

 

The field of Public Health

Introduction

Welcome to the first unit of this module. Think of this guide as a tutorial in print. Each unit is divided into a number of study sessions. Try to settle down and work through the each session, reading the related readings as you proceed. At first this change in the way you learn may be hard, but other students have said it gets easier and the difficulty of reading diminishes.

Studying alone is often a challenge for students studying at a distance, especially if you have not done it before. It takes commitment and motivation, commitment to a disciplined schedule of regular study, and setting interim targets which will enable you to complete the module requirements. To help you remain motivated and facilitate interaction we will be having three on-line Discussion Forums during this module where you and your fellow students and the module convenor can discuss topics, share resources and support each other. This sort of interaction can be very helpful in the process of learning, as your experience and understanding is a rich resource for your peers to learn from. 
One critical strategy you should adopt is to either to buy a hard covered notebook or open up an electronic folder for each module and use it as a journal and write your notes from your tasks in it. Capture your reflections on your learning as you work. This will enable you to engage more effectively in learning, and to complete the requirements of the portfolio which you must submit at the end of this course.

Study Sessions

There are three Study Sessions in Unit 1. 

Study Session 1:
Health and the scope of Public Health

Study Session 2: 
The arena of Public Health interventions and strategies

Study Session 3: 
Develop a literature review

Unit 1 - Study Session 1

Health and the scope of Public Health



Introduction 

Welcome to your first study session of this module. Set aside a particular time and find a quiet place to work systematically through this study session. 

It is most important that when you encounter tasks in the text, you should actually do them. We say this because it is said to facilitate learning. By exploring new topics and linking them with what you know, by identifying gaps in your knowledge and trying to fill them, by applying new ideas to familiar contexts, you become more conversant with new concepts, theories and ideas. It can be tempting to just read the feedback when you’re tired after a hard day’s work – but that is a too passive a process. You are likely to gain less.

This session and indeed the whole first unit focuses on the foundations of this module – the key concepts that you may already use regularly - health, Public Health and the foundations of our discipline. 
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1
LEARNING OUTCOMES OF THIS SESSION



At the beginning of each session, we present its intended learning outcomes. See below. This is so that you can be conscious of your own learning, and work actively to become competent in grasping the session’s concepts, debates and skills. Read through the learning outcomes before you start the session; try to establish in which section each outcome is being taught. 

At the end of the session, reflect on whether you have in fact acquired anything new, and if not, review the section or contact the convenor with queries or questions.

	By the end of this session, you should be able to:

	· Reflect critically on multiple perspectives on health and how this impacts on Public Health practice.

· Discuss the concept and scope of Public Health.

· Explain the concept of social determinants of health. 

· Problematize the concepts of equity and human rights in Public Health.


2
READINGS 


The readings for this session are listed below. Use the first author’s surname to find the readings which are arranged in alphabetical order in the Readings sub-folder. You will be directed to them in the course of the session. 

	Author/s
	Publication Details

	Lucas, A. O. & Gilles, H. M.
	(2003). Ch 1 – Concepts in Public Health and Preventive Medicine. (2003). Short Textbook of Public Health Medicine For the Tropics. London: Arnold Publishers: 1–10.

	Sanders, D.
	(2006). A Global Perspective on Health Promotion and the Social Determinants of Health. Health Promotion Journal of Australia, 17 (3) 165–67.

	Reynolds, L. & Sanders, D. on behalf of the PHM.
	(2008). Submission to the SA HRC. Cape Town, RSA: PHM: 1–6. 


3
WHAT WE MEAN BY HEALTH 


Since you’ve made the commitment to spend several years of your life studying Public Health, it seems appropriate to start by developing a conceptual framework for understanding health and Public Health. 

Think back for a moment: why did you decide to study Public Health? Now take another step backwards and ask yourself the question – what do you understand by the concepts of health and Public Health? 

In the first task, explore your own understanding, and why this matters for people who plan to work in the field of Public Health. 

Let’s consider this scenario: 

A group of five colleagues are meeting to discuss their strategy for the district over the next five years. Over tea, the youngest of the nurses asks, “But what do we really mean by a healthy community?” questioning the vision statement that has been written on the whiteboard - OUR VISION: A HEALTHY COMMUNITY IN MUMBWA BY 2015. “It’s too vague”, she says, “it makes the community’s health seem quite easy to achieve – and we all know it isn’t. It sounds so possible, so one-dimensional”.

The district manager looks annoyed, thinking … “How many times have I had to go through this … and the budget must be in by Friday …”, but she entertains the question and turns it back to her colleagues. “Well, maybe Maggie is right … what do you think a healthy Mumbwa community looks like?”  

	TASK 1 – What makes a community healthy?

Pretend to be one of this group of health workers. Jot down five responses to the question: 

1.
 What do you think a healthy Mumbwa community looks like?

Bear in mind that your definition of a healthy community will influence the targets you set and the plans you make for them to reach that state of health. In other words, if you believe that a healthy community is a community free of disease, your plans may mainly be driven by a strategy to treat disease (a curative approach) coupled with a strategy to eliminate its causes (a preventive approach). 

But what if large numbers of the disease-free adults in Mumbwa over-indulge nightly in liquor; what if the men beat their wives when they have drunk too much? What if the women neglect their children as a result? Would you call this a healthy community?

2. 
Based on your definition of a healthy community, what would be the focus of each staff member’s plans and what would be excluded?





After completing TASK 1, type your definitions and notes into a MS Word document called DF1 and save it for the first debate on WHAT IS HEALTH? in the Discussion Forum.

FEEDBACK 

1.
What is your vision for the community of Mumbwa? Have a look at these suggested answers from different staff members:

A healthy Mumbwa District is one where:

	· communicable diseases are prevented or treated; 

· there is sufficient clean water;

· clinical services have access to sustainable medicine supplies, particularly ARVs;

· women have access to reproductive health services;

· - all under-5 years children receive all inoculations. 

      (Medical doctor)
	the community 

· has sufficient clean piped water;

· has a safe, reliable sanitation system;

· has an effective waste removal system;

· is exposed to food hygiene standards which comply with regulations in all commercial outlets and government institutions;

· - has hazard-free places for children to go to school and play. (Environmental officer)

	community members 

· can access counseling in cases of substance abuse and family violence;

· are educated in HIV prevention;

· can obtain rehabilitative support if they suffer from disabilities;

· can access the social grant where applicable;

· live without poverty or hunger. 

(Social worker)


	· HIV awareness is strong at all levels of the community;

· the community has a good network of social support; 

· the community is free from hunger, but is aware of the importance of fitness and the dangers of obesity;

· healthy policies are in place for substance abuse;

· children are actively involved in health issues at school. 

(Health promoter)


This example has been designed to demonstrate differences in the way clinically trained staff conceptualize health, as opposed to those who have a more social or community orientation; through this, we are trying to make the point that the way you understand health can affect the interventions you will undertake to ensure good health. In the course of this module, modify your definition of health, bearing this in mind.

2.
In all these visions for the Mumbwa community, we’ve stereotyped the different professions a little. 


The medical doctor focuses on:

· a disease-centred model of health;

· allopathic or clinical medicine;

· eradicating communicable diseases;

· curative and preventive aspects of health, e.g. clean water to prevent diarrhoea.

What might be missing from his plans? 

Mental health services, nutrition, community awareness of non-communicable disease prevention, family violence, drug and alcohol abuse, child safety. The doctor’s focus is partly on community health but mainly on the individual. He is trained in the biomedical approach to health and believes that health is achieved through clinical, curative and disease-preventive interventions.

The environmental health officer focuses on:

· health in relation to the physical environment, i.e. water, sanitation and                  hygiene as key elements of health;

· harm prevention at community level; 

Her plans may also exclude mental health, as well as medicine supply, and reproductive services; her priorities also suggest that the health of the community is in the hands of district authorities who provide services to keep the community safe, without much interaction with them. There is a strong emphasis on preventative health interventions.

The social worker’s focus is on: 

· individual and community issues; 

· poverty as an underlying cause of poor health;

· both physical and mental health;

The link between poor health and poverty is important and we’ll return to this issue frequently in this programme. In this vision, the community members also have some agency (or can take personal initiative), e.g. they will be educated to prevent HIV and they can choose to access counselling; there is a preventative, a rehabilitative and a curative side to this vision for health. 

Finally there is the health promoter’s vision for Mumbwa. Health is defined at a broader level: underlying systems and policies are devised to feed into better health, e.g. institutions such as schools, community support networks; the community is recognized as having agency in relation to their own health and community awareness is regarded as bringing health. This approach is both preventative and promotive.

In the end, what is important about this discussion is that the way we define health, and the framework of ideas which informs how we understand it, will influence how we address it - in our policies, programme plans and budgets. As Baum (2008: 3) puts it, “Health policies … are shaped by policy makers’ assumptions about what health is”. If health was understood in Mumbwa to be the prevention of communicable diseases, then all the energy of the Public Health community would be directed towards this goal, and all other aspects of health would be neglected. This is why (as a member of the Public Health community) your understanding of the concept health really matters. Keep thinking about it and join the Discussion Group to discuss it further.

Now consider what the community of Public Health professionals and authors who write about it mean by health.

3.1
A framework for understanding Health

From the above task, you have probably recognized that there are multiple ways of understanding health and what constitutes an ideal state of health: it is now widely accepted that one’s perspective is influenced by one’s cultural roots, education and context but also by one’s own interests. In other words, it is influenced by what you believe will best serve your needs. 

One of the better known definitions of health is contained WHO’s 1948 founding definition that health is “… a complete state of physical, mental and social well-being, and not merely the absence of disease or infirmity”. Although this definition is regarded by Beaglehole and Bonita (2001) as inspirational, they believe it is sadly unattainable because of the population’s “… close interaction with a changing environment” (2001: 3). 

	WHO is the directing and coordinating authority for health within the United Nations system. It is responsible for providing leadership on global health matters, shaping the health research agenda, setting norms and standards, articulating evidence-based policy options, providing technical support to countries and monitoring and assessing health trends 

(WHO. (nd). About WHO. [Online], Available: http://search.who.int/ [Downloaded: 16/12/15]. Please take a look at their brochure online.




By the 1980s the WHO’s definition of health had been modified with a level of realism “… the ability to function ‘normally’ in one’s own society” (WHO, 1980s in Beaglehole and Bonita, 2001: 3). 

Tulchinsky & Varavikova (2008: 57) provide what they call an 

... operational definition [of health] ... : a state of equilibrium of the person with the biological, physical, and social environment, with the object of maximum functional capability. Health is thus seen as a state characterized by anatomic, physiological and psychological integrity, and an optimal functional capability in the family, work, and societal roles (including coping with associated stresses), a feeling of well-being, and freedom from risk of disease and premature death. 

