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G20+ group of countries@health and Finance Ministers, heads of major regional
organizations|Z&k > TSNS

Global Health Threats CouncilZf#i5e(complement) 93

I AR O RS E S BA (WHO, 4R, IMF, WTOZ) LDEEDL L, REMBOE=4ULT ¥
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8848 8 & A5l : IPPPR: p.p.45-47, 57, 71-74, HLIP: p.p.24, 29, 42-44, 50, 52
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(1) ACT-AGFT(ih

« ACT-AD&{L-ERILH DR

» ECX7—f,X>f“The treaty would draw the
lessons based on the experience of the
Access to COVID-19 Tools Accelerator (ACT-
A), COVAX and other collective instruments
developed since the COVID-19 pandemic
started, in order to address global needs
more equitably in future pandemics.” (EC,
“An international treaty on pandemic
prevention and preparedness”)

> IPPPR#EZ "Transform the current ACT-A
into a truly global end-to-end platform for
vaccines, diagnostics, therapeutics, and
essential supplies, shifting from a model
where innovation is left to the market to a
model aimed at delivering global public

- p.p.
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High : tHRFEEEES (WHO) ACT-Accelerator Prioritized Strategy and Budget for 2021(1) %)
Funding tracker (') >»%7) . How to contribute to the ACT Accelerator ()7 ) & &lT
BRERSH 2 — 1B/

e AAERS R Y £— ACT-A WATCH July 20212

- P.p.

https://www.consilium.europa.eu/en/policies/coronavirus/pandemic-treaty/



(2) IPPPR. G20HLIPD$R3E

IPPPR: International Pandemic Financing Facility DBl AR Eh 5—US$5-10 billion annually to finance ongoing
preparedness functions

G20HLIP A EEZEE S (Global Health Threats Fund)DE&RIIMNIRESH D
a Global Health Threats Fund mobilizing US$10 billion per year should be established and funded by nations
based on pre-agreed contributions

«  This new Fund, at two-thirds of the minimum of US$15 billion in additional international resources required cf. ¥&Y
MDUSS5 billionlEWHO, /A1 ZH(ZkD

- HEBDFIF(Financial Intermediary Fund) &L TERiE — BH (X IR

+ Expected core functions:

» First, together with an enhanced multilateral component of funding for the WHQO, it would provide a
stronger and more predictable layer of financing cf. WHO%#8&5&81t+%#

» Second, it would enable effective and agile deployment of funds across international and regional
institutions and networks, to plug gaps swiftly and meet evolving priorities in pandemic prevention and
preparedness

» Third, it would also serve to catalyze investments by governments and the private and philanthropic
sectors into the broader global health system, for example through matching grants and co-investments cf.
GEFETIL

*  The Fund would support the following major global actions to plug key gaps:
» Building a transformed global network for surveillance
»  Providing stronger grant financing to complement MDBs’ and the global health intermediaries’ support
» Ensuring enhanced and reliable funding to enable public-private partnerships for supply capacity: The Fund
would provide a critical layer of multilateral support for a new, permanent, end-to-end supply- on the lessons
learned from the ACT-A coalition

https://www.consilium.europa.eu/en/policies/coronavirus/pandemic-treaty/ %E*Eﬁ% Fﬁ - HLlP p 51 _52
y D.
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Global Fund .... ...

PLEDGES AND CONTRIBUTIONS BY REPLENISHMENT
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2001-2005  2006-2007  2008-2010  2011-2013 2014-2016 2017201 2020-2022
REPLENISHMENT PERIOD

B Amount pledged [l Amount contributed

OVERVIEW FINANCIAL RESULTS 2018-2020,
CUMULATIVE BASIS

(in millions of USD)

Management Annual FX difference

Ref reporting Financial (between spot vs

Key Financial Results See below (unaudited) Statements Variance reference rates)
Contribution receipts 1 12,604 12,633 (29) (29)
Grant disbursements 2 10,881 10,874 7 7
Operating expenses 3 893 896 3 3
Strategic Initiatives 4 190 191 1 1
Financial income 5 283 283 - n/a
Foreign exchange 6 136 136 + n/a

http://fgfi.icie.or.jp/global-fund; https://www.theglobalfund.org/media/10854/corporate 2020annualfinancial report en.pdf
https://www.who.int/about/accountability/budget https://theconversation.com/world-health-organization-what-does-it-spend-its-money-on-136544
https://www.kff.org/coronavirus-covid-19/fact-sheet/the-u-s-government-and-the-world-health-organization

