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A WORD FROM YOUR CHAIR:
Greetings, Delegates!

Welcome to MUNCH XIX, and welcome to the World
Health Organization! I am already counting down the days
until the conference, and look forward to engaging all of you
in an exciting weekend of international health debate.

My name is Anna Berrier, and I am a senior currently
pursuing a BS in Public Health with a concentration in
Health Policy and Management through UNC’s Gillings
School of Global Public Health. This will be my sixth (!)
consecutive year of involvement with MUNCH - two years as
a high school delegate (even once in WHO) and four years
on Staff. My sophomore year, I had the great fortune of
serving as MUNCH’s Director-General, and in doing so
developed a deep passion for this conference. Outside of
Carolina International Relations Association (the parent
organization for MUNCH), I’m also involved in an
organization called “Get Covered Carolina,” part of the
Student Health Action Coalition. This organization allows me
to work with members of the community to educate them
about their health insurance options during the Open
Enrollment period. I’m also a member of Alpha Epsilon
Delta, a pre-health, pre-professional fraternity, and a
member of Delta Delta Delta, a panhellenic sorority.

Along with all of the MUNCH staff, my goal as a Chair is to
provide delegates with every opportunity possible to explore
and tackle complex issues and develop a myriad of personal
and professional skills. This year’s WHO committee is a
General Assembly Plus committee, and therefore will take
on the structure of a traditional MUN General Assembly
while incorporating some crisis scenarios. The committee
welcomes delegates of all experience levels! I, along with
your Co-Chair, will do my very best to lead an exciting
discussion in an open, safe environment. Expect to tackle
some of the most “hot” topics in international health, from
international health security to refugee and migrant health.
Be prepared for lively debate and several unexpected turns
of events!

I encourage you to take time to review this Background
Guide and complete your own research about how these
topics are relevant to your delegation. In the time leading up
to MUNCH, feel free to reach out to me with any questions -
about WHO, MUNCH, or UNC in general. I am a resource to
you! Email me anytime at annaib@live.unc.edu. Otherwise, I
look forward to seeing you in February.

All the best,
Anna Berrier
Chair, MUNCH WHO XIX

A WORD FROM YOU CO-CHAIR
Hello, Delegates!

We are so happy to have you join us in the World Health
Organization Committee for MUNCH XIX. Anna and I are
thrilled to be hosting this small portion of the conference
and cannot wait to meet each of you very soon!

This is my fourth and �nal year (so sad!) working with
MUNCH, and my seventh time attending the conference in
some capacity. I have been involved with Model UN for a
decade, and it has been one of the highlights of my young
life and I hope it is for yours as well. I am not quite as involved
in UNC’s Carolina International Relations Organization as I
once was -- you may recall two years ago when Anna and I
served as Director and Secretary General -- but still have a
passion for the work the organization does. I now focus a
majority of my energy serving my committee as the Chair of
the Undergraduate Honor Court, where I help to lead a team
of my peers in adjudicating cases of academic dishonesty or
general misconduct that occurs within the University
community. Additionally, I have the honor of serving on the
Editorial Board for the Carolina Political Review, a student-
run publication that details politics from a university on up
to a global scale. When I am not reading, writing, or working
with others, I enjoy hiking, reading the Atlantic, or trying to
spin out all my stress.

As your co-chair, I look forward to guiding you through the
parliamentary procedure, helping you to solve crises in the
General Assembly Plus format, and navigate these exciting
and complex topics together. Anna and I hope that this
weekend will be a fun learning opportunity, and are excited
to work with you.

As Anna said above, please read over the background
guide, look elsewhere for additional research, and don’t
hesitate to reach out to either one of us with questions --
Anna’s email is above, mine is mbbrowne@live.unc.edu.
We’re looking forward to meeting you soon!

Best,
Mary Beth Browne
Co-Chair, MUNCH WHO XIX
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COMMITTEE PREPARATION
Welcome to the World Health Organization (WHO) of
MUNCH XIX! This sheet contains important information
about our committee so that you have a better idea of what
to expect at the conference.

