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Delegates,
Welcome to AMUN XX! My name is Jessica Shi and I am very excited to be your head chair for the WHO
this year. Currently, I am a senior in the Academy of Medical Science Technology (AMST), but I have found a passion
for diplomacy and international relations as the icing on the cake for my love of medicinal advancements and helping
others.
In my free time, I enjoy hanging out with my friends as well as reading about world issues in the news
through various platforms from the NY Times, CNN, and of course Reddit. I am an EMT with my town’s volunteer
ambulance corporation and I am a very proud vice-president of Future Farmers of America (FFA) as well as the vicepresident for the BCA Student Council. I love memes and I am an avid meme-incorporator in my debate speeches for
Junior State of America (JSA). I love to travel and document my experiences to show others and to keep a memory to
look back onto forever.
I began participating in Model UN two and a half years ago, with my very first conference being AMUN
XVII. I was an extremely shy delegate at my first conference, merely observing and comprehending the rush that the
other delegates experience during the moderated and unmoderated caucuses passionately advocating for their
country’s respective position. Simultaneously, I felt quite terrified about the situation I had signed myself up for.
Nevertheless, the seed that I planted within myself when I researched and prepared for my first conference has only
grown and flourished since then.
Since then, I have attended various other conferences including Empire MUNC and WAMUNC, winning
various awards. Model UN has taught me incredible life lessons, enlisting motivation to learn more about the issues
that arise all throughout the world as well as allowing me to develop my leadership skills, confidence, and public
speaking ability. Creating resolutions and debating on international issues that pertain to the world that we live in is
an amazing experience, and I am looking forward to sharing my endearment on this topic with each and every one of
you. I wish you well in your preparation, remember to enjoy your time here at AMUN, and meet and befriend other
delegates that are just as passionate as you are. See you all in February!
Best regards,
Jessica Shi, Head Chair, WHO
jesshi19@bergen.org
Hello Delegates!
First of all, I’d like to welcome you all to AMUN XX! My name is Kaylyn Lu, and I will be your vice chair for
the WHO. I am currently a sophomore at BCA in the Academy for Business and Finance. Traditionally, the business
academy naturally integrates well with public speaking; however, I can’t say the same for myself.
I started participating in Model UN just last year, after joining the elective BCA offers. Thanks to the help of
Mr. Kramer, our MUN advisor, I learned the basics of diplomacy and parliamentary procedure, but I wasn’t
particularly good at speaking in front of my peers. My solution for this: research. I even went so far as to call the
Chinese embassy (I represented China) and spoke to their PR officer (he graciously answered all the questions I had,
even giving me his personal email in case I had any more!) I’m happy to say that I’ve improved in the short time that
has passed, after attending various conferences such as PMUNC, YMUNC, and WAMUNC. After listening to many
speeches, working papers, and resolutions, I’ve learned that a roomful of high school students can actually accomplish
a lot when they put their minds to it. MUN might seem to be only about winning a gavel, but in reality, there’s a lot
more to it than just a piece of wood. It teaches us how to communicate our ideas to others, despite their own
viewpoints, and how to collaborate for mutual benefit. It allows us to play the role of the legislators that we all like to
criticize so much and realize that their jobs aren’t that easy. MUN has taught me all these things and more, and for
that I am very thankful. I hope all of you share the same passion I hold for Model UN, and I can’t wait to open debate
and listen to all of you speak!
So, after that paragraph-long rant, here’s a little bit more about me. In my free time, I enjoy competitive
swimming, visual art, and writing poetry. I’m also an avid feminist and advocate for a variety of causes, including
equal pay, equality in the workplace, ending domestic violence and sexual assault, and more. Along with MUN, I take
interest in current events, including global crises, politics, and the business world (especially stocks).
Overall, I wish all of you the best while researching and formulating your country’s ideas, as well as possible
solutions. I’m sure that the topics at hand will create a very interesting and passionate discussion. Can’t wait to see you
all in February!
Sincerely,
Kaylyn Lu, Vice Chair, WHO
kaylu21@bergen.org
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Committee & Topic
Introduction

