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At the Kyushu–Okinawa Group of Eight summit in 2000,
Japan announced the Okinawa Infectious Diseases
Initiative (IDI) and pledged to spend US$3 billion over
a five year period to combat infectious and parasitic
diseases in developing countries. The IDI has exceeded
expectations, spending more than US$4 billion over four
years. The IDI is a unique initiative with its own philo-
sophical basis and specifically tailored interventions and
measures that helped to initiate worldwide political and
financial commitments in the fight against infectious
diseases. Notably, it promoted partnerships among sta-
keholders and emphasized comprehensive and inter-
sectoral approaches (i.e. coordination and collaboration
between health and other sectors). It helped to create a
new vision of what is possible in the global effort against
communicable diseases and has been instrumental in
shaping the changing environments of development
assistance, poverty reduction and other trends to reduce
the impact of infectious and parasitic diseases.

The battle against infectious diseases
Since the 1997Groupof Seven (G7) summit inDenver,USA,
world leaders havemademajor commitments and agreed to
collaborate to combat infectious and parasitic diseases [1].
At the Kyushu–Okinawa Group of Eight (G8) summit in
July 2000, infectious diseases were on the main agenda for
the first time, and major progress was made in securing
stronger commitments from all G8 nations [2]. The commit-
ments included anagreement to establish newpartnerships
to help maximize the impact of health and medical inter-
ventions, and recognition of the need to expedite the mobi-
lization of additional resources. One of the outcomes of this
new-foundpolitical appreciation of the urgentneed to tackle
infectious diseases was the establishment in January 2002
of theGlobal Fund to FightAIDS, Tuberculosis andMalaria
(GFATM: http://www. theglobalfund.org/) [3].

Japan remained the top overseas aid donor throughout
the 1990s and is still the second biggest after the USA [4].
Even before the Denver summit, the Japanese Govern-
ment was committed to fighting infectious diseases. In
1993, together with the USA, Japan launched the Common
Agenda for Cooperation in Global Perspective [5] to
address global problems such as increasing environmental
damage, overpopulation and damage from both natural
and manmade disasters. This was followed, in 1994, by the
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Global Issues Initiatives on Population and AIDS [6].
Japan underscored its undertaking to boost parasite
control efforts by launching the Global Parasite Control
Initiative, also known as the Hashimoto Initiative (HI), at
the 1998 G8 summit in Birmingham, UK [7]. The subse-
quent Okinawa Infectious Diseases Initiative (IDI) was
designed using the successes and challenges experienced
during HI activities, expanding targets and strategies
towards broader infectious disease control and prevention,
and deploying a broad spectrum of interventions. In this
article, I review the IDI, focusing on its philosophy, com-
ponents, activities and achievements.

Basic philosophy
The IDI incorporated the following basic philosophy, which
greatly influenced the manner in which the programme
was designed and implemented.

Infectious and parasitic diseases as a central issue in

economic and social development

Infectious and parasitic diseases not only threaten the
lives of individuals in developing countries but also are
an impediment to the social and economic development of
those nations [8–10], particularly affecting the poor [11].
The risk of infection in developing countries is increased by
several factors, including high population growth rates,
poverty, gender disparities, fragilemedical systems, inade-
quate preventive care and treatment services, lack of safe
water supply, and malnutrition [12–14]. These factors are
compounded because poor health exacerbates poverty [15].
Fighting infectious and parasitic diseases should be a
central part of all development programmes and a crucial
element in efforts to reduce poverty [16].

Global partnership and community-based action

Infectious and parasitic diseases should be viewed as a
global issue that requires collective approaches based on
international, multisector partnerships [17]. Effective
measures to tackle these diseases also require action at
the community level based on the concept of primary
health care [18]. As such, it is also important to incorporate
measures against infectious and parasitic diseases in all
community-level development programmes.

The experiences of Japan in public health activities and

its future role

Following World War II, Japan developed a public health
centre system, trained public health workers extensively,
d. doi:10.1016/j.pt.2006.12.008
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promoted measures for maternal and child health care and
enhanced health care services in schools [19,20]. These
steps contributed to the rapid reduction in infant mortality
rates [21]. Japan also mounted major initiatives to elim-
inate infectious and parasitic diseases nationwide; for
example, by linking public health activities with measures
to control tuberculosis (TB), Japan substantially reduced
the number of TB-related deaths [22]. Okinawa, which
comprises the southernmost islands of Japan, has a history
of successful eradication of malaria, filariasis and other
parasitic diseases through active public health measures,
including community participation and mobilization [23].

Drawing upon these experiences, Japan has provided
experts, technical assistance and capacity development
programmes to developing countries through the IDI by
modification and application of the methods and technol-
ogy that have proved so successful in Japan.

