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Day1
Social Determinants of Health: Their roles and our health in the

21st Century &
Community Health Workers from Iran to Mississippi: Challenges,
Opportunities and Accomplishments

Tabriz University of Medical Sciences
Sunday: May 17, 2015

.

Time Session Speakers/
Participants

8:00-8:30 Registration
8:30 – 9:00 General Introduction - what to expect overthe next three days,  andSpecific objectives for today’spresentation/discussion

Dr Alizadeh

Session 1
9:00 – 10:00

Community Health Workers from Iran toMississippi: Challenges, Opportunities andAccomplishments
Dr. Shahbazi

10:00-10:30 Tea/Coffee Break
Session 2

10:30-11:30
Social Determinants of Health: Fromtreatment to prevention? Dr. Shahbazi

and
Dr.Alizadeh

11:30 – 11:45 Break
11:45-13:30 Group work/Discussion on Sessions 1

& 2
Dr. Alizadeh,
Dr.Shahbazi
and
participants
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Objectives for Session 1:

 To understand poor health status in Mississippi
 To appreciate Mississippians search for a model that would reduce health-related cost

and improve health outcomes
 To learn about the Iranian integrated primary health care’s components with a focus

on the Health Houses and Community Health Workers
 To share to-date accomplishments in Mississippi and the challenges.
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Materials for Session 1:

Dr. Shahbazi provides an overview of the Mississippi community health worker model that
was adapted from a successful Iranian model. In the 1980s, the Islamic Republic of Iran
was struggling with disparities in health between its urban and rural populations. At the
time, 60 percent of Iranians lived in rural areas. In response, the Ministry of Health and
Medical Education implemented an integrated primary health care (PHC) system with
focus on health houses (HH).  The PHC, with HH and Behvarz (Health Workers) became
the workforce model for the rural population.  Each HH (100-square-meter) staffed with
two or more Health Worker who were charged to serve some 1,500 people who lived within
at most an hours walking distance.  Each HH is equipped with a waiting- and an
examination-room as well as sleeping quarters for health workers. The HWs are trained to
promote health and prevent diseases. They advise on nutrition and family planning, take
blood pressure, keep track of who needs prenatal care, provide immunization and monitor
environmental conditions like water quality. Crucially, in order to gain trust, the health
workers come from the villages they serve.

Today, 17,000 health houses serve 23 million rural Iranians. Health disparities between
rural and urban Iranians have narrowed: rural infant mortality was reduced by 75 percent
and birthrates are down. Iran’s reforms won praise from the World Health Organization,
which has long advocated preventive, primary care. Under Dr. Shahbazi’s leadership,
Mississippi took the Iranian model and modified it to work for Mississippians.
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Objective for Session 2:

 To become awareness of social determinants of health
 To learn why addressing social determinants of health is important
 To learn who should address social determinant of health
 To know why, when and how to address social determinants of health in our

communities

Materials for Session 2

Our children have dramatically different life chances depending on where they
were born. In Japan or Sweden they can expect to live more than 80 years; in
Brazil, 72 years; India, 63 years; and in one of several African countries, fewer
than 50 years. And within countries, the differences in life chances are dramatic
and are seen worldwide. The poorest of the poor have high levels of illness and
premature mortality. But poor health is not confined to those worst off. In
countries at all levels of income, health and illness follow a social gradient: the
lower the socioeconomic position, the worse the health.

It does not have to be this way and it is not right that it should be like this. Where
systematic differences in health are judged to be avoidable by reasonable action
they are, quite simply, unfair. It is this that we label health inequity. Putting right
these inequities – the huge and remediable differences in health between and
within countries – is a matter of social justice. Reducing health inequities is...an
ethical imperative. Social injustice is killing people on a grand scale. - excerpt
from the 2008 World Health Organization Commission on Social Determinants of
Health

