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Letters
(n. pl.) a written, typed, or printed 

communication, especially one sent in an 
envelope by mail or messenger.
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Welcome to Epidemic Proportions!

The Epidemic Proportions Undergraduate Public Health Journal is designed 
to highlight student research, fieldwork, and interest in public health through 
a selection of diverse articles. Each article emphasizes a unique perspective 
or experience. This year we publish the 13th volume of our journal, an effort 
made possible by the contributions of our talented and passionate team of 
staff and authors.

With the constant evolution of public health, we chose this year’s theme, De-
fining Public Health, to stress the many distinct attributes that form this ex-
tensive field. Through this focus we hope to shed light on the complexities of 
public health as well as to call attention to the wide scope of this discipline.

Public health is a field teeming with compassionate and dedicated people 
interested in helping more than just the individual, but rather entire popula-
tions. Because of this service, the public health community has been able to 
accomplish many amazing achievements such as eradicating small pox, im-
proving maternal and infant health, and establishing regulations for worker 
safety. While there is still much work to be done, public health is a budding 
field that is rapidly expanding. Each day new problems are uncovered and 
each day new teams confront these challenges. Being a part of this field is 
truly like being a part of a community where everyone has the same goal in 
mind: to help populations improve their health and wellbeing. 

The diversity of this field will be evident in our selection of articles. The range 
of topics include: opinion pieces on smoking and gun violence, research on 
blood safety and migrant workers, policy discussions regarding health pro-
grams both domestic and abroad, and depictions of unique student experienc-
es. These serve to highlight our theme, Defining Public Health, by showing the 
many facets of the field. To give us some perspective we turn to Johns Hop-
kins University Professor and Director of Social and Behavioral Interventions 
Program, Dr. Peter Winch. Dr. Winch has been involved in public health for over 
30 years and provides valuable insight on the nature of this field.

With this we invite you to enjoy the many thought provoking articles in this 
year’s journal, Epidemic Proportions: Defining Public Health, and encourage 
you to contribute your own perspective to this diverse field. 

Sincerely,

From the Editors

Maisa Nimer ‘16 
Public Health Studies

Molecular & Cellular Biology

Lawrence Lin ‘18
Chemistry

What is Public Health?

I am often asked this question by students, as they ponder whether it is 
something they should take an interest in, or even consider as a career. 
There is no simple answer. Notions of public health in the late nineteenth 
and early twentieth century had a laser-like focus on viruses, bacteria and 
parasites. Over recent decades, the scope of public health has expanded to 
include non-communicable diseases, mental health, injuries and violence, as 
well as a range of social and economic factors that affect health: poverty 
and marginalization, stigma and discrimination, conflict and forced displace-
ment, torture and imprisonment. 

To counter this broader range of threats, public health has developed a 
dazzling array of research methods and intervention modalities. The latter 
include tools to formulate and influence policy, drugs and vaccines, inter-
ventions to promote behaviors such as hand-washing with soap and smok-
ing cessation, approaches to strengthen health systems and ensure an ad-
equate health workforce, alternatives for health care financing, monitoring 
and surveillance systems, and ways to engage with and work in partnership 
with marginalized and powerless communities to address complex and their 
multi-faceted needs.

On one hand, public health is incredibly broad. On the other hand, some 
question whether it is far too narrow. Public health typically limits itself to 
the health of the world’s human population, but leaves out the health of the 
biosphere, and the non-human species with whom we share the planet. The 
numbers support this line of questioning. We are witnessing steady decreas-
es in global deaths due to diseases such as HIV/AIDS and malaria. At the 
same time, we are witnessing increasing numbers species going extinct and 
degradation in ecosystems, along with the services these ecosystems pro-
vide to us as a species. 

The Lancet-Rockefeller Commission on planetary health1 is one of several 
groups warning that we need to take preservation of the biosphere and eco-
systems services seriously, if we want to have a future as a species. What 
does this mean for public health at JHU? Among other things, it means 
breaking down walls between departments and academic programs deal-
ing with ecosystems and environmental sustainability, and those seeking 
to improve public health. It also means that each member of the Hopkins 
community needs to take steps to reduce her or his impact on the biosphere, 
most notably by consuming less. Environmental sustainability is an enor-
mous challenge. But we need to fold it into all aspects of public health, if we 
want to extend the progress we have made in recent years.

Sincerely,
Peter Winch

Director, Social and Behavioral Interventions Program
1. See http://www.thelancet.com/commissions/planetary-health and https://www.rockefellerfoundation.org/planetary-health/

From Dr. Peter Winch

BOTSWANA Photo by Benita Pursch ‘16.
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Research
(n.) the systematic investigation into and study of 

materials and sources in order to establish facts 
and reach new conclusions.

UGANDA Photo by Grace Kwak ‘18.
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Description
St. Joseph’s home is a secondary and 
tertiary pediatric rehabilitation center 
located in the suburb, Montana, off the 
N2 in Cape Town, South Africa. It is 
the only rehabilitation and therapy fo-
cused pediatric institution in Sub-Sa-
haran Africa. St. Joseph’s mission is 
to provide holistic healthcare to chil-
dren from disadvantaged backgrounds 
whose families are unable to give them 
the care they need.1 At the home, they 
teach the caregivers how to better care 
for their sick child to prevent further 
readmission They offer a variety of ser-
vices to those who need it such as: post 
acute care, restorative and rehabilitative 
care, palliative care, nursing training, 
special needs education, pastoral care, 
and training placements for medical, 
nursing, physical, occupational and 
speech therapists. The facilities offer 
housing for parents and caregivers of 
children who are receiving intensive 
therapy. Following the holistic model of 
health they are striving for, St. Joseph’s 
emphasizes good nutrition and healthy 
eating, spiritual and emotional support 
through grief counselors and therapists, 
and access to education.2 The majority 
of these children are from very disad-
vantaged backgrounds and have been 
diagnosed with life threatening illnesses 

such as HIV/AIDS, cancer, arthritis, 
heart-lung-kidney failure, neurological 
impairments, and brain damage/trau-
ma. Thirty-one percent of the children 
are HIV+, 19 percent suffer from can-
cer, and 14 percent have diabetes.3 

Background
The purpose of this synthesizing 

assignment is to a) demonstrate the key 
public health concepts I have learned 
while working in South Africa and b) 
discuss and analyze a program specific 
to my worksite, St. Joseph’s. We critical-
ly analyzed their “Block Therapy” pro-
gram in the search for loopholes, un-
stable aspects, and, most importantly, 
ways to increase the effectiveness of the 
rehabilitation. Program evaluation is 
an important aspect to any program to 
ensure the continued efficiency, effec-
tiveness, and fluidity of organization, 
financial aspects and structure. Here we 
will examine the various factors from 
institutional structure, outside health 
and social disparities that contribute to 
and affect the Block Therapy Program.

Introduction
The Block Therapy program at 

St. Joseph’s is particularly structured. 
Its intention is to provide an intensive 

St. Joseph’s Block 
Therapy Treatment 

Evaluation
GAURI BHATNAGAR ‘17
PUBLIC HEALTH STUDIES

Gauri spent two months in South Africa working at a children’s home and 
hospital, analyzing how various external determinants affect the health and 

well-being of underserved populations. 

two-week rehabilitation program for 
children who require postoperative re-
hab, suffer from cerebral palsy, traumat-
ic head injury, or global developmental 
issues. The most common diagnosis at 
the facility is some form of Cerebral 
Palsy, traumatic brain injury, hemiple-
gia, and TB/Meningitis.4 Because the 
Block Therapy program is such a short 
intensive program, their goal is not 
only to rehabilitate the child but also 
to educate the primary caregivers.5 The 
therapists want to show the caregivers 
how proper therapy is to be given so 
that the caregivers can treat the child 
appropriately at home. Many of the pa-
tients at St. Joseph’s have returned after 
being discharged due to lack of good 
treatment at home.3 In the interest of 
patient confidentiality, I will provide 
a general example of what I witnessed 

major things I learned was although the 
parents did default, the blame can’t be 
pinpointed on neglect or lack of love. 
Sometimes, they are single working 
parents with other children to take care 
of. Having a sick child is a huge respon-
sibility and they have to tend to other 
responsibilities for the safety and health 
of their other children, the household, 
work and additional familial and socie-
tal duties.

Research Methods
In order to collect all of our data 

and come up with solutions for their 
difficulties in organization and man-
agement, we performed literature re-

views of the materials given to us at the 
worksite, conducted interviews with 
the Occupational Therapists, Physi-
cal Therapists, Speech Therapists, Re-
hab Care Workers, the Director of the 
Home, the Director of the Rehabilita-
tion program, and noted observations 
that we witnessed from working and 
volunteering in the wards with the Sis-
ters (Nuns) and the range of full time 
nurses to volunteer nurses.

During the Block Therapy pro-
gram, the child is seen every day by all 
three therapists: the occupational ther-
apist who deals with trying to recover 
work function and maintain daily liv-
ing, the physical therapist who works 
on the child’s mobility, and the speech 

AMONG THE MOUNTAINS Table Mountain and Devil’s Peak loom above the University of Cape Town in South Africa. 
Photo by Gauri Bhatnagar. 

at the home. The children would come 
in for their three to six month gen-
eral therapy rehabilitation (separate 
from Block Therapy). Afterwards, they 
would be discharged and go back home. 
At home, although the parents would 
keep up with the appropriate therapies 
and medications for a small time being, 
after a while some parents and caregiv-
ers would default (neglect giving medi-
cation) and the child would suffer from 
a secondary infection or, in some cases, 
stroke. Brain damages caused by these 
incidents could cause stunted growth, 
global developmental delays, lack of 
mobility, etc.6 Due to this, the children 
generally are returned back to St.Jo-
sephs’ for their treatment.3 One of the 
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therapist who helps develop speaking, 
pronunciation and enunciation skills. 
The three different therapists coordi-
nate with one another to ensure that 
the child is progressing on all three 
fronts.2 The therapy needs to be in-
tensive to maximize the quality and 
amount of care the child receives at St. 
Joseph’s before he or she is discharged 
for home. St. Joseph’s provides hous-
ing for the caretakers during the Block 
Therapy program so that they might 
learn and implement the skills at home 

and in effect, continue the therapy that 
was started. In order to implement the 
practices at home, the caretaker must be 
engaged in the therapy at St. Joseph’s. 
Not only will they watch the various ac-
tivities that the therapists do, they must 
show comprehension of the activities. 
The parents and care takers are required 
to show up to at least two of the ther-
apy sessions per week. There are always 
going to be innate issues with programs 
such as these communication and orga-
nizations disconnects. From the parents 
and caretakers side, sometimes they do 
not have the time to be at St. Joseph’s 
for as long as needed because they must 
go to work or stay at home and take 
care of the other children. To combat 
this, the therapists put together “take 
home” packets that have pictures of the 
activities along with the explanations of 
what is required. However, sometimes 

visits. The purpose of the home visits is 
to analyze how a child is doing health 
wise, socially, and emotionally. The 
Rehab Care Workers (from here on 
out referred to as RCWs) are the ones 
who conduct the visit. Once the child 
is released from the home, they are vis-
ited by the RCW once a month for the 
first three months then once every three 
months until the end of the year when 
they are brought back to the home for 
a check up by the therapists. The RCW 
is to monitor the patients in their home 
environment and then report back if 
they find that the child has regressed in 
any way. While this is helpful in some 
ways, it would also be valuable to have 
reports on the progress that the child 
has made. Because the child is at most 
seen once a month, there could be a gap 
of time in which the child requires more 
stimulation such as speech and physical 
therapy but are not receiving it. The 
child could have mastered the original 
memorization, reading and identifica-
tion activities before the re-evaluation, 
and since the therapists only see the 
child once every three months, there is 
a time in which the child’s progress is 
stagnant. The therapists only go to the 
child’s home when a need or problem 
arises. Having the therapists accompa-
ny the RCWs more often could poten-
tially reduce the chance that the child 
is left unchallenged for gaps of time. 
On the flip side, RCW’s also monitor 
and ensure the child is not degrading 
in his/her motor, physical and speech 
skills since the time he or she left the 
St.Joseph’s.

Common Goals
Finally, another issue we observed 

was shared goals between caregivers and 
therapists. In many cases, the caregiv-
ers do not fully understand the sever-
ity of their child’s disability. Whereas 
the caregiver might want their child to 
have better physical skills, the therapists 
might want to focus more on the motor 
skills because they know long term, de-
veloping motor skills will be more im-
portant than developing physical skills 
like walking (especially if the child is 
so disabled that walking properly may 

the parents are illiterate and can only 
comprehend the pictures as they can 
not read the explanations.2 Addition-
ally, there are three main languages in 
South Africa: Xhosa, Afrikaans, and 
English. Many times, translators are 
needed to communicate efficiently be-
tween the caregivers and the therapists. 
The “take home” packets are generally 
written in English with some excep-
tions in Afrikaans. However, the ma-
jority of the families that come to the 
Home are Xhosa speaking families. 

Since it’s hard to read and understand 
the packets, over time, they slowly for-
get the small nuances of the activities. 
Therefore, they are not as effective and 
their children are not getting the best 
treatment possible. In this case, the 
child might degrade in what they were 
capable of doing before rendering the 
services of St. Joseph’s unnecessary. Ad-
ditionally, during the therapy programs 
themselves, the children get tired. See-
ing three therapists for at least an hour 
each day is not only time consuming 
but exhausting. If the child vehement-
ly resists the treatment, it can not be 
forced therefore he/she will not receive 
it, putting them back on their therapy 
plans.3

Home Visits
Some of the biggest issues we 

picked up on were regarding the home 

INTENSIVE CARE Reasons for referral to the Block Therapy Program. 
Source: Director’s Review.

Rehab
Rehab and 
parent training/
education
Parent training/
education
Palliative care/
parent guidance
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never be a possibility for them at all).

Suggestions and Solutions
The Home should ensure that the 

therapists and caregivers have the same 
goals and make the home therapy more 
mother-friendly by providing lots of 
pictures and easy to follow directions. 
During the assessment, the therapist 
should communication more efficient-
ly with the caregiver by asking and ac-
knowledging the goals of the caregiver. 
During the actual therapy, the therapist 
should take into account what the care-
giver believes is important for the child, 
in addition to the therapy they believe 
is needed. The therapists should work 
together to create complementary ac-
tivities for the child, which reflect their 
goals as well as the caregivers’ goals.

Having the therapists accompany 
the RCWs more often could poten-
tially reduce the chance that the child 
is left unchallenged for gaps of time. 
However since this may not be feasi-
ble, the RCWs should more compre-
hensively report on the progress of the 
children’s mobility, and learning skills. 
Since the therapists are the only ones 
who assign new activities, they should 
be kept aware of any progress that the 
child makes in between re-evaluations, 
that can be done through the RCW’s 
reports.

And finally, St. Joseph’s should 
provide a support group for the parents 
whose children have similar disabilities. 
It could help them better understand 
their situation, and help relieve un-
reasonable emotional guilt. Through 
interviews with the caretakers and 
parents of the patients, it was revealed 
that they feel a sense of disappointment 
and sadness if they are unable to fully 
take care of their children as they wish 
to. Sometimes they are unaware of the 
proper regime and other times, they are 
unable to fully perform them. They can 
tell the caregivers as much as they want, 
but they won’t hear it unless they want 
to. If the caregivers find others that they 
can relate to, then they would be more 
inclined to. This is why a support group 
would be so beneficial. Members can 
give others suggestions and advice on 

suggestions. Everything is very sensitive 
and we must always try our best to re-
main neutral when giving our opinion. 
The socio-economic and racial factors 
change how health care is provided to 
people in differing communities. This 
is one of the largest public health issues 
in South Africa. In order to solve and 
better the situation concerning health 
disparities, work must start from the 
ground up, working with people who 
need the most help and figuring out 
what works best in different communi-
ties. After, implementation of the solu-
tions can be more widespread. Tackling 
health care, especially in second and 
third world countries will always carry 
a heavy burden. However, steps can be 
taken to alleviate the situation in hopes 
that one day, medicinal default, the 
spread of preventable infectious diseas-
es and access to care can be achievable. 
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living with a disabled child. It provides 
a safe space for the parents to voice their 
opinions and concerns without fear of 
judgment. The caregivers will be more 
inclined to work with their children 
and feel more comfortable with their 
children’s’ disability and more motivat-
ed to help. Through the support and 
care in these groups, a healthier caregiv-
er-child relationship may develop.

When a patient or parent does not 
speak the same language as the thera-
pist, someone has to sit in and translate. 
It is known that the RCWs sit in when 
there is a communication barrier, how-
ever information can get lost in trans-
lation. Sometimes information is para-
phrased rather than directly translated, 
which could lead to misunderstanding. 
At the moment it is not effective to sug-
gest that everyone learn Xhosa. Howev-
er, a potential option would be to bring 
in translators to sit in during the ther-
apy sessions. Since the translators’ sole 
task would be to facilitate communica-
tion, they will be more engaged, and 
hopefully this will help fix the commu-
nication barrier.

There are posters with useful Xho-
sa, and Afrikaans words and phrases. 
However, it may be helpful to create a 
portable booklet with more phrases and 
words pertaining to therapy and gener-
al health.3

Lessons Learned
South Africa is such an incredible 

country filled with so much history, 
much of it recent. The dynamics in this 
country and the complexities of rela-
tionships between races and communi-
ties created such disparities that include 
health disparities, social, mental, living 
situations. This causes very visible com-
munity differences. All of these factors 
must be taken into account when one 
challenges or analyzes any social issue. 
These factors trickle down to the hos-
pital levels and even non-profit centers 
such as St. Joseph’s Home. When we 
started evaluating the Block Therapy 
Program, we specified that we must take 
everything into consideration before 
coming up with solutions or making 
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The 1980s student movement 
for Johns Hopkins University 
to divest from companies in-
volved in South Africa focused 

their efforts on working through the 
channels of university administration. 
This issue marks a transition in student 
activism on campus. Student protests 
in the late 1960s and early 1970s were 
generally broadly based confrontational 
movements directed at the U.S. gov-
ernment to protest the Vietnam War. 
In contrast, when working towards 
divestiture, students had to learn not 
only about foreign policy, but also 
about their own university’s structure 
in order to effectively work through the 
administration and Board of Trustees. 
Our team studied this event through an 
analysis of documents written between 
1985 and 1987 by a student group 
named the Coalition for a Free South 
Africa, the University Administration, 
and members of the Board of Trustees. 
Each of these documents draws out the 
complexities of carrying out student ac-
tivism with the goal of influencing the 
University’s involvement in foreign pol-
icy, which further reflects a changing 
relationship between the students and 
administration.

Although universities have long 
been a locus of protest activity, the ex-
plosion of student activism in the sixties 
signified a break from the more docile 
nature of the university campuses of the 
forties and fifties. By the mid-1960s, 
with the rapidly growing civil rights 

movement, emergence of the new fem-
inist movement and the beginnings of 
the anti-Vietnam War movement, by 
the mid-1960s universities had trans-
formed into active—and at times vio-
lent—sites of protest. The historian Mi-
chael Wall has written extensively about 
the antiwar activities and student polit-
ical activism, and he has explained the 
movement from “protest to resistance” 
as one fueled in part by the futility felt 
by those who tried to change US policy 
through legal protest against the draft. 
There was a growing sense that a stron-
ger resistance was necessary in order to 
influence US policy. The 1970 US inva-
sion of Cambodia was met with vigor-
ous opposition, particularly on college 
campuses. In the days following Nixon’s 
decision over five hundred college cam-
puses were closed, and violence erupted 
at Kent State University and Jackson 
State University when several protest-
ers were killed by National Guardsmen 
and Mississippi police, respectively.1 

It is significant that the anti-war 
protests of the late sixties were direct-
ed at US foreign policy; students were 
challenging the military’s involvement 
in another country and were directing 
their anger and frustration towards the 
government. This stands in contrast to 
the student divestment movement of 
the 1980s, which aimed to pressure the 
University administration to reconsider 
its investment portfolio. In the doc-
uments we analyzed, we noticed that 
the approach taken by the students of 

A Shift in Student Activism: 
Navigating Divestment through 

Hopkins’ Backdoors
LUCY DELGADO ‘17

INTERNATIONAL STUDIES

HANNAH BUNKIN ‘16
INTERNATIONAL STUDIES

GRACIE GOLDEN ‘16
ANTHROPOLOGY

MAYSA ELSHEIKH ‘16
POLITICAL SCIENCE

HUSTON COLLINS ‘16
NEUROSCIENCE

Tasked with archival research, this 
team of five students explored 

student activism at Johns 
Hopkins during the 1980s.
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the Hopkins Coalition for a free South 
Africa was one that necessitated knowl-
edge of the University’s administrative 
structure. The students needed to un-
derstand how the financial decisions 
of the university were made, and by 
whom, in order to affect change. Fur-
thermore, the Coalition was not target-
ing U.S. foreign policy by directly pro-
testing the U.S. government. Instead, 
they tried to affect change in South Af-
rica by leveraging the University.  

The University’s Board of Trustees 
serves as the guiding hand of daily op-
erations and initiatives. This is certainly 

true for Hopkins, where the Board of 
Trustees is the oldest part of the Univer-
sity. Throughout its history, the Board 
of Trustees has mostly served outside of 
the purview of the student body. How-
ever, the Hopkins Board of Trustees was 
given unprecedented attentin during its 
involvement with the divestment crisis. 
Students heavily petitioned the Board 
of Trustees, specifically the Board’s In-
vestment Committee, to divest from 
South Africa, as that seemed to be the 
most direct recourse to remedying the 
situation at hand. 

