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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.

	� III. 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.

https://imuna.org/wp-content/uploads/2026/09/Beginner-Delegate-Guide.pdf
https://imuna.org/wp-content/uploads/2026/09/Advanced-Delegate-Guide.pdf
https://imuna.org/wp-content/uploads/2026/09/NHSMUN-Research-Guide.pdf
mailto:info@imuna.org
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Committee History
The United Nations Children’s Emergency Fund (UNICEF) was founded in 1946 in the aftermath of 
World War II. Its original purpose was to provide emergency food, healthcare, and other assistance 
to children in conflict zones. In 1950 UNICEF’s mandate was expanded to address long-term needs 
and safety of women and children. UNICEF’s mandate covers areas that focus on the development of 
children, by providing emergency relief, education, and health services. The Fund’s mission is to ensure 
children’s rights are respected and their basic needs met. UNICEF’s mission can cover women’s rights, 
discrimination, and human rights violations like those faced by marginalized communities post-conflict.1

In 1953, it became a permanent part of the United Nations General Assembly and adopted the name 
of United Nations Children’s Fund. It has become the world’s largest buyer of vaccines and, in 2024, 
delivered approximately 2.8 billion vaccine doses to 99 countries. It aimed to vaccinate 45 percent 
of the world’s children under five.2 UNICEF is still working to strengthen prioritization of crises and 
logistical organization to ensure every child receives the help they need. Nevertheless, UNICEF has 
provided necessary emergency relief services, while simultaneously giving post-conflict resources 
for the protection of children’s development. It is related to the UN by focusing on vulnerable groups 
protection, and any subsequent social issues that need to be addressed, and under New York law, 
UNICEF is categorized as a not-for-profit organization.

UNICEF’s role was strengthened in 1989 when the United Nations General Assembly adopted the 
Convention on the Rights of the Child (CRC). Throughout its history, the committee has worked to 
vaccinate more children, fight malnutrition, provide clean drinking water, and protect refugees and 
migrants. In recent history, they’ve also worked to end child marriage and have introduced a plan to 
fight climate change. UNICEF operates under the Convention on the Rights of Children and is guided 
by the strategic plans formed in response to issues. These are formed by assessing a country’s needs 
every five years before regional offices guide and assist after this assessment.3

The UNICEF headquarters are located in New York. However, since UNICEF is a worldwide 
organization, there are eight regional offices, a research center, and supply operations throughout the 
world. There are also many other locations worldwide as they mainly operate in the field. By having 
this wide reach, the committee can better react to active humanitarian crises and help the children 
impacted by them.

1   UNICEF, (n.d), Frequently Asked Questions, UNICEF, Accessed August 25, 2026 https://www.unicef.org/about/frequently-asked-questions?utm_
source 
2   UNICEF, (2024), UNICEF Supply Annual Report 2024, UNICEF, Accessed August 2025, 2025, https://www.unicef.org/supply/reports/unicef-supply-
annual-report-2024?utm_source=chatgpt.com 
3   UNICEF, Convention on the Rights of the Child, UNICEF, Accessed August 25, 2026, https://www.unicef.org/child-rights-convention?utm_source
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Introduction

Many people grow up assuming that childhood is a time for play, for school, for 
friendship, and for figuring out who you want to become as an adult. But for 
millions of children around the world, these formative years are marked by intense 
responsibility and stress. In some families, children wake up early to make breakfast 

for the family, bathe and clothe their siblings, or to work to make money for food or rent. Some 
children translate documents and conversations for parents who don’t speak the local language. Still 
others provide emotional support normally expected from another adult to parents who are in crisis 
or struggling with mental health issues, disasters, or grief. 

This role reversal in which the child takes on 
adult responsibilities or acts as the parent 
in a family system is called parentification. 
Researchers generally divide parentification into 
two types or categories:1 

Instrumental parentification is when a child 
takes on physical or logistical tasks for the 
family like cooking, cleaning, providing childcare, 
translating, or working paid jobs to contribute to 
household finances. In these instances, children 
are often expected to perform tasks that are 
typically reserved for adults, such as paying bills, 
administering medication and managing medical 
crises, and filling out important paperwork. For 
various reasons, instead of adults providing 
safety and care, kids step up and take on those 
roles for themselves (and often their siblings). 
Instrumental parentification often means that 
children feel the heavy weight of responsibility to 
keep the family afloat. 

The second type is emotional parentification, 
which is less visible but no less burdensome. 
Emotionally parentified children support their 
parent (or parents) emotionally beyond what is 
appropriate for a child. Sometimes kids become 
a parent’s confidant or emotional anchor, like a 
therapist or a stand-in for a spouse. Emotionally 
parentified children learn to intuit the adult’s 
mood and often suppress their own needs and 
feelings to keep the household stable. 

The line between healthy responsibility and 

harmful role reversal is not always obvious, 
because parentification exists on a spectrum. 
At one end, a teenager occasionally grocery 
shopping and cooking dinner or comforting 
a parent after a hard day might be a normal 
expression of family love and support. But at the 
other end, a nine-year-old who has become the 
sole caregiver for a parent with chronic illness, 
a toddler who learns never to cry because 
it might upset her mother, or a twelve-year-
old who manages the family rent payments 
is experiencing something that research 
consistently links to serious harm. 

The scale of the problem is global. Parentification 
exists all over the world, affecting millions 
of children across different cultures and 
socioeconomic groups. It has different root 
causes. It can be situational and short-lived, 
or it can persist for years. Depending on the 
context, parentification can lead to short-term 
and long-term challenges, not only for the 
affected families, but for communities, cultures, 
and governments. For this reason, parentification 
is truly a global issue with ripple effects that 
deserve attention. 

Policy responses to parentification need to 
be contextually sensitive while also protecting 
children from genuine harm. Across borders and 
cultures, families look and behave differently, 
and those differences are not inherently wrong. 
The challenge is in identifying the boundaries 
of what is healthy and what is not, and where 
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interventions and policies might be needed to 
protect the most vulnerable. 

This guide explores parentification as an 
international human rights and public health 
issue. It explores the conditions that lead to 
parentification, the potential impacts, and 
the ongoing points of division about how 
communities, systems, and international bodies 
should respond. 

History and Description 
of the Issue

HISTORICAL CONTEXT

The idea of shielding children from adult 
responsibilities is fairly new. For much of history, 
hard work was a normal part of growing up. In 
pre-industrial societies around the world, children 
labored alongside their parents on farms, in 
workshops, and inside the home tending to 
chores and caregiving duties. It wasn’t until the 
late 19th and early 20th centuries that many 
industrialized states began enacting compulsory 
education laws and child labor restrictions. In 
theory, this offered children some protection from 
being overburdened by adult responsibility. But 
in reality, in much of the world, children’s labor 
remained economically necessary. 

The concept of parentification did not emerge 
until the late 1960s and early 1970s, when 
psychologists, including pioneering family 
therapist Salvador Minuchin, studied family 
structures in inner city communities.2 Other 
psychologists and child development experts 
described role reversals in some family 
systems that were leading to issues like 
anxiety, depression, and disruptions in normal 
development. These experts noted that in certain 
families, children were functioning as authority 
figures and emotional support to adults in their 
lives, and this dynamic seemed to disrupt the 
typical generational hierarchy of a healthy 

family. Over the following decades, researchers 
in developmental psychology, social work, and 
public health expanded and refined the definition 
of parentification and began documenting its 
effects on children’s development. 

In the later part of the 20th century, international 
attention to children’s rights grew, largely as part 
of global attention to human rights. In 1989, this 
culminated in the United Nations Convention on 
the Rights of the Child (UNCRC).3 The UNCRC 
established children’s rights to education, health, 
protection from economic exploitation, and 
freedom from work that interferes with their 
physical and emotional development. As of 2026, 
196 states are parties to the UNCRC, making 
it the most widely ratified human rights treaty 
in history. But ratification and implementation 
are different things, and for the children in 
parentified roles, the gap between international 
commitments to protection and their lived 
experience remains wide. 

Even before the UNCRC was established, the 
United Nations was working to protect children, 
and that work continues diligently today. 
The United Nations International Children’s 
Emergency Fund (UNICEF), established in the 
aftermath of World War II, focuses on reaching 
every vulnerable child, protecting their rights 
to not only survive, but to reach their fullest 
potential.4 The UN Refugee Agency (UNHCR) 
helps children who are displaced from their 
home country or forced to flee their homes due 
to conflict or persecution.5 And, the International 
Labor Organization (ILO) works to protect more 
than 130 million children worldwide who are 
affected by child labor.6

Individual families are the immediate context 
in which parentification occurs, and they are 
also its primary victims. Parents who rely on 
their children for instrumental or emotional 
support are often doing so because they have 
no other options. Understanding the individual 
family circumstances, the external factors, and 
the many effects of parentification is critical to 
addressing this topic. 
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One of the most well-documented pathways into 
parentification is family caregiving. 

INDIVIDUAL FAMILY CIRCUMSTANCES 

Some families face pressures and circumstances 
that increase the likelihood that children in 
the family will be parentified. A few examples 
include single-parent households, families facing 
poverty or economic hardship, families with one 
or more members having disabilities or high 
medical needs, and migrant families and families 
displaced from their homes.

When a parent or sibling has a disability, chronic 
illness, mental health issue or addiction, the 
care needs are sometimes so high that they 
cannot be met by the parents alone.7 As a result, 
children often step up and become the de facto 
caregivers.8 Imagine a seven-year-old carefully 
measuring and administering their father’s daily 
mental health medications. Imagine a ten-year-
old helping their mother bathe or use the toilet 
because of a physical disability. Imagine as a 
teenager being in charge of grocery shopping, 
meal preparation, calling doctors to make 
medical appointments, or advocating for public 
assistance on your parents’ behalf. This level of 
responsibility is a reality for many children and 
teens. Caregiving consumes enormous amounts 
of time and physical and mental energy that 
would otherwise go toward school, friendships, 
and childhood development. 

It is hard to quantify how many children act as 
caregivers because different systems define and 
measure caregiving differently. However, surveys 
and census reports in England suggest that there 
are as many as 820,000 young carers in the 
United Kingdom alone.9 In the US, that number 
may be closer to 1.6 million, according to a 2024 

report published by Johns Hopkins Department 
of Health Policy and Management.10 

In the UK, growing awareness of young carers 
and the lack of support they received from the 
government led to policy changes, including 
The Care Act and the Children and Families 
Act of 2014.11 These policies made special 
provisions and provided additional support 
for families with disabilities and high medical 
needs, adoptive families, children with special 
educational needs, and other needs like parental 
leave and childcare. Similarly, in Australia, 
organizations like the Centre for Social Impact 
researched young carers and enacted programs 
to provide respite care and additional support 
to reduce parentification.12 Australia’s Young 
Carer Programs allow government agencies, 
universities, and community organizations 
to partner and share in raising awareness, 
assessing families who might be in need, and 
offering resources and activities to meet those 
needs. In Korea, daily care service programs 
provide support like in-home care, housekeeping, 
meal planning, and psychological support to 
vulnerable adults, which reduces the burden on 
child carers.13 As a result of these policies and 
programs, other countries like Sweden and Italy 
have also been looking at how to fill in the gaps 
in their social safety nets so that children do not 
have to stay home to care for their parents or 
grandparents.

A variation of the family caregiving dynamic is 
when a sibling has high medical or developmental 
needs. Approximately one in five families in 
the US have at least one child with a disability, 
and the childhood disability rate is increasing, 



10 ﻿ Child Parentification and Parental Absence  |  History and Description of the Issue

according to reports by the US Census Bureau.14 
The presence of a disability, visible or invisible, 
affects everyone in a family system. Yet, the 
impacts are often overlooked or minimized for 
siblings without disabilities. Older children and/
or non-disabled children are frequently expected 
to provide supervision and care for their siblings. 
The non-disabled or medically healthy children 
in these family systems are often called “glass 
children,” because adults are so consumed with 
the demands of caring for the child who has a 
disability that the siblings become invisible.15 
Metaphorically, these children are looked 
through, rather than looked at.

Siblings often feel genuine love and 
protectiveness of one another, so many children 
welcome the opportunity to help and volunteer to 
ease the stress on the family system. However, 
when siblings are enlisted to help too frequently 
or without formal support, they often become 
hypervigilant and anxious. Consciously or 
subconsciously, the sibling caregiver learns to 
bypass their own needs because they may come 
to believe that their sibling’s needs must always 
take priority. 

