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DESA

The Department of Economic and Social Affairs oétbnited Nations Secretariat is a
vital interface between global policies in the eoaric, social and environmental

spheres and national action. The Department wonkthiee main interlinked areas: (i)

it compiles, generates and analyses a wide rangohomic, social and environmental
data and information on which Member States of th@ted Nations draw to review

common problems and take stock of policy option8;i{ facilitates the negotiations of

Member States in many intergovernmental bodiesaintjcourses of action to address
ongoing or emerging global challenges; and (iiijattvises interested Governments on
the ways and means of translating policy framewodeveloped in United Nations

conferences and summits into programmes at the tcgdavel and, through technical

assistance, helps build national capacities.

Note

The designations employed in this report and the material presented in it do
not imply the expression of any opinion whatsoever on the part of the
Secretariat of the United Nations concerning the legal status of any country,
territory, city or area or of its authorities, or concerning the delimitation of its
frontiers or boundaries. The term “country” as used in the text of this report
also refers, as appropriate, to territories or areas. The designations
“developed”, “developing” and “least developed” countries, areas or regions
are intended for statistical convenience and do not necessarily express a
judgement about the stage reached by a particular country or area in the
developing process.

The present report has been reproduced without formal editing.



PREFACE

The Population Division of the Department of Ecoimorand Social Affairs (DESA) of the
United Nations Secretariat serves the CommissioRapulation and Development of the Economic and
Social Council, which each year meets to considgyezial theme within the scope of population &dfai
In light of the 20th anniversary of the 1994 Int#ranal Conference on Population and Development
(ICPD), the Commission’s theme for 2014 is an “Asseent of the status of implementation of the
Programme of Action of the International ConferenoePopulation and Development”. To inform these
deliberations, the Commission has requested theeteg-General to prepare a report on World
Demographic Trends, with special attention to clearig population dynamics since the ICPD.

Accordingly, on 21-22 October 2013, the PopulatDivision convened two Expert Group
Meetings (EGM): one on mortality and health, ane @am fertility trends and development. For the
former, entitled “Priorities for Improved SurvivdCPD beyond 2014”, experts in several fields ezlab
health and mortality were invited to reflect on gmess and challenges toward achieving the survival
goals that were set out in the ICPD Programme dfoAcand to discuss anticipated future challenges t
reductions in mortality that should be addressedhi@ ICPD beyond 2014 and in the post-2015
development agenda. Contributed papers and préiseistaaddressed topics including challenges and
opportunities for further reductions in infant agtdld mortality, evolving mortality risks associdteith
infectious diseases, priorities in women'’s hedtlie, changing landscape of hon-communicable diseases
and associated risk factors, evolving trends intheand mortality at older ages, incentivizing uxfe
health care, and promoting healthy lifestyles. Téses and recommendations discussed during the
meeting, along with the outcomes of joint sessiogldl with the EGM on Fertility, Changing Population
Trends and Development, are reflected in this te@wntributed background papers will be available
the Population Division’'s Expert Paper Series (Httpvw.un.org/en/development/desa/population/
publications/expert/index.shtml).

For further information concerning this publicatigilease contact the Director of the Population
Division, Department of Economic and Social Affaitdnited Nations, New York, NY 10017, USA,
telephone number +1 212-963-3179; fax number +1BR22147; email: population@un.org; website:
www.unpopulation.org.
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UNITED NATIONS EXPERT GROUP MEETING ON PRIORITIES F OR IMPROVED
SURVIVAL: ICPD BEYOND 2014

A. INTRODUCTION

The Population Division convened an expert grougting (EGM) on 21-22 October 2013 in
New York on Priorities for Improved Survival: ICPBeyond 2014. The objective of this EGM was to
bring together experts to address key questionatahe progress and challenges toward achieving the
survival goals set out in the ICPD Programme ofigxcend future challenges to reductions in mostalit
The results from the expert papers circulated leefioe meeting and the presentations and discusaions
the meeting are summarized in this report. Theltesull be used to inform preparations for thetyer
seventh session of the Commission on PopulatiorDawelopment in April 2014, the theme of which is
an “Assessment of the status of implementation hef Programme of Action of the International
Conference on Population and Development (ICPD)".

In a departure from tradition, the opening sessionhe first day and two sessions on the second
day of the EGM were organized and held jointly watklifferent expert group meeting organized by the
Population Division on fertility, changing populati trends and development. The lively discussibas t
ensued and exchange of ideas across disciplinessabstantive research areas proved the jointly
organized sessions to be successful.

The first day of the meeting was devoted to pregemis and discussions on progress and
challenges in facets of health and mortality reldtevarious age groups and causes of death, asasvel
promising policy avenues. The second day of thetimgdegan with summaries and debate on the key
findings from the first day's substantive preseioted of each expert group meeting, including the
prioritization of issues for the global developmagéenda moving forward. The EGM concluded with two
presentations and a discussion on how to improz@dtieessibility and utilization of data and evidenao
fertility and mortality for policymaking.

Ms. Cheryl Sawyer (Population Division) gave anrei@v of world mortality trends since ICPD
from the 2012 Revision ofVorld Population Prospectand contrasted the trends with three numerical
targets set out in the ICPD Programme of Actiontolincrease life expectancy to 75 years by 20a6 (f
countries with the highest mortality—not explicittiefined—the target of 70 years was noted); 2) to
achieve an under-five mortality rate below 45 degbler 1,000 live births by 2015 (later revised in
Millennium Development Goal 4 to be a two-thirdsluetion in the under-five mortality rate from the
1990 level); and 3) a three-quarters reductiorhe rhaternal mortality ratio from the 1990 level.yKe
points from the overview of world mortality trendere:

* Since the ICPD in 1994, life expectancy for the ldidrad increased to 70 years (an increase of
five years) by 2010-2015 (figure I). Africa predgritad the lowest life expectancy (58 years).
The gap in life expectancy between Africa and NemhAmerica, the region with the highest life
expectancy, had narrowed but remained large aeaddsy

* There were wide variations in the life expectanaing achieved by 2010-2015 in countries that
started at similar levels in 1990-1995.



* Reductions in mortality since ICPD were most rafud child mortality, while declines in the
probability of dying between ages 15 and 60 wemvel on average; some regions had
experienced increases in adult mortality.

» Though a rising proportion of deaths now occurredges 60 and above, including in the less
developed regions, adult mortality data in mostedi®ping countries were limited or of low
guality, and survey methods developed to estimaigality at younger adult ages did not offer
evidence for the levels and patterns of mortalitglder ages.

» Despite declines in mortality, the ICPD survivalhigohad not been met by many countries and
regions. For example, the maternal mortality rdtés fallen by 47 per cent worldwide since
1990, but neither the world nor different regions an track to meet the goal of a three-quarters
decline between 1990 and 2015.

* Questions for the expert group meeting to addrese wHow would future health challenges be
different from the recent past? How were risk festevolving? And what were key gaps in
knowledge?

Figure I. Life expectancy at birth for major areas, 1950-2015
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An overview of fertility trends (level and timingnd parallel changes in marriage and union
formation and family planning behaviours was preddby Ms. Vladimira Kantorova (Population
Division). In 1994, when the world met in Cairo 1@PD, the total fertility of the world was aroutitee
children per woman. Asia and Latin America and @eribbean had experienced fast reductions in
fertility over the past three decades. In contramgl fertility in Africa had recently started ttecline
from a level just below six children per woman, gamne level that Asia and Latin America and the
Caribbean had in the early 1960s. Could Africanntioeis experience such fast fertility declines @A
and Latin America and the Caribbean? Northern Acagrturope and Australia and New Zealand were



all at or below two children per woman. Was this é&nd of fertility decline in these regions? Keynp®
from the overview of world fertility trends sinceaito were:

» Since 1994, fertility in Africa declined at a muskower pace compared to Asia and Latin
America and the Caribbean. In 2010-2015, totallitgrtn Africa was still above 4.5 children per
woman.

» Fertility in parts of Europe (mainly Eastern andu@rn Europe) and in East Asia declined to
very low levels and in a short period of time (doepart to the impact of postponement of
childbearing on period total fertility).

» Declines in total fertility in individual countriesere not universal and countries with the same
total fertility in early 1990s experienced diffetdertility trajectories.

* Adolescent childbearing and marriage was still camrm Africa, and also in some countries in
Asia (e.g., Afghanistan and Bangladesh). In Latimetica and the Caribbean, adolescent
childbearing remained high in many countries eveugh total fertility was close to replacement
level.

* In 1994, more than 60 per cent of married or ilmanvomen used any contraceptive method in
all major areas, except Africa. Progress had bemm sn ICPD-related benchmarks in reducing
the unmet need for family planning across all ragio

* Questions for the expert group meeting on fertidyaddress were: Why was fertility decline in
Africa different from other regions and would iagtexceptional in future? What had been the
different pathways to low fertility around the wabrdnd would these differences persist? What
were the changes in transitions to adulthood aed tmpact on childbearing? What were the key
policy-relevant ways that women's empowerment aeddgr equality influenced childbearing?
What were the population-level impacts of enablirmgnen to exercise their reproductive rights?

