[bookmark: _GoBack]CONSTRUCTION OF A MODEL FOR HUMAN RIGHTS EDUCATION IN THE HEALTH PROFESSIONS


BY
JOYCE DESIA MOKOENA


Submitted in fulfilment of the requirements for the degree
DOCTOR OF PHILOSOPHY
In the
FACULTY OF HEALTH SCIENCES
At the
UNIVERSITY OF LIMPOPO
SOUTH AFRICA


Promoter:  Professor E.J. van Aswegen
Co-promoter:  D.r. U.U.Alberts



JANUARY 2012


DECLARATION

I declare that the thesis hereby submitted to the University of Limpopo, for the degree of the Doctor of Philosophy in Nursing Science has not previously been submitted by me for a degree at this or any other University; that it is my work in design and in execution, and that all material contained herein has been duly acknowledged.



______________________				Date: _________________
J.D. Mokoena




DEDICATION

This thesis is dedicated with love to:
Meshack John Mokoena, my late husband who sadly passed away during the time of this study, who would have been most fulfilled at the completion of this thesis.
My children Mokgethoa, Gaopaleloe, Gontse and daughters –in law, Nandisile and Pontsho. 
My grandchildren, Onthatile, Kaelo, Owakhe Kgositsile and Thuto. 
My late parents Matjane and Mabotseng Pooe.



ACKNOWLEDGEMENTS
I wish to thank God Almighty, for all the blessings and the strength to complete this study.
I acknowledge the following with gratitude for the assistance I received during the course of the study.
· Prof E.J. van Aswegen, my promoter, without whose dedication, guidance, support, patience and constructive criticism the work would not have been completed;
· Dr. U.U. Alberts, my co-promoter for her guidance, support, patience and understanding whose encouragement has been invaluable;
· My colleagues at the University of Limpopo, MEDUNSA Campus who participated in this study;
· The staff in the Department of Nursing Science especially Dr. Joan Dippenaar, Ms. Johanna Black, Ms. Susan Naude, Ms. Baile Selaledi, Ms. Prissie Chetty, Ms. Evelyn Malebye and Ms. Doreen Mayekiso;
· Ms Sannie Manale, Ms Keletso Selokela for assisting with the typing of this thesis;
· Ms Chrizel Du Plessis for the final formatting of the thesis;
· Ms. Yolanda Havenga and the late Annette Mamiki Ntswane-Lebang acting as independent coders;
· Mr. Bernard Nchindila of  the Department of English Studies at UNISA for editing the thesis;
· Staff at the library, MEDUNSA Campus;
· My dear children Izzy, Pontsho, Alistair, Nandisile and Teddy; you all give me strength to go on.  



                                                ABSTRACT

A theory - generative, qualitative, descriptive, exploratory and contextual design was used in this study, in phases 1 and 2. The purpose of the study was to explore and describe the nature of human rights education in the health professions programmes at the University of Limpopo, MEDUNSA Campus in order to develop a model for human rights education and teaching of the students in such programmes. 

In Phase 1, data were collected by means of unstructured, in-depth interviews from the sampled lecturers teaching ethics and/or human rights, as well as by observation, field notes and document analysis. The findings indicated that human rights education is an empowering process for the students, which can be facilitated through a collaborative, Inter-professional and interdisciplinary approach. The content for a human rights education programme should include Ethics and Human Rights which is contextual in terms of the South African society and also considers the international perspectives of human rights. Interactive teaching strategies should be used to facilitate maximum involvement and engagement of the student with the subject matter.

In Phase 2, the construction and description of the model is done, based on the guidelines of Dickoff, James & Weidenbach (1968); Chinn & Kramer (2008); Walker & Avant (2011). The concepts which were derived from the themes that emerged from the interviews with the key informants, the observations made, the field notes, the review of selected documents and the literature which used as data, provided the framework for the model “Human Rights Education in the Health Professions”.  The thesis provides the research report, and a description of the model, including the guidelines for implementation. Recommendations which are based on the findings of the study have been made with respect to education, practice and research. A key recommendation concerns the review of the content of the curriculum for human rights.

Key words:  collaboration, education, empowerment, ethics, human rights, human rights education.
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CHAPTER 1
ORIENTATION TO THE STUDY

1. 	INTRODUCTION

According to Flowers (2003:1), the Universal Declaration of Human Rights (UDHR) has charged that every individual and every member of society should strive to teach about and promote respect for human rights and freedom. The Universal Declaration of Human Rights (UDHR: 1948) is a universal document developed by the United Nations (UN: 1948) to spell out the fundamental human rights of people of all nations in the world. This document of rights was developed as a result of the atrocities that were perpetrated during the Second World War. The declaration encompasses the social, cultural, civic, economic as well as political rights. The UDHR holds the idea that all human beings are born free and equal in dignity and rights, including the right to health. The UDHR is an important document that is used as a universal reference regarding human rights. Several authors maintain that this historical and landmark document continues to inform and to influence our current thinking and practices about human rights (Baldwin-Ragaven, de Grunchy and London 1999:9; Easley, Marks, D’état & Morgan 2001:1923; Haigh 2002:1660; London 2005:1; Reilly & Niens 2005:11).

All member countries of the United Nations (UN) that have ratified the UDHR are bound by its prescripts as the law of each particular country, and thus the prescripts are translated into national and international law (Leonard 2006:155; London 2005:1). The laws include human rights in health care, where health  is defined by the World Health Organization (WHO) as a state of complete physical, mental and social well-being. The other declaration that supports this view is the Alma Ata Declaration of 1978 which presupposes that health is a fundamental right (Haigh 2002:166; London 2005:1). 

The availability of conventions and declarations on the protection and promotion of human rights has been somewhat unsuccessful in preventing the human rights violations of the consumers of health care. Human rights violations have been reported in the health care services of many countries, including South Africa (Amnesty International (AI) 1997:1; Baldwin-Ragaven et al 1999:10; Haigh 2002:166; Heffernan & Ayotte 2003:1; Leaning 2001:1435; Williams 2000:2).

As a result of the continued violations of human rights in health care practice by the health professionals, numerous calls have been made internationally over the years for health professionals to be schooled in human rights (AI 1997:1; Hall 2002:1897; Flowers 2003:2; Iacopino2002:3; Lucas & Prost 1995:49; Tibbits 2002:2). Iacopino (2002:3) further asserts that without a formal mandate to protect and promote human rights, social causes of suffering and health promotion are neglected as was the case in health care during the apartheid era in South Africa. The UN has also added its voice to the call for schooling health professionals in human rights by declaring the period from 1995 to 2004 as the ‘Decade for Human Rights Education’ (UN 1996).

Whilst attention has been given for human rights education in the health professions internationally as indicated above, South Africa has also heeded the call.  The need for human rights education gained momentum in South Africa with the ushering of a new democratic dispensation in 1994. The main impetus was given by the Truth and Reconciliation Commission (TRC) which took place in 1997. The vision of the TRC was to promote reconciliation among South Africans and to foster respect for human rights in the interest of nation building (Baldwin-Ragaven et al. 1995:4).   The Democratic Nurses Organization of South Africa (DENOSA) in its report to the TRC committed itself to the promotion of a culture of human rights in nursing and the health sector in general, and together with the South African Nursing Council (SANC) to develop a curriculum which recognizes the impact of human rights on health (Clow 1998:14). The TRC after its summations of the health sector hearings recommended that training in human rights be a fundamental and integral aspect of all curricula for health professions (Baldwin-Ragaven et al. 1995:10). 

Several universities responded to this call to introduce human rights education in the health professions programmes. The University of Cape Town (UCT) reported starting an elective programme for medical students.  However, as this course was not compulsory, only 17 students attended the 5 day module (London, McCarthy, van Heerden, Wadee, Walaza and Winslow 1997: 242). Other universities followed. For example, the University of Pretoria (UP) focused on post graduate programmes which were located in the Faculty of Law (UP 2009). The University of the Witwatersrand (Wits) has established the Steve Biko Centre for Bioethics which teaches human rights to undergraduate students in the Faculty of Health Sciences (Wits 2007). Evidence of these programmes is available on the websites of the respective institutions. However, there is no information available regarding formal human rights education at the University of Limpopo (MEDUNSA Campus) (ULMC) which trains a variety of health care professionals. Suarez (2006) identifies human rights education (HRE) as a professional field and a developing curriculum movement that combines work in human rights and education.

The researcher, who is an experienced teacher of nursing students in ethics, has been asked by some departments  offering other health programmes at the ULMC to assist them to develop a curriculum in ethics and human rights. There is therefore a need to ensure that HRE is formalized through curriculum development. It was as a result of this identified need that the present study was undertaken.


1.2	BACKGROUND TO THE PROBLEM

Act 108 0f 1996 of the Constitution of South Africa through Chapter 2 of the Bill of Rights established legislative framework for South Africa which set the tone for a human rights culture in the public system in general and the health care system in particular.  London (2006:21) observes that the latter, whilst providing for a wide range of health rights, also makes possible for an individual to attain the highest possible levels of health. 

The White Paper on Transforming Public Service Delivery (WPTPS) was launched in 1997. The purpose of this policy was to transform public service and to provide effective service delivery based on eight principles referred to as the ‘Batho Pele Principles’. The following principles were included:
· Consultation: People were to be consulted about the level and quality of the services they receive and above all, they should be given a choice about the services given.
· Service standards: People should be made aware of what to expect from the services.
· Access: Every person should equal access to the services.
· Courtesy : Everyone should be treated with courtesy and consideration
· Information: Complete and accurate information should be provided to every person using the services.
· Openness and transparency: People should be told how national and provincial departments are run, how much they cost and who is in charge.
· Redress: If service standards are not met, people should be given an apology, explanation and a speedy and effective remedy; and when complaints are made, they should be addressed.
· Value for money: Public services should be provided for economically and efficiently. There should be no wastage of public funds (South Africa 1997:15).

The Batho Pele principles established a framework where the fundamental human rights would be implemented in accordance with the Constitution. In line with the government’s efforts to engender a culture of human rights among the citizens, a National Patients’ Rights Charter was launched in 1999 by the Department of Health. This charter spelt out the rights of patients in health care, as well as their responsibilities as consumers of health care (South Africa 1999).

The above mentioned legislative framework and policies created a safeguard to ensure that there is effective service delivery where human rights are respected and upheld.  As these are public documents and policies, patients are now more aware of their rights, as well as the duties of the health professionals regarding the promotion and protection of those rights. This is evidenced by the various reports in the media about human rights violations of patients in the health care system.

MacLennan (2006) reports in the Mail and Guardian newspaper that the death of twenty two (22) babies who suffered from Klebsiella infection at the Mahatma Gandhi hospital in KwaZulu-Natal was as a result of negligence of the health professionals. The same article further mentions that four (4) other babies also died at the Cecilia Makiwane Hospital in the Eastern Cape. The death of the latter, according to the reporter, was also due to negligence because the babies were nursed in incubators, and during an electrical power failure, the staff failed to remove those babies from the unit where there was no electrical power. 

Subramany (2010) reported in the Eye Witness News that six (6) other babies died at the Charlotte Maxeke Hospital in Johannesburg. Allegations of negligence were levelled at the health professionals. The Gauteng Premier, Nomvula Mokonyane assured the parents of the babies that they had the right to sue as there is a constitutional democracy in South Africa. This can be seen as a tacit admission by the Premier that human rights violations have taken place and that there is a possibility of legal recourse and/or redress to the alleged human rights violations.

Health professionals are often complicit in human rights violations. For example, when a person is suspected of driving whilst under the influence of alcohol, he or she is often taken to a health establishment for assessment. Such a person may be verbally abused, handcuffed, pushed around, and sometimes even assaulted while health professionals look on. As such, health professionals become witnesses to human rights violations. Therefore, instead of being only onlookers, they could do something positive for the sake of the victims of human rights violations (Lukhozi 2009; Orbinsky, Beyer & Singh 2007).

The numbers of professional misconduct cases at the South African Nursing Council (SANC) as well as the Health Professions Council of South Africa (HPCSA) have systematically increased over the years. Dhai (2006:9) reports that during 2004/2005, a total of 1191 complaints were received by the HPCSA. This is an average of at least 100 complaints per month as compared with only 89 in 2003/2004 and 78 in 2001 respectively. He attributes the increase in the number of complaints to the consumers’ increased knowledge of their rights, as well as awareness of the HPCSA’s grievance procedure. 

The same reasons as those that were advanced above could also be applicable to those who complain about poor services from the nurses. The SANC statistics of the professional misconduct cases also show a significant increase over a period from 2003 to 2008. During this period a total number of 843 cases were handled by the Council. Out of the 843, and among a variety of types of misconduct, 19 were as a result of assaulting patients, 15 were as a result of assaulting colleagues and 31 were as a result of sexually abusing   patients (SANC 2009). From these professional misconduct cases, it could be concluded that the rights of both the patients and the nurses were clearly violated.

With the increasing public discourse on human rights issues, it is evident that a culture of upholding human rights is developing in the health care system and in the society in general.  With the increasing recognition of the impact and the importance of human rights in health care, the advocacy roles of all the health professionals requires that  an effort be made  to promote and protect the human rights of all the role players in health care. This includes the patients and the health professionals.  There is a need therefore to guide the students in the health programmes regarding human rights issues in order for them to undertake the human rights advocacy role. 

1.3	 THE PROBLEM STATEMENT

Human rights violations have serious health consequences with a profound effect on morbidity and mortality (Iacopino 2002).  The social mandate of the health professionals is to alleviate human suffering and promote the health and well being of patients. However, the continued reports of the human rights abuses of patients seem to compromise this lofty ideal of health professionals.

 The University of Limpopo was formed from the merger of the then University of the North with the Medical University of Southern Africa (MEDUNSA) in 2005. The University of Limpopo at Medunsa campus (ULMC) is a university which mainly offers a variety of health care oriented programmes in medicine, dentistry, nursing and allied health. Allied health includes physiotherapy, radiography, occupational therapy, pharmacy, speech audiology and language pathology as well as human nutrition and dietetics. Although located in the Gauteng Province, the ULMC also serves a wider community in other provinces like Limpopo, Mpumalanga and the North West.

Whilst it offers all these various health professions programmes, with a bioethics component in some of them, it does not have a coordinated human rights education framework. It has been shown that training in ethics alone does not guarantee certainty in upholding the rights of patients (Baldwin-Ragaven et al 1999:10; Faunce 2005:176; Cotter, Chevrier, El-Nachef, Radhakrishna, Rahangdale, Weiser & Iacopino 2009:2). Well trained health professionals in human rights would add value to the transformation agenda of health services as per the prescripts of the Batho –Pele Principles.

As a response to the growing culture and sensitivity to a human rights discourse internationally and in the South African society, particularly in the health sector, there is a need to provide a basis for human rights education. Human rights education (HRE) therefore regarded as a curriculum imperative. The ULMC provides a unique[endnoteRef:1] setting for curriculum development in human rights education for the health professions. The thrust of the university is in health professions programmes; therefore this offers an ideal   environment to engender a human rights culture in those programmes.  [1: ] 


The graduates of the health professions programmes from the ULMC and future health professionals may enhance a human rights culture and approach to the health care system. In order to achieve this ideal of promoting and protecting the rights of patients, there is therefore a need to develop a model of education in human rights for health professionals. The ULMC is the only university in South Africa which is exclusively health care programmes oriented. It has also been lauded as the biggest producer of Black medical graduates as well as other health professionals since inception. In this respect, dissemination of the information to be obtained from the study will provide a framework for HRE in the health professions programmes. 

1.4	 THE RATIONALE FOR THE STUDY

The findings of the study will provide the information required by the lecturers in the health professions regarding HRE. Curriculum development in HRE is a requisite in health care programmes so that the graduates thereof and future professionals are able to play a meaningful role in effective service delivery and transformation of the health care services in line with the Batho-Pele Principles.  According to Tibbits (2003: 1), HRE is not an end in itself, but a means of transformation and a means to address human rights abuses.

The findings of the study may assist the lecturers in preparing the students to become effective advocates for patients in the pursuit for helping patients to attain the highest possible standard of health. This notion is well supported (Hall 2002:1879; Steiner 2002:8; London 2004: 15). Advocacy is a professional role expectation for all health professionals. This role cannot be adequately executed if the health professionals are not well versed with human rights issues.


1.5	 OBJECTIVES OF THE STUDY

The objectives of the study were to:
· Describe what constitutes human rights education in the health professions at ULMC
· Describe the  views of lecturers in the health professions at ULMC regarding the teaching of human rights in their programmes
· Develop a model and guidelines for human rights education in the health professions

1.6	 THE PURPOSE OF THE STUDY

The purpose of the study was to explore and describe the nature of human rights education in the health professions programmes at the ULMC in order to develop a model for the education and teaching of human rights to students in such programmes.

1.7	 RESEARCH QUESTION

According to Creswell (2009:129), in qualitative research studies, the research questions assume two forms; a central question and associated subquestions. The central question is a broad question that asks for an exploration of the central phenomenon or concept in a study. The central question is often referred as the ‘research question’ in the literature. The focus of this research study is ‘human rights education in the health professions’. The research question in this study was: “How do the lecturers at ULMC describe human rights education in the health professions programmes?”
The research question should be posed in such a way that it is consistent with the research methodology (Creswell 2009:129; Mason 2009:33). The research question in this study relates to the descriptive and explorative qualitative research design.
The sub questions can become the specific questions used during the interview, or observing, or when looking at documents (Creswell 2009:130). As will be described and explained in detail in Chapter 3 of this thesis, last mentioned data collection methods were utilised in this study. The following probing questions were posed to the participants to in order to address the stated objectives of the study and to explore the central phenomenon, as well as to present the varied perspectives or meanings that the participants held: 
· What do you understand by human rights education in the health professions?
· What should be included in a human rights programme?
· How should human rights education be approached?


1.8	 THEORETICAL FRAMEWORK

A theoretical framework is any empirical or quasi – empirical theory of social or psychological processes at a variety of levels that can be applied to the understanding of a phenomenon (Affara & Mertz 2006: xxvii). A theoretical framework provides a logical structure upon which to base the research, to organise and relate ideas or concepts (Burns & Grove 2009:39; Braithwaite 2003:2; Chinn & Kramer 2008: 303; Holloway & Wheeler 2010: 21; Polit & Beck 2006: 258; Terre Blanche, Durrheim & Painter 2006: 20).

The theoretical framework for this study is based on Tibbits’ (2002:6) “Three Emerging Models of Human Rights Education”. The models are: value-awareness model; accountability model and the transformational model.
· Value – Awareness Model: this model focuses on the integration of democratic values and practice into human rights education. The model is intended to raise awareness among the populace regarding human rights issues. It is widely used for public awareness and school curricula. According to the researcher, this model is limited to creating awareness only, and as such, it has only a limited educational impact with regards to graduates in the health professions. There is no mention of skill development, such as those related to communication, conflict- resolution, [lobbying] or activism (Tibbits 2002).
· Accountability Model: This model is typically directed towards health professionals. It proposes that the participants, by virtue of their professional roles, are already expected to guarantee human rights to their clients. The assumption made here is that the health professionals have advocacy as their identified professional role will protect the rights of the vulnerable people under their care. Personal change is not a goal since it assumes that professional responsibility is enough for the individual. This assumption might be erroneous as can be deduced from the many misconduct cases heard at the SANC or the HPCSA as indicated earlier in this chapter. However, the researcher suggests that this traditional   advocacy role of the health professionals might be strengthened by education in human rights. Insight into human rights issues broadly, will give salvo to the advocacy role.
· Transformational Model: This model presupposes that students in health care might have experienced human rights violations already and this will help them to recognize the abuses when they occur to those under their care. Experiential learning is important in this model. The researcher observes that this assumption might not hold true for all the students in the health professions. Clearly those who have not experienced human rights violations will require human rights education, to understand what human rights are, the different types, the promotion and lobbying thereof, the monitoring, etc. 