It is important to recognize that in the academic environment, different perspectives and explanations are part of “the rules of play” and so, you will find that different authors define health differently, that definitions change over time, and that perspectives are quite hotly debated. However, it is also part of the rules of play that perspectives and arguments are substantiated or underpinned by current evidence or by previous literature on a topic. For example, Fran Baum (1998), Professor and head of a Public Health at Flinders University in Australia, emphasizes that health is a concept deeply embedded in culture, suggesting that this is why it is so diversely defined and so contested. She puts forward three broad perspectives from which it is usually viewed in the Public Health literature – providing a framework for understanding some of the diverse definitions you may encounter. 

They are the:

	I Biomedical perspective
	II Lay perspective
	III Critical perspective




I.
The biomedical perspective 

This perspective dominated 20th century thinking and was influenced by advances in bacteriology, germ theory and disease management which overshadowed the importance of other social, behavioural, spiritual and environmental factors in maintaining health (Brandt and Gardner, 2000). 
Because of the biomedical emphasis, issues to do with socioeconomic status, culture and ethnicity, gender and psychology were neglected in considering health. “... [I]ndividuals became patients in an expanding tertiary health care system” (Brandt & Gardner, 2000: 711).
The biomedical model has been criticized for:

· creating a dichotomy (an opposition) between mind and body;

· being mechanistic, implying that “if the body is not diseased, it must be healthy”(Baum, 2008: 5);

· promoting stereotyping and discriminatory explanations of particular diseases, e.g. HIV as a “gay plague” (Baum, 2008: 5); 

· fostering a very narrow Public Health priority programme, excluding gender violence, mental health and many aspects of Health Promotion (Baum, 2008: 5). 

· not taking account of individual agency for long term health outcomes such as smoking according to behavioural psychologists. 

Baum (2008) identifies a second important perspective evident in the literature about understandings of “health”:

II.
The lay perspective: 

This is the perspective of the population itself. The different ways in which ordinary people and health professionals see health is a topic which has gained importance in recent decades, led in part by Medical Anthropologists. Baum (2008) emphasizes that people in general do not necessarily give the same importance that health professionals do to health and the factors that influence it, e.g. why for instance do people practise unsafe sex even when they know the risk? 

The recognition of a lay perspective brings home the critical importance and value of finding out how ordinary people understand their own health, illness and risk of ill-health as a first step to any intervention. Baum (2008) points out that the lay perspective brings a level of complexity to our understanding of health, where cultural, economic, spiritual and individual factors challenge us to think more deeply of the population’s health-seeking behaviours and to question our proposed interventions in these terms.

III.
The critical perspective: 

This third perspective is important in relation to the study of Public Health in our time. Unit 2 will raise many of the issues relevant to this perspective (Baum, 2008). 

This perspective seeks to understand how definitions of health constrain and define health interventions. This approach asks the question - what lies beneath a problem, what are its root causes - and in particular scrutinizes the systemic factors that affect health (some of which may arise from a capitalist globalising economy). For example, Baum (2008) citing Doyal’s The Political Economy of Health, is critical of concentrating on the health of individuals because “… it effectively obscures the social and economic causes of ill health” (2008: 10). 


This point is critical in understanding Public Health and the way we present it in this programme. The argument is that health is the result of more than our own genes or bad luck – it is also significantly related to political and economic systems, which construct the circumstances of peoples’ lives, either as rich, adequately provided for or poor. These factors, which are known as the social determinants (or causes) of health, are an important theme which runs through this programme. 

3.2
The social determinants of Health 
The “critical perspective” is akin to what has been termed the Social Model of Health – it draws on the view that health is being caused not by diseases alone but by social conditions such as poverty. This is not a new recognition - it was documented in the mid-19th century (1849-1850) in the Chadwick (1842) and Shattuck (1850) reports: the relationship between poverty, poor sanitation, housing and mortality was noted as early as this (Tulchinsky & Varavikova, 2007).

The WHO defines the social determinants of health as:

… the conditions in which people are born, grow, live, work and age, including the health system. These circumstances are shaped by the distribution of money, power and resources at global, national and local levels, which are themselves influenced by policy choices. The social determinants of health are mostly responsible for health inequities - the unfair and avoidable differences in health status seen within and between countrie.s

 (WHO, 2009)

Although there has been a reluctance amongst governments to acknowledge the importance of the social determinants of health in the past decades, there has been one important initiative started in March 2005, when former Director-General of WHO Dr JW Lee set up the Commission on Social Determinants of Health (CSDH). This body is:

… a global network of policy makers, researchers and civil society organizations brought together by the World Health Organization (WHO) to give support in tackling the social causes of poor health and avoidable health inequalities (health inequities).  [It was formed] to bring together evidence on what can be done to achieve better and more fairly distributed health worldwide, and to promote a global movement to achieve this. [Over three years], it gather[ed] and review[ed] evidence on what needs to be done to reduce health inequalities within and between countries and to report its recommendations for action to the Director-General of WHO. Building partnerships with countries committed to comprehensive, cross-government action to tackle health inequalities was integral to this. Experts were brought together to gather evidence, and civil society organizations also participated in the process.

 (WHO, 2009)

After almost three years, the Commission put forward the following recommendations:
	The Recommendations of the CSDH:
Based on this compelling evidence, the Commission makes three overarching recommendations to tackle the "corrosive effects of inequality of life chances": 

· Improve daily living conditions, including the circumstances in which people are born, grow, live, work and age. 

· Tackle the inequitable distribution of power, money and resources – the structural drivers of those conditions – globally, nationally and locally. 

· Measure and understand the problem and assess the impact of action.
WHO. The Commission on Social Determinants of Health. [Online], Available: http://www.who.int/mediacentre/news/releases/2008/pr29/en/index.html
 [Downloaded 17 Dec 2009].

To read more about the recommendations, download the Executive Summary of the CSDH from the web.




	TASK 2 – Identify evidence of the recommendations of the CSDH

1.
Read the case study below.

2.
Identify which recommendations of the CSDH are addressed by the initiative of the Malnourished Children’s Programme.




	A comprehensive approach to addressing early child development challenges in Jamaica

Young children in poor Jamaican communities face overwhelming disadvantages, among others, poverty. The Malnourished Children’s Programme addresses the nutritional and psychosocial needs of children admitted to the hospital for malnutrition. Hospital personnel observed that, before initiation of their outreach programme, many children who recovered and were sent home from the hospital had to be readmitted for the same condition shortly after. To address this, follow-up home visits were set up to monitor children discharged from hospital. During home visits, staff focus on stimulation, environmental factors potentially detrimental to the child’s health, the child’s nutritional status, and the possible need for food supplementation. 

Parents participate in an ongoing weekly parenting education and social welfare programme. They are helped to develop income-generating skills, begin self-help projects, and find jobs or shelter. Unemployed parents are also provided with food packages, bedding, and clothing. In addition, there is an outreach programme in poor communities, including regular psychosocial stimulation of children aged 3 and under, supported by a mobile toy-lending library.

Adapted, with permission of the publisher, from Scott-McDonald (2002). (CSDH, 2009).




FEEDBACK 

Remind yourself of the three main recommendations of the Commission which were to:

· Improve daily living conditions, including the circumstances in which people are born, grow, live, work and age. 

· Tackle the inequitable distribution of power, money and resources – the structural drivers of those conditions – globally, nationally and locally. 

· Measure and understand the problem and assess the impact of action.
In my view, there are two recommendations which are addressed: they are both in relation to living conditions, in that nutritional status may be improved through food supplementation. The second is in relation to parents’ daily living conditions in that income generating opportunities are offered. Whether this is sustainable is questionable. In relation to measuring the impact of action, there does not seem to be overt monitoring of these activities outside the health services offered, but they are assessing the success of the programme by monitoring children who were released.

This Editorial for the Health Promotion Journal of Australia (2006) by David Sanders focuses on the second category of the social determinants, and argues that the forces of globalisation are driving health inequity through poverty in a way that should be halted, if not through trade agreements and inter-government policy action, then through civil society action. Read the editorial and then answer the Task question below.  

	READING

Sanders, D. (2006). A Global Perspective on Health Promotion and the Social Determinants of Health. Health Promotion Journal of Australia, 17 (3): 165-167.




	TASK 3 – Identify evidence of the social determinants of health in action

1.
The CSDH has argued that the “inequitable distribution of power, money and resources” are “the structural drivers” of poverty and poor health. What role does the author attribute to globalisation in keeping the populations of sub-Saharan Africa poor (and therefore) in a state of ill-health?




FEEDBACK 

The argument is located in the first column of page 166 and identifies the following manifestations of global impact:

· economic stagnation and debt crisis resulting in International Monetary Fund (IMF) and World Bank support which then controls and limits how these countries enact social policies and trade arrangements;

· external imposition of so-called Poverty Reduction Strategy Processes (PRSPs) which have attached conditions of trade; these have undermined the some of the domestic economic drivers of African economies such as the textile industry in Zambia; this process is known as trade liberalization, and its negative side is that it offers no protection to local industry, and floods markets with international products at lower prices.

What is apparent is that poverty in sub-Saharan Africa is “man-made”, fuelled by policies which serve countries with stronger economies which influences peoples’ health and life chances in structural ways which are no less brutal for being enshrined in policies. 

In relation to the importance of the social determinants in influencing peoples’ health, one of the questions that come to mind is: if the link between health and the social determinants of health has been known for so long, why then have governments not made the social determinants a priority issue in their health policies? 

	TASK 4 - Questioning why governments avoid addressing the social determinants

1.
Why do you think most governments have failed to address the social determinants as a key aspect of population health? Jot down your own answers before reading the feedback.




FEEDBACK 

In response to this question, I asked Prof David Sanders of the School of Public Health what he thinks is the reason for governmental passivity towards addressing the social determinants of health:

I think there are three major reasons for such neglect: firstly, health and population health continues to be influenced in much of the world by the biomedical approach, so medical interventions and technologies are nearly always the first strategy suggested to combat health problems. A good example is the current promotion of a very expensive vaccine against rota-virus, a cause of diarrhoea in children. However, this and other forms of infectious diarrhoea can be significantly reduced by environmental improvements particularly water, sanitation and less crowded living conditions. The voice of “medicine” is often loudest and easily influences those who make health policy - Ministers of Health and their senior civil servants; the medical industry, especially pharmaceutical companies are also influential. Also interventions such as this have the allure of quick results.

