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I.  Course Description

An exploration of the public health challenges facing the Church within slum communities, along with innovative, community-based responses. Topics addressed include environmental health, nutrition, maternal and child health, and chronic health conditions prevalent in slums, with a special focus on HIV infection. Students serve as mentored interns with a health organization in the community where they live or work.
II.  Expanded Course Description

In major urban centers across the globe, slums are evolving from squatter communities consisting mostly of wooden shacks and gravel streets to communities where concrete and brick houses are being built, streets are being paved, water lines are being laid, and metered electricity is being installed. Much of this work is being carried out through concerned individuals organized through various types of community associations and other self-help organizations, including churches. 
But of all the basic human services available to slum dwellers, perhaps the most challenging is that of health service. By definition, health service requires persons with specialized skills, and an infrastructure that delivers specialized care (e.g. preventative information, diagnostic services, hospitalization, and medications). Few, if any, of these services can be provided or created by the slum dwellers themselves. Consequently, they are dependent upon volunteer groups, nongovernmental organizations (NGOs), and fee-for-service private clinics and pharmacies (usually run by unlicensed or poorly trained professionals or even nonprofessionals). 
The majority of these service providers exist in the formal sector outside the slum, which is why so little is known of the magnitude and distribution of health problems among the world’s slum-dwellers. What is known is that slums and shantytowns comprise a social cluster that engenders a distinct set of health problems. Chronic non-communicable and communicable illnesses like hypertension, leptospirosis, diabetes, obesity, tuberculosis, and HIV infection are widespread. Formal health practitioners know this because they see, and must manage, the complications of these problems when they manifest as stroke, congestive heart failure, kidney failure, rheumatic heart disease, suicide, multidrug-resistant tuberculosis, heart valve disease, and AIDS. 

This course addresses what many experts predict will be a certain and unprecedented epidemic of chronic communicable and non-communicable diseases smoldering among burgeoning slum populations worldwide. Advances in science and technology are securing better health and longer lives for a small, elite fraction of the world’s population. Meanwhile slum children die of diarrhea for want of clean water, adult slum dwellers die of AIDS for want of affordable medicines, and all are cut off from the political, cultural and economic resources that could help them to create their own health and well-being. 

The goal of Primary Health Care is two-fold: (1) to comprehend slum health problems in their economic, social and political context, and (2) to consider the catalytic role that slum churches might play in planning culturally-appropriate primary health care (PHC) solutions within their community contexts. Slum dwellers are seen as a distinct urban population with a unique set of conditions—social, economic, cultural, and environmental—that contribute to disease but are poorly understood. The church-in-the-slum is seen as a potential catalytic agent for organizing and directing critical health services as part of its community healing mission. Both course goals encompass eight essential components of PHC services within slums:

1. 
Knowledge of prevailing health problems as they emerge from the economic conditions and socio-cultural and political characteristics of the region and local communities
2. 
Promotion of food supply and proper nutrition

3. 
Maternal and child health care, including family planning

4. 
Immunization against the major infectious diseases
5. 
Prevention and control of locally endemic illnesses like diabetes, hypertension, and AIDS
6. 
Supply of sanitary water and waste disposal
7. 
Appropriate treatment of common diseases and injuries through qualified health workers (physicians, nurses, midwives, auxiliaries, community workers, and traditional practitioners)

8. 
Maximum community self-reliance and participation in the planning, organization, operation, and control of care
The course is organized to include (a) a five-day (six hours per day) seminar that introduces key ideas and frameworks for exploring primary health care in Third World cities, followed by (b) an extended period of self-directed project work (reading, observation, interviewing, etc.) that is completed in conjunction with practical training within a community health organization. Course requirements in both the “classroom” and “fieldwork” phases total 150 hours of “invested learning.” 
III.
Student Learning Outcomes

Based primarily on classroom-based instruction and discussion, students will be expected to: 

· Explain the global burden of disease and shifting disease patterns. 

