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The Southern Regional Model United Nations—SRMUN XVII

Dear Delegates,

It iswith pleasurethat | welcome you to the World Health Organization (WHO) of the 17th annual Southern
Regiona Model United Nations (SRMUN). My name is Romina Savova and | will serve asy our Director this year.
Thisismy third year at SRMUN and my first as a staff member. | have participated in various conferences, both
nationally and internationally. | am currently attending Emory University in Atlanta and double majoring in
Economics and International Studies, hence my interest in global affairs.

The World Health Organization is plenary-sized SRMUN committee and it is my honor to serve asthe director of
this body. After carefully considering the various topics for this session, | choseissuesthat | believe are of current
concern and are unfolding both within the international media and among civil society. Y our topics for this
conference are:

l. Intellectua Property Rights and Access to Essential Medicines;
. Eliminating Malarig;
[I. Responding to Avian Influenza and Other Deadly Diseases.

You will notice that all of these topics currently affect some, if not all, countries of the world. Indeed, responding to
potential epidemics and pandemics, such as avian influenza, is an issue that requires the immediate, united
collaboration of this body. Thetopic on intellectual property rights requires you to analyze the work of an important
commission created to address that issue and make recommendations based on their report. Finally, our topics on
combating preventable diseases will address situationsthat have the potential to be fully alleviated, yet in many
cases lack the political will to do so. | hope these topics pique your interest and that you become knowl edgeabl e of
them by the time we begin the conference in November.

As delegates of the World Health Organization, you are each required to submit a position paper reflecting your
countries stance on theissues presented in the background guide. It should be no longer than 2 pages, single-
spaced. You arerequired to address al three topics in the order that you wish to see them discussed. | hope that
you will find the background guide on these topics hel pful in explaining the issues at hand and that you will utilize
the committee directive to formulate insightful position papers with careful consideration paid to developing
solutions for the problems presented. The background guideis only intended to provide you with the foundational
material you need to begin researching the topics and your countries’ positions. Due to the delayed posting of this
guide, the position paper deadlinefor the World Health Organization has been extended. Y our position
paper s should be submitted both to me and to the Director-General, Laura Merrell (dg@s mun.org) no later
than 11:59pm EST on NOVEMBER 6th, 2006.

As they become available, | hope you will have the chance to read the updates on our topics. Throughout the
preparation process, please do not hesitate to contact me with any concerns you have related to our committee. |
wish you the best of luck and success in this committee and | ook forward to meeting you all in November.

Romina Savova Elizabeth Kayed Laura Merrell
Director Assistant Director Director-General

who@srmun.org who@srmun.org dg@smun.org



TheHistory of the World Health Organization

Prior to the establishment of the World Health Organization (WHO) there was little cooperation between nation
statesregarding issues of health. Although health problems often transcend national borders, without the assistance
of a coordinating ingitution, thereislittle incentive for individual governmentsto engage in collectively beneficial
action. The WHO was established on April 7, 1948 in order to facilitate cooperation between the member states of
the United Nations." It maintainsthat: “the enjoyment of the highest attainable standard of health is one of the
fundamental rights of every human being without distinction of race, religion, political belief and economic or social
condition.”? In order to ensure that all human beings do indeed attain this fundamental right, the WHO has
implemented a variety of policies over the latter half of the twentieth century. In the 1950s the Organization used its
vaccine program to battle diseases like small pox, which was eventually eradicated. It continues to fight against
other diseases such asmalaria. In the 1970s and 1980s it focused on renovating devel oping countries’ health
programs and funding management.® It also improved its vaccine initiative by increasing the program'’ s coverage
with the Expanded Programme on Immunization in 1974.* The WHO vaccine program has achieved remarkable
success in combating measles, polio, diphtheria, tetanus, pertussis and tubercul osis.

Although the WHO has seven regional offices that represent member state groups, it isthe headquartersin Geneva
the serves as the primary decisi on-making body of the Organization and the World Health Assembly convenes.®
Every May, and in necessary special situations, 192 member states representatives determine the Organization’s
policies and consider thereports of the Executive Board, which consists of 32 technically qualified expertsin health.
They also supervise the financial strategies and review and approve the proposed distribution of its $1 billion
budget.® The budget must cover the cost of 3,500 Secretariat employees and health programs in aimost every
country of the world.” Since 2000, the Organization has also been responsible for supervising the achievement of
the health re ated Millennium Devel opment Goals (MDGs), a set of eight objectives designed to reduce poverty and
hunger, to combat ill-health, gender inequality, lack of education, lack of accessto clean water and environmental
degradation. The WHO tracks the progress, measures and reports on the MDG indicators of health.®

The policies of the WHO are wide in scope and range from devel oping, establishing and promoting international
standards with respect to food, biological and pharmaceutical products to assisting Governmentsin strengthening
health services.” Policies are often based on health recommendations made by the General Assembly (GA), the
Economic and Social Council (ECOSOC), the Security Council and the Trusteeship Council of the UN. The WHO
reports to ECOSOC in accordance with any agreement between itself and the UN.*® One particularly important
policy with regardsto WHO isrelated to HIV/AIDS. The WHO guides the UN system in the international reaction
to thisdeadly virus. The HIV/AIDS Department, a WHO committee, provides evidence-based, technical support to
WHO member statesto help them improve treatment, care and prevention services as well as drugs and diagnostics

supply.*
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In order to choose the Organization’s policies, WHO del egates each have one vote. For aresolution to pass, a
majority of delegates present and voting must support it. Creating formal relations with the UN and NGOs must be

approved by two thirds of the member states.*?

To carry out its policies on aglobal degree, the WHO collaborates with various non-governmental organizations
(NGOs). It maintains cooperation and formally connects with them through its Civil Society Initiative. Theaim of
this segment of the WHO is “to promote the palicies, srategies and programs derived from the decisions of the
Organization's governing bodies.”** There are currently 182 NGOs that currently cooperate with the WHO.* The
NGO nei\slvork system is complemented by a paralldl system of nationa institutions known as Collaboration
Centers.

All 192 UN member states arerepresented in the World Health Organization.
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l. Intellectual Property Rights and Accessto Essential M edicines

I ntroduction

Many infectious diseases are exceptionally prevalent in developing countries.™® In 1998, onein five South Africans
was suffering from the human immunodeficiency virus (HIV) or the advanced version of the disease, known as
acquired immunodeficiency syndrome (AIDS)."" Although thereisno cure for thisfatd illness, thereare

medi cations, such as antiretroviral treatmentsthat can ease the health burden and extend the lives of those living
with HIV/AIDS.® Although the production costs of these drugs are very low, most are only available at very high
prices. The cost of treating an AIDS patient is approximately $15,000 ayear.'® Thisisan exorbitant amount for a
country where the average citizen earns $3000 per annum.

