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Welcome delegates to the 2018 UCMUN World Health Organization. 
 
My name is Zewen Tan and I am looking forward to working with everyone as your director. Since 
its creation in 1945, the World Health Organization has provided guidance and supplied resources to 
help assist in dealing with the many health related problems marring the world in issues ranging 
from eradicating disease to maternal and infant health. Even so, the struggle continues. We will be 
taking a look at two issues: “Gene Editing” and “Refugee Health”. Hopefully these two topics will 
provide a fun learning experience and an engaging debate for y’all. 
 
I am currently a junior majoring in Molecular and Cell Biology and plan to apply to medical school 
in the near future with the hopes of becoming a pediatrician. I have been participating in Model 
United Nations since sophomore year of high school and attended conferences such as UCMUN 
and NHSMUN. Last year, I was the director for the World Health Organization here at UCMUN. I 
stay engaged in this organization because I believe it is critical to stay on top of current issues 
circulating not only in healthcare, but all other aspects of the world. In my free time, I enjoy 
relaxing, chicken tendies, and singing karaoke once I’m tired of the first two activities. 
 
I hope this conference will be conducive to your learning and engagement in the various Model 
United Nations organizations around the world. If you have any questions or concerns do not be 
afraid to contact me. 
 
Zewen Tan 
UCMUN 2018 WHO Director 
zewen.tan@uconn.edu  
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Committee History 

The World Health Organization (WHO) was formed on 7 April 1948, a day now celebrated 

annually as World Health Day. Its origins however, began in the 1945 United Nations conference 

when Szeming Sze, a prominent Chinese diplomat (say who this is) lobbied with Norwegian and 

Brazilian delegates for the creation of a healthcare-focused committee. Their efforts lead to a 

declaration from Secretary-General Alger Hiss to found the WHO soon after. The WHO’s mission 

was “the attainment by all peoples of the highest possible level of health”. While it began as a small 

committee, the WHO now encompasses more than 7,000 workers across 150 countries and is 

headquartered in Geneva, Switzerland.  

The initial meetings of the committee were dedicated to discussing accurate statistics on the 

effects of diseases, controlling the spread of malaria and tuberculosis, and improving maternal and 

pediatric health. Since then, the WHO has spearheaded many of the world’s health initiatives. It is 

probably most famous for declaring the eradication of smallpox in 1979, along with other notable 

improvements in reduced child mortality and increased life expectancy. 

Today, the WHO has set out to create a world with universal healthcare coverage. To do so, 

it has established six areas of improvement: health systems, communicable diseases, non-

communicable diseases, promoting health through the life course, preparedness, surveillance and 

response, and corporate services. By setting up an infrastructure, the WHO hopes to one day be able 

to provide quality healthcare for all people on Earth.  
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Topic A: Genome Editing 

Introduction 

 Genes are the basic unit of hereditary information transferred from parent to offspring. 

Made up of coiled DNA, genes contain a four-unit code that acts as instructions specifying how to 

make proteins, one of the four macromolecules essential to our life. The Human Genome Project, 

completed in 2003, estimated that humans have anywhere between 20,000 and 25,000 genes. Ninety-

nine percent of the genes that we have are also shared with every other human being; it is that 1% of 

differential genes that makes humans unique. Genes determine what characteristics a person has, 

such as skin color and height, but can also affect what conditions we are born with or illnesses we 

are susceptible to. Some examples of genetic diseases include: Down syndrome, Sickle-cell disease, 

and Spinal muscular atrophy. 

 Genome editing involves making cuts at a specific sequence in the DNA code in order to 

add, remove, or alter the sequence of nucleotides, thereby modifying the cell or organism in some 

way. This works by having a nuclease engineered to target a sequence. For example, a nuclease might 

recognize the sequence GAATTC and cleave it so it becomes G_AATTC (EcoRI). Cells will 

naturally recognize a break in DNA and mend the cut, so scientists must make changes before this 

happens. To remove a section of DNA, two nucleases are used: one to cut in front of the section to 

be deleted and one for after. This may be used to remove a gene detailing the expression of an 

unwanted or undesirable trait. To add a sequence, a modified piece of DNA must be prepped for 

the cell to use as a template for repair after the nuclease has made a cut. A common use for this is 

adding a fluorescent gene so that scientists can track the movement of certain proteins throughout 

the cell. If neither technique is used, the cell will simply use the copy of DNA made during cell 

division as a template for repairing the cleaved sequence.  
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 There are currently many techniques to edit genomes that can be categorized under two 

schemes: RNA based and protein based. RNA based editing involves a short sequence of RNA that 

binds to the site of DNA cleaving while protein based involves a protein doing the same thing. 