We can predict how long individuals will live based on their zip codes/the locations where
they live. Zip codes or locations tell a story about individuals and groups health; projected
in the form of differences in lifespan (sometime more than 10 years in adjacent zip
codes/locations - and such facts are not unique to the USA). Lifespan and the quality of
that life correlate with income, inequality, education, chronic stress and social capital.
Physical and social health, thus lifespan and life quality, arrive from interactions between
these upstream factors, resulting in unequal outcomes: health disparities. This
presentation will address factors contributing to health disparities with the hope that
Tabriz University participants would, during group discussion, perhaps identify some
locally/regionally contributing factors to health disparities, if any, and suggest ways to
deal/address them.
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Day 2

Research and Research Methodologies with a Focus on Qualitative Research Methods
Techniques

Monday: May 18, 2015

Time Session Speakers/
Participants

8:00-8:20 Registration

8:20-8:30 Brief Introduction of topic and today’s
objectives

Dr. Alizadeh

8:30-10:00 Session 1
Research: Where does one starts, the process
and the end
 Quantitative versus Qualitative

Research Methods
 What is a mixed method

Dr. Shahbazi

10:00-10:15 Tea/Coffee break

10:15-12:00 Session 2
Qualitative Research Methods:
 In-Depth Interview
 Focus Group
 Observation, and
 Participant Observation Techniques

Dr. Shahbazi
and
Dr.Alizadeh

12:00-1:30 Exercise/Role Plays for In-Depth and Focus
Group Interviews

Speakers and
Participants
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Objectives for Sessions 1 and 2
 An understanding of research processes
 To learn the main characteristics of quantitative and qualitative research methods
 To develop an appreciation for the mixed methods research
 To learn basic techniques for in-depth, focus group, observation and participatory

observation applications
 To build a few basic skills on conducting in-depth and focus interviews

Material for Session 1

Research is a process that requires patience and thought. There is no check list to make
certain you have exhausted every resource and found the best research. Research is more
of an art rather than a science. As will be discussed during the power point presentation
and as listed below, there are steps one must take in a systemic way.

A 14-step Process*
1. Choose a problem
2. Review the literature
3. Evaluate the literature
4. Be aware of all ethical issues
5. Be aware of all cultural issues
6. State the research question or hypothesis
7. Select the research approach
8. Determine how the variables are going to be measured
9. Select a sample
10. Select a data collection method
11. Collect and code the data
12. Analyze and interpret the data
13. Write the report
14. Disseminate the report

* Fang, L., Manuel, J. Bledsoe, S.E. & Bellamy, J. (2008). Finding existing knowledge. In
Grinnell, R.M. & Unrau, Y.A. (Eds.), Social work research and evaluation: Foundations of
evidence-based practice (p. 466). Oxford: Oxford University Press.
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Material for Session 2

Qualitative Research Methods Overview
OVERVIEW
This module introduces the fundamental elements of a qualitative approach to research, to help you
understand and become proficient in the qualitative methods discussed in subsequent modules. We
recommend that you consult the suggested readings at the end of the module for more in-depth
treatment of the foundations of qualitative research.

This module covers the following topics:

• Introduction to Qualitative Research
• Comparing Qualitative and Quantitative Research
• Sampling in Qualitative Research
• Recruitment in Qualitative Research
• Ethical Guidelines in Qualitative Research
• Suggested Readings

Introduction to Qualitative Research

What is qualitative research?
Qualitative research is a type of scientific research. In general terms, scientific research consists of
an investigation that:

• seeks answers to a question
• systematically uses a predefined set of procedures to answer the question
• collects evidence
• produces findings that were not determined in advance
• produces findings that are applicable beyond the immediate boundaries of the study

Qualitative research shares these characteristics. Additionally, it seeks to understand a given
research problem or topic from the perspectives of the local population it involves. Qualitative
research is especially effective in obtaining culturally specific information about the values, opinions,
behaviors, and social contexts of particular populations.

What can we learn from qualitative research?
The strength of qualitative research is its ability to provide complex textual descriptions of how
people experience a given research issue. It provides information about the “human” side of an issue
– that is, the often contradictory behaviors, beliefs, opinions, emotions, and relationships of
individuals. Qualitative methods are also effective in identifying intangible factors, such as social
norms, socioeconomic status, gender roles, ethnicity, and religion, whose role in the research issue
may not be readily apparent. When used along with quantitative methods, qualitative research can
help us to interpret and better understand the complex reality of a given situation and the implications
of quantitative data.

