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Letter from the Director 
 
Dear Delegates,  
 
Congratulations on committing your attendance to the Canadian High Schools Model United 
Nations Conference of 2017. It is an honour to be serving as your Director for the World 
Health Organization committee, and my greatest hope is that the conference will challenge 
and reward you as a delegate. 
 
My name is Jan Lim and I am currently a Grade Twelve student at Sir Winston Churchill 
Secondary School. My Model United Nations career began after I spoke for a grand total of 
three times as the delegation of Uganda at WHO CAHSMUN 2014: Needless to say, ever since 
my attendance at an array of Model UN conferences has developed my abilities and character 
immensely.  
 
Outside of Model UN, I am deeply passionate about social entrepreneurship and direct the 
Vancouver-based non-profit organization Starts With One. I’ve had the honour of serving as 
the President of my school’s Student Council this year, participating further in the school 
community as a track and field athlete. Recreationally, I love volleyball, painting, and 
attending social events.  
 
As I conclude this letter with academic responsibilities, at varying levels of neglect, looming 
over my shoulder, I begin to feel apprehensive as to why I invested countless hours and 
paycheques on Model United Nations initially. However, picturing the lively debate that will 
take place within our committee reminds me that Model UN is one of the most uniquely 
gratifying experiences a high school student can attain.  
 
Whether you’re the type of delegate who passionately follows the news or is dependent on 
Facebook headlines, I urge you to challenge yourself this weekend. I can assure you that the 
skills you acquire over the course of this conference will remain with you for the rest of your 
life. Welcome: I wish you all an unforgettable experience. 
 
With kind regards, 
 
Jan Lim 
WHO Director – CAHSMUN 2017  
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Committee Description  
 
Founded on the 7th of April 1948, the World Health Organization (WHO) is the managing 
and organizing authority on international health within the United Nations’ system.1 Since its 
inception, the WHO has evolved into an organization of over 7000 personnel, working in 
offices in over 150 countries. By providing recommendations to governments, promoting 
health standards and procuring an operational response team to areas experiencing 
emergency, the World Health Organization has the capacity to lead humanity to a state of 
better health.  
 
As stated in Chapter I of its Constitution, WHO was “to act as the directing and coordinating 
authority on international health work.” This resulted in a considerably broader scope than 
any other international agency of the United Nations. Fundamentally, the WHO focuses on 
building a healthier future for people across the globe through its constitution’s principles, 
one of which states that access to health is a fundamental right of every human being without 
distinction of race, religion, political belief, economic or social condition.  
 
The WHO’s highest authority is the World Health Assembly, which convenes once each year 
for approximately three weeks in May. The Assembly includes representatives of all member-
states, with over 166 countries represented in 1990 (The World Health Organization and Its 
Work, AMJ Public Health). Each member state is granted one vote each, regardless of 
financial contribution to the United Nations. As a result, although large countries will 
inevitably exert a greater amount of influence in the international community, within the 
Assembly, all nations reserve equal constitutional abilities. 2 
 
Importantly, the WHO operates in six distinct regions, with each regional office exercising 
significant autonomy. These areas are recognized as the Regional Office for the Africa, the 
Americas, South-East Asia, Europe, Eastern Mediterranean and for the Western Pacific.  Each 
Regional Board has the freedom to implement global policy decisions of the headquarters 
utilizing methods most suitable for the population at hand.  
 
A notable aspect of the WHO’s policy development process is the involvement of Expert 
Committees. For advice on close to all technical questions considered by WHO, the 
Secretariat will appoint an Expert Panel that will in turn select Expert Committees to 
recommend policies. In 1990, there were expert panels on forty-seven subjects - for example, 

                                                   
1 http://www.who.int/governance/eb/who_constitution_en.pdf 
2 http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2509615/ 
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malaria and environmental health (The World Health Organization and Its Work, AMJ Public 
Health). The panels contain 2600 persons and professionals from nearly all nations, and the 
committees are intended to be fully representative of specific countries that are of most 
concern to the issue. The integration of experts into policy development is thus fundamental 
to all WHO endeavours. 
 