Poverty is another family circumstance 
that is both a cause and a consequence of 
parentification. Financial insecurity is one of the 
primary drivers of instrumental role reversals. 
When households cannot afford childcare, older 
children can become caregivers for younger 
siblings. When parents work long hours at 
multiple jobs, the kids in the household can 
often manage domestic labor like cooking 
and cleaning. And, when a parent’s income is 
not enough to pay the bills, older children and 
adolescents may enter the workforce to help 
close the gap. In some contexts, especially in 
single-parent households, the children’s financial 
contributions are critical to the family’s survival. 

One way governments could address poverty 
and the resulting parentification is through 
Conditional Cash Transfer Programs (CCTs), 
which provide monetary support to families if 
they meet certain conditions, such as keeping 

children enrolled in school and ensuring 
they receive medical care, including any 
recommended childhood immunizations.16 
Countries including Brazil and Argentina, as 
well as the Philippines and Jamaica have shown 
success with CCTs, with research supporting 
that funds are used to meet families’ most urgent 
needs. Other countries offer monetary support 
indirectly, through childcare benefits, subsidized 
or free healthcare, tax credits, and food 
assistance programs.

Another circumstance that affects families 
globally and triggers parentification is geographic 
displacement. Immigration and migration are 
both an individual family circumstance and 
also a collective pressure that impacts millions 
of children each year. And the problem is 
unfortunately growing. According to UNICEF, 
“by the end of 2024, an estimated 48.7 million 
children were displaced by conflict and violence, 
and other human rights violations—a massive 
surge from 16.3 million in 2010.”17As more families 
are displaced, children may be forced to care 
for siblings, translate for adults, earn income, or 
manage household responsibilities.

Cultural displacement and parentification often 
go hand-in-hand. Take, for example, one woman 
named Cecelia who immigrated as a child from 
Taiwan to Canada. Cecelia wrote about her 
childhood experience and described some of 
the challenges: “Like many immigrant families, 
we encountered various hurdles, including 
communication barriers, job difficulties, and 
cultural shock. Even as the youngest member 
of the family, I was instilled with a sense of 
responsibility to help ease the burden…”18 Cecelia 
recounts how she quickly learned to speak 
English and became a sort of cultural broker 
for her family. She translated forms, interpreted 
conversations at the bank, and prioritized her 
parents’ mental health over her own. “Sometimes 
I was nervous because an erroneous translation 
could lead to loss of a government-issued ID 
or extra cost on the bill,” she writes.19 As an 
adult, Cecelia expressed gratitude for some of 
the positive aspects of parentification, like the 
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Finnish war children in Sweden
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resilience, maturity, and empathy she gained. But 
she also writes about the burnout, the pressures, 
and the sense of loss she felt over not having a 
carefree childhood. 

Canada is addressing the growing issue of 
immigration and cultural displacement by 
offering Migrant Integration Services.20 Funded 
by the government and implemented at the 
local level through community programs and 
private partnerships across the country, these 
integration programs provide newcomers to 
Canada with education, job placements, and 
other skills to set them up for economic success. 
The idea is that investing in support early on will 
reduce the chances that immigrants will require 
additional government support or be required to 
leave Canada later on. 

UNICEF offers recommendations and support 
for organizations and governments that want to 
better protect immigrant and displaced children. 
This might include expanding community-based 
support, offering more vigilant case management, 
legal assistance, and interpreters to reduce the 
burden on children. 

EXTERNAL FACTORS LEADING TO 
PARENTIFICATION

Sometimes the factors leading to parentification 
are outside a family’s control. Families may have 
stable and supportive relationships before an 
external crisis occurs: They support and nurture 
their children. They work and provide for all 
their physical needs. They enroll their children 
in school and sports and facilitate healthy 
friendships and creativity. They make sure their 
children have access to doctors and preventive 
medical care. Then, something unexpected and 
unimaginable happens: An earthquake, wildfire, or 
storm destroys the family’s home or community. 
A war or other conflict breaks out. A deadly 
disease spreads and becomes a pandemic. Or 
an economic recession leads to widespread job 
losses, housing scarcity, or food insecurity. 

External factors like these can happen in any 
country and affect families across every income 
level. In times of crisis (war, pandemics, natural 
disasters), children are sometimes expected to 
carry more responsibility and deal with trauma 
beyond their years. This was documented during 
the early stages of the COVID-19 pandemic when 
many children had to supervise younger siblings’ 
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Playing for Life, South Africa
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remote learning while parents worked remotely.21 
If parents contracted COVID-19, children often 
took over household duties like cooking, cleaning, 
and administering medicine. 

In some areas of the world, children are orphaned 
by war and widespread disease. For example, 
in countries or cultural groups that are mired in 
conflict, parents may volunteer or be drafted to 
fight, leaving children alone or under the care of 
older siblings. In other cases, diseases like AIDS 
claim the lives of parents and leave children to 
raise themselves. Researchers have documented 
these child-headed households and how the 
phenomenon impacts children’s wellbeing.22 They 
found that youth-headed households experience 
more isolation and economic hardship, which 
reduces quality of life. In some countries, informal 
work and limited social support make it common 
for children to lead households or help support 
their families financially.

South Africa is one country where child 
advocates and government leaders realized that 
a collection of individual policies might not be 
enough to protect every child who is vulnerable to 
poverty, parental absence, health pandemics, and 
other threats. So, they enacted a National Plan 
of Action for Children (NPAC) and incorporated 

provisions on the rights of children directly into 
their constitution.23 In partnership with UNICEF 
and the Department of Women, Children, and 
People with Disabilities, NPAC provides a 
holistic framework to shift the dynamics that 
lead to parentification and childhood harm. 
The framework includes nationwide access to 
equitable, high-quality education, prevention of 
mother-to-child transmission of HIV, psychosocial 
support, child abuse prevention, and support for 
child-led households, among other things.

Similar caregiving pressures can also affect 
children in wealthier countries. In the US, 
research on low-income and single-parent 
families shows significant rates of adolescent 
employment, and those rates are climbing in 
the face of external factors like widespread job 
losses and recession. Compared to wealthier 
families, where adolescents work for extra 
spending money or for the experience, in low-
income households, employment is undertaken 
to contribute to a household’s survival. One study 
looking at teen employment and burnout found 
that students working more than 20 hours per 
week tend to lose sleep, reduce their academic 
performance, and risk health problems from 
exhaustion.24



﻿ Child Parentification and Parental Absence  |  History and Description of the Issue 13

All of these situations put structural pressure 
on families, which can upset the typical balance 
and roles that each family member assumes. 
However, it is important to remember that these 
circumstances do not mean that families have 
failed. In many cases, parents and children 
are finding creative ways to adapt in order to 
endure hardship. And yet, those adaptations, 
including role-reversals, can have unintended 
consequences and long-term impacts for 
children. 

LONG-TERM EFFECTS OF 
PARENTIFICATION ON CHILDREN

The impacts of parentification can be immediate, 
and they don’t magically disappear when a child 
turns 18. The effects are also far-reaching; they 
impact the parentified youth, their family, and 
sometimes the generations that follow. 

To understand this fully, it helps to consider how 
a child’s brain develops. Psychologists talk a lot 
about something called individuation, which is 
the process of figuring out who you are separate 
from your parents. For that developmental stage 
to happen in a healthy way, children need space 
and time to focus on their own needs and their 
own interests. They need a stable parent who 
acts as a home base that they return to as 
they explore the world and incrementally gain 
more independence. They need hierarchical 
boundaries, where the roles of adults and 
children are clearly defined.25 

Many parentified children and adolescents do 
not get enough of the developmental, social, and 
financial support needed for individuation. These 
developmental deficits can make it harder for 
youth to get their needs met later on, leading to 
long-tail effects like under- and un-employment 
as well as mental and physical health 
disparities.26 Many studies report that parentified 
children struggle with psychological stress, 
drops in school achievement, and relationship 
problems.27 

There is also the opportunity cost of 

parentification. Children who spend their 
formative years in adult roles accumulate 
less education, skills, and peer relationships 
than they otherwise would. In extreme 
cases, they also miss out on the felt sense of 
safety and protection that allows for healthy 
development and attachments to adulthood. 
These opportunities, especially in education, 
can lead to lower lifetime earnings and reduced 
economic stability. The emotional cost can lead 
to interpersonal conflict and depression that 
interferes with their ability to lead a meaningful, 
fulfilling life. One 2025 study asked ten South 
Asian adults to reflect back on their parentified 
childhoods and found that many reported a 
sense of grief or loss over not having had a 
typical childhood.28 They reported missing out 
on unstructured play time, social events, peer 
relationships, a sense of felt safety and trust, and 
the freedom to pursue their personal goals.

Yet not all of these effects hit every kid in the 
same way. Across many cultures, caregiving and 
housework tend to fall on daughters more than 
sons.29 Research from sub-Saharan Africa, South 
Asia, and Latin America consistently shows that 
domestic work cuts into girls’ school attendance 
more often than boys. Combine that with the 
educational gaps that girls already face in a lot of 
these regions, and the disadvantage stacks even 
higher. Boys, meanwhile, are more likely to take 
on outside jobs to bring in money, especially in 
households led by single mothers.30 

For all parentified children, the consequences 
accumulate over time. Children who 
carry significant caregiving or household 
responsibilities have less time for education and 
may miss critical learning or drop out. Even if 
they do attend school, they may be exhausted, 
having spent the night managing responsibilities 
or problem-solving a crisis. They may be 
cognitively and emotionally unavailable for 
learning even when they are physically present. 
Children who fall behind academically or drop 
out have narrower options for higher education 
and employment. They might never learn the 
self-advocacy skills that are necessary in many 
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Economic strain is happening across nearly all 
income levels, making the issue more prevalent than 

ever. 

societies to access social services, healthcare, 
and educational support. 

These impacts matter on a global level. When 
millions of families are impacted by role-
reversals and children are not afforded the 
education, healthcare, and social support needed 
to thrive, the effects begin to shape entire 
communities and cultures. Harmful cycles are 
often passed down through generations. Public 
health outcomes can spread far and wide. The 
educational ramifications can lower an entire 
country’s performance on the world stage. 

It is important to note that not all impacts of 
parentification are negative. In some small 
studies, researchers have found that mild levels 
of parentification or short-term role-reversals 
can lead to higher self-esteem, stronger sibling 
relationships, greater maturity, and resilience 
among adolescents and young adults.31 This is 
often the difference between a family banding 
together during a short-term crisis versus a 
years-long dependence on children to survive. 

Most experts agree that a child’s ability to endure 
the effects of role-reversals depends, in part, 
on social determinants like emotional support 
and financial resources accessed outside the 
home.32 Even when children are parentified at 
home, they may still receive necessary care and 
support from safe adults in other settings. School 
counselors, mentorship programs, free health 
clinics, and other community resources can help 
protect children, demonstrating the importance 
of community and government intervention.

Current Status 
INCREASING ECONOMIC STRAIN AND 
FEWER SUPPORT SYSTEMS

Rent, groceries, and other everyday costs have 
climbed faster than paychecks for many families 
in recent years, and the problem is not just in the 
US.33 In the UK, families are seeing energy bills 
that are 52 percent higher than they were before 
2020. And in many countries, including Haiti, 
Pakistan, and Nigeria, food prices have doubled 
since 2020. 

Add to that another current reality: In many 
countries, families have to confront rising 
housing, childcare, and living costs alongside 
other challenges like changing family structures. 
Older generations are aging quickly, and in many 
countries there is limited geriatric care available 
outside the family. Retirement and family benefits, 
affordable childcare, disability services, and 
other supports often remain insufficient. In some 
places, recent fiscal reforms have also reduced 
certain benefits. As more families are dispersed 
than in previous generations, extended family 
members may not be close by to help. When 
formal and informal safety nets disappear, 
families do not stop needing support. Often, 
children just start providing it instead. 

