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Introduction: 
My goal for the summer is to learn how women’s health care is administered in the 
setting of a constantly expanding refugee camp. My plan is to spend 4-5 weeks in 
Mafraq, Jordan, working alongside doctors in the Zaatari refugee camp for displaced 
Syrians. I will spend the time leading up to my trip refreshing my Arabic skills so that I 
can better communicate while in Jordan, and better understand the situation of women 
in refugee camps.  

Background: 
Before I was born, my parents, a doctor and a nurse, had already decided that they 
were going to spend their lives working among underserved populations overseas. By 
the time I graduated from high school, I had lived in six different countries on four 
continents. Growing up, I was often at my parents’ sides helping them with the work 
they were doing. Sometimes I was in charge of mixing formula for malnourished babies, 
or cutting pills in half for patients, or organizing clothing donations. Sometimes I got to 
watch my dad do C-sections or give someone stitches. I got to see lots of interesting 
places. I went on safaris in Africa, toured the castles of Europe, and explored Roman 
ruins in the Middle East. I went to school with kids from all around the world and learned 
fascinating things about their cultures. But in the end, after all the adventures and all the 
beautiful sites, after all the excitement of travelling, I found myself carrying an awful 
burden. I had seen a lot of human suffering, and I wanted to do something about it.  

During my undergraduate years, my passion for humanitarian work began to become 
focused more specifically on women’s health issues in the developing world. My parents 
moved to Kenya during this time, and began working with Somali refugees. I spent a 
couple of months with them, and began to learn about the dire consequences of a lack 
of healthcare before and during childbirth. There were far too many stories of young 
women from tiny villages who went into labor, did not make it to the hospital in time, and 
lost their lives as a result of a huge lack of resources and health education. It was these 
women who inspired me to pursue medicine as a career.  

My interest in this summer project was sparked when I first heard that a huge refugee 
camp had been set up in the town of Mafraq, Jordan, the town I lived in for seven years-
a humanitarian crisis had popped up in my own hometown. Though I have known many 
refugees, I have never spent time in a refugee camp. I began to wonder what it was like 
to be a pregnant woman in a refugee camp. I wondered how being in a situation of crisis 
would change how physicians provide health care to women. I wanted to know how the 
needs of the women would change, for instance, what health issues would arise simply 
from being under a greater amount of stress than the average person. Lastly, I wanted 
to know how medical care is organized and carried out in a situation in which there is a 
constant influx of people, and nothing is permanent. 



Having studied journalism in college, I have learned and relearned the importance of 
clear communication. This is where the Arabic part of my project comes in. Though I 
spoke Arabic at a conversational level in high school, my language skills need some 
refreshing. I think that the better I can communicate with the people I am working with, 
the better I will be able to understand their situation. I want to be able to speak the same 
language that my patients will be speaking.   

Description:  
The first part of my project will take place in the United States. I want to prepare myself 
for my trip by studying Arabic. Within the next couple of weeks, I will begin meeting 
weekly with a foreign exchange student from Saudi Arabia. She is trying to learn English 
and will help me with my Arabic. Additionally, at the end of this semester, I will begin 
taking a once a week language class at the Islamic Society of Greater Kansas City. 
Lastly, beginning during spring break and continuing into the summer, I will spend time 
on my own working through reviewing the two semesters of Arabic I took in college. I 
will do this using my textbooks and the interactive software that came with them.  

The second part of my project will take place in Jordan. I plan on leaving for Jordan the 
week of June 17th, and staying there for approximately 4-5 weeks. My time in Jordan will 
be spent just outside the town of Mafraq, a town of about 60,000 people, which is 
situated just south of the Syrian border. 

There are currently 250,000 Syrian refugees in Jordan, the United Nations High 
Commission on Refugees estimates that this number will be closer to 430,000 by the 
end of the year. The largest refugee camp for Syrians, Zaatari, is located 10 km to the 
east of Mafraq. While it is unclear the exact number of refugees currently residing in 
Zaatari, the camp was built to house 60,000 and is now overflowing. The majority of 
those in the camp are women and children, many of whom left husbands and fathers 
behind in Syria.  

Several branches of the United Nations and multiple Jordanian and international NGOs 
are working together to run the camp, but the majority of the health care is being carried 
out by the Jordan Health Aid Society with the financial support of the United Nations 
Population Fund (UNFPA). Together, the two entities run a 24 hour a day clinic within 
the camp. Each week, the clinic sees about 200 women for reproductive health issues.  

I plan on spending 8 am to 4 pm 7 days a week working at the clinic alongside a full 
time gynecologist and several nurses. At the clinic, I will be able to assist with basic 
health check-ups for women as well as pre-natal care and births. After a baby is born, I 
will make follow up visits with staff members to the tent of the mother and baby to 
administer any necessary postnatal care or counseling. Because the health care system 
within Syria has been mostly nonfunctional over the last year due to violence, many 
pregnant women have not received adequate prenatal care. Therefore, their time at the 
clinic will be particularly important.   



Additionally, because of the massive influx of refugees in the last few months, JHAS will 
be attempting to create at least two more clinics in the camp in the next year. These 
new clinics will focus specifically on reproductive health. I hope to be able to witness the 
process of setting up these new clinics.  

Outside of the clinics, I plan on taking off two or three afternoons a week to spend time 
assisting with and learning about other medical projects in the camp. These will include 
vaccination drives, reproductive health education, and mental health care. Many women 
have been witness to and victims of acts of violence within the last few months. There 
are also many who have been sexually abused as the result of armed militants raiding 
their homes. One report I read about Syrian refugees in Lebanon said that doctors were 
seeing a lot of miscarriages that they thought were probably stress related. Therefore, 
mental health care will be an important part of their care within the camp. These 
projects are primarily carried out by the UNFPA and JHAS. 

I hope that working with some of the larger medical projects-vaccination drives, etc, will 
help me to gain a perspective of the overall public health situation of the camp. 
Whereas I think my time in the clinic will help me to understand things from the 
viewpoint of individual patients. I will get to see women come to the clinic for the first 
time, receive care, and then follow up with them. I will be able to identify what the major 
struggles and needs are for patients, and also the difficulties health professionals face 
in trying to keep track of population health as well as individual patients. Lastly, I will be 
able to witness how the United Nations works with regional as well as international 
NGOs and individual volunteers to successfully (or unsuccessfully) care for the health 
needs tens of thousands of displaced people.     

I plan on arriving back in the States around July 26th. Classes begin on July 31st this 
year. This will give me a few days to rest and prepare for my second year of medical 
school classes to start the following week.  

Methods: 
During the first part of my project, I will be meeting with a conversation partner who I 
met through KU’s International Friends program. We will meet for a couple of hours 
once a week at my home or in a coffee shop. Beginning in May, I will be taking a once a 
week Arabic class at the Islamic Society of Greater Kansas City. My contacts there are 
the office manager and the Arabic teacher. I will also be studying on my own using 
textbooks and a software program that allows me to listen to conversations and 
vocabulary words, etc. My father, who is fluent in Jordanian Arabic, will be helping me 
as I study. We will meet several times a week during the month of June.  

For the second part of my trip, I will need to buy a round trip airplane ticket to Amman 
(the capital of Jordan). Once I have a plane ticket and know the time and date I am 
arriving, I will make plans to get from the airport to Mafraq. I plan on either taking a taxi 
from the airport to Mafraq (approximately an hour drive), or being picked up by family 
friends.  



In Mafraq, I will be living in the volunteer quarters at the Annoor Sanatorium for Chest 
Diseases. The hospital is a mission hospital with staff from around the world. The 
hospital is very secure and is surrounded by a tall fence with guards on duty 24/7. My 
contact there is the medical director of the hospital. The volunteer quarters have a small 
kitchen, so I will be able to cook my own food. There are grocery stores within walking 
distance of the hospital, so I will not have a problem purchasing food. The hospital is 
approximately 10 km from the Zaatari camp. Taxis are cheap and readily available in 
Mafraq, so I plan on taking a taxi to the camp each morning and back to the hospital 
each evening.  

My primary contact in the camp, is the project coordinator for Jordan Health Aid Society. 
She has given me permission to spend time in the JHAS clinic as well as with other 
JHAS projects in the camp (reproductive health education, monitoring of child and baby 
weights, etc). Because JHAS is carrying out most of the medical projects implemented 
by UN organizations, I will also have access to these projects.   

Lastly, I have family friends in Mafraq and in Amman with whom I am also in contact. 
They will be able to assist me in the case of medical emergency or anything else that 
could go wrong.  

Budget:  
Round trip Airfare: $1600-$1700 
Visa to be purchased at airport: $26 
Housing: free, staying in volunteer quarters at a mission hospital 
Food for four weeks: $240  
Transport to and from camp each day: $100 

Bibliography: 
Web Sites: 

UNHCR Jordan: http://www.unhcr.org/pages/49e486566.html 
UNFPA Jordan: http://jordan.unfpa.org/ 
JHAS: http://www.jordanhealthaid.org/ (use translate option to read in English) 

Contacts: 
Faten Altaweel, conversation partner  
Sahla Bayazid, Arabic teacher, Islamic Society of Greater Kansas City 
Nicola Dababneh, Project Coordinator, Jordan Health Aid Society 
Dr.Jeremy Fowler, Medical Director, Annoor Sanatorium.  
Mustafa Hussein, Service Manager, Islamic Society of Greater Kansas City 
 Dr. Timothy Myrick, mentor, Arabic tutor 
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Introduction 
 
 Non-communicable diseases like diabetes and hypertension are imposing a growing 
burden upon low-income countries, which have limited resources and are struggling to address 
existing problems related to infectious diseases. Honduras is one of the poorest countries in the 
Western Hemisphere and the second-poorest country in Central America (Central Intelligence 
Agency, 2012).  Honduras has a high prevalence of malnutrition, waterborne illness and chronic 
illnesses, such as diabetes and high blood pressure.  Dr. Pamela Stewart, a director of the 
Blumenschein Clinic located in Horconcitos, Honduras, has experienced this first hand.  While 
trauma, malnutrition, and waterborne illness are commonplace at the clinic, recently the 
incidence of chronic diseases like diabetes and hypertension has increased dramatically.  
Because many chronic diseases are initially asymptomatic, Dr. Stewart has been facing 
problems with poor medication adherence and lifestyle changes.  It is not specifically 
understood why there are adherence issues with the Blumenschein Clinic patients.  Dr. Stewart 
believes a complex constellation of social, economic, and behavioral factors are involved, but 
there is a paucity of empirical data available to understand the problem so that appropriate 
policies can be implemented to increase adherence.  
 
 Dr. Stewart has requested an assessment to: 1) better understand patients’ beliefs and 
attitudes about their chronic disease diagnosis; and 2) assess medication adherence using the 
predictor variables: health literacy, demographic information, ability to obtain the prescriptions, 
and two dimensions of the Health Belief Model, perceived severity and cues to action.  I plan to 
spend 8 weeks in Horconcitos to implement this survey and help with the daily activities in the 
clinic.  I will gather information on adherence by conducting an exit survey with 80 patients (10 
patients per week) that have hypertension or diabetes after their healthcare encounter.  The 
results of this survey should directly impact patient health care at the Blumenschein Clinic.  Dr. 
Stewart plans to use these findings to improve communication and implement evidence-based 
education programs to improve patient health outcomes by encouraging medication adherence 
and lifestyle changes.   
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Background 
 

My interest in international aid and medicine has been a journey.  Growing up in Tucson, 
Arizona, and having Mexican heritage gave me an innate interest in Latino healthcare in the 
United States.  Immediately after my undergraduate education, I worked as a nutritionist and 
translator in a Medicaid clinic that served a large Spanish-speaking population.  Working at this 
clinic motivated me to undertake a Master’s Degree program in Public Health.  During my 
studies, I began to broaden my focus to both national and international issues, such as maternal 
mortality in Central and South America.  I completed a research project on this and also co-
presented my research at a graduate student symposium.  Since completing my MPH at 
Washington University in St. Louis, I have become more determined to work on health issues in 
both national and international arenas.  My long-term goal is to contribute to the improvement of 
healthcare access and utilization in lower-income communities in Central and South America 
while continuing to provide healthcare for Latinos in the United States.    

The impact of the transition from communicable to non-communicable diseases is 
becoming a serious threat to health and longevity of those developing countries.  Death and 
disability from chronic diseases now generally exceeds that from communicable diseases on a 
global scale.  Interestingly, this phenomenon stems from a combination of economic and social 
factors, as these countries begin to experience more prosperity.  This is a double-edged sword.  
On one hand, globalization is strengthening the economies of developing countries, but these 
countries then pass through a continuum of dietary, economic and health stages as they 
modernize and urbanize.  The dramatic changes in diets and disease status around the world 
have been referred to as the “nutrition transition” (Popkin, 2009).  My undergraduate degree in 
nutrition and graduate education lend credence to my ability to understand and address this 
transition. I also have a proven record on research.  Appendix 1 shows some of my publications 
and presentations at scientific forums related to nutrition and chronic disease.   

Upon matriculation into medical school, I discussed my interests with Judith Reagan, the 
previous director of the Office of International Programs, who recommended I contact Dr. 
Stewart.  After talking about the possibility of doing a summer clinic rotation, Dr. Stewart 
expressed a strong desire for a community needs assessment and a survey to better 
understand health behaviors related to chronic disease management.  Dr. Stewart, who has 
been involved with the clinic since she was in high school, has long wanted to gather this 
information but has not had the time to complete these surveys alone.  Dr. Stewart and I agree 
that my interests, ability to speak Spanish, and formal training all are well-suited to successfully 
complete a health behavior assessment.  Dr. Stewart has reviewed this proposal.  She is 
enthusiastic about the data that will be gathered and I have her full support to carry out this 
project (Appendix 2).   

My interest in Honduras extends beyond that of wanting to “experience” an international 
trip.  I am truly passionate about these issues and hope to continue deepening my 
understanding of health and illness globally.  As an M1 in Wichita, I am starting a “Global Health 
and Tropical Diseases” student interest group.  Furthermore, I was chosen by the KUMC 
International Outreach to go to Patanatic, Guatemala, over Spring Break 2013 to work in their 
Community Health and Education Center. I am drawn to the creativity of the past Clendening 
Fellowship projects.  I appreciate how they push the boundaries of traditional medicine.  
Understanding the diversity of the human experience by researching different cultures and 
traditions is just as important as understanding the basic pathology of a disease.  I hope to 
deepen my peers’ understanding of global health, but most importantly I want to help Dr. 
Stewart and her group improve the health and wellbeing of those that live in the communities 
surrounding the Blumenschein Clinic.  
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 Description 

Broad Issue – Global Burden of Chronic Disease  
 

As a country develops, the types of diseases that affect a population shift from primarily 
communicable diseases, such as diarrhea and pneumonia, to primarily chronic, non-
communicable diseases such as cardiovascular disease and diabetes.  There are myriad 
reasons for this shift.  Populations are aging, due to success against infectious diseases from 
public health interventions programs, expansions in screening and vaccinations, and sanitation. 
At the same time, patterns of physical activity and food are changing due to globalization 
(Nugent, 2008); (World Health Organization, 2009).  This is especially true in Honduras, where 
23% of all deaths annually are from communicable and nutritional conditions, compared to 31% 
of total deaths from cardiovascular diseases (World Health Organization, 2010) (Appendix 3). 
This prevalence is often not well recognized among health experts and policymakers because 
these ailments are less visible than communicable diseases, as they progress slower and tend 
to be underdiagnosed (Nugent, 2008). 
 
About the Blumenschien Clinic and the Patient Population 
 

The Blumenschien clinic is located in the La Buena Fe compound, which is near the 
small town of Horconcitos, two hours outside of San Pedro Sula.  The clinic serves an estimated 
800 families (approximately 4,800 people) in the surrounding “aldeas,” or communities.  The 
clinic itself is mainly outpatient and is staffed by nurses and community health workers.  There is 
no physician working in the clinic year round.  Trauma, diabetes, hypertension, machete 
wounds, malnutrition, and environmental food/waterborne illnesses are common ailments at the 
clinic.  No one is turned away due to inability to pay.  Because the staff is from the communities 
that they serve, they are aware of any individual financial restraints and accept payment for care 
based on an informal sliding scale. 

