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A Note on the NHSMUN Difference

Esteemed Faculty and Delegates,

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

The World Health Organization (WHO) was established on April 7, 1948, with the initial aim of serving
as an international health organization.! To achieve this goal, the WHO Constitution divides the
organization into three organs: The World Health Assembly (WHA), the Executive Board, and the
Secretariat.2 WHA serves as the main legislative body, consisting of not more than three delegates
representing each member state in the UN.2 Its main functions are to “determine the policies of the
Organization, appoint the Director-General, supervise financial policies, and review and approve the
proposed programme budget,” alongside other financial, legislative, and public health duties.* Some of
the legislation that the WHA has the power to discuss how to enact include sanitary and quarantine
procedures, disease nomenclatures, and standards for diagnostic procedures and biological goods.®

Most WHA resolutions contain recommendations rather than requirements that Member States must
follow.? However, the WHO Constitution also allows the WHA to adopt conventions and regulations
in specified areas. One example is the International Health Regulations, which were adopted in 2005
and entered into force in 20077 Under the IHR, the WHO Director-General, acting with advice from
an Emergency Committee, determines whether an event constitutes a public health emergency of
international concern. This designation was applied to the West African Ebola outbreak in 2014 and
COVIDA19 in January 2020.8

It has been observed that since the foundation of the WHO, public health challenges have been
reduced and even eradicated as a result of the efforts of such organizations. Some of the WHQO’s most
important achievements include developing the International Health Regulations, coordinating the
successful eradication of smallpox, and supporting international efforts against diseases such as polio,
tuberculosis, malaria, and HIV. Despite WHA's infrastructural capabilities, logistical or bureaucratic
challenges can sometimes arise. For instance, during the COVID-19 pandemic, many critics emerged
concerning the slow decision-making. Despite its limitations, the organization has proven the
importance of its existence and the relevance of international cooperation.

A more recent challenge arose in January 2026, when the WHO acknowledged the United States’
notification of withdrawal from the organization.® The United States was a founding member and had
contributed to major WHO efforts involving smallpox, polio, HIV, Ebola, tuberculosis, malaria, and other
health threats. The WHO warned that the decision could make both the United States and the wider
world less safe. The withdrawal raised broader concerns about how the loss of a major financial and
technical partner could affect international coordination and the WHQO'’s ability to respond to global
health challenges.®

1 ‘;/I;I/i_slg)ryr_’;_V\tlHOh accessed September 23, 2023, https://www.who.int/about/history.

2 , "History.

3 “World Health Assembly,” WHO, accessed September 23, 2023, https://www.who.int/about/governance/

world-health-assembly. _

4 “World Health Assembly,” WHO, accessed September 23, 2023, https://www.who.int/about/governance/

world-health-assembly.

5 WHO, “History.” o ) .

%D“Bfgstlﬁ Doaarpents,” World Health Organization, accessed September 23, 2023, apps.who.int/gb/bd/pdf files/
-en.pdf. _ _ _

7 “Hosted Partnerships,” WHO, accessed September 23, 2023, www.who.int/about/collaboration/partnerships/

hosted-partnerships. o ) o

sd\flgHO,{‘Constltutlon of The World Health Organization,” apps.who.int/gb/bd/PDF/bd47/EN/constitution-x.

pdf?ua=1.

9 World Health Organization, “WHO Statement on Notification of Withdrawal of the United States,” statement,

Ja_r;ugryt2?, 2026, www.who.int/news/item/24-01-2026-who-statement-on-notification-of-withdrawal-of-the-
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10 World Health Organization, “WHO Statement on U.S. Withdrawal.”
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Introduction

on-communicable diseases (NCDs) are diseases that are not spread from one person to

another." Instead, they usually develop slowly and can last for many years or even for a

person’s entire life. NCDs can be caused by a mix of genetic, environmental, social, and

lifestyle factors.> These causes are known as risk factors and include smoking, alcohol

use, unhealthy diets, lack of exercise, obesity and air pollution. Common types of NCDs include heart

disease, cancer, chronic respiratory diseases, and diabetes. Worldwide, these four groups cause 8o

percent of NCD deaths before the age of 70.3

Currently, NCDs are the leading cause of death
globally and affect people in every region of the
world.* Low- and middle-income countries are
affected the most, because many people do

not have stable access to doctors, medicine,

or long-term treatment. This problem has only
worsened during the last few decades. People
are living longer, cities are growing, and daily
habits have changed. Many people how consume
more processed foods, sugary drinks, and meals
that are high in salt and unhealthy fats. People
are often less active because of changes in work,
transportation, urban development, and daily life.

Smoking, alcohol use, pollution, and unhealthy
foods all increase the risk of non-communicable
diseases. However, NCDs are not only caused
by personal choices. A person’s health is also
shaped by their location, including access

to healthy food and healthcare. In some
communities, healthy food is too expensive,

but processed food is cheap and easy to find.
Some areas do not have safe parks, sidewalks,
or sports spaces. Companies also affect

one’s health through the products they sell

and the ways they advertise them. Therefore,
preventing NCDs is not only the responsibility of
individuals. Governments, businesses, schools,
health systems, and communities also play an
important role. This shared burden has led to an
important debate: whether governments should
place greater responsibility on individuals to

live healthier lives, or if they should focus on
regulating the environments that shape people’s

choices.

NCDs do not affect everyone in the same way.
People living in rural or impoverished areas face
many more challenges to access care. Some
may not have a clinic nearby, may be forced to
travel for hours to receive care, or may be unable
to afford treatment. Refugees and people living
in conflict zones may lose access to doctors,
pharmacies, and medical records. Children can
also develop health risks early in life due to poor
nutrition, stress, pollution, and lack of exercise.®
These problems can increase their chance of
developing NCDs later in life.? Another challenge
is that NCDs require both prevention efforts and
long-term care. Governments must try to stop
new cases, while also helping people who are
already sick. Prevention may involve government
policies such as better nutrition labels, exercise
programs, vaccination against infections that
can cause certain cancers, and regular health
checks. Meanwhile, accessible treatment
requires trained health workers, local clinics,
and affordable care. For example, a person with
diabetes may need insulin, blood tests, doctor
visits, and other supplies for the rest of their life.
Without regulation, this can be very expensive,
so people may not be able to afford the essential
care they need to survive.

Countries must also decide how to best use their
limited health resources. Wealthier countries
may be able to invest in both prevention and
treatment. However, greater national wealth
does not guarantee that everyone can access
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care. Low-income households, racial and ethnic
minorities, migrants, Indigenous communities,
people with disabilities, and people living in rural
areas may still face high costs, discrimination,
long travel distances, language barriers, or
shortages of specialized providers. Emerging
economies may face rapid growth in NCDs while
their healthcare systems are still developing.
Low-income countries may face a double
burden of disease. This means they must fight
both infectious diseases and NCDs with limited
funding, infrastructure, medicines, and healthcare
workers. Therefore, no single solution will work
for every country. Even within the same country,
different populations may face very different
barriers to prevention and treatment. High-
income countries, emerging economies, and
low-income countries face unique challenges
and have different resources available. Therefore,
governments must adjust their priorities to make
sure all populations can receive appropriate and
affordable care.

NCDs are an urgent issue for the World Health
Assembly (WHA) because they affect health,
education, jobs, families, and national economies.
They increase healthcare costs, limit people’s
ability to work or attend school, and worsen
poverty and inequality. They also threaten
progress toward the Sustainable Development
Goals (SDGs). SDG 3.4 calls for countries to
reduce early deaths from NCDs by one-third by
2030.” Addressing these challenges requires
the international community to work together to
prevent and reduce the effects of NCDs.

History and Description
of the Issue

THE “BIG FOUR” NON-COMMUNICABLE
DISEASES AND THEIR GROWING GLOBAL
BURDEN

The impact of NCDs extends far beyond health
outcomes. These diseases place significant

pressure on healthcare systems, reduce
workforce productivity, increase healthcare
expenses, and contribute to cycles of

poverty and inequality.2 Although NCDs affect
populations in all regions of the world, low-

and middle-income countries experience the
greatest disease burden.®? More than 75 percent
of premature NCD-related deaths occur in
countries where access to healthcare, prevention
programs, and treatments remain limited. Deaths
are considered premature when they happen
between the ages of 30 and 70 and are caused
by one of the main NCDs.° Four main diseases
account for the majority of NCD-related deaths
and disabilities worldwide: cardiovascular
diseases, cancer, respiratory diseases and
diabetes. These conditions are commonly
referred to as the “Big Four” NCDs because of
their overwhelming contribution to global illness
and mortality.

CARDIOVASCULAR DISEASES

Cardiovascular diseases (CVDs) are the most
prevalent non-communicable disease and are
the leading cause of death worldwide. According
to the World Health Organization (WHO), nearly
20 million people die from CVDs each year.

This accounts for approximately one-third of

all global deaths, which is more than any other
NCD category!" In 2021, cardiovascular diseases
accounted for at least 38 percent of all deaths
from NCDs among people under the age of

70.2 While many cardiovascular conditions

are preventable, millions of people continue to
die each year due to limited access to early
diagnosis, treatment, and preventive healthcare.
This is often caused by weak healthcare systems,
the high cost of care and medicines, a shortage
of healthcare workers, and limited access to
regular health screenings. As a result, many
people are diagnosed only after the disease has
become more serious and harder to treat.

The growing burden of cardiovascular disease
is related to changes in population health. High
blood pressure has become one of the most
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important risk factors for CVDs. A risk factor is
a condition or behavior that increases a person’s
likelihood of developing a disease. Factors such
as obesity, the consumption of processed foods,
an inactive lifestyle, and the consumption of
alcohol and tobacco all lead to a higher risk of
disease.® These trends have been observed

in both developed and developing countries,
although their effects are often more severe in
regions with weaker healthcare systems. This is
because people are less likely to receive regular
health check-ups, early treatment, and medicines
to control these risk factors before they lead to
serious disease.

Another big factor in the increase in
cardiovascular diseases is population aging.
This happens because the heart and blood
vessels naturally change with age, and risk
factors such as high blood pressure, high
cholesterol, and diabetes have more time to
damage the body over many years. As a result,
researchers project that annual cardiovascular
deaths could increase from approximately 20.5
million in 2025 to 35.6 million by 2050.®

Obesity rates have increased because many
people now consume more energy-dense and
ultra-processed foods and sugary drinks while
living increasingly sedentary lives and receiving
too little physical activity!® Obesity can, in turn,
increase the risk of hypertension and other
cardiovascular conditions. High blood pressure,
also known as hypertension, is influenced by
high-sodium diets, physical inactivity, obesity,
tobacco use, harmful alcohol use, and population
aging.

These risk factors are found around the

world, but are rising especially quickly in many
low- and middle-income countries. Because
cardiovascular diseases are responsible for
more deaths than any other NCD, reducing their
impact remains a priority for governments and
international organizations. Improving prevention,
expanding access to treatments and addressing
the major risk factors like hypertension and
obesity will be essential if countries hope to
reduce mortality.

CANCER

Cancer is one of the most significant non-
communicable diseases worldwide and is
responsible for nearly 10 million deaths each
year.” Cancer includes more than one hundred
different conditions that can affect almost any
part of the body. Combating cancer is particularly
challenging, due to the growing number of people
who require long-term treatment and care.

The burden of cancer varies considerably across
regions. In many high-income countries, breast,
colorectal, prostate, and lung cancer are most
common.® These patterns are correlated with
large aging populations, as well as lifestyle-
related risk factors such as smoking, obesity,
physical inactivity, and alcohol consumption.’®
Many high-income countries have invested in
screening and early-detection programs. This
can help patients receive earlier diagnoses and
improve their chances of survival, though access
remains unequal within these countries.?° Many
lower-income countries face additional barriers,
including limited funding, diagnostic equipment,

As life expectancy rises, a larger share of the global
population is reaching the ages at which heart
disease and strokes become more common.

History and Description of the Issue



healthcare facilities, and trained personnel.

Cancers linked to infectious diseases, such

as cervical cancer and liver cancer, remain

more common because many people do not
have access to vaccines, regular screening, or
early treatment for infections such as human
papillomavirus (HPV) and hepatitis B, which can
increase the risk of developing cancer over time.
Access to screening, diagnosis, and treatment
is limited, meaning that many cases are only
discovered once the disease has reached an
advanced stage.?' As a result, countries with
fewer resources often experience higher cancer
mortality rates even when the total number of
cases might be lower.

Cancer is not only a medical issue, but also

a development challenge closely linked to
healthcare inequality. For many families, a cancer
diagnosis can lead to significant financial debt
due to treatment costs and lost income. This
burden is especially severe in low- and middle-
income countries, where health insurance is
limited and many people must pay for treatment
themselves. Families may also lose income when
patients or caregivers are unable to work, making
it even harder to afford medicines, transportation,
and other daily needs.

Rising cancer rates place increasing pressure on
healthcare budgets and can reduce economic
productivity as more people require long-term
care or leave the workforce because of iliness.??
These challenges are expected to grow as
populations continue to age and life expectancy
increases globally.

Addressing cancer requires more than
improving treatment alone. Governments
must also focus on prevention by reducing
tobacco use, promoting healthier lifestyles,
expanding vaccination programs like for
human papillomavirus (HPV) and hepatitis B,
and ensuring that early detection services are
available to all populations.2® Without stronger
action in these areas, cancer is likely to remain
one of the fastest growing non-communicable
diseases in the coming decades.