During the discussion, experts highlighted measergnissues and new concerns in making
progress on health and reproductive rights isstiasy pointed out that now was an ideal time to psep
more relevant and meaningful indicators to trackgpess in achieving health-related goals (e.g.,
monitoring the percentage of demand for contraogptiat is satisfied as an indicator of universaleas
to reproductive health). In low-fertility settingachieving desired fertility might now be as relatvas
preventing unintended pregnancies; that is, theetfr and responsibly” part of reproductive rigttghe
Programme of Action (“All couples and individualave the basic right to decide freely and respownsibl
the number and spacing of their children and tehhe information, education and means to do sa§ w
not just about preventing unintended pregnancies,atso about people being able to achieve their
desired number of children.

Participants agreed that Governments were showirgeased attention to within-country
inequalities, and as a result were demanding thanever possible, demographic and development
indicators be stratified by geographic region otie@conomic categories. Some of the challenges to
measuring inequality were discussed. For exampigrpreting inequality across wealth or income
quintiles required an understanding of the popofaitomposition of the quintiles, which was often
lacking. In addition to socio-economic inequalifigmrticipants identified generational change (e.g.
mothers’ experiences versus daughters’ experiemeas)ion and family formation as a potential drive
of future trends in fertility and the consequenfoechildren and families.



The discussion also pointed to a growing need pablic demography”; that is, re-energized
attention to public education on population issg@gen frequent misinterpretations and incorrect
assumptions about fertility and mortality trends,veell as progress on development goals. Mr. John
Wilmoth, Director of the Population Division, steesl that educating the world on population issugs w
one of the key responsibilities of the Division amdlcomed experts’ advice as to how to improve the
Population Division’s work in that regard.

B. PRIORITIES FOR THE REDUCTION OF CHILD MORTALITY AND
INFECTIOUS DISEASE MORTALITY BEYOND2014

Ms. Sara Hertog (Population Division) gave a presn entitled “Decomposing global
disparities in life expectancy, with an emphasisirdactious causes of death”. The analysis was draw
from a 2012 report of the Population Division dattChanging levels and trends in mortality: the rofe o
patterns of deaths by caufédnited Nations, 2012). Ms. Hertog recalled thetréases in life expectancy
at birth were associated with an “epidemiologigalnsition” in which the share of deaths due to
infectious diseases declined while the share dueotecommunicable diseases rose. She then used a
cause-of-death decomposition analysis to examinevitgal gaps” between the world’'s regions and a
group of the 19 longest-lived populations (withaaerage life expectancy of 81.4 years).

Africa suffered the largest burden of infectiousedises; reducing its mortality rates from Group |
causes of death (which included infectious diseasesvell as maternal, perinatal and nutritional
conditions) to the rates experienced by the lontiyst population would reduce Africa’s survivalmghy
17 years, or 65 per cent. Important causes of deattributing to the gap were pneumonia and diaaho
as well as neonatal conditions, HIV/AIDS, tubersigp and malaria. In Asia, Latin America and the
Caribbean, and developing Oceania, the absolutdauwnf years of life expectancy to be gained from
reducing mortality from Group | causes were smdbeb years, 2.7 years and 7.8 years, respectjivaly)
still accounted for a sizeable proportion of trwierall survival gaps.

Considerable heterogeneity was observed acrossnsedi the contributions of certain infectious
diseases to the survival gaps. For example, exuoessility due to HIV/AIDS was responsible for close
to half of the 30-year shortfall in life expectarinySouthern Africa, but just 8 per cent of Middi&ica’'s
33-year gap. In Middle Africa, excess mortality diee malaria, pneumonia, diarrhoeal diseases and
maternal causes of death caused larger survivad tagn they did in Southern Africa. Within Asia,
South-Central Asia and South-Eastern Asia were raffeeted by infectious causes of death than Baster
Asia. The Caribbean experienced larger survivalsgdpe to infectious causes like HIV/AIDS and
pneumonia compared to Latin America.

Eastern Europe was unusual in that it had a langgval gap with the longest-lived populations,
yet very little of the gap was due to infectiouseadises. About 9 years of Eastern Europe’s 12-year
survival gap could be attributed to non-communieabiseases (NCDs). Ms. Hertog stressed that the gap
due to NCDs was nearly as high in certain less Idpeée regions that received more attention to their
infectious disease burdens: Africa could achieggia in life expectancy of 7.6 years by reducingINC
mortality rates to those experienced by the lontyesti populations, while developing Oceania could
gain 8.4 years. Heart disease ranked among thdivepsources of survival deficits in every region.
Ms. Hertog noted that detailed analysis of survgagbs due specific NCDs, as well as disaggregabigns
sex, could be found in the Population Division’d 2@eport.

Mr. Kenneth Hill (Harvard University) presented tive topic “Further reductions in infant and
child mortality: opportunities and challenges”. Mill reviewed trends in the annual rate of chaige
under-five mortality over the period from 1990 #012. In general, declines in under-five mortaligdh



accelerated since the year 2000, especially indegsloped regions. Faster progress had been achiev
in the 1-4 age group compared to infants underlage

Causes of under-five deaths varied by age andmegiothe neonatal period (the first month of
life), preterm birth and intrapartum complicatioosused the majority of deaths in all regions, while
infectious causes accounted for between 10 peraceh30 per cent of deaths. After the first morith o
life, major infectious diseases including pneumpuiiarrhoea, malaria, meningitis, AIDS, and measles
accounted for 70 per cent of deaths in sub-Sahafrdeca, but less than 30 per cent of deaths inaegi
such as Europe and Latin America. Mortality frorfeatious causes such as neonatal tetanus and seasle
had declined rapidly since 2000, while mortalityrfr malaria and injuries had declined more slowly.

Mr. Hill next focused on factors that were likely provide favourable conditions for reducing
infant and child mortality in coming years. Duepi@dicted continuation of urbanization, an incregsi
proportion of births in developing countries wouwdcur in urban areas, where under-five mortality
tended to be much lower than in rural areas ansetpence of the higher socio-economic statushafrur
dwellers as well as their superior access to hesditvices. Mr. Hill said that recent analysis of
Demographic and Health Surveys indicated that cmé@dtality in slums located on the peripheries of
large cities was not higher than in the urban gotestrary to some earlier findings. Another factor
portending continued reductions in child mortalitgs recent increases in the education level of wiome
of childbearing age, reflecting improved access efducation in recent decades. Research had
demonstrated that child mortality risks were inegrscorrelated with mothers’ level of education.
Furthermore, more educated women tended to haver lfastility and were less likely to be poor, bath
which were factors that would further reduce childrtality risks in the future.

There were challenges, however, to achieving coatnrapid gains in child survival. Well-
established vaccines had been widely distributegkwreloping countries and resulted in rapid desline
child mortality, but newer vaccines were not pradgcas dramatic an effect on under-five mortality
overall. In a sense, the “low-hanging fruit” hadealdy been picked. In addition, the fact that u+inker
deaths were increasingly concentrated in the nabpatiod challenged future progress because proven
interventions to reduce neonatal mortality, sucinggoving the capacities of health facilities tdeess
mortality risks associated with preterm birth otrapartum complications tended to be expensive. Mr.
Hill noted further that because preventive intetiars had been widely implemented but effectiveecas
management had lagged, including for highly coietiive interventions such as oral rehydrationapgr
(ORT) for diarrhoea and antibiotics for pneumoridpcus on improving access to and use of treatment
was necessary to continue progress on child surviestly, he suggested that interventions to reduc
injury mortality, which had risen in 1-59 month-sldince 2000, were not well researched and could
require expensive improvements to built environrment

Mr. Rene Ekpini (Health Division, UNICEF) providescbmments on the two presentations.
Responding to the presentation on changing causdeath by level of life expectancy, he said that a
better understanding of the dynamics of NCDs wasleéd going forward, while recognizing that HIV,
tuberculosis and malaria were still major killegspecially of women of reproductive age. He suggest
decomposing the changing contribution of NCDs tovisal gaps over time in order to understand
evolving mortality risks and the disparities acrassintries and regions. Responding to Mr. Hill's
presentation, Mr. Ekpini suggested looking at tpparstunities and challenges from the standpoira of
country programme manager, who had to identify asdress the needs of different groups. He stressed
that the question of differentials in mortality Wween urban, peri-urban and rural areas was quite
important from a manager’s standpoint and shouldxXaanined more closely. Responses had to be cross-
sectoral; for example to reduce the impact of Higtility on mortality, measures should be taken to
reduce early marriage and early pregnancies, aratidloess barriers to girls’ education and to family
planning. UNICEF was in the midst of a major pustaddress neonatal mortality, which required health



system strengthening. However, the role of the canity in improving neonatal health should not be
discounted, both for providing care and for promtof practices such as clean delivery. He ended by
highlighting the need for political will and soci@ovements to bring in sectors beyond the heatitose

Participants suggested that further insights im® possible future course of child mortality
decline might be gained through additional decontippsanalysis, which could identify the causes of
death that were responding well to interventionsod®lling of child mortality change based on
characteristics of mothers was also suggestedelation to adult health and mortality, the infeago
origins of some chronic diseases could also beiderex.