Previously, the Zinc-finger nucleases (ZFNs) and Transcription activator-like effector nucleases 

(TALENs) techniques were used, but the new undisputed king of methods is Clustered regularly 

interspaced short palindromic repeats (CRISPR) used in tandem with CRISPR-associated protein 9 

(CAS9).  

 

History and Description of the Issue 

 Scientists have long wondered what the genetic material of life was. Proteins were actually 

considered before DNA because of its variety of 20 amino acids; the 4 nucleotide bases of DNA 

were found to be repetitive and not diverse enough. Two main experiments were needed to disprove 

this idea. Frederick Griffith in 1928 tested strains of pneumonia in mice when he discovered that 

combining a non-harmful rough strain with heat killed smooth strain in mice would still cause 

pneumonia and death in that mouse. The idea that the nonvirulent R strain obtained a pneumonia 

inducing “transforming principle” from the dead S strain was concluded. Later on in 1952, Hershey 

and Chase performed their famous bacteriophage experiments. In their testing, Hershey and Chase 

tagged specific radioactive isotopes of sulfur and phosphorus, each only found in protein and DNA 

respectively (the two parts of a bacteriophage). When these viruses were sent to infect bacteria, only 

the radioactive phosphorus was found inside the bacteria, meaning that DNA was the “transforming 

principle” that was injected into the cells.  

 The structure of DNA would be discovered soon after in 1953 by the works of Watson, 

Crick and Franklin. It was Franklin’s work with X-ray crystallography that led to Watson and Crick’s 

proposition of a double helix structure. With their discovery, Watson and Crick showed that DNA 
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could carry genetic information and produce exact copies of itself. When the chains separated, the 

base pairing rule of A-T and C-G would automatically determine the sequence of the newly made 

strand. 

 Since that landmark discovery, much work has gone into DNA research and development 

for the improvement of healthcare. Techniques such as gene cloning and polymerase chain reaction 

were developed to isolate and proliferate various strands of DNA, respectively. From those 

innovations, scientists were able to develop and mass produce human insulin, a hormone used for 

regulating blood sugar levels, using recombinant DNA made by combining DNA from two or more 

sources. Having isolated the insulin gene in healthy human DNA, researchers proceeded to insert 

that sequence into a plasmid, the non-chromosomal DNA that bacteria have. While the bacteria 

were incubated in a growth-inducing environment, the insulin gene within the plasmid would be 

expressed and produced as the bacteria proliferated. From there, the insulin could be extracted, 

filtered, and purified to be used for patients with type 1 diabetes. Similar techniques have also been 

used to make human growth hormone, a protein also coded for by DNA and lacking in patients 

with growth hormone deficiency.  

 Beyond hormones, recombinant DNA has been used to produce vaccines. Vaccines work by 

having the body recognize a specific antigen, which is a toxic foreign body characteristic of a specific 

disease-causing agent, from a suspension of deactivated or weakened pathogenic cells. The human 

body’s response to foreign invasion is to produce a blood protein called antibodies to chemically 

combine with that antigen, thereby inhibiting or destroying the disease-causing agent. Recombinant 

DNA allows the cloning and proliferation of the gene sequence used for that protective antigen 

protein. This is done by joining lymphocytes and myeloma cells into a new body called the 

hybridoma, which produces unlimited monoclonal antibodies to protect against certain diseases 
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under sufficient growth conditions. Vaccines against common diseases like herpes, the flu, hepatitis, 

and foot and mouth disease have been made this way.  

 Additionally, genetic modification has been used to enhance foods with certain nutrients that 

may otherwise be lacking. Golden rice is probably the most famous example of this: its golden color 

compared to normal white rice comes from a gene that codes for beta-carotene, a source of vitamin 

A. Other grains such as corn and sorghum already had varieties with this beta-carotene, which 

inspired researchers to introduce that gene to normal rice at the International Rice Research 

Institute. Since then, this rice has been distributed to parts of Asia and Africa, where children are 

frequently lacking their daily recommended dose of vitamin A. Beyond introducing additional 

nutrients to foods, genes have also been inserted in order to prolong shelf life (delaying ripening 

time), protect against plant diseases, and increase harvests.  