Antiretroviral drugs are so highly priced in South Africaand other countries because they are protected by
international intellectual property statutes and eligible for patents. According to the World Intellectual Property
Rights Organization (WIPO), intellectua property is defined as the “ creations of the mind” and includes inventions,
literary and artistic works, symbols, names and designs used in commerce.”* New medicines are considered
inventions and are hence granted patents?® Patents ensure that the innovator is allowed to solely market, distribute
and price the new invention for aperiod of 20 years.®

Because the South African government cannot afford to subsidize the patented antiretroviral medicines, many South
Africans are left untreated.* Recognizing this problem, the government passed a law in 1998 that would enableit to
acquire antiretroviral treatments from countries where the medicines were not protected by patents.?® These cheaper
medicines, it argued, would enable the government to provide better healthcare for its citizens. In responseto the
law, 39 pharmaceutical companies filed alawsuit against the South African government, claiming that the
government was infringing on their intellectual property rights?® Although the lawsuit was eventual ly dropped
because of the public image ramification for the pharmaceutical companies, it illustrates the fundamenta conflict
between protecting intellectual property rights and improving access to healthcare.

History

Antiretroviral drugs, like some other trestments, are considered essential medicines. The World Health
Organization (WHO) defines essential medicines as “those that satisfy the priority health care needs of a
population.”?” Besides antiretrovira drugs, the WHO also classifies another 311 drugs as essential. Theseinclude
anesthetics, antiallergics, anti-infective medicines, cardiovascular drugs, psychotherapeutic medicines and certain
vitamins.?® Considering the importance of these drugs, there have been vast improvementsiin their global provision.
Thetotal number of people with access to essential medicines hasincreased from 2.1 billion in 1977 to 3.8 billion in
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1997.% Despite these strides, the lack of access to essential medicinesis still one of the most dire health problems
facing the world today.* Indeed, nearly one third of the world's population is still unable to regularly obtain
essential medicines® It is estimated that, with improvementsin the provision of essential drugs and vaccines, 10
million lives could be saved annually.*

The WHO has identified several general impediments to the devel opment of equitable access to medicines. Health
reformsin certain countries have eroded funding for health programs and essential drugs. Furthermore,
governments often place the burden of paying for essential medicines on their citizens. This problem is particularly
severe in devel oping countries, where patients pay for 50 percent-90 percent of their medicinesalone® Further
exacerbating the problem are the high costs associated with the sustained use of essential drugs, particularly for
terminal diseases such as HIV/AIDS, malariaand tuberculosis.® These factors, aone or in combination, are often
responsible for the inadequate availability of essential medicines.

Fortunately, medical research is continuoudy yielding improved medicinesthat offer patients the opportunity to live
longer, healthier lives. Indeed, innovation isthe key to ensuring the mitigation and ultimate eradication of fatal
illnesses. Scientific discoveriesin public health “involve the introduction of new ideas, policies, methods and
programs to improve the popul ation’s heal th status.”** Continued improvements in healthcare treatments are
currently more essential than ever before. Additional research on molecular genetics and human and pathogen
genomes could lead to new vaccines, medicines and other methods for controlling health problems.®* Consequently,
itisof crucial importance to ensure that the research and devel opment of essential medicines continues. To this end,
inventors of new drugs are awarded intellectual property rights in the form of patents. Intellectua property rights
enable the inventor to recover the high sunk costs; about US$ 802 million for each newly introduced medicine,
associated with research and development.®” Thus, they act as an incentive for inventors to create new drugs.

Whileintellectual property rights are beneficial to the extent that they encourage innovation, they can also be
detrimental to the ability of patients to access drugs. Because patents allow innovators exclusive pricing rights, they
charge high prices for drugsthat have very small manufacturing costs.®® Although prices are not the sole
determinants of access to medicines, they do play a very important role. The affordability of medicines, like that of
all other goods, can act as a powerful barrier to obtaining them on aregular basis. Inlow-income countries the
problem is compounded by minimal government funding for health programs, poor delivery systems and a lack of
distributional facilities® Thus there remainsa fundamental conflict between encouraging innovation and achieving
sustainabl e access to essential drugs.

History of Intellectual Property Rights
According to the Queen Mary Intellectual Property Research Ingtitute, the term intellectual property rights “most

likely first became widely used during the twentieth century.”* Internationally, the term is divided into two
categories: Industrial Property and Copyrights, by the WIPO.** Both on the national and international level, the
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purpose of intellectual property law is “to ensure that persons other than the inventor do not free-ride, or exploit the
intellectual property without attributing credit to the inventor.”** The evolution of intellectual property rights on an
international scale can be divided into three periods.

During theinitial era, known astheterritorial period, there was no protection of intellectual property
internationally.** On the contrary, different territories throughout medieval Europe devel oped their individual
regimes. The Venetians, for example, devel oped the first version of patent law as early as 1474. Almost 200 years
later, in 1623, England passed the Statute of Monopoalies, which allowed only the firgt inventor of a particul ar
manufacturing process exclusive marketing rights. France and the United States of America granted similar
privileges to inventors in the late 18" century. Other European countries eventually adopted intellectual property
rightsin thefirst half of the 19" century.** These types of laws were rudimentary and did not extend beyond the
territory of the rulers who made them. Nevertheless, they did pave the way for the intricate intellectual property
regimes that subsequently emerged.

The second erais defined astheinternational period.** During the 19th century internationalization forced statesto
became concerned with international cooperation for the protection of intellectual property. Indeed, as goods flowed
more freely between countries, inventors wanted to maintain the exclusive rightsto their creations beyond the
borders of their country. At the Paris Convention of 1883, the participating European countries formed a union for
the protection of industrial property, which consists of trademarks, patents and designs.® At the Berne Convention
of 1886 the Union formed at the Paris Convention was extended to incorporate literary and artistic works. Within
25 years, most major trading nations had become signatories to both Conventions.*’ After the Paris and Berne
Conventions, international secretariats were established to monitor the protection of intellectual property. The
secretariats merged to establish the United International Bureaux for the Protection of Intellectual Property in
1893."8 This organization was replaced by the World Intellectual Property Organization (WIPO) in 1967. WIPO
officially became a specialized organ of the United Nationsin 1974.*° Although WIPO formally institutionalized
various agreements, many devel oping and even some devel oped countries did not recognize all of the organization’s
principles. Developing countries, for example, did not accept the patentability of chemical compounds.®
Intellectua property was thus not completely synchronized on aglobal level.