Participants commented on the factors that infledneeonatal mortality risks, such as preterm
birth, fertility decline, young age of childbearjrand prenatal and delivery care. Mr. Hill saidtteaen
with increased access to prenatal care, the stdrmdarare was still low in many settings. Othertdas
challenging continued improvements in child surliveas the slow decline of malaria mortality,
particularly in areas outside of sub-Saharan Afridao noted was the rise in injury mortality, whir.

Hill said was more likely a result of such fact@s road injuries or the built environment, rathent
violence. Some participants raised doubts aboufititieng that children in slum areas of big citigisl

not experience mortality disadvantages. Other studiad obtained different results, and a careful
consideration of the methods and findings of cotifig studies was urged.

C. FRIORITIES IN WOMEN S AND ADOLESCENTS HEALTH

Ms. Suzanne Petroni (International Center for Retean Women (ICRW)) presented on the
topic “Improving the health of women and adolesseah unfinished agenda”, reflecting on progresk an
challenges in women'’s health, both in meeting @D goals and addressing health challenges that wer
not included in the Programme of Action. Ms. Peitreetalled that the Programme of Action had
introduced a new and more comprehensive concepembductive health that encompassed family
planning, prevention of treatment of HIV and seku&lansmitted infections (STIs), safe motherhood,
and prevention of and response to gender-basedngel Since Cairo, there had been solid but uneven
progress in reducing maternal mortality, and inrowmg coverage of skilled attendance at birthpptal
care, and contraceptive access. More widespreapige®had been achieved in regard to HIV prevention
treatment and care. Safe abortion, which had beenessed in a limited way in the Programme of
Action, still received inadequate attention andding. Gender-based violence, which encompassed
issues such as female genital mutilation, rape cand marriage, affected millions of women worldiei
but its contribution to morbidity and mortality wast well quantified.

Ms. Petroni then discussed women’s health issugistthd not been prominent in developing
countries at the time of ICPD, and were not adéesomprehensively in the Programme of Action.
Over the past 20 years the proportions of deathsechby NCDs and injuries had increased throughout
the developing world, while the proportions caubgdnfectious diseases had dropped. Now heart sisea
and stroke were the leading causes of death amonwew globally.

Cervical cancer—which had infectious origins—aneast cancers caused more deaths than
maternal mortality in many less developed counti@es! health systems in many of these countries wer
ill-equipped to prevent, screen, and treat theseara. HPV vaccine offered the promise of preventin
cervical cancer in rising generations of young wojregut rollout and uptake of this vaccine has been
slow in many settings, in part because the vaccgezled to be administered during childhood and many
parents were not comfortable vaccinating their ypdaughters against a sexually transmitted infactio

Ms. Petroni highlighted the effect on women’s headt indoor air pollution from cookstoves,
which was linked to chronic obstructive pulmonaisedse (COPD), pneumonia and lung cancer. COPD



was the fourth-leading cause of death of women dwide. Tobacco marketing was also increasingly
targeted at women in developing countries.

Ms. Petroni called for increased focus on the heaftadolescents, both because of the large
proportion of young people in the population (48 pent of the world’s population was younger thah 2
and because adolescence was a profound and cod®lelopmental period that could influence health
outcomes throughout adult life. More attention wasded to the physical health of adolescents,lbat a
to issues of mental health, substance use, andadieexercise. She noted that causes of death among
adolescents differed between boys and girls, witlgsbmore likely to die of injuries, while girls,
particularly in the least developed countries, waost susceptible to maternal mortality. Adolescgris
were subject to a range of sexual and reprodudteath risks, often related to early marriage and
pregnancy. Adolescent girls who lived in povertyebbeavy burdens of household labour, and facdd hig
risks of anaemia and malnutrition. Ms. Petroni doded that increased investments were urgently
needed to support adolescent health and develop®katcalled for disaggregated data on the heélth o
pre-adolescents aged 10-14 and adolescents byndgexa.

Ms. Adrienne Germain, president emerita of the rhdonal Women’s Health Coalition,
provided invited comments. She called for a pamad#ift in the health sector, focusing not only on
length of life, but on quality of life for indivicals and groups. Key changes needed included atsfift
emphasis on prevention, rather than technical fiagming for early diagnosis when conditions were
more treatable; and making incremental changesetikvinealth systems. Ms. Germain saw the health of
women and adolescent girls as a fulcrum, with itmests in mothers reaping gains in the health dfi bo
women and their families. Advocates for sexual eegtoductive health saw this area as a platform for
treating reproductive cancers, preventing adoldéstadoption of NCD risk behaviours, and eventually
for treating NCDs. Ms. Germain called attentiorinequalities in health and the need for accountgbil
The capacity of countries to collect and analyza @& health and prevention, by age and sex, needed
be enhanced, and indicators should track equityqaatity of health services.

Participants lauded the introduction of adolest¢waith into the discussion. They noted various
challenges to adolescents’ health, including emdyriage and childbirth, poor access to family plag,
and reproductive health care, including postnataé,cand inadequate attention to HIV preventiomt an
mental health among this age group. Gender andlgucitection were mentioned as overriding concerns
There was a need to involve adolescents in thegadesf programmes aimed at their age group.
Participants reiterated the need for data disaggeegfor the different stages of adolescence amthyo
(ages 10-14, 15-19 and 20-24), as needs were Vifeyedit between the lower and upper ends of this
range.

Discussion also emphasized the value of a life smapproach to health, with attention not only
to causes of death but also to morbidity at varstages of life and among population groups. Usaler
health coverage was often seen as a package adeserilsut a complementary approach would be to view
it from the perspective of the health of the whudeson.

D. PRIORITIES FOR REDUCING NONCOMMUNICABLE DISEASE MORTALITY AND
MORTALITY AT OLDER AGES

Mr. Sanjay Basu (Stanford University), presentetl@wce and reflections on the changing
landscape of NCDs and associated risk factors, avitmphasis on the cardiometabolic diseases,asuch
heart diseases and diabetes. He noted that therensgement away from describing NCDs as diseases
of lifestyle, in recognition of the multitude ok factors that came together to influence an iddal's
risk of developing an NCD, not all of which werethin his or her power to change.



Mr. Basu gave a brief overview of evidence of theden of morbidity and mortality attributable
to NCDs, citing evidence from the 2012 Global Buraé Disease (GBD) study. The disability-adjusted
life year (DALY) metric indicated that the globalifden of NCDs was small among children and young
adults, but that it became substantial in the neiddjes and grew through older ages. NCDs accotoited
a larger proportion of global DALYs in 2010 compér® 1990. By 2010, ischemic heart disease had
overtaken lower respiratory infections as the legaiause of DALYs worldwide.

Across regions of the world, there was substantaiation in the proportion of DALYs caused
by NCDs, ranging from less than 20 per cent ingpaftsub-Saharan Africa, to greater than 85 pefrioen
Australia, Canada and many countries in Europe.Bdsu urged caution when looking at national-level
assessments of burden of disease. He noted thatriesuthat appeared to have relatively low burdens
NCDs could still face large burdens among certalmgopulations within their countries.

Mr. Basu pointed out that the estimates he hadepted from the GBD study, like other global
health and mortality estimates, were subject tatiplalsources of uncertainty. For many of the cdast
covered in the GBD, high-quality data on morbiditygrtality and risk factors were sparse and es#@mat
relied upon non-representative samples, mortafity Gause-of-death models, and patterns borrowed fro
neighbouring countries with better data. In paficumany of the estimates of morbidity and ris&tfa
prevalence relied upon the results of surveysdliatsampled from urban and hospitalized populations
which were then adjusted using demographic modelsaaplied to the overall population.

In light of the weaknesses associated with existiata sources on NCD risk factors, Mr. Basu
encouraged participants to think about alternadmerces of information. For example, consumptioa of
few key commodities—tobacco, alcohol, and food# igsodium, unhealthy fats or sugars—was known
to be linked closely with the incidence of NCDsusHracking data on sales of these products caeld y
insights into the past and future patterns of NGdbn. The industries that sold and distributegehe
commodities had compiled these data quite consigten a per capita basis and over time.

Mr. Basu then examined the sales data pertainingpliacco, alcohol and unhealthy foods to
assess whether they shed light on the observedstiarNCDs. Evidence from the United States indidat
correlations between sales of tobacco, alcohot, dririks and processed foods, thus it was diffitoilt
identify the effect of any one factor on morbidéyd mortality risks.

With respect to unhealthy foods, while the heakks of dietary sodium and unhealthy fats were
well established, evidence of the risks of sugass wtill preliminary. There was evidence that the
quantity of sugars consumed was linked to diabesk&s Mr. Basu posited that relative to trends auy
mass index (BMI), trends in sugar consumption, Whie examined using sales data on soft drinks, were
a superior indicator of probable trends in metabdisorders. Because metabolic disorders were often
observed in people with normal BMI, many in the mablcommunity were beginning to question the
utility of BMI as an indicator of risk. Indeed, Mexico, which had surpassed the United Statesfin so
drink consumption and where soft drinks were coreimore than milk among children over five years
of age, type 2 diabetes was being diagnosed amioifdren who were not (yet) obese, indicating that
obesity may follow, rather than precede, metabdisorders. Mr. Basu suggested that increasing sugar
consumption and incidence of metabolic disordeeaped not to be an inevitable corollary to ecomomi
development. For example, the Republic of KorealaRid and Sweden had relatively low consumption
of soft drinks per capita, relative to their grassmestic products. Soft drink consumption in these
countries was similar to middle-income countri&s Brazil.