With its vast resources and high standard of international involvement, the WHO has 
accomplished incredible feats for our society and the amelioration of human health 
worldwide. In its first decade, the WHO focused primarily on the infectious diseases afflicting 
millions of people in developing countries; these included malaria, yaws, tuberculosis and 
venereal diseases. It achieved a medical breakthrough as an organization when it 
demonstrated that tuberculosis could be effectively treated during the 1950s. Subsequently, 
during the 1960s the WHO collaborated with the world chemical industry to develop new 
insecticides to fight “river blindness,” a demonstration of its growing influence as an 
international body.3 
 
The WHO continued to achieve during its later decades of operation. From 1968-78, the UN 
organization was victorious in eradicating smallpox from the earth. Its political influence was 
demonstrated during the Alma Ata world conference of 1978, hosted alongside the United 
Nations International Children’s Emergency Fund.  
 
Notably, the great majority of WHO member-states are young developing nations, thus 
preventing Western powers from dominating policy decisions. Hence, since its inception the 
World Health Organization has grown to become one of the most “universally respected” UN 
specialist agencies (The World Health Organization and Its Work, AMJ Public Health). 
 
Currently, the WHO is following the itinerary outlined by its Twelfth General Programme of 
Work, published in 2014. The Programme is titled, “Not Merely the Absence of Disease”, and 
focuses upon the six primary goals of universal health coverage, international health 
regulations, increasing access to medical products, social, economic and environmental 
determinants, non-communicable diseases, and the Health Related Millennium Development 
Goals. The WHO has also commenced a reform strategy as of 2013, and the UN specialist 
agency aims to improve and alter its programmes, governance and management structure.4 

 
 
                                                   
3 Porter, Dorothy. The History of Public Health and the Modern State. Amsterdam: Editions Rodopi, 1994. Print. 
4 http://www.who.int/en/  
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Topic II: Controlling the Spread of Epidemics and Infectious Diseases 
Overview  
 
India ranks deplorably low amongst the developing countries in terms of health care 
expenditure, despite its position as one of the world’s largest nations and fastest-growing 
economies. As a result, the infectious disease burden upon its population is overwhelming. 
Weak healthcare infrastructure, coupled with favorable environmental conditions for 
microbes and high population density, has made India disproportionately affected by the 
outbreaks of infectious diseases, resulting in a series of epidemics and endemics. However, in 
response to the critical public health issue, the Indian government has previously instigated a 
series of programs to combat and control the spread of epidemics and infectious diseases. The 
Integrated Disease Surveillance Project (IDSP), launched by the National Centre for Disease 
Control (NCDC) with funding from the World Bank, is the leading initiative to reducing the 
infectious disease burden. However, said programs are met with controversy as overarching 
legislature for adjustments to health care infrastructure specifically addressing the approach to 
epidemics—which would result in the long-term benefit of reducing infectious disease 
outbreaks—have been limited to the archaic Epidemic Diseases Act of 1897.  
 
Subsequently, many endemic diseases have yet to be eliminated from India; in particular, 
tuberculosis, malaria, diarrheal diseases and HIV/AIDS continue to cause devastation to the 
developing nation and are in most desperate need of political and medical address.5 Epidemics 
and the spread of infectious diseases cripple the developing of the Indian population 
immensely, and thus it is of utmost concern to the World Health Organization to ameliorate 
the situation through supporting improvements of healthcare infrastructure, basic sanitation, 
research and development funding and rapid responses to outbreaks. Improving the control 
and spread of epidemics and infectious diseases in India would represent a monumental 
achievement for both the World Health Organization and the international community.  
 
Timeline 
 
1897 – Epidemic Diseases Act created by the Indian government under the British Empire.  
 
1922 – Typhoid and Malaria Epidemic occurs.  
 
1943 – Yaws Epidemic occurs. 
                                                   
5http://www.who.int/macrohealth/action/NCMH_Burden%20of%20disease_(29%20Sep%202005).pdf 
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1947 – Cholera Epidemic occurs. 
 
1950 – Tuberculosis Epidemic occurs. 
 
1955 – The Model Public Health Act’s first attempted promulgation by the government is 
instigated. 
 
1974 - Smallpox Epidemic occurs.  
 
1975 – World Health Organization declares Smallpox as eliminated from India. 
 
1987 – The government attempts for the second time at promulgating the Model Public 
Health Act.  
 
1994 – A plague epidemic cripples the community of Surat. 
 
1996 – National Apical Advisory Committee for the National Disease Surveillance and 
Response System (NAAC) created.  
 
1997 – National Surveillance Program on Communicable Diseases established by the Indian 
Government.  
 
2009 – Flu Pandemic detected by the NAAC.  
 
2009 – Hepatitis outbreak occurs in Gujarat.  
 
2009 – The National Health Bill passed by the Indian government.  
 
