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Welcome Letter
Esteemed delegates,
Welcome to this session of HamMUN UNDP! Leo, Ashvini and I (Natalie) will be your
Chairs for the United Nations Development Programme at HamMUN 2017. For an exciting
debate this year, we have chosen the following two topics: Developing a global healthcare
framework on sexual health to target Goal 3 of the Sustainable Development Goals and
Developing a framework to anticipate and de-escalate crises to allow pre-emptive
development aid. Both these topics are extremely pertinent in regard that as the UNDP, we
will try to address them with the idea of development in mind. We think that both these issues
are important to discuss as they affect a large part of the global population and are essential in
achieving the Sustainable Development Goals, one of the main aims of the UNDP. Therefore,
as members of the United Nations, it is our utmost duty to find pragmatic solutions to these
issues. All three of us have a significant share of Model UN experience, and we are more than
pleased to Chair this year’s UNDP. We hope this can be a learning experience for everyone in
the committee, so please do not hesitate to direct your questions to any of us, both before and
during the conference! We hope this study guide will be useful in starting your research and
that you can also use other sources to heighten your knowledge and perhaps think outside the
box too.

Just to provide a little information about us:

My name is Natalie Chung, and I’m originally from the sunny
city of Singapore and have spent the last 2 years studying in
the UK. I have just started my degree in International Relations
having just completed my A Levels in the UK. I have been
doing MUN for almost 5 years, taking a short hiatus this year
to focus on my A Levels, participating in no less than 13
conferences as a delegate, chair and secretariat member in
multiple countries and continents, including chairing at HamMUN 2016! As a
self-proclaimed travel addict, I am so excited to return to the beautiful city of Hamburg for
one of the best conferences around and having the privilege of being your Chair in the UNDP.
I look forward to working with all of you to make this the best HamMUN yet!
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My name’s Ashvini and I’m a second-year Politics and
International Relations student at the University of York but I’m
(really) from London and (originally) from Britain and India.
HamMUN 2016 was my first ever MUN conference and I I’m
really excited to be returning as one of the co-chairs of the UNDP,
which I hope will help me in my endeavour to work in
International Development and also to establish once and for all
whether chairs truly “have more fun”. In my spare time I enjoy napping and Netflix as well as
Hamilton and hummus. Overall, I would say I love MUNs and puns. Hope to see you all at
HamMUN 2017!

My Name is Leonard Heberer and I will have the pleasure of being
one of the Vice-Chairs for the UNDP at HamMUN 2017. I have
been doing MUN since April 2014 and HAMMUN will be my
17th conference overall. When it comes to MUN I´ve done pretty
much everything one can imagine: Delegate, Chair, Advisor,
Secretariat, you name it. Over the past years MUN has become
more for me than just a hobby, but a possibility to meet interesting people from all over the
world and what makes our modern, multipolar world go round.
I believe that HamMUN will be the ideal opportunity for you, the Delegates, to deepen your
knowledge, make new friends and experience the very unique way of how HamMUN parties!
Looking forward to fruitful debates, creative solutions and an amazing conference!

Introduction
About the UNDP
The main focus of the United Nations Development Programme is to foster sustainable
development around the world in order to protect human rights and improve standards of
living for all. It currently works in 170 countries in order to support both national and local
efforts to promote development.
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The UNDP’s three key focuses, that this UNDP simulation will address, are as follows:
1) “Sustainable Development”;
2) “Democratic Government and Peacebuilding”;
3) “Climate and Disaster Resilience”

The direction of the UNDP’s work is currently being shaped by its commitment to the
Sustainable Development Goals (SDGs). These are the 17 goals that the UNDP hopes to
achieve by 2030. These include goals such as SDG 4, “Quality Education” SDG 10,
“Reduced Inequalities” and SDG 16, “Peace, Justice and Strong Institutions”.

In addition to its efforts on the ground, the UNDP gives recommendations to member states
in the form of resolutions on certain issues. This committee will focus on drafting resolutions
on either or both of the two topics that will be discussed in this topic guide.

