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Introduction 

The World Health Organization (WHO) declares “the enjoyment of the highest attainable 

standard of health” to be “one of the fundamental rights of every human being without distinction of race, 

religion, political belief, economic or social condition.” However, access to and use of healthcare services 

remains a notable challenge to many within the medical setting. Among the most prominent of 

vulnerable, disadvantaged populations include chronically ill and disabled patients, low-income 

individuals, remote geographical residents, religious or racial minorities, elderly populations, and the 

LGBT+ community— all of which are met with heightened risks for disparate medical conditions due to 

their cultural, economic, ethnic, health or social circumstances. 

Even in the midst of rapid medical advancements and significant steps towards accessible 

healthcare worldwide, addressing varying health care needs of the disadvantages presents challenges 

on many levels. The global health workforce shortage compromises the attention given to disadvantaged 

populations, deeming doctors incapable of providing long-term specialized treatments and patients 

unable to receive timely healthcare. A limited specialization in care restricts the facilities and personnel 

available to support the unique treatments and regimens of the disadvantaged. Stigmatizing, 

unwelcoming healthcare settings yield discrimination and judgement in the medical setting, contributing 

to a prevalent reluctance for vulnerable populations to seek or interact with medical services. The 

aforementioned challenges are all aggravated by complications with health insurance: an example being 

increasingly more out-of-pocket surgeries and treatments responding to rising medical spending, 

oftentimes affecting the costs of specialized services for the disadvantaged. 

In the past decade, multiple efforts have been aimed at bridging equities and disparities in the 

medical setting. Nations have convened to demonstrate international cooperation and engage in 

dialogue on healthcare improvements, and inclusive healthcare frameworks have been pioneered by 

various universal healthcare coverage systems around the world. However, disparities in healthcare 

continue to persist and the urgency of such continuation begs the question: how does one effectively 

provide access to healthcare for the disadvantaged? 
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Definition of Key Terms 

Disability 

Disability is defined by the International Classification of Functioning, Disability, and Health (ICF) 

to be the umbrella term for all impairments and conditions that contribute to deteriorating health and 

limited independence. Disabilities can be physical, intellectual, neurological, or sensory— a few 

examples being dyslexia, dementia, or visual impairments respectively. 

Disadvantaged Populations 

Originally coined by the United Nations in 1948 to describe people barred from participation in 

collective societal life, disadvantaged populations today refer to groups disadvantaged by their cultural, 

economic, ethnic, health or social circumstances. In the healthcare setting, disadvantaged populations 

are among the most vulnerable to compromised access to medical care.  

Health Disparities 

Health disparities are defined by the Center for Disease Control and Prevention (CDC) to be 

“preventable differences in the burden of disease, injury, violence, or opportunities to achieve optimal 

health that are experienced by socially disadvantaged populations.” The most prominent disparities 

affecting disadvantaged populations pertain to insurance coverage, access to services, and overall 

health status. 

Non-Communicable Diseases 

Non-communicable diseases refer to diseases that are not spread directly from person to person; 

a few of the most prominent include Parkinson's, Alzheimer’s, strokes, cancer, and diabetes. 

Non-Physician Providers 

Often referred to as “physician extenders,” non-physician providers are licensed healthcare 

professionals whose expertise lie in providing services complementing that of physicians. Examples of 

non-physician providers include nurse practitioners, midwives, therapists, social workers, optometrists, 

and psychologists.  
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Out-of-Pocket Expenses 

Out-of-pocket expenses denote monetary payments that are not subject to reimbursement. In the 

healthcare setting, these expenses refer to the costs for medical treatments that are not covered by 

insurance companies or national healthcare systems. 

 

 

Caption: This graph illustrates the differences in out-of-pocket health                                                       

expenditure of different countries all over the world, compared in U.S. dollars.  

Primary Health Care (PHC) 

Abbreviated as PHC, Primary Health Care is defined by the World Health Organization (WHO) to 

be a “whole-of-society approach that includes health promotion, disease prevention, treatment, 

rehabilitation and palliative care.” PHC involves a wide scope of services and addresses all aspects of 

health for a person throughout their life, such as long-term care, disease prevention, counselling, illness 

treatment, and health promotion. 