THE BACKGROUND GUIDE
This background guide contains information about the
WHO, including its purpose and current priorities. We have
included additional reading about this organization to give
you a more comprehensive understanding of the
committee’s activities. Our committee topics are broken into
three sections: international health security, universal health
coverage, and refugee/migrant health. Within each topic
section, you’ll �nd some background information, a
statement of the committee’s goals, some questions to
guide your thinking and research, and additional references
you might �nd helpful. You will likely feel most prepared if
you take time to review a few additional resources that are
speci�c to your delegation. The topics we have selected for
this committee intentionally affect almost every WHO
member state in some way.

COMMITTEE FORMAT: GENERAL
ASSEMBLY PLUS?
For MUNCH XIX, WHO will function as a General Assembly
Plus Committee. A traditional MUN general assembly
features broad topics with long-term impact. A traditional
MUN crisis committee is less structured, full of unexpected
events throughout the conference to which delegates must
respond quickly and effectively, without the opportunity to
prepare ahead of time. A General Assembly Plus committee
will function as a hybrid of these two formats. You should
come prepared to discuss the three topics we have selected,
and will debate and write resolutions according to
traditional general assembly format. However, you should
also expect several challenging “crises” that you and fellow
member states will be tasked with handling under time
constraints. Each of these crises will be related to the topic,
but you will receive no additional information about them or
when they will occur.

POSITION PAPERS
Position papers are required for MUNCH XIX. As the name
implies, your position papers will summarize your
delegation’s position on each committee topic. The
“Questions to Consider” sections under each topic will be
helpful in starting your research and brainstorming what
might be important to include. You may choose to format
these however you wish, but papers should be limited to one
double-spaced page per committee topic, not to exceed
three double-spaced pages total. A printed copy of your
position papers is due at the beginning of the �rst
committee session on Thursday, February 21. Please plan to
print these before you arrive to UNC, as guest printers are
not readily available on campus. Feel free to email Anna,
Chair of WHO for MUNCH XIX, at annaib@live.unc.edu if you
have any questions about your position papers.

BACKGROUND INFORMATION
In 1945, representatives from 50 countries met at the United
Nations Conference on International Organization in San
Francisco, California. After working together to draft a
mutually agreeable charter, these nations became of�cial
member states of the United Nations (UN) as it exists today.
Recognizing the importance of cooperation between
nations to maintain peace and security, the UN sought to
tackle issues of war, human rights, and law on an
international scale. Among the many topics discussed at this
convention was the establishment of an international public
health organization. On April 7, 1948, less than three years
after the establishment of the UN, the World Health
Organization became one of the �rst UN subcommittees.
Today, WHO has 194 member states and 7,000 employees,
with its primary headquarters in Geneva, Switzerland. WHO
states its primary goal is to build “a better, healthier future
for people all over the world.”

Understanding the complexity of healthcare within
countries and on a global scale, WHO works across almost
all health disciplines on a wide variety of projects. Though
WHO is constantly monitoring the health landscape to
adjust its priorities, the organization has several long-term
areas of focus:

Health For All: WHO believes that “ensuring universal
health coverage without impoverishment is the foundation
for achieving the health objective of the Sustainable
Development Goals (see Appendix B, p. 24) - because when
people are healthy, their families, communities, and
countries bene�t.”

Health Emergencies: WHO prioritizes “the development
of resilient and robust global and local health systems
capable of preventing, monitoring, detecting and
responding to public health emergencies.”

Women, Children, and Adolescents: WHO is currently
focusing on “gender gaps, harmful cultural and social
practices and gender-based violence” against women,
children and adolescents across the world.

The Health Impacts of Climate and Environmental
Change: WHO understands that climate and environmental
change impact a number of factors that contribute to global
health, including food security, the economy, air safety and
water/sanitation systems. A Transformed WHO: The
organization is currently working to more effectively engage
stakeholders, attract more predictable �nancing, and work
to identify and retain the best talent from across the world.

