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“The future belongs to those who believe in the beauty of their dreams.” — Eleanor 
Roosevelt 

Dear reader, 

Today, after six years at TECMUN, my story here comes to an end. What once began as a moment 
filled with uncertainty has transformed into one of the most defining journeys of my life. This path 
has demanded more from me than I ever imagined — countless hours of work, unwavering 
commitment, silent sacrifices, and yes, even moments where tears spoke louder than words. But 
within every challenge, I discovered something far greater: the strength to rise, the courage to be 
heard, and the realization that my voice is not only valid — it is powerful enough to create change. 
TECMUN did not just shape the way I speak, it shaped the way I believe in myself. 

My journey in TECMUN has never been easy, but it has been deeply meaningful. Along the way, I 
was never alone. I was surrounded by people who believed in me when I struggled to believe in 
myself — people who guided me, supported me, and reminded me why I started. For them, for you, 
for every advisor who trusted me, and above all, for my Secretariat, I gave my absolute best in 
everything I did. This last year, especially, challenged me in ways I never thought I would face. It 
pushed me beyond my limits, forced me to confront my fears, and taught me that growth is never 
comfortable — but always worth it. 

Never stay silent in the face of injustice. Speak up, act, and make choices — because the power to 
create change lies both in the decisions you take and in the ones you choose not to. Educate yourself, 
because nurturing your mind will help you understand yourself and others. Help those who need it 
most, because you hold privileges that many people around the world do not — and using them to 
serve others is one of the noblest forms of leadership. Do everything with passion, with love, and with 
purpose — every single day, for yourself and for others. Inspire and be inspired, because you never 
know if your words or your actions might be the push someone needs to believe in themselves. 

Everything I have lived through here has taught me that leadership is not about titles, recognition, or 
standing at the front of a room — it is about impact. It is about choosing to show up, even when it is 
hard. It is about lifting others as you grow, and understanding that the greatest legacy you can leave 
behind is not what you achieve, but who you inspire along the way. And that is what I hope to leave 
with you, dear reader: the certainty that your voice matters, that your actions carry weight, and that 
you are far more capable than you think. 

 

______________________________ 

Abril Valdés Calva 
Secretary General for the 

XXXIX TECMUN  

 



“Your origin does not define your destiny.”​
 — Marcus Rashford 

Dear participant, 

Today I say goodbye to the project of my life called TECMUN. From the bottom of my heart, 

I can say thank you endlessly. Maybe today you are entering your first model without really 

knowing what to expect, or perhaps you come with doubts, nerves, or even without much 

motivation. But let me tell you something: you are about to live one of the most incredible 

experiences of your life. TECMUN is not just a Model United Nations—it is a place where 

we always grow, where you challenge yourself, and where you discover what you are truly 

capable of. 

This project was built with effort and dedication from all of us, but above all, with and for 

people like you. Because without every delegate, minister, judge, without every idea, without 

every voice, this simply wouldn’t exist. Thank you for daring to be part of something I have 

loved for so many years. Thank you for taking an interest in issues that many ignore and for 

always seeking solutions to problems that at our age may not seem so relevant. 

Throughout this journey, you will not only learn about politics or debate—you will also learn 

about life. You will meet people who will leave a mark on you, ideas that will change you, 

and moments you will never forget. You will step out of your comfort zone and begin to see 

the world through different eyes. Today it’s my turn to close this chapter, but now it’s your 

turn to write yours. Make the most of every second—make mistakes, get back up, enjoy, 

laugh, learn, and leave your mark. Don’t be afraid to be different, to speak up, to try new 

things. Always remember: it’s not where you come from that matters, but how far you want 

to go. 

Thank you for continuing this dream. 