Topic A:
Developing a global healthcare framework on sexual health to target Goal 3 of the
Sustainable Development Goals
Introduction to the topic
Sexual health is essential to the overall health of individuals and familial units, and embodies
the rights of all persons to have the information and chance to seek a threat-free sexual life. In
the idea of a global healthcare framework on sexual health, five key areas would be focused
6

on in this discussion; laws, policies and human rights, education, society and culture,
economics and health systems.

A framework for sexual health programmes is a prerequisite for creating a generation of
self-aware youth. Limited medical infrastructure on sexual reproduction, reproductive health
and rights, safe sex as well as birth control accounts for high number of people suffering from
sexually transmittable diseases, adolescent pregnancies and sexual abuses. Sexuality is a
crucial part of personal integrity and thus it is crucial to provide youth with medically
accurate information. Furthermore, as taboos linked to sexuality are often seen as roots of
discrimination and ritual practices, such as female genital mutilation or breast ironing, UNDP
has decided to address issues pertaining to developing a global healthcare framework on
sexual health in order to foster awareness about issues pertaining to one’s sexual life, help
empower women and fight children’s sex abuse, targeting Goal 3 of the Sustainable
Development Goals of Good Health and Well-Being. A global healthcare framework on
sexual health enables young people to take decisions regarding sexual issues responsibly.

Background
The accessibility of comprehensive information about sexuality, the consequences it may lead
to and availability of good-quality healthcare affects the ability of men and women to achieve
sexual health and well-being. In 2002, the World Health Organisation convened a meeting
“Challenges in sexual and reproductive health: Technical consultation on sexual health”, one
of a progression of international meetings with several distinct objectives in dealing with the
technical and cultural aspects of sexual health. The framework is intended to support and
emphasise the requirement for governments to offer sexual health services that are suitable
and of good quality, to all persons without discrimination on any basis such as the ability to
pay or any other forms of identification.

Laws, policies and human rights
The role of law in improving sexual health
Countries, to guarantee the provision of sexual health information and services, may use
regulatory means, and endeavor to achieve their human rights obligations as signatories to
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human rights treaties by providing health care to everyone and making sure the right of those
living with STIs to access information and services without discrimination.
Other legal actions taken by national governments that have an effect on sexual health are
policies that have an impact on the health and well being of women. These policies target
delaying the age of first sexual intercourse, limiting the number of women and people
affected by the higher risks of early pregnancies in ways such as raising the legal age of
marriage. Furthermore, legal protection against discrimination related to sexual health status
is vital in the foundation of a sexually healthy society, as national policies may be limited by
the stigma that populations carry regarding such situations, affecting the quality or
accessibility of these health practices, so enactment of policies to reduce the stigma of such
situations are important to ensure an improvement in sexual health globally, so laws, policies
and human rights are one of the most important domains when discussing a global healthcare
framework on sexual health.

Regional case study
Sub-Saharan Africa has one of the highest rates of child pregnancies in the world, especially
Ethiopia1, where the median age of marriage for girls born between 1950 and 1954 was 15.6
years old3. After the legal marriageable age for girls in Ethiopia was raised from 15 to 18
years old, the median age of marriage for girls born between 1975 and 1979 increased to 18.1
years old2. Following this, the percentage of women giving birth before the age of 18 reduced
to 5.7% in 2015 from 11.6% in 19603. This reduces the incidence of adolescent pregnancies;
reducing the number of cases where risks associated with young pregnancies occur, showing
how Ethiopia, in implementing a raise in the legal age of marriage, has impacted sexual
health and well being of its people.

