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Introduction of the Committee 

The World Health Organisation (WHO) is the primary authority within the United Nations that plays an 

essential role in addressing and governing international public health, and has the responsibility of 

ensuring that all people are able to enjoy the highest level of health ("WHO: World Health Organisation", 

n.d.).There are 194 member nations that the WHO works with ("Countries overview | World Health 

Organization", n.d.). The WHO ha a six-point agenda under which its operations are focused under, These 

include ("WHO: World Health Organisation"; 

● Promoting the development of health infrastructure 

● “Fostering health security” (against issues such as epidemics and pandemics for example),  

● “Strengthening healthcare systems” 

● “Harnessing information, research and evidence” 

● “Enhancing partnerships” with its partners (other UN organisations, NGOs, countries) 

● Improving the performance of the WHO 

Mandate and Functions 

The WHO’s constitution details the mandate of the organisation, and establishes it as an autonomous organ 

of the UN in accordance with Article 57 of the United Nations Charter ("United Nations Charter (full text) | 

United Nations", n.d.). It operates within the purview of the ECOSOC. Chapter II, Article 2 of the constitution 

details out the 22 primary functions of the organisation, and establishes the fact that all member nations 

must be willing to work together in international health-related policy matters ("Constitution of the World 

Health Organization", 2006).  

In addition to the six point agenda mentioned, the mandate also more specifically explains the WHO’s role in 

multiple other areas; improving primary health care, working towards sustainable financing of health, 

increasing access to medicine, addressing the social determinants of health, promoting mental health, and 

many more areas of work ("WHO - What we do", n.d.).  

The WHO also has an important role in the international community in assisting member nations in resolving 

health crises, such as the ongoing pandemic, by offering support at a local level through country offices, 

and also at an international level in regional offices, and headquarters through the Emergency Risk 

Management and Humanitarian Response. Furthermore, the WHO also sets out standards and norms in 

order to help states prevent and control outbreaks of public health issues. The International Health 
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Regulations are the most notable example for its standard-setting power, which were adopted by WHA 

resolution 58.3 ("Revision of the International Health Regulations", 2005). The committee is fundamental in 

addressing many of the current international health issues, and has a large stake in the topics that we have 

chosen at YouthMUN 2022. 
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Topic 1: Global Mental Health Awareness  

 

Introduction to the topic: 

The World Health Organisation (WHO) states that “health is a state of complete physical, mental and social 

well-being and not merely the absence of disease or infirmity”. In this case, mental health is a state of 

well-being that allows individuals to cope with daily stresses, work productively and contribute to their 

community (WHO, 2018). Therefore, mental health is fundamental for everyone to be able to interact with 

each other and enjoy life. The scale of mental health is shown by an estimated one in four people 

experiencing a mental health condition in their lifetime and depression ranking third in the global burden of 

disease, projected to rank first in 2030 (DESA, Mental Health and Development, n.d.). Because of this, the 

promotion and protection of mental health is a pertinent topic that must be regarded on an international 

scale, due to mental health impacting all societies and communities throughout the world (WHO, 2018).  

 

Furthermore, mental health can impact, and be impacted by a variety of factors involved in daily life. Mental 

health can impede an individual’s capacity to realise their own potential, work productively and contribute 

to their society – indicating a daily impact, not only on the individual, but on society as a whole. Poor 

mental health is both a cause and a consequence of ‘social change, stressful work conditions, gender 

discrimination, social exclusion, unhealthy lifestyles, physical ill-health and human rights violations’ (WHO, 

2018). It can also be associated with poverty and compromised education – issues that are a prominent 

burden on the globe, as a whole (DESA, Mental Health and Development, n.d.). Therefore, it is necessary for 

societies to provide basic civil, political, socio-economic and cultural rights, as they are fundamental to 

mental health (WHO, 2018).  

 

Everyone has mental health; the issue we currently face is that not everyone knows this. When people don't 

have a sufficient education on the topic of mental health, they’re understanding of illnesses and conditions 

become limited, thereby creating dangerous actions and consequences. There often is a taboo associated 

with the topic, and people with mental health illnesses are often disregarded and ignored. The effects of this 

are detrimental since mental health isn't like physical conditions; it can affect everyone. Therefore, more 

work has to be done, on an international scale, to raise awareness and highlight this importance. When 

more people understand mental health, more work can be done, collectively, to create better environments 

and provide better services to mitigate the effects of mental health conditions. 
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Themes, Perspectives and Subtopics: 

 

Mental health poses the greatest danger to young people. The transition from childhood to adulthood means 

individuals host numerous physical, psychological and emotional changes during this vulnerable period. 

