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Introduction to WHO 

The World Health Organization (WHO) is a specialized agency under the UN 

devoted to global public health issues. WHO acts as an authority on coordinating and 

directing authority on international health issues. WHO serves as leader on critical 

health matters, monitors health trends, and sets standards for implementing medical 

care. It also plays a role in developing and guiding scientific and public health research 

while outlining the best ethical practices. WHO sets guidelines on most health matters, 

but ultimately it is an individual country’s responsibility to ensure that its people are 

receiving care and resources they need.  
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Topic 1 | Sustainable Vaccine Practices and Financing  

Topic Background 

Each year, there are 24 million unvaccinated children, mostly in low and middle 

income countries (Maurice and Davey XV).  Although vaccines have shown incredible 

promise as a preventive tactic, their popularity as a solution soared after the introduction 

of the Millennium Development Goals (MDGs) by the United Nations in 2000 (Maurice 

and Davey XIV). Signed by over 190 countries, the MDGs pledge to reduce mortality, 

remove abject and dehumanizing conditions, and improve human development to 

reduce global inequalities; for example, MDG 4 called for a two-thirds reduction in the 

mortality rate for children under five. In order to meet the goals set out by the MDGs, the 

World Health Organization (WHO) introduced the Global Immunization Vision and 

Strategy (GIVS) as an action plan of how to achieve the MDGs, with a particular focus 

on equity (Maurice and Davey, XIV). Currently, there are thirty vaccinations available 

and pharmaceutical companies continue to churn out new vaccine formulas. Through 

funding streams like Global Alliance for Vaccines and Immunizations (GAVI), Pan-

American Health Organization (PAHO), and Bill and Melinda Gates Foundation 

(BMFG), low and middle income countries (LMICs) receive funding based on gross 

national income (GNI) and through a pooled vaccine procurement system. This system 

involves countries or groups purchasing vaccines together to reduce prices, increase 

demand, and ensure a sustainable supply of vaccines for the future. 

 Vaccines serve as cost-effective interventions that largely prevent disease and 

mortality, preventing over 2.5 million child deaths a year (Maurice and Davey XV). 

However, with the supply of vaccines currently available, an additional 2 million people 
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could be vaccinated, highlighting how vaccine access continues to be a challenge. 

Testament to the ability of vaccines in truly preventing disease, countries all over the 

world have national vaccination programs recommending that children get vaccines for 

the diseases such as: tuberculosis, diphtheria, tetanus, pertussis, polio, measles, 

hepatitis B, and influenza B (Maurice and Davey 8). All of the aforementioned diseases 

have safe, efficacious vaccines that can not only be easily administered, but also 

contribute significantly to reducing mortality.   

 Regardless of the large disease burden, vaccines are an incredibly important 

public health intervention because they serve as a preventative tool, keeping healthy 

people healthy (Webb). Besides serving a medical purpose, the spillover effects of 

vaccines stretch to all areas of life; healthy lifestyles, education, and careers are indirect 

effects of vaccinations. Lastly, vaccines can have a great impact over a short period of 

time, especially compared to most other forms of health interventions which take 

decades to create societal impact.. The effect of a vaccine on global mortality can be 

seen within five to ten years of implementation; from 2000 to 2007, the number of 

children dying from measles decreased by 74%.   

Obstacles to Global Vaccination 

 Many children die from preventable causes often due to barriers to access or 

simply the lack of a safe, efficacious vaccine for a particular disease. Barriers to access 

play a large role in why vaccines are not delivered correctly or not appropriately 

administered. Many children live in areas with fragile health systems, poor financial 

status, densely populated areas, or are part of displaced populations that are constantly 
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moving. These populations do not have access to healthcare services, making it hard to 

deliver vaccines quickly to those who need them the most. Additionally, efficacious 

vaccines have not been developed for HIV/AIDS, malaria, and tuberculosis (TB), which 

have been  coined as the “big three” diseases that cause the greatest mortality. The 

barriers to vaccination, lack of vaccines for particular diseases, along with institutional 

barriers like financial support for vaccine programs and appropriate delivery 

mechanisms contribute to the 24 million unvaccinated children in the world.  

 Our committee will explore these two issues of vaccine financing and vaccine 

delivery in particular depth, though the other barriers to access are equally pertinent and 

should be considered equally as well.  

Vaccine Financing  

In the 1990s, vaccine prices could be kept low for three reasons: 1) rich and poor 

countries were purchasing the same vaccines, 2) manufacturers kept excess production 

capacity for many vaccines and sold them to LMICs for low prices, and 3) there were 

enough vaccine suppliers to sustain a competitive market. However, none of these 

factors currently exist, causing vaccine pricing to increase dramatically (Maurice and 

Davey 29).  

In fact, before 2000, financing vaccines was incredibly difficult for LMICs due 

rising prices and lack of supply. In 2000, the Bill and Melinda Gates Foundation (BMGF) 

gave US$750 million to create an innovative approach to solve the vaccine affordability 

issue in the developing world. The Global Alliance for Vaccinations and Immunizations 

(GAVI) was part of this solution; GAVI is a unique private-public partnership between 



 

 5 

BMFG, WHO, UNICEF, and the World Bank to finance vaccines to the world’s 75 

poorest countries.  Over 100 million children have been vaccinated due to GAVI’s 

financial support. GAVI has provided funding streams and helped reduce child mortality 

significantly.  

At the same time, GAVI has ambitious transition programs aimed at ensuring the 

eventual financial self-sufficiency of LMICs. Ensuring sustainable achievements comes 

from building a solid foundation for health assistance programs. Examples include 

strong health programs, public-private partnerships for research and development, long 

term global financing mechanisms, and vaccine delivery protocols (Gavi: Business 

Model). To counter rising prices, GAVI, NGOs, WHO, and other humanitarian 

organizations have pitched in to increase vaccine access and improve health outcomes. 

NGOs are implementing programs like the PATH Malaria Vaccine Initiative or the 

International AIDS Vaccine Initiative, which are combining technical support with 

policymaking expertise to develop new vaccines for the “big three” while also working to 

create cost-effective vaccines that LMICs can either self-finance or get support to 

finance (PATH Malaria Vaccine Initiative).  

Vaccine Delivery 

 Economics, development, and manufacturing are not the only obstacles for the 

provision of vaccines; creating sustainable practices and finding effective delivery 

systems are hugely important in actually improving the public health of communities.  

Currently, the American-based Center for Disease Control and Prevention (CDC) and 

WHO have recommendations for how to maintain proper vaccine practices to optimize 
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their health impacts.  These include provisions on storage and handling, staff training 

and education for those administering and managing immunization, vaccine deliveries, 

and transportation (CDC “Storage and Handling”). Improving these practices can be 

difficult due to a lack of commitment and manpower, barriers, to access, and issues with 

vaccine delivery. 

A crucial component to reducing barriers to vaccine access is vaccine delivery. 