· Identify historical and political factors that have influenced the development of health services in one’s host country and community.

· Articulate the impact of various factors (socio-cultural, economic, political, geographic, environmental, and moral/spiritual) on health problems and health care delivery in resource-poor countries and communities.
· Analyze the causes and consequences of disease and infant mortality among slum-dwellers in one’s host city. 

· Discuss the major health problems experienced by residents in one’s host (slum) community.

· Explain the role of health promotion activities in the life of Christian faith communities.

Based on a combination of the community-based training (internship) and self-directed study and fieldwork, students will be expected to: 
· Investigate and “map” the chronic health need, and the health care resources available to meet those needs, within one’s host community.

· Explain approaches to maternal and child health, infectious diseases, and nutritional health in one’s host community.
· Dialogue with health professionals or community leaders about the relationship between Christian faith and healing/health promotion.

· Apply theoretical knowledge of primary health problems to an assessment of intervention programs used by various governmental and nongovernmental agencies in one’s host community.
· Profile at least one culturally-appropriate, community-based health care initiative that is improving the food security, nutrition, and/or maternal and child health within one’s host community.

· Organize descriptive and interpretative information into a clear, coherent report.
IV. Course Materials

The materials appearing below, and in the course bibliography, represent some of the best sources addressing primary health care within resource-poor communities. Program instructors are expected to continue researching the most suitable materials available within their particular region (e.g. South Asia, Southeast Asia). This is done to optimize the cultural relevance of the learning experience while reducing purchase and shipping costs. A number of texts below are labeled “reference” and partnering schools do well to purchase them as valuable resources for instructors and students. 

Required

· Trudy Harpham, Tim Lusty and Patrick Vaughan, In the shadow of the city: Community health and the urban poor. Oxford University Press, 1988. 

[This book is a rare and insightful examination of the health crises facing the urban poor in developing countries. The book addresses mass migration into the cities, and the resulting impacts on infrastructure, food supply, environmental conditions, and primary health care. Engaging case studies capture a variety of model public health programs and community-based intervention strategies.]
· Paul Farmer, Pathologies of power: Health, human rights, and the new war on the poor. University of California Press, 2005.
[Paul Farmer, a physician-anthropologist, issues a passionate call for rethinking approaches to global health care, especially in relation to "emerging infection diseases" such as Ebola, TB and HIV. The book serves up “the big picture” with unequaled passion and intelligence.]
· Reuben Granich, Jonathan Mermin, and Mona Sfeir, HIV health and your community: A guide for action. Stanford University Press, 1999.
[A comprehensive manual for those serving third world persons infected with HIV. Using clear and understandable language, it is easily accessible to those with little medical or technical knowledge. Topics range from the biology of the virus and the epidemiology of the disease to the mechanics of designing prevention programs and writing grant proposals.]
· Sarah Fry, Bill Cousins, and Ken Olivola, Health of children living in urban slums in Asia and the Near East: Review of existing literature and data. Washington, DC: USAID, 2002. Available on-line at: http://www.ehproject.org/PDF/Activity_Reports/AR109ANEUrbHlthweb.pdf
Recommended
· Junio M Ragragio , The case of Metro Manila, Philippines. Available on-line at: http://www.ucl.ac.uk/dpu-projects/Global_Report/pdfs/Manila.pdf  
[Comprehensive overview of the geographic, demographic, economic, and political context of Manila, with a special focus on the city’s slums. Important background to a focused discussion of health issues.]
· Tracy Kidder, Mountains beyond mountains: Healing the world: The quest of Dr. Paul Farmer. New York: Random House, 2003.