 
The Clinic is open Monday through Friday from approximately 8am-5pm.  On average 

about 300 patients are seen monthly.  Recently, Dr. Stewart has encouraged the staff to begin 
keeping basic medical records.  This consists of an excel spreadsheet that includes the patient’s 
name, the date the patient was seen, age, diagnosis, and treatment given (Appendix 4).  Using 
this data, the incidence and new diagnosis of chronic disease can be calculated.  In June 2012, 
46 patients out of 404 total patients (11.4%) were seen for a new diagnosis of a chronic 
disease.  This data is limited, however.  There is no past medical history included on the spread 
sheet so it is difficult to quantify the prevalence of chronic disease in the patient population.  For 
instance, a patient could have a primary diagnosis of a parasitic infection but also have a history 
of a chronic disease that was not addressed during the appointment.  Because this history is not 
documented, the burden of chronic disease cannot be directly determined.    

 
Specific demographic information about the surrounding aldeas is not available, but Dr. 

Stewart has worked at this clinic since she was in high school and has a general sense of those 
living near La Buena Fe compound.  Overall, it takes individuals approximately 30 minutes to 2 
hours to reach the clinic from the surrounding areas, depending on the conditions of the road 
and available transportation.  The majority of those living around the clinic are agricultural 
workers and have an income of about three dollars per day.  Because the government only 
provides education through the sixth grade, many people do not have formal education beyond 
sixth grade.  The cost of tuition, books and school supplies is exorbitant compared to local 
incomes, so it is not uncommon to see five-year-old children using machetes to harvest crops 
rather than going to school.    
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Problem the Clinic is Facing 
 

Dr. Stewart has seen the transition from communicable to non-communicable diseases 
firsthand.  The incidence of the diagnosis of hypertension and diabetes has increased 
tremendously.  Unfortunately, despite this serious diagnosis, many of Dr. Stewart’s patients do 
not adhere to the prescribed medication regimen and lifestyle changes.  Dr. Stewart 
understands that barriers to medication adherence may present differently in diverse patient 
populations and believes that this non-adherence is multifactorial.  It is well understood in the 
United States that health literacy, perceived severity, demographics and ability to obtain 
prescriptions are essential determinants of adherence, and poor communication is thought to 
contribute to worse care for ethnic minority patients (Kressin & Petersen, 2001).  Although these 
factors have been extensively explored in the United States, it is explored less internationally.  
There is a large gap in the literature about medication and lifestyle adherence in Central 
America, especially in Honduras.  This lack of critical data forces healthcare workers to use 
generic statistics and information that may or may not be generalizable or relevant to the 
population that the practitioner is working in to increase patient adherence.   
 
Project Proposal  
 

The objective of this proposal is to determine the factors driving patient adherence.  I will 
give an oral exit survey to patients who have been diagnosed with hypertension or diabetes 
(either they received the diagnosis that day in the clinic or they have a past medical history of 
diabetes or hypertension).  The point of the exit survey is to understand the factors that 
influence medication adherence, the outcome variable.  These factors, or predictor variables, 
that will be measured using this survey are: health literacy, demographic information, and the 
ability to obtain medications.  Pillars of the Health Belief Model will be represented in two of the 
predictor variables: perceived severity and cues to action (Figure 1).  
 
Figure 1: Model Predicting Medication Adherence with Predictor Variables 

                         =                    +                       +                    +                              +  

 
 

I will verbally conduct the exit surveys with patients immediately following their 
healthcare encounter (Appendix 5).  Each survey will require approximately 45 minutes.  First, I 
will ask open-ended questions regarding the key points or issues discussed during the 
consultation.  This will be followed by the survey, which was created from validated 
questionnaires.  Each interview will be audio recorded so that qualitative and quantitative data 
can be scored and analyzed.   

 
At the end of the summer I will compile a report for Dr. Stewart that will give her an 

understanding of what is influencing patient medication adherence.  These findings can serve 
as the evidence-based backbone for future program implementation.  For instance, using this 
survey I might see that patients who do not perceive their disease as severe have poor 
medication adherence.  Dr. Stewart and her team can then emphasize the severity of the 
disease during their subsequent patient encounters.  Dr. Stewart also discussed the possibility 
of patient education programs.  She has been hesitant about starting these programs without an 
understanding of how to best use her resources.  In my report, I will use the data obtained to 
make specific recommendations about education program ideas.   

Medication 
Adherence 

Health 
Literacy 

Perceived 
Severity 

Cues to 
Action 

Demographics Ability to Obtain 
Medication 
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Questionnaire Framework and Justification 

The following four subcategories explain the justification for the survey content.  Each variable 
(other than demographic information) has a validated, Spanish-language survey associated with 
it.  I was unable to find surveys that were validated in Central or South America.  The majority of 
these surveys were validated in non-English speaking, low-SES, Hispanic populations in the 
United States.   

Adherence 

Adherence to a medical regimen continues to rank as a major clinical problem in the 
management of patients with chronic diseases treated with drugs and lifestyle modification.  
Research suggests that the self-report method may provide a reasonably accurate estimate of 
adherence (Morisky, Ang, & Krousel-Wood, 2008). The Morisky Medication Adherence Scale 
(MMAS-8) will be used.  This is a structured, eight-item, self-reported questionnaire will be used 
to assess medication adherence.  The medication adherence measure proved to be reliable, 
with good concurrent and predictive validity in primarily low-income, minority patients with 
hypertension.  According to the authors, the questionnaire might function as a screening tool in 
outpatient settings with other patient groups (Morisky, Ang, & Krousel-Wood, 2008).  
Furthermore, this scale was recently used to assesses adherence as an outcome in a very 
similar study design addressing barriers to medication adherence in a underserved, Hispanic, 
non-English speaking population in the United States (Bailey, et al., 2012).  Dr. Jamie Barner 
was kind enough to provide the translated and back-translated Morisky Scale that was 
successfully implemented in this study (Bailey, et al., 2012).   

Health Literacy  

Health literacy will be assessed using the Short Assessment of Health Literacy for 
Spanish Adults (SAHLSA-50).  It is a validated health literacy assessment tool containing 50 
items designed to assess a Spanish-speaking adult’s ability to read and understand common 
medical terms (Lee, Bender, Ruiz, & Cho, 2006) . The SAHLSA was based on the Rapid 
Estimates of Adult Literacy in Medicine (REALM), known as the most easily administered tool 
for assessing health literacy in English (Lee, Bender, Ruiz, & Cho, 2006). 

Health Belief Model: Perceived Severity and Cue to Action 

Perceived severity is a dimension of the Health Belief Model (HBM), which includes 
possible medical, clinical, and social consequences resulting from not adhering to provider 
recommendations. Perceived severity will be measured using the six-question Brief Illness 
Perceptions Questionnaire (IPQ-Brief).  The Illness Perceptions Questionnaire was developed 
to measure patients' representations of their illness and has a Cronbach's alpha= 0.84, 
indicating good internal reliability (Moss-Morris, Weinman, & Petrie, 2002).  Finally, the HBM 
considers that a stimulus is necessary to trigger the decision-making process.  This so-called 
“cue to action” might be internal (ie disease symptoms) or external (ie interpersonal interactions 
or mass media communications) (Janz & Becker, 1984).  Similar to the questionnaire used by 
Kressin et al, “cue to action” is measured with our survey by asking patients if their friends or 
family help them to remember to take their medication (Kressin & Petersen, 2001).   

Demographics and Ability to Obtain a Prescription  

Basic demographic information, including gender, marriage and number of children, will 
be asked on the survey.  This information can proxy as an indicator of social support.  Also, 
patients will be asked about their ability to obtain medication.  Patients will be able to state if 
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they are never, rarely, sometimes, often or always able to obtain their medications.  If the 
patient is unable to always obtain their medication, we will have an open-ended question 
addressing the reasons they are unable to obtain the medication.   

Data Analysis 

An ordered logistic regression will be used if the proportional odds assessment is met to 
assess the ordinal, dependent-variable adherence (high, medium and low adherence).  The first 
predictor variable, health literacy, will be collapsed into a dichotomous variable according to the 
validated survey instructions. Patients with scores above 37 will be considered health literate.  
The second predictor, perceived severity (part of the HBM), will be scored using the IPQ-Brief 
(Appendix 6).  An overall score will be given that represents the degree to which the illness is 
perceived.  A higher score reflects a more threatening view of the illness.  The third predictor, 
cue to action (part of the HBM), will also be dichotomous. Yes, a family member might remind 
the patient to take medication, or no, the family does not remind the patient to take medication.  
The fourth predictor, ability to obtain medications, will be assigned scores from 1 through 5 
(1=never able to obtain medication, 5=always able to obtain medication).  

Timeline 
 
 I plan to spend eight weeks working in the Clinic in Horconcitos, Honduras.  In addition 
to implementing this patient survey, I will be helping the staff with the patient load. To ascertain 
a representative and feasible sample size for this exploratory study, I will interview 10 patients 
per week.  This number is not based on a power calculation but is a realistic number to 
accomplish. The power could not be directly calculated because the medical records do not 
include patient history, so chronic disease prevalence is not exactly known.  Dr. Philip Twumasi-
Ankrah, a biostatistician in the Department of Preventive Medicine at KUMC-Wichita, believes 
that this number could be representative with the incidence numbers obtained from the medical 
records (~46 new diagnoses per month).  Weekends will be used to score surveys and do data 
entry.  At the end of the summer, a report will be compiled and presented to Dr. Stewart with 
specific recommendations that can be implemented in order for her to increase patient 
adherence.  
 

Methods 
 

 The Blumenshein Clinic has ongoing collaboration with KUSOM and has been offering 
medical rotations to forth-year medical students.  I plan to fly into San Pedro Sula, Honduras, on 
June 1, 2013, and stay in Honduras through July 27, 2013.  The Clinic provides 
accommodations (Appendix 7), meals and transportation to Horconcitos from San Pedro Sula 
Airport.  Because I plan on working in the clinic for the majority of the summer, additional 
transportation is not necessary but is available through the Clinic.  My main contact will be Dr. 
Pamela Stewart, who will join me at the beginning of the summer to help me begin my study 
and orient me to the clinic and the surroundings.  She will also return to Honduras at the end of 
the summer.  My additional mentor on the project design has been Dr. Philip Twumasi-Ankrah.  
He has agreed to further assist me upon my project completion with data analysis. 
 I will contact the KU Human Subjects Committee to determine if I will need to apply for 
IRB exempt status to administer the survey.  
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Budget 

Description Cost 

Roundtrip airfare from Wichita, KS to San 
Pedro Sula, Honduras 

$700.00 

Transportation from airport, housing, and 
meals for 8 weeks 

$700/month = $1400.00 

Audio recorder $100.00 

SPSS Software $115.00 

Copying surveys and misc. office supplies $100.00 

Total $2415.00 

Mentors  

Pamela E. Stewart, M.D., M.S. Philip Twumasi-Ankrah, PhD 
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Appendix 1: Publication history related to chronic disease and nutrition 

Publications 

Pepino, Y., & Bourne, C. (2011). Non-nutritive sweeteners, energy balance, and glucose 
homeostasis. Current Opinion in Clinical Nutrition and Metabolic Care , 14 (4), 391-395. 

Morrow-Howell N, Gehlert S. Social Engagement and a Healthy Aging Society. In Anderson L, 
Prohoska T, Binstock B. Public Health and Aging. 2nd Edition. Johns Hopkins University Press 
Acknowledgement: Christina Bourne 

Posters 

Maternal Mortality around the World: Country Level Indicators 
2011 Graduate Research Symposium  

Effect of Bariatric Surgery-Induced Weight Loss on Glucose Homeostasis 
Principal Investigator: Marta Yanina Pepino de Gruev, Ph.D. 

Abstract 

Effect of Roux-enY Gastric Bypass Surgery-induced Weight Loss on Taste Perception and 
Eating Behavior  
Obesity 2011 - the 29th Annual Scientific Meeting of The Obesity Society. 
Pepino, Yanina & Bourne, Christina 
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Appendix 2: Proportion of Total Deaths in Honduras in 2010

69% of deaths are due to non-communicable diseases 

http://www.who.int/nmh/countries/hnd_en.pdf 

http://www.who.int/nmh/countries/hnd_en.pdf
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Appendix 5: Questionnaire 

Morisky Medication Adherence Scale Preguntas sobre sus 

medicamentos de la diabetes 

Nos sustaria entender como usted toma sus medicamentos de la diabetes.  Por favor 
conteste las preguntas debajo. 

1. ¿A veces se olvida tomar sus medicamentos de la diabetes?

Sí

No

2. ¿Durante las últimas 2 semanas, hubieron algunos días en los que usted no tomó su 
medicamento de la diabetes?

Sí

No

3. ¿A usted reducido o dejado de tomar su medicamento sin decirle a su doctor porque usted 

se sintió peor cuando lo tomó?

Sí

No

4. ¿Cuándo viaja o sale de casa, se le olvida a usted algunas veces llevarse su medicamento 

de la diabetes con usted?

Sí

No

5. ¿Se tomo su medicamento de la diabetes ayer?

Sí

No

6. ¿Cuándo siente que tiene la diabetes bajo control, algunas veces para usted de tomar su 

medicamento?

Sí

No

7. ¿Se ha sentido usted fastidiado/presionado de seguir en suplan de tratamiento para la 
diabetes?

Sí

No

8. ¿Qué tan seguido tiene usted dificultad en recordar de tomar todos sus medicamentos para 

la diabetes?

Nunca

Casi Nunca

Algunas veces
Muy seguido
Siempre
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Short Assessment of Health Literacy for Spanish Adults (SAHLSA-50) 
http://www.ahrq.gov/populations/sahlsa.pdf 

Stem Key or Distracter "no se" 
(Don't 
know) 

1. próstata __glándula __circulación __no se 

2. empleo __trabajo __educación __no se 

3. menstrual __mensual __diario __no se 

4. gripe __sano __enfermo __no se 

5. avisar __medir __decir __no se 

6. comidas __cena __paseo __no se 

7. alcoholismo __adicción __recreo __no se 

8. grasa __naranja __manteca __no se 

9. asma __respirar __piel __no se 

10. cafeína __energía __agua __no se 

11. osteoporosis __hueso __músculo __no se 

12. depresión __apetito __sentimientos  __no se 

13. estreñimiento __bloqueado __suelto __no se 

14. embarazo __parto __niñez __no se 

15. incesto __familia __vecinos __no se 

16. pastilla __tableta __galleta __no se 

17. testículo __óvulo __esperma __no se 

18. rectal __regadera __inodoro __no se 
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19. ojo __oír __ver __no se 

20. irritación __rígido __adolorido __no se 

21. abnormal __diferente __similar __no se 

22. estrés __preocupación __feliz __no se 

23. aborto espontáneo __pérdida __matrimonio __no se 

24. ictericia __amarillo __blanco __no se 

25. papanicolaou __prueba __vacuna __no se 

26. impétigo __pelo __piel __no se 

27. indicado __instrucción __decisión __no se 

28. ataque __herida __sano __no se 

29. menopausia __señoras __niñas __no se 

30. apéndice __rascar __dolor __no se 

31. comportamiento __pensamiento __conducta __no se 

32. nutrición __saludable __gaseosa __no se 

33. diabetes __azúcar __sal __no se 

34. sífilis __anticonceptivo __condón __no se 

35. inflamatorio __hinchazón __sudor __no se 

36. hemorroides __venas __corazón __no se 

37. herpes __aire __sexo __no se 

38. alérgico __resistencia __reacción __no se 
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39. riñón __orina __fiebre __no se 

40. calorías __alimentos __vitaminas __no se 

41. medicamento __instrumento __tratamiento __no se 

42. anemia __sangre __nervio __no se 

43. intestinos __digestión __sudor __no se 

44. potasio __mineral __proteína __no se 

45. colitis __intestino __vejiga __no se 

46. obesidad __peso __altura __no se 

47. hepatitis __pulmón __hígado __no se 

48. vesícula biliar __arteria __órgano __no se 

49. convulsiones __mareado __tranquilo __no se 

50. artritis __estómago __articulación __no se 
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The Illness Perception Questionaire 
http://www.uib.no/ipq/ 

El Cuestionario Breve de Percepción de Enfermedad 

En las siguientes preguntas, por favor, marque con un circulo el número que major 
representa su opinion 

1. ¿Cuánto afecta su enfermedad a su vida?