The abovementioned models provide a framework regarding human rights education. However, each model has considered shortcomings, and thus cannot be used as an umbrella approach to teaching human rights.  Tibbits (2002) suggests that these models can lend themselves to theory development and research. The author further states that these models are lacking in detail and depth, and there is no distinction between formal, non-formal and informal approaches.

However, in terms of this study, these models have succeeded in igniting a keen interest in the researcher to undertake this study, and to propose a model that will take into account curriculum development of human rights education in the health professions.

1.9 RESEARCH METHODOLOGY	

A qualitative research paradigm provided the perspective for this study. A paradigm is a framework for observation or understanding and it shapes both what we see and how we understand it. It is a set of beliefs and values that guide research (Babbie & Mouton 2003:645; Holloway & Wheeler 2010: 24).The research design is the blueprint for conducting the study; it guides the researcher in the planning and implementation in such a way that it most likely to achieve the intended goals (Burns & Grove 2009:41; Babbie & Mouton 2003: 72). The research design and methods will be briefly discussed while a detailed description will be provided in Chapter 3.

1.9.1	 Study Design

A qualitative, theory-generative, descriptive, explorative and contextual research design was conducted in order to gain more insight into the views of lecturers engaged in the teaching of human rights in the health professions programmes. The data from the study provided the framework for model development in human rights education for the health professions.  A qualitative study is also referred to as naturalistic research as it involves a researcher going to a natural setting where the phenomenon being studied is taking place. It is also used to describe life experiences and give the meaning (LoBiondo-Wood & Haber, 2006: 16; Burns & Grove 200: 696).

The design of this study was also descriptive because it sought to provide an accurate portrayal of what the lecturers regard as human rights education and how it is imparted to students. According to Burns & Grove (2009:696) descriptive studies are conducted in order  to accurately portray the characteristics of persons, situations or groups and the frequency with which certain phenomena occurs. The study was also contextual in nature in that data was collected within the natural settings of the lecturers, mostly in their offices. They were examined to explore their perspectives regarding human rights education. In the qualitative research paradigm, the context encompasses the world and concerns unique individuals within which that person can be understood (Burns & Grove 2009:696).

The study was conducted in two phases, namely phase 1 and phase 2. Details of each phase are provided in chapters 3, which describe the research methodology in detail, as well as chapter 5, which provides a detailed account of the model development and description.

1.9.2 	The Population

The population in this study comprised the lecturers in the health professions programmes offered at the ULMC charged with the teaching of human rights and ethics. 

1.9.3. Sampling 

A sample is a subset of a population selected to participate in a study (Polit & Beck 2006:509). The purposive sampling method often referred to as judgmental sampling was used in this study. Purposive sampling was used to select the lecturers who were likely to meet the sampling criteria. The assistance of the heads of departments was enlisted to identify and to approach the lecturers who were involved in teaching human rights and ethics in the various programmes.

1.9.3.1	 Sampling Criteria

All the lecturers who met the following criteria were included in the sample:
· Any lecturer in any of the health professions programmes offered at the Medunsa Campus of the University of Limpopo teaching human rights and ethics.
· All the participants who were willing to be interviewed regarding human rights education.

1.9.4	 The Setting

The study was conducted at the ULMC, as it offers a representative variety of programmes in the health professions. 




1.9.5	 Data Collection Methods

Data collection is a process of collecting information from the identified participants in a systematic manner to answer the research question and is relevant to the objectives of the study (Burns & Grove 2009:695). In this study data were collected by means of unstructured interviews, observations, field notes as well as the  review of selected documents such as study guides or course outlines, tests or examination papers, as well as case studies used for teaching students.


1.9.6	 Data Analysis

Data analysis was done inductively by means of abstraction and identification of common themes and literature control using Tesch’s (1990) eight steps approach in Creswell (2009:186). The researcher and an external coder analyzed the data independently and met to discuss the findings and to reach a consensus.


1.9.7	 Measures to Ensure Trustworthiness

Trustworthiness in qualitative research means methodological soundness and adequacy (Holloway & Wheeler 2010:302). Trustworthiness was established by utilizing Guba’s Model of Trustworthiness as described by Lincoln & Guba (1985:290); Krefting (1990:214); Miles &Huberman (1994:277); Vos et al. (2002:351) and Rolfe (2006:305). The four strategies that were used to ensure trustworthiness included credibility, transferability, dependability and confirmability. A detailed description of these strategies as well as how they were applied in this study is presented in Chapter 3.

1.9.8	 Ethical considerations

Permission to undertake the study was granted by the Research, Ethics and Publications Committee of the University of Limpopo (Medunsa Campus) and a clearance certificate was provided. (See annexure A). All the participants who took part in the study gave informed consent. Confidentiality, privacy, protection from harm and the respect for the human rights and dignity of the participants were maintained in this study. A detailed description of the ethical considerations is discussed in Chapter 3.

1.10	 OPERATIONAL DEFINITION OF TERMS

This section has been included here to avoid misconceptions and misinterpretation of all the important concepts that were used in the study.

1.10.1	 Health professions
All the programmes offered at the University of Limpopo (Medunsa campus) for health professionals including; Medicine, Dentistry, Nursing, Physiotherapy, Occupational Therapy, Radiography, Human nutrition, Speech Language Pathology and Audiology as well as Pharmacy.

1.10.2	 Lecturer
Any person appointed as a lecturer and teaches human rights and/or ethics at the UL, Medunsa campus.

1.10.3	 Model
A model is an abstract representation of reality, which includes assumptions, constructs and relationships. It is a symbolic representation of concepts or variables and interrelationships among them (Polit & Beck 2006: 504).



1.10.4	Documents
Documents are the records that pertain to human rights education and include a directive or policy document from the relevant regulating body, study guides, case studies, hand-outs, readers, assignments, tests and examination papers.

1.10.5 Regulating Body
Regulating body refers to a statutory body charged with regulating the education and practice of the health professions programmes.  This includes, the Health Professions Council of South Africa (HPCSA) and South African Nursing Council (SANC).

1.10.6	 Democratic Rights
Democratic rights include all the rights adopted  by a democratic government and includes, freedom of speech, expression, movement, association, and is engaged in continuously improving the well being of its citizens (Talbot 2007: 127). In the context of this study, the term also applies to all aspects of social justice and equality. 

1.10.7	 Human Rights
Human rights according to the Oxford Dictionary (2007) rights are those rights held to be justifiably claimed by any individual.  Human rights are rights which belong to all people regardless of origin, race, age and sex (Oxford Dictionary 2007; Ife 2001:12).

1.10.8 Legal Rights
Legal rights are claims that are justified by legal principles and rules (Dimond1993:4).


1.10.9   Moral Rights
Moral rights are claims that are justified by moral principles and rules (Dimond 1993:4).

1.10.10 Human Rights Culture
Human rights culture relates to a teaching-learning and practice environment that promotes respect and equality among individuals (Wronka 2008).

1.10.11 Human Rights Education
Human rights education includes all the teaching and socialization that is done to complement the existing human rights instruments and policies, and is geared towards improving human rights conditions (Tibbits 2003).

1.10.12 Human Rights Paradigm

Human rights paradigm means  a mind-set or perspective that is set on promoting, acknowledging, respecting as  well implementing human rights principles in teaching and practicing health care in general (Tibbits 2003).  

1.11	OUTLINE OF THE THESIS

The study is divided into six (6) Chapters, a description of which is given in what follows.

Chapter 1: 	Orientation to the study

This chapter introduces the study and provides the orientation, the background and the outline of the problem.  The rationale for the study is explained.  The aim, objectives and the questions of the study are indicated. A brief introduction to the paradigmatic perspective of the study, the theoretical framework, the research design and methods, measures to ensure trustworthiness and the ethical considerations are given in this chapter. A more detailed discussion of the research design and methods is given in Chapter 3.

Chapter 2:	 Literature review

This chapter provides some information about human rights in general to enable the reader to understand more about this global phenomenon under study. A review about the genesis of human rights is provided, the categories of human rights, as well as the relationship between health and human rights. The global nature of the human rights discourse is presented by appealing to the international human rights instruments, especially those that were developed by the United Nations, as well as those that are championed by regional blocks like the African, European Union and the Americas. The contemporary global issues related to human rights are also highlighted for example,  the HIV/AIDS pandemic as well the Millennium Development Goals.


Chapter 3:	 Research methodology

This chapter describes the study design and methods, the research setting, measures to ensure trustworthiness as well as the ethical considerations.


Chapter 4:	 Data analysis and interpretation of the research findings

The analysis and interpretation of data obtained from the lecturers and the documents reviewed in the various departments are discussed, together with the literature control.





Chapter 5: 	The development of the model for human rights education in the 
health professions:

The chapter will provide the model structure and description, process and guidelines for implementation.

Chapter 6: 	Conclusions, recommendations and limitations 

In the last chapter of the study, the findings are summarized and recommendations are made.  The limitations of the study are also highlighted and discussed. 


1.12	 CONCLUSION

This chapter described the orientation and background to the study, the aim, objectives purpose and objectives, the outline of the research methodology, data collection methods, the ethical applications and considerations as well as the measures to ensure trustworthiness, which ensures rigor in qualitative research.









CHAPTER 2

REVIEW OF RELATED LITERATURE

2.1	 INTRODUCTION

This chapter focuses on the review of literature. In qualitative studies, the literature review is subject to debate. Researchers have different opinions about the appropriate time to undertake the literature review. According to Polit & Beck (2006:58), a literature review should not be done before collecting new data. The concern is that prior studies might influence the conceptualization of the phenomenon under study. The authors acknowledge that in any case, there might not be enough literature available for the researcher to review in the first place, given the nature of the type of questions asked in qualitative studies. The latter concern is shared by LoBiondo – Wood & Haber (2010: 90) who state that, as there might not be any published reports on the phenomenon under study, the researcher should be creative in reviewing the literature that is closely related to the problem under study.

Holloway & Wheeler (2011:37) also argue that “it is inappropriate for a researcher to do an in-depth literature review at the beginning of a study, but at the same time it is dangerous to proceed with the study without any prior ideas of what already exists about the problem”. The authors further propose that a preliminary literature review should be carried out and that search and review should proceed throughout the study.

In this study, the researcher started with a preliminary literature review to prepare the research proposal and to determine the theoretical framework so as to give direction to the study. In view of the above arguments, the literature review regarding human rights education in the health professions and on the categories which emerged was done after data collection. The literature is discussed and incorporated in Chapter 4 and Chapter 5 respectively. The former chapter deals with data analysis and the literature control which is implemented in order to put the findings in context as well as to confirm or refute present findings and those of other studies. The latter chapter deals with model construction (Streubert Speziale & Carpenter 2003:70; Holloway & Wheeler 2010:37).

This chapter will therefore provide a general overview of human rights in general, historical perspectives, nature of human rights, common human rights instruments, the relationship between health and human rights, and the role of government or states regarding human rights, the global perspectives of human rights, the contemporary issues related to human rights in public health, as well as the nature of human rights violations in health care.

2.2	 WHAT ARE HUMAN RIGHTS?

There are many definitions of human rights in the literature.  Rights are claims, material or social that people make in society that are essential for the dignity and wellbeing and are recognized by legal rules or moral principles (Easley 2001:1923; London 2005:1).

Human rights on the other hand, are those rights which are held to be claimed by individuals. They are rights which belong to all people regardless of origin, race, age and sex. Human rights are indivisible, inalienable and inabrogable. They are rights, not privileges or favours, because they provide people with legitimate favours. They are indivisible because each category of right is of equal importance. They are inalienable because rights are absolute and cannot be taken away, and they are also inabrogable; meaning that one cannot voluntarily give up one’s human rights or trade them for something better (Chwaszcza 2010:333; Haigh 2002:166; Ife 2001:12; London 2010:88; Marks 2003:1; Teeple 2005:24). 

Amnesty International (2003:1) summarizes the abovementioned definitions by stating that human rights are those rights which transcend political boundaries, ideologies and religious faiths, and that the UNDHR (1948) embodies rights relating to personal liberty, security, family and faith. Dhai & McQuoid-Mason (2010:36) add that human rights are the rights that we have by virtue of being human; as such , they  fundamental rights owned by every human being from birth and are comprehensively defined in international human rights instruments and codes. Common to the abovementioned definitions is that human rights belong to all people because they are human beings. Human rights as stated in the treaties and charters safeguard human dignity, freedom and equality among people.  It is also evident from the above definitions that human worth is paramount and that each person has own inherent sovereignty within the self. Respect for human dignity is therefore important in human rights discourse.

2.3	 HISTORICAL PERSPECTVES OF HUMAN RIGHTS

According to Smith & Anker (2005:152) the historical development of human rights should be looked at from two perspectives. The first one is based on the notion that human rights developed historically from the broad and deeper moral ideas and human dignity. This was present even in the ancient civilization up to the middle ages. The concept of human rights emphasized inclusivity which explains the modern day universalism of human rights. Literature holds that it was from this perspective and during this period that an important charter of rights was established. This charter of rights is referred to as the Magna Carta (1215). It was a charter of liberties which made the king of England then, King John I, to be subject to the rule of law. This charter is seen by scholars as the fore bearer of rights such as the ‘right to the due process of the law’ or the ‘habeus corpus’. This charter has been cited in many defences of liberties (Peace Resource Centre 2005:6; Smith & Anker 2005: 152). According to Haigh (2002:166), it was also during the French revolution in the 18th century that the world’s attention was drawn to human rights concepts such as equality, solidarity and freedom.

The second approach holds the view that the concept of rights is Western and modern in nature. Modern social religious codes emphasize being good to other and protecting those who have met with misfortune from abuse and undue suffering. This widespread use of the concept of human rights was enhanced by the adoption of the United Nations Charter of 1945 as a desire to protect human rights following the World War 11. The objectives of establishing the international standards of human rights were twofold; namely:
· To provide a means of defending individuals against abuses of power committed by the organs of the state
· To promote individuals’ opportunities to thrive and develop through measures such as education, healthcare, and a safe living environment in relation to the social determinants of health ( Dhai & McQuoid-Mason 2011: 36).

Easley et al (2001:2) and Ganguli (2008:2) also share the view that the international human rights are a historical development that took place since the Second World War. Human rights were codified following the atrocities committed during that  war. 


The adoption of the UN Charter gave rise to the Universal Declaration of Human Rights (1948). Up to the present day, states and nations across the globe use this seminal document regarding all matters relating to human rights (Smith & Anker 2005:153). However, this western perspective has been criticized because of the dominance of western political leaders in the forum from which the UDHR (1948) was derived, leading to a perceived western bias (Ife 2001:6).


2.4	 CATEGORIES OF HUMAN RIGHTS

Human rights are said to have developed in three waves or generations. Hence human rights are categorized and described in terms of generations. Three categories of rights are identified as first, second and third generation rights. A discussion of each generation is given below.

2.4.1	 First generation rights

These rights include civil and political rights. These are the rights which are regarded as fundamental rights which governments or states should not violate. These rights are individually based and concern for fundamental freedoms like the right to life, the right to human dignity, the right to privacy, the right to language and culture, the right to freedom of religion, freedom of speech and association, the right to equality and to property (Ife 2001:25; Pera & van Tonder, 2005:60). In general terms, these are also referred to as ‘negative rights’ which ensure freedom from infringements of certain essential liberties as indicated above (Sharma 2003:549; Sheather 2009: 149). 

2.4.2	 Second generation rights

The second generation rights include a group of rights referred to as economic, social and cultural. For these rights to be realized, governments have to assist individuals or groups with regard to social provisions or services. They include the right to  work or employment (including a living wage), the right to housing, the right to adequate food and clothing, the right to education, the right to adequate health care, the right to social security, and the right to be treated with dignity in old age. These rights are also referred to as “positive rights” (Ife 2001:26; Pera & van Tonder 2005: 60; Sharma 2003:549; Sheather 2009: 149).

2.4.3	 Third generation rights

These are group or collective rights because they relate to communities, populations, societies or nations. They are group rights but do have an impact on the individual. These rights include, the right to a clean environment (i.e. free from pollution) the right to clean water and the right to economic development (Ife 2001:27; Pera & van Tonder 2005:61).

Fagan (2006:8) contends that there are five substantive categories of rights and he identifies them as follows:  rights to life, rights to freedom, rights to political participation, rights to the protection of the rule of law and the rights to fundamental social, economic, and cultural goods. As can be seen, they actually encompass the three generation of rights.

Although the rights are described in terms of different generations, this does not however, indicate which generation is more important than the other. Although separately described, all the generation of rights seem to relate to each other; and the human being whether as an individual or collective, is the focal point. It is noteworthy that all the generations of rights mentioned above are addressed in the South Africa Constitution Act, 108 of 1996 (South Africa 1996).

2.5	COMMON INTERNATIONAL HUMAN RIGHTS INSTRUMENTS

There are several international core human rights treaties and conventions. These bind member states to include them in their legislative framework so that they become law in those countries and some also become part of international law, seeing that the world has become a global village(London 2005:2; Tarantola 2007:13). Most of these treaties and conventions were developed after the Second World War. The United Nations’ Charter of 1945 was designed to establish an international organization whose main focus was to maintain peace and security, cooperation in solving economic, social, cultural and humanitarian problems. This charter was discussed and modified and adopted by the General Assembly of the United Nations in 1948 as the Universal Declaration of Human Rights. This landmark declaration includes statements of universal goals concerning human rights. This document is used internationally as a standard measure for human rights. It has been incorporated in the legal frame work of many countries all over the world including South Africa.

Several other declarations were developed after the UDHR in order to expand and or focus on key areas first highlighted the latter document. In 1966 the UN adopted the International Covenant on Civil and Political Rights and the International Convention on Economic, Social and Cultural Rights (ICESCR). Collectively these three (3) documents make up what is called the International Bill of Human Rights (Easley et al 2001:2; Rubenson 2002:5; Benatar 1998:296).

 Some declarations have also been developed to address some contemporary problems in a changing world and world order, because the world has become a global village.  A few such declarations are discussed below.

2.5.1. The International Covenant on Civil and Political Rights (1966)
This instrument was introduced to guarantee civil and political rights and to protect people from oppression by the state. These rights are also referred to as the ‘first generation rights’ or ‘negative freedoms or rights’. These rights are based on the notion that citizens are entitled to participate in the political process and freedom from the state unless their actions are harmful to others. Examples of such rights include the following:
· The rights not to subjected to medical or scientific experimentation without consent
· The right to freedom from torture
· The right to freedom from slavery (Dhai & McQuoid-Mason 2011:37).



2.5.2 International Covenant on Economic, Social and Cultural Rights (1966)
(ICESCR)

The foundation to regard health as a human right was first laid in Article 25 in the UDHR. The significance of that foundation was reiterated by the International Covenant on Economic, Social and Cultural Rights (ICESCR). One of the most frequently quoted provisions of the ICESCR is the “right of everyone to the enjoyment of the highest attainable standard of physical and mental health” (Musungu: 2001:369). These rights are often referred to as ‘second generation rights or positive rights’. One of the most important determinants of health is the socio-economic status of the individual. Other examples of the socio-economic rights include the following:
· The right to access healthcare
· The right to social security
· The right to education (Dhai & McQuoid-Mason 2011: 38).

This convention brings into sharp focus the issue of poverty. For one to enjoy the socio-economic rights, in most cases money needs to be spent. Poverty has become a central issue globally, as it is seen as an impediment for one to “enjoy the right to the   highest standard of health”. Poverty as a human rights issue is being recognised by governments and global players in health care ( Ferraz 2008).



2.5.3 Convention on the Elimination of All Forms of Discrimination against 
Women 1979 (CEDAW)

This convention highlighted the fact that women’s rights are human rights. The rights of women are intrinsically linked to their role in society and to their health. The marginalised role of women in most societies subjects them to discrimination.  This convention provided guidelines for social justice, equality and full participation of women in social and economic development.
The Fourth World Conference on Women held in Beijing in 1995 focussed the attention of the world and governments on the rights of women, especially reproductive rights. Grassroots women health movements or non-governmental organizations mounted campaigns to create awareness of the rights of women (Freedman 2000: 428; Tarantola 2007: 130).