Vaccine delivery is delayed or halted due to inefficient logistics or lack of infrastructure 

to properly store and transport vaccines. Problems in the vaccine delivery chain can 

lead to reductions in potency and ultimately the wastage of the vaccine.  For instance, 

cold storage facilities are essential because vaccines can become ineffective when 

exposed to high temperatures. However, in some areas, cold storage facilities do not 

have the space to keep up with the demand for vaccines. When vaccines are no longer 

usable, it interrupts the supply chain and incurs major financial costs (Maurice and 

Davey 60).   

Cultural norms constitute another form of barrier to access which is intangible 

and hard to measure. For example, the fear of immunization has affected the 

introduction of many vaccines including HPV in the developing world. Since HPV is a 

sexually transmitted disease, numerous socio-cultural sensitivities had to be addressed 

before marketing the vaccine to adolescents. Ultimately, the vaccine’s ability to prevent 

cervical cancer eventually helped it get past most cultural differences. But in countries 

with abundant mistrust of government programs, people initially thought the vaccine 

attempted to control fertility and young women were scared to get it. These negative 

attitudes eventually transferred to even more essential vaccines like polio and tetanus 
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(Agosti and Goldie). This example illustrates how different cultural norms can create 

barriers to vaccine delivery, especially when accurate information is not provided.  

Together, vaccine financing and delivery are important components to improving 

vaccine access worldwide. Gaps in vaccine coverage are often due to lack of funding or 

infrastructure to carry out delivery mechanisms to remote areas. GAVI has given 

support to LMICs and provided them with guidance to carry out vaccine programs, as 

well as created a business model to transition countries off GAVI funding. Improving 

vaccine delivery including the storing, packaging, and transporting of vaccines can 

increase vaccine access while reducing wastage of vaccines. Financing and delivery 

work hand in hand to provide vaccinations that can keep healthy people healthier and 

reducing the number of preventable deaths.  
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Past UN/Relevant Organization and International Action  

Improving Vaccine Accessibility  

To improve vaccine practices, UN and WHO have instituted the programs 

devoted to access, updated global frameworks, NGO partnerships, and awareness 

events. One of first programs dedicated to increasing vaccine access was the Global 

Polio Eradication Initiative, a public-private partnership between WHO, Rotary 

International, the US based Center for Diseases Control and Prevention (CDC), and 

UNICEF. The polio initiative was started in 1988 after the World Health Assembly 

passed a resolution to eradicate polio. The initiative consisted of four pillars: routine 

immunization, supplementary immunization, surveillance, and targeted “mop-up” 

campaigns. The routine immunization pillar involves introduced at least 1 dose of 

inactivated polio vaccine and to withdraw the oral polio vaccine, which is less efficacious 

than the injectable form. The supplementary immunization strategy consists of mass 

vaccination campaigns that aim to administer additional doses of the oral polio vaccine 

to children less than age 5, regardless of their past immunization record. The goal of 

this pillar was to reach neglected populations and provide herd immunity, a concept 

where an unvaccinated person is protected by the fact that everyone in the community 

is vaccinated. Surveillance is used to detect cases polio by finding and reporting 

children who have acute flaccid paralysis, transporting their stool samples, verifying that 

they have polio through laboratory tests, and mapping the virus to find its origin. The 

last pillar of the initiative, the targeted mop-up campaign, involved door-to-door 

immunizations in areas where the virus was circulating. Even though polio has still not 
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been eradicated, The Global Polio Eradication Initiative has been a success because 

200 countries are involved and over 2.5 billion children have been immunized. As seen 

in the graph below, after the introduction of the initiative, polio incidence rates have 

decreased significantly (“Strategy” Global Polio Eradication Initiative). 

 

Source: Progress in Polio Eradication, Estimated and Reported Polio Cases, 

1985-2012. N.d. Who.int. Web.  

 In 2002, WHO, UNICEF, and other partners created Reaching Every District, 

which focuses on improving vaccine access for hard to reach populations. It includes 

training to ensure that all health care workers have “good immunization practices” and 

has outreach staff to disseminate vaccines. It also calls for data collection of vaccine 

delivery processes, supervision of healthcare workers, and the appropriate budgeting of 

resources (Maurice and Davey, 49). 



 

 10 

To further the work of Reaching Every District, in 2007, the Strategic Advisory 

Group of Experts on Immunization (SAGE) endorsed new guidelines called the Global 

Framework for Immunization Monitoring and Surveillance, which calls for eliminating 

barriers to surveillance, building capacity for surveillance at national, regional, and local 

health centers, and assuring quality data. SAGE is a body of experts to give guidance to 

WHO on vaccine technology, policies, strategies, research and development and health 

interventions. Barriers to surveillance mostly include data collection issues. Monitoring 

coverage rates for vaccines and incidence rates for diseases can evaluate whether 

national health departments are properly delivering vaccines and potential areas for 

improvement (Maurice and Davey 58).   

In 2007, WHO and international non-profit PATH, dedicated towards global 

health solutions,  started Optimize, a program that helped countries manage the 

logistics of their immunization programs from 2007 to 2013. Optimize works with 

manufacturers and countries to test solutions that could be applied in a variety of unique 

situations in different countries. It worked to reduce packaging and create generic 

preferred product profiles for vaccines, which ultimately lowered the cost of vaccines 

and advertised them appropriately for different countries. For example, it has been 

working to see if cooled carts normally used to carry vegetables could be used for 

vaccines. As an effort to improve the vaccine supply chain, Optimize has been working 

to get input from stakeholders from global health organizations, different countries, and 

private companies. The work of nonprofit organizations can bring on-the-ground 

experience and different approaches to common problems in the vaccine industry.  
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WHO also pioneered events to raise awareness on the importance of vaccines. 

World Immunization Week has been focusing on “Closing the Immunization Gap” and 

meeting global vaccination goals by 2020. 1.5 million vaccine-preventable deaths occur 

per year. 1 in 5 children are missing routine immunizations for preventable diseases 

(WHO Media Centre: WIW). It especially emphasized the access issues regarding 

vaccines. 60% of unvaccinated children live in 10 countries. This would be 

understandable if these children did not visit healthcare facilities, but they do. 23-96% of 

children who visit these healthcare clinics left without getting the vaccinations. These 

children are not hard to reach; they are easy wins. As best said by Dr. Okwo-Bele, 

Director of the WHO Department of Vaccines, Immunizations, and Biologics, “when 

countries and partners establish and enforce clear accountability systems, measure 

results and take corrective action when results are not achieved, gaps in immunization 

can be closed” (WHO Media Centre: WIW).   

Targeting Vaccine Financing  

To improve vaccine financing, GAVI has created a financing structure that 

attempts to take into the account the financial limitations of LMICs. This program 

includes a transitionary period that allows countries to eventually self-finance their own 

vaccines. As of June 2013, GAVI has given over $8.4 billion in vaccine aid, resulting in 

at 370 million immunizations. Since GAVI’s transition period is only five years, there has 

been concern about whether graduating countries can continue vaccinations at their 

own expense (Saxenian et. al.). GAVI established an income threshold of $1500 gross 

national income (GNI) with annual adjustments. With this GNI, countries should be able 
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to achieve financial self-sufficiency for vaccines.  Each year the World Bank’s 

calculation of GNI will be used to determine which countries can still file GAVI 

applications for vaccine assistance (Saxenian et.al.). GAVI pools demand from many 

LMICs to negotiate predictable vaccine pricing, putting a stop to the vicious cycles of 

uncertain demand for vaccines, which results in low supply and higher prices (GAVI: 

Business Model).  

