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Welcome Letter 

Hello, delegates! My name is Stacey Dojiri, and I could not be more excited to 

be your head chair for BMUN 66. I am in my fourth year at UC Berkeley, majoring in 

Molecular in Cell Biology with a concentration in infectious disease and minoring in 

Global Poverty and Practice. My other academic interests include medicine and public 

health, so many of my passions are represented in the work the World Health 

Organization engages in. In my free time, I enjoy graphic design, baking macarons, 

doing yoga, knitting, exploring the Bay Area, and reading. Please read below to learn a 

bit about your vice chairs:  

Himaja Jangle is a third year Economics major at Berkeley and have been part of 

BMUN for 6 years now, first as a delegate and now as a chair. Being from the Bay, she 

thoroughly enjoyed attending BMUN in high school and was very excited when she got 

the opportunity to join BMUN and serve as part of its secretariat in college. Outside of 

BMUN, she is involved in Project Smile, a mentoring organization with a local middle 

school, as well as a consulting group called Voyager Consulting. When she’s not 

studying or participating in my extracurriculars, you can usually catch her enjoying 

boba or any of Berkeley’s amazing food with her friends. Hope you all are as excited 

for conference as she is, and good luck! 
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Sabina Nong is an international student from Shanghai, China and is in her 

second year at Berkeley studying Political Economy. This committee will be discussing 

very multi-faceted topics, and it will be interesting to see how each delegate 

approaches the issues. She loves trying new restaurants in the area and watching 

various esports. She is excited to meet you all during the conference! 

Dhruv Mandal loves the study of medicine and public health because it 

encourages society as a whole to re-evaluate the spread of disease and make 

necessary improvements to health infrastructure with the goal of bettering healthcare 

globally. Personally, he is a freshman at UC Berkeley, and is planning to double-major 

in Public Health and Political Science with the hope of going into medicine in the 

future. In his free time, he likes to practice golf, take long naps, play table tennis, listen 

to rap music, and watch The Office. 
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I hope that in this committee, you learn about the ways in which global health is 

interconnected with society, culture, politics, technology, economics, and numerous 

other fields, and most of all, that you are both challenged and inspired by your 

research into our two topics. The international community faces many issues in the 

sphere of public health, but delegates like you can undoubtedly help work towards a 

better and healthier world. 

 

Stacey Dojiri 

Head Chair, World Health Organization 

Berkeley Model United Nations, Sixty-Sixth Session  
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ACCELERATING GLOBAL DISEASE ERADICATION 
 

Infectious disease was once the leading cause of death globally. Over time, the 

world made great strides in reducing mortality rates because of continuous 

improvement in public health measures and policies. Advancements in sanitation 

helped control the spread of illnesses, while discovery of new medications such as 

antibiotics facilitated the treatment of illness, specifically in developed nations. 

Additionally, new techniques in science made the process of understanding and 

diagnosing various diseases simpler and more streamlined (“Achievements”, CDC 

1999). However, infectious disease contributes to the suffering of billions of people and 

still remains a leading cause of death in all parts of the world.   In 1990, about 16 

million people died from infectious disease; in 2010, the number has dropped to about 

15 million, indicating a less than 10% decrease in two decades (Dye 2014). It is true 

that chronic diseases such as heart disease, cancer, and diabetes are contributing to an 

ever-increasing proportion of sickness and death, but infectious disease is still the 

leading cause of death in low-income countries (Dye 2014). These figures indicate that 

despite the dramatic progress made in lowering mortality rate from infection, much 

work still remains. 

There exist numerous ways to lower the negative impacts of infectious disease 

around the world. To first understand these ways requires a baseline understanding of 
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epidemiology. Epidemiology is the study of the patterns, distributions, and 

determinants of health-related outcomes such as disease; it greatly supports and 

contributes to other fields like medicine, public policy, and public health. 

Epidemiologists and disease experts frequently use a range of terms that describe 

different aspects of diseases. 

  

Below is a table of key words that are integral to the field (Dowdle 1999, Gordis 2014): 

 

Term 

 

Definition 

 

morbidity Relating to the number of people afflicted with a disease (ways 

to measure morbidity include prevalence and incidence. See 

below) 

mortality Relating to the number of deaths from a disease 

prevalence The number of existing cases of the disease in a certain 

population (i.e. in one village, city, country, etc.) 

incidence The rate of new cases of the disease occurring over a period of 

time (i.e. month, year, decade, etc.) 

endemic Constant or usual presence of a disease within a population in a 

geographic region 
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control A decrease in disease incidence, prevalence, morbidity, or 

mortality to a locally acceptable level after deliberate effort; 

requires continuous effort to maintain the decrease 

elimination Reducing incidence of a disease to zero permanently in a 

region 

eradication Reducing incidence of a disease to zero permanently globally 

  

Colloquial use of these terms may differ from academic use, especially in 

regards to the terms “elimination” and “eradication”. Again, elimination refers to when 

a region no longer has the disease, while eradication refers to the world no longer 

having the disease. 

         Elimination and eventually eradication are often the ultimate goals regarding 

many infectious diseases; permanently ridding an area or the world of a certain illness 

can greatly alleviate its burden on the healthcare system. Although elimination and 

eradication campaigns require an extreme investment of effort and resources, the 

benefits may outweigh the costs. In addition to the obvious benefit to human health 

and wellbeing, healthcare workers would no longer spend time and energy battling to 

keep a disease under control, and vaccination or medication costs would drop to zero 
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(Miller et al. 2006). However, there are many factors surrounding the feasibility of 

eradication, and many diseases are not able to be eradicated. 

When considering the eradicability of any disease, biological, social, political, 

and other aspects must all be taken into account. 

 

Biological Aspects 
 

One part of the biological criteria involves whether a vaccine or treatment is 

available. Often times, a vaccine is not available, either because there have been 

challenges in developing an effective one or because the disease cannot be vaccinated 

against; for example, many vaccines target microscopic organisms like bacteria and 

viruses, not larger organisms like parasites (Chaudhury 2014). Scientists also frequently 

have difficulty understanding what kind of immune response the vaccine would need to 

elicit in order to protect someone against an infection, making the creation of that 

vaccine nearly impossible (Oyston and Robinson 2012). If a vaccine does exist, 

considerations of its cost and effectiveness must be taken into account, as some 

vaccines do not protect all the people who receive them from falling ill. For example, 

some vaccines are better at protecting against a certain kind of infection but not 

another; for example, the BCG vaccine for tuberculosis (TB) offers more protection 

against a TB brain infection than the more common TB lung infection (Michelsen et al. 
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2014). If a disease does not have a standard and reliable vaccine, medications like 

antibiotics or other drugs are sometimes effective at decreasing disease prevalence. In 

the case of medications, cost and effectiveness also need to be considered, as well as 

how long the medications need to be taken. Some medications require only a single 

dose, while others may require patients to take them for multiple years or a lifetime, 

thereby significantly increasing the cost of treatment (Hopkins 2013). 