2014 – Jaundice outbreak devastates Odisha.  
 
2015 – An outbreak of swine flu occurs in India.  
 
2016 – India declared free of yaws by the World Health Organization.    
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Historical Analysis  
 
A Brief History of the Human Population and Infectious Diseases 
 
Over the centuries, epidemics of infectious diseases have crippled human society and vastly 
altered the course of civilization. Titanic outbreaks of diseases have eliminated entire 
populations, with smaller scale epidemics injuring nations. For example, imported smallpox 
microbes carried by explorers were responsible for 10-15 million deaths in 1520-1521, 
effectively ending Aztec civilization; other Amerindian and Pacific civilizations were 
destroyed by imported smallpox and measles.6 Similar to smallpox, plague—a disease caused 
by bacteria and spread by rats—had eliminated as much as a third of the European population 
over a five-year period in the 14th century.7 Humanity’s effort to quell epidemics and stop the 
spread of infectious diseases has been, and continues to exist as, an ongoing battle for our 
society.  
 
However, as the middle of the 20th century approached, infectious diseases were no longer 
considered as the major cause of mortality in developed nations.8 Medical breakthroughs such 
as the eradication of smallpox with the efforts of the World Health Organization 
demonstrated that epidemics could be eliminated through global efforts. Further, the 
development of vaccines and antimicrobials agents reduced the potential for widespread 
infections, along with improved sanitation and living standards. Despite this, infectious 
diseases remain highly prevalent in developing nations where sanitation standards remain 
deplorable for an impoverished population; moreover, the adaptation of viruses and bacteria 
to human vaccinations have contributed to the rise of newly discovered pathogens.9 As a 
result, emerging infectious diseases account for 26 percent of annual deaths worldwide. 10 
 
Emerging Infections in India: Recent Past  
Recent decades in India have harbored multiple outbreaks and epidemics, demonstrating the 
prevalence of infectious diseases within the developing nation. Of eight etiological agents, six 
infections were of zoonotic, or animal, origin, and five viral.11 

                                                   
6 http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3767269/ 
7 Ibid. 
8 Ibid.  
9 Ibid.  
10 Taylor LH, Latham SM, Woolhouse ME. Risk factors for human disease emergence. Philos Trans R Soc Lond B 
Biol Sci. 2001;356:983–9 
 
11 http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3767269/ 
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Significantly, India is endemic to many diseases such as malaria, kala-azar, cholera, 
tuberculosis, “erupting into epidemic form when conditions are favourable for their spread.” 
12 Recently, two epidemics, viz., plague and dengue inflicted the Indian population very badly 
at Surat and Delhi, respectively; however, these occurred in isolation and were not the result 
of any other natural disaster.13  

In the year 1992, a cholera epidemic occurred in India, beginning in the southern peninsula 
area and spreading both inland and along the coastline of the Bay of Bengal.14  The epidemic 
featured reports of a new serogroup O139 called Vibrio cholera, infecting a greater number of 
elderly people than traditional O1 strains; as a result, the outbreak posed new health 
challenges to the nation and greatly affected the coastal community.15 

Unlike the cholera epidemic of 1992, the 1994 plague outbreak in Surat of India’s Gujarat 
State created “an unprecedented level of panic leading to population exodus and internal 
migration,” as a result of influential domestic and international media reports.16 Humankind 
recognized plague as a disease of the medieval ages, and since the commencement of the Surat 
epidemic threatened the global health system as a whole, no other disease so responsive to 
prevention and control measures has generated such serious concern in modern day 
civilization.17 

The Surat (Gujarat) plague epidemic occurred in Surat on the 19th of September 1994, killing 
one hundred citizens of India.18 Although individual cases were reported from other parts of 
the city, the majority of plague cases came from two adjacent localities of Ved Road and 
Katargam where the population was steeped in poverty and living in highly congested slums.19 
Moreover, the two communities exist adjacent to the river Tapti, which was flooded due to 
heavy rains, leading to waterlogging of the area. The Ganapati festival further assisted the 
spread of an epidemic on the 18th of September, where a large procession passed through the 
infected area.20 The environmental conditions leading up to the disastrous Surat plague 
demonstrated the susceptibility of developing nations to catastrophic epidemics. Eventually, 
the plague outbreak in Surat led not only to nationwide panic but to near international 
isolation of India. Thus, the country incurred direct economic losses of approximately US $ 