A September 10th, 1985 memo-
randum to the Board of Trustees from 
the University President and Trustee 
Steven Muller sheds light on the proto-
col for making decisions regarding Uni-
versity investments.2 Muller entrusts 
the Public Interest Investment Advi-
sory Committee (PIIAC), comprised 
of students, professors, and Trustees, 
with carefully considering social issues 
and making recommendations to the 
President and the PIIAC Subcommit-
tee of the Board of Trustees Investment 
Committee. In the same memo, Muller 
states that “businesses in South Africa 
already are embarked--or are about to 
embark—on the course of withdraw-
al, for economic more than social rea-
sons.”2 He uses this to argue that “the 

cause the university has chosen to in-
vest in commercial enterprises, Muller 
argues, it has entered the “sphere of so-
cial action” if only marginally.2 Because 
of this marginal involvement, Muller 
points out the fact that any action on 
the part of the university can be inter-
preted as a political statement. He then 
brings up the work of the PIIAC, which 
represents many parts of the University 
and which issues recommendations to 
the President and Trustees. Although 
he does not explicitly state this, Muller 
alludes to the invaluable nature of such 
a committee’s suggestions, as they rep-
resent a wide array of perspectives and 
interests across the University.

Muller opens his memorandum by 
discussing his past statements on the 
issue of divestiture. Referring to new-
ly-forming student groups, he states 
that his statements “have obviously 
been taken over by events. At best they 
would now appear to be both belated 
and irrelevant”.2 His cautionary tone 
is warranted, as this issue increasingly 
moves into the limelight on campus. 
Only a few months later, the Coalition 
for a Free South Africa, a student group 
focused on the divestiture of the Uni-
versity from companies in South Africa, 
formally introduces themselves to Pres-
ident Muller with a letter dated January 
28th, 1986, which followed a January 
6th meeting with the President. The 
letter, authored by Paul Genest of the 
Coalition and Darrel Cook of the Black 
Student Union, begins by emphasiz-
ing the university’s moral obligations 
through the example of the group’s re-
cent demonstration at a Martin Luther 
King Jr. Day address by Bishop Tutu 
and President Muller. The students ref-
erence Muller’s statement that “the spir-
it of Dr. King is with us,” which they 
contrast with Dr. King’s call for “the 
economic isolation of South Africa in 
1965.”3 While the President spoke in 
honor of Dr. King, the students believe 
that investments in South Africa are 
keeping the University from uphold-
ing Dr. King’s values. They explain that 
they intended to honor Martin Luther 
King and Bishop Tutu through their 
demonstration, an event that brought 

question of divestiture may be moot as 
a result.”2

While he shares these thoughts 
with the Board of Trustees, Muller’s 
own opinions and suggestions in re-
gards to divestment aren’t openly stated. 
He asks the Trustees for permission to 
answer possible future questions about 
divestiture. In his proposed statement 
to such questions, he explains, “It is my 
intention to raise with the Investment 
Committee the question of terminating 
over time Johns Hopkins ownership of 
stock in only those companies which 
announce publicly that they are not 

planning to reduce or phase out their 
operations in South Africa”.2 This care-
fully worded statement offers the pos-
sibility of divestment without making 
any strong statements or obligating the 
university to take action—it does not 
even explicitly state that Muller will 
bring the topic to the Committee, only 
that he intends to do so. Muller’s inclu-
sion of such a statement in his memo-
randum also reflects the authority and 
power divisions within the University. 
Although he is President, Muller can-
not issue a statement on the topic of 
divestment without first consulting the 
board of Trustees on specifically what 
he will say and in what context he will 
comment.

The president goes on to expand 
on his idea of the university, asserting 
his belief that as a place of learning, “a 
university is not structured in engaging 
in social action that goes beyond the 
research and teaching mission.”2 Muller 
advocated that the university abstain 
from social and political partisanship 
in order to avoid splitting the univer-
sity into factions “at the detriment of 
its mission.”2 At the same time, Muller 
acknowledges the fact that the univer-
sity functions in the world socially and 
economically and thus cannot avoid 
some involvement in social issues. Be-

While he shares these thoughts with the Board of Trustees, Muller’s own 
opinions and suggestions in regards to divestment aren’t openly stated. 
He asks the Trustees for permission to answer possible future questions 

about divestiture. 
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tual and moral considerations involved 
here.”3

This statement summarizes the ef-
forts of the Coalition. Although they 
continue to demonstrate on and off 
campus to spread awareness, they focus 
on working with the administration in 
order to bring about divestment from 
companies involved in South Africa. 

While acknowledging that the 
President and Trustees do not advocate 
for apartheid, the Coalition closes their 
letter with yet another plea for the ad-
ministration to consider the moral im-
plications of the school’s investments, 
stating, “the conclusion is utterly in-
escapable that foreign corporations are 
major contributors to the perpetua-
tion of apartheid, that the black com-
munity wants them out, and that we, 
by our investments, are helping keep 
these companies there, supporting the 
institutionalism of racism.”3 This opin-
ion provides a stark contrast to Presi-
dent Muller’s belief that the university 
should avoid involvement in social 
issues. While the President recom-
mended that the university avoid fur-
ther involvement and partisanship, the 
Coalition takes a strong stance on the 
university and presents divestment as a 
moral obligation of the school. In the 
final paragraph, the Coalition empha-
sized that they do not advocate JHU to 
stop taking corporate donations from 

widespread attention to the issue of di-
vestment.

The Coalition continues by pre-
senting their intentions and goals. First, 
they ask that the Trustees add the issue 
of investments in South Africa to their 
February 22, 1986 meeting. The Coali-
tion views the Investment Committee 
as holding all power in this issue, build-
ing off of the fact that “the Investment 
Committee decided to divest from 
non-Sullivan Principle signatories with-
out consulting the rest of the Trustees 
or discussing it with PIIAC.”3 This 
contrasts the importance that President 
Muller attributed to the PIIAC’s rec-
ommendations in his September 10th 
letter to the Trustees. By requesting that 
all Trustees discuss this issue in a gener-
al meeting, the Coalition in effect asks 
for diffusion of power within the Board 
of Trustees with regards to divestment. 
Quoting President Muller, the students 
write,

“You explained that our goal of full 
divestment of JHU from companies in 
South Africa could only be achieved 
if a majority of the Trustees could be 
convinced of its appropriateness. Pre-
sumably you meant by this that such a 
major move could not be carried out by 
the Investment Committee alone. Ac-
cordingly, we intend to direct an educa-
tional effort towards all of the Trustees 
to facilitate their full grasp of the fac-

companies working in South Africa, 
since the relationship between divest-
ing and future donations has not been 
fully explored. At this point in time, 
the group remained focused on inves-
tigating and educating on the issue, in 
hopes of eventual school divestment.

A year later, the relationship be-
tween the Coalition and administrators 
had developed greatly. A memorandum 
written for administrators describing 
the January 8, 1987 meeting between 
the Coalition and Administration de-
picts this relationship, in which both 
groups appear to be making efforts to 
communicate and collaborate. How-
ever, the relationship is strained. Both 
groups express frustration about the 
lack of communication between the 
students and administrators and the 
necessity for each group to understand 
the organization of the other. This is 
followed by a description of the Coa-
lition’s organization for administration 
reference: they are a loosely organized 
group with fluid membership. There 
was a steering committee with six to 
eight “faithful members,” but there 
was no designated leader, and deci-
sions were communicated through a 
phone tree.4 This loose organization led 
to confusion amongst administrators, 
who received varying information re-
quests from different members asking 
for different information. In response 

dents, but no additional information 
about the program or next steps was 
offered in the document.4 Overall, the 
memorandum shows a willingness on 
the part of the administrators to listen 
to the Coalition’s intentions and ideas. 
However, it also presents the problems 
that the students faced in working 
through the university: they appeared 
somewhat disorganized in their efforts 
because of their loose organization and 
lack of leader. At the same time, they 
did not have access to the University’s 
organizational chart, and most of their 
requests for action and information 
from the school were received but never 
fully addressed until this point.

In a Feb. 8, 1987 follow up letter 
about this same meeting, Vice President 
Joseph Hall provided updates to Paul 
Genest, the Coalition member who co-
wrote the introductory letter to Presi-
dent Muller on January 28th, 1986. 
Hall provided the Coalition with an 
administration organizational chart, as 
they had requested. He also explained 
that the Dean of Homewood has insti-
tuted policy for selecting Black South 
African students to study at Hopkins, 
and they had already begun reaching 
out to Black South African students 
to provide support. Furthermore, the 
he gave updates from the Investment 
Committee: the treasurer is monitoring 
companies involved in South Africa, 

to this problem, the Coalition agreed 
to have one representative request all 
administration information and to put 
these requests in writing.

The Coalition also expressed con-
fusion about the organization of the 
school’s administration and asked for a 
university organizational chart in order 
to better direct their requests and let-
ters. They wee told that key Coalition 
members should get to know specif-
ic administration officers and are not 
guaranteed an organizational chart. The 
students also requested a progress from 
the Board of Trustees Investment Com-
mittee and are told that at the most 
recent Committee meeting no divest-
ment notes were taken. Furthermore, 
the Committee still planned to study 
investments before taking action.4 This 
answer mirrors that which was pro-
posed to the Trustees by Steven Muller 
in his September 1985 memorandum, 
possibly reflecting the lack of progress 
since that time. 

The Coalition made further re-
quests: for the date of the next Invest-
ment Committee meeting, the full list 
of South Africa-related investments 
held by the school, and a written prog-
ress report from the Investment Com-
mittee. None of this information was 
guaranteed by the administration. The 
Coalition also proposed a scholarship 
to be issued to black South African Stu-

but no further action has been tak-
en.5 While the administration provid-
ed some information requested, they 
avoided the main issue of divestment. 
Hall sent no information about invest-
ments in companies involved in South 
Africa, and they had not taken action 
through the Investment Committee. 
Although they provided the organiza-
tional chart in order to increase trans-
parency, they did not take any tangible 
action in regards to their investments.

However, more progress was ap-
parent in a Feb. 20, 1987 letter to Jo-
seph Hall from Paul Genest. This docu-
ment reflects a stage in the relationship 
between the Coalition and the admin-
istration when they had achieved some 
transparency of the Board of Trustees. 
The administration finally complied 
with the request for a complete list of 
the University’s investments in compa-
nies involved in South Africa, and the 
Coalition moved forward to negotiate 

HERE AT HOMEWOOD
Similar to the Coalition, in 

September 2014, the Black 
Student Union held a silent and 
peaceful protest in response to 

the fatal shooting of Michael 
Brown, an African-American 

18-year-old, by white police officer 
Darren Wilson in Ferguson, Mo. 

Photo by Ivana Su.
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the administration to respect these 
past remarks and not to act against this 
new structure. Additionally, they asked 
for response to an unanswered request 
for information about Johns Hopkins’ 
housing ownership in the vicinity of 
Homewood. These efforts reflect a will-
ingness by both groups to communi-
cate and negotiate, but a fundamental 
difference about how the University 
should approach the issue of apartheid.

Throughout these correspondenc-
es, we see an attempt on the part of the 
students to navigate the inner-workings 
of university administration in order to 
discern the most effective way to bring 
about divestiture from companies in-
volved in South Africa. The course of 
these letters, sent between 1985 and 
1987, show a steady increase of trans-
parency and understanding. The stu-
dents slowly gleaned a greater compre-
hension of the administration, and the 
administration grew more transparent 
with the Coalition. However, while 
these correspondences reveal a willing-
ness to communicate, they also reveal 
differing agendas between the students 
and administration. 

The groups collaborated, but 
only to a certain point. While the ad-
ministration could share their stances 
amongst each other, as evidenced by 
President Muller’s 1985 Memorandum 
to the Board of Trustees, they could not 
be as rendered as public opinions. Fur-
thermore, it was not until January 1987 
that the Coalition obtained a university 
organizational chart and February 1987 
that they obtained a list of the school’s 
investments within South Africa. Be-
yond discerning the exact viewpoints of 
key administration members, the Coa-
lition struggled to obtain information 
about whom to address their concerns, 
and about the University’s actual hold-
ings. At the same time, they continued 
to protest through the construction of 
shanties on campus, which the Board of 
Trustees had explicitly banned. 

While both groups made an ef-
fort to communicate and work with 
the other, they also held to themselves 
the rights to certain actions or pieces 
of information. Reflecting the original 

demands. First, they aimed to educate 
the administration on a “new defini-
tion of apartheid,” meant to counter a 
“sham divestment measures” taken by 
certain companies, including IBM.6 
This contrasted with President Muller’s 
original belief that companies are al-
ready embarking on withdrawal—the 
Coalition believed that while it may 
appear that companies have left South 
Africa, it may not be the case. In order 
to facilitate communication, the Coali-
tion provided a list of contacts for the 
university but did not release a full list 
of membership “pending the resolution 
of matters of contempt charges against 
four coalition members, the injunction 
against shanties and the ban on unau-
thorized structures at JHU.”6 Although 
they had moved forward in working 
with school officials, the students con-
tinued to protest and were unwilling 
to cease these demonstrations. Their 
main form of public protests had been 
through the construction and occupa-
tion of shanties on campus, built to em-
ulate the conditions of living for black 
South Africans. 

The Coalition continued open 
communication by telling Hall they 
intended to build another structure on 
Feb. 22. This would be built as an “East 
Baltimore rowhouse,” in direct defi-
ance of the Board of Trustees’ August 
1986 edict banning the construction of 
“unauthorized structures” on campus.6 
This structure protested gentrification 
and displacement of East Baltimore 
residents. Like their original introduc-
tion letter to the President in 1986, the 
Coalition again showed their concern 
with the University’s morality—not 
just in South Africa, but also their role 
within Baltimore. Just as they quoted 
President Muller’s to explain their rea-
sons for demonstrating at the Martin 
Luther King Jr. remarks, the students 
again utilize the administration’s words 
to argue their case. This time, they 
brought up the President’s Committee 
on Freedom of Expression “which came 
out in favor of allowing such diverse 
forms of expression on campus and 
which condemned the past suppres-
sion by the University.”6 They asked 

statement Muller suggested in his 1985 
memorandum to the Board of Trust-
ees, the Administration continuously 
said they were continuing to research 
their investments related to South Af-
rica. Despite the University’s clear dis-
approval, the Coalition continued to 
construct shanties and hold protests. 
The University administration was 
never fully transparent with the Coali-
tion, and the Coalition never let go of 
their more rebellious forms of protest. 
However, the effort to work together 
still reflects a shift in student protests. 
The Coalition’s communication with 
the administration demonstrates their 
growing interest in creating and main-
taining a working relationship, as they 
seem to recognize the importance of 
that. At first, the administration com-
plained of the differing requests from 
many members of the Coalition. As 
meetings between administration and 
representatives of the group happen 
more frequently, these angry demands 
were reported less frequently, and they 
started to politely request documents, 
reflecting a growing understanding of 
the procedures used within the university.

References
1. Hall, Mitchell. “The Vietnam Era Antiwar 
Movement.” OAH Magazine of History 1 Oct. 
2004: 13-17.

2. Steven Muller, “Memorandum to the Board 
of Trustees,” September 10, 1985. Unpublished, 
Records of the Office of the President, Johns 
Hopkins University.

3. Paul Genest and Darrel Cook, “Letter to Pres-
ident Muller,” January 28, 1986. Unpublished, 
Records of the Office of the President, Johns 
Hopkins University.

4. “Memorandum on January 8th, 1987 Meet-
ing,” January 10, 1987. Unpublished, Records of 
the Office of the President, Johns Hopkins Uni-
versity.

5. Joseph Hall, “Letter to Paul Genest,” February 
17, 1987. Unpublished, Records of the Office of 
the President, Johns Hopkins University.

6. Paul Genest, “Letter to Vice President Joseph 
Hall,” February 20, 1987. Unpublished, Records 
of the Office of the President, Johns Hopkins Uni-
versity.

The American Association of 
Blood Banks (AABB) is a 
non-profit organization based 
outside of Washington, D.C. 

that deals with blood safety. It covers 
diverse aspects of public health such as 
biostatistics, community health, pub-
lic policy, and occupational safety and 
health. AABB deals with blood-related 
products, donors, recipients, techni-
cians, institutions, and facilities. It is 
an international organization that cre-
ates standards for safety, efficiency, and 
treatment in the blood industry and 
is widely accepted as the most reliable 
and trustworthy accrediting body in 
the United States. Furthermore, the 
AABB keeps a constant watch on new 
bills and acts in the legislative side of 
the US, as well as research and tech-
nology developing around the world. 
By continuously creating alliances and 
attending conferences, it is a constantly 
evolving organization. It is also willing 
to expand to low and medium income 
countries. The AABB is a small orga-
nization that has a wide reach, mostly 
because of its dedication to the mission 
of health and the passion of its workers.

One of the major accomplishments 
of the AABB is that it kick-started the 
movement for patient safety with re-
gards to blood. In 1984, the Human 
Immunodeficiency Virus (HIV) was 

identified as the cause of Acquired Im-
mune Deficiency Syndrome (AIDS). 
This caused a huge panic in the blood 
transfusion industry and the general 
populace. Data stated that red blood cell 
products infected with HIV that were 
stored for more than 3 weeks were 50 
percent infectious. If products were held 
for less than 8 days, they would rise to 
a staggering 96 percent infectious.1 In 
the 1980s, resource-rich countries such 
as Germany and the United States began 
to investigate cures for HIV/AIDS. The 
United States suggested that precaution-
ary measures be taken for blood trans-
fusions because the number of infected 
people among donors was unknown. In 
addition, 90 percent of those who had 
received HIV-antibody positive blood 
products were found to be infected af-
ter one year of checkups. The National 
Blood Data Institute funded the cre-
ation of the AABB in 1997 to become 
an accrediting agent and create donor 
standards, as well as to analyze and dis-
tribute data and knowledge on all as-
pects of blood banking and transfusion 
medicine. 

During my internship, I was in-
volved in the distribution and writing 
of blood safety and transfusion infor-
mation updates. I also researched new 
methods of donation and alterations of 
blood products and was able to experi-

ence the process of facility blood accred-
itation.

As a public health association, 
AABB keeps a constant eye on the leg-
islative arena. As an intern, I checked 
on various websites to look for updates 
on bills and in committees, whether or 
not they were directly related to blood. 
I wrote several executive briefings on 
bills introduced, bills that were passed 
through committees, or proposals that 
were catching on. The bill that stood out 
most to me was the 21st Century Cures 
Act. The 21st Century Cures Act would 
create a huge difference in healthcare if 
passed. Examples of its drastic effects 
would include: additional billions to 
NIH funding, surrogate checkpoints 
for drugs, and repurposement of drugs. 
Surrogate checkpoints are data points 
that are not directly related to disease. 
For example, a drug might lower cho-
lesterol levels, which is related indirect-
ly to heart disease but might not actu-
ally improve conditions. Such drugs 
will be passed if this act were to pass 
and will affect the blood industry. I did 
extensive research and realized that all 
policies can hold importance in health-
care. Between the mid-eighteenth and 
mid-nineteenth centuries, as well as in 
the first half of the twentieth century, 
human life expectancy increased rap-
idly at an unprecedented rate.2 The 
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study proved that non-health policies 
can have formidable consequences on 
the public’s health and on institutions 
throughout the U.S. It further suggest-
ed that more studies should be executed 
to policies that are non-health related.

The AABB accredits nearly all 
hospitals and blood clinics in the US. 
The full process takes about six to nine 
months, but I was able to shadow some 
of the major steps and decision-mak-
ing processes in accreditation. The set 
of standards created by the AABB has 
made blood transfusion much safer for 
the donor, technician, and the recipi-
ent. The AABB has several differing ac-
creditation programs for facilities that 
include, but are not limited to: trans-
fusion services, blood banks, cellular 
therapy services, immunohematology 
reference laboratories, and relationship 
testing (dealing with customer service, 
sample collection, testing, and report-
ing). Each accreditation process and 
assessment is tailored to the specific 

type of laboratory and service. I specifi-
cally shadowed an accreditation expert to 
a facility for somatic cell services. These 
types of facilities deal with qualifying do-
nors, collection, processing, storage, and 
distribution of somatic cell products. The 
standards are not extremely harsh, nor 
are the personnel. Their main focus, as 
well as those of the institutions, is patient 
safety. AABB updates the standards to 
mirror new technologies, methods, and 
research in order to create safe environ-
ments. Institutions adhere strictly to the 
standards that are created and conduct 
their own interior checks to maintain se-
cure environments and methods.

Aside from the U.S., many other 
countries have used AABB standards. 
During my internship at the AABB, I 
worked with doctors abroad who spear-
headed the standard practices for their 
home countries. For example, I had a 
conference-call with doctors in South 
Asia who were involved with the Asian 
Association of Transfusion Medicine 
(AATM), also called the South Asian 
Association of Transfusion Medicine 
(SAATM). The doctors were mostly from 
Pakistan, Nepal, and Bangladesh. I com-
piled many different reports for them, in-
cluding the common safety standards in 
other countries and different adaptations 
of the AABB standards. I analyzed Bhu-
tan’s recent AABB-based standards, Indi-

an national standards, and World Health 
Organization (WHO) recommenda-
tions. Some of the suggestions included 
screening 100 percent of blood products 
and making sure that 75 percent of red 
blood cell products met certain require-
ments.3 I also helped them go over work-
shops that were done by the AABB to 
promote blood safety practices and create 
more workshops of their own. I made re-
ports and calls to estimate the efficiency 
of the workshops, as well as to examine 
any possible improvements. It was a long-
term project that required intense coor-
dination between various workers at the 
AABB and referencing old texts and pre-
vious attempts. Of the 108 million blood 
units worldwide, only half are done in 
medium- and low-income countries. Of 
the medium- and low-income countries 
that actually practice blood transfusions, 
only 60 percent of medium-income 
countries have legislation and standards 
for blood donation, while only 44 per-
cent have standards in low-income coun-
tries.4 Even after having these standards, 
only 33 percent of medium-income 
countries have an external assessment for 
their facilities, and this percentage is as 
low as 16 in low-income countries. In 
comparison, 97 percent of high-income 
countries have facilities monitored by ex-
ternal assessment schemes. Therefore, it 
is important to have organizations from 

GIVING LIFE 
Approximately 60 percent of the 
U.S. population is eligible to give 
blood. Only 5 percent of the U.S. 
population actually gives blood 
in a given year. Source: American 
Red Cross. 
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The AABB has several differing accreditation programs for facilities 
that include, but are not limited to: transfusion services, blood banks, 

cellular therapy services, immunohematology reference laboratories, and 
relationship testing.

high-income countries with established 
protocols that will provide financial 
support and help create guidelines and 
practices in medium- and low-income 
countries.   