Once countries reach the GNI threshold, they begin their transition period. The 

first year of ineligibility serves as a grace period and there is no change to the co-

financing portion of the agreement. Co-financing refers to the contributions countries 

make to purchasing the vaccines. For the poorest of countries, co-financing is around 

$0.20 per dose. As the country’s’ income increases per annum, the co-financing 

requirement reaches up to 15% of the vaccine’s cost. Once the country is in the 

graduation process, the co-financing requirement has increased significantly to reach 

100% of vaccine dose cost (Saxenian, et.al.).  

A GAVI-supported country’s total expenses on vaccines depends on the 

following: the number of new vaccines introduced (potentially with GAVI support), 

quantity of doses, and the country’s co-financing requirements. After GAVI financing 

ends, the total country investment will be affected by the price of a particular vaccine. 

Affordability also depends on the number of vaccines the country is adopting.  After a 

country reaches the GNI threshold, it can no longer apply for new vaccine programs. 

However, its old vaccine programs that were applied for when the country was still 

eligible are continuing. Co-financing obligations start to increase from this point 
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(originally at $0.20 per dose for the poorest countries). It increases incrementally each 

year until the country is paying 100% for the vaccine. If countries do not pay their co-

financing portion, then their funding for a particular vaccine is withdrawn (GAVI Alliance: 

Co-Financing Policy).  

The actions of individual governments are equally important as international 

programs in affecting vaccine financing policy as ultimately national health ministries are 

directly responsible for implementing programs. Generally when there is economic 

turmoil, governments cut social and health assistance programs, resulting in cuts for 

disease prevention methods like immunizations (Maurice and Davey XVI). For example, 

when the Great Recession started in 2008, many governments cut funding from their 

vaccine programs, resulting in greater disease rates and greater healthcare 

expenditures. Without the commitment of 190 governments who signed onto the treaty, 

the MDGs cannot be as effective.  

Individual countries can also come together to create a vaccine purchasing 

network. For example, in 1979, the Pan-American Health Organization is a vaccine 

alliance among Latin American countries. PAHO was created before GAVI, which was 

established in 2000. In fact, many of these countries do not qualify for GAVI. PAHO 

created a revolving, pooled fund, which means that it can secure vaccines at a much 

lower price from vaccine manufacturers. Members of PAHO can buy vaccines, pay for 

them in local currency, and pay for vaccines up until 60 days after delivery. Most Latin 

American countries self-finance their own vaccines (Maurice and Davey 28).  



 

 14 

The prevailing business model prioritizes the development of vaccines with a 

large market potential, but this is dangerous as it leaves a gap in vaccine development 

for diseases like Ebola that are not seen to have a large impact. Instead, a lot of 

attention is being directed towards major diseases such as human immunodeficiency 

virus (HIV), tuberculosis, and malaria, for which organizations such as the National 

Institutes of Health, the Bill and Melinda Gates Foundation, and the Wellcome Trust are 

providing considerable financial support. GAVI provides similar support pediatric 

vaccines. There are many infectious diseases for which vaccines are both badly needed 

and feasible but are not being developed owing to either a lack of governmental 

prioritization or a lack of incentives because the market has been considered too small 

to justify the investment (Plotkin et al.).   

Although there has been much progress in last 10 years to improve vaccine 

delivery and financing, much more can be done. Almost one child dies every twenty 

seconds from vaccine preventable diseases like diarrhea and pneumonia. Other 

children have debilitating chronic illnesses or disabilities that could be preventable from 

vaccines. Supply shortages, lack of properly trained healthcare workers, unsuitable 

vaccine storage facilities, and supply chain challenges continue to exist. Healthcare 

workers do not have standardized education and training, proving to be crucial to the 

administration of vaccines. In terms of vaccine financing, GAVI is the largest external 

donor to poor countries, but its co-financing portion may not be ideal for every country. 

Between 2016 to 2020, 19 countries will graduate from GAVI and many will face 

struggles with their health infrastructure as they begin to self-finance their vaccines. 

Every country does not have the same economic growth patterns or economic priorities. 
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The GAVI’s funding does take into account factors like the size of a birth cohort, which 

varies a country’s expenditures of vaccines since most vaccines are given to infants 

(Kallenberg et al.). Is GNI an accurate predictor of a country’s financial status when 

rapid income growth is common? Are countries fully prepared self-finance their vaccine 

expenditures when they graduate GAVI? What about countries not eligible for GAVI, but 

cannot afford to self-finance their vaccines? These questions to think in committee.  
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Case Studies 

WHO partnership with PATH to reduce meningitis mortality   

In 1997, the largest meningitis epidemic swept across Africa. The disease was 

most prevalent in a sub-Saharan region called the Meningitis Belt. The region stretches 

from Senegal and Gambia to Ethiopia. It has an at risk population of 430 million people. 

Individual communities in the region were reporting 1 in 100 people with meningitis. The 

epidemic caused over 250,000 cases and 25,000 deaths between 1996 and 1997. The 

meningitis epidemic was different from previous epidemics. Normally, disease 

outbreaks come approximately 8 to 12 years, but with meningitis, the time between 

epidemics was getting shorter with every outbreak. The high volume of cases and the 

frequent outbreaks put a strain on the healthcare infrastructure in the region 

(“Epidemics in Africa”). 

 

Source: Control of epidemic meningococcal disease, WHO practical guidelines, 

World Health Organization, 1998, 2nd edition, WHO/EMC/BAC/98.3 
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Since no regional government could take charge of the epidemic, an epidemic of 

this size comes into WHO’s purview. In response, WHO brought together African health 

ministers from affected countries, multilateral funding organizations, vaccine 

manufacturers, and leaders in the scientific community to create a solution. The 

consensus was that a low-cost vaccine should be made a priority. The Bill and Melinda 

Gates Foundation began a ten year grant to develop a meningococcal vaccine available 

to African countries. However, there was immediate backlash from African countries 

that thought they could not afford the vaccine.  

WHO partnered with PATH, an international nonprofit organization that organizes 

strategies to deploy vaccines to resource-poor settings. Their goal was to create a 

meningococcal vaccine that was less than US$0.50 a dose, which can be very 

challenging because vaccines need to be produced and tested through clinical trials to 

ensure safety and efficacy. Through the Meningitis Vaccine Project (MVP), they set up 

groups focused on clinical trials, the chemistry behind the vaccine, and a WHO advisory 

group dedicated to public health issues in the region. Besides providing guidance, these 

groups helped reduce the skepticism of the international community as MVP 

progressed. By 2005, the vaccine was ready to undergo its first clinical trial in humans. 

Seventy-four participants in India were part of the first trial. The vaccine, named 

MenAfriVac, proved to safe and efficacious in humans (A New Vaccine, A Hopeful 

Future).   