Topic A:
Infant Mortality
Rate
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On April 7 in 1948, diplomats from
the United Nations joined together
and formed the World Health
Organization (WHO). To present
day 2018, the WHO has actively
engaged in all aspects medicine and
health on a global level from setting
agendas and examples for the
health standards to educating the
children and sparking passion
inside of the future world leaders.
In countries all over the world, 2.1
is the typical rate for Replacementlevel fertility, a term branched from
the umbrella term of Total Fertility
Rate (TFR). In simpler terms, 2.1
signifies a constant population,
whereas a number lower than 2.1
would indicate a decreasing
population and a number higher
than 2.1 would indicate an
increasing population. Each
country in the world contains a
different TFR and is often
correlated with the level of
development each country is
associated under. Especially in
developing countries, the infant
mortality rate has increased due to

lack of prevalent prenatal care or
basic healthcare. The WHO has
been avidly attempting to palliate
the percentages of infant
mortalities that have been
occurring: statistically, 800 females
die each day from pregnancy or
birth issues and each hour roughly
around 900 children aged due to a
lack of developmental resources
worldwide. This committee will
focus on identifying potential issues
that may serve as a barrier to
decreasing the infant mortality rate
worldwide and strengthen existing
services and programs that work
well toward the WHO’s goal.

Topic History
The definition for a defining factor
of infant mortality rate would be a
death of a child under the age of 1
year, and this number is calculated
per 1000 births: stillbirths or live
births. Multiple leading causes of
deaths contributing to the infant
mortality rate may include but is
not limited to medical incidences
between the mother and the child
as well as external surrounding
influences that may prevent the
mother from obtaining proper

PAGE 5 | WHO BULLETIN

medical care. Certain medical
incidences, such as the improper
placement of an umbilical cord
around the fetus’s neck or a mother
induced into labor too late whereas
the fetus may asphyxiate in feces
can easily be detected with prenatal
care or improved sanitary
conditions where the mother lives
in. External surrounding
influences, such as the type of
political system or environment
around the respective country
where the mother lives in may also
negatively impact and thus support
and increase the infant mortality
rate. Prior to sanitation standards
implemented as a result of
industrialization all over the world,
doctors primarily from England
and the Americas in history have
found correlations with an increase
in readily available prenatal care as
well as education in prospective
mothers to a decrease in the
percentages of infant mortalities. A
Millenium Development Goal
(MDG) of the United Nations in
2015 titled “MDG Goal 4” depicts
various reduction statistics on what
the MDG aspires to achieve in the
upcoming years. Successfully, the
MDG and the programs

implemented alongside has
declined infant mortality rates by
over 50%.

Current Situation
Currently, there is a wide
misalignment between developed
and developing countries and the
infant mortality rate associated
with these countries. Referencing
back to to TFR, each country
contains a different number. Figure
1 depicts the TFR of children per
woman. Especially in sub-African
areas, the concentration of the

Figure 1
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number of children that are being
conceived is primarily focused in
this area and the TFR numbers rise
to around 7.99, whereas other
countries may be stable at 2.1 if the
country does not contain a
decreasing population. However,
50 years ago, this chart was
completely different. Looking at
Figure 2, compare and contrast the
differences between the two charts.
Where did this wide gap begin?
Looking back into history,
understand where your country
falls in historical context and try
and piece together potential

Figure 2

reasons and factors that influenced
where your country falls on the TFR
scale.
According to the Center for Disease
Control (CDC) in 2016, the top 5
leading causes of infant death were
birth defects, preterm birth and low
birth weight, sudden infant death
syndrome, maternal pregnancy
complications, and injuries to the
fetus. If the mother consumes
drugs or alcohol, the development
of her fetus is directly influenced;
for the majority of the time, the
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fetus is negatively impacted and
may develop congenital
malformations. Currently in the
world, there are 12.9% of
individuals living in hunger. Of
those 12.9% of people, a pregnant
mother who does not consume
sufficient nutrients or calories to
provide for both herself and her
child may also contribute to
malnutrition and formulation of
certain diseases. It is imperative to
consider socioeconomic status of
the country the mother resides in
and the environment (water

sanitation, tropical disease
prevalence, war, etc.) to properly
assess to what extent these external
factors influence the infant
mortality rate.
Within a country, there are regional
differences in what is considered to
be a “live birth” which may misalign
with the data influencing the
statistics behind infant mortality
rate that are sent to the WHO to
compile. What should be the official
definition for a “live birth”? Figure
3 displays certain differences that
may be present in considering what
a live birth is. However, the

socioeconomic aspects as well as
the historical background of each
country (how in-depth the Soviet
Union and communist values as a
whole influenced the country, any
other non-democratic means that
was implemented, how prevalent
the people are in inputting say
against the government, etc.) may
seem to directly influence the
perspective each country has on the
topic of birth. Countries such as
Germany may not consider muscle
movement as a sign of life in an
infant however other countries such
as Japan may count a live birth as a
case where the infant takes a first