The results can be seen as, on a global level, approximately 20% of youth, 1 billion young people, experience 

a mental health condition every year (DESA, 2014). Several mental health conditions will negatively affect a 

young person’s ability to form supportive and healthy relationships, as well as their ability to manage 

conflicts within these relationships. One of the results from this is that almost one million people die to 

suicide every year, making it the third greatest cause of death among young people (DESA, Mental Health 

and Development, n.d.). 

 

Also, mental health makes young people more susceptible to drug abuse. With mental health conditions 

being so prominent in young people, their vulnerability to other negatively impacting topics is increased – 

namely: drugs. In a recent study of 8th-10th grade students in South Africa, 10% of young people, who had 

tried cannabis, were introduced before the age of 13 and about 30% were smoking daily (DESA, 2014). The 

results of substance use among young people are strong correlations to repeating schools grades, physical 

injury, crime and sexual violence (DESA, 2014).  

 

Mental health is a prominent issue for both the rich and the poor. Mental health problems, including alcohol 

abuse, are among the ten greatest causes of disability in both developed and developing countries (DESA, 

Mental Health and Development, n.d.). Even though most of the research on mental health comes from high-

income countries, the studies from low- and middle-income countries have provided similar results – 

showing that mental health is a topic that affects everyone, globally (DESA, 2014). For young people, mental 

health and behavioural conditions are the greatest causes of ill-health in both high- and low-resource 

countries, being the cause for a third of all ears lost in productivity due to disability (DESA, 2014).  

 

However, even though mental health is a topic that has global impacts, there are some disparities that can 

be seen between higher and lower income communities. People living in poverty are shown to experience 

several difficulties, which increase the risk and severity of common mental disorders, such as higher rates 

of stress and trauma, social exclusion, malnutrition and poor health care. This also works in reverse, as 

people with mental-health conditions can also be at risk of poverty, because of the cost of care, stigma, 

social exclusion and fewer opportunities for employment and education that they receive because of their 

condition (DESA, 2014). These influences can be seen in ‘poor, urban, non-Western settings’, where young 
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people have often reported increased depression and aggressive behaviour because of the lack of 

opportunities, due to poverty and unemployment. Whereas, in the middle-class communities of the USA, 

young people are being diagnosed increasingly with depression, ADHD and drug dependency, due to a 

different set of culturally-mediated reasons (DESA, 2014). We can see this the fact that, in 2017, mental 

health and substance use disorders provided 7.14% of the USA’s total disease burden, whilst this share was 

only 2.66%, for Sub-Saharan Africa, and 4.58%, for South Asia (Dattani, Ritchie, & Roser, 2021). 

 

UN Involvement and International Action 

 

Based on the United Nations Convention on the Rights of Persons with Disabilities, the WHO QualityRights 

Toolkit was created to provide countries with the practical information and tools to assess and improve the 

quality in mental health and social care facilities (WHO, 2012). With the aim of being applicable on a global 

scale, for use in low-, middle- and high-income countries, the Toolkit will allow nations to evaluate their 

services of care in order to provide better human rights standards. Several themes and articles from the 

CRPD are covered by the Toolkit: adequate standards of living, social protection, exercising of legal 

capacity, rights to personal liberty, freedom from torture and cruelty, independent living and inclusion in 

community. By including these themes, the Toolkit is designed to be used by a variety of stakeholders: 

human rights institutions, NGOs, national health commissions and international treaty mechanisms (WHO, 

2012).  

 

The Director-General of the WHO, Dr Tedros Adhanom Ghebreyesus, has identified the universal health 

coverage for mental health as part of the accelerated implementation under the 13th General Programme of 

Work, GPW13, covering 2019-2023 (WHO, 2019). The aim of the 5-year special initiative is to establish 

universal health coverage, including access to quality and affordable care for mental health conditions, in 

12 priority countries requiring the raising of US$ 60 million (WHO, 2019). The WHO aims to successfully 

carry this out through 2 main strategic actions: firstly, mental health policy, advocacy and human rights 

should be advanced; secondly, the interventions and services across community-based, general health and 

specialist settings should be scaled up (WHO, 2019). By working in collaboration with WHO Member State 

and local and international implementing partners, this project has the targets of increasing the coverage of 

severe mental health conditions to 50% and reducing suicide mortality by 15%.  