The third stage of intellectual property rights development is known as the global period.®* After post-World War |1
decol onization, many devel oping states became members of the Paris and Berne Conventions. Under the principle
of one vote per state they formed a large coalition with significant bargaining power over the developed world.* In
1967 the devel oping countries, under India’ s leadership, succeeded in establishing the Stockholm Protocol, which
allowed them greater access to copyright materials for educational and developmental purposes.® India continued
to pursue the liberalization of intellectual property protection by passing alaw that allowed it to utilize the chemical
components of medicines while acknowledging only the production processes of medicines as intell ectual
property.>* Under pressure from the American pharmaceutical industry, the United States government established
bilateral enforcement strategies of intellectual property rights with itstrading partnersin the 1980s. The United
States continued to reform its trade laws by incorporating issues of intellectual property.
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Agreement on Trade-Related Aspects of Intellectual Property

In 1986, at the Ministerial Meeting at Punta del Estre, the preliminary negotiations for the establishment of the
World Trade Organization (WTO), isthe global organization managing therules of trade between countries, the
United Statesincluded intellectual property as a negotiating issue.®® The United States argued that the rules of the
WTO should include regul ations pertaining to intellectual property because trade involves the tranamittance of ideas
and knowledge.®® The US was successful in its mandate and when the WTO was established in 1994 all of its
members were required to sign the Agreement on Trade-Related Aspects of Intellectual Property Rights (TRIPS).>’

For thefirst timein history, this agreement sought to harmonize intellectual property rights legidation into one
global agreement. The agreement establishes minimum levels of intellectual property rights protection that each
member of the WTO isrequired to provide other members.>® Developed countries implemented the agreement in
1996.% However, devel oping countries were not required to implement most provisions of the agreement until
January 1, 2000.%° The section on patents specifies that they areto last 20 years and that protection must exist for
both products and processes.®* The agreement does provide certain exceptions to the protection rules. If a patent
holder refuses to supply his product, governments can issue the patent holder’ s competitors a “ compul sory license’
to manufacture the product or utilize the process.®

Many governments criticized the agreement for compromising public health. They argued that the high prices of
patented drugs would hamper their ability to provide their citizens with essential medicines®® Asaresult of the
controversy, the WTO ministers formulated a special declaration at the Doha Minigterial Conferencein 2001. The
declaration allowed the Least Developed Countries (LDCs) agrace period until 2016 to implement the legidation on
patent protection.* The declaration also afforded other member governments the flexibility to protect public health
under the TRIPS agreement. Member governments can issue compulsory licenses for the production of generic
drugsin public health emergencies.®® Member governments can also paralle import essential medicines from
countries where the drugs are available at lower prices.®®

The Response of the World Health Organization

Asthe United Nations' primary coordinating body for issues of public health, the WHO established the Commission
on Intellectual Property Rights, Innovation and Public Health in May 2003 at its 56" World Health Assembly.®’
Resolution WHAS56.27 requested the Director-Genera of the WHO “to establish the terms of reference for an
appropriate time-limited body to collect data and proposals from the different actorsinvolved and produce an
anaysis of intellectual property rights, innovation and public health, including the question of appropriate funding
and incentive mechanisms for the creation of new medicines and other products againg diseases that
disproportionately affect developing countries.”®® A small secretariat was established to oversee the work of the
Commission.”®
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The Executive established five terms of reference for the commission. First, the commission had to summarize the
available evidence on the prevalence of diseases of public health importance.” They were to pay close attention to
those diseases that predominantly affect economically disadvantaged people and gauge the diseases social and
economic impact on these populations. Second, the commission reviewed the amount and distribution of existing
research, devel opment and innovation endeavors related to these diseases.”* Third, the commission was required to
consider the importance and usefulness of intellectual property regimes aswell asthose of other incentive and
financial mechanismsin encouraging research for the devel opment of new medicines and other therapies againgt
these diseases.” Fourth, they eval uated improvements to the current incentive intellectual property rightsregime,
particularly their effects on encouraging the devel opment of new medicines and facilitating access to them.”
Finally, the commission was mandated to establish recommendations for national and international stakeholders.”

The members of the commission were selected under the principles of expertise, geographical distribution and
diversity in gender, occupational mix and discipline.

The Report of the Commission

In itsreport, the Commission first recognized that intellectual property rights potentially influence public health in
developing countries.” The Commission also noted that, should such a problem exist, its resolution must involve
the cooperation of all global health stakehol ders, including developed and devel oping country governments,
pharmaceutical companies and scientists.”

Asabasisfor its recommendations the Commission first considered the burden of diseases in developing countries.
Although HIV/AIDS, which emerged in the 1980s, has been of growing concern in the last 20 years, other diseases,
such as tuberculosis and malaria, have spontaneously reemerged in dlarming proportions.”” In severdly affected
countries, the prevalence of these diseases has lowered the life expectancy rates for citizens. South Africa,
Botswana and Kenya are examples of countries where the life expectancy rates peaked in the late 1980s and early
1990s, only to plunder drastically in subsequent years.” In Botswana, life expectancy at birth fell from 65 yearsin
1990-1995 to 40 yearsin 2000-2005.”° Most of the affected countries are located in Africa and Eastern Europe.
While the probability of dying in these countries rises, mortality rates have declined in other parts of the globe.®

However, it isnot just these diseases that have adversely impacted devel oping countries. So-called diseases of
poverty contribute to over 50 percent of the disease burden.”" These diseases are organized in four categories:
communicable, maternal, perinatal and nutrition-related diseases.® There are currently six illnesses that are
classified as diseases of poverty: tuberculosis, malaria, HIV/AIDS, measles, pneumonia and diarrheal disease®
These ilInesses and other infectious diseases most severely impact sub-Ssharan Africa® Thereport of the
Commission identifies several ways to improve the public health situation in devel oping countries. These include
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preventing the spread of diseases, eradicating a disease vector or transmitter, curing patients with existing
medicines, alleviating conditions with existing medicines and researching new modes of prevention, diagnosis and
treatment.?®> These measures are not mutually exclusive. On the contrary, the most effective public health outcomes
involve a combination of these approaches.®

Since the advancement of these approaches is dependent on innovation, the Committee recognized the intimate link
between intellectua property rights, which are designed to stimulate innovation, and access to essential medicinal
products.®” Asaccorded by the Constitution of the WHO, access to hedlth is the fundamental right of every human
being.® The Commission hence investigated theimpact of patents on access to health in devel oping countries.

As previously mentioned, patents are granted in order to stimulate innovation in the pharmaceutical industry.

Indeed, therole of patents as an incentive mechanism was used to justify the adoption of the TRIPS agreement. The
Commission first recognized a central assumption pertaining to patents: that they are applied in afinancial and
technological environment that can support innovation.®® Although this assumption is justified for developed
countries, devel oping countries are not privy to the same amounts of capital and research ingtitutions.® Asaresult,
patents most often yield benefits to pharmaceutical companies in developed countries.

More disturbing, however, are the effects of patents on the prices of essential medicines. In order to gauge these
effects, the Commission first considered company-pricing policies. Patents award pharmaceutical companies
monopol y-pricing rights, which alow them to profit enough to cover their research and devel opment costs.
According to economic theory, when pharmaceutical companies set their prices according to their customers
willingness to pay, they will maximize their profits.™ Indeed, pharmaceutical companies charge different prices for
the same product in different countries. This processis known as“differential pricing.”* In developing countries,
which are often characterized by high levels of inequality, rich inhabitants are more willing than poor inhabitantsto
purchase essential medicines at higher prices.® Consequently, pharmaceutical companies choose to focus on the
richer population segments of devel oping countries and thus charge prices that poor segments cannot afford to pay.
These pricing strategies hence reduce the access to medicines in devel oping countries.