 

 

______________________________ 

Mauro Gálvez Carillo 
Subsecretary of General Coordination for the 

XXXIX TECMUN 

 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



“Peace is not something you wish for; it’s something you make, something you do, something 
you are, and something you give away.” — John Lennon 

Dear Reader, today you are here, ready—or perhaps not so ready—to spend the next three 

days discussing, debating, upholding, and, above all, dreaming about your stance on a global 

issue that disrupts the peace not only of certain nations, but of the life of every citizen on 

Earth. Today marks my sixth model within TECMUN, and after each one, I have learned 

extraordinary lessons that have changed my life in every aspect; however, the lesson they all 

share, and the one I consider fundamental, is this: courage, effort, and patience will always 

show you why they were worth it. My journey in TECMUN has not been easy; it has brought 

much work, time, dedication, and a few tears, but above all, it taught me that my voice has 

power. Today, to you—delegate, magistrate, judge—I invite you, even if it may be terrifying, 

to raise your placard, express that opinion, idea, or proposal that could be the key to a 

successful model, show that you can transform those nerves, that you have the courage, and 

decide to change the world from right here. Remember that your voice is a superpower, the 

greatest of all and with it, you can become a transformative agent of our current world, and 

you have the power to maintain that much-needed peace. I remind you that the greatest 

difference starts here and prevails in your day-to-day actions and decisions. Welcome to this 

new TECMUN. Live it to the fullest: raise your placard, build friendships, defend your 

stance, and forge new relationships; this is a place to grow, transform, and experiment. 

Congratulations. You now have a small piece of the world in your hands, and it is up to you 

to decide what you will do with it. We trust in you.   

_________________________ 

Samantha Salgado Nájar 

Subsecretary for the Economical and Social Council  

for the XXXIX TECMUN 

 



Background 
As part of the Sustainable Development Goals, the Joint United Nations Programme on 

HIV/AIDS (UNAIDS) leads the global effort to end Aquired Inmunodeficcency System 

(AIDS) as a public health threat by 2030. Following the discovery of Human 

Inmunodefficecny Virus (HIV) more than 35 years ago, approximately 78 million people 

have been infected and there have been more than 35 million casualties from AIDS - related 

illnesses, highlighting the urgent need for coordinated international action. Established by 

United Nations (UN) resolution 1994/24 and operational since 1996, UNAIDS works as 

the only joint UN programme, bringing together 11 UN co-sponsoring agencies, Member 

States, civil society representatives, and international partners. Operating in 188 countries, 

UNAIDS promotes innovation, collaboration, and human-rights based strategies to combat 

stigma, discrimination, and the ongoing spread of HIV/AIDS.  

 

Faculties  

In order to eradicate the HIV/AIDS epidemic, the Joint United Nations Programme on 

HIV/AIDS is committed to: 

●​ Design work plans for countries and communities to reduce the social and economic 

inequality gap; 

●​ Analyze information on emerging cases to better understand the state of the epidemic 

and disseminate information to raise public awareness;  

●​ Collaborate with governments through strategic guidance and coordination on the 

regulation of health services and the strengthening of social protection systems;  

 



●​ Establish legal frameworks through public policies at the national, regional, and 

global levels to prevent the decriminalization of the affected population and to protect 

their human rights; 

●​ Promote dialogue and the inclusion of communities in decision-making and action 

plans, through the participation of the most affected cities and key groups.  

 



 

Topic A 
________ 

Strategies to Address the Ongoing 
Public Health and Social Crisis 
Related to HIV/AIDS in Haiti, with 
Emphasis on Reducing 
Stigmatization and Strengthening 
Health Infrastructure beginning in 
1981. 
 

 

 

 

 

By: Emiliano Bautista Sosa 
 
 

 



Introduction  

 

Haiti’s entanglement with the HIV/AIDS epidemic dates to the very start of the crisis in the 

early 1980s. In 1982, the U.S. Centers for Disease Control and Prevention (CDC) listed 

recent Haitian immigrants among early risk groups; a categorization that the press 

popularized as the “4‑H Club”—homosexuals, hemophiliacs, heroin users, and 

Haitians—cementing a stigmatizing1 narrative that uniquely targeted a national population. 

In May 1982, Haitian clinicians founded the Haitian Study Group on Kaposi’s Sarcoma and 

Opportunistic Infections (GHESKIO) in Port‑au‑Prince to investigate and manage the new 

syndrome, and retrospective reviews documented cases dating back to 1979–1982. The 

economic fallout was immediate: contemporary accounts report that the tourism sector 

experienced a dramatic and rapid collapse within a short period, severely undermining one of 

the country’s primary economic pillars. Devastating a key pillar of Haiti’s economy and 

reinforcing social discrimination at home and across the diaspora. 

 

Through the 1990s and early 2000s, Haiti faced a generalized epidemic2 within the 

Caribbean region that bore one of the world’s heaviest burdens outside sub‑Saharan Africa. 