 

However, mental health has not always been a priority for the United Nations. Since the creation of the 

Millennium Development Goals (MDGs), the situation of mental health has been bleak in terms of global 
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development, with little attention being paid to it, and little action being done. This trend continued when the 

mid-2014 draft of the new generation of development goals, the Sustainable Development Goals (SDGs), 

showed only one minor reference to mental health, essentially ignoring over 400 million people, worldwide, 

who would currently be experiencing mental health issues (Votruba & Thornicroft, 2016). Therefore, in order 

to challenge this agenda, a consortium was created, led by Kings College London and Maudsley 

International. From this, leaders of global mental health, from academia, civil society and service 

organisations, gathered to create a global initiative that strengthened mental health in the SDGs, called 

FundaMentalSDG (Votruba & Thornicroft, 2016). After this campaign, in 32015 at its 70th session, the UN 

General Assembly adopted this resolution on the new 2030 Agenda for sustainable development. To the 

surprise of the global mental health community, the UN not only included mental health for the first time, but 

declared it a priority – referring to mental health three times under goal 3 known as the ‘health goal’ 

(Votruba & Thornicroft, 2016). The importance of this is that the UN has not always been greatly concerned 

with the topic of mental health; in fact, globally, it is still a new topic of interest for many. Therefore, there is 

a need to understand and solidify this international message that mental health is a pivotal topic. 

 

Case study 1: Learning Through Play (Canada) 
 

The Learning Through Play initiative is an international early intervention programme, created in Canada, 

for infants, children and their families (Saxena & Garrison, 2004). It focuses on the theory that early 

childhood experiences have a major impact on brain structure and will shape the way children learn, think 

and behave. Because of this, the encouragement of healthy child development is pertinent to the reduction 

in risk of adverse developmental outcomes, and their subsequent intervention costs (Saxena & Garrison, 

2004). 

Therefore, the LTP aims to support parents in their ability to stimulate healthy child development. It does 

this by teaching parents about ‘the physical, cognitive, linguistic and socio-emotional aspects of child 

development, and encourages parental involvement, creativity, learning, and parent-child attachment’ 

(Saxena & Garrison, 2004). Through the use of two pictorial calendars, one for birth to three years of age 

and other for 3 to six years of age, the LTP can inform parents of the successive stages of child 

development, with descriptions of simple play activities that show parents what they can do to promote 

healthy development (Saxena & Garrison, 2004). 

In order to increase and maintain the global aspect of this programme, the LTP calendar is a relatively 

inexpensive and simple tool that hardly relies on the literacy of the parents. They are multicultural materials 
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that have been culturally interpreted to ensure this widespread acceptability, having been translated into 11 

different languages (Saxena & Garrison, 2004). As well as this, the programme can be carried out by a 

variety of staff, such as health workers or day care workers, after appropriate training.  

The results of this are that over 100000 copies of the LTP calendars have been distributed to community 

agencies in Canada and adapted flip charts are being introduced in 30000 day care centres in Tamil Nadu. 

Further to this, there have been several requests for the programme across South America, East Asia, South 

Asia and the Americas (Saxena & Garrison, 2004). Therefore, this strategy shows the importance of early 

stage intervention, where best practices are put in place from a young age. It also shows the effectiveness 

of designing a strategy that can be applied on an international scale and doesn’t require a huge deal of 

work and adaptation to be used nationally. 

 

Case study 2: POMHERAP (Nigeria)  

In the Bauchi State of Nigeria, the Project on Mental Health Elucidation, Rehabilitation and Promotion 

(POMHERAP) is designed for implementation in rural communities (Saxena & Garrison, 2004). The issue 

being addressed is that many of these rural communities lack access to care and education that properly 

address the issues posed by mental health. Here, the majority of mental health care focuses on the 

controlling of the acute phase, when it should be looking at the principles of primary, secondary and 

tertiary intervention (Saxena & Garrison, 2004). 

 

Therefore, this project works on the encouragement and maintenance of both individual and community 

participation in a successful mental health promotion agenda. It does this through 3 main paths of action 

(Saxena & Garrison, 2004): 

1. The elucidation of mental health – this involves activities that raise awareness of mental health 

issues in a positive way, highlighting the importance of information and education. 

2. Counselling therapy and psychosocial rehabilitation – these services work to examine patients with 

mental illness and restore their functional status by integrating them back into community life, as 

productive members of society. 

3. Campaigning for mental health promotion – this aims to encourage a change in behaviour in order 

to develop the potential for communities to withstand stress and stressors. 