There are several measures devel oping country governments can take to improve access to medicines despite
pharmaceutical companies pricing policies. Asafforded by the Doha Declaration governments can parallel import
these drugs from cheaper sources or they can issue compulsory licenses for the domestic manufacture of drugs
needed in a public health emergency.** Zambia and Zimbabwe have recently issues compulsory licenses.® Overall,
however, very few governments have taken advantage of this provision.*® Some countries, such as Brazil and South
Africa, have threatened to use compulsory licenses in order to negotiate lower prices for certain medicines.”” One
handicap of compulsory licenses isthat many countries do not have the capacity to produce generic drugs
domestically. In August 2003, in recognition of thisimpediment, the WTO member states determined that
governments may issue compulsory licenses to foreign pharmaceutical firms and that these foreign firms should not
face export limitations® This measure was adopted as aformal anendment to the TRIPS agreement in 2005. Since
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2003 some devel oped countries, such as Norway and Canada, have amended their domestic legidation to alow their
pharmaceutical companies to fulfill compulsory licenses.® No country has yet made use of these provisions.'®
Although pharmaceutical companies argue that compul sory licenses may have a negative impact on their

willi ﬂgneﬁ to invest in research and devel opment, there isno compelling evidence to suggest these claims are

true.

Apart from the problems associated with compulsory licenses, there are other challenges to ensuring access to
essential medicines. Once patents expire, for example, it can be difficult for generic producers to immediately begin
supplying essential drugs.’® The TRIPS agreement does allow generic producers to obtain regulatory approval for
their medicines while patents are still in force.’®® Although this law has been considerably successful for improving
access in devel oped countries, devel oping country governments must ensure that their national legidations
encourage competition among generic producers.’®*

Conclusion

Initiatives to makeintellectual property rights compatible with access to essential medicines must also be
accompanied by measuresto improve other healthcare shortcomings. Nationa healthcare systems, which consist of
basic infrastructure and human resources among other things, in many countries are poorly developed.’®® An
adequate healthcare system must be able to perform four functions. It must generate services and resources, which
include human resources, physical capital and medicinal products.’® There must aso be financia backing for these
endeavors. Finally, headthcare systems must be directed by effective stewardship in terms of setting health policies
and regulating the system.’®” Because these functions are closely related to the prices of medicines, improving the
health dilemmasintellectual property rights raise can improve the overall quality of national healthcare systems.

To thisend, the Commission’ sreport has provided an extensive summary and examination of the evidence
pertaining to intellectual property rights and their impact on accessto healthcare. In thereport, the Commission aso
proposed various ways the current situation can be improved. Itsrecommendations are based on enhancing
discovery mechanisms for new therapies, bettering the devel opment process of new drugs, effectively delivering
medicines and fostering innovation within devel oping countries.’® The fulfillment of these objectives is directly
related to the achievement of the Millennium Devel opment Goals, a set of eight goals adopted in September 2000
and collectively known as the Millennium Declaration.’®® Endorsed by 189 countries, the agreement commits
member statesto reducing poverty and hunger, combating poor health, gender inequality, lack of education,
improving access to clean water and limiting environmental degradation.*® Goal 6, combating HIV/AIDS,
tuberculosis, malaria and other diseases also remains particularly related to resolving the dilemma of protecting
intellectual property rights while providing access to essential medicines. Even on abroader scale, asthelate
Director General of the WHO, Dr. Lee Jong Wook, remarked, “Improvementsin health are essential if progressisto
be made with the other Millennium Devel opment Goals.”***
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The Commission’sreport is extensive, consisting of many recommendations. The focus of this committee isto
determine which recommendations member states should actively pursue astheinitial step to improve access to
medi cines while honoring international agreementsto protect intellectual property rights. Furthermore, member
state must determine appropriate and innovative ways to best implement the chosen recommendations. Each
delegate must be familiar with therole his or her country playsin the international debate regarding intellectual
property rights and access to essentia medicines, paying particular attention to that country’s intellectual property
rightsregime, its need for essential medicines, the quality of access to these and any measures already adopted to
improve these conditions.

In addition, delegates should a so examine the interaction of the private sector, national governments and the impact
on global health. Aside from international trade law, which isnot a capability of this body, the international
community has very little influence over private corporations. Aretheir ways the international community can more
effectively work with the international health system to positively impact the poor?

II. Eliminating M alaria

Malaria proves a disease with an extensive international history. Documentation of its existence can be obtained for
almost 4,000 years. However, dueto alack of control of the vector causing it’s transmission: the Anopheles
mosquito, infection rates have soared to unprecedented levelsin recent years. According to the World Health
Organization, nearly one million people, mostly those living in sub-Saharan Africa, loose their lives annually to
malaria®*? Despite this staggering statistic, malariais both preventable and completely curable. In 2000, the
international community decided to include malaria as one of theleading threats to devel opment by listing it within
Goal 5 of the Millennium Devel opment Goals.*** Now six years later only small strides have been madein an
attempt to control the impact of the disease.

History

With malaria srich history comes also a clear and widely accepted operational definition.* The current
international definition began with the discovery of the transmission of the malaria parasite in 1880, during the
construction of the Panama Canal.**®> After the discovery of the transmission of the disease, scientists began to study
its biology more closely. The World Health Organization,**® aswell as several other respected international health
organi zations including the Centers for Disease Control and Prevention,'"” define maariaas:

“Transmitted from person to person through the bite of a female Anopheles mosquito, malariaisan
infection of red blood cells in human populations cause by protozoa of the genus Plasmodium. Four
species of Plasmodium infect humans: Plasmodium falciparum, P. vivax, P. malariae and P. ovale. Of
these four species, P. falciparuminfection isthe main cause of mortality from malaria throughout the
tropics and subtropics, especially in Africa, south of the Sahara (Snow & Gilles 2002)." 18

Malariaiswhat is called a vector born disease, in that it is transmitted to humans via an organism that does not
directly affected by or causes the disease, but carries and passes on disease causing pathogens.**® It can only be
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3 General Assembly.

A/RES/55/2, “United Nations Millennium Declaration.” September 18, 2000.
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transmitted through the bite of a malaria-carrying mosquito. It isneither an airborne, nor communicable disease and
therefore, cannot be transmitted from person to person. Vector borne illnesses can be bacterial, viral or parasitic.
Other examples include Dengue Fever, Y ellow Fever, Plague, Japanese Encephalitis, Lyme Disease and West Nile
Virus.®

When a malaria-carrying mosguito bites ahuman, mature Plasmodium parasites are transferred to the individual’ s
bloodstream. The parasites then travel to the individual’ sliver where they multiply and continue to multiply in the
bloodstream.*** Mulltiplication of new parasites occurs very quickly, damaging red blood cels.'? It iswithin this
phase of the disease that a victim will begin to exhibit symptoms,*?* usually within 7-30 days of infection depending
on the type of Plasmodium.***

In both children and adults, the most common symptoms of malariainfection include: “shivering, severe pain in the
joints, headaches, vomiting, generalized convulsions and coma, but aso coughing and diarrhea.”** However, the
most classic symptom and causes the most concern remainsa very high fever. Theindividual strain of malaria and
type of Plasmodium will impact the severity of these symptoms. In most cases, the symptoms of malaria are very
mild and classified as*uncomplicated.” In countries where maariais not endemic, victims often fee like they
merely have influenza.**® The Centers for Disease Control and Prevention assert that “Conversely, in countries where
malariais frequent, residents often recogni ze the symptoms as malaria and treat themselves without seeking diagnostic
confirmation (“presumptive treatment").” %