Although findings from qualitative data can often be extended to people with characteristics similar to
those in the study population, gaining a rich and complex understanding of a specific social context
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or phenomenon typically takes precedence over eliciting data that can be generalized to other
geographical areas or populations. In this sense, qualitative research differs slightly from scientific
research in general.

What are some qualitative research methods?
The three most common qualitative methods, explained in detail in their respective modules, are
participant observation, in-depth interviews, and focus groups. Each method is particularly suited
for obtaining a specific type of data.

> Participant observation is appropriate for collecting data on naturally occurring behaviors in their
usual contexts.

> In-depth interviews are optimal for collecting data on individuals’ personal histories, perspectives,
and experiences, particularly when sensitive topics are being explored.

> Focus groups are effective in eliciting data on the cultural norms of a group and in generating
broad

overviews of issues of concern to the cultural groups or subgroups represented.

What forms do qualitative data take?
The types of data these three methods generate are field notes, audio (and sometimes video)
recordings, and transcripts.

Comparing Quantitative and Qualitative Research

What are the basic differences between quantitative and qualitative research
methods?

Quantitative and qualitative research methods differ primarily in:
• their analytical objectives
• the types of questions they pose
• the types of data collection instruments they use
• the forms of data they produce
• the degree of flexibility built into study design

What is the most important difference between quantitative and qualitative
methods?

The key difference between quantitative and qualitative methods is their flexibility. Generally,
quantitative methods are fairly inflexible. With quantitative methods such as surveys and
questionnaires, for example, researchers ask all participants identical questions in the same order.
The response categories from which participants may choose are “closed-ended” or fixed. The
advantage of this inflexibility is that it allows for meaningful comparison of responses across
participants and study sites. However, it requires a thorough understanding of the important
questions to ask, the best way to ask them, and the range of possible responses.

Qualitative methods are typically more flexible – that is, they allow greater spontaneity and
adaptation of the interaction between the researcher and the study participant. For example,
qualitative methods ask mostly “open-ended” questions that are not necessarily worded in exactly the



Social Determinants of Health Conference 17-19 May 2015 Tabriz-Iran 13

same way with each participant. With open-ended questions, participants are free to respond in their
own words, and these responses tend to be more complex than simply “yes” or “no.”

In addition, with qualitative methods, the relationship between the researcher and the participant is
often less formal than in quantitative research. Participants have the opportunity to respond more
elaborately and in greater detail than is typically the case with quantitative methods. In turn,
researchers have the opportunity to respond immediately to what participants say by tailoring
subsequent questions to information the participant has provided.

It is important to note, however, that there is a range of flexibility among methods used in both
quantitative and qualitative research and that flexibility is not an indication of how scientifically
rigorous a method is. Rather, the degree of flexibility reflects the kind of understanding of the
problem that is being pursued using the method.

What are the advantages of qualitative methods for exploratory research?
One advantage of qualitative methods in exploratory research is that use of open-ended questions and
probing gives participants the opportunity to respond in their own words, rather than forcing them to
choose from fixed responses, as quantitative methods do. Open-ended questions have the ability to
evoke responses that are:
• meaningful and culturally salient to the participant
• unanticipated by the researcher
• rich and explanatory in nature

Another advantage of qualitative methods is that they allow the researcher the flexibility to probe
initial participant responses – that is, to ask why or how. The researcher must listen carefully to what
participants say, engage with them according to their individual personalities and styles, and use
“probes” to encourage them to elaborate on their answers.

Is my quantitative experience applicable to qualitative research?

Although the objectives of quantitative and qualitative research are not mutually exclusive, their
approaches to deciphering the world involve distinct research techniques and thus separate skill sets.
This guide is intended to train researchers in the skill set required for qualitative research.