Figure 3: Live Birth Reporting Requirements by Country
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breath. These inequalities within a
set definition may indirectly cause a
certain country’s infant mortality
rate to increase or decrease; but, is
this what each country’s policy
intends to do? This committee will
try and eliminate any potential bias
or manipulation of data to benefit
one individual country. Solutions
and ideas taking into thoughtful
consideration of various different
factors (social, political, economic,
environmental, etc.) that may
influence the infant mortality rate
is looked upon favorably.

Country Policy
The infant mortality rate is almost
always the highest in Africa.
Aligned with South Asia, areas in
sub-Saharan Africa with low to
middle income mothers are at the
highest risk for death as a neonate.
Various factors may contribute to
the death, such as but not limited to
bacterial infections interacting with
the mother which directly
influences the fetus connected by
the umbilical cord that may include
meningitis or sexually transmitted
diseases (STDs) the mother may be
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unaware of having. The amniotic
sac may prematurely rupture,
which leaves the neonate more
susceptible to various diseases and
infections. The UN Chronicle
speaks on reducing child mortality
specifically in Africa in 2007,
describing that “Africa contributed
to approximately 14 per cent of the
global child mortality burden.
Today, sub-Saharan Africa alone
accounts for almost 50 per cent of
child mortality, although it
constitutes only 11 percent of the
world population,” and closes with
the understanding of challenges
present in Africa that must be
resolved. Roughly around half of
the women in these areas are able
to give birth to their child in proper
health facilities such as a hospital;
these statistics are too broadly
overlooked. Regardless of the fact
that most women in Africa will visit
at least one prenatal care facility,
there is only a 40% chance that the
pregnant mother will receive
proper care from an attendant
when labor is occurring. In Africa
specifically as well as various other
regions throughout the world, one
of the main goals for this
committee is to improve upon the

timing of access of these care
facilities as well as improving the
quality of such. Taking into
consideration external factors such
as the environment and climate
that may culture certain infections
and diseases as well as the current
standards for health care and
prenatal care, this committee looks
ahead to creating resolutions to aid
Africa.

Does previous colonization through
external country powers influence
the way your country views certain
aspects?

Questions to
Consider

In countries with a large amount of
ethnic diversity, does the ethnicity
of the mother correlate with an
increase or a decrease in infant
mortality rates? If so, what could be
the causes? Social prejudice? Lack
of available resources for the
particular ethnicity? Genetic DNA
makeup of the individual?

What are factors that must be
considered when defining a “good”
healthcare or prenatal care?
Do your country’s democracy (or
current government system), past
history with healthcare, historical
revolutions, etc. influence the way
your country views healthcare?
What is working for the countries
with a low infant mortality rate?
Similarly, what seems to not work
when considering countries with a
high infant mortality rate?
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What does your country think on
the role of women? Are they
prioritized? Could the way women
are portrayed influence the
emphasis on certain aspects of
prenatal care?

Introduction

Topic B:
Access to
Medicine in
Developing
Countries
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Throughout the world, developing
countries continue to struggle in
obtaining medicine and basic
health care that developed
countries have no concern over.
The socioeconomic north and south
divide classify countries in the
world as developing and developed.
Target 8e of the UN’s Millennium
Development Goals (MDGs) aims
to “provide access to affordable
essential drugs in developing
countries (through cooperation
with pharmaceutical companies)”.
A progress indicator of this, named
by the MDG Gap Task Force, is the
proportion of a country’s
“population with access to
affordable essential drugs on a
sustainable basis.” In comparison
to other targets of Goal 8, access to
medicine in developing countries
has made very minimal progress. In
order to improve access to
medicine, these products must be
sufficiently available, quantity-wise,
and affordable price-wise to the
general public. According to
research conducted by the MDG
Gap Task Force, the prices of
generic medicines for patients in

low and lower-middle income
countries maintain an extremely
high price, with an average of three
times more expensive than
international reference prices.
People in these countries are in
critical need of legislative solutions
as well as the collaboration of
pharmaceutical companies around
the world. This committee will
focus on creating resolutions to aid
developing countries in reaching a
higher standard for medicinal
access.