It isimportant to note that not all forms of malaria are deadly. The infection and resulting symptoms in most cases
cause the victim to loose days of work and productivity due to theillness. Because there isinsufficient data
regarding the true incidence of the disease, it is difficult to accurately estimate the economic cost either of an
individual or on anational level.*?® However, Global Health Reporting, a conglomerate of international public
health sources asserts: “Overall, malaria accounts for 10 percent of Africa’s disease burden, and it is estimated that
malaria costs the continent more than $12 billion annually. Although Africais hardest hit, it is estimated that more
than one-third of clinical malaria cases occur in Asiaand 3 percent occur inthe Americas. The estimated cost to
effectively control malariain the 82 countries with the highest burden is about $3.2 billion annually.”**

Although the entire population of amalaria endemic country is at risk, pregnant women and children under-five
prove to be the most endangered populations. According to the United Nations Children’s Fund (UNICEF), “A
childis killed by malaria every 30 seconds, ...accounting for onein five childhood deaths[in Africa].”** Aside
from the primary infection, severe anemiaresulting for the disease can contribute to growth retardation and
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development. In some children malaria can cause lasting neurological defects.™** Yet, to truly understand the
impact of the disease, it isimportant to examineit in context of a particular society.

Current Situation
Case Study — Kenya

While once ranked 134" on the United Nations Human Development Report’s Human Development Index (HDI) in
2002, Kenya has now slipped to 154" of 177 just three years|later.** Of the 34 million people living within its
borders, around 58 percent live bel ow the international poverty line of $1 per day.*** Low income and food
deficiency prove as key barriersto Kenya s devel opment. But without adequate health, an individual’ s ability to
work in order to provide food and income for hisher family is greatly diminished.

Although multiple actors in Kenya have put forth an effort to meet its Millennium Devel opment Goal s by 2015,
the country as awhole is dlipping backward in afew key areas. Infant and maternal mortality have seen
increasing trends since the MDGs were adopted in 2000. Currently 111 of every 1,000 children under five
years old die annually.™®*® Maternal mortality soarsat 1,000 deaths per 100,000 pregnancies.*®* The average
overall life expectancy is a grim 47.2 years. Although acute repertory infections, malnutrition, diarroeal
diseases, HIV and tuberculosis remain leading causes of both morbidity**’ and mortality, the leading cause
surfaces asmalaria™® This disease particularly affects pregnant women and children under five™ Noting
these linkages, malaria cannot be discussed apart from the problems of maternal and under-five mortality.

In Kenya, therisk for infections of the P. falciparum strain of malaria remains equally dangerous year round.
Approximately 20-25 percent of all deathsin Kenya can be attributed to malaria.**® According to the United
Kingdom'’s Department for International Devel opment: “Up to 28 million Kenyans (70 percent of the
population) are at risk and at any one time 1.5 million pregnant women are susceptible. A reduction in under-
five mortality is areliable indicator of theimpact of a malariaintervention.”***

Some of the leading causes of infant mortality, anemia and low birth weight, can be attributed to maternal infection
of malaria™? In addition, much like HIV, the mother can pass the parasite on to her child asthe two share blood.***
Even in times where traditional symptoms are not manifested, the presence of the parasite in the bloodstream causes
suppression in the immune system and may later cause neurological after effects and impaired learning ability.**
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With the highest incidence of malaria occurring in the developing world where many other infectious diseases are
also prevalent, possessing the malaria parasite surfaces as a compounding factor contributing to increased morbidity,
co-morhidity and/or mortality.**®

The Kenyan Plan to Address Malaria

In ajoint effort with the World Health Organization, the Kenyan Ministry of Health launched an extensive ‘Malaria
Control Programme’ aimed to “reduce the level of malariainfection and consequent death in Kenya by 30 percent
by the year 2006 and to sustain that improved level of control to 2010.”**® The program is aimed at the following
for strategic approaches: 1) accessto quick and effective trestment, 2) provision of prevention measuresto pregnant
women, 3) ensure the use of insecticide treated bed nets (ITNS) to at-risk populations, and 4) improving
preparedness and response.

Relying primarily on education and increased data collection and surveillance, the Kenyan Ministry of Health is
attempting to increase the capacity of it’s infrastructure to more readily adapt to the potential of aresurfacing and
continued malaria epidemic. Data collection methods are already in place, but will need to continue to be
strengthened throughout the course of the programme. Currently there are amere 26 officers working across the
country to implement these objectives. Additional resources will need to be mobilized in order to deliver both
preventative measures and treatments to vulnerable popul ations across the country.

Although the Kenyan Ministry of Health has excellent beginnings regarding the shape and the scope of it’s
programme, it a so asserts the following:

“The capacity to forecast malaria epidemicsis not yet established in the country. The Minigry of Health
will haveto rely on monitoring malaria trends in the epidemic prone digtricts using the weekly data colleted
from facilities. With the extension of data collection peripheral health units using the threshold chartsit
ahs become possible to detect early upsurgein malaria cases and based on the prevailing climatic
conditions the last two monthsit is possible to predict a serious upsurge breaking through to epidemic
proportions. Thismakesit easier for the Division of Malaria Control to inform districts and partners with a
degree of certainty of a pending possible emergency.”**’

Understanding Lifein Kenya: the Key to Lasting Success

It is aso important to note that Kenya remains a tribe-based society. While some travel to urban centersto work,
they regard their homes as the villages where they were born or that of their spouse. The vast majority of these
villages are located in rura areas, lacking electricity, clean water and sanitation or paved roads. Most are
subsistence farmers or nomadic herdsman whose food security is at the mercy of the weather patterns. This way of
life generateslittle income, thus making health care an unreachable goal.

In order to fully implement the Malaria Control Programme, the Kenyan Ministry of Health needs not only
additional human capital, but also great resources such as vehicles to ensure the delivery of bed nets, adequate
malaria education and drugs to those that need it most: the rural poor. Although the program focuses primarily on
pregnant women and children under five, the death of a patriarch could prove far more devastating. For example, in
the Luo tribe women do not often remarry if their husband dies; yet they are left to support both themselves and their
children without economic means.

Professionalsin international devel opment, regard health education as one of the most difficult components of
development as a shift in human behavior is needed for success. It isnot enough to simply deliver vector-
controlling elements such as insecticide treated bed nets. The population must understand how to properly use these
itemsand why it isimportant. Follow up must be done to ensure behavioral change and that the items of vector-
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control are being used properly. It remains difficult to prove to a population that a preventative measureisindeed
working because the results prove intangible and are not immediate. While the Kenyan Minigtry of Health
understands these factors it lacks the resources to fully implement this type of program. Greater cooperation
between multi-lateral health organizations, international health NGOs and the Kenyan government could garner
greater success to this country-initiated program.