CHRONIC RESPIRATORY DISEASES

Chronic respiratory diseases (CRDs) are long-
term diseases that affect the lungs and airway,
making it difficult for people to breathe. Common
examples include asthma and chronic obstructive
pulmonary disease, which includes chronic
bronchitis and emphysema. CRDs affected an

Cancer patient

Credit: Rhoda Baer
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estimated 545 million people in 2017, an increase
of nearly 40 percent since 1990.24 Despite
affecting hundreds of millions of people, these
diseases often receive less attention and funding
than other major NCDs. This is partly because
they are often underdiagnosed, receive less
public attention than diseases such as cancer
and cardiovascular disease, and are given lower
priority in many national health programs. This is
despite the fact that they caused approximately
4.2 million deaths globally in 2023 and continue
to have a major impact on people’s daily lives.?®
Suffering from a CRD often makes it difficult

to work, attend school, or carry out everyday
activities, because symptoms such as shortness
of breath, chronic coughing, wheezing, and
fatigue can make even simple physical activities
more difficult. Severe cases may also require
frequent medical visits or hospital stays, leading
to missed work and school.2®

One of the most important features of chronic
respiratory diseases is their strong connection to
the environment. While smoking remains a major
risk factor worldwide, the causes of respiratory
disease differ from region to region. In many
rural and underserved communities, smoke from
burning wood, coal and other solid fuels remains
a serious health risk, especially for women and
children.?” This smoke contains tiny particles

and harmful gases that can damage the lungs
over time, leading to inflammation, reduced

lung function, and diseases such as chronic
obstructive pulmonary disease (COPD). Women
and children are often the most affected because
they spend more time near indoor cooking fires.
Many of these households do not have access
to clean cooking fuels, electricity, or good
ventilation, forcing families to rely on solid fuels
for cooking and heating.

Alongside household air pollution, outdoor
pollution from motor vehicles, industrial facilities,
power generation, and other sources also poses
a serious health risk.?® It affects both urban and
rural areas and contributes to acute and chronic
respiratory diseases, lung cancer, and other
health conditions.

Reducing the burden of respiratory diseases

will therefore require not only better healthcare,
but also better efforts to improve air quality

and reduce pollution.2° Many countries are
already taking action by introducing stricter
vehicle emission standards, expanding public
transportation, creating smoke-free public
spaces, and supporting the use of cleaner
cooking fuels. The WHO has also developed
global air quality guidelines to help countries
reduce pollution and protect public health.
Together, these strategies can lower exposure to
harmful air pollutants and reduce the number of
people who develop chronic respiratory diseases.

DIABETES

Diabetes is described as a global epidemic and
is one of the fastest growing non-communicable
diseases in the world. Today, approximately

589 million people are living with diabetes. This
number is projected to increase to 853 million
by 2050 if current trends continue.° More than
90 percent of cases are Type 2 diabetes, a

form of the disease that is largely preventable.®!
Unlike Type 1 diabetes, which is caused by the
immune system attacking the cells that produce
insulin, Type 2 diabetes develops when the body
does not use insulin properly. Type 2 diabetes

is strongly linked to risk factors such as obesity,
unhealthy diets, physical inactivity, and population
aging, although genetics also play a role.

Diabetes rates are rising rapidly in parts of
Africa, Southeast Asia, the Middle East, and
North Africa. This growth is associated with
rapid urbanization, changing diets, lower levels of
physical activity, rising obesity rates, population
growth, and longer life expectancy.®? Pakistan
illustrates the scale of this challenge. According
to International Diabetes Federation data cited
by Health Policy Watch, approximately 33 million
Pakistanis, 26 percent of the adult population,
were living with diabetes in 2021, giving the
country the world’s highest adult prevalence
rate.®® More than one-third of these cases were
undiagnosed, and the number of people living
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with diabetes was projected to reach 62 million
by 2045 without stronger preventive action.
Between 2009 and 2019, death and disability
caused by diabetes in Pakistan increased by 87
percent.34

These trends are especially concerning because
healthcare systems may already face shortages
of funding, trained workers, screening services,
and essential medicines. In Pakistan, some
primary-care facilities established to address
NCDs have lacked staff, insulin, and other
medicines, limiting their ability to provide the full
range of promised services.*® As the number of
cases grows, governments will face increasing
pressure to expand prevention and early
detection while also providing affordable, long-
term care to people already living with diabetes.
Access to insulin, medicines and regular
monitoring remains unequal across countries,
leaving many people unable to properly control
their condition.®® As a result, diabetes continues
to take millions of lives each year and places a
growing strain on healthcare systems worldwide.
For many policymakers, addressing diabetes is
not only a health priority, but also a development
challenge that will become increasingly important
in the coming decades.*”

Together, cardiovascular diseases, cancer,
chronic respiratory diseases and diabetes
account for the majority of deaths and disabilities
caused by NCDs worldwide. Although each
presents a unique challenge, all four place
increasing pressure on healthcare systems,
particularly in low and middle income countries.
Their shared risk factors and long-term treatment
needs create important questions about how
governments should divide resources between
prevention, early detection, and continuing care.

NCDS AMONG VULNERABLE AND AT-RISK
POPULATIONS

Non-communicable diseases (NCDs) do not
affect everyone the same way. A person’s
health is often shaped by where they live, how
much money they have, and whether they can
get medical care. These differences create
health gaps, meaning that some groups face
greater disease risks, worse health outcomes,
and less access to care. These include
people living in poverty, refugees, migrants,
Indigenous communities, older adults, people
with disabilities, and people living in rural or
conflict-affected areas.® People living in poverty
are also more likely to rely on inexpensive
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processed foods that are high in sugar, salt,
and unhealthy fats. They may have fewer safe
places to exercise, face greater exposure to air
pollution, and experience chronic stress caused
by financial insecurity. Together, these factors
increase the risk of developing NCDs such as
diabetes, cardiovascular disease, and obesity.

One of the main reasons for these differences
is that many people lack access to healthcare.
In some rural areas, the nearest clinic may be
several hours away.®® Families may not have
enough money to travel or pay for treatment.*°
In many low- and middle-income countries,
there are also too few doctors, nurses, and
medicines. This problem affects both urban and
rural areas, although it is often more severe in
rural communities. It is mainly caused by limited
healthcare funding, shortages of trained health
workers, and unequal distribution of medical
resources. Health services are often focused

in large cities, leaving small towns and villages
with very limited care.* Because of this, many
diseases are diagnosed too late, making them
harder to treat. Long travel distances and high
costs may cause people to delay check-ups or
discontinue treatment, allowing conditions such
as hypertension, diabetes, and cancer to become

o
fa

more difficult and expensive to manage.

War makes these problems even worse. In
countries such as Sudan, Ukraine, and Yemen,
hospitals have been damaged or destroyed, and
many healthcare workers have had to leave due
to ongoing conflict.*2 Millions of people have
been forced to leave their homes and become
refugees. Refugees often lose access to their
doctors, medicines, and medical records. Many
live in camps or temporary shelters where
healthcare is limited. Poor living conditions,
stress, and not having enough healthy food

can also make long-term diseases harder to
manage.*® Many refugees also experience
interrupted treatments for chronic diseases
while moving between countries. Medicines may
not always be available, and language barriers
can make it more difficult to communicate with
healthcare providers. Even after a conflict ends,
it can take many years to rebuild hospitals and
return healthcare services to normal.*4

Children and older adults often face extra
challenges. Children depend on adults to
recognize symptoms and obtain care. Also,
conditions during childhood, including poor
nutrition, pollution, and chronic stress, can
shape their risk of NCDs throughout life. Older
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adults often need ongoing care and medicine to
manage long-term diseases, but many struggle
to pay for treatment or travel to a clinic.*® They
are especially affected by conditions such as
cardiovascular diseases, diabetes, and cancer,
which become more common with age and
often require regular monitoring and lifelong
treatment. People with disabilities may also face
barriers if healthcare buildings, transportation,
or health information are not easy to access.
These barriers can further delay diagnosis and
treatment, increasing the risk of complications.
Those with disabilities may also have higher
healthcare costs and require specialized
equipment or trained professionals who are not
always available. In many rural and low-income
areas, limited healthcare services and long travel
distances make these challenges even greater.

Oral health is a good example of these health
gaps. Tooth decay is the most common health
condition in the world. It affects about 2.5 billion
people, even though it can usually be prevented
with good oral hygiene, less sugar, fluoride
toothpaste, and regular dental care.*¢ Children,
low-income families, refugees, migrants, and
people living in rural areas are more likely to have
untreated cavities because they often cannot
visit a dentist or afford fluoride toothpaste.#”
Tooth decay can cause pain, infections, trouble
eating, and missed days of school or work. This
reduces quality of life and increases healthcare
costs. It also shares important risk factors with
many other NCDs, especially diets that are high
in sugar. Because oral diseases and other NCDs
share many of the same risk factors, policies
that promote healthy diets and improve access
to preventive healthcare can reduce the burden
of both. Including oral healthcare in primary-
care and NCD strategies may therefore allow
governments to address several shared risk
factors through the same programs.

Many of these problems can be reduced

with simple actions. Mobile clinics can bring
healthcare to remote communities. Community
health workers can teach healthy habits and
help people receive basic care close to home.*®

Schools can provide health education, healthy
meals, and support oral health programs.

Digital health programs can also provide health
education, reminders, and continuing support
through mobile phones.*® For example, the
WHO-ITU Be He@lthy, Be Mobile initiative
supports mobile health programs in countries
including India, Senegal, Egypt, and Zambia.®°
These programs send information about
diabetes management, healthy lifestyles, tobacco
cessation, and cancer screening directly to
participants. In Senegal, diabetes-related text
messages were associated with improved blood-
sugar control; in Zambia, a mobile cervical-
cancer program reached more than 500,000
people and contributed to a six-percent increase
in screening at participating sites.® Governments
can also make sure that refugees and migrants
are included in national healthcare systems
instead of being left behind, by allowing them

to enroll in public health insurance programs,
providing affordable or free healthcare services,
and offering language interpretation and
culturally appropriate healthcare when needed.

Reducing health gaps should be a goal for every
country. Better access to healthcare, healthy
food, education, clean water, and medicines

can prevent many NCDs before they become
serious. Countries should focus on prevention,
while also making sure that treatment is available
for everyone, no matter where they live or their
income. By helping the people who face the
greatest barriers, governments can improve
health, reduce healthcare costs, and give millions
of people a better quality of life.

CHILDHOOD RISK FACTORS AS THE
EARLY DEVELOPMENT OF NCDS

Non-communicable diseases (NCDs) do not

only affect adults. Research shows that the

risk of developing these diseases often begins
much earlier. Health during pregnancy, infancy,
childhood, and adolescence can affect a person’s
health for the rest of their life.52 This idea is
known as the life-course approach. It indicates
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that NCD prevention should start early, instead
of waiting until people become sick later in
life.® Delegates must therefore consider how
international NCD strategies should support
early-life prevention and how states with limited
resources can fund these programs while
continuing to treat people already living with
NCDs.5

The first stage begins before birth. During
pregnancy, a baby’s body and organs develop
very quickly. A mother’s nutrition, health, and
environment all play an important role in keeping
babies healthy.>® Poor nutrition, smoking, alcohol
use, air pollution, and health problems during
pregnancy can affect how a baby grows.%®
Babies born either too small or much larger than
expected have an increased risk of developing
different NCDs later in life, including obesity,
type 2 diabetes, heart disease, and other chronic
conditions.>” As a result, many countries are
increasing support for prenatal care, healthy
pregnancies, and maternal nutrition. For example,
countries such as Nepal, Rwanda, and Tanzania
have expanded prenatal care programs by
providing free prenatal check-ups, iron and

folic acid supplements, nutrition counseling,

and regular screening for conditions such as
gestational diabetes and high blood pressure.
Protecting a mother’s health also helps protect
the health of the next generation.

The first 1,000 days of life, from birth until a
child’s second birthday, is another key period of
development.®® During this time, the body and
immune system continue to grow and develop.
Appropriate nutrition, vaccines, and regular
health check-ups, as well as a safe home, all

support healthy development. Problems during
these early years can affect growth and long-
term health. For example, poor nutrition during
this period can weaken the immune system, slow
brain development, and affect healthy growth.
Children who do not receive proper nutrition or
health care early in life are more likely to develop
obesity, type 2 diabetes, cardiovascular disease,
and hypertension as adults.

Exposure to air pollution, repeated infections,
and diets high in added sugar can also increase
the risk of chronic diseases later in life. The WHO
and UNICEF recommend exclusive breastfeeding
during the first six months of life, followed by
nutritious complementary foods while continuing
breastfeeding until at least two years old. Regular
vaccinations, growth monitoring, vitamin and
mineral supplementation when needed, and
reducing children’s exposure to tobacco smoke
are also important ways to protect long-term
health. Studies have shown that children who
receive proper nutrition and healthcare during
the first 1,000 days are more likely to grow, learn,
and stay healthy throughout their lives.5® Even
small improvements during this stage can have
lifelong benefits for children and lower the future
burden of NCDs.%°

Diets high in sugar, salt, and unhealthy fats can
increase the risk of obesity.5' At the same time,
many children spend more time sitting and using
screens while spending less time being physically
active. Spending more time on screens is often
linked to unhealthy eating habits, shorter sleep,
and less time spent outdoors, which further
increase the risk of non-communicable diseases.
Sleep is also important. Children who do not

As children grow older, their daily habits become
one of the biggest factors that affect their future

health.
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get enough sleep are more likely to develop
unhealthy eating habits and weight problems.
Lack of sleep can affect the hormones that
control hunger and fullness, making children feel
hungrier and more likely to choose foods that are
high in sugar and fat. Children who are tired may
also be less physically active and spend more
time using screens.®? Because these behaviors
often continue into adulthood, building healthy
habits early is one of the best ways to prevent
future disease.

