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Welcome Letter
 Hi everyone! My name is Henry Dong, and I’m going to be your head chair this year for 

WHO; I’m really excited to meet you all! I just wanted to take a quick moment to introduce 

myself and the dais. I’m originally from Irvine in Orange County, and I’m currently a fourth 

year here at UC Berkeley, studying Cognitive Science and Education. My interests include 

healthcare and global health, research and technology, and educational equity, so I’m super 

passionate about these two topics this year. Outside of BMUN, I teach science to elementary 

school kids, am involved in a premedical fraternity, volunteer with a healthcare social work 

organization, and do research for two computational neuroscience labs. In my free time, I 

love to swim, rock climb, play and watch basketball, cook, play poker, and peruse memes 

on Twitter. And if you happen to watch basketball and think the Lakers won’t win the 

championship this year I will happily convince you otherwise. Please read on to learn more 

about your vice-chairs:

 One of the vice chairs for the World Health Organization, TJ Ford will be graduating 

from Cal in the spring with a degree in Cognitive Science. Upon graduation, she plans to 

apply to MD PhD programs focusing in neuroscience. Throughout college, she’s been heavily 

involved in the world of health technology through her participation in the Fung Fellowship, 

epigenetics and cognitive neuroscience research, and health UX design work. In previous 

years, she’s been the head chair for the Security Council and the Committee on Science 

Technology and Development. However, WHO is especially significant to her, as she was a 

delegate in the same committee at BMUN LXIII as a senior in high school, and her time at the 

conference was one of the reasons she chose to attend UC Berkeley. Because she plans on 

dedicating her life to the intersection of health, ethics, and technology, she could not be more 

excited to close out her Model UN career with informed and invigorating discussion of two 

things she is incredibly passionate about: the ethical implications of new technologies and 

equitably addressing mental health.

 Allyson Velez is a freshman at Cal studying Psychology and Spanish and she will be 

one of the Vice Chairs this year for WHO. Allyson is originally from Laguna Hills, Orange 

County and she is going on her seventh year of Model UN. Being new to Northern California, 

Allyson loves exploring the Bay Area including San Francisco sushi restaurants and Berkeley 
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hiking trails. If she isn’t hanging out with her family back home she is most likely watching 

The Office, Friends, or How I met Your Mother for the billionth time. All in all, Allyson is super 

excited for conference especially because these issues are so closely related to what she 

hopes to major in while at UC Berkeley.

 Isha Shah is a freshman in the UC Berkeley College of Engineering, majoring in 

Bioengineering and minoring in Global Public Health. Originally from Toronto, Canada, Isha is 

looking forward to vice-chairing WHO at Berkeley Model United Nations for the first time, and 

share her passions for healthcare, engineering and international relations with delegates. 

She is excited to see topics like genomic medicine and the bioethics of genetic modification 

debated and discussed in committee! Outside of Model UN and academics, Isha likes to play 

soccer, sing and travel, and can’t wait for BMUN.

 I personally loved MUN in high school, and I’m sure you’re going to love this 

conference! If you ever have any questions or concerns at all, please feel free to reach out to 

me at hdong@bmun.org. 

Best,

Henry Dong

Head Chair, World Health Organization

Berkeley Model United Nations, Sixty-Seventh Session
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Before We Begin, A Note on Procedure
 This year, we’re going to be changing things up a bit. If you’ve done MUN before, 

you’ll know that traditionally, Bloc B’s like the World Health Organization are often very 

large committees that are chaired in traditional parliamentary procedure – characterized 

by speeches, comments/questions, unmoderated and moderated caucuses, formal caucus, 

and then voting bloc. But procedure will be a little more unorthodox this year, and we will 

adopting a unique Bloc B/crisis hybrid for the genomic healthcare topic only (don’t worry, the 

mental health in conflict zones topic will still be chaired through traditional parliamentary 

procedure). This is for a few reasons: 1) genomic medicine right now is quite limited in its 

practical applications, which makes the topic perhaps too narrow or moot to discuss. 2) 

What makes this topic so interesting, in my opinion, is that much of the current technology 

that we have for genetic engineering is so new (CRISPR in particular), meaning that it is 

very likely that the future will hold the key to unlocking the potential of these technologies. 

3) The continual development of genetic technology will inevitably unravel grave questions 

regarding bioethics, regulation, and social inequity, the likes of which we cannot address in 

our present.  

 So how exactly will this work? You can imagine it as a sort of moving timeline. We 

will start in the present, in March 2019, and debate the topic as it currently stands and 

the technology that currently exists, with traditional parliamentary procedure. From there, 

we will then abandon this procedure in favor of something more flexible, dominated by 

continual moderated and unmoderated caucuses. As committee progresses, we will follow 

something resemblant of a “crisis arc,” where there will be new crises presented every so 

often in chronological order. For example, we might have a crisis that discusses some new 

development in 2025, and then another in 2030, and so forth. If you haven’t done crisis 

before, fear not – you won’t be passing any directives and you won’t need to know any crisis 

procedure. Instead, you can think of the topic as “evolving” over time – so just be ready to 

continually receive new updates and incorporate them into your ideas. True to a typical Bloc 

B, you will still be working towards a final resolution that you will then present in formal 

caucus and vote on in voting bloc, but ideally, this final resolution will encompass all the 

developments that the committee has seen (i.e. all the developments that have occurred in 
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the “future”). Hopefully, with your resolutions, you will get an idea of the scope of genomic 

healthcare and develop a sustainable framework that addresses all relevant issues and 

points of contention – both present and future. 

 If you have any questions or concerns about this, please reach out to me at hdong@

bmun.org, and I would be happy to talk about it. Best of luck with your research!
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Topic 1: The future of genomic healthcare: bioethics, regulation, 
and challenges

Topic Background
Foreword:
 We often talk of history as the past, a documentation of where we have been and 

what we have accomplished, a journal of what has happened prior to our times, and often, 

we think of history as a warning or a lesson – what can we learn from it? How can we be 

guided by it? Think of the advent of the wheel, the invent of the car; think of World War II, the 

Industrial Revolution; all times that reflect the best, and the worst, of humanity, but back in 

those days, no one knew that their present would be written down in history books forever. 

Today, the early 21st century, will be one of those times. What I’m referring to, as I’m sure 

you’ve probably already deduced by now from the title of this topic and as you’re probably 

wondering why it’s taking me so long to get to the point, is genomic medicine and genetic 

engineering. Today, the actions that we take, the moments that we live, the decisions that we 

make will define the ultimate question – will these times be the best or worst of humanity?

 This topic will primarily cover genomic medicine and its future, especially in genetic 

editing. But because of the incredibly broad and detailed nature of genomic medicine, 

we will primarily be focusing on a few select areas: 1) how genomic medicine and genetic 

modification exists today; 2) how healthcare in the future may come to be defined by 

genetics/genetic editing; 3) how genetic modification may become a medical practice; 4) 

challenges – both social, international, and scientific – of implementing genetic editing 

and genomic medicine; 5) the ethics and necessary regulation of both existing and future 

technologies. 

First, a little history
 The first questions that we have to ask are– what exactly is genetic engineering? What 

does genomic medicine mean? And to answer that, we’re going to have to dive a bit into the 

history of the human genome, and what exactly genetic engineering entails. 