UNAIDS/WHO estimated that by the early 2000s, Haiti faced one of the most severe 

HIV/AIDS burdens in the Caribbean, with hundreds of thousands of individuals affected and 

a health system struggling to respond effectively. The scale of the epidemic placed 2 

Generalized epidemics: an outbreak of a disease, commonly HIV, that has spread beyond 

specific high-risk sub-populations to the general population, sustained primarily by 

heterosexual transmission. 1 Stigmatization: the act of treating someone or something 

unfairly by publicly disapproving of them or its extraordinary pressure on already limited 

medical infrastructure, exposing systemic weaknesses in both prevention and treatment 

 



capacities. Regionally, transmission remained highly concentrated: in 2017, new infections 

became heavily concentrated in a limited number of countries within the Caribbean, with 

Haiti representing a disproportionately large share of the regional burden. In parallel, 

scholarly analyses show how long‑running disputes over whether HIV spread from or to Haiti 

shaped enduring stigma and blame that complicated cooperation and public health messaging. 

 

Since the January 2010 earthquake, Haiti’s HIV response has combined national leadership 

with substantial external support. CDC‑Haiti and partners helped scale services and, in 2016, 

the country adopted “Test and Treat” (treatment at diagnosis), while United States President’s 

Emergency Plan for AIDS Relief (PEPFAR) and the Global Fund3 have financed most 

program costs—the national HIV response has been overwhelmingly dependent on 

international funding sources, with only minimal contribution from domestic institutions, 

raising concerns regarding long-term sustainability and national autonomy. From 2010 

onward, UNAIDS and independent reporting documented declines in new infections and 

AIDS‑related decease and a steady rise in antiretroviral therapy coverage; yet the system 

remains vulnerable to shocks. In March 2025, UNAIDS warned that a U.S. funding freeze 

disrupted Pre-Exposure Prophylaxis (PrEP), threatened ARV continuity, and projections 

indicated the potential for a sharp and sustained increase in new infections in the absence of 

immediate restoration of funding and prevention efforts.. This mix of progress and fragility 

frames the operational challenges your committee must address. 

 

Foundational stigma and the early years (1981–1985): from the “4‑H Club” to the 

GHESKIO response 

 

 



Haiti’s link to the HIV/AIDS epidemic was forged in the early 1980s, when in 1981 the U.S. 

CDC reported clusters of Pneumocystis pneumonia and unusual spikes of Kaposi’s sarcoma 

in major cities, triggering federal investigations and the hypothesis of an infectious agent 

transmitted sexually and via blood. In 1982, amid a vacuum of scientific certainty, public 

discourse crystallized stigma through the “4‑H Club” label—homosexuals, hemophiliacs, 

heroin users, and Haitians—turning nationality into a supposed risk category and singling out 

Haiti as the only group defined by national origin.  

 

Haiti’s response was to organize science and institutions: in May 1982, the Haitian Study 

Group on Kaposi’s Sarcoma and Opportunistic Infections (GHESKIO) was formally 

established in Port‑au‑Prince, and retrospective diagnoses documented cases as far back as 

1979–1982, showing the country was part of the regional emergency from the outset. The 

social and economic consequences of stigma were immediate: historical accounts indicate 

Haiti’s tourism—then a pillar of its economy—collapsed by up to 80% within a year of 

stigmatization, with spillover effects on employment and trade. At the same time, an 

international debate about the “origins” and routes of transmission between Haiti and the 

United States shaped narratives of blame that influenced cooperation and public perception 

for decades. 

 

Epidemiological evolution in Haiti and the Caribbean (1990–2005): prevalence, mortality, 

and regional patterns 

 

Throughout the 1990s and early 2000s, Haiti faced a generalized epidemic within the 

Caribbean—the most affected region in the Americas and the most impacted globally outside 

sub‑Saharan Africa. By 2003, The Joint United Nations Programme on HIV/AIDS 

 



(UNAIDS) and the World Health Organization (WHO) estimated estimated Haiti faced a 

widespread and deeply entrenched epidemic, affecting a substantial portion of the population 

and resulting in significant loss of life, which placed overwhelming pressure on an already 

fragile healthcare system. Figures that reveal the magnitude of the challenge for a fragile 

health system. In parallel, regional briefs underscored the Caribbean’s heavy burden, with the 

epidemic affecting key economic and social sectors and Haiti carrying a substantial share of 

the absolute load. 