                                                   
12 http://www.preservearticles.com/201101143271/major-types-of-epidemics-in-india.html 
13 Ibid.  
14 http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3767269/ 
15 Ibid.  
16 Ibid.  
17 http://www.preservearticles.com/201101143271/major-types-of-epidemics-in-india.html 
18 Ibid.  
19 Ibid.  
20 Ibid.  
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1.7 billion, although the cost effective sanitizing operation conducted by the Municipal 
Corporation of Surat was met with praise from nation and international organizations.21 

Following the epidemics of cholera and the pneumonic plague, a series of additional infectious 
diseases further shook the nation. The incidence of diphtheria, a vaccine preventable disease 
during 1980 was about 39,231, reducing to 2817 cases in 1997. However, in the past two 
decades, there has been a sudden increase in diphtheria cases with more than 8000 cases 
reported in 2004.22 Alarmingly, the three rounds of National Family Health Surveys (NFHS) 
also show that diphtheria (DPT) 3 coverage during 1992-2006 was only 52-55 per cent, 
indicating that a lack of an effective vaccination program for at-risk children was a key 
impetus for the epidemic.23  

In 2001, the Nipah virus developed exponentially in India with an alarming fatality rate of 60-
70 per cent.24 The Chandipura (CHP) virus became epidemical in 2003, with a case fatality 
rate of 55 per cent, predominantly focused in rural areas.25 In addition, chikungunya fever, 
caused by the chikungunya virus, had caused epidemics in 1963, 1973 and 2006. Although 
deaths were not known to occur, “the morbidity and disability caused due to chikungunya 
[were] enormous.”26 Additional epidemics include H1N1, causing 1833 deaths in 2010, the 
Crimean-Congo haemorrhagic fever (CCHF) 2011 outbreak of Gujarat, and acute 
encephalitis syndrome (AES), commonly affecting children below the age of 10 years, 
emerging in outbreaks as a seasonal disease and recently affecting Bihar in 2012.27 

Significant to the history of epidemics in India is the dengue epidemic of Delhi in 1996. The 
outbreak of Dengue Haemorrhagic Fever (DHF) and Dengue Shock Syndrome (DSS) became 
“the worst ever in India’s history.”28 With over 10 000 cases and nearly 400 deaths, the dengue 

                                                   
21World Health Organization. Geneva, Switzerland: World Health Organization; 2007. World Health Report 2007. 
 http://www.preservearticles.com/201101143271/major-types-of-epidemics-in-india.html 
22 World Health Organization. Immunization, surveillance, assessment and monitoring. Available 
from:http://www.who.int/immunization_monitoring/data/data_subject/en . 
23 International Institute for Population Sciences (IIPS) Bombay: IIPS; 1995. National Family Health Survey (MCH 

and Family Planning), India 1992-93. 

 International Institute for Population Sciences (IIPS) and ORC Macro. Mumbai: IIPS; 2000. National Family 

Health Survey (NFHS-2), 1998-99: India. International Institute for Population Sciences (IIPS) and Macro 

International. National Family Health Survey (NFHS-3), 2005-06: India. Mumbai: IIPS; 2007. 
24 http://www.preservearticles.com/201101143271/major-types-of-epidemics-in-india.html 
25 Luby SP, Rahman M, Hossain MJ, Blum LS, Husain MM, Gurley E, et al. Foodborne transmission of Nipah 
virus, Bangladesh. Emerg Infect Dis. 2006;12:1888–94. 
26 Chadha MS, Arankalle VA, Jadi RS, Joshi MV, Thakare JP, Mahadev PV, et al. An outbreak of Chandipura virus 
encephalitis in the eastern districts of Gujarat state, India. Am J Trop Med  
27 http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3767269/ 
28 Ibid.  



CAHSMUN 2017 WHO Backgrounder 9 

epidemic was a “dramatic emergence”, made even more so by the deplorable reasons for the 
outbreak.29 Ineffective mosquito control programs combined with inadequate medical and 
health services resulted in the rapid transmission of the infectious disease. Public education 
was employed as the most effective control measure against future outbreaks, as a “timely 
campaign” against the breeding of mosquitoes prevented an outbreak of cases of dengue in 
2011 from becoming an epidemic.30 

Historically, epidemics in India have been caused by the unfortunate living conditions of an 
impoverished population, a high concentration of livestock, environmental conditions and an 
inadequacy in the medical system to provide effective vaccines and antibiotics. The outbreaks 
above have proved catastrophic to certain communities and the resurgence of pathogens as a 
result of poor living conditions continues in current times. As India continues to progress as a 
nation, its medical system must undoubtedly address the prevention of epidemics if it wishes 
to form and sustain a healthy and productive society.   