 These last few years, CRISPR has been all the buzz, and you might’ve heard quite a 

bit about this term. And CRISPR will likely be one of the most intense focal points of this 
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topic during conference in March, but before we get to that, it’s important to understand 

that CRISPR didn’t invent genetic modification and gene engineering; rather, far from it – 

previous efforts of genome editing and genetic engineering have existed since the mid/late 

20th century. In fact, the idea of gene editing has existed since quite literally the beginning 

of human civilization. Ideas of selective breeding in domesticating animals and farming crops 

are based on this same notion of genetic modification.

 But lucky for you, we won’t be going that far back. We’ll start in 1953. That was 

the year that James Watson and Francis Crick published a paper titled “A Structure for 

Deoxyribose Nucleic Acid,” in the British scientific journal Nature, where they were the first to 

propose the double helix structure of DNA and the nucleic base pairing in the DNA backbone, 

based on the X-ray diffraction DNA imaging work of Rosalind Franklin and Maurice Wilkins 

(“The Francis Crick Papers”). At the risk of sounding too much like a biology textbook, we 

won’t talk much more about the technicalities of their finding, but the main takeaway is 

this: Watson and Crick were the first to propose DNA’s double helix structure, and it is this 

structure of DNA that allows genetic engineering to be plausible at all. 

 The foundation of modern genetic engineering (from the mid 20th century and 

forward) lies in this basic discovery, and the root of genetic modification is based on the 

physical manipulation of DNA itself. In a nutshell, DNA manipulation is responsible for 

changes in genetic expression, and this change in genetic expression manifests itself in the 

tangible characteristics that you and I can see, which include medical applications. 

 In 1972, Paul Berg –  an American biochemist, Stanford professor, and later, Nobel 

Prize Winner – birthed modern day genetic engineering in the form of recombinant DNA 

technology, combining the genome of E. Coli bacteria with genes of various viruses (Nemudryi 

et al. 2014). Over the last few decades, technology in the field has been advancing at an 

incredible rate; in 1991, the first engineered nuclease technology, the zinc finger nuclease 

(nuclease basically meaning something that can cut DNA, and zinc finger just describes 

how it works, but it’s not too important), was reported by scientist Pavletich and Pabo in 

the well-known journal Science (Carol 2017). The zinc finger protein domain, coupled with 

an endonuclease domain (don’t worry too much about the specifics of how this works), 

was demonstrated – for the first time in 1996 – to cut DNA at specific locations, giving 
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researchers of the time an opportunity to edit cultured cells (i.e. cells grown on a petri dish 

in laboratory conditions), and the technique was popular among stem cells (Nemudryi et al. 

2014). But despite its significance, the zinc finger had a number of drawbacks, which included 

the complexity of constructing the nuclease and inaccurate cleavage (Nemudryi et al. 2014). 

And this thereby led to the development of the TALENs (transcription activator-like effector 

nucleases) sometime between 2009 and 2011 (Nemudryi et al. 2014; Carol 2017), which 

basically has the advantage of more specific DNA editing. In case you’re wondering if you 

need to know all of this, you don’t – I just wanted to give you all a brief history of some of the 

major emergent technologies, so that we have an idea of where we stand today, how far we 

have come, and in case anyone was interested.

 And of course, like any other emergent technology, the natural question researchers 

wanted to ask next was: well, how can this be beneficial to people? So, in 1990, the Human 

Genome Project (HGP) was first initiated in the United States, under the supervision of the 

National Institute of Health (NIH) (Venter et al. 2001). The project, which was completed in 

April of 2003, was a massive international research effort to map out and sequence every 

single human gene – collectively known as a genome; it was, to say the least, the first effort 

to help us understand the blueprint of how our body works. The HGP has since revealed 

approximately 20,500 individual genes, and moreover, resulted in the discovery of over 1800 

disease related genes (“An Overview of the Human Genome Project”; Lander et al. 2001). 

This, combined with our impressive and revolutionized gene editing techniques, is continually 

putting the spotlight of modern medicine on the hidden gems of genomics.

 So finally, this brings us to 2012 – the advent of the first use of CRISPR in genetic 

modification. Only a short six years ago, that was the year that Jennifer Doudna, currently 

a professor of Molecular and Cell Biology at UC Berkeley, and her team characterized the 

activity of what’s now known as CRISPR-cas9. The Clustered Regularly Interspaced Short 

Palindromic Repeats (CRISPR) technology and CRISPR Associated System (cas) was first 

discovered in bacteria as a defense against foreign viruses and DNA. Eventually, its use 

progressed into eukaryotic cells for purposes of modification, as the technology was adapted 

by the Broad Institute for genetic engineering. Basically, CRISPR-cas9 consists of two main 

parts: the cas9 enzyme, which is capable of cutting DNA at specific locations within the 
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genome – think of a pair of molecular scissors – and guide RNA that can allow CRISPR to 

cut precisely at the right point. So while CRISPR didn’t exactly invent genetic engineering or 

genomic modification, what it accomplished was nothing less extraordinary - it made gene 

engineering so much easier, so much more inexpensive, and so much more efficient, to the 

point where nearly any half-decent lab in the world could afford and effectively use CRISPR 

technology. And that makes its applications much more relevant. In a review paper published 

in Cell, a highly regarded molecular biology scientific journal, Dr. Patrick Hsu of the Broad 

Institute remarks “Cas9 is driving innovative applications from basic biology to biotechnology 

and medicine” (Hsu et al. 2014). No longer is genetic engineering a technology restricted to 

boring science journals and research papers – we are now moving into an era where much 

of society may come to be dictated by the real-life applications of science that used to be 

thought of as impossible. 

Notable Use Cases
 Perhaps the most well-known usage of CRISPR came in 2015, when scientists led by 

Junjiu Huang at Sun Yat-Sen University in China reported using the technology to edit the 

genomes of human embryos, in a remarkably bold and unprecedentedly controversial world 

first (Cyranoski and Reardon 2015). The team of researchers used CRISPR-cas9 in order 

to modify the hemoglobin B gene – responsible for the potentially fatal blood disorder, 

β-thalassaemia – by quite literally cutting out the mutant gene and replacing it (Cryranoski 

and Reardon 2015). But the experiment itself wasn’t so straightforward, because editing 

at the time wasn’t very precise – a host of side effects, dubbed “off-target effects,” were 

observed. Of 86 embryos injected, only 71 survived; of these 71, only 54 were tested; of these 

54, only 28 were successful in the DNA cutting, and of these 28, only a small fraction actually 

contained the replacement gene (Cyranoski and Reardon 2015). Moreover, even in the 

ones that were successfully replaced, CRISPR-cas9 presumably acted on a number of other 

portions of the genome, resulting in unexpected and undesirable mutations. The bottom line: 

serious obstacles still exist before the technology can be used in most medical applications. 