The organization divides its work into six major categories of
function:

1. Providing leadership on matters critical to health and
engaging in partnerships where joint action is needed;

2. Shaping the research agenda and stimulating the
generation, translation and dissemination of valuable
knowledge;

3. Setting norms and standards and promoting and
monitoring their implementation;

4. Articulating ethical and evidence-based policy options;
5. Providing technical support, catalysing change, and

building sustainable institutional capacity; and
6. Monitoring the health situation and assessing health

trends.
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ADDITIONAL RECOMMENDED
READING:
The Henry J. Kaiser Family Foundation. “The U.S.
Government and the World Health Organization.” KFF.com.
May 14, 2018. https://www.kff.org/global-health-policy/fact-
sheet/the-u-s-government-and-the-world-health-
organization/.

UNHCR: The UN Refugee Agency. “World Health
Organization. UNHCR.com. https://www.unhcr.org/world-
health-organization-49fea7cd6.html.

BBC News. World Health Organization (WHO). BBC.com.
https://www.bbc.com/news/topics/c207p54m4pnt/world-
health-organization-who.

TOPIC I: INTERNATIONAL
HEALTH SECURITY
TOPIC BACKGROUND
International health security, de�ned as “the �rst line of
defense against health shocks that can devastate people,
societies, and economies worldwide,” has been a long-term
priority of the WHO. These “health shocks” may be related to
emerging diseases, climate or environmental changes, and
other public health emergencies. For the purposes of this
committee, we will focus primarily on infectious diseases as
a result of such events, though you may prepare to discuss
any global health crisis you wish.

In 2005, 196 countries, including all WHO member states,
agreed on the most recent version of the International
Health Regulations (IHR). As an international treaty, the
terms of the IHR are legally binding for involved countries.
The IHR require that all countries have systems in place to
detect, assess, report, and respond to public health events,
as described by the US CDC:

Detect - Make sure surveillance systems and laboratories
can detect potential threats;

Assess - Work together with other countries to make
decisions in public health emergencies;

Report - Report speci�c diseases, plus any potential
international public health emergencies, through
participation in a network of National Focal Points; and

Respond - Respond to public health events.
While the IHR has been considered an impressive

“guidepost” for prevention and management of global
health crises, compliance with these regulations has proven
dif�cult or impossible for many countries. There are a
number of challenges related to IHR implementation,
including vague language that leaves some requirements
up for signi�cantly different interpretations, dif�culty
identifying and coordinating health measures for “high-risk
travellers” within and between countries, coordinating
emergency response for multi-national health events,
funding for WHO assistance in building necessary
infrastructure, and application of IHR to animal diseases
(“zoonotic” diseases). Critics of the IHR also believe there is
no suf�cient framework for objective, independent
assessment of IHR compliance within each country.

In 2014, only 18% of nations reported they had successfully
implemented the IHR. Some nations who were not
compliant asked for an extension, but nearly 50 reported
nothing at all. This undermines the regulation’s
effectiveness, and keeps the world at continued risk of
devastating health events. Many of the countries who have
not reported successful IHR implementation are also
countries with the highest risk for health “shocks.” Infectious
diseases are of particular interest within the WHO and other
international organizations managing global health security.

INFECTIOUS DISEASES
According to WHO experts, infectious diseases “are caused
by pathogenic microorganisms, such as bacteria, viruses,
parasites or fungi.” Infectious diseases have various
mechanisms of spreading, but the most serious strains often
spread quickly from person to person. Factors of a particular
disease, along with characteristics of the infected individual,
together determine the signi�cance of the reaction. While
some infectious go completely unnoticed, others can have
detrimental effects on the body and even result in death.

CASE STUDY REVIEW: EBOLA VIRUS
This case study is designed to enhance your understanding
of international health security and its importance. The
committee will not retroactively redesign the WHO response
to this event. However, the committee should be prepared
to discuss the challenges of responding to this epidemic,
how the response could have been improved, and how
these improvements can be incorporated into committee
resolutions during this conference.