Experience in quantitative methods is not required, but neither is it a disadvantage. Essential for our
purposes, rather, is that all qualitative data collectors have a clear understanding of the differences
between qualitative and quantitative research, in order to avoid confusing qualitative and quantitative
techniques. Whatever a researcher’s experience in either approach, a general grasp of the premises
and objectives motivating each helps develop and improve competence in the qualitative data
collection techniques detailed in this guide.

Sampling in Qualitative Research

Even if it were possible, it is not necessary to collect data from everyone in a community in order to
get valid findings. In qualitative research, only a sample (that is, a subset) of a population is selected
for any given study. The study’s research objectives and the characteristics of the study population
(such as size and diversity) determine which and how many people to select. In this section, we briefly
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describe three of the most common sampling methods used in qualitative research: purposive
sampling, quota sampling, and snowball sampling. As data collectors, you will not be responsible for
selecting the sampling method. The explanations below are meant to help you understand the reasons
for using each method.

What is purposive sampling?
Purposive sampling, one of the most common sampling strategies, groups participants according to
preselected criteria relevant to a particular research question (for example, HIV-positive women in
Capital City). Sample sizes, which may or may not be fixed prior to data collection, depend on the
resources and time available, as well as the study’s objectives. Purposive sample sizes are often
determined on the basis of theoretical saturation (the point in data collection when new data no
longer bring additional insights to the research questions). Purposive sampling is therefore most
successful when data review and analysis are done in conjunction with data collection.

What is quota sampling?
Quota sampling, sometimes considered a type of purposive sampling, is also common. In quota
sampling, we decide while designing the study how many people with which characteristics to include
as participants. Characteristics might include age, place of residence, gender, class, profession,
marital status, use of a particular contraceptive method, HIV status, etc. The criteria we choose allow
us to focus on people we think would be most likely to experience, know about, or have insights into
the research topic. Then we go into the community and – using recruitment strategies appropriate to
the location, culture, and study population – find people who fit these criteria, until we meet the
prescribed quotas.

How do purposive and quota sampling differ?
Purposive and quota sampling are similar in that they both seek to identify participants based on
selected criteria. However, quota sampling is more specific with respect to sizes and proportions
of subsamples, with subgroups chosen to reflect corresponding proportions in the population. If,
for example, gender is a variable of interest in how people experience HIV infection, a quota
sample would seek an equal balance of HIV-positive men and HIV-positive women in a given
city, assuming a 1:1 gender ratio in the population. Studies employ purposive rather than quota
sampling when the number of participants is more of a target than a steadfast requirement – that
is, an approximate rather than a strict quota.

What is snowball sampling?

A third type of sampling, snowballing – also known as chain referral sampling – is considered a type
of purposive sampling. In this method, participants or informants with whom contact has already
been made use their social networks to refer the researcher to other people who could potentially VI
participate in or contribute to the study. Snowball sampling is often used to find and recruit “hidden
populations,” that is, groups not easily accessible to researchers through other sampling strategies.



Social Determinants of Health Conference 17-19 May 2015 Tabriz-Iran 15

Recruitment in Qualitative Research
A recruitment strategy is a project-specific plan for identifying and enrolling people to participate in
a research study. The plan should specify criteria for screening potential participants, the number of
people to be recruited, the location, and the approach to be used. In this section, we address some of
the questions that may come up during the recruitment of participants.

How are recruitment strategies decided?
Ideally, the local principal investigator and qualitative research team members work together, in
close consultation with community leaders and gatekeepers (that is, community members in positions
of official or unofficial authority), to develop a plan to identify and recruit potential participants for
each site. Recruitment strategies are determined by the type and number of data collection activities
in the study and by the characteristics of the study population. They are typically flexible and can be
modified if new topics, research questions, or subpopulations emerge as important to the study, or if
initial strategies do not result in the desired number of recruits. The criteria for selection can also be
changed if certain data collection activities or subpopulations of people prove not to be useful in
answering the research questions, as discussed in greater detail below.