 Fast-forward to the year 2017, and within a short two years, those obstacles seem to 

already be a thing of the past. In the first attempt to genetically modify human embryos in 
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the United States, Shoukhrat Mitalipov of Oregon Health and Science University led a team 

of researchers to use CRISPR-cas9 in targeting a mutation in the gene MYBPC3, responsible 

for a heart disease called hypertrophic cardiomyopathy (Li et al. 2017). Mitalipov and his 

group are thought to have broken new ground by demonstrating that it is possible to safely, 

effectively, and efficiently correct disease-causing genes, without the documented off-target 

effects and mosaicism that characterized previous related research (Connor 2017; Li et al. 

2017, Servick 2017). Although doubts and skepticism among the scientific community have 

surfaced (Servick 2017), the results are still nothing short of significant; even if alternative 

explanations exist for Mitalipov’s data and publication, two things are clear: 1) usage of the 

technology for modification purposes is possible, and more importantly, 2) this is ultimately 

the direction that the application of CRISPR is ultimately heading. 

Medical Applications
 Alright, so now let’s get to the point – this is the World Health Organization after all. 

The ultimate question: how can CRISPR be used in medicine? In healthcare? What are its 

applications that extend beyond science and target international health issues?

 Well, to be honest, not much. As of 2018 (and presumably 2019, when you all be 

debating this issue in March), genetic engineering is only applicable in certain situations, and 

many of its use cases aren’t exactly necessary novel – think of in-vitro fertilization (IVF, which 

we won’t talk about at length in this topic synopsis, but are also quite interesting in and of 

itself). But because this topic will be moderated using a Crisis hybrid procedure, and many of 

the crises that we will have will take place in the future, we’re going to shift the conversation 

into the usage of genomic medicine as a whole, and then the challenges and realities of 

genetic editing/CRISPR in the near or far future. 

 So what’s genomic medicine? Well the easy definition first: the National Human 

Genome Research Institute (NHGRI) defines it as “an emerging medical discipline that 

involves using genomic information about an individual as part of their clinical care (e.g., for 

diagnostic or therapeutic decision-making) and the health outcomes and policy implications 

of that clinical use,” and already, genomic medicine is making waves in such medical fields as 

pharmacology, oncology, and infectious diseases (“What is Genomic Medicine?”). Genomic 
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medicine isn’t just a branch of medicine; rather it is a way of practice that is centered on the 

human genome – and especially, each individual’s own genome – that examines how genetics 

can be applied for medicinal purposes, and most importantly, what genetics means for 

healthcare. 

 Although genetic editing and modification is still a long ways away from becoming a 

reality – at least, for medicinal purposes – principles of genomics already exist within modern 

day healthcare, and we will briefly examine three primary practical applications (although I 

encourage you to research more on your own time).

 First is the use of genetic information in a form of healthcare practice called 

personalized or precision medicine. In a nutshell, personalized medicine is essentially the 

application of traditional and emerging understandings of the genetic and environmental 

underpinnings of disease in order to individualize prevention, diagnosis, and treatment of 

disease and disorders (Offitt 2011). With this practice, medical intervention, drugs and other 

treatment are tailored to individual patients based on assessments of their risk or predicted 

response, which can be understood from their own genome and DNA sequence.  

 Second is the application of genomic technologies and gene sequencing in clinical 

drugs – now called pharmacogenomics – which is revolutionizing drug development. Genetic 

editing and modification aside, genomics itself has created remarkable new opportunities 

for drug discovery, where knowledge of individual human genes has the potential to offer 

more effective preventative measures and altogether change strategies for drug research 

and development (Emilien et al. 2000). Moreover, this can be combined with personalized 

medicine practices to treat diseases according to specific and genetic individual markers, 

selecting doses and medications that are optimized for each individual patient (Emilien et 

al. 2000). When you add genetic technologies like CRISPR into the equation, the CRISPR-

cas9 system can deliberately target and either activate or inhibit certain genes, allowing 

researchers to identify the genes and proteins that cause or prevent disease and are 

therefore targets for potential drugs (Scott 2018). 

 Third is perhaps the closest modern day rendition we have to genetic modification: 

gene therapy. Although not yet entirely viable and still considered risky and preliminary, 

gene therapy offers a similar solution that CRISPR-based modification does: the direct 



Berkeley Model United Nations LXVII 11

manipulation of human genes. But there are two primary differences: 1) gene therapy 

introduces new genetic material into human cells through a genetically engineered carrier 

called a vector (which is closer in nature to recombinant DNA than CRISPR-based editing), 

and 2) gene therapy occurs only in somatic cells and localized tissue, meaning that the 

human germline is not altered, and modified traits cannot be passed down to offspring. In 

other words, genetic changes as a result of gene therapy live and die with the patient. 

Ethical considerations 
 Over the last few years, as advancements in genetic engineering/modification 

has progressed, the ethics of the technology has become the focal point of most of the 

controversies surrounding it. Immediately after the publication of the initial 2015 study by 

Chinese scientists, Nature and Science, two of the most prominent scientific journals in the 

world, came out in immediate opposition by opposing the work and rejecting the paper, 

citing ethical objections (Kaiser and Normile 2015). Scientists in Nature called for a global 

moratorium on the genetic modification of human embryos, citing concerns over safety and 

ethics. Although the embryos were non-viable to begin with and were never implanted – 

which the researchers exploited to justify their work –  this experiment nevertheless provided 

the spark to an ethical controversy that has, for decades, existed only in the hypothetical. 

Because of the nature, detail, and many avenues of the controversy, only some of the most 

notable arguments will be discussed here – I encourage you all to further research the 

bioethics of genetic engineering.

 For decades, ethicists have been concerned about the dangers and implications of 

modifying the human germline. Since the development of modern day genomic tools like 

recombinant DNA, zinc finger nucleases, and TALENs, these questions have always existed, 

though the reality of such modifications was purely theoretical. DNA, after all, is heritable, 

and so genetic modifications are thereby heritable. Each modification is passed down from 

generation to generation, and it is difficult to say what disastrous implications may be the 

result of careless modification. Unlike gene therapy, an accepted medical practice, changes 

made to the human germline would be inherited by the patient’s children and thus contribute 

permanent changes to the human gene pool. These, if sufficiently extensive, might, in 
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principle, irreversibly and undesirably alter the nature of the human species. And so, although 

many in the medical field are pushing for further development in the field, leading biologists – 

among them, Jennifer Doudna herself – called for a global moratorium in 2015 (Wade 2015). 

George Q. Daley, a stem cell expert at Boston Children’s Hospital, had this to say: 

“It raises the most fundamental of issues about how we are going 

to view our humanity in the future and whether we are going to take 

the dramatic step of modifying our own germline and in a sense 

take control of our genetic destiny, which raises enormous peril for 

humanity” (Wade 2015). 

For those ethicists who remain concerned over the heritability of genetic changes, gene 

therapy – where changes begin and die with the patient – remains a generally acceptable 

and viable alternative. In any event, it is difficult to completely understand the consequences 

that genetic modification can have on the human germline. 

Historically, this is reminiscent of the initial discovery of recombinant DNA technology – the 

ability to essentially transfer pieces of DNA –  during the mid 20th century. During that time, 

scientists were still learning how DNA works, and although they were sure that the new 

developments would offer significant promise towards future research, they weren’t quite 

as confident what the potential health and environmental risks might be. A community of 

scientists sounded the alarm on this sort of research and called for a worldwide moratorium 

until the nature and magnitude of the risks could be fully assessed. Finally, in February of 

1975, the International Congress on Recombinant DNA Molecules was held at the Asilomar 

Conference Center in Pacific Grove, California (Berg 2008). At the gathering, scientists agreed 

to continue the research but only under the adherence to stringent guidelines and regulation, 

marking the beginning of both a remarkable new age of research and an intersection of 

science and public policy (Berg 2008).   