However, children are shaped by the world
around them. Children are more likely to eat
healthy foods when schools provide healthy
meals and when fresh food is affordable and
easy to find. They are also more likely to stay
active when schools offer physical education or
when communities have safe parks, playgrounds,
and sports programs. At the same time,
advertising for foods and drinks high in sugar,
salt, and unhealthy fats can encourage unhealthy
habits from an early age.®® For example, ads for
sugary breakfast cereals, soft drinks, fast food,
and candies are commonly shown on television,
social media and mobile apps. Companies

also use cartoon characters, toys included in
children’s meals, and social media influencers to
make these products more attractive to young
audiences, encouraging children to choose
unhealthy foods more often. Creating healthy
environments makes healthy choices easier for
children and their families.

However, opportunities to be physically active are
not distributed equally. Children in lower-income
households may be less able to afford sports
fees, equipment, or transportation; they may
also attend schools or live in communities with
fewer safe and accessible places for exercise.’*
Studies have also reported differences in
average physical activity levels among children
from different racial and ethnic backgrounds.
These differences are not necessarily caused

by race or ethnicity itself; they may partly reflect
inequalities in income, education, available time,
transportation, and neighborhood resources.®®
These findings suggest that governments should

examine whether all children have equal access
to safe spaces, school programs, transportation,
free time, and affordable opportunities for
physical activity.

Mental and emotional health are another
important part of early NCD prevention. Children
who grow up with long periods of stress, family
conflict, violence, neglect, or other difficult
experiences may face health problems later in
life.¢ Long-term stress can affect how the body
responds to illness and may increase the risk

of both physical and mental health conditions.®”
Over time, chronic stress can increase blood
pressure, affect the immune system, and
change the way the body controls blood sugar
and stores fat. It can also make children more
likely to develop unhealthy coping behaviors
later in life, such as smoking, drinking alcohol,
physical inactivity, or unhealthy eating, all of
which increase the risk of NCDs. Safe homes,
supportive schools, and strong communities
help children develop healthy habits and build
resilience as they grow. Programs that provide
mental health support, positive parenting
education, school counselors, and protection
from violence can reduce the effects of early-life
stress. Helping children build strong relationships
with parents, teachers and other adults also
improves emotional well-being and lowers the
risk of long-term health problems.

Many NCDs are no longer seen only in adults.
Around the world, more children and teenagers
are being diagnosed with obesity, type 2
diabetes, high blood pressure, and other long-
term health conditions.®® Unhealthy environments
and behaviors are affecting people at very young
ages. Without early action, many children may
live with these diseases for most of their lives,
increasing pressure on families and healthcare
systems.

As a result, many countries are now focusing
more on prevention than treatment. Governments
are expanding programs that support healthy
pregnancies, breastfeeding, healthy school
meals, regular physical activity, tobacco
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control, and nutrition education.®® For example,
Finland has provided free, nutritious school
meals to all students for decades and includes
nutrition education as part of its national
curriculum. Brazil’s “Amamenta e Alimenta
Brasil” program promotes breastfeeding and
healthy complementary feeding through primary
healthcare services. Their National School
Feeding Program provides healthy meals planned
by nutritionists and limits sugary and highly
processed foods in schools.”® Some countries
have also limited the marketing of unhealthy
foods to children or introduced taxes on sugary
drinks to encourage healthier diets. For example,
Norway has strict regulations that prohibit
television advertising directed at children under
the age of 18. The government also promotes
healthy eating through national guidelines, limits
the marketing of unhealthy foods to children,
and provides free fruits and vegetable programs
in many schools to encourage healthier eating
habits. While these efforts have shown positive
results, many countries still need stronger
policies and better funding to reach every child.

Investing in children is one of the most effective
ways to reduce the future burden of NCDs.
Healthy habits formed early in life often last into
adulthood, making prevention one of the best
long-term public health strategies. By supporting
families, improving school environments, and
helping children make healthy choices from the
start, countries can reduce disease, improve
quality of life, and build healthier generations for
the future.

CASE STUDY: THE AMERICAN TOBACCO
INDUSTRY AND ADVERTISING

Corporations have played a major role in the
spread of NCDs. Some businesses have a
positive impact on global health. For example,
pharmaceutical companies develop medicines
and vaccines that save millions of lives. On

the other hand, other industries profit from
products that contribute to serious health risks.
One example is the tobacco industry. Tobacco

causes significant harm to its users, as well as
the people around them. It is highly addictive and
damages almost every organ in the body with
direct inhalation or second-hand smoke. It can
lead to major NCDs, such as heart disease, lung
disease, weakened immunity, and many forms of
cancer. Currently, one sixth of deaths by NCDs
are caused by tobacco.” Around the world, over
1.2 billion people use tobacco products, causing
over 7 million deaths every year.”? The World
Health Organization states that “All forms of
tobacco use are harmful, and there is no safe
level of exposure.””® Despite this, it is projected
that the tobacco industry will generate roughly
USD 1 trillion by the end of 2026.7

Advertising has played a major role in the growth
of the tobacco industry. One corporation that
revolutionized the role of advertising is the R. J.
Reynolds Tobacco Company (RJR). Throughout
the 1800s, tobacco became very popular
throughout the United States. RJR was founded
during this time and in 1913, they introduced
Camel cigarettes. Before this, pre-packaged
cigarettes were relatively unpopular in the United
States. However, RJR used creative advertising
methods to build publicity for their product. They
published joke ads claiming that “The Camels
are coming,” as well as bringing real camels
from circuses into towns and giving out free
cigarettes.” As a result of these methods, Camel
quickly became one of the most popular brands
in the United States.™

However, RJR has also faced major challenges
and backlash due to its advertising methods.
From 1936 to 1939, the company advertised
Camel cigarettes as beneficial for digestion. The
Federal Trade Commission did not prohibit these
claims until 1951, more than a decade after the
campaign ended.”” This delay illustrates how
misleading advertising can cause harm before
regulators respond and why rules are only
effective when they are enforced promptly.”®

By the time the FTC got involved, the ads had
been out of circulation for more than a decade,
so the ruling had very little direct impact on

History and Description of the Issue



RJR’s operations. This example shows that
corporations may use misleading health claims
to generate profits, particularly when advertising
rules are weak or poorly enforced. RJR was able
to run a campaign of false and misleading ads for
four years and faced virtually no consequences.
While regulations are important and can be
effective, they can only be successful when

they are enforced well. Although this case

study focuses on the United States, tobacco
companies operate across borders and may
shift marketing toward countries with weaker
advertising rules. It therefore raises a broader
question for WHA delegates: how can countries
coordinate business regulations while respecting
national authority and different markets?

RJR continued to use misleading advertising.
By 1946, some medical specialists had begun
to speak out about the dangers of smoking.”®
As tobacco sales increased, so did rates of lung
cancer. Some doctors began to wonder if there
was a connection.® In response, RJR launched
the “More Doctors Smoke Camels” campaign.®!
This campaign claimed that Camel was the most
used cigarette brand among doctors. It was
supposedly based on an independent survey

of over 100,000 doctors around the United

seople are smoking CAMELS than ever befo

l%.-\l,l,l-‘,’l' STAR K;llhr)'n Lee has her own rea-

brands,” says Miss [LL

same  experience.

Try Camels on your

Camels than ever before!

According lo a Nationwide survgy:

)cTORS SMOKE. CAMELS THAN ANY OTHER, CIGARETTE

sons...[from her own experience:
wartime ('i"';ll'l'lll.' Hh::rl:l'( I tried many different
3 | u)mpnul them .
and le arned. by t\l}l.IILIII.L that Camels suit my
“T-Zone’ toa “T." I've smoked Camels ever since!
Thousands and thousands of smokers had the
They compared
the differences in cigarette quality. ..
cool, mild, full- ill\nlu[ Camels suit them best.

“T-Zone.”

Let your own
experience tell you why more people are smoking

States.®2 However, the study that RJR cited

was conducted by the William Esty Company,

an advertising agency that directly worked for
RJR. Since this study was not independent, it is
difficult to determine if it is fully accurate and free
from bias. Additionally, there are some claims
that participants were asked about their cigarette
preferences after they were given a free pack of
Camel cigarettes. This would mean that the data
may have been influenced in favor of Camel and
was not fully accurate.

Another major issue with this campaign was
credibility. Many of the supposed doctors
portrayed in their ads were often actors, not
medical professionals.?® At the time, doctors
were viewed as highly trusted figures in society.
Even though it didn’t explicitly say this, the “More
Doctors” campaign implied that if doctors used
Camels, it meant that they were healthier or
safer than other brands. This message was not
backed by real scientific evidence. Instead, it
misrepresented data to help RJR increase its
sales.®*

Similar advertising strategies continue today.
Corporations use suggestive, but often
inaccurate, messages to market unhealthy
products as healthier than the competition.

“During the

discovered
found that
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However, that does not mean that they are
healthy in the first place. In industries like
tobacco and alcohol, this can have major
consequences on public health. Today, similar
risks can appear when social-media influencers
promote alcohol, tobacco, and vaping products
to young people, sometimes in content that may
escape existing advertising regulations.2> WHA
delegates should consider how governments
can require companies to disclose financial
relationships and scientific conflicts of interest,
verify health claims, and protect children from
misleading digital advertising.

Finally, one of the biggest dangers of the tobacco
industry is its history of advertising to the youth.
In 1987, RJR introduced Old Joe (also called Joe
Camel), a cartoon camel mascot as part of a new
ad campaign.®® This campaign was extremely
controversial. Cartoons and animal mascots are
commonly used to advertise to younger age
groups, mainly children. In May 1997, the FTC
issued a complaint that the Old Joe campaign
violated federal law. It claimed that the campaign
encouraged children to smoke and directly led to
an increase in smoking among minors.®”

Officially, RJR claimed this campaign was

not meant to target any specific age groups.
However, internal documents later revealed that
RJR intended for Old Joe to appeal to children
under 18.28 One study tested this by showing
famous logos and brands to children aged 3-6. It
found that over 50 percent of children in this age
range recognized the Camel brand through Old
Joe, including 90 percent of children aged six.2°
In July 1997, after ten years of use, RJR relented
and discontinued the Old Joe campaign in the
United States.®® The Old Joe campaign remains
relevant because it shows how advertising can
build familiarity with an unhealthy product before
children are old enough to understand its risks.
Similarly, advertising can make unhealthy food
products more familiar and appealing to children,
influencing their perceptions and preferences.®
Early brand recognition can make tobacco use
appear normal, harmless, or socially appealing
and may influence later decisions to begin

smoking. WHA delegates should therefore
consider how advertising rules can protect
children from both traditional campaigns and
newer forms of digital marketing.

In the 21st century, traditional cigarettes have
become less popular. However, the tobacco
industry and its use of advertising are still
relevant. This is especially evident through

the use of electronic cigarettes (e-cigarettes).
E-cigarettes have also been promoted as tools to
help adults quit smoking. Some studies indicate
that nicotine e-cigarettes can help certain
smokers quit traditional cigarettes.®> However,
WHO does not consider their effectiveness as
consumer cessation products established at

the population level, and their appeal to young
people creates separate public-health risks.
Current advertising has shifted to promoting
vaping as a healthier alternative to smoking.
E-cigarette aerosol generally contains fewer
harmful chemicals than smoke from traditional
cigarettes, but most contain nicotine, which is
highly addictive.®® Their aerosol may also contain
cancer-causing chemicals, heavy metals, and tiny
particles that can travel deep into the lungs.®*

E-cigarettes also have new risks not present in
other cigarettes, such as ingestion of the liquid
itself.®> However, many companies continue to
use the “healthier than cigarettes” premise in
advertising their products. Many companies also
target younger demographics, including teens
and preteens. Advertising is done by including
new flavors, bright packaging, and targeted
social media collaborations and ads. As a result,
vaping has become strongly linked to pop culture.
This has led to new forms of social pressure to
try and continue vaping.®® Even students who
want to quit may struggle because of nicotine
addiction and social pressure, both of which can
be reinforced by corporate marketing.

The tobacco industry is a prominent example

of the role corporations have in the spread of
NCDs. The industry has continued to employ
misleading advertising to expand and reap
profits at the expense of consumers. Regulations
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exist to prevent this type of misinformation,

but enforcement can be inefficient and often
takes a long time to carry out. The connection
between tobacco and many NCDs has been
well-established for decades. More proof is
available than ever before, yet it is easier than
ever for corporations to target vulnerable groups.
This is also the case for other related industries,
including alcohol, fast foods, and unhealthy
drinks. It is essential for countries to consider
their own policies regarding harmful industries
and advertising when attempting to solve this
issue.

Current Status

OBESITY AND LIFESTYLE RISK FACTORS

The World Health Organization (WHO) defines
obesity as being overweight and having enough
excess body fat to increase the risk of disease
and poor health.®” According to the Organization
for Economic Co-operation and Development
(OECD), high obesity rates are one of the main
contributors to NCD development worldwide.®®
Obesity raises the risk of type 2 diabetes, heart
disease, stroke, and certain cancers. Because
of this, many experts consider obesity one of
the most important health crises of the 21st
century. Today, obesity is recognized as a chronic
and relapsing disease. It develops due to many
different factors working together beyond
lifestyle. This includes biological factors, such as
genetics and brain function, as well as external
factors including mental health and access to
healthy foods.®® Instead, it is a complex disease
influenced by many conditions that are often
outside a person’s control.

The obesity epidemic has rapidly worsened over
the last three decades. In 2022, about one in
every eight people in the world was living with
obesity.°° Currently, around 2.5 billion adults

are considered overweight, and more than 890
million are obese.©! This is about 16 percent of

adults worldwide°? Since 1990, the number of
adults living with obesity has more than doubled.
The increase has been even greater among
children and adolescents. In this age group,
obesity increased from about 2 percent in 1990
to 8 percent in 2022. The number of adolescents
living with obesity has roughly quadrupled.©®
Obesity was once a problem seen mainly in high-
income countries, because wealthy states were
the first to experience abundance of mass food,
cheap processed foods, and widespread desk
jobs. Today, obesity rates are increasing in almost
every region of the world, especially in low- and
middle-income countries.°4

Many lower income countries now face what the
WHO calls the “double burden of malnutrition.”1°%
This burden is when undernutrition and obesity
exist at the same time, even affecting the same
family or the same person at different times.'°¢
For example, someone may consume enough
calories to gain excess weight, but still lack
important vitamins, minerals, and other nutrients
because their diet is poor in quality. This
showcases that obesity is not only about eating
too much food. It is also about eating foods that
provide many calories but very little nutrition.