Another part of the biological criteria in disease eradication is how the disease is 

spread. Diseases can be spread through a vector, which is an organism that can 

transmit the disease from one person to another (“Principles”, CDC 2012). Mosquitos 

and rodents are common examples of vectors. Diseases may also have reservoirs, 

which are living or non-living sources that the disease can reside outside of the human 

body. Animal reservoirs are common, but soil and other inanimate beings like plants 

can also serve as substances that harbor the disease (“Principles”, CDC 2012). Vectors 

and reservoirs complicate disease eradication because non-human sources of the 

disease must also be addressed on a large scale. 

Other biological aspects of diseases exist, but treatment and spread are most 

key. There are some exceptions regarding treatment, as some diseases are eradicable 

without a specific vaccine or medicine. In these cases, there is still a sure way to stop 

transmission between people or a sure way to stop new infections. Overall, for a 
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disease to be eradicable, biological feasibility must be met; if it is not, no amount of 

political or financial backing will be able to change the science underlying the disease. 

 

Social Aspects 
 

“Social” covers a broad variety of factors related to disease eradication; for the 

purpose of this topic, it refers to the relationship between general society and the 

disease itself. Community mobilization is a large part of why public health campaigns 

may succeed or fail. Healthcare workers have to be motivated in surveillance of the 

disease, and campaigns often create more paperwork and hassle for them because 

every new patient with the disease has to be reported and monitored (Dowdle 1999). 

Additionally, many community members usually need to participate in some kind of 

education program to maintain a campaign’s success. This education may include, but 

is not limited to, how to prevent contracting the disease, how to avoid spreading the 

disease to others, where to receive healthcare regarding vaccines or treatments, and 

how to take medication. For elimination or eradication to be successful, an enormous 

amount of motivation is required to keep the campaign on its proper course. 

A large part of how well motivation is sustained depends on perceived burden, 

which describes how burdensome the disease seems to society (Hopkins 2013). In 

general, more well-known diseases will be seen as more burdensome than a disease 
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that many people have never heard of. Although neglected tropical diseases affect an 

enormous portion of the world’s poor, their perceived burden, especially by developed 

nations, is often quite low – hence the term “neglected”. Burden can also be measured 

by how severe symptoms are when the disease is contracted, how many people the 

disease affects, how many people end up dying from the disease, or a combination of 

other factors (Hopkins 2013). In addition to affecting the effort and motivation of 

healthcare workers, communities, non-governmental organizations (NGOs), nations, 

and international bodies, perceived burden also heavily influences financial backing. 

Funding must be distributed amongst numerous public health programs, and cannot 

go entirely towards costly disease eradication programs. For example, the perceived 

burden of many diseases considered non-eradicable in present times, such as malaria, 

tuberculosis, and HIV, commonly known as the “big three”, is much higher than that of 

many eradicable neglected tropical diseases, and funding will often go towards 

controlling or developing a cure for the three aforementioned diseases (Bourzac 2014). 

Overall, every region of the world has its own unique social environment 

through which the public health system operates. Developing nations are far from 

homogenous, and their diverse cultures have to be understood for an eradication 

campaign to be successful. Social issues that apply to developed nations often also 

apply to developing nations; some communities may reject vaccination for a variety of 

reasons, including a mistrust of Western or modern medicine, and other challenges 
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may include addressing the inequality that many nations have in terms of social factors 

or income (Hopkins 2013). 

 

Political Aspects 
 

Health is interconnected to many other aspects of the international stage, 

especially politics. While steps towards disease eradication may seem feasible in 

hypothetical academic plans, many unpredictable political events often interfere. In a 

region with political instability, including war, civil war, new or unstable governments, 

or other internal strife, disease elimination or eradication is not as pressing of a priority 

(Dowdle 1999). Even after times of conflict, nations may have difficulty rebuilding their 

health infrastructure to the degree necessary for disease eradication. 

Another political aspect includes how nations work together in developing 

strategies. Often times, economists, public health officials, and other experts from 

developed nations draft plans that are to be implemented in developing nations. While 

expertise is extremely important, some argue that this approach to development 

leaves out the important knowledge held by the developing nations themselves 

(Easterly 2006). In other words, there is disagreement in the economic and political 

sphere about a “top-down” approach using expert scholars as opposed to a more 
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grassroots approach (Aggarwal 2016). Each nation will likely have a nuanced policy 

regarding this issue that is illustrated through past actions in foreign relations. 

  

Important Diseases 

  

Smallpox 
 

Clearly, many biological, social, and political criteria contribute to the 

eradicability of an infectious disease. To date, only one human disease has been 

successfully eradicated – smallpox, declared so in 1980 (Miller et al. 2006). The fact 

that it stands alone as the only eradicated disease truly illustrates the complex network 

of factors that are involved in a successful eradication campaign. Understanding the 

details that led to this success is integral to analyzing the potential faults and 

challenges faced in present campaigns. 

Smallpox was a serious disease that plagued people for thousands of years. 

Caused by the variola virus, also known as the smallpox virus, the disease would 

prompt a fever and a unique, bumpy skin rash across the entire body (“Smallpox”, 

CDC 2016). The disease had a high mortality rate, as 3 out of every 10 infected people 

would die from the disease, and many survivors were left with blindness or severe 
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scarring (“Smallpox”, CDC 2016). Smallpox was usually transmitted through prolonged 

contact with an infected person or cough or sneeze droplets. Virus-containing fluid 

from the bumps on the skin could also be found on material like bedding or clothing, 

which rendered those materials infectious (“Smallpox”, CDC 2016). Transmission was 

restricted between humans only, as there is no known animal reservoir for the disease 

(Knobler et al. 2002). To summarize, smallpox was extremely infectious and extremely 

deadly, which contributed to a relatively high perceived burden. 

The smallpox vaccine, developed in the late 1700s by Edward Jenner, was 

actually the first successful vaccine developed in the history of medicine (Belongia et al. 

2003). Although the exact effectiveness of the vaccine has not been exhaustively 

studied, it seems that it protected about 95% of vaccinated people from smallpox 

(“Smallpox”, CDC 2016). The vaccine was also able to lessen the severity of infection if 

it was administered a few days after someone had already been infected with smallpox 

(“Smallpox”, CDC 2016). These characteristics help demonstrate the importance of a 

reliable and effective vaccine in eradication of disease. 

In the early to mid-1900s, many nations began eliminating smallpox; by 1949, 

there were no endemic cases of smallpox in the United States (Belongia et al. 2003). 

Successful elimination in certain regions usually supports the fact that a disease is 

globally eradicable; however, there was heated debate about the feasibility of 

eradicating smallpox. In 1966 after much consideration, the World Health Assembly 
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decided to undertake the task and work on elimination in the 33 remaining countries 

that had endemic smallpox (Belongia et al. 2003). Large donations from member states 

like the Soviet Union and the United States fueled the efforts, as well as technical 

advancements in needles that simplified delivery of the vaccine (Belongia et al. 2003). 

The initial overall strategy involved attempting to vaccinate at least 80% of the 

population in each nation, and can be thought of as a “mass vaccination” strategy 

(Belongia et al. 2003). However, insufficient supplies and other challenges led to a 

more streamlined approach; anyone who contracted smallpox would be vaccinated as 

soon as possible to lessen severity of their infection, and everyone they came into 

contact with was vaccinated as well. This strategy was known as “ring vaccination” and 

proved especially effective (Belongia et al. 2003). After enormous efforts, by 1977, the 

last naturally-occurring case of smallpox was recorded in Somalia, and in 1980, the 

world was officially declared smallpox-free (Belongia et al. 2003). 