The second major reason is that influencing social determinants requires “intersectoral collaboration”, that is the working together of different sectors (e.g. housing, water, education, etc) with the health sector. A good example is provided by considering the problem of infectious diarrhoea: this remains one of the top three causes of death of young children and also causes entails considerable expense for the health sector. It is clear that most cases of diarrhoea are due to poor environments yet there are few examples of health departments working fruitfully with sectors and professionals concerned with water and sanitation infrastructure or with the communities living in these environments. There are similar deficiencies in intersectoral collaboration surrounding “health” problems such as trauma from interpersonal violence, or road traffic accidents. And there are numerous other examples.

Thirdly, many social determinants are insufficiently understood by and are also beyond the control of Ministries of Health, and increasingly beyond the control of national governments. For example, in the past few decades, diets consumed in both poor and rich countries, especially by poorer sections of the population, have changed dramatically. Processed and “fast” foods now constitute a much greater fraction of many people’s diets. This is ultimately a result of the concentration of food production, processing and marketing amongst fewer and fewer enterprises – the transnational food corporations. So, to achieve improvements in peoples’ diets now may require not only nutrition education but also changes in food and trade policy – which lie outside of the control of the health policy makers. Very often, the necessary changes in trade are extremely difficult to undertake because of global agreements (negotiated by the World Trade Organization) which limit the ability of (especially poor) governments to change existing trade patterns and indeed economic decisions. There are similar examples for other social determinants, and all of them imply fundamental changes in economic power.

(David Sanders, Professor and Research Director at the School of Public Health, University of the Western Cape, Dec 2009).

This topic will be raised again, not only in this module but across the course. It is core to addressing “the corrosive effects of inequality of life chances” for a large portion of the world’s populations, and should be integrated into your approach to preventing ill health and promoting good health.

4
PUBLIC HEALTH: PREVENTION AND PROMOTION 



Jot down your understanding of Public Health before you start this section. It is always helpful in a learning situation, or before you start reading a new text, to bring your own knowledge of the topic to the surface. Learning theorists suggest that this forms a “schema” or foundation for new learning which is then linked with existing understandings (Anderson, 1977).
4.1 Defining Public Health

Now read a few descriptions of what distinguishes a Public Health approach:

i. “Public health is the collective action taken by society to protect and promote the health of entire populations; in contrast, clinical medicine deals only with the problems of individuals. Public health is broad and inclusive, although it is often considered only from a narrow medical perspective” (Beaglehole and Bonita, 2001: xiii). 

ii. The American Public Health Association (APHA) (2007) defines it as: “the practice of preventing disease and promoting good health within groups of people, from small communities to entire countries” (Baum, 2008: 586). 

iii. Even though slightly dated, Winslow’s 1920 definition is interesting because it emphasizes the rights of citizens and the responsibility of society, an element missing from the APHA definition. He frames it as the “science and art of preventing disease, prolonging life and promoting health and efficiency through organized community effort for the sanitation of the environment, the control of communicable infections, the education of the individual in personal hygiene … and for the development of the social machinery to insure everyone a standard of living adequate for the maintenance of health” (Baum, 2008: 586).

iv. Finally, Public Health is defined by Satcher and Higginbotham (2008: 400) as “… what we as a society do collectively, to assure the conditions for people to be healthy”. They note the importance of the social determinants of health at the heart of achieving such conditions, but emphasise the related imperative to remove disparities in health care provision.

Read Chapter 1 from page 1 to the end of the section on “Modern Public Health” on page 5.
	TASK 5 – Critically analyse the definitions of Public Health

Study these four definitions plus the one by Acheson on page 2 of this book and answer the following questions:

1.
 In which of these definitions are the elements of prevention and promotion noted? 

2.
 Which of the definitions takes account of the social determinants?

3. 
Which of the definitions addresses the responsibility of society to the population’s health?




FEEDBACK 

1.
If we number Acheson’s definition as (v), then those that include prevention and promotion are: (ii), (iii) and (v). At the School of Public Health, UWC, we regard these as the key elements of Public Health.

2.
Only (iii) really directly includes the social determinants, but if you were feeling generous, you might include (i) noting that “broad and inclusive” is a step in the right direction; the APHA definition (ii) does not address it at all. 

3.
Are you surprised that it is (iii) – Winslow’s 1920 definition that advocates “the development of the social machinery to insure everyone a standard of living adequate for the maintenance of health”? Why do you think this is so?

Definition (iv) is so broad and brief that determinants are absent from it; and again, as we did with definition (i) by Beaglehole and Bonita, we could give Acheson (v) the benefit of the doubt that these “organized efforts” might go beyond the health services and might therefore address some of the social determinants.
4.2
Prevention and Health Promotion

Now that you have a definition for Public Health, pause for a moment and let’s clarify what we mean by prevention and promotion. 

Note that these two clusters of activities are primarily population focused, whereas a curative and rehabilitative approach (the other two elements of health action) focus on the individual. 










PUBLIC HEALTH APPROACH

	Primarily Individual Focused
	Primarily Population Focused

	A rehabilitative approach emphasizes restoring people with an acute or chronic illness to a state of improved health. For example exercises to improve chronic back pain or nutrition rehabilitation after a severe childhood illness, or in the case of TB, both medical and social rehabilitation may be required.
	A preventive approach emphasizes preventing or avoiding sickness in individuals and populations, e.g through vaccinations, malaria tablets, sleeping nets to protect against mosquitoes, health education and immunization programmes.

	A curative approach is a health care approach which emphasizes the treatment of the biological and psychological causes and symptoms of disease through the use of medicine and other therapies
	A promotive approach addresses the basic social, economic and political causes of ill-health through advocacy and lobbying of government and policymakers, e.g to ban smoking in public places; it also includes intersectoral interventions directed at households or communities to improve water supply, sanitation, housing, etc.


Each of these activities requires processes, supportive structures and resources. The health promotion work will often be undertaken by sectors other than the health sector with community support and involvement.

	TASK 6 – Distinguish prevention from promotion

1.
Study the table above, and note how a preventive and a promotive approach are defined. What do you see as the essential difference between prevention and promotion? 






2.
Write down at least ten Public Health actions that have been taken in the health system that you work within. Separate them in two columns – one for preventive, one for promotive actions.

Preventive actions

Promotive actions

3.
Think back to the opening task, the vision for a healthy Mumbwa district, and develop a set of questions for the health team against which they could assess their health plans, if they are to comply with the concept of Public Health.




FEEDBACK 

1.
The essential difference is that health promotion is more often undertaken outside the health services and health sector; it is very often undertaken outside the health sector, often through legislation or policy and involves advocacy and community engagement; on the other hand, preventive strategies are largely initiated and undertaken within the health sector.

2.
These preventive actions may not be the same as you have listed, but, here is a set to compare with your response, bearing in mind that yours may be different, but still correct.

	Preventive actions
	Promotive actions

	Routine immunization, e.g. BCG vaccination

Preventive growth monitoring

Preventive screening, e.g. Pap smears for cervical cancer

Spraying mosquito breeding sites (vector control)

Anti-coagulant drugs for those with arterial schlerosis


	Providing clean water

Fortification of flour for bread with vitamin A

Tobacco control

Alcohol laws

Paraffin safety policy

Toxic substance pollution legislation

Fluoridation of water against tooth decay


3.
Having distinguished prevention from Health Promotion, we move into more depth on prevention, but also incorporate both within a framework which delineates levels of action.

4.3
Levels of prevention 

Prevention strategies are often categorized at three levels – primary, secondary and tertiary, defined in the table below. Tulchinsky and Varavikova (2008) however, precede these three levels with the Health Promotion level of prevention (which is also termed by some as “Primordial prevention” (Joubert & Ehrlich, 2008: 64) which they define as “fostering individual and community standards of behaviour conducive to good health, promoting legislative, social, or environmental conditions that reduce individual and community risk, and creating a healthful environment”. Sometimes Health Promotion and the primary prevention level seem to overlap and the differentiation is vague, e.g. some would call tobacco control legislation a preventive strategy, while others might regard it as part of a Health Promotion undertaking. Health Promotion tends to involve stronger involvement of the public or community and engages advocacy as an important part of its strategy. You will learn more about these debates in your Health Promotion for Public Health I module.

Your setwork by Lucas and Gilles (2003) provides a table on page 3, which is much more complex than the above: it adds five stages of prevention – two under Primary Prevention (General Health Promotion and Specific Prophylaxis), and two under tertiary prevention, namely (Limiting Damage and Rehabilitation). They also add the target population to each of the three levels. Add these to the table below under 3b.

This table tries to clarify the levels of prevention and provide examples. Note that a TB example is run through column 3 to demonstrate the different levels.  You should try to fit each of your examples from Task 5b above into the appropriate level of prevention in column 4.

	1 PREVENTION LEVEL
	2

DEFINITION
	3

EXAMPLES
	4

YOUR EXAMPLES
	5

WHO IS INVOLVED?
	6

TARGET GROUP

	Primordial
	Health promotion aims to foster healthy communities, individuals and environments and addresses “upstream” determinants which are often “structural”, i.e. Related to laws, economics and politics, and may also influence more than one health problem.


	Public campaigns on road safety; legislation and public education on tobacco control;

TB example: community-based advocacy and legislation for less crowded housing and nutrition


	Fill in your examples:
	Persons from many professional backgrounds and sectors working in many different professional settings.
	See Chapter 1 of Lucas & Gilles, 2003: page 3 and fill them in below:

	Primary Prevention
	Primary prevention aims to prevent the onset of a health condition.
	Through polio immunization; growth monitoring of young children.

TB example: promoting personal hygiene and hand-washing; BCG immunization.


	
	Health care providers and their support teams, including community members
	

	Secondary prevention
	Secondary prevention aims for early detection of diseases through screening, or interventions to avoid the spread of disease.
	Pap smears; blood pressure checks for hypertension.

TB example: Screening: sputum and X-ray
	
	Health care providers and their support teams, including community members although health professionals tend to play the major role here.


	

	Tertiary prevention
	Tertiary prevention (or ‘treatment’) aims at limiting damage once disease occurs
	Rehydration to prevent dehydration from diarrhea; rehabilitation of stroke sufferers to avoid falls.

TB example:

Treatment of TB


	
	Health care providers and their support teams, including community members although health professionals tend to play the major role here.
	


Please note that levels of prevention are DIFFERENT from levels of care within the health service which include:

· “community”; 

· “primary” e.g. clinic, health centre;
· “secondary, e.g. district hospital;
· “tertiary” e.g. provincial or regional hospital; 
· “quarternary”, e.g. central super-specialist referral hospital. 
The different levels of primary, secondary, and tertiary prevention may be undertaken at ANY level of the health service. For example, oral rehydration can be undertaken at community, primary, secondary, tertiary and even quarternary levels. These levels of care are described in greater detail in Population Health and Development: A Primary Health Care Approach I. 