The IDI actions against infectious and parasitic diseases
Strengthening the health sector in developing countries

The most important philosophy of Japanese development
assistance is to support the self-help efforts of developing
countries. Japan supports the development and imple-
mentation of health sector plans and/or infectious-
disease-specific intervention programmes designated by
the countries themselves. Through infrastructure and
institution building, in addition to provision of technical
assistance, Japan supports and facilitates the develop-
ment of health systems and sector reforms, thereby rein-
forcing health development planning and programmes,
building capacity and helping to ensure sustainability of
infectious disease control.

Human resources development

The IDI has given high priority to supporting human
resources development, which is the most crucial compo-
nent in making health systems function, and to creating
quality services and high performance in infectious disease
control. Japan has provided several training programmes
and courses in response to local needs in both developing
countries and in Japan aimed at individuals from all levels
(e.g. from policy makers to field site personnel).

Partnership with civil organizations, donor countries and

international organizations

To tackle a formidable global issue, Japan has consolidated
partnerships with various stakeholders, including the Uni-
ted Nations (UN: http://www.un.org) and other multilat-
eral organizations, donor agencies, nongovernmental
organizations (NGOs) and civil organizations such as pri-
vate nonprofit organizations and community groups.
Japan has also promoted partnerships with developing
nations that have already shown progress and in which
high-quality human resources in infectious disease control
already exist. These partnerships have been developed into
a cooperative network in developing countries that facil-
itates sharing of knowledge, skills and expertise among the
cooperating countries.

Promotion of research activities

For decades, Japan has promoted research activities in
developing countries that are designed to create new,
www.sciencedirect.com
appropriate technology and quality clinical and laboratory
work [24,25]. Therefore, the promotion of research activ-
ities became one of the key components of the IDI. How-
ever, because of Japanese official development assistance
budget constraints (i.e. reduced aid to developing coun-
tries) and the increasing trend of targeting worldwide
assistance towards poverty reduction [26], there has been
a priority shift away from scientific research and towards
an operational focus, with the goal of providing rapid and
direct support to those most in need. Consequently, sup-
port for research has declined.

Promotion of public health at the community level

Japan has paid special attention to the improvement of
basic sanitation, clean water, basic education and primary
health care within communities, concentrating on inter-
ventions that lead to the reduction of infectious diseases.
This infrastructure support, ostensibly assistance to boost
primary and community health care, has emphasized the
need for comprehensive, integrated approaches and has
included the construction of health centres, the distribu-
tion of medical and laboratory equipment and supplies, the
training of community personnel and the facilitation of
community participation.

Major achievements of the IDI
The formation of the IDI stimulated an increase in
worldwide political and financial commitment for the fight
against infectious diseases [27]. According to the G8 perfor-
mance assessments conducted by the G8 Information
Centre at the University of Toronto, the 2000 Okinawa
summit is ranked top among the 1996–2004 summit meet-
ing of themajor donor nations under the issue of health and
infectiousdiseases. (http://www.g8.utoronto.ca/evaluations/
2000okinawa/country.htm#issues)

Between 2000 and the start of 2004, Japan spent
US$4.1 billion on the IDI. IDI spending is classified under
two categories: direct assistance (US$1.2 billion) and indir-
ect assistance (US$2.98 billion). Direct assistance involves
projects and interventions that directly affect disease pre-
vention. These include treatment and control (i.e. the
provision of medicine), diagnostics and vaccines, technical
assistance for disease control and training a workforce for
disease control. Indirect assistance involves projects and
interventions that indirectly influence infectious disease
control. These include clean water and sanitation, provi-
sion of basic education and renovation of health facilities.
With regard to the geographical allocation of the IDI inputs
(Table 1), Japan has focused mainly on Asia. However,
more attention is now being paid to Africa because it
represents the biggest obstacle to the achievement of
the Millennium Development Goals (MDGs: http://www.
un.org/millenniumgoals/), which are a series of global
development targets set by the 2000 UN Millennium
Assembly.

In the direct assistance section, 32% of spending was
allocated to HIV/AIDS-related projects, whereas <5% was
allocated to the control of malaria and other parasitic
diseases. This reflects the political commitment worldwide
and especially the efforts that have been prevailing in
recent years to combat HIV/AIDS [28,29]. Japan had a

http://www.un.org/
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Table 1. IDI expenditures and other outputs by regiona

Region Grant aids and loans

(US$ millions)

Number of technical

cooperation projects

Number of technical

cooperation experts and

volunteers

Number of health

personnel trained

in Japan

Africa 442 55 604 1788

Asia 602 107 659 8361

Europe 93 0 79 118

Latin America 228 33 669 1364

Middle East 187 17 102 360

Oceania 37 0 255 137
aFigures correct as of December 2002.
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key role in establishing the GFATM, contributing an
additional US$346 million by November 2005, which
was not included in the budget frame of the IDI (http://
www.infojapan.org/announce/press/2005/11/1108.html).