 

In order to improve the implementation of this project, community leaders and influential people were 

mobilised and sensitised to the objectives of the project, therefore enhancing the understanding and 
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cooperation of the communities. Also, pro-humanitarian staff members conducted two-week training 

workshops for professionals, such as educators, social workers and health professionals (Saxena & 

Garrison, 2004). Both of these allow increased trust between the project and the coordinators, allowing a 

more successful implementation in the community.  

 

The results of this project are seen through the population now having an understanding of mental health, 

abandoned mentally ill patients are now receiving treatment in hospitals, hospitalised patients can access 

psychosocial rehabilitation to integrate back into the community, and the community are now more able to 

withstand stress and maintain good health status (Saxena & Garrison, 2004). Therefore, this project shows 

the importance of educating communities on the topic of mental health so that there is a better 

understanding on the local scale. 

 

Proposed solutions 
 

A report by the Institute of Medicine recommends the use of a modified version of Gordon’s (1983) three-

tiered prevention framework. It grouped mental disorders, and the subsequent interventions required, into 

three categories (DESA, 2014): 

1. Universal preventive interventions – these target an entire population group. For example, there 

could be social media campaigns related to suicide prevention, or school-wide PSHE curriculums 

that educate on preventing mental-health conditions. 

2. Selective preventive interventions – these target high-risk subpopulations that are determined by 

the biological, psychological or social factors related to the onset of a disorder. For example, 

social-skills training could be provided for the children of depressed parents, or cognitive 

behavioural approaches can be aimed at adolescents who have been exposed to trauma. 

3. Indicated preventive interventions – these target individuals that are at the highest risk of 

developing disorders because of their subclinical signs. For example, mood management could be 

provided to adolescents with elevated anxiety symptoms. 

 

As well as this, the interventions themselves can be categorised into four, different scaled programmes: 

1. Family-focused programmes – these interventions target younger populations in order to produce 

greater, positive impacts in adolescence and early adulthood. This is because early intervention 

has been shown to be more cost-effective than later interventions in life. 
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2. School-based programmes – these interventions use public health models and prevention science 

to implement evidence-based programmes in early, elementary school years. By doing this, these 

programmes target risk and protective factors in order to reduce the risks of disruptive 

behavioural problems in childhood and adolescence. Therefore, although broad in scope, these 

programmes yield positive, emotional and behavioural outcomes for students and schools, 

although the majority do not focus on the internalisation of problems. 

3. Community-based programmes – these interventions are normally large-scaled and work to 

impact the prevalence of adverse behaviours within communities. For example, youth-mentoring 

initiatives have a focus on creating improvements for a specific age group. 

4. Workplace-based programmes – in the workplace, mental health conditions can result in lost 

productivity, both at the individual and collective level. Therefore, there is an incentive for the 

workplace, and employers, to provide interventions, such as depression screenings or outreach 

and treatment, that work to improve employee health benefits. 

 

Questions to consider 
 

1. How might member nations collaborate to allow the capacity for global policymaking in reference 

to mental health? 

2. How do different cultures, across the world, define mental health, and its various aspects? How can 

the WHO ensure countries with varying levels of development are equitable recipients of global 

initiatives? 

3. What measures should be taken by member states, or governing bodies, to prevent private 

companies from monopolising the medicinal aspect of mental health? 
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Topic 2: Tackling Healthcare Inaccessibility for Migrants and Refugees 

Introduction to the Topic 

 

Refugee and migrant healthcare has been a topic of interest for many years, with escalating conflicts in 

areas such as the Middle East and the economic situation in many developing countries causing a surge in 

numbers of refugees and migrants in the recent past. Historically, we have witnessed multiple refugee 

crises; the Syrian refugee crisis that began from the civil war that erupted in the country in 2011 could be 

called the most infamous one. Nearly 6.8 million refugees and asylum seekers have been forcibly displaced 

with little hopes of returning safely back to their home country (Reid, 2021), and many of them suffer from 

mental illnesses such as PTSD and depression, and diseases such as malaria. 

 

Refugees are defined by the 1967 Protocol of the 1951 Refugee Convention as “persons who are outside 

their country of origin for reasons of feared persecution, conflict, generalised violence, or other 

circumstances that have seriously disturbed public order and, as a result, require international protection” 

(Matlin et al., 2018). A large percentage of refugees are from low income countries with many of the issues 

stated above, and often suffer from disease and health conditions during their transit and in their host 

country.  As a result of being unable to return to their country of origin, they have no choice but to rely on 

healthcare services in the host country. 

