a broad distribution
of oral rehydration sachets (ORS), much improved
school enrolment for girls, and widespread mater-
nal education on symptom recognition and
intervention reduced this burden to under 500 000
deaths per year. Still, more should be done and it

is expected that a roll-out of rotavirus vaccine may
further reduce this unacceptable death toll.
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from being nearly invisible in the global health agenda of 1990s to being central in discussions

today. Despite this change, the decline in neonatal mortality from 1990 to 2016 has been slow-
er than that of post—neonatal under—five mortality: 49% compared with 62% globally [1]. Newborn deaths
represent 46% of all under—five deaths—of the 5.6 million under—5 deaths in 2016, nearly 2.7 million
deaths occurred in the neonatal period, with a large proportion dying within the first week following birth
[1,2]. Preterm birth complications (35%), intrapartum-related events (24%) and sepsis (15%) — most of
which are preventable—have been identified as leading causes of neonatal deaths [3]. Although maternal

O ver the past few decades, the agenda for newborn health has shifted remarkably, taking newborns

mortality was estimated by the UN inter—agency group to have declined by 44% between 1990 and 2015,
the reduction was far below the 75% MDG target. Approximately 303000 women die each year from
complications of pregnancy and childbirth, with 99% of deaths in low— and middle—income countries,
making maternal mortality one of the indicators with the largest disparity between rich and poor coun-
tries [4]. With the majority of maternal and newborn deaths occurring around the time of birth, quality
and equitable maternal and newborn care are essential to improve survival. Several global partnerships
and initiatives such as the United Nations Every Woman Every Child movement (EWEC) and Every New-
born Action Plan (ENAP) have called for more focused attention on newborn health in order to end pre-
ventable newborn and child deaths [5,6]. The 2030 agenda of Sustainable Development Goals (SDG) and
accompanying Global Strategy for Women’s Children’s and Adolescents’ Health (2016-2030) include a
specific target for all countries to reduce neonatal mortality to at least as low as 12 per 1000 live births,
further reinforcing and strengthening commitment to neonatal survival [7].

Available research and evidence on newborn health clearly highlight impending challenges and strategies
to improve newborn survival. The 2013 PLOS Medicine collection on “Measuring Coverage of MNCH”
and the 2014 Lancet Every Newborn Series noted gaps in the availability of metrics and data on newborn
care. Additionally, the globally agreed upon monitoring frameworks as ENAP, Ending Preventable Mater-
nal Mortality (EPMM), the Global Strategy for Women’s, Children’s and Health (2016-2030) and Count-
down to 2030 — have all identified critical areas where further indicator development and data collection
are needed and have begun work to test or validate indicators [8]. There is also increased recognition of
the role of data in measuring progress toward the promise of an equitable future in the SDG era. This has
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resulted in an explicit SDG target to support countries to increase the availability of high—quality, timely
and disaggregated data, including data related to newborn health.

To date, large—scale household surveys such as the UNICEF—supported Multiple Indicator Cluster Sur-
veys (MICS) and the USAID—supported Demographic and Health Surveys (DHS) are the primary sourc-
es of population—level coverage estimates of newborn health interventions [9,10]. Household surveys
have been extremely important for national and sub—national monitoring of key indicators and are in-
valuable as a public source of data for examining sub—national inequalities and understanding coverage
gaps in intervention as well as for research purposes. However, studies have indicated that the validity of
coverage measures from household surveys can vary across indicators [11-13]. Household survey pro-
grams work constantly on revisiting and refining approaches to data collection. Following the 2013 rec-
ommendation of the Newborn Indicators Technical Working Group, some new indicators to measure care
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in the immediate newborn period have been added by the two household survey programmes. In addi-

tion, newborn—care related content is now also included and measured through health facility assess-
ments.

With the increasing focus on the need for data on newborns, and availability of new data, it is time to
understand these data and take stock of the findings but also of gaps. In the current context in which
newborn survival is central to the global health agenda, there is an urgent need to strengthen the collec-
tion of data on newborn care, particularly on aspects related to quality of care and to identify and fill re-
maining gaps as well as ensure the data are aligned with global and national monitoring needs. Attuned
to this context, the series of papers in this collection provide program and policy findings on measure-
ment of maternal and newborn care and outcomes, with implications for future measurement implemen-
tation and research. The supplement provides an analysis and description of the associations and patterns
of coverage and quality of recommended maternal and newborn care practices and interventions as cap-
tured at the population and facility level. It further strengthens evidence of limitation of current coverage
indicators and the need for effective coverage measurement that incorporates quality of care provided.
Several papers in the supplement highlight the scope of facility level data in assessing readiness to pro-
vide newborn care. Finally, the supplement assesses gaps and quality of available data on newborn health
and measurement approaches across measurement platforms.

MEASURING PROGRESS AND CHALLENGES IN NEWBORN HEALTH

Newborn health-related measurement (data and metrics)

Improving measurement of newborn health is at the core of this supplement. Though the quality, fre-
quency and visibility of data for newborn health have improved notably compared to a decade ago [14],
gaps in availability and quality of data on newborns remain. To accelerate and monitor progress towards
the global target of reducing neonatal mortality, a set of core indicators has been proposed and incorpo-
rated in several monitoring frameworks. Some core indicators like, skilled birth attendant and exclusive
and early initiation of breastfeeding have been established and reported on for decades through data col-
lected in MICS, DHS and other household surveys. As a result, nearly 75% of the countries have data
available for these indicators [8,15]. On the other hand, some indicators used for global reporting, such
as “postnatal care for mothers and newborns,” have been agreed upon more recently, with essential care
indicators such as “thermal care” recommended for data collection in household surveys only in 2013.
As highlighted by Sitrin et al in this supplement, only twelve national surveys between 2005 and 2014
included at least one indicator for immediate newborn care in addition to breastfeeding [16]. The supple-
ment includes a series of papers addressing gaps and assessing the quality of many of these core indica-
tors. Main findings are described below (Table 1).

Postnatal care (PNC) is an important strategy to improve newborn survival. Some issues related to mea-
surement of postnatal contacts were mentioned in the PLOS One series, “Measuring Coverage of MNCH?”;
it also described a few changes made to MICS and DHS questionnaires, in an attempt to address issues
revealed through formative research on indicator for postnatal care. However, there has not been a sys-
tematic assessment comparing the measurement approaches implemented by MICS and DHS, the two
largest sources of population—based MNCH coverage data in low and middle—income countries, which
left open the question of how questionnaire differences may affect the comparability and interpretation
of PNC coverage across surveys and countries. The study comparing measurement of postnatal care across
the two survey programs in this supplement reveals a difference in the way questions on postnatal care
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Table 1. Data on newborn indicators across current global monitoring frameworks and assessed in the current

collection

Content of antenatal care

Large gap between contacts and content of
antenatal care

Coverage indicators should include some ele-
ments of content of care to identify true effec-
tiveness of maternal and child health interven-
tions.

Skilled attendant at birth

Skilled attendants even in health facilities may
not be equipped to save newborns

Need to supplement and link coverage data
with health facility level data and quality of
care indicators.

Postnatal care for mothers and ba-
bies

Difference in data collection tools eg, ques-
tionnaires and the methodology adopted to
measure PNC across survey programs has cre-
ated comparability issues in coverage levels

Need to harmonize data collection tools across
survey programs. Need to determine differenc-
es in coverage by individual, household, re-
gional characteristics. Individual characteris-
tics should include delivery—related factors.

Essential newborn care with early
initiation of breastfeeding as tracer
indicator: * immediate and thor-
ough drying; ¢ immediate skin—

* Early initiation of breastfeeding is not a high
performing tracer indicator of essential new-
born care, *Coverage of skin to skin and ther-
mal care is low

Need to collect data on newborn care practic-
es other than breastfeeding initiation through
standardized questions in household level sur-
veys.

to—skin contact; edelayed cord
clamping;  early initiation of BF

Service readiness for newborn care
in facilities

Lack of qualified staff Improve training and increase capacity of staff
across health sectors. Increase availability of

essential commodities

for mothers and newborns are framed in MICS and DHS. MICS and DHS surveys have also followed dif-
ferent methodological approaches to compute the global indicator of postnatal contacts for mothers and
newborns within two days following delivery, resulting in comparability issues in coverage levels across
the two programs. As the evidence shows, this has implications for accurate measurement of coverage of
postnatal care [17]. With an increased focus on quality of care provided, content of postnatal care may
provide more helpful monitoring information to track reduction of neonatal mortality in the future.

The Every Newborn Action Plan proposed several indicators to track impact, coverage and equity of new-
born health—related interventions. It proposed early breastfeeding as a tracer for essential newborn care,
due to the data availability and evidence of benefits of breastfeeding. A methodological paper in this se-
ries assessed the correlation between early breastfeeding initiation and other newborn care practices [16].
The analysis found that breastfeeding initiation is not a good tracer indicator for newborn care practices
and recommends improved methodologies for accurate measurement of these practices.