The Annie E. Casey Foundation, which tracks 
child wellbeing across the US, found that housing 
costs are straining families nationwide, even 
if other economic indicators are improving.34 
For middle-income families, the issue is more 
noticeable. Rising caregiving costs strain 
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Displaced child in Gaza
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household budgets and cause many parents to 
drop out of the workforce or enlist the help of 
their other children.35 

Research shows that it is adolescents who 
become most aware of their parents’ financial 
difficulties and attempt to ease the burden by 
taking on part-time jobs or childcare duties.36 
Social workers note that this is a form of 
instrumental parentification and that it can also 
become emotional parentification when those 
adolescents start to neglect their own needs to 
avoid further burdening their parents. 

This all means that parentification is not a private 
family matter. It is connected to larger economic 
patterns and policies like minimum wage 
laws, rising housing costs, income inequality, 
and shrinking social support. Poverty makes 
parentification more likely, and parentification 
can make it that much harder for kids to escape 
poverty later, since any time spent on working 
and caregiving is time not spent on school, job 
training, relationships, and healthy development 
(all important pathways out of poverty).

DISPLACEMENT, CONFLICT, AND 
CLIMATE-RELATED DISASTERS

Sometimes, displacement from a family’s home 
country is forced by conflict, not personal choice. 
Additionally, many countries are enacting stricter 
immigration policies, making it harder for families 
to seek legal residency or asylum. Displacement 
and immigration policy push parentification 
into much higher stakes territory. Instead of 
translating a bank document or street sign, some 
kids end up representing themselves in court, 
deciding where to sleep that night, or keeping 
younger siblings fed with no adults around at 
all. Whether they are seeking a better life or 
fleeing violence, far too many children encounter 
danger, detention, and discrimination during their 
journeys, at their destinations, or upon a return 
home.37

New data from the Internal Displacement 
Monitoring Centre (IDMC) shows that internal 
displacements increased by 60 percent, from 
20 million in 2024 to 32 million people (adults 
and children) in 2025.38 If we extrapolate that 
data and look at the percentage of children 
per country, the estimated number of children 
displaced worldwide is about 13 million, or over 
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35,000 per day. While some displaced children 
travel with family, many end up separated from 
trusted adults and have to make decisions about 
where to find shelter and food or advocate 
for themselves at refugee camps or border 
crossings. 

Examples of places impacted by this 
displacement include the Democratic Republic of 
Congo, Sudan, Iran, and the occupied Palestinian 
territory, where ethnic tensions, struggles 
between military factions, and other armed power 
struggles have forced many from their homes.39 
The IDMC reports that those geographies were 
among the worst in terms of violence and conflict 
that led to the most displacements of children in 
2025, and many of those conflicts are ongoing.

Nearly every student is connected to some 
version of this story, through one’s own family 
history, a classmates, or the possibility of 
international travel and the need for more 
documentation and visas to cross borders. 
Many countries are facing this issue in new 
ways, whether it is guardianship policies 
for unaccompanied minors in the European 
Union, South American countries dealing with 
Venezuelan displacements, or Uganda’s funding 
and policy challenges as it tries to host and 
integrate nearly two million refugees.40 

But right now, US policy is adding a new layer 
as the government takes a harsher position 
on immigration and deportation. In early 2025, 
the US federal government issued a stop-
work order for a contract that funds legal 
services for unaccompanied children. This 
meant that very young children whose parents 
had been deported would have to advocate 
for themselves in immigration cases. Though 
the order was reversed, key sections of the 
contract remained canceled, leading many 
legal service nonprofits to slow or halt their 
programs helping unaccompanied children in 
court proceedings. More than 100 nonprofit and 
non-government legal organizations denounced 
the funding cuts and expressed concerns 
about violations of children’s rights.41 To support 

organizations worldwide, UNICEF created a 
guide for staff and volunteers who want to work 
with unaccompanied children in humanitarian 
contexts.42

Without an attorney assigned to them, a child can 
end up sitting in front of a judge alone, trying to 
understand words like “asylum” and “deportation” 
well enough to argue their own case. Some 
legal aid organizations report that children as 
young as eighteen months as well as children 
with developmental disabilities have been in 
court facing deportation proceedings without 
representation.43 These situations, putting 
young kids in situations that would traumatize 
even most adults, are extreme examples of 
parentification where serious harm is likely. It 
can leave children feeling psychologically and 
physically abandoned, unprotected, and stripped 
of any agency or control. 

Conflict and immigration policy are not the 
only forces displacing families. Climate-related 
disasters can also destroy homes, separate 
children from caregivers, and overwhelm the 
support systems on which families depend. 
Scientists have been tracking the frequency 
and severity of natural disasters for decades. 
Climate change is increasing the frequency or 
severity of several hazards, including extreme 
heat, heavy precipitation, drought, and conditions 
that contribute to wildfires.44 A 2026 report 
published by UNICEF says that more than one 
billion children are now exposed to at least three 
overlapping climate hazards like floods, droughts, 
extreme heat, and storms like hurricanes and 
cyclones.45 More than four million children could 
face as many as six climate threats at once.

Children are especially vulnerable to natural 
disaster-related stress because of their reliance 
on adults for safety, shelter, and food. If the 
trauma of a disaster overwhelms an adult’s ability 
to cope, roles can reverse quickly. A parent 
dealing with their own fear, grief, or injuries may 
not have anything left to offer their child, and so 
the child ends up managing their own emotions 
and physical needs alone, or in some cases, 
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Any serious discussion about parentification at the 
international level has to include the question of 
culture.

taking care of the household.46

Some communities are looking at how to provide 
families with more resources before a storm 
strikes. Organizations like the United Nations 
Educational, Scientific and Cultural Organization 
(UNESCO) offer education and best practice 
guidance for communities, schools, and families 
wanting to build more resilient homes, institutions, 
and prediction systems ahead of disasters.47 As 
part of larger disaster-preparedness programs, 
experts are also factoring in different parenting 
styles and considering how families might 
become more resilient to crises and reduce the 
future burden on children.48 The idea is that by 
offering families more resources in advance of 
disasters, communities could prevent long-term 
stress in children. These programs might offer 
education on what kids need emotionally during 
a crisis, mental health support for parents, and 
practical tools for keeping a household running 
under pressure — all with the goal of reducing 
the odds that a child will have to fend for 
themselves when things fall apart. Proponents of 
these programs argue that governments could 
save money in the long-term because children 
impacted by natural disasters who have better 
support in place are more resilient and less likely 
to require long-term social services and mental 
health care in the years that follow. 

CULTURAL ATTITUDES TOWARD YOUNG 
CARERS

In many communities around the world, 
children’s participation in household labor 
and caregiving is not understood as harmful. 

Instead, it’s considered a normal, appropriate, 
and even beneficial aspect of community 
life. This is especially true in cultures that 
emphasize extended family systems or collective 
responsibility versus strict individualism and 
independence.

Many young carers are never formally identified, 
especially when some children view caregiving 
as an ordinary family responsibility, a cultural 
expectation, or a consistent part of their daily 
lives. Estimates may overlook children who care 
for siblings, grandparents, or other relatives. 
Identification can also be complicated by child-
welfare laws that may treat a parent’s disability 
as evidence of family risk rather than first offering 
the family additional support.49 As a result, 
schools, healthcare providers, and governments 
may not recognize that a child needs support 
until caregiving begins to affect their education, 
health, or wellbeing. This has led some 
governments to focus on identifying young carers 
earlier and supporting them without stigmatizing 
families or removing them from caregiving roles.

Japan provides a recent example of growing 
government recognition. In June 2024, Japan 
revised the Law on Promotion of Development 
and Support for Children and Young People, 
making young carers eligible for public support.50 
Still, many carers remain difficult to identify. In 
response, the Children and Families Agency 
began subsidizing municipal surveys designed 
to locate young carers and determine whether 
their responsibilities are becoming burdensome. 
This remains an emerging effort: as of June 2025, 
only 20 percent of municipalities conducted 
such surveys. The initiative also emphasizes 
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cooperation with schools, which may be able to 
recognize when caregiving limits a child’s study 
time, rest, or other opportunities.

Japan’s experience illustrates that identifying 
harmful caregiving requires examining its effects 
on the child, rather than treating all household 
responsibilities as inherently harmful. Research 
from Ghana demonstrates why this distinction 
matters across different cultural contexts. A 2025 
study of children in Ghana called “Household 
Chores and Their Effects on Children” looked 
at data from more than 5,000 children between 
the ages of 8 and 17 and found that roughly 90 
percent of them regularly took part in household 
chores, ranging from childcare and cleaning to 
herding animals, shopping at markets, fetching 
water and wood, and home maintenance.51 When 
surveyed, some of the children said they found 
these chores empowering, while others found 
them burdensome, depending on how much 
support they received from adults and whether 
the chores interfered with their education and 
quality of life. Researchers concluded that 
chore performance has both beneficial and 
adverse effects on children (depending on 
individual experiences and support structures), 
and that policies may need to address cultural 
norms while ensuring fair distribution of labor in 
communities where children may be exploited. 

Another place researchers have studied is Haiti, 
where a longstanding practice called Restavek 
sends children from impoverished rural homes to 
live with wealthier relatives or strangers in more 
urban areas. In theory, the child receives food, 
shelter, and education in exchange for doing 
housework for the host family. But in reality, 
Restavek can be much darker. A study published 
in 2026 found that girls who participated in 
Restavek faced significantly greater poverty and 
violence compared to other girls their age and 
had access to fewer protective resources.52 In 
some instances, children reported being forced 
to work up to 14 hours each day and were only 
offered table scraps for food. Both boys and 
girls participated in this practice, but girls in the 
system had a higher reported incidence of feeling 

worthless and having suicidal thoughts as a 
result of how they were treated.

The contrast between the Ghana and Haiti 
research points to a useful way of thinking 
about the line between healthy and harmful 
parentification. It is not always about how many 
chores a kid does or how young they start. It 
is about whether children are protected from 
abuse and whether they still have a childhood 
underneath responsibility. Do they still go to 
school? Do they still get to rest, play, and feel 
safe? Do they feel alone in their responsibilities, 
or are there supportive adults in their lives 
sharing the burden? Culture shapes what family 
looks like, but everywhere in the world, kids need 
protection.

Bloc Analysis 

POINTS OF DIVISION

The points of division around parentification tend 
to be more philosophical than geographical or 
political. Member States generally recognize 
that children can experience harmful caregiving 
burdens or parental absence, although they may 
define these problems differently. Most will agree 
that some impacts are harmful and far-reaching, 
especially when parentification is severe. The 
question to consider is how the international 
community should address parentification 
while also respecting family autonomy, cultural 
diversity, and children’s rights.53 

Because points of division are philosophical, the 
blocs below are not mutually exclusive. Some 
countries might fall into more than one bloc, 
depending on the issue or specific context of 
parentification. Or, they might shift from one 
bloc to another based on current government 
leadership or policies that are in place.
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ADVOCATES FOR FAMILY AND SOCIAL 
SUPPORT

This bloc includes countries with robust social 
welfare systems, including many European 
countries, and states that emphasize preventative 
public policy. There is a general belief among 
these states that parentification is a symptom of 
a bigger problem: Families do not have enough 
support, even before a crisis ever hits. This 
bloc’s top priority is preventing children from 
ending up in adult roles in the first place, rather 
than stepping in after the fact. That means 
pushing for stronger social safety nets to catch 
families before they fall. The policies this bloc 
might emphasize include access to subsidized 
childcare, paid family leave, direct financial 
support for low-income families, universal 
healthcare, and additional support for caregivers 
of sick or disabled family members.54

This bloc argues that supporting families is a 
shared social responsibility that benefits society 
as a whole. If a country invests in preventing 
poverty and giving parents more support, 
fewer children will grow up needing additional 
resources. They will be in a better position to 
contribute to the greater good of the state, 
economically and socially. 

Countries associated with this approach include 
Nordic states, the Netherlands, Germany, France, 
Canada, Australia, and others that have built 
extensive welfare systems around families. 
International organizations like UNICEF echo 
similar priorities in their recommendations to 
governments.55 

This bloc might argue that job loss, unexpected 
illness, natural disaster, or other crisis should 
not automatically translate to a child becoming 
a caregiver or breadwinner, sacrificing their 
own education and wellbeing. It would support 
expanded government spending on family 
programs and would push back against budget 
cuts to social services, arguing that saving money 
in the short term can cost more later with long-
term social and economic problems. 