 

Regional profiles also show a persistent concentration of new infections in a handful of 

countries: in 2017, nearly 90% of new Caribbean infections occurred in Cuba, the Dominican 

Republic, Haiti, and Jamaica, and most AIDS decease in the Dominican Republic, Haiti, and 

Jamaica, with Haiti contributing a disproportionate fraction. For planning purposes, Pan 

American Health Organization (PAHO)/WHO and UNAIDS recommend pursuing the 

95‑95‑954 cascade with territorial and key‑population focus, given ongoing gaps in early 

diagnosis and pediatric coverage relative to adults. These trends support operative language 

establishing an interoperable Caribbean surveillance module (common protocols and 

harmonized indicators), subnational targets5 in Haiti to close testing and Antiretroviral 

Therapy (ART) gaps, and contingency funds to protect diagnostics and treatment continuity 

during climatic, political, or financial shocks.  

 

Health system capacities and financing: MSPP, PEPFAR, and the Global Fund 

 

Haiti’s response architecture blends national leadership with strategic external support. 

CDC‑Haiti began formal work in 2002 and—after the January 2010 earthquake—expanded 

toward immediate and long‑term interventions, adopting “Test and Start” in 2016 and 

 



deploying biometric patient identification to improve continuity of care and retention. In 

financing, the PEPFAR Responsibility Matrix (2019) attributes approximately 73% of Haiti’s 

HIV program funding to PEPFAR, 24% to the Global Fund, and 3% (in‑kind) to the Ministry 

of Public Health and Population (MSPP), illustrating high external dependence and 

sustainability risks if funding flows are disrupted. 

 

Despite these vulnerabilities, the MSPP–PEPFAR–Global Fund combination, coordinated 

with UNAIDS, has delivered post‑2010 gains: UNAIDS and The Lancet HIV document 

declines in new infections and AIDS‑related disease, with a marked rise in the share on ART 

a growing proportion of the affected population gained access to antiretroviral treatment, 

reflecting gradual improvements in healthcare delivery despite persistent structural 

challenges. Persistent gaps include workforce shortages, turnover, and supply‑chain 

fragilities6 lab inputs and Antiretroviral drugs (ARVs), with disproportionate impact in rural 

areas and among key populations. 

 

Resolution proposals follow logically: a Multi‑year Joint Financing Framework with 

counter‑cyclical disbursement clauses to shield critical commodities; investments in training 

and retention (retention bonuses, housing, security) for health workers in high‑burden 

departments; scaling digital patient‑tracking systems (unique ID, real‑time dashboards) and 

reference laboratories with external quality assurance; and workplace programs (prevention, 

testing, PrEP, ART) in the private sector (textiles, tourism) embedded in collective bargaining 

agreements. 

 

Contemporary risks and service continuity: PrEP, ART, and supply chains in crisis settings 

 

 



While Haiti’s response is stronger than in prior decades, it remains exposed to shocks that 

could reverse gains. The 2010 earthquake already revealed structural vulnerabilities in the 

health network; even so, since 2010 the country has achieved declines in new infections and 

decease and expanded ART access through combined governmental and international efforts. 

In March 2025, UNAIDS warned that a U.S. funding freeze disrupted PrEP services (except 

for pregnant/lactating women), created risks of ARV stock‑outs, and could increase monthly 

new infections by 30–50% without resuming prevention and communication 

campaigns—underscoring the program’s sensitivity to financial shocks.  

 

There are mitigation capacities that should be amplified. PEPFAR and CDC‑Haiti 

investments in digital systems—including biometric identification—help link clinical 

records, sustain continuity of care, and strengthen surveillance; recent evidence suggests 

these tools improve resource allocation during crises. Likewise, in 2022–2023 integrated 

service delivery (Elimination of Mother-to-Child Transmission (eMTCT), youth and 

key‑population outreach) expanded even in insecure settings, demonstrating the value of 

service integration and community mobilization with UN system support.  

 

Normatively, resolutions should establish a Rapid Response Mechanism to maintain 

PrEP/ART during shocks (6–9‑month buffer stocks, alternate logistics routes, “last‑mile” 

delivery via local NGOs), mandate continuity health‑education protocols (radio/SMS in 

Creole, community kits) when public outreach is constrained, instruct pooled regional 

procurement (Caribbean) with humanitarian prioritization clauses, and expand protections for 

health personnel plus micro‑insurance for facilities sustaining HIV services in high‑risk 

zones. 