 Another major contributor to the debate revolves around a notion known as a “slippery 

slope.” Just as surgery was initially invented as a treatment for disease and has now evolved 

for cosmetic purposes, so too can genetic engineering and modification be used for non-



Berkeley Model United Nations LXVII 13

therapeutic reasons. Just imagine it: it would be possible to completely reprogram the basis 

of our genetic code. Maybe we want to run faster. Maybe we want green eyes. Maybe 

we’d want to be smarter, to understand multivariable calculus or comprehend complex 

philosophical theories. Maybe we just want to be better at MUN. In gray areas like these, 

traditional boundaries of black and white are nowhere to be found. The possibility of designer 

babies – whose traits are genetically hand-picked – is one of the most prevalent bioethical 

controversies today.

United Nations Involvement, International Challenges, and Regulatory Frameworks 

 The involvement of the United Nations in issues related to genetic engineering, the 

human genome, and bioethics technically dates back November 16, 1945, which was the 

date the United Nations signed the Constitution of UNESCO, which came into force on 

November 4, 1946 (“History of UNESCO”). UNESCO, the United Nations Educational, Scientific 

and Cultural Organization has been at the forefront of all issues pertaining to international 

bioethics and has been instrumental in recent decades as genetic engineering has become a 

prominent scientific development. 

 In 1993, UNESCO created the International Bioethics Committee, a body of 36 experts 

in the life sciences and its applications in order to protect human freedom and rights. It’s 5 

tasks, according to UNESCO, are: 

1. “To promote reflection on the ethical and legal issues raised by research in the 

life sciences and their applications.

2. To encourage the exchange of ideas and information.

3. To encourage action to heighten awareness among the general public, 

specialized groups and public and private decision-makers involved in bioethics.

4. To co-operate with the international governmental and non-governmental 

organizations concerned by the issues raised in the field of bioethics as well as 

with the national and regional bioethics committees and similar bodies.

5. To contribute to the dissemination of the principles set out in the UNESCO 

Declarations in the field of bioethics, and to the further examination of issues 

raised by their applications and by the evolution of the technologies in question” 
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(“International Bioethics Committee”). 

 More recently, in 1997 during its 29th General Conference, UNESCO adopted The 

Universal Declaration on the Human Genome and Human Rights, which was later adopted 

by the United Nations itself in 1998 at its 53rd General Assembly (Butler 1998; “Universal 

Declaration on the Human Genome and Human Rights”). In 2003, a meeting of a UNESCO 

panel in Paris turned its attention towards medical ethics (UN News 2003), and in 2005, 

UNESCO member states adopted the Universal Declaration on Bioethics and Human Rights 

to address the increasing ethical issues that have arisen after rapid scientific developments 

in the fields of medicine and technology (UN News 2015). In short, the declaration stated 

that the human genome was part of the heritage of humanity, and outlined the general rules 

necessary to respect fundamental human rights, dignities, and freedoms. After incredibly 

rapid progress in the years following, the United Nations doubled down on their previous 

actions in a 2015 panel by calling for a moratorium on editing the human genome, fearing 

that rapid genetic advances would have the potential to result in designer babies and a 

future that fosters eugenics (UN News 2015; Amelan 2016; Camporesi and Marks 2015). 

International Health
 Regarding the role of genomics in international health, one of the World Health 

Organization’s (WHO) most notable actions is the Human Genomics in Global Health 

initiative, which builds on the previous work of the Human Genetics programme and the 

Initiative on Genomics & Public Health (“Human genomics in global health”). The initiative 

primarily aims to raise awareness and provide information to regional governments, the 

general public, and the entire health sector on the challenges and opportunities that genomic 

health has to offer. Its areas of work, as per the WHO, are: 

• “Host an international forum of exchange with the aim of fostering professional 

interactions and debates in the areas of human genomics, global health, and 

service delivery and safety.

• Raise awareness of human genomics and its clinical applications among public 

health officials, particularly in Ministries of Health.

• Facilitate access to training and educational tools in genomics to health care 
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professionals, policy-makers and the public, in order to improve genetic service 

management and delivery.

• Promote the development of cost-effective, safe and quality health services in 

low- and middle-income countries arising from the application of innovations in 

human genomics to address diseases related.

• Address the ethical and regulatory issues arising from genomic research and its 

clinical applications, e.g. sharing of human genomic information” (“About WHO’s 

Human Genomics in Global Health initiative”).

The initiative, however, has drawn criticism for falling flat on its goals, as the WHO itself has 

been regarded as slow to fully embrace genomic medicine, and the initiative has been poorly 

staffed and funded (Sirisena and Dissanayake 2017). 

Developing Countries and International Challenges
 In considering some of the current and future challenges of implementing genomic 

healthcare related technologies and genetic editing, among the most important is ensuring 

that the technology does not exacerbate current disparities that already exist within 

healthcare.  Parallel to these challenges, the international community needs to address 

developing the capacity for biotechnology and genomic research in still-developing countries. 

Although there are now major research agencies dedicated to global health concerns such 

as HIV/AIDS, malaria and tuberculosis, many other communicable and infectious diseases 

are localized in their occurrence and thus will not attract significant funding or research 

from major pharmaceutical and healthcare representatives due to the lack of market 

incentive (WHO 2002). In certain developing countries, biotechnology and genetic capacity 

is already advanced, though in many, it is nonexistent or otherwise infeasible due to lack 

of resources, staff, and funding (WHO 2002). Without this imbalance being addressed, the 

potential of genomics to be applied on an international scale and address some of the most 

pressing health issues of our time may never be realized, and moreover, the inequities that 

currently exist will only be worsened. In the basic notion of human rights and freedoms, this 

fundamentally goes against the mission of the World Health Organization. 

 Advances in genetic technology have revolutionized the face of medicine, but the 
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pace of these genomic medicine practices don’t necessarily extend to countries limited in 

resources (Mitropoulos et al. 2015). Compared with developed nations, developing countries 

face burdens that include high and sustained levels of poverty, as well as limited resources 

dedicated to health services and combatting disease. Statistically, disease profiles in these 

countries are characterized by a higher proportion of nutritional, infectious, and social 

conditions leading to illness and death (Sirisena et al. 2016). 

Regulatory Frameworks
 In the persistent ethical debate that still wages on, one side argues that we, as 

humanity, actually have a moral imperative to continue on with research into genetic 

modification – and even human embryonic research. One of the most outspoken individuals 

in the debate, Julian Savulescu, a University of Oxford Professor of Ethics, recently published 

a paper in Protein Cell that argues “advanced gene editing techniques could reduce the 

global burden of genetic disease and potentially benefit millions worldwide. This research is 

a moral imperative” (Savulescu et al. 2015). In this view, just because a technology could be 

used for non-therapeutic reasons doesn’t necessarily warrant a moratorium on its use. Much 

of the argument rests on this notion that regulation here is more important.

