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A Note on the NHSMUN Difference

Esteemed Faculty and Delegates,

Welcome to NHSMUN 2027! We are Armen Bagdassarian and Sabeeh Mirza, and we are elated to
serve as this year’s Secretaries-General. Thank you for choosing to attend NHSMUN, the world’s
largest and most diverse high school Model United Nations conference. As a space for collaboration,
consensus, and compromise, NHSMUN strives to transform today’s brightest thinkers, speakers, and
collaborators into tomorrow’s leaders. We believe that an emphasis on education through simulation is
paramount to the Model UN experience.

Realism and Accuracy: Although a perfect simulation of the UN is never possible, we believe that one
of the core educational responsibilities of MUN conferences is to educate students about how the UN
System works. We strive to invite real UN, NGO, and field experts into each committee through our
committee speakers program. Moreover, we arrange meetings between students and the actual UN
Permanent Mission of the country they are representing. These exclusive resources are only available
due to IMUNA's formal association with the United Nations Department of Global Communications and
consultative status with the Economic and Social Council. No other conference goes so far to deeply
immerse students into the UN System.

Educational Emphasis: At the heart of NHSMUN lies education and compromise. Part of what makes
NHSMUN special is its diverse delegate base. As such, when NHSMUN distributes awards, we strongly
de-emphasize their importance in comparison to the educational value of Model UN. In particular, our
daises look for and promote constructive leadership and diplomacy that strive toward consensus, as
real ambassadors do in the United Nations.

Research and a Dedicated Staff: Our staffers care deeply about delegates’ experiences and

what they take away from their time at NHSMUN. Our Directors spend over six months preparing
Background Guides, in addition to Update Briefs written to reflect the rapidly changing nature of the
topics to be discussed. Our staffers are trained rigorously to provide the best conference experience
possible. Our daises provide thoughtful comments on submitted position papers. Our staff aims

to tailor the committee experience to delegates’ reflections and research, but also to facilitate an
environment where all delegates’ thoughts can be heard.

Empowering Participation: The UN relies on the voices of all of its member states to create
resolutions. This is our philosophy at NHSMUN too. Our Rules of Procedure and our staff focus on
making every voice in the committee heard, regardless of country assignment or skill level. Additionally,
unlike many other conferences, we also emphasize delegate participation after the conference.
Delegates spend countless hours researching topics critical to the UN and broader international
sphere.

Delegates, it is our sincerest hope that your time at NHSMUN will be thought-provoking and
stimulating. NHSMUN is an incredible time to learn, grow, and embrace new opportunities. We look
forward to seeing you work both as students and global citizens at the conference.

Best,
Armen Bagdassarian Sabeeh Mirza
Secretary-General Secretary-General
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Position Paper Requirements

Delegate research and preparation is a critical element of attending NHSMUN and enjoying the debate
experience. We have provided this Background Guide to introduce the topics that will be discussed in
your committee. We encourage and expect each of you to critically explore the selected topics and be
able to identify and analyze their intricacies upon arrival to the conference.

The task of preparing for the conference can be challenging. To assist delegates, we have updated
our Beginner Delegate Guide and Advanced Delegate Guide. These guides contain more detailed
instructions on how to prepare a position paper and excellent sources that delegates can use for
research. Use these resources to your advantage. They can help transform a sometimes overwhelming
task into what it should be: an engaging, interesting, and rewarding experience.

To accurately represent a country, delegates must be able to articulate its policies. Accordingly,
NHSMUN requires each delegation (the one or two delegates representing a country in a committee)
to write a position paper for each topic on the committee’s agenda. More information about how to
write and format position papers can be found in the Research Guide. To summarize, position papers
should be structured into three sections.

I: Topic Background - This section should describe the history of the topic as it would be
described by the delegate’s country. Delegates do not need to give an exhaustive account of
the topic, but rather focus on the details that are most important to the delegation’s policy and
proposed solutions.

II: Country Policy - This section should discuss the delegation’s policy regarding the topic.
Each paper should state the policy in plain terms and include the relevant statements, statistics,
and research that support the effectiveness of the policy. Comparisons with other global issues
are also appropriate here.

Ill. Proposed Solutions - This section should detail the delegation’s proposed solutions

to address the topic. Descriptions of each solution should be thorough. Each idea should
clearly connect to the specific problem it aims to solve and identify potential obstacles to
implementation and how they can be avoided. The solution should be a natural extension of the
country’s policy.

Each topic’s position paper should be no more than 10 pages long double-spaced with standard
margins and 12 point font size. This is a maximum; 3-5 pages per topic is often a suitable length. The
paper must be written from the perspective of your assigned country and should articulate the policies
you will espouse at the conference.

Each delegation is responsible for submitting position papers on or before February 26, 2027. If a
delegate wishes to receive detailed feedback from the committee’s dais, their position paper must be
submitted on or before February 5, 2027. The papers received by this earlier deadline will be reviewed
by the committee dais and returned before February 26. Instructions on how to submit position papers
will be shared directly with faculty advisors.

Submission instructions for position papers will be sent to faculty advisers via email. If delegations are
unable to submit their position papers on time, please contact us at nhsmun@imuna.org.

Delegations that do not submit position papers will be ineligible for awards.
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Committee History

In 1994, the United Nations convened an International Conference on Population and Development
(ICPD) to discuss pertinent universal demographic issues, such as immigration, infant mortality, birth
control, family planning, women’s education, and protecting women from unsafe abortion practices!
From this Conference, a resulting Programme of Action was born. This presents actionable items in
broad categories such as sustainable development, gender equity, and urbanization. These action
items, and the Programme as a whole, re-envisioned population development by emphasizing individual
needs instead of broad demographic and developmental goals. It assessed the intersections of
economic, social, and political progress while promoting sustainable developmental growth. The
Programme also focused heavily on pervasive inequalities in income, gender, education, and health.?

The General Assembly of the United Nations designated the newly named Commission on Population
and Development (CPD) to provide oversight on the implementation of the Programme of Action in
General Assembly Resolution 49(XLIX) on 19 December 1994.2 The Commission’s responsibility is to
monitor, review, and assess the implementation of the Programme of Action at national, regional, and
international levels. The Commission submits non-binding recommendations to the Economic and
Social Council (ECOSOC) on population trends, developmental strategies and policies on how to best
follow the Programme of Action.*

The Commission is composed of 47 member states. These member states are elected by the
Economic and Social Council for four-year periods based on geographic distribution. Member states
have staggered terms that expire in different years. The Commission convenes annually at the UN
Headquarters in New York. It publishes annual reports that detail research initiatives, advice, and plans
of action on select themes. Non-governmental organizations (NGOs) are also welcome to attend

the annual sessions and provide input for these publications.® The United Nations Population Fund
(UNFPA) is a frequent CPD collaborator also tasked with monitoring and implementing the ICPD.®
Additionally, the Commission responds to specific research and advisory questions from any country
or region upon request, further emphasizing the global scale of their work.

CPD offers a forum for the international community to discuss population and demographic trends.
The commission not only leads debates on these issues but also serves as an important source

of research on topics discussed.” With the objective of sustainable population development, the
Commission has made significant contributions toward combating various forms of inequality and
improving individual quality of life. Since its inception, the Commission has advised policy and prepared
research on reproductive rights, reproductive health, HIV/AIDS, poverty, the environment, changing age
structures, urbanization, and migratory patterns internationally and internally.

1_“International Conference on Population and Development (ICPD),” United Nations Population Fund, accessed
September 24, 2025, https://www.unfpa.org/lcl_;))d. ) .

2 International Conference on Population and Development, Programme of Action (Cairo: September 1994), ST/
ESA/SER.A/149, https://www.un.org/development/desa/pd/sites/www.un.org.development.desa.pd/files f||_es/
documents/2020/Jan/un_1995_programme_of_action_adopted_at_the_international_conference_on_population_
and_development_cairo_5-13_sept._1994.pdf. ]

3 International Conference on Podpulat|on and DeveIQPment, Programme of Action.

4 “Commission on Population and Development,” United Nations Population Division, accessed September 24,
2025, https://www.un.org/development/desa/pd/content/CPD. _ _ _

5 “Resolutions and Decisions of the Commission on Population and Development,” United Nations Population
Division, accessed September 24, 2025, https://www.un.org/development/desa/pd/content/resolutions-and-
decisions-commission-population-and-development. ]

6 CHOICE for Youth and Sexuality, Commission on Population and Development, (Amsterdam), https://www.
chmqeforKIou_th.org/asset_s/TooIklts/youth-Ied-advocacy/CPD/CHOICE-_C D-Factsheet-1.pdf.

7 United Nations Population Fund, “International Conference on Population and Development (ICPD).”
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Introduction

he global population of people aged 65 and older is predicted to double to 1.6 billion by

2050." This is up from about 830 million people in 2024.> The global life expectancy is also

projected to rise from 73.6 years of age in 2022 to 78.1 years of age in 2050.> Meanwhile,

several countries are experiencing negative population growth, including China, Russia,

Japan, Germany, Italy, Thailand, South Korea, Spain, and Poland.* Population decline occurs when

deaths and outward migration exceed births and inward migration, causing the total population to

decrease.s Declining birth rates can reduce the future number of working-age people available to

finance pensions, provide healthcare, and support a growing older population. Immigration may

partly offset workforce decline in some countries, although its effects depend on the number, age, and

employment of migrants.

As people reach older ages, their health may
decline, and older adults may experience more
diseases or disability.® Instead of only focusing on
a person’s lifespan (duration of life) and how to
prevent death, quality care focuses on prolonging
a person’s health, or healthspan.” Healthspan is
the period of life during which a person remains
generally healthy and free from serious disease
or disability.2 Quality care must also be safe,
effective, affordable, accessible, and responsive
to the needs of a patient. This could encompass
services for disease or injury prevention,
treatment for chronic conditions, mental health
services, social support, long-term care, and
palliative or end-of-life care.

The way each country approaches aging and
how to care for the aging population is different
and can be affected by how people view older
adults culturally. As the aging population grows
over the next few decades, many countries
remain insufficiently prepared to meet the
changing needs of aging populations for what
it means to take care of the aging population at
the micro level (individuals), mezzo level (local
communities and organizations), or the macro
level (government, businesses, healthcare
systems). At the micro level, aging care affects
older adults and their families; at the mezzo level,
it affects communities, healthcare providers,
and local organizations; and at the macro

level, it affects national healthcare systems,
labor markets, social-protection programs, and
government budgets.

Since the Commission on Population and
Development (CPD) reviews population

trends and advises Member States on how
demographic changes relate to economic and
social development, population aging falls within
the Commission’s mandate. It affects healthcare
systems, labor forces, migration, gender equality,
social protection, and sustainable development.
To provide good quality of care for the aging
population, countries will need to decide how
best to allocate resources, respect cultural
boundaries, combat ageism, and initiate policies
within an equitable and sustainable framework.

History and Description
of the Issue

GLOBAL LIFE EXPECTANCY HISTORY

The average global life expectancy has increased
substantially over the past two centuries. In

1900, the average global life expectancy was
approximately 32 years.® However, this low
average was driven heavily by high infant and
child mortality and does not mean that few adults
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lived into old age. About one-third of children
born died before reaching age five!° There was
also a high rate of maternal deaths. Maternal
mortality was also substantially higher than it

is today, although historical estimates vary by
country and data source. In many present-day
high-income countries, maternal mortality has
fallen by more than 90 percent since the early
twentieth century. However, progress remains
unequal, and maternal mortality continues to
be considerably higher in many low-income
and conflict-affected countries." The decline

in maternal deaths is because of factors like
better hygiene practices, sterilization of medical
instruments, lower rate of infections, and better
maternal care.

Low life expectancy in the 18th and 19th
centuries was also caused by infectious
diseases, like scarlet fever, rheumatic fever, and
typhoid.® The medical community historically

did not have a good understanding of how
diseases were spread. Up through the late 19th
century, people believed diseases were spread
by breathing in “bad” or foul air until germ theory
was introduced. Germ theory’s acceptance led
to an increase in sanitary practices and the
creation and distribution of vaccines. In the 20th
century, antibiotics were also discovered and
mass produced. Not only are antibiotics helpful
for combating infections, they are also commonly
associated with safer surgeries, childbirth, and
cancer treatments

Another factor influencing low life expectancy
in the 18th and 19th centuries was the lack of
sanitation standards. Instead of the underground
sewers, septic tanks, or indoor plumbing that
are found in many countries today, people
living in urbanized areas were exposed to open
sewers and an excessive amount of garbage

in the streets.® These unsanitary conditions
often led to the spread of infectious diseases,
malnutrition, diarrhea, and child stunting (being
too short or too light for normal growth).
Health conditions were also impacted by the
lack of access to clean, safe water.” Eventually,
cities started creating reservoirs and water

treatment plants to clean and distribute safe
water supplies.® Finally, hand-washing practices
became more widespread in the mid-19th
century when Dr. Ignaz Semmelweis, a doctor

in Vienna, noticed more women died in hospital
maternity wards when a doctor delivered a baby
after they had previously performed an autopsy.
Dr. Semmelweis traced these deaths back to
doctors failing to wash their hands between
conducting autopsies and treating maternity
patients. When he started to use hand-washing
practices, fewer women died.®

As sanitation practices fought the spread of
infectious diseases, so did the adoption of

new nutritional standards. Refrigeration and
cast-iron stoves in the home impacted the

way people interacted with perishable goods.
People also could access more nutritious food,
like vegetables, fruits, and whole grains, which
promotes a healthier lifestyle and decreases
the risk of malnutrition.2° Other aspects of

a healthy lifestyle also play a role in longer
lifespans. Getting care before illness or injury
is now much more common, which helps catch
issues and get treatment earlier. Also, as hard
labor and industrial work transitioned to more
in-office jobs and managerial work, greater
focus was put on physical exercise and the
benefits of combating chronic diseases. Creating
healthy habits of not smoking, limiting alcohol,
and getting quality sleep also contributes to a
healthy lifestyle. Mental and physical health are
also interconnected, and poor mental health can
affect a person’s physical health, ability to seek
care, and overall quality of life.?!