2.5.4	 Convention on the Rights of the Child 1989 (CRC)

Just like women, children are also a vulnerable group in most societies. This Convention on the Rights of the Child (1989) was developed to give a focussed attention to the rights of children. According to Krappmann (2006:2), it became important for the UN to indicate that human rights did not only apply to adults but also to people who had not yet reached adulthood. All member states had to ratify the convention and to include it into policies and legislation in order to protect children. Among the fundamental rights of children highlighted in this document are the right to a name, the right to development, the right to health and the right to education. The last mentioned right is still to be attained where young girls are still being denied this right to education in favour of boys in many states of the world.

2.5.5	 African Charter on Human and People’s Rights (1986)

African heads of states met under the auspices of the Organization of the African Unity (OAU) and adopted the African Charter on Human and People’s Rights in 1981 and the Charter came into operation in 1986. In addition to the Charter, the OAU also established the African Court of Human and People’s Rights in 1966. Out of the 54 member states of the African Union, only 26 member states have ratified the Charter which established the Court. The mandate of this Court was to protect the human rights of people in the African continent.  However, individuals, unlike in Europe and the Americas, can only approach the Court through the Africa Commission of Human Rights. The present African Union (AU) which replaced the OAU has adopted the Charter. 

In  a lecture by the  Judge President  of the North and South Gauteng, Justice Ngoepe who is also  serving on the  bench of the Africa Court of Human and Peoples Rights, stated that the court had started receiving only a few  cases of human rights abuses since 2008, and that twelve cases had been received in 2011 alone. This signalled that people in Africa are beginning to seek recourse to the human rights violations they are exposed t (Ngoepe 2011). 

Subsequent to that the AU added the rights of women in Africa and the charter became known as the African Charter on the Rights of People and the Rights of Women in 2003. What is most significant in the African Charter on Human and People’s Rights is Article 14 which spells out the Reproductive health rights for African women. The rights include:
· Reproductive and sexual decision making, including the number and spacing of children, contraceptive choice, and the right to self protection against HIV.
· Access to information about HIV/AIDS and reproductive health ; and
· Access to reproductive health services, including antenatal services and abortion related services.
 However, out of the 52 member states of the Africa Union, only 29 have ratified this protocol. It is not surprising that the maternal death rate is still very in Africa, with more than 350,000 maternal deaths annually (Gerntholtz, Gibbs & Willan 2011: 3).

Human rights abuses against women in the African continent are therefore still a matter of serious concern. This is exemplified by a study on the health and human rights of women imprisoned in Zambia. Todrys & Amon (2011) found that despite the special protection assured by regional and international human rights instruments, female prisoners in Zambia suffer physical and sexual abuse whilst incarcerated, are denied access to tuberculosis and HIV/AIDS testing and treatment, prenatal care, prevention of mother –to-child transmission of HIV, as well as nutritional support during pregnancy.

The OAU also adopted the African Charter on the Rights and Welfare of the Child in 1999. However, despite the existence of this Charter many governments in Africa still have to actively promote and protect the rights of children, especially in relation to access to health care, which is largely evidenced by high infant and child mortality rates in some states, access to education and welfare. Child labourers and ‘child soldiers’ are still a concern in some part of strife torn African states.


2.5.6. Convention on the Protection of Human Rights and Fundamental Freedoms (1950).

The above-mentioned convention is also known as the European Convention on Human Rights (ECHR). It is an international treaty to protect the human rights and fundamental freedoms of individuals in Europe. It was drafted by the Council of Europe of member states of that region.

 The convention has established the European Court of Human Rights which can be approached by any individual feels that his or her rights have been violated by any state in Europe. The convention has developed several protocols including the European Charter of Patients Rights.  Although European health systems are diverse, this charter places the rights of patients within a human rights framework to serve all the European nations.


2.5.7 Inter –American Convention of Human Rights (1959)
This convention was adopted by countries in the Americas, which are grouped as the Organization of American States (OAS)in order to protect the human rights of individual citizens. It has also established the Inter- America Court of Human Rights, which is an autonomous judicial system to protect and promote human rights under the Convention.


2.6	 HEALTH AND HUMAN RIGHTS

The relationship of health and human rights has been widely discussed and debated in the literature. Lie (2004: 2) captures the essence of the debate by stating that “health is a human right “. Papadimos (2007:1), asserts that healthcare access is a right and not a privilege. Most authors agree that there is a definite relationship between health and human rights. Whenever there is a ‘disconnect’ between the health and human rights, problems arise. For example ill health or even preventable premature death ( Haigh 2002: 166; London 2005:1; Rubenson 2002:6; Tarantola 2007:12).

Hall (2002:351) sums up the relationship of human rights and health by stating that the values enshrined in human rights are a guide to contemporary practice because they are universal and focus on people who are patients. Although Smith & Anker (2005:151) argue that the relationship between health and human rights is complex and appear to involve questions on conflicting rights, the connection between the two is not disputed. The connection between health and human rights is also acknowledged by Braveman & Gruskin (2003:540), but they also note that poverty, equity, and human rights relate to health in many and profound ways, especially among the people who have been historically marginalised and discriminated against.  Agostino (2005:67) adds that poverty is a lack of rights which includes social, economic and political rights.   

The International Council of Nurses (ICN) adopted a position statement on ‘Nurses and Human Rights’ in 1998 and revised it in 2006. The position statement views health care as a right of all individuals, regardless of financial, political, geographical, racial or religious considerations. The ICN also states that it endorses the UDHR (ICN 2006).

The impact of human rights violations on the health of individuals and groups is well documented in the literature. Although this linkage is viewed from a negative perspective, this also adds to the argument that there is an inextricable link between health and human rights. To this the Physicians for Human Rights (2009) add that health professionals have a powerful role to play in the struggle for human rights. The power that the health professionals possess can make them become change agents because they can influence policy. This can be attained because health professionals have specialized skills and knowledge, objectivity, credibility, ethical obligations, evidence and clout. As Rodriguez-Garcia & Akhter (2000:693) indicate, “health professionals can make a difference by being vigilant in order to prevent human rights violations and to ensure social justice for all people”.


2.7. THE HUMAN RIGHT TO HEALTH

The above section sought to establish the link between health and human rights. Whilst that is undeniable as stated above, the literature provides another dimension to the argument. Reid (2004:163) argues that the human right to health is not absolute. To this effect, the right to health is defined as the “right to a standard of living adequate for the health and well being of himself and his family, including food, clothing, housing and medical care.”   It is thus not a right to be healthy, nor does it require governments to put in place systems beyond their means. 

 A case in point in the South African context relates to the landmark Constitution court ruling in the case of Soobramoney v Minister of Health, KwaZulu Natal 1998 (1) SA 765 (CC) 778. Soobramoney was denied access to renal dialysis on the basis of scarce resources, and offering treatment only on an emergency basis, and he did not meet the criteria set for renal dialysis .The Court held that the term ‘emergency medical treatment refers to a dramatic, sudden situation or event which is of a passing nature in terms of time’ and not a chronic terminal illness, as in this case where the plaintiff required dialysis at a public hospital (Billa 2010; McQuoid-Mason & Dada 2009:116;  Ngwena 2000:32).

The right to health care is provided for in Section 27 of the Constitution, which states that:
(1) Everyone has the  right to have access to:
(a) Health care services, including reproductive health care;
(b) Sufficient food and water; and
(c) Social security, including, if they are unable to support themselves and their dependents, appropriate social assistance.
       (2)The state must take reasonable legislative and other measures, within its available resources, to achieve the progressive realization of each of these rights
       (3) No one may be refused emergency medical treatment (South Africa 1996).

As can be deduced from the Soobramoney case, a legal and constitutional precedent was set to interpret the right to health in South Africa. However, some in health care argue that the Soobramoney case in fact been used to justify withholding super specialist services. The case in point the denial for Down’s syndrome children with heart defects to have corrective surgery in public hospitals. The surgery would increase the life expectancy of such children (Lawrenson, Kalis, Pribut, Hewitson, Shipton, Stirling & De Decker 2006: 918).


On the other hand, the right to health extends beyond health care to include the determinants of health, such as access to clean drinking water, adequate sanitation, essential drugs and food, freedom from violence, discrimination, slavery and torture.


2.8. WHAT THEN ARE THE SPECIFIC HEALTH ENTITLEMENTS IN THE HUMAN RIGHT TO  HEALTH?

Some of the health entitlements have already been indicated above. There is a need however to focus more on some specific aspects. Given the fact that the right to health is broad and very often emotive, the following specific entitlements are indicated as the rights to:
· Maternal, child , sexual and reproductive health
· Healthy  workplaces and natural environments
· Disease prevention  and treatment, including access to essential medicines
· Access to safe and drinkable water, sanitation and nutrition
· Non-discrimination, equal treatment and respect for a person’s dignity (Reid 2004:163).

The right to treatment was highlighted in the case Treatment Action Campaign v Minister of Health 2002 (5) SA 721 (CC). In this case, heard at the Constitutional court, the issue was whether pregnant HIV-positive women should be entitled to receive antiretroviral drugs to prevent mother-t-child transmission of HIV. The court ruled in favour of the plaintiff and the government had to provide the required treatment (McQuoid-Mason & Dada 2009:73).

The rights of patients in health care often evoke negative sentiments from some health providers for example, nurses, will often  ask “What about our rights as nurses?”.In order to address this question one needs to examine the dimensions of patient care. Who are the role players in patient care? What is patient care? How is patient care a human rights issue?

Firstly, patient care refers to the prevention, treatment and management of an illness or condition and the preservation of physical and mental wellbeing through the [efforts] and services of the medical team, nurses and the allied health professions.  Human rights in patient care, therefore brings together the rights of both patients and the health care providers. The rights of all the stakeholders in patient care are applied, based on the national and international instruments. There is no threat to undermine the rights of one stakeholder at the expense of another (Equitas 2009). In South Africa, the rights of patients are outlined in the Patients Rights Charter. On the other hand, SANC, has also published a policy document on the ‘Rights Of Nurses’.


2.9	 ROLE OF GOVERNMENT IN HEALTH AND HUMAN RIGHTS

As indicated above, governments or state parties have an obligation to adopt and to ratify the international treaties, conventions or declaration of the UN as member states. They are also obliged to entrench the international treaties, conventions and declarations into national policies and laws. 

Further literature is available on the role and obligations of the state or governments in enabling its citizens to enjoy human rights and health. For example, Tarantola (2007: 12) has argued that the state is regarded as the first line provider and protector of human rights to individuals. Governments have three obligations and they are to:
·  respect human rights,
·  protect human right and
·   fulfil human rights. 

London (2006:22) agrees with the above obligations, but adds that “a uniquely   South African obligation for the State is that of promoting human rights”. His argument is that for people to claim their rights they must first know them. Therefore, the right to information is paramount.  Demenchonok (2009; 333) asserts that the universal nature of human rights provides a regulative principle for the possible critique of any state , including a democratic one if it fails to fulfil its obligations regarding human rights.

Such calls for added obligations of governments on health and human rights have also shaped global perspectives on the matter. Not only do governments have to protect the health and human rights of their citizens, but also have to ensure that their foreign policy is in line with international humanitarian law and human rights instruments.

2.10 GLOBALIZATION AND HUMAN RIGHTS

Globalization is a process of interaction and integration among people, companies or multi-national corporations as well as governments of different nations across the globe. This process is drive by international trade and investment and supported by information technology. Globalization affects all facets of life, cultures, politics and human beings. Governments, multilateral bodies and transnational corporations are held accountable for the impact of their policies on health and human rights, and the international human rights instruments are used as the auditing tools. 

Globalization has had positive as well as negative consequences on the world order in terms of human rights. The preceding sections of this chapter have provided a discussion on the international human rights instruments, eg. UDHR. These instruments have in part given direction globally in terms of the fundamental human rights of individuals, groups, especially the vulnerable groups in so cities across the globe. For example, Tarantola, Gruskin, Brown and Fee (2006: 1942), pay tribute to the late Jonathan Mann, as the founder of the ‘Global Program on AIDS. Through his efforts governments across the globe developed AIDS Programmes to fight against the pandemic. What was significant in these programmes is that revolutionary policies were developed and engaged non-traditional partners, like drug users, men who had sex with men to work with governments to find solutions to the rising pandemic. Scott-Emanuel & O’Keefe (200:213), also highlights the positive impact of thee Convention of the Rights of the Child, on how it positively influenced policy-makers globally, to effect the prescripts of this convention into their policies and practices. 

Mary Robinson who is the former High Commissioner on Human Rights at the United Nations, draws parallels on where the world was successful in tackling human rights issues, as well as where there were shortfalls. She acknowledges the effectiveness of the global response to the acute respiratory distress syndrome (SARS) and the avian influenza outbreaks as good examples where governments responded quickly and effectively to the threat. Although the global impact of HIV/AIDS is now understood, more still needs to be done (Robinson 2007:241).

Other global social problems which would have escaped the interest of the health professions are the issue of human trafficking. This phenomenon is regarded as a social justice issue and an international human rights violation. Global efforts have ensured the health needs of the victims of human trafficking are brought to the fore worldwide. Human trafficking is now receiving significant attention worldwide from international and non-governmental organizations and governments. Medical education is emphasizing the importance of trafficking and raising awareness about it (Wong, Hong, Leung, Yin & Stewart 2011:3; Zimmerman, Kiss, Hossan & Watts 2009:1030).

 Health financing has also been brought into the fray regarding human rights issues, especially with respect to the right to access health care. The saying goes ‘money makes the world go round’. Universal access to health care is also influenced by financial affordability, government subsidies, and in very poor and developing countries, donor funding from rich and developed countries is helpful and much needed. In a comparative study of health financing in three African countries, namely, Ghana, South Africa and the Republic of Tanzania, it was found that there is fragmentation of the health system into large numbers of health insurance schemes especially in South Africa and Ghana. Only those who can afford these schemes benefit. This compromises the right to access health for the poor.( McIntyre, Garshong, Mtei, Meheus, Thiede, Akazili, Ally, Aikins , Mulligan & Goudge 2008:872).

Globally a human rights approach is being advocated in order to mitigate the effects of climate change. Climate change has had a negative impact of food production in under-resourced countries, resulting in famine and diseases. Women and children are the ones who suffer most. Health professionals are identified as key role players in this regard, to advocate for gender equality, unprejudiced access to education and, equal representation in decision making and family planning. Developed countries, which are largely responsible for the carbon dioxide emissions which impact in poor countries, are called upon to make tangible commitments to reduce the gas emissions (Stott  2010: 159). 

The Development Millennium Goals (MDGs) have been developed by world leaders under the auspices of the United Nation Development Programme in 2000. These eight goals are meant to ensure that by 2015, all people around the globe are benefitting from the world economy and human development. The MDGs are designed to rid people of poverty and hunger, and other deprivations. The goals include, eradication of poverty and hunger, achieve universal primary education, reduce child mortality, improve maternal health, promote gender equity and empowerment of women, combat HIV/AIDS, malaria and other diseases, ensure environmental sustainability, as well developing global partnerships for development (Gerntholtz et al 2011:2; Banati & Moatti 2008:820;Robinson 2007:241).

Navanethem Pillay, the current High Commissioner for Human Rights at the UN, states that “Governments that pursue development hand-in –hand with human rights stand a better chance of reaching the Millennium Development Goals “( UN 2011).

2.11	 CONCLUSION

This chapter gave an outline of human rights in order to have a general understanding of the related area under scrutiny. This included the nature of human rights, historical perspectives, some important international human rights instruments, as well as the relationship of health and human rights. Human rights in patient care have also been clarified with respect to the roles of the stakeholders. The global nature of human rights issues have been discussed in relation to its impact on the right to health among others as well human development in terms of the MDGs. The next chapter will focus on the research methodology applied in this study.


CHAPTER 3

RESEARCH METHODOLOGY

3.1	INTRODUCTION

This chapter presents a more detailed description of the research design as well as the methods followed in this study. The measures that were applied to ensure trustworthiness are also described, including the ethical considerations. The purpose  of the study was to generate data on what constitutes human rights education at the University of Limpopo (MEDUNSA Campus) with a view to develop a curriculum model in teaching human rights in the health care programmes. In order to achieve that, the research was conducted two phases, namely phase 1 and phase 2. Phase 1 of the study is described in this chapter hereunder, and phase 2 is discussed in chapter 5.

3.1.1	Phase 1

 A qualitative, explorative, descriptive and contextual study was undertaken. In –depth interviews were conducted with lecturers in the health professions programmes at ULMC who are teaching human rights and ethics. Purposefully selected records were also reviewed using a data review protocol relevant to the records and in keeping with the objectives of the study. Data was analysed using Tesch’s method as described in Creswell (2003:192). Lincoln & Guba method of trustworthiness was applied to ensure scientific rigour of the study. Findings from phase provided the basis for model construction in phase 2.

3.1.2	Phase 2

The purpose of this phase was to construct a model from the themes that emerged from the interviews with the key informants, the observations made, field notes, review of the selected documents as well as the literature which was used as data. The model was developed by utilising the steps of theory generation as proposed by Dickoff, James &Weidenbach (1968: 423; Chinn &Kramer (1995: 108); Walker & Avant (1995:39) in Bruce & Kloppers (2010:4) and in Ricks, Strumpher & van Rooyen 2010:2). A detailed description of this process is described in chapter 5. 

3.2	RESEARCH DESIGN

Research design refers to the plan and the structure of the investigation that is used to obtain evidence to respond to research questions. According to Polit & Beck (2006:508) the research design is the overall plan for addressing a research question, including specifications for enhancing the study’s integrity. It is a plan that the researcher uses to answer pertinent questions about the study. Burns &Grove (2009:494) and LoBiondo–Wood & Haber (2010:577) share the view that a research design is a blueprint for conducting a study and guides the planning and its implementation with maximum control over facts that may interfere with the validity of findings.

Holloway & Wheeler (2010:338) support the notion of a research design as an overall plan of the research which includes the methods and procedures for collecting, analyzing and interpreting data. Babbie & Mouton (2003:70) state that a research design addresses the planning of scientific enquiry, designing a strategy for finding out something.

In this study, a qualitative, descriptive, exploratory and contextual design was used in order to obtain a deeper understanding as to what constitutes human rights education and teaching in the health professions.

3.2.1	 Qualitative Research 

Many researchers have provided definitions of qualitative research. Qualitative research seeks to gain new insights or a better understanding about human experiences that are subjectively presented. Olaugun & Fatoki (2009:14) propose that qualitative research is any type of research that produces findings not arrived at by statistical procedures or any means of quantification.
Through the qualitative research approach, intricate details about phenomena such as feelings, thought processes and emotions that are difficult to source through conventional means, are extracted from participants, allowing the researcher to connect with them at a human level (Corbin &Strauss 2008:13; Denzin & Lincoln 2005:4).

According to Burns & Grove (2009:493) qualitative research is a systematic, subjective approach used to describe life experiences and to give them meaning.  Merriam (2002:3) states that meaning in qualitative research is socially constructed by individuals’ interaction with their world. Qualitative research therefore allows the researcher to gain new insights through discovering meanings from the insiders’ perspective, where the goal of research is to describe and foster understanding.

Qualitative research is an inductive approach that seeks to explore, describe or expand knowledge about how reality is experienced. Qualitative research approaches seek to examine the richness of data by determining patterns or the quality of the experience (Creswell 2009:13; Babbie & Mouton 2003:53; Brockopp & Hastings-Tolsma 2003:328; Elo & Kyngas 2007: 107), hence the use of in-depth interviews in the collection of data.

Holloway & Wheeler (2010:3) assert that qualitative approaches are useful in the exploration of change or conflict, and that the basis for qualitative research lies in the interpretive approach to social reality and in the description of the experiences or perceptions of the human being.