Influencing sexual health
International policies since 1994 have greatly impacted sexual and reproductive health,
especially the ICPD Programme of Action, setting governments on a course to achieve
international targets on sexual health. One approach the international community has taken is
a rights-based approach, including the right to self-determination with sexual relationships
and the right to the highest attainable standard of health in all forms. The context and culture
of the nation would have to be taken into consideration to achieve the maximum effect of
8

these development goals and human rights, and they would have to be implemented in terms
of having an action that would lead to a favourable impact.
However, even though a policy can be put in place, it may not be implemented effectively. An
example would be of Chad, where the legal age for marriage is increased to 18, but the
median age of marriage for girls is still around 16 years of age2.
Cultural acceptance of any policy, especially sexual health policy, has strong links with
religious philosophies, and the usually contrasting influences of international agreements on
governments and local demands from religious bodies cause many complications in policy
formation pertaining to sexual health, leading to inertia in regards to policy formation to
influencing sexual health.

Education
Building support for the planning of the implementation of sexuality education
Although sexual education is viewed as one of the ways to achieve a healthy future, there are
some countries that oppose this view and see it as a Western concept. The resistance could be
due to a varying number of factors, including religious views, conservative cultures and
lacking of adult sexual education11. Common misconceptions about the effect of sexual
education are that it leads to early sex and that it deprives children of their “innocence”11,12.
Some studies in European countries show that long-term national sexuality education has led
to a reduced number of teen pregnancies and abortions and a fall in the number of STIs and
HIV infections in people aged between 15 and 24 years of age11. These situations also place
hefty hardships on scarce government resources, families and communities.
Contrary to the misconceptions highlighted before, a study took place to see the effects of
sexual education to disprove the misconceptions surrounding the effect of the sexual
education. The review was a collation of 87 studies globally that met the criteria of the
study12. They were all implemented to reduce the number of unintentional pregnancies or
STDs. Figure 1 shows the results of the study to study the effects of sexual education
programmes on sexual behaviours, showing that an opposite effect of the misconception were
achieved, in that the intended purpose of the sexual education material achieved the desired
affects of delayed initiation of sex and the increased use of contraception, to name a few from
below12. This shows that the misconceptions surrounding sexual education were disproven.
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http://www.ippfen.org/sites/default/files/SexualityEducation_Policy_Brief_No_2.pdf

Goal of the National Sexuality Education Standards
Sexual education is part of promoting sexual and reproductive health and is a key strategy in
achieving the Millennium Development Goals (MDGs), particularly with MDG 3 in
achieving gender equality and empowerment of women, MDG 5 with reducing maternal
mortality and achieving universal access to reproductive health and MDG 6 with combating
HIV/AIDS.

Regional case studies
Sexual education in Europe first began in Sweden in 1955, sparking more Western European
countries to follow suit in the 1970s and the 1980s. They introduced sexual education in
schools in the 1990s and the early 2000s, starting in France and the United Kingdom and later
on in Ukraine, Estonia, Spain and Portugal12. After the introduction of sexual education, in
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Western Europe, the percentage of sexually experienced 15-year-olds remained relatively
stable, disproving some misconceptions about the effect of sexual education. Furthermore, in
Germany, the Netherlands, Finland and Kazakhstan, saw a fall in the percentage of sexually
experienced 15-year-olds13. This shows a rise in the age of first intercourse, signaling perhaps
the more responsible decision-making of the act13.
The focus of sexual education in Africa is to control the epidemic of AIDS in the region16. In
partnership with the World Heath Organisation and Non-Governmental Organisations, most
governments have established AIDS education programmes. One hindrance in this was the
Global Gag Rule, an initiative put in place by the President of United States at the time,
Ronald Reagan. The Global Gag Rule “required nongovernmental organizations to agree as a
condition of their receipt of Federal funds that such organizations would neither perform nor
actively promote abortion as a method of family planning in other nations”. This initiative
has since been suspended and reinstated with changes in Presidents, creating instability in the
work NGOs can do.
One example of a country in Asia that implemented sexual health education is Japan. Japan
has mandatory sexual education in schools from the age of 10 or 1117. Surprisingly, STDs in
Japan are increasing rapidly especially for genital chlamydia for women. It is the highest for
women aged 20–24, followed by 15–1917, indicating that the infection rate in the teens is
quite high. There has also been an increase in teenage pregnancies, where 1.4% of all babies
born in 2007 were born to women aged 19 or younger17. It can be seen from the chart how
there has been an increase in the rate of sexual experiences at every age group and for both
sexes.
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http://www.med.or.jp/english/journal/pdf/2011_03/155_160.pdf