Self-Management Support 

Self-management support is provided for patients with chronic illnesses and conditions to assist 

them in managing decisions and behaviors affecting their health. Such support is especially important to 

the chronically ill as they are guided to make informed decisions about caring, understanding and 

managing their conditions, and partaking in healthy behaviors. 
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Background Information 

Vulnerable Populations in Healthcare 

Within the medical setting, access to and use of healthcare services remains a notable challenge 

to many. These vulnerable populations experience heightened risks for disparate medical conditions due 

to their cultural, economic, ethnic, health or social circumstances; outlined below are a few prominent 

groups within said realm: 

 Chronically Ill and Disabled Patients 

As the chronically ill and disabled often struggle with deteriorating health and limited 

independence, insufficient healthcare and unmet medical needs can manifest to be particularly 

problematic; and the prevalence of such healthcare inadequacy cannot be dismissed: In 2018, 

the CDC reports that one in three adults with disabilities between the age of 18 to 44 "do not 

have a usual healthcare provider" and one in four "did not have a routine check-up.” 

 Low-Income Individuals 

The negative impact of poverty on health presents long-standing medical concerns for 

low-income and homeless individuals. Yet these concerns go far beyond their financial inability to 

afford sufficient treatment and facilities. Substandard living conditions and economic stress are 

psychologically proven to be contribute to poor mental and physical health— subpar 

neighborhoods observe higher rates of crime and violence, associated with adverse mental well-

being; seeking for stress-relief and an addiction-normalizing culture may also push one to use 

tobacco, alcohol, or drugs, yielding health problems such as lung cancer, heart failure, and 

HIV/AIDS respectively. Moreover, a lack of education also limits the interactions between low-

income communities and the modern healthcare system. As UNESCO measures that 43% of 

impoverished adults have no or limited literacy skills, comprehension limits their ability to 

effectively request, receive and understand their medical care. 

Remote Geographical Residents   

The unequal distribution of medical facilities remains a barrier to equip remote 

geographical communities with access to healthcare, a few of the most prominent being hard-to-

reach, rural, or conflict areas. Limited geographic access to medical services is largely credited to 

three components: the substantial scarcity of competent health workforces worldwide; the 

inaccessibility of transportation to and from clinics and facilities; and the limited availability of 

health infrastructure and technology thereof.  
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Caption: This map showcases the varying expenditures on the health domain, with red                        

symbolizing minimum expenditure and dark blue signifying the highest thereof. 

Religious or Racial Minorities 

Religious and ethnic minorities fight a long-standing battle against disparities and 

discrimination in the healthcare. Experiences of religious discrimination and racial stigmatization 

present barriers in receiving healthcare and yield to their reluctance in the future to seek medical 

help. This is particularly notable in immigrants; as they sometimes come from different races and 

hold different religions than the majority population of their hosting countries, they are also further 

disadvantaged by their low socioeconomic status, aggravating their treatment in the eyes of 

healthcare providers. Moreover, national Conscience and Refusal Laws allow medical facilities 

and institutions to refuse care under the guise of conscience or religion, further aggravating said 

discrimination against religious and racial minorities. 

Elderly Populations 

As the elderly are at heightened risks for chronic and non-communicable (NCDs) 

diseases due to their compromised immune system, adequate access to healthcare is important 

to keep the aging process in check. Due to the unique set of challenges for the elderly, their 

healthcare is particularly time-consuming and costly— yielding an array of challenges for health 

institutions: not enough physicians commit to geriatrics (the study of older adults’ health) and 

gerontology (the study of aging) to be competent for specializing in elderly care; the high expense 

of said care often constitute as out-of-pocket expenses not covered by insurances; and the 
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preventive medical check-ups; and the shortage of health workforces compromise the frequency 

of preventive medical check-ups that would otherwise be provided regularly. 

LGBT+ Communities 

Many lesbian, gay, bisexual, transgender, or related (LGBT+) patients struggle with 

discrimination and misunderstanding in the health care setting. Homophobia, transphobia, or 

other forms of stigma are often the primary reason cited by facilities to deny or delay health 

services for LGBT+ people on the basis of their gender expression or sexual orientation. 

Branching out, however, are legal and institutional complications aggravating their restrictions to 

medical access. With the primary example being the United States, many physicians have self-

identified to be LGBT-competent or LGBT-friendly to help patients identify suitable persons to 

consult. This however, emerges problematic as no objective methods are present to measure 

competency, and LGBT patients often resort to limiting their options under the assumption that 

other physicians are not competent or identifiable to work with. Like laws pertaining to religious 

and ethnic minorities, national Conscience and Religious laws further penetrate discrimination 

against the LGBT+ community in the healthcare setting and limit their access thereof. 