One group of projects that I did 
for the AABB was analyzing the effi-
ciency of distributing information and 
booklets, as well as organizing events. 
I checked whether emails were sent, 
PDFs were downloaded, and event 
pages were looked at. I also analyzed 

how many people attended an event, 
how long they were there for, and for 
how long people visited the AABB 
website. The purpose of sifting through 
numerous pages of data and numbers 
was to see if the AABB’s information 
was transmitted successfully. AABB 
continuously revises its standards based 
upon developments in research, so it 
is crucial that blood safety workers are 
constantly updated. With the advanced 
communication technologies and social 
networks, it is easier than ever to relay 
such information in a quick and effi-
cient manner.5 Understanding the im-
plications of innovations and how the 
public as a whole adopts them is im-
portant for every field but especially in 
the health field. The AABB is really fo-
cused on how it can spread safe and ef-
ficient practices quickly and effectively.

Finally, I researched various prac-
tices regarding blood products and cel-
lular therapies in the United States and 
abroad. The head of the cellular ther-
apies department was interested in an 
in-depth evaluation of many types of 
treatment, varying from those that are 
practiced in the United States without 
FDA approval to practices done in Eu-
rope that have been approved by their 
own agencies to practices done in Eu-
rope that have been recently adopted 
into the United States. Specifically, I 
looked into platelet-rich plasma injec-
tions. I evaluated research articles and 

data in order to see whether or not these 
injections decrease pain, alleviate symp-
toms, or help cure any ailments. While 
doing this, I simultaneously examined 
clinics all over the world, mostly in the 
United States and Australia, regarding 
the cost of injections, the typical num-
ber and length of treatment, the effects 
of treatment, the injuries platelet-rich 
plasma injections should be used for 
and the device used. While it was not 
FDA approved, the doctor wanted 

such information to see whether or 
not these injections were a viable op-
tion for treatments and whether he and 
other institutions should accredit the 
treatment and suggest its approval to 
the FDA. Another similar project was 
on buffy coat platelets. It is a practice 
done in Europe that extracts blood and 
platelets, followed by combining donor 
platelets and storing them in a different 
way than how it is done in the United 
States. It is widely accepted through-
out Europe and other non-American 
high-income countries. Data showed 
that it provided a better, safer, and less 
wasteful option of donating and receiv-
ing platelets than the current American 
system.

My time at the American Associ-
ation of Blood Banks taught me many 
things that I find invaluable. I found out 
how to work efficiently and collaborate 
with others to reach a common goal. I 
also saw firsthand how the administra-
tion of organizations works, as well as 
how these organizations are affected by 
larger policies. I consistently witnessed 
how everyone in the workplace was 
aware of and dedicated to their mission: 
patient and donor safety. Everyone who 
worked there felt passionate about their 
jobs, devoting a substantial amount of 
time and effort to make sure that the 
safest and most effective ways to use 
blood are being practiced and helping 
to extend that practice to those who 

cannot do it themselves. Their passion 
has stuck with me most, as well as their 
mission as public health professionals 
to serve and advance public health both 
locally ad internationally.
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This winter break, I signed up 
for a medical volunteer trip 
with a non-governmental, 
non-profit organization called 

VCD Nepal and had the amazing op-
portunity to visit Kathmandu, the 
capital city of Nepal! During my stay, 
I shadowed at the largest governmen-
tal children’s hospital in Nepal, Kan-
ti Children’s Hospital (K.C.H.), and 
stayed with a local host family. Living 
with a host family allowed me to better 
experience the realities of living in Ne-
pal. According to Nepal Electricity Au-
thority (NEA), there will now be power 
outages for 80 hours per week, a sub-
stantial increase from the previous 63 
hours per week1. I can personally attest 
to this, as we experienced power out-
ages for up to 11 hours every day. The 
power typically came back on around 
10-11pm, and the living room—dimly 
lit with the single solar-powered light at 
the back of the room—would suddenly 
brighten up. Rashna, one of our hosts, 
would then immediately get up from 
the couch to turn on the TV. There was 
also no heating system or hot water due 
to the fuel embargo by India. I often 
saw long lines of people, taxis, and mi-
crobuses queuing at empty petrol sta-
tions while I was walking home from 
the hospital and exploring the city. 
Our main host guide, Brakash, told us 
that he was trying to buy fuel from the 
black market so that we could finally 
have a hot shower after our first four 

days. However, even at a higher price 
in the black market, the supply for gas 
remained scarce. I had never appreciat-
ed a lukewarm shower more than I did 
the day Brakash finally brought home 
a liter of gas. However, knowing that 
the gas was split between everyone’s 
showers as well as cooking and other 
necessities, I took a very short-lived but 
blissful shower before facing the biting 
cold of the Nepalese winter.

The critical fuel shortage that hit 
Nepal early August2 has been caus-
ing more problems with the declining 
temperature. I slept under five thick 
blankets every night and wore at least 
three layers of clothes whenever I head-
ed out in the evening. After the sunset, 
the temperature would fall drastically. 
I often saw groups of people on the 
streets, huddled around a fire fueled 
by firewood and small pieces of trash, 
including plastic, which emits highly 
toxic fumes. I also frequently observed 
small restaurants and street vendors 
cooking with firewood, as cooking gas 
had become very scarce and expensive.2 
Wood smoke not only contains carbon 
monoxide and sulfur dioxide that enter 
straight into our respiratory system but 
also various irritant gases and carcino-
genic chemicals.3 This is extremely dele-
terious to infants and children that still 
have developing lungs and can increase 
their risk of lower respiratory infections, 
including bronchitis and pneumonia.3 
According to the Environmental Pro-

tection Agency (EPA), wood smoke 
can cause “coughs, headaches, eye and 
throat irritations in healthy people,” as 
well as exacerbate the risk of chronic 
respiratory and cardiovascular diseas-
es in vulnerable populations.3 Most of 
the time, I saw people cooking with 
firewood in a small, enclosed “kitch-
en,” which considerably increased their 
exposure to these toxic particles. The 
smog on the streets during the daytime, 
notably rush hours, is also one of the 
worst I have ever experienced, which 
is rather telling given that I have lived 
in both Beijing and Shanghai. In Yale’s 
2014 Environmental Performance In-
dex, Nepal was ranked 177th out of 
178 countries for air quality.4 The un-
bearable fumes are the combination of 
dust from the dirty roads, black smoke 
expelled from old buses, and exhaust 
from the countless cars and motorcycles 
as well as tractors with open motors.4 
Walking to and from the hospital, there 
were many times that I had to hold my 
breath to prevent breathing in a large 
wave of smog blown into my face. I of-
ten wondered how the people of Nepal 
could live like this everyday, even with 
the facemasks many of the residents 
wear. I can only imagine that many of 
the patients at the hospital must be the 
victims of the heavy pollution and lack 
of proper hygiene and sanitation.

Every morning, my two friends and I 
took a microbus congested with people 
who were both cramped on seats and 

Namaste from Nepal
IVORY LOH ‘18

PUBLIC HEALTH STUDIES

Ivory visited Nepal over intersession and shadowed at the largest governmental children’s hospital. 
There, she experienced its health care and public health system firsthand. 

half-standing to K.C.H. With a medi-
cal team consisting of local senior doc-
tors and medical residents, we would 
complete rounds at the medical wards. 
I would listen in on the presentation 
of each patient’s case, symptoms, pos-
sible diagnoses, results of any medical 
tests and scans, and the recommended 
treatment procedure. On other days, I 
would shadow a general pediatrician, 
Dr. Ram, at the Outpatient Depart-
ment (OPD), as she evaluated patients 
that came flooding in one after another 
for consultations.

The two most common diseases 
among inpatients at Kanti are pneu-
monia and acute gastroenteritis.5 One 
of the patients that I saw during OPD 
presented with fever for two days, 
cough for 14 days and facial puffiness. 
Dr. Ram stressed that just because his 
cough was clear did not necessarily 
mean that he didn’t have pneumonia. 
An alternate diagnosis could be tuber-
culosis. According to Dr. Ram, “When 
a patient presents with prolonged 
cough, the doctors here must first do 
tests to rule out tuberculosis, as tu-
berculosis is very common in Nepal.” 
Viruses and bacteria are the most com-

mon causes of pneumonia, with the 
most common causative bacteria being 
Streptococcus pneumoniae, Staphylococcus 
aureus, Escherichia coli, and Haemophil-
ia influenza.6  Dr. Ram taught me that 
different bacterial pneumonia requires 
different treatment courses. One of our 
patients who we visited during rounds 
was diagnosed with salmonella pneu-
monia. Dr. Ram explained that the 
patient likely ingested unclean foods 
with fecal contamination of salmonella, 
which happens very commonly in dairy 
foods due to unhygienic food handling 
and processing. However, the diagnosis 
of salmonella as the causative bacteria 
was purely from clinical investigation 
and the high incidence of salmonella 
pneumonia. In Nepal, specific testing, 
such as a blood culture test, for the ac-
curate detection of the causative bac-
teria is seldom done due to cost con-
siderations and limited resources. The 
doctors must make their best judgment 
with regard to antibiotics based on the 
patients’ symptoms and other clinical 
markers. If the antibiotics against sal-
monella prove to be futile, the doctors 
will then switch to a different antibiotic 
for a broader bacterial group. Accord-

ing to Dr. Ram, the doctors’ educat-
ed guesses are typically correct, and 
patients are effectively treated. From 
shadowing in OPD and the medical 
wards, I learned that the inpatients in 
wards have regular follow-ups, as the 
residents do daily rounds at least twice 
a day. However, the patient consulta-
tions at OPD last for roughly five min-
utes. The short consultations are the 
result of a high patient-to-doctor ratio, 
which results in a dramatic decrease in 
the overall quality of care relative to the 
United States (U.S.) or other industri-
alized nations. However, due to the lack 
of human infrastructure and economic 
resources, I believe that Nepal focuses 
on improving public health and priori-
tizes it over individual health needs. 

According to the doctors at Kanti 
and my personal observations of fre-
quent antibiotic prescriptions to pa-
tients in OPD, antibiotic resistance is 
a serious issue in Nepal. Lacking ade-
quate medical knowledge, patients of-
ten ask doctors to prescribe antibiotics 
to them. Many patients would also buy 
antibiotics from outside pharmacies 
and medicine vendors. According to 
Dr. Ram, “prescription-only” antibi-

SERENE SUNRISE Dhampus village is located in the mountains of Pokhara, Nepal. Photo by Ivory Loh. 
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otics are very easy to procure, as they 
are not stringently regulated. When a 
patient comes into OPD for a consult 
and has already started on an over-the-
counter antibiotic, the doctor usually 
has to tell the patient to finish the an-
tibiotic course even when it’s not the 
right treatment. In some cases, patients 
are aware of the issue of antibiotic re-
sistance and refuse to take or complete 
the prescribed course of antibiotics 
even when they should. In addition, the 
misuse of antibiotics also occurs more 
frequently without the specific identi-
fication of the bacteria or virus as the 
causative agent for the illness. Doctors 
in OPD ascertain whether or not an 
infection or illness is caused by a virus 
or bacteria based on the patients’ symp-
toms and the results of standard general 
investigations, such as basic blood and 
urine testing and chest x-rays. Further-
more, almost all the inpatients at the 
hospital are prescribed antibiotics to 
safeguard against secondary infections, 
as there is a high risk of bacterial infec-
tion within a hospital setting. Therefore, 
the excessive and unfounded antibiotic 
use in Nepal has caused considerable 
antibiotic resistance, as studies of acute 
respiratory infections reveal that “half 
of the cases analyzed were resistant to 
first-line antibiotics” and “most cases 
of bacterial diarrhea were resistant to at 
least one drug in the four 2007 studies, 
with one-third of the cases in the largest 
study being resistant to the four top an-
tibiotics for those bacteria.”7 Antibiotic 
resistance is significant, as it reduces the 
efficacy of drugs and can cause a patho-
genic bacteria to persist in individuals 
and spread to the community.8 To im-
prove this issue, the government could 
apply more stringent, regulated control 
with regardes to the sale of antibiotics 
and public sanitation standards, pro-
vide more vaccines to prevent bacterial 
diseases such as pneumonia and diar-
rhea, and better educate the public on 
the problem of antibiotic resistance to 
reduce self-treatment with antibiotics.7 
Healthcare workers, doctors, and nurs-
es will also need to change their habits 
and treatment methods. While shadow-
ing the doctors at Kanti, I was surprised 

that none of them washed their hands 
between patients. The doctors I shad-
owed in Singapore and the U.S. always 
stressed that it is standard practice to 
wash their hands for at least 30 seconds 
after each patient visit. In the rush of 
the OPD, I could see how the doctors 
would neglect washing their hands be-
tween each patient; yet, hand washing 
is a cheap and simple intervention that 
could prove to be the most effective 
strategy in preventing hospital-acquired 
infections.7

Another striking finding was the 
lack of transplant surgeries in Nepal. 
One of our patients in the medical 
wards had bronchiectasis, which is a 
condition usually caused by an infec-
tion that damages the lungs’ airways 
and impedes their ability to clear out 
the dust, bacteria, and other particles 
trapped in the mucus.9 The final rec-
ommendation from the senior doctor 
of our medical team was for the patient 
to do a lobectomy or surgical removal 
for his infected bottom left lobe. She 
explained to me that ideally the patient 
should get a lung transplant, but this 
is not feasible in Nepal. There is not 
even a pediatric cardiologist in K.C.H. 
All cardiac surgical cases are sent to the 
nearby Teaching Hospital, where there 
is a general cardiac surgeon. However, 
this is much more expensive than Kan-
ti. The doctor explained that the patient 
would likely have to travel to India or 
elsewhere for the lobectomy, which will 
be extremely costly for his family. I lat-
er inquired about the lack of transplant 
services with more doctors, and they 
informed me that organ transplants are 
virtually nonexistent in Nepal, due to 
the lack of an organ donation system. 
Furthermore, there are neither the fa-
cilities to properly preserve the organ 
and facilitate the procedure nor doctors 
who can perform the transplant. There 
are also extremely limited post-opera-
tive care and long-term follow-up care 
for donors, which significantly increase 
their risk of infections and other com-
plications in the recovery process.13 In 
Nepal, organ donation is largely limited 
to the eyes and kidneys, although bone 
marrow transplantation is a burgeoning 

field.10 The Human Body Organ Trans-
lation (Regulation and Prohibition) Act 
of 1998 and the Kidney Transplanta-
tion (Regulation and Prohibition) Act 
of 2002 govern organ transplantation 
in Nepal.10 By the 1998 Act, kidney 
donors must share a legal relationship 
with the recipient and relationship cer-
tificates amongst other documentations 
must be submitted before the trans-
plant.13 However, kidney trafficking 
still remains an issue in Nepal, posing 
various post-donation health issues on 
the patients, including “fatigue and 
weakness (77.8%), lost stamina for 
work and walking (75%), headache 
and cold symptoms (55.6%), vomiting 
(33.3%)” among others.13

When my friends and I visited the 
Pashupatinath Temple, one of the most 
sacred Hindu temples of Nepal, we 
watched two cremations take place.1 
Our tour guide noted that the deceased 
are always cremated, though they can 
choose to donate their eyes at a center 
near the cremation site of the temple. 
Before the center was instituted, cor-
neas were excised in the open before 
the cremation took place.12 Hinduism 
and Buddism are the two main reli-
gions in Nepal. As part of the Hindu 
tradition, “the dead should be cremated 
on the banks of the holy Bagmati Riv-
er.”12 Speechless, I watched as a group 
of people carried a dead body across 
the bridge and dipped it into the riv-
er. I later noticed a man drying his hair 
after rinsing himself in the river. Our 
tour guide explained that the man is 
likely the first son of the deceased. As 
the chief mourner, he must take a bath 
in the holy river water after the crema-
tion takes place.12 The tour guide then 
showed us where the cremations took 
place, and I saw men gathering wood 
in preparation for another cremation, 
which takes place after the body is 
dipped in the holy river water three 
times.12 After the cremation, the ashes 
are then collected in an urn, as most 
Hindu families choose to dispose of 
them in a special ceremony at the end 
of the year.12 According to our guide, 
many families dispose of the ashes into 
the Bagmati River, making me wonder 

BLOOD TEST (Top) A doctor, 
wearing no gloves, draws blood 

from a baby girl for investigation. 
KEEPING WARM (Right) A baby in 
the emergency department is kept 

warm by a lamp. The equipment 
surrounding his head delivers 
oxygen. Photos by Ivory Loh. 

about the level of pollution in the riv-
er and its ramifications on the aquatic 
ecosystem and the health of the popula-
tion the river supports. The influence of 
cultural practices on the environment 
and public health is a whole other issue 
on its own.

After our daily morning rounds, my 
friends and I would end up in the out-
door “Doctor’s Lounge” with our team 
of doctors. As we sat around and drank 
the standard Nepalese drink of choice, 
sweetened milk tea, I started inquiring 
about the doctors’ daily schedules and 
the national healthcare system in Ne-
pal. To my surprise, many of the doc-
tors ended their work at Kanti Chil-
dren’s Hospital around noon unless 
they were assigned to be on a 24-hour 
shift in the Emergency Department. 
On most days, the doctors I shadowed 
left the hospital after lunch to work at 
another private hospital or run their 
own private clinic elsewhere. They ex-

plained to me that private clinics only 
provide outpatient services. They pure-
ly offer consultations but at a much 
higher cost to those who can afford it. 
The benefits afforded by a private clin-
ic are the minimal waiting time and a 
lengthier consultation with the doctor 
of their choice. Private clinic consulta-
tions last for approximately thirty min-
utes, a large contrast to the brief three 
to five minutes at the OPD department 
at Kanti and other hospitals. The doc-
tors told me they operated on their 
own with no oversight from bosses or 
any restrictions from any other author-
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ity in these private clinics. Apart from 
private clinics, private hospitals also 
exist. They are much more expensive, 
and for that reason, they most likely 
have more facilities, services, and space 
than a governmental hospital. For in-
stance, when there are not enough beds 
for inpatients, patients who can afford 
it will be sent to private hospitals. Also, 
as aforementioned, because Kanti does 
not have a cardiothoracic surgeon, they 
refer patients to private hospitals that 
can provide the specific treatment that 
the patient needs. Nonetheless, the pri-
vate sector with “for profit” hospitals are 
considerably more costly, which limits 
its access to many people. For exam-
ple, an OPD consult at Kanti costs 20 
NPR, whereas one at a private hospital 
could cost anywhere from 250 NPR to 
500 NPR. Public hospitals are also no 

Dr. Ram. Nepal’s Interim Constitution 
of 2007 stated that health is a funda-
mental right and that “every citizen has 
the right to basic health services free of 
cost.”15 However, consistent with what 
the doctors told me, this is far from the 
truth. Upon further research, I found 
that Nepal actually implemented a Na-
tional Health Insurance Policy in 2013 
and community-based health insurance 
(CBHI) schemes were launched since 
the 1970s. However, the insurance 
system “suffered low enrollment and 
retention of members as well as from a 
pro-rich bias.”15 The fact that the local 
doctors are not apprised of the nation-
al insurance system certainly attests to 
the failures of the system. Just recently 
in February 2015, the Nepalese gov-
ernment established a Social Health 
Security Development Committee to 

less “efficient, accountable or medically 
effective” than private hospitals.14 There 
are three major governmental hospitals, 
including Kanti, and they are all locat-
ed in Kathmandu. Governmental hos-
pitals are essentially the means through 
which the government provides health-
care to the public, as the treatments are 
heavily subsidized in these hospitals. At 
Kanti, patients often pay as much as 
they can afford. Those who cannot pay 
at all typically still receive treatment. 
Therefore, patients from all over Nepal 
will travel to Kathmandu in order to 
seek the medical care they need at these 
large governmental hospitals.