The quality of newborn health interventions is a significant gap that is not currently being addressed by
the globally agreed upon coverage indicators to assess newborn health. It is increasingly recognized that
global measures of coverage of maternal and newborn health capture main contacts with the health sys-
tem but provide little information about the quality of care received. In this supplement, we assessed the
gap between contact and content —as a proxy for quality—of maternal and newborn health services in 20
sub—Saharan countries and found that the gap between contact and content is excessively large in all [18].

Newborn health policy and program

Over the past several years, there have been major advances in agenda setting for newborn health, includ-
ing implementation of several globally endorsed action plans and monitoring frameworks. There has been
a notable increase in the number of publications focused on newborn health, and evidence is now avail-
able for interventions that address the three main causes of newborn deaths. Recent research indicates
that increased coverage and quality of preconception, antenatal, intrapartum, and postnatal interventions
by 2025 has the potential to avert 71% of neonatal deaths (1.9 million, range 1.6-2.1 million) [19]. A
study in this supplement analyzed the recently available data on newborn care practices and found very
low coverage of skin -to -skin contact despite its protective effects against neonatal morbidity and mor-
tality [20]. Singh et al. examined the role of individual and health system characteristics on receipt of
postnatal care and found coverage to be low in Bangladesh, particularly for newborns of mothers who
delivered at home and who did not report a complication. Such analysis result in better identification of
the most vulnerable newborns and provide valuable programmatic insights to improve coverage [21].

Quality of newborn health interventions emerged as a key missed opportunity to accelerate newborn sur-
vival in three studies that analyze survey data from 20 sub—Saharan countries, Bangladesh and Haiti [22—
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24]. Two studies using health facility data assessed the service readiness to deliver life-saving newborn
interventions and found that health facilities are not yet equipped to save newborns at risk of dying
[23,24]. An assessment of health service environment in Malawi revealed that newborns in districts with
high service readiness have higher odds of receiving essential newborn care. This study highlights that
there is an urgent need to increase the level of service readiness across all facilities and in particular, the
quality and training of the staff, so that all newborns — irrespective of the health facility, district or region
of delivery—are able to receive all recommended essential interventions.

RECOMMENDATIONS — CALL TO ACTION

Poor quality in newborn care is a major barrier to newborn survival, and we strongly recommend strength-
ening measurement of elements of content of care to improve the measurement of the coverage of mater-
nal, neonatal and child health care. Recently, the World Health Organization and the Lancet quality im-
provement commission have proposed standards of care and measures assessing quality of maternal and
newborn health care [25,26]. We propose that linking household survey data on coverage of interven-
tions with facility—level data on service availability and readiness could help better measure effective cov-
erage and identify its determinants and barriers.

It is encouraging to note that newborn health measurement is now central to many global initiatives, and
new indicators are being added to household surveys and facility assessments. However, to track progress
over time and make comparisons between countries, there is an urgent need to harmonize data collection
across household surveys and facility assessments. To assess whether newborns are receiving life—saving
interventions, the existing standardized questions regarding newborn care practices such as thermal care
and skin—to—skin contact need to be consistently added to national household surveys. The DHS now
includes an optional newborn module which outlines standardized questions on newborn care, which
could be added to DHS surveys. MICS also includes standard questions. However, there is some evidence
of poor validity of household survey indicators especially related to timing or sequence of events around
the time of birth or questions which are composite of several events such as breastfeeding within one hour
of birth, newborn dried and placed on mother’s skin. For instance, these studies confirm that many in-
dicators of intrapartum care and associated morbidities have generally low validity and reliability when
assessed by women’s reports. However, some salient indicators are reported with acceptable accuracy,
most notably skilled attendance at birth and cesarean section. [12,27]. Other strategies must be devel-
oped for those indicators with low validity and reliability and caution must be taken when interpreting
results. Newborns also require data that can inform the decisions of more local health system actors. At
the district level a manager who wants to optimize the health system can use national survey data to
benchmark indicators at the regional level once every three to five years. But to know which inputs and
health worker processes are optimized in the district, where actions are needed, and crucially whether
outcomes improve as a result, different data platforms are required. The Health Management Information
System (HMIS) and a well-functioning civil registration and vital statistics system have the potential to
support this need and innovations to summarize and visualize these data so fit for district-level manage-
ment could play an important role. Currently, UNICEE WHO, and UNFPA are developing a standard-
ized list of indicators for maternal and newborn health that can be consistently tracked and reported
through HMIS and DHIS2. Other projects, such as the Maternal and Child Survival Program and the
Quality, Equity and Dignity Network are testing and implementing these indicators, with a focus on us-
ing data for decision making at all levels. Data from HMIS will be crucial for monitoring progress toward
national and global targets.

1 United Nations Inter-agency Group for Child Mortality Estimation (IGME). Levels and Trends in Child Mortality: Report
2017, New York: UNICEF; 2017.

2 UNICEE Committing to child survival: A promise renewed — Progress report 2015. New York: UNICEF; 2015.
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th the continuous deepening and broadening of China’s engagement in global health as well
-\ ; \ / as the transformation of its role in global health governance, global health science have made

great strides in China, from the infancy stage of last century to the grown-up stage of this cen-
tury. Considerable progress in global health discipline has been witnessed, especially in the last ten years.
The rapid development of global health in China is characterized with three crucial indications: the rise
of global health institutions, the ever-expanding research team and the growing number of global health
researchers, and also the increasing number of relevant papers published in international journals.

Ten years ago, there was not any domestic institution specializing in global health research, let alone a
nationwide research network in global health. In 2007, Peking University took the lead in establishing
the Global Health Research Center, which became China's earliest research institute in this field. Subse-
quently, other universities, such as Fudan University, Wuhan University, Duke Kunshan University, Zhe-
jlang University, Central South University, Sun Yat-sen University and so on, set up global health centers
or research institutes. In 2011, the undergraduate major in global health was set up in Wuhan University.
In 2012, the first global health department nationwide came into being under the School of Public Health,
Peking University. In addition to those universities, China National Health Development Research Center
and Chinese Center for Disease Control and Prevention (China CDC), as the official policy research in-
stitute and national public health agency under the leadership of National Health and Family Planning
Commission of China (NHFPC), have also set up divisions that engage in global health research or prac-
tice. On this basis, ten universities jointly initiated the Chinese Consortium of Universities for Global
Health (CCUGH) in 2013. It is the first cross-school organization in global health research field in China.
Soon afterwards, in 2015, the China Global Health Network was established, involving not only univer-
sities but also government agencies, China CDC, pharmaceutical companies and other research and de-
velopment (R&D) organizations. In 2016, the Global Health Branch was set up under Chinese Preventive
Medicine Association. With the support of NHFPC, the Ministry of Commerce, and some international
organizations such as China Medical Board (CMB) and UK Department for International Development
(DFID), Chinese academia sets off an upsurge of research into global health, systematically studying how
China's experience and lessons learnt in health development can be shared with other developing coun-
tries, exploring global health governance and health development assistance. Additionally, Fudan Univer-
sity and China CDC have also started pilot projects on maternal and child health and malaria control in
Myanmar and Ethiopia. Based on all those researches, more and more articles on global health are being
published.

The development of global health research in China should be attributed to three major contributing fac-
tors.

First, under the context of China’s overall development and diplomatic development, its practice in glob-
al health over the years play a key role. As early as 1963, China started to dispatch overseas medical teams
to Algeria. Chinese medical teams are now working in 49 countries. The health cooperation between
China and other countries has also extended to the public health field since 2013. For example, health
professionals were dispatched to combat Ebola and Middle East respiratory syndrome (MERS) coronavi-
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rus and went to Madagascar to fight against plague. China also cooperated with the US CDC to help Af-
rican countries set up their own CDCs. All of those practical efforts lay a good foundation for Chinese
academia to carry out global health researches.

Second, investments made by the Chinese government in scientific research and the scientific research
ability of Chinese researchers are improving. In 2016, a total of about yuan 1.57 trillion was invested in
R&D, an increase of yuan 150.69 billion or 10.6% over the previous year [1]. In 2013, the expenditure
on health research and development in China reached 46.84 billion yuan, accounting for 4.11% of the
total nationwide R&D expenditure [2]. The increasing research expenditure has created a material foun-
dation for Chinese researchers.

Third, extensive international cooperation in line with the reform and opening-up policy is a prerequisite
for the development of global health research in China. With the deepening of reform and opening-up,
the exchanges between China and the world are getting more and more frequent. As General Secretary
Xi Jinping noted in the report to the 19" CPC National Congress, the major-country diplomacy with dis-
tinctive Chinese features should promote the building of a new type of international relation and the fos-
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tering of a community of shared future for mankind [3]. An increasing number of Chinese scholars are
joining in international cooperation. These exchange and cooperation processes also provide opportuni-
ties for global health researchers.

Despite progress made so far, China is still facing challenges in global health research. It is manifested
from several aspects. Global health is still a relatively new concept in China. As an interdisciplinary field,
it requires attention from various disciplines. However, current researchers in this field are mainly public
health professionals and the capacity of personnel engaged in global health research needs to be enhanced.
Moreover, it is necessary for more people to go board and identify needs for this field so that China can
cooperate with more international counterparts and provide public health products worldwide. There-
fore, there is still some way to go for China in global health. Nevertheless, as China marches on in reform
and opening-up and actively takes more and more international responsibilities, it is believed that more
people will join in the global health field, facilitate global health research and present more research
achievements to the international community.