In many countries, people are eating more
processed foods and drinks than ever before.
This is called the “industrialization of foods”
partly because these products are often cheaper
and last longer than healthier food options.””
This is especially relevant for many lower-income
families. In some communities, fast food and
processed products are cheaper and easier

to buy. These products are often high in sugar,
salt, and unhealthy fats, while containing little
fiber and relatively few essential nutrients.°®
Healthy foods can be expensive or difficult to
find, so many people do not eat enough fruits
and vegetables® Due to factors such as the
COVID-19 pandemic, armed conflicts, inflation,
climate change, and problems in global food
supply chains, healthy foods have become more
expensive.”® Armed conflicts, such as the war

in Ukraine, have disrupted the global supply of
grains, vegetable oils, fertilizers, and fuel. These
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factors significantly increased the costs of food
production and transportation. Climate change
has also reduced crop yields through more
frequent droughts and other extreme weather
events, making healthy foods less available and
more expensive.

A lack of physical activity is another major risk
factor. Many people spend much of their day
sitting at school, work, or home. This is partly due
to more time spent using technology, especially
with the rise of remote work and online learning.
This shift has continued beyond the COVID-19
pandemic. In the European Union, the share

of internet users participating in some form of
online learning increased from 21.4 percent in
2019 to 34.8 percent in 2025."" In the United
States, the share of college students taking

at least one online course remained about 18
percentage points above its pre-pandemic level
in 2023."2 Additionally, as cities expand, people
have to travel further to reach their jobs and
homes. As a result, cars and public transportation
have replaced walking and cycling for many daily
trips. Many cities also lack safe sidewalks, parks,
bicycle lanes, and affordable places to exercise,
making it more difficult for people to be active
every day.™ Children are spending more time

using phones, tablets, computers, streaming
services, and video games, leaving less time for
outdoor play. Together, these changes mean

that people often consume more calories while
burning fewer calories than previous generations.
Over time, this can lead to obesity.

The World Health Organization reports that not
getting enough exercise increases the risk of
heart disease, diabetes, and some cancers.* To
encourage more active lifestyles, many countries
have invested in infrastructure to make activity
more convenient, such as parks, walking paths,
bicycle lanes, and sports programs. Some
governments also run awareness campaigns and
events to encourage people to be active. For
example, Colombia’s “Ciclovia” program closes
many city streets to cars on Sundays so people
can walk, run, and ride bicycles."™® While these
programs do help, many people still do not get
enough exercise.

Today, some of the highest obesity rates in the
world are found in Pacific Island countries, such
as Nauru, Tonga, Samoa, and the Cook Islands.
In these places, changes from traditional diets

to imported processed foods and lower levels of
physical activity have greatly increased obesity."®
Many high-income countries, including the United
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States, also have higher obesity rates because
unhealthy foods are widely available and many
people have sedentary lifestyles. To address this
issue, some governments have introduced taxes
on sugary drinks, required nutrition labels on food
packages, and improved school meal programs.
For example, Finland introduced warning labels
on foods high in salt and worked with the food
industry to reduce salt in many products. These
efforts helped lower salt intake and improved
heart health."” Furthermore, Mexico implemented
a tax on many sugary drinks, which was followed
by a decline in purchases of taxed beverages.®
Although these policies have made progress,
obesity rates continue to rise in many parts of
the world. This shows that no single solution is
enough and countries must combine prevention,
education, healthier food environments, and
stronger healthcare systems to reduce obesity
and prevent non-communicable diseases.

Personal behavior, commercial practices, and the
environments in which people live all shape NCD
risk. Delegates must therefore consider how far
governments should regulate unhealthy products
and environments while respecting national
circumstances and individual choice.

STRENGTHENING PREVENTION VERSUS
EXPANDING TREATMENT IN THE AGE OF
GLP-1 MEDICINES

As the rate of non-communicable diseases
continues to increase around the world,
governments must decide how to distribute
resources between preventing these diseases
and treating people who are already sick. This is
one of the biggest debates in global health today.
Health systems must balance caring for sick
patients while also trying to prevent new cases
from appearing. Every country has limited money,
healthcare workers, medicine, and medical
equipment, so governments must decide how to
use these resources wisely™ The growing use

of new medicines to treat obesity has made this
debate even more urgent.

Some experts believe prevention is the best
long-term investment, because it can stop NCDs
before they even start. This method may reduce
healthcare costs in the long run. The WHO
recommends several proven policies called the
“Best Buys” to help reduce the dangerous NCD
risk factors.?® These include higher taxes on
tobacco, reducing salt and trans fats, building
parks, sidewalks, and bicycle lanes, creating
public sports facilities, supporting physical
education in schools, and organizing community
exercise programs to encourage physical activity.
Governments can also improve food labels and
limit ads for unhealthy foods and drinks aimed

at children. However, prevention cannot meet
the needs of people already living with obesity,
diabetes, cardiovascular disease, and other
NCDs.

Adequate prevention also includes routine
screening for NCDs. Simple tests for high blood
pressure, diabetes, and some cancers help
doctors find disease early in their development.
Early diagnosis allows treatment to begin
sooner and helps prevent serious complications.
But even with strong prevention, millions of
people already live with NCDs. These patients
need treatment now. Without appropriate
treatment, diseases may grow worse over time.
This can lead to serious disabilities or even
early death. Treating diseases early on costs
less than treating severe complications later.
Expanding treatment saves lives, but can require
governments to make expensive, long-term
commitments.?!

GLP-1 medicines provide a recent example of this
challenge. These treatments include liraglutide
and semaglutide, as well as tirzepatide, a related
medicine that acts on both GLP-1 and GIP
receptors.?? These treatments can lower blood
sugar and support weight loss. In September
2025, the WHO added GLP-1 medicines to its
Model List of Essential Medicines for adults with
type 2 diabetes who also have cardiovascular
disease, chronic kidney disease, or obesity.?®

In December 2025, it issued the first global
guideline on using these medicines to treat
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obesity in adults?* This guideline reflects the
WHO’s recognition of obesity as a chronic,
relapsing disease that may require long-term
care, rather than a condition caused only by
individual lifestyle choices.

However, the WHO’s recommendation was
conditional.®® This is because questions remain
about GLP-1's long-term safety and effectiveness,
treatment after discontinuation, cost, health-
system readiness, and unequal access. Although
current evidence suggests that GLP-1 medicines
generally have a favorable balance of benefits
and risks, continued monitoring is necessary

as their novel use expands.?® GLP-1 medicines
also require continuing medical care. Healthcare
providers must determine whether a patient is
eligible, gradually adjust the dose, monitor side
effects, and provide support if treatment ends.
After patients stop taking these medicines,

their appetite, blood sugar, and weight may

also increase again.?” Further, in the United
States, semaglutide and tirzepatide can cost
approximately USD 900-1,300 per month,
although actual costs vary according to the
medicine and insurance coverage.’?®

Overall, strong primary healthcare is one of the
best ways to improve NCD treatment.?® This
effectiveness is shown across 28 countries in
the Americas, where the Pan-American Health
Organization (PAHO) reported in 2025 that more
than six million people received standardized
hypertension care through primary healthcare
centers participating in its HEARTS initiative,
and 58 percent had their blood pressure under
control®° This directly demonstrates that local
clinics can manage a major NCD risk factor.

Other PAHO programs such as the Better

Care for NCDs Initiative help countries improve
primary healthcare® The initiative supports
countries by strengthening primary healthcare
services, improving the early detection and
treatment of diseases such as hypertension,
diabetes, and cervical cancer, and expanding
access to essential medicines and diagnostics.
Primary healthcare also connects prevention
and treatment.®2 During one visit, patients can
receive health education, screenings, diagnosis,
treatment, and long-term care. It could also play
an important role in providing and monitoring
GLP-1 medicines, although many health systems
lack the workers and resources needed to do so.

Prioritizing treatment is especially difficult for
low- and middle-income countries, since many
face a double burden of disease.*® This means
they must fight infectious diseases, such as
malaria, tuberculosis, and HIV/AIDS, while also
dealing with rising rates of diabetes, cancer,
heart disease, and other NCDs. Governments
must respond to both problems with limited
resources and fewer healthcare workers.®*

Kenya is one example of a lower-middle-income
country facing a double burden of disease. Kenya
has an estimated adult diabetes prevalence of

31 percent to 4.5 percent*® Many patients are
not diagnosed until they have already developed
serious complications. Further, diabetes-related
complications are associated with 60-70 percent
of hospital admissions in Kenya, while 80 percent
of dialysis patients have diabetes-related kidney
failure®® These data demonstrate how failures

in early screening and routine care can place
additional pressure on hospitals and require more

The WHO emphasizes that GLP-1 medicines should
accompany, not replace, healthy diets, physical
activity, and broader prevention policies.
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expensive forms of treatment, such as dialysis.
Thus, it is important that governments focus on
treatment and prevention simultaneously.

GLP-1 medicines could deepen some NCD-
related inequalities. The WHO estimates that,
even if production expands rapidly, GLP-1
medicines may reach fewer than 10 percent

of the people who could benefit from them by
2030.%7 Adding to the resource strain are those
who take GLP-1s for cosmetic or non-medical
purposes. Social media promotion in particular
has encouraged some healthy individuals to seek
Ozempic for rapid or cosmetic weight loss. This
off-label demand may contribute to shortages
and make the medicine harder to obtain for
patients with diabetes or obesity who have a
clinical need for treatment.*® Governments

must therefore decide how to regulate these
medicines, which patients should receive priority,
and whether funding them would leave less
money for basic healthcare, infectious-disease
programs, or prevention. To address some
financing concerns, the WHO has identified
pooled procurement, tiered pricing, and voluntary
licensing as possible ways to lower prices

and expand access.® Still, every country has
different resources and health challenges.

Combating NCDs is not simply a choice
between prevention and treatment. Delegates
must consider how states should balance
immediate care for existing patients with long-
term investments that reduce future diseases,
particularly when funding, health workers, and
medical supplies are limited. They must also
decide how countries can expand fair access to
new treatments such as GLP-1 medicines without
allowing their cost to weaken primary healthcare
or long-term prevention programs.

ACCESS TO ESSENTIAL MEDICINES,
DIAGNOSTICS, AND LONG-TERM CARE

Access to healthcare means more than

having medicine available. People living with
noncommunicable diseases need to receive a
diagnosis, begin treatment and continue receiving

care for many years. If one part of this process

is missing, then patients do not receive the full
care they need. A person may be diagnosed but
unable to obtain medicine or may begin treatment
and later stop because it becomes too expensive
or unavailable.

Diabetes is one of the clearest examples of

the importance of access to treatment. Before
insulin was discovered in the early 1920s, type

1 diabetes was almost always fatal.° The
discovery of insulin transformed diabetes and
allowed millions of people to survive the once
deadly disease. However, more than 100 years
later many people still cannot obtain even basic
insulin Insulin is often too expensive, health
facilities may not have a reliable supply, and many
rural communities have limited access to clinics,
trained healthcare workers, and proper diagnosis.
As a result, patients may go without treatment or
receive it too late, increasing the risk of serious
complications and early death.

Insulin affordability is a global issue because it
may be unavailable or unaffordable in both lower-
and higher-income countries. The global market
is also dominated by only three multinational
companies that control more than 95 percent

of the global insulin market, while taxes,
transportation costs, pharmacy charges, and
other supply-chain markups can further increase
the price paid by patients.*? Globally, only about
one in two people with type 2 diabetes who need
insulin can access it, whereas in sub-Saharan
Africa, only about one in seven people with type
2 diabetes who need insulin can access it*®

Hungary shows that government subsidies
alone cannot guarantee continuous access to
insulin. Insulin and diabetes supplies are heavily
subsidized through Hungary’s public healthcare
system, but the country imports all of its insulin#4
In November 2025, Novo Nordisk announced
that it would withdraw six insulin products from
markets across the European Union, including
products used in Hungary. Patients using Fiasp
were required to change treatments and adjust
when they ate, exercised, and administered
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insulin because alternative products did not
work in exactly the same way*® This case
demonstrates how countries can remain
vulnerable when a small number of companies
control production and decide which medicines
remain available. Delegates should therefore
consider whether governments should diversify
suppliers, maintain emergency reserves, require
advance notice before essential medicines

are withdrawn, or support regional and public
production.

Access to diagnostic services is equally
important. Doctors need reliable tests to
diagnose diseases, select appropriate
treatments, and monitor patients over time.

For example, people with diabetes need blood
glucose and HbA1c testing, while cancer
patients require imaging tests or biopsies before
treatment can begin.“¢ Without these services,
patients may be diagnosed too late or treated
incorrectly.

Treating diabetes with insulin alone is not
enough. Patients also need syringes or insulin
pens, glucose meters, test strips, regular blood
tests and medical visits.*” They must also learn
how to safely manage their disease. In many
places, unreliable electricity makes it difficult to
keep insulin refrigerated. Without the supplies
and services needed, treatment becomes much
less effective and may become unsafe. This can
lead to blindness, kidney disease, heart disease,
nerve damage, or even amputation.*® Therefore,
medicine donations can provide temporary relief,
but long-term access also requires affordable
supplies, trained healthcare workers, reliable
electricity, and continuous financing.