Many traits of smallpox made the ring vaccination strategy possible. Incubation 

time, which is the time a person is infected with a disease to the time they start 

showing symptoms, was relatively short compared to most other diseases (Meyers 

2014). Shorter incubation times mean that a person would show symptoms quite soon 

and could be vaccinated immediately to lessen severity of the infection. Additionally, 

short incubation would mean that by the time symptoms appeared, the infected 

person would not have had the chance to spread the disease to numerous people 



BERKELEY MODEL UNITED NATIONS 15 
 

asymptomatically. In other words, people who had the disease knew they had it 

relatively quickly, and could take precautions to avoid giving it to others. Smallpox also 

has extremely visible symptoms, namely, a full-body rash that essentially cannot go 

unnoticed (“Smallpox”, CDC 2016). This means that fewer cases are missed, because it 

is easy to diagnose someone with smallpox and deal with the situation accordingly. 

Expensive diagnostic testing is not required. In other words, while ring vaccination 

proved extremely useful in the case of smallpox, it may not apply to other infectious 

diseases with the same efficacy. More generally, many vaccines against other diseases 

simply are not as effective as the smallpox vaccine, which protects people extremely 

well against future infections (Miller et al. 2006). 

Many biological factors were especially helpful in eradicating smallpox. 

Although it is still the only disease to have been successfully eradicated, it serves as an 

inspirational model for many other eradication campaigns. 

  

Poliomyelitis 
 

Poliomyelitis, more commonly known as polio, is a disease spread through the 

fecal-oral route and causes infection of the brain and spinal cord by the polio virus. 

Although many people experience few or no symptoms, it can eventually lead to 
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paralysis in about 1% of infected people. This paralysis can lead to death if the muscles 

involved in breathing are affected (“Polio”, CDC 2017). 

Two vaccines for polio exist. One is an oral vaccine, delivered through drops to 

the mouth, in which a weakened version of the virus is used (Shahzad 2009). The other 

is an injectable vaccine in which inactive, or dead, polio virus is used (Shahzad 2009). 

Both are very effective, but because the oral vaccine uses a weakened, not dead, 

version of the virus, there is an extremely slim chance that the oral polio vaccine will 

cause someone to contract polio (Shahzad 2009). 

Both vaccines have been used in the Global Polio Eradication Initiative, which 

began in 1988, largely because elimination was achieved in the Americas (Hopkins 

2013). Transition to the inactivated polio vaccine became an essential part of 

eradication strategy so as to avoid any chance of contraction through the oral vaccine. 

The main challenge remaining with polio eradication is reaching areas that are 

politically unstable; for example, certain parts of Afghanistan were no longer accessible 

for vaccination because of political conflict (Hopkins 2013). Additionally, a mistrust of 

vaccinations halted progress in Nigeria (Hopkins 2013). Despite these setbacks, 

dramatic progress has been made in certain areas. India successfully eliminated polio, 

an impressive feat for such a densely populated country with numerous public health 

challenges (John and Vashishtha 2013). Much can be learned through analysis of its 

strategy. 
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Case Study: Polio Elimination in India 

India, like many other nations, long struggled with polio infections; around 

50,000 children in India were afflicted by the disease each year (Bhalla 2016). However, 

after intensive efforts, India was officially declared to be polio-free on March 27, 2014, 

by the South-East Asian Regional Certification Commission for Polio Eradication, or the 

SEA-RCCPE (“Polio-free”, WHO 2014). 

India faced many challenges in eliminating the disease, including the state of its 

infrastructure and public health system, large geographic size, high population density, 

difficult-to-access rural areas, high levels of diarrheal diseases, and high population 

mobility (Thacker et al. 2016). However, with the combined effort of the government, 

private sector, and general public, India was able to overcome these issues and 

achieve success in its elimination campaign. 

In 1978, the nation adopted the World Health Organization’s Expanded 

Program on Immunization (EPI), a program that aimed to provide universal 

immunization for all children for six diseases, including polio (“Expanded Programme”, 

WHO 2013). However, the number of polio cases remained stagnant for about a 

decade until new innovations were made in vaccine delivery. Modifying the timing of 

the multiple vaccine doses, a method known as pulse immunization, greatly enhanced 

efficacy (John and Vashishtha 2013). The doses were typically administered on newly 

established National Immunization Days, and any children who missed doses were 
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eventually covered through house-to-house vaccination drives (Thacker et al. 2016). 

This strategy was especially useful in rural areas such as Uttar Pradesh and Bihar, which 

at one time had more than 80% of the reported cases of polio in India (John and 

Vashishtha 2013). 

In addition to robust vaccination efforts, strategies such as environmental 

surveillance, transit vaccination, and an underserved strategy were all implemented. 

Environmental surveillance involved constant sampling of sewage in order to detect 

any areas of the country that still harbored the polio virus (Thacker et al. 2016). By 

stationing health care workers at bus stands, railway stations, highways, markets, and 

other sites, the transit vaccination strategy targeted populations that traveled 

frequently and were therefore prone to missing vaccine doses (Thacker et al. 2016). 

The underserved strategy was aimed towards marginalized members of society, 

especially those living in poor Muslim communities. Universities, religious groups, 

religious leaders, local associations, and volunteers helped broaden the sense of public 

ownership over immunization and accountability for polio elimination, showing the 

importance of religious, cultural, and social aspects in the campaign (John and 

Vashishtha 2013). 

Through innovation, the collaboration of several key groups, and massive 

mobilization of overall efforts, India reached its last case of polio on January 13, 2011 

(John and Vashishtha 2013). Many believed the task to be impossible for a country with 
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the particular characteristics that India has, but meticulous planning, preparation, and 

execution of its immunization campaigns led to the nation’s success. 

 

Dracunculiasis 
 

Drancunculiasis, better known as Guinea-worm disease, is contracted through 

drinking water containing the eggs of the Guinea-worm parasite. Once the eggs 

complete their life cycle and hatch into adults in the infected person, the adult worm 

will crawl out of the body, usually through the ankle or feet (“Dracunculiasis”, WHO 

2017). Because this is a very painful process, afflicted people will usually stand in some 

body of water to alleviate the pain, and the adult worm will eventually lay eggs in that 

body of water once it has emerged (“Dracunculiasis”, WHO 2017). Besides the obvious 

pain and extreme inconvenience that is caused, infected people may also have internal 

injuries from the migration of the parasite, eventually leading to disability. Death from 

dracunculiasis is very unlikely, but its perceived burden is relatively high because of the 

inherently grotesque nature of the disease. 