 

On the other hand, the IOM defines a migrant as “any person who is moving or has moved across an 

international border or within a State away from his/her habitual place of residence, regardless of (a) the 

person’s legal status, (b) whether the movement is voluntary or involuntary, (c) what the causes for the 

movement are or (d) what the length of the stay is.” (Matlin et al., 2018). Migrants are often forgotten in 

discussions about healthcare policies, as the existing sentiment is that migrants often ‘move for economic 

advantages, and hence should be ready to deal with healthcare costs themselves’. However, this ignores 

the indirect causes of inaccessibility to migrants, such as discrimination, and migrants may sometimes 

have no choice but to move, due to dire economic conditions that may be negatively affecting their 

livelihoods. 

 

Under the International Covenant on Economic, Social and Cultural Rights (ICESCR), host countries have a 

responsibility to ensure equitable healthcare for all refugees and migrants if it is within their capacity by 

international law (Pace, n.d.). With the rise in refugees and migrants in host communities due to COVID-19, 
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the international community must aim to maintain public health protection in order to prevent the spread of 

diseases and deterioration of health and hence work with each other in the provision of healthcare to 

refugees and migrants (Pace, n.d.).  

 

Themes, Perspectives and Subtopics 

 

The topic of healthcare inaccessibility is extremely vast by nature, and hence it is important to break down 

the topic into smaller key subtopics. First, we will detail out some of the direct findings of a study that 

aimed to understand some of the basic trends with refugees and migrants in order to effectively increase 

healthcare accessibility and provision (Keidar et al., 2019); 

 

Topic Main Findings 

1) Infectious diseases ● There have been persistent issues with screening of diseases such 

as “HIV, hepatitis B and C, schistosomiasis and strongyloidiasis” 

● In migrant centres, staff numbers, their skills and physical 

infrastructure are some of the most important factors that need to be 

improved in controlling disease outbreaks 

● New and improved methods are needed for better detection and 

treatment of diseases such as tuberculosis, as old methods are not 

as effective with the older populace 

● Interventions are effective only when there is adequate knowledge of 

the disease in the given population and related stigma 

● Culture-sensitive communication skills, social mobilization and 

community outreach are important to avoid cases of discrimination 

2) Mental Health ● Asylum seekers who had rejected applications displayed high levels 

of stress and psychiatric emergencies 

● Many migrants often arrive with various mental health complications; 

PTSD, depression, low self-esteem and more that arise from their 

traumatic events from their past. 

● Mental health may also be exposed to impairment after arrival in the 

country; women with HIV infection were exposed to “stigma, racial 
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discrimination and resettlement adversities” that impacted their 

health 

3) Healthcare Utilisation ● In most cases, migrants only seem to utilise primary care directly 

after arriving in the country  

● Migrants often use the ER more than the local populace for less 

urgent reasons, and mostly were discharged as outpatients. Although 

there isn't enough to classify this as possibly being exploitation or a 

simple lack of information, better policies around this are needed 

● NGO support is vital for successfully allowing the local healthcare 

system to understand and adopt policies that are tailored to the 

needs of migrants 

4) Mother and Child 

Health 

● Reproductive health care must be increased across the board. 

Common problems are “language, stigma, direct and indirect cost, 

lack of cultural competency within health services, distance and 

difficulty in navigating health services” 

● There is a lack of training of professional staff to address the 

problems stated above in many countries 

● There is a need to address the root problem of increasing sexual 

violence against migrants and refugees such to prevent contant 

hospitalization 

● Effective dissemination of contraceptive methods is necessary to 

avoid excessive hospitalisation 

 

It is also important to understand how to tackle the social determinants of health. The social determinants of 

health can be defined as “non-medical factors that influence health outcomes. They are the conditions in 

which people are born, grow, work, live, and age, and the wider set of forces and systems shaping the 

conditions of daily life. These forces and systems include economic policies and systems, development 

agendas, social norms, social policies and political systems'' ("Social determinants of health", n.d.). 

Promoting healthcare does not only include direct and short term provision of necessary services, but also 

creating policies for the long term such that refugees and migrants can be socially mobile and access a 

higher standard of living. Although it is quite difficult to pin down issues with specific areas of government 
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policies that need to be focused on in case-by-case scenarios, there are broad guidelines as to how we 

should expect policies to be framed as. The diagram below illustrates that : 

 

 
 

                                                                      Image source: (Matlin et al., 2018) 

UN Involvement and International Action 

 

UN involvement is paramount in many countries in order to support migrants, refugees and asylum seekers 

in terms of healthcare needs. The WHO supports the provision of healthcare to both migrants and refugees 

regardless of their legal status.  