Japan has put great emphasis on the promotion of
public health and the improvement of underlying
social and economic conditions that enable infectious
diseases to flourish and spread. These include illiteracy,
lack of potable water and sanitation, and inadequate
access to basic health services. Major importance has
been assigned to water supply projects, which facili-
tate and promote infectious and parasitic disease
control and improve the socioeconomic status of commu-
nities through reduction of the time and labour
required for drawing water [30]. Japanese leadership
in this respect has placed Japan as the top global
donor in the sector, having contributed to more than
one-third of water supply and sanitation projects in the
developing world to provide >40 million people with
access to safe drinking water and basic sanitation in
the past five years [31] (http://www.mofa.go.jp/mofaj/
gaiko/oda/index.html).
Box 1. Projects under IDI

Examples

� Japan has provided diagnostic kits, equipment, voluntary counsel-

ling, testing centres, training of laboratory technicians and clinicians,

and other types of support to control HIV/AIDS in many HIV-epidemic

countries.

� For vaccine-preventable diseases, the IDI has supplied vaccines with

a cold chain and provided technical assistance for surveillance and

laboratory and clinic management.

� In support of the Global Malaria Programme and RBM, Japan has

donated anti-malarial drugs, diagnostic equipment and long-lasting

insecticide-treated bed nets, and offered technical assistance and

training for laboratory and clinical management, especially in sub-

Saharan Africa and the Greater Mekong Subregion

� To combat lymphatic filariasis in the Pacific region, Japan has

contributed to PacELF by offering the know-how learned from Japa-

nese experience in eliminating this disease in the 1970s. The IDI has

also provided diethylcarbamazine and immunochromatographic

test cards and deployed the Japan Overseas Cooperation Volunteers

for this programme [44].

� Japan has also been one of the largest donors in controlling Chagas

disease in Central America through the provision of equipment and

supplies, in addition to technical assistance for programme manage-

ment and individual interventions, including surveillance, materials

for information, education and communication, and insecticide

spraying [45].

� In partnership with the WHO and the Carter Center (http://www.

cartercenter.org), Japan has contributed to the Guinea Worm

Eradication Program by establishing community-based surveillance

www.sciencedirect.com
The IDI also provided extensive support to basic
education, not only through the building of schools and
the training of teachers but also through equipping
schools with basic sanitation and a clean water supply,
and developing school-based programmes (e.g. deworming,
hygiene education and HIV/AIDS awareness and
education). For discussion of Japanese initiatives in school
health, see Ref. [7].

The creation of new and multifaceted partnerships has
been integrated throughout all IDI activities. First, Japan
has provided small grants to local, international and Japa-
nese NGOs in >100 countries. Second, Japan has cemen-
ted and extended its partnerships with other donors, in
particular with the USA. Japan signed the Japan–USAID
Partnership for Global Health document in June 2002 and
sent joint project-formulation missions to Nigeria, Nepal,
Honduras and�30 other countries to initiate collaborative
efforts to combat infectious diseases. Third, Japan has
strengthened partnerships with the World Health Orga-
nization (WHO: http://www.who.int), United Nations Chil-
dren’s Fund (UNICEF: http://www.unicef.org) and other
UN agencies in various programmes such as the Roll Back
systems and offering health education in infected villages. The IDI

also provided indirect assistance to improve water supply systems

using new water-filtering equipment.

� In response to the tremendous impact of severe acute respiratory

syndrome (SARS) and avian flu on neighbouring Asian nations and

the urgent need for the containment and control of these disorders,

Japan provided quick and intensive assistance to China, Vietnam

and other affected nations. Japan provided preventive, diagnostic

and curative supplies, in addition to equipment and expertise

[46].

Achievements

� As the largest donor in the Western Pacific Region of the WHO, the

IDI has supported the polio eradication programme. This region

obtained polio-free status in October 2000 [47].

� Japan has made the second biggest contribution, after the USA,

towards the eradication of guinea worm and continues to support

this programme [48]. The number of people infected with guinea

worm worldwide declined by 99%, from�3.5 million cases in 1986 to

16 026 in 2004.