Topic History
In September 2000, all 191 United
Nations member states signed the
United Nations Millennium
Declaration, in which they
committed their efforts to reach
eight Millennium Development
Goals (MDGs) by the year 2015.
These goals include “[combatting]
HIV/AIDS, malaria, and other
diseases,” (goal 6) as well as
“[developing] a global partnership
for development,” (goal 8).
Since these MDGs were
implemented, the international
community rose to the aid of
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developing countries affected by
these diseases and/or those lacking
access to necessary medicine and
basic health care. Just within the
year 2013, 1.9 million more people
received antiretroviral therapy
(ART) in developing countries. In
2014, ART and antiretroviral
medicines were provided to over
12.1 million people in developing
countries, showing a significant
increase from past years. While a
lot of progress was made in regard
to MDG 6, the same cannot be said
for MDG 8.
For many developing countries,
there is still minimal access to
essential medicines, and ensuring
availability and affordable pricing
remains highly difficult. A majority
of the 5 million deaths occurring
each year from epidemics of
d i s e a s e s s u c h a s H I V/ A I D S ,
malaria, viral hepatitis, and
tuberculosis take place in
developing countries. Additionally,
a staggering 80% of deaths in 2013
due to non-communicable diseases,
like cardiovascular disease, cancers,
and diabetes also occurred in these
developing countries. The main
contributing factor to these mostly-

preventable deaths is lack of access
to essential medicines.
In June of 2014, the leaders of
some of the world’s developed
countries, known as the Group of 7
(G7), met in Brussels to discuss and
work together to resolve some of
the world’s most pressing issues.
Among these, the group specifically
addressed ensuring universal
access to essential drugs without
issues with availability, price, or
quality. They also recognized the
importance of efforts from the
GAVI (Global Alliance for Vaccines
and Immunisation), who work to
provide access to vaccines to an
additional 300 million children in
developing countries from 2016 to
2020. The G7 commended both
public and private donors who
continue to support GAVI and
declared their intention to reduce
the number of cases of AIDS,
tuberculosis, and malaria in the
developing world.

Current Situation
Currently, one third of people
w o rl d w i d e s u f f e r h i nd ra nc e s
regarding access to essential
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medicines. The majority of these
medicines are priced in such a way
that make them too expensive to
most of the population that need
them, not only in least-developed
countries (LDCs) but progressively
in developing ones as well. These
developing countries account for
70% of the world’s total population,
as well as 75% of the world’s poor.
The majority of the global disease
burden is located within these
countries.
In order to guarantee the
manufacturing, authorization, and
distribution of essential medicines
in developing countries at
affordable price points, companies
combine forces. Despite this
collaboration, many challenges
remain. It is very difficult to ensure
a high distribution coverage and
affordability, as well as the quality
of medicines. On top of that, many
developing countries lack the
critical infrastructure necessary to
extend access to medicines.
Unfortunately, the unfavorable
conditions of developing countries
are not compatible with the
majority of diagnostics. Many lack
things such as air-conditioning,

reliable electricity, and refrigerators
needed to store chemicals.
Developing countries are suffering
from a triple burden of disease, the
accumulation of familiar infections,
malnutrition and maternal
mortality, the ever-increasing
prevalence of non-communicable
diseases (NCDs) like heart disease,
various cancers, and diabetes, and
the many issues associated with
globalization, including epidemics
of pandemic diseases as well as the
effects of climate change.
Due to the dramatic rise in life
expectancy around the world, many
countries now face the issues
related to unhealthy lifestyles, also
known as modern living, such as
lack of exercise, tobacco and
alcohol use, and unhealthy diets.
Diseases resulting from these are
now the cause of 36 million deaths
worldwide. This translates to 63%
of total deaths, and 80% of deaths
in developing countries.
Moreover, while facing the threats
of the previously stated diseases,
developing countries are
simultaneously experiencing
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communicable, maternal, perinatal
and nutritional conditions
(CMPNCs) that make the situation
much more severe. Goals 4 (reduce
child mortality rates), 5 (improve
maternal health), and 6 (combat
HIV/AIDs, malaria, and other
diseases) have been considerably
addressed by expanding the
coverage of immunizations,
increasing maternal services, and
by implementing interventions for
HIV/AIDs, malaria, and
tuberculosis.
Although the UN did host a summit
in order to discuss the prevention
and control of NCDs, these diseases
still lack focus and the resources to
resolve the many issues they
present.