The Japanese school curriculum on sexual education may be in place, but it can be seen to be
lacking. In the table, it shows the contraception used, or lack thereof, of pregnancies that were
aborted. It can be seen that 52% of pregnancies that were aborted did not use any
contraception17, so the population may be insufficiently educated on sexual education.

http://www.med.or.jp/english/journal/pdf/2011_03/155_160.pdf
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Society and Culture
Influences of society and culture on sexual health
The influence of conventional morals, beliefs and customs play an important part in people’s
sexual lives, affecting the family, the community and the society. Society and culture in the
respect of a framework for sexual health focuses on the idea of cultural norms and power,
specifically those of gender-power relations. Outcomes of sexual health programmes in
relation to society and culture are dependent on variable factors and cannot be generalised,
but the underlying theme is that of power. Groups that are perceived to have lesser power in
their society tend to have poorer sexual health, primarily due to their lack of access to
information, services and legal address. The significance of gender-power relations is
associated with different responsibilities among women and men, often leading to unequal
access to resources and power. Broad gender inequalities are also likely to be reflected in
sexual relationships, such as sexual decision-making, access to sexual health resources and
the dynamics of intimate partner violence8.

Issues of sexual health in regards to society and culture
The community and their views towards the sexual health framework are key in respect to the
efficacy of the framework implemented. Any measure to improve the sexual health of a
population must thus be comprehended and recognised by the community as a whole,
including those of the older generation, lest they become confused or distressed by the fast
changes in sexual behaviours, lifestyle and norms. Programmes, to the most extent, should
not contradict traditional teachings and should attempt to achieve consensus among those
with power in the community, as experience shows that these programmes are more likely to
be successful9. Violence linked to sexuality and gender inequality has grown in significance
and contribution to sexual health over the past decade, all affected by the society and culture
and the distribution of power within the society. This violence increases the risk of adverse
sexual health and overall health, including rising vulnerability to STIs, unwanted pregnancies
and miscarriage8.

Case study on community-based interventions
A community-based sexual health intervention was carried out on young adult Latino and
African-American men on their reluctance to seek health care in general and sexual health
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care in particular. An educational intervention took place, with 231 men between the ages of
18 to 30 participating, with 118 individuals in a control group that received no intervention.
As the intervention was community-based and targeted, it improved the use of sexual health
services, and that men in the intervention group had higher levels of sexual health knowledge,
and more positive attitudes towards seeking sexual health measures, and fewer sex partners
from the start of the intervention29. This shows that a global framework on sexual health is
most effective when the measures are targeted and thus must take into consideration culture
and society to have the most significant impact.

Economics
Influence of economics on sexual health
Sexual and reproductive health outcomes are fundamentally linked with poverty and
economic inequality, where poorer communities experience worse general health care then
richer communities, which translates disproportionately to experiencing inferior sexual health
services. It is also possible that economic reasons are driving forces behind some high-risk
sexual behaviour, so the effectiveness of health interventions are depended on understanding
the relationship between an individual’s economic need, vulnerability and health outcome in
the long and the short term. Economic factors related to sexual health are often overlooked,
and there is an assumption that the rational decision to improve sexual health will be made
when presented with necessary information and tools. On a national scale, poorer countries
have more limited resources and are less able to provide sexual health services such as family
planning.