[The inspiring and disturbing story of one physician's quest to straddle the worlds of Harvard and Haiti to relieve suffering among some of the world’s poorest people. The text brims with his own faith in the God of the poor: “I was taken with the idea that in an ostensibly godless world that worshiped money and power or, more seductively, a sense of personal efficacy and advancement, like at Duke and Harvard, there was still a place to look for God, and that was in the suffering of the poor.” When Farmer won the MacArthur ''genius'' award, he promptly turned that money over to Partners in Health [http://www.pih.org/home.html ], the parent organization that oversees his efforts in Haiti and elsewhere. His Harvard salary also goes straight to Partners in Health. An Interview with Dr. Paul Farmer was conducted on "Fresh Air," Sept. 25, 2003 (audio replay).]
Key Faculty Reference Texts
· Michael Merson, et al. 2005. International public health: Diseases, programs, systems, and policies, 2nd ed. Jones & Bartlett Publishers. 

· Jim Yong Kim, et al. Eds. Dying for growth: Global inequality and the health of the poor. Common Courage Press. 
· Global health watch: 2005-2006. New York: Zed Books in association with People’s Health Movement, Bangalore.
V.  Expectations & Grading
Teaching and learning involve a true partnership, with responsibilities incumbent on both teachers and learners. As your instructor I try to be impartial and objective. While human beings are much more than what they reveal to others or produce, they can be judged on the basis of their achievements. Your final grade in this course will primarily (though not exclusively) reflect your participation in class discussions (during the “classroom” phase) and the quality of your Community Health Report (during the “fieldwork” phase). 
	Credit-bearing Course Requirements 
	Pts. Possible
	Pts. Earned

	Participation in course activities 

Evaluative criteria: attendance; informed participation in class discussions; acceptance of feedback; productive community interactions, complete self-evaluations

	10
	

	Community Health Report
Evaluative criteria: timeliness; completeness, organization, clarity of expression, level of descriptive detail, integration of insights and quotes from assigned reading materials.

	90
	

	Total:
	100
	


Grades will be calculated on a 100-point scale as follows: 

130-117 points (A);  116-104 points (B);  103-91 points (C); 90-78 pts (D)
Your final grade is a reflection of a combination of your talent, effort and achievement, not effort alone. Different students may earn very different grades, even though they expend the same amount of time and energy. The meanings I attach to “A”, “B”, “C”, “D” and “F” grades are as follows: 

	A 
	Outstanding performance: virtually perfect attendance; always prepared for class with all assignments completed; shows intrinsic interest in the class and subject, asks penetrating questions or offers thoughtful reflections in class; demonstrates exceptional intelligence and insight with unusual creativity; earns high scores on course assignments—usually the highest in the class. 



	B 
	Above average student in terms of attendance, preparation, attitude, initiative in asking questions, time management, and assignment quality.



	C
	Average or typical student in terms of attendance, preparation, attitude, initiative in asking questions, time management, and assignment quality.



	D
	Below average or atypical student in terms of attendance, preparation, attitude, initiative in asking questions, time management, and assignment quality — minimally passing in performance.



	F
	Repeat course.  Inadequate/insufficient performance.




VI.
Course Policies

Workload Expectations
Credit values for MATUL courses (including practitioner training courses) are calculated by equating one credit with what, in the professional judgment of faculty, should require an average of approximately 50 hours of “invested learning” activity (150 hours for a 3-unit course). That learning activity can include a wide range of educational practices, including classroom-based presentations and discussions (“seat time”), supervised and self-guided reading, community fieldwork or volunteer projects, independent study, and report writing. 

Attendance Policy For Intensive Class
Attendance is expected at all scheduled sessions of the “classroom” phase of the course. If you are not present, you cannot contribute, and without your contribution the learning process for all suffers. Absences will each be penalized 5 pts for every missed morning or afternoon session, or 10 points for any missed day, unless they are verified as emergency medical circumstances. Students missing a particular session will be responsible for obtaining the information discussed during that session from a classmate. In the event that a scheduled seminar must be missed, students should contact the Instructor directly before the class meeting time and make arrangements for submitting any due assignments. 
Late Assignments

The Community Health Report is due on the date specified for the final (day 6) class meeting for the course. Reports not turned in on this date will be penalized 10 points, and will only be accepted up to one week after they are due. This strictness regarding the submission of completed assignments is to guard students from procrastination and falling behind in their academic and field assignments.  