There are important characteristics of qualitative research that were identified by Munhall (2001:67) which the researcher is supposed to bear in mind and adhere to whenever this approach is used.
They include the following:
· Qualitative research is conducted in the natural setting.
· Qualitative research is context-bound and researchers must be context sensitive.
· Qualitative researchers focus on the ‘emic’ perspective, or the insider’s view.
· There is a holistic approach to questions in qualitative research because it recognizes that human realities are complex. 

Knafl & Howard (1984:21); Merriam (2002:5); Babbie& Mouton (2003:270); Holloway & Wheeler (2010:4) added that  in qualitative research, the process is inductive, in that researchers gather data to build concepts, hypotheses and theory, rather than deductively deriving postulates or hypotheses to be tested as in quantitative research. The researcher is the main or primary instrument in qualitative research. 

Human rights education is a new phenomenon which represents change in the curricula of the health professions. In line with the characteristics above, this study used the qualitative approach in an effort  to understand the experiences of the participants regarding human rights education, and also to describe human rights education in the health professions’ learning programmes in order to gain new insights into the phenomenon and to generate knowledge in that regard.

	The qualitative approach also allowed the researcher to interact with the participants in their natural setting. In qualitative research, a natural setting means a real-life setting where research is conducted and includes such places as the participants home, work sites and schools (Burns & Grove 2009:51).The information was gathered as rich narratives from the lecturers engaged in human rights education and/or ethics at the University of Limpopo (MEDUNSA Campus). 

The researcher, who is a lecturer at the ULMC, mindful of her role as the main data collection instrument in the study, applied bracketing. Bracketing is a process which requires the researcher to identify personal biases about the phenomenon under study and to clarify how personal experience and beliefs may colour what is heard and reported (Burns& Grove 200:690;Creswell 2009:18;LoBiondo–Wood &Haber 2006:575; Rolfe 2006:306). To reduce bias, the researcher explored her personal feelings and experiences that might have influenced the study somehow and noted them in a journal. 

An explorative, descriptive approach which was contextual in nature was followed in order to gain an understanding of what constitutes human rights education in the health professions learning programmes as indicated by the lecturers. The data gathered from this study formed the basis for the model construction.

3.2.2	Explorative Studies

Exploratory research studies are undertaken when a new area is being investigated or when little is known about a specific area of interest. The aim is to increase knowledge, gain new insights or discover new ideas (Burns &Grove 2009:700; Polit &Beck 2006:20; Terre Blanche, Durrheim &Painter 2006:44).

An explorative study is actually an extension of a descriptive one that focuses more on the discovery of relationships. A richer understanding of the phenomenon of interest is possible to attain much more than what a straightforward descriptive study could provide. Explorative studies explore the dimensions of a phenomenon that develops or refines hypotheses about relationships between phenomena (Polit & Beck 2006:20).

According to Babbie & Mouton (2003:80) explorative studies allow the researcher to:
· satisfy one’s curiosity
·  gain a deeper understanding of the phenomenon
· determine the feasibility of a more extensive study
· develop methods that could be used in a future study
· explicate the central concepts and constructs of a study.

This approach was considered as appropriate for this study as little is known regarding human right education in the health programmes at ULMC.

3.2.3 	Descriptive Studies

Polit & Beck (2006:498) assert that descriptive studies are those that have  as their  main objective the accurate portrayal of the characteristics of persons, situations or groups, and/or the frequency with which the phenomena occurs. Burns & Grove (2001:248) further state that descriptive designs are useful in developing theory, identifying inherent problems in practice or determining what others do in similar situations. Descriptive research also allows the researcher to describe any complex phenomenon on its own terms, so as to remain true to the participants (Babbie & Mouton: 2003:273; Terre Blanche et al 2006:44).

According to Streubert Speziale & Carpenter (2003:17) descriptive studies are also used to document the phenomenon of interest in the real setting. In this study, the lecturers involved in teaching ethics and/or human rights represent that reality. In this study, the researcher used the descriptive design to collect rich, accurate data regarding the experiences of lecturers engaged in human rights education.

3.2.4 	Contextual Studies

According to LoBiondo–Wood & Haber (2010:89), reality is socially constructed and context-dependent. Even when two people share a similar experience with some commonalities, the experience can never be the same for the two people. Burns & Grove (2009:693) add that the context is a philosophical feature of qualitative research which maintains that the world or reality is unique to each person within which that person can be understood. Holloway & Wheeler (2010:5) caution the researchers to be context-sensitive in qualitative studies and that each one is unique in its own situation and thus difficult to generalize or replicate.

Contextual studies focus on specific events in their natural setting, which are described as settings which are free from manipulation (Burns & Grove2003:320; Streubert Speziale &Carpenter 2003:363).

The study was thus contextual in that the researcher, in engaging the participating lecturers who were involved in the teaching of ethics and human rights at ULMC took into account all the facets of the context. Terre Blanche et al. (2006:287) assert that attitude and behaviour of people are best understood within their natural setting. The lecturers were thus interviewed in their offices, which are familiar and natural settings of their work place at ULMC. The offices also provided privacy and comfort to the participants. 
3.3	 THE STUDY SETTING

The study was conducted at the University of Limpopo which came about as a result of the merger between the Medical University of Southern Africa (MEDUNSA) and the University of the North in 2005. The university is composed of two campuses, the Turfloop campus and the MEDUNSA campus. The two campuses are more than 250km apart, with the ULMC situated on the outskirts of Ga-Rankuwa Township – about 39 kilometres north-west of Pretoria in the Gauteng Province .The Turfloop campus is situated in Polokwane in the Limpopo Province. 

The MEDUNSA Campus was chosen as the ideal setting to undertake the study because it is more representative of most of the health professions’ learning programmes. Ethics, human rights and professional practice are some of the aspects that are reflected as a subject, or a module within a subject (SANC 1992; SAMA 2002). The description of the population and sampling technique are given below.

3.4  POPULATION AND SAMPLING TECHNIQUE

3.4.1 Population

According to Polit & Beck (2006:500) a population is the entire set of elements, that is, individuals, objects and events that have common characteristics as determined by the researcher. The study population includes all the individuals who meet the sampling criteria or certain specified properties (Burns & Grove 2009:714; LoBiondo–Wood &Haber 2010:583).

Burns & Grove (2009:721) indicate that there are two types of population, the accessible population, which is the population the researcher has access to because it meets the criteria for inclusion in the study and the target population, which is the population within the accessible population from whom a sample is selected to contextualize the research findings. The accessible population in this study included all the lecturers in the MEDUNSA campus and the target population was the lecturers who taught human rights and or ethics in health professions learning programmes offered at the ULMC.

3.4.2 Sample and Sampling Technique

In non-probability sampling, participants or elements are selected based on their contribution especially to data required (Burns & Grove 2009:747; LoBiondo–Wood& Haber 2010:91; Polit & Beck 2006:509).
In this study, the purposive sampling approach was considered the most appropriate to allow for the inclusion of only those participants who had relevant knowledge and were willing to share this with the researcher. Purposive sampling approach is sometimes referred to as judgmental sampling because the selection of participants is based on the researcher’s personal judgment about which to include in the study, hence it has an element of subjectivity. The researcher’s subjective judgment of who should be included in the sample is based in the authority of literature and personal experience of the reality of the setting. Halsegrave (2006:20) asserts that human rights operate as a subset of ethics. The subjective translation of this assertion, made the researcher to locate the sample in the lecturers who either taught ethics or human rights or both, as it is apparent that the two may somehow be located in one entity. This view is supported by de Vos et al. (2002:234), who drawing on the work of Denzin & Lincoln (2000), state that the researcher seeks out individuals, groups and settings where the specific processes being studied are most likely to occur. The selection in this study depended on the researcher’s knowledge about the population (Burns & Grove 2009:344-345; Polit &Beck 2006:355). The researcher’s knowledge about the population is that, Human Rights as a subject or module, does not appear in the University calendar where all the subjects are outlined, except the one subject taught by the researcher ‘Health and Human Rights’ in a Bachelor of Nursing Science programme. The researcher had a ‘hunch’ that Human Rights could well be taught in all the other programmes, but that it had not been developed into a module or subject. Another reason is that perhaps the assertions of Halsegrave (2006) are worth examining.


3.4.2.1 Sampling procedure

The first step in identifying the suitable lecturers was to approach the heads of departments in the School of Health Care Sciences. These assisted the researcher in identifying the participants who were responsible for teaching ethics and/or human rights in the undergraduate health care programmes. In one department, the head of department could not identify anyone who met this criterion and declared that in their programme “we do not talk human rights…and we still have to design a module on ethics’.  Thus there was no participant from that particular department.

However, other heads of departments identified suitable participants and offered the necessary permission to interview the lecturers involved and review the selected documents. Thus purposive sampling ensured that the lecturers involved in the teaching of human rights and ethics and complied with the inclusion criteria were included in the sample.

3.4.2.2   Sample

A sample is defined as a subset of the target population that is selected for a particular study. Of importance is that the selection of a sample has to be consistent and representative of the population. Burns & Grove (2009:721) support the definition above and state that in their reckoning, a sample denotes a selected group of people from a defined population. In a qualitative study such as this, sample selection is based on the participants’ intimate experience of a culture, social interaction or phenomenon of interest (Streubert Speziale & Carpenter 2003:24).

The criteria for inclusion as a participant in this study were that:
· participants had to be lecturers in the school  of health sciences and other related schools at ULMC
· participants were teaching ethics and or human rights at the time of investigation
· gender was not considered, as both males and females could participate depending on their willingness to do so.

3.4.2.3Sample size
In qualitative research, the size of the sample is controlled by the nature of data required. This is usually small to allow for adequate sometimes repeated in-depth interviews. The sample was considered to be adequate based on the authority of literature consulted on qualitative sampling techniques (Burns& Grove 2009:361).

In qualitative research, the number of participants is considered adequate when saturation in information or information redundancy is reached. Saturation of data occurs when during data collection, there is no new information reported by participants (de Vos et al 2001:332; Burns & Grove 2009:360). Data saturation can be reached early in the data collection process, hence Morse (1994:58) cautions qualitative researchers that the claim to have reached data saturation should always be announced with great care because the sample in qualitative research is small.

In this study, all the departments that were approached and had identified eligible participants who were willing to participate were included in the sample. Nine (9) lecturers who met the criteria as set were selected to participate in the study.

3.5 DATA COLLECTION

Data collection is a process of systematically gathering of information relevant to the research purpose, objectives and to address the research problem (Burns & Grove 2009:695; Polit & Beck 2006:498). In qualitative research studies, triangulation of several data collection methods and sources of evidence is used. Triangulation enhances data credibility (Merriam 2002:12; Curtin & Fossey 2007:90; Polit & Beck 2006:332; Denzin& Lincoln 2003:66; Brookes 2007:2).


3.5.1 Data collecting instrument

A data collecting instrument is a tool that is used to collect data from the key informants. According to Creswell (2009:181), in qualitative studies, there are four main data collection instruments and they include:

-  Observations: here the researcher takes field notes on the behaviour and activities of the individuals at the research site. 

-  Interviews: the researcher conducts face to face interviews with the participants. The interviews may take the form of focus group interviews with six to eight participants in each group.

- archival documents: various documents which relate to the purpose of the study. The documents could include journals, minutes of meetings, official reports, newspapers, journals or diaries.

-  Audio and visual materials: these may include photographs, art objects, videotapes or any form of sound.

To the abovementioned data collection instruments, participant observation is added (Holloway & Wheeler 2009: 107; Burns & Grove 2009:506; Polit &Beck 2006:292). 

In this study, the main data collection was through face to face interviews with the lecturers in the health professions programmes who are engaged in teaching ethics and or human rights at the ULMC (the motivation for these inclusion criteria has been provided above in 3.4.2 above under sample and sampling technique). Other data collection instruments that were used are: observation, and field notes and review of purposely selected documents. These methods were also used as the various sources of evidence.  

With the interview as the main data collecting instrument, a central question was posed to the participants as follows: “Could you please explain to me what you understand by human rights education in the health professions? “This was an open ended question that was meant to start a narrative and a discussion about human rights education in the health professions.

Probing questions which were asked included:
· What do you think should be taught regarding human rights in the health professions?
· How do you think should the subject of human rights be approached in the health professions programmes?
· Which strategies do you think are suitable for teaching human rights in the health professions?
· Is there anything else you would like to share with me regarding human rights education in the health professions that we may not have discussed?

3.5.2 Interviews

An interview, which can be structured or unstructured, is a method of data collection where there is an interviewer and an interviewee. An interview is an extended formalized conversation between the interviewer and the interviewee, the aim of which is to gain as much information as possible as is narrated by the interviewee on firsthand experience of the phenomenon (Streubert–Speziale &Carpenter 2003:28; Tong, Sainsbury &Craig 2007: 351; Holloway & Wheeler 2010:88). An interview is further defined by Henning, van Rensburg & Smit (2004:53) as a mechanism to source data from participants through structured conversation, and if used methodologically and applied according to strict principles of objectivity and neutrality, will yield information that represents reality through the response of the interviewee.

According to Holloway & Wheeler (2010:89), both unstructured and semi-structured interviews are often used in qualitative studies. 

In this study, an unstructured and in-depth interview was used to collect data to ensure that what the lecturers expressed as human rights education at ULMC was explored and described. The data from the interviews assisted in the development of the curriculum model on human rights education in the health professions programmes.


3.5.2.1 The interview process 

In qualitative studies, the researcher’s goal is to obtain an authentic insight into the participant’s experiences. Both the researcher and the participant are actively engaged in constructing a version of the world (Burns & Grove 2009:510).  As the participants were all lecturers, the interviews were conducted in English, which is the official language of instruction at ULMC. 

An informed consent was obtained from each participant, either verbally or in written form. A central question was posed to the participants as indicated in 3.5.1 above.
Probing questions were also asked as indicated in 3.5.1 above, when it was necessary to do so as the conversations in the interviews varied from one participant to the other.

Other communication techniques were also used to enhance the quality of the interview, such as, minimal verbal responses and probing:
· Minimal verbal responses: a verbal response that correlates with nodding for example “mm-mm”, “yes” or “I see” would indicate to the participant that the researcher is listening and paying attention(Brink 2006:153).
· Probing: a verbal or non-verbal method of deepening the response to a question in order to elicit more useful information from a participant. (de Voset.al 2002:293; Neumann 2000:277 ; Brink2006:152). In this study, the researcher used probes like, “please explain what you mean by…” and “please tell me more” etc. Probes are used when more clarity is required or elaboration, meaning or reasons (Holloway & Wheeler 2010:92). This is also referred to as ‘emergent probing’, where questions are asked in relation to what the interview brings up (Brod, Tesler & Christensen 2009: 1266).
· Summarizing the last statements of the participants was also done by the researcher to encourage more feedback from the participants.

Subsequent interviews resulted into the wording of the questions asked being continually modified as the researcher gained insights from previous interviews and whenever necessary.  Brod et.al. (2009: 1265) maintain that the interview process is an iterative one where one interview informs the next as new information is uncovered and subsequent interviews are used to explore issues raised in previous interviews. However, the researcher took care not to lose sight of the aim and purpose of the study.

With the explicit and informed consent of the participants, a tape recorder was used to record the interviews. A high quality audio- tape recorder with a built in microphone and tapes were used. The tape recorder allowed the researcher to capture all the information without having to rely solely on memory. This ensured that a record of the interview was available and the tapes could later be transcribed for analysis(de Vos et.al. 2002:304). 

The interviews were conducted initially 2007 and were repeated in 2010 to ensure that the data were current and relevant in line with the objectives of the study. The interviews ranged in length from 50 to 60 minutes in length. In total, nine (9) participants were interviewed. The interviews were conducted in the offices of the participants at a pre-arranged time. Only one participant was interviewed in a departmental boardroom for the sake of convenience. In all the cases the venues provided comfort, privacy, adequate lighting, freedom from noise and other distracters. During the interview the researcher maintained eye contact, showed genuine interest and listened actively.

The researcher was mindful of her role as the main data collection instrument. The researcher showed sensitivity and respect to each individual participant. 

The researcher made an effort to foster a relationship that was based on mutual respect and equality. The researcher also empowered the participants by listening attentively to their perspectives (Holloway & Wheeler 2010:97).

3.5.3 Observation

This was another data collection method that was used in this study, where the researcher reports on what he or she sees, hears, smells, touches and/or tastes in the environment. Information collected from the process of observation is objective in that it is factual and usually supports that which was collected in the interview. In this study, the researcher noted everything she observed, especially during the interviewing process. Observations are added to the field notes and this translates into data.


3.5.4	Field Notes

In addition to recording the interviews, data were generated through the use of field notes. The researcher made field notes during and after the interviews. Field notes are a written account of the things the researcher hears, sees or experiences and thinks about during the course of interviewing. They are notes or notations made by the researcher which may describe observations, assumptions about what is being heard or observed or a personal narrative about what is felt by the researcher during a particular encounter. This exercise is regarded as an interpretive attempt at attaching meaning (Creswell 2009: 183; de Vos et.al. 2002:304; Streubert & Carpenter 2003:33). 

Taking field notes immediately after each interview allowed the researcher to conceptualize the data. This complemented the data obtained in the interviews and helped to validate the recorded information. The field notes became valuable to the researcher during the subsequent transcription of the audiotapes. 




3.5.5	Review of Documents

In this study, review of all the documents related to the education and teaching of human rights was undertaken in all the identified departments. According to Miller &Alvarado (2005:350) researchers must purposefully select the most information rich and appropriate sources in relation to the goals of the study. In line with the purpose of 

the study the documents reviewed included the following:
· Directives from the accreditation bodies, i.e. the HPCSA and the SANC of the respective learning programmes regarding human rights education
· Study guides in order to determine the nature of human rights education in the various programmes
· Notes textbooks or hand-outs in order to determine the resources available to the students regarding human rights education
· Tests or question papers and assignments in order to determine the nature of the assessment regarding human rights education. 

This was done in relation to realizing some of the objectives of the study which are to:
· discover what constitutes human rights education and training in the health professions
· Determine what is being taught in the health professions learning programmes regarding human rights education. (See Annexure C: Document Review Protocol).

3.6  DATA  ANALYSIS

Data analysis is the systematic organization and synthesis of research data for the purpose of giving structure to and eliciting meaning from data collected(Burns & Grove 2009:41;Brink 2006:170; Fossey, Harvey, McDermott &Davidson 2002:728 ; Polit & Beck 2008:397).

In qualitative research, there is a mass of data that is collected and data analysis relates to the process of bringing order, structure and meaning to the masses of collected data to transform them to meaningful research results (de Vos et al. 2003:333 ; Le Compte 200:146).

According to Thorne (2000:70) the following are key features of data analysis in qualitative studies regardless of the approach adopted. These include comprehending, synthesizing, theorizing and re-contextualising.

After each interview, the researcher listened to the tapes many times and transcribed each one of them verbatim. The researcher listened to each taped interview several times before the actual transcription could begin. Each transcript was first written by hand, thereafter it was typed by the researcher. During each transcription period, the researcher observed and applied the relevant rules of transcription cited by Mchellan, Macqueen & Neiding (2003:65) which include the following:

· preserve the morphologic naturalness of transcription by keeping word forms and punctuations as close as possible to speech presentation
· preserve the naturalness of the transcript structure
· the transcript should be an exact reproduction i.e. verbatim.

The transcription process helped to immerse the researcher in the data and allowed the researcher to think about what the interviewees were saying and how they were saying it. Immersion in the data is an important first step in data analysis as it enhances comprehension of the data (Bradley, Curry & Devers 2007:1761).

Each transcript which had been numbered according to the sequence of the interviews, as transcript 1 to 9, was read and re-read whilst listening to the tape in order to ensure accuracy of the transcribed tape. This also ensured the reliability of the transcription (Terre Blanche et. al. 2006:302). The researcher analysed the data and translated the participant’s responses into meaningful descriptions (de Vos et.al. 2002:340). 