 

 



International response from the Historical United Nations Program on AIDS/HIV 

 

In Haiti, UNAIDS has operated through the Joint United Nations Team on AIDS to 

coordinate prevention, testing, and treatment, backing milestones such as the nationwide 

adoption of “Test and Treat” in 2016, large‑scale testing drives, and workplace HIV programs 

with the International Labour Organization (ILO) in the Ouest and Nord‑Ouest departments. 

UNAIDS and partners also supported service integration—including eMTCT alongside 

syphilis, hepatitis B, and cervical cancer services—and PrEP training for providers, while 

mobilizing communities to address stigma and discrimination via Haiti’s participation in the 

Global Partnership to Eliminate HIV‑Related Stigma and Discrimination. 

 

Strategically, UNAIDS aligns Haiti’s response to the 95‑95‑95 targets and regional Caribbean 

priorities, recognizing that the Caribbean’s epidemic remains concentrated in a few countries 

and that late diagnosis and low pediatric treatment coverage are persistent gaps requiring 

targeted action. In governance and financing, UNAIDS has played a convening role with the 

Ministry of Health (MSPP), PEPFAR, and the Global Fund, including the 2019 PEPFAR 

Responsibility Matrix that clarified programmatic and financial responsibilities across 

partners—an instrument designed to sustain momentum behind policies like Test and Treat 

and to coordinate scale‑up with limited domestic resources. 

 

When shocks threaten continuity, UNAIDS has also acted as an early‑warning and 

coordination hub: during the March 2025 U.S. funding freeze, UNAIDS documented the halt 

of PrEP services (except for pregnant and lactating women), risks to ARV supply continuity, 

and a projected 30–50% monthly rise in new infections without urgent restoration of 

prevention and communication activities, while facilitating mitigation measures (e.g., a 

 



humanitarian shipment to stabilize ARV stock for several months and coordination with 

PAHO/WHO and civil society). Complementing crisis management, UNAIDS supported 

community‑based delivery in 2022–2023—mobile clinics for adolescents and young people, 

outreach in Cité‑Soleil despite insecurity, and PrEP provider training across multiple 

departments—showing how integrated programming can maintain services even under 

complex operating conditions. 
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Introduction  

The health crisis in New York City did not begin spontaneously, but was the result of a silent 

viral circulation that dated back to the 1970s. Subsequent phylogenetic research1 suggests 

that HIV arrived in New York around 1970 or 1971, establishing itself as the central hub for 

its spread to the rest of North America. However, it wasn't until June 5, 1981, that the 

MMWR report officially described the first five cases of atypical pneumonia in young 

patients. These individuals exhibited a collapse of the immune system that baffled the 

medical community at Mount Sinai Hospital and other local centers. The magnitude of this 

initial discovery was just the tip of the iceberg of an epidemic that had already infected 

thousands undetected. 

The geographic and social origins of the outbreak in New York were closely linked to its 

status as a hub for international travel and cultural diversity. During the 1970s, the city 

experienced a social opening that, combined with a lack of awareness about bloodborne 

pathogens2 , facilitated the spread of the virus. It is estimated that by the end of 1981, there 

were already more than 120 confirmed cases of this new syndrome in the boroughs of 

Manhattan and Brooklyn. The speed with which the virus infiltrated the urban fabric revealed 

the shortcomings of post-operative surveillance and sexual health protocols. New York thus 

became the unwitting laboratory of a global tragedy that would change forensic and 

preventative medicine.  

The initial response in New York suffered from institutional and financial paralysis that 

allowed the virus to reach a point of no return by 1983. By concentrating almost 50% of the 

national cases, the city demonstrated the serious consequences of ignoring warning signs due 

to social prejudices against affected groups. This negligence resulted in an irreparable loss of 

human capital and a collapse of systemic trust in the health authorities of the time. However, 

 



the analysis of this historical period is now the fundamental basis for the HUNP-AIDS 

committee to design fairer protection strategies. The legacy of these years should serve as a 

constant reminder of the need to act swiftly and with scientific rigor in the face of any 

emerging biological threat.  