Academic Integrity

· The mission of the MATUL program and of each sponsoring institution includes cultivating in each student not only the knowledge and skills required for a master’s degree, but also the characteristics of academic integrity that are integral to Christian community. Those privileged to participate in the MATUL educational community have a special obligation to observe the highest standards of honesty and a right to expect the same standards of all others. Students assume responsibility for maintaining honesty in all work submitted for credit and in any other work designated by the instructor of the course.

· Some of the most noteworthy forms of academic misconduct are as follows: 

· Quoting directly or paraphrasing without acknowledging the source. 

· Submitting the same work or major portions thereof to satisfy the requirements of more than one course without permission from the instructor. 

· Receiving assistance from others in informational research or field data collection that constitutes an essential element in the undertaking without acknowledging such assistance in a paper, examination, or project. 

· Presenting the work of another as one's own. 

· Fabricating data by inventing or deliberately altering material (this includes citing "sources" that are not, in fact, sources. 

· Copying on examinations or acting to facilitate copying during an exam.

· Using prohibited materials, e.g., books, notes, or calculators during an examination. 

· Collaborating before an exam to develop methods of exchanging information and implementation thereof. 

· Acquiring or distributing an examination from unauthorized sources prior to the examination. 

· Violations of academic honesty may be heard by a discipline panel of the institution in which the student is a candidate for the MATUL degree. The sanction may include disciplinary probation or, in cases of academic dishonesty involving fieldwork assignments, the panel may recommend a failing grade for the assignment involved. 

VII.  Learning & Assessment Activities

1.
Classroom Phase I

The following topics and focus questions aim to provide structure and focus for in-class presentations and discussions. It assumes the “classroom” phase of the course to be offered as a five-day intensive, leaving most students little time or energy to do topic-related background reading. Creative presentations (through guest lectures, film segments, select field visits, discussion groups, etc.) will attempt to build up a general framework of understanding for students to draw upon as they finish the intensive and proceed to the “fieldwork” phase of the course where they will be involved in independent reading and self-directed project work. 

Day 1:  Envisioning Community Health
· How do we define and measure “health” and “illness”? 
· How does individual health relate to community health? What is the difference between medical care and public health? 
· What are the impacts of globalization on the broad determinants of health (food production and distribution, water and sanitation, housing, employment, education, environment)?

· How do concerns over water and sanitation, environment, nutrition, and maternal and child health impact human freedom? In what ways should good health care be seen as “liberation,” a setting free, an essential feature of God’s reign? How does the cross challenge our passive acceptance of the health ordeals of the urban poor? 
· What major factors explain global health disparities? (In other words, what role does age, gender, race, religion, family income, population pressure, urbanization, environmental emergencies, humanitarian catastrophes, war, displacement, and climate change play on health and well being?) How do countries differ with respect to the complex tapestry of systems, values, politics, and socioeconomic processes that influence health? 

· What are the priority health needs of slum dwellers?
· What have been major responses to the world health situation, and how have they evolved over the past several decades? What is the mix of biological, technical, socioeconomic, and political responses? What does the continuum of programs look like – from large-scale (inter/national) health service and aid programs directed by health and development planners to community-based programs where local residents take ownership and direct their own health programs? 
Day 2:  Environmental Health
· How do humans impact the environment? 
· How does the local and regional “environment” marked by air, earth and water pollution, social inequalities, lack of economic opportunities, and political “unfreedoms” impact humans? [Each program site should be careful to explain how specific health issues and health-related services (public health infrastructure, medical care, medicines, water supply, sanitation, and education) are contextualized within the sociopolitical context (what Farmer calls “structural violence”) of the region.]
· What are the physical, chemical, and biological agents of environmental contamination? How do life conditions restrict any individual's capacity to make choices?"
· What makes a living environment toxic? 
· In what ways is the household the basic health unit of a community?
· Why do poor people get infectious diseases such as AIDS and tuberculosis more often than rich people and, once sick, get sicker? In what ways are children particularly susceptible? How can risks be assessed, managed, and communicated? 
Day 3:  Nutrition
· Why is that one billion people in the world are under-nourished while another billion are overweight? [Consider the complex interactions between the current food production system, land reform, economics, infant feeding practices, infections and parasites, unclean water, inadequate sanitation, ignorance regarding food requirements, and lack of proper child care.]