In an effort to realize the key features, data were systematically analysed using Tesch’s (1990) methods of data analysis as described in Creswell (2003:192-193). Due to the size of data collected, and in keeping with qualitative research methods, data analysis was done simultaneously with data collection. Tesch (1990) describes eight steps in the analysis of qualitative data as follows:
· Reading through all the transcripts carefully to get a sense of the whole
· Selecting one transcript which is the most interesting or one that is short. Reading it through and asking oneself, “What is it about?” Jotting down  thoughts on the margins;
· Making a list of all the topics. Clustering all the topics and arranging them into columns that might be identified  as major categories and unique topics
· Taking the list back and abbreviating the topics as codes and writing the codes next to the appropriate segment and then observe the organization of the data to check if new categories or codes emerge;
· Finding the wording that best describes each topic and then turning them into categories. Lines are then drawn between categories to demonstrate their interrelationship.
· Making a final decision on a specific abbreviation for each category, and arranging the codes alphabetically;
· Gathering all the data material belonging to each category in one place and undertaking a preliminary analysis;
· Recoding the existing data if necessary.

The data analysis was undertaken according to the steps above. After the coding of the data, they were organized into categories and subcategories supported by meaning units. Categories and subcategories that were similar were grouped together to form themes. 

An independent coder who is well versed with qualitative research methods was given the protocol to check the data analysis according to Techs’ (1990) method where a consensus discussion took place. This process will be discussed in detail in Chapter 4.

3.7  MEASURES TO ENSURE TRUSTWORTHINESS

Validity and reliability were established by utilizing Guba’s Model of Trustworthiness as described by Lincoln & Guba (1985:290).Trustworthiness is the ability of a study to persuade the researcher and the audience that the findings are worth paying attention to and worth taking account of (Lincoln & Guba 1985:290).
 
Trustworthiness is said to exist if the findings of the study accurately reflect the perception of the participants and not that of the researcher (LoBiondo-Wood & Haber 2010:128; Polit &Beck 2008:537 and Streubert Speziale & Carpenter 2003:38; Shelton 2004:63).

Establishing trustworthiness increases the reader’s confidence that the findings are worthy of attention (Curtin & Fossey 2007:89). Brookes (2007: 2) observes that the question is no longer 

To ensure trustworthiness of this study, the researcher made use of Guba’s model as described by Lincoln & Guba (1985: 112); Krefting (1990:214); Miles& Huberman (1994:277); de Vos et al. (2002:351); Rolfe (2006:305) and Shenton  (2004:73). 

This model provides four criteria against which trustworthiness can be established, thus   ascertaining rigour in qualitative studies. They are:
· Truth value using the strategies of credibility
· Applicability using the strategies of transferability
· Consistency using the strategies of dependability
· Neutrality using the strategies of confirmability

This model was used because it is well developed conceptually and has been used by qualitative researchers, especially nurses and educators for a number of years (Krefting 1990:215).


3.7.1 Credibility

Truth value determines whether the findings are true to the participants and the readers. It asks whether the researcher has established confidence in the truth of the findings, based on the research design, informants and context. The goal of credibility is to show that the study was conducted in such a way that the participants were accurately identified and described. Truth value is usually obtained from the citation of human experiences as they are lived by participants (Lincoln & Guba 1985:206; Krefting 1991:215,217; de Vos et al. 2002:351).

Credibility requires sufficient submersion of the researcher in the research setting to enable the recurrent patterns to be identified and verified. This extended period of time is beneficial because as rapport increases, the informants open up and may volunteer more information than they were willing to give in the beginning (Krefting 1991:217). 

The researcher being a lecturer in the same institution was always available to the participants and paid regular visits to the identified departments to establish rapport.

Credibility was addressed though a detailed description of the participants, as well the study setting. Several other strategies were used to facilitate credibility of the findings in this study. They include prolonged engagement, triangulation, member checking, reflexivity and clarification of research bias and literature control.

3.7.1.1	 Prolonged engagement

According to Lincoln & Guba (1985:301,302) prolonged engagement is when the researcher spends an extended period of time during data collection with the informants and engaging in the data during data analysis. During this time rapport and trust are built   and this allows the researcher to check perspectives and allows the informants to become accustomed to the researcher. 

In this study, there was a prolonged interaction with participants during the data collection phase. After each interview the researcher immersed herself in the data by listening to the tapes repeatedly during the verbatim transcription of the audiotapes. The researcher typed the transcripts herself and read them many times during data analysis. Thus the researcher was familiar and comfortable with the data collected.

3.7.1.2 Triangulation

Triangulation is the process by which the phenomenon or topic under study is examined from different perspectives (Holloway & Wheeler 2010:308). Both Burns & Grove (2009:230) and Holloway & Wheeler (2010:309) drawing on the work of Denzin (1989) report that there are several types of triangulation. Although Russell & Gregory (2003: 37) maintain that triangulation is a metaphor and does not mean literally three (3) or more information sources, the researcher nevertheless, made use of methodological triangulation, which makes use of different research methods in one study.

Krefting (1991:219) describes triangulation as a powerful strategy for enhancing the quality of the research particularly credibility. To enhance credibility in this study, data triangulation was used by collecting data from in-depth semi-structured interviews, observations, field notes and from selected documents.

3.7.1.3 Member checking 

Member checking or respondent validation is a technique whereby the researcher returns to the participants with the analytic categories, interpretations and conclusions to test their validity thus establishing their credibility (Lincoln & Guba, 1985:314; Shenton 2004:68; Long & Johnson 2000:3). Member checking decreases the chances of misrepresentation of data and provides the participants with the opportunity to correct errors, as well as to fill the gaps if any (Barbie & Mouton 2001:277; Charmaz 2006:111).

Member checking was achieved when the researcher returned to some participants to verify data. A follow-up was also done telephonically. Validation of data was also elicited from the informants during the in–depth interviews until no new data emerged, which is regarded as saturation.

3.7.1.4 Reflexivity and bracketing

The researcher should be aware of the influence of the investigator’s own background, perceptions and interests on the qualitative research process. The researcher should recognize the need to incorporate the researcher’s subjective values, feelings and attitudes into the findings (Long & Johnson 2000:32; Starks & Trinidad 2007:1376).In qualitative studies, according to Cutliffe (2000:1478) and Holloway & Wheeler (2010:311), the researcher is part of the research, not separate from it; the researcher is a participant and not merely an observer. 

Reflexivity is needed to prevent researcher’s prior knowledge of the phenomenon to distort the perception of data(McGhee, Marland & Atkinson 2007: 334; Sandelwoski& Barroso 2002:216). There should be an on-going self-critique and self appraisal by the researcher throughout the study (Koch& Harrington 1998:882; Holloway & Wheeler 2010:311).

Bracketing is putting aside what is known about the experience under scrutiny and looking at the reality as it presents (Polit &Beck 2006: 228). Throughout the study, the researcher implemented bracketing by laying aside what was known about the phenomenon. Reflecting on the study and the processes helped the researcher to keep her bias in check, even though it could not be completely eliminated. According to Cohen & Crabtree (2008:333) a hallmark of good research is the understanding and reporting of relevant preconceptions through reflexive processing which is done by keeping a journal. Stark & Trinidad (2007: 1376) add that keeping of memos also facilitate the reflexive process and help establish an audit trail.

In this study, it became necessary for the researcher to reflect on her dual roles, both as a colleague and fellow lecturer in the same field of study under scrutiny. Reflexivity was enhanced by maintaining a field journal throughout the research process. 

3.7.1.5 Clarification of the researcher’s bias

The field journal was also used by the researcher to write thoughts, feelings, ideas, questions, problems and frustrations concerning the research process. This clarification of thoughts and feelings enabled the researcher to become aware of biases as well as her own preconceived ideas. The researcher is an educator seeking to gain knowledge into teaching human rights to students in the health care profession.

The researcher believes in life-long learning and sees human rights education as a way to enhance a rights –based approach to health care delivery. The researcher also acknowledges that human rights education is a new and challenging phenomenon at ULMC.
3.7.1.6 Literature Control

The place of a literature review in qualitative research studies is subject to debate in the literature. Streubert Speziale & Carpenter (2003:70) assert that literature review in qualitative studies should be done after data analysis in order to place the findings in context. 

The researcher reviewed studies and other literature to support or refute the findings. Holloway & Wheeler (2010:37) advise that previous authors should be treated as ‘experts’ or authorities in the field. This continued engagement with the literature enhanced the credibility of the study. 

3.7.2Transferability

Transferability means the extent to which the findings of this study can be applied to other contexts or settings (Krefting 1991:216; Miles & Huberman 1994:279). Chiovitti & Piran (2003:433) refer to transferability as ‘fittingness for purpose’ and this pertains to the probability that the research findings have meanings to others in similar situations.

It is the reader’s decision whether or not the findings of a study are transferable to another context, and not primarily the researchers (Lincoln & Guba 1985:302). However, researchers have to facilitate this decision by providing a detailed, thick or dense description of the research methodology and research findings (Graneheim & Lundman 2004:111; Fossey et al 2002:730).  The authors refer to the detailed record as an ‘audit trail’. To meet this criterion, the strategy of a dense and detailed description of the methodology followed was used.

3.7.2.1 Dense description

According to Polit & Beck (2008:539) a dense or thick description allows others to assess the transferability of the findings of a study. Thick or dense description also allows for the reader’s evaluation of quality. Readers of the research should be able to follow the research trail and come to the same conclusions as the researcher (Holloway & Wheeler 2010: 310). In this study, following   the advice of Cutliffe & McKenna ( 2004) the researcher has provided an audit trail in the form of clear and relevant descriptions of the theoretical framework that was followed as well as all the research procedures.  The unstructured interviews were conducted in the natural settings to allow for a free and unhindered communication. This ensured that maximum information was uncovered from the participants.

The assertion here is that a thick description and documentation of the research process and the findings has been adequately done to enable the reader to clearly follow what was done (Curtin & Fossey 2007:90).  

According to this researcher, this will allow readers of this study and other researchers to make judgments on the transferability of the findings to other similar contexts. The research methodology has also been described in detail and an audit trail has been established.



3.7.3 Dependability

This criterion relates to the consistency of the findings (Krefting1991:221). The main issue here is whether the process of the study was consistent. Miles & Huberman (1994:278) refer to this as quality control and ask whether things have been done with reasonable care.

The study must show that if it were to be repeated under similar situations or context, it will produce similar results (Polit &Beck 2008:539).This study was also subjected to review by a colleague who is an expert in qualitative research methods.  Audit trails of all the audiotapes, transcriptions, and field notes were done. According to Streubert Speziale & Carpenter (2003:347) as well as Shenton (2004:71), one cannot achieve credibility without dependability. As stated above, this criterion was thus met.


3.7.4 Confirmability

According to Lincoln & Guba (1985:320), neutrality refers to the extent to which the findings are a function solely of the informants and conditions of the research and not of other biases, motivations or perspectives, especially of the researcher (Krefting 1991:216). The strategy of confirmability also guarantees that the findings, conclusions and recommendations are supported by the data and that there is correlation or congruence in the researcher’s interpretation and the actual evidence (Brink 2006:119: Wolf 2003:2).

In this study, objectivity was maintained throughout the research process. The actual evidence in this study includes the transcribed interviews, field notes of observations and participation with the informants and document analysis.  Details and data analysis will be provided in Chapter 4.

The findings and conclusions adhere to the findings and achieve the aim of the study and not the researcher’s assumptions and pre-conceptions (Holloway & Wheeler 2010:303).

3.8 ETHICAL CONSIDERATIONS

In order to ensure ethical rigour throughout the study, the researcher was guided by the three fundamental ethical principles relevant to research which include; respect for persons, beneficence and justice. These ethical principles underpin the protection of human rights of the participants and they include the rights to self-determination, to privacy, to anonymity and confidentiality and to fair treatment (Brink 2006:31).

3.8.1	Permission to conduct the study

A clearance certificate was granted by the Research, Ethics and Publications Committee (REPC) at the ULMC to conduct the study.(See Annexure A).It is important to seek the approval in order to gain entry into a research setting (Creswell 2003:184; Silverman 2006:81). 

3.8.2 Justice

This principle of justice implies that the participants have a right to fair selection and treatment. The subjects must be selected solely because they fit in with the study problem and not for their availability, compromised position, manipulability or friendship with the researcher(Brink 2006:33; Burns & Grove 2009;188).

The sample for this study included persons who met the considered inclusion criteria and were all willing to participate in the study. The sampling technique and criteria for inclusion have been described previously.



3.8.3	Respect of persons

Individuals are autonomous beings and therefore have a right to self-determination and are capable of controlling their own destiny. To ensure that this right was upheld, the researcher had to inform the subjects about the study, allow them freedom of choice whether to participate or not without coercion or intimidation, and allow them to withdraw anytime without fear of penalties or reprisals (Brink 2006:32; Burns & Grove 2009:188).

All the participants were given adequate information about the study, the data collection methods and the use of an audiotape during interviews. They were assured of privacy and anonymity. None would be identified by name or department, and the tapes’ transcripts would only be available to the researcher, coder and the promoter. They were never coerced to participate and were assured of their freedom to terminate their participation any time during the study without fear of any penalty. All the participants were to sign an informed consent which was not binding.  (See Annexure B).


3.8.4 Right to confidentiality and anonymity

The right to confidentiality and anonymity were also observed in this study. Anonymity exists when data cannot be linked to a subject’s identity. Whereas confidentiality is maintained when the researcher adequately manages private information shared by a subject (Burns & Grove 2009:188). The informed consent indicated that the findings of the study would be made available in a report in the form of a thesis, as well as a publication in research journal, so the participants somewhat waived the right to confidentiality. However, no one would be linked by name or any other identity to the report.

 In giving the assurance regarding  confidentiality and anonymity to the participants as indicated above, the researcher was cognisant of the legislative framework that underpin such an undertaking.  Access to health records and other types   records, are governed by the Constitution, Promotion to Access to Information Act, 2000 and the National Health Act, 2003. Only authorised people, who will be controlled by the information officers in public places and heads of private bodies, may have access to such information. Thus the right to confidentiality and privacy is duly protected (McQuoid-Mason& Dada 2009: 5).

3.9 CONCLUSION

This chapter described the research design and methods followed in this study. Methods to establish and enhance trustworthiness were also described as well efforts to ensure ethical rigour in this study. In the next chapter, Chapter 4 will provide the data analysis, presentation of the findings as well as the literature control. 




















CHAPTER 4
DATA  ANALYSIS AND INTERPRETATION


4.1	INTRODUCTION

A description of the research methodology followed in this study was provided in Chapter 3. In this chapter, the data obtained from the interviews and the documents that were reviewed will be analysed and presented in the form of categories, subcategories and themes.

4.2	 DATA  ANALYSIS

As indicated previously, data analysis refers to the systematic organization and synthesis of research data for the purpose of giving structure to and eliciting meaning from the data collected(Burns& Grove 2009:43; Brink 2006:170; Polit & Beck 2006:498).

The tape recorded interviews were transcribed verbatim and the transcripts were coded in an open descriptive way using Tesch’s method as described in Creswell (2003:192). This process was described in detail in Chapter 3. Developing patterns of concepts were identified and grouped into categories and these were used to structure a protocol for data analysis.

An independent coder with extensive experience in qualitative research methods was given the transcribed data as well as the protocol for data analysis. The independent coder was meticulous in coding the data, finding items that resembled one another and were relevant to the research questions. The researcher and the independent coder met to discuss the data analysis and reached a consensus on the main categories, sub categories and themes identified in the transcripts. 


4.3 Findings and literature control: Human Rights Education and 
Teaching in the Health Professions
First a profile of the participant is provided. That will be followed by the findings from the interviews and the review of documents.

4.3.1 	Profile of the participants

All the participants were female, and the majority of them (66,6%) were above the age of forty(40). Their ages ranged from thirty (30) to sixty (60). They were all lecturers at ULMC for more than three (3) years and had also been teaching ethics and/or human rights in their respective programmes for three years or more. Only one was teaching ethics in two different programmes.

Only one (1) participant had some formal training in human rights education in the form of a two week short course at another institution. Therefore, the majority of the participants had no formal training in human rights education. Iacopino (2002) observes about studies regarding human rights that educators in the health professions are committed and have a special interest in the subject, even though they might not have the support of their Deans. The latter is true about this study in that the majority of the participants are not formally trained to teach human rights but they are willing to teach the students.

Chin (2010:15) reports that in a study to explore the beliefs of educators regarding human rights education, it was noted that there were no professional standards for facilitators in human rights education and this suggested that there may be an uneven development of individuals who practice facilitation in human rights education. A demographic profile of the participants in the present study is presented in Table 4.1.




Table 4.1: Demographic profile of the participants (N=9)
	CRITERION
	CHARACTERISTIC
	FREQUENCY
	PERCENTAGE

	Age
	30-35
36-40
41-45
46-50
51-55
56-60
	2
1
1
2
1
2
	22%
11%
11%
22%
11%
22%

	 Gender
	Male
Female
	0
9
	0%
100%

	Formal training in human rights education
	
	
1
	
11%

	Teaching ethics and or human rights
	
	
9
	
100%

	Teaching ethics and or human rights across other disciplines
	
	
1
	
11%

	Length of period  of teaching ethics and or human rights
	3 -5 years
5-10 years
	8
1
	89%
11%




4.3.2 	Analysis and findings from the interviews

Three (3) major categories were identified from the data. The identified categories and subcategories are reflected in Table 4.2. Themes were also identified and developed from the data to substantiate each category (LeCompte 2000:148; Pope, Ziebland and Mays 2000:14). Verbatim quotes, which are highlighted in italics, were used as narratives to tell the story of the study (Silverman 2006:164).Each category, subcategory and theme was discussed and substantiated by the literature as far as possible. This was done in order to identify the comparisons or contradictions regarding the categories with the literature (McGhee et.al. 2007:338).The categories and subcategories are depicted in table 4.2. below.
Table 4.2:	 Protocol for Data Analysis: Categories, Subcategories and Themes
	CATEGORY
	SUB-CATEGORY

	THEMES

	1. Empowering the empowerer, Process of empowerment

	· Empowerment
· 
	· Empowerment of students
· Empowerment of patients
· Facilitation of awareness of human rights
· Provides knowledge to students

	
	· The objective of empowerment

	· Sensitize students to human rights issues and discourse
· Guides the conduct of students and health professionals
· Respect for people
· Prevents human rights violations

	2. Generic and profession specific programme
	· Human rights and ethics


· Human rights content
· Human rights context
	· Human rights and ethics
· Multiple perspectives
· Human rights: national/ international
· History of the country
· History of the profession
· Poverty


	3. Approaches that   
facilitate awareness and application





	· Collaborative teaching

	· Teamwork
· Interdisciplinary / interprofessional

	
	· Benefits of collaborative teaching
	· Positive patient outcomes
· Benefits for students

	4. Teaching strategies
	· Strategies and tools


	· Interactive teaching strategies
· Other teaching strategies




4.3.2.1. Human  Rights Education (HRE) in the Health Professions

Lecturers in the health professions were asked what they understood by human rights education in their specific disciplines or programmes.

Table 4.3: The process of empowerment

	CATEGORY
	SUB-CATEGORY


	
Process of empowerment
	
· Empowerment
· The objectives of empowerment





4.3.2.1.1	Category 1: Process of empowerment

Participants viewed human rights education as a process of empowerment, the purpose of which was to ‘empower the empowered’.

4.3.2.1.1.1:	Subcategory: Empowerment

Empowerment was seen as an enabling process that was facilitated by human rights education. The lecturers had a duty to empower students, who become empowered themselves, in order to empower patients and communities. For empowerment to be realized, awareness and knowledge were considered to be key elements. The following statements were made to support this view:

Theme 1: Empowerment of students

“Empowers students with information related to human rights”
“When learners are empowered, they are able to empower communities.”
“Lectures empower students to empower the community.”
“Educators … need to empower students about the Patients’ Rights Charter.”