What if we disagree with recommendations from local leaders’?
It is important for the research team to be respectful of and responsive to the guidance and advice of
local experts and community leaders. Remember that they have had more opportunity to establish
rapport with the local community and they will also have to maintain that rapport after the study is
complete. Remember also that community members may hold community leaders and local
organizations accountable for any misunderstandings or other problems resulting from the behavior
of the field staff.

What should we say to people when we try to recruit them?
Each research team develops guidelines for the introductory comments staff make to potential
participants at each site. These guidelines need to be sensitive to the social and cultural contexts from
which participants will be recruited. They should also reflect the researchers’ awareness that
willingness to participate in an interview or focus group will depend on how well the participants
understand what the study is about, what will be expected of them if they participate, and how their
privacy will be respected.

In developing recruitment guidelines, it is important to take special care to avoid saying anything that
could be interpreted as coercive. The voluntary nature of participation in research studies should
always be emphasized.

Can we recruit people who are legally under the care of a parent or guardian?
Yes, you may recruit minors, but in most cases you must obtain informed consent from the parent or
guardian, as well as from the potential participant. Exceptions to the parental consent requirement
include pregnant adolescents and homeless minors, but you should always consult the guidelines of
the relevant ethics review boards before proceeding with recruitment. Moreover, recruitment of
minors must be specifically approved by all relevant ethics review boards. Because they are
considered a vulnerable population, recruiting minors for research studies is a highly sensitive issue,
and extra measures are required to ensure their protection.
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Do we always need to obtain informed consent? If so, oral or written?
The ethics committee that reviews and approves the study protocol determines whether informed
consent needs to be obtained for each data collection activity. Typically, formal informed consent is
necessary for all qualitative research methods except participant observation, regardless of the
sampling method used to identify potential participants and the strategies used to recruit them.
Whether this informed consent is oral or written depends on a number of project-specific factors and
ultimately upon approval by the ethics committee. During recruitment, obtaining informed consent for
qualitative research involves clearly explaining the project to potential study participants.

What if the recruitment strategy is not working?
After data collection is under way, the local principal investigator and field staff may find that the
recruitment strategy is not working as well as anticipated. Because qualitative research is an iterative
process, it is permissible to change the recruitment strategy, as long as the proper approvals are
obtained.

For example, it may be necessary to develop a new recruitment strategy because following the
original plan has resulted in inadequate enrollment or because researchers determine that they need
participants who meet a different set of criteria. After meeting to discuss alternatives, the research
team should write down reasons why the strategy was not working or needs to be changed and outline
how they would like to change it.

Proposed changes in the recruitment strategy must be submitted to the sponsoring organization, and
some will require submission of a protocol amendment for approval by the ethics committees that
initially approved the research. If new criteria for participation are proposed, for instance, they must
be approved by relevant ethics committees before the new phase of recruitment can begin. Similarly,
increasing the number of recruits would also require ethics committee approval. Because of the
limited time frame for data collection, it is important that the field staff work closely with the site
principal investigator and community gatekeepers to identify and recruit the new set of research
participants.

Ethical Guidelines in Qualitative Research
This section briefly summarizes ethical issues relevant to qualitative research. It is intended to
provide a context for discussion in subsequent modules of procedures for safeguarding research
participants’ interests. Qualitative researchers, like anyone conducting research with people, should
undergo formal research ethics training. The material presented here is not a substitute for training
on research ethics.

Research ethics deals primarily with the interaction between researchers and the people they study.
Professional ethics deals with additional issues such as collaborative relationships among
researchers, mentoring relationships, intellectual property, fabrication of data, and plagiarism,
among others. While we do not explicitly discuss professional ethics here, they are obviously as
important for qualitative research as for any other endeavor. Most professional organizations, such
as the American Anthropological Association, the Society for Applied Anthropology, the American
Sociological Association, and the American Public Health Association, have developed broad
statements of professional ethics that are easily accessible via the Internet.
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Why is research ethics important in qualitative research?
The history and development of international research ethics guidance is strongly reflective of abuses
and mistakes made in the course of biomedical research. This has led some qualitative researchers to
conclude that their research is unlikely to benefit from such guidance or even that they are not at risk
of perpetrating abuses or making mistakes of real consequence for the people they study. Conversely,
biomedical and public health researchers who use qualitative approaches without having the benefit
of formal training in the social sciences may attempt to rigidly enforce bioethics practices without
considering whether they are appropriate for qualitative research. Between these two extremes lies a
balanced approach founded on established principles for ethical research that are appropriately
interpreted for and applied to the qualitative research context.