ADVOCATES FOR CHILD PROTECTION 
AND EARLY INTERVENTION

Rather than broad, sweeping social support, 
this bloc emphasizes protecting children’s rights 
through safeguards and institutional support 
instead. The focus here is making sure the legal 
and institutional systems around a child are able 
to intervene and protect them when things go 
wrong. These states might prioritize building 
strong, well-funded structures, courts, schools, 
healthcare systems, child welfare agencies, and 
early intervention programs. 

Policies in this bloc may include legal 
representation for children in court, mandatory 
reporting systems that flag when a child is at 
risk, school-based mental health services, better 
training for child welfare caseworkers, and early 
screenings that catch potential problems in a 
family system before they escalate.56 States 
in this bloc might advocate for reforming or 
expanding existing protection and intervention 
systems instead of adding new ones. 

The reasoning here is that building large, 
universal welfare systems is expensive, and it is 
harder to gain political support for wide safety 
nets. So, this bloc argues that it makes more 
sense to target resources at children who are 
already showing signs of being at risk, rather 
than trying to prevent every possible case of 
parentification in advance. 

Countries associated with this approach include 
the United States, the United Kingdom, and other 
countries that lean on child protective services, 
court systems, and public schools as primary 
intervention points.57 They want to make sure 
children don’t fall through the cracks without 
someone noticing, but they also emphasize 
efficiency, making sure limited resources go 
toward the children and families who need help 
most urgently. This bloc likely favors targeted 
assistance over universal benefits that it 
perceives as too broad but may support funding 
increases for child welfare agencies and legal 
aid programs. While recognizing the importance 
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of family assistance, these states place greater 
emphasis on identifying and protecting children 
already experiencing harm and using existing 
institutions to address that harm.

ADVOCATES FOR FAMILY AUTONOMY 
AND CONTEXT-SENSITIVE POLICY

This bloc starts from a different position. Before 
declaring parentification a problem and deciding 
how to fix it, they might first want to define the 
issue more clearly. They will want to recognize 
cultural differences and make sure that state 
policies do not accidentally punish families for 
practices that might be considered a normal and 
healthy part of their own culture. 

Countries in this bloc are concerned about 
cultural imperialism and international standards 
that overreach without taking into account local 
or cultural context. They worry that international 
policies are built around the Western, individualist 
idea of a “normal” childhood, and that other 
models of parenting, like collectivist caregiving, 
might be stigmatized.58 This bloc prefers 
supporting locally designed programs that meet 
the needs of its citizens. They oppose blanket 
international mandates or sweeping policies that 
don’t leave room for cultural nuance.

This perspective may receive support from states 
that emphasize extended family caregiving, 
community-designed policy, parental authority, or 
caution toward internationally imposed standards. 
Countries like Ghana, Japan, Mexico, and the 
Philippines are likely to be in this bloc. Research 
from Ghana, for example, finds that household 
responsibilities can produce both benefits and 
harms depending on their distribution, intensity, 
and effects on children.59 They might advocate 
for limiting unnecessary government intrusion 
and embracing cultural diversity, family autonomy, 
and proportional interventions. They believe in 
protecting children from abuse but would want 
policies that differentiate between appropriate 
family responsibilities and genuinely harmful 
parentification. 

Committee Mission
In this committee, the policy responses to 
parentification should be contextually sensitive 
while also protecting children from genuine harm. 
Different cultures and different families may 
operate counter to one’s personal experience 
of childhood, but that doesn’t make it inherently 
wrong. On the other hand, sometimes in those 
contexts, real harm is perpetuated and the rights 
of the child are violated under the United Nations 
Convention on the Rights of the Child (UNCRC).60

The United Nations Children’s Fund (UNICEF) 
protects the rights of every child. It is a fund 
rather than a treaty body, so UNICEF does 
not have legal authority over states.61 Through 
partnerships, technical assistance, and advocacy, 
UNICEF can influence child welfare policy and 
support the survival, development, and safety 
of children around the world.62 These efforts 
are especially important in crisis zones, where 
children face higher risks of abuse, neglect, 
displacement, and separation from their 
caregivers.

UNICEF can work with governments, 
communities, and humanitarian organizations to 
strengthen social services and support families 
worldwide.63 These programs focus on protecting 
children while addressing the pressures affecting 
the entire family. Delegates should consider how 
international frameworks can identify when family 
role reversals become harmful, while respecting 
cultural differences. Consider the current 
challenges and impacts, such as increasing 
economic insecurity and wage gaps, the loss 
or reduction of social supports like subsidized 
childcare and food benefits, the rising frequency 
and severity of natural disasters, displacements 
due to conflict, and changing immigration 
policies. 

Delegates should also consider how UNICEF 
can help families before parentification becomes 
harmful. Many children face less visible burdens 
but also benefit from specific interventions. 
Currently, UNICEF collects data on caregiving 
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conditions and the status of children worldwide. 
It also encourages governments to expand 
evidence-based parenting programs, strengthen 
child-protection policies, and protect children’s 
opportunities for learning and play.64 These early 
family supports can improve caregiving for all 
children and thus prevent harm within the home. 
Strong policies should protect children’s rights, 
respect cultural and family differences, and 
address harmful social norms and the underlying 
conditions that force children to assume adult 
roles.
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Introduction 

Modern medicine has transformed pediatric health care. Advances in diagnostic tools, 
surgical procedures, and technological innovations have improved children’s health.65 
Guided by the Convention on the Rights of the Child (UNCRC), UNICEF recognizes 
that every child has the right to access equitable and high-quality medical services.66 

However, one emerging concern is whether every medical procedure is truly necessary. 

Medical procedures are essential in pediatric 
care.67 Laboratory tests, imaging, medications, 
and surgical procedures save lives every day. 
However, not every medical intervention benefits 
the patient. Around the world, many children 
undergo medical procedures that cause physical 
and psychological harm.68 In some cases, this 
harm may be avoidable, and the procedures 
may be unnecessary. These interventions are 
classified as low-value care, since they provide 
no benefit to the child’s health.69

This challenge affects countries differently. In 
many high-income countries, medical overuse 
is more common due to modern diagnostic 
technologies and availability of resources.70 In 
the United States alone, around USD 12.8 to 
28.6 billion are spent every year in unnecessary 
testing and treatment.71 In contrast, many 
low-income countries do not have access to 
adequate health care. This is caused by lack of 
infrastructure as well as financial and resource 
shortages. Some countries may face both 
unnecessary medical procedures and limited 
access to healthcare services. This demonstrates 
the need to ensure that every child receives the 
right care at the right time. 

Advances in technology have also influenced 
pediatric health care. Artificial intelligence, 
robotic-assisted surgery, and telemedicine help 
doctors identify and treat diseases. While these 
technologies have improved pediatric healthcare, 
they also create new challenges. Without 
appropriate guidelines and evidence, they can 
contribute to overdiagnosis and overtreatment. 
As healthcare systems continue to grow, it is 

important that technology supports medical 
decisions instead of replacing them. 

Children are especially vulnerable because their 
ability to make independent medical decisions 
is often limited by their age and national law.72 
Parents or guardians usually provide consent, 
and children are involved in decisions according 
to their age and maturity. Additionally, healthcare 
workers and caretakers advocate for their 
wellbeing. UNICEF’s work also recognizes a 
continuum of care beginning during pregnancy 
and continuing through childbirth, the newborn 
period, and childhood. Therefore, medical 
decisions made during pregnancy may affect 
both the pregnant patient and the developing 
fetus or newborn. However, pregnant patients 
retain the right to make informed decisions about 
their own medical care.73 Parents, guardians, 
and healthcare professionals are responsible for 
protecting children’s well-being and considering 
their best interests.74 Differences in beliefs, 
financial budgets, and parental requests may 
influence these decisions. It is important to 
ensure balance between children’s rights, 
parental authority and ethical guidelines. 

Despite international plans to prevent 
unnecessary medical procedures, this challenge 
remains. Preventing unnecessary medical 
procedures is not only a matter of improving 
healthcare quality but also protecting children’s 
rights. Medical procedures can benefit a child’s 
health. However, when performed without 
medical evidence, the consequences may last a 
lifetime. 



24 ﻿ Preventing Unnecessary Medical Procedures in Children  |  History and Description of the Issue

History and Description 
of the Issue
THE RISE OF OVERDIAGNOSIS AND 
OVERTREATMENT IN PEDIATRIC 
HEALTHCARE

Recent advances in medicine have greatly 
improved children’s healthcare. New 
technologies, such as medical imaging, laboratory 
testing, and disease screening allow doctors 
to find health problems more easily. These 
innovations have led to earlier diagnoses, higher 
child survival rates, and better health outcomes 
around the world.75 However, medical tests can 
also lead to medical overuse. This means that 
doctors may perform tests or treatments that 
are not necessary. Sometimes, these tests find 
harmless conditions that do not need treatment.76 
Parents may expect doctors to run tests out of 
concern for their children. Doctors may agree to 
the tests to be careful or quickly find an answer, 
but this can lead to testing even when it is 
unclear whether the test will actually help.77

Medical overuse includes two main concepts: 
overdiagnosis and overtreatment. Overdiagnosis 
occurs when a real condition is discovered, but 
the discovery does not benefit the patient.78 
The term is also sometimes used more broadly 
when patients are labeled with a condition 
without enough evidence that they have it. For 
example, a study of children treated for asthma 
in the Netherlands found that only 16.1 percent 
had their diagnosis confirmed through lung-
function testing. More than half were classified 
by the researchers as most likely overdiagnosed 
because their symptoms and medical histories 
made asthma unlikely. An unsupported asthma 
diagnosis may expose a child to unnecessary 
medication, anxiety, and an inaccurate medical 
label.79

One of the most studied examples of 
overdiagnosis is attention-deficit/hyperactivity 
disorder (ADHD). This is a condition that 
can negatively impact a child’s academic 

performance and daily life.80 However, because 
ADHD is diagnosed with behavioral observations 
rather than with scans or laboratory tests, 
deciding the difference between ADHD and 
normal childhood behavior can be challenging. 
Studies have shown that children who are the 
youngest in their school are up to twice as 
likely to be diagnosed with ADHD than other 
classmates.81 This could mean that normal 
age-related developmental differences could 
be confused with symptoms of ADHD.82 Other 
conditions, including sleep disorders, anxiety, 
depression, trauma, and learning disabilities, can 
also cause inattention, restlessness, or other 
behaviors that resemble ADHD.83

Overdiagnosis may expose children to 
medication they do not need. For example, 
a child incorrectly diagnosed with ADHD or 
depression may experience side effects from 
medication without receiving a meaningful 
benefit. Prescription stimulants used for 
ADHD also carry risks of misuse, sharing, and 
addiction, especially when taken differently than 
prescribed.84 The Convention on the Rights of the 
Child recognizes the importance of periodically 
reviewing treatment provided for a child’s 
physical or mental health, in Article 25.85 This 
supports careful diagnosis, regular monitoring, 
and reviewing whether medication remains 
appropriate. 

Modern technologies, such as magnetic 
resonance imaging (MRI), computed tomography 
(CT) scans, ultrasound, and advanced laboratory 
testing also contribute to overdiagnosis.86 These 
tools can pick up small abnormalities in the body. 
For example, a study of brain MRIs from 225 
healthy children found unexpected abnormalities 
in 21 percent of them.87 Some of these incidental 
findings included cysts and other differences 
in the brain which, though abnormal, did not 
need medical attention. However, even harmless 
findings can lead to additional appointments and 
tests that may not benefit the child. Because 
of this, healthcare providers must evaluate 
whether diagnostic technology will improve 
health outcomes or lead to unnecessary medical 
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intervention.88

Overtreatment occurs when a child receives 
medical procedures that do not provide a 
meaningful health benefit.89 Overtreatment often 
happens as a consequence of overdiagnosis. 
Once a condition is identified, health providers 
and families feel the need to take action.90 
Actions can include unnecessary medication, 
follow-up testing, or invasive procedures. These 
treatments can carry risks that outweigh their 
benefits.