However, the factors increasing global life
expectancy have not been distributed equally.
Many inequalities persist in low-income countries
or more rural areas. The Sub-Saharan African
countries of the Central African Republic,
Chad, and Nigeria have the lowest life-
expectancy ratings in the world. Some factors
that affect these countries include higher rates
of infectious diseases, malnutrition, human
conflict, maternal and child deaths, and inability
to access healthcare.?? Malnutrition is still an

History and Description of the Issue



issue, as approximately 7.8 percent of the global
population, nearly one in 13 people, experienced
hunger in 2025.23 Child stunting and wasting
(when a child’s weight is too low for their height)
impact children within Africa, Southeast Asia,
India, and Afghanistan.?*

Low-income countries also experience child
deaths from diarrhea and pneumonia when
children cannot access timely treatment.?s
Diarrhea is generally treated with oral rehydration
solution and zinc, while bacterial pneumonia
may require antibiotics. Childhood vaccination
coverage remains uneven within and among
regions, with particularly serious gaps in
low-income, fragile, conflict-affected, and
underserved communities because of factors
such as supply interruptions, weak health
systems, distance, conflict, and difficulties
reaching displaced populations.2®

Overall, death rates are much higher in less
developed countries.?” They also tend to

impact rural communities more than urban
communities.?® Disparities also exist between
men and women: women tend to live longer than
men globally, but this differs between countries.
The death rate for boys is higher over their entire
lifespan: newborn boys are more susceptible to
diseases, boys in their youth tend to experience
more violence and accidents, and older men
tend to experience chronic health conditions.?®
These disparities show that population aging is
not occurring equally across or within various
populations. Therefore, improving care for

aging populations requires policies that account
for differences in income, gender, geography,
healthcare capacity, and life expectancy.

CHANGES IN CARE FOR OLDER ADULTS
Family-Based Care

In a general sense, countries differ in how they
view aging and older adults. Individuals within
a country may also have different views than
those at the societal level. This is important
because how aging is perceived can translate

into how older adults are treated and cared

for. Countries vary from being more collectivist
and individualist, showing different degrees of
each. Some cultures place a high value on the
needs of the group, promoting group harmony,
interdependence within members of the group,
and shared responsibility for successes and
failures.° On the other hand, more individualistic
cultures place high value on independence,
personal achievement, and self-expression.®'

These cultural differences can influence how
older adults are perceived and who is expected
to care for them. In some cultures, filial piety is
significant, especially to Confucian and Buddhist
values. Filial piety is when people feel the moral
duty to obey, care for, and respect parents and
other familial elders.®? In countries such as India
and Pakistan, the joint family system plays an
important role, where older adults are relied on in
making family decisions, upholding and imparting
traditions, cultural and religious values, and are
seen as mediators for familial conflicts.*® Older
adults have gained a multitude of life experiences
and can impart what they have learned to
younger generations. Moreover, aging is seen

as a natural human process, where maturity
demonstrates older adults being valued members
of society, and are still relied on for support and
guidance.®*

In other cultures, youth is prized or respected
more than aging, and vitality is celebrated. Youth
is also closely related to productivity, so older
adults are seen as less productive and therefore
are undervalued.®® Older adults are also seen

as being antiquated and holding onto their
traditions, which is in direct opposition to the
desire for innovation. Finally, independence and
self-sufficiency are highly regarded. When older
adults lose their independence, it shows them in
a negative light that they can no longer take care
of themselves. Many are viewed as burdens on
their families.3¢

Historically, older adults were cared for by
their family members, as families often lived in
multigenerational homes. Many of the support

History and Description of the Issue



systems available today did not exist centuries
ago. Care for aging family members often fell

to daughters and daughters-in-law. This gender
imbalance continues today.*” This type of care
can be associated with the micro level, or care
by an individual or family.®® In many communities
across East and South Asia, the Middle East,
Africa, and Latin America, cultural traditions
place substantial responsibility for long-term
care on families. Adult children may feel a
strong duty to provide their parents with care,
companionship, and financial support. However,
these expectations vary within and among
countries and are changing alongside migration,
urbanization, and shifting household structures.®

Public Pensions and Institutional Care

It was during the Middle Ages and Renaissance
when early institutions and state support for
long-term care began. Christian groups in the
Middle Ages provided homes and care through
hospitals and almshouses, a form of charitable
homes. The Renaissance saw the rise of
charitable homes for older adults, which paved
the way for the concept of social services.*° In
the 19th century, poorhouses and workhouses
were created for older adults who were poor and
did not have a home or family to care for them.

While these places were seen as charitable, they
often had poor living conditions.*

During the Industrial Revolution in the 18th and
19th centuries, there was a shift away from an
agrarian, or farming, lifestyle as people left the
countryside to work at factories in cities. This
disrupted the traditional family dynamics of living
on the family farm and taking over as an adult,
thus caring for the aging parents.#?2 Long-term
care then began to be viewed in a different light,
as a societal issue. This opened the door for

the development of social security programs

in the 20th century. This included retirement
benefits, pension plans, health insurance for
older adults, and health insurance for people
with low incomes, including older adults.*® One
of the first senior living facilities that was not a
poorhouse was opened in the 19th century in the
United States. By the mid-20th century, these
senior living facilities were common as the life
expectancy increased.*

As the Industrial Revolution shifted the traditional
family structure, it paved the way for some
cultures to become more individualistic in nature.
As children grew into adults and moved out of
their parents’ home, independence and self-
sufficiency became more valued by both adults

10 Quality Care for Aging Populations | History and Description of the Issue



and their aging parents. As life expectancy

rose during the 20th century, more older adults
developed complex health needs that families
could not always manage at home.*® Although
residential care may conflict with cultural
expectations that families should provide care
themselves, it can offer specialized support when
an older adult’s needs exceed what relatives can
safely provide. Formal long-term care systems
did not completely replace family caregiving.
Instead, many countries developed mixed
systems in which governments, private providers,
communities, and families share responsibility.

The 20th century also saw the growth of long-
term care, including nursing homes, assisted
living facilities, hospice care, and home health.
This type of care involves the micro, mezzo, and
macro levels because individuals receive care,
organizations deliver services, and governments
regulate and finance care systems.*¢ After the
Second World War, nursing homes and other
residential-care facilities expanded, particularly
for older adults who needed assistance with daily
activities or medical care.*’

Community and Home-Based Services

Alongside institutional care, countries have
developed services that allow older adults

to receive assistance within their homes and
communities. Home health care has been
associated with earlier systems in which healers
and then nurses would care for the sick at home.
One of the first hospice facilities to care for the
terminally ill was founded in Ireland in the 19th
century. What is known as modern-day hospice
was introduced in England in the 20th century.*®

Hospice care and home health care can

be associated with the mezzo level, or care
occurring in the community.*®* Home health

also expanded into other forms of community
support, like adult daycare centers, senior
centers, and meals delivered at home.?° These
services can help older adults remain connected
to communities while reducing the responsibility
placed solely on family members. However,
access to community and home-based services
varies considerably. Governments must decide
which services should be publicly funded, who
qualifies to receive them, and how community
organizations should coordinate with healthcare
providers and families. Countries must also
determine how to support informal caregivers,
including through financial assistance, training,
respite care, or employment protections.

Person-Centered/Integrated Care

Greater attention has recently been paid to
whether care reflects an individual’'s needs and
preferences. This is especially important as
elder-care systems expand. Person-centered
care means considering an individual’s needs
and preferences and including them in decisions
about their care. This involves older adults in
decisions about their health, housing, daily
activities, and long-term support. This approach
recognizes older adults as active participants in
their care, preserving their dignity and autonomy
rather than treating them only as patients or
dependents. The World Health Organization has
similarly emphasized that older adults should
receive quality and affordable healthcare tailored
to their individual needs.®

Many countries developed mixed systems in which
governments, private providers, communities, and

families share responsibility
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Integrated care coordinates services that might
otherwise operate separately. The aim is that
older adults and families do not have to navigate
primary healthcare, specialist care, mental health
services, housing programs, transportation
services, social services, and long-term care
independently. Since older adults may need
assistance from multiple systems at once,
coordinating healthcare, social care, and long-
term care can create a more continuous and
higher-quality care experience.®?

Person-centered, integrated care can involve the
micro, mezzo, and macro levels simultaneously.
Individuals and families participate in care
decisions at the micro level. Healthcare providers
and community organizations coordinate services
at the mezzo level. Governments establish
funding systems, quality standards, and national
policies at the macro level. The UN Decade of
Healthy Ageing identifies the delivery of person-
centered, integrated care and primary health
services responsive to older people as one of

its four main areas of action.5® Care should not
merely be available. It should also be coordinated,
affordable, accessible, culturally appropriate, and
respectful of older adults’ dignity and autonomy.

Aging in Place and Technological Support

Similar to home health, a current trend in
long-term care is “aging in place,” or receiving
personalized, safe care at home. This allows
older adults to maintain independence and a
sense of dignity in their own home. Aging in
place may involve home healthcare, assistance
from relatives, housing modifications, community
services, transportation, and technology that
allows providers or caregivers to monitor and
support older adults remotely.5

In many countries where families have
traditionally provided care, adult children are
leaving their rural homes to find better education
and jobs in the cities so they can provide
financially for their aging parents. However, this
means there is less support at home for the older
adults, as adult children traditionally lived with

and took care of them. This has been occurring
in countries such as Thailand, Kenya, and China.%®

Globally, women have traditionally been
caregivers for family members. However, these
dynamics are changing with more women
entering the workforce, and more men becoming
caregivers.’® A major current issue is also
declining fertility, which contributes to population
aging and, in some countries, population
decline.’” This may reduce the number of family
members and professional workers available

to care for older adults. Moreover, current and
projected shortages of caregivers, home health
aides, nurses, and doctors may limit the care and
support available to growing older populations.®®

Technology can support aging in place through
telehealth, remote patient monitoring, wearable
devices, and medication reminders.®® These tools
may help older adults stay independent and
allow providers or caregivers to identify health
risks remotely. However, their value depends on
affordability, reliable internet access, accessible
design, digital literacy, privacy protections,

and continued access to human and in-person
care.®® Technology should support human care
rather than automatically replace contact with
caregivers and healthcare professionals.

DEMOGRAPHIC, WORKFORCE, AND
FINANCIAL PRESSURES

The global decline in fertility rates has been
influenced by several factors, including increased
educational and employment opportunities

for women, greater access to family planning

and contraceptives, low wages, inflexible work
schedules, and insufficient parental leave.®' Lower
fertility rates and population aging can reduce
the relative size of the working-age population.
This may reduce the number of family members
who can care for older adults and may cause

a decline in the number of people entering the
workforce.

Population aging and population decline are
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Number of people aged 65+ per 100 people aged 15-64.

related but distinct. A population may continue
growing while its proportion of older adults
increases, and a population may decline without
immediately developing an extremely old

age structure. The old-age dependency ratio
compares the number of older people with the
working-age population. “Older people” in this
comparison usually means those aged 65 and
above. This does not directly measure how many
people require care, but it helps show potential
pressure on workers, public revenues, pensions,
and care systems.®? In 2023, the global old-

age dependency ratio was approximately 15.4,
meaning there were about 15 older adults for
every 100 working-age people, or one older adult
for every 6.5 working-age people.® As the global
population aged 65 and older continues to grow,
countries may face increasing pressure to recruit
enough professional and family caregivers as well
as finance pensions and healthcare.

The UN projects that lower- and middle-income
countries will hold two-thirds of the age 60+
population by 2050.54 The rate of aging in lower-
and middle-income countries has increased
significantly. It took countries like England and
France 100 years to double their aged 65+

No data 0% 5% 10%

15% 20% 25% 30% 35% 40% 45%

populations, while it is estimated that countries
like China and Brazil will only take 25 years to
do the same.®® This is concerning, because
these countries are not ready for this change.
They do not yet have adequate systems in
place or resources. Cultural practices, areas
of high conflict, and political issues can also
have a negative impact on developing adequate
healthcare systems in these countries. Many
lower- and middle-income countries are aging
before they have developed the fiscal and
institutional capacity available to wealthier
countries.®®

The continent of Africa has a young population,
as it has a high rate of youth under age 15 and
working ages of 15-64. While many African
countries must continue investing in children’s
education and health, they can also prepare for
population aging by training young people to
enter healthcare and caregiving professions.
This will be especially important to combat the
“brain drain,” or migration of professionals to
higher-income countries.’” These professionals
leave their countries searching for better pay,
job opportunities, technology, quality of life, living
standards, or safety from high conflict areas.

Quality Care for Aging Populations | History and Description of the Issue 13



This is troubling because the professionals

who migrate often receive extensive education
in their home countries, but that investment is
effectively lost if they do not return to serve their
communities. On the other hand, sometimes not
enough education opportunities exist in lower-
and middle-income countries, so people will
migrate to higher-income countries to start their
education and not return home.®®

At the same time, changes in immigration policy
can affect countries that depend heavily on
migrant healthcare providers and long-term care
workers. Many immigrants work in healthcare,
especially caring for older adults in places like
hospitals, senior living facilities, and at home.®®
This is a large issue considering the projected
growth of the global older adult population,

as there may not be enough healthcare
professionals to care for them. Lower- and
middle-income countries will want to focus on
providing more opportunities for their working
population within their countries, as related to
healthcare.

In all cases, addressing workforce shortages
requires more than recruiting additional workers.
Training, compensation, working conditions, staff-
to-patient ratios, and employee retention can

all affect the safety, consistency, and quality of
care older adults receive. Countries that recruit
healthcare workers internationally must also
consider how language differences, professional
licensing, cultural competency, and continuity of
care may affect service quality. These trained
workers will be integral in helping reduce the
over 70 percent of deaths that occur in these
countries due to non-communicable diseases
like heart disease, stroke, diabetes, respiratory
diseases, and cancer.”® The public health
systems in these countries more often focus

on combating infectious diseases, so further
development is needed for combating the high
percentage of non-communicable diseases.”