However, just developing a safe vaccine was not enough. It was necessary to 

create a method for meningitis-affected countries to integrate the vaccine into their own 

health infrastructure. MVP helped these countries strengthen their surveillance and 



 

 18 

outbreak detection programs, and build up laboratory capacity to handle influx of patient 

samples. MVP, along with the help of WHO, helped train healthcare workers to 

administer the vaccine using correct procedures. The goal of this training was not just to 

provide the expertise for the MenAfriVac, but for all other vaccines these countries may 

purchase in the future. MVP also build an e-learning tool for healthcare workers to learn 

about meningitis and the new vaccine. On September 4th, 2008 at the Yaounde 

Declaration, the health ministers of these countries came together to pledge to fast-

track the introduction of the vaccine (“PATH and the World Health Organization”).  

By 2010, MenAfriVac finished final regulatory testing and was put on the market 

in India. It was then mass-manufactured and exported to Africa. Niger, Mali, and 

Burkina Faso, the three most affected countries, had campaigns that reached over 20 

million people, encouraging people to get the vaccine. In 2011, the vaccine was 

launched in three more countries. By 2015, it had reached all twenty-six countries in the 

Meningitis belt, a region that were majorly affected by meningitis (A New Vaccine, 

Hopeful Future).  

Today, it has not only been distributed to over 235 million children, we have also 

witnessed significant drops in incidence of meningitis in the last six years. Additionally, 

the vaccine established herd immunity where non-vaccinated individuals were protected 

from the immunity of the vaccinated individuals. MenAfriVac is considered to be so 

revolutionary because it was engineered for the area where it would administered. For 

example, the vaccine can administered to infants, the demographic most likely to be 

infected with meningitis. Moreover, the chemistry of the vaccine allows it to remain 
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functional even in hot climates. Hence, it can be transported and stored easily in the 

sub-Saharan African climate (“PATH and the World Health Organization”).  

Although WHO has policymaking experience and contacts around the world, it 

does not have the on-the-ground expertise to actually execute vaccine delivery and 

assistance programs. To fill this gap, WHO works with NGOs like PATH, an 

international nonprofit organization that actually could organize strategies to deploy 

vaccines to resource-poor settings. Together, WHO and PATH created a vaccine that 

cost US$50 million to develop as opposed to the normal US$500 million needed to 

develop a vaccine at this scale. By partnering together, these organizations were able to 

make a lasting impact on health outcomes while producing a financially sustainable 

vaccine (A New Vaccine, Hopeful Future).  

The production, development, and delivery of MedAfriVac illustrates how WHO 

can impact the health of local communities through partnerships. Taking into account 

financial constraints of each country and issues in vaccine delivery like storage and 

temperature, WHO can reduce global health disparities. Even though WHO acts a 

regulatory, policymaking body, it can work with individual governments, nonprofits, and 

even the private sector pharmaceutical companies to address worldwide global health 

concerns.  

Papua New Guinea as a GAVI Transition Country  

Papua New Guinea has a population of 7.6 million and 87% of it lives in rural 

areas. This makes it hard to reach certain unvaccinated populations since they do not 

have access to healthcare. Papua New Guinea is a GAVI transition country. It reached 
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a GNI US$2010 in 2013 and is in the preparatory transition phase of the GAVI co-

financing agreement. Papua New Guinea is expected to start the GAVI transition 

process in 2018 and graduate in 2022 (GAVI).  

As mentioned previously, GAVI’s ultimate goal was to produce sustainable 

change allowing countries to eventually self-fund their vaccines after reaching the GNI 

limit of US$1500. As of 2012, there are sixteen countries in the GAVI graduation 

process. Fourteen of these countries are expected to have challenges in obtaining the 

necessary funding and infrastructure to continue their vaccine programs (Saxenian et 

al.). Papua New Guinea faces two unique challenges: its rural nature makes vaccine 

coverage low and it has not introduced the rotavirus vaccine, which crucial to preventing 

diarrhea deaths.  

Majority of the country is rural, which poses challenges for healthcare workers to 

find remote areas and vaccinate individuals. Additionally, the country has many ethnic 

groups and regional security issues make it difficult to deliver vaccines. Health care 

costs are high and incentivizing healthcare workers to put themselves in dangerous 

situations to vaccinate children is difficult. Most of their immunization comes from 

campaigns that occur for short periods of time as opposed to routine immunizations. 

Papua New Guinea’s immunization coverage is low at only 68% coverage for the 

diphtheria, pertussis, and whooping cough (DTP3) vaccine (GAVI). In contrast, Bhutan, 

which also has a large rural population, has a 99% coverage rate for the DTP3 vaccine 

(GAVI Country Fact Sheet: Bhutan). Papua New Guinea has had consistently poor 

routine immunization coverage for many years, but has been classified as high risk by 

Expanded Programme for Immunization by WHO (GAVI).  
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Papua New Guinea’s low coverage rate can attributed to serious quality and 

logistical challenges. In an Effective Vaccine Management study, the county had issues 

with its vaccine refrigerators, temperature monitoring processes, lack of healthcare 

workers, and knowledge in vaccine management. The country has created a plan to 

improve its vaccination rate through the Special Integrated Routine EPI Strengthening 

Program (SIREP) in July 2015 (GAVI).  

Papua New Guinea has also not introduced the rotavirus vaccine, which can 

severely reduce deaths from diarrhea. 66% of children under five who contract rotavirus 

die in the country. Rotavirus is a unique waterborne disease because it cannot be 

prevented by improving water quality and sanitation. The virus is so contagious and 

resilient that improvements in hygiene simply do not work. Antibiotics also do not work 

at killing rotavirus. Vaccination is the best way to prevent illness and death (Walker et 

al.).  

There are two possible reasons as to why Papua New Guinea does not have the 

rotavirus vaccine. First, it may have strategically chosen not to introduce the vaccine. 

Second, the country did not have the capacity to apply for and introduce the rotavirus 

vaccine while still on GAVI support. Initially, the lack of rotavirus vaccine might help the 

country transition out of GAVI support easily because its overall vaccine expenses are 

significantly less. However, as Papua New Guinea decides to introduce the vaccine, it 

will face financial challenges (Kallenberg et al.).  

Papua New Guinea is an example of a country that has undergone the GAVI 

support and training. It has been given the resources to improve its vaccination rate. 
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Yet, its unique rural population coupled with internal ethnic conflicts make it difficult to 

achieve routine immunization. As a result, it has low vaccine coverage rates and has 

not yet introduced the rotavirus vaccine, but it is on its way to graduate from GAVI.  
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Questions to Consider 

1. Do countries ineligible for GAVI but unable to afford a national vaccination 

program deserve vaccine assistance programs? Is the GAVI GNI threshold too 

small, too large, or just right?  

2. Is GAVI doing enough to help countries transition to self-financing vaccines? 

What more could the organization do? 

3. Each country and culture has their own perspective on vaccination. This 

perspective does not always correspond with scientific evidence. To what extent 

can we respect cultural differences while still protecting public health?   

4. During times of economic downturn,  are there ways to ensure that essential 

health services like vaccines are not cut? Is there a way to ensure consistent 

vaccine assistance?  