Regarding tobacco consumption, several countridsskan declines in smoking prevalence over
recent years, with reductions greater than 10 pet tetween 1997 and 2010 in Denmark, Japan,
Norway, Republic of Korea, Serbia and Slovenia.b@lly, however, cigarette sales had increased from



around 5 billion sticks in 1997 to more than 6ibill sticks in 2013. Most of the increase was due to
increased smoking in Asia: in China cigarette sgtesv from around 1.5 billion sticks in 1997 to and

2.5 billion currently. Notably, smoking prevalenitad not increased much in China, indicating thase¢h
who did smoke were smoking more heavily. An assessmof the impact of various tobacco-related
interventions in India indicated that taxing tobaproducts (bidis and cigarettes) was more effedtian
medical interventions in reducing the risk of mbtgafrom myocardial infarction (heart attack). MBasu
attributed this result to the broad reach of taxapolicies compared to Indians’ uneven accesseical
interventions.

With respect to the unhealthy consumption of altotieere was a need to track not only the
volume of alcohol consumed in a population, bub défee patterns of alcohol use. For example, radbtiv
large volumes of alcohol were consumed in Cypriay,| Portugal and Spain, but the associated risks
posed for NCDs were small because people tendddrtk only small amounts of alcohol at a time. In
contrast, in parts of Eastern Europe, particuléitly Russian Federation and Ukraine, large volunfies o
alcohol were consumed through a high prevalendeirafe drinking (consuming many drinks in rapid
succession), with significant implications for NCiBK.

Mr. Basu then considered one non-commodity riskofag@hysical activity. He noted that major
declines in physical activity had occurred in maayts of the world. In particular, occupationaliatt
had declined with a shift towards more sedentaskgaThis shift had occurred in rural as well dsaar
areas. Contrary to the common assumption thataseiein the use of vehicular transport was behind a
shift towards less activity, the declines had ofteen observed to precede motorization. Women tende
to have much higher rates of physical inactivitgrttmen, even after adjusting for age. Degreestifityc
versus inactivity seemed to have separate risks, Bdsu explained. In other words, someone who
exercised vigorously three times per week but wastiyn sedentary for eight hours per day would kel
face greater risk than someone who engaged onliglm exercise but had few extended sedentary
periods.

Mr. Basu concluded his presentation by remindingig@pants that disparities in diagnosis—a
consequence of disparities in access to and qualitiyealth care—impeded the development of the
knowledge base on NCDs and risk factors and undeaiiihe potential of interventions. Among the poor
most NCDs went undiagnosed, whereas among themastht NCDs were diagnosed. There was a need to
recognize that the types of NCDs and important féitors that burdened low-income countries might
differ importantly from those in high-income couaf. An example was the substantial risks of
respiratory diseases among women in low incometdegsrassociated with indoor pollution generated by
cookstoves.

Mr. Alberto Palloni (University of Wisconsin, Madis) then delivered a presentation titled,
“Longevity in the 21st century: how strong is tlug of the past,” in which he examined the imporéanc
of changes in the health-related characteristicesacbirth cohorts to both inform projections dé li
expectancy and understand the nature of futurelsren

Recalling Mr. Basu’s references to unhealthy daatd the rising diabetes burden in Mexico,
Mr. Palloni predicted that similar trends would sdoe observed in other countries as well. He noted
three major cohort shifts in Latin America and @a&ribbean. First, adult cohorts were changing ikedat
to their past exposure to early conditions. A graybody of research indicated that individuals who
experienced adverse exposures in childhood were sumceptible to developing chronic illnesses later
life. Second, adult cohorts were changing with eesfo their smoking behaviour. For the region as a
whole, the cohorts that smoked the most were tataynd 60 years old. Third, adult cohorts were
changing with respect to their prevalence of olgesit Mexico, obesity prevalence among adults was



around 38 per cent and other Latin American andbGaan countries were showing increasing obesity
rates as well.

All three shifts implied changes in the risk of @hic conditions, such as cardiovascular disease,
cancers, type-2 diabetes and respiratory disedseaddition, the shifts had the potential to slow
improvements in longevity by preventing the redwtsi in mortality that typically occur in adult ages
during the mortality transition. Furthermore, theifts implied changes in the demand for health
infrastructure, services and expenditures, paditythose related to the long-term chronic capired
for patients with type-2 diabetes.

Adult mortality risks in different countries couloe understood according to their locations
within the four stages of the tobacco epidemicar parly epidemic where the prevalence of smokiag w
increasing among men, but tobacco use had notoydtilouted to a substantial proportion of deaths;
2) the prevalence of smoking was high and risingragrmen and lower but rising among women, and the
proportion of deaths attributed to tobacco use weswing, especially among men; 3) smoking
prevalence was declining among men, peaking amooigen, and the proportion of deaths due to
tobacco use was growing rapidly, especially for yravd 4) smoking prevalence was declining among
men and women, and the proportion of deaths dwetutking was declining among men, but still rising
among women due to the lag time between adoptisnmuaking behaviour and smoking-related death.
While Northern America was in the late stages efttsbacco epidemic, many countries of Latin America
and the Caribbean, such as Mexico, Cuba, and Beong others, were still in the middle stages ef th
epidemic, while others, such as Brazil, Argentind &€hile, were in the mid-to-late stages.

Mr. Palloni presented the results of an analysi$ dstimated what the life expectancy at age 50
in each country would have been if the tobacco epid had not occurred. In Argentina, male life
expectancy at age 50 would have been 6 years higt2810 if the men had never smoked; for women,
the lost years of life due to smoking was aroungars. Males in Brazil had lost between 3 and 4syea
of life expectancy at age 50 due to smoking, wiiike difference was less than one year for femates.
Cuba, still in the middle stages of its tobaccodepiic, men lost between five and six years of life
expectancy at age 50 due to smoking (the impact amdg slightly smaller for women), effectively
negating the gains in life expectancy achieved dwemprevious 20 years. Mr. Palloni explained that
effect of smoking emerged not as a decline indipectancy since mortality risks related to otlarses
were declining, but as an unrealized gain. The glemce of smoking among cohorts just reaching
adulthood would predict future mortality risks. Rat surveys had indicated that younger people in
Brazil smoked less than older adults, suggestiag phblic campaigns against smoking were having the
desired effect. In Chile, however, it appeared thatcampaigns were not successful and youngergeop
were smoking more than older adults.

Mr. Palloni then discussed the impact of changiolgott composition with respect to obesity on
levels and trends in longevity. He focused on thgeoof Mexico to estimate the excess mortality tdue
diabetes and overweight. Analysis indicated thakibdns lost between 3 and 4 years of life expegtanc
at age 50 due to overweight and obesity, accourfitinpetween 9 and 14 per cent of the total exgkcte
years of life lived after 50. He noted that theeet§ would have been even larger if the association
between smoking and obesity in producing excesdatitygr had been taken into account. While the
analysis found some evidence for an effect of putrition in childhood on mortality risks at oldages,
the associations were weaker than those for smaadgbesity.

Ms. Karen Sealey (World Health Organization) oftera discussion of the presentations
delivered by Mr. Basu and Mr. Palloni. She recatleat, unlike for many other regions, obesity hadrb
identified as a major target for intervention irettWHO plan for the Latin American and Caribbean
region. She noted the need to consider carefully dhallenges to implementing commodities-based
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interventions in certain contexts. In many parttatin America and the Caribbean, for example, labto
sales and consumption were considered a criticalpooent of the tourism industry, thus efforts to
decrease consumption tended to be viewed unfavigur8wth culture and gender needed to be
considered in measuring NCD risks and developirigips to address them.

Ms. Sealey cautioned participants against ovemmediaon health transition theories that predict
that developing countries will follow the pathseady taken by developed countries on things likk ri
behaviours and disease risk patterns. She propostxhd thinking of different risk profiles as mosa
Accordingly, it was critically important to improwée evidence base, especially in low-resourcengsit
and Mr. Basu’s incorporation of industry data oresaand consumption represented a significant
contribution in this regard. She emphasized thatrdsearch community should not wait until theyehav
perfect database, but should explore potential ipso¥hat could enrich understanding of health and
mortality trends. At the country-level it was atél to build capacity to analyze the data that &lagbdy
been collected. Participants agreed that it wa®itapt to keep in mind the limitations of existidata in
terms of both uncertainty and lack of generalizgbilcross countries and regions.