The Carter Center has drawn an enormous amount of attention to eradicating 

the disease. Former United States president Jimmy Carter has invested many resources 

to aid in eradication efforts (Hopkins et al. 2005). Aside from generous funding, the 

Center also provides education to villages on how to prevent contraction and further 
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transmission. Because no cure or medication exists to address the issue, awareness is 

the main method of prevention. This makes dracunculiasis unique in that it seems to 

fail to meet important biological criteria for eradication, yet efforts have been widely 

successful. Communities are educated on how to filter water to prevent ingestion of 

the eggs, and are also instructed to release the emerging adult worms into a bucket 

full of water rather than a drinking source like a lake or a river (Hopkins et al. 2005). This 

way, no eggs are released into large bodies of water, and the contaminated bucket can 

be dealt with accordingly. 

This year, reported cases of dracunculiasis globally are now down to the single 

digits, with Chad being the only country reporting cases of human infection (Hopkins et 

al. 2017). The challenges that remain are dealing with animal reservoirs, since Guinea-

worm can infect other animals. Dogs are specifically a problem, with Chad, Ethiopia, 

Mali, and South Sudan all reporting infections in dogs (Hopkins et al. 2017). This 

relatively simple strategy has been effective mainly because of the Carter Center’s 

unwavering support. Its funding and political influence have managed to sustain the 

campaign’s efforts for decades. This is especially notable from an economic 

perspective considering that dracunculiasis eradication has little direct benefit to 

developed nations; the disease mainly affects tropical developing nations that must 

rely on other states for financial support (Miller et al. 2006). Yet, these nations with no 
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explicit self-interest in the matter still willingly fund the campaign, contributing to its 

continued success. 

 

Lymphatic filariasis 
 

Lymphatic filariasis, sometimes known as elephantiasis, is caused by a parasite 

that lodges into the lymphatic system, the part of the body responsible for filtering and 

draining a lot of fluid. The worm will block the normal functioning of the lymphatic 

system and cause extreme swelling in the limbs (“Lymphatic”, WHO 2017). Because 

the swelling can become severe, disfigurement and disability are the ultimate 

debilitating symptoms of the disease. Many afflicted people become unable to work 

because of hindrance to their movement, and they may become shunned and 

discriminated against because of their altered physical appearance (“Lymphatic 

filariasis”, WHO 2017). Death is uncommon in lymphatic filariasis cases, but quality of 

life is severely affected. 

The main challenge with lymphatic filariasis eradication is perceived burden and 

popular support. As a neglected tropical disease, it receives less attention than some 

other infectious diseases and lacks the full political and financial support necessary for 

eradication. A cure already exists; chemotherapy medications can be taken to kill the 

parasitic worms. However, about six years of treatment is required for the adult worms 
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to die in the human body, making eradication very costly (Hopkins 2013). Potential 

benefits of mass drug administration are numerous, though; the drugs used to treat 

lymphatic filariasis can also treat onchocerciasis, or river blindness, and other soil-

related parasites (Hopkins 2013). Additionally, communities may experience a notable 

economic benefit if fewer people are disabled from the disease. The World Health 

Assembly has been working towards eradication since 1997, and it remains to be seen 

if political and financial support can be sustained (Hopkins 2013). One promising 

aspect of current efforts is that many pharmaceutical companies have pledged to 

donate a certain quantity of medication to the World Health Organization each year 

until lymphatic filariasis is eradicated (“Essential medicines”, WHO 2017). Many drug 

manufacturers are committed to ending other neglected tropical diseases, as well, and 

their sustained donations can greatly improve overall efforts. 

 

Case Study: Malaria 

As mentioned, many diseases do not currently meet acceptable criteria for 

eradication, including malaria. Malaria is a disease mainly caused by the bites of the 

infected female Anopheles mosquito, which transmits the malaria parasite to humans 

and other animals (“Anopholes”, CDC 2015). Non-immune people may develop 

symptoms of fever, headache and chills in the first phase, and if not properly treated, 

malaria can progress to severe illness including yellow skin, seizures, and coma, often 



BERKELEY MODEL UNITED NATIONS 23 
 

causing death (“Malaria”, CDC 2015). It is inconceivable to find a solution to 

successfully eradicate diseases like malaria without examining why previous attempts 

have failed. A number of efforts have been launched to eradicate the disease, but 

notable biological, institutional, and economic barriers still exist. 

The Global Malaria Eradication Program (1955-1969) 

The Global Malaria Eradication Program, started in 1955 by the World Health 

Organization, is one of the most aggressive interventions against malaria (Nájera et al. 

2011). By focusing on both treatment of infected patients with the medication 

chloroquine and mosquito control through use of the pesticide dichloro-ciphenyl-

trichloroethane (DDT), the program utilized novel technologies and initially achieved 

short-term success (Nájera et al. 2011).  Incidence was decreased in the U.S., Europe, 

and parts of Asia; however, in other regions like sub-Saharan Africa, the program was 

far less effective because of technological and logistical barriers (Migiro 2016). The 

malaria parasites acquired resistance to chloroquine, and the Anopholes mosquitos 

that transmit the parasites acquired resistance to DDT (Nájera et al. 2011). The 

program was not sustainable with its two novel technologies, which were only able to 

combat malaria in the short- term and failed to keep fully updated on the evolution of 

the parasites. DDT is also harmful to human health, so its continued use would not 

have been possible without serious damage to those who were exposed (Aneck-Hahn 

et al. 2007). 
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Another barrier for the realization of the Global Malarial Eradication Program lies 

in its logistics, including the coordination of global and local institutions. One of the 

reasons why the program has succeeded in areas that are more politically developed is 

because of the more efficient communication between the global institutions and the 

local communities, leading to a strengthened financial structure of global allocation of 

resources and local utilization of resources (Mills et al. 2008). In sub-Saharan Africa, 

where poverty and rampant corruption distracted from the implementation of the 

antimalarial campaign, political stability and close connections between local and 

global institutions were lacking. Moreover, the Global Malarial Eradication Program 

was a rigidly-defined, centralized plan, and it failed to consider the nuanced situations 

of sub-Saharan countries, including their healthcare systems and unique groups of 

mosquitos and malaria parasites (Nájera et al. 2011). Without sufficient local input, the 

centralized global effort failed the countries lacking a mature health care system, and 

many of the most at-risk regions were not properly addressed (Nájera et al. 2011). This 

led to a decrease in motivation of other nations to sustain the efforts, and funding 

shortages became an issue (Migiro 2016). Additionally, over-reliance on the spraying of 

DDT led to an abandonment of other useful measures. These numerous challenges 

made long-term maintenance of the effort unviable, and the program eventually came 

to an end in 1969 (Nájera et al. 2011).   
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The Gates Malaria Forum (2007) 

The World Health Organization once again invested in malaria eradication 

efforts in 2007 by becoming involved in the Gates Malaria Forum, which established a 

new agenda for malaria research and eradication (Tanner and de Savigny 2008). The 

forum was organized and supported by the Bill & Melinda Gates Foundation, and not 

only brought attention back to the long-suspended malaria eradication program, but 

also encouraged scientists and public health actors together to coherently work on the 

same cause (Roberts and Enserink 2007). 