1 Communiqués on National Expenditures on Science and Technology in. 2016. National Bureau of Statistics of China.
2017. Available: http://www.stats.gov.cn/tjsj./zxth/201710/t120171009_1540386.html#. Accessed: 13 November 2017.
2 Jin N, Wang Y, Yang H, Wan Q, Zhang Y, Zhai T, et al. The accounting and analysis on the research and development of

government expenditure on health in China. Chinese Health Economics. 2016;35:38-41.
3 XiJ. Secure a decisive victory in building a moderately prosperous society in all respects and strive for the great success
of socialism with Chinese characteristics for a new era. Beijing: The People’s Education Press; 2017.
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» Africa

»» The number of new malaria cases in Gambia fell by 40% between 2011 and 2016, whilst the prev-
alence of the parasite in children aged under 5 years fell to 0.2% from 4% over the same period. Gam-
bia could be the first country in sub—Saharan Africa to eliminate malaria, but faces a shortfall in funds
for the most difficult “last mile” in reaching the goal of no new malaria cases by 2020. It has a funding
gap of US$ 25 million, and the possibility of “donor fatigue”, whereby donors turn their attention else-
where as cases drop, but the country’s new leadership, under the democratically elected President Ad-
ama Barrow, may reinvigorate the fight against malaria. In addition to the usual control measures such
as antimalarial drugs, bednets and spraying, Gambia has deployed technology to tackle malaria, using
GPS, mobile devices and online platforms to track the implementation of the standard control meas-
ures, aided by improved internet bandwidth in rural areas. (Reuters, 12 July 2017)

»» The 2017 South Africa Health Review paints a bleak picture of South Africa’s health sector, as it battles
to deliver services and reduce costs in the face of stagnant economic growth. Health expenditure will in-
crease by 1.1% in 2016/17, 0.8% in 2017/18, and will be cut by R142 million (US$ 10 million) in 2018/19
—a 0.1% reduction. The rand has fallen 38% against the US$ from 2012 to 2016, which had hugely in-
creased cost pressures, whilst an additional 400 000 people each year are joining the HIV treatment pro-
gramme, and many new children’s vaccines have been introduced. However, the costs of ARV drugs have
been kept down thanks to the central procurement of medicines. Staff costs are the main expense — and
most provinces have imposed restrictions on filling vacant posts, and 300 medical specialists left between
2015 and 2016. Spending on infrastructure has also been cut, and more patients are being referred to
clinics rather than hospitals, to save money. However, clinic visits have been cut by 3 million in the past
2 years — although a new medicine dispensing programme enables some patients to collect their medica-
tion from designated pick—up points such as private pharmacies and schools. And finally, the manage-
ment skills essential to contain costs is in short supply in the health sector. (Daily Maverick, 23 August
2017)

»» Nurses in Kenya ended a five—month strike, which had crippled the country’s health system, espe-
cially maternity, surgical and inpatient services. Kenya’s Council of Governors agreed to pay nurses an
initial uniform allowance of Sh15000 (US$ 145) — an increase from its current Sh10000 (US$96) level.
Nurses will also receive a risk allowance of between Sh20000 and Sh25000 (US$193 — 242) each year,
depending on their role. All disciplinary cases against striking nurses will be withdrawn, and salaries will
be reinstated before 31 December, and Kenya’s regions are beginning to recruit nurses after a jobs freeze.
“Over 85% of Kenyans living below the poverty line cannot afford expensive healthcare, and therefore we
call off the strike” said Mr Seth Panyako, the KNUN secretary—general. (The Nation, 2 November 2017)

»» There have been 91 deaths from snake—bites within 3 weeks in Nigeria, but the Federal Government
moved to refute rumours that public hospitals have ran out of antidotes to snake bites. Prof Isaac Ade-
wole, Nigeria's Minister of Health, confirmed that the Ministry of Health still has some vials of anti—snake
venom in stock, from its 2016 procurement exercise where states and other treatment centres were sup-
plied upon request. He noted that the states (Gombe and Plateau) where the 91 deaths occurred had not
compiled with the new system of procurement—upon-request; and that 5 states so far have requested
anti—venom stocks. He called upon states to invest in their own procurement of anti—venom treatments,
and warned that the Federal Government cannot continue to procure and distribute the venom without
charge. “The Federal Government is however working on Public Private Partnership arrangements for lo-
cal production of anti-snake bite venom which will make the product available, affordable and accessi-
ble,” he said. (allafrica.com, 8 November 2017)

»» Zimbabwe has made progress in reducing HIV prevalence from 27% in the 1990s to less than 15%
in 2017, but those of its HIV—positive citizens living in extreme poverty face daily battles against the
corruption and prejudice which limits their access to vital treatment, support and care. Mr Robert Mug-
abe’s resignation offers Zimbabwe a chance to revitalise its HIV strategy to ensure that no—one is left
behind — by prioritising and fast—tracking actions for the poorest and most marginalised people. Zim-
babwe’s Health Ministry must continue to strengthen HIV programmes that target women and girls,
disabled people, the elderly, prisoners and people in remote rural areas, sex workers, people in same—
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sex relationships and those in extreme poverty. All these groups suffer discrimination and disadvantage,
and have higher risks of preventable and premature death from HIV. The government has a moral re-
sponsibility to prioritise these groups so that development does not benefit wealthier groups initially,
and therefore widening inequalities. Investing in the already—piloted Electronic Health Records, which
can provide high—quality data security, storage and analysis, will be essential for a low—income coun-
try with high HIV prevalence to deal with high treatment needs. Corruption must also be tackled —
Zimbabwe is one of the most corrupt nations on earth — and poorer people, especially marginalised
groups living with HIV/AIDS rely on public services weakened by the misappropriation of funds. (The
Conversation, 30 November 2017)

P Asia

»» Mr Taro Aso, Japan's finance minister and a lifelong smoker, recently expressed doubts about the link
between smoking and lung cancer. His ministry also benefits (by US$ 18 billion a year) from tax revenues
on tobacco products, and owns about 33% of Japan Tobacco, the world's fourth—largest cigarette—maker.
Controversy has intensified recently as the government proposes a ban on smoking inside public build-
ings to protect citizens against passive smoking, which kills 15000 people in Japan each year. A group of
MPs from the country's Liberal Democratic Party are campaigning against the proposed ban, supported
by tobacco farmers and the restaurant industry, who fear that banning smoking from their premises —
which accounts for most passive—smoking deaths in Japan — would lead to mass business closures. Japan's
health ministry believes that these fears may be overstated, as non—smokers appreciate clean air (follow-
ing successful health campaigns, 18% of Japan’s adults smoke). Another contradictory aspect of Japan's
smoking legislation is that some cities ban public smoking on streets, whilst only encouraging smoking
to be banned indoors. This often leads to smokers moving indoors to smoke, rather than smoking out-
side. (The Economist, 22 June 2017)

»» To date, Sri Lanka’s Ministry of Health recorded at least 300 deaths and more than 100000 infections
caused by a major dengue outbreak. Heavy monsoon rains, rain—soaked garbage, standing pools of water
and poor sanitation all provide ideal living conditions for the mosquitoes which transmit the virus. The
International Federation of Red Cross and Red Crescent Societies (IFRC) is expanding its emergency as-
sistance to Sri Lanka with the Sri Lanka Red Cross in order to suppress the spread of the disease. [IFRC
stated that the hospitals are stretched to the limit, especially in the Western Province. According to the
WHO, dengue, endemic in 100 countries with an estimated 390 million cases of infection annually, is
ranked as one of the worlds fastest growing diseases. Dengue is recognisable by its flu-like symptoms
that can lead to the deadly hemorrhagic dengue fever. There appears to be no end in sight for dengue
danger as “the virus currently spreading has evolved and people lack the immunity to fight off the new
strain,” says Novil Wijesekara, of the Sri Lanka Red Cross. (Reuters, 24 July 2017)

»» A group of anonymous civil society organisations, people living with HIV, and others, have written to
the Global Fund to express “grave concern” over its funding to combat HIV in Cambodia, as well as the
allocation process. The Global Fund is the main donor in the country’s efforts against HIV/AIDS, TB and
malaria. The group expressed concern that civil society representatives have had little input into deci-
sion—making, and that participation in Cambodias Community Co—ordinating Mechanism (CCM) — a
national multi—sectoral committee in charge of facilitating Global Fund activities in the country — is skewed
towards international representatives. As a result, the civil society organisations wish to step down from
the CCM. These organisations are also concerned that funding is being targeted towards international
NGOs, rather than local organisations working with key affected populations. In response, the Global
Fund confirmed that it is planning a consultation with these groups to discuss their concerns in a trans-
parent manner. It also noted that out the Global Fund’s US$ 41.6 million allocation to Cambodia for
2018-20, 27% is set aside for NGO-led activities. (Phnom Penh Post, 30 October 2017)