  



 

 24 

Works Cited  

Agosti, Jan M., and Sue J. Goldie. "Introducing HPV Vaccine in Developing Countries 

— Key Challenges and Issues." New England Journal of Medicine N Engl J Med 

356.19 (2007): 1908-910. Web. 

"A New Vaccine, a Hopeful Future." PATH.org. PATH, n.d. Web. 

<http://www.path.org/menafrivac/future.php>. 

Berkley, Seth. Paradigm Shift: From Dependency to Country Ownership. Rep. Sabin 

Institute, 25 Apr. 2014. Web. 

<http://www.sabin.org/sites/sabin.org/files/SETH%20BERKLEY_PPT_Final%20s

abin%20presentation_afga.pdf>. 

"Epidemics in Africa." Meningitisvax.org. Meningitis Vaccine Project, n.d. Web.  

"Gates Foundation Is Funding EU Biotech Improve Vaccine Costs." Labiotecheu. N.p., 

10 June 2016. Web. <http://labiotech.eu/gates-foundation-wants-to-make-

vaccines-affordable-with-improved-cells/>. 

GAVI Alliance Revised Co-Financing Policy. Rep. Geneva: GAVI, n.d. Print.  

"Gavi Country Factsheet: Bhutan." GAVI: The Vaccine Alliance, n.d. Web.  

GAVI. Independent Review Committee (IRC) Country Report. Rep. N.p.: n.p., 2015. 

Print. 

GAVI: The Vaccine Alliance 2016-2020 Strategy. Issue brief. Geneva: GAVI, 2016. 

Web. 

Geneva: World Health Organization, 2009. World Health Organization, 2009. 

http://www.unicef.org/immunization/files/SOWVI_full_report_english_LR1.pdf  

 



 

 25 

Government expenditure on routine immunization (US$). 2014. Raw data. GAVI: The 

Vaccine Alliance, n.p. 

Kallenberg, J., W. Mok, R. Newman, A. Nguyen, T. Ryckman, H. Saxenian, and P. 

Wilson. "Gavi's Transition Policy: Moving From Development Assistance To 

Domestic Financing Of Immunization Programs." Health Affairs 35.2 (2016): 250-

58. Web.  

Maurice, J. M., and Sheila Davey. State of the World's Vaccines and Immunization. 3rd 

ed.  

"Our Role in the Malaria Vaccine Community." Our Role in the Malaria Vaccine 

Community. PATH Malaria Vaccine Initiative, n.d. Web. 

<http://www.malariavaccine.org/about-us/our-role-malaria-vaccine-community>. 

"PATH and the World Health Organization." (n.d.): n. pag. Path.org. PATH. Web.  

<http://www.path.org/publications/files/APP_path_who_fs.pdf>.  

Saxenian, Helen, Robert Hecht, Miloud Kaddar, Sarah Schmitt, Theresa Ryckman, and 

Santiago Conejo. "Health Policy and Planning." Overcoming Challenges to 

Sustainable Immunization Financing: Early Experiences from GAVI Graduating 

Countries. Health Affairs, 8 Feb. 2014.  

Stanley A. Plotkin, M.D., Adel A.F. Mahmoud, M.D., Ph.D., and Jeremy Farrar, M.D., 

Ph.D. Establishing a Global Vaccine-Development Fund. N Engl J Med 2015. 

"Strategy." Polioeradication.org. Global Polio Eradication Initiative, n.d. Web.  

"The Business Model." Gavi, the Vaccine Alliance. N.p., 2016. Web.  

<http://www.gavi.org/about/gavis-business-model/the-business-model/>. 



 

 26 

Walker, Christa L Fischer, and Robert Black E. "Rotavirus Vaccine and Diarrhea 

Mortality: Quantifying Regional Variation in Effect Size." BMC Public Health 

11.Suppl 3 (2011): n. pag. Web. 

Webb, James L A. "Aedes Aegypti Suppression in the Americas: Historical 

Perspectives." The Lancet 388.10044 (2016): 556-57. Web. 

2015 Assessment Report of the Global Vaccine Action Plan. Rep. N.p.: Strategic 

Advisory Group of Experts on Immunization, n.d. Web. 

http://www.who.int/immunization/global_vaccine_action_plan/SAGE_GVAP_Ass

essment_Report_2015_EN.pdf?ua=1  

 

  



 

 27 

Topic 2 | Improving Slum Health 

Topic Background  

Slums are a product of rapid urbanization. Historians claim that slums have 

existed since the Victorian Era when people flocked from the countryside to cities in 

search of factory jobs. As cities continued to get overcrowded, the upper class started to 

move to the suburbs. Housing for the poor was often demolished to construct 

commercial buildings and, as a result, poor people were forced into living in unstable, 

unsafe, unsanitary encampments. These so-called “houses” - slums - had sanitation 

and hygiene issues due to lack of drainage and bathrooms, they were in essence, a 

breeding ground for disease (Flanders). This problem soon began affecting any country 

undergoing industrialization.  

In a modern context, in the last 60 years from 1950 to 2010, the world’s 

population has increased from 2.5 billion to 6.9 billion, with 63% of this increase 

occurring in urban areas. The world’s population is expected to increase by another 2 

billion by 2040. Most urban cities, especially those situated in LMICs, do not have the 

capacity to house such a large, urban population, pushing many individuals into slums. 

Today, more than 863 million people are slum dwellers. Slums continue to grow 

because of two factors: lack of city preparation or planning, and huge increases in 

inequality. Despite rapid population and economic growth, most slum dwellers do not 

exist officially even though they live in the geographic boundaries of a town. Moreover, 

since they do not have a physical address, they are therefore ineligible for social 

services (“Housing and Slum Upgrading”).     
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At the Programme of Action of the World Summit for Social Development in 

Copenhagen in 1995, the UN defined the word slum (originated from Great Britain in 

1820s) as “a heavily populated urban area characterized by substandard housing and 

squalor.” In 2002, this operational definition was expanded to include an inadequate 

access to safe water, inadequate access to sanitation and infrastructure, poor structural 

quality of housing, overcrowding, and insecure residential security (“Housing and Slum 

Upgrading”). On the other hand, some countries have defined slums differently to fit 

their needs. For example, according to a 2010 Brazilian Census, a “aglomerados sub-

normais (AGSN)” or a favela is a slum is a settlement consisting of at least 51 houses 

with illegal occupation of the land and possessing one of following characteristics: 

urbanization outside existing standards, lacking essential public services, or invaded 

land, irregular and illegal lots, or clandestinely occupied in a recent period. Brazil’s 

definition takes into account the size of favelas, which is important for classifying urban 

settlements. Brazil also has specific social programs intended for invaded areas or 

illegal settlements; hence, having a specific definition separate from the UN one is 

beneficial for redevelopment and improvement ("Aglomerados Subnormais”).   

Slums are most prevalent in LMICs. In 2010, about 830 million people lived in 

slums with almost 200 million in Sub-Saharan Africa, about 500 million in Asia, and 100 

million in Latin America. The map below further distinguishes slum areas based on the 
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population of slum dwellers. 