The older adult populations in lower- and middle-
income countries experience more inequalities
with regard to healthcare accessibility, which

impacts longevity. People in these countries may
not be able to access quality healthcare, which
then leads to a lack of health education and an
increase in unhealthy behaviors such as smoking,
drinking alcohol, and inactive lifestyles causing
obesity. They also may have little income and

find it difficult to pay for necessary treatments.”?
If needed, they also may not have access to
affordable long-term or home care.”® People in
these countries also have lower life expectancies,
only to experience faster aging and more years
spent in poor health.”*

Women face more inequalities in aging than men
do: they may live longer than men, but they tend
to live longer with disabilities, experience more
non-communicable diseases, and do not have
as much income or resources to take care of
their medical issues. Having less income may

be a result of their caregiving duties, which

hurts their ability to have outside employment.
This can affect their health negatively.”” A big
issue globally is how to be financially secure

in retirement. There is an imbalance between
the growing number of older adults versus

the shrinking number of working adults. In

some countries, population aging is placing
growing financial pressure on public pension
and insurance systems, raising questions about
contribution rates, benefit levels, retirement
ages, and long-term sustainability. In addition,
lower- and middle-income countries only provide
publicly funded pensions to a small percent

of their populations, oftentimes for workers

in specific industries like the public sector

or military. These countries also have limited
resources and may be focused on how to fund
other priorities like education, infrastructure, and
security. Thus, inequities for retirement planning
exist for people with low wages, older workers,
and widows in these countries.”®

SOCIAL IMPACTS OF AGING

Even as people’s lifespans are increasing, people
are not necessarily living healthier — especially
at the end of their lives.”” In fact, the number of
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years lived in poor health increased within WHO
Member States from an average of 8.5 years in
2000 to an average of 9.6 years in 2019.® The
goal is not only to live longer but also to spend
more years in good health. This is a concept
known as “healthspan.” The gap between
lifespan and healthspan has been growing.
Notably, women spend an average of 2.4 more
years in poor health than men.”®

There are a number of factors that influence
this gap, including mental and substance

use disorders, non-communicable diseases,
musculoskeletal conditions, chronic conditions,
injuries, infectious diseases, nutritional
conditions, and maternal/child health.2° While
genetics play a small part in how long someone
lives, the factors people can influence in their
lives play a much bigger part. Examples include
eating healthy food, getting regular exercise,
avoiding smoking, limiting alcohol intake, getting
quality sleep, managing stress levels, maintaining
social connections, and getting routine medical
care.®

There are inequalities in the ability to influence
these factors because of socioeconomic,
demographic, and environmental barriers. This
has to do with factors like how and where
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people are born, live, grow, work, and age. Their
access to money, resources, and influence
determines how healthy they are and their
quality of life. These social determinants of
health are impacted by the systems in place
within a community or larger government and
by broader policies, decisions, social norms, and
structures within society itself. Inequalities exist
within countries and between countries, where
people with lower socioeconomic status have
poorer health outcomes (like higher instances
of illness and death) as they may not have
stable housing, quality education, or access to
enough job opportunities. Access alone also
does not guarantee quality care. Services may
be physically available but remain unaffordable,
culturally inappropriate, inaccessible to people
with disabilities, or poorly coordinated with other
forms of support.t?

Further, these social determinants of health can
be placed in five categories: economic stability,
access to education, access to healthcare,
neighborhood environment, and community
support.®® The following are examples of

some inequalities older adults face within

each category. As older adults age, they may
experience more non-communicable diseases or

Germany'’s health expenditure by year
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normal aging health issues, such as hearing loss,
cataracts, arthritis, bone loss, and memory loss.8*
Managing these health issues can be expensive,
and with a fixed or low income, many older adults
find it hard to pay for their treatments or health
insurance. They also may not be able to pay for
affordable housing or nutritious food if they are
within a food desert.?® A food desert is where
people have limited or no access to nutritious
food because there are no nearby grocery
stores.®®

Older adults may struggle with health literacy,
or being able to research, understand, and use
health information to make informed decisions.
They also may struggle with filling out medical
forms, advocating for themselves, or using
online resources. For people living in rural areas,
being able to access healthcare may be difficult
because they often travel long distances to see
their healthcare providers or cannot find reliable
transportation to their appointments.®” As older
adults age, they also may experience mobility
issues like muscle weakness, imbalance, weak
bones, joint stiffness, or partial paralysis.®¢ This
is why making adjustments to the environment
inside the home and outside in the community is
important to tackle these mobility issues.

However, not everyone has enough money to
make age-related modifications to their homes,
which is why many older adults with lower
incomes are not as likely to be able to age in
place.®® Older adults may also live in apartments
that do not have modifications like outdoor
railings, ramps, chair lifts, door handles, and
faucets.®®* Community improvements for mobility,
like wheelchair-accessible sidewalks, trails, green
spaces, and public transportation, may not be as
popular to fund as other community initiatives.
Finally, social isolation and loneliness can also
hurt older adults’ health, and people who live

in rural areas tend not to have as many social
supports.® It is important for countries to address
the social determinants of health in order to
promote health equity, so everyone can achieve
their highest level of health in a fair way.®?

Older adults also experience other demographic
and environmental barriers to healthy living.
Financial instability can also lead to higher

rates of illness and early death for racial and
ethnic minority groups compared with majority
populations.®® A study in the United Kingdom

on people ages 60 and older found that the
financially insecure were more likely to be
unmarried, racial minorities, and women.®*
Accordingly, women are disproportionately
affected by health disparities than men. As noted
previously, women may live longer than men,
but, on average, live longer years in poor health.
In Organisation for Economic Co-operation and
Development (OECD) member states, both men
and women have high rates of cardiovascular
disease, but their experiences differ greatly. For
example, women are not often believed about
their symptoms, leading to more misdiagnoses
and delay of accurate treatment.®®

Older adults may also receive lower-quality care
when providers dismiss their concerns as a
normal part of aging. Women experience higher
rates of depression and anxiety due to several
factors including social roles where women

are displayed as weak, unpaid work, caregiver
burden, lower incomes, and not being able to
afford mental health care. Older adult women are
more likely to experience neurological disorders
like dementia and Alzheimer’s Disease, as well as
musculoskeletal conditions like osteoporosis and
arthritis. Neurological disorders are the largest
contributors to older adults becoming disabled
and dependent.®®

Historically, more men have been involved in
healthcare research, and as a direct result,
some treatments are not as effective for women.
Similarly, there has been a lack of funding for
female-specific medical conditions, such as
menopause, menstrual disorders, reproductive
and urinary disorders, and pregnancy-related
issues.” Finally, where people live and the
environmental conditions they experience

can affect their overall health. Limited access
to green spaces, unsafe neighborhoods, and
high levels of air pollution may discourage
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outdoor activity and contribute to poorer health
outcomes.®®

On a larger scale, older adults are severely
affected by climate change. As the global
average temperature rises, there has been

a steady increase in severe weather events,
including hurricanes, typhoons, wildfires, heat
waves, droughts, flash floods, and ice storms.
Older adults are especially susceptible to
extreme heat as their bodies cannot effectively
regulate their core temperatures. This means
they can experience heatstroke, dehydration,
heart issues, hospital admissions, and death.®®
Chronic diseases and medications can increase
sensitivity to heat for older adults too. Older
adults may not have access to air conditioning.
This is the case in Europe, where heatwaves can
be deadly for older adults, especially if they live in
“heat islands” within cities%°

Electricity loss also has a large impact on

older adults. They may not be able to use their
electric-powered wheelchairs, beds, or medical
equipment. Elevators being out could also

affect evacuation or access to food, and people
who depend on oxygen tanks could face a life-
threatening situation.® Poor air quality like air
pollution and high pollen levels can increase the
risk of heart attacks, COPD, and asthma. Older
adults also have weaker immune systems. Thus,
changing environmental conditions may increase
exposure to vector-borne diseases such as West
Nile disease and Lyme disease.°?2 Decreased
mobility, such as not being able to walk or a

lack of transportation in rural areas, impacts

the ability to evacuate. Likewise, lack of social
support, living alone, or cognitive impairment can

contribute to older adults not being able to care
for themselves effectively in the aftermath of a
severe weather event.%3

Current Status

TECHNOLOGICAL ADVANCEMENTS

There have been many advancements in
telemedicine, artificial intelligence (Al), health
monitoring, and robotics. Telemedicine is

where patients get remote healthcare from

their providers. During the COVID-19 pandemic,
telemedicine became more popular, as it
provided a safe way for people to interact with
their providers. Today, telemedicine continues to
be an effective mode for appointments and care
in-between appointments, as well as saving time
and money.%4

Remote patient monitoring can also help with
managing chronic conditions and identifying
complications that need immediate medical
attention. Moreover, telehealth can also
encompass mental health services, public health
communication, provider continuing education,
online patient portal access, and patient
education online and on phone apps. Telehealth
is also important to address provider shortages
and underserved populations like the elderly

in prison.'®® Additionally, telehealth also helps
care for people with dementia. A recent study of
older adults with dementia living in Europe found
using telehealth services decreased depression,
anxiety, and feelings of loneliness. It also found
that telehealth increased inclusion within the

Older adults are especially susceptible to extreme
heat as their bodies cannot effectively regulate their

core temperatures.
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community, and reduced caregiver stress.°¢

Another emerging trend is using Al and robotics
to care for older adults. Al can be found in many
goods and services, though more research

is needed in the coming years to analyze Al's
impact on quality care outcomes. Today, Al is
helping combat the rising rates of chronic illness,
loneliness, and caregiver shortages for older
adults. Specifically for older adults, it can detect
risk factors like falls, assist with the accuracy

of diagnoses, predict disease progression,

and create individualized treatment plans. For
example, Al is involved in research for Alzheimer’s
disease, drug discovery, genetic studies, and
cancer care. Al is also used to identify people
who are at high risk for disease development,
such as stroke or coronary artery disease.
Moreover, Al is used to manage chronic disease
through chatbots and voice assistants to help
with medication management, scheduling doctor
appointments, and providing health education.*”
Other new Al technologies being developed
include one that can use audio to analyze the
home environment from the background to
detect illness, distress or cognitive decline. Other
developing Al technologies include ones that give

Current Status

A doctor in Mexico remotely
conducts a pre-op consultation
with a patient

Credit: Intel Free Press

reminders, engage socially, recommend wellness
activities, and assists with dementia care through
conversation, familiar routines, and adapting to
the user’s needs.%®

Similarly, mobile health (mHealth) that uses
mobile devices like smartphones, tablets, and
wireless sensors, has helped provide quality

care for older adults. Most mHealth is found

in apps that can monitor vital signs, forecast
health issues, remind about medications, alert
families to emergencies like falls or GPS tracking,
communicate with providers, coordinate care,
and promote social connectedness through video
calls and virtual communities.®® Furthermore,
there are many new assistive technologies that
have been invented to help care for older adults.
Wearable devices and sensors can monitor

vital signs, movement, sleep, blood glucose, fall
risk, and other health patterns. Assistive and
socially assistive robots such as Pepper, Paro,
and Zora have been used in some long-term-
care facilities in Japan, Norway, and Finland to
support rehabilitation, provide social interaction,
and reduce agitation among people experiencing
demential'® These technologies may expand
access and support an individual’s independence.



However, their availability does not necessarily
mean that they improve care. Governments and
healthcare providers must evaluate whether
technologies are accurate, safe, accessible,

and effective. Also, technology should improve
outcomes without unnecessarily replacing human
interaction.

However, barriers and inequalities exist in
technology access and digital literacy for older
adults. Telemedicine research tends to happen
more in higher-income countries, whereas lower-
and middle-income countries face widespread
barriers like infrastructure limitations and digital
literacy gaps."" One study in India found that
older adults living in urban areas were more
educated in using Al and telemedicine than
older adults who lived in rural areas and were
less educated. But older adults also dealt with
barriers such as cost, low trust, and privacy
concerns, which affected their usage.? Older
adults may experience anxiety when expected
to use unfamiliar technology without enough
instruction or support. For some older adults,
vision and cognitive declines can affect their
device or telehealth usage, as a study found
people with visual impairment were less likely to
know how to use a cellphone or computer, and
people with cognitive impairment often need
assistance with their telehealth appointments."®

Globally, about 68 percent of people used the
internet in 2024, while internet access was

lower in lower- and middle-income countries

and rural areas.* Quality assistive technology
should therefore be accessibly designed, protect
personal health data, and still allow for continued
access to in-person services for older adults who
cannot or do not wish to use digital systems.

CURRENT FINANCIAL POLICY DEBATE

With the projected increase of older adults in
the next few decades, there is a big debate
about how to pay for their long-term care.
Healthcare is usually funded through private

or public methods. Private healthcare can
include concierge (membership) medicine, long-

term care insurance, and insurance through
employment or direct purchase. Public healthcare
is where the government is responsible for
paying for healthcare and insurance, mostly
through taxes. Many countries offer both public
and private healthcare, where public healthcare
may be used for general medical services, and
private healthcare can fill in the gaps public
healthcare does not provide.™ Countries use
different combinations of taxes, mandatory
insurance, private insurance, personal payments,
and government subsidies to finance long-term
care. The following examples demonstrate how
governments divide costs among the state,
employers, workers, older adults, and their
families.

In the United States, public health insurances
like Medicare and Medicaid can help pay for
long-term care, though Medicare only covers
medical and nursing care for short-term
treatment. Medicaid may cover nursing-facility
care and certain home- and community-based
services for eligible people with limited income,
though coverage and eligibility requirements
vary by state. While there is private long-term
care insurance in the United States, it may be
accessible only for people with higher incomes,
and it does not cover every aspect of long-term
care. Various federal government policies for
long-term care insurance have been introduced
but have not proven successful over time.""®

In 2023, Washington state introduced the

first state-operated long-term care insurance
program in the United States, funded through
payroll contributions. Employees started
contributing in 2023, and on July 1, 2026, people
started claiming these benefits after meeting

a contribution requirement and care needs
requirement. Participants will qualify for a lifetime
benefit of USD 36,500, to rise with inflation, and
participants can still contribute and qualify if they
move out of state.”