By emphasizing the development of easily-manufactured, cheap, and effective 

medicines and vaccines, the foundation emphasized the research and development 

process. The forum has connected scientists and experts from the health services and 

public health sectors to collaborate on creating a promising future of malaria 

eradication. However, malaria parasites are especially likely to evolve in human bodies 

and adapt to their environment, and many mosquitos inevitably develop resistance to 

insecticides (Roberts and Enserink 2007).  Therefore, the foundation outlined a strategy 

in which current practices should be continued as long as possible, while research 

focuses on developing novel technologies aimed at circumventing the inevitable 

resistance to medication and insecticides (Roberts and Enserink 2007).   

Since the forum, the Bill and Melinda Gates Foundation has funded several 

vaccine development programs in areas including Africa and had one of its vaccines, 
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Mosquirix, approved by the World Health Organization (Morrison 2015). The vaccine is 

not sufficient in preventing malaria infection in all recipients, though, and other 

preventative measures must still continue (Morrison 2015). Nevertheless, the vaccine 

can still greatly reduce the burden of malaria globally. While the Bill and Melinda Gates 

Foundation is an integral donor to numerous global health projects, the organization 

does face criticism on focusing too heavily on technology, possibly even diverting 

resources away from other, less expensive measures (Harrah 2016). 

Currently, there is still debate as to whether eradication is necessary and 

economically efficient, especially when malaria is being successfully controlled in many 

regions. Recommended anti-malarial practices include increasing usage of mosquito 

nets, spraying insecticides indoors to repel mosquitos, and treating infected patients 

with a new class of drugs called artemisinins (Mace et al. 2011). Many experts agree 

that with current challenges, malaria eradication is ambitious, and that investment into 

new medications, insecticides, and vaccines is still necessary (Mace et al. 2011). 
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Questions to Consider 

 

1. Which diseases are endemic to your country or region, and has your country 

undergone any efforts to eliminate them? If so, what successes or challenges 

were faced? 

2. Besides the factors discussed in the topic synopsis, what other complications 

can affect the success of an eradication campaign? How can they be addressed? 

3. How do we navigate challenging political climates and incorporate them into an 

effective disease eradication strategy? 

4. How do we create global strategies in a realistic and feasible manner? Are 

regional strategies necessary to address unique cultural facets, or are well-

crafted, one-size-fits-all strategies equally or more effective? 

5. How does your country perceive the cooperation between more developed 

nations and the less developed ones? How does an eradication program best 

balance expert knowledge and grassroots knowledge?  

6. What are some of the biological characteristics of diseases that affect social, 

economic, or political barriers to disease eradication? 
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REHABILITATION OF HEALTH STRUCTURES 

IN CONFLICT-AFFECTED ZONES 
 

Defining Armed Conflict 

 

 Conflict from territorial, political, religious, or other disputes has affected regions 

across the globe for centuries. Although one of the most familiar types of armed 

conflict is large-scale war, the term applies to a wider variety of conflicts that range in 

scale. Armed conflict can be defined as a “contested incompatibility which concerns 

government and/or territory where the use of armed force between two parties, of 

which at least one is the government of a state, results in at least 25 battle-related 

deaths” (“Definitions”, UCDP). In this definition, “party” can refer either to a 

government or an opposition group, which is any non-governmental group that has 

announced a name for their group (“Definitions”, UCDP). A “state” is any 

internationally recognized sovereign government controlling a territory (“Definitions”, 

UCDP).  There is flexibility in the definition, especially regarding the level of intensity 

required for the situation to be considered “conflict” rather than tension or rioting. The 
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Red Cross suggests that military intervention, rather than just police intervention, is an 

example of conflict that has met the minimum level of intensity (“How”, ICRC 2008). 

Conflicts can be intra-state, like civil wars, in which citizens fight for internal change, or 

inter-state, like wars between two different countries. 

The number of currently ongoing conflicts is greater than what is typically 

covered in popular news or media; there are about 40 ongoing, active conflicts as of 

August 2017 (“Armed Conflict”, IISS 2015). Situations with extremely high death rates 

such as the civil war in Syria and conflict in Afghanistan certainly qualify as armed 

conflict. Additionally, situations such as the Kashmir conflict between India and 

Pakistan and the Israeli-Palestinian conflict may have lower death rates than the 

aforementioned conflicts but are still examples of extremely pressing and tense 

conflict. Two researchers from the Uppsula Conflict Data Program (UCDP), one of the 

world’s leading research organizations on conflict around the world, created a list of 

active conflicts as of 2014, shown below (Pettersson and Wallensteen 2015).  
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Figure 1: Countries in active conflict, as listed by the UCDP.  

 

Post-conflict zones are numerous as well, and the United Nations Development 

Programme (UNDP) created a list in 2008 of post-conflict countries, shown below 

(Ohiorhenaun and Stewart 2008):  
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Figure 2: Post-conflict countries, as listed by the UNDP. 

 

The countries have varying statuses, including “ongoing insurgency” and “peace”, 

and the table only includes armed intra-state conflicts that have severely diminished in 

severity or ceased. Because it is difficult to discuss post-conflict zones without 

discussing active conflict, this topic will be addressing “conflict-affected zones”, which 

encompasses both active and post-conflict areas. However, there is a heavy emphasis 
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on post-conflict areas, which require more long-term rehabilitation in their health 

structures, as opposed to active-conflict areas, which mainly require emergency health 

services.  

 

Health Issues Regarding Armed Conflict 

 

Armed conflict often causes a wide range of issues that uproot stability in the 

region. Firstly, the safety and wellbeing of citizens is heavily compromised. Because of 

the advanced weaponry available today, many people can be severely injured or killed 

in a short amount of time. Additionally, people may be harmed through human rights 

violations including torture and imprisonment. In particular, the safety of women is 

disproportionately affected (“Armed Conflict”, UN 2001). Forms of sexual violence 

such as rape heavily affect these groups and can be used to dehumanize people, 

particularly women. In a chapter regarding armed conflict, the United Nations (UN) 

states that “rape has been a weapon of ethnic cleansing aimed to humiliate and 

ostracize women and young girls for bearing the ‘enemy’s’ child and to eventually 

destroy communities” (“Armed Conflict”, UN 2001). Maternal health also suffers 

heavily; in fact, maternal mortality is highest in post-conflict countries (Kruk et al. 2010). 

Children are disproportionately affected as well, with many recruited to be soldiers and 
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forced to participate in violent acts, ultimately leading to chronic cases of post 

traumatic stress disorder (Elbert et al. 2009).  Clearly, these atrocities have detriments 

on the physical and mental wellbeing of people living in conflict zones, both during the 

active conflict and for decades to follow. In regards to post-conflict times, the UN 

states: 

Many children develop problems, such as flashbacks, nightmares, social 

isolation, heightened aggression, depression and diminished future 

orientation. These problems of mental health and psychosocial 

functioning persist long after the fighting has ceased and make it difficult 

for children, who may comprise half the population, to benefit fully from 

education or to participate in post-conflict reconstruction. The 

psychosocial impact of war is often an aspect poorly addressed by 

Governments, as are the root causes of conflicts, such as exclusion and 

polarization of groups, in their efforts to rebuild society and prevent a 

relapse of violence (“Armed Conflict”, UN 2001). 

Therefore, for rehabilitation of health structures must address both physical and mental 

health in order to be successful. 