Unnecessary medication is one form of 
overtreatment in children. A 2016 study of 4.4 
million commercially insured children in the 
United States found that 9.6 percent received at 
least one of the 20 low-value services examined, 
including unnecessary tests, imaging, or 
medications.91 Six percent received at least one 
low-value prescription drug. Examples included 
antibiotics for certain respiratory infections, 
cough and cold medications, and acid-reducing 
drugs for otherwise healthy infants. These 
medications were unlikely to benefit the children 
and could cause side effects or other harm.92 

Particular attention has been given to the 
overprescription of antibiotics, which are 

medications used to treat bacterial infections. 
Antibiotics are not always necessary and 
taking them when not needed can harm the 
body’s microbiome.93 This is the community 
of microorganisms that plays an important 
role in digestion and the immune system. This 
damage has been associated with a higher risk 
of developing severe allergies, celiac disease, 
obesity, and other long-term health problems.94 
In addition, overusing antibiotics can lead to 
antimicrobial resistance (AMR), which is when 
bacteria, viruses, fungi, and parasites change 
over time and stop responding to antimicrobial 
medicines.95 These “superbugs” make infections 
more difficult to treat and can lead to diseases 
spreading farther and more rapidly. In 2021, 
bacterial antimicrobial resistance was associated 
with approximately 4.7 million deaths worldwide, 
including about 1.1 million deaths directly 
attributable to resistance.96 

Another class of medications that are 
commonly overprescribed is psychotropic 
drugs. Psychotropic drugs treat the brain and 
nervous system to manage conditions such as 
anxiety and ADHD. Because ADHD is diagnosed 
based on behaviors rather than objective tests, 
the condition may be diagnosed more or less 

﻿ Preventing Unnecessary Medical Procedures in Children  |  History and Description of the Issue 25



26 ﻿ Preventing Unnecessary Medical Procedures in Children  |  History and Description of the Issue

Unnecessary procedures expose children to 
avoidable risks that may threaten their health, 

instead of improving it.

frequently based on different regions, clinics, 
or demographics. This is referred to as ADHD 
diagnosis variance. As a result, the amount of 
medication prescribed to treat ADHD, or whether 
a person receives ADHD medication at all, can 
depend on where they live.97 This highlights 
how medical treatments differ based on region 
and increase the risk of overtreatment. This 
is especially concerning for children because 
ADHD medications can affect sleep, appetite, 
weight, and growth.98 When medication is 
unnecessary, children face these risks without 
receiving a health benefit.

Another area requiring careful oversight is the 
off-label use of medications.The use of off-
label medications is growing, even though there 
is limited evidence about how safe they are 
for children.99 An off-label medication is given 
when an age group, dosage, or condition is not 
included in the medicine’s original regulatory 
approval. Off-label use does not automatically 
mean that treatment is unnecessary or unsafe. 
It may be supported by clinical evidence or even 
necessary when approved pediatric options are 
limited.100 Around 56 percent of medications 
worldwide are prescribed off label to children.101 
However, children remain underrepresented in 
clinical trials, making it harder to evaluate the 
risks and benefits of some medicines. Because 
children’s bodies change as they grow, they may 
respond to medicines differently than adults.102

One study found that 31.6 percent of hospitalized 
children experienced at least one medication-
related problem.103 This illustrates the risks 
associated with medication-related problems in 
pediatric care. Children also cannot make their 

own choices, and rely on parents, caregivers, 
and healthcare professionals to make medical 
decisions for them. This puts them at greater 
risk of unnecessary testing and treatment.104As 
medical technology continues to improve, 
doctors are relying more on medical testing 
and imaging to diagnose and treat children. 
However, overdiagnosis and overtreatment 
remain global challenges. Reducing avoidable 
harm and improving the quality of pediatric care 
are therefore relevant to UNICEF’s broader work 
strengthening child-health systems.

OVERUSE OF DIAGNOSTIC TESTING, 
SURGERY, AND INVASIVE PROCEDURES 
IN PEDIATRICS

Medical technology has transformed children’s 
healthcare. Improvements in medical testing help 
doctors identify diseases faster and with better 
accuracy.105 Advancements in surgery save lives 
every day. Overall, this has helped to improve 
health outcomes around the world.106 However, 
not every test or operation is beneficial for the 
patient.107 

Diagnostic tests are used to identify health 
issues. Tests include blood draws, x-rays, 
ultrasounds, computed tomography scans 
(CT), and magnetic resonance imaging (MRI).108 
These tools are beneficial when used correctly. 
However, these procedures put children at risk 
of radiation exposure, invasive procedures, 
increased healthcare costs, and emotional 
distress.109 Therefore, avoiding tests when they 
are not needed helps protect children both 
physically and emotionally.
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Two main reasons for overuse of diagnostic 
testing among children are clinical uncertainty 
and parental anxiety.110 Many children go to the 
doctor with vague or unclear symptoms. When 
doctors have an incomplete understanding of a 
patient’s health situation, it is known as clinical 
uncertainty. This uncertainty may lead doctors to 
order additional tests to avoid missing a serious 
condition. Parents may also request further 
testing for reassurance, even when a child is 
unlikely to have the condition in question. In 
these cases, testing may provide little benefit 
and cause more harm than good, contributing to 
medical overuse.

Further, fear of malpractice and the need to 
assess patients quickly can cause doctors 
to over-test.111 This is especially common in 
emergency departments because doctors 
make decisions quickly while caring for multiple 
patients at the same time.112 As a result, many 
tests are ordered that are not beneficial to the 
patient.

Diagnostic overuse is not limited to laboratory 
testing. Computed Tomography (CT) scans 
are X-ray scans combined with computers to 
create different views of the inside of the body.113 
Because CT scans use radiation to take the 
image, unnecessary imaging exposes children 
to risks of cell mutation. Repeated exposure 
can elevate cancer risks over time. Because 
children’s bodies and cells are still developing, 
they are even more vulnerable to radiation than 
adults.114 

Studies show that CT scans are most commonly 
overused for minor head trauma and to rule 
out appendicitis.115 In these cases, using other 
tools, such as ultrasound or MRI, may provide 
enough information to assess the situation 
without exposing patients to unnecessary 
radiation. Unlike CT, MRI does not use radiation. 
For this reason, MRI is often considered a safer 
option. However, these tests are expensive and 
require patients to remain completely still to 
protect the image quality. Some patients need 
sedation during the procedure. Sedation is most 

commonly used for patients between three 
months and six years of age. While this practice 
is considered to be safe, there are still some 
risks. Some research suggests that sedation in 
young children may affect brain development.116 
Additionally, in rare cases, sedation can cause 
breathing complications and adverse reactions. 
As a result, experts have emphasized that 
imaging studies should only be ordered when the 
benefits are greater than the risks.117 

Although blood tests are often considered low-
risk, repeated and unnecessary labs can also 
have consequences. Excessive blood draws 
can result in hospital-acquired anemia, which is 
a drop in red blood cells and the proteins inside 
them.118 In critical patients, this can lead to longer 
hospital stays, organ failure, and even death.119 
Similarly, biopsies, which are procedures used 
to remove small samples of tissue, can result 
in bleeding or infections. In extreme cases it 
can cause organ perforation, which is a tear 
in the organ.120 Additionally, excessive testing 
can cause emotional harm to children and their 
families. Waiting for results, managing abnormal 
findings, and undergoing repeated follow-up tests 
can cause anxiety and make children fearful of 
hospitals or medical procedures.121 

Similar questions can arise during prenatal 
testing for pregnancy. Prenatal ultrasounds and 
screening tests can provide essential information 
about gestational age, fetal development, multiple 
pregnancies, and possible health concerns. 
However, these tests can contribute to anxiety, 
financial strain, and further medical intervention 
after uncertain or abnormal findings. Invasive 
diagnostic procedures, such as amniocentesis 
and chorionic villus sampling, also carry a small 
risk of miscarriage.122 Therefore, testing can be 
extremely harmful when it is conducted without 
a clear medical purpose. WHO recommends 
that pregnant women receive one ultrasound 
scan before 24 weeks of pregnancy, while 
emphasizing that the scan is a choice rather than 
a compulsory procedure.123 This illustrates the 
need to preserve access to beneficial prenatal 
testing without encouraging testing that is 
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unsupported by evidence. 

Medical overuse also includes unnecessary 
surgical or invasive procedures.124 Unnecessary 
procedures can cause permanent physical and 
psychological damage, complications from 
anesthesia, and organ injuries.125 For example, 
unnecessary appendectomies can occur when 
doctors wrongly diagnose appendicitis, leading to 
surgeons removing a healthy appendix.126

Decisions during childbirth show the need to 
balance access with preventing medical overuse. 
Cesarean sections can save pregnant patients 
and newborns when medically necessary. 
However, WHO has found that once cesarean 
rates exceed a certain level, further increases 
do not necessarily reduce maternal or newborn 
deaths.127 Because a cesarean section is major 
surgery, an unnecessary procedure can expose 
the pregnant patient to infection, bleeding, and 
complications in future pregnancies. It may 
also increase certain risks for the newborn, 
including breathing problems.128 At the same 
time, some low-resource regions still lack access 
to medically necessary cesarean delivery. 
Therefore, governments must address both 
unnecessary use and inadequate access rather 
than simply seeking a universally low cesarean 

rate.

Medical overuse affects countries at all income 
levels, although its causes and forms may differ. 
High-income countries may experience overuse 
because advanced tests, medications, and 
surgical technologies are widely available.129 
However, medical overuse is not limited to 
wealthy countries. Low-income countries often 
face limited access to health technologies.130 In 
these settings, diagnosing conditions such as 
appendicitis, abdominal pain, or infections, can 
become more difficult. When appropriate testing 
is unavailable, providers may have to make 
treatment decisions with incomplete information. 
This increases the risk of both delayed treatment 
and possible overtreatment, like prescribing 
antibiotics as a precaution when a bacterial 
infection has not been confirmed.

Overuse may also occur alongside underuse 
within the same country. Urban or private 
hospitals may provide unnecessary tests 
and procedures, while rural or low-income 
communities lack essential care. In middle-
income countries such as India and Brazil, 
both challenges are present, and diagnostic 
uncertainty is common.131 These countries’ 
healthcare systems face a double challenge. 
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Even if parents or caregivers provide formal 
consent, it is important that children understand 
what is going on with their bodies. 

While some areas suffer from limited access to 
basic care, others may experience unnecessary 
testing, medication, or surgery. Both situations 
highlight the importance of providing the right 
diagnostic testing and treatment for every child.

THE ROLE OF PARENTS AND 
HEALTHCARE PROVIDERS IN PEDIATRIC 
DECISION-MAKING

Children are often unable to make decisions 
on their own. Their age, mental development, 
and limited life experience prevent them from 
fully understanding medical risks and benefits 
for interventions.132 For this reason, medical 
decisions are often made by legal guardians and 
doctors. This is known as pediatric decision-
making and can include choices about blood 
tests, imaging studies, surgeries, and organ 
transplants.133 

Young children generally cannot provide informed 
consent.134 The age to independently consent 
to medical treatment varies based on country; 
it typically ranges from 14-18 years old.135 In 
some countries such as Austria, Belgium, and 
Germany, there is no fixed age for medical 
consent. Instead, medical professionals evaluate 
each case based on the maturity of the child and 
determine whether they are able to own medical 
decisions.136 When children cannot give consent, 
parents or guardians provide consent on their 
behalf. Parents are expected to advocate for 
their children by choosing the option that best 
protects the children’s health and also considers 
lifestyle, values, culture, and beliefs. At the same 
time, healthcare providers also advocate for the 
child by recommending the best treatment based 

on evidence.137 This means listening to the child’s 
opinion and answering questions to reduce 
anxiety.

Children’s participation in medical decision-
making is recognized in the United Nations 
Convention on the Rights of the Child (CRC). 
This Convention established that every child 
has the right to express their opinions based on 
their age and maturity.138 As children grow older, 
they should be given greater opportunities to 
participate in decisions that affect their health. 
It also prioritizes the best interests of the child 
during a medical decision.139

Disagreements between parents and medical 
providers can happen when parents request 
unnecessary care or reject a treatment that 
doctors consider essential.140 In these cases, 
many hospitals rely on ethics committees to 
help families and doctors find a solution.141 For 
example, some families may not want certain 
medical procedures because they go against 
their beliefs. A blood transfusion is a medical 
procedure where donated blood is transferred 
to a patient’s body to replace blood lost after 
surgery or injury. Some religions, such as 
Jehovah’s Witnesses, believe that receiving 
blood from another person violates divine law 
and therefore refuse the treatment. However, if 
refusing a blood transfusion would threaten the 
child’s life, healthcare providers have the ethical 
responsibility to advocate for the child’s best 
interests.142 

To help guide these situations, the American 
Academy of Pediatrics developed the Pediatric 
Decision-Making Consensus Recommendations. 
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This is an ethical framework to support 
medical decisions involving children.143 These 
recommendations state that parents should 
have broad, but not unlimited, authority. Parents 
know their child’s needs, values, and daily lives. 
However, doctors contribute medical experience 
and knowledge. Therefore, both sides should 
work together to advocate for the child. Health 
providers should protect the child’s interest and 
may seek support from authorities to make a 
decision based on evidence. As a result, the 
Consensus Recommendations help protect 
children’s rights, while balancing parental 
responsibilities and doctors’ obligations. 