Current Situation 

Background 

As a developing nation, India suffers disproportionately from the burden of infectious 
diseases.31 The spectrum of infectious diseases are enormous in India, contributing to about 
30% of disease burden overall in the 21st century.32 The overwhelming medical crisis can be 
attributed to an unfinished agenda of communicable diseases, non-communicable diseases 
linked with lifestyle changes, the emergence of new pathogens, and an inadequate health 
system infrastructure.33 As the second most populous country in the world and a leading 
world economy, it is imperative that India addresses the issue of infectious diseases in order to 
ameliorate the social conditions of its nation.  

India is currently witnessing an “epidemiological transition,” where the country is faced with a 
dual burden of both communicable and non-communicable diseases.34 The status of 
infectious diseases in India is at an irrepressible scope, with a total of 1584 disease outbreaks 

                                                   
29 Ibid.  
30 Ibid.  
31 http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3767269/ 
 
32 http://www.jmgims.co.in/article.asp?issn=0971-
9903;year=2013;volume=18;issue=2;spage=109;epage=111;aulast=Patro 
 
33 http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3767269/ 
34 http://www.jmgims.co.in/article.asp?issn=0971-
9903;year=2013;volume=18;issue=2;spage=109;epage=111;aulast=Patro 
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reported and responded to during the year 2012, representing only a small portion of the 
extensive number of epidemics and outbreaks that go unreported.35 Epidemics impose 
crippling economic burdens on communities, resulting in a national population stunted from 
experiencing proper socioeconomic development.  

Communicable diseases account for nearly half of India’s disease burden, demonstrating how 
basic improvements in sanitation, nutrition and personal hygiene could dramatically improve 
the state of health of the rural majority of India’s population.36 Inconveniently, India’s climate 
and environmental conditions put the nation further at risk of epidemic development. Cases 
of drug resistant malaria, tuberculosis, HIV-TB co-infections and epidemics of avian 
influenza have demonstrated how the evolution of microbes in a favorable environment 
further threatens the nation.37 

Control Measures  

The government of India has executed numerous initiatives and passed various bills in order 
to ameliorate responses to epidemics and the prevention of infectious diseases. The success of 
said programs remains a controversial subject. Public health interventions can be broadly 
divided into four categories: Biological, behavioral, political and structural.38  Biological and 
behavioral interventions concern the disease itself or the reaction of a community to the 
disease, whereas political and structural interventions result in the passage of laws and 
regulations.  

The government of India employs a two-pronged strategy to control the spread of infectious 
diseases.39 Firstly, a selective vertical diseases control program, focusing on one disease at a 
time, targets endemic diseases; the short-term investigation and control of outbreaks exists as 
the second approach.40 The short-term control of outbreaks is effective only for epidemics and 
is ineffective as an approach to eliminating endemics. A recent review on the Indian 
government’s approach to infectious diseases have outlined the inadequacy of the health 
system and recommended a complete overhauling of its infrastructure.41  

 

                                                   
35 Ibid.  
36 14 of ncbi  
37 http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3767269/ 
38 http://www.jmgims.co.in/article.asp?issn=0971-
9903;year=2013;volume=18;issue=2;spage=109;epage=111;aulast=Patro 
39 Ibid.  
40 Ibid.  
41 4 of jmgims  
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The Epidemic Diseases Act 1897  

The Epidemic Disease Act was promulgated on February 4th, 1897 following the plague 
epidemic in Bombay. The following quote provides a full summary of the Act and its sections.  

“Section 1 says that the act may be called as Epidemic Diseases Act, 1897 and it extends to the 
whole of India except the territories which immediately before the 1st November, 1956 were 
comprised in Part B states. 
 
Section 2 states that when the state government is satisfied that the state or any part thereof is 
visited by or threatened with an outbreak of any dangerous epidemic disease; and if it thinks 
that the ordinary provisions of the law are insufficient for the purpose then the state may take, 
or require or empower any person to take some measures and by public notice prescribe such 
temporary regulations to be observed by the public. The state government may prescribe 
regulations for inspection of persons travelling by railway or otherwise, and the segregation, 
in hospital, temporary accommodation or otherwise, of persons suspected by the inspecting 
officer of being infected with any such disease. 
 