WHO
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World Health Organization (WHO) Revenue by Type, 2018-

2018

Total= &5 828 Bilan

KFF

Table 1. Comparison of the Programme budget 2018-2019 with the Proposed programme budget

2020-2021 (USS millions)

Segment Approved Proposed Increase or
Programme budget programme budget (decreased) amount
2018-2019 2020-2021

Base 3400.3 3768.7 368.4
Polio eradication 902.8 863.0 (39.8)
Special programmes 118.4 208.7 90.3

Total 44215 48404 418.9
Emergency operations and appeals - 1000 1000
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IPPPR: Voluntary licensing are included where public funding is invested in R&D

“WHAT74.6 [XHTE (455 HEk s TTechnology access pool 2patent pool DEEHIZE R

» Emphasizing the need to improve access to quality, safe, effective and affordable medicines and other health
technologies, inter alia, through building capacity for local production, especially in low- and middle-income
countries, technology transfer on voluntary and mutually agreed terms, cooperation with, support to and
development of voluntary patent pools and other voluntary initiatives, such as the WHO COVID-19 Technology
Access Pool (C-TAP) and the Medicines Patent Pool, and promoting generic competition in line with WHO'’s
road map for access to medicines, vaccines and other health products 2019-2023

M EEDOE Y IR VBRI O W TIZIOOEGTEBE L TWL A A,

R&DEEN DRI PEEXEL & L VIRL WL ERR D o WL DIREIED

BE-E$8 & E T : IHR: p.16, 52, 62, I0AC: p.4, WHA74:6: p.4, HLIP: pp.23, 27, 28, 36, 38, 40, 60
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https://jp.reuters.com/article/trade-wto-vaccines-worldbank-idJPKCN2DK1TC
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o YISAFI—RRTAVI O—hIEEDBIEORBEENS RSN D
» WHA: Member States, where appropriate, based on the national context: to align their national and
regional policies and strategies related to local production, and to leverage regional economic integration
and coordination platforms to support products with sizeable regional demand to expand access to
markets and enhance sustainability of local production

> G7 ®REXE&E :We affirm our support for efforts to strengthen supply chains and boost and diversify
global vaccine manufacturing capacity, including for the materials needed to produce vaccines, including
by sharing risks, and welcome the vaccines technology transfer hub launched by WHO.

o FEVTI—THTRELEBBERBA=F7FIT(TAH)IZHEL T, HEFEHE OB FRIL. essential medical
suppliesDEHAZE ZIchhb3EERAICOETER
«  WHO-WTO-WIPO B A F—k A2k :Trilateral Cooperation®if &L TEE, COVID-19D /T3y oIkt
56, HRPOEBREMADT7IEREXETHH0OMAZERIETSFRAELATESN. IEHRDTSVE
IA—LOBSLORETIBEHCMASESAEU L UTICBT 37— ayvTORBLRELRETESNS
«  COVAXIZHIH5HEDY TSR
> YEOFEE—2021—20220F vy TH i
> BREOCERSEZEIEARMICAOLLLZ>THY. EE5ERYD—TIEHELD TIEAL Mh—incidence rate,
attack rate, health systemsia EEEE L TER ST R TIEELH
> Gavi, WHO, CEPI (& UUNICEF)EDEEE DT-HT Ot A AR

R#tBE/A—5yIDNEL. RELODHEM of. IMFS50{ERJLIRE—2021FEFRXKLARADN40%. 202258EK60%
VA

> IPPPR: &#£E-TIZREEDHANFUADEE cf. 3(1)

Y

B8 & $8 & & 45l : IPPPR: p.p.54-55, WHA74.6: p.6, HLIP: pp.46-47

https://www.news24.com/health24/medical/infectious-diseases/coronavirus/opinion-covax-is-failing-to-halt-the-covid-19-pandemic-heres-why-and-how-to-fix-it-20210610 9
https://trade.ec.europa.eu/doclib/press/index.cfm?id=2215&title=0ttawa-Group-proposes-a-global-Trade-and-Health-Initiative; https://sdg.iisd.org/news/ottawa-group-
weighs-covid-response-options-including-trips-waiver/




5. IHRAZ7 F+ /> 715 (S I_F517 S ERE
-UHCOHOERZEANT-GENIFEMEHDOWME ?

® “23. The vast majority of countries currently have low or moderate levels of national preparedness, according
to data reported to WHO by States Parties. In addition, weak capacities were reported for emergency
preparedness and response at points of entry. The Review Committee noted that scores of IHR core
capacities alone were not a good predictor of pandemic response.