A cervical cancer program led by the non-
profit organizations Maya Health Alliance

and Friendship Bridge in rural Guatemala
showcases how every step of care matters.*°
Nearly 9,000 women were offered free cervical
cancer screening throughout community

health services.®™® About two-thirds accepted
screening, but many women with abnormal
results never returned for further testing or
treatments>' Researchers found that fear of
the healthcare system, language barriers, travel
costs, and limited family support prevented
many patients from continuing care. To address
these challenges, patient navigators helped
women understand their diagnosis, arrange
appointments, travel to hospitals and remain
connected to their treatment plans. Programs like
this are vital to ensure that patients stay in care,
which is just as important as providing the first
diagnosis.

Chronic respiratory diseases present similar
access problems. Asthma can often be controlled
with inhaled medicines, but these treatments are
not consistently available. In 2023, potentially
lifesaving inhalers were available in healthcare
facilities within fewer than two-thirds of low-

and lower-middle-income countries, while
preventive steroid inhalers were available in fewer
than half®? Brazil’'s national Farmacia Popular
program distributes subsidized medicines
through participating pharmacies. Medicines

for hypertension and diabetes became free in
2011, and free asthma medicines were added in
2012. The expansion of participating pharmacies
substantially increased geographic access

to these essential medicines.®® In 2024, the

Without preventive treatment, patients may instead
depend on emergency inhalers or seek hospital care
when a severe asthma attack occurs.
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program operated through 31,170 accredited
pharmacies in 4,758 municipalities and benefited
24.07 million people. At that time, 95 percent of
the medicines and health supplies covered by the
program were available free of charge, including
medicines for asthma, diabetes, hypertension,
and several other conditions*

Conflict demonstrates why care continuity is
especially important for NCD care. Chronic
diseases may not appear immediately life-
threatening, but patients can quickly deteriorate
when insulin, dialysis, cancer treatment, or
blood-pressure medicines are interrupted.

Gaza provides a recent example. In May 2025,
WHO reported that 64 percent of medical
equipment and more than 40 percent of essential
medicines and vaccines in Gaza were completely
out of stock.®® Damaged health facilities and
restrictions on supplies have also disrupted care
delivery.

These crisis conditions force healthcare
providers to divide limited medicines, equipment,
fuel, and hospital space between emergency
trauma care and patients who require continuing
treatment. This environment can also produce
new medical emergencies among people whose
conditions were previously controlled. Across the
Eastern Mediterranean region, WHO estimates
that heart attacks, strokes, and asthma attacks
may occur two to three times more frequently
during emergencies than in stable settings.®®
However, NCD care has not yet been fully
incorporated into most national emergency-
preparedness and response plans.

Access to healthcare requires more than the
development of new medicines. Patients need
affordable medicines, diagnostic tests, trained
healthcare workers, reliable supply chains, and
health systems that can continue operating
during emergencies. Without these elements,
people living with NCDs may be diagnosed too
late, discontinue treatment, or never receive care.
For the World Health Assembly, the challenge is
to help Member States provide continuous and
affordable care from diagnosis through long-

term treatment.®” Delegates must also consider
how prices should be regulated, how emergency
supplies should be distributed, and who should
be responsible for maintaining care when national
health systems are disrupted.

Bloc Analysis

POINTS OF DIVISION

Although Member States generally agree that
NCDs require action, they disagree over which
policies should receive priority and how those
policies should be financed. The first point of
division is the balance between prevention

and treatment. Some states support stronger
regulations of tobacco, alcohol, unhealthy foods,
and commercial advertising because prevention
can reduce future disease and healthcare
costs. Other states argue that limited resources
must first be used to strengthen clinics, train
healthcare workers, and treat people already
living with NCDs.

A second point of division concerns international
support. Lower-income states may seek greater
financing, technical assistance, and access to
affordable medicines and diagnostics. Donor
states may support assistance but disagree
over whether it should be voluntary, coordinated
through the WHO, or connected to national
reporting and measurable results.>®

A third division concerns national flexibility. Some
states support common international targets

and stronger regulations based on the WHO
“Best Buys.” Others emphasize that diets, health
systems, economic resources, and commercial
regulations differ between countries. These
states may resist uniform policies and support
nationally determined approaches instead.®

Finally, states disagree over how to improve
access to medicines and medical technology.
Possible approaches include pooled
procurement, voluntary licensing, technology
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transfer, regional manufacturing, donated
supplies, and reforms to pricing or intellectual-
property rules. These disagreements will
shape how each bloc balances public-health
goals, national sovereignty, and international
cooperation.

BLOC 1: STATES PRIORITIZING
PREVENTION AND STRONG PUBLIC-
HEALTH REGULATION

Countries in this bloc believe the best way

to fight non-communicable diseases is to
prevent them before they start. They believe
governments should help people stay healthy
by regulating smoking, unhealthy diets, harmful
alcohol use, and physical inactivity. They argue
that preventing diseases not only improves
people’s health but also lowers healthcare costs
and reduces pressure on hospitals.®® For this
reason, they support the WHO “Best Buys” which
are simple, low-cost actions that have been
proven to reduce NCDs.®'

These countries also believe it is important

to find diseases early. They support regular
check-ups, health screenings, and appropriate
vaccinations. They also support investments in
primary healthcare, screening programs, and
workforce training so that diseases can be
identified and treated before they become more
serious. They also believe that governments
should use research and reliable health data to
decide which programs work best and where to
invest public resources.’®?

Specifically, Norway combines high tobacco
taxes, strict tobacco control laws, and

universal healthcare to help prevent and treat
noncommunicable diseases.®® Denmark has
expanded national cancer screenings while
continuing to invest in prevention.'®* Regular
pre-booked mammography screening for
women aged 50-69 achieves participation
rates exceeding 80 percent, ranking among the
highest in Europe.®® These examples show a
commitment to prevention and early intervention.

In committee, this bloc will likely support more
funding for prevention programs, stronger health
education, and better access to screening and
primary healthcare. They also support working
closely with the WHO and sharing successful
public health policies with other countries.
Representative countries include Canada,
Norway, Finland, Sweden, Denmark, Australia,
New Zealand, Chile and the United Kingdom
where disease prevention is a central part of
national health policy. These countries have
introduced measures such as tobacco taxes,
smoke-free public places, front-of-package
nutrition labels, national cancer screening
programs, and strong primary healthcare
systems to help prevent NCDs and detect
diseases early. These states may also support
shared international targets and reporting,
although they may disagree over how much
funding they should provide to other countries.

BLOC 2: STATES SUPPORTING HEALTH-
SYSTEM EXPANSION AND NATIONAL
FLEXIBILITY

Countries in this bloc are seeing a fast rise in
noncommunicable diseases. As more people
move to cities, change their diets, become less
active, and live longer, diseases such as diabetes,
cancer, heart disease, and chronic respiratory
diseases have become much more common.'¢®
Many states in this bloc have established national
NCD programs but need to expand them as
demand grows. At the same time, many of these
countries are still dealing with infectious diseases
and do not have enough money or healthcare
resources to meet all of these health needs.

These countries believe that preventing NCDs

is important, but they also believe they must

first improve their healthcare systems to care
for the growing number of existing patients.
They support stronger primary healthcare
initiatives by investing in local clinics, training
healthcare workers, expanding access to
essential medicines and diagnostic services, and
more support from the international community
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through increased funding, technical assistance,
and partnerships with organizations such as

the WHO and other international donors. Many
also support prevention policies for regulating
NCDs but believe that each country should be
able to choose the solution that best fits their
own needs and capabilities. They may therefore
resist uniform taxes, advertising restrictions, or
other regulations that do not account for national
economic and social conditions.

In committee, this bloc is likely to support more
international funding, technical support, strong
healthcare systems, and better access to
affordable medicines and medical technology.
Representative countries include Brazil, India,
China, South Africa, Indonesia, Vietnam, Egypt,
and Mexico, where NCDs are increasing

quickly while healthcare systems continue to
face many other challenges.®” Many of these
countries are also working to control infectious
diseases such as tuberculosis, HIV/AIDS, and
malaria, which continue to place pressure on
healthcare systems. For example, India has
expanded free diabetes and hypertension
screening through its national NCD program,
while Brazil has strengthened primary healthcare
through its Family Health Strategy, improving
access to preventive and long-term care in local
communities.'68

BLOC 3: STATES PRIORITIZING
INTERNATIONAL ASSISTANCE AND BASIC
ACCESS

Countries in this bloc face a double burden

of disease. They are still fighting infectious
diseases, such as malaria, tuberculosis, HIV/
AIDS and ilinesses caused by poor nutrition.
At the same time, more people are developing
non-communicable diseases like diabetes,
heart disease, cancer, and chronic respiratory
diseases. Many of these countries have very
limited healthcare resources. Unlike states with
larger national programs, these countries may
depend more heavily on external financing,
humanitarian assistance, and international

procurement mechanisms to provide even basic
NCD services.®® There are often not enough
doctors, nurses, hospitals, medicine or medical
equipment in many places. Especially in rural
areas, people must travel long distances to reach
a health center. Because of this, many people are
diagnosed late and begin treatment only after
their iliness has become more serious.

While these countries believe that preventing
NCDs is important, they cannot fight chronic
diseases without first strengthening their health
systems overall. Many clinics and hospitals were
only built to treat short-term illnesses and not
diseases that need care for many years. For
this reason, they support more international
funding for lower cost medicines, better access
to basic medical tests, more healthcare workers
and stronger local health services. They may
also advocate for pooled procurement, regional
manufacturing, technology transfer, debt-
sensitive financing, and lower prices for essential
medicines and diagnostics. They also support
adding NCD care to existing health programs so
people can receive care for infectious disease
and NCDs in the same health center.

In committee, this bloc is likely to seek more
financial and technical support in order to
strengthen their healthcare systems and improve
access to essential medicines. Representative
countries may also include Ghana and Nepal,
where rural access to NCD medicines, screening,
diagnosis, and treatment remains limited. These
barriers may make affordable basic services and
assistance with implementation more immediate
priorities than expensive new technologies.”
These countries’ health systems continue to
face major challenges, while the burden of NCDs
continues to grow. To combat this, Ethiopia has
begun integrating NCD prevention and care into
its long-standing Health Extension Program,
which uses community health workers to bring
basic services closer to households.” Uganda’s
2024 National Essential Health Care Package
includes the management and control of NCDs,
including hypertension and diabetes, within

its framework for essential health services.”2
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Sierra Leone has also included diabetes and
hypertension screening and management in
its essential-health-service policies, although
shortages of funding, equipment, medicines,
and trained personnel continue to limit
implementation.”®

Committee Mission

The World Health Assembly (WHA) is the main
decision-making body for the World Health
Organization (WHO)."™ It brings together health
ministers and representatives from all member
states to discuss the world’s biggest health
issues and agree on ways to improve global
health. Every year, the WHA adopts resolutions
that set international health goals and priorities
for the WHO. WHA also encourages countries
to work together, share knowledge and support
each other in solving these challenges. '

The WHA cannot force countries to adopt or
change certain health policies. Every Member
State has the right to make its own decisions
when organizing their health care systems.
However, the WHA can help countries by creating
global action plans, adopting recommendations,
sharing successful ideas and encouraging
international cooperation.”® It can also support
countries by promoting stronger health systems,
better access to essential medicines and
diagnostics and more investment in prevention
and primary healthcare.

Countries have different economies, healthcare
systems and public health needs. Therefore,
there is no single solution to ending the NCD
crisis. Some countries may focus on preventing
disease through healthier lifestyles and strong
public health policies. Others may give priority
to expanding health care services or improving
access to medicine and treatment. The WHA
must account for these different views and work
to find solutions that are realistic for countries
with different levels of development.

As members of the World Health Assembly,

delegates must determine how Member States
should balance prevention, early detection, and
long-term treatment. Resolutions may address
public health regulation, primary healthcare,
financing, workforce training, access to essential
medicines and diagnostics, resilient supply
chains, and support for vulnerable populations.
Delegates should also consider how the WHO
can monitor progress and share successful
policies while respecting national sovereignty and
different levels of development.

Committee Mission
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Introduction

ental health is an essential component of overall wellness and healthcare. However,

it remains one of the most neglected areas of healthcare worldwide. The World

Health Organization (WHO) states that nearly one billion people live with some form

of mental health condition."”” These include anxiety, depression, bipolar disorder,

schizophrenia, and substance-use disorders. Despite how large an issue this is, many individuals

with mental health conditions do not receive the care they need due to a lack of funding, workforce

shortages, limited-service availability, and social stigma and discrimination. Further, treatment gaps

continue to widen due to armed conflict, humanitarian emergencies, climate-related disasters, and

other pressures. These factors can both increase the need for mental health support and disrupt the

services available to provide it.

In recent years, the international community
has increased its recognition of mental health
as a priority in public health. Untreated mental
health conditions can affect physical health,
education, employment, family life, and economic
development. Mental health conditions can
affect educational attainment, workforce
productivity, and economic growth. Improving
mental healthcare is therefore important to
achieving the Sustainable Development Goals
(SDGs) and universal health coverage.”® Recent
events, including the COVID-19 pandemic and
ongoing conflicts in areas such as Ukraine and
Gaza, have exposed longstanding weaknesses
in mental health systems. Due to these issues,
governments have attempted to shift toward
community-based approaches. This involves
reducing excessive reliance on specialized
psychiatric institutions and building systems
that provide prevention, early intervention,

and accessible treatment within communities.
However, mental health services remain
underfunded and understaffed in many regions.
Low- and middle-income countries (LMICs)
may also face geographic inequalities, limited
infrastructure, and persistent stigma.