 

One of the primary bodies that supports healthcare for refugees is the United Nations High Commissioner 

for Refugees (UNHCR). The UNHCR has strategic operations to directly support those affected in countries, 

both financially and otherwise, and also works with the international community in coordinating healthcare 

responses. For example, in Lebanon, the UNHCR pays for 85% of primary health care costs for refugees, and 

coordinates a network of 40 hospitals with nearly 83,000 referrals in 2017 (Karasapan, 2018), acting as one 

of the primary bodies towards protecting public health. 
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The UNHCR also has set up broader initiatives as well, with six principal areas that it focuses its efforts on; 

access to healthcare, mental health and psychosocial support (MHPSS), sexual and reproductive health & 

HIV, nutrition and food security, water, sanitation, and Hygiene (WASH), and strategic health information 

("Public Health", n.d.). The organisation has worked with governments and NGOs in furthering these 

objectives via targeted interventions in countries with inadequate provision of healthcare. One instance of 

this is the UNHCR’s program of continuing essential health services in Jordan, where it aimed to support 

nearly 7000 refugees after the country went into lockdown in March 2020 ("2020 Annual Public Health 

Global Review", 2020). The UNHCR worked with the government in transporting essential medicines to 

households, and after lockdown, patients were given a physician review and adjustment of medication 

where necessary. Those living in urban areas received treatment through telephone guidance and three 

month packages of medicine according to their needs ("2020 Annual Public Health Global Review", 2020). 

 

More broadly though, for migrants, there exists more of an array of UN organisations that aim to protect 

migrant health. The International Organisation for Migration (IOM) is one of the biggest organisations that 

has engaged in multiple projects similar to the UNHCR. The organization engages in ‘missions’ where it 

aims to work directly with countries and other NGOs in providing equitable access to healthcare to 

“workers, undocumented migrants, trafficked persons, seasonal and otherwise temporary cross-border 

migrants and displaced populations” ("Health Promotion and Assistance for Migrants", n.d.). For example, 

the IOM has provided health aid to 55,828 migrants within and outside detention centres in a regional 

project where they supported governments in five countries; “Egypt, Libya, Morocco, Tunisia and Yemen.” 

These organisations are fundamental to the wellbeing and health of migrants. 

 

However, perhaps equally as importantly, UN organisations and the international community at large 

continue to also have many shortcomings as well. Countries such as India that are not party to the 1951 

Refugee Convention and lack domestic legislation on the protection of refugees and asylum seekers often 

end up passing on a large burden of work onto the UNHCR (Kaul, 2021). Other countries that engage in acts 

of refoulement, such as China (Haggard, 2015), or mass cases of discrimination, often feed into the 

stereotype and set a precedent that a refugee or a migrant will be sent back or will be denied if they were to 

ask for healthcare across the world, even when it may be a guaranteed right in countries such as France 

(Makooi & Wallis, 2019). This means that healthcare inaccessibility for refugees and migrants may become 

self-propelling, as they may choose not to use such services. Furthermore, the capacity of UN 

organisations and certain countries to tackle ingrained stereotypes and social stigma in communities that 

tend to discriminate against refugees and migrants is extremely limited, as it requires long term change 
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that builds from the ground up. In countries that are suffering from several other problems in addition to the 

refugee crisis, such as Lebanon which is currently going through an economic crisis, perhaps such 

transformative policies may only be a possibility in the far future. 

 

It is also important to note that there exists a large disparity in the number of refugees being received by 

countries. The five countries that receive the largest number of refugees (Turkey, Jordan, Colombia, 

Uganda, Pakistan) are not high income ("The World's Refugees in Numbers", n.d.), and often lack the 

capacity to provide effective healthcare to all refugees within their country. It may be in the best interests in 

the case of developed countries to offer more financial support and aid to such countries, given that it is in 

the best interests of the international community to be working together in burden-sharing and assisting 

refugees. 

 

Case Study 1: Serbia 

 

The first case study is an analysis of the Serbian healthcare system’s response to the changing needs of 

refugees passing through and residing within the country. At first, healthcare was mainly limited to 

emergency care as most refugees were mainly passing through the country quickly from conflict areas in 

the Middle East to Central Europe. However, in March 2016, the western Balkans migration route was 

closed, and 8000 refugees were trapped in the country (Pusztai et al., 2018). A combination of deadly living 

conditions in informal shelters without basic access to hygiene and a scaling down of the national health 

service for refugees via a 2013 piece of regulation meant that NGOs, mainly the WHO Country Office in 

Serbia, had to intervene in maintaining the healthcare system (Pusztai et al., 2018). 