0 1 2 3 4 5 6 7 8 9 10 

no la afecta absolutamente nada  afecta gravemente mi vida 

2. ¿Cuánto cree Ud. que durará su enfermedad?

0 1 2 3 4 5 6 7 8 9 10 

muy poco tiempo  para siempre 

3. ¿Cuánto control siente Ud. que tiene sobre su enfermedad

0 1 2 3 4 5 6 7 8 9 10 

absolutamente ninguno  control total 

4. ¿En que medida cree Ud. que su tratamiento ayuda a mejorar su enfermedad

0 1 2 3 4 5 6 7 8 9 10 

absolutamente nada  ayuda muchísimo 

5. ¿En que medida siente Ud. síntomas debidos a su enfermedad?

0 1 2 3 4 5 6 7 8 9 10 

absolutamente ningún síntoma  muchos síntomas graves 

6. ¿En que medida está Ud. preocupado por su enfermedad?

0 1 2 3 4 5 6 7 8 9 10 

absolutamente nada de preocupado  extremadamente preocupado 

7. ¿En que medida siente Ud. que entiende su enfermedad?

0 1 2 3 4 5 6 7 8 9 10 

no la entiendo nada  la entiendo muy claramente 

8. ¿En que medida lo afecta emocionalmente su enfermedad? (Es decir, ¿Lo hace sentirse
con rabia, asustado, enojado o deprimido?)

0 1 2 3 4 5 6 7 8 9 10 

Absolutamente nada de afectado emocionalmente   Extremadamente afectado 
emocionalmente 
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Por favor, haga una lista con los tres factores más importantes que Ud. cree que causaron su 
enfermedad, enumérelos en orden de importancia. 

Las tres causas que yo considero más importantes son: 
1. __________________________________
2. __________________________________
3. __________________________________

Cues to Action
1. ¿Tus amigos of familiares te recuerdan tomarte la medicina?

 Si
 No

Obtain Medication
1. ¿Qué tan seguido te dan las medicinas?

 Nunca
 Casi Nunca
 Algunas veces
 Muy seguido
 Siempre
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Appendix 6: The Brief Illness Perception Questionnaire Scoring Instructions 

Each item of the Brief IPQ assesses one dimension of illness perceptions: 

The consequences score is simply the response to item 1. 

The timeline score is the response to item 2 

The personal control scores is the response to item 3 

The treatment control score is the response to item 4

The identity score is the response to item 5 

The coherence score is the response to item 7 

The emotional representation is the response to item 8.

Illness concern is measured by item 6. This reflects a combination of emotional and 

cognitive representations. 

Item 9 is the causal item. Reponses can be grouped into categories such as stress, 

lifestyle, hereditary, etc. determined by the particular illness studied. Categorical analysis 

can then be performed, either on just the top listed cause or all three listed causes. 

In some circumstances it may be possible to compute an overall score which represents the 

degree to which the illness is perceived as threatening or benign. The internal consistency 

of this score will depend on the illness studied and it is recommended this is checked. To 

compute the score, reverse score items 3, 4, and 7 and add these to items 1, 2, 5, 6, and 8. 

A higher score reflects a more threatening view of the illness.  



Clendening Fellowship Proposal: 
TOBACCO CESSATION METHODS WITHIN A MODEL CHRONIC DISEASE 

PROGRAM IN BRAZIL 
Kirsten M. Devin, MD Candidate Class of 2016 

I. Introduction:

Integrated healthcare is, in essence, the way of the future. As we move away from a 
segregated model of medicine where patients are bounced between arrays of disjointed 
specialists, we press towards the concept of a medical home in an attempt to create a “one-stop 
shop” where patients can effectively manage compound chronic illnesses. This transition is 
taking place globally and has become especially important in underserved and impoverished 
areas where health of the public tends to suffer. Given that there is a worldwide epidemic of 
chronic illness, it is essential to help patients manage symptoms and prevent worsening of their 
conditions. Factors such as tobacco use compound not only the mortality of this epidemic, but 
also the health care costs associated with treating these patients. The purpose of this study is to 
describe the patterns of tobacco use among patients treated at a large model chronic disease 
clinic in the public health care system in Brazil. A population-based survey will be conducted of 
the patients attending the clinic for an 8-week period that is intended to describe the 
environmental factors associated exposure to tobacco smoke, as well as possible predictors of 
tobacco use and cessation strategies among the patients treated. This study in turn will act as an 
indicator of the effectiveness of an integrated health care model in regards to tobacco cessation. 

II. Background:

By 2030, over 8 million people will die annually from tobacco, and 80% of these deaths 
will occur in developing countries. Many countries are attempting to contravene this trend by 
becoming signatories to the World Health Organization’s international tobacco treaty—the 
Framework Convention on Tobacco Control (Cupertino and Richter, Abstract 1). Although 
Brazil provides universal coverage for evidence-based tobacco treatments, it continues to have 
disparities in tobacco prevalence and access to treatment. Through this project I hope to conduct 
research to understand access to tobacco treatment for Brazilian smokers. 

This project combines several factors of interest, the first and foremost being the concept 
of global health. After much international travel and study, I have adopted a global perspective 
on healthcare as well as a fiery dedication to incorporate international medicine into my 
professional career. I have observed and served in many underserved areas in and outside of the 
United States and have learned that while language, culture, and beliefs may vary widely across 
the world, there is a universal need for patient treatment to prioritize dignity, tolerance and 
compassion. While practicing medicine has been my lifelong goal, I discovered a profound 
interest and aptitude for language during my undergraduate career. This interest prompted me to 
pursue the study of the Spanish language as my major, and to later study Portuguese. I have 
spent a total of nine months abroad in Spanish-speaking countries (Mexico 2008, Costa Rica 
2010) studying the language and immersing myself in Latin-American culture. Through this I 
have discovered that I have a particular interest in working with Latin-American populations. 
After picking up Brazilian Portuguese near the end of my college education, visiting Brazil has 
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become a particular interest as I would like to establish fluency in the language, and to spend 
time in the vast, progressive country that provides an ideal model addressing help disparities 
such as tobacco cessation.  

Integrated care is another area of interest for me, as I spent a year after my undergraduate 
studies with the national service organization AmeriCorps, serving in a community health center 
for the underserved in Lawrence, Kansas. This center used an integrated care model of medicine, 
and utilized my AmeriCorps colleagues and myself to supplement the medical care provided by 
the physicians with services such as wellness education, diabetes management, nutrition 
counseling, behavioral health, and what became my area of knowledge: tobacco cessation. As a 
former cigarette smoker myself who took several attempts to quit, I sympathize greatly with 
patients dealing with addiction compounded with different physical and mental illnesses. What I 
came to learn above all else was that while many patient complaints stem from their disease, 
most of their ailments are also deeply rooted in their personal lives, family and financial 
situations, and their hopes and fears for the future. For these patients, I thoroughly believe that 
the medical condition cannot be treated without addressing the root and secondary issues at hand, 
and many of them are complex and require a multi-disciplinary approach. Tobacco use, for 
example, is strongly correlated with mental illness and low socio-economic status. From a 
patient perspective, it is also a means of managing stress and maintaining mood stability. It is my 
belief that all of these issues must be addressed through an integrated approach.  

During my time in this position I had the pleasure of coming into contact with Dr. 
Kimber Richter and Dr. Paula Cupertino from the Department of Public Health and Preventative 
Medicine here at KUMC. Dr. Richter and Dr. Cupertino have done an extensive amount of work 
in the area of tobacco cessation, and run the UKanQuit program that is implemented in the 
medical center. They have also conducted impressive research in the area of tobacco cessation in 
a health center (O Centro HIPERDIA Juiz de Fora) in Minas Gerais, Brazil. It is through these 
contacts that I became aware of the clinic in Brazil, and it is through their resources and research 
that I have become educated on the topic and can learn methods to observe patterns of tobacco 
use. They have been more than generous in making themselves available to me for guidance in 
this project, and fortunately they both have plans to be in Brazil during the time of my project. 

III. Description:

Although Brazil is the second largest producer of tobacco in the world, it is also a world 
leader in public health approaches to tobacco control. The Instituto Nacional do Câncer 
implemented an evidence-based tobacco control plan designed to deliver group treatment and 
provide access to free cessation medication through Brazil’s universal health care system, with a 
focus on primary care. Brazil also has one of the largest populations and one of the largest 
income gaps between the rich and poor in the world. Its primary care system is specifically 
structured to overcome access barriers and health disparities. In 1988 Brazil decentralized 
primary care services and relocated the facilities into the communities they served (These 
community-based primary care facilities are called Unidades Basicas da Saúde—UBS’s) 
(Cupertino and Richter, Abstract 2).  

The purpose of this project is to study the smoking cessation treatment offered at an 
outpatient clinic for patients with uncontrolled chronic disease. I have subdivided my project into 
four phases of organizational work. While the bulk of the work directly related to the project will 
take place during my 8-week stay in Brazil, much work will be dedicated to the subject and 
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experience in the months before and following the trip. Below is a description of the aim of each 
of the phases: 

Phase I: Preparation 
The majority of preparation for the trip will revolve around achieving sufficient fluency 

in the Brazilian dialect of Portuguese, as communication will become essential once I have been 
placed in the clinical setting. As was mentioned in the background section, I have already 
achieved fluency in the Spanish language, and subsequently became proficient in Brazilian 
Portuguese after taking two courses in the subject. Understanding that fluency is only truly 
achieved after becoming immersed in the language and culture, I have resources already in place 
that will help me to be as prepared as possible to begin speaking the language comfortably from 
the first day of arrival.  

In addition to a text book and interactive online programs that I have attained through my 
classes, Dr. Richter has been kind enough to provide me with CD’s and books on tape that will 
help develop my listening and pronunciation skills. I have also come in contact with a native 
Brazilian student named Tainara, who is currently working under Dr. Richter in the Department 
of Public Health. Tainara has agreed to meet with me 2-4 hours per week on campus (increasing 
with proximity to the trip). Because she is also learning to speak English, we have a mutual 
agreement to spend half of the sessions speaking in English for her benefit, and the other half in 
Portuguese for my benefit. I have participated in language exchange interactions such as this 
before and have found them extremely effective in improving upon conversation skills, as well 
as for picking up sayings and nuances that are not taught in text books or classical methods of 
teaching.  

Besides intensive work on language skills, preparation will be needed in researching the 
health clinic and developing and/or deciding upon a survey to be distributed to the patients in the 
clinic. This survey may be based off of a current model survey, or may be created through 
collaboration between myself and the department, who in the past have derived survey items 
from the WHO Global Adult Tobacco Survey (GATS). The primary purpose of the survey would 
be to narrow the focus of the study to target populations, specifically prevalence of smoking in 
correlation with socioeconomic status and other disease status. The single most important data I 
hope to collect from these surveys is a comprehensive identification of smoking cessation 
strategies (ie. Bupropion, Varenicline, Nicotine Replacement Therapy, counseling, etc) tailored 
to the resources and needs of lower to middle income populations. In other words, I hope to 
make observations over what cessation strategies are most effective in a setting where 
underserved populations with chronic illness have access to all forms of therapy (as compared to 
the United States, where they may have limited access to the same resources). (See 
Supplementary Materials) 

I currently have in my possession multiple works and abstracts revolving around various 
aspects of tobacco cessation programs in the clinic, authored by Dr. Richter and Dr. Cupertino 
themselves. Becoming familiar with their works and publications will give me the background 
information on the clinic and programs in Brazil that I will need to proceed with my project. As 
many of them were written in Portuguese, they have also provided a wonderful exposure to 
applicable vocabulary and scientific writing. Much as Dr. Richter and Dr. Cupertino have aided 
in equipping me with the resources I need for this project, I would in turn like to make myself 
available to them as a research tool. In the months leading up to the trip, I plan to visit the 
Department of Public Health and Preventative Medicine frequently to touch bases with their 
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current research and offer my services. I hope to make my data collection and analysis readily 
available for use by their department should they find any use for it in a publication. In this way, 
I intend to incorporate the current goals of the department within the project to make it of 
practical worth.  

Phase II: Observation, Screening, and Distribution of Survey 

In a planning meeting for the project earlier in the semester, it was recommended by Dr. 
Paula Cupertino that I spend a period of 3 weeks familiarizing myself with the clinic and staff. 
She described the clinic as having three main branches of care for chronic disease; hypertension, 
diabetes, and renal disease. I have the option of dividing my time among the three departments, 
or focusing heavily on one or two of them. In the current timeline, I have designated a week 
within each. During these weeks I would become acquainted with different staff throughout the 
center, and observe the integrated nature of the clinic which also features a full pharmacy, social 
work department, dentistry, nutrition counseling, and physical therapy services. After three 
weeks of becoming familiar with the setting, it is Dr. Cupertino’s hope that my language and 
comfort levels will be adequate to interact with patients more directly. 

Once I have been introduced into the clinic, I would then present to them the survey and 
explain the mission and aims of my project. Distribution of the survey would ideally occur 
through participation of the care providers after identifying patients who use tobacco products. 
Patients attending the clinic are already screened for smoking status, and project staff may invite 
the patients to participate in the survey. Patients who have already initiated cessation therapy will 
also take the survey as a means of assessing the efficacy of the integrated therapy of the center. 
Cessation outcomes will be assessed after about 4 weeks, and if time allows, again at 8 weeks.  
 It will be my responsibility to manage and distribute the surveys, whether to providers or 
patients, and to collect the surveys following appointments.  

Phase III: Data Collection and Analysis 

Once the surveys have been collected, I will create and maintain a database of the survey 
information, one that I hope would provide indicators of smoking prevalence and health 
behaviors that would allow me to evaluate risk factors for tobacco use (specifically cigarette 
smoking) and barriers to seeking cessation therapy or strategies, as well as the cessation 
strategies indicated for low income patients. If possible, I would like to subdivide the survey 
results into demographics such as age, gender, socioeconomic status, and compound illness 
prevalence. I plan to analyze this data in comparison to other current tobacco cessation studies in 
Brazil, preferably studies generated by past studies through the same center, and other similar 
USB’s (if data is available).  

The data collected would be held in comparison to the Brazilian national smoking 
cessation statistics to see if an integrated care model as used in O Centro Hiperdia in Juiz de Fora 
is indicated for higher successful quit rates, and if so, specifically what strategies have had 
success among the low income populations. This information could prove useful to Dr. 
Cupertino, Dr. Richter, and the Department of Public Health as they have been solely responsible 
for the implementation of many of the tobacco cessation programs in the center. If specific 
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smoking cessation strategies prove effective in a large scale center such as this model clinic in 
Brazil, they may be indicated for other community health centers around the world.  

As data collection and analysis is a new concept and task for me, this will require 
collaboration with the project staff at the clinic (namely Dr. Cupertino and Dr. Richter). 

Phase IV: Write-up and Ongoing Application of Findings 

I would ideally like to create a work worthy of publication after conducting a thorough 
analysis of the data collected in the clinic. This may require additional outside work with the 
Department of Public Health and Preventative Medicine before and after the duration of the 
summer. This work would be in the form of a comprehensive analysis of the effectiveness of 
specific smoking cessation strategies in relation to low income individuals with chronic disease. 

In addition to this, I hope to be able to bring back information to put into practical use in 
smaller scale health centers such as the JayDoc Free Clinic here at KUMC, and the clinic I 
served my AmeriCorps term in (Heartland Community Health Center, Lawrence, KS). While 
both centers screen for tobacco use and provide occasional counseling, there is not any 
established program in place to treat patients with chronic disease and a compound smoking 
addiction. As an ongoing effort to address the health disparities associated with individual 
smokers seeking cessation therapy, perhaps I could help facilitate the implementation of a 
program that provides evidence-based therapy and continuity to patients of the centers.  