The ensuing discussion focused on the degree abitity associated with NCDs. Participants
noted that much of the attention of this meetingl athers tended to focus on mortality, but that
disabilities associated with NCDs accounted for Imoicthe burden that countries needed to be prdpare
to respond to as their populations aged and exposurisk factors changed. The costs of medical
treatments associated with diabetes managemertzaadfor example, were far greater than the nitytal
impact of the disease. The ability to forecastabening burdens on health care systems and sociedies
particularly crucial for low- and middle-income ctries that were ageing much faster than high-ireom
countries had in the past. While quantifying digbwas difficult, efforts to develop disabilitycales by
the WHO and others seemed reasonable and consistent

Next, participants shared their thoughts on thgitsi of differences in NCD diagnosis by income
group. Some thought that differences in healthisgeiehaviour might explain the disparity, with lew
income people tending to access health serviceségsilarly, in part related to their distance frioealth
care facilities. Others suggested that the explamatwere more complex. Evidence emerging from
country surveys in the WHO Study on Global Ageimgl sAdult Health (SAGE) dataset had indicated
that variations in access to and utilization of Itheaare could not explain all of the differences i
diagnosis. Notably, variations in insurance coveralgo could not explain the differences.

E. EFFECTIVE POLICY AND PROGRAMME APPROACHES TO IMPROMEEALTH OUTCOMES

Mr. William Dow (University of California, Berkelgypresented evidence from a growing body
of research on incentivizing the use of health .cE® invited participants to think about incenties
positive rewards whereby people were paid to etillzealth care. To economists, this approach
represented an extreme version of a price subsiay as those that subsidize doctors’ fees or ratialic
costs. One could think about a positive reward @®pensation for the associated costs that people
incurred in accessing health care, such as théseddo transportation or time spent in waitingms.

Three main questions typically arose when considevwhether and how to use incentives to
increase peoples’ access to and utilization of theadre: 1) were incentives affordable? 2) could
incentive programmes be administered? and 3) dehitives exacerbate corruption?

Ethical concerns were prominent in most discussiofsincentivizing health behaviours.

Concerns that offering payments for changing behavcould be coercive were common. An ethics
working group considered the issues surroundingritices and proposed “that concerns around the
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potential for incentives to undermine recipientcaatmy are misplaced when incentives are used to
overcome economic obstacles or a lack of effeatiativation, and when recipients are incentivized to
engage in health-related behaviours or practicéls which they are already familiar and which they
regard as beneficial and worthwhileThus incentives were considered ethical if theywed people in
the direction that they already wanted to go.

Guidance on how to design and implement incentigeswy heavily on the psychological
literature that distinguished between intrinsic ivation—the desire to engage in a behaviour without
any expectation of reward—and extrinsic motivatidhe-desire to engage in a behaviour in order to ear
a reward or avoid a punishment. A common goal wasude extrinsic incentives to activate an
individual's intrinsic motivation. In order to erguthat an incentive programme was beneficial dvera
designers needed to understand not only the ejfioh¢he incentive in encouraging people to change
their behaviour, but also the impact of incentivegpammes on those who did not get paid, or when
payments stopped.

Incentives could be used to overcome various byarti@t often stood in the way of people acting
on their intrinsic motivation. For example, incenet could help to overcome the tendency to focusen
present and discount the future, which was espgaammon within high-poverty contexts. Incentives
aimed to bring the rewards closer to the presentder to help people attain what they really wente
the future. Incentives could also be employed tanter procrastination. Small incentives, called
“nudges”, were sometimes used to help people tadapatting off behavioural changes. For certain
health behaviours, incentives could be a powedul to help individuals and those around them tokth
differently about their motivations. For examplgyeason could use the promise of an incentive sbfju
seeking an HIV test to friends or family, withouaving to admit having engaged in behaviours that
carried the risk of HIV infection.

In designing effective and non-coercive incentivegoammes, it was necessary to consider the
size of the incentive, the frequency with whichwias dispersed, whether receipt of the incentive was
certain or based on lottery, who was being incéred (i.e., patient, parent, doctor, etc.), who was
receiving the income (e.g., patient, clinic, hoslpjtand whether the incentive was means tested.

Incentives had been deployed in a variety of heddthhains in the past. Demographers often
associated the term incentives with controversailiation programmes that were implemented imso
countries in the past, clearly an unethical usaadntives for an irreversible procedure. More appate
and successful examples of the use of incentivisseexfor other health domains. Giving bednets aatay
the doctor’s office increased attendance at préwcat@ visits. Paying women to give birth in faess
substantially increased rates of skilled birth rednce in India. Giving away free food in vaccioati
camps resulted in large increases in vaccinatioerage. Incentive programmes had been implemented
successfully for HIV screening and tuberculosis icegtbn adherence as well.

Incentives had also proven useful in encouragingplgeto change certain non-medical health
behaviours. Rewards to substance abusers who radgsttom using and payments for quitting smoking
were promising in some settings. There was no ecelehowever, that incentives worked to encourage
physical activity. There were some initiatives hzentivize health outcomes, such as weight lost, bu
these were deemed problematic because the conatopeople had over their own weight varied across
individuals. One trial in Tanzania tested incerdite encourage people to protect themselves against
sexually transmitted infections (STI). It found & Rer cent reduction in STI incidence related t® th

! London, A.J., D.A.Borasky Jr., A. Bhan, for théiEs Working Group of the HIV Prevention Trials Wetk
(2012). Improving ethical review of research inwdyincentives for health promotioALoS Medicin®(3).
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incentives, but the trial was not designed in sacivay that the programme could be scaled up to a
national level.

Conditional cash transfer programmes were one typéncentive initiative that had been
implemented successfully on a large scale. Mr. [Qawe the example of the Oportunidades programme
in Mexico, which paid people to utilize prenataldamell child care services, receive vaccinationd an
access health education. Mr. Dow said that reseadibated that unconditional cash transfers, incth
payments were not contingent on performing certesialth behaviours or achieving a health outcome,
could potentially be effective, but perhaps nati@ long run.

Mr. Dow concluded that there was strong potentalificentive programmes to be cost-effective
tools to improve utilization of health care and jaiilan of healthier behaviours. He emphasized that t
design and implementation of any such programmet teiscontext-specific, dependent on prevailing
prices and incomes, for example, as well as pesMebwledge and attitudes about the programme.
Critically, adequate administrative capacity wasdesrl to implement and monitor any incentive
programme.

Ms. Rachel Nugent (University of Washington) theagented the evidence on effective policy
and programme approaches to promoting healthytyifss She noted that many effective and cost-
effective interventions to prevent morbidity andrtabty from NCDs had been identified, but that mos
of the studies were conducted in developed comtienetheless, there was sufficient evidence ot po
to the likely efficacy of interventions aimed ab&xco, diet and physical activity in developing rtinies
as well.

Health promotion was defined as the process oflemgapeople to increase control over, and to
improve, their health. This included not only effofocused on influencing individuals’ behaviouost
also those interventions that aimed to effect $@rid environmental changes.

Ms. Nugent described that health promotion coulke taany forms. Information, education and
communication (IEC) campaigns on specific healfid® were a common type of health promotion, but
were often ineffective. It had been suggested HB& sometimes failed because the health behaviour
policymakers desired to change was rooted notriarence, but in preferences. Regulatory actions+-suc
as taxation, bans and marketing restrictions—casedria type of health promotion strategy that
essentially removed choices from individuals; thespiired the cooperation of agencies outside bfipu
health, as well as strong monitoring and enforcdroapacity. Other types of health promotion stri@gg
included environmental, engineering and structuigitives, as well as incentive-based policies.

For tobacco, there was strong evidence that taxedobacco products worked to reduce
consumption. Taxes needed to be large, such tlest ithcreased the price of tobacco products by
anywhere from 50 per cent to 100 per cent. Largéilees administered at once had more impact than a
series of smaller tax increases spread out ovex. tiftwidence indicated that young people and the poo
were most responsive to price increases on tobadeccaesponse to concerns that the poor were
disproportionately disadvantaged by tobacco taratime study concluded that the marginal effects of
tobacco taxation were not regressive because thibeebore most of the costs also reaped most of the
benefits. Other tobacco interventions that seerneblet cost effective included: subsidies for smoking
cessation, bans on smoking in public places, otitns on tobacco marketing aimed at youth, armhgtr
warning labels on packaging.

Common health promotion strategies to reduce tiheaflad use of alcohol included: prohibitions
on alcohol availability, such as legal age for sz or consumption and restricted hours of skes;
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that restricted drinking and driving; restrictioos advertising and sponsorships by alcohol comganie
and taxation and tiered pricing systems that tdoeer-quality alcohol more heavily.

Several health promotion strategies were availablgromote healthier diets, such as sustained,
community-based information campaigns that focusedpecific food and drinks, coupled with labelling
and regulation. Regulations that restricted manketif unhealthy foods and drinks to children wenéhb
low-cost and effective, as were school-based didtegctivity programmes, garden programmes and fresh
fruit and vegetable programmes. Economic incentioegard healthier eating had taken the form of
subsidies to lower the prices of healthful foo@dses to increase the prices of less healthful foadd
long-term agricultural and infrastructure changeéatilitate the production, transport and marlgptir
healthier foods. Strategies known to be ineffectivpromote healthier diets included short term imed
efforts that targeted multiple risk factors simo&ausly, detailed nutrition facts labels, menu llatag
and restricted accessibility to vending machinescimools, among others.

There was less evidence available to assess theeftestiveness of initiatives aimed at
promoting physical activity. Most studies had faethon high-risk populations, older persons or work
site interventions, and thus their findings werd generalizable to the greater population. Some
initiatives had proven effective at increasing pbglsactivity in middle- to high-income countriesnd
were considered promising in low- to middle-incommuntries. One such programme was Brazil's
Academia da Cidade Programme (ACP) which provideg,fsupervised physical activity classes in
public parks. Ms. Nugent noted that the indirecttdmenefits of physical activity initiatives wereegter,
in general, than the direct medical benefits, bertereven less researched.