 

The WHO established an action plan in order to tackle the rising cases of diseases within the refugee 

population, with 9 strategic areas it aimed to focus its effort on. These have been very briefly stated below 

(Pusztai et al., 2018):  

 

1) Establishing a framework for collaborative action 

2) Advocating for the right to health of refugees, asylum-seekers and migrants 

3) Addressing the social determinants of health 

4) Achieving public health preparedness and ensuring an effective response 

5) Strengthening health systems and their resilience  

6) Preventing communicable diseases 
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7) Preventing and reducing the risks posed by noncommunicable diseases 

8) Ensuring ethical and effective health screening and assessment 

9) Improving health information and communication. 

 

In the end, the action plan was successful, and the support provided to refugees/migrants appeared to be 

somewhat equivalent to that provided to non-migrants. This prevented the spread of disease within the 

community and was an example of a well-structured attempt at providing healthcare services to migrants 

and refugees. 

 

However, there were still challenges that were identified that, by a highly likely probability, couldn’t have 

been dealt with unless the WHO had intervened. This includes (Pusztai et al., 2018): 

 

1) Legal barriers - primary healthcare was only provided to citizens of the country, and 

migrants/refugees were only entitled to emergency services. A legislative change that would 

assign universal health care would likely be needed to solve this. 

2) Communication barriers - the number of language translators and “cultural mediators” remains 

low (this could be said to be an issue in other countries in the world too). The assimilation of 

professional translators and mediators is likely the solution to this. 

3) Absence of contingency plans - the national vaccination procurement plan did not account for the 

7000 stranded refugees. Therefore, the ability to obtain vaccines was dependent on surplus stocks 

of vaccines mainly. Development of contingency plans specifically around refugees/migrants may 

solve this 

4) Uncertainty - strict guidelines and definitions on terms such as the provision of mental health 

support services in refugee centres was clearly missing in Serbia. This may result in authorities 

holding back support resources since they have no obligations. Technical change would again be 

necessary to solve this. 

 

Case Study 2: European Migration 

 

The second case study aims to assess the state of healthcare for migrants and refugees in Europe, more 

specifically a set of 9 countries (Austria, Cyprus, France, Germany, Greece, Italy, Malta, Spain, and Sweden) 

and demonstrate the failures of the system. The piece of literature identifies several problems with the EU 

response system, which includes “persistent inequalities between migrants and non-migrants in access to 
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healthcare services…unmet healthcare needs, especially when it comes to mental and dental health as 

well as the existence of legal barriers in accessing healthcare. Language and communication barriers, 

overuse of emergency services and underuse of primary healthcare services as well as discrimination are 

described” (Lebano et al, 2020).  

 

We can further analyse the problems using case studies from specific countries in the EU, and use these as 

a guide for what needs to be focused on for improvements in the future. For example, a comparative case 

study between Greece, Italy and Slovenia identified multiple issues in the healthcare response system: 

“insufficient training courses in transcultural competencies for health and social care professionals in Italy; 

staff shortages on the islands, lack of interpreters in emergency care departments, and a lack of suitable 

accommodation for vulnerable populations in Greece. In Slovenia the lack of funding to treat chronic non-

communicable diseases was emphasised” (Lebano et al., 2020). These problems may be dangerous given 

that many refugees and migrants may often have several health complications upon arrival, as observed in 

a different case study in Greece where child migrants arrived from ships with hypothermia, mental health 

and dental issues, anaemia and more (Lebano et al., 2020), and delaying medicine for such conditions may 

potentially result in death. 

 

On the other hand, a case study of the Vienna healthcare system aimed to understand the reasons as to why 

migrants were underutilizing the services provided within the country, even when they may fully require 

such services. The study showed that there was a multitude of reasons for this, ranging from “primary 

structural reasons (poverty, marginalization, discrimination), to a lack of knowledge about the care system, 

to insufficient ‘transcultural competences’ of the healthcare stuff” (Lebano et al., 2020). An effective 

dissemination of information about services and recruitment of more culture-sensitive professionals that 

are more versed in the struggles associated with migrants may work better at solving the issue (Lebano et 

al., 2020). 

 

We strongly encourage delegates to read the attached references to the case studies, as these act as 

summaries only. There may be more information / sub case studies you can obtain by reading the full text. 