»» Winter storms are building over northern Afghanistan, bringing snow to the mountains, thunderstorms
to Kabul, rain to Lahore and Islamabad in Pakistan — and helping to clear the smog hanging over the re-
gion. Pakistan has experienced traffic accidents — with 10 people killed and 25 injured in 2 weeks — linked
to poor visibility, and it also causes respiratory problems. Mr Mohammad Riaz, a Pakistani meteorologist,
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said that the smog is caused by dust, pollution, the burning of crops, factory and brick kiln emissions,
and is expected to linger until mid—November. He advised people to wear face masks to protect them-
selves from respiratory ailments. Average air pollution in Pakistan’s main cities is 4 times higher than
World Health Organization limits, and although overall air quality in 2017 is better than 2016, pollution
levels in Lahore recently reached 18 times the healthy limit. Inevitably, as the winter weather settles, an
increase in pollutants will again thicken smog to “very unhealthy” or “hazardous” levels — with human
activity being the main contributor. (Al Jazeera, 16 November 2017)

»» North Korea has banned most forms of birth control, and as a result condoms are increasingly in de-
mand as a gift item brought back by business travellers returning from China, according to sources in
North Korea. Condoms are prohibited for manufacture or sale in the country, and are blocked from entry
at customs posts, and they are officially considered “indecent items”. North Korea’s leader, Kim Jong Un
has strongly encouraged a high birth—rate. However, the high costs of education and raising a child means
that most couples limit themselves to one child, although medical professionals are banned from offering
birth control and abortions, in order to raise the country’s falling birth rate. Moreover, despite being
banned, sex work is widespread in North Korea, making the easy availability of condoms even more es-
sential. (Radio Free Asia, 20 November 2017)

» Australia and Western Pacific

»» Throughout the developing world, cervical cancer is the main cancer affecting women — in 2017, an
estimated 266 000 women world—wide will die from it, and 85% of them will be in developing countries.
Rates of cervical cancer in the Pacific Islands are also concerning, with Melanesia being particularly at
risk, with an incidence rate of 33.3/100000 women and a mortality rate of 20.7/100 000 women. Cervi-
cal cancer can be prevented, but a systematic review of cervical cancer in the region found that its pre-
ventative programmes are inadequate despite the region’s high incidence rates. It would cost an estimat-
ed US$ 2.1 million to vaccinate all 13—year old girls against HPV, which is highly affordable, particularly
if obtained through a regional bulk purchase underpinned by collective bargaining. The region has an
opportunity to prioritise cervical cancer through the Framework for Pacific Regionalism, which could
boost the number of countries offering HPV vacation from 60 to 80%. Improved and integrated sexual
and reproductive health services would also boost cervical cancer survival rates, but political will and in-
creased resources are essential. (Radio New Zealand, 21 July 2017)

»» According to UNAIDS, Papua New Guinea saw a 4% increase in new HIV infections between 2014
and 2016, with an estimated 2800 new infections in 2016. This follows on from a 41% decline in HIV
infections from 2001 to 2009. With prevention efforts stalling, Papua New Guinea needs to reinvigorate
its response but it faces a number of obstacles in ending the HIV epidemic as a public health threat by
2030. These obstacles including criminalising sex work and consensual same—sex sexual activity, high
rates of gender—based violence, and the challenges of extending health services to the country's rapidly—
growing young population. (Radio NZ, 25 July 2017)

P> Australia’s federal government spends US$ 4.6 billion each year on private health insurance subsidies,
and the consumer group CHOICE has called on it to stop providing tax breaks and rebates for “junk”
health insurance policies. These policies do not cover treatments for most illnesses, including heart at-
tacks, stroke and cancer, or only allow the policy—holder to be treated as a private patient in a public hos-
pital. According to CHOICE, junk policies account for 13% of all hospital and combined policies on the
insurance market, but cover less than 1% of hospital treatments and services. Generally, they cover a very
small number of procedures, including accidents, wisdom teeth and appendix surgery, but exclude all
others. Consumes are attracted to them because of the tax breaks on offer, or without realising that they
bought a dud policy with little value, and many end up with “bill shock” when they discover that their
treatment is not covered by the policy. “These policies are not only poor value for consumers, but are poor
value for the Australian community, who subsidise junk policies than do not reduce the strain on the
public healthcare system,” CHOICE argues. They also called for simplified health insurance policies, af-
ter its survey found that 44% of policyholders found it difficult to compare policies. (Sydney Morning Her-
ald, 4 August 2017)
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»» Nationally, an unusually higher number of mumps cases was reported across New Zealand, and the
country’s Ministry of Health warned of “an increased risk of further outbreaks.” The University of Otago
is offering its students free measles, mumps and rubella booster shots to students who are unsure of their
vaccination history, or who have not had two MMR vaccinations since 1990, following an outbreak of 10
cases. Auckland reported 51 cases in the past month — mainly amongst young people, and several were
recorded in Waikato and two in Nelson. Auckland’s Regional Public Health Service has expressed con-
cern over immunisation levels. Although most people recover from mumps, it can have serious compli-
cations, including inflammation of the tissue surrounding the brain (meningitis), inflamed testicles or
ovaries, and deafness. (stuff.co.nz, 17 August 2017)

»» According to the 2016 Global Burden of Disease, 1-in—5 Australians has a mental illness or a sub-
stance abuse disorder — and despite having one of the highest life expectancies in the world, and being
a world leader in treating heart disease, stroke and cancer, on the whole Australia is failing to improve
its mental health. The burden of mental illness has improved little over the past 20—30 years, and the
findings of the Global Burden of Disease study comes one day after the Royal Australian College of
General Practitioners announced that mental health is the main condition dealt with by general prac-
titioners. Moreover, although life expectancy is increasing in Australia, the average man will live the 10
years of his life in ill-health, and the average woman will live the last 12 years in ill-health. Mental
illnesses, eg, depression, anxiety, bipolar, posttraumatic stress disorder and substance abuse account
for nearly 25% of the years spent in ill-health by Australians. According to Laureate Professor Alan
Lopez of Melbourne University and one of the study’s co—authors, this is partly due to the difficulties
in treating mental illness. “There’s no easy fix for mental health issues. Their epidemiology, the age at
which they begin and just the fundamental nature of mental illness means that it is an intensive care,
long treatment process. It doesn’t mean that we don’t have treatments, it just means that they take
longer. And people don't always go for treatment as well — often they just live with their disability,” he
says. (Huffington Post Australia, 17 September 2017)

» China

»» At the Chinese Communist Party’s 18th Congress in 2012, China’s government pledged to eliminate
rural poverty by 2020, and to pull at least 10 million people from rural poverty each year, from 2016 on-
wards. Based on China’s official poverty line of 2300 renminbi (US$ 333) per year, the number of rural
poor fell from 555 million in 1995 to 56 million in 2015. However, despite the falling number, China
still faces a smaller, yet tougher, poverty problem. China’s social assistance programme, dibao, is a mini-
mum living standard programme that targets poor households below a certain income, but despite being
a national programme, it is implemented locally. A World Bank report from 2015 found that 90% of ru-
ral individuals with annual income below the threshold level did not receive diabo from 2007-09, echo-
ing a report from Beijing Normal University which found that over 80% of eligible households did not
receive diabo from 2010-11. However, poverty alleviation measures such as diabo are ultimately only
emergency mechanisms. To truly tackle China’s poverty, the government must combine reforming diabo
with more tailored poverty relief measures on a case—by—case basis. There is evidence that this is under
way in some places, with local governments targeting poor individuals with health problems; but in the
long—term, the idea that jump-starting economic growth in less—developed areas is sufficient to end pov-
erty must be abandoned. (East Asia Forum, 26 May 2017)

»» According to the 2017 Future Health Index from Philips, China has the lowest concentration of skilled
health professionals (31.5 per 10000 people) out of the 19 countries surveyed, combined with a high
risk of crippling health care costs for surgical procedures. This situation has further deteriorated over the
years, worsened by the country's focus on disease—curing rather than prevention, hospital overcrowding
and lack of access. The country's government is aiming to improve access and affordability for its 1.3 bil-
lion citizens, moving from disease—centred care to “big health”, to deliver a full range of health services
covering the entire care continuum, with an emphasis on health management and chronic disease man-
agement. One of the main areas of reform is the decentralisation of Chinas multi—tiered health care sys-
tem to streamline resources and improve effectiveness, and — crucially — all hospitals will share resources,
expertise and information to ensure cost savings. China is also embracing big data to enable precise di-
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agnosis and personalised health care — currently, too few data are collected or organised in a way that can
be analysed. The government is focusing on accelerating the roll-out of the disease—based standard clin-
ical data repository across a range of areas, and by 2020 three digital national databases will be established,
incorporating health information, health profiles and medical records. (China Daily, 27 June 2017)

»» In an interview with The Diplomat, Peter Fuhrman of China First Capital Ltd, talked about the loom-
ing health challenge of Alzheimer Disease in China. He recognises that the treatment of chronic diseases,
with Alzheimer at the forefront, is the largest single challenge to the country’s health system. China has
made massive progress in the transformation from a rudimentary health system to expanding health cov-
erage to all areas of the country and the vast majority of its citizens. However, this has in part led to in-
creasing life expectancy, which has reached Western levels, and now China faces the strain of millions of
older people suffering from conditions without any real treatment options. Mr Furhman calls for China
to foster the development of quality treatment centres for Alzheimer patients, to lengthen and enrich their
lives. This will require investments in buildings as well as specialist staff. Finally, he highlights how Chi-
na is set to have 50% of the total number of people with Alzheimer Disease by 2045, and has less than
500 specialist treatment beds — overall, chronic care offers excellent investment opportunities for overseas
companies. (The Diplomat, 26 September 2017)