The World Health Assembly recognizes these
global challenges. In recent years, it has
made mental health a central component of
international public health policy. One of its

primary initiatives, the Comprehensive Mental
Health Action Plan 2013-2030, provides a global
strategy to improve mental health systems
through better leadership, community-based
care, prevention, and research.”® Mental

health has also received greater attention
within the broader international discussion of
noncommunicable diseases, universal health
coverage, and sustainable development.

Since countries have different resources,
infrastructure, and healthcare needs, delegates
must consider which services should receive
priority, how reforms should be financed, and
how international standards can accommodate
different national circumstances.

History and Description
of the Issue

STIGMA AND DISCRIMINATION
SURROUNDING MENTAL ILLNESS

For much of the nineteenth and twentieth
centuries, mental healthcare relied heavily
on large psychiatric institutions, primarily in
the Western World. Although these hospitals
provided specialized inpatient care, they
were often separated from community
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life. Some institutional systems were also
associated with overcrowding, involuntary
detention, poor treatment, and violations of
patients’ human rights® Beginning in the

late twentieth century, governments began to
pursue deinstitutionalization. This sought to
move patients from long-term institutions into
community-based care. However, some countries
reduced their institutional capacity without
adequately funding community mental-health
services and other forms of continuing support.
This left many people without consistent care
and, in some cases, contributed to homelessness
or movement into other institutional settings,
including prisons and residential facilities.®’

The development of mental healthcare followed
a different path in many colonized regions.
Colonial governments sometimes established

a single centralized psychiatric hospital in

an administrative center, but formal mental
healthcare remained unavailable to most of

the population.®? Colonial health systems also
prioritized officials and European settlers, while
Indigenous populations received limited attention.
As a result, families, spiritual communities, and
traditional healers continued to provide much

of the care for people experiencing mental
distress® This did not mean that mental iliness
was less common; rather, many people remained
outside formal healthcare systems.

These different histories of mental health
treatment continue to shape mental healthcare
today. Some countries are replacing large
institutions with community services, while others
are trying to build formal mental-health systems
in places where such services were never widely
available®* International mental health policy
now increasingly emphasizes human rights,
community-based services, and integration into
primary healthcare. The WHO’s Mental Health
Gap Action Programme and Comprehensive
Mental Health Action Plan 2013-2030 encourage
states to train nonspecialist providers, strengthen
local services, improve data collection, and
reduce reliance on isolated institutions.®® Despite
this shift, implementation remains uneven

because countries differ widely in funding,
workforce capacity, infrastructure, and political
commitment.

Further, stigma and discrimination remain major
barriers to treatment, recovery, employment,
education, and participation in community life.’®®
Stigma includes negative beliefs and stereotypes
about people with mental health conditions, while
discrimination occurs when those beliefs result in
unequal or harmful treatment.

Stigma can come in many different forms. Public
stigma refers to negative attitudes held by
society against individuals with mental iliness.
Key components of public stigma include
stereotypes, prejudice, and discrimination that
harms people living with mental iliness.’®” Another
form of stigma is self-stigma. Self-stigma occurs
when individuals face internalized negative
beliefs. Individuals who internalize these beliefs
may develop poor self-esteem or experience

the “why-try effect,” in which they stop pursuing
opportunities because they expect rejection or
failure. In a case of self-stigma, a person may
refuse to apply for a job because they assume
they will not be hired.’®® As a result, many people
with self-stigma may not attempt to improve their
quality of life. This leads to further feelings of
isolation and hopelessness.'®°

A leading cause of mental health stigma is
misinformation.®® Through media portrayals
and online consumption, the public may believe
that people with mental iliness are violent and
unstable. As a result, fear-based assumptions
are common. This can prevent patients from
receiving proper care®' Inaccurate media
portrayals can reinforce these assumptions,
while responsible public-health campaigns
and reporting standards may help reduce
misinformation. Stigma exists across many
cultures and socioeconomic groups, although
its causes and expression differ between
communities.®? However, these issues are still
significant barriers to solving this problem.

Cultural and religious beliefs can also influence
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how communities understand and express
mental distress, where people seek help, and
whether they trust and continue using formal
mental health services.!®® In some communities,
mental illness may be associated with personal
weakness, family shame, spiritual causes, or
moral failure®** However, religion and spirituality
can also provide meaning, emotional support,

a sense of belonging, and ways of coping

with distress. Cultural beliefs may also shape
how symptoms are expressed; for example,
some people may describe depression or
anxiety through physical symptoms rather than
psychological language.®> However, minority
populations may distrust health systems because
of historical discrimination, language barriers, or
previous mistreatment.®® Services that dismiss
patients’ beliefs or apply Western treatment
models without adapting them to the local
context may further weaken trust. International
strategies must therefore avoid treating stigma
as identical everywhere and should involve local
communities, faith leaders, educators, healthcare
workers, and people with lived experience.

Stigma presents a larger issue that not only
affects individuals, but society as a whole. The
World Health Organization has recognized
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stigma’s contribution to socioeconomic issues.
Unemployment, poverty, homelessness, and
reduced participation in community life have
largely been prevalent amongst people with
mental health conditions.®” As a result, the strain
and burden on families, healthcare systems,
and governments can increase. Stigma and
discrimination remain a significant challenge
for individuals who struggle with mental illness
across the world. Therefore, delegates must
consider how the WHA can encourage public
education and rights protections while allowing
campaigns to reflect local languages, cultures,
and sources of trust.

MENTAL HEALTH WORKFORCE AND
PROVIDER SHORTAGES

Strengthening the mental health workforce
remains a pressing issue in international
healthcare. The rising demand for psychiatrists,
counselors, and social workers has been met
with a shortage of qualified practitioners,
especially in low and middle-income countries
(LMICs). As a result, many individuals with mental
health conditions do not receive the proper
diagnosis, treatment, and support. A study of 29
mental health projects across Africa, Asia, Latin
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America, and the Caribbean found that limited
staffing, heavy workloads, insufficient supervision,
cultural differences, and difficulties retaining
trained workers could prevent new services from
continuing after initial training.'®®

A shortage of providers creates a major gap in
mental health services and disproportionately
harms vulnerable populations. The availability of
mental health professionals varies dramatically
between countries, with some low-income
countries reporting fewer than one psychiatrist
per 100,000 people®® This is especially
concerning because many of these countries
also experience a high burden of depression,
bipolar disorder, and suicide.?°°® This burden is
often measured in disability-adjusted life years
(DALYs), which combine years lost to premature
death with years lived with iliness or disability.

Workforce shortages are caused not only by
inadequate training and scarce resources.
Internationally, mental health professionals

also face difficult working conditions that can
contribute to burnout, compassion fatigue,
secondary traumatic stress, and workforce
attrition.?°' Repeated exposure to patients’
trauma and suffering can cause secondary
traumatic stress, including emotional numbness
and other symptoms resembling post-traumatic
stress disorder. Compassion fatigue refers to
physical and emotional exhaustion that can result
from this prolonged exposure.??

Positions lost through burnout, retirement, or
staff turnover cannot always be filled quickly.
For example, the COVID-19 pandemic placed
additional strain on mental health providers,

which intensified shortages in the industry.2°3
On the patient side, long wait times, limited
appointment availability, and reduced consistency
of care have contributed to overall worsened
mental health outcomes. The shortage issue
goes beyond just mental health systems, as
provider shortages affect entire healthcare
systems. The WHO projects a global shortage
of approximately 11 million health workers by
2030, mostly in low- and lower-middle-income
countries.2%4

Underfunding also limits the ability of mental
health systems to train, support, hire, and

retain qualified workers. This attrition worsens
existing shortages and places even greater
pressure on the staff who remain.?®®> Moreover,
unequal funding and working conditions can also
contribute to “brain drain.” Brain drain occurs
when individuals from LMICs who are qualified in
their fields migrate to more developed countries
in search of better pay, opportunities, and
working conditions.2%¢

Brain drain reduces the number of workers and
services in LMICs as it creates a loss of human
capital and deprives some communities of
essential resources. It also means that source
countries may pay to educate and train health
professionals without receiving the full benefit
of that investment.?°” One estimate found that
nine sub-Saharan African countries lost more
than USD 2 billion by training doctors who later
migrated to four major destination countries: the
United States, the United Kingdom, Canada, and
Australia.?® For psychiatrists, a source country
may lose at least 11 years of investment in
education and specialized training, as well as the

Low pay, high caseloads, inadequate supervision,
and limited opportunities for development can
cause workers to leave their positions.
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worker’s potential contributions to patient care,
teaching, and service development.2°°

Ultimately, workforce shortages remain a

major barrier to improving mental healthcare
worldwide. Countries must train more workers,
reduce burnout, and keep qualified professionals
in their jobs if they hope to close treatment
gaps. However, this will be difficult. Possible
solutions include expanding training programs,
improving pay and working conditions, creating
international training partnerships, and allowing
trained nonspecialists to provide some basic
services. States may disagree over whether this
task-sharing approach safely expands access
to care or gives workers responsibilities beyond
their level of training.

AFFORDABILITY OF MENTAL HEALTH
SERVICES

Many individuals with mental illnesses are
unable to afford services and counseling.
While mental health disorders account for a
large portion of the global burden of diseases,
the investment in mental health services has
remained low. Many individuals do not receive
treatment due to unavailable services, high
out-of-pocket payments, and limited insurance

coverage. LMICs are disproportionately affected.

This leaves millions of people with untreated
mental health conditions, which can increase
school absenteeism and dropout rates, reduce
workforce participation and earnings, and
reinforce cycles of poverty and economic
inequality.2’® Mental health conditions can
impair daily functioning, making it harder for
people to attend school, work consistently, or
maintain employment. This can lead to school
dropout, reduced productivity and earnings, and
unemployment. Families may also face medical
expenses and lost income. As a result, unmet
mental health needs can reduce economic
opportunities and quality of life for individuals,
families, and entire communities.?"

Mental health services remain severely

underfunded in many countries. Low-income
countries spend as little as 0.04 US dollars per
person, while high-income countries spend up to
65 US dollars per person.?”? This spending gap is
reflected in the availability of professionals: low-
income countries have roughly one psychiatrist
per million people, while high-income countries
have 70 times more.?®® As a result, many people
cannot receive adequate treatment. Globally, only
about 9 percent of people with major depressive
disorder receive minimally adequate care, falling
to approximately 2 percent in sub-Saharan
Africa.?*

Additionally, there is a significant divide between
rural and urban populations. In many LMICs,
mental health services are concentrated in
large psychiatric hospitals located within

urban centers. This forces rural populations to
travel long distances, which leads to increased
transportation costs and a loss of income from
missed work.?® A study of approximately 5,670
hospitalized mental health patients in Kenya
estimated costs over USD 13.3 million. This
included medical expenses and lost productivity,
which was equal to 10 percent of Kenya’s
Ministry of Health budget.2’® The true cost has
been assumed to be higher; because the study
focused on hospitalized patients, it may not
capture the full cost of informal care, untreated
illness, family caregiving, or lost income. Overall,
expanding mental health services in rural areas
is essential to reducing financial burdens and
ensuring that people can access the care they
need.

Mental health conditions also have massive
economic costs. Depression and anxiety

are estimated to cost the global economy
approximately one trillion USD annually.?" In
2019, global health data estimated that mental
disorders were responsible for 418 million
disability-adjusted life years. This is about 16
percent of the world’s total disease burden.?®
For comparison, all forms of cancer combined
accounted for approximately 250 million DALYs
that year.2® However, this is not a direct one-
to-one comparison because the estimates
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may use different methods, and the mental-
health figure includes both the direct burden

of mental disorders and additional health
effects associated with them. Nevertheless, the
comparison helps illustrate the scale of mental
disorders relative to widely recognized physical-
health challenges.

The economic effect is largely due to reduced
productivity, absenteeism, unemployment, and
healthcare expenditure. It affects labor markets
and national productivity. Presenteeism, or
working while physically or mentally unwell,

is another important part of this burden.??°
According to the WHO, depression and anxiety
cause an estimated 12 billion working days to be
lost globally each year, costing approximately
USD 1 trillion in lost productivity.??' A review

of 38 studies also found clear evidence that
poor mental health, particularly depression and
anxiety, is associated with both absenteeism and
reduced productivity while at work. Therefore,
untreated mental health conditions can create
significant economic losses even when affected
employees remain in the workforce.???

Countries can improve healthcare access
and efficiency by strengthening primary
healthcare, expanding community-based

services, developing the healthcare workforce,
and improving prevention and early diagnosis.
These reforms can allow more patients to
receive care in community settings rather than
relying entirely on hospitals or specialists.??®
For mental healthcare, this may include training
primary-care providers and other nonspecialist
workers to identify common conditions, provide
basic support, and refer patients who require
specialized treatment.??*

Universal Health Coverage (UHC) is one broader
framework through which governments can
support these changes. UHC aims to ensure

that everyone can obtain necessary, high-

quality health services without experiencing
financial hardship.??® This includes prevention
and treatment, as well as rehabilitation and
palliative care. However, UHC has three separate
dimensions: the number of people covered, the
services included, and the degree of financial
protection provided. Therefore, declaring
healthcare “universal” does not necessarily mean
that every service is available or affordable.??¢ For
mental healthcare to be meaningfully included

in UHC, national benefit packages may need to
cover services such as psychiatric consultations,
counseling, and essential psychotropic
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medicines.??” This is particularly important
because approximately two billion people globally
experience financial hardship from healthcare
costs.

Global technological innovations like telemedicine
and digital therapy also help with access and
affordability for mental health services. These
platforms have lowered service delivery costs
and extended care to remote locations.??®
However, unequal internet access and limited
digital infrastructure prevent many populations
from benefiting in many low-income countries.
Investment in health technologies will help ensure
equitable access to digital mental health services.