 Other factors must be addressed, as well. After times of conflict, starvation and 

malnutrition persist because the system controlling the production and distribution of 

food has been broken. For example, seeds, agricultural tools, and livestock can be lost 
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or heavily damaged from conflict, and unsafe land may be abandoned (Eklund et al. 

2017). Also, the quality of drinking water may be compromised, leading to increased 

spread of water-borne diseases (“Armed Conflict”, UN 2001). Land mines have 

rendered certain areas in post-conflict zones uninhabitable and unfit for agriculture, 

which further exacerbates the lack of food sources (“Armed Conflict”, UN 2001). 

  

Internally Displaced Persons and Refugees 
 
 Conflict also causes forced migration, creating large populations of internally 

displaced persons (IDPs) and refugees. IDPs are classified as people who have been 

forced to move away from their original home but still remain within the borders of the 

country (“Internally”, UNHCR 2016). Refugees, on the other hand, are people who 

have fled to a new country. Unfortunately, developing nations are especially affected 

by the issue, with about 80% of displaced people coming from developing countries 

(Kobayashi 2009).  

Both IDPs and refugees contribute to increased instability in their original 

country as well as the places they migrate to. Informal housing settlements and a large 

flux of new people in any area can cause safety concerns and a host of new public 

health problems. Infectious disease is the most common cause of death during early 

influx of refugees for a variety of reasons (Toole and Waldman 1997). Routine medical 
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services such as vaccination of children may be interrupted, increasing the risk of 

illnesses like measles (Toole and Waldman 1997). Living conditions may be dense and 

unhygienic, increasing the transmission of diseases such as cholera, tuberculosis, and 

hepatitis (Toole and Waldman 1997). Another considerable factor is that these diseases 

often cannot remain confined to the camps themselves and will spread to nearby 

communities of non-displaced people (Ghoborah et al. 2004).  

Additionally, healthcare workers often have trouble assisting IDPs and refugees 

because “the difficulty of gaining access to large numbers of people in insecure and 

isolated areas is compounded by the complexity of assisting civilians in their own 

countries, where their own state authorities or rebel forces in control are frequently the 

cause of their predicament” (“Armed Conflict”, UN 2001). If healthcare workers do 

successfully access the area, they become susceptible to potential violence while 

providing care, as these camps can be targets for military, rebel group, bandit, or other 

types of raids (Jacobsen 1999). Healthcare delivery during active conflict must be 

improved, and rehabilitation of health structures in post-conflict times must address the 

influx of displaced people who may be returning to their homes.    
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Financial Considerations 
 
 In addition to these complex factors affecting the health of individual citizens, 

the structures that typically maintain public health standards are compromised in times 

of and following conflict. One compromising factor involves economics; maintenance 

of health structures can decline once finances are shifted. Military expenditures often 

must increase so that soldiers and weaponry are sustained, and overall government 

revenue may decrease if normal trade or other activity, such as business, is negatively 

affected (Waters et al. 2009). Poor economic growth can affect how much tax revenue 

the government is able to collect, therefore decreasing the available budget for 

financing health care (Ghoborah et al. 2004). This change during and after times of 

conflict heavily affects the way health systems operate in the future because there may 

be few financial resources left to invest in rebuilding. Also, because of recent changes 

in government or other leadership in post-conflict times, inefficient use of remaining 

funds further complicates the issue (Waters et al. 2009).  

 

Healthcare Facilities and Personnel 
 

Clinics and hospitals are often structurally damaged in a way that leaves them 

unable to provide proper care. Issues also extend beyond just the physical damage to 

medical buildings; supplies run low and are difficult to replenish because of financial 
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issues. During times of conflict, roads, bridges, and other forms of transportation may 

have been damaged to the point that resources are not able to be delivered 

(Ghoborah et al. 2004). Because availability of medication can be affected during times 

of instability, many people with chronic illness face medical complications from having 

their medication course interrupted (Waters et al. 2009).  

Human resources are affected, as well. Medical personnel decrease heavily in 

numbers after times of conflict, and there are few well-trained healthcare workers 

remaining in post-conflict times (“Guide”, WHO 2005). The healthcare providers who 

remain, then, are overworked and cannot provide for every person who needs care. 

Programs meant to maintain certain public health standards, like disease surveillance 

programs and immunization programs, become overlooked as other, more emergent 

medical issues take priority (Waters et al. 2009). Low numbers of healthcare 

professionals does not only limit the amount of care provided, as it also limits how 

many new healthcare workers can be trained. A lack of supervision of new healthcare 

workers also contributes to a fleet of poorly trained workers (“Guide”, WHO 2005). The 

World Health Organization has written a comprehensive guide, titled “Guide to Health 

Workforce Development in Post-Conflict Environments”, to restoring the health 

workforce in post-conflict zones (“Guide”, WHO 2005). It includes steps such as re-

establishing an authority on the health structure, assessing the workforce situation, 

building management capacity within the new department of health, linking education 
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to health service delivery, incorporating the input of financial donors into the rebuilding 

of the workforce, and investing in human resource development (“Guide”, WHO 2005). 

These types of detailed documents can help policymakers focus on recommendations 

and learn from case studies of the rehabilitation of health structures in different 

regions. 

 

Non-governmental Involvement 
 
 Another factor affecting healthcare distribution is the mass deployment of non-

governmental organizations (NGOs) during and after conflict. Many ad hoc health 

workers from these NGOs are poorly and hastily trained to meet high demand (Gilson 

et al. 1994). Emergency services that were not sufficiently planned also lead to 

uncoordinated response efforts by many different organizations. Each NGO has its own 

self-interests and can lack incentive for coordinating with other organizations because it 

can then gain more recognition for its achievements (Cunningham 2012). More 

recognition and perceived success can eventually lead to more funding of future 

endeavors. In other words, NGOs may be competing for limited resources. Different 

organizations may also have vastly different philosophies and approaches towards 

health care, which further complicates unification of efforts (Cunningham 2012). 
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Although many of these relief organizations have the intention to improve healthcare 

systems in post-conflict zones, their efforts do not always yield the desired results. 

Insufficient initial assessment of the situation can also lead to an incomplete plan 

(Nelson et al. 2003). Additionally, local participation may not be included into the 

rehabilitation of health infrastructure because it is not seen as useful (Nelson et al. 

2003). When local knowledge is not utilized to its full potential, certain unique cultural 

and political factors of the region can be omitted from these plans. Because many 

international NGOs have roots in Western ideology, Western health structures may be 

used as a template, which may not be suitable for that region (Nelson et al. 2003). 

While many NGOs do helpful and successful work in conflict-affected areas, the 

drawbacks of relying too heavily on this form of healthcare delivery are clear. 

Another complicating factor regarding NGOs is that they often engage in 

vertical projects rather than horizontal projects. Vertical projects often operate 

separately from the government’s efforts and have a focused goal for a specified 

amount of time, like control of a certain disease (Elzinga 2005). This allows the NGO to 

focus its resources on a narrow scope of efforts, which often can improve the success of 

the project (Behague and Storeng 2007). However, criticisms of vertical projects are 

that they may not meet the needs of a diverse community; for example, if a vertical 

project is aimed towards providing maternal care, there is a large percentage of the 

community that does not require those services and therefore not benefitting from the 
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NGO’s project (Behague and Storeng 2007). Vertical projects may also drain resources 

from other sectors that need attention. Lastly, because vertical projects work 

independently from the government, there is a lack of effort in creating self-sufficiency 

in the country in which the projects are executed (Rubenstein 2011). Once the project 

ends or the NGO leaves the country, there can be a void left in which no party is 

involved in continuing the efforts.  