The Ebola virus was �rst described in 1976 near the Ebola
River in the now-Democratic Republic of the Congo (DRC).
The virus is rare and often fatal, mostly occurring in resource-
poor areas with limited healthcare infrastructure. Ebola is
classi�ed as a zoonotic disease because it begins in animals,
and causes infection when spread to humans. Scientists
who study Ebola suspect the virus is introduced to humans
when an individual comes into direct contact with blood,
bodily �uids, or organs of infected animals, or prepares meat
from infected animals. An individual can also become
infected through person-to-person contact, including
contact with deceased individuals who were infected. Over
the last 40 years, the virus has emerged periodically in
several African countries, though the 2014 outbreak in West
Africa, the largest in history, put a renewed spotlight on
international health security.
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The West African Ebola epidemic started with cases of Ebola
virus disease (EVD) in rural Guinea, �rst reported on March
23, 2014. This was followed by additional reports from Liberia
and Sierra Leone. Due to weak surveillance systems and
fragile public health infrastructure in these countries,
identi�cation and reporting of emerging cases were dif�cult
and unreliable. The nations also had extremely limited
healthcare resources to treat infected patients and poor
infection-control measures to prevent the virus from
spreading further. By August 2014, WHO declared this
outbreak a Public Health Emergency of International
Concern (PHEIC).

International health responders had years of previous
experience managing Ebola outbreaks, yet the 2014
epidemic proved especially challenging, and revealed
signi�cant �aws in response systems. When the outbreak
was �rst reported, international health responders were slow
to act. Due to the wide geographic spread of cases, the
responders had dif�culty coordinating where to concentrate
their efforts. Further, the affected nations had poor public
health infrastructure, and the local populations were
unfamiliar with Ebola and distrusting of those who tried to
address the virus in their communities.

Over two years after the �rst report in West Africa, the
Ebola outbreak was declared over in June of 2016. Public
health experts who re�ected on these events call for major
reform in international health regulations to prevent similar
global health crises in the future. They suggest that
countries need more effective systems in place to detect
and halt disease threats, greater “surge capacity” to
accommodate countries experiencing major outbreaks, and
greater infection prevention and control in clinical
healthcare settings to prevent the disease from spreading.

THE GOAL OF THE COMMITTEE
Many global health experts are calling for major
improvements to international health security guidelines
and response systems. After re�ecting on some of the
greatest challenges in coordinating and regulating
international health security, the committee will propose
innovative solutions that can effectively address future
health threats. Delegates should consider all elements of
international health security (i.e., prevention, detection,
assessment, reporting, response) as they develop these
improvements.

QUESTIONS TO CONSIDER
What international health security organizations and
systems do your country currently have in place?
Has your country implemented the IHR? If so, what
infrastructure do they have in place to meet each of the
IHR objectives?
What health threats have signi�cantly impacted your
country in the past 10-15 years? What were the major
causes of these events?
How has your country’s government responded to these
events?
How have other international organizations responded to
these events?
If a new infectious disease were to affect your country or
one nearby, how would your government respond? What
improvements might need to be made to this response
process?

ADDITIONAL RECOMMENDED READING:
Global Health Security Agenda
https://www.ghsagenda.org/.

Safer Countries Through Global Health Security.
https://www.thelancet.com/journals/lancet/article/PIIS0140-
6736(14)60189-6/fulltext

Global Health Security - MEASURE Evaluation.
https://www.measureevaluation.org/our-work/global-health-
security

TOPIC II: MATERNAL HEALTH
Maternal Health - “ health of women during pregnancy,
childbirth, and the postpartum period.

TOPIC BACKGROUND
Each year, about 211 million women become pregnant
across the world. The majority of pregnancies are planned
(123 million), but a sizeable minority (87 million) are
unintentional, with over half ending in abortion. Women
who keep their pregnancies, particularly those in developing
nations, face a startling risk of complications throughout
their pregnancy and during delivery that may result in injury,
or even death. While some complications are unavoidable,
recent reports reveal that every day, about 830 women die
from preventable causes related to pregnancy and
childbirth. Because of this high rate of maternal mortality,
WHO continues to recognize maternal health as a top
priority.

The geographic distribution of maternal mortality rates
re�ects signi�cant health disparities and healthcare
inequities between countries, and by socioeconomic status
within countries. About 99 percent of maternal deaths occur
in developing countries, with over half occurring in sub-
Saharan Africa and nearly one-third in South Asia. Among
developing countries, the average maternal mortality rate is
239 maternal deaths per 100,000 live births, compared to
only 12 maternal deaths per 100,000 live births on average in
developed countries. Women in developing countries have
more pregnancies on average than women in developed
countries, and the risk of maternal death is highest among
girls under age 15 years.