Actions of the United Nations

In addition to its mention amongst the Millennium Devel opment Goal s, there are many international iniatives that
have already been set into place to combat malaria. Among the most notabl e are the Roll Back Malaria Campaign
and the Global Fund to Fight AIDS, TB and Malaria.

The Roll Back Maaria Campaign began in 1998 as a cooperative partnership between the World Health
Organization, United Nations Children’s Fund, the World Bank and the United Nations Development Programme.**®
Its goal isto achieve the malaria portion of the Millennium Development Goals, by halving the world’ s population
infected with malaria. Y et, because the Campaign began in 1998, its completion target is 2010, instead of the 2015
date asserted for therest of the MDGs. The Campaign brings together multiple stakeholdersincluding: nations
affected with malariaaswell asthose where it is not endemic, civil society organizations and private corporations.**°
The partnership seen in the Roll Back Malaria Campaign assertsthat its key role remains: “ to lead continuing
advocacy campaignsto raise awareness of malaria at the global, regional, national and community levels, thus
keeping malaria high on the devel opment agenda, mobilizing resources for malaria control and for research into new
and more effective tools (including a vaccine), and ensuring that vulnerable individuals are key participantsin
rolling back malaria.”**°

Much like the Roll Back Malaria Campaign, the Global Fund to Fight AIDS, TB and Malaria partners national
governments, Givil society organizations and those in the private sector.”™>* However, it acts solely as a“financial
instrument, not an implementation entity.”*** The Global Fund represents a unique method of galvanizing
international funding iniatives without going through other previously existing mechanisms that may be perceived as
politically undesirable or ineffective.

Conclusion and Committee Directive

Although recent international attention has created greater awareness and financia resources for combating malaria,
much is still needed in order to truly tackle the problem. Winning the fight against malariaresides within capacity
building and the devel opment and execution of programs. Thetechnology is available, yet it is getting this
technology to the population in need that remains the chief barrier. Understanding these points, what are some
innovative ways malaria programs can be implemented toward populations at risk? How can the international
community help build state capacity and health delivery systems? Can this be done without infringing on
sovereignty? How? How does malariaimpact your nation? What is your nation doing to combat malaria? Could it
be doing more? If so, what and how? What's stopping this from happening? Arethere any international or Sate
programsto combat malaria that should be scaled up? How should the international community go about doing
this? What isthe World Health Organization’ srole in combating malaria? Should thisrole be strengthened? How?

In your research you should attempt to answer these questions from your nations unique vantage point. Takeinto
account the many factors that may pull attention away from making the fight against malaria high amongst national
and/or international priorities. In your position papers, you should assert not only your nations perspective, but also
creative ideas for solving this problem.
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I11. Responding to Avian Influenza and Other Deadly Diseases

Introduction

On May 8, 2006, Indonesian health officials confirmed their country’s 33rd case of human infection with the HSN1
avian influenzavirus.™> The victim's case was fatal, bringing the total number of Indonesian deaths from avian
influenzato 25.>* On May 12, 2006, on the heels of Indonesia s announcement, Djibouti confirmed its first
incidence of human infection with the H5N1 virus*® The patient, atwo-year-old girl, was tested after asmall
number of chicken desths prompted the Djibouti government to initiate a surveillance program.**® Sheisthe first
reported case in the Horn of Africa™ On aglobal scale however, sheisthe sixty-fourth reported casein 2006
aone.™®® The number of reported cases for this year is already over two-thirds of the 95 reported casesin 2005.*
The cases are geographically dispersed and have affected ten countries: Azerbaijan, Cambodia, China, Djibouti,
Egypt, Indonesia, Irag, Thailand, Turkey and Vietnam.*® Where the avian flu will strike next and whether local
officials will be prepared to respond is uncertain.

Influenza and Pandemic I nfluenza

According to the World Health Organi zation:

“influenzais caused by a virusthat primarily targets the upper respiratory tract, consisting of the
nose, throat and bronchi. The infection usually lasts for about aweek. It is characterized by
sudden onset of high fever, myalgia, headache and severe malaise, non-productive cough, sore
throat, and rhinitis. Most people recover within one to two weeks without requiring any medical
treatment. In the very young, the elderly and people suffering from medical conditions such as
lung diseases, diabetes, cancer, kidney or heart problems, influenza poses a seriousrisk. In these
peopl e,lterfe infection may lead to severe complications of underlying diseases, pneumonia and
death.”

For many, especially those in the developed world where medicines are readily available to treat and suppress these
symptoms, contracting influenzais not considered life threatening or serious. However, in some parts of the world,
particularly those stricken by poverty, influenzais not asreadily treatable. Although influenza viruses comein
varieties A, B and C, it isthe A virusthat is of primary concern.’®® Theinfluenza viruses that cause the most deaths,
A(H1IN1) and A(H3N2), are highly contagious and thus spread rapidly around the world in seasonal epidemics.'®
Although it isdifficult to precisely measure the impact of influenza, particularly in devel oping countries, estimates
suggests that the virus kills between 250,000 and 500,000 people annually.'® Because the virus has the capacity to
marginally change its genetic composition influenza vaccines, the principal method of reducing outbreaks, have to
be adapted annually.*®®
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Although minor genetic changes in the virus are commonplace, the influenza A virus has only drastically modified
its genetic composition three times in the last century.*®® In each instance, the results have been catastrophic and the
outbreaks are hence classified as influenza pandemics. Pandemics are caused by highly contagious viruses, to which
humans lack almost al immunity.*®” This enables pandemics to distinguish themselves from other disease outbreaks
by two attributes: they spread rapidly on a global scale and they infect more than one quarter of the entire

popul ation.'®®

Over the course of the 20" century there have been three influenza pandemics that have wreaked havoc on the
earth’s population. During this century’s first influenza pandemic of 1918-1919, the modified virus killed 40-50
million people in what became known as the “ Spanish Influenza.”**® This pandemic, which occurred shortly after
the horrors of World War |, is considered the most fatal disease outbreak in history.>™ An estimated 675,000
Americans died from the pandemic, which is ten times the number that perished during the war.*™ Indeed, the
average lifespan in America decreased by 10 years during that period.*™® Once a person contracted the virus, it was
possible for him or her to die within hours.” Dueto the large volume of casualties funerals were limited to fifteen
minutes per service”* Although the pandemic only lasted one year, the virus contaminated al regions of the earth,
following trade and shipping routes. By the time scientists devel oped treatments for prevention and cure, the death
toll had reached astronomical proportions.