 

Source: Slum Map. N.d. Targetmap.org. Web. 

<http://www.targetmap.com/ThumbnailsReports/15913_THUMB_IPAD.jpg>. 

 

Slums develop often develop in cities that industrializing at an incredibly fast 

pace. This means that construction and development are common. Since slum dwellers 

occupy unused or undesirable land, they can easily get evicted onto the street when 

building large towers, apartment buildings and factories, where they are prone to road 

traffic injuries. But more frequently, slum areas are in unsafe, often polluted areas, with 

little necessary infrastructure, which that can have catastrophic effects on one’s health. 

A slum is a built environment made with very few resources and with little consideration 

for the public health of residents.  Slum dwellers often live in rooms with many other 

people. This makes it easier to transmit diseases because of the large population 
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density. Crowding also causes rheumatic heart disease, an infection that spreads easily 

if not treated early. Likewise, when a slum has inadequate water access, it means that 

there is not enough water and that the water is not potable. Drinking contaminated 

water can cause group A streptococccus, which can lead to acute glomerulonephritis 

(kidney disease). Maintaining clean water sources is challenging in slums due to 

improper drainage and lack of waste management. On average, a person defecates 0.5 

kg everyday, which means there is 2.5 million kg of contaminated human waste in slum 

environments everyday (Unger and Lee).  

Environmental Factors and Diseases Affecting Slums 

Slum dwellers face health issues from chronic disease, their insecure residential 

status, toxic chemicals, overcrowding, inadequate access to water, sanitation, nutritious 

food, and health care services. In contrast to high income populations that receive 

preventive health services and wellness checkups, slum dwellers only receive 

healthcare in the most dire of emergency situations. As a result, they are highly 

susceptible to chronic diseases such as diabetes, hypertension, COPD, or chronic 

kidney disease late in life. Untreated chronic disease can manifest in severe and end-

stage complications like stroke, kidney failure, respiratory infection, and AIDS among 

other diseases. This ultimately causes an increased cost to the national healthcare 

system. For example, in Brazil, the government spends $51 million per year to surgically 

repair heart valve diseases mostly in slum children. The heart valve disease was 

caused by acute rheumatic fever, a preventable disease (Riley et al.).   

The state of global slum health truly demonstrates the effect of the 

socioeconomic status on the built environment, which ultimately affects a person’s 
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health. This is illustrated in the devastating situation in Indian slums. Due to the unsafe 

nature of slums, something as simple as going to the bathroom can become a life-

threatening situation. There are no toilets in Shahbad Dairy, a slum near Delhi, and as a 

result people often rush to the forest to urinate instead. However, this poses a safety 

hazard - there were among 171 children who went missing from Shahbad Dairy, a slum 

near Delhi, India. Moreover, 5 children were killed, 28 girls were raped and 18 were 

sexually abused. In some cases, parents would not let their children go to the bathroom 

after dark because they would never come back and about 66 children left the slum 

because it did not have bathrooms (Haidar). 

 Slums are also subject to high levels of pollution that disproportionately affect 

slums. Pollution stems from sources external to the slums like factory release or 

internally from within the slum itself.  In 1984, the accidental release of methyl 

isocyanate from a pesticide factory in Bhopal, India killed over 20,000 slum dwellers 

(Unger and Lee). The large number of deaths comes from toxic contamination 

combined with overwhelmed local hospitals and the inability of slum-dwellers to access 

healthcare. Slums pollute internally as well since many households use coal, wood, or 

biomass as fuel. These fuels do not combust properly leaving thousands of carcinogens 

and chemicals in the air, making slum-dwellers more prone to lower respiratory tract 

infections ( “Slum Upgrading”).  

As the urban poor population increases, the government is trying to transfer slum 

dwellers into government provided, free, permanent housing. A study from Duke 

University shows that more exposure to redeveloped slums correlates with a lower 

stunting rate; stunting is a condition attributed to children whose height to age ratio does 
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not correspond. However, the exact mechanism for this improvement is unclear 

(Shaikh). Most slum dwellers work in an informal economy, live in an informal setting, 

and do not have much contact with city dwellers. They are located in areas of 

“concentrated disadvantage, “ where most healthcare services are not offered directly to 

slums, making it harder for them to get checkups when they need them (Unger and 

Lee).  

Lastly, maternal and child health are severely impacted by slum life. The impacts 

on women’s health include infectious and chronic illnesses, violence, food 

contamination and malnutrition, economic and educational attainment, and indignity. In 

a study examining the slum sanitation and social determinants of health of maternal and 

child health in Kenyan slums, only 15% of households had access to a private toilet. Of 

households without a private toilet, 83% reported poor health.  Women in these slums 

also do not have access to  reliable water, defined as twenty-four-hour access seven 

days a week. 83% of households had unreliable water access and 88% reported poor 

health. This study identifies how sanitation and water access cause increased diarrheal 

disease, malnutrition, and HIV/AIDS prevalence in Kenyan slums. Environmental 

cleanliness is incredibly important to maintain healthy communities in slums (Corburn 

and Hildebrand).  

In this committee, we will be focusing on how to improve slum health directly and 

indirectly. As mentioned previously, many of diseases affecting slums come from 

environmental factors like pollution, sanitation, unstable housing, and poor water quality. 

Other diseases are just common among communities with low socioeconomic status. 

Sometimes, it is beneficial to create interventions that improve the slum environment or 
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provide financial support rather than tackling solving only health issues. Preventing 

disease in the long-term is always better than a band-aid solution that later causes 

resurgence of the same disease.  
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Past UN Action/Relevant Regional Organization and International 

Action  

Between 2000 and 2010, slum dwellers have experienced improvement in their 

lives so much that 227 million people are no longer slum dwellers. There were major 

decreases in South Asia, Southeast Asia, and Latin America, but Africa continues to 

have the largest slum population (“Housing and Slum Upgrading”).  

Slum Upgrading 

In order to target some of the main causes towards poor slum health, slum 

upgrading can change the slum dweller’s environment, ultimately improving their health. 

When discussing urban poverty and slum upgrading, it is important to discuss the lack 

of governance as opposed to poor governance. When discussing slums, governance 

refers to housing policies and social programs that improve the quality of life for and 

safety of slum dwellers. Most of the discussion around slum health comes from UN 

Habitat, which focuses on slum upgrading, but not specifically on slum health.  In terms 

of real policies or action, WHO has not come up with a framework or strategy to improve 

slum health.  

In addition to WHO’s lack of policies, all levels of government in countries with 

high slum populations have ineffective housing policies and lack of political will to 

improve living conditions. This issue manifests in all levels of government. At the global 

level, some argue that globalization stems from inequality and the marginalization of 

people unable to partake in a global economy. At a national level, governments have 

failed to support urban-rural dynamics making the transition from rural to urban life 
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difficult. At a local level, governments fail to manage the situation appropriately 

(“Housing and Slum Upgrading”).  