According to the doctors I spoke 
with at Kanti, there is no national in-
surance policy in Nepal. “Governmen-
tal policies are set in place but lack im-
plementation for the most part”, says 

launch a social health security scheme 
(SHS), which is in effect social health 
insurance, in order to provide univer-
sal health coverage.15 “The details of 
the SHS design and regulations for 
implementation are yet to be made 
public.”15 From my discussions with 
the doctors, I have come to gather that  
the government provides healthcare at 
different levels throughout Nepal. The 
lowest level is primary health care cen-
ters, which are staffed with health as-
sistants that have undergone training 
for two years. They take the place of 
certified doctors and have very limited 
supplies of medication, treatment, and 
diagnostic equipment. The government 
sets up these health centers in every 
Nepalese village. The grade above pri-
mary health care centers is district hos-
pitals, which have general doctors but 
lack specialized departments and treat-
ments. Beyond district hospitals are 
zonal hospitals, which have doctors and 
specializations, but often lack many fa-
cilities and equipment. There are also 
areas in which district and zonal hospi-
tals overlap, reducing the doctor-to-pa-
tient ratio and resources available to 
the patients in those communities. 
The highest grade of hospital is tertia-
ry hospitals, such as Kanti, which have 
specialized departments, intensive care 
units (ICU), and extensive equipment 
and medicine, etc. There are only tertia-
ry governmental hospitals in Kathman-
du. This presents a sizeable issue for the 
distribution of health care amenities, 
as the communities in rural areas only 
have access to lower grade health care, 
such as primary health centers, unless 
they are able to travel to Kathmandu 
or pay the high fees of private hospi-
tals. Apart from this, other challenges 
that the health system in Nepal faces 
include “poor infrastructures, inade-
quate supply of essential drugs, poorly 
regulated private providers, inadequate 
budget allocation for health, and poor 
retention of human resources in rural 

FEED THE BIRDS Women sit in 
Durbar Square in Kathmandu, 
Nepal. Photo by Ivory Loh. 

areas.”15 The Nepalese doctor and nurs-
es per 1000 population ratio (0.67) 
is significantly lower than the World 
Health Organization’s recommended 
2.3 ratio.15 With the recent earthquake 
disaster and current political turmoil 
that has led to the Indian fuel embar-
go, the health care needs of the Nep-
alese people are only becoming more 
demanding. In short, there are certainly 
many challenges that Nepal faces polit-
ically, economically, and socially. 

In closing, I would like to assert that 
my time in Nepal was definitely worth-
while and insightful. Having grown up 
in a very comfortable home in the bus-
tling and developed city of Shanghai, I 
was undeniably unaccustomed to the 
harsher Nepalese lifestyle. Nonethe-
less, despite experiencing the difficult 
realities of living in Nepal, I also came 
to appreciate many of the amazing fea-
tures it has to offer. I was welcomed 
with open arms into a very hospitable 
host family, who cooked me breakfast 
and dinner every day. They always gen-
erously offered to make me hot milk 
tea, which made the cold nights sub-
stantially more bearable. Likewise, the 
doctors and medical team at Kanti were 
incredibly friendly. I owe much of my 
learning and shadowing experience to 
Dr. Ram, who took the time to patient-
ly translate and explain all the cases to 
me from Nepalese to English. Nepal is 
certainly a remarkable country rich in 
both culture and natural beauty. I can 
only hope that with international aid, 
NGOs, and other additional support, 
this nation can further develop and 
thrive in the near future. 
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Botswana has become a demo-
cratic success story in the last 
50 years and has since been 
viewed as a paragon for other 

developing nations. Despite 70 percent 
of the country being covered by the Ka-
lahari Desert, Botswana has succeeded 
in moving from abject poverty to upper 
middle income status since its bloodless 
rise to independence in 1966.1 Since 
then, the country has solidified its place 
as one of the most stable countries in 
Africa, making it a shining beacon of 
hope for an often struggling conti-
nent. With the world’s richest diamond 
mines and a growing tourism industry, 
Botswana appears to have all the re-
quired resources to continue its success.  

Despite its wealth and peaceful his-
tory, Botswana still deals with signifi-
cant challenges. As of 2014, it had the 
2nd highest HIV/AIDS prevalence in 

the world, second only to Swaziland, 
with 18 percent of the population liv-
ing in poverty and 17.8 percent in un-
employment.2 These challenges are en-
demic in many countries, particularly 
those that are still developing, but their 
existence in a country with resources 
and a relatively high GDP is unique. 
Because of this, nongovernmental orga-
nizations have had to restructure their 
approach to providing aid and devel-
opment in order to adapt to the needs 
at hand. Botswana currently has a high 
functioning nationalized healthcare 
system, where all services are provided 
either for free or for a nominal fee of 50 
cents, so the instillation of basic health 
services is no longer an issue. While 
any health system can always use more 
health professionals (Botswana’s first 
medical school class only graduated in 
2014) and more funding, international 

Reducing Stigma in Botswana: 
The Role of NGO’s

BENITA PURSCH ‘16
PUBLIC HEALTH STUDIES

Benita studied abroad in 
Botswana last spring and 

interned for the Project Concern 
International Botswana office. 

Her particular project focused on 
developing curricula for at-risk 

youth in rural northern Botswana.

infected to come forward and be tested 
in order to receive accurate treatment.

Reducing stigma and increas-
ing awareness are hard initiatives for 
NGO’s to implement. Their progress 
is hard to measure, and without quan-
titative data, many organizations find 
it hard to satisfy their sponsors and 
find new ones. However, as the world 
develops and many countries progress 
to the point of having their own func-
tioning health systems, NGOs, such as 
PCI, are shifting focus from structur-
al to environmental and social initia-
tives. My experience in Botswana was 
just one small piece of the puzzle but 
an important concept to keep in mind 
in an ever changing field like public 
health. While they have always been 
considered important, I found that 
addressing environmental and cultural 
factors in order to combat health chal-

lenges in a behavioral way has become 
an even larger portion of the role that 
NGOs are taking in Botswana. At least 
in Botswana, which has been and is 
still deeply affected by HIV/AIDS, the 
importance of this focus role cannot be 
underestimated.
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and national aid organizations have a 
different role to play. Specifically, they 
are refocusing their efforts towards 
non structural challenges of increasing 
healthcare access and awareness—chal-
lenges that the government has neither 
the time nor the resources for. Stigma, 
education, and youth outreach are all 
aspects of the health system that often 
fall by the wayside in governmental 
health care, and it is up to NGOs to fill 
in that gap.

In 2015, I experienced these chal-
lenges firsthand, as I studied and 
worked in Botswana for five months. It 
was far from a typical study abroad ex-
perience. Instead of spending my time 
in the classroom, I mostly volunteered 
at local government clinics and visited 
other government-run facilities, such 
as the national microbiology lab and 
the abattoir. While these field trips and 
short term volunteering experiences 
gave me a diverse view of the govern-
mental side of the health care system, I 
desired to increase my exposure to the 
other side. I started working for Proj-
ect Concern International (PCI), the 
Botswana branch of an international 
NGO based in Gaborone. PCI initiates 
provisions of health and development 
aid to developing countries in the areas 
that need it most. Like many organiza-
tions throughout Sub-Saharan Africa, 
PCI focuses many of its initiatives on 
the prevention and control of HIV/
AIDS. Over the last few years, one of its 
main projects has focused upon reduc-
ing the stigma that accompanies repro-
ductive health amongst youth. It is hard 
to balance between reducing the stigma 
of HIV transmission with having an 
open precautionary conversation. We 
want to encourage people to speak up 
and also maintain safe sex habits, con-
dom use, and STD testing. 

PCI has chosen to combat the issue 
of HIV/AIDS stigma and awareness 

through an initiative that foremost 
addresses not reproductive health but 
financial literacy. Through this project, 
we hoped to prove to youth in rural 
Botswana that their HIV status was 
not the defining factor of their lives 
but just a circumstance that they could 
learn to live with. By not having HIV 
status as the primary importance, we 
hoped to reinforce that their lives were 
defined instead by their knowledge and 
drive in fields that they are passionate 
about. The Tweende Project provided 
youth in northern Botswana with an 
extensive course of financial literacy, 
covering everything from opening a 
bank account to creating a business 
plan and applying for grants through 
PCI and the Barclays Bank. Although 
sexual health awareness and HIV/
AIDS knowledge did not fall seamless-
ly into this curriculum, by working to 

incorporate it into every module, PCI 
hoped to make sexual health education 
the norm. By expanding sexual and re-
productive health education to all pro-
gram participants, STDs, and HIV/
AIDS in particular, was presented as 
a common problem that anyone may 
encounter, reducing stigma overall.

Expanding sexual and reproductive 
health education into other interven-
tions is by no means the best or only 
method of reducing stigma of HIV/
AIDS. However, what it does do is 
make the knowledge of infectious dis-
eases, such as HIV, more widespread. 
Because stigma and ignorance breeds 
intolerance, making HIV/AIDs more 
“mainstream” serves to convince tar-
get populations that a positive HIV 
outcome is no longer a death sentence. 
While safe sex and a negative status 
are obviously preferential, the message 
is that regardless of status, life is still 
worth living. In Botswana, where both 
prevention (Option B+) and treatment 
(ARVs) are free to everyone, the chal-
lenge is in encouraging the potentially 

Because stigma and ignorance breeds intolerance, making HIV/AIDs more 
‘mainstream’ serves to encourage target populations that a positive HIV 

outcome is no longer a death sentence.

LEARNING ABC’S 
(Left) A young girl recites the 
alphabet at a preschool in Kanye, 
Botswana. Photo by Benita 
Pursch. 
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According to the World Health 
Organization, over 400 mil-
lion people (around six per-
cent of the world’s popula-

tion) lack access to one or more basic 
forms of healthcare.1 This fraction is 
higher in developing countries where 
there are fewer doctors and hospitals. 
Hospitals in developing countries are 
often ten hours away from families in 
rural areas, and the costs of healthcare 
are insurmountable when the families 
only make a couple dollars per day. In 
rural Honduras, for example, one out 
of seven people do not have access to 
any basic form of healthcare.2 For every 
10,000 people in Honduras, there are 
generally only four doctors, two den-
tists, and 11 nurses.2 The hospitals are 
too far away and the medicines are too 
expensive, so the families generally go 
without necessary treatments. Living 
conditions are poor, leading to many 
health problems, especially respiratory 
problems, that could have been avoided 
with proper flooring and basic sanita-
tion practices. There is a wide array of 
health issues that can be both prevented 
and treated, but they are not due to the 
lack of access to resources and the high 
cost of prescriptions. Throughout my 
time at Hopkins, I’ve had the incredi-
ble opportunity to both see these health 
issues firsthand and work on a compre-

hensive solution for them.
During my freshman year at Hop-

kins, I was introduced to an incredible 
organization called Global Brigades 
(GB). GB is an international organiza-
tion that provides resources and support 
to developing communities in Hondu-
ras, Panama, Nicaragua, and Ghana 
in a variety of ways. GB prides itself 
on its holistic model of development, 
aiming to support both individual fam-
ilies and communities as a whole, from 
providing healthcare to teaching the 
communities about loans and helping 
to establish community banks. Largely 
student-run, GB annually sends more 
volunteers into the field than the Peace 
Corps, and students from universities 
all over the world travel to these coun-
tries year-round to participate in any of 
the nine brigades supported by GB.3

The idea behind GB makes a lot of 
sense: first, send in a medical and den-
tal brigade to a community to assess the 
needs of the community members. If a 
community is deemed to have health 
problems that can widely be relieved by 
other types of brigades, water and engi-
neering brigades will come and help get 
the families in the community easier 
access to clean water. A public health 
brigade will come next to build things 
like showers and an eco-friendly stoves 
for the families. Once the basic health 

needs of the families are met, the final 
four brigades enter the community. An 
environmental brigade comes and helps 
implement sustainable agriculture proj-
ects. A microfinance brigade enters the 
community to provide financial literacy 
to the families and develop a communi-
ty bank. A business brigade empowers 
small businesses within the community 
to become more economically stable. 
Finally, a human rights brigade sup-
ports the community with pro-bono 
legal consulting to resolve family law 
cases. Once a community has seen all 
of the brigades, the community is sus-
tainably exited, and brigades no longer 
travel to that community. By this point, 
the health of the families in the com-
munity is better, and the families know 
how to run businesses and deal with 
finances. The community is self-sus-
taining which allows it to support other 
local families as well. The community is 
able to function as a cohesive and pro-
ductive unit.4

During intersession of my fresh-
man year, I was presented with the op-
portunity to travel to Honduras for a 
week with a dental brigade. Through-
out my time in Honduras, I became 
enamored with both the country it-
self and all of the people that I met 
throughout my stay there. Needless to 
say, my first brigade was life-changing, 
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and since then, I’ve returned on both 
medical and public health brigades. All 
of these brigades have given me much 
greater insight into the health problems 
that families in rural areas of Honduras 
face, and I’ve learned more shadowing 
doctors in Honduras than I could ever 
learn from doctors in the U.S.

On the dental brigade, I worked 
alongside other brigaders from Hop-
kins and UC Berkeley to set up a med-
ical clinic in a community called Jalaca. 
We set up in a small school building 
that had four rooms: one for vitals and 
symptoms, another for consultation 
with the doctors, a dental clinic room, 
and a last room for a pharmacy where 
all of the medicines were packed and 
given to the patients. Because I was a 
dental volunteer, I spent a lot of time 
administering fluoride treatments to 
little kids and shadowing dentists per-
forming fillings and extractions. I feel 
like everyone that I know in the U.S. 
takes going to the dentist for granted. 
We go twice a year covered by our insur-
ance, and we spend that hour awkward-
ly answering questions that the dentist 
asks us while trying to scrape plaque off 
our teeth. Most of us see dental visits as 
an inconvenience and generally do not 
give it a second thought. Working in 
the dental clinic in Honduras changed 
my perspective after seeing the dental 
issues that the patients faced.

I saw an eight-year-old boy whose 
adult teeth weren’t growing in proper-
ly since he wasn’t taking care of them. 
There was a 40-year-old woman whose 
teeth were rotting away so badly that 
only the roots of her teeth remained, 
physically unable to fall out of her 
mouth. There was a 30-year-old wom-
an who had a tooth growing in the mid-
dle of the roof of her mouth, and there 
wasn’t anything she could do about it. 
The most impactful experience of that 
dental brigade, though, was when we 
saw a 20-year-old patient who only had 
two teeth. The rest of the man’s teeth 
had fallen out because he wasn’t able 
to take care of them. The two teeth he 
had left were both in pretty bad shape, 
so the dentist said that they had to be 
extracted. Realizing that this twenty 

year old man would soon be complete-
ly toothless forever was something that 
was hard for me to grasp. I was 19 at 
the time, and envisioning myself hav-
ing no teeth at such a young age was 
hard to do.

On my medical brigade last May, 
I shadowed in the dental station again, 
and we saw similar problems. The mo-
ment that was most salient to me was 
when we saw a five-year-old boy. He 
still had his baby teeth, but some of his 
teeth were rotting so badly that serious 
health problems could have arisen had 
we left the teeth in. The boy was very 
visibly shaken by the whole experience. 
He opened his mouth, and the dentist 

determined that we would have to ex-
tract five of his teeth. Extracting five 
teeth from such a small boy seemed 
excessive, but the bacteria on his rot-
ting teeth could infect his bloodstream 
and cause major health problems. The 
boy became even more nervous when 
he heard this, and he started to silent-
ly cry. My job immediately switched 
from assisting the dentist to being the 
hand-holder for the event. The next 
fifteen minutes were spent holding the 
boy’s hand and trying to reassure him in 
very mediocre Spanish.

These experiences showed me that 
many people around the world have 
absolutely no access to dental care. 

QUENCHING THIRST A boy drinks water from a pail with his unwashed 
hands. Internal parasites are a nearly universal problem with children in 
Honduras. Photo by John Jiao. 
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Why did we rarely do fillings and al-
most exclusively pull anywhere from 
three to six teeth from each patient? 
Toothbrushes are not prevalent in rural 
Honduras, and alternatives to using a 
toothbrush aren’t known. How can the 
issue of proper teeth cleaning be ad-
dressed across such large populations? 
GB believes that the best way is to tar-
get education to the kids. Along with 
giving out toothbrushes and toothpaste 
to each of the patients that we see, we 
also hold a children’s charla—a  work-
shop to teach kids about basic sani-
tation and hygiene practices. While 
administering the fluoride treatments, 
we teach the kids how to brush their 
teeth. We tell them that if they lose 
their toothbrush and can’t get another 
one, gurgling salt water is a good sub-
stitute. The kids (and adults) leave with 
the knowledge of how to take better 
care of their teeth, and this knowledge 
can be passed along to other members 
of the community. This obviously isn’t 
the perfect solution to getting everyone 
access to toothbrushes and toothpaste, 

lived in a house with three rooms. Liv-
ing in this house was the mother, father, 
grandmother, three teenage daughters, 
one eight-year-old son, and a three-
year-old son who had epilepsy. One of 
the rooms in the house was the kitchen, 
and the remaining two rooms housed 
eight people. My room at school is the 
size of their two rooms combined. The 
house had dirt floors, and their beds 
consisted of blankets layered on the 
floor. Their stove in the kitchen was ba-
sically just an open fire on which they 
cooked. The family had a hole in the 
ground behind their house that they 
used for their toilet. Their shower was 
the most heartbreaking. In a corner of 
their yard, there were four wooden poles 
forming four corners of a rectangle. 
There was a bright blue tarp wrapped 
around three of the sides with the open 
side facing the house. At first, I didn’t 
even realize that the family was using 
it as a shower. To take a shower, the 
person would stand inside the rectangle 
and dump buckets of water over their 
head since they didn’t have running wa-

but information about how to take care 
of your teeth without a toothbrush is 
a step in the right direction to better 
dental practices and hopefully fewer ex-
tractions in the future.

During intersession of my soph-
omore year, I decided to try out the 
public health brigade offered by Hop-
kins and GB since I had already seen 
the dental side of things. On this bri-
gade, I worked closely with one fami-
ly for the week (as opposed to seeing 
600 patients over the three clinic days 
in the dental brigade). I worked along-
side other Hopkins, Boston, Kentucky, 
and Berkeley volunteers to construct 
a clean water basin, cement floors, an 
eco-stove, a shower, and a toilet for five 
families in a community called Palo 
Verde. Seeing how these families live 
was a different experience from seeing 
hundreds of patients in a school build-
ing on the dental brigade. Again, seeing 
the living conditions of these families 
changed my perspective about the way 
that we live in the U.S.

The family with which I worked 

basic health level of these families expo-
nentially increased. Knowing that the 
families are better off because I helped 
means everything. Public health bri-
gades run year-round to help provide 
these resources for families throughout 
Honduras, Nicaragua, Panama, and 
Ghana, and every family that is giv-
en cement floors and an eco-stove is a 
family that will have a better baseline 
of health. This brigade taught me the 
importance of public health in ensur-
ing that basic health needs are met, and 
I hope to get more involved in public 
health classes and other opportunities 
in the future to learn more about how 
problems like this can be solved.

This past May, I traveled back to 
Honduras on a medical brigade to Las 
Animas. Having seen the public health 
side of things and why many fami-
lies present respiratory problems and 
parasites, I was interested to see how 
these symptoms and diseases could 
be relieved with medicines. On this 
brigade, I rotated through the many 
stations of the medical brigade: triage 
(where vitals are taken and symptoms 
are assessed), consultation (where the 
patients talk to the physicians), gyne-
cology (where pap smears were done), 
and pharmacy (where medicines were 
sorted and packaged for the patients). 
Over the three clinic days, we saw over 
a thousand patients for a variety of con-
ditions, many of which could have been 
avoided had the families had the proper 
public health infrastructure.

For every patient that came 
through the clinic, we prescribed an-
ti-parasite medication. The water that 
the families drink is so unclean that 
nearly the entire rural population of 
Honduras has some sort of parasite, so 
the medication was blanket-prescribed 
to everyone. About three-quarters of 
the patients were afflicted with some 
sort of cough or respiratory infection, a 
consequence of the dirt and smoke con-
stantly inhaled by the families. Other 
common conditions that we saw were 
rhinitis (stuffy nose) and diaper rash in 
infants. Again, these problems could 
definitely be relieved with the projects 
implemented during the public health 

presented were evidence of that.
Over the week-long public health 

brigade, the other volunteers and I 
worked alongside the families as well as 
with Honduran masons to pour cement 
floors and build a sanitation station as 
well as an eco-stove for the families. I 
spent most of the week sifting sand and 
mixing cement. I learned the proper 
way to lay bricks and level a cement 
floor. I saw all of the plumbing in-
volved in installing a toilet. I practiced 
my mediocre Spanish and handed the 
masons hammers, shovels, and cement 
before correctly handing them the tool 
for which they had asked. It was a hard 
week of physical labor, but so worth it 
in the end. On the last construction 
day, I was sifting the last pile of sand 
with a couple other volunteers, and I 
looked up at one point to see the father 
walking out of the house. I watched 
him as he walked over to the blue 
tarp, untied the rope holding the tarp 
to the wooden poles, and pulled the 
tarp down. He pulled the four wooden 
poles out of the ground and brought 
them back into the house. Where the 
family’s old shower once stood, there 
was nothing. I looked over to the right, 
only 15 feet away, to see a shower that 
wasn’t there when we started that week. 
There were cement walls and a met-
al door. There was plumbing to allow 
the water to flow. Seeing the father pull 
down the blue tarp and wooden poles, 
it finally hit home that this family was 
going to be much healthier. I distinctly 
remember stopping sand sifting to wipe 
the tears from my eyes knowing that we 
had spent a week giving them resources 
for basic sanitation and health.

Above all, the most significant 
thing that I learned from this trip was 
the importance of a basic public health 
infrastructure to promote good health. 
The families with which we worked 
didn’t have the resources to create 
cement floors or a shower for them-
selves. Because of this, they settled for 
breathing in dirt and smoke daily and 
drinking dirty water. Just by bringing 
cement and some bricks to these fami-
lies with volunteers who were excited to 
do some construction for the week, the 

DOLL-LIKE
Two girls swaddle a small doll 
like a baby in Honduras. Photo by 
John Jiao. 

ter. I felt disgustingly privileged.
These living conditions would 

cause health problems for anyone. Con-
stantly laying on dirt floors brought the 
family into close contact with bacteria 
and parasites. Regularly breathing in 
dirt from the floors caused respiratory 
problems for the family, especially for 
the kids. The stove in the kitchen gen-
erated a lot of smoke that remained in 
the room since it didn’t have any way 
to be ventilate. The mother and older 
daughters who mostly cooked had se-
vere respiratory issues from inhaling all 
of the smoke. The family didn’t have 
anywhere to store the water that they 
brought to their house from miles away, 
so the water was kept in dirty buckets 
leading to more parasite infections. The 
family was not living in a healthy envi-
ronment, and the symptoms that they 
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brigade. I anticipated the stuffy nose 
due to constant irritation of the nasal 
cavity, but I didn’t expect diaper rash to 
be so common. Of course, once I re-
alized that it was extremely common, 
it was immediately clear why. These 
families don’t have access to the Pam-
pers wipes or baby powder that we have 
here in the United States. The babies 
often wear towels for diapers or diapers 

that have been reused multiple times. 
Without the proper wipes and ability to 
clean the babies, diaper rash becomes a 
prevalent issue in rural Honduras.