 In 2016, China was the first to begin clinical trials using CRISPR-edited immune cells in 

patients with lung cancer (Cyranoski 2016). In 2017, the United States’s FDA Recombinant 

DNA Advisory Committee did not object to the first clinical protocol to use CRISPR mediated 

gene editing, and so the first United States clinical trial is expected to begin shortly. Since 

then, several more clinical trials have been approved in China, including one to perform gene 

editing in vivo – meaning directly in the body of live patients (Cyranoski 2016). 

 Regulation of CRISPR technologies, genetic editing, and human embryonic research, 

as well as policy regarding these areas vary extensively. Take a look at the figure below, for 

example (Ledford 2015). 
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 Although regulation legislation does exist, international regulatory frameworks aren’t 

quite as comprehensive. In fact, although a varied landscape exists amongst regional 

governments, no internationally agreed-upon regulatory framework for genetic modification 

and human germline editing even exists (Cyranoski 2016; Vogul 2018). Because this area 

will likely be one of the most lively and contentious avenues of debate in March, I won’t get 

discuss too much more about some of the proposed regulatory models; instead, I encourage 

you to do your own research into these frameworks.  For starters, I would look into the 

European Medicines Agency’s work into laying down more specific regulatory guidelines – 

and what Europe in general has been doing – as well as this article here: https://www.ncbi.

nlm.nih.gov/pmc/articles/PMC4699477/
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Case Study: Iceland and Down Syndrome
 Just days after the MIT Technology Review published an article reporting that a team 

of American researchers at Oregon published ground-breaking research demonstrating 

the possible efficacy of CRISPR in modifying disease-causing genes in human embryos, CBS 

News released an article that has made waves in the last two years, showing that Iceland 

is likely to be the first country to nearly eliminate Down Syndrome through a combination 

of prenatal testing and selective abortion (Perry 2017; Quinones and Lajka 2017). While the 

two events are independent – and certainly coincidental in the proximity of the timestamps – 

the implications of these two articles are unambiguous, and it is clear that CRISPR has both 

notable applications and ethical considerations in the ongoing slippery slope argument. 

 So what’s going on in Iceland anyways? Prenatal screening tests – tests that occur 

during the 9 month pregnancy which can shed light on certain diseases that the growing 

fetus may have – became available in Iceland beginning in the early 2000s, and while the 

tests are technically optional, the government mandates that all expectant mothers must 

be informed about the availability of these tests (Quinones and Lajka 2017). Because of 

this mandate, it is estimated that approximately 80-90% of mothers choose to take the 

test, which ultimately reveal the likelihood of a child being born with Down Syndrome 

(Quinones and Lajka 2017; Cherry 2017). The problem here is the implicit bias that such a 

mandate creates. Physicians or midwives in Iceland must ask the question, “Would you like 

to have information on screening for Down syndrome?” but this question alone encourages 

expectant mothers to perceive Down syndrome in a negative light, as something that 

warrants being screened out. Under these circumstances, the only other alternative to opting 

into the test is deciding not to know.  And so, it comes as no surprise that the vast majority of 

women – virtually 100% -  who received a positive test for the syndrome ultimately chose to 

receive an abortion to terminate the pregnancy. 

 Iceland isn’t exactly alone in its efforts. One could point out its incredibly small 

population of only about 340,000 (to put it in perspective, think of the city of Anaheim, it’s 

basically the same population size) as perhaps the reason why the country is the closest to 

eliminating Down syndrome, since only a handful of babies are born with it each year. But 

the United States and France both have Down syndrome elimination rates of 67% and 77%, 
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respectively, and worldwide, fetuses with higher probabilities of Down syndrome are more 

likely to be terminated during the pregnancy (Quinones and Lajka 2017; Cherry 2017; Will 

2018). And so, while Iceland isn’t the only country to attempt to abort fetuses with Down 

syndrome, these attitudes are still necessarily representative of broader social stigmas and 

cultural issues that make us have to consider the questions we must inevitably ask – are we 

ready for genetic modification? Are we ready for CRISPR?

 To avoid getting too political, we won’t be discussing abortion at all and will instead 

shift the conversation to examine the implications that genetic editing and modification have 

on these currently existing stigmas. To some, screening for Down syndrome and using genetic 

modification to reverse the negative effects seems almost like common sense – after all, this 

would prevent a potential lifetime of suffering for both the child and the family. But to others, 

a view of this nature is inherently ableist and misguided, where prospective parents’ decisions 

and perspectives are inevitably shaped by fear and social stigma, and these prejudices 

can now be aided by modern medicine. The slippery slope is perhaps one of the most 

fundamental arguments in the ongoing modification controversy. Sometimes it doesn’t seem 

so daunting; after all, it’s easy to say that CRISPR should just be used for medicinal purposes 

and not used for anything else – like blue eyes, intelligence, etc. 

 But what about Down syndrome? It’s technically classified as a disorder that is 

attributed to an extra chromosome, and while it’s true that those with Down syndrome 

may experience shorter lives and experience health complications, that’s not the reason 

why so many Iceland citizens – or US or French citizens, for that matter – are so inclined to 

terminate their pregnancy or look to genetic modification to “cure” the syndrome.  While the 

application of CRISPR in this case may be for “medicinal” purposes, it is very likely that the 

reason for the decision in the first place is not founded on any medicinal basis, but is instead 

grounded in our own cultural predispositions and stigmas against disabilities. As geneticist 

Kari Stefansson – who studies the genomes of the Icelandic population – notes, “I don’t think 

there’s anything wrong with aspiring to have healthy children, but how far we should go in 

seeking those goals is a fairly complicated decision” (Quinones and Lajka 2017). Our tools 

and technology as of now are reactive and post-conception, but soon enough, they’ll shift to 

proactive and pre-conception (Perry 2017). The question is: where do we draw the line? And 
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who determines this?

Questions to Consider:

1. How does regulation of genetic technology and genomic medicine 

exist today? How might this change in the future as advancements 

with CRISPR continue to develop?

2. What challenges still exist with implementing genomic medicine and 

genetic editing? How can we overcome these challenges?

3. How can genetic technology reach developing countries, and what 

are some ways to mitigate potential inequalities in the future? 

4. Consider your country’s stance on genetic modification and 

embryonic research. Why might different cultures and regions view 

genomic medicine differently, and how can we reconcile these 

differences? 
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Topic 2: Mental Health in Conflict and Post Conflict Zones

Topic Background
Foreword
 I don’t quite have as dramatic of a foreword for you all for this topic, so instead I’m 

going to try a different approach – I’m going to try to talk about it as passionately as I can. 

It’s no secret that mental health is heavily stigmatized worldwide. Although the extent to 

which these cultural stigmas and prejudices exist vary, mental health as a whole is frequently 

looked down upon and not taken as seriously as physical health; in some cases, mental 

health disorders are perceived as taboo even. But the negligence of mental health inevitably 

raises certain issues; common mental health disorders may be difficult to identify but can be 

extremely debilitating.