There are �ve major complications that account for the
majority of maternal deaths, including (1) severe bleeding,
mostly after childbirth; (2) infections, usually after childbirth;
(3) high blood pressure during pregnancy, known as pre-
eclampsia and eclampsia; (4) complications from delivery;
and (5) unsafe abortion. Other common causes of
complications are related to infectious diseases during
pregnancy. WHO has determined speci�c methods to
address each of these complications, as well as strategies for
preventing unwanted and too-early pregnancies. This not
includes access to clinical providers and essential medical
treatment, but also promoting access to effective
contraception, education about sexual health, and safe
abortion services.

Access to health care is essential for almost any individual
to remain healthy, and this is especially true for pregnant
women. In high-income countries, women generally meet
with a healthcare professional at least four times before their
birth, are assisted by a skilled health professional during
childbirth, and receive follow-up care after their delivery.
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In low-income countries, the majority of women do not
achieve the recommended number of visits and the level of
care throughout pregnancy. Factors believed to prevent
women from seeking and/or receiving care during
pregnancy and childbirth include: (1) poverty, (2) distance, (3)
lack of information, (4) inadequate services, and (5) cultural
practices. WHO remains interested in addressing these
barriers to accessing necessary maternal healthcare in order
to improve health outcomes among pregnant women on an
international level.

THE GOAL OF THE COMMITTEE
Maternal mortality rates are on the rise, particularly in
developing nations. The committee will work together to
address this growing problem through policy, programs, or
other innovative responses. This will require a
comprehensive understanding of the many factors that
affect maternal health and mortality rates, and a deeper look
at some of the underlying trends across the world.

QUESTIONS TO CONSIDER
How does maternal mortality affect women in your
country?
How does maternal mortality in your country compare to
that in other countries? (Hint: Think not only in terms of
mortality statistics, but also about common causes of
maternal death, demographic inequities within the
country, etc.)
What resources, if any, does your country’s health system
have available for pregnant women? * What necessary
resources does your country still lack?
What resources, if any, does your country’s health system
have available to prevent unwanted or too-early
pregnancies? What necessary resources does your
country still lack?
Does your country currently have any programs in place
to address maternal mortality? How could these
programs be improved or expanded?
What are the barriers to accessing necessary maternal
healthcare services for pregnant women in your country?

ADDITIONAL RECOMMENDED READING:
WHO. “Maternal mortality ratio (per 100,000 live births):
2015.” [Interactive graph.] http://gamapserver.who.int/gho/
interactive_charts/mdg5_mm/atlas.html.
Girum, Tadele; Wasie, Abebaw. “Correlates of maternal
morbidity in developing countries: an ecological study in
82 countries.” Maternal Health, Neonatology and
Perinatology 3, no. 19 (2017).
https://mhnpjournal.biomedcentral.com/articles/10.1186/s40748-
017-0059-8

TOPIC III: REFUGEE AND
MIGRANT HEALTH
DEFINITIONS:
Asylum Seeker - “a person who seeks safety from
persecution or serious harm in a country other than his or
her own and awaits a decision on the application for refugee
status under relevant international and national
instruments”

If positive decision → refugee
If negative decision → person must leave the country and
may be expelled, unless permission to stay is granted on
humanitarian or other related grounds

Emigration - “the act of departing or exiting from one
State with a view to settling in another”

Immigration - “a process by which non-nationals move
into a country for the purposes of settlement”

Internally Displaced Person - “persons or groups of
persons who have been forced or obliged to �ee or leave
their homes or places of habitual residence, in particular as a
result of or in order to avoid the effects of armed con�ict,
situations of generalized violence, violations of human rights
or natural or human-made disasters, and who have not
crossed an internationally recognized State border”