® 24. However, according to WHO analysis, the dynamics created by the development of national action plans or
by conducting external evaluations of IHR core capacities have fostered better multisectoral collaboration,
which was beneficial for pandemic response.

® 25. The Committee also noted that the current tools and processes need to be revised in order to take into
account the critical gaps in pandemic preparedness revealed by COVID-19 (i.e. governance, subnational gaps
and capacity, essential public health functions, such as diagnosis/testing, contact tracing and treatment
capacities); innovations (i.e. genomic sequencing surveillance, digital technology),; the mental health effects of
health crises; and national cross-sector collaboration in terms of adopting a One Health approach, addressing
human, animal and environmental health.

® 26. A combination of static measurements of capacities scores, and dynamic assessments through external
evaluations, simulation exercises and after-action reviews, were found to provide a more complete overview of
both the existence and functionality of capacities. In addition, ignoring the gender aspects of outbreaks hinders
prevention and response management by obscuring critical risk factors and trends, as well as ignoring
expertise and perspective including from the front line of the COVID-19 response. All parts of the response
should give due consideration to gender issues, using Article 3(1) of the IHR. A gender-sensitive approach to
health security data collection/analysis and response management needs to be adopted.”

IHREHMZE & (p.24) % 1 L, 4 BREFIRH

IR O MhEd - A EOREZTEFL TWLWS

https://www.who.int/teams/ihr/ihr-review-committees/covid-19
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PREVENT
National Legislation, Policy and Financing--
IHR Coordination, Communication and Advocacy ----------------------—-
Antimicrobial Resistance (AMR)
Zoonotic Disease

Score R.1.1 Multi-hazard national public health emergency preparedness and

response plan is developed and implemented

Indicators - Preparedness

R.1.2 Priority public health risks and resources are mapped and utilized.

Food Safety
Biosafety and Biosecurity

| Immunization }

DETECT
National Laboratory System
Real Time Surveillance -

National public health emergency preparedness and response plan is not available

NeCapachy to meet the IHR core capacity requirements. (Annex 1A Article 2)

A multi-hazard national public health emergency preparedness and response plan
to meet IHR core capacity requirements has been developed (Annex 1A Artide 2)

—
=
=

National public health emergency response plan(s) incorporates IHR related
hazards and Points of Entry AND

Surge capacity to respond to public health emergendies of national and
international concern is available

Public health risk and resources mapping is not done

A national risk assessment has been conducted to identify potential 'urgent public
health events' and resource mapping has been done

National resources have been mapped (logistics, experts, finance etc..) for IHR
relevant hazards and priority risks and plan for management and distribution of
national stockpiles is in place

Reporting
Workforce Development ---

National profiles on risks and resources developed and reviewed at least an
annual basis and stockpiles (critical stock levels) for responding to priority biologi-
cal, chemical and radiological events and other emergencies are accessible

RESPOND

| Preﬁa@ness I/

actual emergency or simulation exercises and updated as needed.

Limited
Capacity
Developed

Capacity
Procedures, plans or strategy in place to reallocate or mobilize resources from
national and intermediate levels to support action at local response level (inclu-
ding capacity to scaling up the level of response)
The national public health emergency response plan(s) is implemented /tested in

The national risk profile and resources are assessed reqularly to accommodate
emeiging threats.