Lastly, I am considering writing a more illustrative and reflective piece on the health 
disparities faced by underserved and impoverished communities around the world. By the 
completion of this summer project in Brazil, I will have traveled to Guatemala with KUMC’s 
International Outreach team for a week long medical mission trip, and to either Ecuador or the 
Dominican Republic with another global health organization immediately prior to traveling to 
Brazil. Traveling and writing are two great passions of mine, and I believe my perspective as a 
medical student could provide for a unique insight on the future of humanitarian global 
medicine. I plan to distribute any data and product created during this project for use by the 
medical center, as well as to present on my topic during the fall semester.  

Timeline: 
February: 

Begin Phase I: 
1st: Begin Portuguese conversation sessions with Tainara (2-4 hrs/week), Portuguese language tapes 
provided by Dr. Richter 
18th: Submit Proposal 

March: 
Solidify schedule and coordinate with Dr. Richter and Dr. Cupertino for dates, contacts 
Purchase airline ticket 
Continue Portuguese conversation practice and tapes 
Establish contact with clinic, explain project 

April 
Develop survey to be used with Dr. Richter, Dr. Cupertino 
Continue Portuguese conversation practice and tapes 

May 
17th: Last summative exam 
19th: Depart for unrelated 2 week medical mission trip (Ecuador or Dominican Republic) 
Continue Portuguese conversation practice and tapes 

June 
2nd: Depart from country of MMF to Brazil (Begin 8 week project) 
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Begin Phase II: 
Week 1 (June 2-8): Familiarize with homestay, community, city, and clinic contacts 
Week 2 (June 9-15): Spend work week in hypertension clinic, observe and distribute survey to 
providers/patients  
Week 3 (June 16-22): Spend work week in diabetes clinic, observe and distribute survey to 
providers/patients 
Week 4 (June 23-29): Spend work week in renal clinic, observe and distribute survey to providers/patients 

July 
Begin Phase III: 
Week 5 (June 30-July 6): Shadow patients of the clinic, observe and distribute survey, collect survey results 
Week 6 (July 7-13): Continue to shadow patients, observe and distribute survey, collect survey results 
Begin Phase 4: 
Week 7 (July 14-20): Data collection, write-up of observations 
Week 8 (July 21-27): Data analysis and write-up 
By the 28th: Return to US  
29th: Begin Fall semester  

August 
Continue Ongoing Applications 
Prepare Clendening Presentation of Topic 

IV. Methods:

My primary mentor, Dr. Cupertino, plans to travel to Brazil over the summer for several 
weeks overlapping my trip, and Dr. Richter will most likely be there for a period of time as well. 
They have several contacts in Juiz de Fora, as well as various other cities in Brazil that would 
facilitate safe and easy travel. In addition to this, it is likely that my Portuguese professor from 
undergraduate studies will be in Rocinha, Rio de Janeiro with his Institute. I may be able to 
contact him for additional information and travel information inside the city of Rio.  

Transportation: 

International Travel: 
I plan to travel to Rio de Janeiro by plane, and may be flying directly from a medical 

mission trip in another Latin-American country (most likely Ecuador or Dominican Republic). I 
may be able to travel by bus from Ecuador via the Amazon basin region, which would be a 
viable option as well. Fortunately, airfare from all of these cities falls in the same price range.   
Domestic Travel: 

From Rio, I would most likely take a bus about 2 hours inland from to the state of Minas 
Gerais, where Juiz de Fora is located. Juiz de Fora has many highway connections with the 
metropolitan areas of Brasília, Belo Horizonte, and Rio de Janeiro. Transportation to these 
destinations by bus is an affordable option for weekend trips. 

The primary method of travel to and from the clinic will most likely be by bus, and taxis 
are also available. Dr. Cupertino has agreed to arrange someone to meet me upon my arrival into 
the country, and to help orient me to the city.  

Accommodations: 

Juiz de Fora: 
Juiz de Fora is home of a large Federal University and several private-owned colleges, 

making it a popular and safe destination for students by Brazilian standards. Much of the 
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research promoted through the clinic (Centro HIPERDIA de Juiz de Fora) is supported by the 
Universidade Federal de Juiz de Fora. I may have access to the campus for academic resources 
and space to work. 

Homestay: 
Dr. Paula Cupertino has been generous in offering her sister’s home in Juiz de Fora as an 

option for my lodging at no cost. For her and her sister’s hospitality, I am prepared to pay at least 
$100 USD/week, as well as contribute to food costs and house duties. I have lived with two other 
families through homestay programs in both Mexico and Costa Rica, and am familiar with the 
etiquette and responsibilities expected out of students living abroad. As an alternative to this 
option, I’ve located a hostel (Pousada Aconchega de Minas) that offers an extended stay option 
for about $35 USD/night. It may also be possible to seek accommodations through the 
University.  

Centro HIPERDIA de Juiz de Fora: 
The center opened in 2010, and has very established relationships with representatives 

from KUMC Department of Public Health and Preventative Medicine- Dr. Richter and Dr. 
Cupertino. They have conducted extensive research in the clinic and implemented various 
programs related to tobacco cessation.  

Contacts/Mentors: 
Dr. Kimber Richter, PhD, MPH, has conducted research and service as a Fulbright 
Postgraduate Scholar to Australia and Fulbright Senior Specialist to Portugal. She has traveled 5 
times to Brazil for conferences, informal consultations, and project planning, and has 
intermediate skills in conversational Portuguese. She is highly committed to supporting tobacco 
control and research in Brazil. Her research focuses on gathering smokers’ perspectives on 
smoking cessation, the epidemiology of smoking, treating nicotine dependence, and multi-
component health interventions in clinical and community settings.  

Ana Paula Cupertino, PhD is a former faculty member of UFJF in Juiz de Fora, where she was 
awarded numerous teaching awards and was Principal Investigator of Brazil’s first community-
based epidemiological study of health psychology and aging. Her research skills include 
community-based participatory research, community-based epidemiological studies, and clinical 
trials. Her tobacco control research focuses on smoking cessation among U.S. Latinos. Dr. 
Cupertino is a skilled mentor and she serves as co-investigator and consultant to KUMC faculty 
who conduct disparities-related research. She conducts research in Brazil and the U.S. and is 
fluent in Portuguese, Spanish, and English.   

Oscarina da Silva Ezequiel, MD, PhD spans the interface between UFJF medical faculty and 
UBS primary care through her work on quality of care in UBS’s.  Dr. da Silva Ezequiel has 
collaborated with Drs. Richter and Cupertino on the development of this application.  

Paul Sneed is an Assistant Professor of Brazilian Literature & Cultural Studies, University of 
Kansas and Co-founder of the Two Brothers Institute of Rocinha, Rio de Janeiro. He was my 
Portuguese professor, and would serve as a primary contact in facilitating travel to and from Rio 
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de Janeiro. He may also provide an opportunity to volunteer and provide educational information 
regarding tobacco use in youth. 

V. Budget:

Item Cost 
Airfare (from KC, Quito or Santo Domingo, return to KC) $1,200 
Bus from Rio to Minas Gerais/Return to Rio $100 
Payment to homestay (Dr. Cupertino's contacts) for hospitality/food costs $100/week, total $800 
Food and necessities $200/week, total $1,600 
Other travel expenses $100/week, total $800 
Total $4,400 
Clendening stipend ($2,500) 
Savings from personal airline miles earned ($1,000) 
Out-of-pocket expenses $900 
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Supplementary Materials: In the following two pages, I’ve included items from the GATS 
specifically regarding cessation treatment (beginning at 30) that I will use as a guideline when 
selecting survey items: 
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Peru: a Study of Wellness within Varying 
Degrees of Modernization 

Clendening Summer Fellowship Proposal 

Jason Foster 

SOM 2016 

February 17, 2013 

Introduction: 

This is a cross-sectional and cross-cultural investigation on diseases of modernity (primarily obesity and 

depression) and the prevalence/treatment of such diseases in different geo-economic environments in 

Peru.  Data for a report will be gathered through personally conducted medical encounter case studies 

of representatives from populations at different levels of exposure to modernization. The goal will be to 

analyze any connection between exposure to modernization and perceived harms or benefits toward 

individual health in terms of key factors like obesity and depression4: I will survey individuals in a 

modern city, underserved/rural health clinics and indigenous Amazonian peoples on levels of perceived 

happiness/depression, stress, obesity, diabetes status, diet, physical activity, their sleep wake cycles, 

spiritual involvement, their social environment, and their perspective on health, and access to care. 

• Goals for final report

• Analyze any connection between exposure to a modernization and perceived harms or
benefits toward individual health in terms of key factors like obesity and depression4

• Educate KUMC students staff and health care professionals about health perspectives in
amazon medicine

• Assess the health situation of indigenous peoples using Urarina as a model for:

o Influences of globalization

o Social structure/Beliefs and health

• Provide some comparison between health findings in Peru to health trends in the U.S.



Background: 

I gazed in reverence as my new, dust-covered friend approached his family and their makeshift home of 
boxes covered by an awning of black trash-bags. He was only six years old, but he lived on the forgotten 
outskirts of a desolate slum in Juarez comprised of sand hills and city waste fashioned into dwelling 
spaces. Despite his own homelessness, he helped my mission team build a house knowing full well that 
it would belong to his neighbor’s family. With eager hope, he volunteered saying, "Puedo ayudarte (Can 
I help)?" His contribution inspired me to work tirelessly to ensure the house was built to last. I could give 
Jorge nothing more than a daily share of my food rations and friendship. I hoped the food would keep 
him from hunger, but instead of eating it, he always brought it back to his family. Jorge's actions 
demonstrated what it really takes to live for humanity - true selflessness to care for strangers (even 
those from a different culture and geography) as your own larger human family. 

Furthermore, the human compassion I witnessed in Jorge left a lasting impact on my perspective. When 
I left Mexico that summer before college my eyes had been opened to the collectiveness of the human 
condition. Upon entering college I wanted to explore humanity more, Anthropology and Communication 
Studies helped feed my curiosity about the human condition and increased my understanding of the 
diversity in mankind. Courses like Varieties of Human Experience (where I met Dr. Dean), 
Language/Culture & Societies, World Religions, music, and intercultural communications helped open 
my mind and imagination to differences in the human experience (bio-psychosocially). I wanted to make 
a meaningful difference in people’s lives by understanding and interacting with people, and then 
applying this knowledge on a large scale. My mission trip to Juarez had helped me connect with people 
in other cultures, and I experienced reciprocity; likewise, in order to provide the best care to future 
patients, I must call on my understanding of humanity as a greater family.  

Since that time, a passion was awakened in me that would never subside. I live for global service, and 
with a background in Spanish and Latin American Culture I am poised to make some unique 
contributions to the field of international medicine. In particular, I am interested in geo-economic 
disparities. The subject of how our environment and economy affects our health is rapidly becoming 
useful, and is the subject of numerous public health models. This area of study is intricately involved in 
the health of individuals and further investigation would be quite useful in understanding how to make 
the greatest difference in overall global health. However, in one lifetime it would be hard to tackle such 
an enormous topic. One must find a smaller niche to explore case studies of trends in global health.  

Fortunately, upon entering medical school I was introduced to an article linking modern societal 
structure to diseases like depression and obesity4. This article written by my colleague, Brandon Hidaka, 
discusses the possibility, that worldwide rates of depression and obesity are increasing due to modern-
societal-lifestyle pattern changes associated with industrialized countries, and a general decline in 
collectivistic cultures. I became intensely interested in testing these theories at a practical level, but 
where could this kind of large-scale social research be done? And how could one investigator hope to 
get accurate sampling of various populations representing the health patterns associated with varying 
degrees of modernization? After learning of the Clendening Fellowship, I realized I could take the 
opportunity to synthesize my interests in anthropology, Latino Culture, social change and wellness to 
answer the aforementioned questions while advancing my medical education by performing a cross-
sectional study of Peruvian people from varying levels of exposure to a “modern-lifestyle.” 



Description: 

Hidaka’s article on diseases of modernity suggests that there would be a very low prevalence of 
depression and obesity amongst hunter-gatherers. Only a few locations in the world can provide the 
right environment for this kind of population, and Peru is on the top of the list. 

Peru provides the perfect environment to study how differing levels of modernization may be affecting 
important modern health factors like depression and obesity in populations. Peru has nearly every kind 
of geographic environment, from mountains, to deserts, to jungles. Due in part to its geography and to 
its political history, Peru is a multiethnic country with diverse and distinct cultural lifestyles. Lima is a 
modern city with one of the world's fastest-growing economies owing to the economic boom 
experienced during the 2000s10. However Peru has a vast indigent population, and according to 2010 
census data, 31.3% of Peru’s total population is poor5. Other populations live at the fringe or are isolated 
from modern society – these are the Amazonian cultures. Many of the people I will encounter in my 
study will either subscribe to or be influenced by the shamanic culture of the Amazon11. 

Ayahuasca shamanism is central to the health and wellbeing of many Amazonian cultures (Chambira 
basin of Peru). Ailments and misfortune are explained through spiritual means. Wellness is understood 
through this shamanic health belief system11. Spiritual shaman and medicine men (known as curanderos 
throughout Peru11) are known as Kuichá1 amongst the Amazonian people like the Urarina. Their 
understanding and access to the spirit world enables their power as leaders and healers of hunting 
communities in Amazonia. A mainstay of their practice is the brewing and consumption of yagé 
(ayahuasca). This is a psychoactive alkaloid compound made from a mixture of monoamine oxidase 
inhibitor beta-carbolines derived from Banisteriopsis caapi vines and DMT (dimethyltryptamine)-
containing plants such like Pyschotria. Kuichá have mastered the brewing process of such plant 
compounds to create a psychotropic drink that allows them access to the spirit world (dedé) via their 
own Siíji – eternal spiritual essence. The chemistry behind ayahuasca is impressive, considering that 
DMT is normally inactivated once ingested in the body through the metabolic oxidation of monoamine 
oxidase, but incorporation of MAOIs allows DMT to have pharmacological affect9.  Somehow the 
shamans figured out how to master this sophisticated process without the perspective of modern 
chemical science.  

Once the shaman has entered into dedé – the spiritual world of all living things and the realm of dreams 
– he is said to be given knowledge of the future, movement of game animals, and he can counteract
venané (evil witchcraft) pathogens. Evil spirits and venané are the causes of illness and misfortune.
Venané practice chontear1, the process of extracting chonta palm spines for their harmful toxins and
projecting these toxins via the spirit world at victims’ spirits. The balance between maleficent and
beneficent powers should pervade the ideas many locals have on health11.

In order to discern between Peruvian culture influenced by indigenous shamanic beliefs, and the highly 
assimilated modern Peruvian culture, I will start my journey in Lima, Peru on June 3rd. Lima is a wealthy 
and very modern city. I will be in contact with Vanessa Wagner, Cultural Affairs Attaché at the U.S. 
Embassy in Lima, to discuss safety precautions in areas outside Lima. I will be able to set up interviews 
with a representative from the downtown hospital internal medicine and psychiatry departments. I will 
interview both physicians and patients regarding the survey I have compiled on mood affective 
disorders and obesity (Appendix A – Pending approval from owner). In appropriate situations I will 
gather further data on wellness and disease prevention (Appendix B).  



During the following week, my former anthropology professor, Dr. Bart Dean (director & faculty at San 
Martín) has arranged for me health clinic networks based out of the Universidad Nacional de San 
Martín, Tarapoto, San Martín, Peru. While based at the University, I will interview medics and patients 
(primarily mestizo – Amerindian/Caucasian ancestry) at various clinics in Lamas, San Juan de Guerra, 
Picota, Juanjui, Barranquita, Muniches, and Lagunas. These locations also provide access to 
underserved, poor and indigent populations from both rural and medium sized town environments. All 
of my research will follow standard consultative procedures with all official groups involved--including 
indigenous representatives (AIDESEP, FEDECOCA), State Officials, especially MINSA--the Ministry of 
Health, and the School of Medicine at UNSM-Tarapoto and UNAP-Yurimaguas. 