Migrant - “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 (1) the person’s
legal status; (2) whether the movement is voluntary or
involuntary; (3) what the causes of movement are; or (4)
what the length of stay is” Short-term migrant - covers
movements with a duration of 3-12 months Long-term
migrant - change of country of residence for the duration of
one year or more

Refugee - “a person who is outside of his/her country of
origin for reasons of feared persecution, con�ict, generalized
violence, or other circumstances that have seriously
disturbed public order and, as a result, require international
protection”

Terminology Review: “Migrant” vs. “Refugee:” The term
“migrant” is often understood as an umbrella term that also
includes refugees. The de�nitions provided above detail the
difference between the two characterizations. Despite
variation in classi�cations, WHO believes that all human
beings deserve respect and dignity, including protection of
human rights. Refugees are unique in that they are
speci�cally de�ned and protected under international law,
due to their speci�c circumstances. Refugees often face
intolerable and dangerous environments that prompt their
move across national borders to seek safety in nearby
countries. Because returning home can be extremely
dangerous, refugees are eligible for resources and
protections through a number of international
organizations, including the UNHCR (UN Refugee Agency).
Article 14 of the Declaration of Human rights af�rms the
right for all people to seek asylum, yet there are no
international standards for refugee status, so each country
has different protocols for how its government manages
asylum-seekers living within its borders. Asylum-seekers
who are granted refugee status in their new country often
receive additional protections in accordance with that
country’s policies.
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TOPIC BACKGROUND
WHO researchers estimate that there are approximately one
billion migrants in the world today -- about one in seven
individuals across the globe. Climate change, global con�ict,
and economic necessity contribute to a continued increase
in population movement on an international scale. The
WHO Constitution recognizes the right of everyone to enjoy
the highest attainable standard of physical and mental
health, yet recent population growth and population
movement have widespread public health implications that
challenge existing healthcare infrastructure.

Refugees and migrants face health problems similar to
the general population, though they may experience a
higher prevalence and lack of access to adequate healthcare
services to treat their illnesses. Among newly arrived
refugees and migrants, the most common health concerns
are accidental injuries sustained while traveling,
hypothermia, burns, gastrointestinal illnesses, cardiovascular
events, pregnancy- and delivery-related complications,
diabetes, and hypertension.

Female refugees and migrants often face additional
health concerns related to reproductive health and violence.
Moving from one country to another can be extremely
dangerous, and exposures while moving across national
borders are often associated with subsequent psychosocial
disorders, reproductive health problems, higher newborn
mortality, drug abuse, nutrition disorders, alcoholism, and
exposure to violence, all of which increase susceptibility to
noncommunicable diseases (NCDs), often referred to as
chronic diseases. Depending on the environment and
geographic area, refugees and migrants are also at risk of
contracting infectious diseases, along with food- and
waterborne illnesses.

In most cases, countries receiving migrants have the
resources available to diagnose and treat many of the health
concerns that refugees and migrants commonly experience.
However, legal status is a key determinant of whether or not
an individual will be able to receive medical care in a
particular country. Historically, WHO has argued that
providing medical care to all migrants is essential to prevent
further spreading of infectious diseases, and to prevent any
NCDs from worsening to the point of becoming life-
threatening.

Access to essential healthcare services, as discussed above,
is one large factor affecting overall health in refugee and
migrant populations. Social determinants of health (SDH),
de�ned by WHO as “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,” collectively
play a signi�cant role in the health of individuals, particularly
in vulnerable populations such as refugees and migrants.
SDH can have direct impacts on health (e.g., hereditary
factors may cause a genetic disease), but can also in�uence
other health-related factors, including access to care, which
in turn have indirect impacts on overall health in an
individual. Figure 3.1 below highlights the most important
SDH to consider when thinking about improving health
among global refugee migrant populations. In attempting
to improve access, international organizations must also
consider how SDH can potentially affect the success of new
policies and programs.

THE GOAL OF THE COMMITTEE
Refugee and migrant health remains a priority for WHO, yet
navigating each country’s unique policies regarding legal
status and access to care makes international agreements
dif�cult. The committee will work together to propose
strategies to improve refugee and migrant health at the
international level, or by focusing on a particular geographic
area.

