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Director s̓ Letter

Dear Delegates,

My name is Arushi Choudhury, a junior at Woodinville High School, and Iʼm thrilled to
be directing the World Health Organization (WHO) at Oakridge Model United Nationsʼ
third iteration! Completing the WHO Dias is my amazing Chair, Finn Liu, and my
wonderful Assistant Director, Rachel Wei. We are so excited to have you here at
Oakridge MUN 2021!

The World Health Organization serves as a convention for discussion surrounding all
aspects of health and the constantly evolving industry within it. Considering the
current economy a�er the COVID 19 crisis, the importance of ensuring every country
has proper access to health care cannot be overstated. The broad range of topics allows
delegates in WHO to debate issues of relevance and importance. This year, we will be
discussing how to Eliminate Health Inequality in Rural Countries and Preventing
Radiation and Chemical Emergencies.

Firstly, the issue of ensuring all countries have equal access to top-notch healthcare is
one of WHO s̓ utmost priorities. It ponders the question: which should be valued more,
investing in efficient outcomes to prevent health inequalities in the future, or,
annihilating the effects of ongoing health discrepancies going on right now? That being
said, poor environmental conditions are a major factor to illness and foodborne
diseases, which is why it's important for delegates to research their country s̓ stance
when it comes to health inequality.

Secondly, preventing radiation and chemical emergencies range from protecting
victims who have been harmed by external exposure, nuclear power plant accidents,
and strengthening security of radiational objects. While sources of radiation and
chemical experiments can be beneficial within the medical and agricultural fields, it is
vital that there are guidelines in place to ensure radiational activities do not get into the
wrong hands and reduce the frequency of chemical spills.

The Dias team encourages everyone to read the lovingly written background guide and
use it as a tool to further research your country s̓ position. More credible sources you
research directly correlate with a higher understanding of our topics and your overall
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enjoyment within the committee sessions. Position papers are strongly encouraged and
are mandatory to be considered for awards.

That being said, our ultimate goal is for every delegate to walk away from WHO at
Oakridge MUN 2021 with new lifelong skills, memories, and friends. MUN encouraged
me to step out of my comfort zone and become more actively involved in prevalent
issues in today s̓ society, and I hope it does the same for you! If you have any questions,
please do not hesitate to reach out to who@oakridgemun.com. On the behalf of your
dias team, we are so thrilled to meet you and become part of your MUN journey!

Sincerely,
Arushi Choudhury
Director of WHO -- OakridgeMUN (III) 2021
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Committee Overview

Founded in 1948, the World Health Organization coordinated access to safe and
affordable medicine in order to achieve the goal of maintaining the greatest quality of
health. With 194 member states, the WHO is the United Nations (UN) organization in
charge of health policy and ways to overcome health challenges.

WHO has established itself as a key player in the field of international public health and
public health policy, with working on the front lines in over 150 locations across six
regions. Every year, delegates meet at the World Health Assembly to set priorities and
discuss overall global health progress, since the World Health Assembly is WHO s̓
highest level decision making conference. The World Health Organization is a United
Nations organisation that brings together countries, partners, and people to promote
health, keep the world safe, and help the most vulnerable - so that everyone,
everywhere may live a healthy life.

In the past, WHO has contributed to eliminating smallpox, while combating other
diseases and outbreaks such as HIV, COVID-19, and AIDS. Specifically towards
developing nations, WHO continues to ensure hygiene and efficient healthcare to better
the lives of civilians in rural areas. Currently, WHO is involved in setting up local health
centers, conducting progress surveys, planning long term health plans, and more.
Ultimately, WHO s̓ goal is to ensure people have universal health coverage and to
promote a better well-being.

https://www.britannica.com/topic/World-Health-Organization
https://www.e-ir.info/2010/11/08/what-are-the-main-functions-of-the-world-health-orga
nization/
https://www.who.int/about

Topic Introduction

Health inequalities refer to the unjust differences regarding people s̓ health between
specific occupational groups. Unequal access to healthcare and basic necessities
disadvantage citizens and limit their chance to be able to live a healthy and safe life.
These disadvantages are determined by factors beyond an individual s̓ control, such as
their gender, their place of residence, and more.