In addition to these common 
problems, there were some conditions 
that would be hard to relieve even with 
public health measures.  One woman 
had a brain tumor but had no way to 
try to get it removed. She came to the 
clinic in hopes of having a surgery per-
formed, but we didn’t have that capa-
bility. We could have referred her to a 
hospital for a brain surgery that would 
cost around $1,000. This price seems 
extremely cheap compared to surgeries 
in the U.S., where surgeries routinely 
cost hundreds of thousands of dollars. 
However, in rural Honduras, there is 
little access to these surgeries despite 
the relatively low cost. To the patients 
seen on the medical brigades, $1000 
seems almost insurmountable when the 
families make less than a dollar a day. 
Though we couldn’t help in the clin-
ic itself, we were able to fundraise the 
thousand dollars to cover the cost of the 
woman’s brain surgery, which was per-
formed in Tegucigalpa.

The most interesting case that I 
saw on my medical brigade was that of 
a 14-year-old girl with Type I diabetes. 
It was already known that she had di-
abetes, but she and her family had an 
extremely difficult time obtaining the 
necessary insulin injections to keep her 
healthy and alive. The family was only 
able to obtain a week’s worth of insulin 
at a time, and they had to travel all the 
way into Tegucigalpa to get it. Teguci-

galpa is about three hours away by car 
from where the family lives. They didn’t 
have a car though, so they had to either 
walk or bike, which made getting the 
insulin a day-long event. When they 
arrived at the hospital in Tegucigalpa, 
they had to pay $15 for every week’s 
supply of insulin. This is an absurdly 
high price when the family only makes 
one dollar a day, and it is even worse 

when they have to take the whole day 
off to obtain the insulin in the first 
place. There wasn’t much that we could 
do for this patient and her family, but 
we took down their address so that 
they could be followed and helped in 
any way possible. If a brigade ever goes 
back near their community, GB will try 
to bring a supply of insulin for the girl. 
Unfortunately, this is not a sustainable 
way to treat her, and many others in 
rural parts of the world face the same 
types of health problems with no feasi-
ble solution.

Seeing all of these health problems 
on my medical brigade showed me 
that a more sustainable mode of health 
for these families in rural Honduras is 
necessary. At most, we could prescribe 
three months of medications to the 
families—a very temporary solution. 
Medical brigades generally try to return 
to the communities every six months to 
monitor health changes and prescribe 
necessary medications, but this is just 
a band-aid for the underlying problems 
of poor health at home and almost no 
access to higher care for more severe 
problems. Many of the patients that 
we saw in the clinic could have bene-
fitted from a public health brigade re-
turning to their homes. The respiratory 
problems, stuffy noses, and parasites all 
could have been avoided had the fam-
ilies had clean water and a stove that 
vented out of the house. The access to 
higher care is a larger issue that GB can’t 
do much to solve. We can give referrals 
to patients so that they know they’ll be 
seen if they travel the 10 hours to the 

hospital in Tegucigalpa rather than be-
ing told to leave. This doesn’t solve the 
problem of the relatively high cost of 
healthcare though. GB administers all 
treatments and prescribes medications 
free to the patient, but if a patient has 
a more severe health problem, they’re 
pulled back into the standard system 
of healthcare. Expecting a family to 
travel 10 hours to a hospital and pay 
what amounts to months of work for 
treatments is unreasonable. Because of 
this lack of access to healthcare, many 
patients forgo treatment and live un-
healthy lives or pass away at an early 
age. A more sustainable healthcare 
method needs to be created for the fam-
ilies in rural Honduras and similar areas 
around the world, but this is obviously 
easier said than done.

All three of these brigades opened 
my eyes to the common healthcare dis-
parities around the world. Having my 
first medical experience be in a devel-
oping and rural area is something that 
I wouldn’t change for the world. I saw 
the problems that hundreds of millions 
of people around the world face in 
terms of living conditions and health-
care before seeing how healthcare in 
the States is delivered. Volunteering on 
these brigades in Honduras furthered 
my interest in medicine. I have shad-
owed in a variety of pediatric oncology 
clinics, and the time and money that 
the patients dedicate to treatment is 
absurd. The patients come to the clinic 
multiple times a week for years to be 
administered treatments that cost thou-
sands of dollars per pill. Their average 
commute to the hospital is 15 minutes 
by car on an expressway. Their insur-
ance often covers most of the cost of 
the treatments and hospital stays. Peo-
ple in rural Honduras absolutely do not 
have this luxury. They go to a hospital 
maybe twice in their entire life. They 
don’t have insurance to cover the costs 
for a $1,000 brain surgery or the $15 a 
week for insulin, amounts that many of 
us wouldn’t even consider an issue for 
life-saving treatments.

These disparities exist not only be-
tween the U.S. and rural parts of de-
veloping countries, but also between 

Seeing the father pulling down the blue tarp and wooden poles, it finally hit 
home that this family was going to be much healthier.

wealthy people in the States and those 
that fall below the poverty line. Though 
the nearest hospital is still often under 
half an hour away, those that fall below 
the poverty line generally cannot afford 
lifesaving treatments. Many attempts 
have been made to make healthcare 
more accessible in the U.S., but argu-
ably many of these attempts have been 
unsuccessful. With such a widespread 
problem that requires a lot of money 
and government involvement to solve, 
something else needs to be done to keep 
those without healthcare healthy. This is 
where public health comes into play.

Providing the resources to meet the 
basic health needs of families that don’t 
have access to healthcare can largely al-
low the families to avoid having to go to 
the hospital in the first place. Ensuring 
that everyone has access to clean water 
is an easy way to avoid many parasites 
and diseases caused by unclean drinking 
water. This is a problem that has been 
easily solved in the States, but has yet to 
be solved in rural parts of countries like 
Honduras. Having living environments 
with paved floors and stoves that vent 
out of the house is another way to avoid 
certain parasites, infections, and respi-
ratory problems. Again, this is a larger 
issue in developing countries than it is 
in the States, but one that needs to be 
addressed everywhere. Lack of education 

regarding proper sanitation and hygiene 
also needs to be addressed to explain al-
ternatives to those that don’t have access 
to a standard level of healthcare.

Basic public health projects like the 
ones on my public health brigade could 
ease and potentially even solve most of 
the problems that I saw on the medical 
and dental brigades. While these proj-
ects need to be directed mostly towards 
developing countries, some projects are 
also needed here at home. Low-income 
working families are often uninsured 
because the cost of healthcare is too ex-
pensive. These families can’t afford to go 
to the hospital and get medications, and 
they also have trouble affording a clean 
living environment and healthy food to 
eat. Different public health projects put 
in place by both the government and 
private organizations aim to ease these 
problems, but the problems are still 
there. While politicians debate over the 
best way to provide healthcare, another 
solution needs to be put in place. Public 
health projects around the world could 
raise the baseline health level of those 
without access to healthcare and reduce 
the need of many families to go to the 
doctor. Some day in the future, health-
care might be less expensive and more 
accessible to those with low incomes or 
those who live far away from hospitals. 
With everything that I’ve seen on my 

medical, dental, and public health bri-
gades, it’s tempting to believe that that 
sustainable method is the expansion 
and creation of more widespread pub-
lic health projects in both the U.S. and 
also in developing countries around the 
world.
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BRIGADE BRUSHING 
A young boy shows off his new 

teeth-brushing skills and holds a 
fluoride rinse. Photo by John Jiao. 
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In Focus
(n.) the state or quality of having or producing 

clear visual definition. 

UGANDA Photo by Grace Kwak ‘18.



P
E

R
C

E
IV

IN
G

 
A

N
 E

N
T

IR
E

 
P

O
P

U
L

AT
IO

N
 A

S 
A

 C
O

N
T

IN
U

O
U

S 
B

O
D

Y,
 E

V
E

R
Y

 
IN

D
IV

ID
U

A
L 

A
 

SI
N

G
LE

 C
E

LL
Ka

rl 
Jo

hn
so

n 
‘1

8,
 

Ch
em

is
tr

y 
an

d 
Ec

on
om

ic
s

How
Do You
Define
Public
Health?

B
E

IN
G

 A
W

A
R

E
 O

F 
H

O
W

 T
O

 P
R

O
T

E
C

T
 

T
H

E
 C

U
R

R
E

N
T

 
A

N
D

 F
U

T
U

R
E

 
G

E
N

E
R

AT
IO

N
S 

FR
O

M
 

P
R

E
V

E
N

TA
B

LE
 

SI
C

K
N

E
SS

 A
N

D
 

D
IS

E
A

SE
Jo

sh
 D

iG
ia

co
m

o 
‘1

6,
 C

he
m

ic
al

 a
nd

 
Bi

m
ol

ec
ul

ar
 E

ng
in

ee
rin

g 
an

d 
M

ol
ec

ul
ar

 a
nd

 
Ce

llu
la

r B
io

lo
gy

H
O

W
 

G
O

V
E

R
N

M
E

N
T

 
P

O
LI

C
IE

S 
C

A
N

 R
E

D
U

C
E

 
O

R
 C

O
M

B
AT

 
A

IL
M

E
N

T
S 

O
F 

T
H

E
 G

E
N

E
R

A
L 

P
O

P
U

L
AT

IO
N

An
to

ni
o 

M
al

ac
ad

 
‘1

8,
 C

he
m

ic
al

 
an

d 
Bi

om
ol

ec
ul

ar
 

En
gi

ne
er

in
g

TA
K

IN
G

 A
 M

O
R

E
 

H
O

LI
ST

IC
 A

N
D

 
B

IG
-P

IC
T

U
R

E
 

V
IE

W
 T

H
A

N
 

M
O

ST
 H

E
A

LT
H

 
P

E
R

SP
E

C
T

IV
E

S
Jo

hn
 M

cL
au

gh
lin

 ‘1
8,

 
So

ci
ol

og
y

T
H

O
U

G
H

 
H

E
A

LT
H

 M
IG

H
T

 
B

E
 D

IR
E

C
T

LY
 

A
SS

O
C

IA
T

E
D

 
W

IT
H

 T
E

R
M

S 
LI

K
E

 
“D

IS
E

A
SE

” 
A

N
D

 
“C

U
R

E
,”

 O
T

H
E

R
 

P
U

B
LI

C
 E

N
T

IT
IE

S 
C

A
N

 P
L

AY
 I

N
T

O
 

T
H

IS
 S

Y
ST

E
M

Ab
by

 B
ie

sm
an

 ‘1
8,

 
In

te
rn

at
io

na
l S

tu
di

es

C
R

E
AT

IN
G

 S
A

FE
R

, 
C

LE
A

N
E

R
, A

N
D

 
H

E
A

LT
H

IE
R

 
C

O
M

M
U

N
IT

IE
S 

A
N

D
, I

N
 T

U
R

N
, 

C
R

E
AT

IN
G

 A
 

B
E

T
T

E
R

 F
U

T
U

R
E

 
FO

R
 N

O
T

 O
N

LY
 

T
H

E
 P

E
O

P
LE

 
O

F 
T

H
O

SE
 

C
O

M
M

U
N

IT
IE

S 
B

U
T

 A
LS

O
 

FO
R

 P
E

O
P

LE
 

W
O

R
LD

W
ID

E
Ze

re
en

 S
ar

w
ar

 ‘1
8,

 
En

gl
is

h
E

N
C

O
U

R
AG

IN
G

 
SO

C
IE

T
Y

 T
O

 
C

A
R

E
 A

B
O

U
T

 
E

V
E

R
Y

O
N

E
, F

R
O

M
 

T
H

E
 C

E
O

 T
O

 T
H

E
 

SI
N

G
LE

 M
O

M
O

re
n 

Fi
sh

m
an

 ‘1
6,

 
M

ol
ec

ul
ar

 a
nd

 C
el

lu
la

r 
Bi

ol
og

y

W
E

 C
A

N
N

O
T

 
AC

H
IE

V
E

 P
R

O
G

R
E

SS
 

IN
 I

M
P

R
O

V
IN

G
 

P
U

B
LI

C
 H

E
A

LT
H

 
W

IT
H

O
U

T
 A

N
 

IN
T

E
R

D
IS

C
IP

LI
N

A
R

Y
 

C
O

LL
A

B
O

R
AT

IO
N

 
B

E
T

W
E

E
N

 E
X

P
E

R
T

S 
AC

R
O

SS
 M

A
N

Y
 F

IE
LD

S 
De

vo
n 

M
or

ga
n 

‘1
6,

 B
io

lo
gy

 
an

d 
Ps

yc
ho

lo
gy

A
N

 O
P

P
O

R
T

U
N

IT
Y

 
T

O
 L

O
O

K
 A

T
 T

H
E

 
W

O
R

LD
 A

S 
A

 
W

H
O

LE
 I

N
 O

R
D

E
R

 
T

O
 S

E
E

 T
H

E
 R

E
A

L 
B

IG
-P

IC
T

U
R

E
 

H
E

A
LT

H
 C

A
R

E
 

P
R

O
B

LE
M

S
N

iy
a 

Su
ry

a 
‘1

8,
 P

ub
lic

 
H

ea
lth

 S
tu

di
es

B
E

Y
O

N
D

 T
H

E
 

ST
A

N
D

A
R

D
 

D
E

FI
N

IT
IO

N
 O

F 
P

R
O

M
O

T
IN

G
 

H
E

A
LT

H
 A

N
D

 
P

R
E

V
E

N
T

IN
G

 
D

IS
E

A
SE

, P
U

B
LI

C
 

H
E

A
LT

H
 I

S 
A

 
B

R
O

A
D

 F
IE

LD
 

W
H

E
R

E
 Y

O
U

 F
IN

D
 

A
N

 O
P

P
O

R
T

U
N

IT
Y

 
T

O
 A

P
P

LY
 Y

O
U

R
 

O
W

N
 T

A
LE

N
T

S 
A

N
D

 I
N

T
E

R
E

ST
S 

T
O

 S
O

LV
E

 
P

R
O

B
LE

M
S

M
ei

ka
 S

m
ar

t, 
As

so
ci

at
e 

Di
re

ct
or

, P
ub

lic
 H

ea
lth

 
St

ud
ie

s 
De

pa
rt

m
en

t

A
 C

A
R

E
FU

LL
Y

 
P

L
A

N
N

E
D

 A
N

D
 

M
A

N
AG

E
D

 
A

P
P

R
O

AC
H

 T
O

 
E

N
SU

R
E

 T
H

E
 

SA
FE

T
Y

 A
N

D
 

H
E

A
LT

H
 O

F 
T

H
E

 
M

A
JO

R
IT

Y
 O

F 
A

 P
O

P
U

L
AT

IO
N

 
A

FF
E

C
T

E
D

 B
Y

 A
 

D
IS

A
ST

E
R

Kr
is

tin
a 

Za
m

bo
 ‘1

9,
 

M
ol

ec
ul

ar
 a

nd
 C

el
lu

la
r 

Bi
ol

og
y

W
IT

H
 P

O
LI

C
Y

 
A

N
D

 R
E

SE
A

R
C

H
 

W
E

 C
A

N
 S

AV
E

 
H

U
M

A
N

IT
Y

 
W

IT
H

O
U

T
 A

 1
-O

N
-

1 
IN

T
E

R
AC

T
IO

N
; 

IT
 A

LL
O

W
S 

U
S 

T
O

 
B

E
 P

H
Y

SI
C

IA
N

S 
FO

R
 H

U
M

A
N

IT
Y

M
ira

 S
oh

by
 ‘1

8,
 E

ar
th

 
an

d 
Pl

an
et

ar
y 

Sc
ie

nc
es

A
 S

Y
ST

E
M

 O
F 

H
E

A
LT

H
C

A
R

E
 

P
R

O
V

IS
IO

N
 

W
H

IC
H

 A
IM

S 
T

O
 M

A
X

IM
IZ

E
 

T
H

E
 H

IG
H

E
ST

 
B

E
N

E
FI

T
S 

B
Y

 
E

M
P

H
A

SI
Z

IN
G

 
O

N
 T

H
E

 N
U

M
B

E
R

 
O

F 
P

E
O

P
LE

 W
H

O
 

A
R

E
 M

E
D

IC
A

LL
Y

 
T

R
E

AT
E

D
Ta

m
 T

ha
ni

tc
ul

 ‘1
9,

 
Bi

om
ed

ic
al

 E
ng

in
ee

rin
g

A
 R

E
A

SO
N

 N
O

T
 T

O
 

LO
O

K
 A

 T
H

IN
G

S 
IN

 B
L

AC
K

 A
N

D
 

W
H

IT
E

, A
 R

E
A

SO
N

 
T

O
 K

N
O

W
 A

N
D

 
LE

A
R

N
 A

B
O

U
T

 
SO

M
E

T
H

IN
G

 
D

E
E

P
LY

 B
Y

 
C

O
N

T
IN

U
A

LL
Y

 
A

SK
IN

G
 W

H
Y

Ri
na

s 
O

sm
an

 ‘1
7,

 P
ub

lic
 

H
ea

lth
 S

tu
di

es

IT
’S

 A
 C

O
O

L 
FI

E
LD

 T
H

AT
 U

SE
S 

IN
D

IV
ID

U
A

L 
H

E
A

LT
H

 
E

X
P

E
R

IE
N

C
E

S 
T

O
 P

R
O

T
E

C
T

 
SO

C
IE

T
Y

Pa
ul

a 
N

w
os

u 
‘1

6,
 

Ap
pl

ie
d 

M
at

he
m

at
ic

s 
an

d 
St

at
is

tic
s 

D
E

A
LI

N
G

 W
IT

H
 

H
E

A
LT

H
 O

N
 A

 
L

A
R

G
E

-S
C

A
LE

, 
P

O
P

U
L

AT
IO

N
 

LE
V

E
L 

IN
 W

H
IC

H
, 

H
IS

T
O

R
IC

A
LL

Y,
 

T
H

E
 S

TA
T

E
 H

A
S 

B
E

E
N

 A
B

LE
 T

O
 

IN
T

E
R

V
E

N
E

Sa
m

 P
ae

k 
‘1

8,
 H

is
to

ry
 o

f 
Sc

ie
nc

e 
an

d 
Te

ch
no

lo
gy

LE
A

R
N

IN
G

 A
B

O
U

T
 

W
O

R
LD

 I
SS

U
E

S 
R

A
N

G
IN

G
 F

R
O

M
 

SO
C

IA
L 

IS
SU

E
S,

 
T

O
 N

E
W

 A
N

D
 O

LD
 

E
P

ID
E

M
IC

S,
Am

y 
H

e 
‘1

8,
 E

co
no

m
ic

s 
an

d 
Co

m
pu

te
r S

ci
en

ce

A
 C

O
M

B
IN

AT
IO

N
 

O
F 

P
R

E
V

E
N

TA
T

IV
E

 
M

E
A

SU
R

E
S

Ta
i B

ar
be

r-G
um

bs
 ‘1

9,
 

Pu
bl

ic
 H

ea
lth

 S
tu

di
es

P
O

LI
C

IE
S 

A
N

D
 

AC
T

IO
N

S 
T

H
AT

 
C

A
N

 B
E

 T
A

K
E

N
 

T
O

 I
M

P
R

O
V

E
 T

H
E

 
H

E
A

LT
H

 O
F 

L
A

R
G

E
 

P
O

P
U

L
AT

IO
N

S 
AT

 
A

 T
IM

E
 

Ka
rin

a 
Ik

ed
a 

‘1
8,

 P
ub

lic
 

H
ea

lth
 S

tu
di

es

A
 W

AY
 T

O
 

E
FF

E
C

T
IV

E
LY

 
A

N
D

 E
FF

IC
IE

N
T

LY
 

R
E

AC
H

 A
 L

A
R

G
E

R
 

G
R

O
U

P
 O

F 
P

E
O

P
LE

G
in

a 
M

a 
‘1

7,
 P

ub
lic

 
H

ea
lth

 S
tu

di
es
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Policies
(n. pl.) a course or principle of action adopted 

or proposed by a government, party, business, or 
individual.

UGANDA Photo by Grace Kwak ‘18.
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In recent decades, a new approach has 
emerged in Public Health practice—
attempting to integrate approaches 
previously found in separate sectors. 

The Population, Health and Environ-
ment (PHE) approach is a multi-sec-
toral approach that addresses the social, 
economic, and environmental issues in 
the world. A typical PHE project un-
derstands the links between an envi-
ronment and its effects on the human 
population’s health and livelihoods. For 
example, the relationship between high 
population growth and deteriorating 
living conditions is one acknowledged 
link. PHE projects are designed to ad-
dress several problems by modifying 
activities found in multiple sectors and 
combining them into one integrated 
project. The activities complement each 
other in order to maximize the effects of 
individual activities. 

The developing world has been a 
major focus of public health projects. 