Origin and Consequences of the Health Conflict  

The origin of the health crisis in New York City dates back to a silent viral introduction that, 

according to retrospective genetic studies, occurred around 1970. For a decade, the virus 

spread undetected through the social and transportation networks of a metropolis that served 

as the United States' main international hub. It wasn't until June 1981 that medical personnel 

began formally reporting cases of severe immunodeficiency3 that defied the clinical 

explanations of the time. This initial phase of ignorance allowed the pathogen to infiltrate 

deeply into the urban fabric before any containment protocols were activated. The outbreak's 

origin, therefore, was not a single event, but rather the result of ten years of epidemiological 

invisibility in a global city.  

The immediate consequences of this late detection manifested as a devastating mortality 

crisis that primarily affected young men in the prime of their productive lives. By the end of 

1982, New York City had recorded over 600 official diagnoses, a figure that represented 3 

Immunodeficiency: a state where the immune system's ability to fight infectious diseases and 

cancer is compromised or absent a tiny fraction of the actual number of infections. The 

overcrowding of hospitals like Mount Sinai and Saint Vincent's led to a collapse in the care of 

common illnesses, disrupting the regular functioning of the public health system. In addition 

to the loss of life, the outbreak caused a severe economic impact due to chronic absenteeism 

and high hospitalization costs. The most painful consequence of this period was the mass 

death of a generation that lacked access to timely diagnoses and treatments. 

 



On a social level, the conflict resulted in a wave of stigmatization and discrimination that 

fractured the cohesion of New York City's various boroughs. The erroneous association of the 

disease with specific groups led to the systematic exclusion of citizens from their jobs, 

housing, and basic services. This climate of fear and intolerance, exacerbated by media 

misinformation at the time, made it difficult for people at risk to seek medical assistance for 

fear of social repercussions. As a result, the virus went underground, further complicating the 

tracing and prevention efforts of health authorities. Community protection was severely 

compromised by prioritizing prejudice over scientific evidence and civic solidarity.  

In the long term, the consequences of the New York outbreak forced a complete restructuring 

of public health policies and health security mechanisms worldwide. The crisis spurred the 

creation of community-based care models and medical activism that transformed how drugs 

are developed and treatments are approved. International protocols for monitoring blood and 

blood product supplies were established and are now the global standard for safety. This 

health crisis left as its legacy the imperative need for early detection systems that are 

inclusive and respectful of human rights. Today, studying this period is an essential tool for 

the HUNP-AIDS committee to prevent this historical negligence from being repeated in 

future biological emergencies.  

Limitations in the timely identification of HIV/AIDS during the initial phase of the 

epidemic  

The shortcomings identified in New York City prompted a complete overhaul of early 

pathogen detection strategies globally. The first strategic error was the over-reliance on 

advanced symptoms to initiate epidemiological investigation protocols. Currently, the use of 

fourth-generation tests and genomic monitoring is promoted to identify outbreaks within their 

first two weeks of activity. New York City's strategy of the 1980s failed by not integrating the 

 



monitoring of asymptomatic populations, which were the driving force behind transmission. 

Today, early detection relies on artificial intelligence to analyze patterns in medication 

purchases and absenteeism.  

Technological innovation must be accompanied by a strategically distributed infrastructure of 

Level 3 and 4 laboratories in urban centers. In 1981, New York City had excellent 

laboratories, but coordination between them and public health agencies was deficient and 

slow. A modern strategy demands real-time data interoperability to reduce response time 

from months to hours. The creation of permanent biological sample banks allows for rapid 

retrospective studies when new variants or viruses emerge. Detection in the 21st century 

cannot afford the information gaps that cost thousands of lives in the 1980s.  

Strengthening early detection also requires the implementation of "preventive contact 

tracing" programs based on trust and anonymity. During the initial outbreak, contact tracing 

was almost nonexistent due to fear of legal repercussions and the prevailing social stigma. 

Current strategies propose the use of mobile applications and digital tools that protect identity 

while alerting to potential exposures. This innovation allows for breaking transmission chains 

long before the first clinical symptoms appear in the population. Early detection is, therefore, 

a combination of data science, advanced biotechnology, and applied social ethics.  