Affordability continues to be a barrier for mental
health care globally. Therapy, medication, and
specialized services remain out of budget for
many individuals, as they are too expensive and
typically not covered by national health insurance.
LMICs are disproportionately affected because
they have fewer providers available to diagnose
and treat mental-health conditions. Untreated
mental illness not only harms the individual but
also reduces productivity and costs the global
economy billions of dollars. However, access

to mental health care is achievable through
sustained public investment and community-
based efforts. For example, Zimbabwe’s
Friendship Bench program offers one example of
lower-cost community care. The program trains
local lay health workers to provide support from
benches located at primary healthcare clinics.
Patients receive up to six individual sessions of
structured problem-solving therapy, during which
they identify major problems in their lives and
develop practical steps for addressing them.22°
This model demonstrates how task-sharing may
expand access when specialist providers are
scarce.

ACCESSIBILITY IN CRISIS AND CONFLICT
ZONES

Armed conflicts, natural disasters, and
humanitarian emergencies can make mental

health care inaccessible. These crises can
destroy hospitals and clinics, displace healthcare
workers, disrupt medication supply chains,

and strain healthcare systems. All of these
factors can reduce patients’ access to mental
healthcare. This is especially important because
the effects of conflict, such as exposure to
violence, displacement, and loss of loved ones,
significantly increase the need for mental health
care systems. In fact, the WHO estimates that
approximately one in five people living in conflict-
afflicted areas experience some form of mental
health conditions.2%°

Access to mental healthcare becomes

extremely limited if health systems prioritize
physical injuries, shelter, and containment of
infectious diseases. Mental health care also
remains underfunded in times of crisis. Forced
displacement also limits access to mental

health services. In temporary camps or new
communities, mental health care is scarce or
nonexistent.?3! This leaves refugees and internally
displaced people (IDPs) with the inability to
receive care. Displaced populations face elevated
risks of depression, anxiety, and post-traumatic
stress.?32 However, over 74 percent of IDPs live in
regions where systematic mental health support
is nonexistent.?33

Women may face additional mental health risks
arising from caregiving burdens, displacement,
gender-based violence, and unequal access

to resources.?®* Cost, stigma, restrictions on
women’s movement, damaged healthcare
systems, and shortages of services can further
prevent women from receiving treatment.
Support may be especially difficult to reach for
women fleeing rural areas or active frontlines.?3®
For example, UN Women reported that 77
percent of the women it interviewed in Gaza were
responsible for feeding and caring for children
while also coping with displacement, deprivation,
and their own psychological distress. In Ukraine,
women have performed up to 56 hours of
childcare per week during the war, while 42
percent were considered at risk of depression.?3¢

History and Description of the Issue



Other vulnerable populations, including children
and older adults, may face additional barriers to
treatment. Children’s developmental stage and
dependence on adults can affect their ability

to recognize, communicate, and receive help
for mental-health conditions. Their symptoms
may also appear as changes in behavior, such
as anxiety, aggression, nightmares, or declining
school performance.?®” Older adults may have
complex healthcare needs because they are
more likely to experience disability, multiple
chronic conditions, and the effects of taking
several medications.?®®

The consequences of not having access to
mental-health care extend beyond individual
well-being. When psychological effects are
ignored, they can last for years and make it
harder for affected people to cope, recover, and
rebuild their lives. Humanitarian responses are
increasingly recognizing psychological recovery
as an essential part of emergency response

and reconstruction. In 2024, the World Health
Assembly adopted its first resolution calling

for mental-health and psychosocial support
across emergency preparedness, response,

and recovery.?*®* The World Health Organization
has emphasized that mental-health care is not

a luxury, but rather an essential service that
supports survival, dignity, and long-term recovery.
Although 85 percent of countries experiencing
emergencies now report providing some mental-
health support, the WHO warns that its coverage
and quality remain inadequate.?4°

International organizations have also pushed to
promote community-based mental health and
psychological support (MHPSS). This integrates

clinical care with social interventions to support
emotional well-being and strengthen local
resilience. They focus on reuniting separated
families or establishing youth hubs to help
restore stability and routine. Along with that, they
attempt to provide basic services and security
to help alleviate immediate psychological stress.
This moves systems away from relying solely

on psychiatric hospitals. Programs train primary
healthcare workers through initiatives such as
WHO'’s Mental Health Gap Action Programme,
which has allowed non-specialist providers to
diagnose and treat mental health conditions.?*
With these initiatives, community centers,
schools, and mobile clinics have expanded within
many humanitarian settings.

Countries that have experienced conflicts or
natural disasters such as Lebanon, Kosovo,

and Sri Lanka have expanded their community-
based services and decentralized care to
address mental health conditions that are
created by those experiences.?*> Humanitarian
mental health programs also often depend on
international assistance that may be inconsistent
or insufficient. As emergencies continue,
organizations may reduce or end their operations
because of funding limitations, competing
priorities, logistical challenges, and security

risks, leaving refugees with fewer services.?*
With limited infrastructure, shortages of trained
professionals, and insufficient investment from
governments and international donors, conflict-
affected populations may remain unable to obtain
the mental-health care they need. Delegates
thus must consider how emergency mental
health programs can continue after international

Many countries that experience crises and conflict
have shown ways to strengthen long-term mental

health systems.
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funding declines and how crisis services can
be incorporated into permanent national health
systems.

Current Status

EXPANSION AND REGULATION OF
DIGITAL MENTAL HEALTHCARE

Digital technology has transformed the delivery
of healthcare. Telehealth, mobile applications,
and electronic health records can improve

the reach and efficiency of mental healthcare.
This has allowed many countries to overcome
geographic barriers to treatment, rising demand
for services, and shortages of healthcare
professionals.

Digital mental health services expanded

rapidly at the start of the COVID-19 pandemic.
Professionals were able to provide mental
healthcare online as many services became
remote. Mental health telehealth use saw a surge
from just one percent to over 50 percent of
outpatient behavioral health appointments during
the peak of the pandemic.2** While many of
these initiatives began as temporary emergency
responses, many governments have integrated
digital mental health strategies since.

The WHO'’s Global Strategy on Digital Health
2020-2025 and the Comprehensive Mental
Health Action Plan 2013-2030 are two

major global frameworks that focus on using
technology to expand access to services.

One relevant global target is that 80 percent
of countries will be routinely collecting and
reporting at least a core set of mental health
indicators every two years through their
national health and social information systems
by 2030.24° These indicators measure areas
such as the use of primary and outpatient
care, hospital admissions, treatment outcomes,
suicide mortality, the prevalence of mental-health
conditions, and the physical health of people
with mental-health conditions. The WHO also

monitors broader system indicators, including
workforce levels, community-based facilities,
prevention programs, and the integration of
mental health into primary healthcare.?*¢ Digital
systems may make this information easier to
collect and analyze, particularly in countries
where health data remain limited. This target
reflects the growing role of digital systems

in monitoring needs and expanding care,
particularly in LMICs.

Australia has emerged as a leading example

in combining digital technology and mental
health. Healthcare inequalities and geographic
barriers persist, but digital solutions such as
Head to Health or Medicare Mental Health have
caused change. These are government-funded
programs that provide free, confidential mental
health support. Originally starting in 2017, Head
to Health also provides mental health resources
that include self-assessment tools, educational
materials, and connections to licensed
providers.2*” These resources can help people
who are struggling with mental health get access
to medical treatments. This organization also
started a national telephone hotline. This hotline
was staffed by triage workers who assessed
callers and paired them to regional support.
Along with that, they maintained a centralized
website and featured online therapy programs,
apps, and self-help tools. Starting in March

of 2025, they rebranded to Medicare Mental
Health, where they have helped bridge the gap
for rural and remote patients in accessing online
care and resources. Their walk-in and in-person
centers also do not require diagnosis, referral,

or appointments. Overall, this has significantly
improved rates of efficiency and accessibility, as
early pilot data showed that 92 percent of people
who used the service reported an improvement in
their mental health.?48

Australia has also expanded telehealth
consultations through the Medicare Benefits
Schedule. The Medicare Benefits Schedule
allows eligible telehealth appointments to receive
government reimbursement, helping make
remote consultations more affordable. Within
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the mental health sector, this allows mental
health practitioners to provide assistance and
schedule crucial appointments and then get
certain payment afterward.?*® With the initiative
widely implemented across Australia, people
living in remote and rural regions can access
these consultations while reducing travel costs
and improving continuity of their care. MindSpot
is another Australian Government initiative that
operates as a free national digital psychology
clinic. It provides online and telephone-based
assessments and treatments for conditions
including anxiety and depression. Patients

can discuss their assessment results with an
experienced therapist and receive therapist
support throughout treatment.?®° In total,

these initiatives allow for many Australians to
access structured online therapy while creating
outcomes that are comparable to face-to-face
psychological services.

The ongoing war in Ukraine has severely

strained health services and damaged essential
infrastructure. Since February 2022, nearly 2,600
attacks on Ukraine’s healthcare system have
been documented, including more than 1,380
attacks that damaged or destroyed hospitals

and clinics.?® In response, the WHO has provided

mental-health and psychosocial-support training
to more than 1,400 people, while its Mental
Health Gap Action Program (mhGAP) trained
338 healthcare workers across 117 locations.?%?
The mhGAP program uses online courses

and university programs to train more health
professionals and regularly monitor digital mental
health services.??

Further, digital tools may provide additional
support when trained professionals are scarce.
One study involving 104 women with anxiety
disorders in active war zones found that an Al
chatbot called “Friend” could complement the
work of human therapists.?** However, long-term
recovery will require workforce training, stronger
primary healthcare, and the integration of mental-
health support into community health services.

Despite its potential, digital mental healthcare
creates new barriers. Limited internet access,
unreliable electricity, low digital literacy, language
barriers, and the cost of devices may exclude
already underserved populations. Governments
must also address patient privacy, cybersecurity,
informed consent, clinical quality, and the
regulation of mental health applications. The
WHA could promote common standards for
digital care or allow states to develop different
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rules, based on their legal systems and
technological capacity.

GOVERNMENT COMMITMENT TO
COMMUNITY-BASED MENTAL HEALTH
SYSTEMS AND PRIMARY CARE
INTEGRATION

Mental healthcare in many countries remains
centered on psychiatric hospitals that provide
treatment only after mental health conditions
have worsened or become severe. Institutional
care is a necessary and crucial aspect of care for
intensive treatment. However, this model often
has many obstacles and difficulties for individuals
suffering from mental health conditions.
Separation from families, limited access in

rural areas, and long waiting periods may deter
individuals from receiving formal institutional
care. The WHO has identified community-based
mental health services integrated into primary
healthcare as one of the most effective methods
for reducing the global treatment gap.2®® This
strategy can promote recovery, protect human
rights, and improve long-term health outcomes.

Community-based mental health systems
bring services closer to where people live by

integrating mental healthcare into local clinics,
schools, family health centers, and social
services.?®® Some models place behavioral-
health specialists directly within primary-care
teams. Others use care managers, primary-
care physicians, and consulting psychiatrists
to coordinate treatment.?®” Although the exact
structure differs, these approaches seek to
identify conditions earlier, reduce pressure on
psychiatric hospitals, and connect mental and
physical healthcare.

The shift moves away from large psychiatric
institutions. Instead, it focuses on delivering
services through local clinics, family health
centers, schools, and other community-

centered organizations. The WHO supports

this transition as an important part of achieving
Universal Health Coverage, especially as
demand for mental-health services continues

to grow following the COVID-19 pandemic and
humanitarian crises. One initiative supporting this
transition is the WHO’s Mental Health Gap Action
Programme, or mhGAP. The program trains
nonspecialist healthcare workers to identify

and manage selected mental, neurological, and
substance-use conditions under appropriate
supervision. It provides evidence-based

e
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guidelines and training materials that help
primary-care workers assess and manage
conditions such as depression, psychosis,

and epilepsy in settings where specialists are
scarce. It has been introduced in more than 100
countries.?%®

Implementing these programs may include a
“train-the-trainer” model, in which experienced
trainers prepare local supervisors, who can then
train and support additional healthcare workers
to bridge the worker shortage. Local community
primary health professionals are provided with
adequate evidence-based training manuals that
equip primary care staff with the knowledge

to manage conditions such as depression,
psychosis, and epilepsy in under-resourced
areas.?® By allowing trained nonspecialists to
provide basic care and then refer more complex
cases, MhGAP can help countries expand
services, despite shortages of mental-health
specialists.

Chile provides one example of integrating mental
healthcare into primary and community care.?5°
Chile’s public health sector, which serves most

of the population, operates approximately 2,000
primary-care facilities throughout the country.?s!
This includes family and community health
centers. Through these facilities, the country
expanded a national depression-treatment
program that combined patient education, regular
follow-up, medication when appropriate, and
referrals for patients requiring specialized care.2%?
This approach allowed people to receive mental-
health support through the same local system
that provided their general healthcare. Chile’s
experience demonstrates how integrating mental
health into primary care can expand access,
although implementation still requires sufficient
staff, resources, training, and connections with
specialized services.?%?

Community-based care and primary-care
integration have become central strategies for
strengthening mental health systems. However,
reform should not simply close psychiatric
institutions without first creating adequate

local services. Delegates must determine how
states can expand community care, while also
preserving safe inpatient treatment for people
who require intensive or emergency support.

CASE STUDY: SWEDEN’S PROGRESSIVE
APPROACH TO MENTAL HEALTH CARE

Sweden has developed comprehensive,
community-based approaches to mental health
care and promoted the integration of mental
health services into universal healthcare. It has
also focused on prevention, early intervention,
social inclusion, and rehabilitation. Sweden
provides one example of sustained government
investment, strong social welfare policies, and a
decentralized model.