Next I will travel to Loreto, (during my third and fourth week of stay) where I have arrangements to visit 
with indigenous people representative of the Chambira rainforest basin. With this array of exposures to 
modernization I should be able to assess trends in general wellness, and patient’s perspectives on 
health. 

Methods: 

Spanish is the official language in Peru, and most my interviews will be conducted in Spanish (though 
many Peruvian city-dwellers speak English). I have taken 6 years of Spanish, reaching intermediate 
conversation levels. I will brush up by immersing in Spanish beginning with a medical mission trip to 
Guatemala over spring break, and with an intensive course in medical Spanish starting on March 18th. 

The next step in this research process will be occurring over the next couple months. I will work with Dr. 
Dean on connections with the rural and indigenous resources required to make the trip a success. Also, 
Dr. Dean has provided me contacts at the University in San Martin. If my proposal is accepted, I will be 
providing additional details on contacts for my stay in Tarapoto and in rural Peru. 

I will spend several weeks prior to the trip, intensively studying the cultural health perspectives of Peru, 
this will include reading ethnographies like, Urarina Society, Cosmology, and history in Peruvian 
Amazonia, and Donald Joralemon’s book Sorcery and Shamanism: Curanderos and Clients in Northern 
Peru so that I can gain an understanding of the cultural and geo-economic background of some of the 
people I will interview.  

On June 3, I plan to fly from KCI to Dallas, and then from Dallas to Lima, Peru. Once there I will meet 
with Vanessa Wagner (cultural affairs attaché) at the U.S. embassy. I will stay at a hotel in Lima and over 
3-5 days I will interview/gather medical histories at the hospital in downtown Lima after.

Next I will fly from Lima to San Martín to meet with the director at the University of San Martín. Dr. 
Dean has been very gracious to help provide contacts for Quechua/Urarina speaking colleagues at the 
University of San Martín, and in the clinics at Tarapoto.  He has offered to let me stay with some of his 
friends in San Martin for $25/week (room and board). This will be my home base for the next couple of 
weeks as I travel to clinics in Tarapoto and further out to some of rural areas of Loreto, where more 
indigenous people live. Health Ministry of the University of San Martin will provide safety and transport. 
I will interview medical and public health professionals tied to the local and public health facilities in 
these locations as outlined in my Description section. Health Ministry can also provide transportation to 
visit the indigenous locations (Urarina). I will work with a translator who speaks Kachá eje. The critical 
questions to be answered are listed on Appendix C:  



My data gathering approach will be the in the same manner a physician would gather a medical history 
in a patient encounter, only my approach will be to gather a medical history of a Peruvian/Amazonian 
community members with varying degrees of influence from modern society. 

Additional information will be acquired through interview with anthropologists (both in Peru and in 
Kansas) who are experts on Amazonian culture and medicine. 

If my proposal is accepted I will work with the Clendening Faculty and Institutional Review Board to 
compile a final draft of interview questions (Appendices), and for advice protocols for gaining consent 
from patients. 

The final product of this research project will be a research paper/typed-report of my findings and 
conclusions. I will spend an additional four weeks writing and editing this paper under the mentorship of 
Clendening Faculty members and the KU department of Anthropology to have it submitted to (but not 
limited to) the following Journals: 

Journal of the American Medical Association 

Journal of Affective Disorders 

Journal of Medical Humanities 

Medical Anthropology Quarterly 

Culture Medicine and Psychiatry 

If I am selected for the Clendening Fellowship I will contact the editors of these journals for advice on 
what the report should include prior to traveling to Peru. The total length of the project is 8+ weeks 
(approximately 3 weeks at University of Kansas Anthropology Department, 4 weeks in Peru and 4 weeks 
in Lawrence and Kansas City following up on research and compiling data from anthropologists) 

Budget: 

Plane ticket (Kansas City – Lima, Peru) Round trip $903 
Hotel in Lima (3 nights at Mariel Hotel) $210 
Flight from Lima to Tarapoto Round Trip $186 
Room and board ($50 for 2 weeks at University of San Martín), ($250 1 week in Loreto) $300 
Additional in-country expenses (i.e. travel/translator and supplies only if necessary) $800 
Total $2399 



Contacts: 

Bartholomew Dean 
Associate Professor 
Department of Anthropology 
618 Fraser Hall 
University of Kansas 
Lawrence, KS 66045-7556 USA 

Director de Antropología 
Museo Regional-Universidad Nacional de San Martín 
Jr. Maynas N°177 
Tarapoto, San Martín, Peru 
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Source: Salokangas Raimo K. R., Outi 
Poutanen, Anna-Maija Koivisto, Matti 
Joukamaa, Aino Mattila. The Depression 
Scale as a screening instrument for a 
subsequent depressive episode in primary 
healthcare patients. British Journal of 
Psychiatry BJP 2007, 191:50-54. 

Image taken from: Kerr, Laura 2001 Culture 
and Medicine: Screening tools for 
depression in primary care. WJM 175 



Appendix B 

What is your perception on happiness/depression? 

How often and how severely do you feel stress? Sadness? Hopelessness? 

Do you or your family members have diabetes? 

Could you describe your typical daily diet, physical activity, sleep-wake cycle? 

Could you describe your spiritual involvement? 

What is your social environment like? How would the hierarchy be described? Is egalitarian? Where do 
you fit in in this structure? 

How has the lifestyle changed from their ancestors? 

Who do you turn to for support when you are sad, tired or stressed? 

How worried are you about the future? About your health? And your ability to be taken care of? 

What do you think can be done to make your community healthier? 

Kleinman’s explanatory model eight questions7: 

• What do you call the problem?

• What do you think has caused your problem?

• Why do you think it started when it did?

• What do you think your sickness does to you? How does it work?

• How severe is your sickness? How long do you expect it to last?

• What are the chief problems your sickness has caused for you?

• What do you fear most about your sickness?

• What kind of treatment do you think you should receive? What are the most important results
you hope to receive from this treatment? Do you have any fear about the treatment? 



Appendix C 
What links (if any) can be drawn between diseases of modernity and the Urarina? 
How do the Urarina approach their health and wellness?  
What illnesses are common in the community? 
How are they treated? 
What kind of medical care do the Urarina/Peruvian natives receive?
How are illnesses viewed by these people?
What are their beliefs about health and do they have their own version of a 
health model?

If so: is it sufficient to care for the common illnesses afflicting the 
population?
What herbs/medication do they used to treat illnesses?
What health behaviors are practiced - what measures are taken for sanitary 
conditions?
Do they have an understanding or analogous understanding of germs or 
communicable disease?
What access do they have to healthy food, water, and psychotropics?
How is food prepared?
How does Ayahuasca shamanism play into the health and lifestyle of the 
Urarina?
What are the effects of Ayahuasca and when is it consumed?
How does spiritualism link to their health
What are some health rituals and ceremonies that they practice?
How is ayahuasca perceived to benefit health?
Do they ever seek out public healthcare provided by outsiders?
What involvement do local health facilities have?
Who has access to care?
What chronic medical conditions are seen in the population?
In what ways are they affected by any:

Cholera
Malaria
Dysentery
Upper respiratory infections
Tuberculosis
Tumors
Allergies
Diabetes

Malnutrition?
Kwashiorkor
Marasmus

How has community and family life been affected by the encroaching modern 
world?
Specifically, do the Urarina feel that their lifestyle is being influenced by the local 
government?
How do you feel modern society at large is affecting the physical, mental and 
spiritual health of the Urarina? 
Are the Urarina suffering economically because of their interaction with the 
industrialized world? 
What are their feelings of trust with outer society at large? What level of 
trustworthiness do they establish with each other? (Perhaps I follow up on Dr. 
Dean's work with palm-basket weaving trade amongst groups?) 



Follow up: 
What kind of mental and emotional stress do the Urarina encounter? 

o Do they recognize depression as an illness?

o Any evidence of diseases of modernity due to lifestyle/dietary changes

• Is there an increase in diabetes, obesity, sedentary lifestyle?

What are some general ways that their social structure has been affected as they come into 
more contact with westerner's? 

https://mail.kumc.edu/owa/redir.aspx?C=BlqThLecUECksj6IgTRuDZ8ArKA84s8IZqAbdFYUpW6hF88rAEerWTIm7tgS16nnQX83IRTk0FM.&URL=https%3a%2f%2fwww.facebook.com%2fMuseoRegional
https://mail.kumc.edu/owa/redir.aspx?C=BlqThLecUECksj6IgTRuDZ8ArKA84s8IZqAbdFYUpW6hF88rAEerWTIm7tgS16nnQX83IRTk0FM.&URL=http%3a%2f%2ffudes-unsm.org%2fmuseo%2fla-seccion-de-antropologia-del-museo-regional-unsm
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The State of Health Care for Native Americans: Past, Present, and Future 
By: Senushi Jayaratne 

Introduction: 
For quite some time, it has been documented that Native Americans are dying of diabetes, 

alcoholism, tuberculosis, suicide, and other health conditions at alarming rates.1 Beyond significantly 
high mortality rates, Native Americans also suffer a considerably lower health status and 
disproportionate rates of disease compared with all other Americans.1 In, September 2004, the U.S. 
Commission on Civil Rights transmitted their report on the Native American Health Care system and 
called the health care situation facing Native Americans “dire.” 1 On December 2 of 2011, seven years 
after the U.S. Commission on Civil Rights report, President Barack Obama hosted the Tribal Nations 
Conference inside the department of the interior of the White House.  The President spoke these words: 
“I believe that one day, we’re going to be able to look back on these years and say that this was a 
turning point. This was the moment when we began to build a strong middle class in Indian Country…
the moment when we stopped repeating the mistakes of the past, and began building a better future 
together, one that honors old traditions and welcomes every Native American into the American 
Dream.”2 Is this, indeed, the turning point in the story of health care in Indian country? With the aid of 
the Clendening Fellowship, my goal is to explore the many of the implications of this question. 

Background: 
My own global background makes me particularly interested in learning about the cultures 

around me—especially those cultures that are marginalized. My parents are Sri Lankan, but I was born 
in Wellington, New Zealand and a good part of my childhood was spent in Melbourne, Australia. In 
primary school, I learned about the native peoples of Australia and New Zealand: the Aborigines and the 
Maori, respectively. After moving to the United States, I was exposed to Native American culture in 
fifth and sixth grade social studies. The subject was briefly mentioned again in middle school and high 
school American history classes, but in general my knowledge about the indigenous people of North 
America is sadly limited. Even as Cultural Anthropology major at the University of Michigan, I did not 
expand my knowledge on the many tribal nations that lived in my own and surrounding states. Instead I 
studied the violence in favelas of Northeastern Brazil, the gift economy of pre-colonial Rwandan 
culture, and the Hmong concept of health and illness. I grew a tremendous amount from these learning 
experiences, and I credit them for my perpetual curiosity to know more about those cultures that remain 
enigmatic to me. 

I also have a deeply ingrained desire to help bridge health care gaps, and it is this passion that 
motivated me to go to medical school. I believe that as healthcare professionals we should also be 
advocates for our patients not just in the clinic or hospital but also in regards to health policy. When I 
started the research for my proposal focusing on learning about Native American health care, it quickly 
became apparent that enriching my knowledge of Native American culture wasn’t simply an intellectual 
endeavor, instead it would be a response to the call to action so many have sounded. 

The Indian Health Care Improvement Act was passed by Congress in 1976, and the measure provided 
funding to recruit, train and retain medical professionals in tribal areas. However, The Indian Health 
Care Improvement Act has been reauthorized four times, amended several more times, 3 and at the time 
of its 2004 report the U.S. Commission on Civil Rights described the Act as inadequate.1 The 
Commission recommended that “The Closing the Health Care Gap Act” be enacted thus addressing and 
reducing key health care disparities that also affect Native Americans.1 That bill subsequently died and 

My interest is in how all of these policy changes have affected the everyday lives of Native 
Americans across the country but specifically those tribes located here in Kansas and in the neighboring 



now sits in the hands of the Senate Finance Committee.4 Fortunately, the Affordable Health Care Act 
become law in 2010 and it made many of the Indian Health Care Improvement Act measures permanent 
thereby expanding coverage, and creating more services and more funding opportunities. 3.

My interest is in how all of these policy changes have affected the everyday lives of Native Americans 
across the country, but spedifically those tribes located here in Kansas and in the neighboring state of 
Oklahoma. My education in cultural anthropology and experience in exploring health disparities by 
leading health brigades in rural Honduras and implementing public health education modules in the 
Dominican Republic prepare me to delve further into this topic. 

Description: 
This summer, I would like to explore the structure and implementation of the health care system in 
several Native American nations. There are many tribes and their respective healthcare clinics in Kansas 
and Oklahoma. I would like to visit several of them to explore the conditions of each community and the 
effectiveness of the healthcare services offered to them. In addition, I would like to gain a broader 
understanding of what the Indian Health Services is and how it functions. I would like to explore the 
gaps in the services provided as well as the advancements the organization has made since its inception 
in 1787. I would accomplish this by volunteering, shadowing, or observing at several health clinics 
serving Native Americans, as well as meeting with some of the clinic’s leaders. Finally, I’d like to 
interview different members of the tribal nations that I visit to learn first-hand how they view their 
health care system. This will be accomplished by getting in touch with a diverse number of Native 
Americans through my contact and liaison to Native American populations, Alex Schulte. These 
interviews will also allow me to gain a better understanding of the social and cultural barriers that 
contribute the notorious health disparities. This part of my project primarily focuses on the past and 
present state of health care for Native Americans, but I would also like to research the foreseeable 
changes that will result from the Affordable Healthcare Act. I will speak with health clinic leadership, 
experts at the Center for American Indian Community Health at KU Med, IHS leadership, as well as 
tribal members in order to learn more about their perspective on the future of health services for Native 
Americans. 

Timeline:
• Interview and observe at the Kansas City Indian Center (May 23-May 27th)
o Founded in 1971, the Kansas City Indian Center operates as the Kansas City area’s only 
multi-purpose social service agency for Native Americans. It is located at 600 West 39th Street, 
Kansas City, MO 64111
• Do Independent research on the history of the Indian Health Services and the Indian 
Health Care Improvement Act (May 28-June 16)
o By utilizing books such as Health and Social Issues of Native American Women by Joe and 
Gachupin
o By utilizing primary sources published by the Library of Congress such as American State 
Papers pertaining to Native Americans.
o By utilizing the Clendening History of Medicine Library
o By speaking with experts at the Center for American Indian Community Health at KU Med
o By speaking with Dr. Sean M. Daley, Associate Professor of Anthropology and Associate 
Director of the Center for American Indian Health Research and Education Alliance



• Speak with leadership members of Indian Health Services via telephone or skype (June 17- 24)
o “Rear Admiral Kevin Meeks, a member of the Chickasaw Nation, is Director of the

Oklahoma City Area of the Indian Health Service (IHS), an agency within the Department of
Health and Human Services. As the Oklahoma City Area Director, RADM Meeks is
responsible for the provision of comprehensive healthcare services to one of the largest and
most diverse IHS service populations.”5

• Volunteer, shadow or observe at several health clinics serving Native Americans (June 27-July
20th)

o The Ponca Tribe’s White Eagle Health Clinic in Ponca City, Oklahoma
• The McAlester Choctaw Nation Health Clinic in McAlester, Oklahoma
• The Oklahoma Area Indian Health Service in Oklahoma City, Oklahoma
• Interview tribal members on their perspectives of health care and the social barriers that prevent

better health outcomes (June 27-July 20th)
• Analyze collected data and compose report on findings

Methods: 
I will be in Kansas City for a summer class, so I will be conducting the interviews and observation of 
the Kansas City Indian Center while I am here. I will also do my independent research on the history 
of the Indian Health Services and the Indian Health Care Improvement Act while in Kansas City 
since the Clendening History of Medicine Library is here and the other resources I will be using are 
available remotely. I have already been in contact with Dr. Sean M. Daley, Associate Professor of 
Anthropology at JCCC and Associate Director of the Center for American Indian Health Research 
and Education Alliance, who has agreed to help me with my research project. I will also be working 
with KU Med’s Center for American Indian Community Health to supplement my research. I plan to 
have a phone interview with Rear Admiral Kevin Meeks, Director of the Oklahoma City Area of the 
Indian Health Services, in mid-June and I have been in contact with his office in order to schedule a 
date for the interview. I predict that the most significant portion of my research will come from 
observing the different health clinics serving Native Americans and also interviewing tribal 
members. My contact for this portion of my project is Alex Schulte. Alex is a professional golfer and 
motivational speaker. She is a member of the Northern Ute Indian tribe and is heavily involved in 
Native American issues. She has generously and enthusiastically agreed to put me in contact with 
several people who work at the health clinics listed in my proposal and also tribal members who I can 
interview. While I am in Oklahoma, I will be able to stay with my fiancé who resides in Oklahoma 
City and other friends and family residing in Ponca City and Tulsa, Oklahoma.  