Challenges in Addressing Health Care Needs of the Disadvantaged 

Though the WHO declares “the enjoyment of the highest attainable standard of health” to be “one 

of the fundamental rights of every human being without distinction of race, religion, political belief, 

economic or social condition,” addressing varying health care needs of the disadvantages presents 

challenges on many levels: 

Global Health Workforce Shortages 

The WHO declares a severe shortage of almost 4.3 million doctors, midwives, physicians, 

nurses, and health workers worldwide— most notable in poverty-stricken countries, especially 

sub-Saharan Africa where medical services are high in demand. This, in turn, yields a number of 

healthcare challenges: disadvantaged populations struggle to obtain quality, attentive healthcare; 

doctors are unable to find time to provide long-term preventive measures or treatment to those in 

need; and in some circumstances, unnecessary patient deaths occur due to a prolonged delay 

for healthcare or treatment. 
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Caption: This bar graph compares the available hospital beds per 1000 people                                                          

in several developed countries all over the world. 

Limited Specialization in Care for the Disadvantaged 

Due to the unique set of health challenges pertaining to said disadvantaged and 

vulnerable populations, they often require specialized medical services; these may include 

complicated drug regimens, close monitoring, long-term preventive measures, and ongoing self-

management support. However, coupled with a global health workforce shortage and limited 

resources of medical facilities, doctors are poorly equipped and often unable to provide such 

specialized care. 

Stigmatizing, Unwelcoming Healthcare Settings 

Stigmatization and discrimination contribute to the negative health experience of the 

disadvantaged. Not only do they yield health disparities in insurance coverage and access to 

services, they also give rise to one’s reluctance to seek for or interact with medical services due 

to a feeling of being unwelcomed and judged upon. Discrimination, unfortunately, is prevalent in 

almost every disadvantaged and vulnerable population: the chronically ill and disabled are judged 

by their medical conditions; the low-income are looked down upon because of their economic 

status; minorities are discriminated based on their religion or ethnicity; and the LGBT+ community 

experience homophobia or transphobia for their sexual orientation or gender expression 

respectively. 

Complications with Health Insurance  

As specialized medical services for the disadvantaged account for a disproportionate 

value of healthcare, the primary costs reimbursed by basic healthcare insurance coverages are 

often insufficient. Voluntarily, vulnerable populations are more likely to choose to be uninsured 

than the general public in both private and national contexts. Involuntarily, within countries with 

universal health coverage, public budgets for healthcare have tightened over the decade as total 
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medical spending is on the rise— especially considering the costs to treat an increasingly aging 

global population. As a result, many of these countries have resorted to increasing the number of 

out-of-pocket surgeries and treatments, oftentimes affecting the costs of specialized services for 

the elderly, disabled, or chronically ill. 

 

Major Countries and Organizations Involved 

Belarus 

Despite significant changes to the public healthcare system after the nation declared its independence in 

1991, Belarus remains committed to providing universal access to healthcare and extends a number of 

free services for Belarusian residents and citizens. Though the system was recently complimented by 

WHO "for leadership and efforts aimed at improving the health care system that have already brought a 

clear result," the vast majority of provided clinics are still lacking the funding and advancement to 

advance specialized care and related services to those with special needs— particularly endangering the 

550,000+ Belarusians with disabilities, accounting for 6% of the national population often excluded from 

the welfare system as the invisible minority. 

France 

Recognized as the “best overall healthcare system” by the World Health Organization, the French health 

system mobilizes government-collected taxation to extend universal health care coverage to all citizens. 

Patients enjoy national health insurance where more than two thirds of general healthcare costs are 

reimbursed. Even under such an egalitarian system, social disparities in discrimination within healthcare 

still remain— complementary, out-of-pocket health services remain unaffordable to the impoverished. 

Commission complications of the healthcare system have led doctors to refuse patients with special 

needs, and a handful of immigrants and refugees remain excluded from national healthcare. 