Interventions in the built environment to promoteysgical activity, such as urban design that
incorporated walking and biking paths, for examplere being explored. The potential utility of e-
technology for case management and health prometas also inspiring a large amount of research.
There were opportunities to leverage the tools exjpertise of multiple sectors to promote improved
health (“crowding-in”). There was increasing privasector involvement and investment in health
promotion, such as workplace incentive programroepffiysical activity or weight loss, but most segli
of their cost-effectiveness were small and not welluated. Ms. Nugent concluded that more research
was needed on health promotion strategies thateskpnomising, but were unproven.

Mr. Jean Christophe Fotso (Concern Worldwide, UhB¢ates) discussed the various policy and
programme approaches to improve health outcomes fin@ two presentations. He noted that both had
prioritized prevention, which was appropriate eggfc for developing countries where the health
systems were not yet sufficiently equipped to pteeffective treatments for many NCDs.

Mr. Fotso said that it was important to identify evl the successes achieved in high-income
countries could be adapted to low- and middle-ine@ountries while recognizing that not all stragsgi
would be transferrable. Tobacco taxation was amel& many countries in the global South had signed
free trade agreements that placed prohibitionsoyadco taxation. This was not to say that tobacco
regulation was impossible, but that careful impddion strategies were required. A top priority was
adopting initiatives to prevent young people fralartsng to smoke. School-based programmes could be
coupled with taxation and other regulations. Somi#® same types of initiative could be used to/pne
alcohol use among young people.

With respect to unhealthy diet, many of the progrees in high-income countries lent themselves
to adaptation in low-income countries. To ensurailakility, accessibility, and quality of healthgdds
was paramount. Mr. Fotso identified initiativesttbacourage bicycle riding underway in many coestri
as promising to increase levels of physical agtivit
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Mr. Fotso concluded his discussion by emphasiziegimportance of exploring opportunities for
the public health community to cooperate with thivgie sector to encourage healthier choices and
behaviours. He said that most companies were agfaresir social responsibilities and would be wnig)i
to participate in health promotion initiatives.

Participants expressed concern that individuals nayhave as much control over their health
outcomes as much of the health promotion and in@emesearch implied. Physiological barriers that
varied across individuals (e.g., genes) could prepeople from losing weight, for example. Mr. Dow
responded that, in general, physiological barnegse likely to be only a small part of what detered
an individual’s likelihood of success.

Participants also discussed the difficulty of detieing whether programmes that promoted or
incentivized healthier eating, for example, werfeafve. It was difficult to obtain valid measuraeshow
much unhealthy fat or sodium people were consurhggause respondents tended to misrepresent their
consumption in food diaries. In this respect, papiah-level data on consumption proved more rediabl
One participant suggested that a cap-and-tradeypoh sodium had the potential to improve the dyali
of diets by limiting the amount of sodium availabide consumption in processed foods.

F. KEY CHALLENGES AND OPPORTUNITIES FOR FURTHER PROGREB IMPROVING LIFE EXPECTANCY
AND RESPONDING TO IMPLICATIONS OF FERTILITY TRENDSOR THE GLOBAL DEVELOPMENT AGENDA

On Tuesday, 22 October 2013, participants in theedwpert group meetings joined together once
again to engage in discussion of key challengesoapartunities for further progress in improvinggli
expectancy and responding to implications of figytitrends for the global development agenda. The
intent of the joint sessions was to take advantdgynergies between the two substantive expertpgo
and ultimately to guide the substance and recomatent with respect to current and future fertiéiyd
mortality trends to be included in the 2014 repwiitthe Secretary-General on World Demographic
Trends.

Mr. Alberto Palloni (University of Wisconsin-Madisp summarized the most salient points
discussed in the mortality meeting, organizing bisnments around the key health and mortality
concerns that applied to the various stages of @fie mortality in childhood, although some parts of
Africa, Asia and Oceania lagged behind, enormouognaiss had been achieved in reducing mortality risk
among children ages 1 to 4. These successes weilruted to expanded vaccination coverage and
widespread use of effective treatments for soméhefmajor infectious diseases of childhood. With
reductions in child mortality, a growing proportiof child deaths were occurring in the neonataiqoer
(the first month of life), a time during which mality risks tended to be especially difficult todaelss.
Women'’s nutrition, prenatal care and delivery casre identified as promising avenues for continued
reductions in both child and maternal mortalitygagnizing the strong links between women’s heatith a
neonatal mortality.

In order to leverage past successes to addressniregiahallenges on child mortality, new tools
and research were needed. Decomposition tools ouhd to which causes of death need to be addiesse
to improve survival. New indicators could be deyeld to account for demographic shifts that infleenc
the risk of child mortality. It might be useful,rfexample, to track child mortality risks by parigince as
fertility rates fell the proportion of high paritjjirths declined and high parity births tended to be
associated with greater mortality risks. Geograghdifferences in risk of child death, includingeth
variable risks in peri-urban areas, also meritethér examination.
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On adolescent health, a priority need was for bettgicators to track adolescent health and
mortality risks over time. Demographers tendedomug on the age group 15-59 years when discussing
mortality risks in early- and middle-adulthood, bbis broad range was not particularly useful tosth
working to identify priorities to improve adolest¢drealth and survival. Indicators disaggregatedtier
age groups 10-14 and 15-19 were needed to bettierstand the needs of adolescents. Indeed, thihheal
concerns of adolescents increasingly were recodgraseimportant to national and global health agenda
given that many of the important risk behaviourt fled to morbidity and mortality later in life—duas
tobacco use, poor nutrition, physical inactivitydahe harmful use of alcohol—tended to be estabtish
in adolescence and young adulthood. The incidefhdgejwy and death associated with accidents and
violence among adolescents was also cause for cgrexed gender differentials associated with caltur
played an important role in shaping those risks.

The age range 15-59 was a crucial period to adaves®en’s health, not only to reduce the risk
of morbidity and mortality associated with reprotive and maternal conditions, but also to addrhes t
circumstances that increased women'’s risk of clraliseases. Exposure to indoor air pollution, for
example, was responsible for a substantial powiothhe burden of respiratory diseases in adult wame
Insufficient access to diagnosis and treatmenedht diseases like breast cancer was also ig=has a
priority area to address to improve the healthsamngival of women.

With respect to health and mortality risks amongltsdover age 60, life expectancy at age
60 tended to progress linearly over time and amapgestion was whether there was much room to
accelerate that progression. Addressing risk facdssociated with chronic diseases such as diatietes
cancers offered some opportunity for interventidhany of the countries in the midst of their
epidemiologic transitions faced a double burdeimfgfctious and chronic diseases.

Mr. Palloni concluded that precisely which typesraérventions could be effective to accelerate
improvements in health and survival remained umcl@ains to be made from investing in maternal and
child health interventions were more certain thhasé that aimed to address adult mortality more
generally. Evidence for the effectiveness of inmenabased interventions was sparse, and there Wwasta
of ethical issues to consider before recommendiigy tiype of policy approach. Information, education
and communication interventions seemed not to teetdfe, and while there was strong evidence fer th
impact of regulatory action on alcohol use and tiaraon tobacco use, it was unclear whether similar
actions would be effective for other risk fact®ach as unhealthy diet. Some participants suggésatd
successes in combating and treating HIV/AIDS offeseme good practices that could potentially be
adapted to address other health concerns. Othtad titat the evidence on mortality risks among tadul
was even sparser than that for children and whetlid exist, it focused primarily on maternal hibalt

Ms. Monica Das Gupta (University of Maryland) preteel a summary of the key points from the
fertility meeting. The first issue, given that mastthe countries still experiencing high fertiligyere in
sub-Saharan Africa, was whether fertility trendghis region were unique compared to other regions.
Sub-Saharan Africa has had slightly higher preditaomal fertility levels, a much later onset ofeth
fertility transition and a slower pace of fertilidecline. Moreover, the fertility transition in s@aharan
Africa began at lower levels of development tharewit began in other regions. Fertility stalledmid-
transition for some countries, a pattern that laaely been observed in other regions. Future patsger
change rested on investments in girls’ educatiahfamily planning programmes.

A swift and continuous fertility decline could prazk a sharp change in the age structure of a
population with a rise in the number of working-aghults relative to the numbers of children aneyd
adults. Sub-Saharan Africa was facing several dppities and challenges to reaping the potential
economic benefits from relatively large cohortseeing the working ages (i.e., a demographic divitjen
Countries in the region that were still early ireithfertility transitions or had experienced stdlle
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transitions were not yet in a position to realize potential benefits of a demographic dividendur@oes
in which fertility declines had occurred dispropomately among high socio-economic status groups
often had difficulty mobilizing resources to invasttheir young people.