According to Espeland & Shanta (2001:342) empowerment is regarded as an essential tool in preparing nurses to become change agents in the rapidly changing health care environment. In addition, it also enhances autonomy and accountability for professional practice. This perspective is shared by Lohrenscheit (2004:177) who drew a similar conclusion from her study on human rights education as follows: “empowered subjects can participate in the transformation of society on the basis of human rights”.

Tibbits (2002:8) echoes this viewpoint by stating that human rights education has as its goal, personal empowerment and social change, thus making it an empowerment process. This is so because human rights education is unique when compared to other traditional educational programmes. HRE is an emerging area of practice that aspires to promote and protect human dignity and encourages trainers to involve learners in this empowerment process. McCarthy & Holbrook (2008: 3) maintains that empowerment of nurses will allow for greater access to resources, which will enable them to see beyond the bedside and there will be effective advocacy skills for patients and for the profession.  Advocacy is a requisite competence to be acquired by students in the health professions.

Equitas, the International Centre for Human Rights Education in Canada, maintains that the main aim of human rights education is empowerment in order to bring about social change. Ledwell, Andrusynszyn &Iwasiw (2006:79) note that empowering students is the focus of the latest humanistic educational professional curricula which have replaced the old behaviour- based curricula in nursing education 

Claude (nd) also supports participants’ view that HRE is an empowerment process because people and communities increase control or mastery of their own lives. 

With regards to students, the latter engage with communities for social transformation. Harvey (2004:1), in agreement with the above, also observes that empowerment of individuals leads to greater awareness and enables individuals to express themselves better and defend their own rights. According to McCarthy & Holbrook (2008: 4), empowerment relates to accountability and responsibility which lead to increased autonomy and control over nursing practice. This assertion is relevant to other practice related disciplines 

Theme 2: Empowerment of patients

Patients are by their very nature vulnerable and somewhat without power. One participant had this to say about the empowerment of patients:

“Patients will be empowered with knowledge about their rights … especially women’

This viewpoint is confirmed by Harvey (2004:2), who notes that in some societies, women and girls especially have less power. So to empower them is to tip the balance of power into their favour especially with regards to violence, sexually transmitted diseases and unwanted pregnancies.

A study by Chin (2010:26) on the beliefs of educators regarding human rights education (HRE) concluded that the purpose of HRE was to empower patients so as to allow them more freedom to make their own decisions. 

According to London (2004:16), the human rights activists who have worked with torture survivors have learnt that empowerment is the key to enabling the individuals to overcome the consequences of torture. He asserts that students in the health care programmes learning about advocacy need to recognize the importance of empowering the victims of torture.



Theme 3: Facilitation of awareness of human rights

To be aware is to have knowledge or to realize something (Oxford Dictionary: 2007). In support of this view the participants expressed themselves as follows:

“Human rights education makes our students to be aware of issues relating to human rights issues”

“Not just knowledge, I think we need to practice and create awareness”.
“People have to be aware that they are human beings with rights”

The last verbatim statement mentioned above, adds a further dimension of the human worth of a human being, and not only about the rights. This quality regarding the human worth which is emphasized by human rights is confirmed by the literature (Haigh 2002:166; Ife 2001:12; Teeple 2005:24). 

In education generally, the first logical step in acquiring new knowledge and skills is through awareness. This is supported by Chin (2010:26), who states that one of the objectives for human rights education is to create awareness about human rights. In the same study, it was found that most students had little or no knowledge of human rights. One participant captured this assertion as follows: 

“People should know about their rights especially the rights of patients … because half the time, even our students are not aware of the rights of patients”. 

This view is supported by Mubangazi (2005:32) who asserts that public awareness regarding human rights in South Africa is lacking, especially among the poorer members of the society. Iacopino (2002:7), on the other hand, calls on the students and health professionals alike to raise awareness about human rights issues.



Theme 4:Provides knowledge to students

‘Knowledge is power‘. The empowering process of human rights education facilitates knowledge to the students. In support of this view, the following statements were made:

“Students are equipped with knowledge of the principles underpinning human rights.”
“They are equipped with knowledge that transgressions of those rights violate the integrity of health care ethics.”

According to Tibbits (2002:9), the main focus of human rights education is to transmit knowledge of human rights issues and to foster integration into public values. She maintains that human rights education can enhance a sense of social responsibility. Students that are exposed to human rights education will be in a better position to integrate human rights values into their professional careers.

Andreopoulos (2002:243) asserts that human rights education provides knowledge which is a precondition for democratization and respect for human rights. This knowledge then transforms the individual from being a passive recipient to becoming a potential agenda setter.

The knowledge indicated above is one that Chinn & Kramer (2008) refer to as emancipatory knowledge in nursing education. This kind of knowing call for students to notice injustices in a social order, critically examine them, and identify social and structural changes that are required to correct them.

4.3.2.1.2 Subcategory: Objectives of empowerment

Through the process of empowerment, human rights education can reach certain educational objectives. The following statements were made to support this viewpoint:



Theme 1: Sensitize students to human rights issues and discourse

One participant expressed this viewpoint as follows:

“It [human rights] sensitizes our students to debates that are going around.”

Another participant had this to say:
“There are different ethical views, different schools of thought…and the debate is controversial.”

This theme is consistent with the assertions of several researchers. When people are not sensitized, social justice is compromised, human suffering escalates. To this effect, health professionals should enhance consciousness among the relevant stakeholders. 

Knowledge of human rights will sensitize people towards human rights issues and the related accountability. People should not be afraid to take a moral stand towards injustice and suffering (Andreopoulos 2002:243; Rodriguez-Garcia & Akhter 2000:2).

Ngwena (2000:26) debates the fundamental right of “access to health care” with specific reference to South Africa. He poses the question: Is access to health care enough? He debates this issue by pointing out that there are obstacles that threaten this right and they include the country’s pervasive poverty, gross income disparities and the extremely high burden of disease. Such questions enhance discourse among students in human rights education and this is necessary for social transformation. In this way students are introduced to social justice issues, which are about inequalities to, for example, resources regarding health care. Fitzpatrick (2003)  noting the religious origins of nursing which has as its core respect for human dignity and welfare,  laments the fact that nursing curricula seem to be silent on human rights and social justice. She asks the question: “Where did we leave the path?”

Rosenblum (2002:7) adds his perspective by observing that in South Africa, there is tension between individual rights and group rights. These are brought about by the discourses of conservation and transformation in human rights, where the former relates to the group rights of those who want to maintain what they always had, and the latter relates to the individual rights of those who desire change in order to acquire those rights. From this perspective, the researcher proposes that students engaged in a debate such as this one may understand the transformational nature of, for example, the Batho Pele Principles (South Africa 1997).

Theme 2: Guides the conduct of students and health professionals

The participants indicated that human rights education guides the conduct of students in order to handle human rights issues. 

“Human rights guide students on how they should conduct themselves in the professional setting.”

“Human rights guide the conduct of students and health professionals.”

One participant expanded on the above and stated that:

“Human rights education provides the guidelines that are aligned to the South African Constitution.”
“… They are aligned to the patients’ rights.”

Another participant said:

“Education in ethics is not just giving knowledge; it is the empowerment of students to integrate this into their professional and personal development.”

The following was added by the same participant in emphasising the above statement:

“In order for us to learn and be able to teach others about human rights, we have to own THEM, to KNOW them, IDENTIFY with them … and to PRACTICE them.”

Theme 3: Respect for people

Respect for people or individuals and their human worth or dignity is an intrinsic value in the health professions.

The participants expressed this view as follows:

“Human rights education in the health professions must equip the learners with respect for the health care users.”

“Human rights education equips learners with respect for their rights …and to respect patients’ right to refuse treatment and the need for a second opinion.”

“Treat and assess those patients with respect.”

In a study by Lohrenscheit (2002:175) on human rights education, she highlighted the fact that the aim of human rights education is to raise the consciousness of and to promote the respect of human rights as outlined in the Universal Declaration of Human Rights (UDHR). The latter assertion is further supported by the literature (Jones1992:2; Rosemann 2003).

London (2004:17) cautions the institutions that train health professionals to ensure that the graduates are equipped to respect people and the complete spectrum of human rights which must become an everyday part of their practice. Haigh (2002:167)also reports that there is increasing evidence that respect for human rights independently and decisively influences health.

Theme 4: Prevent human rights violations

Being empowered with knowledge will enable the student or health professional to apply that knowledge to prevent human rights violations in the health care setting.
Participants had this to say:

“…They [students] will prevent human rights violations”
“Conduct ethical research”
“Apply human rights in the health setting”

According to Tibbits &Rehman (2003:1), human rights education is not an end in itself but a means of transformation and a mechanism to address abuses. One of the core competencies for human rights education programmes is the recognition and prevention of violations, including their root causes and consequences. Human rights violations occur when the fundamental rights of people are not respected. This may be as a result of the unethical or unprofessional behaviour of a health professional, unethical research or even torture.

Human rights violations have adverse consequences for health, which may be physical, psychological, emotional and of a psychiatric nature (Haigh 2002:167; Johnston, Allotey, Mulholland Markovic& 2009:1; Kagee 2003:628; Leaning, 2001:1436; McCullough-Zander & Larson 2004:57; Stein, Williams, Jackson, Seedat, Myer,Herman & Williams2009:393).

A study by Karimer, Stein, Mbanga & Zungu – Dirwayi (2001:376) which was conducted on some participants who had  testified at the TRC about human rights violations, found  human rights violations not only affects the victims, but that  it also affects family members and friends as well. They add a perspective that human rights violations are much more pervasive than what was initially believed. The study concluded that most of the participants who testified suffered from post traumatic syndrome. Knowledge by students about the role of human rights and about such cases will empower them to help prevent such occurrences.

Researchers agree that ignorance about human rights issues allows the health professionals to be drawn into unacceptable practices. The advocacy role of the health professionals requires knowledge and awareness of human rights. They maintain that human rights education will ensure abstention from participating in any behaviour which demeans human rights and the ethical core of all the health professions (Justo 2006:2; Leaning 2007:1436; Ozdemir, Ergonen & Onder 2009:763).

Preventing human rights violations also means bearing witness to the abuses when they occur and reporting them to the authorities, instead of becoming complicit by keeping quiet. Prevention in this case will be after the violation has occurred, but it will be a deterrent for the future (Lifton 2004:415; Lukhozi 2009:68; Orbinsky et.al. 2007:698).

The view that students empowered with human rights education will be able to prevent human rights violations finds resonance with clinical realities in the health sector. The participants’ viewpoint is well placed. The Truth and Reconciliation Commission (TRC) found that there were human rights violations in the health sector, largely as a result of discrimination on the basis of colour. However, in post-apartheid South Africa, human rights violations are still rife.

Kganakga (2003) reported that people living with AIDS (PLWA) are being stigmatised and discriminated against by health workers and nurses at the clinics and hospitals. Another study by a team of nurses from five (5) African countries covering South Africa, Botswana, Lesotho, Swaziland and Tanzania, also found stigma to be a problem for PLWA(Kohi, Makoae, Chirwa, Holzemer, Phetlhu, Uys, Naidoo, & Dlamini & Greeff 2006:412). Similar findings of discriminating against PLWA by health professionals, were also reported in Nigeria (Reis, Heisler, Amowitz, Moreland, Mafeni, Anyamele & Iacopino 2005:748)

4.3.2.2 CATEGORY 2: Generic and Profession Specific Aspects

In response to a question on what important aspects should be included in a human rights education programme, the participants stated that generic aspects should be included which are common to all the health professions, as well as those that are peculiar or specific to certain disciplines.
Table 4.4: Generic and profession specific programme
	CATEGORY
	SUBCATEGORY


	Generic and profession specific programme
	· Human rights and ethics together
· Human rights content
· Human rights context





4.3.2.2.1Subcategory: Human rights and ethics together

Although expressed in different ways, most participants viewed human rights and ethics as being related and should both be included in a human rights education programme.

Theme 1: Human rights and ethics

“Human rights and ethics inter-marry”
“So far… In my department, they just say Mchana, teach ethics. It is never said what parts of ethics I should teach. I think what they meant is I should actually teach human rights!”

“When using human rights, we will be able to solve that ethical dilemma.”
“We have a common ethics.”

Core professional ethical principles…many professions have a code of ethics” 
“Make a connection between human rights and ethics…Autonomy; people have a right to choose what they want”

“Human rights are the foundation for ethical decision making.”
“Teach the distinctness as well as the interrelatedness of ethics and human rights.”

The commonly held perspective is that ethics and human rights can be combined in the same module in a human rights education programme. There seems to be a general consensus in the literature that although the two are distinct from each other, they complement each other. Although ethical principles like beneficence, non-maleficence, confidentiality, autonomy and justice, are codes of conduct that regulate the patient health professional relationship, This bioethical framework can be used to reflect on human rights ( Dhai & McQuoid-Mason 2011: 38).

 Human rights on the other hand are social claims and values that promote health and respect for human dignity. Human rights and ethics are not necessarily in conflict, there is a synergy between the two, and the weaknesses identified in each one can be strengthened by the other. The important thing is that they should be engaged in the context of health and human rights (Easley & Allen 2007:371; Emili & Steen 2002: 1923; Ganguli 2008:102; Iacopino 2002:9; Johnstone et al; Leaning 2007:1435; Nixon and Forman 2008; Slomka, DesVignes-Kindrick & Lloyd 2008:30).

The views of the participants of combining ethics and human rights are supported and  succinctly expressed by Halsegrave (2006:20), who asserts that human rights operates as a subset of ethics and ethics as an application of human rights to the field of medicine and health. The close relationship between ethics and human rights is evident. Bateman (2006: 1149) refers to this relationship as the “indivisibility of ethics and human rights”. Dhai and McQuoid-Mason (2011:38) also make a strong case for ethics and human rights. The authors state that the bioethical principles of autonomy, beneficence, non-maleficence and justice provide a useful framework for reflecting on aspects of human rights instruments. 

The views of the participants are also supported from another slightly different perspective. The position held in the literature is that human rights should be included in an existing module of ethics and law (Chamberlain 2001:219; Cotter et al. 2009:2; Hariharan, Jannalagadda, Walrond & Mosley 2006:30;Kersaw, 2005:459; Moodley 2007:674; Williams 2000:3). Whilst lamenting the continued exclusion of human rights in the teaching of medical ethics and law, the authors assert that, in fact incorporating human rights into the curriculum would add value to the traditional ethics and law teaching to students (Fitchett, Ferran, and Footer & Ahmed 2011:3).

In a study conducted at the Oxford Brooke University in the School of Health and Social care, regarding the identification of core topics for health care topics, Aveyard (2003:2) cautions that students who do not encounter shared clinical ethical difficulties may find it difficult to contextualise the content. Although she argues that it is naïve to expect students to discuss confidentiality in relation to occupational therapy and relate these principles to mental health, she also acknowledges that some topics in ethics may be relevant across al professional fields. 

Human rights and ethics can be combined in a course because for other academics, it is impossible to consider rights in isolation from their roots in social justice and as a set of ethical values (Haigh & Haigh 2007:608). This view is shared by Gruskin & Dickens (2006: 1905) who assert that human rights and ethics are closely linked, and one can appreciate the values of human rights in ethical principles.

Theme 2: Multiple perspectives

Participants also expressed diverse views in relation to the content in a human rights and ethics component as follows:

“Include ethics incorporating multi-cultural issues.”
“Students to act ethical such that you still have the UBUNTU in you”
“Include multicultural and religious perspectives.”
“This person comes to me saying he has been bewitched. So, how do I deal with this? First, remember that he comes from a culture that supports his belief of being bewitched. So, how do I deal with it in such a way that I give him a choice of going into therapy without disrespecting him?”

According to Andreopoulos (2002:240), human rights education has been identified by the UN as a unique strategy that can ensure a ‘universal culture of human rights’. Stacciarini (2002:346) adds that achieving cultural diversity is one the priorities of many schools of nursing. According to Bernstorff (2008: 918) the UNDHR all the rights expressed therein are universal, indivisible, interdependent and interrelated. The international community being global and taking human right into account, has to treat everybody fairly, in an equal manner, but should bear in mind the religious and cultural background of individuals. 


Early publications by nurse scholars in the twentieth (20th) century have also indicated the importance of culture congruent care, cultural sensitivity and competence (Downey, Benjamin &Solheim (1994) & Troskie (1998). The latter, Troskie (1998) , makes the point that ethical decision making should be made taking into account the cultural context of the situation, because the bioethical standards used in ethical decision making are based on the rights of patients who are human beings with diverse cultures. Lancellottti (228:180) adds that Leininger’s (2006) Culture Care Theory revolutionized nursing by showing that culture is an integral part of humanity. The researcher makes this observation here because the informants made a point about combining ethics and human rights together in human rights education.

According to Pacquiao (2008: 189) cultural competent care and culturally congruent actions place the universal principles of social justice and protection of human rights within cultural contexts of people’s lives and the environment in which they are situated Pitts (2002:14) adds that human rights principles have to relate to local cultures in order to bring about greater tolerance, equality and integrity, especially when dealing with for example, conflict.

Drevdahl (2001:285) also comments that multiculturalism is regarded as important in nursing education and some courses might even include diversity, cultural competence or trans-cultural nursing. Allen (2010: 314) adds that cross –cultural care and anti-racism are important to be taught to nurses as this will promote ethical and effective health systems. All these courses focus on the relationship of culture and health, including the issue of racism.

Law & Muir (2005: 149) provides another perspective by stating that health professionals need to respond to changing cultural, political and societal imperatives, including globalization. Across -cultural study by Giddings (2005) on difference and fairness in nursing provides the evidence that cultural stereotypes may result in health disparities and social injustice. Stacciarini (2002: 346) point out that achieving cultural diversity is one of the priorities in many nursing schools. The American Association of Colleges of Nursing (AACN) has adopted a framework for cultural competency in Baccalaureate Nursing Education. Cultural competence engenders respect for people in order to understand racial, ethnic minority groups, socioeconomically disadvantaged groups and rural populations   [people in rural areas tend to retain their cultural practices longer than urban people: my emphasis]. Accordingly, cultural competence helps one to understand perspectives of vulnerability and discrimination (AACN 2008).

Respect for cultural diversity is one of the fundamental freedoms or liberties. Section 30 and 31 of the Bill of Rights provides for the individual and group rights to culture and religion. The national motto of South Africa is ‘!ke e: / xarra // ke’ meaning: ” Unity in Diversity”(South Africa 1996).There is Constitutional support for the participants’ perspectives regarding cultural diversity in the ethics and human rights component.

‘Ubuntu’, is an African expression which means, ‘I am a person through other people’ or as expressed in Setswana “Motho ke motho ka batho”.  This expression is an ethical ideal among many cultures in South Africa.  In investigating the place of human rights values and cultural values in multicultural schools, Du Preez & Roux (2010:16) concluded that Ubuntu is a value that has culminated into a constitutional value.  Boaduo (2010: 132) adds that the concepts Ubuntu and Botho should be ingrained in the philosophy of the new education for dissemination to all citizens. Wood (2010:108) adds that new approaches to teaching and research require one to ‘live’ the values of Ubuntu and respect for diversity, and not to pay lip service to transformative values.

The former Minister of Education, Professor Kadar Asmal, said this at a conference on human rights and democracy in the curriculum:  “Ubuntu”, human dignity premised on a deep sense of humanism is the profound value of human recognition that arises as we discover our humanity, not in the abstract, but in on-going relations of reciprocal regard with other human beings” (Asmal 2004). Academics in higher education call for transformation and curriculum reform which will embrace diversity and engage difference (Cloete, Muller, Makgoba & Ekong 1997:123).

Mulaudzi, Mokoena &Troskie (2010:206) point out that Ubuntu, which is based on communalism, is based on African ethics. Issues like informed consent may not only involve the individual, but the community as well. 