In Japan, residents aged 40 and older are
enrolled in and contribute to the public long-term-
care insurance system. People aged 65 and older
may receive benefits when they are assessed as
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needing care, while people aged 40-64 qualify
only when their care needs result from specified
age-related diseases. Eligible users generally
pay between 10 and 30 percent of service costs,
depending partly on income."® In the Netherlands,
people have universal healthcare coverage, which
has included long-term care for decades. There
are two public insurances: one pays for skilled
nursing care and institutions, and the other pays
for in-home nursing care. The country does not
have any private long-term care insurance.™

In England, medical care through the NHS is
usually free, but help with daily activities, such as
bathing, dressing, or living in a care home, may
cost money. The amount someone pays depends
on their income and savings.'?°

Singapore’s CareShield Life program
automatically covers Singapore citizens and
permanent residents born in 1980 or later once
they turn 30. Participation is generally optional
for citizens and permanent residents born in 1979
or earlier, although particular enroliment rules
apply to some groups. Finally, Canada’s long-term
care system is separate from their healthcare
system, and they pay for long-term care through
tax revenue. However, there may not be enough
money budgeted for all services, so care may be

only given to those most in need. There is great
variability of services, subsidy amounts, and
out-of-pocket pay between the provinces and
territories.!

The way long-term care is financed can

affect its availability and quality. Systems that
lack adequate funding may experience staff
shortages, long waiting lists, limited specialized
services, and inconsistent oversight. According to
the Urban Institute’s 2025 Well-Being and Basic
Needs Survey, 11.3 percent of US. adults aged
60 and older reported unmet needs for personal
assistance. Among older adults with disabilities,
this figure rose to 24 percent.?? Similarly, the
United Kingdom’s State of Health and Care of
Older People 2025 reported that the number of
district nurses providing care in patients’ homes
had fallen by 19 percent since 20142 These
examples show that public coverage does not
guarantee access when services lack sufficient
funding or workers.

For OECD countries, long-term care spending
is projected to double the rate of GDP from

1.5 percent to 2.8 percent, along with arise in
public pension spending, from 8.8 percent to
10 percent of GDP, and public health spending,
from 5.5 percent to 8.8 percent of GDP, by

Out-of-pocket spending on healthcare as percent of total current healthcare expenditure.
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2050. Therefore, government policy strategies
are needed to sustain long-term care services.
One paper describes three possible policy
scenarios to help offset these projected
spending increases: cost pressure, healthy
ageing and enhanced productivity. Cost pressure
is where publicly funded measures are meant to
increase the income and support for personal
care attendants and family caregivers, thereby
recruiting more workers to provide support

to older adults.?* The OECD estimates that

the number of long-term-care workers would
need to increase by 60 percent, approximately
13.5 million additional workers across OECD
countries, by 2040 merely to maintain the current
ratio of care workers to older people.?®

Another OECD report gives a few more possible
policy options. First, countries may want to look
for additional funding sources like taxes, private
sector funds, consolidating current long-term
care funds into one main budget, or spreading
out the funds generationally from less youth and
more older persons. Second, countries could
better allocate their existing long-term care
funds to older adults who need it the most: those
with higher needs and lower incomes. Third,
countries may want to make their current long-
term care systems more efficient, like focusing on
prevention services or incorporating sustainable
pricing of long-term care services.?¢ Preventive
approaches may include home visits, fall-risk
screening, housing adaptations, expanded home
healthcare, rehabilitation at home, vaccination
and health-screening programs, accessible
transportation, and better coordination among
health, social, and long-term-care services.
These measures may help older adults remain
independent and reduce avoidable hospitalization
or institutional care.?”

A central question is how long-term care costs
should be divided among national governments,
local governments, public or private insurance
systems, employers, individuals, and families.
Systems that rely heavily on private payments
may limit access for lower-income older adults,
while publicly funded systems require sustainable

revenue and sufficient numbers of trained
workers to provide long-term care.

GLOBAL INITIATIVES

UN Member States adopted the 2030 Agenda
for Sustainable Development in 2015, which went
into effect on January 1, 2016, and established
targets to be pursued through 2030.?¢ There
are 17 Sustainable Development Goals (SDGs)
for countries to work towards achieving as a
global effort?® Closely aligned with the SDGs,
the UN’s Decade of Healthy Ageing (2021-2030)
was introduced by the UN General Assembly at
the end of 2020. This is another global effort,
specifically to improve the lives of older adults
and the communities they live in3°

The Decade of Healthy Ageing builds on

the World Health Organization’s 2016-2020
“Global strategy and action plan on ageing and
health,” and the United Nations 2002 ‘Madrid
International Plan of Action on Ageing.® The
“Madrid International Plan of Action on Ageing”
was designed around the challenge of how

to build a society for all ages. It focuses on
three priority areas for action: older persons
and development, advancing health and well-
being into old age, and ensuring enabling and
supportive environments.*2 Recommended
actions include social participation, poverty
reduction, health access, caregiver support,
age-friendly housing, disability inclusion, and
protection from neglect and abuse.®® Every five
years it is reviewed globally on the progress
made and challenges still faced. The latest
review was in 2022, which found the rate of
implementation varied between regions and that
age-based discrimination is still an issue.** The
next review is in the data-collection phase.

At the 2016 World Health Assembly, the “Global
strategy and action plan on ageing and health”
was adopted. The vision of this strategy was
that every person could live a long and healthy
life. The associated goals were to use evidence-
based approaches over the five years to
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implement the Decade of Healthy Ageing (2021-
2030). There were five strategic objectives:
commitment to action on Healthy Ageing in every
country; developing age-friendly environments;
aligning health systems to the needs of older
populations; developing sustainable and
equitable systems for providing long-term

care; and improving measurement, monitoring
and research on Healthy Ageing.® The first
objective focused on establishing national
frameworks and policy between government and
non-government groups. The second objective
focused on how older adults could age in a safe
environment while retaining their autonomy and
remaining free from poverty. The third objective
focused on older adults receiving quality and
affordable healthcare, tailored to their individual
needs. The fourth objective focused on creating
a sustainable and equitable long-term care
system that maintained a capable workforce and
supported caregivers. And the fifth objective
focused on providing robust research on

the health issues faced by older adults, and
evidence-based interventions as solutions.'*®

The World Health Organization was tasked with
leading the implementation of the UN Decade of
Healthy Ageing (2021-2030). The Plan of Action
outlines four areas of action to be addressed:
change how we think, feel and act towards age
and ageing; ensure that communities foster the
abilities of older people; deliver person-centered
integrated care and primary health services
responsive to older people; and provide access
to long-term care for older people who need it.*"

The first area focuses on combating ageism,
or the negative stereotypes and discrimination

against older adults. The second area focuses
on how communities can promote the abilities

of older adults, specifically improving the
physical, social and economic environments

in both rural and urban areas. The third area
focuses on strengthening equitable access to
primary and dental healthcare as well as taking
a holistic approach when incorporating all

kinds of healthcare. The fourth area focuses on
creating quality long-term care by implementing
formal care methods like adult day care, in-home
care, or skilled nursing facilities, and increasing
support for informal care and caregivers.®® To
evaluate the implementation of the four areas

of action, three triannual progress reports will

be published. The first progress report was
published in 2023 and evaluated the years 2021-
2023. The next two reports will be published in
2026 and 2029.

Out of the 194 Member States, 136 submitted
data for the 2023 report. Key data found there
was an increase from 60 percent to 83 percent
of countries that have national legislation on age-
based discrimination. There was also an increase
from 52 percent to 77 percent of countries that
have a national program to modernize cities and
communities to be age-friendly and an increase
from 48 percent to 71 percent of countries

that have a national policy for assessing the
health and social needs of older adults. Finally,
there was an increase from 67 percent to 78
percent of countries that have a long-term

care policy®® A major challenge was a lack of
adequate resources to achieve goals in the four
areas, where, on average, just under one-third

of countries had enough resources. While it is

The World Health Organization was tasked with
leading the implementation of the UN Decade of
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Ministers in India mark the
International Day of Older
Persons

Credit: Indian Ministry of Social
Justice and Empowerment

encouraging that more older adults are being
included in the conversation, there is room for
growth to ensure that marginalized populations
provide their input too, as well as creating a
systematic approach for older adults to engage.

One such way could be celebrating the UN’s
International Day of Older Persons annually

on October 1. This observance day raises
awareness about aging populations to highlight
the rights and well-being of older adults. Each
year celebrates a theme, and the theme of the
2026 United Nations International Day of Older
Persons is “The Age of Longevity: Rethinking
Systems for Longer Lives.”"*° As the decade
progresses, there are still many goals to work
toward. Some examples include how to bring all
the aspects of building age-friendly cities and
communities together, addressing older adults’
comprehensive health to include often-neglected
topics, prioritizing solutions on how to publicly
fund long-term care and increase support for
caregivers, incorporating end-of-life care in the
long-term care discussion, and targeting efforts
on increasing actions in lower- and middle-
income countries.*!

After the 2023 progress report was published,

it was determined that countries needed a more
standardized monitoring and evaluation system
for assessing their progress. Thus, a framework
was published in 2024: “Measuring the progress
and impact of the UN Decade of Healthy

Ageing (2021-2030).”? Finally, WHO launched
a stakeholder survey on 18 March 2026, with
responses accepted through May 15, 2026, to
inform the 2026 UN General Assembly progress
report and priorities for the second half of the
Decade. The survey was open to governments,
civil society, academia, the private sector, and
anyone else working on healthy aging goals.

As of August 2026, the stakeholder survey had
closed, and its findings were expected to inform
the 2026 progress report and actions during
the remaining years of the Decade*® Member
States of the CPD can use demographic data
and share policy approaches while debating
how international cooperation should support
countries with different population structures,
economic resources, healthcare systems, and
cultural expectations surrounding long-term care.
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Bloc Analysis

POINTS OF DIVISION

Countries approach healthy aging and provide
quality care for their aging populations differently
based on their economic resources, public

policy frameworks, and cultural norms. These
core factors influence how countries fund,
organize, and deliver support for older adults.
Economic resources shape how countries pay for
formalized long-term care, healthcare systems,
insurance and pensions. Thus, the first point of
division is financing. Some countries support
universal public long-term care, while others rely
more heavily on private insurance, out-of-pocket
payments, or unpaid family caregiving. At the
same time, as the number of retirees grows and
birth rates decline, countries are facing more
pressure on how to balance funding healthcare
and long-term care while also addressing other
budgetary needs. Public policy frameworks
shape the laws that set up long-term care
insurance, retirement age, and pension security.

While some frameworks prioritize broad safety
nets for older adults, others rely on privatized
care. The second division concerns where care
should be delivered. In the absence of formalized
care, countries may rely more on familial and
community support. This is closely associated
with cultural norms, where collectivistic cultures
value filial piety and joint family systems, which
promote family and community care of older
adults. Countries with established formal care
systems may focus on financing, maintaining, and
expanding those systems as their populations
age. Countries that rely more on families and
communities may prioritize caregiver support,
workforce training, and community-based care.
Countries with younger populations and limited
healthcare infrastructure may focus on building
basic capacity and addressing other urgent
development needs. Governments must also
decide whether to increase domestic training,
recruit foreign care workers, expand support
for unpaid caregivers, use assistive technology,

Bloc Analysis

or combine these approaches. Recruiting

foreign workers also raises questions about
licensing, language requirements, migrant worker
protections, and the loss of healthcare workers
from origin countries.

These groups are not absolute, and countries
may support policies associated with more than
one bloc. While state sovereignty should be
respected, it will be necessary for future success
to have international cooperation on caring for
aging populations.

COUNTRIES PRIORITIZING LONG-TERM
ELDER CARE AND ASSOCIATED COSTS

Countries in this bloc may include Japan, ltaly,
and Finland. Japan has one of the world’s oldest
populations, as its median age is 49.8 years.*
While Monaco has the world’s oldest population
with 36 percent of people aged 65 and older,
Japan has the world’s second oldest population
at just about 30 percent of people aged 65 and
older.

Europe is the world’s oldest continent, with
most countries, especially in the south and east,
having high percentages of people aged 65 and
older. This is seen in countries like Italy, Portugal,
Greece and Germany, where one in five people
are aged 65 and older. This reflects population
aging, as low fertility and longer life expectancy
increase the proportion of older adults relative
to younger and working-age populations.#®
Countries in this bloc are likely to prioritize
maintaining and expanding services for their
large older populations by providing long-term
care and developing sustainable methods of
financing it.

These countries often already have formal
long-term care systems in place, though their
coverage and reliance on family care may vary.
Japan is at the forefront of both long-term
care services and financing long-term care. As
previously mentioned, Japan has mandatory
long-term care insurance for people aged 40
and older, plus taxation and user coinsurance.



The national government is responsible

for operational policies, whereas municipal
governments are responsible for planning and
distributing long-term care insurance. Once an
older adult is determined to have care or support
needs, a needs assessment is administered to
determine the appropriate type of care, including
residential, in-home, or community-based
services.+®

Likewise, Finland’s national government oversees
long-term care legislation, and 21 wellbeing
services counties and the city of Helsinki are
responsible for organizing and implementing
long-term care services. Finland funds long-term
care mainly through taxation, supplemented

by user fees. All citizens are entitled to the

public long-term care system, where a needs
assessment is administered to determine what
publicly organized community or residential-
based care is applicable!*” Countries in this

bloc will likely support policies to address the
formal care worker shortages, exacerbated by
the overall decline in working-age populations.
Differences may arise over the recruitment of
foreign care workers and how countries balance
workforce shortages with language and licensing
requirements, migrant-worker protections, and
investment in domestic training.4®

COUNTRIES PRIORITIZING CAREGIVER
SUPPORT

Countries in this bloc may include Lebanon,
Vietnam, Panama, and Bolivia. Population aging
is increasing at higher rates in Latin America
and the Caribbean, where it is expected that the
number of adults aged 65 and older will double
by 2050, thus outpacing the number of children
ages 15 and younger.*® In many countries within
this bloc, cultural expectations place more
responsibility for long-term care on families. In
many of these countries, cultural expectations
and limited formal services place substantial
responsibility for older-adult care on families and
communities. However, caregiving traditions and
government support vary both among and within

countries.