The traditional policy levers, including investmémieducation and family planning, needed to be
refined in order to better address the challenge®d youth in the region, especially unemploynaerd
underemployment, the gap between skills and joady enarriage among girls and limited sexual and
reproductive health services for youth. Such refieets included, for example, managing the transitio
from school to work. Several years lapsed betwhkerehd of schooling and the beginning of the jobt
for young people in many countries. Some of theepixl unintended consequences of increased
investment in education were also noted, such anwlisparities in school quality opened up newlieve
of inequality in a country or if lowering the cadteducation to families bolstered high fertiligtes.

In other regions of the world, fertility had dedihto low levels but followed different pathways
that raised questions about the implications ofelofertility for transitions to adulthood (e.g, niog out
from the parental home, marrying, having a childobtaining a job). In Europe, fertility declined to
below-replacement levels in the 1990s, recuperatedewhat in the 2000s and experienced further
declines after the 2008 economic crisis. Policiesinfluence fertility tended to be either expligitl
pronatalist and nationalistic or focused on creptonditions for women and men to have the children
they wanted by promoting gender equality in the dcamd work-family policies. In Europe, a new
pattern of transitions to adulthood had taken roong that was late, protracted and complex. Magraatd
parenthood were postponed more so than entry imtinuln addition, delayed transitions to adulthood
had implications for individuals’ economic achiewamhlater in life.

In Latin America and the Caribbean, most countviese moving towards or had reached low
fertility but the region was unique in that highéés of childbearing at young ages continued arsitias
connected, in part, to inequalities in schoolinheie was also some evidence of a growing, voluntary
retreat from childbearing. Asia was a region wheome of the most rapid declines in fertility had
occurred (the Islamic Republic of Iran was an exaln@nd where recent efforts to increase ferthiaygl
not yet shown results. Countries in Asia were ggiherally characterized by low rates of cohalutabut
diverse patterns in age at marriage. Meeting ppaints noted other conditions influencing the titiors
to adulthood: housing availability and prices; tealogy, such as the use of mobile phones to inereas
young people’s access to sexual and reproductigétrhimformation; and culture, which dictated which
paths through cohabitation, marriage and childbeganiere socially acceptable.

Gender was an important dimension to consider getstanding the drivers of trends in fertility
and the transition to adulthood. Youth-friendly isties also tended to be woman-friendly and family-
friendly. Some evidence pointed to reversals indgerinequality in education (i.e., more girls acirig
high levels of schooling than boys), such as inogarand Latin America, that could potentially affec
trends in union formation and childbearing. Funthere, some research indicated that couples in more
egalitarian households tended to have more chiltir@m couples in less egalitarian households.

Ms. Das Gupta closed with a summary of the popralevel benefits of empowering women
and enabling people to exercise their reproducigigs. When women had access to better contral ove
reproduction they tended to obtain more schoolivaye better job prospects and achieve higherrifeti
earnings. Studies showed that the poorest womeatedeio reap the greatest benefits and that those
benefits boosted their children’s human capitauaudation and earnings as well. Satisfying the unme
need for family planning accelerated fertility deel ending unsafe abortion improved maternal healt
and ensuring skilled attendance at birth benefittiedhealth of both mothers and their infants. &éted
that taking a rights-based approach to fertilitd a@productive health meant being prepared for lestop
exercise their preference to have more childreteausof fewer.
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Following the two expert group summary presentatioan interactive discussion coalesced
around three key issues of relevance for bothlitgréind mortality levels and trends: 1) how to angze
the discussion of demographic trends to betteradéxphe different challenges and priorities of coigs
at various levels of fertility and mortality, 2) Wato consider incentive-based programmes that aim t
address challenges posed by current demographitstren the context of existing ICPD language and 3
whether the expert group wanted to recommend thantdes set new targets in order to accelerate
progress in health, survival, and universal actessproductive health, including family planning.

Participants from the fertility meeting appreciated life course approach used to organize the
discussion of global health and mortality trendd ehallenges, but they noted that a similar approtd
not lend itself to the discussion of fertility tdshand challenges. For mortality, reducing mostatittes
was a universally shared goal, but with respedetblity, some countries were interested in lowgri
fertility rates while others aimed to raise fetyilrates. Furthermore, while the mortality tramsitseemed
to be constrained by an upper-limit on the lendtlif®, the end of the fertility transition was umwn.

One promising approach to organize the fertilityscdssion entailed classifying countries
according to their fertility level and the poteht@onsequences for families and the economy. The
challenges and priorities of countries with peesiflyy high levels of fertility were different frothose of
countries with fertility around the replacementdewhich, in turn, were different from those olotries
with fertility rates well below the replacement évHowever, one challenge to a classification draw
along levels of fertility was that those levelsded to change over time, and even countries wilbmbe
replacement level fertility could experience inaeg fertility (e.g., periods of low fertility we¥iven, in
part, by tempo effects that eventually subsided).

The discussion then turned to consider the pofeutility of incentive-based programmes that
aimed to improve access to or use of health cangcss, including reproductive health services and
family planning. Mr. Wilmoth called participantsftention to paragraph 7.22 of the ICPD Programme of
Action, which read “Governments are encouragedotus$ most of their efforts towards meeting their
population and development objectives through valyn measures rather than schemes involving
incentives and disincentives.” He asked whetherisitivg the recommendations with respect to
incentive-based programmes was worthwhile in lgfhthe changes that had taken place in the 20 years
since the ICPD.

Participants recalled that the specific languagatephfrom the Programme of Action was borne
of a history of abusive government policies witlspect to family planning in some countries. The
sterilization incentive programme implemented idi#nin the late 1970s, for example, was ethically
inappropriate, since the payments to those who nweté the procedures were large enough to be
considered coercive and the procedures themsedgaiied in irreversible changes to the patientdidm
In general, participants agreed that while somentige programmes could be effective, they needed t
be designed on a local level, taking into accowmtextual and cultural factors, and with careful an
closely monitored implementation.

Mr. Dow described several types of incentive progrees—such as subsidies, conditional cash
transfers and performance-based financing for gdeygi—with the common thread being that each aimed
to lower the price of a behaviour. Programmes shasidized the price of visiting a doctor or pusthg
a medication or family planning method could all bensidered incentive-based and were widely
implemented around the world. Initiatives that lo@dethe price below zero, thereby paying peopleéewe
less common and tended to be more fraught withermscabout coercion. There was some evidence that
conditional cash transfer programmes tied to behasilike attending antenatal care visits, wellethi
checks, and talks that disseminate information amilfy planning were both successful in influencing
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behaviours and cost-effective. Financial incentigesund provider quality, such as ensuring thay the

stocked supplies of a range of family planning radthor counselled a minimum number of women,
were also considered, although some worried thatribentives could encourage providers to act in a
way that was not in the best interest of the patien

Participants noted that incentive programmes wereneon in many areas of health policy. For
example, health care costs were frequently sulesidizy Governments and incentive programmes for
smoking cessation had been implemented in mulidpletexts. Participants suggested that regulatory
actions could also be considered incentive progresarhaws that prohibited recreational drug use, for
example, provided a disincentive by threateningitpumaction for illicit behaviour. Outside of hefal
policy, tax rates that varied according to mastatus could be considered incentive programmesets

Some participants emphasized that incentives shioelldsed only to help move people in the
direction that they already wanted to go, therehproving the outcome from both the individual and
policy perspectives. Others wondered if exterredittould be a consideration in whether to implement
incentive-based programmes. If an individual's lveta had negative externalities for others, was it
appropriate to incentivize a change in behavioanéf/the individual did not already desire to cha®

Participants expressed concern that carrying omeentive programmes from other health
policies into family planning risked compromisirtgetprinciples of the ICPD. It was deemed differtent
incentivize smoking cessation, for example, tharintentivize limiting fertility or having additioha
children. Examples of family planning incentivesatttwould move people in the direction that they
already wanted to go included to lower the costaftraception for women who did not want more
children and to lower the cost of childrearing thiose who did want more children. It was more
controversial to consider paying people to useiqdar methods of contraception, since there was a
substantial risk of coercion. One possible apprdachinimize coercion in incentivizing family plaimg
was to keep the amounts of the payments very sReflearch had indicated that small incentivesedall
“nudges”, could help people to overcome barriersclisas transportation costs or the tendency for
procrastination) in order to carry out their wisketh respect to family planning.

The discussion also considered how incentive-basegrammes were being utilized in several
low-fertility settings in order to encourage fareglito have more children, an issue that was growing
prominence since the ICPD. Policies included payméor the birth of a child and subsidized childeca
and education costs, among others. One participlagdrved that in some countries of Western Europe
the rhetoric around fertility policy seemed to emgize enabling people to fulfil their wishes widspect
to family size, but that in parts of Eastern Eurtlpe pronatalist policies were explicitly driverwiards
incentivizing higher fertility.