Case study relating economics and sexual health
Prostitution in Thailand is illegal, but rampant in major cities of Bangkok, Pattaya,
Chiangmai and Phuket. Many are from poor families in Thailand and have little or no
education to engage in other forms of work, while the others are from neighbouring countries
of Laos, Cambodia, Vietnam and Myanmar. Most sex workers conceal their work status as
“services providers” or “freelancers”, the latter being most vulnerable to violations of their
human rights and excluded from being provided sexual health services. When trying to seek
sexual health services, service providers may deny adequate health services due to the stigma
that is associated with sex workers, so sex workers may be reluctant and unwilling to seek
14

sexual health services. Prior to receiving free Voluntary and Confidential Counseling and
Testing (VCCT), sex workers are made to disclose personal information and questions
relating to the number of clients they had and the use of condoms, which may be accessed by
anyone in the hospital, invading the privacy of sex workers. In turn, sex workers are less
disposed to the VCCT process, hindering sexual health efforts, in fear od disclosing their
work or health status which could lead to prosecution or stigmatisation.
Overall, the link between economic factors and the level of sexual health is strong, so
programmes put in place must acknowledge the pressures on individuals that make them
come to a conscious decision to continue to engage in unsafe sexual behaviours. In the case
of Thailand and many other countries, health providers must acknowledge the situation and
come to terms it to compromise a way to make sex workers’ activities less damaging to their
health.

Health systems
The role of health systems in sexual health
Health care infrastructure that is accessible to all, affordable and of good quality are essential
to attaining a sexually healthy society. Key ideas of health systems to ensure a sexually
healthy society are that they need to be confidential and non-discriminating, so service
providers should be trained to act in a professional manner regardless of an individual’s
sexual health status to provide the highest standards of health services that they can provide
without reacting on the stigma that some occupations and circumstances may carry, as
highlighted in the previous section. They should also need to be trained to identify those with
sexual health issues and provide applicable educational information about it. Expansion of
existing sexual health services should cover educational factors, counseling, screening and
safe abortions within the law28.

Guiding questions
● What kind of legislation would promote sexual health?
● Does the enactment of existing legislation need to be strengthened?
● What should be included in the curriculum for sexual education?
● How should we tackle the regional barriers to sex education?
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● How should the religious and political factors be dealt with when ensuring sex
education in less-liberal societies?
● What should be done so stakeholders from a broad range of community organisations
will participate in sexual health programmes?
● What should be done to ensure the framework is applicable to all the countries
involved without compromising their culture and societal values?
● How should existing sexual health infrastructure be expanded?

Topic B
Developing a framework to anticipate and de-escalate crises to allow pre-emptive
development aid

Introduction to the topic
From famine in Yemen to political instability in Iraq and from the current refugee crisis to
natural disasters, the world is plagued by humanitarian crises. These crises pose a significant
threat to human rights and living standards as well as the UNDP’s aim of achieving
sustainable development. The work of the UNDP is critical during these crises in order to
prevent crisis escalation and also to ensure stability and to encourage both short- and
long-term recovery. However, the UNDP is often unable to effectively provide aid in these
challenging circumstances, thus meaning those who are most in need of aid and assistance are
often unable to receive it. It is, therefore, necessary to improve the UNDP’s crisis response
mechanisms through the creation of a framework to anticipate and de-escalate crises to allow
pre-emptive development aid.

Background
As the UNDP has stated, “best practices and lessons from past crises give us better insight
and expertise to respond to new or on-going events”.18 In light of this, the UNDP has
identified three key aspects that it must take into account when improving its crisis response
efforts:19

1) “Speed” -- Crises must be dealt with quickly and efficiently in order to prevent the
crisis escalating and the effects of the crisis becoming exacerbated;
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2) “Effectiveness” -- Crises response must, of course, be effective and must help to
maintain stability during times of crisis and foster both sustainable development and
recovery;
3) “Predictability” -- If the UNDP is able to anticipate crises, it will be able to put
pre-emptive measures into place in order to de-escalate crises.

A crisis response framework that draws upon these three things can help the UNDP to ensure
sustainable development and stability are maintained during times of crisis and that
humanitarian crisis is effectively de-escalated. This is, of course, easier said than done and
poses a considerable challenge to the UNDP and its member states.