Culturally, there is a reliance on family members,
specifically children, to care for aging parents
or other aging family members. Women
disproportionately work as family caregivers
and are usually unpaid. Formal long-term care
systems may also have limited coverage or
remain underfunded, including residential
facilities, in-home services, caregiver-support
programs, and public pension systems.”®°
Moreover, countries in this bloc may have
shortages of trained health professionals and
long-term care workers, as well as limited
geriatric specialists.® Countries in this bloc

will likely focus on helping older adults age
safely within their homes or communities by
strengthening professional services and support
for family caregivers. This bloc will also likely
support policies that strengthen assistance for
unpaid and paid caregivers, increase training
for healthcare professionals, and broaden
community care. A detailed report on how to
support caregivers in Latin America and the
Caribbean presents a few solutions, including
providing more information, training, emotional
support, financial compensation, and a healthier
work-life balance®? Research has found

gaps in the level of care older adults receive

in the Eastern Mediterranean Region, where
more training and professional development

are needed, especially in long-term care and
chronic disease management.®* Some promising
community-based long-term care systems have
been introduced as community care hubs in
Indonesia, active aging hubs in Mongolia, and a
case management system in Vietham.54

COUNTRIES PRIORITIZING CAPACITY-
BUILDING

Countries in this bloc may include Niger, the
Democratic Republic of the Congo, and Yemen.
These countries have young and rapidly growing
populations due to high fertility rates, young
populations with median ages in the mid- to
late-teens, and lower life expectancy rates.®®

Bloc Analysis



However, the number of older adults is also
increasing across Africa because of population
growth and longer life expectancy. In countries
where fertility is declining, the proportion of
older adults will also gradually increase. This will
translate into a major increase of adults aged 60
and older in African countries, from 74 million in
2020 to a projected 235 million in 2050.1%6

Countries in this bloc generally wish to focus

on caring for their current large populations of
children, including education, child and maternal
health, employment, and building infrastructure.
At the same time, countries also want to focus
on preparing for sustainable future care of older
adults. Many older adults in African countries
experience poverty or live in rural areas, where
there is limited access to healthcare. As a result,
health conditions are largely undetected and
untreated. Moreover, older adults in these areas
contend with a high prevalence of infectious
diseases and a growing prevalence of non-
communicable diseases like dementia.

Public support programs and public pension
programs are scarce and underfunded as well,
and for this reason families have traditionally
cared for older adults!>” Other challenges
include health systems that must prioritize
infectious diseases and maternal and child
health, shortages of geriatric specialists, limited
national aging programs, and disruptions to
international assistance*® While some countries
in Africa have created national plans to address
aging, implementation has been uneven.®®
Countries in this bloc will likely support policies to
promote healthcare in rural areas, create pension
programs, train healthcare workers in the needs
of older adults, improve resources for dementia
care and non-communicable diseases, expand
education and training for the future long-term
care workforce.

Committee Mission

The Commission on Population and Development

(CPD) is a functional commission of the
United Nations Economic and Social Council.
It was originally established as the Population
Commission in 1946 and renamed in 1994.
The CPD monitors, reviews, and assesses
implementation of the Programme of Action
adopted at the 1994 International Conference
on Population and Development. The CPD is
responsible for researching and advising on
population issues, trends, and development
policies, programs, and strategies. Once
established as CPD, this body began meeting
annually to evaluate implementation of the
Programme of Action and advise ECOSOC.°

Population growth and changing age
structures, including population aging, are key
issues addressed through the Programme of
Action.®* CPD’s work on healthy aging aligns
with Sustainable Development Goal 3, “Good
Health and Well-Being,” and the UN Decade of
Healthy Ageing (2021-2030). The latest review
of the Programme of Action occurred in 2024,
where reports of the Secretary-General noted
increasing population aging and population
decline.’62

To address population aging and decline, these
reports recommended countries strengthen
their employment policies to be more inclusive
of older adults who still want to work, including
fostering lifelong learning, offering flexible
work schedules, and implementing age-friendly
work environments. Other recommendations
included strengthening long-term care systems,
increasing social protection like pensions, and
combating ageism, especially for older adults.'®3
Reports of the Secretary-General prepared for
the 2025 CPD session recommended investing
in age-friendly infrastructure, expanding
community-based services, increasing the
number of qualified healthcare workers, and
strengthening prevention throughout people’s
lifespan.®* Additionally, reports of the Secretary-
General prepared for the 2026 CPD session
recommended reducing the cost of assistive
technologies, expanding internet access, and
improving digital literacy.®®

Committee Mission



The CPD must develop solutions that ensure
equitable and sustainable care for aging
populations. Its policies should focus on how to
strengthen international cooperation, balance
competing priorities, and promote innovative

yet accessible approaches. Combating ageism,
championing healthy aging, and improving the
lives of older adults will have far-reaching effects,
helping younger generations build the kind of
society in which they will eventually grow older.

Committee Mission
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Introduction

arly childhood survival refers to the health and survival of children from birth until

their fifth birthday. It is very important to consider the time during and after a mother’s

pregnancy related to childhood outcomes. Prenatal (pre-birth) health is important because

the conditions during pregnancy affect development and have a large impact in early

childhood. The neonatal period refers to the first 28 days of a baby’s life. Neonatal deaths account for

approximately 47 percent of all deaths among children under five.'* Finally, perinatal survival refers

to the survival of a baby a few weeks before and after their birth. Though perinatal care is often where

survival is the most fragile, children under five overall are among the most vulnerable populations in

the world.

Early childhood survival remains a challenge

in many areas around the world. Sub-Saharan
Africa and Southern Asia are examples of areas
where early childhood mortality is among the
highest in the world. There were 75.8 under-five
deaths per 1,000 live births in sub-Saharan Africa
in 2025 In comparison, the global average in
2024 was 37.4 deaths per 1,000 live births.'e8

In the same year, about 85 percent of all global
early childhood deaths were reported in sub-
Saharan Africa and Southern Asia. Yet, only

60 percent of global births occurred in these
areas.®® This contrast emphasizes the severe
need to improve early childhood survival around
the world. Beyond these regional statistics,

the global rate of early childhood mortality is
alarming on its own. Even in countries with the
most advanced medical care, neonatal and early
childhood mortality still remain problematic.

While recognizing that improvement is still
needed globally, gradual progress has been made
over the past few decades. In 1990, one in eleven
children died before reaching age five. In 2024,
this number decreased to one in 27.7° Slovenia,
with the lowest infant mortality rate in 2024, had
1.5 deaths per 1,000 live births.”* These rates
have improved due to various factors. Increased
access to medicine, vaccines, food, water, and
other similar resources are all among the most
important factors in improving early childhood
survival. However, areas that provide resources

like healthcare and child support will not be able
to be as effective without basic access to food
and water. Armed conflicts, natural disasters,
and humanitarian emergencies can reverse
progress by disrupting healthcare, vaccination,
nutrition, clean water, sanitation, housing, and
family support. Improving early childhood survival
therefore requires an understanding of both the
immediate and underlying causes of preventable
deaths.

Improving early childhood survival is among the
most important issues facing the United Nations
(UN) today. Providing care to our youngest and
most vulnerable populations is also providing
care to our future generations. It is necessary, but
it can be challenging because of how vulnerable
young children are. Children under the age of
five are entirely reliant on those who support
them. Whether that support is governmental,
community based, or in a family setting, they
need a support system no matter what. This only
further emphasizes the importance of improving
early childhood survival, especially as a united,
global effort.

Introduction



History and Description
of the Issue

HISTORY OF IMMUNIZATION

One of the highest risks to childhood survival is

disease. To combat disease, vaccines are critical.

Between 1974 and 2024, an estimated 154
million lives were saved by vaccines. About 95
percent of these lives were children under five.?
Immunization is the process where a person
becomes protected from a disease by getting

a vaccine. This process has seen significant
development in past decades, showing the effort
that has been put into increasing early childhood
survival.

Polio is an example of a disease that has almost
been eliminated.” In the early 1900s, polio was
one of the most dangerous diseases a family
could face. Parents would often not let their
children out of their homes for fear of catching
polio. The introduction of the polio vaccine
changed medical history. It showed the potential
and importance of vaccines in preventing
millions of yearly child deaths. Yet, the process
of immunization against polio also shows the
differences in progress between countries.
Today, vaccination has eliminated wild poliovirus
from most countries, although transmission and
outbreaks have not been completely stopped.
But it took time to reach this point. The vaccine
was not instantly globally accessible. It took until
the late 2000s and 2010s to stop outbreaks

in areas like Southeast Asia and Sub-Saharan
Africa. Thus, immunization against polio shows
the importance of vaccines but also the difficulty
of making them accessible for all countries.

Modern-day travel further shows how important
vaccines are. As people travel, they can spread
infectious diseases. This was shown in the
COVID-19 pandemic. In this instance, children
under the age of five were not at high risk
compared to other age groups. However, this
does not mean the vaccine did not help children.

Vaccines limit the spread of diseases in general.
Thus, vaccination helped reduce severe illness
and, particularly during some stages of the
pandemic, reduced the likelihood of infection and
transmission.

Rotavirus is a major cause of severe diarrheal
disease in children under the age of five. Its
vaccine has reduced the number of children

in hospitals for rotavirus by 40 percent. The
vaccines have also lowered the global death rate
from rotavirus-induced diarrhea by 25 percent.™
The rotavirus is an example of a vaccine that
should be given to infants.”® The reduction in
death rates as a result of the vaccine was also
reflected in the decrease in emergency room
visits due to rotavirus. Reducing preventable
emergency room visits means more doctors are
available to help other patients. The vaccine,
therefore, had massively positive ripple effects,
not only saving lives from rotavirus, but also
saving lives from reducing the over-crowding of
medical facilities.

Measles and diphtheria have posed some of the
biggest threats to childhood survival in recent
history. Though vaccination has greatly reduced
iliness and death from both diseases, they
continue to demonstrate the danger of diseases
to children under five. They also show how
important vaccines are. The first measles vaccine
was introduced in 1963 and eventually developed
into the MMR (measles, mumps, and rubella)
vaccine in 1971. Even though these vaccines were
introduced decades ago, they are still saving the
lives of children today. Worldwide, an estimated
57 million deaths have been prevented by the
measles vaccine between 2000 and 2020.7¢
Similar to measles, diphtheria has become far
less common in countries with consistently high
vaccination coverage. Countries with access to
vaccines for it have had almost zero cases since
2004, but areas without vaccines have higher
rates of diphtheria””

Recently, there has been arise in fear toward
vaccines. This has led some to decide against
vaccinating their children. Although parents

History and Description of the Issue



An infant receiving a polio
vaccine

Credit: Samicupid

may have questions about vaccine safety,
widespread misinformation and declining trust
have contributed to lower vaccination coverage
and renewed measles outbreaks. In some states
in the US, the percentage of parents that trusted
vaccines dropped from 94 percent in 2001 down
to only 69 percent in 2024.7® Lower trust can
result in fewer vaccinations. The decrease in
vaccinations means fewer children are immune
and more are contracting measles.

This shift is dangerous because it threatens

herd immunity against these diseases. Herd
immunity describes when enough of a population
is immune to a disease that it no longer poses
the threat of a major epidemic. To keep herd
immunity against measles, 95 percent of the
population needs to be vaccinated.”™ The

last few years have seen some fluctuations in
reaching this required percentage. In some areas,
specifically in the United States, the percentage
of children vaccinated has dropped below the
threshold for herd immunity.®° For example, in
the state of Idaho, almost 15 percent of children
have claimed exemption from getting required
vaccines for elementary schools, including

the MMR vaccine.® This means the state is

particularly susceptible to a large outbreak of
one of the world’s most infectious viruses.

The topic of vaccination has become increasingly
divided in recent years. This can be seen through
the decreases in measles vaccination rates, as
well as other diseases previously thought to be
eradicated. There are many reasons for the fears
behind vaccines. Some of these include religious,
personal, philosophical, and safety reasons.
“Vaccine hesitancy” refers to the reluctance of
parents to vaccinate their children for any one

of these reasons.®2 Decreased trust in vaccines
is a global phenomenon. For example, in the
United Kingdom, trust in vaccines dropped from
90 percent in 2018 down to only 70 percent in
202383

Facing a modern pandemic as severe as
COVID-19 caused a lot of concern worldwide.
Varying stories and rumors were spread during
the pandemic, and distrust in healthcare systems
was created. People are hesitant to receive
COVID-19 and influenza vaccines specifically
because of concerns over safety, a lack of trust,
believing vaccination is unnecessary, and cultural
reasons.’®* Despite this hesitancy, the COVID-19

History and Description of the Issue



vaccine was one of the fastest designed and
produced vaccines ever. Its production allowed
for lockdowns and travel bans to be lifted.’®®

THE IMPACT OF MATERNAL HEALTH ON
BABIES

Maternal mortality and stillbirth remain major
global health challenges, particularly in countries
with limited access to quality prenatal, childbirth,
and postnatal care.®® Definitions of stillbirth

vary among countries and organizations. For
international comparisons, the World Health
Organization generally emphasizes babies born
with no signs of life at or after 28 weeks of
pregnancy.®” The health of babies both before
and after birth is very dependent on the health
of their mother. A pregnant person’s health is so
important during pregnancy because any harm
to them will also directly impact their child. For
example, if they do not have access to food or
water, then the baby will not receive as many
essential nutrients.

A pregnant person’s physical health can

significantly affect fetal growth and development.

The amount of nutrition the baby receives
determines their ability to grow and reach the

proper development stages before they are born.

Additionally, in some cases, a person may not
be physically able to carry their baby to their full
term. Child pregnancies are an example of this.
A child’s body may not be developed enough

to properly carry a baby.®® Pregnancy during
adolescence is associated with increased health
risks for both the pregnant adolescent and the
baby.

Access to proper medical care is also crucial
during pregnancy for the survival of a baby.
Proper medical care allows access to information
on the baby that can prepare both parents

and doctors for potential complications. If
conditions of the baby and pregnant person

can be identified early on, then the parents can
pursue the necessary medical care to ensure

the baby’s safety and health.®® For example,
prenatal examinations can help identify multiple
pregnancies, fetal positioning, growth problems,
and other conditions that may require additional
monitoring or medical intervention. It prepares
doctors for potential procedures that will need

to follow the birth, for either parent or child.
Proper medical care also prevents minor issues
from becoming severe. For example, infections
during pregnancy or following childbirth may
become life-threatening when antibiotics,
sanitation, and trained medical assistance are
unavailable. Infectious diseases are treatable,
and yet thousands of mothers and babies are still
dying as a result of them.®® Access to medical
care is also important for check-ups.®' Routine
check-ups ensure a baby is growing properly and
healthily. Without access to check-ups, issues
can go unnoticed and negatively impact the baby.