Budget: 
If I am accepted for the Clendening Fellowship, I plan to use my savings to fund the remainder of any 
other costs I should incur. I would greatly appreciate the opportunity that the Clendening fellowship 
would afford me to have—to research a topic that I am both curious and passionate about. 

Bibliography: 
1. Berry, Mary F. Broken Promises: Evaluating the Native American Health Care System. Rep. N.p.:
n.p., n.d. Broken Promises: Evaluating the Native American Health Care System. U.S. Commission on
Civil Rights, 2004. Web. Jan. 2013.

2. "President Obama and the Native American Community | The White House." President Obama and
the Native American Community | The White House. N.p., n.d. Web. 1 Feb. 2013.

3. Wertz, Joe. Why Native Americans in Oklahoma Like the Affordable Care Act. N.d. Oklahoma RSS.
NPR, 8 Aug. 2012. Web. 1 Feb. 2013.

4. "S. 2217 (108th): Closing the Health Care Gap Act of 2004." GovTrack.us. N.p., n.d. Web. 18 Feb.
2013.

5. "RADM Kevin D. Meeks." Indian Health Services. Department of Health and Human Services,
Nov. 2010. Web. 1 Feb. 2013.

June and July rent in Kansas 
City for 8 weeks $1200 

Food/Groceries for 8 weeks $600 
Research Materials on Native 
American history and 
Healthcare 

$100 

Incidental costs while in 
Oklahoma $300 

Thank you cards for participants $10 
Gas for transportation between 
Kansas City and Oklahoma 
locations 

$200 

Total Budget Costs $2410 
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INTRODUCTION: 
Water is a basic necessity that so many of us take for granted. Here in the United States, 

clean water is as close as turning on the faucet; however, for much of the world, it is not as 
simple to have access to clean water. Such is the case for inhabitants of Loreto, Peru, on whom 
my project focuses. I plan to spend the summer in the region of Loreto collecting data as part of 
an in-depth needs assessment on the communities located on six branches of the Amazon River. 
Compilation of this data will result in base-line health statistics for the area, which can be used 
to compare and track disease patterns and mortality rates. Logistically, my project would be 
accomplished by traveling on the Amazon Hope, which is a floating clinic that travels up these 
rivers visiting villages, serving the medical needs of the inhabitants.  

BACKGROUND: 
Not long after I started at KU Med, I was volunteering at Jaydoc when I overheard a 

second year student talking about a recent trip to Peru. Upon further inquiry, I discovered that he 
and a friend had started a non-profit called the Coalition for Global Community Health, whose 
mission is to improve community health in the area of Iquitos, Peru. For the people of this area 
and the surrounding river communities, the river is their life source; it is essential for every part 
of their day, including travel since there are no major roads connecting the communities. 
Unfortunately, the same water source they are getting drinking water from is also where refuse 
and bodily waste are dumped; therefore waterborne diseases represent a major health concern.  

The CGCH is hoping to work with local government, community members, and 
Engineers Without Borders to improve water sanitation methods by means of developing 
sustainable water filters and biological latrines, which in turn will help lower illness and 
mortality rates in the area.  The more I discovered, the more sold I was on the project, and after 
meeting with the Director of Operations, we were both quite excited about the positive potential 
of my project if selected.  

For me, this project incorporates many of my major interests. I have always loved to 
travel to new places, and as a former Spanish major it would be great to keep my skills fresh. 
Community health and international aid are also areas that I am very attracted to; I am strongly 
considering participating in Doctors Without Borders after I become a physician. 

Although I was inspired about this program before, my eyes have since been opened to 
what a monumental issue this really is. Recently in our GI module, we have spent considerable 
time talking about different waterborne illnesses, and it struck me how simple of a solution it is 
to cure many of them, but they still have such high mortalities in areas where there is not access 
to clean water. Thousands of people are still dying from these diseases within our lifetime, and 
those most affected are children. In 1990, cholera epidemic caused 10,000 child deaths in Peru 
that could have been avoided if proper sanitation and potable water were available.  Oral 
rehydration and avoiding contact with infected waste sounds easy, but for those who do not have 
access to clean water and latrines that is not really possible.  

DESCRIPTION 
Up to this point, no data has been collected on the people living along these six river 

branches, but we plan to initiate an in-depth needs assessment for the following branches of the 
Amazon River in Loreto, Peru:  the Amazon, Tigre, Ucayali, Marañon, Manati, and Puinahua 
Rivers. The first needs assessment would give the base-line health statistics for the hundreds of 
river communities.   
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Efforts have not been made to understand how the patterns of disease are affected by 
season (flood and dry season), age, and degree of removal from "modern civilization" in the 
Amazon region of Peru. We hope to compile an ongoing, in-depth analysis of these things in 
order to best educate ourselves, other non-profit organizations in Loreto, and the government 
about how best to tackle the health concerns for those living in high risk within the Amazon 
Jungle. The needs assessment will cover the following for each village visited on each separate 
river system: current or previous government, NGO aid, local government organizational 
methods, cultural analysis, clean water availability, sanitation measures, population size, types 
and numbers of infection/disease with age correlation, and medications given. 

To collect this information, I plan to work with the crew of Amazon Hope, a floating 
clinic that travels up and down the different river systems, stopping at villages along the way. 
This clinic is operated through a joint collaboration between Vine Trust and Scripture Union 
Peru with a base clinic in Iquitos. Each day Amazon Hope docks at a different village where the 
team members along with an interpreter meet with the village leader and then begin seeing 
patients. During this time, I would be conducting the needs assessments with village leaders.  At 
the end of each day I would statistically record the diagnosis of each patient and the medications 
given, keeping track of age and sex of the patients as well as a number of other factors. We 
estimate that each river system should take approximately two weeks for data collection. 

Besides conducting the needs assessment, I hope to spend time with some of the doctors 
on Amazon Hope, seeing how medical treatment functions in such a unique environment. During 
the time between trips on the river, I plan to help out at the base clinic in Iquitos. I am also 
interested in observing how indigenous medicine and “Western” medicine play into the lives of 
patients

Eventually, the Coalition for Global Community Health will work with Engineers 
Without Borders to help deliver a model for sustainable construction of water filters and 
biological latrines. They hope to supply one river system (the Manati River) with latrines and 
water filters by 2016 and continue with the subsequent river systems. The CGCH and affiliates 
will continue to visit the same river systems and communities every three months so they can 
continue to assess and meet the needs of the villages. We expect to see the pattern for illness and 
child mortality rates decrease drastically once clean water and sanitation measures have been 
introduced. Once they have collected significant statistical data that shows a decrease in illness 
and mortality rates CGCH plans to take our research to WHO and different governmental 
branches within Peru to make efforts to influence government health policy in the Loreto district 
of Peru.

 Timeline: 
Early March- Submit survey to IRB for approval 
May 29th- Fly out of MCI to Iquitos, Peru 
May 30th- Arrive and meet up with CGCH 
May 31st-June 13th- Collect data from first river branch June 14th-16th- Iquitos 
June 17th-July 3rd- Collect data from second river branch July 4th- Iquitos 
July 5th-20th- Collect data from third river branch 
July 23rd- Fly from Iquitos, Peru to MCI 
Total Length of Project: 8 weeks  
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METHODS 
As previously mentioned, I have been in contact with Chase Hamilton, the President and 

Director of Operations for CGCH, for several months. Since he has been to this area of Peru 
many times and spent a summer on Amazon Hope I am working through him as my primary 
contact. Starting in early March, he will be in Peru with CGCH and will have in-person contact 
with the others on Amazon Hope. Chase has helped me establish contact with Dr. Ronald 
Ramirez, the physician in charge of Amazon Hope as well. It is through Dr. Ramirez and his 
team that I will be conducting my study.  While in Peru, I plan to spend the bulk of my time 
onboard Amazon Hope. There are quarters for those who volunteer and work on the boat, and I 
have requested a spot for June and July.  At this point, it is not certain which river system 
Amazon Hope will be traveling to once I arrive, but the floating clinic cycles through the 
different branches, and I have been assured that I will receive more information as the trip 
approaches.  

In Iquitos, near the clinic that Amazon Hope is based out of there is a hotel called La 
Lampara that physicians and volunteers may stay at free of charge while working. I will stay 
there while in Iquitos. Besides getting from the airport to the clinic, which can be achieved via 
taxi, I should not have many other transportation costs.  Although I am not going to be 
conducting many direct interviews with patients, I have made initial contact with the IRB and 
am developing my survey to submit to the Human Subjects Committee for approval. Once 
assigned a mentor, I will work with him or her to develop the protocol of our investigations that 
will be submitted for IRB approval. 
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BUDGET 

Round-Trip Airfare to Iquitos, Peru $1300.00 

Room and Board on Amazon Hope $900.00 

Travel/Miscellaneous  $300.00 

Total $2500.00 
* I realize that any expenses over the $2500 will be my sole responsibility and have planned
accordingly.
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Introduction 
Language interpretation is a vital part of the healthcare system. A large portion of a

physician’s job is to communicate with the patient and ensure that a relationship is built 
on trust and understanding. In my project, I will delve into the world of cross-cultural 
barriers and the role interpretation plays in the relationships built in the healthcare 
setting. I will work toward achieving several objectives to better my own cultural 
competence as well as prepare me to work with patients of different backgrounds in my future 
career:  

o Understand the rules and etiquette of the interpretation process for each
individual involved (interpreter, physician and patient)

o Identify the greatest flaws or hindrances in interpreting and working with
patients involving a language barrier

o Discover whether or not the use of interpretation techniques improves the
physician-patient relationship

o Question the ethics surrounding the theme of language interpretation—particularly
the responsibility of the hospital to provide the interpreter, and when an interpreter should 
intervene or act as an advocate for the patient

Background 
Communication has always been fascinating to me as it is involved in every facet of 

life. During my undergraduate career, I studied in Costa Rica for a summer and was 
able to experience linguistic and cultural barriers to communication. I mistakenly thought my 
Spanish major would prepare me to live with a host family who did not speak English, and 
to attend classes in Spanish. Never had I felt more out of my element, but at the same time, I 
had never learned so much in just a few short months.  

My view on the world, on myself, and on communication with others was changed forever. I 
felt a spark of excitement, and I knew from that point on I would strive to learn about and work 
with people from other cultures. Soon after my return I was elected as the Social Issues Chair at 
my Scholarship Hall, and had the privilege of creating events that would promote diversity. 
I worked the next summer as a Public Health Intern at my local Health Department. In this role, I 
was able to go through a brief interpreter training and translate health documents. During 
my senior year, I was selected as an International Student Orientation Leader. All of 
these opportunities improved my awareness of the communication barriers that physicians are 
often confronted with in their careers. 

As a medical student, I want to incorporate cultural competence in my training. The 
Clendening Summer Fellowship will allow me to pursue a project working with patients of 
different cultural backgrounds. In order to be the best physician possible to my patients, I need to 
learn how to communicate with each individual efficiently and effectively. Through my 
observations of patient encounters involving language barriers, I have realized that interpreting is 
often not fully understood by healthcare professionals. This project will provide an opportunity 
to research the etiquette of interpretation in order to improve my own awareness as well as 
impact the healthcare community. Only when we can fully understand and be understood by our 
patients can we work to heal them. 

Description 
This project will utilize several different methods of research, training and observation 

in order to arrive at the desired objectives. To investigate these objectives, I will examine 
articles, books, and utilize the interpretation department at the University of Kansas Medical 
Center. I am very interested in clinical studies that have uncovered benefits to certain 
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interpretation techniques, but I also plan to review less data-proven theories that surface during 
my research. 

Another way I will acquire information will be to enroll in FAPR 963: Cross-
Cultural Health Leadership. After searching for local seminars and classes on interpretation, I 
found that the backbone of all of these programs is cross-cultural competence. This class will 
serve as a great introduction to the themes that are vital when dealing with patients of 
different cultural backgrounds. This twelve week course will focus on group discussion and 
reflective learning. Interpreting, or working with an interpreter, centers around an 
understanding that there are differences between the physician and patient, and finding 
effective ways to communicate despite those differences. 

I have also looked into a program called “Bridging the Gap.” This class is offered by 
the Jewish Vocational Service of Kansas City, and has come highly recommended by a 
former professor. The 40-hour course would be a thorough training in healthcare 
interpretation to prepare for interpreter certification. Unfortunately, after contacting the JVS, 
I found that the schedule of “Bridging the Gap” will not be posted for several more months. 
However, I see this portion of my project as an excellent supplement, and will decide whether 
or not to include it in my project once the schedule is released. 

Although research and instruction are great ways to learn about interpretation, there is 
no substitute for seeing and evaluating the process first hand. At the Jaydoc Free Clinic, run by 
KU medical students, there are many patients requiring interpretation. For an interactive part of 
my project, I will volunteer both as a student physician and as an interpreter in order to utilize 
some of the techniques found through research. During each shift I will intentionally focus 
on the exchanges, behaviors and responses to specific techniques employed. I will observe the 
general effects of interpretation on the relationship between the student physicians and the 
patients. I will record my interactions and experiences after each shift, and use observations to 
better understand the topics to be unfolded in my final report. 

Mission Adelante is an organization that provides English as a Second Language 
classes to Latino and Bhutanese immigrants. The group is currently in the initiation and 
planning stages of developing a health clinic aimed at these same populations. I have become 
involved in the process of holding focus groups of Latino immigrants in order to determine 
what needs Mission Adelante could address in opening up the clinic. This is a perfect 
opportunity to discuss the patients’ experiences with interpreters and discover what they found 
to be helpful or hurtful in their clinical encounters. I will learn from their narratives and 
ascertain ways to improve the physician-patient relationship. This program will also expose me 
to how a cross-cultural clinic is developed and improved in a real-life setting. 

The time I will spend at Jaydoc and Mission Adelante will provide a wealth of 
experiences related to interpreting. I will also connect with local physicians who work with 
cultural competency and value proper interpretation in order to shadow them in their own 
clinics. In this way, I will be able to see physicians with long-term patient relationships that 
have been made despite any language barriers present. I will conduct informal interviews in 
order to determine whether these physicians have noticed differences in using various 
interpretation techniques, and what they find to be the best way to break down barriers to 
communication. 

Through all of these segments of my project, I will work to achieve my aforementioned 
objectives. With a combination of research, observation and active participation in the 
interpretation process, I will be able to learn through various methods and settings. I will strive 
to integrate the different types of experiences to reach a higher level of understanding of how 
interpretation techniques affect the physician-patient relationship.   
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Timeline of Project 
I will dedicate a total of eight weeks of intensive work on my project, although 

portions of my project will likely carry on past the summer. I am already involved with Mission 
Adelante, and will continue to help with group interview sessions through the remainder of 
the spring semester. However, my concentration is currently shared with my curriculum 
work. Over the summer, I will be able to completely dedicate myself to the objectives of 
my project. The particular days I will work on each segment of the project are flexible and 
subject to change. Volunteering at the Jaydoc Free Clinic and Mission Adelante will likely 
occur in the evenings while shadowing experiences, research and class work will take place 
during regular business hours or over the weekends. Following is a description of my projected 
timeline. A more detailed schedule can be found in Appendix A. 

o Research: Intensive research will be conducted in the first week. During the remainder
of my project, I will perform continued research as needed. I will develop my report and 
presentation in the final two weeks.

o FAPR 963: This course will span the entire eight weeks of my project. I will spend a
total of twelve weeks in the class.

o JVS Course: “Bridging the Gap” has previously been offered for five consecutive
Saturdays, each session lasting eight hours.

o Jaydoc Free Clinic: I will volunteer at least one shift per week in the clinic throughout
my project.

o Mission Adelante: The focus groups are held every Thursday evening.
o Shadowing Experience: I plan to shadow physicians for two week-long segments.