Agreed-upon standards for research ethics help ensure that as researchers we explicitly consider the
needs and concerns of the people we study, that appropriate oversight for the conduct of research
takes place, and that a basis for trust is established between researchers and study participants.
Whenever we conduct research on people, the well-being of research participants must be our top
priority. The research question is always of secondary importance. This means that if a choice must
be made between doing harm to a participant and doing harm to the research, it is the research that
is sacrificed. Fortunately, choices of that magnitude rarely need to be made in qualitative research!
But the principle must not be dismissed as irrelevant, or we can find ourselves making decisions that
eventually bring us to the point where our work threatens to disrupt the lives of the people we are
researching.

What are the fundamental research ethics principles?
Three core principles, originally articulated in The Belmont Report [1], form the universally accepted
basis for research ethics. Respect for persons requires a commitment to ensuring the autonomy of
research participants, and, where autonomy may be diminished, to protect people from exploitation of
their vulnerability.
The dignity of all research participants must be respected. Adherence to this principle ensures that
people will not be used simply as a means to achieve research objectives. Beneficence requires a
commitment to minimizing the risks associated with research, including psychological and social
risks, and maximizing the benefits that accrue to research participants. Researchers must articulate
specific ways this will be achieved. Justice requires a commitment to ensuring a fair distribution of
the risks and benefits resulting from research. Those who take on the burdens of research
participation should share in the benefits of the knowledge gained. Or, to put it another way, the
people who are expected to benefit from the knowledge should be the ones who are asked to
participate.
In addition to these established principles, some bioethicists have suggested that a fourth principle,
respect for communities, should be added. Respect for communities “confers on the researcher an
obligation to respect the values and interests of the community in research and, wherever possible, to
protect the community from harm.”2 We believe that this principle is, in fact, fundamental for
research when community-wide knowledge, values, and relationships are critical to research success
and may in turn be affected by the research process or its outcomes.

[1] National Commission for the Protection of Human Subjects of Biomedical and Behavioral Research. The Belmont
Report. Ethical Principles and Guidelines for the Protection of Human Subjects of Research. Washington, DC:
National Institutes of Health, 1979. Available: http://ohsr.od.nih.gov/guidelines/belmont.html.
2 Weijer C, Goldsand G, Emanuel EJ. Protecting communities in research: current guidelines and limits of extrapolation.
Nature Genetics 1999;23(3):275-80.
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What is informed consent?
Informed consent is a mechanism for ensuring that people understand what it means to participate in
a particular research study so they can decide in a conscious, deliberate way whether they want to
participate. Informed consent is one of the most important tools for ensuring respect for persons
during research. Many people think of informed consent primarily as a form, that is, a piece of paper
that describes in detail what the research is about, including the risks and benefits. This form
generally goes through ethics committee approval procedures, includes legalistic language, and is
signed by the participant, the researcher, and possibly a witness. Such informed consent forms are
appropriate for biomedical and other research – including qualitative – when the risks faced by
participants may be substantial. They may also be necessary for minimal risk research when the
foundation for trust between researchers and participants is weak.

But forms are really only one part of an informed consent process. In some cases, forms may not be
the best way to ensure informed consent. There are also situations where obtaining informed consent
from individual participants may not be feasible or necessary. For example, a researcher using
participant observation to learn about how transactions occur in a public market would find it very
hard to get everyone observed in that setting to sign a consent form and would probably create
unwarranted suspicion about her motives in the process of seeking such consent. Yet if people see a
stranger hanging around, watching, asking questions, and perhaps taking discreet notes, they may be
even more suspicious about why she is there. In these situations, qualitative researchers must use
other mechanisms to achieve the goal of informed consent.