· What are the major existing or emerging issues in diet and nutrition that influence the health, survival, and development capacity of slum-dwellers? [Consider protein energy malnutrition, vitamin A deficiency, iodine and zinc deficiency, iron deficiency and anemia, and the “nutrition transition” toward obesity in relation to poverty and illiteracy.]
· What are the effects of nutritional deficiencies on individuals and their communities? [Consider weight loss, anemia, lowered resistance to illness (including HIV), fatigue, reduced concentration, diminished mental and physical capabilities, school failure, and lower work productivity.]

· Poverty may well lie at the root of the nutritional and associated health problems of slum-dwellers, but they and their children cannot wait until a new economic order to provide solutions. What direct and indirect approaches are currently being used to improve nutritional well-being of slum residents? [Consider the promotion of breast feeding; education and growth monitoring; food supplementation, environmental hygiene awareness training; the provision of additional food and micro-nutrient supplements; and the setting up of basic amenities (latrines, water taps) in areas where they are not available.] 
Day 4:  Maternal & Child Health (MCH)
· What are the global health priorities in maternal and child health? How are those priorities reflected at the national and municipal levels? 
· Why are women and children often the most vulnerable to health risks in resource-poor countries and communities? 

· What are some of the critical reproductive and sexual health issues among slum dwellers? [Consider population control, gender equity (lessons from India, China, and Bangladesh), abortion policy (cases from Brazil and Kenya), HIV and breast feeding (making choices amidst competing risks).

· A 1998 study of the urban slums of Lucknow (North India) reported that the leading causes of death in the neonatal period were prematurity (38.5 per cent) and tetanus (36.4 per cent). Beyond the neonatal period, the leading causes of death were pneumonia (23.4 per cent), diarrhoeal disease (20.9 per cent), and malnutrition and/or anaemi/a (11.4 per cent). What do slum families regard as some of the most critical neonatal mortality and childhood illness concerns?

Day 5:  Slum Health Conditions & Community Responses
· What social factors and stressors operating within slums serve to heighten the chronic health burdens and risks of residents? [Consider urban growth and congestion, unsafe housing, street crime, environmental pollution, inadequate sanitation, contamination of water supplies, and unemployment (lack of physical activity).]
· What new and re-emerging health risks and diseases do slum residents consider most urgent? [Consider infectious diseases such as AIDS and tuberculosis, various non-infectious conditions (like Ebola, dengue fever, obesity, malaria, whooping cough, diphtheria), and stress disorders (depression, panic disorder).]
· What different models of health service are currently active among the urban poor? [Consider the services of municipal health services; traditional health practitioners; private physicians and clinics; and NGO-operated health education centers, health care projects, clinics, and hospitals.]
· Which of these intervention models have proven most successful in affecting the overall pattern of disease causation? What are the characteristics of these programs? (Note whether they are “traditional” programs that provide technical or disease-specific interventions or “alternative” responses that seek to address the social and economic inequities that perpetuate poverty, poor health and high child mortality.) 
· What can local congregations learn from these models in reaching out to the health needs of their slum “parish”? How might the local community involve itself in identifying their own health, nutrition and environmental problems, and in participating in the planning, implementation and monitoring of their own health programs? What unique role does the Church play in promoting community health? What types of community partnerships for health hold out the greatest promise? What are the present limitations of faith communities currently serving slum residents? 
2.
Practical (Fieldwork) Phase
Community Health Project & Presentation