Discussion of the Topic:

Categories of Crises:
While each humanitarian crisis has very complex causes and effects and, therefore, must be
viewed holistically, they can be divided into the following broad categories:

1) Natural Disasters
According to the UNDP, 1.7 billion people have been affected by natural disasters during the
past 10 years.19 These crises can be further divided into the following five categories:20

i. Hydrological disasters, such as floods and landslides;
ii. Climatological disasters, such as droughts;
iii. Meteorological disasters, such as storms;
iv. Geophysical disasters, such as earthquakes and volcanic eruptions;
v. Biological disasters, such as epidemics.

Natural disasters can threaten people’s livelihoods, homes and health. For instance, the Ebola
epidemic of 2014-2015, which is an example of a biological disaster, had far-reaching and
adverse social, political, health and economic effects. The World Bank, for example,
estimates that the Ebola crisis cost Guinea, Liberia, and Sierra Leone approximately $2.8
billion,21 thus exacerbating pre-existing issues within these countries.
17

Speed is, of course, of the essence during such crises. Natural disasters, which can be hard to
anticipate, therefore, require a fast and effective response. The Ebola epidemic, for example,
required a rapid mobilisation of several UN organs as well as both state and non-state actors
in order to deliver aid and resources to those most affected and to prevent an escalation of the
crisis. However, as Kofi Annan identified, the World Health Organisation (WHO) was slow
to realise how quickly the Ebola virus would spread and was slow to prioritise it.22 This led to
significant logistical difficulties. As Tony Banbury, the chief of the UN Mission for Ebola
Emergency Response (UNMEER), described it in 2014, “I need everything. I need it
everywhere. And I need it super-fast.”22

Therefore, creating a framework to identify priorities for the UN and to help it preempt
natural crises would make the UNDP’s response to crises both faster and more effective.

2) Man-made Crises:
Man-made crises are situations that are directly caused by humans. These include conflicts
and wars, which cause instability and tend to affect the most vulnerable members of society
the most.

One such example is the current humanitarian crisis in Iraq, which been severely destabilised
after years of conflict. According to UNDP statistics, over 11 million Iraqis are currently in
need of humanitarian assistance and approximately 5 million Iraqis have been misplaced in
recent years.23 The World Food Programme directly links the current humanitarian situation
to recent fighting, claiming that it has “deepened insecurity, rolled back development and
exacerbated vulnerabilities” meaning that “thousands of Iraqi families are in desperate need
of food assistance”.24

The UNDP has identified several barriers to its efforts to effectively administering aid in Iraq.
For instance, it claims it overestimated the government’s capacity to deal with the crisis
quickly and its overestimation of the UNDP’s own ability to undertake several projects at
once. A framework to pre-empt and de-escalate crises, therefore, must be realistic and
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achievable. These are all things the UNDP must take into account when dealing with future
crises in order to improve its capacity to respond to crises.

3) Complex Emergencies:
Complex emergencies are crises that are caused by a number of interconnected factors.
According to the World Health Organization (WHO), these often combine socio-political or
economic problems with natural disasters, thus creating a complex and urgent humanitarian
situation.

One example of a complex emergency is the current famine in Somalia, Yemen, Nigeria and
South Sudan. This has been described by the UNDP as “the worst preventable humanitarian
crisis since World War Two” and has left approximately 20 million people at immediate risk
of starvation.23

In this particular case, famine has been exacerbated by conflict, as stated by Antonio
Guterres, is conflict.25 The instability caused by conflict has hindered development efforts
considerably and has stopped aid and resources from reaching those who need them the most.
A framework to anticipate and de-escalate crises will, therefore, need to address how aid and
development efforts can be implemented during times of conflict and in the most challenging
of circumstances. In order to effectively prevent humanitarian crises and their escalation, it is,
therefore, necessary to work to prevent conflict and to strengthen peacebuilding and
peacekeeping efforts.