4.4
A Population-wide Approach

As you will have recognized, Public Health therefore has prevention and Health Promotion as its focus, but there is another dimension to it which we need to discuss: “Public Health studies the distribution of disease and positive attributes of health in whole populations” (Baum, 2008: 14). This population-wide focus lies at the core of a Public Health approach and as you have seen above, tries to prevent the disease before it occurs. 

For many clinically trained professionals this is the aspect most different from their experience and perspective. Instead of dealing with the curative or rehabilitative aspects of illness or disease, it is as if the Public Health professional stands on a high building or lookout point and surveys the whole community in order to identify the best strategy for ensuring better health, using Public Health programmes as their tools. 

Walley, Wright and Hubley (2001: 2) point out that the concept Public Health is sometimes used as a synonym for “community health”. 

They also present various definitions of the concept population as follows:

· an administrative area – such as a health centre, catchment area, a district, a province, or country;

· a specific population group such as children, [youth], or mothers;

· a specific disease group (including people at risk of the disease) such as sexually transmitted diseases and AIDS or leprosy and tuberculosis.
They make the important point that a Public Health professional is responsible for the health of the whole population in the sense of not just those who happen to use their health services or who have easy access to them. This might ring a bell for some of you who work with populations in remote areas: we all know how cities tend to be better resourced than rural areas, and how the rural and urban poor are less resourced than those with adequate economic means. There may, for example, be no clinic, poor roads, and costly and infrequent public transport.

This means that extra effort needs to be made by Public Health professionals to reach those living in remote or under-resourced areas. This is known as equity of provision of services, meaning giving everyone a fair chance at accessing health opportunities and services. To make this point more strongly, development theorist Robert Chambers (1983) advocates the biblical phrase that the “last” should be “put first”.  

While equality implies providing resources in exactly the same quantities, equity is not the same as equality: the concept of equity recognizes that people have different needs and different opportunities in life, and it suggests that there should be some level of fairness in distribution, even compensation for those who may need more and often have less. In colloquial terms, this suggests that there should be some means of “levelling the playing field” at least when it comes to health. 

	TASK 7 – How far would your government go towards health equity?

1. 
Think about the idea of equity of provision when it comes to health. Give the current government of your country a score out of 10 showing how likely they are to accept your definition of health if it meant they had to make equitable provision including safe, waterproof housing? See article 25 of the Universal Declaration of Human Rights below (UN Declaration of Human Rights, 1948).

Article 25

(1) Everyone has the right to a standard of living adequate for the health and well-being of himself and of his family, including food, clothing, housing and medical care and necessary social services, and the right to security in the event of unemployment, sickness, disability, widowhood, old age or other lack of livelihood in circumstances beyond his control.


FEEDBACK 

1.
Did you give a score of 6 or above? That’s great if you did! Please let me know which country would do this, as I would like to live there too! If equity in Public Health also meant that everyone should have a secure, insulated, waterproof shelter or access to clean water, then equity of provision will cost government more than it would cost if health meant only treatment of diseases.

5
EQUITY AND HUMAN RIGHTS


Equity of access is part of a cluster of ideas related to human rights which have

been embedded in mutual social norms (of helping each other) deep in social and cultural history. When in 1945 the United Nations formalized the Universal Declaration of Human Rights, recognizing “the inherent dignity and ... the equal and inalienable rights of all members of the human family ...” (UN Declaration of Human Rights, 1948), they provided an influential basis for government policies and public opinion. At the same time, the WHO established their definition of health as, “… a complete state of physical, mental and social well-being, and not merely the absence of disease or infirmity” (WHO, 1948).

This definition was still current at the landmark International Conference on Primary Health Care held on 12 September 1978 at Alma-Ata in Kazakhstan. At that conference a significant vision, which will be given more space in your second module, was put forward, asserting health as a right. Article I of the Declaration states:
The Conference strongly reaffirms that health, which is a state of complete physical, mental and social wellbeing, and not merely the absence of disease or infirmity, is a fundamental human right and that the attainment of the highest possible level of health is a most important world-wide social goal whose realisation requires the action of many other social and economic sectors in addition to the health sector (WHO, 1978).

Here health is raised to the status of a fundamental, human right and the attainment of health is emphasized as an important goal which requires action by more than just the health community. Reflecting on the socio-political and economic conditions surrounding this historic assertion, Dr T. Sundararaman, the Programme Coordinator of the Public Health Resource Network (PHRN) of India notes:

In 1978, the nations of the world came together in adopting a declaration, which is since known as the “Health for All by 2000AD” declaration. A set of historically defined processes led to [its] adoption … at such a juncture. One of these was a set of technical inputs. There was now enough knowledge of diseases and their causation to assert that health was largely determined by a set of social and economic factors and that the vast majority of diseases could be prevented or treated by simple and affordable technologies. Also there was accumulating experience from all over the world that though social and economic development was the key, even within current socio-economic circumstances, a much higher level of health could be attained if the primary health care strategy was adopted.

Simultaneously, both socialist countries and other social democratic countries had made universal health care central to government priorities, and the attainment of health had come to be seen as a basic requirement of modern civilised society. The process of de-colonisation was nearing completion. As the third world struggled to emerge as independent nations there was a consensus that attainment of health in these newly independent nations would be a priority for international cooperation. The Declaration of Alma Ata is considered the highest and best attainment of the World Health Organisation and one of the major achievements of the United Nations

 (Sundararaman, 2007: 5).

Having asserted that health is a human right, where do we go from here? Is it sufficient, as a Public Health professional, simply to believe it should be so, when all around us we can see that this is not the case? The next reading illustrates a strategy undertaken in South Africa by the Peoples Health Movement to change the “corrosive” health circumstances of young children living in poverty.

	READING

Reynolds, L. & Sanders, D. on behalf of the PHM. (2008). Submission to the SA HRC. Cape Town, RSA: PHM. 





Read this submission by the People’s Health Movement which was presented at a hearing of the Human Rights Commission of South Africa in 2009. 

	TASK 8 - Respond to a strategy to asserting a health issue as a Human Right 

1.
What are the factors which need to be addressed to reduce overcrowding in this quarternary hospital and to limit the occurrence and severity of diarrhoea amongst small children living in poor areas of Cape Town?

2.
Think about and jot down your reactions to this initiative – the submission to a national statutory body concerned with monitoring the Constitutional enshrinement of Human Rights.

3.
Going back to the Editorial by Sanders (2006) which you read above “A Global Perspective on Health Promotion and the Social Determinants of Health”, what strategy did he (citing Kickbush, 2003) suggest to improve populations’ living and health conditions? How does it relate to the submission to the Human Rights Commission?




FEEDBACK 

Since question 1 aims to orientate you to the initiative, and 2 tries to elicit your reaction, we will only provide an answer to question 3. Sanders cites Kickbush (2003) who suggested that the time had come for civil society to take up the issue of the determinants of health by making sure that global governance takes on the right to basic health where governments fail (Sanders, 2006).

The act of bringing health conditions in a hospital in Cape Town to the attention of a national Human Rights Commission is an example of civic action, or “evidence-based advocacy” which fits squarely into Kickbush’s suggestion, and the conceptualization of Public health as Health promotion. You will encounter further examples of this in later material in the module on Health Promotion for Public Health I. 

6
SESSION SUMMARY



Thirty years later the contestation around defining health and how to achieve it for all continues. Latterly, the, Commission on Social Determinants of Health (reporting in 2009) noted that health inequity has become an ethical imperative, stating: 

The poorest of the poor have high levels of illness and premature mortality. But poor health is not confined to those worst off. In countries at all levels of income, health and illness follow a social gradient: the lower the socioeconomic position, the worse the health.

It does not have to be like this and it is not right that it should be like this. Where systematic differences in health are judged to be avoidable by reasonable action they are, quite simply, unfair. It is this that we label health inequity. Putting right these inequalities – the huge and remediable differences in health between and within countries – is a matter of social justice (WHO. Preamble to Commission on Social Determinants of Health Final Report, 2008 Executive Summary).

You have reached the end of the first session, a rather long session with lots of tasks. Hopefully you undertook some of the tasks, otherwise you may not have gained much from it. 

In the course of it, you defined health and Public Health and thought about the significance of equity and human rights in relation to health. In the next session, we will explore some of the key moments in the history of Public Health.

In future sessions there will be more reading, so work consistently. Remember that the more you read, the better you get at it, and then suddenly, the frustration disappears and you will be doing it as a matter of course!
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Unit 1 - Study Session 2

The arena of Public Health interventions and strategies



Introduction 

The aim of Session 2 is to give you an insight into how Public Health works in practice to address the health of whole populations. We start by discussing the complexity of the health system and the range of sectors involved in it. We explore some manifestations of it at the international level, and then focus on a case study which we relate to a range of Public Health actions. A model for understanding Public Health action is introduced.
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1
LEARNING OUTCOMES OF THIS SESSION



	By the end of this session, you should be able to:

	· Describe what is meant by a health system.

· Differentiate the different types of Public Health action.

· Study examples from other contexts and relate them to your own.

· Apply a model of the Public Health Implementation Cycle to a case study.

· Analyse your PG Diploma Programme and how different components relate to the implementation cycle.




2
READINGS 


The readings for this session are listed below. You will be directed to them in the course of the session. Use the first author’s surname to find the reading in the Readings sub-folder. 

	Author/s
	Publication Details

	Birn, A-E., Pillay, Y. & Holtz, T. H.
	(2009). Ch 13 – Towards Healthy Societies: From Ideas to Action. Textbook of International Health: Global Health in a Dynamic World. New York/Oxford: OUP: 656–693. 

	Lucas, A. O. & Gilles, H. M.
	(2003). Ch 15 – International Health Co-operation. Short Textbook of Public Health Medicine For the Tropics. London: Arnold Publishers: 363–374. [SETWORK]

	Lucas, A. O. & Gilles, H. M.
	(2003). Ch 13 – Environmental Health. (2004). Short Textbook of Public Health Medicine For the Tropics. London: Arnold Publishers: 337–345. [SETWORK]

	Bartram, J.
	(Jan 2008). Flowing Away: Water and Public Health Opportunities. Bulletin of the World Health Organization, 86(1): 2. 


3
PUBLIC HEALTH IN ACTION

The first question to answer is where does Public Health action take place and who is responsible for it?

There have been changes over time in the way Public Health has been conceptualised, and there is recognition that the New Public Health should have a much wider arena of operation than the old. The old Public Health focused primarily on the measurement of health problems (epidemiology) and on environmental measures to address them, while the New Public Health engages a multidimensional strategy, with a stronger emphasis on Health Promotion or “primordial prevention” that addresses the root causes of health problems.