Healthcare systems aim to promote shared 
decision-making where healthcare providers 
explain available options, and parents then 
choose the most appropriate one.144 Parents 
feel more confident and satisfied when they 
are involved in the decision-making process. 
However, making healthcare decisions for a 
child can be emotionally challenging.145 Parents 
often make medical decisions while experiencing 
stress, uncertainty, and a strong sense of 
responsibility for their child’s health. These 
pressures may lead them to request additional 
tests or treatments because they believe that 
more medical care will better protect their 
child.146 For this reason, communication and 
collaboration between doctors and parents is 
essential to ensure that medical decisions are 
based on clinical evidence and contribute to 
health improvement. 

Furthermore, medical decisions can become 
much harder when surgery is involved. Most 
surgical procedures are irreversible and involve 
risks that should be heavily considered.147 
Because of this, parents need detailed 
information before they give consent.148 Some 
medical conditions can be treated either with 
surgery or with physical therapy, depending on 
the severity. In these situations, parents and 
doctors must compare the risks and benefits of 
both options before deciding on the treatment.

This question is especially important for 

irreversible, non-emergency procedures, 
including some interventions performed on 
intersex children.149 Intersex children are born 
with variations in sex characteristics. Their 
chromosomes, hormones, reproductive organs, 
or anatomy may not fit typical definitions of male 
or female bodies, but this is part of the natural 
variability that occurs in nature.150 Being intersex 
does not represent a health problem in and of 
itself, but it is frequently treated with surgical or 
hormonal medical interventions. When there is no 
urgent medical need, activists have argued that 
these procedures should be delayed until a child 
can decide for themselves. Supporters of early 
treatment may argue that it reduces uncertainty 
or future stigma, while critics argue that it can 
cause permanent physical and psychological 
harm and violate the child’s bodily autonomy.151 

In some cases, other motives can drive decision-
making. For example, Factitious Disorder 
Imposed on Another (FDIA), once known as 
Munchausen Syndrome by Proxy, compromises a 
child’s health. This is a mental condition in which 
a caregiver intentionally lies about or causes 
illnesses in a child to receive extra, unneeded 
medical attention.152 As a result, children who 
are perfectly healthy may experience multiple 
hospitalizations, medical procedures, or 
medications. This condition is not common, but it 
demonstrates the important role of both parents 
and healthcare professionals in protecting the 
child’s best interests.

Healthcare decisions have long-term 
consequences on children. It is essential 
that parents make decisions when they fully 
understand their child’s condition and available 
treatment options. Communication is one of 
the most important pillars of pediatric decision-
making.153 Effective and informed collaboration 
between parents and medical professionals can 
help ensure a child’s well-being. 
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COSTS OF UNNECESSARY MEDICAL 
PROCEDURES

In addition to putting children at risk of emotional 
and physical harm, unnecessary medical 
procedures can create significant financial costs 
for families and healthcare systems. Medical 
expenses vary greatly among countries and 
even among families within the same country.154 
Several countries, including the United Kingdom, 
Canada, the Republic of Korea, Australia, and 
Iceland, have systems intended to provide 
universal health coverage.155 Universal health 
coverage means that people can access the 
health services they need without experiencing 
serious financial hardship. However, it does 
not mean that every medical service is free.156 
Countries also finance universal coverage in 
different ways. 

The United Kingdom and Iceland primarily fund 
public healthcare through taxes, while Canada 
provides publicly funded insurance through 
its provinces and territories. The Republic of 
Korea uses a national health insurance system 
supported largely by required contributions, and 
Australia combines its publicly funded Medicare 
program with private insurance. Patients in 

all of these countries may still pay for certain 
medications, dental services, private treatment, 
or other services that are not fully covered.157 

Unlike the countries described above, the 
United States combines employer-sponsored 
and individually purchased private insurance 
with public programs such as Medicare, 
Medicaid, and the Children’s Health Insurance 
Program, but some people remain uninsured. 
Even insured families may face substantial 
deductibles, copayments, and other out-of-
pocket expenses.158 Therefore, the financial 
effects of unnecessary medical care depend on 
which services are covered and how costs are 
divided among governments, insurers, healthcare 
facilities, and families.159 

Overall, the financial impact of medical care 
on families depends on how healthcare is 
funded. In countries that rely heavily on private 
insurance and patient payments, families may 
have to pay more for unnecessary medical care. 
This is because privatized healthcare systems 
bill at the individual level.160 This can result in 
severe financial burdens. In 2022, 41 percent of 
Americans reported having medical or dental 
debt. Even for people with insurance, 38 percent 
of families still worry about out-of-pocket costs 
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to get medical attention.161 In the United States, 
healthcare costs are approaching USD 4.3 trillion 
USD per year.162 Of this, USD 27.9 billion are 
wasted on low-value screening tests. In total, 
up to USD 935 billion is wasted every year on 
unnecessary healthcare.163 Because individuals 
pay for medical treatment themselves, these 
costs are placed directly on families. 

When a service is not covered, the financial 
impact of a medical unnecessary test, procedure, 
or medication can affect the child and their family 
directly. This may reduce resources available 
for a child’s food, housing, education, and future 
healthcare.164 Parents may feel as if they have 
little choice but to accept a healthcare bill, 
especially if they believe they have to pay to 
protect their child’s health. 

Parents may find it difficult to question a 
recommended intervention, as they often rely 
on medical professionals to determine what 
their child needs. However, financial incentives 
can impact what is recommended. Some 
healthcare systems pay providers for each 
test, appointment, or procedure they perform. 
This is known as fee-for-service payment.165 
Most healthcare professionals aim to help 
their patients, but systems that reward more 
interventions can make it financially difficult to 
reduce unnecessary services. These payment 
systems, as well as pharmaceutical and medical-
device companies, can encourage low-value 
care. For example, providers were resistant to 
reducing unnecessary x-rays in the Netherlands, 
because doing so could threaten radiology jobs 
and revenue, even if it is not what is best for 
the patient.166 Some hospitals may also adopt 
technologies before their value has been fully 
evaluated. Other companies incentivize greater 
use of medications, tests, and devices, which 
cost individual families more financially. 

Medical debt can upend lives. In the United 
States, around 550,000 people file for 
bankruptcy annually because of healthcare 
costs.167 Additionally, 63 percent of households 
with medical debt report cutting back on food, 

clothing, and basic necessities. Further, people 
with medical debt are more likely to delay 
medical treatment when needed.168 Therefore, 
unnecessary procedures can place additional 
financial burdens on families, especially when 
the medical bills are for care that provides no 
benefit to the child. Families may then have 
fewer resources for the child’s basic needs or 
necessary future treatment.

A study comparing the United States and Canada 
found that Americans were 1.5 to 4 times more 
likely to have medical expenses that consumed a 
large share of their income.169 In the US, patients 
generally pay a larger share of healthcare costs 
but in Canada, public insurance covers many 
essential services. On the other hand, countries 
with universal healthcare coverage see these 
costs reflected in national budget stains. 

The United Kingdom reportedly wastes over USD 
three billion on unnecessary tests and treatments 
every year.170 But, because of the UK’s National 
Health Service, these costs are absorbed by the 
fixed yearly budget of public insurance instead 
of individual families. As a result, unnecessary 
procedures waste resources that could be used 
for other patients, restrict access to services, 
or dilute the quality of services.171 Although 
the financial costs to individuals vary between 
countries with private and public insurance, 
unnecessary medical procedures waste money 
and resources in both systems that detrimentally 
impacts care received by the individual.

Costs are not limited to financial strains. For 
both countries with universal healthcare, and 
those with privatized healthcare, unnecessary 
medical procedures drain important resources. 
Unnecessary procedures and tests still require 
doctors, nurses, equipment, operating rooms, 
medications, and hospital beds. Resources 
used to perform unnecessary procedures 
are resources that could be used for children 
who need vaccinations, emergency treatment, 
specialist care, or other beneficial services.172 
Additionally, performing unnecessary medical 
procedures increases waiting times for patients 
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Despite advances in healthcare systems, millions 
of children around the world still do not receive 
quality medical care. 

to be seen. Children may be particularly harmed 
by these delays because early diagnosis and 
treatment can be critical to healthy development. 
This contributes to a cycle that reduces the 
quality of medical care provided for patients as a 
whole.173

Such is the case with procedures during 
childbirth. Unnecessary cesarean sections take 
up operating rooms, surgical staff, anesthesia, 
medication, and longer recovery periods. 
However, restricting cesarean access too broadly 
can endanger pregnant patients and newborns 
who need emergency surgical care.174 This 
balance directly affects children. Unnecessary 
interventions may expose newborns to avoidable 
risks and consume resources, while failing to 
provide a necessary procedure can threaten an 
infant’s health or life.

Current Status
BALANCING HEALTHCARE ACCESS AND 
APPROPRIATE CARE IN CHILDREN

In 2025, more than 417 million children lacked 
access to healthcare services because of 
poverty.175 While some children are not able 
to access essential health services, others 
receive treatment that provides no benefit. As a 
result, healthcare systems face two challenges: 
underuse of effective care and overuse of 
unnecessary care.176 

Improving Universal Health Coverage (UHC) is a 
focus for the World Health Organization.177 UHC 

aims to ensure that all people receive healthcare 
without financial insecurity. Although multiple 
countries have expanded healthcare coverage, 
it is still a challenge to ensure that every child 
receives the right care. This means delivering 
proper treatment at the proper time for every 
patient.178 This helps to reduce misuse of medical 
services and improves health outcomes.

Underuse occurs when children cannot receive 
health services when needed. This is often 
caused by insufficient medical resources, 
rural communities being far from healthcare 
facilities, a lack of healthcare professionals, 
and financial limitations.179 In many countries, 
healthcare centers are located in urban areas, 
leaving children in remote areas with limited 
access.180 Armed conflicts, natural disasters, 
and humanitarian crises also damage hospitals 
and weaken health systems.181 As a result, many 
children do not receive routine vaccinations, 
appropriate medications, and follow-up care.182 
Around the world, 20 million children still cannot 
receive basic vaccines. This has devastating 
consequences, as 1.5 million children under five 
years old die from vaccine-preventable diseases 
every year.183 

One reason healthcare is not widely accessible 
is inequality. These inequalities are often caused 
by social, economic and geographic factors. 
While children in most European Union countries 
have access to free and basic services like 
vaccines, those in lower-income countries lack 
essential health services.184 Geographic barriers 
also contribute to these inequalities. Many 
rural and remote areas lack essential health 
services.185 These shortages affect countries at 
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all development levels. In the United States, many 
rural communities experience a lack of pediatric 
specialists. This is due to low salaries, which 
can be up to 25 percent less than other medical 
specialties.186 Migrant and refugee children also 
face legal and financial barriers that limit medical 
attention. Often, migrant families don’t have 
access to medical insurance or face language 
barriers in countries of destination.187 All of these 
factors contribute to an unequal distribution of 
medical care.

As a result, the balance between access to 
healthcare and quality of care remains an 
important concern. Developed countries have 
advanced medical infrastructure, trained 
specialists, and broader health coverage.188 
These countries have around 72 pediatric 
specialties per 100,000 children compared 
to 1 per 100,000 in lower-income countries.189 
Countries such as Canada, Germany, 
Switzerland, and Australia have vaccination 
programs, diagnostic technologies, and access 
to treatment. At the same time, broad access to 
these services has led to unnecessary medical 
overuse.190 As a result, many high-income 
countries may look for strategies to prevent 
medical overuse while trying to maintain quality 
care. 