»» China and Canada are collaborating on a US$ 1.69 million project to improve mental health treatment
through the use of smartphone apps, text messaging and electronic medical records. The project, EMBED,
aims to close the mental health care gap, as both countries struggle with shortages of mental health care
professionals — especially in remote areas, and overburdened staff. There is potential for the app to target
younger people who feel comfortable on digital platforms, and it could eg, raise an alert if a student with-
draws from a class or social activities. Other apps could help someone through a crisis or depressive ep-
isode, when the individual may not wish direct contact with a mental health professional. There is much
debate on the impact and potential dangers than smartphones may have on mental health, but with pos-
itive use they could help those with mental health needs. “Achieving economic health takes a compre-
hensive approach, and it is innovation like the Digital Hub [the project host] that will help develop new
approaches to improving mental wellness on an unprecedented global scale,” said Canada’s International
Trade Minister, Francois—Philippe Champagne. (CBC.ca, 9 November 2017)

»» Rising incomes and an underfunded — albeit universal — health system are driving urban residents to-
wards private health care insurance. According to a recent survey by Financial Times Confidential Re-
search, 21.7% of people have some private medical cover in addition to the state programmes. Coverage
is highest amongst high—income householders — 42.5% — and amongst residents of first—tier cities, where
25.8% of residents have private insurance, compared to 17.4% in third—tier cities. Insurers across China
have reported brisk sales of health policies in 2017, despite restrictions on the sales of investment-linked
policies. Compared to the USA, where just 16.2% of people buy their health care insurance directly, 43.5%
of people in China who buy insurance buy it directly. Indeed, China’s employers already contribute a per-
centage of employee salaries to the state programme and are therefore normally reluctant to pick up the
costs of additional cover. However, more companies are expected to offer private health care to win or
retain talent, although it is expected that self~financed premiums will remain the biggest driver of growth
in this market. (Nikkei Asian Review, 14 November 2017)

» Europe

»» More than 7200 people in Romania have contracted measles since late 2016, and 30 people — mostly
children — have died. This outbreak has affected several countries in Europe, with the largest outbreaks
in Romania and Italy, but France, Germany, Poland, Switzerland and Ukraine are also affected. The World
Health Organization (WHO) recommends two doses of vaccinations, covering 95% of the population, to
ensure immunity and prevent outbreaks. However, in Romania only 80% of children receive the first
dose, and 50% the second dose, due to poverty, a shortage of vaccines and poor access to health care. In
response, the Romanian government is pushing through legislation that would make vaccination oblig-
atory for children to attend school. The problem is compounded by a growing number of parents who
refuse to have their children vaccinated, and some religious groups and public figures launching anti—
vaccination campaigns. (Medical Xpress, 23 June 2017)
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»» Singapore faces growing number of professionals using drugs, and with 66% of new substances users
under the age of 30 years, its Home Affairs and Law Minister has warned of a new generation of drug us-
ers. Singapore is looking to other countries, including Iceland and Finland, for models on tackling the
problem. Iceland has experienced falling numbers of young people using alcohol, cigarettes and canna-
bis, eg, in 1998 42% of people aged 15 or 16 years of age said that they had been recently drunk — com-
pared to 5% in 2016, and the country now has the lowest substance use by teenagers in Europe. Iceland’s
success is evidence—based, and includes connecting with young people, health education, involving par-
ents in their childrens lives and focusing on preventive factors that decrease young peoples changes of
substance misuse, plus reducing risk factors that lead them to it. Eg, parents are urged to spend more
time with their children, and to ensure that they are home early. Finland has local drug prevention and
outreach efforts, and all areas offer free activities, such as sports, for young people. Other young people
are encouraging to act as “peer educators” to their fellows on the dangers of drugs, and like Iceland, Fin-
land has also seen declining drug use amongst its young people. (Strait Times, 27 June 2017)

»» Russia faces severe problems with the distribution of HIV/AIDS medication, leading to many patients
to rely on each other to access treatment, in an echo of the film, The Dallas Buyers’ Club, which was set in
1980s USA. Clinics frequently run out of medication supplies in the middle of the year, leaving patients
with life—threatening gaps in their treatment — so patients began to organise and distribute drugs them-
selves. Eg, patients whose treatment regime had changed would send their old medication for redistribu-
tion, or — tragically — through patients who had died. Drug companies have informally provided medica-
tion, via sympathetic workers and personal contacts. Russia is almost unique amongst developed countries
in having increasing numbers of new HIV infections and AIDS-related deaths. Campaigners estimate that
deaths will top 20000 in 2017, up from 18577 in 2016, although it is impossible to say how many deaths
result from erratic medication supplies. Alesei Yaskovich, part of the Aptechka network for redistributing
HIV medication, hopes to create a single online resource where all pharmacy managers could post real—
time information about their drugs supplies. Russia’s shortages of HIV medication is partly a result of
Western sanctions, but the country’s pharmaceutical companies are not filling the gap. (Radio Free Europe,
8 October 2017)

»» According to Anna Sarzynska, owner of the Anna Dental Clinic in Gdansk, Poland, around 80% of
her patients come from aboard, particularly Scandinavia but also the UK and Ireland. This is part of a
trend of rising medical tourism in central and eastern Europe, which has been growing by 12%—15% each
year — and in 2016, 488 000 people came to Poland for treatment. To date, the region has specialised in
simple treatments that do not require prior consultation, and patients are attracted by prices that may be
2-3 times lower than at home. The growth in medical tourism is bolstered by a 2013 EU directive, which
enables patients to obtain treatment in any member state and have it refunded if it is covered by their own
national health care schemes. The region is also attracting patients from former Soviet republics, who of-
ten lack easy access to medical services and equipment. Mr Artur Gosk, head of the Polish Association of
Medical Tourism, calls for more government support for medical tourism, and others point to Turkey —a
popular destination for less complicated procedures, enhanced by government efforts, such as discounts
for patients flying with Turkish Airlines and plans to introduce tax—free health care zones. However, the
growth in medical tourism is not necessarily leading to improvements in public services, especially in
hospitals — illustrated by Poland spending 6.4% of its GDP on health care — one of the lowest levels in
the EU. (Financial Times, 20 October 2017)

»» Research from MacMillan Cancer Support and Public Health England shows that 17 000 people have
survived for several years after diagnosis with 10 types of stage 4 cancer. The results of this research was
revealed at the 2017 National Cancer Research Institute Conference in Liverpool. It is based upon data
from England's public health registry, capturing data on people who were diagnosed with one of 10 com-
mon types of cancer between 2012 and 2013, and were still alive at the end of 2015. MacMillan Cancer
Support said that these figures demonstrated the changing nature of cancer, and that patients whose pros-
pects were previously limited could see their cancers become more “treatable” and manageable, like oth-
er chronic diseases. Other studies have suggested that cancer survival rates in the UK lag behind other
European countries, and experts call for earlier diagnosis and improved access to treatments. Dr Jem
Rashbass, cancer lead at Public Health England, described the registry data as “an invaluable resource in
helping us to track improvements in cancer outcomes and gain more understanding of the implications
for those living with and beyond a cancer diagnosis.” (The Guardian, 8 November 2017)
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» India

»» India comprises 20% of the worlds population, yet the DNA sequences of its people makes up just

0.2% of global genetic databases — indeed, 81% of global genetic information is collected from people
with European ancestry. According to Sumit Jamuar, the chief executive of Global Gene Corp, the short-
fall in mapping global genetic diversity is an error that his company plans to rectify. Global Gene Corp
aims to capture anonymized genetic data from populations and share it with academic and pharmaceu-
tical industry researchers. It will begin by focusing on South Asia, primarily India in the first instance.
Although there are issues of data storage and security with the expansion of genetic mapping — a single
human genome contains 3 gigabytes of data — a better understanding of the impact of genetic variations
on the function of potential drugs, or identifying population—specific targets — could cut the costs of drug
development. Moreover, providing more tailored health care to the diverse and growing human popula-
tion could potentially save millions of lives. “This is the future. Just imagine if we can change the health
outcome for every individual — that is a phenomenal promise,” said Mr Jamuar. (BBC, 22 June 2017)

P> At least 160 people have died, and millions more displaced after heavy monsoon rains caused land-
slides and flooding across northern India, southern Nepal and Bangladesh. In flooding in Sierra Leone,
at least 200 people died in flooding in Freetown, the country’s capital. Many of the victims in South Asia
had drowned, or were trapped in collapsed houses or underneath toppled trees. According to the aid
agency, Heifer International, the heavy rains hit at a particularly bad time for food supplies, just after the
planting of rice crops, and large numbers of livestock were swept away. Landslides and flooding are com-
mon in south Asia during the summer monsoon season, and widespread deforestation and poor urban
planning make it harder for the land to absorb rainfall, worsening the flooding. In India, flood—waters
have damaged bridges, power lines and washed away thousands of homes. This has affected at least 2.5
million people, of whom 200000 are staying in 440 relief camps. In the remote region of Assam, railway
lines are flooded, so helicopters are dropping food supplies and water packets to the worst—affected ar-
eas. Further westward, in the state of Hamchal Pradesh, soldiers recovered the bodies of 46 people who
had been travelling in buses which were buried by a massive landslide. India’s wildlife, national parks and
endangered species have also been affected by the floods. (Irish Times, 14 August 2017)