European Union (EU) and the European Economic Area (EEA) 

Applying to countries in the EU and the EEA, the residence-based European Health Insurance Card 

(EHIC) covers a number of medically-necessary services at a reduced or free cost, applicable to citizens 

residing in and traveling among said region. Focusing on the EHIC’s effect on the LGBT+ community, it 

is important to take note of the high prevalence of HIV transmission and mental health illnesses— being 

particularly critical as the marginalization of and stigma against the LGBT+ turn many away from 

receiving the appropriate diagnoses and services. Yet the exclusion of LGBT+ is not an isolated case. 

Following the withdrawal of the United Kingdoms from the European Union, citizens of the UK are at risk 

of losing their EHIC after the end of the Brexit transition period on 1 January 2021— putting the 29000+ 
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people with kidney failure at risk of losing the life-saving dialysis the EHIC is currently providing them 

with.  

 

Caption: This bar graph reflects different health figures surrounding life expectancy                                          

at birth and expenditure efficiency in member states of the European Union. 

Japan 

With one of the world’s best-ranked healthcare systems, Japan successfully provides equal and 

affordable access to medical services for all citizens. These services are provided under a nationwide 

uniform fee schedule, meaning that insurers pay providers equally regardless of where they received the 

treatment or who they received it from; out-of-pocket expenses beyond prices set by the fee schedule is 

illegal, with the exception of privileges such as single hospital rooms or advanced technology. As such, 

the low-income particularly benefit from this framework as care is made extremely affordable and out-of-

pocket expenses are kept at a minimum. Moreover, although Japan has the highest proportion of elderly 

citizens in the world, an array of acute and long-term services are covered by its health system allow the 

country to observe consistently-high average life expectancies— reflecting the general wellbeing 

characterizing the Japanese elderly.  

Qatar 

As the highest spender on healthcare in the Middle East region, the Qatari government has effectively 

mobilized government budgets and established non-profit insurance providers to subsidize costs for 

high-standard health services. Though most citizens enjoy affordable care on a national health insurance 

scheme, it is not the case for the LGBT+ community. As the country’s strict Islamic conservatism outlaws 
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all practices of homosexuality, the community faces great backlash and stigmatization in Qatar. The 

LGBT+ face notable mental health challenges, often struggling with depression and self-acceptance as a 

result of ongoing discrimination, yet shy away from medical facilities to avoid judgement by the 

community. They are also barred from seeking assistance for sexuality-related health concerns such as 

HIV/AIDS to escape punishment by law. 

United States 

As various providers are available for differing care and insurance plans, the United States’ healthcare 

system is plagued by prohibitively high costs that bar uninsured citizens from extensively accessing 

medical services— with young adults, low-income residents, and children primarily accounting for nearly 

23 million of all 28 million uninsured citizens. The increase rates of uninsured, vulnerable citizens yield 

rising mortality rates and plummeting public health, with a study by the Harvard Medical School and the 

CDC concluding the “lack of health insurance causes 44,789 excess deaths annually.” Additionally, as 

immigrants account for about 15% of the population, complications with the immigrant healthcare 

framework aggravate existing disparities for this typically uninsured group. Due to their perceived low 

socioeconomic status, the immigrant health system delivers costly services at compromised qualities 

separate from citizens. This is worsened by language barriers and stigmatization in the public health 

setting, adding to the vulnerability of immigrants in the U.S. healthcare system. 

 

Caption: This graph showcases the dramatic increase in healthcare costs in the United States                  

over four decades, highlighting future projections to reach a dangerous high. 
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Timeline of Events 

Date Description of event 

June 1929 

Baylor Hospital of Dallas, Texas introduced the first private health insurance 

plan when doctors offered to make periodic medical services available to 

teachers at a cost of fifty cents per month.  

10 December 1948 

The term “disadvantaged populations” was coined by the United Nations to 

describe people barred from participation in collective societal life through the 

Universal Declaration of Human Rights. 

3 January 1976 

The United Nations General Assembly recognized the right to health as a 

fundamental, endowed human right under the International Covenant on 

Economic, Social and Cultural Rights. 

22 August 1996 

The United States enacts the Personal Responsibility and Work Opportunity 

Reconciliation Act of 1996, defining differences in healthcare coverage between 

immigrants and citizens— yielding to the distinction of an immigrant healthcare 

framework separate from that of citizens. 

28 February 1997 
Norway passes the 1997 National Insurance Act to implement’s the world’s first 

universal healthcare coverage system across the country. 