Although many improvements have 
been made, factors such as poverty, en-
vironmental derogation, and sporadic 
famines are still widely experienced. 
Many have theorized why insufficient 
progress has been made; corruption, po-
litical unrest, and lack of focus on sus-
tainable development have been argued 
as causes.1 Another explanation may be 
the lack of focus on an approach that 
mirrors the world. If people take a step 
back they will realize that the world is 
extremely interconnected. Similar to a 
natural food web, our world is depen-
dent on many factors and interactions. 
Despite this, our manmade institutions 
are extremely sectionalized. For exam-
ple, non-profits tend to section their 
functions and focus areas. Also, tradi-
tional development organizations have 
established operating structures with 
only one main focus. For instance, the 
World Wildlife Fund is primarily con-
cerned with conserving wildlife and 

Sexual and Reproductive Health 
Intervention in Rural Ethiopia

MONICA ZEWDIE ‘18
PUBLIC HEALTH STUDIES

Ethiopia has long been a country 
suffering from sporadic famine, 
high rates of urbanization, and 

alarming poverty rates. To help 
alleviate these problems, a local 

Ethiopian non-profit is using a new 
and integrated approach that is 

rapidly on the rise in public health 
and could solve decades-old 

problems.

Engender Health centers its efforts 
on family planning and reproductive 
health. Although both are just causes, 
the single-factor approaches do not 
mirror the interconnectedness of the 
world that the organizations are work-
ing in. If several factors are involved in 
creating a problem, various approaches 
should be used to “tag-team” a solution. 
This, essentially, is the PHE approach. 

I worked at PHE Ethiopia Consor-
tium (PHEEC), a non-profit organiza-
tion based in Addis Ababa, Ethiopia fo-
cused on solving pressing public health 
issues using the PHE approach. PHEEC 
operates in various areas in Ethiopia. A 
favorite of the non-profit is biodiverse 
ecoregions of the country. The project 
I focused on was the Support for Horn 
of Africa Resilience2 (SHARE) project 
under the action name “Conservation 
of Biodiversity and Ecosystems Func-
tions and Improved Well-being of 
Highland and Lowland Communities 
Within Bale Ecoregion.” The project 
received a €5.5 million grant from the 
European Union with the following ex-
pected results: expanded understanding 
of sustainable eco-region management, 
enhanced livelihoods and health of the 
local communities, a constructed insti-
tutional capacity for natural resource 
conservation.2

The overall objectives were set in 
order to improve drought resilience, 

food, and nutrition security of vul-
nerable populations while conserving 
ecosystem function and services in the 
Bale Ecoregion (BER). The BER is one 
of the 34 world biodiversity hotspots, a 
unique and significant ecosystem span-
ning 22,000 km.6 The eco region hosts 
26 percent of Ethiopia’s endemic spe-
cies including several rare amphibian 
species. The BER is also a crucial water 
drainage system to East Africa and its 
oceanic coasts. This region has a human 
population of about 3.3 million. The 
BER has an average household size of 
eight, which is greater than the national 
average of 5.4. Such high population 
growth is forcing the expansion of farm 
land and increasing the rate of resource 
and environmental derogation. The up-
per catchments of the BER are under 
strong anthropogenic pressure result-
ing in a deforestation rate of up to 6.7 
percent per annum. Unregulated use of 
grassland and forest resources have re-
sulted in soil erosion, flooding, as well 
as a negative impact on other ecosystem 
services, most notably biodiversity and 
carbon storage. For instance, between 
2000 and 2009 alone, the BER lost 
263,000 square hectares of high for-
est resulting in a release of 118 metric 
tons of carbon dioxide and greenhouse 
gases.  Consequently, the lowland com-
munities of the BER experience high 
drought vulnerability and food insecu-

rity, forcing them to depend on emer-
gency food aid.4

Due to these realities, the BER is 
an essential area to conserve. The living 
conditions of the people in the region 
are also threatened by the high popula-
tion. This rising trend demands atten-
tion in order to ensure better quality of 
life. The SHARE project is a vast project 
attempting to decrease the high popula-
tion pressure on the environment in the 
Bale Ecoregion as well as on the liveli-
hood and health of the human popu-
lation.  The project is utilizing an in-
tegrated multi-sectoral approach which 
understands the links between social, 
economic, and environmental issues in 
this region and attempts to address each 
sector’s problems. The project is operat-
ed by five members of PHEEC, includ-
ing PHEEC itself. Each member brings 
its expertise to the table. The expertise 
of the partners are farming, water man-
agement, environmental conservation, 
and health. Some aims of the project 

WELLNESS FOR WOMEN
(Left) A local clinic where 

women receive family planning 
information and services.

BIG SISTER
(Right) Having many children 

means that young children look 
after their siblings at a very young 

age. Photos by Monica Zewdie. 
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include increasing food stability, im-
proving agricultural practices, piloting 
environmentally sustainable economic 
practices for local communities, in-
creasing use of family planning/repro-
ductive health services, and conserving 
the Bale Mountains National Park. The 
primary beneficiaries of this project are 
estimated to be around 878,000 people 
living in the BER and up to 12 million 
people living downstream.

One of the largest gaps we at the 
PHEEC office identified in the SHARE 

project was the lack of behavior change 
material pertaining to family planning 
and therefore a lack of demand for fam-
ily planning services. This is where we 
focused our efforts: creating behavior 
change material promoting the use of 
family planning with an emphasis on 
the health and indirect environmental 
benefits family planning. The BER is 
located in Oromia, one of nine regional 
states in Ethiopia.  The Oromo people 
are the most prevalent ethnic group in 
Ethiopia accounting for 34.4 percent of 
the 94 million people in Ethiopia. Sev-
enty-five percent of the population is 
involved in farm-related employment, 
including agriculture and herding cat-
tle. Most families live on less than a dol-
lar a day. Access to water and electricity 

health in the region and gave us insight 
on the cultural and religious barriers to 
family planning use. The most widely 
emphasized barrier expressed by these 
public health officers was opposition 
voiced by Muslim religious leaders ac-
cusing contraception use to be against 
the teachings of the Quran, misconcep-
tions concerning contraception meth-
ods and their effects on infertility, and 
the tradition and culture of the Oromo 
rural communities in encouraging large 
families.

Next, we traveled to a rural, small 
village, Malka Arba. A cluster of homes 
made from dung and sticks transected 
by a dirt road made up the settlement. 
No service coverage or any modern 
amenities existed out there. Malka Arba 
is one of the pilot villages for the RH/
FP sector of the SHARE project led 
by PHEEC and was therefore an ideal 
site to visit and learn more about the 
culture and community we would lat-
er tailor our behavior change material 
to. To aid in this mission, we spoke to 
community health workers at a local 
health post, government RH/FP pro-
gram coordinators, and even locals that 
took an interest in our presence. From 
these conversations, we gathered vital 
information on the psyche behind the 
lack of demand for family planning ser-
vices. Health workers insisted that most 
women had heard of family planning 
but many held misconceptions, desired 
to bear many children, or had husbands 
that forbade contraception use. During 

are sparse. Most households only have 
one place of shelter, forcing the family 
to share the small space with cattle as 
well.5 Polygamy is widely spread within 
this region. It is estimated that the fer-
tility rate in Oromia reaches eight, but 
to my knowledge, there has not been a 
reliable evaluation of the fertility rate in 
this region. Only 26 percent of women 
in Oromia are currently using a method 
of contraception, with injectables and 
implants being the most popular meth-
ods.6

In August, we traveled to the Bale 
Mountain National Park. At the be-
ginning of our trip we were based in 
Goba and Robe, small towns in the 
Bale Mountains considered to be the 
region’s hubs. We decided to first con-
duct informal formative research in or-
der to “identify social, economic, and 
political factors blocking or facilitating 
desired behavior changes”.7 In our case, 
we focused on the use of contraception 
in the BER. To begin our qualitative re-
search, we met with several non-profit 
organizations operating in the region. 
Among them were Pathfinder and Ma-
rie Stopes, as well as a head government 
health officer in the region. All three 
have significant experience working 
in family planning and reproductive 

STAGES OF CONTINUUM The SHARE Project recognizes that creating lasting change requires sustained effort and 
describes the multistep process with the stages of continuum. Source: Measure Evaluation. 
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Health workers insisted that most women had heard of family planning 
but many held misconceptions, desired to bear many children, or had hus-

bands that forbade contraception use

our trip we also talked to the women 
whom our material would be targeting. 
One 19-year-old woman with four chil-
dren told us she was not using contra-
ception because she had not completed 
her ideal family size of eight children. 
Her oldest child was seven, implying 
she began childbearing when she was 
twelve, not uncommon in this region. 
When asked why she desired eight 
children, she responded: “They serve 
me, they serve the country.” This mim-
ics a common idea that having many 
children is economically beneficial to 
their household and will provide the 
country with human resources to drive 
the nation forward. Another woman, 
34, began childbearing at 16. She has 
five children but proudly told us that 
she used family planning, without us 
even asking. She reiterated the health 
benefits she is experiencing from spac-
ing her births. Some other factors that 
play a role in the high fertility rate is 
the civic instability in this area. Fami-
lies frequently get into altercations over 
land or other social issues. A common 
practice is setting fire to the house of 
the person they disagree with. Having 
a large family is believed to offset the 
vulnerability to such security threats. 

Through collaboration with Se-
mere Sileshi, PHEEC’s main officer in 
the BER, we created a tailored behavior 
change flipbook outlining the differ-
ences in quality of life for members of 
a large family and members of a small 
family whose mother used family plan-

approach. Addis Ababa: PHEEC.

4. Ethiopia Demographic and Health Survey 
2011. (2012), Addis Ababa, Ethiopia and Calver-
ton, Maryland, USA: Central Statistical Agency 
and ICF International.

5. Frankfurt Zoological Society. (n.d.). Re-
trieved September 2, 2015.

6. Mohajan, H. K. (2013, December 15). Re-
trieved September 9, 2015, from http://www.
researchgate.net/publication/259296399_Ethio-
pia_A_socio-economic_study.

7. Provost, R. H. (2013, September 24). The 
Guardian; Millennium development goals: big 
ideas, broken promises? Retrieved September 5, 
2015.

8. Ruwaida M. Salem, M. J. (2008, January 
). INFO Project, Center for Communication 
Programs. Baltimore, MD: Johns Hopkins 
Bloomberg School of Public Health, INFO Proj-
ect, Center for Communication Programs.

9. Stages of Change Continuum . (2015, Octo-
ber). Retrieved from Measure Evaluation: http://
www.cpc.unc.edu/measure/prh/rh_indicators/
crosscutting/bcc/StagesofChangeContinuum.
JPG/view.

ning methods. The main messages in-
clude the economic and social benefits 
of small family and the health benefits 
of family planning. We highlighted the 
dangers of early and late childbearing as 
well as the dangers of short birth spac-
ing. We then proceeded to explain the 
benefits and how to achieve appropri-
ate spacing. It was very important not 
to imply anything negative about large 
families, especially about the women of 
large families. We phrased the flipbook 
to emphasize that the smaller family is 
simply the “ideal” family that everyone 
can try to strive for, instead of narrating 
the small family as the better one. The 
final draft is currently awaiting print-
ing before being used in the SHARE 
project. Like many projects in the PHE 
approach, many factorsWW and proj-
ects must collectively target an issue in 
order to achieve the best results. This 
behavior change material will hopefully 
move women up the behavior change 
continuum to a stage where they are 
consistently using family planning 
methods and enjoying its benefits.8
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There is only one remaining 
refugee camp in the western 
province of Kigoma, Tanzania. 
Throughout the 20th century, 

Tanzania became a temporary home for 
refugees who fled from war and oth-
er threats in their native countries of 
Rwanda, Burundi and Congo. Created 
in 1996 by the Tanzanian government 
and the United Nations High Commis-
sioner for Refugees, the camp is now 
mostly inhabited by Congolese refugees 
who fled from civil war. An immense 
amount of data has been collected and 
translated from Kiswahili broadcasts on 
various health topics on Radio Kwizera, 
a popular regional radio station. The 
radio programs are uses of mass media 
to disseminate important information 
to a large audience. The data rang-
es from first hand patient accounts in 
the clinical setting to interviews with 
distinguished individuals involved in 
academia and even politics. The inter-
view subjects discuss health issues like 
HIV/AIDs, the recent Ebola epidemic, 
Malaria, and teen pregnancy. The audio 
has been transcribed to a script through 
a qualitative data analysis program 
known as Nvivo. Utilization of health-

care resources in Kigoma has been 
largely influenced by the social stigma 
behind seeking care for various diseases 
and a strong belief in traditional heal-
ers. Education through mass media has 
allowed many in the area, including 
the refugees, to learn how and where 
to seek care as well as about the social/
political issues that impact their daily 
lives. These findings will be applied to 
a larger project with an aim to push in-
ternational non-profits like the U.N to 
open up more resources within Nyaru-
gusu to improve healthcare outcomes. 

In every urban environment, there 
is a marginalized population who has 
limited to no access to basic healthcare 
resources. It is a major public health is-
sue because this health disparity leads 
to poor health outcomes that are totally 
preventable through education, policy 
changes, and advocacy. The same ap-
plies to other groups who are suffering 
from a lack of resources and proper 
care in other parts of the globe. Perhaps 
one of the more marginalized groups 
is refugees who have fled their home 
country due to war and other threats. 
These refugees are subjected to their 
host country’s rules and regulations and 

they do not possess the same access to 
resources that natives of the country 
do. This includes stringent limitations 
on where and when they can access 
healthcare and other basic needs. The 
findings from this project will highlight 
the primary needs of the Nyarugusu in-
habitants. The ultimate goal is to spark 
a series of improvements that will in-
crease access to basic resources as well as 
better the conditions of the camp. 

As a native of Kenya, I witnessed 
many of the healthcare injustices expe-
rienced by marginalized populations, 
which often include refugees from oth-
er countries seeking better living condi-
tions. All the data (transcriptions) are 
in Kiswahili, and I was able to translate 
into English with ease. Through Nvivo, 
I have been able to gain some skills in 
data analysis. The first hand accounts 
from mothers caring for their children 
who are afflicted by malaria simply be-
cause of a lack of mosquito nets provide 
a vivid depiction of the deep need for 
an intervention. These findings may 
eventually lead to a new approach to 
healthcare in the camp and surround-
ing areas: healthcare could become 
more about preventing illness than 

POLICIES POLICIES

The Health and Social Issues 
within Nyarugusu Refugee Camp 

and Surrounding Areas
MICHELLE KIHARA ‘17
PUBLIC HEALTH STUDIES

A native Swahili speaker, Michelle was first drawn to working on this project because of its proximity 
to her home in Kenya.

transmission and treatment. 
Mass media campaigns have been 

used in the past to disseminate im-
portant messages to a generally passive 
audience. The campaigns have been 
successful because these media sources 
are easy to access and have the ability 
to reach a wide range of individuals, all 
while remaining low in cost. It is also 
important to take into consideration 
the demographics of the audience. The 
message must be age-appropriate and 
engaging enough to keep the audience’s 
attention. According to Mass Media 
Campaigns, homogeneous messages 
may not be persuasive to heterogeneous 
audiences; and campaigns might ad-
dress behaviors that audiences lack the 
resources to change.1 The message has 
to remain general enough so it can be 
applied to large masses; there is a need 
to know the amount of resources within 
access to the population if the message 
promotes any type of behavior change. 

The programs directed toward the 
camp’s inhabitants seek to inform on 
various health issues and give advice on 
how to care for the ill, promote healthy 
habits and prevent sickness. When the 
Ebola pandemic struck, government 
officials tightened up border security 

and relied heavily on education to try 
and alleviate some of the panic that was 
caused. During a special segment on 
Ebola, public health specialist Dr. Josh-
ua Monge explained that the disease 
must be treated with urgency because 
¾ Ebola cases are lethal.2 He also ex-
plained exactly how the disease is trans-
mitted from person to person, through 
body fluids. Many of the fears from the 
target audience were addressed during 
the broadcast, and Dr. Monge gave 
simple yet effective instructions on pre-
venting infection. The result was that 
many of the camp’s inhabitants became 
well versed in seeking immediate care 
and caring for those who may be in-
fected. This ended up alleviating much 
of the anxiety surrounding the lack of 
knowledge on the illness. 

The radio campaign is an indirect 
approach to behavior change because it 
seeks to increase discussion on the var-
ious issues within Nyarugusu and sur-
rounding areas. An indirect campaign 
is defined as one where the main goals 
are to “increase the frequency, depth, 
or both, of interpersonal discussion 
about a particular health issue within 
an individual’s social network, which…
might reinforce (or undermine) specif-

treating it, which in the long run will 
have better outcomes and save many 
lives.  

I will first discuss the use of mass 
media in creating changes in behavior. 
I will then introduce the major themes 
discussed in the radio broadcasts, which 
include different approaches to tackling 
healthcare issues. These themes include 
the following: the policies behind ac-
cess to care, HIV/AIDs treatment, 
access to anti-malarial drugs and nets, 
complications during pregnancy, and 
increased rates of abortions in young 
mothers. Many African countries who 
were previously very receptive to refu-
gees fleeing from human rights abuse 
in their home countries have become 
less open to granting asylum. With the 
recent Ebola pandemic, health depart-
ments in countries with high refugee 
populations have put regulations in 
place to insure that no infected persons 
are allowed into the camps. At the time, 
Ebola had already spread to the Dem-
ocratic Republic of Congo, which is 
where most of the Nyarugusu originate. 
To deal with this, the health officials 
and the Tanzanian government turn to 
the radio waves to try and educate as 
many individuals as possible on disease 

IN ADVANCE
The table shows the United Nations High Commissioner for Refugees’ 2015 planning figures for the United Republic 
of Tanzania. Source: United Nations High Commissioner. 

Type of 
population

Origin January 2015 December 2015

Total in 
country

Of whom assist-
ed by UNHCR

Total in 
country

Of whom 
assisted UNHC

Refugees Burundi 37,790 12,790 39,310 13,300

Democratic 
Republic of the 
Congo

59,440 59,440 57,820 57,820

Various 160 160 170 170

Asylum-
seekers

Democratic 
Republic of the 
Congo

2,200 2,200 2,200 2,200

Others of 
concern

Burundi 189,700 189,700 197,290 197,290

Total 289,300 264,290 296,780 270,780
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ic changes in behavior.1 On the other 
hand, the direct approach to behavior 
change is one that seeks to “invoke 
emotional and chemical responses.”1 
A direct approach would be effective 
at sparking thoughts within individu-
als but it would not do enough to in-
cite change through conversation. The 
refugees lack political power and have 
very limited access to resources; it is 
only through discussions within com-
munities that any policy changes will 
be made. This particular project is of 
special interest because most mass me-
dia campaigns have been conducted in 

wealthier countries where research ca-
pacity is substantial. An analysis in the 
future will determine how effective Ra-
dio Kwizera programming is in inciting 
change on a policy level and within the 
camp. 

Faraja kwa wagonjwa, which trans-
lates to “Comfort for the Patients,” is 
one of the programs that involves a 
direct interaction with patients in the 
clinical setting. A radio presenter usual-
ly travels to a clinic in Kigoma and has 
a one on one interview with a patient 
about the quality of care that he/she re-
ceives. Overall, the patients are usually 
satisfied with the care that they receive, 
although the clinics have low funding. 
Once in a while, a patient would com-
plain about the inadequate amount of 
beds or waiting time but otherwise be 
satisfied with the services provided. The 
patients travel from towns near and far 
for healthcare services for a wide array 
of maladies. A majority of the women 
in the clinics bring in their young chil-
dren who suffer from malaria, which 
is very common in the region. Their 
visits involve a one to two night stay 
before symptoms improve, and they are 
discharged. Many of the mothers also 
mentioned that they gave birth to their 
children at the clinic and would always 
come back for treatment when needed. 
This continued relationship with pa-

tients is perhaps one of the reasons why 
so many are satisfied with the services 
regardless of funding. 

Religious beliefs are known to gen-
erally have a positive effect on health; 
many of the patients who were inter-
viewed gave high regards to their god. 
The main religions in this part of East 
Africa are Christianity and Islam, and 
the patients would give thanks to Al-
lah or Christ for their well-being. Even 
those who were bed-ridden with severe 
injuries and other ailments remained 
positive and thanked God that their 
situations were not any worse. During 

one interview, a healthcare provider 
at the clinic brought to attention that 
some of the patients come to the clinic 
to seek care when symptoms worsen, 
rather than when they first appear. He 
attributed this to the belief in waganga 
or witch doctors. Some individuals visit 
these traditional healers due to cultural 
beliefs that have been passed down for 
several generations. As a result, some 
patients come into clinic when their 
sickness has spread, which increases 
the resources needed for treatment. For 
this reason, there is a greater push to 
get members of the community to turn 
to the clinic first for care and not other 
healers. This also shows how the culture 
of a community can influence perspec-
tives on healthcare and the decision on 
whether an individual will seek care 
from a healthcare professional. 

Another area of health impact-
ed by the community’s culture is the 
treatment of HIV/AIDs, which affects 
a large proportion of the population in 
this region of Africa. According to the 
United Nations Office on Drugs and 
Crime, Eastern Africa is the second 
most affected region by HIV and AIDS 
in the world after Southern Africa.3 The 
social constructs do not allow for open 
conversation about the illness as it is 
seen as a curse. Those who are infect-
ed are often kept isolated from the rest 

of the community because of myths on 
the spread of the virus. Those who do 
know that they are infected choose to 
keep their status a secret to avoid dis-
crimination. The government has creat-
ed many centers where individuals can 
be tested and find out their status soon 
after. There has also been an initiative 
to educate the community, especial-
ly the youth on how the virus spreads 
from person to person. In fact, many of 
the radio advertisements involve short 
skits where characters that are HIV+ 
talk about treatment options and living 
normal lives. In one interview, a refugee 
from Nyarugusu mentioned that some 
people believe that if the butcher is in-
fected, then the meat that he/she sells 
is also infected. Breaking down these 
myths through educational segments 
on Radio Kwizera has somewhat suc-
ceeded in the community. Increasing 
conversation about the topic has led 
to people being comfortable enough to 
discuss the virus. As far as treatment, 
the U.N. and foreign governments have 
provided funding for antivirals that are 
given to those who are infected. 