An alternative to vertical projects that combats this issue is horizontal projects; 

the country itself builds its own system, hires and trains its own staff, and uses its 

budget largely as it sees fit (Elzinga 2005). This framework can later lead to self-

sufficiency as the country builds a strong foundation for its health system. Arguments 

against horizontal projects are that funds may be used inefficiently or misused entirely, 

with no guarantee that progress will be made. Overall, “vertical” and “horizontal” are 

general terms used to describe types of projects, and in many cases, projects may 

combine aspects of both.  

 

Policymaking 
 
 Lastly, development and maintenance of health policy can be difficult in conflict-

affected zones.  Efficient and reliable provision of services is difficult or impossible 

because “policymaking structures themselves are severely weakened by conflict and 
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instability – creating a vacuum of authority and a lack of legitimacy in health systems 

decision-making” (Waters et al. 2009). Lack of institutional memory can also affect the 

construction of new healthcare policy. In other words, there may be few experienced 

policymakers left in positions of authority (Rubenstein 2011). In some situations, 

corruption may also prevent effective policy from being created (Rubenstein 2011). The 

absence of a strong central authority can lead to projects set up by non-governmental 

organizations that the government has little control over (Waters et al. 2009). Even if 

these projects provide services that would otherwise be nonexistent, they contribute to 

inefficiency that prevents governments from centralizing and organizing healthcare 

delivery. Some factors thought to be especially important in the policymaking process 

include increasing transparency, creating mechanisms with which to monitor progress 

and hold participants accountable, and incorporating community participation, which 

can increase the involvement of marginalized populations (Rubenstein 2011). 

  

Types of healthcare systems  

 

There exist many different types of health structures, each with its own benefits 

and drawbacks. A simplified way of categorizing healthcare systems is labeling them as 

public, private, or public-private; however, most systems are too complex to be 
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accurately described in this way. American author T.R. Reid wrote of another way of 

describing health systems in developed nations is through four different models: the 

Beveridge model, the Bismarck model, the National Health Insurance model, and the 

out-of-pocket model (Wallace 2013).  

 

Reid’s Models 

Beveridge Model 

The Beveridge model can be understood as the “socialized medicine” model 

used by nations like the UK, Spain, and New Zealand, in which healthcare is provided 

through public hospitals for all citizens using finances from general tax payments 

(Wallace 2013).  

Bismarck Model 

The Bismarck model uses employers and employees to finance not-for-profit 

insurance plans (Lagomarsino 2012). Deduction from the paychecks of employees help 

fund insurance (Wallace 2013). Insured people receive services from private doctors or 

hospitals. Another key aspect of this model is that the government requires that health 

insurance plans include all citizens (Wallace 2013). This type of system is used by 

countries such as Germany, France, Belgium, the Netherlands, Japan, and Switzerland. 
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National Health Insurance Model 

The National Health Insurance Model, or the single payer model, can be 

considered a combination of the Beveridge and Bismarck models. The government is 

responsible for insuring people, and as in the Bismarckian model, pays health care 

providers in the private sector to do so (Wallace 2013). The funds for these government 

insurance plans come from general taxes, as in the Beveridge model. Canada and 

Taiwan are nations that use this system.    

Out-of-Pocket Model 

The last model described by Reid is the out-of-pocket model, in which a true 

central health system is lacking and most services are paid for from an individual’s 

income or possessions, such as food, goods, or livestock (Wallace 2013). While this is 

common in many developing nations in South America and parts of Africa, it is notable 

that poor regions in developed nations such as China and the United States also have 

aspects of this model. The out-of-pocket model often leaves people sick and untreated 

because healthcare may be too expensive for most people to afford.  
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Systems in developing nations 
 
 Because out-of-pocket payment methods can quickly become too expensive for 

those seeking healthcare, many developing nations are moving, or attempting to 

move, in the direction of collecting more taxes. However, in these nations, informal 

employment can be extremely common, so implementing a tax system is difficult 

(Lagomarsino 2012). Even those who do pay taxes may have little to contribute 

because of a very low income. Nevertheless, many developing nations are financing 

health care in part through taxes or deduction of paychecks, which helps increase the 

amount of money that is able to be spent on health (Lagomarsino 2012).  

Some developing nations, especially those in post-conflict situations, have 

developed innovations to help rebuild their health systems. Afghanistan and 

Cambodia, for example, have added a “performance-based partnership agreement” 

(PPA) aspect to their health systems in which they contract out a certain bundle of 

services to a non-governmental organization (Waters et al. 2009). This allows 

governments to work with NGOs in a more organized way and monitor and manage 

what is being done. Additionally, any services provided by NGOs will fall under the 

policy of the government because the organizations are no longer acting entirely 

independently (Waters et al. 2009). 

There is not one perfect type of healthcare model that will work in every post-

conflict zone. Additionally, the models described do not accurately represent the 
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system found in every nation. For example, the United States has aspects of the 

Beveridge, Bismarck, National Health Insurance, and out-of-pocket models (Wallace 

2013). The purpose of these broad categories is to facilitate understanding of different 

structures that currently exist and to provide examples; to be successful, any plan 

would have to be tailored to the unique situation of a given region. 

 

Case Study: Active Conflict in Syria 

 
As the lengthy and violent Syrian civil war continues, the humanitarian disaster in 

the country has severely decimated the country’s healthcare system, resulting in even 

more damage to its citizens. Before the crisis, health outcomes were improving; life 

expectancy was increasing and infant mortality was decreasing, and health services had 

increased considerably since the 1980s (Kherallah 2012). Syria provided free healthcare 

to all citizens as a constitutional right (Sen and al Faisal 2012). However, the war led to 

destruction of healthcare facilities, violation against health workers and patients, 

displacement of millions of citizens, and disturbance of production and delivery of 

healthcare supplies and equipment, all of which add to the tragedy of the devastated 

country (Sharara and Kanj 2014).  For example, in Syria’s most populated city Aleppo, 

more than 75% of physicians have been forced to flee (Cousins 2015). Infectious 
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diseases are also on the rise, with polio and measles becoming of particular concern 

(Sharara and Kanj 2014). Treatment for chronic diseases such as  type 2 diabetes, 

cardiovascular disease, and cancer have come to a halt (Coutts and Fouad 2013). To 

effectively re-establish a health system that can be adequately utilized both in the time 

of the crisis and after the crisis, it is necessary to assess factors such as human 

resources and financial resources. 