In contrast, pediatric care in developing 
countries faces a lack of resources, poor 
infrastructure, and an insufficient number of 
medical professionals.191 Hospitals face power 
cuts, lack of clean water, and limited medications. 
This contributes to over 60 percent of child 
deaths in these regions.192 Political instability, 
armed conflicts, and economic crisis make 
these challenges worse. Yemen’s current 
situation illustrates restricted healthcare access. 
Around 40 percent of the country’s health 
facilities are closed, and only 20 percent of the 
remaining ones offer pediatric care.193 For this 
reason, children experience delayed treatment 
and diagnosis, malnutrition, and preventable 
complications. 

Healthcare priorities vary by national capacity, 

but overuse and underuse can exist in the same 
system. Some countries may prioritize essential 
access, while others focus on reducing low-value 
care. Delegates should address both problems 
based on each country’s needs.

TECHNOLOGY AND INNOVATION: ITS 
ROLE IN PEDIATRIC HEALTHCARE

Technology has become an important part of 
medical decision-making. Digital tools allow 
doctors to diagnose faster, communicate with 
patients and specialists in other regions, and 
analyze data. These technologies changed the 
way children are treated to be less invasive 
and sometimes more remote.194 AI-assisted 
diagnostics, telemedicine, and robotic-assisted 
surgeries have improved health outcomes for 
children. While technological development 
can help millions of children gain access to 
healthcare, it does not guarantee better health 
by itself.195 When used without regulations, it can 
increase overdiagnosis, overtesting, and health 
costs. Therefore, governments must evaluate not 
only whether technology expands access, but 
also whether it helps children receive appropriate 
care.

One major technology in pediatric care is 
telemedicine.196 Telemedicine is the remote 
delivery of healthcare services. This includes 
consultations, diagnosis, and follow-up. This 
might happen through video calls with doctors 
and telephone appointments.197 Telemedicine 
has multiple benefits for children with chronic 
conditions like asthma, diabetes, and epilepsy. 
They can be monitored and treated without 
leaving their homes.198 During the COVID-19 
pandemic, this became an important part of 
delivering health services. Between 2020 and 
2021, telemedicine visits increased by 30 times 
compared to before the pandemic in high-
income countries like the United States.199 But 
telemedicine differs across countries. Digital 
inequalities, technological infrastructure, and 
virtual guidelines are big challenges.200 In 
developed countries, telemedicine supports 
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existing healthcare services and ensures that 
families in remote or rural areas have access 
to specialists who are located in urban areas. 
This reduces travel times and healthcare costs. 
In contrast, telemedicine may be the only way 
families in developing countries can access 
medical care at a lower cost.201 However, 
telemedicine may contribute to medical overuse 
if providers cannot examine a child in person. It 
may also lead to repeated care if families receive 
conflicting recommendations from virtual and in-
person providers. 

However, barriers to access still exist in some 
developing countries. Around 2.6 billion people 
around the world don’t have access to an internet 
connection.202 In addition, armed conflicts and 
natural disasters make access to telemedicine 
difficult. To address these problems, the World 
Health Organization’s Global Strategy on Digital 
Health 2020-2025 encourages governments and 
international organizations to improve internet 
connections, affordable electricity and devices, 
and policies to help vulnerable children.203 One 
successful example of telemedicine is India’s 
eSanjeevani telemedicine platform. It is the 
world’s largest telemedicine platform and has 
connected millions of patients with specialists 

through virtual consultations, improving access 
to health services in rural areas.204 This gives 
patients access to doctors through mobile 
applications and teleconsultation, reducing 
healthcare inequality. However, platforms such as 
eSanjeevani should be evaluated not only by the 
number of consultations they provide, but also by 
whether patients receive appropriate diagnoses, 
referrals, and treatments. Greater access does 
not automatically mean better care.

Technologies such as robotic-assisted surgery 
may make necessary procedures less invasive, 
but they do not determine whether an operation 
is medically necessary.205 A less invasive 
operation can still constitute overtreatment if 
the child did not medically need surgery. High 
costs, limited pediatric evidence, and the need 
for specialized training may also restrict their 
usefulness. Governments should therefore 
evaluate both the clinical value and costs of 
investing in these technologies.206 

Artificial intelligence (AI) has been an important 
development in recent years. AI systems 
analyze large amounts of data that help medical 
professionals make diagnoses, interpret medical 
images, and predict complications.207 Artificial 
intelligence has been successful in interpreting 
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medical images such as chest x-rays. Some 
studies have found that AI systems can assist in 
detecting childhood pneumonia and interpreting 
medical images.208 However, results vary by 
system and dataset, and strong performance in 
a study does not guarantee accuracy in routine 
clinical care. This has helped doctors to make 
faster and more accurate diagnoses, but greater 
diagnostic sensitivity can also identify minor 
abnormalities that would never harm a child. 
Therefore, AI may increase overdiagnosis instead 
of improving care.

Rather than replacing healthcare professionals, 
AI is designed to support medical knowledge. 
In pediatric healthcare, AI may help to reduce 
unnecessary interventions by improving 
diagnostic accuracy. However, it can also 
contribute to medical overuse if specialists 
rely on its recommendations. AI systems may 
generate inaccurate recommendations or detect 
abnormalities that are either incorrect or unlikely 
to harm the child. Doctors must use clinical 
judgement and scientific evidence to prevent 
children from undergoing unnecessary medical 
procedures. 

The World Health Organization’s Ethics 
and Governance of Artificial Intelligence for 
Health (2021) helps ensure responsible use. 
It establishes that AI systems should always 
be used under human supervision and should 
never replace human judgement.209 WHO’s six 
principles provide a framework for protecting 
autonomy, promoting safety and transparency, 
establishing accountability, and ensuring that 
AI remains responsive and sustainable. Without 
effective regulations, AI may lead to incorrect 
diagnoses and privacy problems. 

Although technological innovations have 
transformed pediatric health care, they can both 
prevent and contribute to medical overuse. On 
one hand, these technologies can provide more 
precise medical care. On the other, they may 
contribute to overdiagnosis and overtreatment 
when used without clinical evidence or effective 
regulations. Technological innovations should 

always be based on medical judgement. 
Delegates should consider how ethical 
frameworks, regulations, and guidelines ensure 
that these technologies strengthen pediatric care 
without contributing to unnecessary procedures.

INTERNATIONAL EFFORTS TO REDUCE 
UNNECESSARY PROCEDURES IN 
CHILDREN 

International efforts to reduce unnecessary 
medical procedures have increased as patient 
safety and quality care have become global 
priorities. Organizations such as WHO and 
UNICEF promote safe, effective, and high-quality 
healthcare for children, principles that include 
reducing avoidable harm and inappropriate care. 
According to WHO, quality healthcare should be 
effective and safe, helping ensure that patients 
receive treatments that are necessary and 
beneficial.210 

The World Health Organization Global Patient 
Safety Action Plan 2021-2030 provides a 
framework for reducing avoidable harm in 
children.211 It promotes tools such as the WHO 
Surgical Safety Checklist, which outlines steps 
healthcare workers should complete before 
surgery to prevent errors in the operating room. 
It also supports the Medication Without Harm 
initiative, which encourages healthcare providers 
to verify that medications are necessary before 
prescribing them. Additionally, it strengthens 
systems for preventing and learning from 
medical errors. For example, patient-safety 
incident reporting and learning systems allow 
healthcare workers to document incidents and 
help institutions identify patterns and prevent 
similar harm. WHO encourages a learning-
oriented approach rather than one focused solely 
on individual blame. It promotes patient and 
family engagement so correct medical decisions 
are taken to protect the child’s best interests.212 
More recently, in 2025, the WHO emphasized the 
priority of implementing pediatric and newborn 
care in healthcare facilities.213

Other medical projects have helped reduce 
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unnecessary medical procedures in children. 
Choosing Wisely is one of the most notable 
international movements to prevent medical 
overuse. First launched in the United States 
in 2012, the campaign has expanded to 
more than 30 countries including Canada, 
Australia, Germany, Italy, Japan, and Brazil.214 It 
encourages patients and physicians to discuss 
whether a test or treatment is truly necessary 
before proceeding.215 Some participating 
hospitals have reported reductions in particular 
low-value services, although results vary 
among institutions and interventions.216 This 
demonstrates that evidence-based decisions 
can reduce unnecessary medical procedures. 
Similarly, in 2022, the American Academy of 
Pediatrics and the Pediatric Emergency Medicine 
Committee published recommendations to avoid 
unnecessary medical procedures.217 In this, 
multiple guidelines were developed to avoid CT 
scans for minor head injuries. 

The Image Gently campaign was launched in 
2007 by the Alliance For Radiation Safety in 
Pediatric Imaging.218 This initiative urges health 
care professionals to use the smallest amount 
of radiation possible on children.219 Further, 
organizations are working to improve guidelines 

to determine when testing is appropriate. For 
example, the American College of Radiology’s 
Appropriateness Criteria and the Image Gently 
campaign help to determine when imaging is truly 
necessary.220

Medical professionals should also use antibiotic 
prescriptions with caution. According to the 
WHO, antimicrobial resistance caused 1.27 
million deaths in 2019.221 Many countries and 
healthcare institutions have implemented 
antimicrobial stewardship programs (ASPs) 
to address antimicrobial resistance.222 These 
programs promote prescribing the appropriate 
drug at the appropriate dose and for the 
appropriate duration. It guides doctors to follow 
evidence-based guidelines to prevent overuse 
of antibiotics.223 In addition, WHO encourages 
countries to adopt prescription-only sales to 
reduce unnecessary antibiotic prescriptions.224

Similarly, the WHO Safer Surgery Program 
provides surgical guidelines to ensure these 
procedures are performed only when clinically 
justified.225 Its recommendations include 
providing understandable health information to 
women and families, supporting communication 
with healthcare providers, auditing cesarean 
practices, and obtaining a second medical 
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opinion when possible. These measures 
demonstrate that reducing unnecessary 
procedures does not always require banning or 
restricting care. Education, oversight, and shared 
decision-making can also improve whether 
procedures are used appropriately.226

Another element of reducing unnecessary care is 
seeing that children receive the appropriate care 
as soon as they arrive at the hospital. The WHO 
developed the Emergency Triage Assessment 
and Treatment (ETAT) to quickly assist children 
in need of critical care.227 Instead of performing 
extensive studies on every patient that enters 
the emergency room, this initiative trains health 
professionals to identify serious conditions. By 
helping providers identify children who require 
immediate treatment, ETAT can also support 
more appropriate use of limited diagnostic and 
clinical resources.228

Although these international efforts have made 
progress in reducing unnecessary medical 
procedures, medical overuse remains a global 
challenge. The examples above show that 
reducing unnecessary care requires more than 
simply limiting procedures. Evidence-based 
guidelines, professional medical training, patient 
and family involvement, and stronger oversight 
can help ensure that children receive the right 
treatment at the right time. Delegates should 
consider how international cooperation can 
expand these practices while allowing healthcare 
systems to address the specific causes of 
medical overuse in their countries.

Bloc Analysis

POINTS OF DIVISION

Member states and official documents such 
as the Convention on the Rights of the Child 
recognize that children deserve safe and 
equitable access to healthcare services. 
However, disagreement remains over how 
pediatric healthcare challenges should be 

addressed and what contributes to inappropriate 
care. Some countries may primarily support 
professional education and adaptable, evidence-
based protocols. In other systems, overuse may 
result from the broad availability of tests and 
technologies, financial incentives, defensive 
medicine, or pressure from families. These states 
may place greater emphasis on monitoring, 
accountability, and reducing low-value care.

A second division focuses on access to quality 
healthcare services. Medical overuse and 
underuse cannot be addressed while many 
children still do not have access to health 
services. Countries with this belief prioritize 
Universal Health Coverage (UHC) to ensure 
that every child receives adequate healthcare. 
In addition, infrastructure development, 
trained professionals, and financing should be 
considered to address this issue.229

Further, disagreements exist over the authority 
of families in pediatric decision-making. Some 
states emphasize parents’ authority to make 
medical decisions based on their family’s values 
and understanding of the child’s needs. Others 
support limits when parents refuse evidence-
based care, such as vaccination, or approve 
irreversible, non-emergency procedures. This 
raises the question of when governments should 
intervene to protect a child’s best interests.230 
Delegates should consider whether parental 
consent is sufficient or whether countries should 
require the child’s assent, an independent 
advocate, an ethics review, or additional medical 
opinions.231 

Although all countries have an interest in 
protecting children, they disagree over which 
problem should receive the most immediate 
attention. Delegates should also consider how 
much influence UNICEF and other international 
organizations should have over national 
healthcare policies.