In an effort to improve the lives of slum dwellers, the UN General Assembly 

included Target 7.D as a revision to the Millennium Development Goals (MDGs). Target 

7.D states that it aims “by 2020, to have achieved a significant improvement in the lives 

of at least 100 million slum dwellers.” This MDG was built upon the Cities Alliance, a 

global partnership started in 1999 between the World Bank and UN Habitat dedicated to 

reducing urban poverty, especially through slum upgrading. Members include local 

authorities, countries, NGOs, multilateral organizations like the World Bank and UN 

Habitat, private sector organizations, and universities (“Our Members”). A core 

component of Cities Alliance was the Cities Without Slums Action Plan in 1999. The 

Action Plan calls for: 1) challenging donors and governments to improve the lives of 100 

million slum dwellers by 2020, 2) increase bank investments focused on providing basic 

amenities to slum communities, 3) efforts to spearhead pilot programs into citywide or 

nationwide programs, and 4) investing in global knowledge and learning of slum 

improvement (Mukhija).  

 Slum upgrading includes physical, social, economic, and environmental 

improvements that take into consideration the input of slum dwellers. Common 

upgrades are installing or improving basic infrastructure, removing environmental 

hazards, constructing stable facilities, standardizing residential tenure, improving 

access to healthcare and education, and improving income enhancement opportunities, 

just to name a few. These upgrades have a tangible, immediate improvement in quality 

of life and instill faith and hope in the slum community. This faith actually has 



 

 36 

unexpected spillover effects. For example, for every $1 of public investment in slums, 

slum households have invested $7 of their own into improvements, allowing 

communities to prosper and be fully invested in improving their homes (Mukhija).  

UN Habitat has helped create other aid programs like the Participatory Slum 

Upgrading Program (PSUP). PSUP is a joint effort of African, Caribbean, and Pacific 

(ACP) Group of States, European Commission (EC), and UN Habitat. It has reached out 

to 38 ACP countries and over 160 cities,  providing them with planning and technical 

tools. Interventions use community-based participatory research where slum dwellers 

are involved in improving their communities. It helps address slum challenges and 

allows slums to learn from each other PSUP focuses on tools and strategic planning to 

improve slum conditions. It encourages policies, budget allocation, and multi-

stakeholder partnerships. PSUP uses an inclusive approach where all stakeholders can 

feel comfortable to voice concerns, especially stakeholders at local and national levels 

of government. There are three principles of PSUP: participatory urban profiling, 

participatory action planning and program formulation, and participatory pilot project 

implementation. These principles are reflected in the actions of PSUP. For example, 

PSUP tries to create sustainable urbanization to capitalize on the positives of 

urbanization. It uses a citywide approach to address one of the major deprivations in 

slums (e.g. inadequate water, insecure residential status, improper waste 

management). PSUP ensures that no slum-dwellers are illegally evicted from their 

homes. PSUP’s approach has been replicated in Afghanistan, Iraq, Sudan, Liberia, and 

many other countries (“Participatory Slum Upgrading Plan”). 
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Actions Taken to Improve Slum Health  

In contrast to slum upgrading, which focuses on the improvement of the entire 

slum environment, national governments and NGOs have been crucial for improving 

slum health specifically. Using community based participatory research allows 

researchers to engage with community to ensure that their interventions are useful to 

the community. Programs like Healthy Cities, Community Based Initiatives, Sustainable 

Cities, Local Agenda 21 sites, and Cities Without Slums are examples of programs that 

involve community input, often through surveys and interviews, that can improve health 

outcomes. Other tactics to improve public health conditions of slums include change 

agents or catalysts that influence policy to make it equitable. Networked governance is 

another tactic used where slum committees work with local and national agencies to 

show how all cities are interconnected. This then serves a platform for city to city 

learning (Mercado et al.).  

National governments have started programs to address certain negative 

aspects of slum life like household air pollution. WHO estimates that 4.3 million people 

die from indoor air pollution, often from lower respiratory infections (WHO Slum 

Upgrading). In India, the government started the Give It Up campaign to encourage low-

income families to stop using biomass or low efficiency fuels and opt for liquified 

petroleum gas (LPGs). The Give It Up campaign has a unique scheme where it 

incentivizes middle and upper class families to give up their LPG subsidy for a low 

income family. These families that give it up have their names on a scroll of honor. The 

campaign has been largely successful with an expected 30,000 families giving up their 

LPG subsidy everyday.  The Give it Up campaign has even spurred other programs 
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dedicated to reducing indoor pollution like the National Biomass Cookstoves Program. 

Although the health effects of this campaign have not been evaluated due to the large 

data collection costs, it has significant potential to reduce indoor air pollution by 

involving citizens and empowering them to make a difference (Smith and Sagar). 

National governments are essential to identifying potential risk factors like indoor air 

pollution and creating policies to reduce the effects of risk factor (in this case, 

respiratory disease).  

Having tailored interventions for slums specifically is important. Slums have are a 

unique environment. Researchers and public health practitioners should take advantage 

of existing social capital in the slums (Unger and Lee). For example, the Rio De Janeiro 

Slum Health Initiative aims to improve the health of favelas in the city through reviewing 

health policies, identifying which favelas receive interventions, collaborating with 

Brazilian NGOs, developing a healthy communities network, and partner with local 

universities (“Slum and Urban Health”).  

Additionally, in 2003, Brazil launched Bolsa Familia, a conditional cash transfer 

program to incentive poor parents to send their children to school and get preventive 

health and wellness check-ups. In 2014, a group of public health academics conducted 

a community based study, examining the impact of Bolsa Familia on child health in a 

slum community of 14,000 inhabitants in Salvador, Brazil. Data were collected on 1,266 

children: 841 (66%) beneficiary and 425 (34%) non-beneficiary children. Bolsa Família 

increased the odds of children’s visits to the health post for preventive services. In 

children under age seven, Bolsa Família was associated with increased odds for growth 

monitoring, vaccinations, and checkups, and with the number of growth monitoring visits 
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and checkups. There were positive spillover effects on older siblings (ages 7-17) no 

longer required to meet the health conditionalities. Bolsa Família increased their odds 

for growth monitoring and checkups and improved psychosocial health. CCT programs 

like Bolsa Família have substantial potential to complement existing health care 

services and improve access to health care by encouraging poor families to use existing 

health services and to interact with the public health system, thereby providing an 

excellent opportunity to connect families with other services that may benefit them 

(Shei, Costa, et.al.). 

A variety of different programs whether it be slum upgrading projects, indoor air 

pollution reduction interventions, or conditional cash transfers can impact the health of 

slum communities. Slum health impacts the 651 million individuals who live in slums. An 

international body dedicated to global health like WHO needs examine what programs, 

policies, and interventions it can do to improve health of slum communities.  
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Case Studies 

Zika in Latin American Slums  

Currently, the Zika epidemic has taken over slums in Latin America and has even 

spread to parts of the United States. The Zika-infected areas are disproportionately 

affecting slum areas with vulnerable populations who are uneducated about potential 

Zika symptoms and unable to afford proper treatment or preventive materials. Since 

eighty percent of cases do not show symptoms, diagnosing Zika is particularly 

challenging (Howard). The Zika epidemic is linked to an increase in infants born with 

birth defects. Microencephaly, the most common birth defect among Zika patients, is a 

rare neurological disease where an infant’s head is much smaller than other infants of 

the same age. It leads to brain developmental issues or abnormal brain growth. There is 

no treatment for microencephaly, but there are supportive occupational and cognitive 

therapies that can improve quality of life (“Microencephaly”).   