Section 2A empowers the central government for inspection of any ship or vessel leaving or 
arriving at any port and for detention thereof, or of any person intending to sail therein, or 
arriving thereby. 
 
Section 3 prescribes penalty for disobeying any regulation or order made under the Act in 
accordance with section 188 of the Indian Penal Code. Under this provision, a punishment of 
6 months imprisonment or 1,000 rupees fine or both shall be meted out to the person who 
disobeys any order under the Act. 
 
Section 4 clearly mentions that no suit or other legal proceeding shall lie against any person 
for anything done or in good faith intended to be done under this Act.”42 

Limitations of the Act  

The Epidemic Act of 1897 is over a century old, and has accumulated an array of flaws that 
contribute to its inadequacy in an evolving public health situation. Furthermore, the Act fails 
to provide a definition of what constitutes a dangerous epidemic disease. Moreover, the 
territorial boundaries of the act must be reviewed, in addition to the legal framework of 

                                                   
42 http://www.jmgims.co.in/article.asp?issn=0971-
9903;year=2013;volume=18;issue=2;spage=109;epage=111;aulast=Patro  
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availability and distribution of vaccine and drugs and implementation of response measures.43 
Ethical restrictions are implicit, and the deserved punishment for violation of regulations is 
also unclear.  

Unified legislation to overarch the public health response to epidemic situations is still not 
developed in India. With a lack of a comprehensive public health act, India is dependent upon 
“blunt instruments” such as the Epidemic Act of 1897, an Act that is essentially nonfunctional 
in isolation from existing legislature.44 Although the government of India attempted to 
develop a Model Public Health Act in the years 1955 and 1987, the implementation of the Act 
failed in various states due to a lack of effective advocacy for change. The National Health Bill 
of 2009 aspires to provide a new health framework, with states such as Gujarat and Karntaka 
contributing significant amounts to the Public Health Bill.45 Furthermore, the Integrated 
Disease Surveillance Project (IDSP) was another initiative launched in 2004 to collect routine 
disease surveillance data; the IDSP has successfully reported 30-40 outbreaks every week.46 

Despite these provisions, the nation of India still lacks a comprehensive strategy to target the 
spread of infectious diseases. The lack of infrastructure and updated legislation will prove to 
be detrimental to the country’s health status if improvements are not pursued in the near 
future.  

Case Study: Tuberculosis 

Currently, India continues to have the world’s highest burden of tuberculosis (TB). 
Tuberculosis kills one person every two minutes in India and 750 people each day.47 Without 
enhanced control of tuberculosis in India, it is inconceivable to attain control of the disease 
worldwide. As a result, the reduction of tuberculosis in India is of utmost concern to the 
international community. Despite the progress made by India’s Revised National TB Control 
Programme (RNTCP) over the past decade, the infectious disease remains prevalent. 
Consequently, the government has launched an ambitious National Strategic Plan for 2012-
17.48 The plan aspires to provide universal access to “quality TB diagnosis and treatment for 
all patients in India,” which will result in “the capacity to manage and treat all forms of TB, 
including drug resistant TB, as well as substantially greater engagement of the private sector in 

                                                   
43 Ibid. 
44 Ibid.  
45 7 Ibid.  
46 Ibid.  
47 http://nbr.org/research/activity.aspx?id=324 
48 Ibid. 
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India, which manages nearly half of all TB cases.”49 The RNTCP has notably demonstrated 
enthusiasm to expand upon existing WHO-endorsed molecular tests to advance drug-
resistance detection capacities. The Indian government has been willing to invest greatly in TB 
control with less reliance on external funding. However, this willingness was contradicted by 
the reduction of India’s public health expenditures in the 2012-13 budget.50 

UN Involvement  

The enormity of the infectious disease burden upon India has resulted in a vide variety of 
United Nations specialized agencies executing initiatives to alleviate this situation. The World 
Health Organization, in collaboration with the World Bank, has been the primary combatant 
against epidemics in India.  