 Conflict is a whole separate beast. Armed conflict creates entirely new environments 

and hostile situations, the likes of which are unprecedented and unrivaled. The change 

in styles of fighting over the last few decades have increasingly affected and debilitated 

civilian populations by targeting common social infrastructures like schools, hospitals, and 

community centers, and directly impacting civilian life. Physical health problems as a result of 

such conflict are easily apparent and must be addressed, but mental health issues frequently 

get swept under the rug and ignored. However, these mental health issues create a host of 

other local and regional problems. Entire generations of children are crippled by the traumas 

they’ve seen; whole communities have been torn down as a result of collective mental 

health disorders; post-conflict peace has broken down because of irreparable dysfunctions; 

economic growth within regions is frequently impaired. Even decades after the initial trauma, 

mental health issues are still prevalent and pervade individuals and communities alike. 

Defining Mental Health, Conflict, Post-Conflict
 Broadly defined, mental health can be thought of as our emotional, psychological, 

and social well-being. According to the World Health Organization, “Mental health is defined 

as a state of well-being in which every individual realizes his or her own potential, can cope 

with the normal stresses of life, can work productively and fruitfully, and is able to make a 
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contribution to her or his community” (“Mental health: A state of well-being”). But even these 

broad definitions cannot always entirely encompass the scope of what mental health entails.

 As you may have guessed from the topic title, this particular topic will be dealing with 

mental health in a particular niche: conflict. Conflict is not a homogeneous entity, however; 

not all conflict is alike – there are unique challenges that survivors of particular conflicts 

face – nor are there exact definitions to determine what is and what isn’t conflict. That being 

said, what exactly constitutes conflict? In a broad sense, conflict can be thought of as a 

confrontation between two or more parties of different agendas towards some incompatible 

end. Peter Wallensteen, a pioneer in peace research, identifies three general forms: interstate 

(disputes between nation states), internal (disputes within a state, for example, territorial 

conflict or battles for control of government), and state-formation (also within a state, for 

example, civil and ethnic wars and secessionist movements), with the latter two becoming 

increasingly worrisome due to the rise of both their frequency and intensity (Wallensteen 

2002). These sorts of struggles have been prominent recently in areas of Asia, Europe, and 

Africa – examples include Eritrea’s declaration of independence from Ethiopia, the breakup 

of former Yugoslavia, and the ongoing Syrian Civil war (“Armed Conflict”). It is also important 

to understand the political, social, and ethnic identity factors that often contribute to the 

landscape of many internal conflicts, which I encourage you to research further. For the 

purposes of our topic, we’ll primarily be looking at instances of armed conflict, which are 

often fought not only by regular armies, but also by armed civilians and militias, thus creating 

the following characterizations: 1) guerilla warfare as denoted by intermittent and violent 

clashes; 2) paralysis of governance; 3) collapse of state institutions including police/judiciary, 

resulting in breakdown of law and order; 4) community based fighting, ill-defined battlefields, 

lack of chain of command, homegrown weapons; and 5) high civilian casualties (“Armed 

Conflict”). 

 Post-conflict, then, refers to the immediate and long-term aftermath of active conflict 

zones, and can refer to a number of things that include reinstatement of governance, 

rehabilitation of state structures and civilian health, ensuring sustainable peace, reactivating 

the local economy, restoring social infrastructures, and in general, addressing the 

significant repercussion associated with conflict (UNDESA and UNDP 2007). However, as the 



Berkeley Model United Nations LXVII 27

international community has come to learn from several case studies of conflict and post-

conflict regions (some of these case studies can be found below), these tasks aren’t quite so 

easy. 

Effect of conflict on mental health
 When considering the effect that conflict has on a civilian population’s mental health, 

it’s quite clear what some of these consequences might be. Obviously, conflict is detrimental 

to mental health – you certainly don’t need me to write a topic synopsis on that – but some 

of the nuances behind these negative impacts are more difficult to detect or think about. 

Along similar lines, the repercussion of conflict on mental health also includes childhood 

traumas and developmental psychological issues for an entire generation or more, as well 

as lasting scars that exist in communities in the long term following active conflict. Even 

in otherwise rehabilitated regions, the prominence of mental health issues have been 

detrimental to society, as we’ve learned through many case studies. Moreover, psychosocial 

trauma and mental health issues are problems frequently overlooked and generally poorly 

addressed by local governments and even international agencies like the United Nations 

(“Armed Conflict”). In many cases, bodies like the World Health Organization or reconstructed 

governments are inadequate or not equipped to fully deal with these sorts of issues. Part of 

the issue is that mental health issues, as opposed to casualties, economies, etc, are not as 

well documented (Murthy and Lakshminarayana 2006). 

 So what exactly is the impact then? For starters, several studies have shown that 

among the civilian population affected, consequences of war and armed conflict include 

an increase in the incidence and prevalence of mental health disorders (Murthy and 

Lakshminarayana 2006). A significant amount of epidemiological research from both 

scientific literature and the WHO suggest that the most prevalent symptoms of mental 

disorders common in populations affected by war and conflict align with post-traumatic 

stress disorder (PTSD), major depression, anxiety, and psychomatic symptoms (Murthy and 

Lakshminarayana 2006; Neuner and Elbert 2007), where estimated endemic rates of PTSD 

vary from 16% to over 50% among both adults and children (Neuner and Elbert 2007; 

Thabet and Vostanis 2000). Moreover, given what we know about the effects of trauma and 
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PTSD, additional community concerns include rises in substance abuse, a cycle of violence, 

and worsened physical health (Neuner and Elbert 2007, Breslau 2001).  Even still, other 

epidemiological work has shown that PTSD is only one many possible outcomes following 

trauma, with a wide range of psychiatric disorders possible (Bell et al. 2012). Moreover, 

other than diagnosable psychiatric disorders, many civilians – with reports of 30-40% of 

the population – may suffer from psychosocial disorders, characterized by sleeplessness, 

irritability, hopelessness, domestic violence, nightmares, school dropouts, criminal activities, 

and other anti-social behavior (World Bank 2003). 

 Because mental illness also goes beyond the effect on each individual and worsens 

the collective psychological functioning of a community, negative impacts on economic 

development and continuation of conflict are both expected. Although it is difficult to draw 

an exact correlation because external variables are too difficult to control, as of 2008, 

almost half of all civil wars were a result of the breakdown of post-conflict peace, which can 

be attributed in part to difficulties in reconstructing conflict zones because of issues such 

as mental health, among others. Some researchers have suggested that these “invisible 

wounds” from mental health problems can leave societies vulnerable to relapses in violence 

(World Bank 2003). Recent research shows that secondary consequences of war – that affect 

the economy, as well as local family and social life – are additionally important indicators of 

psychological outcomes (Summerfield 2000), demonstrating the interconnectivity between 

separate issues in post-conflict regions. 

 Particularly vulnerable groups include women and children, with the former being 

more affected than men, and the latter being more heavily impacted due to developmental 

trauma (“Armed Conflict”; Murthy and Lakshminarayana 2006). Children of Nazi Holocaust 

and Japanese concentration camps, for example, were reported to still experience PTSD 

symptoms even 40-50 years after their initial traumatic event (World Bank 2003). According 

to one estimate, over the last decade, approximately 2 million children were killed from 

armed conflict and millions psychologically scarred by violence (“Armed Conflict”). Other than 

violence alone, refugee camps, displacement, loss of loved ones, and separation from family 

and homes create extensive emotional and psychosocial stress; because of their impaired 

development, many children develop flashbacks, aggression, social isolation, depression, 
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nightmares, and lack of future direction (“Armed Conflict”). Following the genocide in 

Rwanda, over 60% of children reported that they “didn’t care if they ever grew up” (Muller 

2013). 