Between 1957 and 1958 the second pandemic, the “Asian Influenza,” claimed two million lives'™ It originated in
Chinain early 1957, although the first case was only reported in May of that year.*™® By the end of the month the
virus had spread to Japan, Malaysia, and Indonesia’”’ Shortly thereafter the infection spread to the western
hemisphere. Thehighest rates of contamination were among school-aged children, primarily because they interact
in crowded environments.*”® In 1957 an estimated 50 percent of British school children had contracted the virus.*”®
In residential areas this figure was as high as 90 percent.*®® It was after this pandemic that global health officials
recognized the importance of establishing a warning and detection mechanism for future pandemics.*®* Thethird
instance of pandemic influenza, the “Hong Kong Influenza” of 1968, killed 1 million people, although it was the
smallest recorded influenza pandemic.’® Persons over the age of 65 suffered the brunt of the outbreak.’®® These
pandemics have affected the world like natural disasters. They started without warning, spread through different
nations with remarkable speed, and damaged anything susceptiblein their paths*®* Oftentimes, pandemics sweep
through the global population in second or third rounds, thereby |ntenS|fy| ng their impact.’® Indeed, both the
“Spanish Influenza’ and the “Asian Influenza’ occurred in waves.*®
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From analyzing the three pandemic outbreaks of the last century and other historical cases, the WHO hasidentified
some important aspects about pandemics. Firgt, pandemics behave very unpredictably in terms of fatalities,
seriousness of theillness and patterns of global transmission.*®” The seriousness of the pandemic is often judged by
its ahility to cause severe infection in young children and the elderly. Milder pandemics generally affect these age
groups disproportionately.*®® Although pandemics differ from one another, they do share one important attribute:
the number of cases increases exponentially in very short periods of time® These exponential increases occur in
waves. Regions and age groups that avoided the first wave prove more susceptible to infection during the second
wave.'* Studies of pandemic influenza indicate that pandemics tend to originate in the densely populated regions of
Asiawhere humans live close to livestock such as ducks and pigs.**

The WHO has a so compiled key facts about pandemics once they have erupted. Preventing the international spread
of pandemicsisimpossible, however, delaying it through public health measuresis beneficial. Some methods that
have proved effective are banning public congregations and closing places of education. By delaying the spread of a
pandemic, the outbreak persists over alonger period, with fewer cases at any given moment. In these
circumgtances, health facilities can treat patient more effectively because they are not overcrowded and
understaffed.'*

Avian Influenza: A Future Pandemic?

Avian influenza, which occurs in various genetic subtypes, is an infectious disease in birds that occurs worldwide.'*
Although scientigs believe that all birds are vulnerable to becoming infected, some wild birds carry the virus
without displaying any harmful effects. Other infected birds, including domestic poultry, develop symptoms of the
infection. These symptoms come in two forms: one iswidespread and mild and the other is uncommon and mortal.
The symptoms of the first form include dishevel ed feathers, lower egg production and minor effects on the
respiratory system. The second, highly pathogenic form infects various organs of the bird; spreads rapidly to other
animals, and can reach a death rate of 100 percent within two days.’** These severe effects have earned the second
form of the disease the name “chicken Ebola.”*** The virus circul ates easily between different farms, primarily by
roaming live birds and humans. The virus can aso attach itself to human clothing and vehicles. Dueto genetic
evidence, scientists are amost certain that migrant birds, particularly waterfowl, are responsible for transmitting the
viruson aglobal scale. Asthey travel, they infect local poultry farms on their course® This mode of transmission
renders all countries susceptible to infected poultry, especially considering the vast range of migratory birds
traveling patterns. Outbreaksin poultry of the severe H5N1 virus, which is of current concern to the international
community, have been reported in many different countries. The most recent, and largest to date, bird outbreaks of
the H5N1 virus originated in southeast Asiain 2003 and have since occurred in nine other countries on the Asan
continent. Thereafter the virus spread to poultry in parts of Europe, and Africa™ Prior to the 2003 infections,
major outbreaks of severe avian influenza were considered rare. Excluding the maost recent strain of the avian
influenzavirus, of the 24 outbreaks reported since 1959, 14 occurred in the last decade!® Thistotal includes the
most recent outbreak, which began in 2003.*° The frequency with which avian influenza is occurring in the global
community seemsto berising.
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Although the influenza virus usualy limitsitself to one species, of the hundreds of strains of avian influenza four
devel oped the capacity to infect humans: HSN1, H7N3, H7N7, and HIN2.2° Most of these viruses only caused
mild symptoms and few cases of severeillnessin humans. The H5N1 virus, however, is greatly disconcerting
because it hastriggered by far the most cases of serious disease and death.?®* The disease in humansis difficult to
detect initially because symptoms include those of human influenza, such as fever, coughing and a sore throat.?*
The symptoms can, however, range in severity. Some patients have developed eye infections and severe respiratory
disease ™ Because these symptoms are not specific to the HSN1 virus, infection must be confirmed with a
laboratory test.?*

While the current prevalence of avian influenza has caused international concern, it is more alarming that the virus
has the potential to cause another influenza pandemic. Thereis only one condition that the HSN1 virus must meet
before it can be classified as a pandemic: it must develop the capacity to spread efficiently and sustainably among
humans.®® Currently, all evidence suggests that the recent human infections with the HSN1 virus occurred through
direct contact with diseased birds.?® Studies do, however, indicate that human infection istheoretically possible
upon contact with infected bodies of water, particularly if theinfected migratory birds frequent the area.”’ There
are no instances of such infections to date and the HSN1 virus's potential to cause a pandemic through the efficient
spread among humans is still of greatest concern to the international community.”®® There are two ways the virus
can devel op the ahility to spread efficiently from human to human. On the one hand, it can achieve thisthrough a
“reassortment” mechanism, whereby it exchanges genetic material with humans®® Alternatively, the virus could
gradually mutate, devel oping the ability to bind to human cells. Asthis process continues, it would become more
able to spread sustainably. #°

Considering the health criss pandemic influenza could cause, monitoring the evolution of the HSN1 iscrucial,
especially since the virus has indeed undergone genetic changes.?! Studiesindicate that, over time, the virus has
become more lethal in infected animals, although it is has not yet fully adapted to birds.*? Scientists have also
detected genetic adaptations of the virusin humans. Although these mutations are not yet completely understood,
they have not altered the nature of the disease in humans, nor are they considered permanent.

The Response of the WHO: The Epidemic and Pandemic Alert and Response System

The WHO has assumed primary responsibility for orchestrating the response to all reported cases of human infection
with regards to the HSN1 virus and to the threat of a future pandemic.?** This Committee will conduct its activities
to fulfill this mission within the scope of the Epidemic and Pandemic Alert and Response (EPR) system.”® EPR
was created based on avision for an “integrated global alert and response system for epidemics and other health
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emergencies based on strong national public health systems and capacity and an effective international system for
coordinated response.”#® The sixteen diseases that EPR tackles are very diverse, yet all have the potential to cause
severe public health disagters. They include anthrax, avian influenza, Crimean-Congo hemorrhagic fever,
Dengue/dengue hemorrhagic fever, Ebola hemorrhagic fever, Hepatitis, influenza, Lassa Fever, Marburg
hemorrhagic fever, Meningococcal disease, plague, Rift Valley fever, Severe Acute Respiratory Syndrome,
Smallpox, Tularemia and yellow fever.?’