 

Others 

Human Resources 
Human resources remain one of the most crucial factors to the capacity of a 

healthcare system. The quantity of health workers has dramatically declined, as 

violations of medical neutrality in Syria are of concern, and replenishment of the 

workforce is necessary (Cousins 2015, Heisler et al. 2015). The healthcare workers that 

do remain may belong to many different NGOs that lack coordination and mistakenly 

duplicate projects (Coutts and Fouad 2013). Training of health workers during and after 

the crisis should take into account different levels of medical needs and management 

skills. Maintaining balance between the number of providers in urban and rural areas in 

order to reduce inequalities would also be beneficial. This is of particular importance in 
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Syria because the nation is currently divided into different political factions, as shown 

below. 

 

Figure 3 :  Current military situation.  Red: Syrian government, green: Syrian 

opposition, yellow: Rojava (SDF), grey: Islamic State of Iraq and the Levant, 

white: Tahrir al-Sham 

 

For the time being, it is especially difficult for the less developed regions to gain 

information, training, and enough experienced health workers from other more 

developed areas (Cousins 2015). With this fragmented distribution, it is also difficult for 

health workers in the country to be reintegrated after the crisis ends to establish a 

standard of professional qualifications.   

 



52 BERKELEY MODEL UNITED NATIONS 
 

Financial Resources 
 

Financial resources are another essential element for the reestablishment of the 

healthcare system. Every improvement in the healthcare system requires a large 

budget; the deployment of healthcare workers requires compensation fees to increase 

equality in the provision of services, the training of a new workforce requires hiring of 

experienced personnel, and the reconstruction of physical infrastructure - including 

hospitals, water sanitation facilities, health centers, and accompanying equipment - 

requires much investment (Kherallah 2012). However, the investment from bilateral and 

multilateral agencies is often limited, and a balanced budget must be carefully planned 

in advance. In Syria, though, financial resources are loosely distributed and managed 

by different political factions (Cousins 2015). As part of the Syrian Arab Republic 

Humanitarian Response Plan 2017, the World Health Organization has dedicated $163 

million to the Syrian government (WHO 2017). However, the lack of a stable and 

centralized power makes substantial change difficult since very few effective facilities 

can be built. Without accessible health facilities, civilians cannot receive proper medical 

treatment, and healthcare workers are susceptible to injury and death from a lack of 

shelter. Additionally, donations are waning as the long war shows little signs of 

improvement, which further discourages continuation of humanitarian efforts (Cousins 

2015). 
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Overall, there are numerous factors that contribute to Syria’s rapidly 

deteriorating healthcare system, many of which will be present after the conflict ends. It 

is imperative to address such challenges not only during active conflict, but also when 

restructuring of the health system begins in the future post-conflict Syria.  

 

Case Study: The Health System in Post-Conflict East Timor 

 

        East Timor gained its independence in 2002, which attracted the attention of the 

international community, eager to help on a variety of fronts (Alonso and Brugha 2006). 

East Timor struggled dramatically in its conflict with Indonesia from 1999, resulting in 

70% of its health facilities being damaged to the point of unusability, and all but 20 

doctors fleeing the country (Alonso and Brugha 2006). The country needed a major 

upheaval in order to combat its flailing healthcare system. In order to achieve this 

rehabilitation, new health institutions needed to be built, and a strong policy 

framework had to be implemented. While this was being achieved, the country 

partnered with NGOs with the capacity to deliver healthcare services while this system 

was being designed and executed (Alonso and Brugha 2006). 

 A team called the Joint Assessment Mission, consisting of specialists from donor 

countries, the Asian Development Bank, the World Bank, and other various UN 
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agencies, visited East Timor after it gained its independence and concluded that the 

country “faced a serious risk of communicable disease outbreaks, and as a result, a 

considerable increase in excess mortality” (Rosser and Bremner 2015). As a result of 

this evaluation, the Interim Health Authority, a group of both local and international 

staff responsible for reconstruction of the health sector, began work on two projects 

geared towards establishing East Timor’s health system (Alonso and Brugha 2006). The 

projects were funded by organizations such as the United Nations and many NGOs, as 

well as the Trust Fund for East Timor, a fund created to assist East Timor in all key areas 

such as health, education, agriculture, and more (Rohland and Cliffe 2002).  

The first of these projects was the Health Sector Rehabilitation and 

Development Project, or HSRDP I, which was created as a short-term solution (Alonso 

and Brugha 2006). Phase 1 began almost immediately in 2000 and addressed the 

immediate basic needs of the Timorese people without a major stress on the 

implications on the development of future policy structures (Rosser and Bremner 2015). 

This divided the project into two branches, one that catered towards rebuilding access 

to basic healthcare services and another branch that catered specifically to creating a 

structure for the system (Rosser and Bremner 2015). HRSDP I relied heavily on the 

support of international NGOs in order to put its first branch into action due to the lack 

of domestic capacity of services (Alonso and Brugha 2006). It is notable that NGOs 
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adhered to plans that were approved by the Interim Health Authority (Alonso and 

Brugha 2006).  

By 2001, the second portion of the plan, HRSDP II, began (Rosser and Bremner 

2015). It focused on the rebuilding of mobile clinics, community health centers, and 

immunization programs, while shifting focus away from NGOs and towards self-reliance 

(Rosser and Bremner 2015). While HRSDP I strived to establish a strong foundation for 

an adequate health care system, HRSDP II focused on the sustenance of the program 

and its capacity to serve the Timorese people in the long-term. Its goal was to 

“rehabilitate and develop a cost-effective and financially sustainable health system in 

East Timor to be responsive to the immediate basic health needs of the population 

and, within a well-integrated and sustainable policy framework, to prepare the health 

system to meet future needs” (Rosser 2004). The project had three components; one 

that addressed district health plans, another that addressed the implementation of 

support systems for all avenues of healthcare, and one that focused on the 

development of policy and management systems (Rosser and Bremner 2015). The 

HRSDP II ultimately began shifting power from NGOs to Timorese managers and 

district health management teams. 

 In terms of success, both HRSDP I and II served their purposes. The short-term 

solution resulted in the development of six hospitals, dozens of health centers, and 

over 100 health posts (Rosser 2004). This dramatic recovery was able to cater to the 
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immediate needs of the Timorese people. By 2004, the country was experiencing 

dramatic improvements in access to health care as well as immunization programs 

(Rosser 2004). While the HRSDPs focused on eventually developing a self-sustaining 

system in East Timor, the situation can be improved and more can be done. The nation 

still needs to continue to grow its healthcare system to meet its population’s demand 

for services and is currently striving for better coverage and access (McCall 2014). It 

remains to be seen how the healthcare structure will develop over time.  
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Questions to Consider 

1. How do your country’s views surrounding mental health play a role in how it 

constructs health policy? How would these views affect its approach towards 

health structure rehabilitation? 

2. In the past, what has the role of developed nations been in post-conflict 

situations in regards to funding and restructuring policy? How does your nation 

view these roles? 

3. How can non-governmental organizations make their efforts more efficient and 

successful? What are strategies for NGOs to communicate with each other and 

with the government they serve? 

4. How does your country view past efforts in East Timor, Cambodia, Afghanistan, 

Liberia, or other post-conflict regions, and which aspects of those efforts can be 

applied to future endeavors? 

5. How does the health structure that was in place before conflict began affect 

policymaking in a post-conflict environment? 

6. What are types of cultural factors that can be taken into consideration when 

building a new health care system? 
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