Although many bodies of research have demonstrated that violence negatively impacts 

mental health in post conflict zones, relatively little research has been done in reporting 

the impact of conflict and war on mental health in active conflict zones. A study examining 

the mental health of civilians during Colombia’s armed conflict reports three risk factors: 

1) direct conflict related violence, 2) personal violence not directly conflict related, and 3) 

general hardship (Bell et al. 2012). Many high risk outcomes, such as depression, suicide, and 

aggression, have been linked to hardships experienced both directly and indirectly related 

to conflict, suggesting a need to focus on the systemic effects of armed conflict – instead of 

merely the direct violence – in order to support mental health in active conflict zones (Bell 

et al. 2012), a conclusion which has been supported by other research performed in post-

conflict zones (Summerfield 2000).  

Refugees
 Refugee and displaced populations are among the many groups in which PTSD and 

depression are especially prevalent, where estimates for acute clinical depression and PTSD 

range from 40-70% (World Bank 2013). In Uganda, 71% of the refugee population reported 

some sort of major depressive disorder, and in other conflict areas – including Algeria, 

Cambodia, Ethiopia, and Gaza – psychopathology prevalence was approximately 44% among 

those who experienced violence or armed conflict, and only 17% among those who did not, in 

the same regions. Epidemiological studies of IDPs (internally displaced people) and refugees 

in those areas also indicate a 15-53% of PTSD prevalence (World Bank 2013). Compare these 

numbers to nations not at conflict – for example, less than 10% of the adult population in the 

United States experience PTSD or depression – and the correlation becomes clear. Studies 

among Bosnian refugees also demonstrate similar numbers; one report demonstrated an 

association between psychiatric disorders (such as depression and PTSD) and disability. A 

follow-up study three years later on the same group concluded that former Bosnian refugees 

who remained living in the region continued to exhibit psychiatric disorders and disability 
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even after initial assessment (Murthy and Lakshminarayana 2006).

 The unique situation and needs of the tens of millions of refugees worldwide 

demonstrates the importance of addressing the core of the issue. At the root of every conflict 

is insecurity, which has disastrous social effects. Breakup of families and communities, in 

addition to insecurity and displacement, causes a collapse of services in the region, furthering 

the challenges and stresses experienced by many refugees. 

 

United Nations Involvement and International Response
 In addressing the issue of mental health globally, the World Health Organization 

has been the primary body of the United Nations. The World Health Organization, formally 

established in 1948 as the United Nation’s specialized agency dedicated to international 

health, has been responsible for major accomplishments such as the eradication of smallpox, 

and today still addresses health related concerns such as communicable diseases (most 

notably, AIDS, malaria, Ebola, and tuberculosis), non-communicable diseases that include 

sexual and reproductive health as well as aging, healthy nutrition and food security, and 

substance abuse, among many other issues – but you all should know that already, right? 

Recently, the WHO has been expanding into mental health issues – in addition to physical 

health – as well as health concerns related to emergencies, of which conflict is a part. Within 

the WHO, the Department of Mental Health and Substance Abuse is primarily responsible for 

overseeing mental health issues and needs. 

 In order to bridge the gap between the number of people who have mental health 

problems and the number of people who are provided mental healthcare, the WHO launched 

the WHO Mental Health Gap Action Programme (mhGAP) in 2008 and the Intervention Guide 

(mhGAP-IG) in 2010, which have become the WHO’s primary initiatives in addressing mental 

health globally (Keynejad et al. 2017). These programs have become instrumental in scaling 

up services for mental, neurological, and substance abuse (MNS) disorders, especially in lower 

and middle income countries (LAMIC), where most of the people who have some sort of MNS 

disorder – 75% in many low income countries – do not have the resources, healthcare, or 

access to treatment that they need (“WHO Mental Health Gap Action Programme (mhGAP)”; 

Dua et al. 2011). 
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 In May 2013, at the 66th World Health Assembly, the WHO launched the Mental Health 

Action Plan: 2013-2020, which recognizes the essential role of mental health for all people. 

The four main objects of this plan, as per the WHO, are to:

“

1. strengthen effective leadership and governance for mental health.

2. provide comprehensive, integrated and responsive mental health and social care 

services in community-based settings.

3. implement strategies for promotion and prevention in mental health.

4. strengthen information systems, evidence and research for mental health.” 

(“Comprehensive mental health action plan 2013–2020”).

Similar to the MDGs and SDGs, each objective is paired with several specific targets, which 

provide the basis to measure action and achievements throughout the 7-year span. Core 

indicators, measurements, and actions relating to the targets are collected through the 

WHO’s Mental Health Atlas. 

 Other notable and related resolutions include:

• Resolution A/RES/46/119: the protection of persons with mental illness and the 

improvement of mental health care. 

• Resolution A/HRC/32/L.26: addressing mental health and human rights

Conflict Zones
 Well, all that’s great and all, but now what about mental health as related to conflict? 

The WHO and the United Nations High Commissioner for Refugees (UNHCR) recently 

developed the Mental health Gap Action Programme Humanitarian Intervention Guide 

(mhGAP-HIG) as an adaptation to the existing mhGAP-IG in order to help non-specialist 

health workers better identify and manage mental health needs and MNS disorders in areas 

of humanitarian emergencies, such as armed conflict – current relevant regions include: the 

Central African Republic, Syrian Arab Republic, South Sudan, Yemen, and Nepal (Lindmeier 

and Gruijl 2015; “mhGAP Humanitarian Intervention Guide (mhGAP-HIG)”). Because health 

care workers are often in short supply and generally unequipped to deal with mental health 
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issues, this guide will give health responders the ability to begin to address these ummet 

needs. The guide is expected to be used in Syria, where the ongoing conflict has displaced 

more than 7 million people within the country and left an additional 4 million seeking refuge 

in neighboring countries (Lindmeier and Gruijl 2015). 

 The Department of Mental Health and Substance Abuse also cooperates with the 

WHO’s Department of Emergency and Humanitarian Action, and interventions generally 

involve the consultation and collaboration with local governments and nongovernmental 

organizations (NGOs). The WHO has developed a service pyramid that describes the mix of 

services that are required to achieve better mental healthcare within conflict affected regions 

(WHO 2013). Successful implementation of this pyramid, however, requires systemic changes 

and commitment from the community, government, legislation, policy, and a host of partners 

and collaborators. In order to help countries with this process, the WHO has developed the 

Mental Health Policy and Service Guidance Package (WHO 2013). 
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Case Studies
The Balkans
 Perhaps one of the best-known case studies that documents the impact of war and 

conflict on mental health, the Yugoslav Wars – also known as the Balkan Wars – was a 

separate but interconnected series of ethnic conflict and insurgencies, with over a decade 

of fighting from March 1991 to November 2001, that ultimately resulted in the breakup of 

the former Yugoslav state (“The BBC Break-up of Yugoslavia Timeline”; “Balkans war: A brief 

guide”). 