﻿ Preventing Unnecessary Medical Procedures in Children  |  Bloc Analysis 39

HIGH-CAPACITY SYSTEMS PRIORITIZING 
MEDICAL OVERSIGHT

Countries in this bloc have well-developed 
healthcare systems. They are characterized 
by high national healthcare expenditure, a 
high number of doctors per capita, and broad 
access to diagnostic technologies.232 Healthcare 
expenditure is the total amount of money spent 
on healthcare services. Countries in this bloc 
rank among the world’s highest healthcare 
spenders. The United States is the highest 
spender, followed by Switzerland, Germany, and 
Norway.233 Because healthcare access is already 
relatively widespread, these states may focus 
on whether available services are being used 
appropriately. This bloc is more likely to support 
clinical guidelines, data collection, hospital audits, 
provider education, technology assessments, 
and systems to identify unneeded care. Their 
goal is to reduce interventions where risks or 
costs outweigh expected benefits. These states 
may seek to ensure that pediatric procedures 
are supported by reliable evidence and that their 
expected benefits justify their risks.

These states advocate for strengthening 
evidence-based guidelines and policies. 
Organizations such as the WHO emphasize 
that strong guidelines ensure patient safety by 
maintaining high quality of care. The states may 
also support international initiatives to reduce 
low-value care, such as the Choosing Wisely 
movement. These initiatives aim to enhance 
healthcare quality and medical education 
according to the WHO Global Patient Safety 
Action Plan 2021-2030.234 This promotes better 
decision-making and reduces low-value care. 

Innovations are an important priority in this 
bloc, as these can help with diagnoses. 
These technologies can complement medical 
professionals’ judgment but not replace it. 
This bloc may promote human oversight, 
transparency, accountability, safety testing, 
and protection of patients’ health data when AI 
is used in healthcare.235 These countries may 
also support stronger protections for children’s 

health data. UNICEF similarly identifies data 
protection, human oversight, transparency, and 
accountability as principles for child-centered 
AI.236 However, these countries may disagree 
over whether international recommendations 
should remain voluntary or be incorporated into 
national requirements.

Countries that may emphasize this perspective 
include Canada, the United States, Germany, 
Australia, Sweden, Switzerland, and the United 
Kingdom. While these countries have different 
healthcare structures, they rank among the 
world’s highest healthcare spenders and may 
therefore place greater emphasis on improving 
quality and reducing overutilization.237 For 
example, the United Kingdom’s National Institute 
for Health and Care Excellence (NICE) develops 
evidence guidelines to share with the National 
Health Service. Similarly, Germany has improved 
the quality of decision-making through the 
establishment in 2004 of the Institute for Quality 
and Efficiency in Health Care. This evaluates 
the benefits of medical procedures before 
recommending them.238

Ultimately, this bloc maintains that medical 
decisions should be based on reliable scientific 
evidence. Guidelines and national policies help 
ensure high-quality healthcare delivery. 

EXPANDING SYSTEMS BALANCING 
ACCESS AND QUALITY

Countries in this bloc are expanding healthcare 
coverage while continuing to face major 
differences between urban and rural services. 
In addition, healthcare systems face unequal 
distribution of doctors, and there is a growing 
need for new specialized services. These 
states therefore seek to expand pediatric care 
while introducing safeguards that prevent new 
investments from contributing to overdiagnosis 
or overtreatment. Unlike Bloc 1, they may favor 
adaptable guidance, provider training, and lower-
cost quality controls rather than expensive, high-
tech monitoring systems or strict international 
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standards.

States prioritize investments in healthcare 
infrastructure, primary healthcare, essential 
medicines, immunization programs, diagnostic 
technologies, and financing. Countries within 
this bloc must address two challenges at once: 
expanding healthcare access and protecting 
the quality of newly available services. They 
recognize that with the implementation of new 
technologies, the risk of unnecessary medical 
procedures may increase if regulations are not 
implemented. For this reason, they support 
strengthening evidence-based medicine and 
guidelines as healthcare systems continue to 
develop.

Preventive healthcare is important to this 
bloc. Effective primary care can reduce 
overmedicalization by preventing illnesses 
from becoming severe enough to require 
hospitalization, emergency procedures, or other 
intensive treatments.239 These countries may 
support vaccination, routine health examinations, 
parental health literacy, and school-based health 
programs. Programs such as FRESH (Focusing 
Resources on Effective School Health) or the 
WHO’s Health Promoting Schools initiative may 
be promoted.240 Health literacy among parents 
also helps families understand when medical 
attention is truly necessary. 

Evidence-based preventive care is not medical 
overuse. Recommended vaccines and screenings 
may require resources now, but they can prevent 
serious illness and the need for more expensive 
or invasive treatment later. States in this bloc may 
therefore focus on helping families understand 
when medical attention is necessary and when 
additional testing is unlikely to benefit the child. 
This bloc may request technical assistance from 
UNICEF and WHO while maintaining national 
flexibility over how international guidance is 
implemented.

Countries within this bloc may include Mexico, 
Brazil, Colombia, Indonesia, Thailand, South 
Africa, and Malaysia. For example, Brazil’s 

Unified Health System has expanded primary 
healthcare through the Family Health Strategy. 
Also, Thailand’s Universal Coverage Scheme 
has demonstrated how countries can develop 
healthcare systems while maintaining quality 
of care. These member states believe that 
healthcare systems should continue expanding 
while ensuring adequate access, responsible 
medical practice, and effective preventive care.

RESOURCE-LIMITED SYSTEMS 
PRIORITIZING ESSENTIAL CARE

Addressing medical overuse is an important 
global challenge. However, member states within 
this bloc argue that limited access to essential 
pediatric care should be addressed first. These 
countries face challenges such as limited 
healthcare infrastructure, shortages of basic 
medication, technologies, and doctors. Limited 
resources can also contribute to overtreatment. 
When diagnostic tests are unavailable, 
providers may have to treat patients based on 
symptoms rather than a confirmed diagnosis. 
For example, WHO reports that limited access to 
microbiological testing in rural clinics can lead to 
empirical and sometimes inappropriate antibiotic 
use.241 Therefore, underuse and overuse can 
exist within the same resource-limited healthcare 
system.

Millions of children globally do not have access 
to basic services such as routine immunizations, 
basic medications, and consultations. In 2025, 
there were 13.5 million zero-dose children, 
meaning they had never received vaccines.242 
These states may argue that preventing deaths 
caused by delayed care must receive priority 
over building complex systems to measure 
medical overuse.243

Countries that support this position prioritize 
strengthening the capacity of their health 
facilities through investments in healthcare 
infrastructure, primary healthcare, diagnostic 
tools, essential medicine, and sustainable 
financing.244 Since a shortage of resources and 
personnel remains prevalent, countries primarily 
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advocate for expanding health coverage. 
Member states in this bloc rely on partnerships 
with organizations such as UNICEF, WHO and 
the World Bank to expand access to essential 
medicines and immunization strategies.245 These 
countries may support basic safeguards against 
unnecessary care, but argue that such policies 
must be affordable and appropriate for facilities 
with limited staff, equipment, and data systems. 
In many of these settings, the immediate 
consequences of delayed or unavailable 
treatment remain more severe than those of 
medical overuse.

Nevertheless, member states believe that 
expanding access to healthcare systems should 
not lead to unnecessary medical interventions.246 
Healthcare access and healthcare quality 
are complementary.247 Expanding healthcare 
coverage without ensuring healthcare quality 
may not improve health outcomes. Countries 
within this bloc may advocate strengthening 
immunization programs, child and maternal 
health services, rural health delivery, and basic 
medications. International cooperation and 
funding are essential to help states develop their 
health systems. As health systems continue to 
expand and better quality is ensured, medical 
overuse can be reduced. 

They may therefore request predictable funding, 
essential diagnostic equipment, training for 
community health workers, and technology 
transfers before accepting detailed reporting or 
oversight requirements. Some may also resist 
international standards that do not reflect local 
disease burdens, infrastructure, or cultural 
approaches to family decision-making.

SDG 3.8 aims to achieve Universal Health 
Coverage by ensuring access to quality essential 
health care services without exposing families to 
financial struggles.248 Countries in this bloc may 
include Ghana, Mozambique, Yemen, Afghanistan, 
Ethiopia, Nigeria, Nepal, and Bangladesh. 
Although these countries have different levels of 
development, their goal is to expand equitable 
access to essential pediatric care. As access 

expands, evidence-based guidelines can be 
incorporated without diverting limited resources 
away from essential services. Expanding 
access to medical care and improving health 
quality allow children to receive appropriate 
care, therefore reducing unnecessary medical 
interventions. 

Committee Mission
The United Nations Children’s Fund (UNICEF) 
is responsible for the protection of children’s 
rights and promoting their well-being. Guided 
by the Convention on the Rights of the Child, 
UNICEF works with humanitarian agencies to 
help meet children’s basic needs and expand 
their opportunities. In addition, the organization 
responds to emergencies and crises to deliver 
help and resources to vulnerable children. 

UNICEF can help address unnecessary medical 
procedures by supporting stronger maternal, 
newborn, and child health systems. Its work 
begins during pregnancy and continues 
through childbirth, the newborn period, and 
childhood.249 It works to strengthen healthcare 
systems, expand access to essential healthcare, 
and ensure quality of healthcare delivered. 
By working with governments, NGOs, local 
communities and healthcare professionals, 
UNICEF promotes evidence-based medicine, 
supports healthcare education and advocates for 
protecting the best interests of the children.250 
It recognizes that high-quality care should be 
accessible, safe, and equitable.251 UNICEF also 
encourages communication among doctors, 
families, and communities to ensure that every 
medical decision benefits the child’s health while 
respecting their dignity and rights. 

UNICEF works through partnerships to improve 
healthcare facilities, service delivery, professional 
training, and family education. This may include 
supporting maternal and newborn care, 
strengthening primary healthcare, improving 
access to essential diagnostics and medicines, 
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and helping countries collect information about 
healthcare quality.252 UNICEF does not license 
medical professionals or determine which 
procedure is appropriate for an individual patient. 
Instead, it can work with WHO, governments, and 
healthcare organizations to promote safer and 
more equitable systems of care.

In this committee, delegates have the opportunity 
to develop innovative solutions that will improve 
pediatric healthcare while protecting children 
from unnecessary procedures. Delegates are 
encouraged to discuss how strong healthcare 
systems can help reduce unnecessary medical 
procedures while ensuring access to basic 
services. Strategies to strengthen ethical medical 
decisions and the collaboration between doctors 
and parents should also be debated. Since 
children often cannot advocate for themselves, 
solutions should be created to give voice and 
ensure rights that are often not respected. 



Research and Preparation Questions 43

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. 

TOPIC A
1	� Should policy frameworks around 

parentification focus on prevention or 
response? 

2	� How should community leaders and 
governments approach the tensions between 
protecting family privacy and child protection? 
Where is it appropriate for systems or 
governments to intervene? 

3	� How can UNICEF help identify and support 
parentified children without unnecessarily 
separating families or stigmatizing parents 
experiencing poverty, illness, disability, or 
displacement?

4	� What financial, educational, healthcare, and 
respite-care programs could reduce children’s 
caregiving burdens while keeping families 
together?

5	� How should governments distinguish between 
healthy family responsibilities and harmful 
parentification? 

6	� Which underlying causes of parentification 
should governments prioritize when resources 
are limited? 

TOPIC B
1	� What unnecessary medical procedures, 

diagnostic tests, and medications are the most 
prevalent in your country?

2	� What economic, legal, or cultural frameworks 
contribute to overdiagnosis and overtreatment 
in pediatrics in your country? 

3	� What national policies has your country 
implemented to prevent unnecessary medical 
procedures in children and how effective have 
they been?

4	� What role does artificial intelligence, 
telemedicine and diagnostic technologies play 
in your country? How can they be regulated?

5	� How does your country balance parental 
authority and children’s rights when making 
medical decisions? 

6	� What actions and solutions can your country 
propose to prevent unnecessary medical 
procedures in children, and how can these 
actions be implemented in other countries?
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