The “fieldwork” component of the course encompasses self-directed reading, community research, and analytic writing in the form of a Community Health Project (CHP). The purpose of the CHP is to help students apply information and insights from the “classroom” and “practical training” components of the course to an independent investigation of health needs and resources in their host (slum) community. Before starting the project, students will have completed the classroom phase and be placed within a community health organization within their host community for supervised service and mentoring. Their regular presence in and affiliation with that community organization will provide students the first-hand experience, credibility and contacts they need to carry out the project.  

Instructions
To complete the project, students can choose to work either in pairs or independently, as long as each student has an individually identifiable assignment. Begin by completing all the required reading for each section of the project in order to identify the key issues and lines of inquiry for each topic. Then schedule time for structured observation in the slum, interviews with informed residents and other personnel, and careful note-taking. The report should be a typed, 20-25 page presentation of findings organized according to the sample outline reproduced below. It should be at least 1½ spaced, using a 12 point font, and include electronic page #s and appropriate sub-headings. Students follow the APA format for in-text citation and bibliographic entry (see http://webster.commnet.edu/apa/index.htm or http://owl.english.purdue.edu/owl/resource/560/01/) and complete a final spell- and grammar-check before submission. The final report should be written to satisfy the following formal assessment criteria: 

· The ability to successfully investigate relevant questions to health conditions within a specific slum community.

· The ability to creatively use appropriate data collection methods. 

· Evidence of a proper recognition of ethical issues related to informants.

· The ability to select and organize findings into a clear, coherent and persuasive report.

· The ability to relate theoretical ideas from appropriate academic materials to observational and interview data, and to cite them appropriately.

· The ability to analyze descriptive information and draw clear and well-supported conclusions.

Sample Outline

Title Page: Title of project, name, course, date

Table of Contents: Sections and page numbers
Section 1: Introduction (approx. 2 pages)

· Orient the reader to the report by responding to the following “wh-” questions: What is the general topic, and what did you set out to learn? Where did you investigate it? Why do you consider it worth investigating? (What personal, missiological, and/or public policy significance does the topic hold for you?) How did you actually carry out your study – i.e., what methods did you use to gather information? (For example, did you participation in a community health organization that addresses the issue? Regularly observe behavior in a slum community? Participate in relevant community events? Read scholarly documents on the issue? Interview community residents?) Be sure to include how many cases (persons) participated in the study (i.e., were observed and/or interviewed), and how you recorded your information (e.g. field notebook and/or tape recorder). 

Section 2: Community Context (approx. 2 pages)
· Describe the regional (e.g. Asian), national (e.g. Philippines, India), and/or local (e.g. Manila, Chennai) context of primary health. What background information does the reader need to have about the area’s history and political and economic forces before moving into a discussion of health among the urban poor? 
· Describe the characteristics of the people living in your host community: population, ethnic and religious backgrounds, socio-economic range, age range, and principal occupations. 
Reading

· Trudy Harpham, Tim Lusty and Patrick Vaughan, In the shadow of the city: Community health and the urban poor. Oxford University Press, 1988. [Read Ch 1 & 2]
Section 3: Envisioning Community Health
· Use in-class lecture notes, assigned readings, and any other sources of information to respond to each of the focus questions under “Day 1” in a natural (not bulleted) narrative (connected paragraphs).
Reading

· Amartya Kumar Sen, Health in development. Bulletin of the WHO. 77(8): 619-623. [Keynote address to 1999 World Health Assembly. Available on-line at:  http://www.who.int/docstore/bulletin/pdf/issue8/critical.pdf]

· Trudy Harpham, Tim Lusty and Patrick Vaughan, In the shadow of the city: Community health and the urban poor. Oxford University Press, 1988. [Read Ch 3 & 4]