Although the outbreak is too recent to get exact numbers on Zika in slum 

populations, a virus like Zika thrives in an overcrowded setting like a slum. Rapid 

urbanization has created an ideal environment for Aedes aegypti, the mosquito vector 

that transmits Zika, to thrive. Since slums do not have proper buildings and subject to 

open air throughout the day, traditional mosquito eradication methods like indoor 

residual spraying or bednets are not as effective (Bliss).  

Zika-infected mosquitoes find unusual areas to breed like a pile of upturned beer 

bottles or water puddles near latrines. Most slum dwellers do not have indoor plumbing 

and  store water in jars and other containers, making it more likely to become a 

breeding site for mosquitoes. El Nino has also exacerbated the Zika spread. El Nino 
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induced droughts have required slum dwellers to store water. Cities in Colombia started 

rationing water, causing even greater reliance on stored water. Without providing proper 

sanitation, clean water, and regular waste collection, Zika will continue to thrive 

(Moloney). In a slum environment, where sanitation and hygiene are rare, but stagnant 

water is abundant, Zika-infected mosquitoes can find many unexpected areas to breed.  

For slum populations, it is important to examine the economic ramifications of 

Zika, not just the medical diagnoses. Women who have children with microencephaly or 

disabilities cannot go back to work. In 2014, there were only 150 cases of 

microencephaly in Brazil. In 2015, there were 3,893 cases (Castro). The World Bank 

estimates that Zika will have an economic impact of $3.5 billion (Klock). Considering 

that slum communities have low incomes to begin with, a disease like Zika can create 

significant financial burden for a family.   

Around one in five people in Latin America live in slums. So far, at least 1.5 

million Brazilians who come from the poorest neighborhoods have Zika. The Brazilian 

government has been attempting to take steps to  help slum and low-income women. 

For example, the Brazilian government has been providing low income women with 

insect repellent because it was sold out in stores. The virus is more likely to affect low 

income populations that cannot afford insect repellent, nets, windows or door screens, 

and air conditioning. Nearly 220,000 Brazilian healthcare workers are going door to door 

in poor neighborhoods to spray strong insecticide to kill Zika mosquitos (Moloney).  

It is tough to say whether spraying and other mosquito eradication methods are 

enough. As seen in the infographic below, past experience with other mosquito-vector 

diseases like yellow fever, dengue, and chikungunya have not always been successful. 
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Resurgence is very likely due to high population densities, lack of drainage, and 

garbage management (Castro). However, mosquito eradication interventions like 

Brazil’s policies have the potential to slow the spread of Zika. 

 

The unique environment of slums makes it very easy to transmit Zika to slum 

inhabitants. When thinking about this example, it is important to recognize how 

vulnerable a slum environment is to disease outbreaks and how difficult it is to control. 

In normal neighborhoods, it is easy to isolate individuals and stop the spread of disease, 

but in slums, anything can happen. Infrastructure improvements, preventive healthcare, 

and simply knowledge about diseases can go a long way in a slum environment.  

Acute Respiratory Infections among children in Kenyan slums  

Kibera is a densely populated slum near Nairobi, Kenya. It houses almost 

250,000 slum dwellers, making it the largest slum in Africa and one of the largest slums 

in the world. The Kenyan government owns all the land. Ninety percent of tenants do 

not have secure residential status. Most of the shacks are 12x12 rooms with mud walls 
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with only twenty percent having electricity, no access to clean water, and no toilet 

facilities. Oftentimes, eight people tend to sleep together in these shacks (“Some Facts 

and Stats about Kibera, Kenya”).  

 Considering these conditions, children are susceptible to a host of diseases. 

Severe acute respiratory illness (SARIs) is one of the most common among children 

under five. Surveillance measures tend to diagnose influenza like infections (ILIs) as 

SARIs, which often skews data. SARIs have a history of fever, cough for at least ten 

days, and requires hospitalization. ILIs have a fever and cough for at least ten days. ILIs 

can cause SARIs (“WHO Surveillance Case Definitions…”).  

 SARIs and ILIs are more common in Kibera due to large urbanization trends, 

different respiratory virus patterns, comorbidities (presence of one or more disease), 

and access to medical care. In an epidemiological study by Breiman, Cosmas, et al., 

about 5,874 children from Kibera were surveyed every month. The under five mortality 

rate was 15.1 years. The pneumococcal vaccine was not introduced at this point. Cotton 

swabs were taken of children with SARI cases (treatment group) and children without 

SARI cases (control group). The treatment group had a higher incidence of respiratory 

syncytial virus (RSV), adenovirus, and human metapneumovirus (hMPV). RSV and 

influenza A and B make up 16.2% and 6.7% of SARI cases. This indicates the 

comorbidities within the cases of SARI (Breiman et al.).  

 When comparing these statistics to rural, non-slum areas, the difference was 

dramatic. The SARI rates were much lower in rural areas; however, the rates of malaria 

were much higher.  
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This graph shows the comorbidities of SARIs, influenza, and other infections 

throughout a year’s time. This data shows how SARIs can be prevented by preventing 

comorbidites. Interventions can focused on preventing influenza A, RSV, parainfluenza 

viruses, adenoviruses, and human metapneumoviruses (Bremian et al.). Each of these 

diseases have a variety of prevention interventions that can implemented.  

In addition, UN Habitat and the German BASF, a chemical and pharmaceutical 

company, launched a tele-health clinic in Kibera. The clinic provides subsidized rates for 

physical therapy for the disabled, family planning, music therapy, cancer screenings, 

and vaccinations. The clinic provides remote services; hence, it is a tele-clinic. 

Additionally, the clinic has a childcare center, toilet faciliities, cyber café, and a police 
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post. These facilities are crucial to integrating the clinic into the Kibera community 

(“Tele-Health Clinic…”).  

This study illustrates the value of looking into interventions that may not seem so 

obvious. Sometimes interventions for one disease can help prevent other diseases. 

Since the study was done, Kenya has introduced the pneumococcal vaccine, which is 

an intervention that will directly reduce the number of cases of pneumonia (“Kenya 

Marks Global Roll…”). Pneumonia is an example of a SARI.  Considering the power of 

comorbidities, it is important to look at other interventions that can reduce SARI rates. 

The overarching obstacle for SARIs for slum populations is the intersectionality of the 

environment, economic security, and health. Interventions that address this 

intersectionality will help eradicate SARIs.  
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Questions to Consider  

1. The industrialization and displacement  is cited as one of main reasons for the 

existence of slums. What sustainable urbanization policies can be implemented 

to improve slum health?  

2. Is slum upgrading the best way to improve slum health? Are there ways to 

improve slum health while maintaining the existence of slums?  

3. WHO has not done much to address slum health. What can it do to encourage 

governments and the international community to take action on this issue? 
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