As you will remember from Session 1, the definition we have given to Public Health emphasizes the preventive and promotive elements of health action: the arena is therefore all those places, settings and institutions, wherein prevention and promotion take place. It must however be remembered that Public Health action is wider than health-related practices. The social determinants of health require inter-sectoral participation in the health system by a wide spectrum of governmental and private sector players. Public Health action also involves policy makers, global health structures such as the WHO, and those who negotiate and monitor international trade agreements. 

3.1
More than the Health Care Services

When you think of Public Health action, it is likely that your mind turns first to the health care services which are delivered to individuals at multiple levels; however Public Health involves much more than individual clinical services. This will be discussed later in this module. We have already noted the multiple levels of the health services which include community, primary, secondary, tertiary and quaternary levels. 

In addition, the health services are in many contexts structured, for the sake of enhanced delivery, as a decentralized or district health system (DHS) comprising community health workers, nurses at clinics, staff at district hospitals and management of district health teams, performing actions whose primary purpose is to improve health. The district health system, one of the key drivers of Public health action, however, includes community, primary (health posts, clinics and health centres) and secondary health care services (district level hospitals), plus school health services, administration, planning, policy and management. Also part of the district health system, are those working at district or municipal levels performing functions in relation to water and sanitation for example. The DHS is explored in more detail in Population Health and Development: A Primary Health Care Approach I. 


Public Health action includes all of the above, plus some aspects of clinical services, (e.g. screening for diseases, immunization, etc) at provincial and quaternary levels; it is, however, a wider arena than just the health services. It is concerned with multiple sectors, particularly those affecting the socio-economic life of a population and thus their health. So we are saying that Public Health action is also located in those places where the social determinants lodge – in government ministries of trade and industry where international trade agreements that ultimately affect health are negotiated; in departments which develop policy and manage housing, water and sanitation; in parastatal research institutions, e.g. the Medical Research Council which provides direction to health campaigns such as provision of anti-retrovirals; in municipalities and rural districts; organizationally, Public Health action also takes place in non-governmental and faith-based organizations which supplement the work of government health departments, in community structures where people can play a role in the prevention of disease and promotion of their own health as well as in private sector industries such as mining, where air quality is monitored and employees are screened for mine-related health problems. 

Finally, there are those institutions such as the World Bank which are alluded to in the article you read about the social determinants of health in Unit 1 (Sanders, 2006), and whose interventions contribute to the formulation of global trade agreements. 

In Session 1, we highlighted the point that Public Health interventions and actions should be broader than the health care services, and emphasized an inter-sectoral approach, where different government departments and players outside government (in areas such as water, sanitation, trade and industry, labour, land and agriculture, housing and social security, and agriculture) work together in an integrated way to improve the social conditions under which people live.

3.2
A framework for understanding Public Health action

The chapter we ask you now to read is titled “Towards Healthy Societies: From Ideas to Action” and is a compendium of examples of Public Health action, organized in three clusters. These case studies and examples are illustrative of a social ideal put forward for Tanzania in 1968, when Julius Nyerere became its first post-colonial president. His vision for society is apt for an approach to Public Health which seeks to integrate action on the social determinants of health. Note that the chapter deals with international Public Health, which looks comparatively at the interactions between Public Health actions and initiatives across the world and between countries.


In considering international Public Health, the authors provide a framework of three broad sites of Public Health action, which is helpful in organizing one’s thoughts: it looks like this:

	The “Disease Control” Conception of International Health

	Healthy Societies

	Healthy Public Policy


TASK 1 – Identify relevant examples of Public Health

1.
Read this chapter before you go any further, and select two examples from each section of the framework which have relevance to your own context, either because of their positive potential in preventing or promoting health, or because the limitations that are described seem similar to experiences in your own context. Motivate the relevance of this example to your context.

2.
Now take your own country as an example, and identify no less than five examples of Public Health action and 5 potential sites of Public Health action. Try to avoid focusing only on the health services.

3.
Organise these actions into the three broad sites of action presented in the reading above.

FEEDBACK

Here is an example of an answer to this question for you to see if you are on track:

1.
As an example of the “Disease Control” Conception of International Health, I chose the UNICEF Child Survival Campaign for its relevance to the South African (SA) context. In SA and Cape Town in particular where we have world renowned curative services, our hospital based medical approach to the problem of diarrhoeal disease clearly does not adequately address this disease, one of the main threats to child survival. Between 2001 and 2008, admissions to the Red Cross War memorial Children’s Hospital rose by 58%, or 8.2% per year; lack of adequate services such as clean water and sanitation and overcrowded dwellings in the informal settlements where children live made them vulnerable to diarrhoea, tuberculosis and pneumonia (Reynolds & Sanders, 2009). 

A number of these examples are relevant to our Public Health context, either because of their limitations or their potential.

2.
Five examples of Public Health action in my country are:

· Health clubs that promote healthier diets and exercise to counter the growth of non-communicable diseases in Khayelitsha;

· Department of Health poster and radio information campaign on preventing the spread of H1N1 in public places, distributed to clinics, private medical practices, pharmacies, etc;

· Tobacco control legislation; 

· The Child Support Grant provided to parents or caregivers on the basis of a means test to children under 18 years of age;

· Health promoting school projects in Cape Town. 

3.
In relation to the three clusters of Public Health action in the reading, this is how I would organise my examples:

	The “Disease Control” Conception of International Health

Department of Health poster and radio information campaign on preventing the spread of H1N1 in public places, distributed to clinics, private medical practices, pharmacies, etc.


	Although the 2009 H1N1 campaign was part of disease control, it could also be seen as a Healthy Societies action in that it did not involve immunization. 



	Healthy Societies: Developed and Developing States

Health clubs to counter the growth of non-communicable diseases in Khayelitsha

Health Promoting Schools project in three formally disadvantaged schools in Cape Town 


	These are Health Promotion interventions which aim to do more than educate community members, but also to engage them in behaviour and lifestyle change as well as a sense of their own agency in the process. 

	Healthy Public Policy

The Peoples Health Movement advocacy of child rights to health to the South African Human Rights Commission

Tobacco legislation

The Child Support Grant provided to parents or caregivers on the basis of a means test to children under 15 years of age


	South Africa has in recent years embarked on a number of actions involving healthy public policy. An area which has been neglected, however, is alcohol legislation, which lags behind tobacco legislation.


4
WHO IS INVOLVED IN PUBLIC HEALTH ACTION? 



In answer to this question – who is involved in Public Health, we can take a generalist stance and say “Anyone who is involved in improving health services and programmes, or advocating better living conditions, is involved in public health” (Walley, Wright & Hubley, 2001: 5). These authors go on to remind us that Public Health is a multi-professional discipline where professionals from health, the allied health professions (such as physiotherapy, psychology, occupational therapy), social welfare, nutrition, environmental health, education, development studies, economics and a good number of other sectors come together. What they have and need in common is a Public Health perspective, a population-wide approach, and a cluster of skills integrated and applied to the sites in which they work. 

To elaborate this point a little, let’s return to the reading from Birn, Pillay & Holtz (2009) and use the three part framework they have devised to expand on those involved in Public Health actions.

Their first cluster, disease control involves mainly those within the health sector: these actions are guided by government epidemiologists, staff of the health ministry, health managers at all levels including city and regional levels; it is also contributed to by information officers in a range of roles as well as health professionals themselves and auxiliary health workers as well as those involved in environmental health work, such as water and sanitation. In addition, those working in health research, in parastatals such as medical and demographic research institutes, play a role in disease control. Presently at the heart of Public Health disease control action in sub-Saharan Africa are malaria, HIV/AIDS and TB. Think for a moment of the wide range of professionals who work to sustain these campaigns and initiatives in state, non-governmental and faith-based institutions and organizations, and in communities themselves.

Their second category, “Healthy Societies” (Birn, Pillay & Holtz, 2009: 666), widens the range of participants involved in the health system considerably. In particular, the authors include selected political leaders, their parties and the implementers of their policies in working towards population health. Not only politicians but those involved in implementing policies in the national economic sector such as trade, e.g. in Costa Rica (Birn, Pillay & Holtz, 2009: 669), and agriculture, e.g. in Cuba (Birn, Pillay & Holtz, 2009: 670) contribute to enhancing population health. Furthermore, those who implement social protection initiatives in countries like Uruguay (Birn, Pillay & Holtz, 2009: 672) to address their economic crises are also part of the Public Health sector. In this category, however, it is not only the leaders who are involved, but importantly the citizens themselves, who agitate for, and participate in the development or contestation of policy. Look at the example of Porto Alegre in Brazil (Birn, Pillay & Holtz, 2009: 678) where a high level of inclusiveness in complex processes such as participatory budgeting mean real and meaningful contributions come from the population itself.

The third cluster of actions “Healthy Public Policy” (Birn, Pillay & Holtz, 2009: 680), widens the range of those involved in Public Health even further, as this is the set of actions that attempts to span and link sectors. These actions are the primordial (Health Promotion) actions which seek to “… reduce social inequalities in health” (Birn, Pillay & Holtz, 2009: 681). 

Those who subscribe to these actions in the original sense accorded to them in The Ottawa Charter for Health Promotion of 1978, (Birn, Pillay & Holtz, 2009: 681) which you will learn about in your Health Promotion module, would be engaged in making change at a structural level within society. Brazil and Sweden for example have made efforts to ensure that Health Promotion “… is a component of policy development in all government sectors” (Birn, Pillay & Holtz, 2009: 681). The examples of Healthy Cities projects cited (Birn, Pillay & Holtz, 2009: 682) involve municipal authorities, the communities they work with and those who implement a range of services for cities, e.g. transport, water and sanitation, to make cities safer, cleaner and more conducive to population health.

This is indeed a wide range of participants, but it should not be forgotten that working in the background of all of these contexts are those state and private sector personnel who develop health human resources plans, and select and train personnel for these roles within Public Health. Don’t forget that guided by institutional mission and the policies of its leadership, health human resources are critical players in the field of Public Health. It is noted that personnel may account for ±70% of recurrent health sector expenditure (Green, 1999).
I wonder how many of you realized how strongly policy is engaged and implicated in the success of Public Health! Were you aware of your potential role and responsibility to influence policy in the Public Health arena? You will explore this issue further in Unit 3 and in your module on Health Promotion. In the meantime, here is a brief summary of the nature of policy.

Health policy it is said “embraces courses of action that affect sets of institutions, organizations, services and funding arrangements of the health care system. It goes beyond health services, however, and includes actions or unintended actions by public, private (including households) or voluntary organizations that have impact on health”

 (Walt 1994 in Gilson & Erasmus, 2007: 16)

We cannot end this section on who is involved in Public Health action without reference to the international or global organizations which contribute to and sometimes guide Public Health internationally. Please skim through Chapter 15 International Health Co-operation of your setwork in order to clarify who is involved in the Public Health sector at this level.


5
WHAT IS INVOLVED IN PUBLIC HEALTH ACTION?


This model of Public Health action developed by Mickey Chopra and David Sanders is based on UNICEF’s “Triple A” (Assessment, Analysis, Action) cycle and captures the set of actions we include in Public Health; if you were starting from scratch, you would be involved in Assessment or conducting a situational assessment in order to understand the particular context, the population, their socio-economic circumstances, their environmental resources and constraints, and of course the health problems they experience. You will be introduced to this process and undertake a situational analysis/assessment in Population Health and Development I, your second Postgraduate Diploma module. 

Following the development of a community profile, which is essentially a fact-finding process, analysis is undertaken using epidemiological tools and qualitative methods: after this, actions are prioritized. In the course of analysis, we identify causes of a particular problem, interrogate the levels of causation and their risk factors including the social determinants that may underpin the problem. 

Public Health action follows, which in Sanders’s and Chopra’s elaboration includes planning to intervene which leads to Public Health intervention, its implementation and management. In time, once the intervention has been implemented and managed for some time, you would evaluate its effectiveness and potentially modify existing policy to consolidate changes in the health system. Finally, if such policy is to be accepted and successfully implemented, advocacy and team building would be necessary in order that the intervention is successfully achieved. Sometimes team building occurs early on so that different aspects of assessment and analysis can be undertaken by different individuals who may have different skills.

At the heart of Public Health action, however, argue Sanders and Chopra (c.2005), is ongoing capacity development because the cycle cannot be undertaken unless sufficient capacity is developed amongst the various players in the field.

Implementation Cycle of Public Health Action




(Sanders, & Chopra, c.2005.) 
All these actions must be supported by training, mentoring and capacity development in line with changing knowledge, technologies, contextual understandings and the need for increased and re-orientated capacity. This process of capacity development is central to successful implementation.

The implementation cycle displayed above has been used as a metaphor and a template for the curriculum you are currently studying. If you look at the table below, you will see the intended equivalences of modules to key areas of Public Health action.

	Action from the Public Health Implementation Cycle
	Equivalent module in the Postgraduate Diploma in Public Health

	Conceptual framework for Public health
	Introducing Public Health: Its Basis and Scope



	Conceptual basis of Primary Health Care

Assessment 
	Population Health and Development: A Primary Health Care Approach I

	Analysis of causes of a problem


	Descriptive Epidemiology

	Planning 

Implementation 

Management

Team building


	Management Strategies for the Public Health Services I

	Monitoring and evaluation
	Monitoring and Evaluation for Health Services Improvement I



	Policy 

Advocacy

Evaluation


	Health Promotion for Public Health I


Applying the implementation cycle in a Public Health context

One of the key areas of intervention with regard to Public Health is water and sanitation. Read the section on water and sanitation in Lucas and Gilles (2003) as well as the call to re-engage with the issue of adequate supplies of water as a Public Health measure by Jamie Bartram (2008) before undertaking the task.

	READINGS

Lucas, A. O. & Gilles, H. M. (2003). Ch 13 - Environmental Health. (2003). Short Textbook of Public Health Medicine for the Tropics. London: Arnold Publishers: 337–345.

Bartram, J. (Jan 2008). Flowing Away: Water and Public Health Opportunities. Bulletin of the World Health Organization, 86(1): 2.




	TASK 2 – Analyse a case study in Public Health implementation

This case study was developed by an MPH student with SOPH and is used with her permission. She was at the time working at the hospital in a town which we have called Tarkavale in sub-Saharan Africa. The informal settlement we called Kavu Mahali (Dry Place).

a)
Read through the case study below.

b)
Then use the Implementation Cycle model above to draw a diagram representing the strategy you would undertake as the Environmental Health/Public Health officer of the municipality. Develop a Public Health strategy which you would use if you were faced with addressing this Public Health problem. 

The real purpose of the task is to get you used to using the Implementation Cycle. Next to each of the arrows, you should indicate the action that you would take, as well as any capacity development activity which would be undertaken.


Case Study

Tarkavale is situated 60km north of the capital, and is the passage to the coastal and northern areas of the country. It consists of an urban area, where the majority of the population lives, and is surrounded by commercial and communal farms. The district has one hospital and two clinics (Ministry of Health and Social Services (MoHSS, 2008). These facilities cater for a population of 31 706 of which 5 323 are under the age of five years (National Census Statistics, 2005). Though 97% of the district population have a safe (but sometimes communal) water source, 29% have no sanitary facilities (National Census Statistics, 2005). Within the urban and surrounding areas, there is an estimated population of 3 200 settled at Kavu Mahali informal settlement served by two communal taps which dispense 20 litres at a time at a cost equivalent to five rands (for those who know South African currency). Water is purchased using tokens, and transported by wheelbarrow or by carrying. There are no sanitation services, and the community is obliged to use the areas surrounding the settlement where children also play. This places a significant number of children at risk of diarrhoea since they have no access to sanitation and restricted access to water because of the cost.

Gastroenteritis (GE) or diarrhoea is the leading cause of death in children under-5 years of age in Kavu Mahali (HISK2, 2008) and is an avoidable cause of death. Correct and adequate treatment given early could avoid these deaths. It ranked second in the causes for hospital outpatient department visits in 2008 in the same age group (HISK2, 2008). GE incidence and mortality has been aggravated by the Human Immunodeficiency Virus (HIV) which increases the risk of contracting GE and also increases the probability of mortality from GE. 


[image: image2.png]



A child drawing water at a communal water tap in an informal settlement near Tarkavale, sub-Saharan Africa: water is only accessible only with purchased tokens, 2009

GE can be caused by a variety of infectious and non infectious factors. The common infectious causes of gastroenteritis are viruses especially rota viruses, bacteria such as E. Coli, Salmonella, shigella, campylobacter and yersinia; and parasites such as entamoeba, cryptosporidia, giardiasis and cyclospora (National Report, 2008). The mode of transmission for these infections is orofaecal. Prevention of GE is achieved through good hygienic practices – especially handwashing, providing adequate sanitation and the availability of a clean water supply. 
GE may present as a mild self limiting episode, acute rapid dehydration with electrolyte imbalance or persistent diarrhoea with nutritional deficiencies and electrolyte and fluid imbalances (National Report, 2008). It has been observed that children often present to the health facilities with severe dehydration (MoHSS, 2008). These children have a higher risk of deranged electrolytes and fluid imbalances which make adequate resuscitation difficult resulting in death of some of these children, while some of the children are brought in already dead. 

Tarkavale Hospital has no laboratory facilities (MoHSS, 2008). This makes it difficult to diagnose electrolyte imbalances with the urgency that is required. For the above reasons, early presentation to health facilities is necessary to prevent the complications of GE. These complications which can result in death are overwhelming septicaemia, fluid and electrolyte derangements and hypovolemia (depleted blood volume) due to rapid or chronic fluid loss (National Report, 2008). Early presentation to the health facility allows the children to be attended to before they develop these complications. This also makes it important to understand the issues surrounding why caregivers bring their children to the health facilities when it is too late to save them. Caregivers’ reasons for delaying seeking medical attention for their children are complex and varied and may be linked with culture, beliefs and values.

(SOPH, 2008) 

There are a number of ways that the GE problem could be addressed – some more clinical and others aimed at addressing the social determinants of health. Put yourself in the role of the Environmental Health/Public Health officer of the municipality, and using the implementation cycle, develop a Public Health strategy which would address the problem in Kavu Mahali.
FEEDBACK

I hope you have tried to devise a Public Health strategy for Kavu Mahali but to stimulate your thinking, here is how I might have gone about it.

	Stage in the Public Health Implementation Cycle
	Public Health Action

	Assessment 
	Obtain hospital and clinic admission records and mortality statistics from GE over the past two years. 

Read more about the prevention of GE.

Spend two days in the settlement interviewing key community leaders, observing activities; request guided walk with community leaders through the community. 

Hold a focus group with mothers in the community, contacted through clinic referrals.

	Analysis of causes of a problem
	Analyse qualitative interviews, observations and interviews with community leaders; focus on availability and use of water and toilets and hand washing and food hygiene. Analyse hospital records and explore trends, age group, seasons when admissions peak, and so on.

	Community feedback
	As the first step in implementation, but before planning, I would take this information back to the community and hold a stakeholders’ meeting; at the meeting I would present my findings, discuss ways of preventing GE and ask for suggestions as to how we should intervene. I would make it clear, however, that this is a process and will take time. I would ask the community members to nominate and elect a voluntary community consultation committee for future consultation. 

	Planning 

Implementation 

Management

Team building
	Following this, I would work with colleagues to formulate a plan which not only addresses the source of the problem – lack of sanitation and access to water but also includes a hygiene education campaign targeting mothers, teachers and children regarding defecation, handwashing, especially after going to the toilet or changing children’s nappies and before preparing food, and timeous health-seeking when a child has GE. I would also explore the potential with the MoH of a de-worming strategy as there is evidence that chronic worm infestation compromises immune systems. 

Furthermore, I would develop a strategy with mothers and carers in the community to raise each others’ awareness of the dangers of diarrhoea (dehydration) and how to begin treatment (with oral rehydration fluids) at home while on the way to the clinic.
I would plan a budget and a strategy, consult the community, approach the municipality and MoH and local clinical personnel for support: this would be a process of team building, and I would look for ways to ensure that the strategy has long-term goals with regard to housing, services and employment; I would however be realistic here and focus mainly on prevention.

	Monitoring and evaluation
	As I plan, I will set up a monitoring and evaluation plan, and will include the community committee in the process. Evaluation would include regular feedback to stakeholders.

	Advocacy

Policy


	Advocacy for behaviour change would start early on in the community through the hygiene campaign; advocacy for policy change in water supply and toilet provision (and refuse disposal) to the community would take longer, but I would approach the structures within the municipality, share the findings from my assessment, and try to get participation in the whole process from those in the water and sanitation departments, the Ministry of Health and the Housing Department. Only through sustained work is one likely to facilitate policy change, but I would try to invite those with policy responsibilities to visit the community for significant events. 


We have now mapped out a set of actions that a Public Health worker might play in a district health context. It is just a foretaste, as much of your learning will involve preparing yourself to undertake these steps in more detail. However, you have hopefully gained an insight into how the process might work, and also where some of the unfamiliar aspects of the field lie for you.

6
SESSION SUMMARY

This concludes the orientation to Public Health in this module and hopefully serves as an introduction to your Postgraduate Diploma in Public Health in general. What we have tried to do is sketch out the broad scope of Public Health, its conceptualization and some of the changes of perspective that have come about over time. Before you move on to the study session on doing a literature review, write down six to eight phrases which capture the most important topics in this unit, and your impressions of it: this will be helpful to you when you come to your portfolio report. 

7
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Unit 1 - Study Session 3

Develop a literature review (Assignment 2)


Introduction

This is the last session in your first Unit, and it provides preparation for your second assignment and an essential academic skill for the research side of your Public Health training. Before you work through this session, review the Assignment 2 requirements in the Module Introduction or IPH iKamva site. 
The session’s aim is to guide you in developing a literature review. This will involve searching for literature on the Internet, as well as journals and books in an academic library. There are a number of resources relating to searching for literature through the UWC library and a PowerPoint introduction to developing a literature review on your USB flash drive in the IPH Additional Resources sub-folder and IPH iKamva site. Also consult the SOPH Programme Handbook (sections 7.5 & 7.6) for detailed information on accessing the UWC Library and Databases.

Writing a literature review is an important skill as a Public Health worker, even if you do not intend to become a full scale researcher. Reports that you write should have some input on the current state of knowledge and thinking on a topic. When you reach Mini-thesis, this will also form a chapter of your thesis, so it is a skill you should develop as soon as possible. 

Session contents
1
Learning outcomes of this session

2
Readings
3 
Review the instructions for Assignment 2

4
What does a literature review look like?

5
Linking back to the research question

6
Critical review of the literature

7
Write your literature review

8
Session summary

1
LEARNING OUTCOMES OF THIS SESSION



	By the end of this session, you should be able to:



	· Search and locate relevant health information on a specific topic.
· Write a short, critical review of the available health literature.
· Reference your literature review accurately and comprehensively.



2
READINGS


	Author/s 
	Publication details

	Depoy, E. & 

Gitlin, L.
	(1994). Ch 5 – Developing a Knowledge Base Through Review of the Literature. In Introduction to Research. St Louis: Mosby: 61–76. 

	Mouton, J. 
	(2001). Ch 6 – The Literature Review. How to Succeed in your Master’s and Doctoral Studies: A South African Guide and Resource Book. Pretoria: Van Schaik: 90–97. 

	Dane, F. C.
	(1990). Ch 4 – Reviewing the Literature. In Research Methods. Pacific Grove, California: Brooks/Cole: 65–78. 

	School of Public Health, UWC
	(2010). Section 5.3 – Citing and Referencing the Sources That You Use. SOPH Academic Handbook. Bellville, UWC: 52–61. 


3
REVIEW THE INSTRUCTIONS FOR ASSIGNMENT 2


3.1 
Your Assignment task

For the purposes of Assignment 2, you must assume that you are a public official, responsible for monitoring Public Health in your region. A survey has been conducted and a particular health problem has been identified which requires a quick response. So under some pressure, you are now required to learn more about that particular health problem. You set out to read literature relevant to the problem and the context.
Before plunging into your assignment, take a few moments to clarify what you hope to achieve, by when, and the resources available to help you. A plan like this will help you to work systematically through all aspects of this task. In other words, read the instructions for the assignment in the Module Introduction, and because this literature review also has a relationship with your Descriptive Epidemiology dataset and Assignment 2, I would read that too. Remember that the topic changes every year, so we will give guidance without specific reference to this year’s topic. Please also refer to your academic handbook section 5.3 on how to reference correctly and also read about plagiarism so that you can avoid it. 
TASK 1 – Outline the process for your assignment

After reading the assignment instructions, scan through the assessment sections in the Module Introduction or on the IPH iKamva site. In the table below, note down the relevant information. 

1.
 What is the topic? Is the topic related to a particular population group or community? Take a look at the Descriptive Epidemiology assignment to find this out. 

2.
Identify the marks allocated and due dates of the assignment. You will have received a list of assignment due dates (deadlines) for drafts and final assignments from the Student Administrators. These are also on your IPH Study Schedule which is on the IPH iKamva site

3.
Identify the stages in completing the literature review, and write dates into the schedule.

4.
Identify the actions you plan to take and the deadlines you plan to meet. You could wait until later to clarify the actions to be taken. They will become clearer after you have done an initial review of the literature, and clarified a framework for your review. 

	Assignment

Number
	Marks
	Length
	Date 

Due
	Actions to be taken
	Resources identified so far

	Draft 
Assignment 2

Preparation
	
	
	
	
	

	Literature identified
	
	
	
	
	

	Draft written
	
	
	
	
	

	
	
	
	
	
	

	Final 
Assignment 2
	
	
	
	
	

	Revised content
	
	
	
	
	

	Edit and proofread
	
	
	
	
	


FEEDBACK

Hopefully this gives you a sense of the process that lies ahead. You should add the required actions to this table as you work through this session, (e.g. search for studies on Internet), and return to it to remind yourself of where you are in the process. It is important to learn to set interim deadlines in order to reach your target.

4
WHAT DOES A LITERATURE REVIEW LOOK LIKE?



Before you even start searching the literature, make sure that you have some idea of what a literature review looks like.
On your USB flash drive under IPH sub-folder Additional Resources and on IPH iKamva site there is a folder Writing a literature review with a few files providing exemplars of literature reviews. Open Exemplar 1 by a past MPH student, now graduated, Magaywa Magafu, written for the epidemiology assignment in 2006, and used with his permission. Exemplar 2 consists of extracts of a report on Low Birth Weight in the Western Cape Winelands area by Dr Kirstie Rendall-Mkosi, and ex-lecturer at SOPH. Her report should be looked at in conjuction with the powerpoint presentation, and aims to guide you in structuring your literature search and searching strategically.
Read through Exemplar 1 and complete Task 2.

TASK 2 – Examine a literature review

Critically examine this literature review, write down your thoughts about the following:
1.
How is it structured? What are the topics and how are they logically ordered?

2.
What kind of voice or style does it use?

3.
Does the review contain new knowledge developed by the author or existing knowledge?

4.
Are there citations within it? Count how many citations and how many references for quotations there are. (Check page 53 of your academic handbook to refresh your memory as to what citation means 

5.
Do all the references refer to quotations? 

6.
What is the format of the citations?

7.
How does the writer move from one author to the next?

8.
Does the author make recommendations? Should he?

9.
Does the author write any critical commentary?

FEEDBACK

1.
The review is structured using a set of subtopics which move from prevalence at a global level to a local level (giving context); risk factors, Public Health programmes (how the problem is being addressed) and then methodological issues. 
i. General overview

ii. The Situation in Tanzania

iii. Risk Factors for Obesity and “Chronic Diseases of Lifestyle” and Public Health Consequences

iv. Public Health Programmes against Obesity and Chronic Diseases

v. Obesity and “Chronic Diseases of Lifestyle” Research: Methodological Considerations

There are no rules for structure, but the sub-topics must have bearing on the purpose of the review, and follow a logical order.

2.
The voice or style is formal, academic, scientific; the author is reporting evidence and information, but stands back and describes, sometimes discusses, sometimes contrasts views, and occasionally makes a critical point about the validity of the study. The author does not, however, offer opinions. Importantly, he is reporting what others have discovered so the text is full of references to other texts: he uses the authority of other studies to explore the territory.

3. The author reports existing knowledge. This is not his research, it is a compilation of the findings of others. 

4. The text is full of citations.

5. There are a few quotations (one in section 2.3) but most of them are simply Citations, indicating where the information was drawn from. (Beaglehole quoted in Donnelly, 2005). However, because it is quoted, it should have a page number.
6. The citations consist of the surname only, a comma and the year of publication.
7. To move from one author to the next, you might compare and contrast, or point out the similarities. You could also introduce a different topic with an introductory sentence.

8. No the author should not make recommendations; this is still the early stages of a research study; the author or researcher is simply tracking down what others have said about the topic.

9. Critical commentary is difficult when you are starting out as a researcher; you need to be very familiar with study methods and designs and with the topic itself to make critical comments of other people’s research. Nevertheless under methodological considerations, (last paragraph) there are a few statements that move in this direction: e.g. “Despite the standardisation of obesity and BMI levels by WHO in 1997, there is still much discrepancy in the cut-off points across the world”. 
Now that you have some idea of what a literature review looks like, look at this journal article on the Internet, using Google Scholar. Google Scholar is an acceptable search engine because it has a measure of quality assurance that the articles within it are scholarly and peer reviewed. A journal article would have a much shorter literature review because space in journals is always very restricted, but the authors would aim to locate their study within the context of existing research evidence or knowledge.
Search for a paper by Elizabeth Corbett, Barbara Marston, Gavin J Churchyard & Kevin M De Kock (March 2006). The Lancet, 367: 926–937.

Note how and in which sections of the paper literature is used. 

 What is involved in the literature search?
Start by brainstorming key words and synonyms for this topic, so that you will locate a wide range of publications on the topic. In searching, try to gain an overview of the problem, to identify previous research on it, and to identify studies in comparable contexts. Your aim is also to look at the study methods and findings of previous studies and interventions, to see what could be learnt from them. This search for background information should include social and biomedical risk factors which may have an influence on it. Read the first part of Depoy & Gitlin (1994) who discuss the purpose and process of literature reviews with Task 2 in mind. 

READING
Depoy, E. & Gitlin, L. (1994). Ch 5 – Developing a Knowledge Base Through Review of the Literature. In Introduction to Research. St Louis: Mosby: 61–66. 

TASK 3 – Why review the literature?

From the reading and the assignment instructions, try to answer the question: 

1. 
What is the purpose of reviewing the literature at this stage of the study?

FEEDBACK

Even experienced health workers may not be familiar with every health problem they encounter, and may not know much about its natural history, risk factors or prevention strategies. This is the initial purpose of the literature review: familiarity with the problem helps you to define your study objectives and therefore reach your outcome of addressing the problem. Depoy and Gitlin (1994) define the key purpose very clearly on page 61 at the end of the second paragraph and on page 62. These purposes should guide your assignment. 

Some of the resources that may be helpful include provincial or local authority annual health reports, the Health Systems Trust Annual Health Review, World Health Organization (WHO) or UNICEF reports and other documents. These might provide you with a basis for comparing the data in this report with similar data in other places.
The literature search process
As a postgraduate student and Public Health worker, you need to develop the skill of searching for information quickly and easily when you need it. You will often be faced with new problems and your responsibility is such that you need to develop an in-depth understanding in a short time. 

Never before has so much information been available to us as now, with the facilities of the World Wide Web. If you are not already conversant with using the Internet, you should aim to develop this competence as soon as possible. Refer to your SOPH Academic Handbook for support, try to attend a SOPH Summer or Winter School soon, and look at your SOPH Programme Handbook for information on using the UWC Library Website and Databases. 