 Genetic editing was practiced on animals and plants for decades before the first human trial 

was approved to proceed. In 1990, four-year-old Ashanti DeSilva went to see Dr. Anderson at the 

National Heart, Lung, and Blood Institute for her ADA deficiency, a lack of the enzyme adenosine 

deaminase. This autoimmune disease resulted in the accumulation of toxic substances that hampered 

immune function. DeSilva’s blood was drawn and injected with a healthy gene that codes for 

adenosine deaminase, thereby allowing her body to produce that enzyme, but not in new cells. 

DeSilva has to get an injection of fresh gene samples every two months but leads an otherwise 

normal life.  

 Cancer gene therapy was introduced soon after in 1992. In order to combat a form of fatal 

brain tumor called glioblastoma multiforme, a vector gene expressing antisense IGF-I RNA was 

introduced to patients with the condition. The study showed positive results with minimum survival 

times reaching upwards of two years. Analysis showed that antisense IGF-I exhibited strong 
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antitumor responses: the enzymes targeted growth factor pathways and arrested tumor growth with 

apoptotic (cell suicide) characteristics.  

 Despite a series of relatively successful clinical trials of gene therapy, 1999 brought about a 

change in the climate of gene research. Jesse Gelsinger suffered from ornithine transcarbamylase 

deficiency, which rendered his body unable to process ammonia, a byproduct of protein breakdown. 

While this disease is fatal, Gelsinger was fortunate enough to suffer from a milder version of the 

deficiency, subsisting on a strict diet and medication routine. He joined a University of Pennsylvania 

trial on gene therapy to treat his disease in September of 1999, where he was injected with a vector 

carrying a viable version of the enzyme. Gelsinger died days later from multiple organ failure in an 

extreme allergic reaction to the viral vector used. This tragedy halted multiple gene therapy trials and 

stopped the approval of new ones for a short time.    

  

Current Status 

 Most recently in the last decade, the CRISPR-CAS9 system of gene editing has taken off. 

The previously used Zinc Finger Nucleases and Transcription activator-like effector nucleases, while 

effective and efficient, were expensive (they cost over $5000) and not widely adopted by biology 

labs. CRISPR brought about a new wave of excitement because of its cost-effectiveness, doing the 

same job as the other methods but for as low as $30. CRISPR relies on the readily available enzyme 

CAS9 in conjunction with an RNA strand to either disrupt or insert nucleotide sequences in the 

desired order. Changing the RNA strand used will allow for targeting of different sequences, and 

therefore allow researchers and clinicians to make changes anywhere in the human genome. 

Additionally, CRISPR allows for the gene modification of a wider range of organisms than just mice 

and fruit flies, giving scientists more options when it comes to developing new medications or 

testing treatments.  
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 The introduction of the CRISPR-CAS9 system has altered the definition of gene therapy. 

Previously defined by the treatment of genetic disorders by means of replacing defective genes with 

its viable counterpart, gene therapy now covers any treatment involving the insertion or deletion of 

genes into the body for any disease. Two main categories exist for carrying out gene therapy. 

Somatic gene therapy involves the addition of a functioning and expressible gene into a somatic 

(non-sexual) cell. Germline gene therapy edits the genome in a sperm or egg cell. So far, somatic 

gene therapy has been the preferred method as it has been extensively researched not only in 

animals but also humans. Somatic gene therapy is also safer, as any changes will only be realized by 

the treated patient, and not the offspring and so on. For that ethically based reason, germline 

therapy has not yet been tested on a large scale until recently. 

 There have been many clinical trials using somatic gene therapy with generally positive 

results. Collaboration between the UK and USA in 2013 sought to increase concentrations of the 

SERCA2a protein in cardiac tissue to improve muscle relaxation function by calcium transport and 

combat heart failure. The first trial showed limited reduction in cardiac events compared to a 

placebo but the second showed no difference between the two groups. The University of Oxford in 

2014 managed to improve the eyesight of six people with choroideremia by using a virus to insert 

the healthy REPI gene. Also in 2014, the University of Pennsylvania reported some success in 

editing genes for HIV, in which cells with CCR5 deficiency (an essential protein involved in the 

immune system) were modified by virus to knock the defective gene out. HIV DNA decreased in 

most patients with a few experiencing the side effect of viremia, which is the ability of viral vectors 

to regain their ability to cause disease. These trials showed the potential of CRISPR-CAS9 gene 

editing, and have inspired more tests with other diseases.  

 The previous method is not without issues, however. Somatic gene therapy is not 

permanent, as the cell turnover cycle will eventually replace all of the edited cells with new ones 
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during the body’s growth and repair. The body may also produce an immune response to the vector, 

if the latter is not prepared properly. Moreover, it is difficult for the gene to target specific cells with 

100% accuracy. Many vectors for the transportation of genes exist, including modified viruses, 

physical attachment of DNA of molecules, and even potentially adding an extra chromosome. 

Problems arise because these methods are either too specific, too expensive, or not efficient in 

transferring DNA to the target site. The scope of gene therapy is also limited by the nature of 

multigene disorders. Between targeting multiple gene sites accurately and the limited information on 

the specific sequences that cause illness, multigene disorders such as heart disease, arthritis, and 

diabetes will require innovation in the field before a cure is attainable. Finally, insertion of genes into 

the wrong location could cause other previously working genetic data to become dysfunctional. 

Mistaken addition into a tumor suppressing gene could also cause cancer.  

Germline editing has not yet been attempted in embryos intended to be born, but non-viable 

embryos have seen some experimentation. Chinese Researchers at Sun-Yat Sen University broke 

new ground in 2015 when they tried to alter β-thalassaemia, the gene responsible for a potentially 

fatal blood disorder, in non-viable embryos obtained from a fertility clinic. 71 embryos were injected 

and 54 were analyzed for their genetic makeup after 48 hours of DNA transcription and replication. 

When less than half of the embryos had the newly introduced genetic material, the researchers 

decided to stop, citing that the CRISPR-CAS9 technology was not developed enough for 100% 

success. In 2017, Oregon Health and Science University in Portland researcher Shoukhrat Mitalipov 

claimed to have edited tens of embryos with much higher success than the Chinese team by altering 

the time of injection to right after the fertilization of the egg. Specific statistics are not available 

because the paper for the previous experiment has not yet been published, but colleagues close to 

Mitalipov claim that the study will bring germline editing one step closer to clinical applications.  
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Beyond just physical limitations, gene therapy gives rise to issues in ethics and religion. While 

gene editing can certainly save lives from chronic illness, the prospect that this practice could 

eventually be used for cosmetic alterations, changes to metabolism, and even mental capability is 

upsetting for many.  People feel that this could create a larger divide in social inequality due to the 

projected high price of “designer babies. Others fear a rise of a movement similar to Nazi eugenics, 

in which those with undesirable traits, or in this case, those unable to afford genetic alteration, are 

shunned by society. Different religions also have varying degrees of acceptability of gene editing 

technology. The Vatican has previously stated that germline editing with a humanitarian end goal in 

mind would be acceptable. Other sects of Christianity have stated that allowing gene editing would 

be like playing God, an idea wholly unacceptable to them. It is important to remember that part of 

these contentions also stem from the lack of concrete information on the true potential of gene 

editing.  

The vast innovation that the field of gene editing has seen in the last decade led to a global 

summit in 2015 to discuss the current status and future of the technologies available. While few 

conclusive decisions were made, the forum does mark a first in the field. CRISPR-CAS9 was cited as 

a vast improvement in terms of efficiency compared to ZFNs and TALENs, but had deficiencies 

when it came to altering the wrong sites and creating a mosaic of altered and unaltered cells. Various 

representatives then presented on possible utilizations for the technology, with the conclusion being 

that different countries would have vastly different needs. More developed nations such as the 

France, Germany, and Israel would provide services such as prenatal screening for diseases while 

less developed nations like Nigeria would try to eradicate widespread diseases such as Sickle Cell. 

Further research was encouraged for somatic gene therapy while more developments were needed 

before germline gene therapy could be fully implemented. Finally, further talks and more iterations 
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of the forum were encouraged. It is a critical time in the history of gene therapy, as much more 

about the technologies and viability is yet to be discovered. 

 

Bloc Positions 

Israel – Welcome to clinical use of genetic editing in embryos given advisory board screening, 

government already pays for parents using in vitro fertilization to use genetic testing 

United States – Generally positive outlook when it comes to genetic therapy for life threatening 

diseases, with research, views vary given religious background 

United Kingdom – Trials of gene editing to treat leukemia, HIV and haemophilia are planned or under 

way in the UK, favor genetic editing for inherited disease 

China – No specific regulatory pathway for genetic testing, scientists have already begun germline 

editing in non-viable embryos 

Russia – Unwilling to test gene editing on embryos, strict with regulations even on GMO foods 

India – Positive view on genetic editing, even in babies, possibly for creation of series of genetically 

modified designer babies 

Bulgaria, Sweden, Canada, Denmark, Belgium, Czech Republic – Ban germline gene modification on the 

grounds that a modified gene may be inherited by offspring 

 

Committee Mission 

To clearly define what types of gene editing are permissible and in what circumstances they can be 

used to alter the genome.  

 

Questions to Consider: 

1. Does your country permit both somatic and germline gene editing? 



UCMUN 2018 World Health Organization 

2. Under what circumstances (disease, aesthetic,etc.) will gene editing be allowed? 

3. How does the religious and ethical standing of your country affect how it will deal with gene 

editing? 

4. Who will be able to use the technology available and how will it be regulated among the 

private and public sectors? 
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Topic B: Refugee Healthcare 

Introduction 

 A refugee is defined by Merriam Webster as “a person who flees to a foreign country or 

power to escape danger or persecution.” War, ethnic and religious violence, and persecution are 

among the leading causes of refugees fleeing their home countries. Some notable refugee situations 

in history include the World Wars, the many communist revolutions that made up the Cold War, 

and political power shifts. If the refugees successfully make the trip to another country, they often 

attempt to seek asylum from the authorities there and have “the right to be recognized as a refugee 

and receive legal protection and material assistance”. Refugees need a place to stay as well as some 

type of employment in order to support themselves or their families during their stay in another 

country. If it is fortunate enough that the crisis in the home country is resolved, refugees either 

choose to return or attempt to obtain permanent residence or citizenship in their new country.  

 Migrants go hand in hand with refugees, as they are also people who change their country of 

residence, but for reasons that are not synonymous with those of a refugee. Migrants tend to have a 

want to return to their home countries after a period of stay; they usually seek to earn money in a 

country where the currency is worth more to send back to their family or obtain a degree to be able 

to receive better employment opportunity in their country of origin.  

 Recently, much of the focus on the alarming increase in refugee numbers has been pointed 

at newsworthy sensationalized crimes and issues of legality, overlooking the lack of effective 

healthcare for refugees and migrants as a glaring problem. Because different countries may have 

varying amounts of resources allocated to refugees and migrants, some receive the same level of 

healthcare as a regular citizen while others receive none at all. Due to this disparity and the ever-

increasing number of refugees, many countries have recently made new legislation to deal with the 

crisis, whether it is beneficial for asylum seekers or not. To have health care is both a human rights 
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and public health issue. It is important that refugees have the same access as others in order to 

ensure that their basic needs are met. 

 

History and Description of the Issue 

 Shortly after the creation of the United Nations, the United Nations High Commissioner for 

Refugees (UNHCR) drafted a refugee convention in 1951. It was there when the term “refugee” was 

first officially defined and an agreement was reached between all countries signing, outlining what 

arriving refugees would receive. In exchange for refugees obeying the laws of their respective 

countries, resources such as education, legal and administrative resources would be provided, but 

there was no mention of healthcare. This meeting was largely held to assist the mass of World War 

II refugees but also became precedent for future conferences dealing with specific groups of 

refugees resulting from decolonization in Africa and violence in Latin America.  

 The greatest displacement of people in the 20th century came by during and after WWII, in 

which over 30 million fled or were forcibly removed from their original countries by the German 

Reich or Stalin’s Regime. Some 30 million were displaced over nearly two decades, mostly in Europe 

and Asia. Few accounts of standardized medical care for refugees existed during this time period, 

but the existing ones do not provide a comforting scene. Syria was a popular destination during 

WWII for Eastern European refugees. Upon arrival, medical inspection was standard in makeshift 

hospital facilities, which was nothing more than a shower and set of clothes for the refugees. Once 

they were deemed “disinfected” by medical staff, the refugees were free to join the rest of the camp, 

with little possibility of venturing outside for long periods of time. In the camps, conditions were 

passable at best; many refugee camps suffered from malnutrition and widespread disease. Resources 

were limited due to the war effort, and sanitation was almost nonexistent as lice and other disease-
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causing organisms ran rampant. Psychological assistance was also absent back then, leading many to 

suffer depression from their distrustful camp handlers or traumatizing escape.  

 The partition of India and Pakistan began a wave of decolonization movements in Asia and 

Africa following WWII. That split alone displaced 15 million people and caused the death of an 

estimated 2 million people, with many losing their lives to Hindu-Muslim violence when one of the 

two groups moved into new areas. The trains that brought refugees across the newly drawn borders 

were some of the most dangerous places to be. Along the way, members of the opposing religion 

would attack those on the train: men were killed, women and children were raped, leading these 

vehicles to be called “blood trains”. Those who found themselves as refugees were not in great 

condition either. Because of limited space, refugee camps were often built in barren land, with some 

even held in historical sites like mausoleums. Each person received an average of 20 square feet, 

barely enough room to erect a tent. Because there was nobody overseeing the creation of these 

refugee camps, violence and looting was common. No healthcare assistance was provided; many of 

those that did not die on the blood trains later died from disease and malnutrition. Some of these 

camps even exist today, such as Coopers Camp in West Bengal, where 7,000 lived in the past, held 

there by circumstance and discriminated against while the rest of India moved forward. 

 Decolonization of Africa by European powers in the second half of the 20th century led to 

the displacement of millions in Mozambique, Rhodesia, and the horn of Africa. One outstanding 

circumstance came from the Rhodesian refugees that fled to Mozambique, Botswana and Zambia. 

The camps were not only targets of attack for Rhodesian security forces but also became sites of 

military recruitment to launch counter attacks against Rhodesia. It became difficult for relief 

organizations to send medical aid and food supplies because it would simultaneously aid the 

combatants who were exacerbating the situation in the first place. The refugees were threatened by 

war wherever they went.  
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 The track record of refugee camps in the past have been abysmal. Those escaping the 

horrors of their own countries did not find solace in these camps; instead, the refugees simply faced 

different struggles. WWII saw camps ill-equipped to support the massive exodus of refugees from 

war torn areas. Disease spread just like the trenches of the war and distrust fueled by racial tension 

led to an uncomfortable and unwilling relationship between camp handlers and refugees. In India, 

many refugees were not even able to reach the camps while the ones who did were provided no 

safety or care by lack of oversight. In Africa’s decolonization, those escaping war were drawn right 

into the midst of it through the refugee camps. These concerns exemplify why the world needs a 

higher universal standard of healthcare for refugees.  

 

Current Status 

In 2015, the United Nations International Migration report noted that the number of 

migrants had grown by over 75 million over the past decade. This stark increase has brought migrant 

healthcare to the forefront as a global health priority. Immigrants, whether legal or illegal, are still 

some of the most vulnerable groups in a foreign country. Aside from the routine discrimination and 

violence that are faced by so many, immigrants may also find that they are denied basic health 

services. This is especially worrying as refugees have been found to be at higher risk for developing 

certain diseases, especially those who are displaced from destitute areas by war or natural disaster. 

Multiple review studies have cited immigrants as having a higher prevalence of diseases like 

congestive heart failure (CHF), coronary heart disease (CHR), diabetes, and tuberculosis. All of this, 

alongside leaving their original countries (usually unwillingly), has immense impact on the physical 

and mental health of migrants. It is known that refugee healthcare has always been a controversial 

issue for many host countries, but tending to the needs of refugees has been found to improve 
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overall health conditions, prevent future spending related to illness and social costs, and contribute 

to social and economic development with a more robust populace. 

As of last year, over half of all refugees in the past half decade have come from Afghanistan, 

Sudan, and Syria. 

 Three conflicts led to the displacement of over 6 million Afghan refugees over three 

decades: the Afghan Civil War (1992-1996), the Taliban Regime (1996-2001), and the more recent 

war in Afghanistan (2001-2014). Most of the refugees fled to the surrounding countries of Iran and 

Pakistan, where their socioeconomic status was low even among the poor in the country. The 

Afghan immigrant population is relatively young with a median age of 31, with most working in 

manufacturing, construction, trade, and commerce. Virtually no workers were under contract with 

their employers and work-related insurance was nonexistent, as was paid annual or sick leave. 

Virtually no host countries for these refugees have laid out plans in providing such services for 

refugees.  

 Mental health is another enormous issue when dealing with war refugees from Afghanistan. 

Depression, post traumatic stress disorder, and anxiety are the most common afflictions; studies on 

Afghan refugee populations in Iran and Pakistan saw the rate of mental disorders fall between 20-

80%, with prevalence relatively higher in settlements and camps compared to cities. Not treating 

these diseases will not only make it more difficult to alleviate in the future, but also result in 

physiological effects such as aches and even more serious chronic issues such as heart disease and 

stroke. Moreover, given the precarious situations that refugees are in, it will be even more difficult to 

deal with the demands of their new daily life. Noncommunicable diseases have a 35% chance of 

mortality for refugees, with the most common being ophthalmic diseases, neoplasms, nephropathies, 

and ischemic heart diseases. Low birth weight and preterm births were also twice as high for Afghan 

populations compared to the native Iranian or Pakistani populations. Some of this may be due to the 
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high rates of food insecurity among mothers and children, about 64%, compared to that of nuclear 

households at 49%. Access to healthcare is another facet to this refugee crisis, with documented and 

undocumented immigrants differing in what they receive. In 2016, Iran began to enroll all registered 

Afghan refugees in Public Health Insurance, where they would receive the same benefits as Iranian 

citizens. Undocumented refugees on the other hand were not given this service and had to pay for 

any health services out of pocket, a tall task given the low income of many. Some would occasionally 

enjoy the benefits of NGOs and charities, but these were not reliable sources for the long term.  

 Since March of 2011, over 6 million Syrians have fled their country to escape the horrors of 

the civil war that has killed hundreds of thousands and been the source of war crimes by the Assad 

regime. ISIS has also been a threat, taking over many Syrian cities and turning them into militant 

strongholds, no place for anyone to live. Attempting to escape can be just as dangerous as staying, 

with families walking hundreds of miles across areas of active conflict and warring parties who 

forcibly recruit young men into their cause. Lebanon and Jordan are the two most common host 

countries in the immediate area, with Turkey and Eastern Europe being popular alternate 

destinations.  

 Only 8% of Syrian refugees live in camps. Most are attempting to start a new life in 

unfamiliar communities where language barriers and discrimination make it difficult to find steady 

employment. Access to healthcare depends on the country, with most refugees needing to pay out of 

pocket for any care they receive.  

Immunizations are not as big a worry for this population, as the Syrian national 

immunization program has done well to vaccinate Syrians before their upheaval. That being said, 

some refugees have been away for the better part of a decade and will need updates on their 

vaccines.  
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Asylum in a host country or camp can unfortunately bring about sexual violence for women 

and girl refugees. The Women’s Health group of Boston Medical Center found in a 2014 survey that 

nearly a third of female refugees have experienced “conflict related violence”. Child and arranged 

marriages are also a concern for young Syrian women, as families believe that finding a husband is 

the best way to protect their daughters’ honor. Female genital mutilation has also been found in 

some camps, despite having no medical benefits.  

Mental health does not have a good track record when it comes to Syrian culture, 

exacerbating the situation for those refugees suffering from psychopathology or suicide risk. 

Because it is so stigmatized, a Syrian refugee may choose to keep quiet about their mental illness and 

instead let it spiral out of control.  

Makeshift settlements are another area of concern, where refugees themselves establish an 

informal camp. The lack of safe water access, heat, and sanitation in the usually crowded areas are of 

concern. Regular camps face the same issues, with communicable diseases afflicting much of the 

population. No matter which of three types of places these refugees end up, their healthcare 

situation remains grim.  

 Civil War in South Sudan has brought about a new wave of refugees exceeding 3 million 

with another 2 million internally displaced, making it the largest African refugee crisis since the 

Rwandan genocide. Efforts on a peace treaty in December of 2017 failed within hours as violence 

continues to plague the country. An estimated 33% of South Sudanese have fled their homes, with 

almost 90% of them being women and children. High rates of rape have been reported on the 

fleeing women and children after their husbands were killed by militants. Children suffer from 

severe malnutrition and are no longer attending school; many have been recruited by armed factions 

and stripped from their family. Militants are also lacking supplies to support their conflict, frequently 

raiding camps and taking things forcibly. Despite this, funding for relief has been low, as the 
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UNHCR has received only a third of the estimated $3.2 billion needed to support the refugees. 

Those who are escaping to neighboring countries and their refugee camps are still not faring well. 

Many refugees have to walk for days on foot with children and little supplies to support their 

journey, facing danger from both sides of the civil war. Upon reaching the border, refugees are 

processed in reception centers and sent to various camps, experiencing their first day of tentative 

easiness in weeks. 

 Some camps, like Imvepi Camp in Uganda, house over 120,000 South Sudanese, struggling 

to provide vaccinations, food, and basic hygiene items. Each family is given 1/20th of an acre to 

start a new life, being placed next to thousands of other families. There is no infrastructure for 

plumbing, and families have to dig their own toilets and latrines. Cholera, hepatitis, and typhoid 

fever, all associated with accumulated fecal matter, run rampant throughout the camps. Measles, 

malaria, and parasitic diseases also arise from the crowded conditions. Healthcare workers in Uganda 

and Kenya have struggled to keep up with the sheer number of patients: there is an estimated one 

doctor per 25,000 people. One clinic in Maaji has only ten beds, with at least five being occupied by 

pregnant mothers; sometimes a simple carpet is used to deliver a child due to lack of space. Clinics 

are often only a wooden frame with plastic sheets making up walls. With so many more refugees on 

the way, these camps and clinics will struggle to keep up without more funding.  

 

Bloc Positions 

Canada – “The Interim Federal Health Program (IFHP) provides limited, temporary coverage of 

health-care benefits to people in the following groups who aren’t eligible for provincial or territorial 

health insurance: protected persons, including resettled refugees, refugee claimants”  
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China – Non-Indochinese refugees are not supported by China and instead are supported by the 

UNHCR for health care. Indochinese refugees are generally under the care of the Chinese 

government  

European Union Countries – Legal status in the country is the biggest barrier for refugees to access 

healthcare. Usually only emergency services are available for undocumented/unregistered refugees; it 

is not always free of charge 

Jordan – Refugees registered with UNHCR can access public health system 

Lebanon – UNHCR registration was required for refugees to access primary healthcare but 

registration of new arrivals was halted in 2015 

Turkey – NGOs provide the only health services in refugee camps. Registered refugees can enroll in 

the Turkish General Health Insurance Program and have access to some free healthcare services. 

Egypt – Access to the public health system is allowed but refugees must pay the same fees as 

Egyptians, an amount often too much to afford  

France – Refugees are covered by the French universal health care insurance system. Those without 

health insurance can receive care at public hospitals that are required to offer services 

Russian Federation – Recognized refugees have the right to the same medical assistance that a citizen 

would receive 

Thailand – The only country where illegal immigrants/refugees can buy into and access the universal 

healthcare system 

United Kingdom – Refugees granted asylum or who have been provided protection (Section 95, 

Section 4, etc) have access to primary care services from a general practitioner and nurse. Secondary 

care only provided to lawful residents  

United States – Complications like a complex health care system and language barriers prevent 

refugees from receiving proper health care. There are, however, new solutions being proposed such 
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as the Philadelphia Refugee Health Collaborative and the New Arrivals Working Group to 

overcome these challenges.  

 

Committee Mission 

To create a comprehensive plan in assisting refugees fleeing their own countries and assuring that 

they will have an opportunity at a normal life in their host country. 

 

Questions to Consider  

1. What is the legal status of refugees in your country and what types of benefits will they 

receive? 

2. Is there a plan to help assimilate refugees in your country? 

3. What types of aid will be provided to refugees in camps and informal settlements? 

4. How will refugees either obtain permanent residence in a host country or safely return to 

their home country? 
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