Finally, the formation of Rapid Response Teams4 (RRTs) is a direct lesson learned from the 

improvisation experienced in New York hospitals. These teams must be prepared to deploy to 

infection hotspots within 24 hours of detecting an index case. The strategy should include the 

immediate distribution of self-testing kits to saturate the affected area and obtain an accurate 

heat map. Historical experience demonstrates that the speed of diagnosis is the determining 

factor in preventing a local outbreak from becoming a pandemic. The HUNP-AIDS 

committee considers these innovations to be the cornerstone of international health security in 

 



the near future.  

Limitations in the timely identification of HIV/AIDS during the initial phase of the 

epidemic 

The social consequences of the outbreak in New York were devastating, creating a fracture in 

the community fabric that took decades to heal. The initial stigma led to the mass dismissal of 

diagnosed workers and the eviction of tenants under nonexistent pretexts of public health 

safety. In 1983, numerous cases of physical violence and harassment against people perceived 

as carrying the virus in public spaces were reported. These mechanisms of social exclusion 

acted as a multiplier of the virus by discouraging the search for medical assistance. 

Community protection must, therefore, begin with a legal framework that strictly prohibits 

any form of health-related discrimination.  

The creation of mutual support networks like the Gay Men's Health Crisis in 1982 was the 

most effective response to the lack of state protection. These organizations provided nutrition 

services, legal advice, and psychological support to a poulation that had been 4 Rapid 

Response Teams: specialized, multidisciplinary teams of healthcare professionals—typically 

critical care nurses, physicians, or respiratory therapists—who provide immediate, expert 

care to hospitalized patients showing early signs of clinical deterioration outside the ICU 

abandoned by the system. This positive consequence of the crisis demonstrated that the 

community is the first line of defense against the collapse of institutions. Modern community 

protection must formally integrate these NGOs into national emergency response plans. 

Citizen empowerment reduces vulnerability and allows for a more equitable distribution of 

prevention and care resources.  

Another crucial consequence of the outbreak was the restructuring of biosafety protocols and 

the recognition of the chronic impact on the mental health of survivors and caregivers. The 

 



crisis in New York City forced the standardization of personal protective equipment and 

universal precautions before 1984, saving millions of lives from future infections through 

strict occupational safety standards. Simultaneously, the massive loss of loved ones generated 

collective trauma that affected the emotional stability of entire boroughs, leaving 

psychological scars that persist to this day. Because of this legacy, current community 

protection mechanisms must integrate specialized services to address post-traumatic stress 

resulting from health emergencies. In conclusion, New York City's history demonstrates that 

a city's resilience and protection depend on a multidimensional strategy that heals both the 

bodies and minds of its citizens.  

International response from HUNP-AIDS  

The HUNP-AIDS committee maintains a "Zero Tolerance for Delay" stance in the 

identification of and response to highly transmissible pathogens worldwide. It acknowledges 

that the 1981-1984 New York outbreak was a preventable tragedy had scientific criteria been 

prioritized over social biases. The official position advocates for the creation of a data 

transparency treaty that would obligate states to report anomalies within 48 hours. National 

sovereignty 5should not be an obstacle to the technical intervention of international 

organizations during a declared public health emergency. Collective security 5 National 

sovereignty: the supreme, independent authority of a state to govern itself, its territory, and its 

people without external interference is the highest priority on a planet where biological 

agents respect neither geographical nor political boundaries.  

In terms of landmark resolutions, the committee's work is grounded in international 

frameworks that have evolved to protect global health equitably. Security Council Resolution 

1308 (2000) was a landmark in recognizing that a pandemic can threaten global peace and 

security. There is also alignment with the 2001 Declaration of Commitment on HIV/AIDS, 

 



which sets goals for international technical cooperation. The 2005 International Health 

Regulations require states to develop minimum capacities for early detection and reporting of 

risks. These regulations provide the legal framework for proposing coordinated and binding 

actions in response to emerging biological threats. HUNP-AIDS promotes the adoption of 

operational resolutions that guarantee universal access to diagnostic technology without trade 

barriers or restrictive patents. It calls on states to reallocate a percentage of their defense 

budgets to the creation of early detection infrastructure and protection networks. This 

measure seeks to transform the notion of security toward a humane and comprehensive model 

that prioritizes biosecurity over traditional military spending. It advocates for resolutions that 

universally decriminalize health conditions to ensure that epidemiological surveillance6 is not 

a tool of persecution. Only through binding international mandates can an equitable and 

scientific response be guaranteed worldwide.  