 

Possible Solutions 
 

The WHO Health and Migration Programme is a key international action plan under the Global Action Plan 

that was agreed upon by the World Health Assembly in 2019. This international framework aims to create a 
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collaborative environment between all countries in the international community to promote the right to 

health and access to appropriate healthcare whenever necessary ("Refugee and migrant health", n.d.). It 

has 6 main principles, adopted from the Sustainable Development Goals (SDGs), the Global Compact on 

Refugees (GCR) and the Global Compact for Safe, Orderly and Regular Migration (GCM), and they are stated 

below ("Refugee and migrant health", n.d.): 

 

1. Promote the health of refugees and migrants through a mix of short-term and long-term public 

health interventions 

2. Promote continuity and quality of essential health care, while developing, reinforcing and 

implementing occupational health and safety measures 

3. Advocate the mainstreaming of refugee and migrant health into global, regional and country 

agendas and the promotion of refugee-sensitive and migrant-sensitive health policies and legal 

and social protection; the health and well-being of refugee and migrant women, children and 

adolescents; gender equality and empowerment of refugee and migrant women and girls; and 

partnerships and intersectoral, intercountry and interagency coordination and collaboration 

mechanisms 

4. Enhance capacity to tackle the social determinants of health and to accelerate progress towards 

achieving the Sustainable Development Goals, including universal health coverage 

5. Strengthen health monitoring and health information systems 

6. Support measures to improve evidence-based health communication and to counter 

misperceptions about migrant and refugee health. 

 

We can also identify specific areas for government intervention via the use of the table titled “Themes, 

Perspectives and Subtopics”. The table contains 5 main areas for intervention that we can classify as per 

the guidelines of the Ottawa Charter, and these 5 areas aim to tackle the most prevalent and widespread 

problems that are recognizable across most nations that have an inadequate provision of healthcare. They 

are stated below (Keidar et al., 2019): 

 

1. Ensuring that there are policies within all sectors of government which aim to promote the health of 

refugees and migrants 

2. Improvements in social services, and the quality of physical and social environments, prioritising 

community-centred approaches that build local capacities 

3. Investment in language support and health literacy initiatives to develop personal skills 
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4. Promotion of approaches to health care that are sensitive to culture and diversity 

5. Development of a culturally competent health workforce 

 

We expect delegates to use these ideas and principles only as foundational steps towards building your 

own detailed and well explained solutions. Do not repeat these as your only solutions. 

 

There are also multiple initiatives and projects that are being undertaken by several different countries and 

organisations as a result of a lack of healthcare. More recently, COVID-19 has led to a displacement of 

many refugees and migrants between countries, and this not only poses a threat to the actors in question 

but also increases the spread of the disease across borders. In response, the IOM provided emergency 

health programming in 40 countries that were hit hardest by the cross-border spread of the disease ("IOM 

UN Migration - Emergency Health 2020 Global Highlights", 2020). This included direct provision of 

healthcare services, MPHSS, and general advice on pandemic response and outbreak control within their 

area of expertise. The IOM used a novel mechanism, now known as “Population Mobility Mapping”, which 

acts as the backbone of their response mechanism of identifying hotspots of cross-border movement of 

refugees and migrants, and “strengthening work at points of entry to help prevent and rapidly respond to 

health hazards, alongside surveillance, and risk communication and community engagement efforts” ("IOM 

UN Migration - Emergency Health 2020 Global Highlights", 2020). This programme has provided over 3.43 

million primary healthcare consultations and over 544 points of entry and control that have been identified 

and established to control the spread of the disease, with notable impacts in countries such as Nepal, 

Mozambique, Colombia and more ("IOM UN Migration - Emergency Health 2020 Global Highlights", 2020).  

 

We expect delegates to research and innovate solutions similar to the above. Make sure your solutions are 

specific, measurable, attainable, relevant and are time-bound. Aim to use research/academic papers, 

your/other government websites and UN documents as your primary source for drafting solutions. 

 

Questions to Consider 

 

1. Is your country affected by the refugee crisis, or acts as a host for a considerable number of 

refugees or migrants? 

2. Do you think a distinction needs to be made between different groups (e.g. - documented and 

undocumented migrants, high risk and low risk refugees)? If yes, what distinction do you think is 
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necessary? What other underlying factors can you identify behind healthcare inaccessibility for 

refugees? 

3. Do you think there should be institutional change in bodies such as the UNHCR? Do you think this 

body is inefficient/ineffective? What changes/improvements do you propose? 
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