Although smallpox had been prior eradicated in other parts of the world, the infectious 
disease raged through mid-1970s India, with more than 100 000 reported cases and a 
minimum of 20 000 deaths.51 Despite the initial international panic, following a period of 
intense eradication and monitoring led by the World Health Organization, India was declared 
smallpox-free in May of 1975.52 The “rapid eradication of smallpox from the place that was for 
many years the world’s principal endemic focus of the disease [India] has been singled out as 
one of the great victories in the history of public health”, in the words of Dr. Larry Brilliant.53 
The World Health Organization’s ambitious global campaign to eliminate smallpox in 1996 
combined intensive vaccination programs, disciplined surveillance methods, ongoing 
prevention efforts, and effective publicity. Thus, the Smallpox Eradication Program succeeded 
in vastly improving the state of public health in India through United Nations involvement.54 

The Integrated Disease Surveillance Programme (IDSP) was launched with World Bank 
assistance in November 2004 to “detect and respond to disease outbreaks quickly.”55 After 
initial successes, the program was extended from April 2010 to March 2012. World Bank 
funds were given to the Central Surveillance Unit (CSU) at the National Centre for Disease 
Control (NCDC) and nine identified states of concern (Uttarakhand, Rajasthan, Punjab, 

                                                   
49 Ibid.  
50 Ibid.  
51http://content.time.com/time/specials/packages/article/0,28804,2027479_2027486_2027524,00.html 
52 Ibid.  
53 http://www.lib.umich.edu/online-exhibits/exhibits/show/smallpox-eradication-india 
54 Ibid.  
55 http://www.idsp.nic.in/index1.php?lang=1&level=1&sublinkid=5768&lid=3697 
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Maharashtra, Gujarat, Tamil Nadu, Karnataka, Andhra Pradesh and West Bengal), with the 
remainder of states funded from the domestic budget.56  

The IDSP included various approaches to the containment and eradication of disease, 
including establishing a media alert system in July 2008 and a 24/7 call center to report 
outbreaks in February 2008. As a result, the program was able to receive notification of 
hundreds of outbreaks each year, improving quality of response and care.57 The program also 
provided considerable amounts of funding for dozens of university laboratories and research 
institutions.  

The most recent involvement of the World Health Organization can be found in the 
campaign to eliminate yaws from India. The discovery in 2012 that a single, oral dose of the 
antibiotic azithromycin can completely cure yaws has added momentum to eradication. 
Today, only thirteen countries are known to be endemic. India is the first country officially 
declared free of yaws by WHO in 2016.58 

Possible Solutions  

Given the environmental conditions of India, the magnitude of the infectious disease burden, 
and the variety of diseases prevalent, epidemics are expected to continue to exist in India for 
the next few decades. However, the World Health Organization has made a series of 
recommendations of possible solutions to combat India’s public health crisis; the following 
possible solutions are based off of existing WHO recommendations.  

Strengthening Surveillance and Rapid Response Mechanisms 

Rapid response mechanisms are essential to ensuring that outbreaks of infectious diseases are 
contained. Previously, the National Surveillance Programme on Communicable Diseases 
(NSPCD) had pushed the government of India to establish the Integrated Disease Surveillance 
Project (IDSP) in 101 districts in the year 2004 following a detailed appraisal.59 Since then, the 
IDSP units have expanded to cover all states and districts in the country, meaning that each 
district now has a surveillance unit and a rapid response team (RRT) to quickly manage the 
disease outbreak in all areas of the nation.60 Over the years, “there has been an increase in the 
number of outbreaks reported by and investigated through IDSP with 1675 outbreaks in 2011 

                                                   
56 Ibid.  
57 Ibid.  
58 http://www.who.int/features/factfiles/yaws/en/ 
59 http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3767269/ 
60 Ibid.  
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alone.”61 Augmenting existing surveillance programs through World Bank Assistance, IT 
connectivity, the training of a wider network of physicians would greatly improve the capacity 
of the Indian health system to contain epidemics.  

Building Capacity in Epidemiology 

The Indian government at state and local levels have previously launched a series of short and 
long term field epidemiology training programmes (FETP) since 1964, in tandem with the 
NCDC.62 The programme takes in medical graduates with a MBBCS degree, and is aimed at 
developing a “a cadre of highly skilled field epidemiologists and State and district level.”63 
Increasing the scope of this program and investigating how similarly run programs can be 
utilized to improve outbreak response mechanisms would be beneficial to reducing the impact 
of epidemical outbreaks in India.  

Strengthening of Laboratory and Networks for Research and Development 

Funding from the IDSP in the past has strengthened laboratories and the networks between 
them, however areas where vast improvement remains necessary to ameliorate the state of 
epidemiologic research. Currently, the National Institute of Communicable Diseases (NICD) 
has been upgraded to the National Centre of Disease Control (NCDC) as an elite center with 
the responsibility of rapid response and laboratory based surveillance of communicable 
diseases.64  Crosscutting research that informs key policy decisions such as rational use of 
drugs and pesticides; climatic change; environmental impact assessment is the “cornerstone of 
disease prevention and control,” and thus supporting laboratories and their research would 
further improve epidemic response in India.  