As the deadliest conflict Europe has seen since World War II, the wars were characterized by 

a significant number of war crimes, including genocide, ethnic cleansing, rape, and crimes 

against humanity. 

 Conflict first broke out in 1991 with calls for autonomy by nationalist groups within 

former Yugoslavia and escalated to declarations of independence in Croatia and Slovenia, 

and then later in Bosnia, but all insurgencies and independence wars were met by the Serb-

dominated Yugoslav army (“Balkans war: A brief guide”). International and United Nations 

efforts to stop the war failed entirely, as over 100,000 people were killed, and over a million 

Bosnian Muslims and Croats were driven from their homes as a result of ethnic cleansing. The 

nature of the war – as internal and state-formation, motivated largely through ethnic conflict 
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– made the consequences particularly deadly.

 It has now been 27 years since the outbreak of the conflict and 17 years since its 

resolution, but the lingering and unresolved mental health scars of transgenerational trauma 

still remain to this day. A study published in the Journal of the American Medical Association 

(JAMA) demonstrates that the overall prevalence rate of mental disorders, across each 

of the countries formed from the breakup of former Yugoslavia, was 44.8%. Estimates of 

anxiety ranged from 15.6% to 41.8% of the population; mood disorders ranged from 12.1% 

to 47.6%. PTSD ranged from 10.6% to 35.4%, and depression ranged from 4.1% to 37.3% 

(Priebe et al. 2010). In particular, risk factors for especially vulnerable populations include 

older age, female sex, and lower educational level (Priebe et al. 2010). Other reports are 

even higher – Bosnia’s Ministry of Health estimates over 60% of the population in Sarajevo 

suffer from PTSD, and 73% have stress related symptoms. Professor Ismet Dizdarevic, a social 

psychologist explains that “When we speak about psychological pressures on returnees, 

we have to know that in some towns, victims have to face those who abused them or killed 

members of their family every day. Imagine the daily trauma. It is a constant cause of fear, 

stress and humiliation” (Dzidic 2012). 

 These findings are aligned with other epidemiological research findings, which overall 

support the suggestion of higher rates of mental disorders in areas recovering from conflict. 

But in addition to individual rates of mental health issues, post-conflict communities are 

often impacted on a collective level. Although the Balkans did not relapse into war once 

the fighting ended in 2001, a number of other issues remain that are rooted in the effect 

of conflict on a ubiquitous scale. Bosnia today still faces serious problems with underage 

delinquency; violent crime, suicide, aggression rates, drug abuse, alcoholism, and prostitution 

have risen among the nation’s youth – as a result of an entire generation of children who 

were forced to grow up during the war, losing their childhood as a result (Dzidic 2013; Dzidic 

2012).

Syria
 As one of the greatest humanitarian and refugee crises of our time, the Syrian Civil 

War is now well into its eight year of fighting, with no foreseeable ceasefire in the near future. 
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With nearly half a million killed, a million injured, and 12 million – half of the country’s prewar 

population – displaced, the conflict has become associated with intense concerns for human 

rights and wellbeing. As a result of these flagrant human rights violations, continual armed 

violence, political conflict, displacement, escalated international involvement, and the horrors 

of war, it is clear that Syria is facing a major mental health crisis, the likes of which are 

unprecedented in modern times. 

 Even prior to the onset of the conflict, mental healthcare was in short supply – of the 

22 million people living in Syria, there were approximately 70-100 psychiatrists located in 

only 2 public psychiatric hospitals total to serve the entire population (“Mental health care 

in Syria”; Bradford 2017; “Addressing the silent impact of war”). But as a result of war, one 

of the hospitals – the one located in Aleppo – has closed its doors, and the remaining one 

– outside Damascus – operates only on a limited basis due to security concerns (“Mental 

health care in Syria”). Moreover, the WHO estimates that half of all physicians have fled 

the country – leaving approximately 30-50 psychiatrists remaining, depending on estimates 

(Bradford 2017). And despite the ever-increasing shortage of healthcare resources remaining 

in the country, rates of mental health disorders continue to spike. According to the WHO, 

more than half of all Syrians are estimated to need mental health support services, and 

one out of every 4 children is considered to be at risk of developing mental health disorders 

(“Addressing the silent impact of war”; Munden 2017). If history is to be any indication, this 

is especially alarming. Data from previous conflicts, such as Yugoslavia, Cambodia, Lebanon, 

Chechnya, and Rwanda have demonstrated the extensive negative ramifications of post-

conflict societies trying to rebuild. In many cases, over half of the population (with estimates 

ranging up to 70%) experience symptoms of PTSD and depression, and at least 10-20% will 

develop some sort of serious mental disorder than inhibits daily functioning (Munden 2017). 

The longer that these mental issues within Syria go untreated, the more problematic they 

will become. Prevalence of depression and anxiety has also been demonstrated to negatively 

impact economic output and growth, which is likely to become an issue post-conflict, as the 

war-torn country attempts to rebuild its infrastructure (Chrisholm et al. 2017).

 One of the greatest concerns with Syria is its children, who still remain among the 

most vulnerable demographics. Many experts believe that the early trauma of Syrian children 
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will be long lasting; research already predicts a serious risk of a “lost generation” – where 

trauma, extreme stress, and mental health issues will inevitably play a major part (Munden 

2017). Save the Children reports that two-thirds of all children have either lost a loved one, 

had their homes bombed, or been directly injured as a result of the war (with many having 

experienced more than one of these traumatic events). Dr. Marcia Brophy, a senior mental 

health adviser with Save the Children, says, “After six years of war we are at a tipping point, 

after which the impact on children’s formative years and childhood development may be so 

great that the damage could be permanent and irreversible. The risk of a broken generation, 

lost to trauma and extreme stress, has never been greater” (“Syrian children in state of ‘toxic 

stress’”). 

 Another important factor to consider is the cultural barriers to effective treatment of 

mental health issues. Mental health still remains taboo in many countries across the world, 

and this holds true for much of the Middle East, including Syria. Zaher Sahloul, a physician 

with the Syrian American Medical Society (SAMS), notes that people in Syria are stigmatized 

for having mental health issues, and people who suffer from common disorders like anxiety 

refuse help or medication due to the stigma and prejudice from their families and society 

(Bradford 2017; Sahloul 2018). Mental health, it seems, is the last priority, and is frequently 

ignored by both the civilian population and the aid workers that try to help. 
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Questions to Consider:

1. How do different cultures perceive mental health, and how can we 

address and mitigate cultural stigmas regarding mental illness?

2. Describe some of the secondary and indirect consequences of war. 

How might these systemic effects of armed conflict affect mental 

health in both conflict and post-conflict zones, and what are the 

broader impacts of these consequences on local communities?

3. How can we train international healthcare workers to diagnose and 

treat mental health disorders in conflict and post-conflict zones? 

How can we prevent the breakdown of mental healthcare services 

as a result of conflict?

4. Victims of conflict frequently seek asylum in other countries 

as refugees. What are some of the ways we can ensure that 

neighboring countries’ healthcare systems are equipped to 

effectively treat the mental health disorders of refugees?
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