How do we achieve informed consent for qualitative research?
In general, informed consent procedures are based on national and international research ethics
guidelines; a review of such guidance is an important part of ethics training. Research organizations
and ethics committees often have their own specific guidelines as well.

The first task in achieving informed consent is to inform people about the research in a way they can
understand. This can be a multistep process. For example, you may begin by approaching community
leaders and explaining the research to them. The leaders may then facilitate a community forum
where interested people can learn about the research and ask questions. You might distribute
information sheets, advertisements, or brochures, or try to get local newspapers or radio stations to
do a report on the research. A community advisory board might be set up. Or the researchers might
spend a week or two just talking with people one-on-one. If the researchers will be spending a lot of
time in the community setting, or if the research is potentially controversial or sensitive, such efforts
can go a long way toward gaining trust as well as understanding. In some situations, it may be
necessary to obtain formal permission from community leaders or gatekeepers before research can
begin.

In general, data collection activities that require more than casual interaction with a person require
individual informed consent from that person, regardless of whether community-level permissions
exist. Examples of such activities include in-depth interviews and focus groups. The person should be
told:
• the purpose of the research
• what is expected of a research participant, including the amount of time likely to be required

for participation
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• expected risks and benefits, including psychological and social
• the fact that participation is voluntary and that one can withdraw at any time with no negative

repercussions
• how confidentiality will be protected
• the name and contact information of the local lead investigator to be contacted for questions or

problems related to the research
• the name and contact information of an appropriate person to contact with questions about one’s

rights as a research participant (usually the chair of the local ethics committee overseeing the
research)

All this information must be provided in a language and at an educational level that the participant
can understand. Potential participants must be competent to make a decision about being in the
research, and free from coercion or undue inducement to participate by researchers or others.
Individual informed consent may be written or oral.
• Written consent means that a person receives a written form that describes the research and the
signs

that form to document his or her consent to participate. For illiterate participants, the form is read
to

them, they make some kind of mark in place of a signature, and then a witness usually signs as
testimony that the consent is authentic. Written informed consent may also be described as
documented informed consent.

• Oral consent means that a person receives all of the information needed for consent either verbally
or in writing and then verbally consents to participate. The participant does not sign a consent

form;
therefore, this is often described as waiving the requirement for documentation of informed consent

. This does not mean that the requirement for informed consent is waived.

Most ethics committees require the researchers to maintain accurate records of how and when
consent was obtained for each participant. Oral consent is generally acceptable for research with
minimal risk, or where a loss of confidentiality is the primary risk and a signed consent form would be
the only piece of identifying information for study participation.

How do we protect confidentiality?
Because qualitative research is conversational, it is important for data collectors to maintain clear
boundaries between what they are told by participants and what they tell to participants.
Conversation
is a social act that requires give and take. As qualitative researchers we “take” a lot of information
from participants and therefore can feel a strong need to “give” similar information in return. People
also enjoy talking about what they hear and learn – and researchers are no different. It may be
tempting to pass along seemingly inconsequential information from one participant to another – for
example, a funny statement or some news that appears to be common knowledge. Don’t do it! People
can become upset and untrusting about even seemingly trivial comments being shared, especially if
they have divulged very personal information and grow concerned that you will divulge more.
Strategies for protecting confidentiality are described throughout in each of the method modules.
But some situations will require unique strategies. The ways in which confidentiality might be
breached should be carefully considered before data collection begins and explicit strategies be put in
place for protection.
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How do I get research ethics training and certification?
We strongly recommend that all staff associated with qualitative research undergo ethics training and
obtain ethics certification before field work and data collection begin. In addition to data collectors,
this includes anyone who will have direct contact with participants – such as drivers and receptionists
– or with the data – such as typists, transcribers, translators, and data managers.

Research ethics training courses are available on-line from a number of organizations, including
Family Health International (http://www.fhi.org/training/en/RETC), the U.S. National Institutes of
Health (http://cme.nci.nih.gov), and the University of California, Los Angeles (http://training.
arc.ucla.edu).