The leading causes of death in newborns are
preterm birth, birth complications, congenital
issues such as underdeveloped body organs,
and lower respiratory infections.®2 Many of

these affect both the mother and the baby. Every
two minutes, a woman dies during childbirth or
pregnancy.®® For mothers, the main cause of
maternal death is hemorrhaging.®* The potential
for hemorrhage is another reason medical care

Every two minutes, a woman dies during childbirth

or pregnancy.
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is so important. Maternal hemorrhage is when

a person loses a large amount of blood during

or after childbirth, specifically 1,000 mL or more
of blood.'*®* Complications during the birthing
process are incredibly dangerous and often
require medical intervention to prevent them from
becoming fatal. Potential issues with the umbilical
cord, the positioning of the baby, and the baby’s
access to oxygen are all possible complications
that pregnant mothers could face during
childbirth. These risks and causes of death, for
both the baby and the parent, can be largely
reduced with proper access to medical care.

A simple yet crucial aspect of medical care

is sanitation. Without proper sanitation, both
the mother and the baby are at higher risk of
infectious diseases.®® This is especially relevant
when giving birth in conflict zones. Hospitals

in conflict zones are often overburdened with
several patients in critical condition while also
lacking the materials and ability to keep their
hospitals clean and smoothly running. The lack
of sanitation and stability can cause infectious
diseases to easily spread. Hence, pregnancy
and childbirth become increasingly risky in these
environments.

Pregnant people need accurate health

A maternal health clinic in
Nepal, which has seen maternal
mortality decline by 45% since
1990.

Credit: USAIDNepal

information, prenatal care, and access to a
trained birth attendant. Complications may arise
even during pregnancies that initially appear
low-risk, making emergency referral systems
and transportation important for births occurring
outside hospitals. All pregnant people should be
able to obtain appropriate care before, during,
and after childbirth.

Before giving birth, both the mental and physical
health of a pregnant person determines the
health of a baby. Mental illness can change how
a person treats themselves while pregnant.
Issues like depression can arise during and after
pregnancy. This can often lead to excessive
stress, relationship problems, or even self harm
and suicidal thoughts in pregnant people.’®”
Similarly, factors like alcoholism can lead to

a person drinking alcohol while pregnant.
Consuming alcohol during pregnancy can
increase the risk of a miscarriage, early birth,

or stillbirth. It can also lead to fetal alcohol
syndrome, which can cause a variety of
disabilities for babies from birth as a result of
this alcohol exposure®® The mental health of
the mother thus has direct impacts on early
childhood survival.

Following birth, the mental health of parents
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continues to play a critical role in early childhood
survival. Postpartum depression and postpartum
psychosis are separate conditions that can occur
after a person gives birth. Postpartum depression
can involve persistent sadness, anxiety,
exhaustion, or difficulty bonding with the baby.
Postpartum psychosis is rarer but can involve
confusion, hallucinations, delusions, and an
urgent risk of harm.®® This can cause the parent
to become distant or unresponsive to their baby
and other children after childbirth. Postpartum
depression can include experiencing a range of
symptoms, such as a lack of eating, inability to
sleep, or constant crying and frustration. The
impacts of postpartum depression can lead to
infants weighing less or having higher infant
mortality rates. This occurs primarily in lower-
resource countries.?%°

When looking to improve early childhood survival,
the health of the parent cannot be overlooked.
Especially during pregnancy and birth, a baby’s
health is directly tied to the health of their parent.
A parent’s health, nutrition, environment, access
to care, and genetic factors can all influence

a child’s health and development. It is the
responsibility of governments and healthcare
systems to ensure that parents and children have
access to proper medical care, mental health
support, family planning, and basic necessities
before, during, and after childbirth.

THE RELEVANCE OF PUBLIC HEALTH
SYSTEMS AND INFRASTRUCTURE

Access to healthcare allows the health of

both the parents and baby to be monitored
throughout pregnancy. During birth, proper
healthcare systems are often required

for medical assistance and various other
procedures. Immediately after birth, babies often
need additional care. This is also a time when
access to healthcare is most important for both
emergency and non-emergency situations. Some
of the most crucial forms of help for newborns
include thermal and nurturing care.?®' Thermal
help can be as simple as a blanket provided by a

nurse. Nurturing support can be a nurse helping
a mother hold their baby to their chest. Though
both seem simple, new mothers are not always
in a position to do this by themselves for their
babies after going through labor. With access
to healthcare, mothers can receive medical
support to help them immediately after labor.
For a majority of mothers, access to even basic
healthcare makes childbirth safer and more
comfortable.

Childbirth can have many complications.

Some complications can be predicted during
pregnancy, but some are not obvious until labor
and birth. These emergencies can be threats to
both the mother and the baby. Mothers can face
threats like hemorrhaging, infection, or physical
tearing.2°2 Babies can also be injured during birth
due to struggles moving through the birth canal,
incorrect positioning when coming out, or having
a low birth weight.2°® Often at home, or anywhere
outside a hospital, average parents will not have
the tools nor the knowledge to solve these issues
on their own. Thus, access to proper medical
care during the childbirth process is extremely
valuable.

Proper access to public health systems must
include the ability to access accurate medical
and childcare information. Parents are the
primary caregivers during early childhood.
Beyond access to healthcare facilities, their
access to basic medical information could be
lifesaving for their baby.2°* Whether it be digital
access, physical books, in-person classes, or
online classes, early childhood survival relies on
medical information being easily accessible. For
example, something new mothers may not know
is the benefit of delayed cord clamping. Waiting
at least 60 seconds to clamp a baby’s umbilical
cord can help infant hematocrit and infant iron
deficiency between zero and six months.2%%
Infant hematocrit is a measure of how many red
blood cells in ratio to plasma make up a baby’s
blood.2%¢ This is important for monitoring how
much oxygen can be carried in a baby’s blood.2%”
An example of a more simple piece of medical
information parents need is what temperature
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A municipal volunteer in New
York distributing face masks
during the COVID-19 pandemic

Credit: Metropolitan
Transportation Authority of the
State of New York

a baby should be at and how much sleep they
should be getting. Knowing these two pieces

of information can help parents identify issues
like fevers, illnesses, or other internal problems.
Threats to their child’s health can be assessed
more quickly and easily if parents have the tools
to learn about it and identify it.

However, access to healthcare is often limited

by the region a child is in. Rural areas often have
fewer medical resources than urban areas. The
lack of easy access to healthcare in rural areas
is especially important because rural lifestyles
often lead to increased needs for this healthcare.
Many rural areas around the world have limited
sanitation resources. Access to clean drinking
water can be limited, leading to people drinking
water that has not been sanitized. This can

lead to the spread of severe diseases, which

can quickly become life-threatening. These
diseases are especially threatening during early
childhood when immune systems are not fully
developed. Beyond sanitation and healthcare, the
specialization of hospitals is also less common

in rural areas. There is often a lack of resources
within rural areas to prioritize building hospitals
and medical facilities with specific focuses.

Even in regions with hospitals and healthcare
facilities, there may not be pediatric facilities.
Pediatric facilities know how to treat younger
patients properly. Though general hospitals

are also incredibly helpful for early childhood
survival, it is not as effective as hospitals with
specific pediatric centers. Finally, the ability for
emergency services to reach some rural areas

is very difficult. It can take ambulances a long
time to get to certain areas. A child experiencing
a medical emergency needs immediate medical
help, but in rural areas, this is not always possible.
This underscores why access to convenient and
immediate healthcare is so important during early
childhood. A lack of it can quickly become fatal.

Access to healthcare is often limited by financial
barriers, such as an inability to afford hospital
fees. Systemic issues within states lead to these
potentially fatal situations. An often systemic
issue in countries that limit access to healthcare
is poor insurance systems. Universal healthcare
focuses on access to medical care with little
financial burden for each individual.2°® Universal
healthcare has been achieved using various
insurance systems in different countries. The
most common is the single-payer method,
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where the government uses tax revenues to
cover national medical costs.??® The World
Health Organization (WHO) has called for
countries to pursue universal health coverage,
meaning that everyone can access needed
health services without experiencing financial
hardship.2'® This falls under the UN’s Sustainable
Development Goal 3. In countries such as South
Korea and Slovenia, life expectancy after birth
went up by three to five years following the
establishment of universal healthcare.?" Many
other countries have also followed this trend.
Universal health coverage can improve access to
preventive services, prenatal and neonatal care,
vaccination, and treatment, although national
health outcomes are also influenced by income,
education, housing, nutrition, sanitation, and
other factors.??

Without quality insurance, medical costs can
quickly become unaffordable. This can lead to
families avoiding hospitals out of fear for the
cost. If medical visits are consistently avoided,
small, solvable issues can quickly grow out of
hand.?®® Transportation to and from hospitals can
also be difficult to afford. Not everyone can afford
a car, and ambulances are often only viewed as
a last resort due to their costs. This is further
exacerbated by differences between urban and
rural areas. Roads to, from, and within rural areas
are often less common and less maintained.
Limited urban-rural linkages means access to
emergency services and healthcare facilities,
which are often in urban areas, can be incredibly
difficult both physically and financially in rural
areas. These factors increasingly limit rural
access to healthcare.

An example of an area where access to
healthcare is severely impacted by medical

fees is Sub-Saharan Africa. More than three
million children die each year from preventable
causes, due to a lack of affordable primary
healthcare.?* Specifically, a main cause of this
increased early childhood mortality was the cost
of immunization fees.?® Immunization is essential
for early childhood survival, yet it continues to
be financially limited. Other simple yet highly
effective medical resources are essential in
improving early childhood survival, but they may
be out of reach because of cost concerns.

POLICY FRAMEWORKS AND
INTERNATIONAL COOPERATION FOR
EARLY CHILDHOOD SURVIVAL

Governments use laws, policies, and public-
health standards to improve early childhood
survival. These measures may address
vaccination, food and water safety, healthcare
access, sanitation, and the protection of children
during conflict. Although national approaches
vary, most countries have adopted policies
intended to protect children’s health and safety.
International organizations can support these
efforts through research, technical assistance,
funding, and policy recommendations.

One of the most important existing international
legal frameworks for child protection is the
Convention on the Rights of the Child.2*® Children
during early childhood are among the most
vulnerable groups in the world.?” Importantly,

the Convention is the most widely ratified

human rights treaty in history in relation to child

Universal health coverage can improve access to
preventive services, prenatal and neonatal care,

vaccination, and treatment.
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welfare.?®® However, ratification alone does not
guarantee that these rights will be protected.
Governments may need financial resources,
trained personnel, reliable institutions, and
international assistance to implement the
Convention effectively.

Protecting children’s rights provides an important
foundation for improving early childhood
survival. The Convention contains 54 articles
addressing children’s civil, political, economic,
social, cultural, health, and protection rights.
These include the rights to life, survival, and
development; healthcare; an adequate standard
of living; and protection from violence.?*® The UN
Committee on the Rights of the Child reviews
reports submitted by governments and issues
recommendations about how they can improve
implementation.?2° CPD can complement this
work by examining how population trends,
healthcare capacity, poverty, displacement, and
development policies affect young children.

Governments also use different policies to
increase vaccination coverage. These may
include routine childhood immunization programs,
school-entry requirements, public-information
campaigns, vaccine registries, and requirements
for certain healthcare workers. During public
health emergencies, some governments have
introduced broader vaccination requirements.
However, countries may disagree over mandates,
exemptions, enforcement, public trust, and how
to ensure that vaccines remain affordable and
accessible.??’ CPD can discuss how demographic
data and international assistance can help
governments identify and reach populations with
low vaccination coverage.???

Public-health and safety standards can also
affect early childhood survival. Food-safety
regulations, building standards, injury-prevention
policies, and sanitation requirements can reduce
children’s exposure to preventable risks. For
example, India launched the Swachh Bharat
Mission in 2014 to expand access to safe toilets
and end open defecation.??® During the program’s
first phase, approximately 500 million people in

more than 110 million households gained access
to and began using household toilets. UNICEF
reports that infant mortality has declined in
districts where toilets have been constructed
and used.??* UNICEF also evaluates sanitation
programs and shares lessons between India and
other countries, demonstrating how international
cooperation can support national public-health
efforts.

Infrastructure improvements like water
purification have a large impact on childhood
mortality. This stems from the fact that access
to clean drinking water is one of the most
important factors in a person’s health.??s Limited
sanitation infrastructure can restrict access to
clean water. Countries have different levels of
technical knowledge, funding, and resources
for improving water and sanitation systems.
International cooperation, including funding,
technical assistance, and knowledge sharing,
can support nationally directed efforts to improve
early childhood survival.?2®

Armed conflict can also undermine efforts to
improve early childhood survival. Conflicts can
often destroy resources, infrastructure, and
tools necessary for early childhood survival and
the facilities that support it. Both the conflict
and the following impacts actively harm young
children.??” Being physically harmed in active
conflict, developing infections from small or
large wounds, and a lack of food and water can
all lower childhood survival rates. International
humanitarian law establishes protections

for civilians, children, healthcare workers,

and medical facilities during armed conflict.
However, violations continue, and governments
and international organizations may lack the
access or capacity needed to protect affected
populations.?28

Hundreds of millions of children live in areas
affected by armed conflict, while millions of
children and families have been displaced.??®
Millions more are surviving within fifty kilometers
of an armed conflict.?®° During early childhood,
children rely entirely on their parents or other
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close relatives, friends, or other capable
individuals. Conflict puts this support system
entirely at risk. Children are often separated
from their support systems and orphaned
during conflict. They become highly vulnerable
when their family is divided during conflict or
when trying to flee from conflict or even when
their guardian becomes a casualty of the war.
Conflict may also force children to assume
responsibilities beyond their age when parents
or other caregivers are killed, injured, separated
from them, or unable to provide consistent
care. For young children, the loss of caregivers,
healthcare, food, clean water, shelter, and other
basic services can create immediate threats to
survival and long-term development.

International humanitarian law provides
protections for civilians, wounded and sick
people, healthcare workers, and medical facilities
during armed conflict. The Geneva Conventions
prohibit attacks on protected medical personnel
and facilities, although that protection may

be lost under limited circumstances if they

are used to commit harmful acts outside their
humanitarian function.?®' CPD cannot enforce
these rules, but it can examine how conflict,
displacement, damaged health systems, and
population movements affect early childhood
survival. It can also recommend international
cooperation to restore health services,

collect population data, and support affected
governments and communities.