� Good results have also been achieved in Chagas disease control in

Central America. The vector Rhodnius prolixus has been eliminated

from 294 villages in nine health areas, and the house infestation rate

of another vector, Triatoma dimidata, has decreased by �70% fol-

lowing the first large-scale vector control project in Guatemala. This

project was supported by Japan and involved two cycles of residual

spraying in >200 000 houses in 2004 (http://www.paho.org/English/

AD/DPC/CD/dch-jica-pjt.doc).

http://www.infojapan.org/announce/press/2005/11/1108.html
http://www.infojapan.org/announce/press/2005/11/1108.html
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http://www.cartercenter.org/
http://www.cartercenter.org/
http://www.paho.org/English/AD/DPC/CD/dch-jica-pjt.doc
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Malaria Partnership (RBM: http://www.rbm.who.int) and
the Pacific Programme to Eliminate Lymphatic Filariasis
(PacELF: http://www.pacelf.org).

In addition, Japan established special funds in various
organizations to be used for infectious disease control, such
as the Trust Fund for Human Security with the UN
Secretariat, the Japan Funds in Trust Project for Capacity
Building of Human Resources and the Japan Trust
Fund for HIV/AIDS Education with UNESCO (http://
www.unesco.org), the Japan Policy and Human Resources
Development Fund and the Japan Social Development
Fund with the World Bank (http://www.worldbank.org)
and the Japan Fund for Poverty Reduction with the Asian
Development Bank (http://www.adb.org).

The IDI direct assistance programme has provided
several projects and interventions, varying from provision
of supplies and equipment to technical assistance and
training. These were planned and implemented with the
recipient governments and development partners accord-
ing to the needs of the countries. Some examples of the IDI
projects are listed in Box 1. It is difficult to measure the
impact of the IDI in terms of mortality or morbidity reduc-
tion with regard to each infectious disease because the
inputs of the IDI vary according to the needs of each
country. In addition, the contribution by IDI is just a part
of all the efforts and interventions made by the recipient
countries, donors and other development partners. How-
ever, there are some examples of the IDI having made a
major contribution and having shown considerable impact
(Box 1).

Concluding remarks
Since the UN adopted the MDGs, global development
efforts have been increasingly focused and result orien-
tated [16]. Substantial funding has gone to the control of
HIV/AIDS and several other infectious diseases through
the GFATM, the US President’s Emergency Plan for AIDS
Relief (PEPFAR: http://www.pepfar.org) and other initia-
tives. However, relatively little funding is provided to
control several parasitic diseases that are now increasingly
being labelled as the neglected diseases [32,33]. Although
some of the recently formed foundations and agencies such
as the Carter Center focus on the eradication or elimina-
tion of individual parasitic diseases [34], most of the donors
and aid agencies focus their attention on HIV/AIDS and
other high-profile killer diseases [35]. Under these circum-
stances, Japan needs to pay special attention to the
neglected diseases.

Apart from the MDGs, there are other approaches that
focus on poverty reduction and that promote coordinated
efforts and actions involving the recipient country, donor
agencies and other stakeholders; these include Poverty
Reduction Strategy Papers and Sector Wide Approaches
[36,37]. These are characterized by a set of operating
principles, including broadening policy dialogue, develop-
ing a private sector policy (e.g. health and education, and a
common realistic expenditure programme), common mon-
itoring arrangements and additional coordinated proce-
dures for funding and procurement [38,39]. This trend
has been gradually preventing a single donor from provid-
ing specific projects in developing countries [40]. Rather, it
www.sciencedirect.com
is recommended to enable donors to support overall health
planning and financing in the recipient countries [41].

However, many developing countries still have several
specific needs that range from the central government to
individual communities and from financial assistance to
technical matters. Donor agencies should carefully observe
the real needs of recipient countries and be aware of the
short- and long-term effects of external assistance. Infec-
tious and parasitic diseases are more prevalent among the
poor; therefore, unless special attention and assistance are
given for the prevention, treatment and care of the poor,
health inequities will broaden and expand, even in a
country undergoing rapid development.

Japan has upheld the concept of ‘human security’, which
is a human-centred approach that protects and improves
the welfare of people most in need and empowers them to
cope with adversity [42]. Professionals who work on infec-
tious or parasitic disease control in or for developing
countries also need to broaden their views to encompass
the more comprehensive and integrated approach that is
needed if poverty reduction and sustainable development
of communities, nations and the world are to be success-
fully achieved. True to its long-term commitment, Japan
announced a new Health and Development Initiative
(HDI) in 2005. This will build on the foundations and
successes of the IDI and will commit a further US$5 billion
over a five-year period [43]. The HDI will provide substan-
tial resources to help the global community achieve the
MDGs and to help many developing countries improve the
overall wellbeing of their populations and, thereby, encou-
rage them to work towards attaining a higher quality of
life.
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