Methods 
During the eight weeks of my project, I will live close to the KUMC campus. This will 

allow me to walk or drive to every session I am involved with. For research, I will have access to 
the internet in my home, and will be a close distance to Dykes Library and contacts that would 
be willing to discuss my findings and point me to further resources. I can also travel to the 
surrounding public libraries should the need arise. Throughout the preparation of this proposal I 
have made the following contacts and mentors: 

o Joseph LeMaster, MD, MPH—Mentor
Associate Professor
Family Medicine Department, University of Kansas Medical Center

o Molly Drake, PA--Mission Adelante Correspondent (runs the Latino focus groups) 
Physician Assistant
General Pediatrics, University of Kansas Medical Center

o Theresa King, MD--Shadow Experience Contact
Hospitalist Physician
General and Geriatric Medicine, University of Kansas Medical Center

o Cecilia Abbey—Interpretive Services Contact (assisted in research, resources) 
Interpretive Services Manager
Interpretive Services Department, University of Kansas Medical Center

o Cathy Anderson—Bridging the Gap Course Coordinator
Language and Cultural Services Manager
Jewish Vocational Service
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o Charlie Ogdon—Jaydoc Free Clinic Contact
Director of Volunteers
Jaydoc Free Clinic
jaydocfreeclinic@kumc.edu
(913) 735-3447

o Mission Adelante
22 S 18th Street
Kansas City, KS 66102

o Bridging the Gap, Jewish Vocational Service
Don Chisholm Learning Center
610 E. 22nd St
Hospital Hill
Kansas City, MO 64108

o Jaydoc Free Clinic
300 Southwest Blvd
Kansas City, KS, 66103

Budget 

Should my actual expenses surpass that of my estimated budget, I understand that I am 
responsible for any expense exceeding the $2,500 stipend. 

Summer 2013 Budget
Housing

Rent $344.50/month 689.00$  
Utilities $80.00/month 160.00$  

849.00$     
Other Living Expenses

Food $70.00/month 120.00$  
Gas $30.00/month 60.00$    

180.00$     
Classes

FAPR 963 350.00$  
Bridging the Gap 350.00$  

700.00$     
1,729.00$ 

mailto:canders@jvskc.org
mailto:jaydocfreeclinic@kumc.edu
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My name is Emily Miller and I am a first year medical student currently considering applying for the 
Clendening Fellowship. I am contacting you because I was told that you worked with Georgina Green on 
her project last year and was hoping you could give me a little direction in my project idea. I am very 
interested in discovering the benefits of proper interpretation etiquette in the healthcare setting. So far, I 
have outlined the following potential objectives for my project. 

• Find a mentor with Spanish-speaking patients, who works with cultural competency, and values
proper interpretation—shadow if possible

• Participate in an interpretation class/seminar/series, and/or research medical interpreting
etiquette

• Interview patients and physicians in clinics in KC area that have worked with interpreters.
Discover barriers to communication, benefits of proper interpretation, effect on physician-patient
relationship, effect on patient health

• Volunteer at Jaydoc, both being an interpreter and using an interpreter, and/or volunteer at other
KC area health clinics with high Spanish-speaking population

• Design an education component for healthcare providers/medical students on the proper way to
interpret/proper way to utilize an interpreter

I am planning on contacting Dr. Cowden from Children's Mercy who has worked with cultural/language 
barriers to see if he would be able to take me under his wing, or know of anyone else who might, and I 
thought I could also contact some of the physicians who work with JayDoc to see if they would be able to 
help me out as well. 

I guess my ultimate question is if you think this project is feasible and worthy of the fellowship, and 
whether you have any ideas to make it more well-rounded. I have also been struggling with logistics on 
the educational component, and wondered if you had any suggestions for that (or I may just drop that 
portion altogether if it doesn't work out). 

I really appreciate any guidance you may be able to give! 

Thank you, 
Emily Miller 
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Introduction: 

With the support of the Clendening Fellowship, I plan to complete a Community Health Needs 
Assessment for the communities served by the Blumenschein Clinic in Horconcitos, Honduras. 
The clinic has identified the need for basic demographic and health information about the 
population they serve as they explore how they can better serve their patients and their 
communities. I will collect this information by traveling within the area served by the clinic and 
administering a standardized, oral survey to a sample of households. I will compile the data I 
collect into a report that presents an overview of the demographic makeup of the communities 
served by the clinic. This report will also identify current health needs within the community 
that the clinic could potentially make the focus of future programs (i.e. sanitation education, 
improving access to the clinic itself, etc). 

Background: 

Before I thought of health care in terms of anatomy, physiology, and pathology I thought of it in 
terms of delivery and disparities, and I thought of it on a global scale. Now that I’ve had some 
preliminary experience treating patients at the JayDoc clinic, I see more than ever how good 
medicine requires a good delivery system. 

Prior to my decision to apply to medical school, I was pursuing a career in international aid with 
a focus on international health, and I hold a B.A. in International Relations and a Master’s of 
Public Administration with a specialization in International Development and Administration. 
The focus of my Master’s degree was international program planning and evaluation, and the 
project I am proposing makes full use of my training in these arenas. I have already been able to 
put my skills into professional practice domestically while formulating Quality Assessment 
measures and procedures for a safety-net clinic in Kansas in the time between completion of 
my MPA and my entrance into the School of Medicine. However, I have not yet been able to 
apply my professional training to an international health project such as the one I am 
proposing. 

Although I have not worked in international health abroad, I have experience living, studying, 
and working abroad in Lebanon, China, and Ecuador. It was in Ecuador, where I spent the better 
part of a year working as an English teacher, that I learned Spanish. I gained further experience 
with the language while volunteering and working at a safety-net clinic in Eastern Kansas, 
where I served in a variety of roles interacting with patients (including as an interpreter).  
The community needs assessment that I am proposing to carry out in Horconcitos, Honduras 
will allow me to utilize my training in international evaluation and program planning, my 
Spanish skills, and my developing perspective as a health care provider. Not only will this 
project be of substantial utility to the Blumenschein Clinic and its patients, but will provide me 
with a professional experience that I can build upon when addressing systemic health 
disparities both domestically and internationally throughout my career.  
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Description: 

I am proposing to undertake a health needs assessment of the communities served by the 
Blumenschein Clinic, a non-profit primary care clinic in Horconcitos, Honduras. The clinic 
currently has no data regarding the demographic makeup or health status and needs of the 
communities from which they draw their patient population, and would use this data for their 
future clinical operations and community health programs.  

This project design was modeled after two community health assessments of similar 
communities in Honduras. The first, conducted in 2008 by the University of Arizona, Salud 
Juntos, and Cornell University, assessed the health needs of the residents of La Guacamaya, 
Honduras by administering an oral survey door-to-door to a sample of households in the 
community (Mohler, et al). The second was a 2009 assessment of the health priorities of 
mothers in a small village in the same department (province) as Horconcitos (Sullivan). Both 
projects were able to successfully use orally administered surveys conducted by people who 
were from outside the community (and the country) to collect sufficient data to construct an 
assessment of the health needs of the local population.  

To collect the data for this assessment, I will conduct a door-to- door survey of households in 
the surrounding communities.  The clinic serves an area that contains seven distinct 
communities, or aldeas, and I will travel to each one to collect data. Data collection will likely 
take several consecutive days per aldea, and I plan to return to the Blumenschein Clinic each 
evening. The survey will be conducted orally in Spanish, and contain questions on basic 
household demographics, economic indicators, water and sanitation, nutrition, health 
practices, health conditions, and access to healthcare (a copy of the survey is attached in the 
appendices of this application). Questions will be asked as they appear on the survey, and the 
response sheet will contain a list of expected responses to allow for standardized recording and 
analysis, though responses that deviate from this list will also be recorded.  The survey will also 
contain items for observational data that I will collect, such as the presence/location of a latrine 
on the property. 

Clinic staff estimates that the seven aldeas in total contain about 800 households of an average 
of 6 persons each. Because the number of households is an estimate provided by clinic staff, 
and because there is no information on the number of households in each individual aldea, the 
number of households to be interviewed in each will be determined upon arrival. To conserve 
time, I plan to approach every third household. This will allow me to interview a sample of 
households that is spread out geographically.  If a household does not answer, I will proceed to 
the neighboring one, but subsequently return to the original numbering. If the staff estimate of 
800 households is accurate, this would mean that I would ultimately interview about 267 
households, or about 38 each week for seven weeks. Assuming each interview takes about half 
an hour, and accounting for travel time, this appears to be a realistic goal. 
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Upon reaching a house, I will explain that I am there to collect information about the 
communities of Horconcitos and their needs on behalf of the Blumenschein clinic. I will explain 
that their individual information will never be used, that I will not be recording their names, and 
that the data I collect will be reported in aggregate only. I will then ask that they sign a form 
indicating that they understand this.  
 
The final product of this project will be a compiled report with the quantitative and qualitative 
results of my assessment. In it, I will present both the results of my survey as well as an analysis 
of the data in which I identify the key needs of the communities. In addition to this final report, 
I will formulate a list of recommended objectives (goals) on which the clinic could focus its 
future program planning. For example, if I find that 70% of households drink untreated water, I 
might recommend that the clinic make it a goal to increase the proportion of households that 
consume water from a safe source to 40% in five years. These objectives will be presented 
along with the method of measurement (i.e, the percentage of households that report drinking 
water from a safe source in an orally conducted survey) and possible programs the clinic could 
implement to focus on this need. 
 
I plan to arrive during the second week of June and remain in Honduras through the last week 
of July. Throughout the first seven weeks I will travel (via bus or on foot, or a combination of 
both) to each of the seven aldeas and conduct the surveys. After the completion of the surveys 
in each aldea each week, I will spend some time shadowing providers at the clinic to get a 
better sense of their operations in order to better formulate recommendations in my final 
report.  I will use the eighth and final week to compile the final copy of my report and 
recommendations and present it to the clinic’s administration.  
 
Methods: 
 
Throughout the formulation of this proposal, I have been in contact with Dr. Pamela Stewart, a 
Garden City-based physician who runs a recently organized clinical elective at the Blumenschein 
Clinic and who herself volunteers at the clinic regularly. It was she who helped me craft a 
project that would speak not only to my own interests, but would also serve the current needs 
of the clinic. If my proposal is selected for the Clendening, Dr. Stewart would continue to be my 
main contact at the clinic as I make plans for my time in Honduras. Please see Appendix II for a 
email from Dr. Stewart reflecting her approval of this application. 
 
I will travel to Horconcitos, Honduras, where the clinic is located, by first flying into the airport 
in San Pedro Sula. From there I will travel the 2 hours to Horconcitos via transportation 
provided by the clinic. The Blumenschein Clinic regularly hosts volunteers and students, and 
provides room and board at the compound where the clinic is located (La Buena Fe) for $700 
each month. The dorms have power and internet, which will allow me to work on my project on 
my computer in the evenings. 
 
My methods of transportation when administering the surveys will vary, depending on the 
remoteness of each aldea. I will use a combination of public transportation and travel on foot, 
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the same as any local resident would use. Due to the constraints of printing/copying resources 
in country, I will plan to bring a sufficient number of copies of the survey with me from the 
United States. Due to the nature of my project, I will apply for IRB exempt status from the KU 
Human Subjects Committee prior to leaving for Honduras. 

Budget: 

Airfare $585.90 
R/T from Kansas City to San Pedro Sula, Honduras. Based on search at STATravel.com. 

Room/Board/Transportation to and from Airport   $1400 
The Blumenschein Clinic regularly hosts volunteers and provides room, board, and 

transportation for them for approximately $700 each month. 

Printing/Copying Costs $100 

Total $2085.90 

Contacts: 

Pamela E. Stewart, M.D., M.S. 
Plaza Medical Center 
911 N. Main St 
Garden City, KS 67846 
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Appendix I: Survey Questions 

This survey is a modified version of the one used in a 2008 community health needs assessment 
of La Guacamaya, Honduras conducted by a team from the University of Arizona. I am currently 
in the process of obtaining permission from the PI of this study to use this modified 
questionnaire. If permission is not obtained I will construct a new set of questions collecting the 
same information. 

Full Citation: 
Mohler MJ, D’Huyvetter K, Bigelo R, Heier J, MacKenzie D, Mann S, Moyer D, Rankin N, Reiger S, 

 Rodriguez M, Wagner J, and Weinreich M. “La Guacamaya Community Health Needs 
 Assessment.” November, 2008.  Arizona Center on Aging, Division of Global Health, 
 University of Arizona. 

Note all external conditions prior to interview: 
Pit latrine Y___ N___ 
Pila Y___ N___ If yes, estimated distance from pit latrine ____ meters 
Is Latrine uphill from the water source? Y___ N___ 
Approx home size ___meters x ___ meters 
Roofing materials: tin ____ thatch ___ other (name) ______________________________ 
Intact window screens and doors Y___ N___ 
Housing Material: Adobe___ Cement___ Other___ 
Dirt Floor? Yes ___ No ____ 
Are discarded tires on or near property? Yes ___ No ____ 
Is standing water on or near property? Yes ___ No ____Other: 
Are there animals on property? Yes___ No___ Types: 

How many families live in your aldea? 

Family members 

Age 
(head of 
household, 
oldest to 
youngest) 

Sex Relationship 
to Head of 
household 

Work 
Y/N 

Contribute 
to Family 
Income 
Y/N 

Type of work? 
Farming 
Manufacturing 
Home Bus. 
Service 

If >15 yr 
Able to 
read/write 
Y/N 

Grade 
completed 

Number of Children: 

Boys_____ Girls_____ 
Do they all attend school? Yes___ No___ 

If no, why not?lth Needs Assessment 2008
Are any family members currently working outside of the country? How Many #_______ Where?______ 
Where does your household receive most of its money? ____________________________________ 
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Occupational Exposures 

Are any family members regularly exposed to occupational hazards? 
___Pesticides 
___Burning fields 
___Chemicals 
___Loud machinery 
___Dangerous machinery 
___Repetitive motions (sewing, sugar cane cutting, etc) 
___Other 

Home 
Do you: 
own this home Y___ N___; 
rent this home Y___ N___; 
other Y___ N___ (specify) 

Water 
What kind of water does your family drink? 
___Bottled 
___Untreated, piped to house 
___Untreated, from local source (river, pond) 
___Boiled 
___Chemically treated 
___Other 
How do you store your water? 
___ la pila 
___ el barril (container) 
___ Pitcher (el cántaro) 
___ not stored, obtained only by faucet 
Do you ever have no water or have to ration your water? Y___ N___ 
If yes, why was there a shortage of water?___________________________________________ 

Sanitation 
Do you have a: 
___Pit Latrine 
___Indoor Toilet 
___None (free) 
___Other __________________________________________________ 
How often do you have trouble with sewage disposal? 
___Often 
___Rarely 
___Never 
Types of problems: 
1. 
2. 
3. 