Country Policy
Africa
Africa lacks most of the
pharmaceutical production
capabilities that other countries
have, therefore limiting the
accessibility of medicines within
the continent. However, recent
initiatives by the United Nations
Industrial Development

Organization (UNIDO) and the
African Union have improved
production. Despite this progress,
health services in rural areas
usually lack proper facilities and
trained, professional staff.
Unfortunately, the continent has a
severe shortage of medical
professionals, as those with degrees
often leave in hope of starting a
career abroad. A report by the
World Health Organization
revealed that just one doctor and
twelves nurses are available in
Kenya for every 10,000 people.
Medicines are often not available or
are priced very expensively, thus
preventing the poor from receiving
treatment when ill.
United States of America
The United States of America still
retains its position as top of the
pharmaceutical industry. Alone, it
is responsible for over 40% of the
global pharmaceutical market. The
USA boasts some of the largest
names in the industry, and with
companies like Pfizer and Johnson
and Johnson’s, the country holds
the majority of the top eleven
pharmaceutical companies, with six
being U.S. based. Several other
PAGE 15 | WHO BULLETIN

countries are strong in this industry
as well, including France, Germany,
Sweden, and the United Kingdom,
all of which have advanced research
and technology facilities and strong
pharmaceutical markets.
People’s Republic of China
China has faced issues with lack of
access to essential medicines and
costly health services for many
decades, mostly due to the
overpopulation of the nation. A
2007 survey conducted in the
Shandong and Gansu provinces
showed that the median availability
of select medicines ranged from
19% to 69%. At the close of 2012,
80,512,000 people, which
translates to approximately 6% of
the population, lacked access to
critical health services.
However, as a country a domestic
pharmaceutical industry, along
with others like India, Mexico,
Brazil, and Argentina, China is a
crucial global supplier of many
medicines, specifically in
antibiotics and ARVs (antiretroviral
drugs), which treat many diseases
especially found in developing
countries. China is the world’s top

supplier of penicillin, terramycin,
doxycycline hydrochloride, and
cephalosporin, producing greater
than 50% of the global supply. As a
major supplier of ingredients
necessary in many essential
medicines, China is especially
influential in creating policies
regarding the lowering of drug
prices, as these will affect their own
markets and profits.
Developed vs. Developing
Nations
The majority of developed nations
import and export many
pharmaceuticals all over the world.
They have stable regulators, both at
the national and regional levels,
that manage the economic and
financial implications of a drug.
Moreover, both governments and
companies interact to decide
pricing and legislation. The only
challenge that developed nations
face are the implications of the
increasingly-present production of
counterfeit medications. They are
produced and allocated within
these countries and to others
throughout the world, and thus
might affect individual countries’
health care systems.
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Although specific nations do have
patent waivers, which allow that
country to produce its own generic
medicines, some developing
nations, mostly in Asia, are
excluded. Therefore, resolutions
must provide several perspectives,
in order to fulfill the needs of the
entire international community.
Furthermore, some developing
countries do not find it beneficial to
develop their own medications, as
the cost of purchasing from another
source is significantly lower
compared to the production costs
required to manufacture
domestically. Therefore, strategies
must be enacted to lessen the costs
of these medicines.

Questions to
Consider
What role do patents play in
increasing access to medicine in
developing countries? Do they
hinder the licensing and
development of crucial drugs in
these countries?

What role do developed countries
take in this situation? Developing
countries?
What would incentivize developed
countries to take action and aid
these developing countries?
How can we prepare developing
countries, who are in a precarious
position, for the next pandemic?
How can developing countries
increase their workforce in the
medical field, as they lack sufficient
educational infrastructure, such as
public schooling and university
education?
What indicators can the WHO set
to mark progress made?
How can countries ensure that
everyone, even people living in
rural areas, have access to essential
drugs?
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