Sweden’s decentralized system shares
responsibility across the national government, 21
regional councils, and 290 municipalities within
the country. Each has its own responsibilities.
The government establishes healthcare laws
and national policies, the regional councils
provide medical and psychiatric help, and the
municipalities drive social assistance such

as housing, employment assistance, and
rehabilitation.?%* Sweden primarily finances

its healthcare through taxation, which means
residents have access to these services
regardless of their income or financial status.
This system depends on sustained public funding
and coordination across national, regional, and
municipal authorities.?®® Thus, sustained public
funding and shared responsibility help create
accessible and long-lasting mental healthcare.

Sweden’s community-based system developed
after several decades of deinstitutionalization.

Its 1995 Community Mental Healthcare Reform
sought to move people receiving long-term
institutional care back into their communities and
clarified municipal responsibility for housing, daily
activities, rehabilitation, and social support.2¢®

By the mid-1990s, Sweden no longer maintained
beds in standalone mental hospitals, although
psychiatric inpatient care continued in general
and forensic hospitals.?6” However, the reform
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revealed the continuing challenge that regional
psychiatric services and local social services

did not always coordinate effectively when both
were responsible for the same patient. Currently,
Sweden is continually implementing and
improving its mental healthcare systems.

Mental healthcare in Sweden is also viewed

as an essential component of overall health
rather than a separate or specialized service.
This mindset has allowed for new solutions

to address mental health issues before they
become severe. The Swedes have created
digital health solutions and promoted e-health,
but their focus has largely remained on early
intervention. Following the pandemic, Swedish
telehealth and digital consultations leveled out
to roughly 319 digital teleconsultations per 1,000
citizens, remaining a vital component of primary
healthcare.?%® Further, a variety of preventative
programs in schools educate children on safe
coping mechanisms, mindfulness, and stress
management. Sweden has also implemented
youth clinics for people under 25. These cover
basic mental health issues but also sexual
health, relationships, and substance abuse.?®°
As the entirety of its mental healthcare system
is decentralized, these programs are run and
staffed by a multidisciplinary team which includes
social workers, nurses, and psychologists.

This emphasis on youth is not a coincidence.
The government has recognized that youth
mental health risks serve as a public health
priority because of young people’s increased
rates of depression, anxiety, and stress.?”®
Their commitment to and investment in young
people has created early support mechanisms
and reduced long-term consequences. An
example of this is the Child and Adolescent
Psychiatry system, a publicly funded specialist
mental healthcare system for children under
the age of 18. It provides assessment, therapy
and treatments for different conditions such
as ADHD, autism, depression, and anxiety.?”
However, growing demand for psychiatric
support has created long waiting times and
placed additional strain on staff.?? In response,

organizations such as the Swedish Association
of Local Authorities and Regions have worked
alongside regional health authorities to improve
coordination, monitor service performance, and
implement strategies that improve efficiency and
stability of the country’s mental health system.

Sweden has also continued to maintain a

strong mental health workforce. From 2020

to 2023, they have retained approximately

19-23 psychiatrists per 100,000 citizens.?™®
These numbers are significantly greater than

the average for many high-income countries,
which average approximately 10-13 per 100,000
people. However, there are challenges that
persist. Between 2011 and 2024, the proportion
of Swedes aged 16-84 reporting feelings of
anxiety or stress increased from 31 percent to
44 percent.?2# Of that percentage, 8 percent
reported having severe symptoms related to
those feelings in 2024. To combat this, the
Swedish government announced a 10-year
national strategy for mental health and suicide
prevention in January 2025. This was created

to improve mental well-being, decrease suicide
rates, reduce preventable mental-health
inequalities, and improve outcomes for individuals
with mental-health conditions. The strategy
treats mental health and suicide prevention as
responsibilities that extend across society and
relevant policy areas. Its priorities are intended to
guide planning, implementation, and follow-up at
the national, regional, and local levels. A separate
action plan for 2025-2026 identifies concrete
measures for beginning implementation.?”s

Sweden demonstrates how public financing,
local administration, primary care, youth services,
and specialist treatment can operate within

one mental health system. However, rising
demand and long waiting periods show that even
well-funded systems face capacity problems.
Delegates should therefore consider which
elements of Sweden’s approach can be adapted
elsewhere and which depend on financial and
institutional resources that may not be available
in every country.
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Bloc Analysis

Member States broadly agree that mental
healthcare should become more accessible, but
they disagree over how reform should occur.

The first point of division is about specialized
institutions and community-based care. Some
states support a rapid transition toward local
clinics, primary-care integration, and independent
living. Others argue that psychiatric hospitals
remain necessary and that reform should
proceed gradually to avoid eliminating intensive
services before community alternatives exist.

A second division concerns workforce policy,
since some states support training nonspecialist
healthcare workers to provide basic mental
health services, whereas others emphasize
professional licensing, specialist supervision, and
the risks of asking workers with limited training to
manage complex conditions.

A third division concerns financing and
international responsibility. Lower-income states
may seek international funding, workforce
training, affordable medicines, and technical
assistance. Donor states may disagree over

the amount, conditions, and oversight of that
assistance. States may also differ over whether
mental healthcare should be included in

publicly financed universal health coverage or
supported through a mixture of public, private,
and community providers. Finally, states disagree
over digital mental healthcare. Telehealth and
mobile applications could be affordable ways to
reach underserved populations. However, other
states face unequal internet access and raise
concerns such as patient privacy, cybersecurity,
clinical quality, and the need to regulate private
technology companies.

BLOC 1: STATES PRIORITIZING
BASIC ACCESS AND INTERNATIONAL
ASSISTANCE

This bloc includes primarily low- and lower-
middle-income countries, as well as other states
with limited mental-health system capacity. These

states have limited mental health accessibility
and notable treatment gaps. Systemic barriers
include underinvestment in mental health
resources, shortages of trained professionals,
geographic isolation, costs of treatment, and
lack of general healthcare infrastructure.?2”®¢ WHO
estimates that approximately four out of five
people in low- and middle-income countries who
need mental, neurological, or substance-use
services do not receive them.?”” Therefore, many
people may experience worse health outcomes
and a diminished quality of life.

These states are likely to prioritize basic services,
workforce training, essential medicines, and the
integration of mental healthcare into existing
primary-care systems.2’® Across all countries, the
median government allocation to mental health
remains approximately 2 percent of government
health spending, while spending in low-income
countries may be as little as USD 0.04 per
person.?”® Further, some countries in this bloc
may have fewer than a single psychiatrist per
100,000 individuals. Rural populations may also
face obstacles such as limited transportation
infrastructure, lack of community-wide services,
and limited finances.?8° However, a commitment
to developing mental healthcare systems from
early-stage intervention to long-term care can
help mitigate these challenges.

In committee, this bloc is likely to seek
international financing, technical assistance,
affordable medicines, training for nonspecialist
providers, and support for community clinics.
These states may favor flexible targets and
gradual reform because ambitious international
standards could be difficult to implement without
additional resources. Representative countries
for this bloc may include India, Kenya, and
Nigeria.?®" All three continue to face significant
shortages of mental-health workers and
substantial gaps in access to services, making
basic access and health-system capacity
important priorities.?82
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BLOC 2: STATES SUPPORTING GRADUAL
REFORM AND NATIONAL FLEXIBILITY

Countries in this bloc have recognized mental
health as a growing public health priority and
have begun implementing reforms. These
countries have generally introduced mental-
health legislation or national policies, developed
community-based programs, trained healthcare
workers, or begun integrating mental-health
services into primary healthcare.?®® Despite these
improvements, demand for mental-healthcare
services continues to exceed existing workforce,
funding, and infrastructure capacity. These
countries will thus focus on the transition from
building foundational services to expanding the
coverage, quality, and accessibility of existing
systems.

Countries in this bloc will focus on expanding

the initiatives and systems that have previously
proven successful. However, governments may
disagree about how quickly reform should occur,
how much authority should remain with national
and local governments, and whether international
targets should be mandatory or adjusted to each
country’s resources and institutions.

Brazil provides one example of a currently
successful program with its Psychosocial Care
Centers, known as CAPS. These serve as a
foundation of the country’s community-based
mental-health network and are integrated with
primary healthcare.28* The Philippines has also
used its Mental Health Act and WHO’s mhGAP
program to train specialized and nonspecialized
workers, strengthen referral pathways, and move
services closer to local communities.?®® Chile and
Thailand have also both integrated mental-health
services into primary healthcare, demonstrating
that countries in this bloc already possess
national programs which can be expanded, rather
than replaced.?®®

Countries in this bloc may include Brazil,
South Africa, Mexico, Thailand, Chile, and the
Philippines.?®” Brazil and South Africa illustrate
countries with greater mental-health capacity

than many states with less-developed systems,
but that have continuing gaps in funding,
workforce, and access.?®® In committee, these
states may support a practical expansion of
successful national programs while preserving
flexibility over the pace and structure of reform.
They may support community care, workforce
training, primary-care integration, and digital
services, yet resist uniform requirements that do
not account for national resources, culture, and
existing institutions.

BLOC 3: STATES SUPPORTING
COMPREHENSIVE, RIGHTS-BASED
MENTAL HEALTH SYSTEMS

Countries in this bloc have comparatively
well-resourced mental-health systems. These
countries also have strong general healthcare
infrastructure and established national mental
health policies. They provide a range of services
that may include community-based treatment
alongside regulated specialist and inpatient
care. These countries already have substantial
institutional capacity; therefore, they are likely
to focus on how they can expand services

for prevention, early intervention, community
support, and acute treatment. Higher national
income does not guarantee equal access

to mental healthcare, but it generally gives
governments greater capacity to finance
services, employ specialists, and maintain
national programs.28®

This bloc may support international cooperation,
stronger human-rights protections, community-
based care, youth services, and digital tools
that expand access. These countries may also
promote policies that address inequalities faced
by marginalized populations and give patients
and people with lived experience a greater role
in decision-making.2?®® In committee, they may
support shared international targets, stronger
reporting requirements, and financial or technical
assistance for countries seeking to expand their
services. However, they may disagree over how
these standards should be monitored and how
much assistance wealthier countries should
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provide.

Countries that may fit this bloc include Sweden,
Norway, Finland, Canada, and Australia. These
countries generally have well-established
healthcare infrastructure, national mental-health
policies, and comparatively greater capacity

to finance comprehensive services.?®' Recent
initiatives show a particular focus on suicide
prevention, youth care, community services,
workforce development, and digital access.
Sweden also adopted a ten-year mental-health
and suicide-prevention strategy in 2025.2%2
Canada established a CAD 500 million Youth
Mental Health Fund, while Australia maintains
national strategies for its mental-health
workforce and digital services.?%

Despite this capacity, these countries continue
to face growing demand for care, workforce
pressures, waiting periods, and unequal access
among rural, Indigenous, and other underserved
populations. For example, 2025 data also show
that more than 8 percent of people in Canada
and Finland reported unmet healthcare needs
because of costs, distance, or waiting periods.?®*
This bloc’s national systems provide useful
examples of sustained public investment and
national coordination, but they should not be
presented as universally accessible or free from
rights concerns. Other states may also question
whether these countries’ expensive models can
be transferred to health systems with fewer
workers and financial resources.

Committee Mission

Mental health is no longer a challenge that is
confined to individual states. Instead, it is a global
public health priority that demands coordinated
action. As the decision-making body of the World
Health Organization, the World Health Assembly
can establish priorities, adopt strategies and
recommendations, encourage reporting, and
coordinate technical assistance. However, it
cannot directly redesign national health systems

or require governments to adopt a single model
of care.

Delegates must determine which mental health
services should receive priority and how states
with different resources can implement them.
Resolutions may address community-based care,
primary-care integration, workforce training,
essential medicines, stigma and discrimination,
crisis response, digital services, and the
protection of patient rights. Delegates should
also consider how reforms will be financed and
how countries can measure progress without
creating reporting requirements that overburden
weaker health systems.

The WHA treats mental health as a core global
priority through the Comprehensive Mental
Health Action Plan 2013-2030, focusing on
universal health coverage, integration into
primary care, and crisis response.?®> Key agenda
items should prompt WHA delegates to consider
how governments can report on their progress
in increasing investment in mental-health
services, transitioning to community-based

care, expanding access for young people, and
improving crisis response.

Successful resolutions should clarify the
appropriate roles of specialists, nonspecialist
providers, schools, community organizations,
private technology companies, national
governments, and international partners. They
should also preserve necessary emergency
and inpatient care while reducing excessive
reliance on isolated institutions. Ultimately, the
committee must create flexible recommendations
that expand access, protect human rights, and
remain realistic for countries at different stages
of mental health-system development.
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Research and Preparation Questions

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

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

and learning objectives surrounding your topic.

1 Which NCDs are most common in your
country, and how do they affect its population,
healthcare system, and economy?

2 What lifestyle, environmental, and social risk
factors are contributing to the rise of NCDs in
your country?

3 Which populations are most vulnerable to
NCDs in your country, and what actions are
being taken to protect them?

4 What policies has your country implemented
to prevent NCDs, such as food labels, taxes,
advertising restrictions, or health programs?

5 How does your country provide early
diagnosis, affordable medicines, and long-term
treatment for people living with NCDs?

6 How does your country balance funding for
NCD prevention and treatment with its other
public health priorities?

7 What actions has your country supported
internationally to address NCDs, and what
solutions would it propose in the World Health
Assembly?

How does the migration of trained mental
health professionals from LMICs to high-
income countries affect the countries they
leave behind?

How have religious institutions, schools, and/or
workplaces been effective spaces to reduce
mental health stigma?

Which digital mental health programs have
produced measurable improvements in patient
outcomes, and could these models realistically
be expanded to countries with limited internet
access?

How are mental health services determined to
be covered by public health insurance or not?

How can governments measure whether
mental health funding is actually improving
access and patient outcomes?

How do mental health services account for
language, cultural, and religious differences
between populations?

Research and Preparation Questions
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