QUESTIONS TO CONSIDER
How do migrants and refugees affect your nation?
What type of healthcare infrastructure does your
government have in place? What policies determine who
receives free treatment?
How does your nation differentiate between asylum-
seekers, refugees, and migrants? How do legal
protections differ based on status?
Have there been issues in your nation regarding the
treatment of asylum-seekers, refugees, and migrants (by
the government or within society)?
How are your government and healthcare systems likely
to react if expected to provide treatment for all refugees
and migrants who enter your country?
What are your nation’s beliefs regarding long-term
refugee camps? How does this impact your nation’s
government policies?
What resources (�nancial, physical, human, or otherwise)
does your nation have available to assist other nations as
they manage refugee crises?

ADDITIONAL RECOMMENDED
READING:
UNHCR. “‘Refugees’ and ‘Migrants’ - Frequently Asked
Questions.”

https://www.unhcr.org/en-
us/news/latest/2016/3/56e95c676/refugees-migrants-
frequently-asked-questions-faqs.html.

WHO. “Reports on situation analysis and practices in
addressing the health needs of refugees and migrants.”

https://www.who.int/migrants/publications/situation-
analysis-reports/en/
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POSITION LIST
AUSTRALIA

JAPAN

BANGLADESH

JORDAN

BRAZIL

KENYA

CENTRAL AFRICAN REPUBLIC

REPUBLIC OF KOREA

CHILE

KYRGYZSTAN

CHINA

MEXICO

CUBA

NEW ZEALAND

DEMOCRATIC PEOPLE’S REPUBLIC OF KOREA

NIGERIA

DEMOCRATIC REPUBLIC OF THE CONGO

PAKISTAN

EGYPT

RUSSIAN FEDERATION

FRANCE

RWANDA

GERMANY

SAUDI ARABIA

GUATEMALA

SPAIN

HAITI

SWITZERLAND

INDIA

THAILAND

INDONESIA

TURKEY

IRAN

UGANDA

IRAQ

UNITED KINGDOM
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APPENDIX A
PREAMBLE TO THE CONSTITUTION OF
THE WORLD HEALTH ORGANIZATION
"Health is a state of complete physical, mental and social
well-being and not merely the absence of disease or
in�rmity.

The enjoyment of the highest attainable standard of
health is one of the fundamental rights of every human
being without distinction of race, religion, political belief,
economic or social condition.

The health of all peoples is fundamental to the attainment
of peace and security and is dependent on the fullest
cooperation of individuals and States.

The achievement of any State in the promotion and
protection of health is of value to all.

Unequal development in different countries in the
promotion of health and control of diseases, especially
communicable disease, is a common danger.

Healthy development of the child is of basic importance;
the ability to live harmoniously in a changing total
environment is essential to such development.

The extension to all peoples of the bene�ts of medical,
psychological and related knowledge is essential to the
fullest attainment of health.

Informed opinion and active co-operation on part of the
public are of the utmost importance in the improvement of
the health of the people.

Governments have a responsibility for the health of their
peoples which can be ful�lled only by the provision of
adequate health and social measures.""

APPENDIX B
UNITED NATIONS SUSTAINABLE
DEVELOPMENT GOALS
In 2016, the United Nations released 17 “Sustainable
Development Goals” (SDGs), which it describes as “the
blueprint to achieve a better and more sustainable future for
all.” The UN and its committees have prioritized achieving
these goals by the year 2030. Many of these goals are health-
related, and thus have also become areas of emphasis for
WHO. Read more about each of the SDGs at
https://www.un.org/sustainabledevelopment/sustainable-
development-goals/.

1. No poverty.
2. Zero Hunger.
3. Good Health and Well-being.
4. Quality Education.
5. Gender Equality.
6. Clean Water and Sanitation.
7. Affordable and Clean Energy.
8. Decent Work and Economic Growth.
9. Industry, Innovation, and Infrastructure.

10. Reduced Inequalities.
11. Sustainable Cities and Communities.
12. Responsible Consumption and Production.
13. Climate Action.
14. Life Below Water.
15. Life On Land.
16. Peace, Justice and Strong Institutions.
17. Partnerships for the Goals.