The ultimate goal of this committee is to ensure that New York's historical memory serves as 

the driving force behind a new era of preventative medicine and global social justice. Plans 

are underway to establish a permanent observatory of emerging pathogens based in the 

world's major megacities for immediate action. No community should ever again face the 

silence and neglect suffered by its citizens four decades ago due to a lack of political will. 

Through firm resolutions and technical cooperation, HUNP-AIDS seeks to consolidate a 

community protection system that is as swift as the virus and as strong as international human 

solidarity. Ultimately, the early response to the HIV/AIDS epidemic in Haiti revealed not 

only gaps in medical infrastructure, but also deeper systemic vulnerabilities that continue to 

shape the country’s public health landscape. 
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XXXIX TECMUN 
Glossary of Forbidden Words 

 
 

Forbidden Words 

Defined by the United Nations, are non diplomatic terms participants must avoid to mention 

during their speeches on the debate and in the writing of resolution projects 

 

Forbidden Words  

First world countries 

Third world countries  

Gay1 

War2 

Rape 

Terrorist 

Kill or murder  

Death 

Assassination 

Army  

Money  

Poor 

Okay 

Black3  

Permitted equivalents 

Developed countries 

Developing countries 

Member of the LGBTIQ+ community 

Belic conflict 

Sexual abuse 

Extremist 

Deprive someone of their life 

Casualties 

Homicide 

Military forces 

Economic resources 

Lack of resources  

Yes or agree 

Afrodescendant 

 

 

 

3 The word Black, in reference to ethnicity, is not prohibited but it is recommended to limit its use and refer to 
this sector as a dark-skinned person or afrodescendant as the case may be. 

2 The word War can be used in order to refer to historical contexts, such as the Cold War, the First World War, 
etc. It can only be used in the Security Council to refer to armed conflicts. 

1 The word Gay is replaced by a more inclusive term, recognizing that not all people within the LGBTIQ+ 
community identify in the same way. 

 



  

 

 

 

 

 

 
XXXIX TECMUN  

Glossary for Resolution Projects 
 

 
Preambulatory Phrases 

Preambulatory Phrases are used at the beginning of every Resolution Paper in order to give 

context about the resolutions made for the topic. Preambulatory Phrases must be written in 

italics followed by a sentence that gives said context. For each Resolution Paper there must 

be five sentences beginning with a Preambulatory Phrase. 

 

Affirming 

Alarmed by 

Approving 

Bearing in mind 

Believing 

Confident 

Contemplating 

Convinced 

Declaring 

Deeply concerned 

Deeply conscious 

Deeply convinced 

Deeply disturbed 

Deeply regretting 

 

 

Desiring 

Emphasizing 

Expecting 

Expressing its appreciation 

Fulfilling 

Fully aware 

Further deploring 

Further recalling 

Guided by 

Having adopted 

Having considered 

Having examined 

Having received 

Keeping in mind 

 

Noting with deep concern 

Noting with satisfaction 

Noting further 

Observing 

Reaffirming 

Realizing 

Recalling 

Recognizing 

Referring 

Seeking 

Taking into consideration 

Taking note 

Viewing with appreciation 

Welcoming 

 

 

 



 
 
 
 
 
 
 
 
 

XXXIX TECMUN  
Glossary for Resolution Projects  

 
 
Operative Clauses 

Operative Clauses are used at the beginning of every resolution within the Resolution Paper 

on the debated topic. They must be written in italics and bold. 

 

Accepts 

Affirms 

Approves 

Authorizes 

Calls 

Calls upon 

Condemns 

Confirms 

Congratulates 

Considers 

Declares accordingly 

Deplores 

Designates 

 

 

 

Endorses 

Draws the attentions 

Emphasizes 

Encourages 

Expresses its appreciation 

Expresses its hope 

Further invites 

Further proclaims 

Further reminds 

Further recommends 

Further requests 

Further resolves 

Has resolved 

 

 

Notes 

Proclaims 

Reaffirms 

Recommends 

Regrets 

Reminds 

Requests 

Solemnly 

Affirms 

Strongly 

condemns 

Supports 

Takes note of 

Transmits 

Trusts 

 
 
 
 
 
 

 



 
 
 
 
 
 
 

 
 

 

Personal notes 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 



 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 



 
 

 
 

 
 

 
 

 
  

 