June 2006 

Japan introduces pronounced reforms in extending medical services to the 

elderly and expanding the scope of its nationwide uniform fee schedule, 

contributing to the improvement and inclusiveness of the Japanese health 

system in the succeeding decade. 

  

Relevant UN Treaties and Events 

● Universal Declaration of Human Rights by the UN General Assembly, 10 December 1948 

● International Covenant on Economic, Social and Cultural Rights by the UN General Assembly, 3 

January 1976 

● Global Health and Foreign Policy, 27 January 2009 (A/RES/63/33) 

● Global Health and Foreign Policy, 19 February 2010 (A/RES/64/108) 

● World Report on Disability by the World Health Organization and the World Bank, 13 December 

2011 

● Global Health and Foreign Policy, 12 December 2012 (A/RES/67/81) 

● European Cross-Border Cooperation on Health: Theory and Practice by the European 

Commission, May 2017 

● Global Health and Foreign Policy: An Inclusive Approach to Strengthening Health Systems, 11 

December 2019 (A/74/L.26) 
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● Declaration of Astana by the World Health Organization, 26 October 2018 

 

Previous Attempts to Solve the Issue 

Multilateral Efforts to Build International Cooperation 

Multiple multilateral efforts have been aimed at building international cooperation towards 

minimizing public health disparities and ensuring equitable access to healthcare for all. Among the most 

notable actions advancing access for the disadvantaged is the Declaration of Astana, aiming to “achieve 

health and well-being for all, leaving no one behind.” All 194 of WHO’s Member States came together to 

recognize the importance of “dignity and autonomy” in the healthcare setting, and pledged to “prioritize 

disease prevention and health promotion and will aim to meet all people’s health needs across the life 

course.” Though containing valuable principles, the document is inevitably ineffective in practice as the 

lack of call-to-actions allows countries to take action at their own discretion and with varying paces. 

Other instance of such multilateral cooperation come in the form of international summits and 

conferences— with the most notable being the World Health Summit 2020 and the 2019 UN High-Level 

Meeting on universal health coverage— effective in encouraging dialogue on healthcare improvement 

but unable to focus on disadvantaged populations. 

 

Inclusive Healthcare Frameworks 

Inclusive healthcare frameworks refer to models where equitable access and full participation to 

medical services and facilities are available for all people, regardless of their inequalities. Even with the 

adoption of nationwide universal health coverages, many frameworks fail to deliver inclusiveness as 

disparities still persist. In France, for instance, universal healthcare has lent an array of problems for the 

disadvantaged— the impoverished struggle to afford out-of-pocket health services, doctors turn away 

patients with special needs to take on services optimizing their commission rates, and refugees remain 

uninsured due to their status of stateless citizenship. Yet France is not an isolated case: Likewise 

adopting universal health coverage, the Polish health system struggles— with a shortage of doctors and 

specialists— to meet the high demands for medical service. Unable to afford private alternatives, 

disadvantaged populations struggle to obtain quality, attentive healthcare, and in some circumstances, 

unnecessary patient deaths result due to a prolonged delay for healthcare or treatment. 

 However, universal healthcare coverage is not without its triumphs; by equalizing access to 

healthcare and service thereof, many countries achieve inclusive frameworks of primary health care 

(PHC) that take disadvantaged and vulnerable populations into account as well. One example of such 

would be Japan: The nationwide uniform fee schedule keeps out-of-pocket expenses to a minimum, 

allowing even the impoverished to access healthcare with an affordable cost. Coverage for an array of 
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acute and long-term services also pave way for the country’s consistently high average life expectancy 

even in the midst of a rapidly aging population. This inclusiveness, moreover, is akin to the national 

health insurance system of Taiwan. Catering various thorough and specialized services to the insured 

99% of Taiwanese citizens, such a system has successfully expanded life expectancies, reduced infant 

mortality rates, and kept fertility rates high and stable. In the past decade, Taiwan has focused on 

specializing in caring for special needs and expanding hospital capacities in rural townships— 

safeguarding equitable access to healthcare for the disabled and those in remote geographical areas. 

 

Caption: This map illustrates the prevalence of free and universal health coverage around the                    

world— with dark green denoting countries providing such coverage and red denoting those without. 