To battle these diseases the EPR system performs six primary tasks. Firg, it assists member states for the
establishment of national capahilities for epidemic preparedness and reaction in the context of the International
Health Regulations, which isalegal system designed to protect against the risks posed by cholera, plague and
yellow fever.?® Second, the EPR provides backing to national and international training programs for epidemic
awareness and reaction.”® Asa separate function, EPR also supports national and international training
programmes aimed at pandemic and seasona influenza awareness and reaction.?® Fourth, for each epidemic-prone
disease EPR covers, it devel ops a standardized approach for awareness and reaction.”* Another coreroleisto
improve biosafety, biosecurity and preparedness for outbreaks of pathogens, which are agents that cause disease and
include bacteria and viruses.*? Finally, EPR assists the regional operations aimed at improving epidemic
preparedness and response tactics.

In order to complete these six functions EPR gathers epidemic intelligence, a process known as systemic event
detection.??* The WHO gathers official and unofficial reports from awide range of sources, including ministries of
health, national ingtitutes of public health, WHO Regional and Country Offices, WHO collaborating centers, civilian
and military laboratories, academic institutes and nongovernmental organizations (NGOs).?®> WHO also gathers
information from informal sources, such as electronic discussion groups.® These sources account for over 60
percent of initial outbreak information.??” Of particular importance in finding these sourcesis the Global Public
Health Intelligence Network (GPHIN), atool devel oped by the WHO and Health Canada to continuoudly search

el ectronic media sources for information concerning infectious outbreaks.?

Once EPR has received epidemic data it must verify the information received and convert it to meaningful
intelligence.? Thisis done by evaluating the information according to six criteria: whether the disease is known, its
potential to transcend national borders, the severity of its health impact or the rate of death it causes, its potential to
affect international travel and trade, the strength of nationa capabilitiesto enclose the outbreak within national
borders and whether the disease was released intentionally or unintentionally.”® To manage and disseminate the
information it collects EPR includes all reports with global ramifications, whether verified or under verification, in
its weekly WHO Outbreak Verification List.>** The Outbreak Verification is eectronically transmitted to all 192
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WHO member states, disease experts and a variety of health-related institutions.”** Once an outbreak has been
verified, WHO Disease Outbreak News, a section of the WHO website, releases official information about the
report. >

Once an outbreak has been verified, EPR initiates a coordinated, swift outbreak response®* The WHO offers
support in the form on-the-spot investigations, confirmation of diagnosis, handling of harmful pathogens, case
detection, patient care, containment and provision of staff and supplies.®®* The resources for these operations stem
both from the WHO and the Global Outbreak Alert and Response Network (GOARN).2® GOARN isa
collaboration of scientific institutions in member states, medical and surveillance initiatives, networks of
laboratories, UN organs, such asthe United Nations Children’s Fund (UNICEF) and the United Nations High
Commission for Refugees (UNHCR), the Red Cross and various NGOs. GOARN sends a group to investigate
disease outbreaks within 24 hours of areport’ s verification.”’

WHO Global Influenza Program

As part of the EPR program the WHO pays particular attention to influenza through its Global Influenza Program.
The program’ s mission is to reduce death and disease caused by annual influenza outbreaks and to prepare for the
next influenza pandemic.?® In order to achieve this mission the WHO relies extensively on its Influenza
Surveillance and Control measures, which include efficient and timely influenza monitoring in all regions, matching
currently circulating viruses to available vaccines, supporting national influenza management programs and ensuring
the availability of vaccines during pandemics and epidemics.”® The Global Influenza Program operates under
several key objectives. The WHO is continuoudy striving to enhance the quality and range of its surveillance
techniques as well as the speed of communication between key partners and stakeholders.?*® The WHO also
conducts research to understand the health and financial impact of influenza and the benefits from epidemic control
and preparedness.®** With respect to improving the supply of vaccines and other pharmaceutical products the WHO
focuses on improving devel oping countries access to these medicines.

Currently one of the Global Influenza Program’s core activities is to address the threat of avian influenza®*? Its
surveillance extends not just too human but also to animal infections.?*®* The WHO gathers and publishes evidence
pertaining to the diagnosis and treatment of the virus, the safety of food, controlling the spread of the infection,
vaccines and antivirals.?** Thisinformation is particularly useful to health-care facilities and medical laboratories®*®

The WHO has a so devised a Pandemic Influenza Draft Protocol for Rapid Response and Containment, which is
designed to slow the contagion of pandemic influenza within its zone of emergence*® The protocol is designed to
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limit the spread of an H5N1 outbreak in several steps. First, the outbreak must be recognized and investigated.?*’
Investigation iswarranted if three or more personsin close proximity to one another exhibit moderate-to-severe
acute respiratory illness, which sgnifies that the virus has devel oped the capacity for human-to-human
transmission.* Furthermore, one of these persons must have a history of exposure to the H5N1 virus.**® Should
evidence of human-to-human transmission be detected, officialsin the outbreak area must notify the WHO within 24
hours.®® The WHO will then assist to verify the outbreak by employing international field teams and to impose
immediate control measures, such asisolating the infected persons and those that have had close contact with
them.®® Next, a two-phase containment response will ensue. Antivira drugs will first be administered to persons
that have been at greatest risk of contracting the disease.” Thereafter antiviral drugs will be introduced on awider
scale, potential carriers of the disease will be quarantined and social separation measures will be implemented in
order to limit further infections.**

Conclusion

The WHO has certainly played a leading role in preventing the HSN1 avian influenza virus from evolving into a
global pandemic. Nevertheless, human cases continue to surface in various parts of theworld. Studiesindicate that
the heaviest casel oads occurred during the winter and spring period in the northern hemisphere®* Should this
pattern persist, the number of new cases will most likely increase in late 2006 and early 2007.2° Whether the virus
will still lack the capacity for human-to-human infection remainsto be seen. If, however, the virus does undergo
significant genetic adaptations the world may be on the brink of another influenza pandemic.

Committee Directive

As history has shown, influenza pandemics are catastrophic. Consequently, it is essential for the international
community to try and avoid such an event. If however, al measures prove futile, al stakeholders must be prepared
to respond efficiently and rapidly in order to minimize the consequences. This committee will thus focus both on
improving the WHO methods of prevent avian influenza infections from reaching pandemic helghts and the
response system if a pandemic becomes unavoidable. Delegates are expected to know how avian influenza impacts
their countries and what measures their countries have adopted to guard their citizens and the global community
against the HSN1 virus.

Delegates should propose improvements to the WHO' s current pandemi ¢ influenza prevention approach, the Global
Influenza Program. In particular, delegates must recommend improvements to current surveillance techniques.
They should also consider which direction WHO research concerning the impact of pandemic influenza should take
in terms of research focus and information gathering. In the event of another pandemic, developed countries will be
able to respond more effectively than devel oping countries. Delegates should thus propose measuresto bridge this
gap, paying particular attention to improving devel oping countries’ access to vaccines. With regardsto improving
the WHO response strategy, delegates should propose measures that enable member statesto follow theinitia steps
outlined in the Pandemic Influenza Draft Protocol for Rapid Response and Containment. Local officials must be
prepared to recognize the symptoms of severe acute respiratory disease and determine whether an infected
individual has had contact with the HSN1 virus. Local officials should aso be able to identify which groupsis at
most risk of contracting the disease so that they can adminigter antiviral drugs. It isthusimportant to develop
solutions that target the pandemic influenzaresponse at the local level.
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