Current Status

THE STATE OF MODERN HEALTHCARE
AND HOUSING INFRASTRUCTURE

The state of global healthcare has significantly
improved in recent decades. Since 2000, global
deaths of children under five have fallen by more
than half.?%2 Better medicine, new technology,
and wider access to care have all helped lower
early childhood death rates. Even so, progress
has begun to slow. Since 2015, the pace of
improvement has declined by more than 60
percent.?®3 In 2024, about 4.9 million children
died before the age of five, including 2.3 million
newborns. Many of these deaths could have
been prevented with proven, low-cost treatments
and access to quality care.?** Modern medicine
has built many tools that can save lives, but
those tools only work if families can access
them. There needs to be a more sustained effort
towards building strong healthcare systems with
trained workers, clean facilities, reliable water
and power, and safe homes.

Global healthcare coverage shows the gap
between medical progress and actual access.
The Universal Health Coverage Service Coverage
Index measures access to basic health services
on a scale from zero to 100. The global score
has risen from 54 in 2000 to 71in 2023.2% As
with child mortality rates, there is major progress,
but the rate of improvement has slowed. In

2023, about 4.6 billion people were still not fully
covered by essential health services. In 2022,
about 21 billion people faced financial hardship
because of out-of-pocket healthcare costs.?3¢

In 2023, about 4.6 billion people were still not fully
covered by essential health services.
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At the current pace, the global service coverage
score is expected to reach only 74 by 2030.
This means that about 26 percent of the world’s
population may still face financial hardship from
healthcare costs. Major barriers still remain for
families trying to provide consistent care for
young children.

One aspect that limits access to care is the
shortage of healthcare workers. Hospitals and
clinics need trained workers such as doctors,
nurses, midwives, and more to function. The
World Health Organization projects a global
shortage of about 11 million health workers by
2030.2%” Most of this shortage is expected to
affect low- and lower-middle-income countries.
Shortages largely stem from the lack of time

and resources to train healthcare workers and
the inability to keep them after they have been
trained. Many skilled workers leave their home
countries for other opportunities. For example,
according to a 2026 Alliance for Economic
Research and Ethics report, about 16,000
doctors left Nigeria within five years, leaving only
55,000 medical practitioners to cater to more
than 230 million Nigerians.?®® These shortages
are not unique to Nigeria or even Africa.
Sometimes, a clinic may exist in a community, but
without enough trained staff, it may still be unable
to provide the care that children need.

The condition of healthcare facilities is another
major issue. Safe care depends on clean water,
sanitation, hygiene, waste management, and
regular cleaning. In 2025, 85 percent of global
healthcare facilities had basic water service

and 72 percent had basic hygiene services.
Although 89 percent had some sort of sanitation,
only 40 percent met the full standard for basic
sanitation.?®® This is often due to the facility

not meeting requirements because of a lack

of menstrual hygiene facilities and accessible
toilets. The lack of water, sanitation, and hygiene
services poses an increased risk to women
during childbirth, newborns, and young children.
Those groups are especially vulnerable to
developing severe illnesses.?4°

Environmental cleaning is also important within
healthcare facilities. In 2025, only 59 percent

of healthcare facilities met the basic standard
for environmental cleaning. This standard
includes both clear cleaning procedures and
properly trained cleaning staff. In least developed
countries, only 24 percent of facilities met the
standard.?* Poor cleaning can raise the risk

of infections spreading inside hospitals and
clinics. This is similarly especially dangerous

for newborns and young children because their
immune systems are still developing. In general, a
hospital or clinic cannot provide the safest care
for children if it does not have the systems to
keep patients and staff clean.

Childhood vaccination rates can be analyzed to
show whether healthcare systems are reaching
children specifically. Vaccine administration
requires clinics, workers, supplies, and follow-
ups to receive the care. In 2025, about 90
percent of infants received at least one dose of
the diphtheria, tetanus, and pertussis vaccine,
known as DTP. Diphtheria, tetanus, and pertussis
are serious bacterial infections. The DTP
vaccine, which is typically given in a three-dose
series, helps protect individuals against these
infections.?*? Overall, about 85 percent of people
completed all three doses. Global coverage of
these vaccines was still one point below 2019
levels, partially due to the COVID-19 pandemic,
which severely impacted healthcare capacities.
DTP coverage has stayed in the same narrow
vaccination level range since 2009.%*® This shows
that the world has made progress, but reaching
the remaining 10-15 percent of children poses the
most difficult challenge. These children are often
the same ones living in areas where healthcare
systems are already under the greatest strain.

In 2025, about 13.5 million total children did not
receive a single routine vaccine during their
first year of life. This was about 750,000 fewer
children than the year before.?** However, this
progress does not reflect the children who
begin a vaccine series but do not finish it. In
2025, 84 percent of children received the first
measles vaccine dose and 77 percent received
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the second. Both rates are below the 95 percent
level needed to prevent major outbreaks.?* For
young children, incomplete vaccinations can
leave them exposed during one of the most
vulnerable stages of life. Effective health systems
therefore must stay connected with families
through several visits and doses, which poses a
great difficulty.

Conditions inside a home can also affect child
survival. Healthcare systems can treat iliness, but
housing conditions can shape how often children
are exposed to health risks in the first place.

A major household condition that affects child
health is household air pollution. Around 21 billion
people still cook with open fires or inefficient
stoves that burn fuels such as kerosene, wood,
charcoal, or coal.?*® These fuels can create
harmful smoke inside and around the home.

For babies and young children who spend long
periods near parents or caregivers while food is
prepared, this can mean repeated exposure to
harmful chemicals. Young children are especially
vulnerable to polluted air. In 2023, about 676,000
deaths of children under five were connected to
air pollution, with household air pollution linked
to around 75 percent of these deaths. This
accounted for 27 percent of all global deaths

in that age group.?4” Children face greater risks
because their lungs, brains, organs, and immune
systems are still developing. They also breathe

in more air relative to their body size than adults
do. In general, these risks are often highest in
rural communities, where clean fuels and modern
stoves are harder to afford.?*® Therefore, housing
infrastructure can affect survival even when
medical care is available nearby.

The current state of healthcare and housing
infrastructure shows that better medicine alone
cannot solve early childhood mortality. Billions of
people still lack full health coverage, shortages
of trained workers remain severe, and many
health facilities do not meet basic sanitation or
cleaning standards. For young children, these
gaps can mean missed checkups, delayed
treatment, greater exposure to infection, and
fewer opportunities to receive preventative care.

Current Status

Outside clinics and hospitals, unsafe household
conditions such as air pollution continue to

put young children at risk. Improving childhood
survival requires stronger systems that can bring
safe and affordable care to every child.

EARLY CHILDHOOD SURVIVAL IN
CONFLICT ZONES AND DISASTERS

Living in a conflict zone is among the largest
threats to early childhood survival. Armed
conflicts and natural disasters account for some
of the largest mass casualty events around the
world. A mass casualty incident can be defined
as one where the number of patients caused by
a single event overloads the capacity of nearby
hospitals and medical facilities.?*®* The impacts
of such extreme events are vast. Physical,
psychological, political, systemic, and many other
issues arise following any form of mass casualty
event. Conflict zones are effectively a mass
casualty incident prolonged over months and
even years.

A major armed conflict is a category of conflict
defined by having 10,000 or more conflict-related
fatalities in the same year.2%° A high-intensity
armed conflict is one with 1,000-9,999 conflict-
related deaths within a year. In 2023, there were
four conflicts considered major armed conflicts:
Ukraine, Palestine, Myanmar, and Sudan.?s' As of
2026, there are now 20 countries projected to
face major armed conflict, political unrest, and/
or humanitarian crises. All four major armed
conflicts classified at the highest intensity level
in 2023 remained active in 2026, while several
newer conflicts also became more severe. The
four maintained conflicts are those in Palestine,
Sudan, Ukraine, and Myanmar. The conflict in the
Occupied Palestinian Territory remained high
among the conflicts posing the greatest danger
to civilians. Ukraine has been re-classified down
to a high-intensity conflict, but remains the most
deadly conflict in the world.2%2

Palestine is classified as an extreme conflict
because of the danger posed to civilians. While
it may not be as deadly as Ukraine, the danger



faced by civilians in Palestine makes it the most
dangerous place in the world.?%® Early childhood
survival is at the highest risk in conflicts where
civilians are in explicit danger. As of July 2026,
243 children have been killed by Israeli security
forces in the West Bank since October 2023.2%4
Within this same period of time, 21,000 more
children have been killed by Israeli attacks

in Gaza.?®® Though there have been various
attempts at ceasefires throughout this conflict,
hundreds of Palestinian child deaths have been
documented during these periods of ceasefire.?%¢
What this conflict illustrates is the danger posed
to children during conflict involving opposing
military forces. Even if a conflict is not the most
deadly, children are among the most vulnerable
of a population. Therefore, forces not inherently
intended to be deadly for adult soldiers can be
fatal for child civilians.

In addition to all of this is the lack of medical
care.?®” Lack of sanitation and severe malnutrition
have both escalated the severity of wounds that
could otherwise be manageable. This is made
even worse by the destruction of most medical
facilities throughout Gaza. As of 2026, only half
of all medical facilities in Gaza are even partially

functional, and the partially functioning parts
of these hospitals can only prioritize the most
critical of patients.?®

Ukraine is currently the most deadly conflict

in the world when measured by total battle-
related deaths.?®® Since 2022, over 3,500
Ukrainian children have been killed or injured

in the conflict between Russia and Ukraine.25¢
Beyond child deaths caused by Russian attacks
are deaths caused by the massive infrastructure
damage that has occurred throughout the
conflict. Harsh Ukrainian winters, combined

with limited shelter and medical care, means

the freezing temperatures can quickly become
lethal, especially for young children.?®' Even if
shelter has not been destroyed, attacks often
leave large areas without power. The lack of
power means a lack of critical heating during
the winter, threatening the health and survival of
young children.?®2 There are also between one
to six million children living in Russian occupied
Ukraine. Some of these children are enrolled in
potentially dangerous military training schools
as early as elementary school. The physical and
psychological toll of this inherently influences the
early childhood survival rates of these children.?53
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The Democratic Republic of the Congo (DRC)
remains as another example of a severe
humanitarian crisis. The overlapping issues of
conflict, internal displacement, famine, disease,
and more put millions of young children in the
DRC at risk. Over 26 million people in the DRC
face severe food insecurity. That is one third of
the entire population. On top of this, almost six
million people are internally displaced as they
try to escape and find safety from the armed
conflicts.2¢4 Each of these threats increases the
risks faced by young children, in part because
their parents face those same dangers. When
children lose their parents in conflict, they also
lose their main source of support.

A lack of access to medical care only heightens
the issues brought on by all of these factors.?¢®
The armed conflicts in the east of the DRC have
driven all of these risk factors. The conflict has
increased mortality rates, further limited access
to food and healthcare, and forced many out of
their homes searching for safer areas to live.

As a result, the DRC has one of the highest
child mortality rates in the world, currently
standing at 53 deaths per 1,000 live births.?56
The humanitarian crisis in the DRC shows how
all of these different risk factors have overlapped
to make early childhood survival increasingly
difficult. In these situations, children under five
face particular risks from malnutrition, infectious
disease, interrupted vaccination, unsafe water,
displacement, and the collapse of maternal and
neonatal healthcare.

Severe natural disasters have also resulted in
similar levels of destruction and casualties as
armed conflicts. Whether it be severe typhoons
and tropical storms, widespread wildfires,
earthquakes, or any other type of natural disaster,
the ability to combat them remains complicated.
Climate change has particularly increased

the chances and severity of multiple forms of
natural disaster. Climate change is increasing
the frequency or severity of several hazards,
including extreme heat, heavy rainfall, drought,
and conditions that contribute to wildfires.26”
From wildfires in Canada, Chile, and Australia,
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to flash floods in Indonesia and Bangladesh,

to the severe winters in the United States and
Japan, climate change has worsened previously
manageable disasters.?®® These disasters have
and will continue to worsen early childhood
survival. Extreme temperatures at any point in
the year inherently endanger young children.
Increased heat in the summer has spurred
droughts, which in turn limit access to water and
all other resources that rely on it. This includes
livestock, crops, hydroelectric resources, and
many other valuable resources. Extreme weather
can also interrupt vaccination, prenatal care,
food distribution, clean-water systems, electricity,
transportation, and access to emergency medical
treatment.

PROTECTING SEPARATED AND
UNACCOMPANIED CHILDREN

Children whose home lives are unstable or

who are missing one or both parents may face
particular risks. During early childhood, children
are almost entirely reliant on their parents. When
it comes to learning the most basic concepts, a
child’s parent is the default teacher. Whether it
be walking, talking, eating, or even sitting up and
standing, a child relies on their support system
for this learning. Beyond education, they also rely
on their parents for survival itself. Access to food,
milk, and water, as well as shelter and warmth,
leave children dependent on their guardian.
Recognizing the importance of this relationship,
there are systems in place around the world that
try to help the most vulnerable populations, but
further improvements are still necessary.

Some countries use safe-haven laws or
designated locations where parents can
relinquish infants without leaving them in unsafe
conditions.?®® These policies may prevent
dangerous abandonment, but they do not
address the economic hardship, violence, stigma,
lack of reproductive healthcare, or absence

of social support that may lead a parent to
relinquish a child in the first place.?”® Safe-haven
laws exist to help prevent babies from being



abandoned in dangerous situations, and they
appear to work: between 2008 and 2017, infant
deaths dropped 66.7 percent in states with these
laws in place.?™

Parents who abandon their babies are often
very young and from lower socioeconomic
backgrounds. They also tend to identify

with religions which oppose abortion and
contraception.?”? Together, these factors
demonstrate the importance of reproductive
healthcare, confidential counseling, and financial
and social support for parents. Various countries
in Europe have had baby boxes for decades,

but they still remain far from widespread.?”®
Supporters argue that these policies provide

a safer alternative to abandonment, while

critics raise concerns about children’s identity
rights, family tracing, and whether anonymous
relinquishment prevents parents from receiving
needed support.