These courses do not focus specifically on qualitative research issues, but they provide a valuable
foundation for understanding ethical issues important for all research. Many ethics courses include
mechanisms for obtaining a certificate of completion. A copy of this certificate may be required by the
organization sponsoring the research.

Suggested Readings

Bernard HR. Research Methods in Anthropology, Second Edition. London: Sage Publications, 1995.
Denzin NK, Lincoln YS (eds.). Handbook of Qualitative Research. London: Sage Publications, 2000.
Marshall PA. Human subjects protections, institutional review boards, and cultural anthropological
research. Anthropol Q 2003;76(2):269-85.

National Commission for the Protection of Human Subjects of Biomedical and Behavioral
Research. The Belmont Report. Ethical Principles and Guidelines for the Protection of Human
Subjects of Research. Washington, DC: National Institutes of Health, 1979. Available: http://
ohsr.od.nih.gov/guidelines/belmont.html.

Nkwi P, Nyamongo I, Ryan G. Field Research into Social Issues: Methodological Guidelines.
Washington, DC: UNESCO, 2001.

Pelto P, Pelto G. Studying knowledge, culture and behavior in applied medical anthropology.
Med Anthropol Q 1997;11(2):147-63.

Pope C, Mays N. Qualitative Research in Health Care. London: BMJ Books, 2000.
Schensul, J, LeCompte M. Ethnographer’s Toolkit. Walnut Creek, CA: Altamira Press, 1999.
For additional information on this topic, refer to Chapter 1: Invitation to Explore, Chapter 3:
Designing the Study, Chapter 4: Collecting Qualitative Data: The Science and the Art, Chapter 5:
Logistics in the Field, and Appendix 2: Examples of Oral Consent Forms in these companion guides:
Qualitative Methods in Public Health: A Field Guide for Applied Research

Qualitative Methods: A Field Guide for Applied Research in Sexual and Reproductive Health
Qualitative Research Methods: A Data Collector’s Field Guide

Source:
Qualitative Research Methods: A Data Collector’s Field Guide
http://www.ccs.neu.edu/course/is4800sp12/resources/qualmethods.pdf
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Day 3

Medical Anthropology

Tabriz University of Medical Sciences
Tuesday: May 19, 2015

Time Session Speakers/
Participants

8:00-8:30 Registration

8:30-8:45 Topic Introduction Dr. Alizadeh

8:30-9:30 Medical anthropology – Part I Dr. Shahbazi

9:45-10:00 Tea/Coffee Break

10:00-11:00 Medical Anthropology – Part II Dr. Shahbazi

11:00-12:00 Questions and Answers
Feedback

12:30 -14 Meeting with students
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Objective for this session:
 To develop a general understanding of Medical Anthropology and its evolvement
 To explain what medical anthropology is about
 To learn why medical anthropology is relevant

Material on Medical Anthropology

Medical Anthropology is a subfield of anthropology that draws upon social, cultural, biological, and
linguistic anthropology to better understand those factors which influence health and well being
(broadly defined), the experience and distribution of illness, the prevention and treatment of
sickness, healing processes, the social relations of therapy management, and the cultural importance
and utilization of pluralistic medical systems. The discipline of medical anthropology draws upon
many different theoretical approaches. It is as attentive to popular health culture as bioscientific
epidemiology, and the social construction of knowledge and politics of science as scientific discovery
and hypothesis testing. Medical anthropologists examine how the health of individuals, larger social
formations, and the environment are affected by interrelationships between humans and other
species; cultural norms and social institutions; micro and macro politics; and forces of globalization
as each of these affects local worlds.

Medical anthropologists study such issues as:

 Health ramifications of ecological "adaptation and maladaptation"
 Popular health culture and domestic health care practices
 Local interpretations of bodily processes
 Perceptions of risk, vulnerability and responsibility for illness and health care
 Risk and protective dimensions of human behavior, cultural norms and social institutions
 Preventative health and harm reduction practices
 The experience of illness and the social relations of sickness
 The range of factors driving health, nutrition and health care transitions

Source:
http://www.medanthro.net/definition.html Accessed May  8, 2015
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NOTES:


