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				Ethical Global Health Practices

				Case 1

				You are a pre-clerkship medical student participating in a clinical elective in Ethiopia. You are there for four weeks under supervision of a faculty member from your home school who has a long-standing relationship with the community in Ethiopia in which you are working. For the most part you have been enjoying the experience, but you have been frustrated on occasion. Yesterday, you waited over two hours for one patient, and a few didn’t show up at all. 

				Today, your preceptor is working in another ward in the hospital when a local nurse tells you to deliver a patient’s baby. You’ve never participated in a delivery before, but feel there’s no other option. You’re about to follow the nurse’s request when another local physician arrives for the delivery. Later on in the evening, a classmate says she is disappointed that you had even considered heading into the delivery suite on your own, when neither of you have completed any clerkship rotations yet. She further explains that on a more structural level, some local doctors disapprove of global health electives, feeling it further burdens resource-limited settings by deflecting resources away from local trainees.1 She also suggests limiting travel on the weekends as it reflects poorly on you as visiting students.

				While you initially feel upset about the conversation, you begin to consider your classmate’s viewpoint, and wonder what you should do.

				Questions

				1.	What are the ethical implications of medical students partaking in global health practices?

				2.	What responsibilities do medical students have in preparing for and guiding their experiences working in limited-resource settings? 

				3.	What does exercising cultural humility look like?

				4.	What do mutually beneficial global health practices look like?
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				Ethical Global Health Practices

				Objectives

				1.	Describe the ethical principles and considerations involved in global health practices.

				2.	Understand how individuals’ intentions may conflict with short-term and long-term impacts of their actions.

				3.	Establish a critical approach to preparing for global health practices, including international electives.

				4.	Understand the role of cultural humility and self-reflection in understanding personal and cultural biases. 

				A Note on Language

				Although the case scenario described above takes place in an international setting, this case will explore important principles to consider when addressing health inequities while working in resource-limited settings on different scales, including the local level.

				It is important to be mindful of the language used in describing health inequity. We use the term global health in this case because of its ubiquity, but recognize that it should not be presumed to be the choice terminology for all limited-resource settings. For example, local or remote populations may favour being described by their communities’ names and reject being described as global health settings. Ultimately, using language that doesn’t conflate international and local limited-resource settings requires further reflection by the global health community.

				Definitions

				Cultural sensitivity: being aware and perceptive of how similarities and differences in cultural values, beliefs, and practices influence healthcare delivery and interactions with patients.2

				*Cultural competence: the acquisition of knowledge, skills, and attitudes related to patients’ cultural beliefs and values.3

				Cultural humility: a term describing the “continual process of self-reflection and self-critique that overtly addresses power inequities between providers and clients.”4

				Cultural safety: a term referring to healthcare interactions in which a “patient feels respected and empowered, and that their culture and knowledge has been acknowledged.” 3

				*Note: in some circumstances, education in cultural competence has resulted in healthcare providers overestimating their understanding of another culture and stereotyping patients based on their identification with a cultural group.5 In contrast with cultural competence, cultural humility “does not have an endpoint or goal; there is no objective of mastering another culture).”4 For these reasons, the terms cultural humility and cultural safety have become preferred due to their focus on long-term processes of growth and reflection while centering the experience of the patient.
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				Background

				Global health practices, particularly in contexts related to medical education, are frequently the subject of ethical debate. A tension exists in balancing exposure to limited-resources settings during the course of students’ medical education and ensuring that populations experiencing health inequities are not taken advantage of and subjected to unsafe treatment. Locally, student run clinics, where medical students take the lead in caring for populations experiencing health inequities under the supervision and guidance of a faculty physician, can have ethical implications if not executed properly. Similarly, international electives require ethical consideration to ensure inequalities between students and patients are not being propagated, particularly in the context of systemic inequity.6

				Cultural Humility

				Without an understanding of the similarities and differences between the culture of our healthcare system, which in Canada is deeply rooted in Western medicine, and the cultural values of our patients, conflict can ensue. Cultural humility requires recognition of power differentials that may disadvantage a patient and continual self-reflection to mitigate the negative impact biases and assumptions may have on health outcomes.5 With a deeper understanding, openness, and appreciation for each other’s cultural beliefs, there is potential for significantly improving patient satisfaction and quality of care. For example, in some cultures, it is considered bad luck to purchase attire and other belongings for babies before they are born. Without exercising cultural humility, healthcare professionals might assume that new parents are unprepared or negligent for coming to the hospital without newborn clothing. This misunderstanding could undermine the therapeutic relationship and heighten an already stressful environment leading up to the infant’s birth.

				Cultural beliefs frequently impact healthcare; some examples include traditional medicines, complementary and alternative therapies, dietary restrictions, not wanting to accept blood products, and more. The impact of colonialism in medicine has often resulted in cultural practices being dismissed as non-evidence based without considering how the therapeutic relationship can be undermined by treating patients condescendingly. Furthermore, these claims often fail to consider how cultural medicines may be exploited or subsumed into the category of “Western medicine” after having been researched.7

				The role of cultural practices in cultivating group and individual identity can also be overlooked. It’s important not to presume that only minority populations have cultural beliefs; rather than making assumptions, it can be helpful to ask all patients what everyday practices they engage in to support their health. Admitting lack of familiarity with certain practices and being open to learning is crucial. It is important to facilitate a culturally safe environment such that patients 
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				feel comfortable sharing information related to their health. An open line of dialogue fosters trust and exchange of knowledge between patients and their healthcare providers.8 With a greater understanding of a patient’s health practices, physicians can explore how to reconcile those practices, or avoid potentially dangerous reactions between medications and other therapies.

				Intention vs. Impact

				A lack of cultural humility can lead to frustration experienced by both healthcare professionals and patients. In the case scenario above, one medical student was frustrated by patients being late or missing appointments, a reflection of their expectations being shaped by a Western time- and appointment-based health care system.1 Local physicians were also frustrated because they felt visiting medical students didn’t have an appreciation for how their experiences were detracting resources from local trainees.1 The classmate who provided feedback was also frustrated, feeling that their classmate didn’t adequately prepare for their international elective.

				Given the potential for global health experiences to cause harm if executed poorly, it is important to consider the difference between intention and impact. When confronted with the suggestion that our actions have been hurtful or poorly received by others, it is easy to become defensive. Responses to feedback may begin with “I never intended to” as a way of mitigating our own unease. Nonetheless, as medical students, acknowledging that even our well-intended actions may sometimes cause harm is important to rectifying any wrongdoings and adjusting our behaviour for the future.9 Furthermore, continually failing to consider the effects of actions blurs the line between good intentions and willful ignorance. Reflection plays an important role when engaging in global health practices, given that breakdown in communication or other misunderstandings may compromise health outcomes. For example, barriers in language may render obtaining informed consent more difficult and increase the chances of patients misunderstanding their medical information.6 Throughout this case, we’ll explore steps medical students can take to participate in ethical global health practices.

				In the case scenario, it is unlikely that the student intended to displace any local trainees or upset the local clinicians by traveling away on the weekends. However, in combination with concerns about limited local resources, these actions led to locals developing a negative perception of the student’s investment and involvement. There are steps students can take to minimize these conflicts from arising. Some are more readily in the student’s control; for example, immersing oneself in the community on weekends instead, saving vacation time for before or after the elective. However, sometimes an issue is more systemic in nature, like taking away resources from local trainees. Some faculties take approaches like proactive scheduling and communicating with field stations to ensure students are participating in electives when local trainees are not in school. Bilateral exchanges have also been proposed to mitigate a power imbalance between universities with partnerships.10 Unilateral exchanges often reinforce a power dynamic as visiting medical 
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				students enhance their education in limited-resource settings away from home, while students in those regions are not afforded the same opportunity. On the contrary, bilateral exchanges may help counteract power differentials by allowing trainees in resource-limited settings the opportunity to learn in resource-abundant environments. Having these conversations with your global health department or elective coordinators before participating in these experiences is an important way to build fluency in thinking critically about global health practices.

				Examples of how visiting medical students may detract local resources include using supplies like face masks and gloves, taking up support staff’s time if translation from another language is required, or time being spent training visiting students that could be spent on local trainees.6 In the case scenario, there are a few steps that could have been taken to avoid the situation of being asked to deliver a baby, a request clearly beyond the scope of the student’s skill level. First, if the medical student was always under supervision from the faculty member of their home school, it is unlikely they would have felt pressured to perform a task beyond their level of training. Second, clarifying students’ level of training with local physicians, nurses, and staff upon arriving could avoid any potential misunderstandings about their skill level later. Third, if the student had a stronger grasp of the local language, perhaps they would have felt more comfortable expressing their discomfort with the proposed task. Furthermore, it would have been ideal for the students to ask ahead of time which supplies they should be expected to bring themselves as to not detract resources from the local hospital or clinic. 

				In the case scenario, the student likely felt that delivering the baby may be an appropriate course of action in the absence of the preceptor. This sentiment is rooted in a few assumptions, namely that the student was better equipped to deliver the baby than the nurse. The student didn’t consider asking if there were other healthcare workers, including nurses or midwives, available with experience.14 The ethical implications of performing a task with no clinical experience will be explored in the next section.

				Ethical Principles

				This section will explore common arguments regarding the ethics of global health practices. In addition to the four traditional ethical principles, a virtue ethics framework may help as well. While examining these approaches, it is important to consider that ethical principles have been largely rooted in Western philosophies and may not reflect differing cultural beliefs.6,16 Keeping in mind the concepts of humility, introspection, solidarity, and social justice while thinking critically about ethical approaches is one important step towards remaining culturally humble.6
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				Traditionally, the four main principles used for consideration in ethics are:11

				1.	Beneficence – considering someone’s best interest

				2.	Non-maleficence – to do no harm

				3.	Autonomy – making one’s own choice

				4.	Justice – doing what is fair

				Now, we’ll discuss these ethical principles as they relate to global health practices generally, and how they relate to the case scenario more specifically.

				Beneficence

				Beneficence is described as considering and doing what is in someone’s best interest, typically contrasted with maleficence, or doing harm.11 When executed well, global health practices allow many opportunities for both visiting medical students and local citizens to benefit. The exchange of medical and cultural knowledge can allow for medical students to become better communicators and more culturally humble clinicians upon returning home, while local trainees can acquire knowledge from visiting faculty members. The experiential element of global health experiences allows for a kind of knowledge to be gained that can’t be emulated through simulation in one’s home environment. Global health electives and pre-departure training encourage students to be socially conscious and to have a more heightened awareness of power dynamics and health inequities in their communities.11 The short-term benefits of this shift in worldview may be intangible but ultimately may lead to long-term health benefits to communities.

				While there are benefits to be gained by students, ultimately, it is most important that global health practices truly benefit the communities they intend to serve.6 Again, the distinction between intention and impact is crucial. While medical students and global health initiatives are rarely poorly-intended, if the needs of patients are not being met or well-understood, it is unlikely that the principle of beneficence is being upheld. Again, thorough preparation for global health experiences and being able to communicate with patients, either directly or through a translator if available, allow for their wishes to be expressed clearly and to remain forefront. As a medical trainee, involvement in patient care is limited by one’s level of training; however, benefit to both patients and students is not solely incurred through direct patient care. The development of long-term sustainable partnerships between sending and host institutions with mutual understanding allows for the strengthening of relationships and exchange of knowledge, which are benefits in themselves.9,12

				In the case scenario, the most pressing matter related to beneficence is delivery of the baby in a skilled manner that is in accordance with the patient’s wishes. It seems likely that neither the patient nor the nurse are aware that the student is not appropriately trained to deliver the baby, which decreases the likelihood of a safe delivery and increases the likelihood of harm being incurred.
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				Maleficence

				Non-maleficence is commonly referred to as doing no harm.11 This principle is very important in global health practices, where students are more likely to be easily persuaded into performing tasks they aren’t trained for, or to feel pressured into performing such tasks if they are alone.14 If a procedure they’ve never performed goes well, at least in the short-term, this action may be dangerous in the sense that it positively reinforces the behavior, and the student may never consider the harm that could have occurred to the patient. It’s particularly important to consider that students typically visit for one to two months, so they often cannot see the long-term impacts of any clinical work they’ve performed. This disconnect may lull them into a false sense of security regarding patients’ health outcomes. In resource-limited settings, students may justify performing tasks beyond their level of training because “no one else is here to do so.” In response, it is worthwhile to consider that the situation would typically be approached in a different way if the student wasn’t there. Furthermore, at home, students are discouraged from performing tasks beyond their scope of training without supervision to avoid unduly compromising patient safety. This does not mean that students should do nothing in the face of emergent situations, but that their course of action may need to be modified (for example, assisting with a task rather than performing it autonomously.)14

				In the clinical scenario, the student may have delivered the baby with no apparent warning signs. However, if the student’s experience was over the next day and they left the community, they would never learn if a complication arose from the delivery that would have been avoided had they not attempted delivering the baby alone. Instead of delivering the baby, the student should clarify that they do not have the skills to do so (ideally this conversation would take place before any clinical activity in the elective). The nurse most likely is better equipped to deliver the baby, especially since they’ve encountered the situation many times before. Again, it is important to highlight the importance of having conversations clarifying a student’s skill level to avoid any situations arising that find them being pressured into performing tasks they lack training to perform.)13

				Autonomy

				Autonomy is the idea of making one’s own choice.11 In global health practices, autonomy is often brought into question due to systemic power differentials. For example, it can be difficult to ascertain if an individual living in poverty has freely made the decision to participate in research if they are remunerated for their participation or if they don’t understand how the research will be used.6 In this context, payment may be a coercive factor such that not participating is not truly an option. The same argument has been applied to other global health practices where visiting students provide payment that is significant to the local community’s economy. Keeping this in mind, it is crucial that efforts are made to minimize any potentially coercive factors, and to minimize any perception of visiting students being more qualified than they are. The cultivation 
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				of long-term, equitable partnerships is one important way to combat the reinforcement of a power hierarchy. On a more individual level, students must be conscious of how they exercise their own autonomy, and this should never compromise a patient’s safety.

				It is also important to consider that in many cultures, particularly those that prioritize collectivist values, autonomy may not be a forefront ethical value.16 Patients may prefer that their family members make medical decisions on their behalf, which can be a stark contrast to how medical decisions are often made in Western societies. For this reason, it is important that medical students familiarize themselves with the cultural practices of patients they will be encountering as best as possible prior to traveling. Continuing to ask questions is also crucial to sustaining cultural humility.

				In the case scenario, as was mentioned during the discussion of beneficence, the patient does not seem to be aware of the medical student’s lack of training. This is one factor jeopardizing her autonomy. Honesty and clear communication are key to making informed decisions, which is one example of how patients can exercise their autonomy.

				Justice

				Justice is conceived of as doing what is fair, often on a larger, structural level.11 It is often questioned if global health practices can occur in a way that facilitates equitable partnerships when there is a huge mismatch in financial and social power.6 Some question how curricula may address these ethical concerns so that medical students are aware of power dynamics before participating in international electives.9

				A common criticism of global health practices is that the good gained through students’ educational experiences may be prioritized over local patients’ well-being.6 For global health experiences to be truly ethical, benefits accrued by visiting students should not take advantage of local citizens or lead to undue harm (see the section on maleficence). As mentioned earlier, bilateral exchanges have been proposed as one way to ensure that opportunities to acquire the benefits of an educational experience are extended to trainees in limited-resource settings. Furthermore, faculties that develop long-term, sustainable relationships with international field stations often send faculty members abroad while students are visiting, minimizing any detraction of local resources to visiting students.1 Faculty members of both the home and visiting sites are then positioned to learn from each other’s medical practices as well. Frequent evaluation of global health initiatives in conjunction with individual reflection is essential to upholding just practices.
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				Virtue Ethics

				Virtue ethics, as first conceptualized by Aristotle, is less concerned with following particular ethical principles per se, and more about striking a balance between extreme traits to focus on being a good person.13 This concept of balance can provide a flexible framework for ethics when engaging in global health practices, which often traverse various cultural standards and norms.13

				Aristotle describes striking the mean between deficiencies and excesses of traits; for example, courage is the mean between cowardice and foolhardiness. Ultimately, the main idea behind virtue ethics is that virtuous people exercise virtuous traits (or alternatively, good people do good things). While the ethical principles are often helpful when needing to break down complex ethical dilemmas, they are rarely viewed in isolation in real-life situations. Sometimes, asking “what would a good person do?” can simplify what appears to be a complicated ethical situation. 

				While less tangible than the four ethics principles described, virtue ethics can be a more intuitive framework to navigate when ethics principles compete, or when cultural norms differ from those we are familiar with.13 For example, in some regions, diagnoses may be withheld from patients if their family feels the truth would be devastating to them, which would be deemed a violation of autonomy in Western contexts. In this situation, the principles of beneficence, non-maleficence, and autonomy conflict with each other. A virtue ethics framework can allow us to navigate these competing interests. Autonomy may be addressed by asking the patient how much information they would like to know regarding their medical situation prior to knowing a diagnosis, and asking how much familial involvement regarding decision-making they would like to have. This approach fosters culturally safe care, instead of imposing a moralistic view of what autonomy means in Western medicine, which could likely result in patients feeling their care is culturally unsafe.

				In the case scenario, a virtue ethics framework would encourage disclosure of lack of training and to find someone more qualified to do so while assisting in any other way possible. Rather than confining the ethics of the situation to the immediate situation, virtue ethics might also encourage reflection from a systems perspective, leading to measures to avoid the same situation from arising again in the future. Sharing this insight with others (for example, future students) while maintaining patient confidentiality could be a proactive measure to avoid compromising patient care in the future.
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				Preparing for Global Health Practices

				Preparation for health practices in resource-limited settings, whether on a local, national, or international level, is crucial to maintaining ethical standards. An educational opportunity for a student should never come at the expense of the safety of a patient, especially in limited-resource settings where patients may be particularly vulnerable.14 While it is important for students to gain experience and confidence working in settings outside of their usual environments, it is crucial that these experiences are preceded by adequate training and coincide with critical reflection.14,15 

				For students embarking on international experiences, pre-departure training is mandatory at some but not all universities.15 Similarly, on a local level, students may be required to participate in seminars or educational sessions before being permitted to work in a limited-resource setting, but this is not always the case. The Canadian Federation of Medical Students (CFMS) outlines five recommendations for criteria of pre-departure training: personal health, travel safety, cultural competency, language competencies, and ethical considerations (keep in mind that the term cultural humility is now preferred to cultural competency.)15 

				Some suggestions for how to prepare for global health experiences are listed below:

				•	Visit a health clinic for a travel consultation and to determine if you require any immuniza-tions

				•	For international settings, the Government of Canada’s travel website includes travel ad-visories, safety and security considerations, entry/exit requirements, and information re-garding health, laws and culture, natural disasters and climate, and assistance for countries around the globe.

				•	Be aware of safety considerations for wherever you are traveling and who to contact if you require assistance

				•	Learn the language as much as you can before leaving; as a bare minimum, you should learn important and common phrases so you can communicate with people as best as possible

				•	Learn about common cultural norms (i.e. attire, appropriate body language, etc.)

				•	Understand how your global health office arranges electives and ask questions if you have any

				•	Be sure your preceptor is aware of what your level of training is and discuss which medical situations you may be exposed to.

				•	Remember that while it may not be possible to become culturally competent, it is always possible to exercise cultural humility. Be aware of your assumptions and biases so you can modulate them accordingly.

				While not always possible, it is ideal to be able to speak to individuals from the community where global health practices will be taking place to ask questions and develop realistic expectations. Engaging in discussion with people you know, including students, mentors, and 
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				faculty members, especially those who have done health work in the same region or otherwise, allows for developing a broader perspective about the ethics of global health practices. 

				Questions to consider may include:

				•	Do you have any suggestions for preparing for this experience?

				•	Did anything surprise you about your experience, whether positively or negatively?

				•	Are there any cultural considerations I should be aware of? What was considered appropri-ate attire?

				A significant aspect of preparation for global health experiences entails being proactive about potential challenges you may encounter.14 For example, it is common for the opportunity to arise for students to partake in procedures they would not be allowed to participate in at home. In order to minimize the likelihood of these kinds of situations from arising, students can correspond with their preceptor either before engaging in an elective or during orientation on their first day to clearly outline their skills and level of competence. Students explaining what they have been previously trained to do – not merely what they would like to do – is crucial.14 It may be possible to go through a list of common occurrences within that particular region to explain which tasks you would be able to partake in or not, and to clarify what you should do in emergency situations. Some faculties may require you to complete a list of objectives before participating in a global health elective, an opportunity to clarify what your experience will look like. It may be okay to do some skills for the first time if you are directly supervised by your preceptor (i.e. minor suturing, giving injections, health education, etc.) Be sure to clarify expectations with your faculty; for example, at some schools, clinical electives are not allowed in pre-clerkship. Ultimately, students should take responsibility for learning what is required for preparing for health experiences in limited-resource settings, and to explore other avenues for acquiring as much information as possible beforehand.

				Self-Reflection

				As mentioned throughout our discussion of ethics and pre-departure training, self-reflection plays a key role in developing an understanding of our personal and societal biases. There are several methods that can help facilitate the process of reflection, including journaling or writing, reading (including viewpoints that differ from your own), and simply asking questions and engaging in dialogue with your teachers and peers. Thinking critically about past experiences of conflict can reveal opportunities for personal growth. Self-reflection becomes particularly important in terms of exercising cultural humility, given that cultural humility is an ongoing process.5
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				Biases can vary from stereotypes about a cultural group to assuming that Western medical knowledge is superior to local knowledge.9 While it’s impossible to eliminate our biases altogether, we can become more aware of them and keep them in check to minimize their impact on our interactions with others. Appreciating the structural and systemic nature of inequity, rather than viewing a global health elective as a single event, is crucial to doing no harm. Our thoughts and experiences with the world inform one another; through deeper reflection about our motivations and the factors underlying inequity, we can work towards building stronger, sustainable, and equitable partnerships.
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				Questions

				Refer to the case scenario on page 4.

				 

				1. Which of the following best describes the ethical dilemma related to the stu-dent being asked to deliver the patient’s baby?

				a)	Autonomy (patient being able to refuse) vs. justice (equitable distribution of resources)

				b)	Beneficence (safely delivering the baby) vs. non-maleficence (the student lacking training)

				c)	Non-maleficence (the student lacking training) vs. justice (equitable distribution of resources)

				d)	Autonomy (patient being able to refuse) vs. beneficence (safely delivering the baby)

				2. What could the student have done to mitigate their frustration about patients missing their appointments?

				a)	Prepare other clinical activities to do during that time with another preceptor.

				b)	Explain to the patients later that it’s rude to waste everyone’s time.

				c)	Learn about the culture and its conception of time before arriving in Ethiopia.

				d)	Travel to other surrounding areas if a certain amount of time has elapsed.

				3. What is the main difference between cultural humility and cultural sensitivity?

				a)	There is no difference; the terms are interchangeable.

				b)	Cultural humility is being aware of cultural differences while cultural sensi-tivity requires acting to mitigate those differences.

				c)	Cultural humility is outcome-based whereas cultural sensitivity is an ongo-ing process requiring self-reflection.

				d)	Cultural humility is an ongoing process requiring self-reflection while cul-tural sensitivity is an awareness of cultural differences and similarities.
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				Answers

				1.	B

					In this situation, the most pressing ethical concern is delivering the patient’s baby in a way that increases the likelihood of conferring benefit and minimizes the likelihood of incurring harm. This dilemma is best illustrated by the principles of beneficence, or safely delivering the baby, and non-maleficence, which is compromised by the student being untrained for the task at hand. While the principle of justice is related indirectly in terms of ethical global health prac-tices, it is less related to the immediate ethical dilemma (options A and C). Autonomy of the patient is also compromised in this situation, but is not directly in conflict with justice (option A) or beneficence (option D).

				2.	C

					In the case scenario, the student’s expectations of prompt patient arrival arise from experienc-es rooted in a Western, appointment-driven system. Learning more about the culture before arriving, for example through research online and/or having conversations with people who have traveled to Ethiopia before, could have mitigated this frustration. Preparing other clini-cal activities with another preceptor (option A) is likely to be burdensome and potentially de-tract from another trainee’s learning. Chastising the patients (option B) would be completely inappropriate, culturally insensitive, and culturally unsafe. Leaving the community to travel (option D) would further fuel the allegation that the student is not invested in their experience and would be a disservice to the patients if they did arrive late.

				3.	D

					Cultural humility is an ongoing process of reflection, not outcome-based (option C) and ex-tends beyond being simply aware of cultural differences and similarities, which is the defini-tion of cultural sensitivity (options A and B). Refer to definitions on page 5 for more detail.
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				Key Points

				1.	In global health work, power differentials give rise to important ethical considerations related to justice.6

				2.	Medical students can mitigate ethical issues by learning the language and culture of the place they will be visiting, bringing hospital supplies, and confirming proper supervision from fac-ulty of their home school.13

				3.	Medical students should be aware of how they are using local resources to avoid deflecting resources away from local community members or trainees.1

				4.	Medical students may be offered the opportunity to participate in medical procedures outside the scope of their training. Clear communication regarding their skill level and supervision by a preceptor is essential to avoid doing harm.13

				5.	The practice of cultural humility should underpin all that students do on international elec-tives. Ask questions and be open to learning.5,6

				6.	The development of long-term, equitable partnerships between sending and host institutions is crucial to the sustainable practice of global health initiatives.9,12
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				Climate Change and Health

				Case 2

				You are a new family doctor working a summer locum position in a small town in northern Canada. You are in the clinic today, and have arrived a few minutes early to review the patients booked for the day. Your computer monitor reads:

				
					9:00-9:30

				

				
					Jennifer Lao

				

				
					17 y.o. female camp counsellor with a “bull’s eye” rash

				

				
					9:30-10:00

				

				
					Steven Scott

				

				
					24 y.o. male forest fire-fighter with overuse injury to shoulder

				

				
					10:00-10:30

				

				
					Abel Maazhinibi

				

				
					63 y.o. male from the nearby First Nation reservation with low mood

				

				
					10:30-11:00

				

				
					Houmam Ayed

				

				
					59 y.o. female Syrian refugee with recurrent infections and poor memory

				

				
					11:00-11:30

				

				
					Tina Giuseppe

				

				
					31 y.o. female antenatal for travel questions to Mexico with the risk for Zika virus

				

				
					11:30-12:00

				

				
					Teddy Hart

				

				
					4 y.o. male with swimmer’s ear

				

				
					12:00-13:00

				

				
					Lunch

				

				
					Webinar on Planetary Health

				

				As you stand from your computer and walk towards the first exam room, you smile, looking forward to the diversity of patients to be seen in the day ahead.

				 

				Questions

				1.	How does climate change influence the health of your patients?

				2.	What is the role of the physician in addressing climate change?
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				Climate Change and Health

				Objectives

				1.	Describe the health effects that occur in Canadians as a result of climate change.

				2. Describe the health effects that occur in populations globally as a result of climate change.

				3.	Understand who is more at risk for poor health outcomes as a result of climate change.

				4.	Describe the role of health care providers in combating climate change. 

				Background

				The World Health Organization has stated that climate change is “the defining issue for health systems in the 21st century.”14 Physicians are uniquely positioned as front-line responders to the effects of climate change on health, and so the Canadian Medical Association urges physicians to be involved in the mitigation of climate change.11 

				The evidence supporting climate change is strong. Since 1860, there has been an increased mean global temperature of 0.6°C, and this is predicted to increase by 1.8-4.0 °C by 2100, with regional variation.5 Beyond global warming, climate change is manifested by altered precipitation patterns, rising seas levels, ocean acidification and increased frequency of extreme weather variations.5 

				Humans are healthier now than they’ve ever been, but to achieve this, we’ve exploited our planet at unprecedented rates.6 While living longer and healthier than ever is a great accomplishment, it comes at a cost: climate changes such as through carbon emissions, ocean acidification and forest loss are now well-known to have negative effects on health, which are described below. “Planetary health” describes safe environmental limits within with humans can flourish living on our planet.6 In other words, keeping the “earth’s vital signs”, such as ocean acidification and air temperatures in check also keeps the health of human populations in check. For example, the goal for air temperature is to see a rise of no more than 1.5-2°C by 2100.5 
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				a. Canadian Demographic

				Climate change leads to direct and indirect effects on health. For example, in Canada, longer summers has resulted in the direct impact of increased incidence heat exhaustion, and the indirect impacts of increased incidence of Lyme disease and food insecurity in the artic, among others.1 These effects on health, as well as mechanisms leading to them, are explored in greater detail in Table 1. 

				Table 1. Health effects of climate change in Canada (Adapted from Abelson, Rachlis & Vakil, 2015)

				
					Environmental changes 

				

				
					Primary health effect

				

				
					Secondary health effect

				

				
					Mechanism of harm 

				

				
					Heat

				

				
					More cases of heat exhaustion and life-threatening heatstroke

				

				
					Economic harm

					Political conflict globally, influx of refugees to Canada

				

				
					Drought, poor agricultural growing season, rising costs of food, political conflict, displacement

				

				
					Extreme weather events 

				

				
					Direct injuries from rainstorms, floods, etc.

				

				
					PTSD, mental illness

					Contamination of water supply leading to enteric illnesses

				

				
					Increased air and water temperature improve survival of pathogens. Heavy rainfall and flooding facilitate their 

					transport into drinking water supply

				

				
					Increase in air pollution

				

				
					Exacerbation of asthma, COPD and cardiovascular disease exacerbation

				

				
					Elevated temperatures increase 

					conversion of nitrogen oxides to ground-level ozone (component of smog)

				

				
					Air pollution from forest fires 

				

				
					Acute respiratory illnesses

					PTSD, mental illness

				

				
					Whole community relocation

					Resource depletion in industries like forestry and agriculture

					Economic harm

					Social harm

				

				
					Drying forest and increased damage to trees from pine beetles

				

				
					Ragweed and other allergenic 

				

				
					Increased incidence and severity of allergic rhinitis

				

				
					Plants growing faster and longer, 

					producing more pollen with warm temperatures

				

				
					Extension of range of Lyme disease

				

				
					Increased incidence of Lyme disease cases. (Others less likely in Canadian climate)

				

				
					Warmer temperatures are conducive to survival of tick vector farther north

				

				
					Ice instability

				

				
					Increased incidence of winter ice drowning and accidents

				

				
					Malnutrition

				

				
					Shorter transport time for communities reliant on winter roads

					Decreased winter hunting and fishing season in far north communities
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				b. Global Demographic

				The effects of climate change extend beyond Canadian borders. For example, as the earth warms, more water melts into the oceans, and the water in the oceans expands.7 Rising sea levels result in injuries from coastal flooding, while causing harm on fishing industries and thus on local economies in resource-poor developing countries. Some select effects of climate change on global health are listed in Table 2.

				Table 2. Select health effects of climate change globally3,7,9,15

				 

				
					Environmental change

				

				
					Primary effects on health

				

				
					Secondary effects on health

				

				
					Mechanism of harm 

				

				
					Extension northward of tropical infections like malaria and Zika virus

				

				
					Increased harm from Zika and malarial infections (ex., microcephaly in infants, etc.)

				

				
					Disrupted family life due to avoidance of conception

					Decreased tourism to tropical destinations, economic decline

				

				
					Warmer temperatures are conducive to survival of mosquito vector farther north

				

				
					Rising sea levels

				

				
					Direct injuries due to coastal flooding

				

				
					Malnutrition due to decline in available seafood

				

				
					As air temperature warms, more ice melts into oceans, and the ocean water itself expands

				

				
					Ocean acidification

				

				
					Direct injuries due to coastal flooding

				

				
					Malnutrition due to decline in available seafood

					Injuries from ocean storms

				

				
					Increased availability of carbon dioxide causes ocean to take up more, leading to ocean acidification, harming plants and fish in the oceans

					Coral reefs are offer shoreline protection from wave action

				

				
					Rise in air temperature

				

				
					Rise in malnutrition and diarrheal diseases

				

				
					Population displacement due to food shortage

				

				
					Food shortage in local and export countries

				

				c. Ethics of Climate Change

				The burden of climate change on health is greatest among those who have contributed least to the problem, thus creating not just a practical dilemma, but an ethical one too. Countries like the US and Canada contribute to the brunt of carbon emissions, yet those living in poor countries, with some of the lowest carbon emissions, are the most sensitive to the health effects of climate change.13 Resource-poor countries, like Haiti and Sri Lanka, lack well-built infrastructure and strong governments, and thus are significantly more disadvantaged when hit with a natural disaster. Furthermore, “not only is the health burden from climate change itself greatest among the world’s poor, but some of the major mitigation approaches to reduce the degree of warming may produce negative side effects disproportionately among the poor, for example, competition for land from biofuels creating pressure on food prices.”13 

				Physicians are accountable to their oath to nonmaleficence, to do no harm. However, as the International Federation of Medical Students Association points out, the continued investment 
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				in the fossil fuel industry undermines the obligation of front-line health-care workers to do no harm while giving the industry the social license to exploit further reserves, resulting in further damage to the health of people and the planet.4

				Approach – Taking Action

				Addressing climate change is a lofty challenge, rooted in world-wide utilization of, reliance on and investment in fossil fuels. While there is still an abundance of fossil fuels remaining in the earth at our disposal, at the rate of harm of climate change on health, we must find other sources of energy to sustain life on earth. For example, the IPCC5 suggests we must leave 80% of the remaining carbon at our disposal in the ground in order to sustain planetary health. In order to accomplish this, our planet as a whole has to significantly change how we use energy and where we get it from, involving changes on many fronts.

				Physicians have the privilege and responsibility to ask on climate change. Being highly educated, informed and in positions of influence, physicians can make a great impact on both the individuals lives of patients as well as on society as a whole. The role physicians have in tackling climate change should be multi-faceted. At the 2016 Canadian Medical Association Annual meeting, Dr. James Orbinski asserted this in his keynote address: “As clinicians, we need to see and accept that this isn’t clinical or public health — it’s both. No one action will change the reality of the problem – it requires collective action.”12 Physicians who champion for action against climate change are urged to do so in three realms: clinically, professionally and politically.11,15 Below is a summary of the three ways, including instructions on how to take action.
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				Questions

				1.	Match the patient to the correct explanation for the mechanism of the effect:

				
					1. Jennifer Lao (“bull’s eye” rash)

				

				
					a.	displacement due to political tensions

				

				
					2. Steven Scott (overuse injury shoulder)

				

				
					b.	risk of contracting virus through mosquitos, due to warmer and wetter climates in southern hemisphere 

				

				
					3. Abel Maazhinibi (depression)

				

				
					c.	poor hunting, fishing and gathering from the land disrupts traditional practices of indigenous Canadians, contributing to mental illness

				

				
					4. Houmam Ayed (refugee, depression)

				

				
					d.	E. Coli infection due to proliferation in warmer water

				

				
					5. Tina Giuseppe (prenatal zika travel Q)

				

				
					e.	Lyme’s disease due to spread of vector-borne ticks in warmer Canadian climate

				

				
					6. Teddy Hart (swimmer’s ear)

				

				
					f.	increased forest fires resulting in demanding work for forest fire fighters

				

				2.	Which of the following is a reason for the probability that new strains of in-fluenza virus will emerge in Canada as a result of climate change?

				a.	Increase in number of immigrants entering Canada

				b.	Backyard farming

				c.	Intensified commercial poultry production

				d.	Changes in flight paths of migrating wild birds due to weather change

				3.	Enteric illnesses that arise in communities weeks after flooding occurred are considered direct health effects from climate change.

				a.	True

				b.	False

				4.	Which country’s health would be most affected by climate change?

				a.	USA

				b.	Mexico

				c.	Haiti

				d.	Cuba

			

		

	
		
			[image: ]
		

		
			[image: ]
		

		
			[image: ]
		

		
			
				- 27 -

			

		

		
			
				Questions

			

		

		
			
				5.	Which trend in health is NOT likely to occur in Canada in the coming years as a result of climate change?

				a.	Increased incidence of Lyme’s disease

				b.	Increased incidence of malaria

				c.	Increased incidence of asthma and COPD in urban areas

				d.	Increased incidence of allergic rhinitis

				6.	An advocacy platform on climate change will be most effective in leading to action being taken if it has:

				a.	A high carbon impact

				b.	An immediate health co-benefit

				c.	Are economically pragmatic

				d.	All of the above
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				Answers

				1.	1 – E	2 – f	3 – c	4 – a	5 – b	6 – d

				2.	A

					(McMichael, 2013)

				3.	B

					False. This is an indirect (where the cause-and effect relationship isn’t entirely clear). Direct effects would be death from mudslide.11

				4.	C

					Haiti is the poorest country in the Western Hemisphere. Knowing that poorer countries have weaker infrastructure, they will have the hardest time coping with the effects of climate change. In fact, this has already been witness in the wake of the earthquakes that hit Haiti in the past few years. Evidently, the global maldistribution of cause and effect of climate change is not ethically sound.11

				5.	B

					While risk for malaria is increasing and spreading in hotter parts of the world, Canada still is too far north at this point to be home to infected mosquitos. That said, physicians should advise Canadian travelers about the spread of malaria to countries previously not affected. A is due to longer warm seasons C is due to increased urban pollution, and D is due to longer growing seasons in Canada.11

				6.	D

					All are true for the highest efficacy (though some issues that are crucial to address will not necessarily meet all three of these criteria). 
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				Key Points

				•	Climate change is the defining health issue of the 21st century.

				•	While humans are healthier and living longer now than ever before, it has been at the expense of our planet’s health. This is now having serious backlash on human health.

				•	The earth’s “vital signs” are at their upper limit of sustaining healthy human existence.

				•	The health of the poorest people in the world are being affected the most severely by climate change.

				•	The worldwide goal for global warming is to see the earth’s air temperature rise no more than 1.5-2 C by 2100. 

				•	To keep the earth’s vital signs in check, we will need to find alternative energy sources, and not burn 80% of unused carbon that remains underground.

				•	Physicians should leverage their knowledge, skills and power to take action clinically, professional-ly and politically. 
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				Healthcare in Low Resource Settings

				Case 3

				Mike, your classmate, approaches you at the end of second year of medical school and tells you about an exciting placement he got in a rural village in Tanzania for the summer. He is going with a few of your other classmates through a program at the school and wants you to join. You decide to look into it and begin thinking of what to consider before your departure. What would you like to know first?

				Here is a list of some things you might want to investigate before embarking on a medical trip:

				•	What are the community health needs or major disease burdens in the area you will be visiting?

				•	What would your specific roles/responsibilities be while you are there?

				•	Who will be supervising you? Do they understand what you are capable of and what may be above your abilities? Are they local or what are their previous experiences in this sort of setting?

				•	What are cultural differences you may observe and how do they relate to healthcare? (i.e. gender roles – in some communities women may need the permission of their husbands to seek treatment, or may be seeking birth con-trol without their husbands’ knowledge)

				•	How does healthcare delivery differ from Canada? (i.e. patients often travel far distances first thing in the morning to receive care in hopes of making it back home before the workday is over, or beds may be limited so patients may have to share)

				•	What role does religion play in this community and how may it affect their views and/or use of the healthcare system?

				•	What language do they speak? Will you need/have access to a translator? What are literacy rates in the area? How might this change how you communicate with patients?
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				Healthcare in Low Resource Settings

				Case 3 (continued)

				•	What precautions will help protect you? Do you have malpractice insurance coverage? What immunizations are suggested for the area? Do you need ma-laria prophylaxis? Is your neighborhood safe? Does the organization address other safety needs (i.e. gates, assistance with travel after dark, etc.)

				•	Are there any items that you should bring from Canada that are necessary but may not be readily available (i.e. stethoscope, personal safety equipment, first-aid supplies, etc.)

				Now consider some of the factors that you know contribute to health disparities among populations. Which of these factors are modifiable and which are not? Of those that are modifiable what are some potential interventions that could be initiated to address them? Keep these in mind while you read through this chapter.

			

		

	
		
			
				- 33 -

			

		

		
			
				Objectives

				1.	Investigate the disparities in health and health care delivery both in Canada and globally.

				2.	Review the barriers to healthcare in low-resource settings and the factors contributing to health disparities.

				3.	Review the essential medicines list and its role.

				4.	Introduce a clinical approach to providing healthcare in low-resource areas.

				Definitions

				Healthcare Resources: any aspect necessary to deliver adequate healthcare services including: funding, healthcare workers (including those properly and officially trained for what needs to be done – surgery, complicated obstetrics, etc.), medications, access to laboratory testing or diagnostic imaging, hospital beds, operating rooms, and medical consumables (IVs, syringes, bandages, etc.)

				Health Disparities: differences in health status among population groups defined by specific characteristics such as education level, socioeconomic status, Indigenous identity, geographic location, and gender.1

				Health Inequalities: differences, variations, and disparities in the health achievements and risk factors of individuals and groups, which may be a result of personal choice, random variation, genetics, economic opportunity, social organization, access to healthcare, and many factors that are not all modifiable.1

				Health Inequities: inequalities in health deemed to be unfair or stemming from injustices, which can vary among communities, individual opinions, and social constructs.1

				Regular Healthcare Provider: a health professional a person sees or talks to when in need of care or advice about their health. Can be a family doctor, general practitioner, medical specialist, or nurse practitioner. 

				Universal Health Coverage: All people receiving needed quality health services and health promotion initiatives that promote better health, prevent illness, and provide treatment, rehabilitation, and palliative care without causing financial hardship.2 In Canada it is noteworthy that this does not include drug coverage or dental care.

				Healthy Living Strategy: A Canadian, country-wide framework that focuses on preventing chronic disease and promoting good health by helping sectors align and coordinate work efforts to address common risk factors such as physical inactivity and unhealthy eating.3
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				Organization for Economic Cooperation and Development (OECD): A collection of countries whose mission is to promote policies that will improve the economic and social well-being of people around the world. A forum for governments to share experiences and seek solutions to common problems.

				Canadian Setting

				The Canada Health Act lays out the federal government’s expectations of provincial health insurance plans to qualify for full funding. The five pillars are public administration, comprehensiveness, universality, portability, and accessibility. Notably, the accessibility criteria states that mandated services must be provided in a manner that does not impede or preclude reasonable access to those services by insured persons.4 

				According to Statistics Canada, 85.1% of citizens had a regular medical doctor in 2014; however, this coverage varied widely with greater than 90% in New Brunswick (93.9%), Ontario (92.5%) and PEI (90.5%) but sub-average reported in the Yukon (73.9%), Northwest Territories (42.3%), and Nunavut (17.5%)5. In a 2015 survey, 20.8% of Indigenous people reported that they did not have a primary care provider compared to 16.8% of non-Indigenous. However, this latter reporting does not include the territories as the Canadian Community Health Survey done by Statistics Canada is not fully inclusive of the territories.6 Of the Canadians who stated they had unmet healthcare needs, most referred to their attempted visits to their doctor’s office (40.8%), walk-in clinics (15.2%), and hospital emergency rooms (12.4%).7 They were considered unmet if wait times were too high, services were unavailable, or costs were too high. 

				An extensive discussion by the Health Disparities Task Group highlights some of the most significant disparities present in Canada, which are related to socio-economic status, Indigenous identity, gender, and geographic location. Canadians in the lowest income quintile are five times more likely to rate their health as fair or poor compared to those in the highest. Indigenous peoples are twice as likely to report fair or poor health status compared to non-Indigenous peoples at the same income levels.1 People living in remote northern Canadian settings have the lowest disability-free life expectancy (DFLE) and lowest life expectancy in the country as their rates of smoking, obesity, and heavy drinking are above the Canadian average.1 This profile is a brief overview of significant health disparities in Canada. 

				Global Setting

				In 2015 the World Health Organization published its first global monitoring report that tracked universal health coverage globally.2 It looked at population access to a standardized list of essential health services including family planning, antenatal care, skilled birth attendance, child immunization, antiretroviral therapy, treatment of TB, as well as clean water and sanitation. It 
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				was estimated that at least 400 million people are currently not receiving at least one of these essential services. Notable examples include 53% coverage of antenatal care (4 visits) in sub-Saharan Africa compared to 97% in OECD countries; or 30% coverage of adequate sanitation in sub-Saharan Africa, 40% in South Asia, and 100% in OECD countries. Significant differences in access to each intervention are found after dividing the pooled populations of low and middle-income countries further into income quintiles. At the extremes were immunizations, with the richest achieving 86% coverage and the poorest 73%, whereas with respect to sanitation facilities the richest achieve 71% access compared to the poorest at 23%. To further highlight geographic inequalities, rural areas had lower coverage than urban areas for all essential services across low and middle-income countries (LMIC). 

				The list of essential services above does not address all of the significant global burden of disease. Of note, non-communicable diseases, which account for 55% of the global disease burden and kill about 38 million people per year with 28 million of those deaths occurring in LMIC, are not reflected. These numbers reflect cases of hypertension, cardiovascular diseases, cancers, and diabetes. It also does not address interventions related to prevention, treatment, and rehabilitation of injuries, which contribute about 11% to global disease burden.2 

				Factors That Contribute to Health Disparities

				1. Personnel

				There is severe inequality in the global distribution of healthcare workers. Countries with the highest populations and disease burdens are frequently those with the fewest healthcare workers. For example, sub-Saharan Africa has the highest disease burden worldwide with just over 1 healthcare worker per 1000 people, ten times less than Europe. There is further inequality within LMIC with the majority of healthcare workers residing in urban areas whereas the majority of the population live in rural communities. This can lead to rural healthcare facilities being staffed by untrained or under trained personnel.8

				 

				A study by Lehmann et al. (2008) investigated potential solutions for attaining and retaining healthcare staff considering four main themes: recruitment and training for rural practice, use of incentives and compulsory services, improving working conditions, and improving living conditions.8 In summary, the most effective method of retention was recruiting and training local health workers and assigning them to placements in their home towns. Internationally, financial incentives have met varying success due to the arrangements involving upfront payment by the country in the form of housing payments, tuition for further training, or a moving bonus followed by a compulsory service requirement. Issues arise when many of these healthcare systems lack the administrative capacity to track and enforce the employees’ requirements, suggesting that financial incentives alone are insufficient to make long-lasting change. There have been limited studies showing improvements in working conditions and job satisfaction with the exception of 
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				some locally initiated supportive supervision programs. Finally, improving living conditions for health care workers is controversial and ethically questionable as it improves infrastructure and comforts for select members of the community while neglecting the rest of the rural community. The authors conclude that, while there is sufficient information regarding recruitment and retention factors, what is lacking is evidence showing which initiatives are truly successful and how they achieved this success. 

				2. Location/Transportation

				Barriers to transportation can be detrimental to a patient’s health by causing them to miss appointments, not refill their prescriptions, or delay seeking medical attention. A study published in the Journal of Community Health stated that the poorer and more rural populations have the highest degree of barriers to access due to transportation.9 Additionally, they identify distance as a relative issue as being further from a healthcare facility alone does not act as a barrier to access. For example, a patient living in a suburb with access to a car may have no problem driving to the health center; whereas a poor patient, who is physically closer to the center, may see it as a barrier if unable to afford or access private or public transport. 

				Anecdotally, there have been reports of women going into labour and only then getting on a motorcycle or in a wheelbarrow to make the trip into the health centre, and often giving birth before they make it to the delivery room. Patients in developing countries who live in the urban areas where the roads are paved and taxis/buses are plentiful have a much easier time accessing care than those in remote, rural areas where roads are treacherous or impassable (such as in rainy season) by vehicle and where walking is often the only reliable form of transport.

				Infrastructure issues can be a complex, costly problem to address potentially benefitting from collaboration between health policy makers, urban planners, civil society, private business, and transportation experts. Models have included providing travel reimbursement, investing in medical transport services, providing cars to improve access, medication delivery services, and reducing the need for travel by using telehealth services; however, no conclusions have been reached and more thorough research is needed. 

				3. Cost

				The Universal Health Coverage report by the WHO states that the key to protecting people from financial hardship as a result of seeking healthcare services is to pool resources and ensure prepayment of resources instead of requiring people to pay for services out of pocket (OOP).2 Using an OOP payment system can discourage people from seeking medical attention as they may have to choose between paying for services and paying for other necessities such as food, education, or rent. The WHO report looked at the median OOP spending values for 37 countries and found that the rates of patient health spending leading to impoverishment were highest among those in the lowest income quintile. These same low-income populations were most likely 
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				to self-report no expenditure on healthcare; whether this was a choice or due to unaffordability is not known. In 2013, low income countries had 42.3% of total health expenditures come from OOP payment, compared to only 21.5% in high income countries. In addition to paying for the health services it is important to consider financial losses or costs associated with accessing health care, such as loss of wages if taking time off work or with long-term disability, transportation, child care, and others. 

				4. Public Health and Prevention

				According to the Health Disparities Task Group (HDTG), lower SES groups are typically more vulnerable to communicable and non-communicable diseases, suggesting a potential for preventative interventions in this population.1 The HDTG suggests that health disparities can be reduced when universal prevention programs are initiated, especially if there is no reliance on individual lifestyle or behaviour changes. For instance, the introduction of a government mammography screening program in Manitoba successfully reduced disparities in breast cancer screening rates both between rural and urban populations as well as between the richest and poorest income quintiles, while disparities persisted in cervical cancer screening where no governmental program existed.10 However, both the universal smoking cessation and active lifestyle promotion programs initially increased health disparities. This initial increase is attributed to those with a higher SES adopting the changes first, likely as a result of having more resources, social support, and better environments in which to succeed.1 By adopting the change early the rich got healthier through successful smoking cessation while the poorer populations were slower to quit, thus causing the observed increase in health disparities after program initiation. As such it is important to consider the economic, community, and environmental characteristics that may affect the uptake of prevention programs and target those populations who may experience barriers to program initiation. The HDTG highlighted that those in lower SES groups have the potential to be healthier if their non-medical determinants of health (such as community, environment, lifestyle, income, housing, and behaviour) can be improved and that doing so is the most effective way to improve overall population health.1

				 

				5. Education/Training

				Health workers are crucial to health care delivery, especially in LMICs. A study investigating the performance quality of health workers in low resource settings found that poor worker performance was a deterrent to health facility use.11 They also discuss how difficulties in recruiting and maintaining high-quality health workers to low-resource settings could be harmful. A classic example is how the lack of consumer health literacy in understanding and/or knowing the risks of unnecessary use of antibiotics may lead to resistant strains. The authors investigated several factors surrounding education and knowledge that may influence health worker practice. These factors included knowledge of clinical guidelines, technical skills, experience from previous patients, attitudes towards acceptance of new guidelines, and educational environment. They then further discussed ways to approach each of these factors and improve upon them to better 
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				healthcare delivery. Improvements in clinical knowledge could be achieved by disseminating information on evidence-based guidelines (either by training programs or providing written materials). Additionally, the use of supportive supervision and quality assurance meetings, where current and past clinical cases are discussed, can help develop clinical skills and correct misconceptions or previous errors in treatment choices, diagnoses, and other facets of healthcare delivery. Adjusting training programs to include more specific education around essential drug lists and problem-based exercises utilizing current guidelines were also suggested as potential interventions to improve health worker performance. Communities have their own unique barriers, hence, consultation with the healthcare workers may help improve access to and utilization of continuing medical education opportunities.

				Essential Medicines List

				Spending on pharmaceuticals constitutes 25-66% of total health spending in developing countries. In most low income countries pharmaceuticals are also the largest household health expenditure. According to the WHO, “lack of access to essential drugs, irrational use of drugs, and poor drug quality remain serious global public health problems.”12 The Essential Medicines List (EML) includes both the core and complementary lists.13 The core list includes the minimum medicine needs for a basic healthcare system, considering the most efficacious, safe, and cost-effective medicines for priority conditions. These conditions are estimated by current and future public health relevance and treatment potential. The complementary list presents the essential medications for priority diseases that require specialized services/training to deliver. Creation of the EML has led to acceptance of the concept of essential medicines as a means to promote health equity.

				The idea behind the EML is to assist countries in developing their own lists based on the country’s specific health needs. The list evolves to fit the current public health challenges faced by various countries and can also indicate when research has shown certain therapies to be no longer appropriate by removing them from the list. It is intended to provide local clinicians with relevant, accurate, and unbiased advice on rational drug use. The list is also used by organizations who provide healthcare in low resource settings to help guide their medicine supply systems.14
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				Clinical Approach

				1.	Ethical Issues

				a.	Students

				•	Consider your motivations for participating in an international elective before applying.

				•	If choosing a placement through an organization consider how this organization’s goals, ideologies, and policies may affect local healthcare systems and consider how they interact with the local government.

				•	Remember your personal health! Get your immunizations, health insurance, use PPE, and ensure you also have access to care.

				•	Ensure that you have the proper licensing and do not mislead locals into thinking you are a physician capable of more than you are able to do here in Canada.

				•	Seek out a local mentor/supervisor to ensure an immersive experience that is appropriate for your level of training.

				b.	Physicians

				•	Identify the community needs before going to ensure you are providing a true benefit. 

				•	Ensure integration with local staff in regards to who decides how to allocate resources and what the best way to deliver services is. Being from Canada does not mean you automati-cally know better, what works well here may be inappropriate elsewhere.

				•	Seek assistance if needed to ensure medical education programming is culturally relevant and effective for the community you are working with.

				•	Consider how to work synergistically with traditional healers.

				•	If applicable, refer to the local country’s EML and national practice guidelines for advice on the best, evidence-based medication and treatments 

				2. Population Based Healthcare 

				•	Look for interventions and strategies that have demonstrated effectiveness in improving population health (i.e. immunizations, essential drugs, maternal-child health programs, cervical cancer screening, HIV prevention).

				3. Investigations

				•	Identify the signs and symptoms for common major diseases that may allow you to diag-nose them in the absence of advanced testing that may not be readily available.

				•	Consider the role of clinical algorithms for the treatment of common illnesses and know the limitations of these tools for specific patients.

				•	Ensure appropriate selection, interpretation, and performance of diagnostic procedures (rapid point-of-care tests, microscopy, portable ultrasound).

			

		

	
		
			[image: ]
		

		
			[image: ]
		

		
			[image: ]
		

		
			
				- 40 -

			

		

		
			
				Questions

				1.	Which of the following is not a known contributing factor to health disparities?

				a.	Cost of services

				b.	Distance to health center

				c.	Access to transportation

				d.	Lack of consistent healthcare workers

				2.	Which of the following is not true of the essential medicines list?

				a.	It is a list of medications that must be offered by health facilities in order to receive funding from the government.

				b.	The core list is considered to be the minimum medication requirements for a basic healthcare system.

				c.	The main idea of the list is to provide a tool for countries to develop their own list based on the country’s specific health problems.

				d.	The complementary list is composed of medications used to treat diseases that require specialized care.

				3.	Which of the following is false?

				a.	People living in remote northern Canadian communities have the lowest life expectancy in the country. 

				b.	Some public health programs initiated in the past that were designed around lifestyle changes were shown to initially increase health disparities across a population.

				c.	Low income countries currently rely more on out of pocket payment for ser-vices than high income countries.

				d.	Financial incentives are the most successful intervention for keeping physi-cians in rural settings. 
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				Answers

				1.	B

					Physical distance has not been identified as a barrier to healthcare access. It is more dependent on other factors associated with physical distance and the time required to travel that distance. For instance, a patient from the suburbs with access to a car, enough disposable income to take the time off work, and the ability to afford childcare could take the time and drive the further distance to the center. In contrast to the poorer patient who may not be able to afford public transit, time off, or childcare and may be forced to postpone or cancel appointments that were crucial to their health.9

				2.	A 

					The list is not related to government funding.13

				3.	D 

					Financial incentives have shown variable success rates due to the infrastructure needed to enforce the rules set forth by the incentive providers. The most success has come from local recruitment and training of healthcare workers.8 

				Key Points

				•	The most significant disparities present in Canada include socio-economic status, Indigenous identity, gender, and geographic location.

				•	Barriers to transportation can be detrimental to a patient’s health by causing them to miss appointments, not refill their prescriptions, or delay seeking medical attention. Poorer and more rural population have the highest degree of barriers to access due to transportation although physical distance is a relative barrier that depends on patient context.

				•	The key to protecting people from financial hardship as a result of seeking healthcare services is to pool resources and ensure prepayment of resources instead of requiring people to pay for services out of pocket (OOP).
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				•	Lower SES groups have the potential to be healthier if their non-medical determinants of health (such as community, environment, lifestyle, income, housing, and behaviour) can be improved and doing so is the most effective way to improve overall population health.

				•	Knowledge of clinical guidelines, technical skills, experience from previous patients, attitudes towards acceptance of new guidelines, and educational environment are factors that can be modified to improve healthcare worker performance.

				•	When working in low-resource areas it is important to consider the ethical circumstances of your placement, the specific health needs of the population you will be serving, and the tools available to you for diagnosis and treatment without imaging or lab tests.
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				Health and Violence

				Case 4

				You are working with Doctors without Borders, and are stationed in a makeshift refugee camp in a country neighbouring a civil conflict. While the refugee camp is safe, there are few resources and you are working to deliver the best healthcare possible. 

				One of your patients is a young male, in his early 20s, who participated in the conflict before coming to the camp. He is unable to contact any family members and does not have access to money or his medical records. 

				Questions

				1.	What are the health concerns associated with armed conflict?

				2.	What are the resources provided to refugees?

				3.	How can doctors in Canada support those affected by conflicts?
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				Objectives

				1.	Develop an initial understanding of the health concerns which impact civilians during armed conflict and those that participate in violence.

				2.	Understand how armed conflict affects the availability of health services.

				3.	Know the social determinants of health which uniquely impact individuals during armed conflict.

				4.	Identify the role of aid groups in providing health care during armed conflict.

				Definitions

				Collective violence: instrumental use of violence by people of a group against another group in order to achieve political, economic or social objectives. Forms of collective violence include:

				•	Wars or armed conflict, terrorism, and other violent political conflicts that occur within or between states

				•	State-perpetrated violence such as genocide, disappearances, torture and other abuses of human rights

				•	Banditry and gang warfare

				Armed conflict: Conflicts wherein there is use of armed forces by two parties and where the traditional concepts of war are blurred.1 International armed conflicts involve two or more opposing States. Non-international armed conflicts are between governmental forces and nongovernmental armed groups, or between such groups only.

				Background

				Armed conflicts are associated with widespread violations of human rights and have wide reaching impacts on the health of individuals in these regions. In 2015, there were 29 armed conflicts occurring in 26 countries. Of these conflicts, the bloodiest were occurring in South Sudan and Syria, where conflict deaths were estimated at above 50,000 in both countries.2 

				In recent years, the number of armed conflicts have decreased globally, but technological advances in small-arms have contributed to the challenging nature of conflict resolution. Small- arms include automatic weapons up to 20 mm, including sub-machine guns, rifles, carbines and handguns.3 Conflicts are increasingly due to differences in cultural identities rather than between states or ideologies, and increased access to small-arms allow civilian groups, rather than organized armies, to become increasingly lethal and destructive.3 Additionally, small-arms allow for increased destruction of societal order by causing increased civilian death and terror.3 Internal armed conflicts have become endemic in areas and such long-standing violence is associated with a destruction of the rule of law, the breakdown of health care systems, corruption of legal and political authorities, and the establishment of criminal networks.1,4 Areas which experience long-standing, endemic conflict include Darfur, the eastern Democratic Republic of Congo and Syria.9 The danger associated with armed conflicts, including fighting between groups 
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				and large weapon strikes which endanger civilian lives, results in large population displacements as civilians move within a country or to another country to escape violence. Since the 1980s, displaced individuals from armed conflicts have been increasingly unable to cross international borders and remain internally displaced.9 When compared to refugees who are able to access United Nations (UN) managed camps, displaced populations who flee active conflict but remain within the country are at an increased risk of malnutrition and infectious diseases.4 

				As a healthcare provider, it is important to understand the long-standing health effects of armed conflict on all populations involved. This is especially relevant for international relief efforts and for health concerns related to refugees in Canada. 

				Global Demographic

				In 2015, there was an estimated 167,000 fatalities worldwide from armed conflicts, and an estimated 12.1 million refugees.5 Of the fatalities from armed conflict in 2015, one third occurred in Syria. 

				Canadian Demographic

				Since November 2015, approximately 35,000 refugees have arrived in Canada from the armed conflict in Syria. A majority of refugees arrived in Ontario and Quebec, primarily in the urban regions of Toronto and Montreal. Newcomers to Canada face unique health risks, and a majority of the recent Syrian refugees speak neither English nor French.11

				Role of Medical Personnel in International Aid Organizations

				International aid provides critical health services in regions with armed conflict. Medical personnel in armed conflicts are protected under the International Humanitarian Law, Rule 25. This rule states that medical personnel must be protected in all circumstances, unless they commit acts that are harmful to the enemy.6

				Organizations such as Doctors Without Borders/Médecins Sans Frontières allow only highly trained and experienced staff to operate in conflict zones. These organizations maintain neutrality in conflicts and offer medical aid following meeting with local groups to ensure safety of medical personnel.5 The International Committee of the Red Cross (ICRC) similarly works as a neutral and independent organization, and will become involved in violent situations which have significant humanitarian consequences.7 

			

		

	
		
			
				- 47 -

			

		

		
			
				Effects on the Availability of Health Services

				The health effects of collective violence extends beyond direct impacts of war as it also impacts the physical, economic, social and biological environment. The morbidity and mortality from armed conflict can be attributed to the destruction of infrastructure, such as food and water supplies, health care facilities and services, transportation, communication systems, and many more.7 The effects of war on food supplies and agriculture can cause poor nutrition in the population and affects the livelihood of many civilians, increasing the need for health services. Damage to water and sanitation services can impact individual health and the successful operation of health services.1 War can also reduce access to healthcare services by reducing transport and security in these areas as well as increasing the cost of health services.

				Despite the protections that are offered to medical personnels, health care facilities have increasingly become targets in armed conflicts. Within 3 years, 2,400 attacks occurred against patients, health personnel, facilities and transports which occurred in 11 conflict-affected countries.8 Additionally, the Afghanistan conflict saw a 50% increase in incidents against health care staff and facilities in 2015.8 Thus, collective violence can lead to the direct destruction of hospitals and clinics, damaged vehicles and equipment, the disrupted supply of drugs, and poor logistics and communication.9 This results in the reduction of care for the injured as well as reductions in routine care, including immunizations and the treatment of preventable but potentially fatal conditions like asthma, diabetes, and infectious diseases. Aside from medicines, medical personnel, diagnostic equipment, electricity and water may also be lacking, seriously affecting the quality of healthcare that is available.9 Any remaining services have to work in less than ideal conditions and tend to serve much larger catchment areas.1 

				In the long term, the disruption of health services cause reduced surveillance for monitoring disease, the breakdown of public health programs, and further reductions in health facilities. These contribute to increased levels of illness and higher mortality rates. The incidence of preventable conditions and communicable diseases will increase and new disease patterns - including conditions that have previously been controlled - may be observed.10

				Effects On Health 

				The impact of armed conflict on health can be very significant, as summarized in Table 1. It can include an increase in mortality associated with direct violence, infectious diseases, and deaths associated with reduced access to medical care. Increased morbidity includes the physical and psychological impacts of violence, sexual violence, and the potential use of chemical weapons.1 These effects on health can affect families, communities, and sometimes entire cultures.7 They are vast and are dependent on multiple contributing factors. Refugees and internally displaced individuals are especially vulnerable to the effects of war, experiencing high mortality, especially following migration. 
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				Table 1. Summary of the impact of conflict on health1

				
					Health Impact

				

				
					Causes

				

				
					Increased Mortality

				

				
					•	Deaths due to:

					•	Weapons use

					•	Infectious diseases

					•	Lack of available routine medical care

				

				
					Increased Morbidity and Disability

				

				
					•	Injuries due to:

					•	Weapons, mutilations, burns, poisoning, landmines, etc.

					•	Infectious diseases:

					•	Water-related (cholera, typhoid and dysentery) 

					•	Vector-borne (malaria and onchocerciasis)

					•	Other (tuberculosis, acute respiratory infections)

					•	HIV and other sexually transmitted diseases

					•	Nutrition:

					•	Acute and chronic malnutrition

					•	Deficiency disorders

					•	Reproductive health:

					•	Gender-based and sexual violence

					•	Increased stillbirths and premature births

					•	Delivery complications and unsafe abortions

					•	Longer-term genetic impact of exposure to chemicals and radiation

					•	Effects on adolescent sexual health

					•	Mental health:

					•	Anxiety

					•	Depression

					•	Post-traumatic stress disorder

					•	Suicidal Behaviour

				

				Death and Injury

				Armed conflict has a direct and immediate impact on human life and health. Many individuals are killed, injured, or disabled during war. One obvious impact is increased mortality from external causes such as the use of weapons.9 Through the early 20th century until the beginning of World War II, majority of the direct casualties of war were members of national armed forces. However, mortality rates have been increasing due to more military operations that result in larger numbers of civilian casualties, or operations that purposefully target specific groups of people (e.g. the Nazi Holocaust of WWII).7 Today, civilian casualties make up approximately 90% of all war-related deaths.8 Other causes of death include the increased incidence of infectious diseases, noncommunicable diseases, and lack of available routine medical care (e.g. asthma, diabetes, emergency surgery).11
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				Conflict also causes considerable injury and disability such as those from weaponry, mutilation, burns, poisoning, etc. The disabling effects of landmines is one manifestation.11 Landmines not only kill or maim, but also impair agricultural land, preventing farming and maintenance of irrigation systems, blocking roads and disrupting communications and supplies.7 

				Communicable Diseases

				The increased risk of communicable diseases usually stem from several factors, such as the decline in immunization coverage, population movements and overcrowding in refugee camps, greater exposure to vectors and environmental hazards (e.g. polluted water), reductions in public health, and the lack of access to healthcare services.9 Examples of infectious diseases that can arise during these times include water-related diseases such as cholera, typhoid, and dysentery; vector-borne conditions such as malaria and onchocerciasis; and other diseases such as tuberculosis and acute respiratory infections. 

				HIV and sexually transmitted diseases also have increased risk of transmission during war, as local people tend to be subject to performing sexual services for military forces (sometimes even peacekeeping forces).12 Furthermore, the high mobility of troops means that these diseases are at a higher likelihood of spreading across different regions. Mass migration of civilians may also bring populations of low STI/HIV prevalence into contact with populations of high prevalence.12 

				Nutrition

				Malnutrition rates tend to rise in times of war. Food stores are destroyed, live-stock slaughtered, and insecurity and landmines prevent people from growing crops. This leads to the breakdown of agricultural services and cause expensive or unavailable food supplies. Many end up suffering from acute and chronic malnutrition, often due to a combination of dietary factors and infection (diarrhea). Children are particularly affected. Over the past two decades, the number of stunted children in conflict-affected countries in the developing world increased from an estimated 97.5 million to 112.1 million.13

				Reproductive Health

				Armed conflict and displacement can have a profound impact on the reproductive health of women, men and adolescents. Gender-based and sexual violence against women and girls, such as mass rape, are common in times of conflict. These have adverse physical and psychological consequences for the victims and increase their sense of vulnerability.12 Access to family planning services and healthcare facilities for reproductive health care needs are often scarce, which results in an increased number of unwanted pregnancies, unsafe abortions, stillbirths, and premature births. Stress, malnutrition, and the breakdown of social support networks play further roles in endangering the health of pregnant and lactating women and their children.12
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				Sexual violence, the lack of STI services and HIV/AIDS counselling services, mass migration, and the ease of spread in conditions of poverty and social instability contribute to an increased risk of contracting STIs and HIV/AIDS during conflict.12 In particular, refugees and internally displaced people have an increased risk of HIV. These individuals are more vulnerable to sexual abuse and violence, are more likely to turn to or forced into prostitution, and may end up using blood for transfusions that have not been screened for HIV.9,14

				Adolescent reproductive health is another major concern. The loss of social networks reduce the emotional and psychological support needed to guide their sexual development and the breakdown of their environment can result in risk-taking behavior such as drug and alcohol abuse and unsafe sexual activity. They may be at a higher risk of sexual abuse and exploitation (e.g. turning to prostitution in order to survive) as well as abortion complications from unsafe practices.12 

				Mental Health

				Psychological stresses related to conflicts are associated with displacement (forced or voluntary), loss and grief, social isolation, loss of status, loss of community, and sometimes acculturation to new environments. These stressors can manifest as depression and anxiety, post-traumatic stress disorder, suicidal behavior, intra-familial conflict, alcohol abuse, and antisocial behavior.15 Individuals at risk include single and isolated refugees as well as women. Among women, sexual violation frequently results in the chronic feeling of shame and disabling guilt. Women and children have a higher risk of developing long-lasting psychological problems as a consequence of the traumatic events during conflicts.15

				In addition, mental health services are extremely limited in many of these low resource and conflict affected countries. As a result, acknowledging, discussing, and taking action to improve one’s mental health is not a regular part of social or cultural life. This makes mental health concerns even more important to address.

				Other Things to Consider

				As a physician, it is also important to recognize that countries neighbouring those affected by conflict are often also subject to dysfunctional health systems. Both nationals and refugees within these countries can experience poor health outcomes, which exacerbates morbidity and mortality in the region. Alternatively, refugees can sometimes receive better care than nationals. Emphasizing a global health perspective, physicians can mitigate these wider effects by focusing on health system strengthening initiatives within neighbouring countries. This can be an especially effective approach, and have longer term and more sustainable impacts, when organizations have limited access/ability to work directly within conflict affected countries.
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				The Role of Physicians

				Physicians can play a critical role in addressing the health consequences related to violence. In Canada, physicians should be mindful that individuals arriving from conflict zones often experience gaps in vaccinations and are at an increased risk of acquiring communicable diseases. Physicians should promptly test for immune status and offer vaccinations. In addition, individuals maybe behind in cancer screening programs and such tests should be initiated for the appropriate populations.1,7 Physicians should be aware that chronic conditions, such as diabetes, may have not had sufficient follow up.

				When treating patients from conflict zones, physicians should practice trauma informed care. This includes a three phase model of treatment: safety and stabilization, processing and grieving of traumatic memories, and reconnection.16 Physicians can assist patients in these phases by being aware of local resources and providing appropriate referrals to necessary services. These resources could include translation services, shelters and food banks, and social workers. Physicians should be aware that an individual’s ability to reconnect following trauma is dependent on the presence of protective factors. These factors include environmental conditions, such as a reliable support system, access to safe and stable housing and appropriate care from first responders. Individuals fleeing from conflict often faced trauma where these protective environmental factors were lacking and, as a result, may find reconnection difficult.16 Physicians involved in the treatment of individuals from conflict zones should regularly provide space for patients to discuss their psychological health. 

				Physicians should also strive to improve the health of their patients from areas of conflict by increasing their access to care. Often, a big challenge for newcomers involves knowing how and where to access services. The after effects of conflict, in combination with the cultural differences and ‘shock’ that many newcomers face, can overwhelm individuals and prevent them from seeking appropriate care. Thus, physicians play a role in helping their patients navigate the healthcare system as well as refer them to other helpful resources and contacts within their community. Physicians can also work with outreach programs to encourage care seeking, work in areas of the city with high refugee populations to ensure availability of services, as well as establish holistic care teams where physicians, mental health, public health, and social service experts collaborate to provide access to a range of services in one location.

				Finally, on a more global scale, improving the health of populations during conflict can be accomplished by volunteering through aid organizations such as Doctors Without Borders and the International Committee of the Red Cross.4,5 Physicians volunteering with such organizations play a key role in providing care in conflict zones. Organizations like these enter conflict zones as a neutral party and provide on the ground medical care. 
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				Questions

				1. During the first visit with a patient who recently fled armed conflict, a physi-cian could provide the best care by: 

				a. Offering screening for infectious diseases

				b. Provide vaccinations and booster shots 

				c. Ask for a thorough patient history and follow up on symptoms which could indicate an underlying. chronic condition

				d. All of the above
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				Answers

				1.	D

					This question emphasizes the widespread effects that violent conflicts have on the physical health of displaced individuals. In countries that are experiencing armed conflict, there is reduced access to public health initiatives with interruptions in vaccination schedules. Refugee camps require individuals living in close quarters which can increase exposure to infectious diseases. Physicians should offer counselling and testing for infectious diseases which can be treated, including sexually transmitted infections. A thorough history is necessary with patients who have fled violent conflicts as health records are not available. The physician should be mindful that the diagnosis and close follow up of chronic conditions may not be possible during violent conflicts. 

				Key Points

				•	Armed conflict directly cause deaths and injuries on the battlefield, but can also significantly affect health through combined effects of the displacement of populations, poor environmental conditions, and the heightened risk of disease transmission.

				•	Internally displaced and refugee populations are at particular risk of infectious diseases, reproductive health and mental health issues. Children are at a particular risk of malnutrition.

				•	There is reduced availability of health services due to the direct destruction of hospitals and clinics, disrupted supply of drugs, lack of infrastructure (electricity, water, sanitation) as well as reduced transportation and communication systems.

				•	Physicians should practice trauma informed care when treating individuals from conflict zones. This includes being aware of local resources and making effective referrals to appropriate services.

				•	Many organizations, including Doctors Without Borders/Médecins Sans Frontières and the International Committee of the Red Cross (ICRC), are involved in providing neutral medical aid to areas of conflict.
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				Immigrant and Refugee Health

				Case 1

				A family of four, mother, father, and two boys, ages 6 and 3, is connected to your family medicine clinic as they just arrived in Canada as refugees. They are government-sponsored refugees from a Middle Eastern country currently in the midst of war and civil unrest, and have been living in refugee camps for the past year. They know very little English and use a translation app on their phone as their main way to communicate to English speakers. The mother and father are enrolled in language classes at the local settlement agency, as well as programs to help the resettlement process proceed more smoothly. They have no family or friends in Canada, but are meeting new people through the settlement agency. They were unable to bring any of their medical records in the migration but the parents think their children have been vaccinated. 

				Questions

				1.	What is your approach to an initial refugee health visit?

				2.	What resources are available to help mitigate language barriers?

				3.	What is the health coverage for refugees in Canada?
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				Immigrant and Refugee Health

				Objectives

				1.	Describe the different ways people migrate to other regions, which may include as refugees, refugee claimants or asylum seekers, temporary workers, or economic migrants.

				2.	Describe the average health status of refugees upon arrival.

				3.	Describe the “Healthy Immigrant Effect” and how the social determinants of health affect newcomers to Canada.

				4.	Establish an approach to the first health care visit with a refugee.

				Definitions

				Immigrant: a person who migrates to another country by choice for reasons including, but not limited to, permanent residence, employment as a temporary foreign worker or migrant worker, or for education on a student visa. 

				Refugee: Any person who because of a well-founded fear of persecution based on race, religion, nationality, membership in a particular social group or political opinion:

				•	is outside the country of his or her nationality and is unable or, by reason of that fear, un-willing to avail himself or herself of the protection of that country; or

				•	does not have a country of nationality, is outside the country of his or her former habitual residence and is unable or, by reason of that fear, unwilling to return to that country.1

				Refugee claimant (Asylum seeker): someone who seeks international protection while residing outside his or her home country whose claim for refugee status has not yet been evaluated. 

				Background

				At the end of 2016, there were 67.75 million people of concern as stated by The UN Refugee Agency.2 People of concern include refugees, asylum-seekers, internally displaced persons, returnees, stateless persons, and more. These numbers are greater than the post World War II era.3 Sine 2015, Canada resettled close to 90,000 refugees,4 of which 40,000 have been Syrian refugees.5 

				As health care providers, it is important to recognize that refugees and immigrants have unique health needs compared to their host country counterparts upon arrival.6 One in four newcomers have found difficulties accessing Canadian health care services,7 and are 2.5 times more likely to report challenges in receiving immediate care compared to Canadian-born populations.8 Knowledge of the new health care system and language barriers are some of the major barriers 
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				newcomers face when seeking health care services.7,9-11 Social determinants of health also play a significant role, as newcomers, and particularly refugees, are more likely to live in poverty, which creates its own barriers when it comes to accessing health services and is also associated with poorer health outcomes in general. 

				To better care for refugees as a healthcare provider, it is important to know the specific situations they have come from and understand the impacts on their health. Additionally, it is important to understand how to approach the initial health care visit, as well as focusing on how to provide care in a culturally-sensitive manner.

				Newcomer Health

				When they first arrive to Canada, newcomers on average have decreased chronic illnesses and rates of disability compared to the people born in Canada.6

				This superior health status, although incompletely understood even though well described, can be partly explained by who is choosing to migrate to Canada. Often, people with increased economic resources (and hence usually associated better health status) will migrate to another country for further economic opportunity.6 

				However, health status of newcomers declines over time. After an average of 10 years lived in Canada, their health status becomes poorer than the health of people born in Canada. This decline is known as the “Healthy Immigrant effect”. This may be caused by a multitude of factors. Firstly, exposure to physical, social, cultural, and environmental stressors can lead to a worsening of health outcomes over time. For example, factors such as smoking, drinking alcohol excessively, and eating excessive processed foods, which may not be as prevalent in their country of origin, might lead to a decline in health. Secondly, the stressors of resettlement also can also play a role. Newcomers are more likely to experience the detrimental effects of the social determinants of health such as unemployment, poverty, and a lack of access to services, all of which impact one’s health status. Newcomers also tend to have less social support when arriving in a new country, which puts them at a further disadvantage when dealing with the stressors of resettlement.6

				Pre-migration stressors and prior health concerns can also affect health status. The major causes of morbidity and mortality among refugees are measles, diarrheal diseases, acute respiratory infections, malaria, and malnutrition. Other diseases like tuberculosis, vector born diseases, sexually transmitted diseases, pregnancy and childbirth complications, and other vaccine preventable diseases are also commonly seen in displaced populations seeking refuge. The stressors of refugee camps, war violence, and other associated trauma can have impacts on the newcomers’ mental health as well.12 
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				A newcomers’ strength and resiliency should always be acknowledged and understood in a health care relationship. People from the host countries should not think of themselves as the hero for helping refugees, but rather should come along side them in their great triumph of migration. However, knowing what country the newcomer migrated from, understanding the burden of disease which can plague displaced populations, and recognizing the social factors which affect a newcomers’ health when they enter a new country should help guide the health care practitioner in properly treating and caring for a new refugee or immigrant. 

				Classification of Refugees and Associated Coverage

				1.	Government-assisted refugees: Refugees whose initial resettlement in Canada is supported by the governments of Canada or Quebec. Usually application for refugee status is done and accepted abroad, and people are then sponsored by the government to resettle in Canada. Support lasts for one year from the date of arrival in Canada, or until the refugee can support him or herself, whichever comes first. Type of support includes accommodations, clothing, food, finding employment, and becoming self-supported, as well as other resettlement assistance such as language classes. Service provider organizations offer these resettlement services to refugees.13 

				2.	Privately-sponsored refugees: Refugees whose initial resettlement in Canada is sponsored by individuals or groups of individuals, which may include Sponsorship Agreement Holders (SAH), groups of 5 individuals, or other community sponsors. Responsibilities of sponsoring groups are similar to the responsibilities of governments when it comes to resettlement. It may include, for example, providing the cost of food, rent, clothing, locating interpreters, assisting in applying for health care coverage, enrolling kids in school and adults in language training, and helping search for employment. These responsibilities are required for 12 months upon the refugee’s first arrival to Canada, or until the refugee becomes self-sufficient.1

				3.	Refugee Claimant: Refugee claiming protection and asking for refugee status from within Canada. Claimants apply at either a port of entry (airport, seaport, or land port) or at an Immigration, Refugees, and Citizenship Canada (IRCC) office. Claimants have to fill out an application package and wait for a hearing. If accepted, the claimant will receive status of “protected person”.14 The “Safe Third Country Agreement” states that a refugee claimant wanting to make a claim must do so in the first safe country they arrive in. For example, as it currently is, refugees cannot make a refugee claim if they travel from the United States into Canada.

				4.	Interim Federal Health Program (IFHP): temporary healthcare coverage for refugees, protected persons, refugee claimants, victims of human trafficking, and detainees who are not eligible for provincial or territorial healthcare coverage. This coverage includes basic in-patient 
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				and out-patient hospital services, services from physicians, registered nurses, laboratory, diagnostic, and ambulance services. The IFHP also helps cover supplemental health care costs including some vision and urgent dental care, as well as home care, assistive devices, medical supplies, equipment, services form other allied health professionals, and prescription medications listed on provincial formularies. The IFHP will also cover one Immigration Medical Exam and one related diagnostic test.15

				Immigration Medical Exam

				All immigrants and refugees undergo an Immigration Medical Exam (IME) before entering the country (or if refugee claimant, inside Canada). The purpose is to screen for medical diseases that can cause a significant burden on the Canadian health care system, or presents a danger to public health and safety.16 A preapproved panel physician must conduct the exam. The components of this exam include a physical examination, screening for syphilis serology and serum creatinine (≥ 15 years old), chest x-ray (≥ 11 years old), Urinalysis (≥ 5 years old) and HIV testing (≥ 15 years or if he/she has history of receiving blood products or mother HIV positive).17,18 Refugees are protected by law, through the Immigration and Refugee Protection Act, from exclusion on the basis of burden of illness. This means that although economic immigrants can be prevented from moving to Canada based on the idea that they may be too high a health burden on Canadian society, refugees can not be excluded on this basis. However, refugees may be required to be treated for their disease before coming to Canada, which can delay resettlement, but not prevent it.19 

				Approach to the First Clinical Visit

				The approach to the history should be first aimed at establishing rapport with the patient and initiating a positive therapeutic relationship. Addressing any acute medical illnesses should also take priority at the initial health visit. 

				History should be broad and cover a systematic review of systems. Migration history is important, including all countries lived in and passed through. Any history of tropical disease or exposures should be documented. It is useful to include the family housing situation. Immunization status should also be approached, and documentation of previous vaccination should be included in the chart, if available. 

				On physical exam, the approach should be the same as any other health visit, with initial focus on presenting complaints and safety if necessary. A full physical exam should be conducted with special emphasis on growth parameters, hearing, vision, oral health, signs of congenital infection, inspect for BCG scar, heart murmurs, clubbing, signs of malnutrition (rachitic changes), and abdominal exam, looking for hepatosplenomegaly.20
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				There are evidence-based guidelines in Canada on clinical management of new immigrants and refugees to Canada, published in 2011. Those include screening guidelines for infectious diseases, chronic and non-communicable diseases, mental health, and woman’s health (Table 1-4, reproduced with permision from CMAJ).19 

				Table 1.
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					Measles, mumps and rubella

					Vaccinate all adult immigrants without immunization records using one dose of measles-mumps-rubella vaccine. 

					Vaccinate all immigrant children with missing or uncertain vaccination records using age-appropriate vaccination for measles, mumps and rubella.

					Diphtheria, pertussis, tetanus and polio

					Vaccinate all adult immigrants without immunization records using a primary series of tetanus, diphtheria and inactivated polio vaccine (three doses), the first of which should include acellular pertussis vaccine. 

					Vaccinate all immigrant children with missing or uncertain vaccination records using age-appropriate vaccination for diphtheria, pertussis, tetanus and polio.

					Varicella

					Vaccinate all immigrant children <13 years of age with varicella vaccine without prior serologic testing. 

					Screen all immigrants and refugees from tropical countries ≥13 years of age for serum varicella antibodies, and vaccinate those found to be susceptible.

					Hepatitis B

					Screen adults and children from countries where the seroprevalence of chronic hepatitis B virus infection is moderate or high (i.e., ≥2% positive for hepatitis B surface antigen), such as Africa, Asia and Eastern Europe, for hepatitis B surface antigen, anti-hepatitis B core antibody and antihepatitis B surface antibody. 

					Refer to a specialist if positive for hepatitis B surface antigen (chronic infection). 

					Vaccinate those who are susceptible (negative for all three markers).

					Tuberculosis

					Screen children, adolescents <20 years of age and refugees between 20 and 50 years of age from countries with a high incidence of tuberculosis as soon as possible after their arrival in Canada with a tuberculin skin test. 

					If test results are positive, rule out active tuberculosis and then treat latent tuberculosis infection.

					Carefully monitor for hepatotoxity when isoniazid is used. 

					HIV

					Screen for HIV, with informed consent, all adolescents and adults from countries where HIV prevalence is greater than 1% (sub-Saharan Africa, parts of the Caribbean and Thailand). 

					Link HIV-positive individuals to HIV treatment programs and post-test counselling.

					Hepatitis C

					Screen for antibody to hepatitis C virus in all immigrants and refugees from regions with prevalence of disease ≥3% (this excludes South Asia, Western Europe, North America, Central America and South America). Refer to a hepatologist if test result is positive. 

					Intestinal parasites

					Strongyloides: Screen refugees newly arriving from Southeast Asia and Africa with serologic tests for Strongyloides, and treat, if positive, with ivermectin. 

					Schistosoma: Screen refugees newly arriving from Af-rica with serologic tests for Schistosoma, and treat, if positive, with praziquantel.

					Malaria

					Do not conduct routine screening for malaria. 

					Be alert for symptomatic malaria in migrants who have lived or travelled in malaria-endemic regions within the previous three months (suspect malaria if fever is present or person migrated from sub-Saharan Africa). Perform rapid diagnostic testing and thick and thin malaria smears.

					*Order of listing considers clinical feasibility and quality of evidence.

				

			

			
				
					Summary of evidence-based recommendations for infectious diseases*
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					Depression 

					If an integrated treatment program is available, screen adults for depression using a systematic clinical inquiry or validated patient health questionnaire (PHQ-9 or equivalent). 

					Individuals with major depression may present with somatic symptoms (pain, fatigue or other nonspecific symptoms). 

					Link suspected cases of depression with an integrated treatment program and case management or mental health care.

					Post-traumatic stress disorder

					Do not conduct routine screening for exposure to traumatic events, because pushing for disclosure of traumatic events in well-functioning individuals may result in more harm than good. 

					Be alert for signs and symptoms of post-traumatic stress disorder (unexplained somatic symptoms, sleep disorders or mental health disorders such as depression or panic disorder).

					Child maltreatment

					Do not conduct routine screening for child maltreatment. 

					Be alert for signs and symptoms of child maltreatment during physical and mental examinations, and assess further when reasonable doubt exists or after patient disclosure. 

					A home visitation program encompassing the first two years of life should be offered to immigrant and refugee mothers living in high-risk conditions, including teenage motherhood, single parent status, social isolation, low socioeconomic status, or living with mental health or drug abuse problems.

					Intimate partner violence

					Do not conduct routine screening for intimate partner violence. 

					Be alert for potential signs and symptoms related to intimate partner violence, and assess further when reasonable doubt exists or after patient disclosure.

					Note: PHQ-9 = nine-item Patient Health Questionnaire. 

					*Order of listing considers clinical feasibility and quality of evidence.

				

			

			
				
					Summary of evidence-based recommendations for mental health and physical and 

					emotional maltreatment* 

				

			

		

		
			
				Table 2. 
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					Type 2 diabetes mellitus 

					Screen immigrants and refugees >35 years of age from ethnic groups at high risk for type 2 diabetes (those from South Asia, Latin America and Africa) with fasting blood glucose. 

					Iron-deficiency anemia

					Women 

					Screen immigrant and refugee women of reproductive age for iron-deficiency anemia (with hemoglobin). 

					If anemia is present, investigate and recommend iron supplementation if appropriate. 

					Children 

					Screen immigrant and refugee children aged one to four years for iron-deficiency anemia (with hemoglobin). 

					If anemia is present, investigate and recommend iron supplementation if appropriate.

					Dental disease 

					Screen all immigrants for dental pain. Treat pain with nonsteroidal anti-inflammatory drugs and refer patients to a dentist. 

					Screen all immigrant children and adults for obvious dental caries and oral disease, and refer to a dentist or oral health specialist if necessary.

					Vision health

					Perform age-appropriate screening for visual impairment. 

					If presenting vision <6/12 (with habitual correction in place), refer patients to an optometrist or ophthalmologist for comprehensive ophthalmic evaluation.

					*Order of listing considers clinical feasibility and quality of evidence. 

				

			

			
				
					Summary of evidence-based recommendations for chronic and noncommunicable

					diseases* 

				

			

		

		
			
				Table 3.
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					Contraception

					Screen immigrant women of reproductive age for unmet contraceptive needs soon after arrival to Canada. 

					Provide culturally sensitive, patient-centred contraceptive counselling (giving women their method of choice, having contraception on site and fostering a good interpersonal relationship).

					Vaccination against human papillomavirus

					Vaccinate 9- to 26-year-old female patients against human papillomavirus.

					Cervical cytology

					Screen sexually active women for cervical abnormalities by Papanicolaou (Pap) test. 

					Information, rapport and access to a female practitioner can improve uptake of screening and follow-up.

					*Order of listing considers clinical feasibility and quality of evidence. 

				

			

			
				
					Summary of evidence-based recommendations for women’s health*

				

			

		

		
			
				Table 4.
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				Interdisciplinary Approach

				An interdisciplinary care center can optimize the initial health visit for newcomers to Canada. An interdisciplinary approach allows for comprehensive medical care in one visit, mitigating issues of transportation, confusion of navigating a new health care system, and quicker access to services needed. Members of the team can include, but not limited to, physicians, nurses, physiotherapists, pharmacists, clinical assistants, x-ray technicians, phlebotomy, interpreters, and child care workers. Examples of refugee clinics in Canada are The Crossroads Clinic in Toronto and the Bridge Refugee Clinic in Vancouver. 

				Service provider organizations and settlement agencies are also an essential piece to the linkage to care of new refugees in Canada. They are often an interdisciplinary center for essential services for newcomers to Canada, including language training, providing interpreters, resume building, help with employment, computer skills, enabling community engagement, access to social workers, linking to the health care system and school system, and other aspects of the resettlement process. Various Service provider organizations across Canada can be found in the following website: 

				http://www.cic.gc.ca/ENGLISH/refugees/outside/resettle-providers.asp 
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				Questions

				1.	A refugee family comes into your clinic for the first time. Which of the following is not part of the routine screen?

				a.	Iron deficiency Anemia

				b.	PAP test in sexually active women

				c.	Exposure to traumatic events

				d.	HIV if from high country with high prevalence of HIV

				e.	Hepatitis B if from country with moderate prevalence of Hep B

				2.	Which of the following is not a health effect of being a refugee?

				a.	Refugees on average have poorer measures of health upon arrival to a new country compared to the native born population.

				b.	At about 10 years, the health status of a newcomer is on average lower compared to the Canadian born population.

				c.	During the migration process, the major causes of morbidity and mortality amongst displaced people is diarrheal disease, measles, and acute respiratory illnesses.

				d.	People from war zones may have an increase risk of PTSD.
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				Answers

				1.	C. 

					We should not be screening all patients for exposure to traumatic events, especially in a well functioning individual. Questioning patients for history of traumatic exposure may do more harm than good. Instead, be aware of the signs and symptoms of PTSD (signs of unexplained somatic disorders, sleep disturbances, increased arousal, and other psychiatric disturbances – you may want to ask about difficulties sleeping or lack of appetite, for example). All other options we should be routinely screening our patients for. Refer to the above guidelines on screening new immigrants and refugees. 

				2.	A. 

					

					Refugees and immigrants on average have better measures of health compared to the average native-born Canadian. This can be understood by the ability of an immigrant to migrate, as they are often more well off in their home country and are migrating for economic opportunity. Refugees on the other hand, need to have good health and strength to travel far distances and migrate out of an unsafe country. Therefore they are often in better health than the native born population. Their health will often deteriorate and become lower compared to the native born population at about 10 years after first arrival, most likely due to the social determinates of health which newcomers are disproportionately affected by. This decline in health is known as the “Healthy Immigrant Effect”. 
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				Key Points

				1.	A refugee is someone who has to leave their home country out of fear compared to an immigrant who usually leaves their home country by choice.

				2.	Newcomers to Canada on average have better measures of health compared to the native born population. Newcomers health deteriorates to become equivalent to the native born population at about 10 years after first arrival. This decline in health is known as the “Healthy Immigrant Effect”.

				3.	There are many types of refugees in Canada, including government assisted, privately sponsored, and refugee claimants, who apply for protection upon arrival to Canada. 

				4.	The approach to the first health care visit should be similar to any other health care visit, with emphasis on establishing rapport, addressing any acute illness, screening for infectious and chronic diseases, addressing women’s health, and being aware of mental disturbances which may be present. Using a multidisciplinary structure will help mitigate social factors that newcomers may be affected by (i.e. access to care, language barriers, knowledge of the health care system, and more).

				5.	There are many service provider organizations across Canada that help with the resettlement process of newcomers, which includes linking newcomers to the health care system. They are essential allies in properly caring for refugees. 
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				Interim Federal Health Plan (IFHP) 

				Cuts in Canada

				Case 6

				A local newspaper journalist approaches your family clinic and asks for an interview with you to discuss an upcoming parliamentary bill that will drastically change medical billing processes. Or they ask you to discuss the lack of access to healthcare that the most vulnerable in your catchment and how to best address the disparity. Or rather they ask you to comment on a controversial public debate on a topic with a small degree of medical relevance. Or they ask you to comment on the previous Interim Federal Health Plan (IFHP) cuts in Canada, and the unique voice that medical professionals provided to aid in the reversal of these funding cuts. 

				Questions

				1.	What does the physician/health care providers voice add to the conversation? 

				2.	Whether you were familiar with the IFHP cuts, or if it was the first time hearing it, what feelings did this case raise for you?

				3.	What do you think aided this advocacy work to be successful and end in an outcome that was desired by the stakeholders involved? 

				4.	What experiences have you had in health advocacy? What issues are you passionate about and wish to advocate for? 

				5.	What are some caveats we should consider when engaging in advocacy?
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				Politics and Health

				Objectives

				1.	Understand the importance of medical student and medical profession advocacy in the realm of politics for the betterment of our patients’ health and basic human rights.

				2.	Learn about being a health advocate as a core competency to become a socially accountable and responsible medical student and medical professional.

				3.	Learn how to engage in medical politics and the importance of being aware of current events.

				4.	Explore an example of an advocacy campaign with significant health sector involvement.

				5.	Explore a framework for engaging in advocacy.

				6.	Learn the importance of medical students, residents, and physicians getting involved in systems – level advocacy.

				Definitions

				Interim Federal Health Plan (IFHP): IFHP provides limited and temporary coverage of health-care benefits to people who are not eligible for provincial or territorial health insurance: protected persons, including resettled refugees; refugee claimants; and certain other groups.

				Canadian Doctors for Refugee Care (CDRC): CDRC is a non-profit organization advocating for refugee health care. The organization is led by a group of non-partisan physicians from across Canada, most of who treat refugees. CDRC was formed in response to the Federal Government’s cuts to the Interim Federal Health Program for refugees. CDRC initially disbanded in 2016, however, it was recently recreated secondary to the treatment of refugees in the United States. 

				Federal Court of Canada: The Federal Court is one of Canada’s national trial courts which hears and decides legal disputes arising in the federal domain, including claims against the Government of Canada, civil suits in federally-regulated areas and challenges to the decisions of federal tribunals. Its authority derives primarily from the Federal Courts Act.

				Federal Court of Appeals: The Federal Court of Appeal ensures that federal law is interpreted and applied consistently throughout Canada by the Federal Government and its agents, to supervise the legality of the decisions of federal decision makers, and to provide a national appellate or review forum over the Federal Court, the Tax Court of Canada and federal boards, commissions, tribunals and administrative decision makers. 

				Classification of Refugees and Coverage: Refer to Case 5 for further definitions (government assisted refugees, privately sponsored refugees, refugee claimant).
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				Introduction 

				The role of the physician can often extend far beyond the duties of the clinician. One of the roles of the physician, to be a strong health advocate, can refer to the individual patient, the patient population, or even the community, province, country, or populations that transcend borders. As early in one’s medical education career, as a medical student, advocacy work in the political realm for the betterment of health of populations is a demonstration and use of the unique voice that medical trainees and professionals have in the public sphere. 

				Background

				In 1957, the Federal Government created and funded the Interim Federal Health Program (IFHP) to provide access to medical care, diagnostic services, and laboratory testing for refugees and refugee claimants. The program also provided medications, emergency dental care, and vision care similar to what is available to people on provincial social assistance. On April 25, 2012, the Federal Government announced a series of sweeping changes to the IFHP, which provided health insurance for refugees and refugee claimants in Canada. These changes came into effect on June 30, 2012. The cuts ultimately prevented access to timely care – for example, timely maternal and newborn care to pregnant mothers. A particularly marginalized and vulnerable population of people in Canada joined the group of uninsured people who are excluded from Canada’s universal health coverage. 

				Types of Refugees in Canada

				To understand the cuts, it is important to recognize the different types of refugees and refugee claimants in Canada. Privately-sponsored refugees and government assisted refugees are those who were identified as refugees pre-migration to Canada, while refugee claimants make their claims after arriving in Canada. Refugee claimants were further subdivided based on a change to the law through Bill C-31 in 2012, for which there are now 42 ‘Designated Countries of Origin’ (DCOs) for refugee claimants. As per the government, these countries were ‘non-refugee producing’. Several differential policies were then applied to claimants from this group including shorter time limits to submit documents and denial of access to the Refugee Appeals Division.

				Due to the cuts to the IFHP, all refugees and claimants except government-assisted refugees lost access to medication coverage, vision and dental care. People from DCOs lost all health coverage including for urgent and essential care, except in very limited cases of public health concerns or issues of public security. Some of the countries included in the DCO list including Hungary and Mexico were among the highest source countries of refugee claimants thereby having a very large impact. 
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				The Collective Physician-Led Response

				On May 11, 2012, more than 80 doctors protested cuts to refugee health benefits during a sit-in at Minister of Finance Conservative M.P. Joe Oliver’s office, the highest-ranking Minister of the Stephen Harper government at the time. Canadian Doctors for Refugee Care and a health advocacy movement was born.

				Canadian Doctors for Refugee Care is a non-profit organization advocating for refugee health care. The organization is led by a group of non-partisan physicians from across Canada, most of whom treat refugees. Canadian Doctors for Refugee Care was formed in response to the Federal Government’s cuts to the IFHP for refugees and refugee claimants. 

				Immediately after the decision was announced, doctors, trainees and health care workers rallied together to protest the cuts, which they feared would leave a vulnerable population without access to essential health services. Because of significant public pressure, the government quickly changed the list of who would be impacted removing government-assisted refugees from the list, all the while not acknowledging that any change was made to the cuts. Rallies and press conferences were held, Conservative Party Ministers were disrupted during public meetings, op-eds and letters were written, tweets were sent, media interviews conducted, politicians and bureaucrats were lobbied, and a court challenge was launched. Many community organizations and community members also engaged in various initiatives to challenge the refugee health cuts. The court challenge to the cuts led a Federal Court of Canada to deem the cuts “cruel and unusual” and call on the government to restore the pre-2012 IFHP. The government instead chose to put in place a different version of IFHP coverage, which only partially restored the program. After four years of grassroots health advocacy work, on February 18, 2016, the Federal Liberal government announced full restoration of the previous Conservative Government’s cuts to the IFHP. A success story for Canadian health advocates and sincerely excellent news for Canada’s vulnerable families and their health care providers.

				Politics and Health on a Global Scale

				Politics has a significant role and influence on health on a global scale as well. Canada’s health, trade, etc., legislation can have a significant impact on international governance and policy. Canada is a member nation of the United Nations and the World Health Organization, which holds the World Health Assembly annually focusing on a specific health agenda and drives decision-making within the organization. 
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				The Physician Voice in Health Advocacy 

				The physician/health care provider adds a unique voice to the conversation. As physicians, the privilege and credibility inherently attached to the role of the physician is brought to the issue. Physicians use and apply the “health lens” to the issue at hand being discussed. Further, physicians are able to shed light on and talk about the evidence. Additionally, physicians are in an excellent position to share powerful stories and narratives from our training and clinical practice. A particularly excellent and relevant read: Berwick DM. To Isaiah. JAMA. 2012;307(24):2597-2599. doi:10.1001/jama.2012.6911

				It is often that we face realities of our world that show the unjust nature of inequality and its impact on people’s health. It is important to know that there are certain instances in which we should and must speak up and speak out for issues that we are passionate about, have a stake in, or are able to have a positive impact on. 

				The success of this advocacy work in this discussed case is multifaceted with an alignment of various factors that made the outcome a positive one for those involved. Useful policy analysis frameworks to consider include the 1) Three-i framework (interests, ideas, institutions) for understanding policy developments and choices, and 2) Kingdon’s framework for policy analysis, as examples of frameworks to explain and understand the successes of such advocacy efforts. Taking a further look at these frameworks also teaches a significant amount of the way to construct, perceive, and approach future advocacy and policy changes. Take a bit of time to reflect and think about some possible experiences in health advocacy and the issues that one may be passionate about and want to advocate for. Keeping those motivations and interests in mind about the issues being brainstormed: a) make sure to be well-informed on the issue at hand, b) attempt to engage with and take cues from the community that is affected, c) ensure to connect with allies who may already be engaging in advocacy on the issue to learn how as a collective to best contribute as healthcare providers to the ongoing struggle, d) do not embellish or exaggerate the issue, and e) do not be too righteous about one’s actions or words. These are certainly a few caveats to keep in mind, however, certainly keep in mind that the physician and medical student voice is an important one and that no issue is too small or too big to work on. Collectively, the works that health advocates contribute to, through being conscious and aware about the intersection of politics and health, can create a better reality in the current ever-changing world. 
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				The Health Advocacy Approach – Public Policy in Context of Global Health

				With respect to affecting public policy in the context of global health, as an example for an effective health advocacy approach, the first area to identify is what you are trying to achieve. An approach will be provided here that is meant to be a quick introduction with much comprehensive information being available online. The purpose of this approach is to provide an overview and sense of the complexities and considerations taken for a health advocacy strategy and its necessary interactions with politics and bureaucracy. 

				A quick summary framework can be found in Table 1: Health Advocacy Approach/Framework and some key questions to keep in mind can be found in the ‘Key Points’ section. With that said, the identification of the goals you would like to achieve will direct you towards the body for which you should target your advocacy efforts. Using the public policy process and its implementation as an example, if you want to affect change with new policies, changes in policies, or new funding, efforts are best directed towards political bodies. On the other hand, if you want to affect change with regards to policy implementation, changing in programming, and concerning existing funding, efforts are best directed towards bureaucratic bodies. 

				To identify those that care and have similar interests in the issue, commitments made public by government can be reviewed. This can include commitments in the forms of: speech from the throne, budget/fall update, ministerial mandate letters, existing policies, speeches and statements, and party platform (specifically during election periods). Identifying political bodies that care about the issue can also be done by looking at personal affinity of those individuals, by looking at their biographies and past affiliations.

				An understanding of the general structure of the government helps identify how to navigate and best communicate with the stakeholders you wish to get in touch with. The central agencies in the federal government of Canada are the Prime Minister’s Office, the Privy Council Office, Finance Canada, and the Treasury Board Secretariat. With regards to specific areas relevant in the field of global health, there are special operating agencies, line departments and agencies, and funding bodies. They are as follows: special operating agencies (International Development Research Centre, EDC Development Finance Institution), line departments and agencies (Global Affairs Canada, Public Health Agency, Health Canada), and funding bodies (International Development Research Centre, CIHR Canadian Institutes of Health Research, SSHRC Social Sciences and Humanities Research Council, Grand Challenges Canada). 

				Within government, from the political bodies perspective, there are a plethora of individuals that can be contacted and would have ability to move forward an agenda. In the Prime Minister’s Office, there exists the principal secretary, chief of staff, senior advisor, director of policy, and special assistant. Within the Minister’s Offices, there exists chief of staff, director of policy, and 
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				special assistant. Within the large group of Members of Parliament, there exists parliamentary secretary, committee members, and members with known affinity on certain issues. As well, within the Opposition there exists the Office of the Leader of the Opposition, critics on many topics including the critic for Global Affairs Canada, committee members, and members with known affinity for certain issues. Generally, it is a good idea to aim high in the political ladder and maintain a line of contact with an individual that is accessible and responsive. 

				Within bureaucracy, there are central agencies and departments. Once again, in the context of global health issues, within the central agencies, you can consider approaching Finance (general director for international trade and finance, director for international affairs) or PCO Privy Council Office (deputy secretary, foreign and defense policy advisor). Within the department, there are many individuals that can be contacted as well (deputy minister, assistant deputy minister, director general, director, manager/deputy director, analyst). 

				Developing and formulating the strategy and the specifics of the approach involves making and presenting the case or issue in a clear and concise manner. In a quick overview, this could mean explaining the case in a short-written summary and things to consider include: the context of the issue (i.e. background to the situation, who is accountable/responsible, why this is an issue and matters), the desired change, analysis (i.e. benefits to the system, costs to the system), endorsements on whom agrees with this issue, and possible steps for implementation. 

				Throughout this entire process, it is crucial to evaluate and re-assess, to be open to improvements and feedback. Factors to always keep in mind throughout the health advocacy strategy process would be to understand the affinity for the issues (i.e. who cares about this issue and for what reason), appropriate representation (i.e. what stakeholders are represented, which stakeholders are on the other side of the argument, and what stakeholders must be involved in the conversation), and analysis (i.e. what do leaders or experts in the field think or feel about the topic at hand, and what does the analysis demonstrate and show, and does it support a compelling argument). 
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				Table 1. Health Advocacy Approach/Framework

				
					A. Setting the objective 

					•	Specific and ‘winnable’ for short-term campaigns 

					•	Aspirational for long-term campaigns which seek to push the envelope

					•	Timely – in response to a recent change, fitting into a current policy agenda

				

				
					B. Determine the target for advocacy efforts 

					•	Who are you trying to convince? (ie. politicians, health sector, general public)

					•	Who can make the change you want to see? 

				

				
					C. Map out and gather your allies 

					•	Who has similar interests? 

					•	Who is in your community? 

					•	Who is already working on these issues?

				

				
					D. Design the specifics of your approach 

					•	What tactics are you using? (ie. Clinical tools, research, writing, using reports, public education events, lobbying your institutions, lobbying your politicians and bureaucrats, online or paper petitions, op-eds, blogs, letters to the editor, public protests, creative actions/campaigns, press conferences, media coverage, social media campaigns) 

					•	What is your message frame? 

					•	What sorts of internal skill-building is needed? 

				

				
					E. Evaluate and re-assess 

					•	Improvements can always be made to your advocacy approach, so remember to be open to feedback and for making constant adjustments to improve your strategy

					•	Continue learning about the issues and how to best address them!

				

			

		

	
		
			[image: ]
		

		
			[image: ]
		

		
			[image: ]
		

		
			
				- 78 -

			

		

		
			
				Questions

				1.	The first step in developing an advocacy plan for a specific global health issues is:

				a.	Determine the target audience of who to advocate to.

				b.	Setting a specific and achievable advocacy goal.

				c.	Determine who else is also advocating for this same cause.

				d.	Evaluate and reassess your progress.
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				Answer

				1.	B

					The first part in advocacy is to set a specific and achievable goal on a topic that you are passionate about. This is from the Health Advocacy Approach/framework. It is important to know the issue well to initially create an achievable goal.

				Key Points (“Where do you start with advocacy?”)

				1.	Think about issues that matter to you.

				2.	Find people who are already thinking about or working on issues you care about (mentors, student groups, clubs, chapters of associations, community grassroot organizations).

				3.	Find ways to contribute to existing campaigns.

				4.	The ‘health’ lens is very powerful.

				5.	Coalitions of allies from different sectors make a stronger statement.

				6.	We need people working on the ‘inside’ and the ‘outside’ to get things done.

				7.	Everyone has different skills and interests and ways to contribute.

				8.	There is a large amount to learn as a health advocate.
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				Homelessness

				Case 7

				A middle aged woman comes to your primary care clinic at 3pm, she appears very anxious. She has trouble finding her Health Card and states she isn’t sure if she has one. She states she has no family or friends and does not have a valid address or phone number. You notice her ankles and feet are really swollen. She says she would like medication to reduce the swelling in her legs but does not have a drug plan. She states she has not eaten all day. 

				Questions

				1.	What is your approach for the first visit? 

				2.	How can you find resources available in your local community and at the government level to support individuals experiencing homelessness? 

				3.	What are some challenges to receiving care and following through with care plans for individuals experiencing homelessness? 

				4.	What are some key health issues individuals experiencing homelessness are at higher risk for?

				5.	How can you support this individual in follow up visits? 
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				Homelessness

				Objectives

				1.	Define key terms: homelessness, poverty. 

				2.	Identify barriers to accessing care.

				3.	Identify issues people experiencing homelessness may be at greater risk of.

				4.	Create an approach to first visit of a patient experiencing homelessness.

				5.	Create an approach for follow-up visits. 

				Background

				Homelessness is a complex social issue interlaced with each individual’s unique story. In Canada, approximately 35,000 Canadians are homeless on any night.1 Although we have seen a national decline in the number of individuals using shelters between 2005 and 2014, there has been an increase in shelter occupancy rate due to longer shelter stays particularly of families and seniors (Canadian demographic below).1

				Out of all the factors that affect the health of Canadians, more than our biology and access to care, it is the way we live our lives that has the most significant impact.2 This means that social determinants of health including a person’s income, early childhood development and housing are some of the most important factors in predicting long term health outcomes.2 Individuals experiencing homelessness in Canada have a life expectancy of 34 - 47 years compared to the average life expectancy in Canada of 82 years.2 They are twice as likely to have Type 2 Diabetes, five times as likely to have heart disease and four times as likely to have cancer.2 

				Individuals are exposed to many environmental, infectious, and mental stressors when experiencing homelessness that can adversely affect their health and exacerbate any prior conditions.2 For example, people staying at shelters are at higher risk of exposure to conditions like lice, scabies and infectious diseases in close quarters.2 They are at greater risk for foot conditions like cellulitis and fungal infections if they spend long periods of time outdoors on their feet.2 Mental health issues, heart disease and addiction can develop or be further exacerbated by the stress of being homeless.2 

				When providing care to individuals experiencing homelessness it is important to realize the barriers to care they may experience. For example it was found that 43% of homeless individuals in Toronto have a family doctor compared to 88% in the total population.3 Part of this discrepancy is due to a lack of a health card, 34% of homeless individuals in this Toronto study reported not having a health card of which almost half reported that they had lost their card.3 
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				A study looking at Canadians experiencing homelessness in Calgary identified “emotional, educational, geographical, financial and structural barriers, as well as discrimination”4 as barriers to accessing care. Emotional barriers included fear that patients would not be able to cope with a new health care diagnosis especially if they lacked supports, fear of authority and low self-esteem.4 Educational barriers primarily described a lack of background knowledge about the medical system, which could affect how individuals navigate the system.4 Geographical and financial barriers can include not being able to cover transportation costs and/or not being able to take time off work to visit a healthcare provider during business hours.4 Financial barriers can also include having to pay for medications out of pocket,4 and structural barriers primarily includes the need for a health card as discussed above. Discrimination by healthcare providers was found to deeply affect the quality of care patients received from inappropriate comments being passed, to assumptions made about patients’ living conditions to how quickly patients are discharged from hospital.4

				Definitions

				Globally countries can have different definitions of homelessness and poverty. The definitions provided here are based on Canadian resources for the Canadian context unless otherwise stated. 

				Homelessness: Based on the Canadian Observatory on Homelessness it is a state of inadequate housing encompassing a range that extends from a lack of physical housing to housing insecurity.5 The range is further broken down into “Unsheltered”, “Emergency Sheltered”, “Provisionally Accommodated” and “At Risk of Homelessness.”5 “Unsheltered” describes an individual/family without any place to live, “Emergency Sheltered” describes staying in a shelter, “Provisionally Accommodated” describes temporary housing provided by the government or a friend/family member without guarantee of permanent placement and finally “At Risk” describes the risk of losing permanent housing due to financial constraints or if the housing is not safe.5

				Poverty: The Canadian federal government does not have a fixed definition of poverty, terms used to define poverty are important parts of political debate globally.6 Poverty is measured in absolute or relative terms.6 An example of an absolute measure of poverty is “basic needs” used by the Fraser Institute.6 This defines poverty as the inability to afford “basics needs” which are the calculated cost of “food, shelter, clothing, health care, personal care, essential furnishings, transportation and communication, laundry, home insurance, and miscellaneous.”6 An example of a relative measure of poverty is “Low-Income Cut Offs” calculated by Statistics Canada.6 Low-Income Cut Off is when a family spends at least 20% more of income than other families in the same neighbourhood on basic needs such as “food, clothing and shelter.”6 It has been found that “basic needs” provides a lower assessment of poverty than the “Low-Income Cut Offs” measurement.6 
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				Epidemiology

				Gathering data both nationally and globally on homelessness is particularly challenging as individuals experiencing homelessness may be “hidden” particularly if they do not use shelters.7,8

				Canadian Demographic 

				The National Shelter Study found that in Canada approximately 150,000 people use shelters annually.8 The number of individuals using shelters decreased from 156,000 in 2005 to 136,000 in 2014 but the number of emergency beds used has increased by an average of 800 people per night.8 This means that although fewer people are using the shelter services, those that do are staying in the shelter for longer periods of time; families and people over the age of 50.8 

				Particularly vulnerable groups for shelter use include senior citizens, indigenous people, veterans and individuals without Canadian citizenship. The number of senior citizens using shelter services has doubled from 2005 to 2014 from 2,244 to 4,332 individuals.8 The rates of shelter use is 10 times higher in Indigenous versus non-Indigenous individuals, in 2014 between 38,080 and 45,820 Indigenous people used shelter services.8 Veterans make up 2.2% of shelter users, 2,950 people in 2014. 5% of shelter users, approximately 6,000 people, were not Canadian citizens of which 5,036 individuals were permanent residents or immigrants, and 1,095 individuals were refugees.8 

				Global Demographic 

				In the most recent global survey conducted by the United Nations in 2005 it was found that approximately 100 million people are homeless globally.7 However, the problem of inadequate housing, including unsafe and insecure housing, is much broader affecting up to 1.6 billion people.7 

				Globally, migration from rural to urban areas has put increased pressure on creating sustainable and affordable housing in cities.9 In 2014, 30% of people living in cities, over 880 million people, lived in “slum-like conditions.”9 Some of the many challenges of urban development are containing the spread of cities beyond their assigned boundaries, managing waste that is produced and managing pollution in these limited spaces.9

				Projecting towards the future, an estimated ⅔ of the world’s population will be living in cities by the year 2030.9 As a result, the United Nation’s Sustainable Development Goal 11 is targeting housing security with a focus on cities to address this growing need for safe and affordable housing in urban areas.9 Specifically, Sustainable Development Goal 11 is to “make cities and human settlements inclusive, safe, resilient and sustainable.”9
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				Clinical Approach

				Mental Health Disorders

				One out of three people with a persistent mental health issue have experienced homelessness at some point in their lives.2 Individuals with mental health concerns may be at a higher risk for experiencing homelessness. Mental health can also be worsened by the stress of experiencing homelessness.2 For example, adverse childhood experiences have a strong correlation with homelessness, and homelessness itself increases a person’s risk of experiencing trauma both psychological and physical such as brain injuries and falls.2 

				Trauma informed care and offering trauma specific services can be very important for addressing mental health concerns.2,18 Trauma specific services focus on the four key principles of trauma awareness, control, safety and focusing on the patient’s strengths.18 Trauma awareness requires staff training on how trauma symptoms can manifest in patients as well as routine screening in some cases.18 Individuals who have experienced trauma have often experienced a loss of control over their environment, so offering choice wherever possible can help patients.18 In terms of safety, knowing patients’ triggers, ensuring a collaborative approach, respecting confidentiality and maintaining boundaries are critical to ensuring a safe environment for the patient.18 Finally, a “strengths-based approach” focuses on helping the patient identify and build their coping skills as they move forward.18

				Supportive housing has been very successful in helping individuals with mental illness who are experiencing homelessness.13 Understanding the programs available in your area is very important to educate and support patients.13 

				Substance Use/Drug Addiction 

				There is a positive correlation between experiencing mental health concerns and increased rates of substance abuse.2 A study of individuals experiencing homelessness in Toronto, Ontario found that 40% of their study sample had concerns with substance abuse in the past month; particularly marijuana and cocaine, and that this drug use was linked to poorer mental health.10 This study also highlighted that many individuals with substance abuse concerns are some of the most vulnerable; representing individuals who have been homeless for longer and have less education than other participants in the study.10 

				Substance abuse issues can be addressed concurrently with mental health concerns.2 This can include addictions counselling, needle exchange, naloxone training as well as medications. These medications can include methadone for patients with opioid dependency as well as naltrexone for opioid and/or alcohol addictions.2 
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				Type 2 Diabetes Mellitus

				Individuals experiencing homelessness are at a two-fold higher risk for developing type 2 diabetes mellitus.2 Diabetes management can be particularly complex because individuals may not be able to modify lifestyle factors such as improving their diet if they are experiencing food insecurity and may not have access to glucose monitoring.2,11 Storing insulin is also a barrier to care, an insulin pen can be effective and has been found in a study of 23 homeless patients to improve compliance and lead to better sugar control.2,20 .2 

				Screening all individuals experiencing homelessness for diabetes should be considered.2 Although there are no specific guidelines indicating increased screening for individuals experiencing homelessness, using the Canadian Diabetes Risk Questionnaire (CANRISK) you can calculate the risk for diabetes based on hereditary and lifestyle factors and decide if earlier screening is appropriate.

				Coronary Artery Disease

				Individuals experiencing homelessness are three times more likely to have coronary artery disease.2 This is based on their higher risk for other co-morbid conditions like type 2 diabetes mellitus and hypertension as well as lifestyle factors such as smoking, substance use and stress.2 A study based out of St. Michael’s Hospital in Toronto, Ontario found that homeless individuals have a greater than double risk of developing cardiovascular event over a 30 year follow up.12 The risk factors discussed for this increased risk included substance use, male sex, smoking and alcohol abuse as well as poor access to primary care and poor management of conditions such as hypertension, dyslipidemia and diabetes.12

				Screening for coronary artery disease can be increased in homeless patients.2 Addressing risk factor modification is very important and can be very challenging.23 For example, many patients may not be able to modify their diets if they are not preparing their own meals and may not be able to take medications such as a once daily aspirin if they do not have adequate storage for medications. One study in Toronto found that fewer than a third of individuals experiencing homelessness with cardiovascular disease were using aspirin or cholesterol-lowering medication.23 Having an open dialogue with patients about barriers to care is an important step in managing these conditions. 

				When prescribing medications for hypertension consider a calcium channel blocker which does not require a follow up for bloodwork. Also, be aware of how diuretics cause increase urine flow which could be problematic for some patients.2 
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				Lung Disease

				COPD can be correlated to the higher rates of smoking; individuals experiencing homelessness are also four times as likely to smoke.2 In addition, COPD can be worsened by living in shelters where infections such as influenza and pneumonia can be spread through close contact (see infectious disease section below).2,13 Individuals experiencing homelessness, both children and adults, are at a higher risk of experiencing asthma.14 Asthma has been linked to smoking, increased allergens and pollution in the environment, and respiratory infections like influenza and pneumonia.14 Pneumonia is also more prevalent among homeless individuals, tied to the prevalence of infectious diseases (please see below).22 HIV, asthma, alcohol use, drug use, smoking and COPD are all risk factors for pneumonia which are also in higher prevalence among individuals experiencing homelessness.22

				It is important to use counselling techniques to reduce smoking in homeless patients just as in any other group. It is estimated that only half of homeless patients have received health care advice to quit smoking.2,22

				Vaccinating against influenza and Streptococcus pneumoniae is important as these conditions can lead to COPD exacerbations.2 In its 2008 guidelines the Canadian National Advisory Committee on Immunization recommended the 23-valent pneumococcal polysaccharide vaccine for all individuals experiencing homelessness to target pneumonia infections.22 Non-compliance is also a concern in treatment for pneumonia as patients may not have storage for antibiotics which should be taken into consideration when discharging patients.22 Similar to treating Diabetes, focusing on how to simplify dosing regimens can improve patient compliance and health outcomes.2 Educating patients on inhaler use is very important to ensure patients are comfortable using the device.13 If supplemental oxygen tanks or positive pressure airway machines are required, it is important to contact the shelter the patient is staying at to ensure they are able to house the equipment. It is also important to ensure that all electric equipment is battery operated in case patients do not have access to electricity sources during the day.13

				Liver Disease

				Higher rates of alcohol abuse and viral hepatitis B and C have been observed amongst individuals experiencing homelessness.2 The higher rates of viral hepatitis C have been linked to intravenous drug use in Canadian cities as well as Canadian prisons where individuals may access intravenous drugs without sterile needles.21

				Discussing risk reduction strategies such as safe sex practices, needle exchange programs and the role of alcohol in liver disease are very important.13 It is important to screen for hepatitis C in all patients and to treat hepatitis C in homeless individuals even if they are currently using intravenous drugs.2 Past policies that suggest refusing treatment for hepatitis C until IV drug use has been stopped for 6 months have been withdrawn.19 Certain drugs for end stage liver disease 
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				have side effects that patients need to be advised of such as excessive urination from diuretics and abdominal cramping from lactulose.2 

				Infectious Disease

				Living in close quarters in shelters increases the spread of influenza, tuberculosis as well as parasites such as scabies, bedbugs, body lice, and fleas.2 Risky sexual behaviour and sharing needles for intravenous drug use can contribute to the spread of HIV in this population.2 Having an HIV co-infection is one of the most important factors in progression of tuberculosis from the latent to the active form of the disease.22

				All patients should be screened for HIV and receive counselling on safer sex practices and needle exchange to prevent contracting HIV and reduce transmission.2 Rapid HIV testing can be conducted for quicker results.13 Following an antiretroviral therapy course can be challenging for patients, consider using blister packs and/or medication that only needs to be taken once a day.2 The drug efavirenz which is used in combination therapy has psychiatric side effects which should be considered and discussed for patients with mental illness.13 Referrals to HIV/AIDS organizations that offer special support programs should be considered.13 

				Screening for tuberculosis should be offered to all patients along with treatment for latent TB.2 Screening can include chest x-ray, tuberculin skin test and sputum culture.22 Screening asymptomatic individuals can be effective for detecting latent infection.22 Non-compliance to treatment for tuberculosis has been found to increase the length of treatment. Non-compliance can be addressed through Direct Observation Therapy or other incentives that address the social barriers to accessing health care.22

				Updating vaccinations to prevent contraction of disease is very important such as the annual influenza vaccine.2 For patients with pruritus; parasites should be considered as part of the differential.2 In addition to treating infectious disease; consider the importance of hygiene such as hand hygiene and laundry when counselling patients and discussing options.2

				Chronic Pain

				Chronic pain is a very common problem faced by as many as two-thirds of individuals experiencing homelessness which can be overlooked if not specially addressed by healthcare professionals.2

				To treat chronic pain physiotherapy and cognitive behavioral therapy can be considered.2 From a pharmacotherapy perspective, non-opioids are used as first line treatment with opioids prescribed as needed based on evidence i.e. considering the 2017 Canadian Guideline for Opioid Therapy and Chronic Non-Cancer Pain.2 For neuropathic pain, tricyclic antidepressants, serotonin and norepinephrine reuptake inhibitors and gabapentin can be used.2
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				Approach to First Clinical Visit

				1.	Anti-oppressive framework2 

				Oppression is rooted in power used over individuals or groups based on prejudice such as sexism, racism and classism.15 Anti-oppressive practices are built on recognizing power imbalances and seeking to rectify these discrepancies.15 By acknowledging the barriers individuals experiencing homelessness face and working with them as partners in their care we can work to target this oppression.15 This can include educating patients on their rights within the healthcare system so they understand the care they are entitled to and are empowered to seek it.15

				 

				2.	History2 

				Start by asking the patient about their chief complaint; this can help build rapport with the patient in addition to elucidating important medical information.13 It is important to ask about social concerns that could impact the patient’s care such as; updating contact information and the patient’s preferred means of getting in touch, food insecurity, safety and where the patient has been residing temporarily.13 It is also important to ask about “stress and mood” to identify underlying mental health concerns, and to also ask about known diagnoses of any long term conditions such as diabetes, heart disease or hepatitis.13 Collaboration is key to delivery of care. Providing written instructions and asking patients about any barriers they can see in following through with treatment plans, as well as any community resources that may help provide support, can help improve adherence.13 Follow up is also crucial. If it is difficult to contact the patient via phone or email, arrange to have the patient follow up in person.13 

				3.	Physical Exam 

				The initial physical exam should incorporate a thorough assessment of all body systems with emphasis on skin, dental and foot examination. The skin examination can reveal scars, trauma and signs of chronic conditions such as liver disease.12 Dental examination can reveal tooth decay and gum disease, and foot examination can reveal infection, stress fractures, edema and trauma such as frostbite.12 It is important to recognize that not all patients will be comfortable with a physical examination on their first visit and it may be necessary to perform the examination in small sections.16 To build a therapeutic relationship, it is important to explain each step of the exam to the patient and obtain consent, as patients may be victims of physical/sexual abuse it is important to ask if they are comfortable with the various tests and if possible have a person of the same sex examine the patient.16
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				Questions

				1.	A patient experiencing homelessness comes into your clinic, which of the following screening tests should you provide? 

				a.	Hepatitis C Screening

				b.	HIV Screening

				c.	Type 2 Diabetes Mellitus

				d.	Hypertension 

				e.	All of the above

				2.	Which of the following infectious disease are individuals experiencing homeless at higher risk of? 

				a.	Tuberculosis

				b.	Influenza

				c.	Scabies

				d.	All of the above 
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				Answers

				1.	E

					All of the above. Consider offering the following screening tests to all patients experiencing homelessness. Consider rapid testing wherever possible if patient is not able to come in for a follow up. Remember that although homelessness can change the management of certain conditions, all patients regardless of their current housing status have the right to access comprehensive care if they test positive for any of these conditions. 

				2.	D

					All of the above. Living in close quarters in shelters has contributed to the prevalence of infectious diseases among individuals experiencing homelessness. In addition to scabies, lice, bedbugs and fleas are all at a higher prevalence.

				Key Points

				1.	Homelessness is a complex state that can have manifestations on patients physical, emotional and mental health. 

				2.	Building a rapport with the patient is key to establishing a physician-patient relationship. 

				3.	Understanding the higher risk for certain diseases among this population can help guide clinical examinations. 

				4.	Understanding the stigma individuals experiencing homelessness face in the healthcare system can help healthcare providers offer thoughtful, comprehensive care through an anti-oppressive lense.
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				The Role of Non-Governmental Organizations

				Case 8

				Think of some NGOs that you have worked with in the past; what was your role with them? What things did you feel the NGO did well in regards to their projects, interaction with the communities they served, collaboration with other organizations, and treatment of volunteers? What areas did you feel they could improve in? When looking to volunteer, donate to, or otherwise get involved with an NGO what are some things that you consider important to know about the organization first? 

				Keep these in mind as you read through this case file that will address these questions and more.
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				Objectives

				1.	Define NGO.

				2.	Explore the advantages and disadvantages of NGOs.

				3.	Highlight two exceptional medical NGOs.

				4.	Discuss considerations to be made when donating, volunteering, or creating and NGO in the medical field.

				Definitions

				Non-governmental Organization (NGO): group of people working independent of any external control with specific objectives and aims to fulfil tasks that are oriented to bring about desirable change in a given community, area, or situation.1

				Voluntourism: A type of tourism where travelers also participate in volunteer work, typically for charities.

				Background

				According to The Global Journal there are an estimated 10 million NGOs worldwide.2 If all NGOs were collectively a single country they would have the 5th largest economy in the world.3 Approximately 70,000 NGOs exist in Canada, the majority of which are Canadian.4

				There are several advantages of NGOs, with variation among individual organizations. They can have the capacity to reach poor communities and low-resource areas where government services are typically limited and ineffective; including situations where the government cannot or will not respond (i.e. conflict zones, emergencies, or competing political interests). By being community situated they are aware of the unique needs of the population they are serving and therefore have the capacity to promote local participation and encourage community empowerment. They can improve the efficacy and sustainability of projects through consultation with community members regarding the culture, environment, and area they are aiming to serve. NGOs are able to operate on a low budget through reliance on volunteers and community resources. Finally, acting on a smaller scale allows them the capacity to innovate and adapt projects, goals, and manpower based on the changing needs of the community and resources availabile.5

				There are also several potential disadvantages of NGOs. The uniqueness of chosen activities or projects reduces their replicability and limits their regional or national impact potential. Based on current practice requirements many NGOs are allowed to function with only limited documentation of their activities required. This leads to projects being undertaken and sponsored by various sources with little insight into their efficiency. This low level of regulation also results in many local projects being started by people with limited skill sets who may lack a formal 
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				proposed plan for their project. This could result in communities or populations being used as a testing ground for poorly organized and implemented, even if well-meaning, initiatives. This approach is likely to result in more failed attempts that may lead to reduced trust from the community members or potential donors and a loss of valuable resources such as money and time. Unstable financial support is an issue for many NGOs and this significantly limits their ability to plan long-term solutions given that most activities are not able to sustain themselves without outside aid. Despite there being thousands of NGOs in existence, some undoubtedly with overlapping goals, they are all run individually and in isolation from each other and the government.5

				Every year NGO Advisor creates a list of the top 500 NGOs in the world. This list does require the organization to agree to participate in the marking process, thus dedicating themselves to a certain level of accountability. They exclude NGOs whose primary purpose is religious conversion or nature and conservation (though they acknowledge the worth of the environment). They use an extensive methodology that focuses on the pillars of impact, innovation, and governance. 

				Below are the top 10 NGOs listed for 2013; included to provide real examples of the positive attributes that are discussed in this case file:

				1.	BRAC: A variety of programming dedicated to empowering people living in poverty6

				2.	The Wikimedia Foundation: Organization dedicated to development and distribution of free, multilingual, educational content7

				3.	Acumen Fund: Raise funds to invest in companies, leaders, and ideas that change the way the world tackles poverty8

				4.	Danish Refugee Council: Programming directed at conflict affected communities and persons9

				5.	Partners in Health: Providing a preferential option for the poor in health care10

				6.	Ceres: Transforming economy to build a sustainable future for people and the planet11

				7.	CARE International: A confederation of organizations working together to end poverty12

				8.	Médecins Sans Frontières: Medical relief where there is no current infrastructure13

				9.	Cure Violence: Stops the spread of violence using methods and strategies associated with disease control14

				10.	Mercy Corps: Focus on places in transition providing emergency relief and sustainable change15
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				Medical NGO Spotlight

				Partners in Health (PIH) state that their two overarching goals are to “bring the benefits of modern medical science to those most in need of them and to serve as an antidote to despair.” They accomplish this by facilitating collaboration on overlapping interests with both local governments and world leading medical and academic institutions. They have partnerships with the American Cancer Society, Elton John AIDS Foundation, Paul G. Allen Ebola Program, Ronald McDonald House, Bill and Melinda Gates Foundation, and many more. These partnerships result in a more widespread and efficient utilization of resources towards a united goal. PIH then stays in these communities long term to support local organizations and community members until the system is able to run fully independent of PIH, ensuring sustainability. They currently run projects in Liberia, Sierra Leone, Russia, Navajo Nation, Peru, Mexico, Haiti, Lesotho, Rwanda, and Malawi. Projects in these areas focus on Ebola management, mental health, maternal and child health, cholera, cancer and chronic diseases, community health workers, HIV/AIDs, surgical care, tuberculosis, nursing, and midwifery.10 Charity Navigator gives PIH a score of 95.4/100 with about 92% of the organizations total expenses being spent on the programs and services it delivers.16

				Médecins Sans Frontières (MSF)/Doctors Without Borders was founded in 1968 by a group of doctors from France who wished to use their medical training to help victims of war or major disasters. This has since grown into a worldwide organization whose focus spans from emergency response to long-term medical projects. They currently work in over 70 countries and have operational centres in 21 countries. Emergency response is still at the forefront of MSF goals with the organization’s infrastructure development now allowing them to respond to major disasters within hours regardless of whether they have previously had staff in the area. To further this goal they have logistics centres around the globe in which they store equipment and necessities for emergency preparedness to facilitate quick responses. Once the initial shock of a disaster has passed MSF stays to help ensure access to healthcare while the government and the communities struggle to recover from recent events. They also provide longer term assistance through the building/renovating of clinics and development/rehabilitation of healthcare infrastructure. MSF also plays a role in advocacy, through awareness, as well as in research and data collection.13 Charity Navigator gives MSF a score of 97.23/100 with about 88% of total expenses being spent on programs and services delivered.16 

				This spotlight is intended to showcase what some strong medical NGOs are doing and how they manage to implement effective programming. These organizations are often difficult to volunteer for as they have few positions that are very sought after. Smaller NGOs with more availability can be an excellent option for volunteer experience as long as they are chosen critically. Tips for finding the NGO that is right to help you achieve your goals are discussed next.

			

		

	
		
			
				- 98 -

			

		

		
			
				Clinical Relevance

				Below are some considerations to make when involving yourself with NGOs. Whether it is volunteering, acting in administrative/policy aspects of the organization, or financial support there are several things to keep in mind before you get involved. There is significant crossover between these general divisions and their relevance varies with each situation. 

				1.	Considerations for Volunteering

				Medical “voluntourism” is a rapidly growing area that seems benign on the surface but may be detrimental to local communities if not done responsibly. A review by McLennan highlights some of the factors to consider prior to participating in a medical brigade trip.17 The review looked specifically at care in Honduras but the principles are applicable to other regions as well. Often there will be language barriers present and you must consider how you and the organization will communicate with locals and ensure understanding and proper translation. This may involve having translators present throughout or learning the language yourself. Language fluency is especially important if your volunteering will require the discussion of one’s health as patient understanding is crucial to ethical health practices. Occasionally, your local hosts may feel inclined to provide you a personal workspace and since space may be limited in clinics or hospitals this could result in displacement of more needed services. For instance, if you are assisting with blood pressure measurements and weight checks that are typically done in the hallways or waiting rooms they may feel obligated to provide you a patient room in which to do this. Working with local community members and health care providers who understand the local health care system will be crucial to ensuring suggested medical plans are feasible and culturally appropriate. Ensure you have the knowledge base to diagnose and treat the prominent medical problems of the area you are visiting, e.g. tropical medicine and infectious diseases, so that you can utilize lab and pharmacy resources in the most effective and efficient manner. If going as a medical student, ensure you have proper supervision from a faculty member from your home country or a dedicated preceptor from the host country who understands the limitations of your current level of training. 

				It is also important to understand the NGO’s function within the local community. Question how the organization intends to address continuity of care and follow-up of patients given the often limited time frame of these trips. Investigate what sort of permanent local workers, if any, are associated with the organization and ask if/how they address social issues, sanitation, water, nutrition, and other basic healthcare needs that would contribute to improving overall population health. In essence it is important to consider and minimize disruption caused by temporary medical placements by working with organizations who have a sustainable and culturally appropriate practice model. It is important to add that your presence can be a great benefit if the situation is handled responsibly and you work with community members to meet and address the needs of the community in a sustainable way.
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				The following are a few testimonials from people who have reflected on their experiences with voluntourism and indicated areas for improvement. Pippa Biddle regarding her experiences as a student: “Our mission while at the orphanage was to build a library. Turns out that we, a group of highly educated private boarding school students were so bad at the most basic construction work that each night the men had to take down the structurally unsound bricks we had laid and rebuild the structure so that, when we woke up in the morning, we would be unaware of our failure.”18 This addresses the issue of not having the appropriate knowledge base or skill set to perform the tasks that the organization expects of you and then displacing local workers by your willingness to do this work for free. This is an issue that could be overcome by recognizing your skills and finding an organization with a goal or project that aligns with these. Another poignant issue was well described in a blog post highlighting situations in which people brag on social media about how their (often uneducated) plan is going to change a community they have never visited: “…most of these individuals who are so keen on offering aid in Africa still operate under the colonialist and paternalistic mentality that Africa’s socio-economic problems can only be solved by ‘white interference’. And thus, unqualified White individuals ‘set sail’ for Africa believing that through some sort of volunteer work or the other, they can solve the problems on the continent with their one-time visit.”19

				This is not an exhaustive list of considerations to make but should serve to make one investigate further before signing on with an organization that promises to do good work. By no means is it suggested that these trips are always detrimental, just that you should make sure to be informed before you volunteer.

				The above “hands-on” volunteering is typically what people think NGOs are looking for however, there are also ways to get involved upstream. You should carefully consider whether you need to be engaging directly with beneficiaries or if you might provide more ethical, impactful assistance in these upstream projects which may feel more removed from the cause than you initially imagined. An example of this type of volunteering is seen with the OpenMRS system, an open source electronic health system. It has been implemented in many countries and continues to grow and improve thanks to the help of volunteers who bring attention to potential improvements and bugs through online forums and of volunteer programmers who contribute their skills to solve these problems.20 Another organization that functions similarly is PATH, an international health organization using transformative innovation to improve and save lives. Among their goals is the strengthening of health systems; accomplished by gaining on-the-ground experience and insight to fully understand and contextualize the problem and then utilizing trained volunteers to develop solutions that are appropriate for the community in which they will be implemented.21
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				2.	Considerations for Administrative Roles

				Medical students and physicians may be motivated to get involved with NGOs without being a volunteer in the field, e.g. as a founder, board member, or consultant, and therefore it is important to consider what higher-level attributes help an NGO to run smoothly. A network of Irish NGOs, called Dochas, compiled a list of factors that make an effective NGO.22 They suggest that it is crucial to have a specific strategic plan in place including implementation plans and organizational policies that further this mission. This plan includes systems for programming, monitoring, and evaluation of projects in place to remain accountable to donors and to members of the communities being served. One should consider how to hire and train staff with the appropriate skillsets, as well as determining the split between local and non-local employees. Justify the decision of which countries/areas to work in based on need, accessibility, resources, etc. It is also important that an NGO maintains transparency through financial reporting, adhering to relevant codes of conduct, and performing occasional audits as this will improve trust in the organization and will aid future sponsorship as well as project uptake and participation from the community. Addressing the extent to which the organization will network with other organizations and local governments is also important. Design programming that is relevant, complementary to existing programming, cost-effective, culturally appropriate, and impactful. Evaluate what added value the organization brings to the communities in which it operates as well as the sustainability of the operations. Finally, be willing to adapt to new evidence or changes at the community level. 

				3.	Considerations for Financial Support

				Charity Navigator is an online tool that objectively ranks charities in an unbiased manner to help people make informed decisions on where to donate their money.16 They focus primarily on the financial health, accountability, and transparency of an organization. They provide information on how efficiently a charity will use your donation, how sustainable its programs have been in the past, and how committed they are to good governance, best practices, and information transparency. They also provide reports on many disaster relief fundraising efforts and analyze what happened to the money raised. It is important to consider how your donation will be split up among program expenses (where you typically want your money to go), administration, and fundraising/advertising. In regards to accountability they look for how board members are elected, financial audits, meeting minutes, whistleblower policies, CEO listed with their salary, and much more. The site provides detailed breakdowns of financials as the information becomes available and can be a valuable resource to ensuring your money goes to a cause that you are passionate about and that you can trust.

				A common misconception that donors have is that high overhead costs is a sign that a charity is a “scam” or otherwise untrustworthy as they are not dedicating all funds to the initiatives they claim to support. A paper by the Urban Institute addresses the negative impact of these impressions on the effectiveness of non-profit organizations.23 Many overhead costs 
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				are used to cover organizational infrastructure which may include accounting, fundraising, information technology, human resources, physical plant, and other faculties required for the organization to undertake its mission. Reducing these costs requires sacrifice in one or more of those areas. Personnel may be stretched across multiple job titles, some of which they may be unqualified for, leaving less time to focus on each critical area. Lack of IT support could affect the donor database security as well as the technology used to obtain donations from secure and reliable e-finance options to a website to promote reliability and provide information to potential donors. An inability to provide a competitive wage for qualified individuals causes organizations to rely on people agreeing to work for below-market wages or settling for hiring unqualified individuals. Donors who exclusively donate to organizations with low overhead costs or who restrict their donation to non-administrative initiatives may effectively stunt the growth and effectiveness of these organizations. Instead of relying on the overhead as an indicator of success and trustworthiness it would be better to research the organization and see what they are able to do with their donations as well as how sustainable their previous and current projects are, then to donate to one that aligns with your passions and goals.
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				Questions

				1.	Which of the following is not an appropriate action of an NGO?

				a.	Having a specific strategic plan in place including implementation plans and organizational policies that further the NGO’s mission.

				b.	Having policy in place to ensure as many patients are seen in the shortest amount of time to enable best use of donors funding.

				c.	Having transparency with funding, allowing the CEOs salary to be readily available to donors.

				d.	Having a high overhead cost allowing sustainable and effective work to be carried out.

				2.	Which of the following does not describe an NGO?

				a.	Difficult to replicate due to focus on specific communities.

				b.	Able to enter zones where governments may have competing political interests.

				c.	Able to adapt and change projects based on the need of the community.

				d.	Stable finical support as most NGO’s have many donors.
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				Answers

				1.	B 

					Having a policy in place that ensures as many patients are seen in the shortest amount of time may look good to a donor because they think they are getting the best use of their donations. However, this does not ensure proper patient safety, as their priority is seeing patients, not en-suring adequate follow up of procedures or safety of the procedures itself. One should always make sure the NGO ensures and prioritizes sustainability rather than procedures. 

				2.	D 

					Most NGO’s rely heavily on fundraising efforts, which puts a lot of instability on an NGO’s finances.

				Key Points

				1.	Advantages of NGOs: capacity to reach poor/low-resource communities, ability to go where governments cannot or will not go, understand unique community needs, promote commu-nity involvement/empowerment, small-scale results in increased ability to adapt to changing environments.

				2.	Disadvantages of NGOs: project specificity results in reduced replicability, low regulation standards result in reduced threshold for project initiation and reduced transparency, un-stable financial support negatively impacts sustainability, often each NGO runs in isolation resulting in redundancy.

				3.	When volunteering with an organization consider language barriers, who will be supervising you, the population you will be working with and their specific health needs, collaboration with local healthcare providers, ensuring you have the appropriate skillset for the task re-quired, and sustainability of activities you/the organization undertake.

				4.	If involved in NGO administration consider whether the organization has a specific goal and plan to achieve it, has systems for monitoring finances and output, hires appropriate and qual-ified staff including local community members, maintains transparency to help donor and community trust, considers collaboration possibilities with local government and other orga-nizations, and designs culturally appropriate and impactful programming.
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				5.	When considering financially supporting a charity consider using Charity Navigator to gather information on how funds are used and the level of transparency the organization commits to.

				6.	Remember that a high overhead cost does not mean an organization is untrustworthy or inef-ficient, sometimes these costs are necessary to ensure the inclusion of qualified staff and help improve project sustainability.
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