In summary, the literature search process has four key steps which are outlined below.

a)
Identify key words 

Use key words to search the relevant health and social sciences databases or library listings, as well as any synonyms for these. Refer also to resources you have encountered previously, such as the SA Health System Review, the Department of Health Annual Reports and articles in the local medical literature.

Identifying key words is an essential time and cost saver. Do so before you go onto the Internet. This is done by:

· Thinking of both broad and narrow subject terms for your topic, e.g. HIV/AIDS (very broad) and HIV among South African teenage women (narrower);

· Identifying synonyms or different terms to describe a topic, e.g. elderly; aged; old age; ageism; ageism; aging; ageing; aged; older adult; geriatric; gerontology. This is an important strategy in order to find all the publications on a topic: different authors and librarians may have used different words, and if you only use one term, you may miss out on thousands of others.

TASK 4 – Identify key words for your search

1. 
Spend 5 minutes brainstorming key words for the problem represented in the study description in the Module Information.

b)
Search for and identify relevant information

Next you will search and identify relevant information. Take a look at Mouton, pages 88 and 89 for a review of sources of information, and read about the process of conducting a search as outlined by Dane (1990).

READINGS

Mouton, J. (2001). Ch 6 - The Literature Review. How to Succeed in your Master’s and Doctoral Studies: A South African Guide and Resource Book. Pretoria: Van Schaik: pages 86–97. 

Dane, F. C. (1990). Ch 4 - Reviewing the Literature. In Research Methods. Pacific Grove, California: Brooks/Cole: 65–78. 

One question that often comes up is how many references will be needed. Mouton discusses the average number of readings for Masters and Doctoral theses. Your final assignment, however, would include between 10–20 references.

c)
Obtain copies

You will then need to obtain copies of the relevant information, whether it is in 

the form of articles, books, journals, monographs, etc, so that you can critically 

review each reference. In many instances you can now obtain full-text references 

off the Internet, especially from such sources as WHO, UNICEF and 

other organisations. Refer to the UWC Library website and the SOPH Academic 

Handbook for information on how to use these databases. Remember that as a UWC 

student you have on-line access to hundreds of journals, as well as the possibility of 

ordering hard copies through the UWC Inter-Library Loan system (See SOPH

 Programme Handbook).

d)
Take notes for your literature review

As you take your initial notes for sections of the literature review, you should list these references accurately in the correct format, and use the correct in-text referencing style. The SOPH Academic Handbook (see below) concentrates on the Harvard Style and provides guidance on using this style. You may choose your preferred style, but what is important is that the in-text and reference list formats are consistent and correct! In addition, it is essential that you never copy anything down verbatim without putting it in quotation marks and referencing it – not a sentence nor even a phrase, and certainly not parts of the Module Guide! Do not underestimate the importance of referencing: it is essential in any academic or research undertaking, and at postgraduate level, you cannot afford to be casual about it. Locate the section on Referencing by using the Contents list in the SOPH Academic Handbook. 

READING

Alexander, L., SOPH, UWC. (2010). Section 5.3 - Citing and Referencing the Sources That You Use. SOPH Academic Handbook. Bellville, UWC: 52–61. Provided by SOPH, UWC: not in Readings.

TASK 5 – Search the electronic databases

1. 
Having identified your key words, go onto the UWC Library website and use it to search several databases. You could use established electronic databases such as MedLine, MedInfo and others. Below is a list of further databases that you could search. 
2. 
Select articles and abstracts that look relevant. Ask colleagues and other experts for advice on locating other more local sources of information on the topic. Print the reference details and abstracts of articles that seem to be useful. Request copies of the complete articles of those that appear to be particularly relevant. 

FEEDBACK
The following electronic databases may be helpful to you in the course of this module. They can be reached and used from the UWC Library website. If you are accessing databases off campus you will need to authenticate yourself by inserted your Username and Password. See SOPH Programme Handbook for detailed information.
Relevant electronic databases

	Name of Database

	Ebscohost which contains Medline, Academic Search Premier, and many other databases.



	Infotrac



	Scopus: The world's largest abstract and citation database of scientific,
technical, medical and social sciences literature with 13,450 peer-reviewed
titles from over 4,000 international publishers. 




Once you have a selection of key texts, you should study, summarise and discuss them in your literature review. In the process, you will be trying to identify study precedents which may later help you to substantiate your own findings. You will be searching for gaps in the research. You must remember that the discussion contained in a literature review is expected to be critical and to respond to previous research. In the end, a literature review should map out the findings of previous studies, noting their strengths, analysing their methodologies and findings, and noting areas of weakness within them. 
Before you write your literature review, however, try to define some study questions for your study, as these will direct the focus of your review.

5
LINKING BACK TO THE RESEARCH QUESTION


Remember that your research questions should be borne in mind as you write your literature review. In other words, you will be asking:
· What is already known about this in the literature, or other reports? 

As we have already said, this is the reason for the Literature Review, to understand what is already known about the health problem you are concerned with. It may be that the answer to your study question is already in the literature, in which case there would be no reason for you to research it. However, you could do a study to see whether your own findings would be the same because even when answers can be found in the literature, they are not necessarily specific to the local context in which you work. 

The process of conducting your study will be guided by your research question/s which will eventually inform your aim and objectives. Note, however, that your own assignment objectives/questions may be developed further as you get more familiar with the study topic and the data.

6
CRITICAL REVIEW OF THE LITERATURE



Once you have selected sufficient relevant information, you should systematically critique the material you have assembled and prepare a summary of the main points. This reading guides you through this process.
READINGS

Mouton, J. (2001). Ch 6 – The Literature Review. How to Succeed in your Master’s and Doctoral Studies: A South African Guide and Resource Book. Pretoria: Van Schaik: 90–97. 

TASK 6 – Critical review of the literature and organisation of the information into themes 
1. 
After reading several of the texts you have found, organise the key findings around themes, that is main topics or questions you need to answer in your report. Choose subheadings to reflect these issues and write an integrated summary of what the literature says about each issue.

2. 
 Be sure to assess the quality and appropriateness of the research methods used to generate the results and comment critically on the conclusions. 

FEEDBACK

From this point, you should develop an outline for your literature review, and begin to see how you can systematically and clearly present the information you have just reviewed. In general this will correspond to option (3) from the reading by Mouton (2001) “By Theme or Construct” on page 93. 

It may also be useful to prepare tables which display the main findings from different researchers alongside each other. Methodological features such as sample selection and size are just as important to consider as the main research results. 

Do as much as you can at this stage, but be prepared to revise your Literature Review after you receive feedback from your lecturer. 

7
WRITE YOUR LITERATURE REVIEW



At this stage, you should write a review of the information you have just examined and submit it as your assignment. Drafts are also welcome as long as they are well ahead of the deadline. 
You will receive comments on your Literature Review, which will enable you to make improvements before final submission as part of the report. 

	TASK 7 – Prepare a review of the literature
Your assignment should include:

· a Title Page 
· an Introduction to the topic and problem

· the Literature Review section (arranged thematically, with proper in-text referencing)

· the corresponding Reference List in the correct format

· a conclusion.
Check everything carefully, particularly the referencing style required.



FEEDBACK

Your lecturer will provide feedback on the draft you submit.

8
SESSION SUMMARY



Well done - you have come to the end of Session 3 and Unit 1. Hopefully you feel a little better orientated to the field of Public Health, and have encountered some interesting readings, resources and questions. In relation to the session you have just completed, you should start searching for literature for your review now. Assignments of this sort need quite a lot of preparation and time to process your ideas. Take heed of the tips in the powerpoint presentation, and record references immediately; track any direct quotations with great care, making sure that you NEVER copy or cut and paste anything without varying the font or colouring it. You should always know when something is copied otherwise you may end up assuming these are your own words, and risk plagiarism. 

Unit 1 has attempted to give you an overview of the field of Public Health and some of its key concepts and considerations. In the next unit, you will focus on diseases and their etiology - because as we have noted on several occasions over the past sessions, in order to prevent diseases, it is essential to understand its biological basis. Take a well deserved break before starting Unit 2! 

UNIT


1








Conceptual framework





A conceptual framework is a set of explanations of concepts which are commonly used for a particular topic. 








Communicable diseases 


Diseases that can be passed from one source to another, e.g. TB, HIV or malaria.











Political economy





Have you ever considered what we mean by economy and have you heard the term – political economy? A dictionary definition of economy is -  the administration of the material resources of a state, while Political Economy is more interesting in relation to Public Health and means – “the science of production consumption, distribution of wealth” (Chambers Concise Dictionary, 2009).








READING





Lucas, A. O. & Gilles, H. M. (2003). Ch 1 – Concepts in Public Health and Preventive Medicine. (2003). Short Textbook of Public Health Medicine For the Tropics. London: Arnold Publishers: 1–5.








Your setwork by Lucas & Gilles (2004) differentiates four approaches including Preventive and Social Medicine, Community Health and Community Medicine.











The People´s Health Movement (PHM) has its roots deep in the grassroots people's movement and owes its genesis to many health networks and activists who have been concerned by the growing inequities in health over the last 25 years. The PHM calls for a revitalisation of the principles of the Alma-Ata Declaration which promised Health for All by the year 2000 and complete revision of international and domestic policy that has shown to impact negatively on health status and systems.


Visit their website at: � HYPERLINK "http://www.phmovement.org/" �http://www.phmovement.org/�











Levels of service versus levels of prevention





It is important not to confuse the levels of service with the levels of prevention discussed in Session 1. They are different. The different levels of primary, secondary, and tertiary prevention may be undertaken at ANY level of the health service. For example, oral rehydration, an instance of tertiary prevention, can be undertaken at community, primary, secondary, tertiary and even quaternary levels. These levels of care are described in greater detail in Population Health and Development: A Primary Health Care Approach I. 








READING


Birn, A-E., Pillay, Y. & Holtz, T. H. (2009). Ch 13 – Towards Healthy Societies: From Ideas to Action. Textbook of International Health: Global Health in a Dynamic World. New York/Oxford: OUP: 656–693.








READING 





Lucas, A. O. & Gilles, H. M. (2003). Ch 15 – International Health Co-operation. (2004). Short Textbook of Public Health Medicine for the Tropics. London: Arnold Publishers: 363–374.














Risk factors





The term “Risk factors” is used in two ways: 





(1) attributes associated with an increased probability of a disease which are not necessarily causal (and are also called risk markers), e.g. obesity for cardiovascular disease; 


(2) attributes that actually increase the occurrence of a specified event, e.g. smoking and are therefore believed to be causal (also described as determinants) (adapted from Vaughan & Morrow, 1998: 165).
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