Preventative and De-escalation Measures:

1) Preventing and De-escalating Natural Disasters:
The UNDP has identified three key ways of mitigating the effects of natural disasters and
they are as follows.26

i. Investment in and implementation of preemptive measures, such as the improvement of
infrastructure and creation of contingency and emergency plans. This can not only reduce the

19

adverse effects of natural disasters but also has economic benefits -- according to the UNDP,
every dollar invested in disaster prevention saves approximately seven dollars of losses;
ii. A quick response to a disaster and focus on a fast recovery in order to ensure stability;
iii. Promotion of long-term recovery by fostering security and stability.

2) Preventing and De-escalating Man-made Disasters and Conflict:
Similarly with natural disasters, it is important to take preventative measures against
man-made disasters as well as being able to implement emergency crisis measures rapidly.

The UNDP’s work in peacebuilding and increasing resilience and stability in less stable
countries is currently shaped by its commitment to Sustainable Development Goal 16 and it is
committed to conflict prevention. For instance, in 2012, it spent $79 million on global crisis
prevention. This included efforts to train police to identify potentially violent or unstable
areas in Kenya, mediating in Lesotho to ensure a stable and democratic transfer of power and
ensuring fair and free elections in Ghana in 2012.26 The creating and maintaining of strong
democratic institutions is the key to sustainable development and the prevention of man-made
crises as well as vital during these crises. Therefore, it is important to ensure sustainable
recovery and further preventative measures while mitigating emergency crises.

Emergency Measures:
There are two main aspects to emergency crisis response measures -- the first is the need to
mitigate the effects of the crisis, the second is to prevent further escalation of the crisis.

The UNDP must respond to crises with speed and must prioritise securing the basic needs of
those affected. For instance, crises can leave people with secure access to clear water or to
food. It must also prevent an escalation of the crisis and work towards recovery. One priority
of the UNDP in emergency situations is to help public services and government institutions
resume their main functions. It also takes measures such as supporting businesses and
rebuilding infrastructure in order to ensure that both normal life and sustainable development
can continue.
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Difficulties with Emergency Measures:
Effective emergency crisis response requires speed, good planning and considerable
resources (both financial and physical). In 2012, for instance, the UNDP sent its experts to 57
different countries and spent $18.4 million on recovery efforts in 2012.26

It is important to note that the UNDP is funded through voluntary contributions by countries.
In 2015, the UNDP received $4.5 billion of contributions, with Japan, the USA and Germany
currently being its biggest contributors.27 The UNDP is currently totally dependent on these
voluntary contributions, meaning that in an age of multiple humanitarian crises, the UNDP’s
budget is not secure. The funding of the UNP is an important issue when considering its crisis
response efforts so, perhaps, different funding models could be considered in order to give it
a more stable and secure budget.
Moreover, as the UNDP has stated, we are currently seeing a time of “unprecedented
humanitarian need”.20 The UNDP, ergo, is overstretched which means that it must prioritise
some crises over others. However, as was mentioned earlier in reference to the Ebola case
study, it can be hard to predict the full impact of a crisis at first glance. Natural disasters, for
instance, often come with little warning and can divert attention away from more
longstanding crises. Ergo, it is necessary to create a framework to anticipate and prioritise
crises, while ensuring the UNDP is not overstretched.

Questions a resolution should address:
● How can the UNDP’s crisis response efforts be improved and how can they ensure
“predictability, effectiveness and speed”?
● How should the UNDP categorise and prioritise crises? Should it focus on one of the
three types of crises over the other two?
● How can countries share their methods of dealing with internal crises?
● How could the efforts of the UNDP in current and former crises have been improved
upon and what can we learn from these?
● How should the UNDP work with other UN organs as well as both state and non-state
actors to deliver aid during humanitarian crises?
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● Do countries have a moral responsibility to provide aid (both financial and other) to
countries suffering from humanitarian crises and should contributions to the UNDP
remain voluntary?
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