Teen pregnancies are also on the 
rise in the region, and many of the girls 
come from families that cannot afford 
to support the newborn child. Tradi-
tionally, teen girls would get married 
to men twice or thrice their ages. With 
time, the youth have been more edu-
cated than in previous years and have 
deviated from the tradition of being 
married at a young age. More of them 
have the opportunity to complete sec-
ondary school and in the process end 
up engaging in sexual activities within 
their social circles. This has led to an 
increase in the amount of abortions 
from pregnant teens. During a segment 
of Utupaji wa Watoto or Abortions, 
high school aged girls were asked why 
there has been such an increase in the 
rates of abortions in the region. One of 
them talked about social economic sta-
tus, where those who come from poor 
families prefer to abort because their 
families cannot afford to support any 
additional members. If the girl no lon-
ger has to take care of her child, she can 
get a job and work to help support her 

The radio campaign is an indirect approach to behavior change because 
it seeks to increase discussion on the various issues within Nyarugusu and 

surrounding areas. 
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family. Another reason that arose is the 
girl’s upbringing. If the girl in question 
was never taught to abstain or practice 
safe sex, then she simply does not know 
any better and ends up having to abort. 
On the other hand, there are some who 
choose to engage in sexual activities in 
an act of rebellion against their parents’ 
teachings. 

Although it was less discussed, an 
interviewee attributed the rise in abor-
tions to orphaned teens that are forced 
to take care of their younger siblings. 
The older siblings find other ways to 
make a living, and some may join the 
sex industry and get pregnant in the 
process. Other reasons include students 
in higher education who believe that 
pregnancy may serve as a hindrance to 
achieving their goals. The students who 
were interviewed suggested an increase 
in education and mentorship for the 
youth, to try and decrease the abortion 
rates. A few of them even suggested that 
teens should be instructed to concen-
trate on their studies rather than dating 
to find a mate. Some of the students be-
lieved if teens focus on graduating and 
starting a career before pursuing rela-
tionships, then they would better their 
livelihoods. This sense of responsibility 
will encourage financial stability and 

be a major source to help understand 
the healthcare topics in Nyarugusu and 
other regions around. As mentioned 
before, the goal is to raise awareness 
on how to approach healthcare within 
a refugee community. HIV remains a 
controversial topic that deserves more 
attention than it already has in order to 
decrease its rates to similar levels as in 
the rest of the globe. The goal of the 
project is to eventually raise questions 
and help propagate change in health-
care for refugees and other marginalized 
groups in Eastern Africa.
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independence, as well as decrease teen 
pregnancies. 

Whenever a large organization like 
the U.N. seeks to improve the health-
care outcomes in a region such as Kigo-
ma, it is important for the organization 
to draw from the community’s culture 
and beliefs. Keeping this perspective 
will allow those volunteering foreign 
aid to better understand the climate in 
the target population and how to ap-
proach various issues. Instead of dealing 
with political leaders who may other-
wise have selfish motive, nonprofits 
should pay closer attention to the needs 
of the population at large. Radio Kwiz-
era provides an accurate glimpse into 
the health issues that plague Nyarugu-
su and the surrounding regions. Local 
authorities have found some success in 
using mass media as a means to educate 
the community on improving health-
care with limited resources. Instead of 
heavily funding policies that generalize 
and fail to take into account tradition-
al ideals and culture, large nonprofits 
should focus on gaining knowledge on 
what the population at hand actually 
needs. This strategic planning is the 
only hope that exists as far as improving 
healthcare outcomes. 

Radio Kwizera will continue to 

BY THE SEA
 A group of children bathes and 

plays in the shadow of a dhow, a 
traditional Arab sailing vessel, off 

the coast of Tanzania. Photo by 
Alex Wald.
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Health care in the United States 
costs significantly more than 
it does in any other indus-
trialized nation in the world. 

Health care spending increased by 
3.6% in 2013.1 Furthermore, nearly 
18% of our Gross Domestic Product 
(GDP) is spent on health care; a dollar 
amount totaling nearly 3 trillion dol-
lars.2 When compared to other indus-
trialized countries, particularly Organi-
zation for Economic Cooperation and 
Development (OECD) countries, the 
United States pays more per capita for 
health care.3 However, it should be not-
ed that spending more on health care is 
not synonymous with improved quality 
of care. In a 1999 report, the Institute 
of Medicine reported that approxi-
mately 44,000-98,000 individuals die 
in hospitals because of medical error.4 
Another study by the Rand foundation 
found that only 50% of the time do we 
receive proper, quality care that is root-
ed in evidence.5 These alarming pub-
lications led to another report by the 
Institute of Medicine (IOM) in 2001 
that characterized the American health 
system as fundamentally broken.6 Fun-
damental flaws of our health system 
include that costs are rising faster than 
GDP, an overuse of services, a misuse 
of health services and procedures, and 
poor quality of care. The IOM report 

delineated a system where health care is 
safe, effective, timely in that it reduces 
wait and harmful delay, patient-cen-
tered, efficient, and equitable. 

Therefore, in an effort to remedy 
the problem, President Obama pushed 
for legislation that offered affordable 
and high-quality coverage to all indi-
viduals via the Affordable Care Act. The 
main provisions of the Affordable Care 
Act aimed to increase health insurance 
coverage. Nevertheless, there were mea-
sures designed to control costs and 
improve quality.7 Around this time, a 
policy making body, the Institute for 
Healthcare Improvement, developed 
three triple aims of health care. The tri-
ple aims of health care are improving 
the patient experience in terms of quali-
ty and satisfaction, improving the over-
all health of populations, and reducing 
health care costs per capita.8

At Evergreen Health Cooperative, 
Maryland’s newest insurance company, 
along with providing affordable insur-
ance, an effort is made to improve the 
patient experience. Integrating these 
two generally adversarial functions al-
lows for better care coordination. A 
mechanism that aids this fusion is Uti-
lization Management Review. 

Utilization management is the 
evaluation of the medical necessity and 
need for certain health care procedures. 

In a fee-for-service environment, doc-
tors aim to maximize profit by subject-
ing patients to a host of tests. Utiliza-
tion management is a tool that combats 
the overuse of health procedures. It is 
used by payers, insurance companies, as 
a cost containment tool.9 Proper utili-
zation of a utilization management re-
view represents an attempt to satisfy the 
triple aims of health care. By properly 
utilizing this service, a payer can deter-
mine whether or not patients truly re-
quire the service. It aims to counteract 
waste in the healthcare environment. 
At an organization like Evergreen, 
where the goal is to provide affordable 
and improved care to the patient, prop-
er usage of utilization management 
represents a method to better manage 
patient health. 

Traditionally, these functions are 
outsourced to a third party. The third 
party organization determines whether 
or not services are necessary.  However, 
in an effort to achieve its goal of better 
care coordination, Evergreen decided to 
insource the process of utilization man-
agement with a Go Live date of 11/1. 
Having control over the utilization pro-
cess will allow Evergreen to potentially 
better manage all of its members. There 
are a few aims of this report. First, to 
outline the process to insource utiliza-
tion management. Second, to show the 
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Management Review
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PRE-AUTHORIZATION
The process by which Evergreen  

Health Cooperative makes a 
determination on whether or 

not they will authorize a medical 
service. Source: Zaeem Lone.

benefit of insourcing this process as it 
relates to population management. Fi-
nally, engaging in a more in-depth dis-
cussion on the benefits of utilization 
management.

Methods
Insourcing of this function es-

chews traditional laboratory science 
methodology. However, it provided 
insight into the business operations 
of a public health entity like a health 
insurance company. To insource uti-
lization management a software plat-
form must be generated to carry out 
these functions. Therefore, a Request 
for Proposal (RFP) was sent to out to 
a few companies that had the capabil-
ity to design the platform for utiliza-
tion management review. The RFP was 
sent out to four companies, Altruista 
Health, Valence Health, Essette Home, 
and CaseNet technologies. Each of 
these companies provided responses 
to the questions contained in the RFP 
and then were evaluated based on their 
response. A scoring matrix was devised 
to rate the responses. These companies 
were rated on their pricing offer, abil-
ity to integrate and adapt, timeliness 
of the implementation process, tech-
nical infrastructure, and knowledge of 
the Affordable Care Act and Maryland 
Insurance Articles. At the end of this 
evaluation period, Altruista Health was 
awarded the right to build the platform. 

However, to build this platform, 
Altruista Health needed the blue-prints 
and design of the system. As mentioned 
above, utilization management is the 
evaluation of the medical necessity and 
need for certain medical procedures. 
These designs must reflect the various 
medical reviews that a utilization man-
agement staff must make. Furthermore, 
these plans must be in compliance with 
the Maryland Insurance Articles, quality 
standards determined by the National 

Fax/Portal/
Email

Intake Populate 
Shell/Triage

Non-
Clinical Clinical

Admin 
Queue

Standard queue 
(2 business days)

Record 
review

Sufficient 
information

Insufficient 
information

Meets 
criteria?

Request additional 
information from 

provider 
(45 days, letter)

NoYes

Approved by 
nurse

Nurse review and 
letter drafting

Oral 
notification/letter

Medical director 
reviews & signs 

letter
Oral 

notification/letter



SPRING 2016 | VOLUME 13 EPIDEMIC PROPORTIONS epidemicproportions.jhu.edu SPRING 2016 | VOLUME 13 58 59

Committee for Quality Assurance, the 
Maryland Insurance Agency, a regula-
tory body, and the evidence based crite-
ria used to make the medical necessity 
determination. Along with other EHC 
staff, I designed these blue prints. There 
are four types of services a utilization 
management staff can make determi-
nations on: pre- service authorization, 
emergent and/or urgent, concurrent 
review inpatient, and concurrent review 
outpatient. Pre service authorization 
refers to services that require pre-cer-
tification or approval. An emergent or 
urgent service would refer to emergency 
department visits. Concurrent reviews of 
inpatient service determine whether or 
not a patient’s inpatient stay should be 
extended. Concurrent outpatient review 
is utilized for services like physical thera-
py. After this initial review, patients have 
the opportunity to appeal the decision. 
Therefore, a design for the appeals pro-
cess needed to be generated. Along with 
these blue prints, business rules that 
articulate the flow charts needed to be 
created. These blue prints and business 
rules compose the backbone of how the 
system functions. With all of these items 
completed and approved, these plans are 
turned over to Altruista Health for de-
signing the platform.

The goal is to have the utilization 
management operational at Evergreen 
on November 1, 2015 which corre-
sponds with the open enrollment period 
for all new insurance members. There-
fore, the platform will be completely de-
veloped and ready for testing the month 
before the open enrollment period. 

Sample Business Rules
Pre-Service Authorization 
1. Request comes into Evergreen via 
phone, fax or email (ePA)

CONCURRENT REVIEW 
INPATIENT 
How the health insurance 
company makes the 
determination on whether or not 
they will authorize and pay for 
your stay and visit at a hospital. 
Source: Zaeem Lone. 

Additional 
information 

needed

Yes

Meets 
criteria

Respond within 
24 hours 

regardless

Authorized 
days issued

Potential 
denial P2P

Letter issued

Nurse review and 
letter drafting

Medical director 
reviews & signs 

letter justification

Concurrent review 
within 24 hours 

(inpatient)

No additional 
information 

needed

Notify hospital 
with request

Yes No
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12. If the request does NOT meet med-
ical necessity, the nurse will draft a denial 
letter and send to the Medical Director 
for review and approval.  See process im-
mediately below for drafting and issuing 
adverse determination letter.
13. ADVERSE DETERMINATION 
LETTER.  Nurse will draft response.  
This includes inserting free text lan-
guage, including: a) list of all docu-
ments reviewed, b) cite to relevant ben-
efit plan language, and c) cite relevant 
criteria
14. Nurse places draft letter in Medical 

Director que.  Medical Director will 
review and edit and return to nurse.
15. Upon receipt of the letter from the 
Medical Director, nurse provides oral 
notification to the provider which is 
documented in the member’s file.
16. Adverse determination letter is 
sent to provider, copy sent to member, 
within five (5) days of oral notification.

Results
The data below shows a compari-

son of utilization management data for 
the past year compared to Milliman 

2. Request is triaged by Intake Coor-
dinator (IC):

a. IC completes the shell
b. IC determines if the request is 

emergent.  If so the case is forwarded 
to a nurse or placed into the que (see 
rules for emergent/urgent requests).  If 
not standard procedures are followed 
(see below)

c. IC will determine if case if clin-
ical/non clinical and place into appro-
priate que.
3. If the request is clinical, it will be 
placed into the standard preservice que 
to be picked up by a nurse reviewer
4. Nurse will determine if sufficient re-
cords were sent with the request.
5. If additional information is needed 
to conduct the clinical review, the nurse 
will send the “additional information 
request” letter to the provider.  The 
provider has 45 days to submit the ad-
ditional information.
6. If no additional information is re-
ceived by day 35, the IC will send a 
reminder to the provider requesting the 
additional information.
7. If no additional information is sub-
mitted within 45 days, the nurse will 
conduct a case review with whatever re-
cords were submitted for this case and 
issue an adverse determination.

a. The nurse will follow the process 
outlined below for preparing and issu-
ing the adverse determination letter.
8. If the requested additional infor-
mation is received, the records must 
be reviewed within 2 business days of 
receipt.  If criterial is not met for medi-
cal necessity (even with reviewing addi-
tional records), the nurse will follow the 
process outlined below for preparing 
and issuing the adverse determination 
letter.
9. If it is determined that criteria is met 
for medical necessity the nurse will is-
sue an approval letter.
10. If the initial request has all the nec-
essary information (e.g., additional in-
formation request was not needed), the 
nurse reviews the request to determine 
if it meets criteria for medical necessity.
11. If the request does meet medical 
necessity the nurse will issue an autho-
rization letter.

CONCURRENT REVIEW OUTPATIENT 
How the health insurance company makes the determination on whether or 
not they will authorize and pay for your stay and visit at a clinic instead of a 
hospital. Source: Zaeem Lone. 
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(Top) UM METRICS FROM JAN 1, 2014 THRU JUNE 1, 2015 
Statistics to determine effectiveness of utilization management at 
Evergreen Health Cooperative. Source: Evergreen Health Cooperative. 
(Bottom) GRIEVANCE/APPEALS PROCESS, 30 DAYS
How Evergreen Health Cooperative handles the appeals process from its 
members. Members have the opportunity to appeal denial of services by 
Evergreen. Source: Zaeem Lone. 

benchmarks. Milliman is a healthcare 
consulting firm that provides annual 
projections on the appropriateness of 
various healthcare metrics. For utiliza-
tion management purposes, some of 
the data looked at is number of admis-
sions per 1000, average length of stay 
(ALOS), and number of emergency 
department visits per 1000.  The table 
at left provides a comparison of these 
metrics currently against Milliman and 
also provides a projection of next year’s 
statistics. These projections are based 
on the belief that the insourcing of this 
particular function leads to better man-
agement of Evergreen’s population. 

Discussion
The results from this project in-

dicate that insourcing the utilization 
management function decrease these 
particular metrics all across the board. 
To begin with, Evergreen outperformed 

EHC Milliman annual 
benchmarks

EHC projections 
for November 1, 
2015-2016

Admits/1,000 33.64 89.16 30.958

ALOS 3.66 4.3 3.48

ED visits/1,000 188 162 179
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Building A Safer Health System. Institute of 
Medicine; 1999:1-8.

5. Rand Foundation. The First National Report 
On Quality Of Health Care In America. Rand 
Foundation; 2006:6.

6. Institute of Medicine. Crossing The Quality 
Chasm. Institute of Medicine; 2001:1-8.

7. Sebelius K. The Affordable Care Act At Three: 
Paying For Quality Saves Health Care Dollars. 
Health Affairs Blog. 2013. Available at: http://
healthaffairs.org/blog/2013/03/20/the-afford-
able-care-act-at-three-paying-for-quality-saves-
health-care-dollars/. Accessed August 8, 2015.

8. Berwick D, Nolan T, Whittington J. The 
triple aim: care, health, and cost. Health Affairs. 
2008;27(3):759-769.

9. Stricker P. The Role of Utilization Manage-
ment in Case Management. Case Management 
Society of America. 2010. Available at: http://
www.cmsa.org/Individual/NewsEvents/Health-
TechnologyArticles/tabid/649/Default.aspx. Ac-
cessed August 4, 2015.

10. Bemezai A. The Cost of An Emergency De-
partment Visit and its Relationship to Emergency 
Department Volume. Annals of Emergency Medi-
cine. 2005;45(5):483-490.

11. Bailit H, Sennett C. Utilization Manage-
ment as a Cost-Containment Strategy. Health 
Care Finance Review. 1992;1991(1):87-93.

healthcare industry. It is generally seen 
by many as a cost-containment strategy. 
Therefore, it engenders great debate as 
providers sometimes tend to view it as 
limiting.11 Utilization management is a 
far more valuable tool than just a cost 
containment mechanism. It is the pri-
mary tool utilized to ensure if patients 
are receiving the appropriate level of 
care and if that care is providing quality 
and value. By insourcing this process, 
Evergreen is better situated to make 
smart decisions related to its health 
plans that maximize value for its mem-
bers. Furthermore, utilization manage-
ment is a necessary tool when it comes 
to accountability. It presents a method 
that accurately articulates the cost for 
its members and the actual benefit, 
health care outcomes.

Moving forward, once Evergreen 
has completed the insourcing process 
it will allow the company to use this 
feature in many ways. Evergreen will be 
able to comprehensively look at all the 
denials and approvals of services and 
corresponding appeals to deem whether 
there is proper usage of services. Fur-
thermore, by insourcing this function, 
there can be better communication be-
tween Evergreen’s insurance component 
and its patient centers. This could bet-
ter facilitate communication between 
providers and payers and better assuage 
provider concerns that utilization man-
agement restricts doctors. Nevertheless, 
proper usage of utilization management 
represents a method that not only saves 
cost but also improves quality. This 
tool, if properly used, represents a small 
piece in the puzzle to satisfy the Triple 
Aims of healthcare.

References
1. Pear R. Health Spending Rises Only Modest-
ly. New York Times. 2014:22.

2. Riedl B. A Guide to Fixing Social Security, 
Medicare, and Medicaid. The Heritage Founda-
tion. 2008. Available at: http://www.heritage.org/
research/reports/2008/03/a-guide-to-fixing-so-
cial-security-medicare-and-medicaid. Accessed 
August 5, 2015.

3. Anderson G, Frogner B. Health Spending in 
OECD Countries: Obtaining Value Per Dollar. 
Health Affairs. 2008;27(6):1718-1727.

4. Institute of Medicine. To Err Is Human: 

the benchmarks for admissions and av-
erage length of stay. However, there 
are a host of reasons why Evergreen 
outperformed these metrics. Evergreen 
could have denied the inpatient service 
for most of its population. Another po-
tential reason is that individuals that 
used Evergreen as a carrier did not get 
admitted to the hospital as much. The 
most probable reason is that Evergreen 
has a low population load compared to 
other carriers in the Maryland market-
place. Therefore, admissions rates were 
lower than the Milliman benchmark. 
Nevertheless, moving forward, as Ev-
ergreen insources this function and 
membership continues to grow with 
the coming open enrollment period, 
the projected number of admissions 
continues to drop. This continued drop 
suggests that Evergreen will be able to 
better manage admissions and inpatient 
care for its members. Looking at aver-
age length of stay (ALOS), Evergreen 
outperforms the Milliman benchmarks. 
The reasons for this are quite similar to 
the admissions statistic—mainly small-
er membership compared to other car-
riers in the marketplace. Nevertheless, 
insourcing this function continues to 
decrease the number of average days 
spent in a hospital. The only statistic 
where Evergreen lags is emergency de-
partment (ED) visits. Currently, EHC 
has many more visits to the emergency 
room than the Milliman benchmark. 
This is a problem for members as ED 
visits are quite expensive. A report from 
the NIH reveals that on each ED visit a 
patient spends $2,000.10 That amount 
is 40 percent more than what people 
spend on their home rents. Therefore, 
when individuals possess health in-
surance, they should avoid emergency 
department visits. Insourcing this func-
tion represents a decrease in ED visits as 
there will be better care coordination in 
terms of providers being aware that pa-
tients healthcare benefits and Evergreen 
managing all member’s medical man-
agement. Although still higher than the 
annual benchmark, a decrease in ED 
visits represents progress.

The use of utilization management 
review has become ubiquitous in the 
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Editorials
(n. pl.) a newspaper article written by or on 

behalf of an editor that gives an opinion on a 
topical issue.
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It’s hard to fight off an addiction like 
smoking. Over time, it becomes a 
bad habit that people can’t quite 
shake. Even after they manage to 

stop, the shadow of their actions still 
follow them. Yet before an addiction 
can develop, there must be a starting 
point. Unfortunately, preventing the 
onset of smoking can be very difficult.

Each year, tobacco use kills more 
than 5 million people, yet it is estimat-
ed that thousands of young adults will 
begin smoking cigarettes every day.1,2 
Though it is obvious that smoking is 
detrimental to people’s health, many 
still choose to smoke cigarettes or other 
tobacco products regardless of the in-
creased risk for cancer, heart disease, 
and stroke amongst other illnesses.2 In 
addition to peer pressure and other cul-
tural connotations that contribute to 
the problem, imagining the long term 
effects of smoking once presented with 
a tobacco pack is difficult for tobacco 
users. 

Previously, I had not given smok-
ing and tobacco use much attention 
because I had never smoked or pos-
sessed any desire to form the addictive 
habit. But after a few months with 
the TPackSS team at the Bloomberg 
School of Public Health and working 
with tobacco packs, I began to realize 
something. 