Participants agreed that any use of incentiveseteénl be rooted in a human rights framework
that aimed to eliminate barriers that stand in way of improved health and well-being. The four
dimensions of human rights standards in regard he® tight to health—accessibility (including
affordability), availability, acceptability, and ality—were cited as central to designing and
implementing effective policies for health and fgmplanning. In that regard, it was important to
consider whether incentive-based programmes wegebtst use of resources for a given setting,
especially when progress was still lagging in eimgugood quality of care. Participants noted thadrp
guality of care was often a disincentive itselig(elack of information, counselling and availatyilof
different contraceptive methods led to a higheglitood of method discontinuation and of not segkin
replacement method). Some participants expresseckno that the incentive programmes could prove
unaffordable or unsustainable, and could appraptiesources that were otherwise needed to improve
health systems more generally.
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The discussion then shifted to whether the expetigs wanted to recommend that countries
aspire to particular targets with respect to heattbrtality and fertility into the future. On healand
mortality, one participant emphasized that whileremus success had been achieved in recent decades
on water and sanitation, it was important to esghlblew targets in order to continue that momenttim.
was hoted that economic analysis deemed water amithson infrastructure projects to be less cost-
effective relative to other interventions to redutterrhoeal diseases. There was interest in eskein
new methods and means of evaluating cost-effesg&nover time and space.

Some participants expressed concern about theofabesity in current and future trends in the
burden of morbidity and mortality. Whereas taxatpmiicies had succeeded in reducing tobacco use in
some countries, in others they were ineffective iawdas not clear whether such tax policies cowd b
successfully extended to incentivize shifts towardalthier diets. The potential for interventionsthe
built environment was offered as a potential avetmueeduce physical inactivity and obesity, althoug
like water and sanitation projects, such urbanastfucture projects tended to be costly. A target o
traffic hours in urban areas was suggested as sibf@sneans to incorporate concerns about physical
inactivity and obesity into the development agenda.

Participants noted that policies and targets rélegenon-communicable diseases (NCDs) needed
to be sensitive to the particular epidemiologicahtext. Countries that were challenged by double
burdens of disease (high burdens of infectious rasrdcommunicable diseases) or even triple burdens
(infectious diseases, NCDs and injuries) neededkipsl that addressed their needs. Contrary to a
common belief that infectious diseases and mataraates needed to be addressed before addressing
NCDs, participants emphasized a need for a morereahframework that acknowledged the concurrent
burdens caused by different types of health camtlitiat the individual, household and populatiorlev
Participants suggested that decomposing change®ibidity and mortality by region or by urban/rural
geography could identify areas where the epidemjiold changes were happening independent of the
demographic transition, and thus pinpoint prioatgas for intervention.

On the issue of fertility policy and targets, papants emphasized the need to keep a rights-
based focus, ensuring that individuals and couptesable to decide freely and responsibly the numbe
and spacing of their children, in line with the dalage of the ICPD Programme of Action. With that in
mind, there was a need to promote voluntary fapléynning in all countries to address persistenigy h
levels of unmet need. Furthermore, there was a teeedsure that the barriers to having childrenewer
not too high for individuals and couples that wighe have children. Participants agreed that theld&Vo
Demographic Trends report should describe the syniwaksituation in high-fertility and low-fertibt
contexts and provide some guidance as to what tyfp@serventions were appropriate.

G. PERSPECTIVES ON HOW TO IMPROVE ACCESSIBILITY AND ULIZATION OF DATA AND
EVIDENCE FOR POLICYMAKERS

The interactive discussion on perspectives on lmimprove accessibility and utilization of data
and evidence by policymakers sought to answer thwing questions: Is the utilization by
policymakers of health and population data andexwié more of a supply or demand issue? What are the
gaps between policymakers’ needs and data avéiy&abivhat innovative strategies are there to géd da
and evidence to be used by policymakers?

In her presentation, Ms. Kirsty Newman (Departmfamt International Development (DFID),
United Kingdom) described her organization’s exgeee in working to improve the use of evidence in
policy-making. Many research findings ended up logh\ses or in peer-reviewed journals and were mot, i
the end, used by policymakers or other types ofsa@emakers. One approach to increase the uiiizat
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of research in policy decisions was to develop ¢hpacity of and opportunities for researchers to
communicate their research findings via such meshanas advocacy, lobbying or writing policy briefs
and to evaluate researchers by the impact that thsearch had on policy decisions. She noted two
dangers of this approach. The first danger wasréssarchers might then pay less attention to aimdu
good quality research and instead spend more titleying, advocating and promoting their research
findings. The second danger was that researcherddwmrovide evidence to policymakers in an
oversimplified way, with the risk that policymakevgould merely accept the research findings as
presented instead of engaging the researchersnéedogating the data. Ms. Newman suggested an
alternative approach to encourage the use of mdsearidence at two different levels. First, senior
officials who could champion the use of researdldence should be identified and engaged in order to
obtain political buy-in. Second, working relatioish with and training of the technical support ftaf
whose role was to synthesize and understand theanas on behalf of their superiors should be
established. DFID was working in several countaashow to integrate research into policymaking gsin
this alternative approach.

Mr. Hans Rosling (Karolinska Institutet and Gapnandroundation) gave a presentation on his
experience in communicating population data to m@eday audiences. He was astonished at how many
people in the world lacked basic knowledge of papah facts and trends. The problem was not
ignorance but rather pre-conceived ideas, whictevadten at odds with the data, and the inability or
unwillingness to look to the future. Populationimsites and projections could generally be trusted.
example, he showed that the current estimate dfivpapulation was discrepant by only 4 per centfro
the population projections made for the currenigoeby the Population Division in the early 1960s.
Hence, the problem with getting evidence on popndirends to be utilized by policymakers was rmt s
much a problem with the data themselves, but vlighnbanner in which data were communicated.

Population issues must be communicated in simptasteHe demonstrated how a complicated
concept of population momentum could be explaingthke “inevitable fill-up” of adults for many years
in the future that would occur even if every coudkcided immediately to have only two children.
Mr. Rosling also emphasized that it was no longaable to dichotomize the world into “developeddian
“developing” regions or countries. Countries clésdias developing now differed substantially frome
another on multiple demographic and developmenicatdrs. Continuing to lump them together as a
group perpetuated widespread misunderstandingeoftibstantial progress in development achieved in
recent decades. He strongly encouraged all colesatgustop using this dichotomy.

In the discussion that followed, participants acklgalged that it was possible for researchers to
be partial to their own work or areas of reseaacty that civil servants who could assess, syntaesid
communicate research findings played an importaletin informing policymakers. Another issue raised
was that the use of data in many countries was degbdoy policymakers fatigued by advocates from
other countries who pushed for specific prioritiesthout considering the budget implications.
Researchers who lived in the country and who caubdk in the capacity of “in-house adviser” to
policymakers could improve the utilization of resdain policy decisions. One participant raised the
example of the Council of Economic Advisers, annagewithin the Executive Office of the President of
the United States of America, where researchex®ddor a short defined period to analyze and predr
research evidence and provide economic policy adthat included recommendations for sound policy
ideas and to stop bad policy ideas from advanddipers noted that the demand for research did not
necessarily mean a demand for “new” research Botthke ability to use existing research.

Discussion then turned to whether the need for awgxl data (their accuracy and coverage) was
meriting sufficient attention and resources from ithternational community. For example, the Secyeta
General’'s High-Level Panel of Eminent Persons an Blost-2015 Development Agenda called for a
“...data revolution for sustainable development, véithew international initiative to improve the dgtyal
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of statistics and information available to citizénSome participants noted that there had beele litt
research on how to improve civil registration ahdttmore efforts were needed in this area. Impgvin
civil registration for valid cause-of-death attritmn was more resource-intensive than improving the
coverage of birth and death certification. Whileedtgent views emerged on the priority of intensive
investments to obtain complete civil registratiatadin settings where it is severely lacking, theees
agreement that countries should develop their oMegrated data systems, including civil registratio
surveys and censuses and strengthen their capaditienllect, analyze and disseminate their owm.dat
The discussion ended with the recognition thatreagarchers, the topic had drifted from utilizatan
data and evidence by policymakers to the avaitglaind quality of data, an area that was perhapg mo
comfortable for researchers. Participants acknogdddthat the concrete suggestions provided by Ms.
Newman and other experts on improving data andeecie utilization and the communication points
made clear (and in a lively manner) by Mr. Roslingrited action.

In summary, the presentations and discussion iteticthat improving the utilization of health
and population data and evidence by policymakers mvare of a supply issue, impeded in part by the
lack of simplicity in presenting and explaining tlata and the lack of opportunities for focused
engagement and critical interrogation of researghpdlicymakers and working-level staff that could
synthesize research evidence for policymakers.dete needed to be presented in clear and jargen-fre
ways by, ideally, credible, independent and regidenhnocrats, and prioritized in consideration of
national and local budgets. Academic researcheexmerts could be embedded within national andl loca
legislatures, line ministries and other relevanligganaking bodies to work with technical personnel
tasked to synthesize and understand research asagsehalf of their superiors.

H. CONCLUSION

The Director of the Population Division thanked @dirticipants for their active engagement and
noted that their inputs would be used in prepanatir the forty-seventh session of the Commission
Population and Development in April 2014. The fimafsions of the background papers that experts had
prepared prior to the meetings would be made auailan the Population Division website for Member
States and the general public to access. The ndiltfeand mortality-related issues and trends and
related policy actions that were raised at the mggtwould be taken into account during the prejmara
of the Secretary-General’s report on World Demolgiaf rends, which would be prepared as part of the
documentation for the next session of the CommissioPopulation and Development.
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11:00-11:15 - Break
11:15-1:00
2.INTERACTIVE DISCUSSION :
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