Understandably, there might be challenges for a health professional to maintain confidentiality and privacy because sharing of information is central to communalism. So, it is important to consider cultural diversity in human rights education.  A study by Wadensten, Wenneberg, Silen, Tang &Ahlstrom (2008 : 755) on cross – cultural comparison of nurse’s ethical concerns between Swedish and Chinese nurses confirms that ethical issues and dilemmas are culturally diverse and universal.

Human rights approach to health care takes into account the social determinants of health. It has been established that certain behaviours or practices and their social and cultural context are directly related to health and disease (Haigh 2002:168).

4.3.2.2.2 Subcategory: Human rights content

The participants regarded certain human rights issues as important to be included in a human rights education programme.

Theme1: Human rights: national / international

Participants indicated their knowledge of human rights by making reference to national or international guidelines or instruments. They had this to say:
“The Constitution… I don’t think many people know it here on campus!”
“The Bill of Rights”
“Batho-Pele Principles”
“The Patients’ Rights Charter”
“Declaration of Helsinki”
“Health Laws”

The participants focussed on the key national instruments regarding the content of human rights. However, the landmark international instrument, the UDHR, was not mentioned. This is contrary to the findings of Chamberlain (2001:216) in the United Kingdom who found that educators in ethics and human rights mentioned that they would include the UDHR together with the national instruments.

The literature also goes beyond what the participants have mentioned.  The literature indicated that the content should include, for example, the rights of vulnerable people in a particular society e.g. children, women, and the handicapped, and reproductive health as a right and the issue of health as social justice (Iacopino 2002:16; Ten Have, Borovecki & Oreskovic 2005:374; Halsegrave 2006: 20).

4.3.2.2.3 Subcategory: Human rights context

Theme 1: History of the country 

Human rights education should take into account the context within which it occurs, taking into account historical perspectives. One participant said the following:

“Rights have to seen against the background of apartheid…it was like you were only entitled to some rights…”

The historic past of South Africa is well known and its rise to a fully democratic country in 1994 is fully documented and chronicled in many publications.  Human rights abuses have been associated with the laws on segregation or apartheid which had a negative impact on health and race relations in South Africa before 1994(Jones 1999:3; London 2004:4; Ewert, Baldwin-Ragaven &London 2011).

Boaduo (2010:129) taking into account the recent past of South Africa, calls on institutions of higher education to take a leading role to educate for ‘open consciousness and  to change the mind-sets of the past so that human rights and social justice should prevail.
The Constitution Act 108 of 1996, which embodies a new and revered Chapter in the contemporary history of South Africa, provides a transformational platform for a human rights education programme (South Africa 1996). Post 1994 and the apartheid era, violation of individual and group rights is still rife. The Constitution is still used as a standard to measure the promotion, protection and fulfilment of rights.

The landmark case of the government’s reluctance to provide Antiretroviral drugs (ARVs) to PLWA has been well documented and condemned nationally and internationally. The PLWA’s constitutional right to access health was denied. A nongovernmental organization Treatment Action Campaign successfully litigated the government through the Constitutional court to force it to provide ARVs to PLWA (London 2004:10).

The abovementioned case is a classical example of what Demenchonok (2009:273) refers to as the contemporary perspective of human rights which has a regulative stance for the possible critique of any state, including democratic one. In this case, human rights went a step further than just criticism. It took civil action in advocating for the rights of the PLWA.

The inclusion of history is also advanced by the Commonwealth Human Rights Unit (HRU). In their draft curriculum for commonwealth universities and law schools, they advocate the inclusion of the history, theory and ideology of human rights. The history should include a timeline of how the present evolved, how human rights were derived, and how did it happen by relating to specific incidents or events (Fatima 2006: 22).




Theme 2: History of specific professions

The history of specific professions was also seen as relevant by the participants regarding the context of human rights.
 One participant expressed that as follows:
“Nurses of old have been socialized to be subordinate…As nurses we need to express our freedom of speech”

Historical literature supports the view from the participant. Uys (1987:55) noted that nurses in South Africa were not assertive and were not politically active. The majority of them, over 90% were employed by the State; as a result nurses were reluctant to speak against their employer or against government policies even when they found them to be undesirable. Racism was one of those issues which made nurses across the racial divide uncomfortable, yet they kept quiet. Uys (1987) lamented the fact that nurses remained silent about the issue of racism even though it had made the country an outcast internationally and was enduring economic and cultural boycotts.

Schultheiss (2010)  in examining the historical perspectives of nursing in the Philippines, India and South Africa, maintains that historically, nurses from colonizing countries served as agents of the empire by helping establish and reinforce either American or European control in colonized countries. The history of nursing in the age of the age of empire is one that bears testimony to cultural chauvinism, devotion and generosity shaped by and often distorted by ideas of gendered and racial conventions and the inability to think beyond the bounds of imperialism.

Marks (1994) in her seminal work on the history of nursing in South Africa, highlights the issues regarding power, race relations between Black and white nurses. She provides several insights into the important aspects that have bearing on human rights issues today. She notes that revered nurse leaders like Sister Henrietta Stockdale had to grapple with British imperialism during her endeavours to establish nursing education in South Africa. Charlotte Searle, as well had to deal with the male dominated patriarchal system of apartheid. Both women had to contend with male dominance and sexism. Outwater; Abrahams & Campbell (2005: 137) add that racism and sexism were part of the apartheid ideology. Given the status of women in the society then, obedience and silent conformity were the results.

During the TRC hearings on the health sector, it became evident that during the apartheid era, health professionals in general, doctors, nurses etc. were not expected to question the status quo, those who dared to speak out were labelled as troublemakers, dissidents or even enemies of the state (Clow 1998:13; Lubanga 2009; SAAS nd).

However, in contrast to the above assertions, nurses had previously not remained silent in the wake of inequalities in health care which they had witnessed. D’Antonio (2009: 768) highlights how Black nurses in South Africa went on strike in 1949 at the Sulenkama Mission Hospital over inequalities that existed at the time at a place which many believed that being a hospital, was meant to be a benevolent institution. Lessons regarding human rights can be learnt from such historical events.

However, racism in health care and in the nursing profession, continue to exist and it is a challenge for nursing education. Studies in the United States, Canada and the United Kingdom provide diverse approaches in teaching about racism and multi-culturalism in nursing education. However, the need to include such in the curriculum is a converging point in all the studies (Nairn, Hardy, Parumal & Williams 2003:188-193).

Theme 3: Poverty

The setting for human rights should also take into account the socio-economic status of the client.

 One participant expressed this view as follows:

“For example, access to basic resources for survival, basic necessities, considering the type of clients that we have. We mostly deal with people from very disadvantaged backgrounds…communities, or having poor facilities with limited resources, you know, and how this impact[s], you know our societies and clients. Students should be aware of these issues” 

Inequalities in health care resources are often attributed to socio economic factors. 
Poverty in particular is regarded by many scholars as a factor that often leads to the violation of the fundamental right to health and this leads to human suffering (Orach 2009: 550).
Disadvantaged communities are often equated with poverty stricken backgrounds. This is a global human rights issue (Braveman & Gruskin 2003:540; Friedman 2006; Lie 2004:2; London 2005:3). For their part Brodsky & Day 92008: 189) assert that women are disproportionately poor worldwide, especially single mothers and    ‘unattached women’. This vulnerability to poverty impacts negatively on their human rights.

Poverty as a human rights issue as expressed by the participants, also find resonance with the arguments of Agostino (2005:69). Using the authority of the ICESCR, she asserts that everyone has the right to be free from fear and want when conditions are created whereby everyone enjoys his economic, social, cultural, civil and political rights. Conditions that facilitate these rights, combats poverty. 
Amnesty International (AI 2008) also recognizes poverty as a human rights issue which should not be allowed to rob people of enjoying all their fundamental human rights.  The UN encourages governments to mount poverty alleviation strategies and policies to help their citizens to attain the highest attainable standard of health care (Hunt 2006:604). The same UN has also called for ensuring availability, accessibility, acceptability and quality health care services. The underlying determinants of health care such as access to safe water and portable water, adequate sanitation, an adequate supply of safe food, nutrition and housing, as well as occupational and environmental conditions, have also been emphasised as rights in a rights-based approach to health care ( Gruskin, Bogecho & Ferguson 2010 :130).

Poverty as a human rights issue is well supported in literature, and thus should be included in a human rights education programme. This notion is echoed by Chinn (2007: 227) who commended nurse authors who published an article on “Health, Human Rights and Health “, especially in relation to health and healthcare inequalities worldwide. 

Poverty speaks to social justice issues, which is about fair allocation of resources. The literature suggests the curriculum in the health professions should enable students to understand that social justice goes beyond social volunteerism. Students should be constructive in ensuring safe access to clean water and air, healthcare, housing, education, health literacy, freedom from violence and poverty ( Kelly, Connor, Kun & Salmon 2008 :13; CAN 2009).  
Culley (2010: 299)calls on nurses and other health professionals to engender sociological ‘ gaze’ to encourage them to understand and question the social, economic and political systems which generate social inequalities in the material and cultural life , as these are the social determinants of health. From the literature it is clear that poverty relates to both human rights and social justice. 
The International Council of Nurses (ICN), in the annual celebration of the International Nurses Day (IND) has the declared the theme for the 2011 celebrations as “Closing the Gap – Increasing access and equity”. The human rights perspective is evident in the theme, especially with reference to meeting the right to health care. Poverty stricken communities in many parts of the world including South Africa, still do not enjoy this fundamental human right. There are still disparities in health care (ICN 2011).
 It is therefore imperative that students in the health care professions are made aware of such issues as poverty, and how they impact on health and human rights.



4.3.2.3   CATEGORY 3: APPROACHES THAT FACILITATE  AWARENESS
AND APPLICATION

Human rights education requires that specific approaches be applied that will facilitate awareness of human rights issues. Table 4.5 below depicts the categories regarding the approaches.



Table 4.5: Approaches that facilitate awareness and application of human 
Rights
	CATEGORY
	SUBCATEGORY


	Approaches that  lead to awareness and application of human rights

	· Collaborative teaching
· Benefits of collaborative teaching
· Interactive teaching strategies




4.3.2.3.1 Subcategory: Collaborative teaching

Collaboration came up frequently as a favoured approach for human rights education from the participants. The following themes were expressed.

Theme 1: Teamwork

Participants had to this to say about teamwork:

“We need to talk to one another, consult and learn from each how things are done”
“We can guide each other”
“Fragmented services are not much beneficial to our patients or services as teamwork is” 
“Look, management of a patient is a collaborative effort”
“If there is a way to come together, why not?”
“Group students together to expose them to the same content”
“I hear Pharmacy may have something like that, maybe we can tap into that”
“In this University, Psychology is done by everybody, why can’t Human Rights also be approached in the same way?”
“Group teaching in terms of different disciplines, collaboratively…”
“If we are taught together, same values, standards…”


One participant expressed her take on collaboration in this way:

“Health professionals are not eh…maybe experts in the field of human rights, so forms of collaboration or something like that …”

The literature supports this perspective. Studies have shown that students in the health professions who learn together tend to work together as teams. This is so because they learn to communicate better with one another, they understand their roles better, and mirror their future roles in a safe setting (Wakefield, Fuber, Boggis, Sutton & Cooke 2003:20; Reese 2010:2; Yesil 2009:73).

The observation that expertise is lacking in human rights education amongst the lecturers is supported by literature. Cotter et.al. (2009:4) found that lack of qualified instructors in human rights education was a barrier towards training students in that field. Halsegrave (2006:18) also supports the observation and suggests the use of visiting experts like lawyers, NGO’s and leaders experienced in human rights issues. However, Rico, Billings, Reyes, de Leon & de Bruyn (2006), note that incorporating human rights into the curricula will in fact increase the professors’ knowledge and skills regarding human rights. So the lack of expertise will in fact attract benefits for the   relevant academic staff in the health professions programmes.



Theme 2: Interdisciplinary / Interprofessional

In addition to collaboration as an ideal approach in teaching human rights, some participants said the following:

“I am all for interdisciplinary training and treatment”
“As a university we need a course that cuts across all disciplines”

Interdisciplinary approach to human rights education allows students to develop critical thinking skills and a willingness to question the status quo. They also learn to apply global theoretical principles to local issues. Examining human rights from only one perspective oversimplifies the complex nature the issue (Kraine & Nurse 2004:191; Steiner 2002:2). Oandasan & Reeves (2005b:40) decry the conventional way in which students from different disciplines are separated during training at university. Curran & Sharpe (2007: 1) refer to this relative isolation to one another as being educated in ‘silos’. The authors suggest that interprofessional education will facilitate a positive socialization regarding each other’s future role.

Interprofessional and interdisciplinary are often used interchangeably in the literature. Mitchell (2005:333) argues that they are all the variants of collaboration. Through interprofessional education, educators from different disciplines can come together and address common issues and as such teamwork and collaborative practice is enhanced (D’amour& Oandasan 2005:22; MacRae & Dyer 2005: 94; Hughes, Hemmingway & Smith 2005:14; & Petri 2010:73).These views are endorsed by the World Health Organization in its ‘Framework for Action on Interprofessional Education and Collaboration’ (WHO 2010: 13) 

The viewpoints of the participants are supported by international studies and literature regarding higher education institutions. Using a meta-synthesis of six(6) studies on interprofessional education, Reeves, Zwarenstein, Goldham, Barr, Freeth, Hammick & Koppel (2009: 2) found that interprofessional education (IPE) improved patient outcomes and satisfaction, the working  culture of health professionals, decreased errors as well as the improved skills and knowledge of health professionals. Horsburgh, Lamdin & Williamson (2001: 876) report similar on a study conducted amongst pharmacy, nursing and medical students. According to Coster, Norman, Murrels, Kitchen, Meerbeau, Sooboodoo & d’Avray 2008) interprofessional education also assists in preventing the formation of negative attitudes which may hamper future interprofessional collaboration.

Mitchell, Groves, Mitchell &Batkin (2010: 379) maintain IPE is a major way of introducing students in the health professions to teamwork and communication. They also report the multidisciplinary clinical team is the cornerstone of the new models in healthcare.  Zarezadeh, Pearson, & Dickinson (2009:4) add that IPE emerged out of a difficult period of “working together and learning together” which was marked by misunderstandings, negative stereotypes, role overlap, and failure in trust and communication. The authors used reflection to create awareness in three levels which include the personal, professional and interprofessional .Guided reflection on the three levels had positive educational outcomes in terms of roles, opportunities of learning with or from others.

The Schools of Health Sciences in some universities in the United Kingdom, Canada and Australia have adopted interprofessional collaboration in education as the preferred approach in their curricula. The Canadian Nurses Association has issued a Policy Statement in support of interprofessional collaboration which emphasizes six (6) principles that will facilitate effective collaboration among health professionals.  The principles are as follows:

· Focus on the patient /client: the needs of the individual patient / client must be the focus of health services. Health professionals work together to optimize health and wellness
· Population health approach : using demographic assessments to ensure relevance of health services and to identify the appropriate health professionals
· Quality care and services : health professionals engage in collaborative research studies to improve health
· Access: service delivery is accessible, at the right time and place, and is respectful of age, gender, culture, language, religion and lifestyle of patients / clients.
· Trust and respect : each profession brings its own set of knowledge and skills- the result of education, training and experience to collaborative services
· Communication : active listening and effective communication skills facilitate both information sharing and decision-making (Canadian Nurses Association 2005)

The position statement mentioned above, speak to human rights in relation to interprofessional collaboration with benefits to individual patients, groups and communities. It also addresses a sound and effective professional relationship amongst the health professions. 

4.3.2.3.2 Subcategory: Benefits of collaboration

The participants indicated that collaborative teaching in human rights has benefits for holistic patient care. 

Theme 1: Positive patient outcomes

One participant expressed this aspect this way:

“It will enable anyone to identify human rights abuses when they take place”

Collaboration has been reported to have positive impact on patient outcomes and patient safety. There is better understanding and communication among the different professional groups. Trust and respect is enhanced, with beneficial outcomes for the patient, including safety (McCallin 2005:1; Pumar Mendez, Armayor, Diaz Navalaz & Wakefield 2007:330; Martin, Ummenhofer, Manser& Spirig 2010:9).

Other reported benefits  for patients as a result of interprofessional and interdisciplinary collaboration  include reduced medical errors, improved patient and staff satisfaction, as well as improved attitudes (Pugno  2010:2; Olupeliyana, Hughes & Balasooriya 2009: 61; Watson 2005:2).

Iliadi (2010: 130) adds another perspective by stating that accountability is not compromised in any way through collaboration. All health professionals are aware of their own accountability even when in a group of other health professionals from other disciplines. She further adds that the knowledge and skills of health professionals when they collaborate synergistically influence the provided care and a more effective service provision and a satisfying work environment results.

Theme 2: Benefits for students

Some participants expressed the benefits to students as follows:
“Students from other disciplines will be able to learn from each other”

This perspective is well supported in the literature. Benefits for the patients are firstly realized through students as they are the future professionals. Firstly, they learn about each other’s roles in professional care.  A collaborative, interdisciplinary   approach in teaching human rights will assist students from various disciplines develop attitudes, values and skills required to work collaboratively and come to understand the role and scope of practice of various health professions ( Cooper, Carlisle, Gibbs & Watkins 2001 :228; McCallin 2005:1; Pugno 2010: 2).

Educational benefits for students also include the following:
· Students have real world experience and insight
· Staff from a range of professions provide input into programme development
· Students learn about the work of other practitioners (WHO 2010:170).

A myriad of other benefits for students are reported by Olenick, Allen & Smego (2010:80). Through IPE, learners: gain negotiation, leadership, teamwork, improved communication skills. They become better prepared and able to exchange knowledge and information, share decision- making, manage conflict, provide a better patient-centered  care through better understanding of respective roles, improved self-esteem, improved self-confidence  and  competence in practice. It also enhances personal growth and life long learning.

Bridges, Davidson, Odegard, Maki & Tomkowiak (2011), studied interprofessional curriculum models in three American Universities and concluded that, interprofessional education is a collaborative approach to develop healthcare students as future interprofessional team members. In addition, the following were found to be key elements common to all the models:
· Responsibility
· Accountability
· Coordination
· Communication
· Cooperation
· Assertiveness
· Autonomy
· Mutual trust
· Respect

The authors conclude that an interprofessional approach in the curriculum will ensure that students can experience, share, and practice these traits with each other. The researcher concurs with these assertions as all the above-mentioned traits are regarded as values necessary for individual professional growth in the health care professions. 

4.3.2.4.  Category: Teaching Strategies 

4.3.2.4.1. Strategies and tools
Teaching strategies and tools that facilitate awareness in human rights education were advanced by the participants. The following themes were derived.

Theme 1: Interactive teaching strategies

The participants indicated that when learning human rights, the students should be actively involved. Some participants expressed it this way:

“Not just knowledge, but create awareness through real life scenarios”
“Give them case studies and discuss”
“Lectures should be kept to a minimum, do group discussions and debates”
“Students should debate about things that are going around”
“Role play or drama can be used”
“Give them an ethical dilemma, because when you solve or resolve it, you always bring the rights into place”

Interactive teaching strategies were regarded by the participants as the most ideal for human rights education. Students need to be involved in discussions, debates, problem solving regarding human rights issues. Lecture method should be kept to a minimum. The findings are supported by the literature, especially case studies, small group discussions and problem-based learning(Chamberlain 2001:218; Iacopino 2002:16; Lohrenscheit  2002:178; Marlow, Spratt & Reilly 2007: 185;  Mennenga & Smyer 2010: 3; Oandasan &Reeves 2005a:27 & Omatseye 2008:2).

Olenick et.al. (2010:79) advance interactive teaching strategies especially suited for interprofessional education as suggested by the findings of this study. The advocated strategies include that simulation, role play and problem – based learning and small group discussion.