· Tim Campbell and Alana Campbell, Emerging disease burdens and the poor in cities of the developing world. Journal of Urban Health. 2007 May; 84: 54–64. [Read all] Available on-line at: http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1891650
· Paul Farmer, Pathologies of power. University of California Press, 2005. [Read Ch 5 “Health, Healing and Social Justice: Insights from Liberation Theology” and Ch 6 “Listening for Prophetic Voices”] 

· Gary Gunderson, “Good news for the whole community: Reflections on the history of the first century of the social gospel movement.” Available on-line at:   http://www.ihpnet.org/goodnews.htm
Section 4: Environmental Health
· Respond to each of the focus questions under “Day 2” in terms of your host community by carefully observing and describing its social, economic, and environmental characteristics. (This will require numerous visits accompanied by residents, along with careful, inconspicuous note-taking.)
· Use in-class lecture notes and concepts/ideas from the assigned readings to analyze (compare/contrast) what you observe in the community with what you heard in class or read in the assigned materials.
Reading

· Sarah Fry, Bill Cousins, and Ken Olivola, Health of children living in urban slums in Asia and the Near East: Review of existing literature and data. Washington, DC: USAID, 2002. [Read Chapter 4] Available on-line at: http://www.ehproject.org/PDF/Activity_Reports/AR109ANEUrbHlthweb.pdf
· Ronald Labonte and Ted Schrecker (2007). Globalization and the social determinants of health [Read all 3 parts]. Available on-line at: http://www.who.int/social_determinants/resources/globalization_and_sdh1.pdf
· Trudy Harpham, Tim Lusty and Patrick Vaughan, In the shadow of the city: Community health and the urban poor. Oxford University Press, 1988. [Read Ch 9]
· Paul Farmer (2005). Pathologies of power. University of California Press. [Read Ch 1-4] 
Section 5: Nutrition

· Explain where different segments of the community obtain food in or near the community, such as large supermarkets, small grocers, corner stores, restaurants, farmers markets, pick-your-own, street vendors, community farms or gardens, etc. Explain what types of food are available and affordable to residents.
· Respond to each of the focus questions under “Day 3” in terms of your host community by carefully observing, interviewing, and then describing the dietary and nutritional “gaps” of residents. 
· Use in-class lecture notes and concepts/ideas from the assigned readings to analyze (compare/contrast) what you observe of or hear from community residents with what you heard in class or read in the assigned materials.
Reading

· Ghosh, Shanti and Dheeraj Shah. 2004.  Nutrition problems in urban slum children. Indian Pediatrics, 41: 682-696. Available at: http://www.indianpediatrics.net/july2004/july-682-696.htm 
· Trudy Harpham, Tim Lusty and Patrick Vaughan, In the shadow of the city: Community health and the urban poor. Oxford University Press, 1988. [Read Ch 6]

· United Nations Sub-Committee on Nutrition, Fourth report on the world nutrition situation, nutrition throughout the life cycle, 2000. [Read Chapters 1-5] Available on-line at: http://www.ifpri.org/pubs/books/4thrpt/4threport.pdf
· Popkin BM. The nutrition transition and obesity in the developing world. Journal of Nutrition. 2001; 3: 871S-873S. [This is a great article looking at transition and obesity issues.]
Section 6: Maternal & Child Health
· Respond to each of the focus questions under “Day 4” in terms of your host community by carefully observing and interviewing at least five resident mothers. (The MATUL program coordinator or course instructor will recommend a culturally-appropriate approach to doing so.) Construct an interview guide with key questions aimed at obtaining reliable information on priority issues related to (a) reproductive and sexual health and (b) neonatal mortality and childhood illness.
· Use in-class lecture notes and concepts/ideas from the assigned readings to analyze (compare/contrast) what you hear from resident mothers with what you heard in class or read in the assigned materials.
Reading