»» The World Bank estimates that India will become a high—middle income country within the next 30
years, spurred on by economic and tax reforms. The World Bank’s Chief Executive Officer, Kristalina
Georgieva, praised these reforms, saying that they have had a visible impact on foreign direct investment
— which has doubled from US$ 36 billion in 2013—14 to US$ 60 billion. India has also moved sharply
up the World Bank’s global Ease of Doing Business ranking. Moreover, investment in infrastructure is also
fostering economic growth. Over recent years, the country has moved more than 60 million people out
of extreme poverty, and has set a target of eliminating extreme poverty by 2026. Mrs Georgieva believes
that India could meet this goal by 2022 — well ahead of its target. “What we have seen is remarkable over-
all success story of India. Extraordinary achievements in the last three decades, the per capita income has
quadrupled. It was done with an eye on lifting out people out of poverty,” she said. (Economic Times, 4
November 2017)

»» A recent study found that out of the 56% of households covered by India’s government—funded health
care insurance, 66% of these households who sought treatment in public hospitals, and 95% of those
who sought treatment in private hospitals, had to pay for treatment. The health care insurance scheme
was introduced by the Modi government in 2017, in order to scale—up and strengthen health care insur-
ance, and to purchase services from public, not—for—profit and the private sector. 360 million people (30%
of the population) in India are have health care insurance, with government—funded insurance covering
200 million people, with private insurance covering the remainder. One of the main objectives of the ex-
pansion of government health insurance was to reduce the number of households facing “catastrophic
expenditure” for health care, as an estimated 60 million people each year fall below the poverty line due
to health care expenses. However, the results of this study suggest that hospitals are overcharging for their
services, coupled with low awareness of entitlement, means that insurance cover often only leads to a
discount of expenditure, rather than cashless care. (The Telegraph, 23 November 2017)

»» Figures from the World Health Organization (WHO) and published in the World Malaria Report show
that 6% of the worlds new cases of malaria, and 7% of malaria—related deaths, occur each year in India.
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Moreover, it accounts for 90% of cases in Southeast Asia, and the highest number of deaths in the region.
According to the report, 85% of estimated vivax malaria cases occurred in just five countries (Afghani-
stan, Ethiopia, India, Indonesia and Pakistan) — with India having the highest share of cases at 51%, fol-
lowed by 12% in Pakistan and 10% in Ethiopia. The report also criticised the weakness of India’s surveil-
lance system — a significant contribution to Indias malaria burden. However, Union Health Minister JP
Nadda is optimistic about India’s progress in malaria control, tweeting that “India has successfully reduced
its new malaria cases by one—third and crossed the malaria mortality targets of 2020.” (Hindustan Times,
29 November 2017)

» The Americas

»» Venezuela's HIV treatment programme was once a model for the developing world, with free, public
treatment available since 1999. It imported affordable generic drugs from India, challenged the patent
monopolies of Western pharmaceutical companies, and targeted marginalised communities with the dis-
tribution of free condoms. However, the country's political and economic crisis has left its once—leading
programme in ruins. Hospitals lack the basic drugs to treat infections arising from shortages of antiretro-
viral drugs, and people living with untreated HIV are developing drug-resistant strains of the virus. Con-
doms are only available at hugely—expensive private pharmacies, and there is no infant formula milk to
give to babies with HIV—positive mothers, to avoid transmission via breast milk. There are no accurate
figures for HIV infections — the most reliable suggests that 200 000 people may be infected. However, due
to the lack of treatment, people are dying from AIDS at rates reminiscent of the epidemic's early days in
the 1980s. The only blood screening in the public health system is at blood banks, and pregnant women
are not screened for HIV, so the risk of mother—to—child transmission is high. In 2016, a coalition of Ven-
ezuelan people living with HIV asked the Global Fund for help; it was refused because Venezuela is a
high—income non OECD country (indeed, it has the world's largest oil reserves, and continues to export
petroleum). The government, which denies there is a crisis, may not support their efforts, and there is
currently no other organised campaign to bring drugs into the country. (Globe and Mail, 21 June 2017)

»» For the first time in US history, the US Food and Drug Administration (FDA) is planning to introduce
new regulations on tobacco products as well as on tobacco vaporisers (eg, e—cigarettes). According to the
FDA, the policys aim is to reduce the addictiveness of cigarettes caused by nicotine amongst US smokers,
along with the number of consumers, which would eventually lead to a significantly lower amount of to-
bacco-related deaths and diseases. After the announcement of the new regulatory plan, shares of tobacco
companies plunged dramatically — Altria Group by 17%, British American Tobacco’s by 11% while Philip
Morris International Inc. dropped by 7%. Moreover, the FDA considers tobacco to be the leading cause of
preventable death in the US — killing more than 480000 people each year, and costing US$ 300 billion in
health care. The FDA is now turning its attention to flavoured tobacco products, such as menthol. Tobac-
co companies, such as British American Tobacco (BAT) and Reynolds American Inc, are convinced that
“future success will require transformative, innovative products and changing the conversation about to-
bacco harm reduction.” (BBC, 28 July 2017)

»» In 2016, more than 60000 people died from drug overdoses in the USA — higher than gun homicides
and road fatalities combined. In October, President Trump declared opioid addiction a public health emer-
gency, opening additional federal assistance for treatment and pledging a crackdown on drug traffickers.
Mr Trump’s response also included a call for doctors to be educated on the prescription of opiods, and
stated that he will urge the Chinese President, Mr Xin Jinping, to take action over China’s production of
fentanyl, a drug that is infiltrating the USAs heroin supply and exacerbating fatal overdoses. Today’s health
emergency originated when many people became addicted to prescription opioids over the past 20 years,
and switched to heroin when prescription drugs ran out. A public health emergency declaration lasts for
90 days, but can be extended. The government will use the Public Health Service Act to combat the emer-
gency, but there is a funding shortfall and additional funding must be negotiated with lawmakers. (Wash-
ington Times, 26 October 2017)

P> According to the 2017 School Weight and Height survey, conducted by the Costa Rican Ministries of
Health and Education, 34% of the country’s school-age children are overweight, a large increase over
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previous years. Health officials highlight “drastic changes” in children’s nutrition as the driving force be-
hind the change, and longer commutes, busier parents, lack of recreational facilities combined with easy
access to junk food also makes life more sedentary. Costa Rica is not alone in the increasing prevalence
of obesity, as worldwide an estimated 4.3% of boys and 6.3% of girls were overweight, and in 2015 this
had increased to 30.3% of boys and 33.1% of girls. The Costa Rican Social Security Agency is bolstering
its health promotion activities, and is launching heart—health programmes and improving heart monitor-
ing services. (Costa Rica Star, 14 November 2017)

»» Child marriage was banned in Mexico in 2014, but the country’ rates of child marriage have not fall-
en, despite the ban and falling rates globally. According to UN data, 25% of Mexican women aged 50—54
years says they married as children, compared to 21% of women aged 20-24 years — a small change over
a generation. This data also shows that 6.8 million women in Mexico married before the age of 18, and
25% of Mexican women marry under—age. In the region of Coatecas Altas, some women report that the
average age of marriage is 14 years. UN Women state that marrying before 18 means that young women
are more likely to be poor, have a lower education level, less job opportunities and be victims of domes-
tic violence. There are many drivers behind Mexico’ rates of child marriage, but underpinning them is
society’s perceptions of women, and womens5 roles. (NPR Goats and Soda, 23 November 2017)
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» The Bill and Melinda Gates Fbundation

»» In June, Bill Gates gave US$ 4.6 billion of Microsoft shares to the BMGE, followed by a new campaign
to combat the spread of malaria. This latest donation reduces his Microsoft holdings from 2.4% to 1.3%
(although Microsoft stock accounts for 9% of his overall net worth, and he remains the world’s wealthiest
individual, despite donating billions of US$). The anti-malarial campaign focuses on mosquito nets, and
is part of the Foundation’s wider efforts to defeat malaria. Donated nets will be distributed by World Vi-
sion to families in the Inhambane region of Mozambique, where malaria is still prevalent. The Founda-
tion is also seeking to raise public awareness of malaria, and Mr Gates points out that 429000 people
died from the disease in 2016, although there are “miraculous” falls in malaria deaths since 2000, with
numbers halving. (Forbes, 15 August 2017)