One form of essential support for parents is
women’s shelters. Some of the first women’s
shelters opened as rape crisis shelters.?™
Domestic-violence shelters and other emergency
services can protect caregivers and young

children from abuse, homelessness, and family
separation. Many seeking refuge in these
shelters have very little economic means,
especially if they have to fully cut off those they
were previously living with.?2”® These shelters
have largely transitioned to serving as domestic
abuse shelters instead of just women’s shelters,
to serve more people in need. Though essential,
these services require sustainable funding,
trained staff, safe housing, legal assistance,
healthcare, and child-sensitive support.

Early childhood survival becomes even more
complex in cases where children have no
parents. Whether a baby was abandoned,

their parent passed away during birth, their
parents were casualties of war, or any other
number of reasons, their immediate and most
important support system is gone. International
efforts to protect children without parental
care remain uneven. Coordinated efforts to
support children without parental care may

be slowed down by socio-cultural and legal
disagreements.?”® Support systems for orphans
remain limited in many countries. International
and non-governmental organizations can help
governments provide young children without
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parental care with the services and support they
need, but there is much strain on these systems
to provide food, water, and shelter.?” These
systems need mass improvements to properly
care for these children and improve childhood
outcomes.

Many children are also separated from their
parents for reasons other than death. Families
can be torn apart by natural disasters, armed
conflicts, or migration. In these situations,
children can easily be separated from their
parents. In these circumstances, the children
are not officially orphans, but they are left
without the care of their parents, even if it is
only temporary.2”® UNICEF generally supports
family tracing and reunification, kinship care,
foster care, and other family or community-
based arrangements. Institutional or residential
care should generally be temporary and used
only when appropriate family-based care is
unavailable.?”® This ensures their safety in
situations young children would not otherwise be
able to survive in.

Protecting children requires both preventing
unnecessary family separation and providing
safe care when separation occurs. Countries
may need to strengthen support for vulnerable
families, emergency family-tracing systems,
reunification services, and family- or community-
based alternative care. International cooperation
can provide funding, training, and technical
assistance, but national and local authorities
should help determine how these programs
operate in specific country contexts. For CPD,
the central question is how governments can
use population data and development policies to

identify children without parental care and ensure
that they receive protection, healthcare, nutrition,
and stable long-term support.

Bloc Analysis

POINTS OF DIVISION

Although global childhood mortality has declined,
survival rates remain sharply unequal between
and within countries. National income, healthcare
infrastructure, conflict, colonial legacies, and
household poverty all affect whether children
can access essential care. For example, a child
born in sub-Saharan Africa is up to 18 times more
likely to die before age five than a child born in
Australia or New Zealand.?®° Inequalities also
exist within countries, where healthcare costs
and limited rural services can prevent some
families from receiving care.?8!

Conflict represents another major division.
Nearly half of under-five deaths occur in fragile
or conflict-affected settings, although these
settings account for only about one quarter

of global births.2®2 Political relationships also
affect whether countries can obtain international
funding, medical supplies, technical knowledge,
and assistance during emergencies. Similarly,
natural disaster areas have strained resources
and disrupted infrastructure.

Economic and political divisions also affect
international assistance. Donor countries may
disagree over how much funding to provide,
whether assistance should be distributed through

UNICEF generally supports family tracing and
reuntfication, kinship care, foster care, and other
family or community-based arrangements.
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governments or international organizations, and
whether funding should prioritize emergency
relief or long-term healthcare systems. Recipient
countries may support international assistance
while opposing conditions that limit national
control over health policy.?83

STATES PRIORITIZING HUMANITARIAN
ACCESS AND EMERGENCY CARE

Countries affected by conflict, displacement,

or natural disasters, or other humanitarian
emergencies are likely to prioritize keeping
children alive and maintain services during an
immediate crisis.?®* WHO reports that fragile,
conflict-affected, and vulnerable settings account
for 60 percent of preventable maternal deaths,
53 percent of deaths among children under five,
and 45 percent of infant deaths.?®® To reach
populations with little or no access to healthcare,
WHO and its partners deploy mobile medical
teams and maintain stockpiles of essential
supplies and medicines.?® This bloc would thus
likely support mobile clinics, protected medical
facilities, emergency vaccination campaigns,
nutrition screening, and international funding to
address the immediate health needs of children.

This bloc may include countries experiencing
active conflict or displacement, such as Sudan,
Yemen, Ukraine, the Democratic Republic of

the Congo, and Syria, as well as neighboring
countries hosting large refugee populations
displaced by these conflicts.?®” Countries such
as the Philippines, Bangladesh, Haiti, Pakistan,
and small island developing states also face
severe natural disaster damage. These countries
may share an immediate need for humanitarian
support, but their roles and priorities will

differ. Crisis-affected countries may focus on
preserving or rebuilding national health services,
while neighboring host countries may seek
additional funding for healthcare systems serving
both refugees and local communities.

Conflict and disaster can also increase disease,
food insecurity, medicine shortages, and limited

access to clean water.288 The destruction of
government offices, healthcare facilities, and
public infrastructure limits the ability of national
authorities and humanitarian organizations to
protect young children. Government institutions
may help track populations, identify unmet
needs, coordinate services, and document where
international assistance is needed.?®® When these
institutions lose capacity during an emergency,
governments may need outside organizations to
help maintain essential services.

However, these countries may disagree over
how assistance should be delivered. International
organizations may need to provide services
when national institutions cannot, but involving
many organizations can fragment care.?®°

States may therefore debate how to provide
urgent assistance while coordinating with local
institutions and preserving national control.

STATES PRIORITIZING TECHNOLOGY,
PREVENTION, AND SPECIALIZED CARE

Countries in this bloc generally have broader
healthcare coverage, stronger medical
infrastructure, and greater capacity to invest

in research and specialized care. Countries
such as Finland, Japan, and Sweden have
achieved low infant and under-five mortality
rates through combinations of prenatal care,
skilled birth attendance, neonatal services,
vaccination, preventive healthcare, and broad
access to medical treatment.?®' These states
are likely to support further investment in
disease surveillance, digital health systems,
medical research, specialized neonatal care, and
advanced training for healthcare professionals.

North Macedonia demonstrates how targeted
investment in maternal and neonatal care can
reduce preventable deaths. After its under-five
mortality rate reached 11.1 deaths per 1,000 live
births in 2015, its Ministry of Health worked with
WHO, UNICEF, and the United Nations Population
Fund to strengthen care.?®2 By 2024, the rate had
fallen to 2.8. Kosovo also reduced its neonatal
mortality rate from 10.3 to 6.6 and its under-five
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mortality rate from 14.3 to 8.7 between 2015
and 2024.2%8 These examples may encourage
countries with greater capacity to support
technical assistance, training, and knowledge
transfer to other countries facing high infant
mortality and other child health issues.

As countries in this bloc generally have relatively
low childhood mortality rates and greater
financial, medical, or technological capacity,
they are likely to emphasize prevention and

early intervention during pregnancy, childbirth,
the neonatal period, and the first five years of
life.2% Their proposals may include prenatal

and newborn screening, specialized neonatal
facilities, vaccination, disease surveillance, digital
health records, medical research, and training
exchanges. The WHO Global Strategy on Digital
Health 2020-2027 encourages international
cooperation, technical assistance, capacity
building, knowledge transfer, and national digital-
health strategies adapted to each country’s
circumstances. It also emphasizes governance
and equitable access so that digital technologies
strengthen health systems, including in
countries with limited access to digital goods
and services.?®> However, states may disagree
over the cost of these programs, technology
and knowledge transfer, data privacy, national
control over health information, and what exactly
international funding should prioritize.

STATES PRIORITIZING BASIC HEALTH
SYSTEM CAPACITY AND INTERNATIONAL
ASSISTANCE

Countries in this bloc are likely to prioritize
building a healthcare system that can provide
reliable care over time.?®® Many may argue that
advanced medical technologies will have limited
reach and impact when countries lack the
trained personnel, supply systems, maintenance
capacity, and basic infrastructure needed to
deploy them successfully and integrate them
into routine care.?®” These states may therefore
support international funding to train healthcare
workers, expand community health programs and
rural clinics, strengthen medical supply chains,
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and improve access to affordable medicines and
vaccines.

Some states may also emphasize health
sovereignty. Because many potential members of
this bloc continue to experience economic and
institutional inequalities linked to colonialism, they
may argue that international assistance should
strengthen national health institutions, local
primary-care systems, healthcare workforces,
and domestic supply capacity rather than create
long-term dependence on external providers.?®®
This approach would balance outside assistance
with national autonomy while improving countries’
long-term ability to meet their populations’ health
needs. These states may support partnerships
that give national and local governments a role in
directing international funding.2®® This is the case
in Uganda, where the Ministry of Health sought to
align the government, international donors, and
program implementers under a shared national
health plan. The approach encouraged pooled
funding and coordinated planning, while giving
local governments a greater role in allocating
resources and making decisions. Working
through existing public-health systems in this way
allowed for greater autonomy.30°

Recent WHO Pandemic Agreement negotiations
show how some members of this bloc may
connect international assistance with health
sovereignty.3®' Several developing-country
groups supported binding agreements requiring
pharmaceutical manufacturers to share vaccines,
treatments, and diagnostic tools developed

from pathogen information provided by states.
These countries wanted guaranteed access to
medicines and vaccines instead of depending on
companies to donate them. They also wanted
more control over how their health information
was used.

Limited access to healthcare, clean water,
sanitation, and immunization can leave children
vulnerable to preventable diseases. They

may also lack nutrition services or treatment
for conditions like malaria, pneumonia, and
diarrhea.?%2 Rural communities may face long



travel distances, high costs, transportation
problems, and healthcare worker shortages.®3
Indigenous communities may face additional
geographic, economic, discriminatory, and
cultural barriers.®%* These states may therefore
prioritize primary healthcare and programs
developed with underserved communities over
immediate investment in specialized facilities or
advanced digital systems.

However, members of this bloc may disagree
about how to accept international assistance.
Some may prefer funding through national
governments, while others may support programs
led by UN agencies, local organizations, or
private partners. They may also disagree over
funding conditions, the responsibilities of
pharmaceutical companies, control over health
information, and whether funding should address
immediate needs or long-term development. Still,
these states are likely to agree that international
assistance should strengthen basic healthcare
systems, respect national priorities, and reach
underserved communities.

Committee Mission

ECOSOC established the Population Commission
in 1946. Following the 1994 International
Conference on Population and Development,
ECOSOC renamed it the Commission on
Population and Development and expanded its
role in monitoring implementation of the ICPD
Programme of Action. Since its founding, the
mission of CPD has been based on three main
goals.

The first main objective of CPD is to organize the
advising of and studies of population trends and
developments. Within that, CPD aims to provide
support to developing countries or countries
with transitioning economies when requested.3%®
Where countries often require, and likely request,
support is in improving early childhood survival.
Reducing preventable deaths among children
under five is essential to protecting human rights,

improving public health, and supporting equitable
and sustainable development. Improved child
survival should not be treated merely as a means
of increasing population size. Consistent with
the ICPD Programme of Action, policies should
prioritize individual health, rights, dignity, and
well-being rather than demographic targets.

The Commission’s second main mission is
focused on oversight. It largely concerns the
monitoring of the International Conference

on Population and Development’s (ICPD)
Programme of Action.®°® The ICPD was adopted
by 179 countries when it was introduced. It
underscored the importance of prioritizing human
rights to achieve sustainable development.3%”
The Programme of Action connects population
and sustainable development policies with
health, human rights, gender equality, and
individual dignity while recognizing national
circumstances.®°® When monitoring the
Programme of Action, they assess where there

is success and failure and the reasons why.

The ICPD’s Programme of Action serves as

an invaluable tool to monitor the success of
initiatives set in place to improve early childhood
survival rates. States can and must utilize it

as such. To improve early childhood survival,
countries must understand why and where some
initiatives fail. Understanding the issues with their
initiatives will prevent the replication of potentially
harmful actions.

The final mission of CPD is to provide
recommendations to ECOSOC based on

the reports and issues related to the ICPD
Programme of Action.2® This is what helps keep
CPD tied into the UN, and what puts the goals of
the Commission into action. Using the support
of ECOSOC and the UN as a whole is essential
to achieving the goals of CPD. Improving early
childhood survival advances CPD’s broader
work on health, human rights, population trends,
and sustainable development. Solutions should
respect national circumstances while promoting
sustainable financing, reliable data collection,
international cooperation, and equitable access
to proven health interventions.

Committee Mission



Research and Preparation Questions

Your dais has prepared the following research and preparation questions as a means of providing guidance for your

research process. These questions should be carefully considered, as they embody some of the main critical thought

and learning objectives surrounding your topic.

1 How is your country’s population expected to
age over the next several decades, and what
economic and social challenges could these
demographic changes create?

2 How does your country currently finance
healthcare and long-term care for older
adults? Who bears most of the cost: the
government, private insurance, individuals, or
families?

3 What role do families and communities play
in caring for older adults in your country, and
what policies could better support unpaid
caregivers?

4 Does your country have enough healthcare
and long-term-care workers to meet future
needs? How should it address shortages
through training, improved working conditions,
technology, or international recruitment?

5 How could telehealth, assistive technologies,
and artificial intelligence improve care for older
adults in your country? What barriers involving
cost, accessibility, digital literacy, privacy, or
human contact must be addressed?

6 How do income, gender, disability, geography,
or migration status affect an older person’s
access to quality care in your country?

7 What forms of international cooperation
should CPD recommend to help countries
prepare for population aging while respecting
different economic resources, healthcare
systems, and cultural approaches to long-term
care?

Research and Preparation Questions

Does your country have any government
policies or laws in place to support parents
with medical care and early child care

(eg. Pediatric healthcare, affordable and
accessible daycare, etc...)?

How and why have early childhood mortality
rates fluctuated in recent years?

Has your country been involved in any
recent conflicts? How has this contributed
to lowering (or increasing) early childhood
survival rates?

Does your country have any policies in place
to support access to basic necessities like
food and water?

What are the statuses of your country’s foster
and orphanage systems? How much national
focus and funding is allocated to young
orphans?

Does your country have any government laws
or regulations enforcing vaccinations?

How did the COVID-19 pandemic affect early
childhood survival? How have its effects lasted
following the pandemic?
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