That is, tobacco packs are generally 

appealing.
Many of the packs that I handled 

were designed with splashes of vibrant 
colors or eye-catching pictures. There 
were packs catered towards young fe-
males, shaped to mimic lipstick tubes 
with a slim package and enticing pic-
tures of a pretty girl shopping in Paris 
or relaxing on a beach. Other packs had 
iridescent branding—changing col-
ors as the pack was tilted towards and 
away from the light. All of them were 
designed with one purpose in mind: 
to make the consumer forget that 
they were really chipping away at their 
health with each cigarette.

Thankfully, the spotlight on to-
bacco as a public health concern has 
been heavily emphasized in recent 
years. In 2005, the World Health Or-
ganization (WHO) established the 
Framework Convention on Tobacco 
control (FCTC), a convention focused 
on increasing tobacco control support 
in all of the ratifying countries as well 
as meeting FCTC guidelines for health 
warning labels (HWLs) and other pack-
aging designs.3 Currently, there are 180 
parties of the WHO FCTC, with Zim-
babwe most recently joining in March 
2015.4 In general, an increasing num-
ber of countries are starting to strength-
en their tobacco control measures. One 
measure to decrease the effectiveness of 
tobacco packaging has been to increase 

the percentage of coverage by HWLs. 
HWLs may come with a text warning, 
such as “SMOKING KILLS”. Some 
HWLs are being improved further 
with the addition of graphic pictorials 
that depict consequences of smoking, 
such as emphysema, rotting teeth, or 
throat cancer. By improving the use of 
HWLs, it is more likely that people will 
be reminded of the side effects, making 
them think twice about their decision 
to smoke. 

Though the status of HWLs is im-
proving, a portion of the pack area will 
always be used by the tobacco compa-
nies for their own advertising since 
HWLs do not cover the entire package. 
The establishment of HWL laws is done 
by country, ranging from 30 percent to 
80 percent coverage of the tobacco pack 
with more country specific laws regard-
ing display of colors, text, pictures, or 
positioning on the pack. 

Australia has become one of the 
first countries to take a much stronger 
stance on tobacco pack advertising. In 
2012, they implemented the laws re-
quiring plain packaging for tobacco 
packs in the country.5 Plain packaging 
refers to the removal of all branding, 
permitting the printing of only the 
brand name in a mandated size, font, 
and place on the pack. In effect, the use 
of standardized packaging has resulted 
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in tobacco packs that are quite basic 
and unassuming. It is even difficult to 
differentiate between one pack and an-
other, decreasing draws such as brand 
awareness. As a result, the eye is more 
drawn to the graphic HWLs, forcing 
the consumer to take note of the health 
issues first and foremost.

However, this progress hasn’t hap-
pened without push-back. It wasn’t un-
til December 2015 that Australia won 
its legal battle against Philip Morris 
over the use of plain packaging.6 Phil-
ip Morris filed a claim to challenge the 
plain packaging law due to its strong 
stake in the tobacco industry (think 
Marlboro). The courts have dismissed 
the case, declining jurisdiction to hear 
the company’s claim.7 By upholding the 
policy, Australia has potentially paved 
the way for other countries to follow 
suit and lobby for plain packaging as 
well. In addition, Australia has now be-
come a country of interest to study the 
effect of implementing plain packaging 
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on tobacco use, and many studies are 
beginning to take place.

While making headway is diffi-
cult due to both objections from big 
corporations and the sluggishness of 
policy-making, it is important that the 
battle against tobacco use continue. 
After all, many lives could be saved if 
the outside of the package reflected the 
ugly consequences of the inside.
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Volunteer at a Level 1 Trau-
ma Center and you will see 
many victims of gun violence. 
Rotate through Maryland’s 

quintessential center for penetrating 
trauma and you’re going to see more 
victims. Coming from a military family 
living in the pro-gun sportsman’s cul-
ture of rural Alaska, I learned how to 
shoot growing up. The arguments sur-
rounding gun violence are important 
to me not only because it’s been part of 
my life, but also because I’ve personally 
seen those affected by it: some are lucky 
and are discharged only with perma-
nent scars. Others are admitted with 
life-threatening injuries. Some do not 
survive. Mass shootings have also be-
come an unfortunate recurrence in the 
U.S. The calling of these widespread 
tragedies as “outbreaks” of violence 
and denoting the overall phenomenon 
of U.S. gun deaths as an “epidemic” 
attempts to view this issue through a 
public health lens. In the larger gun 
violence issue, more people are ques-
tioning if this huge problem should be 
treated as a public health one.

In 2015 there were more than 340 
gun-related homicides in Baltimore.1  

Nationally we experienced almost as 
many incidences of mass shooting as 
days (330 events versus 365 days).2  

This statistic refers not to deaths from 
mass shootings, but mass shooting 

events (a mass shooting is classified as 
“an incident in which four or more peo-
ple are killed or injured by gunfire”).3 
One aspect that must be understood is 
that gun violence is a much larger issue 
than just mass shootings. While these 
are intertwined topics, they are not the 
same thing. Public health practice seeks 
to maximize the number of lives saved 
by collecting data, establishing theories, 
conducting research, and then inform-
ing key decision-makers. This utilitarian 
approach involves allocating the most 
resources to the greatest cohort suffer-
ing from a specific health threat. Yet 
this process has not been applied in the 
case of gun violence. In fact, less than 
0.5 percent of the more than 33,000 
deaths from firearms in 2015 occurred 
during a mass shooting, despite mas-
sively disproportionate airtime coverage 
of these events.4 Furthermore, Congress 
passed a rider, the Dicky amendment, 
which prevents federal funding from 
supporting gun control policy and ef-
fectively places a ban on the National 
Institutes of Health (NIH) and Centers 
for Disease Control and Prevention 
(CDC) conducting research on gun 
violence.5 Without research we cannot 
progress. Imagine attempting to tackle 
vehicular deaths without knowing the 
statistics of the details surrounding car 
accidents. The number of gun deaths 
whether accidental, suicidal, or homi-

cidal in nature is far too high, and re-
moving that gag order is certainly one 
of the first steps that should be taken 
to address this issue. The annual rate of 
firearm-related deaths in the U.S. has 
been estimated at nearly 20 times the 
rate of other high-income countries.6 
Even the rate of unintentional firearm 
deaths in the U.S. is double that of 
peer countries. Unless one argues that 
Americans are just more careless (or vi-
olent) than citizens of other countries, 
the statistics are persuasive. The U.S. is 
heavily saturated with firearms, more 
than any other country on earth, and 
rates of deaths are much higher than 
other developed countries.6 In a quote 
from the Johns Hopkins Center for 
Gun Policy and Research “The higher 
prevalence of gun ownership and much 
less restrictive gun laws are important 
reasons why violent crime in the U.S. is 
so much more lethal than in countries 
of similar income levels.”7 

Gun violence is, and should be 
treated as, a public health issue. In 
comparing gun violence to another 
public health concern, for example car-
diac arrests, we would analyze the scope 
of the problem, identify risk factors for 
mortality, establish direct and indirect 
causal factors, implement and evaluate 
effective interventions to mitigate those 
factors, and then work to implement 
effective interventions and routinely as-

EDITORIALS EDITORIALS

sess them for improvement.8 For cardiac 
arrests, this could include preventative 
measures such as promoting weight loss 
programs to combat obesity and raising 
awareness of cholesterol. The same ap-
proach is applicable to gun violence. We 
can collect details of gun violence from 
emergency departments and medical 
examiners, and identify risk factors for 
gun violence, such as geographical loca-
tion since there is evidence of increased 
incidence in urban and poor areas.9  We 
can conduct research by means such as 
cohort studies with at risk-individuals, 
and with the results we can construe ef-
fective policy and prevention programs 
such as aggression management classes 
through public schools, law enforce-
ment outreach through community 
liaison, and public awareness programs 
on the increased risks of having guns 
in the home. In this way, local leaders 
can mitigate direct and indirect as-
pects which lead to violence through 
non-discriminatory, blanket programs 
built on already-existing community 
partnerships. 

At the state level, an association 
was found from a study published in 
the American Journal of Public Health 
between laws regulating handgun own-
ership and statewide suicide rates.10  Al-
most two-thirds of these deaths from 

lieved to have obtained their weapons 
from friends or family. Mandating safe 
storage of firearms can decrease the in-
cidence of accidental shootings from 
children, as well as theft of firearms 
from homes and cars, which fuels ur-
ban gun violence.12  From the Gun Pol-
icy Summit held at Johns Hopkins last 
year, a released evidenced-based report 
recommended “establishing universal 
background checks, [and]…prohibit-
ing high risk individuals from purchas-
ing guns,” establishing policy which 
evaluated and appropriately restricted 
access to guns for persons with serious 
mental illness, and establishing legisla-
tion and executive actions concerning 
trafficking, dealer licensing, personal-
ized guns, assault weapons, and high 
capacity magazine.13 

Despite these suggestions from an 
array of respected evidence-based centers 
there is strong opposition against recog-
nizing gun violence as a public health is-
sue. There is a widespread argument that 
Americans don’t have enough firearms, 
and that the solution to gun violence 
is more guns. To counter, the U.S. has 
on average more than one gun for every 
American citizen,  and undisputedly has 
more per capita ownership than any oth-
er country.14,15 Furthermore, the NRA 
claim that firearms are used for self-de-
fense millions of times a year is based 
on a discredited 1995 study and never 
supported by an academic paper, and no 
armed civilian has stopped a U.S. mass 
shooting in 30 years.16,17 

The call for increasing mandatory 
minimum sentences to ‘make criminals 
think twice before breaking the law’ is 
rebutted by the finding that they are to 
be ineffective in affecting criminal be-
havior in the U.S.18  This is a separate 
approach from the policy of increasing 
the severity of illegal carrying to felony 
offenses, which aims to prevent future 
attainment of firearms through back-
ground checks and other means. The 
establishment of greater police presence 
can be advocated for, as there is a strong 
correlation between police forces and 
crime rates;  however, this raises anoth-
er particularly complex issue in times of 
budget crises, cuts, and public calling 

guns were suicides—an overwhelming 
majority. Using data and objective, 
peer-reviewed studies such as this one, 
more effective gun violence reduction 
policies at the state level can be creat-
ed. But it is critical that key stakehold-
ers, mainly those involved in enforcing 
new laws, be consulted. From ride-a-
longs with Baltimore law enforcement, 
I learned that the enforcement of gun 
laws, especially those carrying a firearm 
illegally, was often persecuted weakly 
due to poor gun control policy support. 
This resulted in many criminals back 
on the street within a short time—still 
armed. This very dangerous behavior 
completely bypasses a vetting process 
involving background checks and regis-
tration, and ultimately illegally, armed, 
high-risk individuals are still in the high-
risk environment and with little fear of 
legal consequence. As I discovered re-
peatedly, law enforcement is frustrated 
with the lack of policy surrounding en-
forcement of illegal carrying of firearms. 
One popular solution is to change state 
policy, raising the severity of the crime 
to a felony. This would remove more of-
fenders from the streets and reinforce a 
stricter message of the consequences of 
carrying illegal guns. Opponents argue 
that laws targeting illegal gun wielders in 
urban areas are likely to disproportion-
ately affect African-Americans, a group 
already suffering from significantly high-
er imprisonment.

At the national level, policies 
should include the creation of a na-
tional gun violence incident reporting 
system with involvement of the CDC, 
NIH, and Bureau for Alcohol, Tobac-
co, Firearms and Explosives (ATF), 
which has primary federal jurisdiction 
over the “manufacture, import, domes-
tic and interstate commerce of firearms, 
[and] ammunition.”11 This would be 
in addition to the complete lifting of 
the Dickey amendment. In addition, 
law enforcement should further inves-
tigate the source of weapons and raise 
awareness in impacted communities 
of the consequences of allowing others 
to borrow or buy guns through fami-
ly or friends since over 37 percent of 
weapons carried by criminals are be-

UNINTENTIONAL FIREARMS 
DEATHS Death rates comparing 
U.S. and peer countries in 2013 
among both sexes and all ages. 
Source: Global Burden of Disease 
Study. 
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for police scrutiny.19 It is difficult to hire 
more officers, especially in Baltimore’s 
case, when even squad cars are often 
poorly maintained, often have broken 
critical equipment such as sirens, lights, 
communication, and many of the cars 
aren’t even equipped with computers, 
moving radar, radio, or dashcams.

We know that decreasing access 
to dangerous or unhealthy situations 
decreases the incidence of harm from 
those sources. Some politicians and or-
ganizations, such as the NRA, argue that 
gun violence cannot be easily affected 
by public health measures with the rea-
soning that criminals and those with 
the intent to harm others don’t obey the 
law and seek out the black market. The 
2015 San Bernardino shooters acquired 
their weapons legally through a local gun 
shop, and the Newtown Connecticut 
shooter had access to unlocked weap-
ons in the home belonging to a family 
member. Reducing the access to guns 
for criminals through universal back-
ground checks (which is supported by 
the majority of the U.S. public) and for 
mentally unstable persons through laws 
evaluating the risk of individuals suffer-
ing from mental health issues further 
reduces risk. To those who say that de-

termined individuals contemplating sui-
cide will kill themselves with or without 
guns, just remember that 90 percent of 
individuals who survived a first attempt 
at suicide never attempt again,  mean-
ing that an attempt is often driven by a 
moment of emotional distress and once 
passed, is unlikely to occur again.20 Fur-
thermore, decreases in gun ownership 
in households is strongly correlated to 
decreases in suicides with firearms.21 Re-
ducing access to deadly firearms in this 
population likely to reduce the success 
of first attempts for these individuals 
and save lives for those contemplating 
suicide and possibly others, as mental ill-
ness may be a contributing factor in mass 
shootings.22 The argument that firearm 
homicides will simply be replaced with 
homicides with knives is disputed by the 
epidemiologically valid public health ap-
proach. Guns and knives are not equally 
dangerous weapons and reducing more 
severe causal factors of violence, such as 
access to firearms by high risk persons, 
will reduce the opportunities resulting 
in casualties of violence. Using the Swiss 
cheese model, in which many circum-
stances must occur to allow a harm-pro-
ducing result to get through all the 
aligned ‘slices,’ it is predicted with strong 

confidence that the incidence of inju-
ry from firearms would be far less than 
the opportunity from injury if replaced 
with knives or lesser weaponry, since 
bullets can be fired and impact victims 
at far ranges and through walls, where-
as knives require significantly greater 
deliberation, skill, and precision. Thus, 
reducing the prevalence of gun access 
to high-risk individuals would greatly 
decrease the more than 33,000 deaths, 
80,000 hospitalizations, untold suffer-
ing, and hundreds of billions of dollars 
in direct and indirect costs,  from gun 
violence.23,24 

The recent attention groups such 
as Doctor’s For America to overturn 
the ban on federal funding for research 
on gun violence,  as well as the voiced 
regret from the senator who proposed 
the legislation,  is a step in the right 
direction.25,26 The public health ap-
proach supports the propositions from 
the American College of Physicians en-
couraging doctors to counsel patients 
of the risks of guns in the home, the 
support of universal background check 
legislation, and laws banning sale of 
guns designed to “increase their rapid 
killing capacity” to civilians.27 Effective 
gun control measures will save lives, 

OFF-TARGET The Dicky amendment prevents federal funding from gun control policy and bans gun violence research. 
Illustration by Angela Hu.
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and they are highly unlikely to lead 
to a slippery-slope argument that the 
government will seize all firearms. To 
those who say that the recent executive 
actions (promoting gun technology and 
firearm design to prevent stolen fire-
arms from fueling gun violence and re-
duce injury, respectively) won’t be effec-
tive in reducing deaths, remember that 
tens of thousands of guns make their 
way to the streets as a result of theft and 
fuel the violence,  that there are another 
2,000 accidental deaths a year; many 
of the victims are innocent or children; 
they all have families; and every single 
one of them matters.28
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According to the No-Smoke 
Campaign by the organi-
zation Americans for Non-
smokers’ Rights, more than 

1,600 college campuses nationwide are 
now smoke-free, but Johns Hopkins—
with its number-one ranked Bloomberg 
School of Public Health—is not among 
them.1 In fact, 50 years after the land-
mark U.S. Surgeon General’s report 
on the dangers of smoking, smoking 
on Homewood campus remains ubiq-
uitous. Anyone who walked through a 
cloud of smoke to enter MSE Library or 
Brody Learning Commons—locations 
where many smokers congregate—can 
attest to this fact.

I serve on the Student Government 
Association’s (SGA) Health and Safety 
Committee, and this year, we received 
significant correspondence from stu-
dents who desire to make Homewood 
campus smoke-free. Two years ago, in a 
campus-wide referendum, Johns Hop-
kins undergraduates supported a po-
tential smoking ban on the Homewood 
campus by a 60-40 margin.2 The SGA, 
as the representative of the undergrad-
uate student population, commenced 
efforts to prompt the administration to 
institute a smoking ban on the Home-
wood campus, and the administration 
formed a task force to study this pos-
sibility. This task force consisted of 
university leaders representing a variety 
of disciplines and viewpoints from the 

Homewood and Peabody campuses. 
I have spoken to members of the task 
force, and their proposal regarding this 
issue will be put forth in spring 2016 to 
the upper administration. 

As the task force prepares to release 
its findings, I have heard from some 
students who are opposed to a potential 
smoking ban. Despite this opposition, I 
believe that there are many reasons why 
Homewood campus should institute a 
smoking ban, the least of which is the 
improved image that we would project 
to prospective students, their parents, 
and other visitors. However, opponents 
of a smoking ban believe they have a 
right to smoke, just as they have a right 
to drink alcohol and partake in other 
behaviors. Such an argument is flawed 
because smoking is unique in that it 
harms the health of both smokers and 
bystanders. Secondhand smoke is a 
known carcinogen, and students walk-
ing to class and the library on Home-
wood campus are currently exposed 
to secondhand smoke many times 
throughout the day.3 It should not be 
acceptable for the personal rights of a 
small minority (only about 15 percent 
of college students smoke, according to 
studies) to supersede the health of the 
vast majority.4

Furthermore, news articles from 
some of the 1,600 college campus-
es that have already banned smoking, 
such as George Washington University 

and Towson University, have reported 
that bans on smoking on college cam-
puses demonstrably reduced student 
smoking on campus, despite minimal 
enforcement.5 Additionally, these news 
articles reported that following the im-
plementation of smoking bans, non-
smokers were more likely to admonish 
people smoking on campus, prompting 
many smokers to move off-campus. 
Those who oppose a smoking ban on 
Homewood campus assert that campus 
police officers are already overworked 
and that requiring them to enforce a 
smoking ban would divert them from 
providing essential services. However, 
based on reports from other colleges, 
even a largely symbolic ban on the 
Homewood campus would probably 
be effective, since it would continue 
to raise awareness of the public health 
dangers that smoking poses to all.5 Re-
gardless of enforcement, however, the 
university should definitely dedicate 
resources to smoking cessation pro-
grams to help those who want to quit 
smoking. After all, the objective of a 
smoking ban should not be to merely 
vilify smoking; we must also help peo-
ple break their habit.

Opponents of a smoking ban on 
Homewood campus rightfully point 
out that any such policy would not 
solely affect the student body but would 
also affect faculty, staff, and visitors. Yet 
despite this argument, numerous uni-
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fight to raise continued awareness of 
the dangers of smoking. 
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versities across the country have already 
banned smoking entirely, providing 
Hopkins with a solid legal precedent 
for the total elimination of on-campus 
smoking. Also, secondhand smoke does 
not discriminate based on a smoker’s 
affiliation to the university; the only 
way to protect the public health of all 
students is to ban smoking on campus 
by all. 

Another argument that some have 
against a smoking ban on Homewood 
campus is that smoking helps students 
relieve stress. However, such an asser-
tion is simply incorrect. While the 
pressure to succeed at Hopkins is unde-
niable, smoking has not been scientifi-
cally shown to relieve stress—and some 
studies have found a correlation be-
tween smoking and increased stress lev-
els.6 Furthermore, those who smoke to 
relieve stress are merely trying to treat 
the symptoms of their stress, not the 
root causes, and they are likely to only 
feel increased stress over time. Seeking 
support through the counseling center 
or free tutorial programs for difficulties 
is the only way students can effectively 
reduce their stress over time. Smoking 
is not an effective solution and will only 
ruin students’ health over the long run. 

Some have posited that a possible 

solution to this issue would involve cre-
ating smoking zones on-campus and 
then banning smoking in all other loca-
tions. But this suggestion, while it has 
merit, would also create many issues. 
First, from an economic standpoint, 
the maintenance of the smoking zones 
would be immensely costly. This mon-
ey could be better spent on cessation 
and education programs for university 
affiliates seeking to quit smoking. Ad-
ditionally, by implementing a complete 
smoking ban, the university would be 
making a clear statement that smoking 
is so deleterious to health that is not 
even allowed on-campus. Johns Hop-
kins is recognized worldwide for its 
public health program, so a complete 
on-campus smoking ban would reso-
nate nationally and internationally. 

Enacting a complete smoking ban 
on-campus would not be an easy deci-
sion; it would likely face some level of 
backlash, and it would cost hundreds of 
thousands of dollars to create resources 
to help people stop smoking—which 
would be the goal of the ban. Howev-
er, our university can and should over-
come these obstacles and ban smoking 
because doing so would incontrovert-
ibly benefit all university affiliates and 
would be a major step forward in the 

HOMEWOOD INHALE Smoking 
is currently permitted on Gilman 

Quad. Photo by Euphie Ying. 
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Staff
(n.) a group of persons, as employees, charged 
with carrying out the work of an establishment 

or executing some undertaking.
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