»» The state government of Andhra Pradesh (India) is planning to use drone technology in soil testing,
and will hold talks with the BMGF to launch a project to assess soil conditions. The BMGF has imple-
mented a similar project in South Africa, and each project aims to assess soil conditions in differing ter-
rains, to determine the most suitable crops, plus crop monitoring. The drones will survey soils across
Andhra Pradesh, and will combine the results with data from soil samples to make recommendations.
Experience from earlier projects show that this approach can improve agricultural productivity, and the
state government will draw upon the guidance of scientists from overseas and India to implement it. The
Chief Minister, Mr N Chandrababu Naidu said “it is a unique experiment that forms a part of the govern-
ment’s endeavor to adapt the latest technologies in the agricultural sector, and it was imperative that the
farmers have a reliable database of the diverse soil conditions which have a direct bearing on the yields.”
(The Hindu, 29 August 2017)

»» Over the past few years, there has been remarkable progress in reducing infant and child mortality,
reducing extreme poverty, ill health, and deaths during childbirth. However, in a report described as a
“wake—up call”, the BMGF suggests that progress could be faltering, and that campaigns to eradicate ex-
treme poverty, HIV and malaria are going awry, and this is going unnoticed. This is partly due to demog-
raphy, as most chaotic countries have high birth rates, and huge fertility gaps have opened between fail-
ing states and the rest of the world — and high birth rates place huge strains on working—age populations.
Deep poverty is drying up in South Asia, but the falling numbers of people in extreme poverty in sub—
Saharan Africa do not outweigh population growth, so overall numbers remain constant. There are risks
that HIV infections will rebound, due to complacency over new treatments, and progress in reducing
malaria infections may be halted by the rise of drug—resistant parasites. Mr Gates is also concerned that
high—income countries may slash their aid expenditure. Despite these real worries, there is room for op-
timism — better domestic policies could boost well-being without massively increasing expenditure, birth
rates may fall faster than expected, and medical breakthroughs could lead to improved treatments. In-
deed, the overall value of the report lies more in its estimates of what is at stake if progress stalls — between
the most optimistic and pessimistic scenarios lie the lives and well-being of millions of people — and in
identifying the largest risks to progress. (Economist, 14 September 2017)

»» Immunocore, a UK-based pharmaceutical company, has received US$ 40 million investment from the
BMGEF to help develop immunotherapies for infectious diseases, ahead of what is expected to be a much
larger funding round. To date, Immunocore has concentrated on applying its T—cell receptor (TCR) tech-
nology to treat cancer, but the new investment will extend its reach to fighting infections, starting with
HIV and TB. The company’s TCR works by stripping off T—cells receptors, and engineering them to be-
come drugs in their own rights. Dr Chris Karp, the BMGF director of discovery and translational science,
said that directing these TCRs against pathogens could treat intractable infections far more effectively than
existing drugs. The company emphasises that much more pre—clinical work was needed before the new
treatments are ready to test in patients, and if the development goes well, the BMGF would consider fur-
ther funding, either through grants or equity investment. (Financial Times, 17 September 2017)

»» Africas Academy of Science (AAS) has announced an open—access publishing platform — AAS Open
Research — the first platform exclusively for African scientists. It will publish articles, research protocols,
data sets and codes, mainly within days of submission and before peer review (papers will be indexed af-
ter they pass review). The platform is being created by the open—access publisher F1000, and although
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other open—access publishers already focus on Africa, it is the first to adopt open peer review. It will ini-
tially be limited to submissions from AAS fellows and affiliates, as well as researchers funded through
programmes affiliated to the Alliance for Accelerating Excellence in Africa; however AAS has a longer—
term goal of opening the platform to more researchers. The publication fees (US$ 160 — 1100 per article)
will be met by grant funders. Some scientists are concerned that these platforms might hinder African
scientists’ career progression if they are not publishing in conventional journals (eg, in South Africa, re-
searchers are rewarded for publishing in journals approved by the countrys Higher Education depart-
ment). This venture follows a series of open publishing portals launched with F1000 in the past 18
months, including those funded by the Wellcome Trust and the BMGE (Nature, 15 November 2017)

» The GAVI Alliance

»» Thanks in part to its vast and diverse geography, India faces particular challenges in reaching the poor-
est and most vulnerable groups with its ambitious vaccination programme, which aims to immunise 156
million people a year. To help overcome these obstacles, India’s government has launched an electronic
vaccine intelligence network — eVIN — which is a smart, easy—to—use technology that provides real—time
information on vaccine stocks and flows, so that health officials can make quick and informed decisions.
Itis a cloud—based and mobile application that allows cold—chain handlers to update information on vac-
cine stocks after each immunisation session. These updates are stored on a cloud server that gives health
officials immediate information on stocks and flows, helping them to adjust levels, reduce wastage and
empower health workers. eVIN is implemented in collaboration with the UN Development Programme,
and its development was financed by GAVI. (Devex, 17 July 2017)

»» Pfizer Inc had made its pneumonia vaccine, Prevanar 13, available at discounted prices to GAVI, where
50 countries are eligible to procure it. However, India has granted a patent to Pfizer, raising concerns that
Prevanar 13 would become inaccessible to many in low—income countries. This decision also prevents
other companies from making cheaper copies of the vaccine to sell elsewhere, and allows exclusive rights
for Pfizer to sell it in India until 2026. The decision by India’s patent court comes at a time of ongoing
pressure from the USA for India to tighten its patent laws. Following criticism over the high price of Pre-
vanar 13, Pfizer had reduced the price to NGOs in 2017, but has welcomed the granting of the patent,
saying that Prevanar 13 took 2.5 years to develop, and has been available in India since 2010. In 2016,
Médecins Sans Frontiéres filed an objection to Pfizer’s patent application, arguing that a patent would de-
prive many developing countries of cheaper copies, and is considering its legal options. At least one In-
dian company is considering a post—grant opposition. (Reuters, 22 August 2017)

P> Cholera is mainly a disease of poverty, preying especially on vulnerable communities in areas with
poor sanitation. Each year, 95000 people die as a results of cholera, many of them children. In 2017,
cholera spread at an unprecedented rate in Yemen — where more than 2000 people have died as a result
— and there are ongoing outbreaks in Somalia, South Sudan, Haiti and other countries across sub—Saha-
ran Africa and Asia. Cholera is entirely preventable, and the WHO has pledged to end it by 2030. Chol-
era has to be tackled with a multi—sectoral approach: investments in water, sanitation and hygiene are
essential; alongside easy access to treatments such as oral rehydration solutions and intravenous fluids,
and the proactive use of oral cholera vaccines. The WHO maintains a global stockpile of cholera vaccines,
with support from GAVI, and more than 15 million doses have been distributed to 18 countries since the
programme’s inception in 2013. In 2018, the stockpile will increase to 25 million — a huge increase from
its original 2 million base. (Irish Examiner, 11 October 2017)

»» Ahead of the meeting of GAVI’s board of directors, Médecins Sans Frontieres (MSF) has called on GAVI
to ensure the sustainable access to immunisations by putting children’s health at the centre of its funding
model, highlighting how nearly 1-in—10 children worldwide do not receive any vaccinations. MSF states
that GAVI support is solely assessed on a countrys Gross National Income per capita (GNI), with a cur-
rent threshold of US$ 1580. Once this threshold is reached, GAVI support is withdrawn over a 5—year
period, and the country is expected to increase domestic funding for immunisation, eventually reaching
of funding. By the end of 2020, 20 countries will have lost all GAVI funding, 16 countries will have lost

www.joghorg * doi: 10.7189/jogh.07.020202 19 DECEBER 2017 * VOL.7 NO. 2 » 020202



Agencies

funding by the end of 2017, and 8 countries have already lost funding. However, some of the countries
scheduled to lose GAVI support have poor or declining immunisation coverage, and the board meeting
will consider plans to support their transition. MSF calls on GAVI to strengthen its funding model, by
factoring in measures of immunisation coverage, and not rely solely on economic criteria. (ReliefWeb, 28
November 2017)

»» GAVI has agreed US$ 85 million of funding towards the bulk—buying and introduction of typhoid
vaccines in low—income countries. GAVI said that it expects the first countries to apply for the vaccine in
2018, and aims to roll it out further in 2019 for children aged over 6 months. Typhoid is a serious — of-
ten deadly — disease caused by consuming contaminated food or water, affecting 12—20 million people
worldwide each year. 126000 people died from the disease in 2016, and those who survive become
chronic carriers of the disease. Although typhoid is treatable with antibiotics, access to these drugs is lim-
ited in low—income countries, and there are increasing prevalence of drug—resistant bacteria. Indeed, GA-
VT’ chief, Mr Seth Berkeley says that the growing spread of drug resistant strains of typhoid posed a ma-
jor threat, to which a vaccine could a valuable defence. “Strong coverage through immunisation together
with efforts to improve access to clean water and hygiene will play a key role in dramatically reducing the
disease,” he said. (Reuters, 30 November 2017))