https://www.britannica.com/topic/World-Health-Organization
https://www.e-ir.info/2010/11/08/what-are-the-main-functions-of-the-world-health-organization/
https://www.e-ir.info/2010/11/08/what-are-the-main-functions-of-the-world-health-organization/
https://www.who.int/about
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The COVID-19 pandemic opened many people s̓ eyes in regards to how prevalent health
inequality is, especially in developing countries. Many take hospitals and vaccines as
granted, but some are starting to realize the privilege their country has over another. As
the majority of the population receives the COVID-19 vaccination, studies have shown
that COVID-19 vaccination coverage was lower in rural counties than in urban counties.
This sudden notice in how drastic the health inequality gap is in developing countries
led to more findings on how high infant mortality rates are and how unsafe food toxins
are as well. Workers in rural countries have a higher probability of disability and could
die earlier than workers who have access to proper medication and a safe environment,
which is why it's crucial to eliminate health inequality as quickly as we can.

The World Health Organization (WHO) and the Federal Office of Rural Health Policy
(FORHP) have shown efforts to maximize the equity in health through practicing health
inequality monitoring. The monitor identifies the disadvantaged subgroups and
coordinates activities within the rural healthcare department to plan equity-orientated
health measures countries could take.

However, a lot of WHO work hasnʼt been making much progress because of the lack of
urgency and good advocacy. Hence, this topic is aimed to tackle possible ways to
construct a long term plan that takes the idea that new technology is difficult to
implement in rural countries and the amount of financial aid or funding necessary
without hindering economic growth.

https://www.cdc.gov/mmwr/volumes/70/wr/mm7020e3.htm
http://www.healthscotland.scot/health-inequalities/what-are-health-inequalities
https://pubmed.ncbi.nlm.nih.gov/26387506/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7298201/

https://www.cdc.gov/mmwr/volumes/70/wr/mm7020e3.htm
http://www.healthscotland.scot/health-inequalities/what-are-health-inequalities
https://pubmed.ncbi.nlm.nih.gov/26387506/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7298201/


OakridgeMUN III - WHO Backgrounder A

Historical Analysis

The origins of the term health equality and its opposite, health inequality, are unclear
but started to appear in journals and articles in 1966. In the past, there was not much
discussion about unfair access to quality health care in developing countries, instead,
urbanized governors focused more on ensuring the health of the entire society. Then,
in around 1990, people began noticing health inequality in our daily lives and more
studies started to report them. Studies proved that poor living conditions correlated
with high mortality and low population health in the case that they were deemed
credulous to high-risk diseases.

However, it was not until the year 2000 that politicians were willing to identify steps
that move developing countries forward and grant them more access to healthcare,
rather than simply noting the problem. It will take willingness from countries to incite
significant progress to make major changes in the health development strategies, the
most apparent conflict being financial aid. In the past, more donors have been aware of
the inequality gap between developed versus undeveloped countries, and organizations
such as the Clinton Foundation and the Bill and Melinda Gates Foundation have worked
closely to combat this issue, however, the economy and the financial aid has slowed
down because of COVID-19 s̓ impacts.

The UN Resolution 2010/24 urges WHO to assist countries in relation to periodic health
issue checks and support country-specific needs to integrate equal and fair health.
Alongside, the resolution requested to strengthen health systems already in place to
account for the health of those in vulnerable situations, however, those are difficult to
do without financial aid. In the past, politicians have suggested implementing
pre-made modern technology in these countries in hopes to lower the inequality gap,
however, these rural countries donʼt have the resources to fully implement these
urbanized technologies. Health inequality covers situations ranging from lack of access
to an infrastructure to the negative effects associated in the workforce. The UN
Resolution has noted and made plans to reduce the work-related hazards in
undeveloped countries, but the progress has mostly been broad and needs to be more
specific to see solid change.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6792226/
https://www.un.org/en/ecosoc/docs/2010/res%202010-24.pdf
https://www.who.int/bulletin/archives/78(1)3.pdf

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6792226/
https://www.un.org/en/ecosoc/docs/2010/res%202010-24.pdf
https://www.who.int/bulletin/archives/78(1)3.pdf
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Current Situation

Avoidable health inequalities span over all nations but hit rural communities the
hardest both during times of health emergencies and everyday life. Social differences
such as low socioeconomic status greatly affect an individual s̓ life by increasing their
risks of illness and injury. As technological advancements advance, nations tend to
assimilate new technology ahead of those in poverty, widening the gap of access to
good hospitals, treatment, and quality of resources and equipment in underprivileged
communities.

COVID-19

Over the course of this pandemic, rural communities have been largely hit by cases
surpassing numbers in those urban areas. From the lack of available hospitals and
healthcare to the vaccination coverages in these rural areas, the inequalities were
highlighted by general health access and coverage as a whole.

For most rural communities in both the developing and developed world, there were
comparatively higher proportions of citizens lacking access to healthcare. This looked
like being unable to access privatized hospitals even when they were accessible, and for
developing nations the lack of resources for their hospitals and makeshi� facilities.
During times of COVID, communities suffered as there were 19 deaths per every 100
cases, unable to do anything when their very own hospitals were either too far away,
too expensive, or didnʼt have enough PPE such as pure oxygen tanks. Lack of funding
towards PPE and health benefits for those in serious conditions during the pandemic
increased the mortality rates and number of cases in already struggling communities.
As the pandemic rages on with more dangerous variants such as the delta variant and
variant B.1.621, these communities are more likely to get hit with new variants.

Comparisons Between Populations

Developing nations that are plagued by poverty and hunger have populations facing
social determinants of health that greatly affect everyday lives. Since 2013, the infant
mortality rate in Iceland was 2 per 1000 live births, compared to Mozambique which
had a rate of 120 per 1000 live births. Highlighting the issue of rural areas, while
urbanized cities and towns had more safe hospitals, countries like Mozambique that
barely had any funding in healthcare or developed healthcare systems are struggling.
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In developed nations, poverty-stricken rural towns and cities have far fewer resources
given by the government to live healthy lives. Indigenous communities in Australia for
example, have far lower life expectancies from infected drinking water and almost no
access to hospitals hours away. The breach on socially disadvantaged individualsʼ
health continues to be an issue as less attention is paid to impoverished communities in
dire need of medical aid and support.

https://www.cdc.gov/mmwr/volumes/70/wr/mm7020e3.htm
https://www.who.int/news-room/q-a-detail/social-determinants-of-health-key-concepts
https://www.who.int/news-room/facts-in-pictures/detail/health-inequities-and-their-cau
ses
https://www.who.int/health-topics/social-determinants-of-health#tab=tab_1
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4576419/
https://www.thelancet.com/journals/langlo/article/PIIS2214-109X(17)30080-3/fulltext
http://www.healthscotland.scot/health-inequalities/what-are-health-inequalities

Past Actions

Documents on Inequalities in Health

Annex 1 contains a collection of approximately 180 papers from nations all around the
world. The list includes all of the key papers and shows the breadth of information
accessible. The documents examined are divided into numerous groups. Those that
chronicle the acknowledgment of the problem of health disparities aren't technically
policy papers, but they do give valuable insights into the nature and causes of health
inequalities. The Lalonde Report, the US Surgeon General's Healthy People Report from
1979, the Black Report, and the Acheson Report are some of them. Governments
commissioned these publications, albeit not necessarily due to concerns about health
disparities. Inequalities in health are addressed in a number of policy papers. The
majority of papers are issued by health departments. General health plans, such as
those from Ireland and New Zealand, or Improving Health in Scotland: The Challenge,
frequently set the stage and provide guidance on how health inequalities will be
addressed. Overall public health policies in all of the nations analyzed provide a more
comprehensive coverage of health disparities. Other government agencies have also
published related policy papers, such as the Ministry of Social Affairs' Plan of Action for
Combating Poverty in Norway and the Department of Work and Pensions' National
Action Plan on Social Inclusion in England. Other examples are the Department of Trade
and Industry's UK Fuel Poverty Plan and the Department of Education's reading and
numeracy strategy for Northern Ireland. Important information on policy responses to

https://www.cdc.gov/mmwr/volumes/70/wr/mm7020e3.htm
https://www.who.int/news-room/q-a-detail/social-determinants-of-health-key-concepts
https://www.who.int/news-room/facts-in-pictures/detail/health-inequities-and-their-causes
https://www.who.int/news-room/facts-in-pictures/detail/health-inequities-and-their-causes
https://www.who.int/health-topics/social-determinants-of-health#tab=tab_1
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4576419/
https://www.thelancet.com/journals/langlo/article/PIIS2214-109X(17)30080-3/fulltext
http://www.healthscotland.scot/health-inequalities/what-are-health-inequalities
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health disparities is frequently given in non-formal policy papers. In a joint publication
from the National Public Health Institute and the Ministry of Social Affairs and Health,
for example, Finnish policies that are important to public health, particularly health
disparities, are evaluated. Reports that accompany policy papers are frequently used to
create strategies to address health disparities. These are sourced from the government,
government ministries, or specifically constituted expert groups. In certain cases, the
information is available on large websites. The documents were supported by the
countries that produced them and were read by multiple countries so that these nations
could see what the others were doing and vice versa. This helps countries work better
together by seeing their values and potential solutions from a clearer point of view.

Global Antibiotic Research and Development Partnership

The Global Antibiotic Research and Development Partnership (GARDP) was founded in
2016 with the goal of discovering, manufacturing, and distributing antibiotic medicines
at predictable, long-term pricing. The collaboration was formed in response to the
World Health Organization's Global Action Plan on Antimicrobial Resistance, which
calls for the development of low-cost, easy-to-use therapies. MSF and the governments
of South Africa, Switzerland, the United Kingdom, the Netherlands, and Germany have
pledged USD 5.33 million to the programme, which is another example of the potential
of public-private foundation collaboration.
Based on data from pharmaceutical companies that have stopped producing such
drugs, such as clinical studies and test findings, the collaboration is starting a number
of high-priority initiatives to create low-cost antibiotics for newborn sepsis and
gonorrhea. The researchers want to use this knowledge to find cheaper alternatives to
pricey treatments like Lassa fever, Nipah virus disease, and Middle East respiratory
syndrome (MERS).

https://www.who.int/social_determinants/resources/closing_h_inequalities_gap.pdf

https://www.who.int/social_determinants/resources/closing_h_inequalities_gap.pdf
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Case Studies

Healthcare in Rural India

With a lack of government interest in allocating proficient healthcare to rural areas,
India s̓ rural population has been suffering during times of the pandemic. But even
before COVID hit India, its healthcare system has already been overly commercialized,
leaving its poor vulnerable - communities making up a little more than 75% of India s̓
total population. This was due to multiple issues its government failed to address such
as health policies that continue to focus on producing specialized doctors for the rich,
lack of allocating enough funds to rural communities, and the growing private health
sector influenced by western healthcare systems. To alleviate the vulnerability of
individuals in rural communities, the committee must focus on issues with privatized
healthcare that throw away the needs of the poor such as in India.

Health policies

Over the past 10 years, India s̓ healthcare system has treated patients as objects rather
than subjects, constantly failing to address the needs of the rural poor. Indigenous
communities living in rural India have tried integrating their own health systems such
as folk medicine, but all methods have been neglected to be developed by
policymakers. Added on to the government s̓ ignorance of the issue, this meant that the
rural population has been le� with inadequate Healthcare. And while the urban
population is only a little over 24% of the total, India has prioritized training doctors to
support and aid the richest in the country.

Allocations of funding

While 5.2% of India s̓ GDP in 2010 was put towards health, only 0.9% of that total went
towards the public health sector. This widened the disparities between the rural poor
and urban rich, being completely inadequate to meet the needs of the most vulnerable.
In every aspect, funding is used for the least impactful areas, with 20% of research
grants given for studies on cancer (of which is responsible for only 1% of deaths in
India), while 1% is provided for researching respiratory diseases (accounting for 20% of
all deaths). This shows that no careful considerations are made when deciding where to
allocate funding to areas of health in most dire need, the rural poor receiving the least
while requiring the most.
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Commercialized and privatized healthcare

For the past few years, the Indian government has been driving the rural poor to seek
help in the private sector where most funding goes towards. All developed technology,
well-trained health workers, and resources are in the private sector, but this forces the
poor to spend large amounts of money which they do not have. But as 73% of all doctors
in India are working in the private corporate sector, this not only means the rural poor
have been le� with no choice but to pursue private healthcare, but it also increases the
growth of corporate health. So with the increased focus on developing the corporate
sector, choices are lessened for families struggling to find good healthcare. Among the
rural population, 70% of families currently spend around 60% of their annual income
on health, putting themselves in great debt. The exploitative nature of the private
health sector doesnʼt help this either, stressing on the rural masses who already lack
insurance coverage, only exacerbating their vulnerability.

Bloc Positions

Developed Countries

This group comprises Canada, the United States, the United Kingdom, and a number of
European nations. In general, developed countries have advanced healthcare systems
that provide medical assistance via taxes or private insurance. Furthermore, generic
providers produce the vast majority of medications available in these countries.
Generic medicines, for example, make up around 85% of the drug supply in the United
Kingdom and the United States.
Despite having a highly sophisticated healthcare system, the United States boasts the
world's most expensive pharmaceutical market. Those suffering from chronic diseases
have difficulty obtaining life-saving medicines. For example, a bottle of Zokinvy (an
FDA-approved medication that reduces the risk of mortality from Hutchinson-Gilford
progeria syndrome) costs $717 USD each month, or $86,040 per year.
While cost is primarily an issue in the United States, government financing might help
to enhance healthcare systems in other more developed countries. This money would
mostly go toward primary care.
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Countries with Emerging Healthcare Systems

Countries like Brazil and South Africa have suffered in the past with a shortage of
pharmaceutical supply, but have improved their healthcare systems to better offer
drugs. Medicine in these countries is now better matched to regional costs,
requirements, and applications thanks to data collecting and local production.
Although these countries have made tremendous progress, they still confront a number
of obstacles, such as a shortage of pharmaceuticals.

Developing Countries

In most developing nations, healthcare is divided into two categories: commercial and
public. The private sector provides healthcare and pharmaceuticals to the wealthy and
well-off in society. However, the public sector, which is used by the country's
low-income and disadvantaged population, lacks affordable medications due to
inadequate procurement processes, supply chain constraints, and public sector
investment. Medical shortages are also exacerbated by the presence of ineffective and
sometimes dangerous counterfeit drugs in supply chains and pharmacies. It's essential
to think about both long and short-term solutions while dealing with developing
countries. While foreign aid may be beneficial in the short term, better medicine
administration and procurement methods may be more cost-effective in the long run.

Guiding Questions

1. Should eliminating healthcare inequality in rural areas be fought by the UN as a
whole or is it up to the individual country s̓ government?

2. Does your country believe solutions should address the root of inaccessible
healthcare in general or combat healthcare inequality in areas directly?

3. Do all citizens in your country have access to hospitals and healthcare facilities,
and how can the access be improved if your country does not?

4. Are there any unique ways your country s̓ government ensured healthcare
stability in the short term and will continue to do so in the long term?

5. What are some steps your country can take to help rural communities most
threatened by the lack of accessible health care? If your country is home to many
rural areas, how have you accepted aid in the past, and was it effective?
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Further Research

Developing World/Global Issues:

● Information on health issues for rural areas around the globe - focuses on
healthcare worker shortages in the developing world, primarily in non
urbanized communities.

https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(15)60910-2/fulltext

● Highlighting the social barriers those in rural regions o�en face that exacerbate
the negative impacts on their health.

https://www.ruralhealthinfo.org/topics/social-determinants-of-health

● Info on health inequities of the global rural population - primarily focusing on
the developing world, in countries such as Nigeria and Indonesia.

https://reliefweb.int/report/world/global-evidence-inequities-rural-health-protection-ne
w-data-rural-deficits-health

Developed western nations:

● Article focusing on what Americans living in rural areas face, and the disparities
between urban and rural America

https://www.cdc.gov/ruralhealth/about.html

● Previous solutions and progress in Canada for rural Canadians
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7012120/

https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(15)60910-2/fulltext
https://www.ruralhealthinfo.org/topics/social-determinants-of-health
https://reliefweb.int/report/world/global-evidence-inequities-rural-health-protection-new-data-rural-deficits-health
https://reliefweb.int/report/world/global-evidence-inequities-rural-health-protection-new-data-rural-deficits-health
https://www.cdc.gov/ruralhealth/about.html
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7012120/