D2 
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Garbage disposal 
How do you dispose of your garbage? (check all that apply) 
___Burn garbage Where? Near home____ Far from home____ Other____ 
___Bury garbage 
___Take to landfill 
___Feed to animals 
___Compost for your garden 
___Other (specify)_______________________ 

Nutrition 
Were all of the children in the house nursed? Yes___ No____ 
How long did you nurse your children? (range) ______months 
Was formula also used? Yes ___ No ____ 
Are you currently taking vitamins? Yes___ No___ 
How many liters of soda does your family drink in a week? _____ 
Do you ever worry about not having enough to eat? Yes ___ No ____ 
If so, 
Why?______________________________________________________________________________________ 

What did your family eat yesterday: 
Beans_____ Rice____ 
Tortillas____ Meat____ 
Vegetables____ Fruit____ 
Fried foods____ Desserts____ 
Others: 

Livestock: 
Do you raise animals to eat ? Y___ N___ sell? Y ___ N___ 
if yes, check all that apply 
___ Chicken for meat 
___ Chicken for eggs 
___Pigs 
___Goats for meat 
___Goats for milk 
___Sheep 
___Cows for meat 
___Cows for milk 
___Others: ________________________________________________________________________ 

Food Obtainment 
Check all that apply: 
___home vegetable garden? 
___fruit trees in yard? 
___community garden plot? 

Where do you buy most of your food?  
Bodega/soda________  Supermercado_________ Mercado Abierto __________ 
How far do you go to buy food?________________________________ 
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Food Preparation 
Check all that apply: Do you have a: 
___Refrigerator in your home? 
___Indoor stove 
What fuel do you use to cook? (check all that apply) 
___Wood 
___Gas 
___Electric 
___other_______ 
Where do you cook? Indoors____ Outdoors____ 
When you’re cooking, does the smoke bother you/make you cough? Yes____ No____ 

Arthropod borne disease risk 
Are all beds raised off of the floor? Yes ___ No ____ 
Are there pets who live indoors? Yes ___ No ____ Kind____ Surveyor inspection Yes___ No__ 

Mosquito-borne diseases 
Do you have a bed net? 
If so, do all family members use mosquito nets? Yes ___ No ____ 

Substance abuse: 
Does anyone living in the home smoke? No____, Yes____ How many_____ 
If so, do any smoke inside the house? No____, Yes____ 
Does anyone in the house drink? No____, Yes____ How many _____ How Frequently____ 

Infectious Health Conditions 
In the past two years have any household members been told that they have any of the following? 0 if none 
Malaria #_____ 
Dengue Fever #_____ 
Tuberculosis #_____ 
Worms #_____ 
Giardia #_____ 
Leishmaniasis #_____ 
Chagas’s Disease #_____ 

Chronic Health Conditions 
In the past two years have any household members been told that they have any of the following? ) if none 
Anemia (tired blood)# _____ 
High Blood pressure? #_____ 
Asthma or Chronic Lung Problem #_____ 
Diabetes #_____ 
Arthritis #_____ 
Heart Disease #_____ 
Obesity #_____ Visual Assessment: Yes___ No___ 
Depression #_____ 
Other:_____ 
Other:_____ 
Other:_____ 
Are any family members unable to work due to disability #_____ 
Are any school-age household members unable to attend school due to a disability#_____ 
In the past two years, has anyone in the household died? #____ Of what? 



Thomas 11 

Has a member of your household lost a baby within the past five years? Yes___ No___ 
Miscarriage ____ Stillborn ___ in the first year of life___ 

Utilization of Care: 
What do you when a family member is sick or injured? ___________________ 
Have you ever heard of the Blumenschein Clinic? Yes___No___ 
Have you ever been to the Blumenschein Clinic? Yes___No___ 
Where was the last family baby born? House____ Hospital_____ Other:__________ 
Do you have trouble getting the medicine that you need? Yes___ No___ 
Where do you get your medicines? 
Where do you usually go when you need medical care? _ 
How do you get there? _____________________________________________________ 

Do you get medical help from curanderos or other natural healers? Y___ N___ 
Do you use traditional plants or remedies when you are sick? Y___ N___ 
Which ones do you use? 

Questions - Spanish 

Cuantas familias viven en su aldea? 
Miembros de la familia 

Edad Sexo Relación a 
la cabeza 
de la 
residencia 

Trabajo 
Sí /No 

Contribuye 
al el 
ingreso de 
la 
residencia 
Si/No 

Tipo de 
Trabajo? 
Agricultura, 
Manufactura, 
Negocio en 
casa 
Servicio 

Si >15 años 
puede 
leer/escribir 
Sí/No 

Grado más 
alto 
completado 

Numero de Niños: 

Niños_____ Niñas_____ 
Todos asisten la escuela? Sí___ No___ 

Si no, por qué no?lth Needs Assessment 2008
Hay algunos miembros de la familia que estan trabajando afuera del pais? Cuantos #_______ Donde?______ 
De donde recibe su familia lo mayor parte del ingreso de la residencia? 
____________________________________ 

Exposiciones Ocupacionales 
Hay alguien en la familia que está expuesto regularmente a: 
 ___Pesticidas 
___Campos quemados 
___ Químicos 
___Maquinaria ruidosa 
___Maquinaria peligrosa 
___Movimientos repetitivos 
___Otro 
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La residencia 
Es usted el propetario de la residencia? Sí ___ N___; 
Alquila la residencia?  Sí ___ N___; 
Otro  Sí ___ N___  

Agua 
De donde viene su agua potable? 
___Comprado en botella 
___Transportado por cañería, sin tratimiento 
___De un rio o un estanque, sin tratamiento 
___Hervido 
___ Tratado con químicos 
___Otro 

Como almacena su agua? 
___ la pila 
___ el barril  
___ el cántaro 
___  No la almacena 

Hay algunas veces que no tiene aqua or tiene que almacenar su agua?  Sí ___ N___ 
Si sí, por qué no haría agua?___________________________________________ 

Sanidad 
Tiene: 
___Letrina 
___ Baño sanitario 
___ Nada 
___Other _________________________________________________ 

Con que frecuencia tiene problemas con depuración de aguas residuales? 
___A menudo 
___Rara vez 
___Nunca 
Tipos de problemas: 
1. 
2. 
3. 

D29 
Garbage disposal 
Cómo dispone de la basura? (marque todo lo que aplica)  
___Quema la basura      Donde? Cerca de la casa____ Lejos de la casa____ Otro____ 
___Entierra su basura 
___Mandar a un vertedero 
___Dar de comer a animales 
___Usar para fertilizer 
___Otro: _______________________ 
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Nutrición 
Todos los niños mamaron (lactaron)? Sí __ No____ 
Por cuánto tiempo han mamado?) ______meses 
Uso fórmula (o pepe)? Sí ___ No ____ 
Está tomando las vitaminas Sí ___ No ____ 
Cuanto litros de refresco bebe su familia en una semana? _____ 
Se preocupa por no tener suficiente para comer? Sí ___ No ____ 
Porqué?_____________________________________________________________________________________ 

Que comó su familia ayer? 
Frijoles_____ Arroz____ 
Tortillas____ Carne____ 
Vegetales____ Frutas____ 
Comidas fritas____ Dulces y postres____ 
Otros: 

La Cria: 
Cria animals para comer? Sí __ No____ vender? Sí __ No___ 
Marque todo lo que aplica: 
__Pollo para carne 
__ Pollo para huevos 
__Cerdo 
__Chivo para carne 
__Chivo para leche 
__Ovejas 
__Vaca para carne 
__Vaca para leche 
__ Otros:________ 

Obtención de comida 
Marque todo lo que aplica: 
__Tiene un jardín de vegetales 
__Arboles frutales 
__Un jardín communitario 

Dónde compra la mayoría de su comida? 
En la Bodega____ El supermecado___  Mercado abierto_____ 

A que distancia va a comprar su comida?__________ 

Preparación de Alimento 
Compruebe todo el que apliqúese: Usted tiene a: 
___Refrigerador en su hogar? 
___La estufa de interior expresó? 

¿Qué combustible usted utiliza para cocinar? (compruebe todo el que apliqúese) 
___ madera 
___ propano 
___ otro 
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Enfermedades Transmitidas por Artrópodo 
Están elevadas todas las camas del piso? Sí __ No___ 
Viven mascotas dentro de la residencia? Sí __ No___ 

Enfermedades Transmitidas por Mosquitos 
Tiene un mosquitero? 
De tener uno, todos los miembros de la familia lo utilizan? 

Abuso de sustancias 
Fuma alguna de las personas que viven en su hogar? Sí __ No___ Cuantos__ 
De alguna fumar, fuma dentro de la casa? Sí __ No___ 
Bebe alcohol alguna de las personas que viven en su hogar? Sí __ No___  Con que  frecuencia?________ 

Condiciones de la Salud Causadas por Infección 
Durante los pasados dos años algún miembro de su hogar ha padecido de lo siguiente? (0 si ninguno) 
Malaria #: ___ 
Dengue #:___  
Tuberculosis #:__ 
Gusanos #:___ 
Giardia #:___ 
Leshmaniasis #:___ 
Chagas #:____ 

Condiciones Crónicas de la Salud 
Durante los pasados dos años algún miembro de su hogar ha padecido de lo siguiente? (0 si ninguno) 
Anemia #: ___ 
Presión alta #: ___ 
Asma o problemas crónicos de los pulmones #: ___ 
Diabetes #: ___ 
Artritis #:___ 
Enfermedades del corazón #: ___ 
Obesidad #:___ 
Depresión;#:___ 
Otro #:___ 

Algún miembro de su familia tuvo que parar de trabajar a causa de algún padecimiento? #: ____ 
Algún miembro de su familia tuvo que parar de asistir a la escuela por ese padecimiento? #: ____ 
Durante los pasados dos años algún miembro de su hogar ha muerto? #____ De que? 
Durante los pasados cinco años algún miembro de su hogar ha perdido un bebe? Sí __ No___ 
El aborto: ___   Mortinato: __ 

Utilización del Cuidado 
Que hace cuando un miembro de la familia está enfermo o herido?  
Ha oído de la clínica de Blumenschein? Sí __ No___ 
Ha visitado la clínica de Blumenschein? Sí __ No___ 
Donde nació el último bebé de la familia? Casa _____ Hospital _____ Otro _____ 
Tiene problemas para obtener la medicina que necesita? 
Donde obtiene sus medicinas?  
Recibe atención médica de curanderos o algún otro curador natural? Sí __ No___ 
Utiliza plantas tradicionales o remedios caseros cuando está enfermo? Sí __ No___ 
Cuales utiliza? 
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Introduction 
The prevalence and popularity of video games has led to its usage in a variety of 

treatments: physical therapy, chronic disease maintenance, and smoking cessation. The 
utilization of a video game, an interactive medium that addresses the disease process and 
treatments in children with diabetes mellitus type 1, presents a prime opportunity to educate and 
modify behavior. It may be possible to develop a video game that can successfully impart the 
importance of strict self-management to give children a better understanding of their diabetes and 
the disease process.  
Background

In the past few years, video games have transformed from a subculture to casual 
entertainment for the masses. It is estimated that over 97% of children play video games and a 
growing number of adults play as well. Despite this acceptance, video games are commonly cited 
as predisposing players towards violence or sedentary behavior. As a former professional 
competitive video game player and amateur game designer, I have found that video games have 
great potential as a conduit for educational purposes. 

After working for Dr. Mark Clements in his type 1 diabetes research at Children’s Mercy 
Hospital in Kansas City, I became aware of the importance for adherence to treatment and gaps in 
education that can occur in children with diabetes. We brainstormed whether games could be 
used to teach children how to better manage their condition, and whether these lessons could also 
be applicable to type 2 diabetics. 

The greatest current drawback to educational and informative games is that they are often 
poorly designed or are made by people with inadequate knowledge of the subject matter. 

One of the largest hurdles in treating children and adolescents with diabetes is that they 
often fail to understand the gravity of their condition and the extreme negative effects that can 
occur if they are not stringent in their treatments and diets. As children, they can be managed by 
their parents but they must eventually learn to keep track themselves. While there are many ways 
of teaching responsible behavior to children, interactive teaching can be an encouraging method. 

Description 
The aim of the project is to design a game that will not only be fun to play, but will also 

reinforce the necessary steps for managing diabetes. Players will be taught to care for themselves 
by being consistent in checking their blood sugar, carefully managing their diet, and learning the 
negative side effects that come with not being diligent with treatment. Non-diabetics can also 
benefit from seeing the negative effects that having diabetes can cause and can understand how 
difficult it can be for diabetics to manage their condition.

The development of this project has three stages. The first stage is design of the game and 
gameplay. Much of the necessary information will be gathered before the summer that the 
project begins. Scientific elements of gameplay such as the impact of food, exercise, and insulin 
on blood sugar and overall health will have to be calculated and standardized to scale properly 
beforehand to ensure that they are representative of an accurate treatment or lifestyle plan. At the 
same time, elements of gameplay must be developed, such as concept art for characters, a basic 



coding structure for a game level, and a background code to gather data generated by the player’s 
actions. The planned build for the game is centered on a player character represented by a fantasy 
creature that has diabetes. The creature will have a stronghold that will be attacked by enemies. 
The player must use the creature to fight enemies to defend their stronghold. Fighting enemies 
will require energy, which can be replenished by consuming food that defeated enemies drop. 
The food will be representative of two factors – carbohydrate content and ‘healthiness’. For 
example, corn would have a high carbohydrate content but would be ‘healthy’, whereas cake 
would have a high carbohydrate content and be ‘unhealthy’. Players will have to periodically 
check the blood sugar of their character and inject insulin at proper times to maintain the health 
of their character. Otherwise, negative effects will be felt, such as blurred vision to represent 
retinopathy, or slowed movement to represent ketoacidosis. The average blood sugar and food 
choices that the player makes will be monitored and recorded. For the sake of simplicity and 
consistency of testing, there will only be one game ‘level’ for the player. Designing the art assets 
should require one week and the design of gameplay should require one week. 

The second stage is actual creation of the game. This requires creation of an alpha build, 
where artificial intelligence for characters will be programmed, the user interface will be created, 
and information recording will be integrated with the game. The art assets will have to be fully 
created. They will be modeled and textured, then animated and incorporated into the game. The 
second creation phase will be a beta phase where extensive testing to make sure all parameters 
respond correctly and that data measurement functions. The creation stage should require three to 
four weeks. 

The final stage is testing the game on patients to assess feasibility and acceptability. The 
aim is to determine if it is possible to successfully develop an interactive game that seems 
relevant and will be played by youths. Ideally, a group of ten subjects between the ages of eight 
and twelve would be recruited to trial the game for three weeks. They would be given a download 
link and then allowed to play the game on a home computer at their leisure. The game will record 
the amount of time they spend playing and their performance based on blood sugar and negative 
effects encountered. Feasibility will be gauged on least 70% of the subjects accessing the game at 
least once during the time period and that there will be at least thirty minutes of access per time 
they play. Acceptability will be assessed by a post-experimental satisfaction questionnaire, asking 
the subjects to report their thoughts on relevance and how they felt about the game. Their answers 
will be compared to the data gathered during their gameplay. Recruitment, testing and follow-up 
should take between four and six weeks. 

Methods 
 The game creation stage will require contact with mentors at Bannermen Games LLC. 
Matthew Barker and Robert Kuhn are professional game designers who will oversee the process. 
My current computer is sufficient to run all the software necessary. Basic game programming and 
database creation can be done on the Unreal Engine at any time since it is free for non-
commercial purposes. Purchasing art and animation software will allow for creation of art assets 
and gameplay elements. 
 The experimental test stage will require contact with Dr. Mark Clements at Children’s 
Mercy Hospital. He will be the main contact during two stages of the project. The first will be 
writing a proposal for the Institutional Review Board for approval of human subjects testing. This 
stage will be done months in advance of the game design. The second stage will be patient 
recruitment and experimental setup. Having a physician mentor present will ensure that patient 



recruitment abides by all regulations. He will also be able to help during data processing from 
the information gathered by the game and by the patients’ own responses in the survey. 

Budget 
Adobe Flash - $700 

This software is required to animate game elements. 
ZBrush - $700 

This software is necessary for creation of art assets. 
Unreal Engine 3 - $0  This software integrates all gameplay and art assets together to allow 
play. Usage is free unless the game is commercially marketed. 

Total - $1400

Contact Information
Children’s Mercy Hospital 
Dr. Mark Clements – For consultation on patient recruitment and IRB

Bannermen Games LLC – bannermengames@gmail.com

Matthew Barker – For consultation on art asset creation 
Robert Kuhn – For consultation on game and database programming
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