Improving Access to Basic Health Care and Ameliorating Sanitation  

Fundamentally, the prevalence of infectious disease outbreaks within the Indian population 
can be attributed to a widespread poverty and the inadequacy of the health care system for 
poorer rural citizens. Improving basic sanitation in areas of sensitivity, such as Gujarat and 
Tamil Nadu, would vastly reduce the number of outbreaks. Providing funding to improve the 
living conditions of at-risk communities and increasing the accessibility of basic medicines 
and vaccines are essential factors to controlling the spread of communicable and non-
communicable disease.  

                                                   
61 Ibid.  
62 Ibid.  
63 Ibid.  
64 Ibid.  
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Universal Health Coverage and Health Care Insurance 

Currently, the Indian government does not cover a universal health insurance strategy for all 
of its citizens. As a result, many citizens do not purchase health insurance, as the expenditure 
is too much of a burden. Developing a health care scheme for the people of India is a sensitive 
topic, but would improve access to healthcare and thus, the containment of epidemics.   

Bloc Positions 

Although the topic of improving the control of epidemics and infectious diseases in India 
lacks distinct ideological controversies or political factions, delegates may look to the 
economic ties their country holds with India to determine their bloc positions. India currently 
expends a minimal amount of its budget upon healthcare. As a result, a shift to increase 
spending in the health care sector to reduce the burden of infectious diseases would indicate a 
reduction in government spending in sectors that may be of interest to foreign nations; 
consequently, countries possess differing stances upon the nation’s obvious health issue.  

The United States, Russia, Israel, and Brazil and Allies  

The United States, Russia, Israel and Brazil are currently some of the top contributors to 
India’s military expenditures. An increase of spending on the part of the Indian Government’s 
into healthcare could potentially reduce the amount of expenditure on military weapons and 
resources. As a result, the nations stated above and their allies would not look favorably upon 
a radical improvement in India’s health infrastructure, should it incur considerable cost to the 
government. They may support non-interventionist recommendations, using human rights 
concerns as a façade to a potentially apathetic approach.  

China and Allies 

As they stand, China’s relations with India can most accurately be described as a rivalry. 
Although Sino-India relations have normalized since the Sino-Indian war of 1962, China’s 
economic interests continue to clash with India’s.65 Most prevalently, China and India have 
conflicting interests in Africa, as both nations are currently the most economically invested in 
the development of the region.66 Furthermore, China and India have conflicting interests in 
the pharmaceutical industry and are competitive in their production of generic drugs for the 
world market. Despite this, China and India share similar socioeconomic concerns for their 
rural populations. In essence, the delegation of China and its allies would not look favorably 

                                                   
65 https://en.wikipedia.org/wiki/Foreign_relations_of_India#Strategic_partners 
66 Ibid. 
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upon a solution to the crisis that would vastly improve India’s economy in the long term, and 
would argue against one that would increase expenditure on research and development.  

India and Developing Nations 

India and developing nations worldwide, such as Bangladesh, would have the most interest in 
solutions that allocate the maximum amount of international support and funding for the 
control of infectious disease. India has long incredibly burdened by the outbreak of infectious 
disease – it is of the utmost importance to developing nations to receive aid in that regard 
wherever possible. 

Discussion Questions 

1) To what extent is the Indian government’s current expenditure on health care justified? 
Would an increase in spending upon health care vastly improve the situation of epidemic 
control, and should this be enforced?  

2) What areas of India have historically been most at-risk to epidemics and outbreaks? Is there 
a method employable to improve living conditions in said areas?  

3) Is the current legislation of India adequate to provide a political outline for the 
improvement of infectious disease control? How can it be ameliorated? 

4) Which of the possible solutions listed is the most direct approach to reducing India’s 
infectious disease burden?  

5) To what extent are obligations to the World Health Organization charter applicable to the 
current situation in India? Should all nations invest in India’s health care system in the name 
of Universal Health Coverage?  

6) To what extent are current infectious disease control programs in India sufficient or 
insufficient? Investigate the NCDC’s programs and those sponsored by the World Bank.  

7) Consider the immense rural population. Is it more important to invest in research and 
development of epidemiology in India versus a broader investment in health care?  

8) To what extent is civilian awareness and education a necessity to reducing the devastation 
of epidemics?  
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