Emergency Response Operations
Linking Public Health and Security Authorities
Medical Countermeasures and Personnel Deployment
Risk Communication

Other IHR-related hazards and Points of Entry (PoE)
Points of Entry (PoE)
Chemical Events
Radiation Emergencies

E ¢ 5IHR-JEEIE
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END
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https://apps.who.int/iris/bitstream/handle/10665/204368/9789241510172_eng.pdf?sequence=1
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1. PREVENTION
l @ \ Prevention of the emergence or
release of pathogens
PREVENT
2. DETECTION AND REPORTING
l @ \ Early detection and reporting for
epidemics of potential
DETECT international concern
h 3. RAPID RESPONSE
) %’_ Rapid response to and mitigation
of the spread of an epidemic
RESPOND
4. HEALTH SYSTEM
l \ Sufficient and robust health system to
treat the sick and protect health workers
HEALTH
5. COMPLIANCE WITH
l f@\ \ INTERNATIONAL NORMS
o> Commitments to improving national
NORMS capacity, financing plans to address gaps,
and adhering to global norms
’ & \ 6. RISK ENVIRONMENT
Overall risk environment and country
RISK vulnerability to biological threats

GHS INDEX FRAMEWORK

The GHS Index adds health system, compliance
with international norms, and risk environment
to the JEE's foundational assessments of
prevention, detection, and response.

GHS INDEX

PP BCOEPOPRBCEGODOBRESPROBRGS

o) @) )\

PREVENT DETECT RESPOND
JOINT EXTERNAL EVALUATION

OOV IVOSOOIINGOOOIRROOORA

(XX RS SRR L]

HEALTH NORMS RISK

4. HEALTH SYSTEM: Sufficient and robust health system to treat the sick and protect health workers.
Indicators in this category assess health capacity in clinics, hospitals, and community care centers;
medical countermeasures and personnel deployment; healthcare access; communications with
healthcare workers during a public health emergency:; infection control practices and availability of
equipment; and capacity to test and approve new countermeasures.

Nuclear Threat Initiative (NTI),
the Johns Hopkins Center for
Health Security JHU) ,The
Economist Intelligence Unit

(EIU)IC& » TRAR I N/-IEET

» 5 GHS IndexlZ. JEEICXT 3
Fﬂﬁ%%%&ﬁ‘ >R
B D RAE X ISR A D
Prevent, detect, respond(Zh0z
Health System, Compliance,
Risk environment& WLs>7=& V)
LERREAZIYANTLS

PIZIE, FAETHHETLRDOKED "Health Access" DR TII &AW E TR S 4 & FFMAFHMICH AL TW
LEnH B B
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Global Health Security Indexlc R 258

GLOBAL HEALTH
SECURITY INDEX

Building Collective Action and Accountability

i
&
JOHNS HOPKINS

Comtar For Health Lacarity

» The 2019 Global Health Security Index (GHS

Index) assessed the US and the UK as the two
countries best prepared to address a
catastrophic pandemic. The preparedness
rankings of this index have had little correlation
with the actual experiences of COVID-19 in
various countries. In explaining this disrepancy,
the paper argues that better indicators and
more data would not have fixed the problem.
Rather, the prevailing paradigm of global health
security that informs instruments such as the
GHS Index needs to be interrogated. This
dominant paradigm narrowly conceptualises
global health security in terms of the availability
of a technical infrastructure to detect emerging
infectious diseases and prevent their contagion,
but profoundly undertheorises the broader
social and political determinants of public
health. The neglect of social and political
features is amplified in instruments such as the
GHS Index that privilege universalised
templates presumed to apply across countries
but that prove to be inadequate in assessing
how individual societies draw on their unique
histories to craft public health responses.

—7. GHS IndexiZH (UHCOEZRD—DOTH3) L YILWHESH - BURRIEERAE.

LZEEBOY AT LOERVCPEERENRMEN T A WSRENIERINTWS

Mahajan, M. (2021). Casualties of preparedness: the global health security index and COVID-19. International Journal of Law in Context, 17(2), 204-214.
Abbey, E. J., Khalifa, B. A., Oduwole, M. O., Ayeh, S. K., Nudotor, R. D., Salia, E. L., ... & Karakousis, P. C. (2020). The Global Health Security Index is not predictive of coronavirus
pandemic responses among Organization for Economic Cooperation and Development countries. PloS one, 15(10), e0239398.
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Universal health coverage
means that all people have
7 access to the health services
they need, when and where
Direct costs: they need them, without
e financial hardship. It includes
the full range of essential
health services, from health
promotion to prevention,
——— Wik serdes treatment, rehabilitation, and
palliative care.