· Sarah Fry, Bill Cousins, and Ken Olivola, Health of children living in urban slums in Asia and the Near East: Review of existing literature and data. Washington, DC: USAID, 2002. [Read Chapter 2] Available on-line at: http://www.ehproject.org/PDF/Activity_Reports/AR109ANEUrbHlthweb.pdf
· Trudy Harpham, Tim Lusty and Patrick Vaughan, In the shadow of the city: Community health and the urban poor. Oxford University Press, 1988. [Read Ch 5]

· Lopez A et al. Child mortality: Special theme. Bulletin of the WHO. 78(10); 2000:1172-1282. [Select any two articles to read.] Available on line at: http://www.who.int/docstore/bulletin/tableofcontents/2000/vol.78no.10.html 
Section 7: Approaches to Slum Health Problems
· Respond to each of the focus questions under “Day 5” in terms of your host community. Weave together information obtained by regular observation and involvement with residents, as well as through informal conversations and formal interviewing with residents, NGO leaders, and various health professionals. This section also encourages you to think theologically and missiologically about the congregational role as advocate and catalyst for health ministry in the community.
· Use in-class lecture notes and concepts/ideas from the assigned readings to analyze (compare/contrast) what you hear from resident mothers with what you heard in class or read in the assigned materials.
Reading

· Trudy Harpham, Tim Lusty and Patrick Vaughan, In the shadow of the city: Community health and the urban poor. Oxford University Press, 1988. [Read Ch 8, 11, 12, 13, 14]

· Sarah Fry, Bill Cousins, and Ken Olivola, Health of children living in urban slums in Asia and the Near East: Review of existing literature and data. Washington, DC: USAID, 2002. [Read Chapters 5-7] Available on-line at: http://www.ehproject.org/PDF/Activity_Reports/AR109ANEUrbHlthweb.pdf
· Doctors Without Borders, Kibera: AIDS care in Africa's largest slum. [14 articles] Available on-line at: http://www.msf.org/msfinternational/invoke.cfm?objectid=DC075067-E018-0C72-09CF0A24F01A75AC&component=toolkit.article&method=full_html
· Education International (EI) and the World Health Organisation (WHO). (2001). Training and resource manual on school health and HIV/AIDS prevention. Available on-line at: http://cyberschoolbus.un.org/aids2003/
Section 7: Lessons & Reflections (approx. 4 pages)
This final section ties together the most significant insights and lessons from your community work and academic reading, as well as personal reflections on Paul Farmer’s journey. 

· Standing back from all your reading and research, what 3 or 4 of the most important lessons or insights that you would want to convey to others concerning the health problems and prospects of residents in your host slum? 
· Reflecting upon Farmer’s story in relation to your own investigation, respond to the following questions: 

· What forces shape the dire state of health in our world today? 

· What is my role and responsibility in it? 

· Can others be empowered toward greater access to health care and redistribution of wealth? 

· Is it possible for us, as individuals and as churches, to follow Farmer in efforts “to erase both time and geography, connecting all parts of his life and tying them instrumentally to a world in which he saw intimate, inescapable connections between the gleaming corporate offices of Paris and New York and a legless man lying on the mud floor of a hut in the remotest part of Haiti” (218)? 
· What types of special expertise emerge from your (and Farmer’s) status as an insider/outsider? How does this status create obstacles in the work of community health promotion? What unique opportunities does it present? [Be sure to include any relevant “gems” (comments, claims, insights, arguments, pithy remarks) that Farmer and/or Kidder make.]
Reading

· Trudy Harpham, Tim Lusty and Patrick Vaughan, In the shadow of the city: Community health and the urban poor. Oxford University Press, 1988. [Read Ch 15]

· Kidder, Tracy. (2004). Mountains beyond mountains: The quest of Dr. Paul Farmer, a man who would cure the world. New York, NY: Random House. 
3.
Classroom Phase II (Day 6) 
· Community Health Project due. Whole-class and small-group discussion of the Community Health Project, and a structured presentation of its key findings and personal meanings. 
VIII.
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