» The World Bank

»» The World Bank has launched the first pandemic emergency financing instrument, or “pandemic
bond”, for epidemics. It will support emergency financing to rapidly fight counteract future health crises,
such as the Ebola outbreak in 2014. Mr Michael Burnett of the World Bank, noted that if this instrument
had been available in 2014, US$ 100 million could have been mobilised early in the Ebola outbreak. The
instrument will offer coverage to all countries eligible for support from the International Development
Agency, and payments will depend on the size of disease outbreak, growth rate and the number of coun-
tries affected. According to Mr Bennett, it will provide more than US$ 500 million of coverage against
pandemics over the next 5 years, against infectious diseases such as pandemic influenza strains, filovirus-
es, plus others such as Rift Valley Fever and Lassa fever. The World Bank will pay bondholders the equiv-
alent of the insurance premium plus a funding spread, in return for a payout if the bond is triggered, and
was oversubscribed by 200% at its launch. Pandemics are the most likely uninsured risk to incur, and
the World Bank estimated that the annual global cost of moderately severe to severe pandemics is esti-
mated at approximately US$570 billion — 0.7% of global GDP. (Reuters, 28 June 2017)

»» According to a study from the World Bank, the food produce destroyed by drought would feed 80
million people a year, noting that whilst flooding and storms have an immediate impact on food supplies,
droughts are slower—acting. Problems caused by droughts are passed onto the next generation, as women
born during droughts have less access to education, have more children and are more likely to suffer from
domestic violence. When crop yields fall during droughts, farmers can be forced to cultivate forests —and
deforestation can further decrease water supply and exacerbate climate change. The World Bank said
many countries affected by drought are overlapped with areas with large food shortages and are classified
as fragile, intensifying the need to tackle the problem. It recommends constructing new water storage and
management infrastructure, combined with measures to control demand for water, safety nets to help
families cope with the economic consequences of drought, and incentivise utility companies to invest and
improve their water efficiency. (The Guardian, 24 October 2017)

»» The World Bank defines extreme poverty as living on US$ 1.90/d or less — mostly spent on food, which
may be insufficient to ward off hunger or malnourishment. At this level of income, housing will usually
be inadequate, and in the absence of free education or health care, insufficient to cover school fees or
health expenses. Whilst millions of people in extreme poverty live in low—income countries, more than
50% live in middle—income countries like India, Nigeria and China. However, wealthier countries have
higher poverty lines, whilst low—income countries have lower poverty lines. This has led to the World
Bank setting “poverty line” figures for middle—income countries: US$ 3.20/d for lower middle—income
countries (eg, Egypt and the Phillippines), and US$ 5.50/d for upper middle—income countries (eg, Bra-
zil, Jamaica and South Africa) — and, US$ 21.70/d for high—income countries. These new standards give
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a benchmark to measure progress in poverty reduction, and for middle—income countries to assess their
progress. The UN has pledged to end extreme poverty by 2030, and the poverty lines remind us that al-
though extreme poverty is falling, deep, intractable pockets remain. (NPR, 25 October 2017)

»» According to the International Monetary Fund (IMF), the median level of government debt in sub—
Saharan Africa will probably rise to 50% of GDP in 2017, from its current level of 34%. The increase is
due to slow economic growth, falling commodity prices, widening fiscal deficits, depreciating currencies,
and is increasing pressure on SSAs financial sector and limiting its potential for stimulating economic
growth. The number of low—income countries in debt distress, or facing a high risk of debt distress in-
creased from 7 in 2013 to 12 in 2016, and several countries have had their credit ratings downgraded.
“High levels of public debt can be quite harmful,” said the Director of IMF5s Africa Department, Abebe
Selassie. “The debt—servicing cost can be a major source of drain of resources that could otherwise be
used.” (Bloomberg, 30 October 2017)

»» The International Monetary Fund’s (IMF) latest World Economic Outlook predict a year of healthy eco-
nomic growth in 2018 for the global economy, with low levels of market volatility. In September 2018,
central banks may curtail or stop bond purchase programmes which were established to drive down in-
terest rates and provide economic stimulation. For several years, the IMF has reported below—trend eco-
nomic growth, but now says that “the global upswing in economic growth is strengthening.” The US
economy is predicted to grow by 2.5% in 2018, China by 6.4%, Japan by 0.9% and Germany by 1.6%,
although the IMF points to “lacklustre” growth in many nations of sub—Saharan Africa, the Middle East
and Latin America, and wealthy economies may be affected by wage stagnation. Stronger economic per-
formance is based on confident consumers and companies investing in resources, and is not dependent
on a particular region or sector; and it places the world in a better position to deal with the next econom-
ic downturn. Policymakers can now start to focus on normalising interest rates and repairing their na-
tional finances. Moreover, economies — to date — have been resilient in the face of uncertainty, with South
Korea remaining prosperous in the face of threats from North Korea, corporate scandals and warnings
from the US President that their free—trade agreement might not survive; and the UK economy continues
to growth despite uncertainty over its exit from the European Union. One concern for the global econo-
my as a whole is that recovery has been built on too much debt, which companies will struggle to service
when growth eventually weakens. (Bloomberg, 2 November 2017)

» United Nations

»» Following violence against Rohingya Muslims in Myanmar, Nikki Haley, the US ambassador to the
UN, has called for countries to suspend weapons provision to Myanmar until the military puts sufficient
accountability measures in place. The UN has accused Myanmar's government of ethnic cleansing, fol-
lowing the displacement of hundreds of thousands of people in Rakhine State, and Nikki Haley's state-
ment was the first time that the USA has supported the UN's position. However, China and Russia have
both endorsed Myanmar's government, and Myanmar itself rejects the accusations and has denounced
rights abuses. Thang Tun, Myanmar's national security adviser, told the UN that there was no ethnic
cleansing or genocide, and that the country has invited UN Secretary General Antonio Guterres to Vvisit.
To date, the Trump administration has mostly followed the Obama policy of forging closer relationship
with Myanmar, partly to counter China's growing influence. Aid groups have urged free access to Rakh-
ine, where more than 500000 people have fled to Bangladesh, but hundreds of thousands of those re-
maining are cut off from food, shelter and medical care — since the insurgency attacks in August, the My-
anmar government has prevented aid groups and the UN from working in the northern part of Rakhine.
Despite the Myanmar Red Cross co—ordinating aid in the state, the International Red Cross fears insuffi-
cient aid is reaching people. (Reuters, 28 September 2017)

»» Mark Lowcock, the UN humanitarian chief, told the Security Council that more than 13 million peo-
ple inside Syria still need humanitarian assistance, and nearly 50% are in “acute need”, having fled their
homes due to hostilities and with little access to food, health care and other basic needs. He also said that
the number of internally—displaced Syrian people fell from 6.3 million to 6.1 million, although levels of
new displacement remain high — 1.8 million people between January and September 2017. Moreover,
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nearly 3 million people remain in besieged or hard—to—reach areas, where the UN faces “considerable
challenges” in meeting humanitarian needs. Mr Lowcock said that progress in de—escalating the conflict
had not yet led to increased humanitarian access; indeed, recent airstrikes on Al Mayaldin has left medi-
cal facilities “inoperable”, heavy fighting and airstrikes continue to cause civilian deaths and casualties in
the province of Deir el-Zour, and fighting in the city of Raqqa had resulted in 436 000 people being dis-
placed. The UK’s UN ambassador, Matthew Rycroft, called the situation in estern Ghouta “atrocious”, and
that de—escalation should not mean bombardment. “What we fear is that the de—escalation zone is be-
coming a starvation zone. So we call on the Syrian regime and their allies to lift the blockade to allow hu-
manitarian aid to get through,” he said. (Voice of America, 30 October 2017)

»» The UN has described the health care available for refugees at a detention centre on Papua New Guin-
ea’s Manus Island has “inadequate”, which 600 refugees are refusing to leave despite essential services be-
ing cut off. They are under pressure to relocate to a nearby transit centre. In November a 38—year old
refugee with a known heart condition collapsed at a detention centre, and as the island is without ambu-
lance services, a passing car had to be flagged down to take the man to the islands medical centre. Ac-
cording to sources, the man was not treated at the medical centre as it lacked the necessary equipment,
and was sent back to the detention centre. The refugee claims that a drunk security guard prevented him
from being visited by staff from the UN refugee agency. Nai Jit Lam, the UN deputy director for the re-
gion’ refugees, recently visited the centre, and found that the health care services for refugees had been
downgraded. “Many of the refugee population have medical and mental health issues as well which need
constant monitoring and constant attention,” he said. Refugees have also reported that the detention cen-
tre’s sewer had backed—up, as its pumps were unable to function when the electrical generators were re-
moved. (Radio NZ, 6 November 2017)

»» The UN World Food Programme (WFP) is trialling Distributed Ledger Technology (“blockchain”) to
make delivering food assistance faster, more secure, cheaper, and to reach as many people as possible.
Under its pilot scheme, Building Blocks, 10000 refugees in Jordans Azraq camp can pay for their food
supplies by means of an entitlement recorded on a blockchain—based computing platform. The WFP be-
lieves that full implementation of blockchain technology could lead to significant cost savings, potential-
ly millions of US$ each year. Moreover, at Novembers Humanitarian Blockchain Summit (organised by
the Institute of Humanitarian Affairs, Fordham University and the UN), an initiative to combat child—traf-
ficking was announced, which will use blockchain technology to register undocumented children. (Nas-
daq, 17 November 2017)

»» The UN and other international agencies have warned that thousands of Yemeni people could die each
day if the Saudi Arabia—led coalition does not lift its blockades on Yemen’s ports. On 6 November, the
coalition closed all air, land and sea access to Yemen, following the interception of a missile fired towards
Riyad