(urrent pooled funds
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UHCA'COVID-19M G IC BEE g El e R7:

FTEDWENBREINTWS
iz poenim il “People with low socioeconomic status
—)| Financial protection {50%) l—pl Catastrophic expenses (100%) |—b| Catastrophic health expenses (at 10% threshold; 100%) | have h|gher rISk Of COVID'1 9 fatallty

primarily due to their underlying diseases
under UHC. Our study also showed the
— > Fullimmunisation (25%) | disparities caused by low socioeconomic

| Prevention 5% H : status itself can be reduced with UHC, even
e | if the health care system collapses.”

—b| =4 antenatal visits (25%) |

"| e | Lee, H., Lee, J. R, Jung, H., & Lee, J. Y. (2021). Power of
universal health coverage in the era of COVID-19: A nationwide
observational study. The Lancet Regional Health-Western Pacific,

—>| Skilled birth attendance (16-66%)
7, 100088.

—7. RIRDOUHC DR A A —EB D H 15
ZBIZRERGFELTBY, ANLRAT IR
DT-HDIREPNRIEELY 2 X — - TR
ZT 4L EOENORFEFICDOWTE

—>| Treatment (75%) I_
%I Treatment for diarrhoea (16-66%)*

—b| Treatment for acute respiratory infection (16-66%)* |

—>| Inpatient admission in previous 12 months (50%)

UHC index HAH TR W EIERED
Wagstaff, A., & Neelsen, S. (2020). A comprehensive assessment of Gianella, C., Iguifiz-Romero, R., Romero, M. J., & Gideon, J.

(2020). Good health indicators are not enough: lessons from

universal health coverage in 111 countries: a retrospective COVID-19 in Peru. Health and Human Rights, 22(2), 317,

observational study. The Lancet Global Health, 8(1), e39-e49.

—7. UHCOFHmICHEWT LIX LIZER I bindicators/indexBIRICHEEENH 5 & D
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ZYN7—24t. EISDIRIL( i+ |E.
SATREPS)Ic&k:EENIRIL(JICA, 2021, HB—
@707V AR IEEIR RS EH p.4)

o FRRAEXT D2 ARICHITDHASEANERRTE
HWREZ—-LDEE

> RE7 7 EEA(ASEAN)ICT ASEANE
REMRE 2— 12HHITIERELTHISSE
k3
> B23EBASEANE MER(FHM2E11A12H)
BIATEXRETHENLEREDESHIFOE
BERH
> Ty CEN A A~ DR EEE L, B
PR L, [A]t > X —ASEAN DN <4 & BfE D
BELD O F BB EFEL TO< LD,
AFILICADFEHTFN I & 3 BEFIFIAE T FHE
DERE B, N5 BRI LFEIEEEL
FHOEDHFZLN, RIiTHEEZT L7

https://www.mofa.go.jp/mofaj/area/asean/pagel 000894.html, https://www.yomiuri.co.jp/politics/20200720-0YT1T50194/

Why Laboratories?

Epidemics cannot be stopped effectively without critical information from
laboratories. Laboratories help confirm the presence of disease, pinpoint
the cause of illness, and guide the right response to outbreaks. They
detect deadly zoonotic threats, track antimicrobial resistance, and
discover new pathogens that could jeopardize human health. Experts
from the Division of Global Health Protection (DGHP) collaborate with
other CDC teams and partner with countries to strengthen global
laboratory capacity. Around the world, CDC helps create networks of
laboratories that are: (... & k)

CONNECTED

Tiered networks at the local, regional, and national levels can transport
samples safely and transfer information securely between patients,
responders, and policymakers

Integrated Disease Surveillance and Response (IDSR)

The Integrated Disease Surveillance and Response (IDSR) framework
makes surveillance and laboratory data more usable, helping public
health managers and decision-makers improve detection and response to
the leading causes of iliness, death, and disability in African countries.

Field Epidemiology Training Program (FETP)

Between 1980 and 2020, CDC has helped train more than 18,000
disease detectives in over 80 countries through its flagship global Field
Epidemiology Training Program (FETP). 2020 was the 40th anniversary
of CDC supporting the establishment of Thailand’s Field Epidemiology
Training Program, the first FETP site created outside of North America.

Throughout 2020 and into 2021, DGHP has shared stories and

information about the FETP program, its members, and the work that they
do around the world.

https://www.cdc.gov/globalhealth/healthprotection/topics/laboratories.html