 

Possible Solutions 

Reforming National Health Policies for Inclusivity 

With countries adopting or transitioning to national healthcare systems, inclusive national health 

policies can be considered to bridge disparities in the medical setting. With the aforementioned 

frameworks of Japan and Taiwan modelling success for universal primary healthcare coverage (PHC), 

national health policies should strive to keep the disadvantaged populations into account. Examples of 

potential, viable reforms targeting each disadvantaged community are as follows: 

 

● Chronically Ill and Disabled Patients: Ensuring that services and interactions are accessible to 

people with challenges; Allocating funds to specialized care to tend special needs; Providing 

routine check-ups to minimize preventable deaths. 

● Low Income Individuals: Minimizing out-of-pocket expenses by adopting national fee schedules; 

Assessing loopholes in reimbursement policies, such as restrictions pertaining to fifteen-minute 
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doctor visits; Addressing low literacy rates and minimal education as barriers to effectively 

request and receive care.  

● Remote Geographical Residents: Providing alternative means to access facilities if resources are 

lacking in close proximity; Bridging ties for urban hospitals to service remote areas periodically; 

Utilizing organizations such as Doctors Without Borders (MSF) to coordinate joint health 

responses. 

● Religious or Racial Minorities: Building sustainable inclusion through public acceptance and 

understanding; Reforming aggravating legislations such as national Conscience and Refusal 

Laws; Extending eligibility for healthcare to those with stateless citizenships.  

● Elderly Populations: Ensuring the availability of both acute and long-term services; Enlisting 

preventive medical check-ups as required aspects of care; Committing to geriatrics and the 

specialization in care for elderly people. 

● LGBT+ Community: Encompassing mental health costs in the scope of coverages; Addressing 

restrictive outcomes of labelling hospitals as LGBT-competent or LGBT-friendly; Minimizing 

stigmatization through fostering public acceptance.  

 

 When considering these solutions, it is vital to assess gaps in current frameworks and identify 

existing disparities to design reforms tailored to the systems of each country. It is also important to note 

that, especially applicable to disadvantaged populations, increasing budgets for public health does not 

necessarily equate to a better quality of care, mobilizing money and resources for the right services 

does, however. An instance would be the elderly population, where the high demand for emergency 

services can be kept under control if appropriate preventive care had been provided. 

 

Addressing Origins of Disparities for the Disadvantaged 

Complementing the reform of national healthcare policies for inclusivity, addressing the origins of 

disparities for the disadvantaged can help prevent future inequities in the public health sector. Outlined 

below are a few, among many others, potential ways to address the different persisting challenges in 

addressing health care needs of the disadvantaged: 

● Global Health Workforce Shortages: Identifying nonphysical providers (NPPs) such as nurse 

practitioners, optometrists, or social workers to ease the workload of physicians; Reforming 

barriers to physician licensing whilst screening for competency; Adopting complementary 

technological innovations to reduce administrative and care burdens. 

● Limited Specialization in Care for the Disadvantaged: Supporting specialized faculty and 

occupational training; Allocating resources to equip doctors to deliver specialized care; Weighing 

the balance between primary care programs and specialized care programs proportionate to the 

population of each respective user group.  
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● Stigmatizing, Unwelcoming Healthcare Settings: Rooting out discrimination through fostering 

public acceptance and understanding; Weighing the applicability of labelling facilities as LGBT-

friendly/competent and friendly/competent to other disadvantaged populations; Training 

respective faculties to identify exclusive practices and promote inclusive approaches. 

● Complications with Health Insurance: Adopting fee schedules or insurance reforms to keep out-

of-pocket expenses at a minimum; Assessing loopholes in reimbursement policies, such as 

restrictions pertaining to fifteen-minute doctor visits; Supporting for the uninsured to receive 

insurance coverage from respective providers. 

 

Each solution should be assessed and tailored to the public health setting of each country. For 

instance, the labelling of hospitals as LGBT-friendly or LGBT-competent is rather counterproductive in 

countries like the United States, where it has proven to be problematic as no objective methods are 

present to measure competency, and LGBT patients often resort to limiting their options under the 

assumption that other physicians are not competent or identifiable to work with. On the contrary, LGBT-

friendly or competent stamps can be considered in countries such as Sweden, where faculties undergo a 

20-hour course on LGBT rights and the respective facility undergoes an internal process of reform prior 

to receiving such certification. 
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