 

Theme 2: Other teaching strategies

Diverse other teaching strategies were advanced by the participants. One participant expressed her view this way:
“I think role modelling is good for socializing the students into the profession”
“Through the media”
“Field trips, whereby they engage with clients to get a feel of say, select a few rights which are applicable to the community …also having input …what it is like to interact with people
“Use the Human Rights Commission as a teaching tool”

Field trips and role modelling have also been advanced by the participants as the ideal teaching strategies in human rights education. Iacopino (2002:11) and Halsegrave (2006:19) both support the use of field trips. However the former warns of secondary trauma if for example, students are taken to a refugee camp to experience first hand the human rights issues at such a place. Some students might find the experience to be distressful. Such student may then start to exhibit the signs of secondary trauma as a result of the experience. These signs include: helplessness, hopelessness, anger, guilt and depression. These should be addressed. The latter suggests field trips to experts like lawyer, NGO’s or opinion leaders who have experience who have current knowledge of   international instruments.

Role modelling was also advanced as another teaching strategy.  Kristjanson (2006:38) proposes the use of role models a didactic strategy. He asserts that role-modelling does have moral and educational value. 

The use of the media is also supported by the literature. Media based learning emphasises the use of information technology for example the computer. It is problem based and allows the learners to engage actively in the learning situation (de Villiers 2001: 38). This perspective is shared by Paladini & de Carvalho (2008:139) who mention several strategies in the media which include specific computer software to facilitate interactive teaching and learning for example the Quality Management Games, the use of the internet, like chats, as well as tele-conferencing. 

The researcher is also aware of the ‘Blackboard ‘internet medium which can also be used to facilitate interactive learning for students. A study by da Silva & Pedro (2010: 210) confirms the educational value and benefits for students in gaining autonomy in the process of knowledge construction by using the ‘chat’ in the Learning  Management  System (LMS) software.

4.4   DOCUMENT ANALYSIS

Document analysis was the other data collection method that was used in this study. The documents were studied to determine the evidence of what constitutes human rights education in the health professions located within the ULMC. The documents were analysed in relation to the categories identified in the interviews.

4.4.1 	FINDINGS  REGARDING  DOCUMENTS  REVIEW

Documents were reviewed with the help of a specially designed document review protocol. The findings of the review are discussed below. The results are presented in Table 4.6. 


Table 4.6: Results of documents review

	CRITERION
	Number
	%

	Curriculum  Document
	7
	100%

	Directive from a regulatory body
	6
	86%

	Study guide
	5
	71%

	Support material
	3
	43%

	Assessment record
	6
	86%



Results
Curriculum document and study guides

The results of the document review are presented in Table 4.6 above. All the seven (7) programmes had a curriculum document for the specific programme. However, most of them were in the process of undergoing some changes in order to bring about the alignment with similar programmes at the Turfloop campus. The two campuses were still in the merger process that was mentioned in Chapter 1. Although the curriculum document related to the professional development of the student and for ethical practice or conduct, it did not single out Human Rights per se.This was the case with the study guides that were available.

· Study guides

Only two study guides focussed some content on human rights, but this was in relation to the Patients’ Rights Charter and the Bill of Rights only. Other study guides, the content on Ethics related to research aspects like informed consent, confidentiality. One department did not have a study guide at all, and asked for assistance from the researcher to help them in developing one.

Another department that did not have a study guide were however, they preparing to go for strategic planning to work on the document at the time of data collection. They have since designed a study guide. Generally the focus in the study guides was on Ethics or Bioethics and not Human Rights.

· Support  Material

Most departments relied on the student to obtain the Patients’ Rights Charter from the website of the HPCSA. Only one (1) department had a prescribed book that provided information on Ethics and a Chapter Human Rights issues.

· Assessment Records

Only one department had a project that was done as group work by the students. Websites of the Department of Health, WHO, UN etc. were used by the students to source material.  Students are assessed and graded on the project. The rest had either a test or examination question paper with questions on Ethics, most popularly the four ethical principles. Only one question paper from a specific department asked a question on the Patient’s Rights Charter. The conclusions drawn from the analysis are incorporated and discussed in the light of the interviews.

4.5	DISCUSSION OF FINDINGS

The findings from the in-depth interviews, observations, field notes and the document analysis were subjected to a literature control to ensure validity of the results.

4.5.1	Profile of the participants

All the participants have an experience of three or more years in teaching ethic and or human rights to undergraduate students at ULMC. Only one participant had formal training in human rights education (HRE). One participant was teaching ethics and human rights in two separate disciplines. The majority had a special interest in the subject. The literature confirms that most educators or facilitators in HRE have a special interest or passion for the subject (Iacopino 2002).

4.5.2	Views regarding Human Rights Education in the Health Professions:

4.5.2.1 Process of Empowerment

Empowerment of students / learners as a result of HRE came out as a common theme among the participants.HRE empowers students to become aware of human rights issues, provides them with knowledge and guides their professional conduct. Such students are able to empower patients, clients and communities. This assertion is supported by Lohrenscheit (2002) who says that HRE empowers students and it facilitates social transformation. These views are shared by Espeland & Shanta (2001) & Chin (2010). Empowerment relates to accountability and responsibility. Both are values and expectations in the health professions regarding professional practice.


4.5.2.2 Objectives of empowerment

Empowerment as a process ensures the realization of certain educational objectives which are peculiar to HRE. These include sensitization of the student to human rights issues and discourse. The student is enabled to examine issues and to develop critical thinking and reflection. These views are supported by Andreopoulos (2002). 

HRE guides the conduct of a student, facilitates respect for the patients as well as the active prevention of human rights violations. These assertions are supported by Jones (1999) and Rosemann (2003).

4.5.2.3 Content of a human rights programme: Ethics and human rights together

Combining ethics and human rights came out as the commonest approach regarding the content. However, the study guides did not reflect this relationship. The majority of the respondents felt that both ethics and human rights belong together; they are ‘inter-married’. However, one should be able to distinguish between the two. One variant to this was that they should be included in a module that deals with legal issues as well. This perspective is shared by Easley & Allen (2007); Iacopino (2002); Chamberlain (2001). 

4.5.2.4 Multicultural issues in ethics and human rights

HRE should embrace diversity and multi-culturalism. Ethics and human rights should take into account the local peoples’ culture. This notion is supported by Andreopoulos 
(2002).

The concept of Ubuntu was also mentioned in relation to the South African society where diversity is embraced in the Constitution. This notion is supported by educators Du Preez &Roux (2010) who said that Ubuntu has become a constitutional value in South Africa, in relation to the right to culture .Boaduo (2010)added that Ubuntu should underpin the educational philosophy in South Africa.

4.5.2.5 The content of human rights in HRE programmes

National instruments or documents like the Bill of Rights, the Patient’s Rights Charter, Batho Pele Principles were regarded as key instruments to include in a HRE programme. Only one international instrument was mentioned; the Helsinki Declaration in relation to research. The most important document, the UDHR in HRE was not mentioned. Gruskin (1998) observes that fifty (50) had passed since the UDHR came into being, and that health professionals, schools of medicine, nursing and allied health professionals have been stimulated to  become aware of health and human rights within the framework of the UDHR. 

In this study, there appears to be unawareness to this linkage. Human rights seem to be tied to South Africa’s recent past and contemporary democratic developments, seeing that the Constitution was mentioned, as well as the Patient’s Rights Charter. Other equally important instruments were not mentioned, for example, the Convention on the Rights of the Child (CRC), as well as the Convention on the Elimination of Discrimination against Women (CEDAW), given that all the participants was women.

This is contrary to the findings of Chamberlain (2001) who found that educators in ethics and human rights indicated that local instruments in the United Kingdom (UK) were important as well as the UDHR.

Other topical aspects regarding the content were not mentioned for example, the relationship between health and human rights, contemporary issues like HIV/AIDS and Human Rights,  Reproductive and Sexual Health, Rights of Vulnerable Groups, for example, children, women, migrants and the handicapped. For a country like South Africa, that is experiencing unprecedented violation of the rights of women and children, especially with regards to rape and other forms of violence against women, one would expect that such issues would be highlighted in a programme of human rights education. The literature highlights important aspects to include in a human rights education programme, to include amongst other things, the genesis of human rights, theories and philosophies underpinning human rights. The participants did not mention any of the last mentioned. The history that was referred to by the participants was in relation to the history of the country and the profession in order to put human rights in context. Only medicine and nursing have a relatively long history as compared with other health professions.

4.5.2.6 Context of HRE

The history of a country and that of a specific profession was found to be important as a framework in learning about human rights. This notion is supported by London (2004). Other social determinants of health and human rights and social justice like poverty, inequality, disadvantaged communities were also regarded as important to the contextualisation of human rights for students in order to sensitize them towards social justice because it is more than just advocacy. This viewpoint is supported by London (2005) and Braveman & Gruskin (2003).

4.5.2.7 Collaborative teaching

Collaborative teaching came out as the most favoured way in which HRE should be approached in the health professions. The participants felt strongly that it enhances teamwork, which is beneficial to all the stakeholders, i.e. the students, patients and lecturers. Regarding the latter stakeholder, the lecturer, collaboration might be particularly beneficial because this study revealed a lack of expertise in HRE among the participants. This notion is supported by Cotter et al. (2009). 

Interdisciplinary collaboration is also advocated for by Yamin (2008: 11), who makes the observation that in public health, people are not trained in legal and policy advocacy, and human rights advocates are also not trained in systems, budgets and program analysis. So interdisciplinary collaboration is crucial to ensure rights based approach in health care. Collaboration and teamwork influences positive patient outcomes and ensures prevention and/or monitoring of human rights violations. Patient advocacy is a core competence for health professionals and is often interpreted from a ‘rights protection model’, where the nurse or health professional is viewed as the defender of patients’ rights (Fry & Johnstone 2002:37).

Barnsteiner, Disch, Hall, Mayer & Moore (2007:147) report that there is ample evidence in the literature to attest to the benefits of interprofessional collaboration in the health professions. They assert that professional socialization in interprofessional education is more effective that on the job skills acquisition.

Steiner (2002);Kraine & Nurse (2004), support the collaborative approach in HRE, and D’amour & Oandasan (2005) acknowledge the use of the concepts like Interprofessional, interdisciplinary which are used interchangeably with a connotation towards collaboration. Tibbits (2006) observes that there are indications of interdisciplinary approach to HRE, but there is still more to be done to promote this collaboration more.

Interprofessional education (IPE) as part of collaboration has many educational benefits for learners which have been authenticated by several research studies as reported in the Cochrane Library Database

4.5.2.8 Interactive teaching strategies

HRE is best taught by using interactive strategies like case studies, group discussions, debates, role play and drama. There is a consensus that lectures be kept to a minimum. This is supported by Chamberlain (2001) Iacopino (2002) and Lohrenscheit (2002).  Although not mentioned in the interviews, students were using the electronic media to source information; this was evidenced in resources for students in the study guide. However, there was no evidence of students using the media interactive strategies like the chat on the internet.


4.5.2.9 Other teaching strategies

Field trips and role play were also advocated as appropriate teaching strategies in HRE. The use of role models as having a didactic value is supported by Kristjanson (2006). The teaching strategy of field trips is supported (Iacopino2002& Halsegrave 2006).

4.6 CONCLUSIVE REMARKS

· HRE is an important component in the curriculum of undergraduates in the health professions.
· HRE empowers the student in order for the student to empower the client/ patient or communities.
· HRE guides the conduct of the student and enhances professional development.
· The student becomes knowledgeable, aware of human rights issues, is sensitized towards social justice and to the monitoring and of prevention human rights violations in the health care setting.
· Human Rights and Ethics can be combined in a specific module as a generic course for various disciplines in the health professions.
· Regarding content, the important instruments to include are: The Bill of Rights, The Patients’ Rights Charter and the Batho Pele Principles.
· There is a need to include the important international instruments that have informed our local legislative framework, as well as other important topics and contemporary topics in human rights. This part was found to be lacking.
· The context of the history of the country regarding human right discourse and engagement is important. However, lecturers need not to focus on local issues only, but to see South Africa as part of the global village, which is in Africa. Students should be prepared to think beyond the borders of this country. Human rights are universal and indivisible.
· Collaboration is the most preferred approach in HRE because it builds team work and benefits all the stakeholders. The informants were all lecturers and appeared keen to engage in interdisciplinary teamwork. The researcher notes the caution by Barnsteiner et.al (2007) that faculty should get the support of the administration in order to adjust the curriculum schedules and also to agree on the competencies and capabilities across disciplines. 
· Collaboration is also motivated by lack of expertise in HRE.
· Interactive methods like case studies, group discussions and debates are recommended in HRE. For variety and for different educational outcomes, field trips, role modelling can also be used as strategies.
· Study guides should be revised to include relevant content and the use of interactive teaching strategies, including those available in the electronic media.

4.7 CONCLUSION

This chapter provided the data analysis. The data were presented in relation to the research questions. Data were grouped into categories and subcategories and the themes that emerged were described and discussed. Literature was incorporated either to support or to refute the research findings. The next chapter will provide a description of the model construction and the guidelines for implementation.











CHAPTER 5

MODEL DEVELOPMENT FOR HUMAN RIGHTS EDUCATION
IN THE HEALTH PROFESSIONS


5.1 INTRODUCTION

Data analysis and interpretation were presented in Chapter 4.The findings were discussed together with the literature control. The purpose of this chapter is to provide the construction of a model for Human Rights Education in the Health Professions. A description and the evaluation of the model will be provided, as well as the guidelines to operationalize the model.

The themes that emerged from the in-depth interviews with the key informants engaged in teaching ethics and human rights at ULMC together with the reviewed documents will provide the framework for the model. The qualitative research methodology followed in this study has been described in detail in Chapter 3, as Phase 1 of the study. This chapter will focus on Phase 2 of the study.

5.1.1   Phase 2

The purpose of this phase was to construct a model from the themes that emerged from the interviews with the key informants, the observations made, field notes, review of the selected documents as well as the literature which was used as data.

 The model was developed by utilising the steps of theory generation as proposed by Dickoff, James & Weidenbach (1968: 423), Chinn & Kramer (2008:179) and Walker & Avant (2011:58). The steps referred to include concept analysis, the placing of concepts in relationships, a description of the model and guidelines to operationalize the model.

Since theory generation is an important facet in this study, a brief overview of theory development and the types of theory will be outlined.

5.2  THEORY GENERATION

5.2.1   What is theory?

According to Kerlinger (1986:9), a theory is a set of interrelated concepts, definitions and propositions that present a systematic view of phenomena by specifying relations among variables, with the purpose of explaining and predicting the phenomena. 

The literature also provides a myriad of definitions regarding theory. Walker & Avant (2011:7) define theory as “an internally consistent group of relational statements that present a systematic view about a phenomenon and that is useful for description, explanation, prediction, and prescription or control.” Chinn & Kramer (2008: 305) refer to theory as “an expression of knowledge within the empirics’ pattern. Creative and rigorous structuring of ideas that project a tentative, purposeful, and systematic view of phenomena”. Fawcett et.al. (2001: 117), expounded on this definition to propose that theories constitute much of the knowledge of nursing and that each pattern of knowing is theory. Dickoff et.al. (1968:430) defined theory as a “conceptual system invented for some purpose”.

5.2.2  Types of theories

Theories differ in their purpose, sources, and level of abstraction and scope. These differences bring about their types or classifications (Peterson & Bredow 2009: 26). Several types of theories are proposed in the literature. Authors use different typologies to describe theory. Barnum (1998: 2) uses the simplest form of classification by stating that theories may be descriptive or explanatory.

Descriptive theories observe a phenomenon and identify its elements or events. Explanatory theories on the other hand, deal with cause and effect, correlations, or the rules that regulate interactions among the theories’ constituents (Polit & Beck 2006: 154; Sousa& Hayman 2002:1; Meleis 1997:19; Barnum 1998: 2-5). 

 According to Chinn & Kramer (2008:224 :) and Walker &Avant (2011:7), theories are also classified according to the level of abstraction, or the scope and breadth of the theory. They are briefly described as follows:

·  Meta-theory

These theories focus on the philosophical and methodological questions related to the development of a theory base for nursing. In accordance with the focus of a meta-theory, the researcher in this study used the methods proposed by Chinn & Kramer (2008: 243) to determine the kind of theory needed, its development as well as the evaluation thereof.

·  Grand theory

According to Chinn & Kramer (2008: 224),refers to theory that covers a wide scope of area within a discipline. Grand theories attempt to create a view of nursing; they address the nature, goals and mission of nursing. They are the most abstract of all the theories (Peterson & Bredow 2009:29; Meleis 1997: 18). According to Walker & Avant (2011: 13) grand theories have made an important contribution in nursing by conceptually sorting out nursing from the practice of nursing. According to Polit & Beck (2006: 155), learning theorist like Clark Hull and the sociologist Talcott Parsons have developed general theoretical systems to account for broad classes of behaviour and social functioning. Both are examples of grand theory.

· Middle range theory

Theories that explain a portion of human experience are often called middle range theories (Polit & Beck 2006: 154). Middle range theories are more circumscribed, limited in scope, more concrete, yet useful in research and practice, as they are more appropriate for empirical testing. These theories fill the gap between grand nursing theories and nursing practice (Walker & Avant 2011:16, Peterson & Bredow 2009: 31; Chinn & Kramer 2008:  224; Smith & Liehr 2008:6; George 2002:13).

· Practice theory

Nursing as a profession, its theory must have an action orientation that can shape reality to create a desired goal. Practice theories are situation producing and derived from middle range theories, practice experience and empirical testing (Peterson& Bredow 2009:37).

5.3   STEPS IN THEORY GENERATION

Chin& Kramer (2008:219), Walker & Avant (2011:57) and Dickoff, James & Weidenbach (1968:423), have described the steps of theory generation as follows:
· Concept analysis
· Placing the concepts in relationships
· Description of the model
· Formulation of guidelines to operationalizing the model.

As indicated earlier, the abovementioned steps were followed in the model construction in this study.

5.3.1 Concept  Analysis

According to Chin & Kramer (2008:187), a concept is a complex mental formulation of experiences.  Walker & Avant (2011: 57) assert that the very basis of any theory depends on the identification and explication of concepts. They allow us to classify our experiences in a meaningful way both to ourselves and to others.  Concepts contain defining attributes, and concept analysis therefore is a strategy that facilitates the examinations of the attributes or characteristics of a concept. Concept analysis is a rigorous, formal linguistic exercise to determine those defining attributes (Walker &Avant 2011: 157; Finfgelt-Connett 2005:103).

According to Morse, Mitcham, Hupcey& Tason (1996:386) concepts are the building blocks of a theory and consist of the following structural features:
· Definition
· Characteristics (attributes)
· Boundaries
· Preconditions (antecedents)
· Outcomes (consequences)

Antecedent concepts are those experiences that one identifies as coming before other concepts. Whereas consequent concepts are those that follow another (Chinn & Kramer 2008: 209; Bousso, Poles & Rossato 2009:1327; Walker & Avant 2011: 167).

The process of concept analysis is a creative exercise as it allows one to identify and clarify the mental images.  Conceptual meaning is created and formed from experience.

Concept analysis allowed the researcher to attach meaning to the selected concept in order to facilitate comprehension of the proposed model. Bruce & Klopper (2010:3), maintain that creating conceptual meaning is the basis for theory development which allows for a systematic view of the phenomenon under study and it requires a creative and rigorous structuring of concepts which in turn evolve into relationship statements.

Drawing on the work of Walker & Avant (2005), Duncan, Cloutier& Bailey (2007) maintain that concept analysis is a process of operationalizing phenomenon so that it can be used for theory development. McEwen & Wills (2000:56) view concept analysis as the clarification of the meanings of terms and the definition thereof so that writers and readers share a common language. Penrod &Hupcey (205:403) caution that concept analysis should advance science, rather than simply imagining what a concept could be or constructing what we believe it should be. In this study, the process of concept analysis was carried out in two stages namely, the identification or selection of concepts and the description of the definitions.

5.3.2 Selection of concepts

According to Chin & Kramer (2008:192) the selection of concepts is guided by the purpose and expresses the value related to the purpose. In this study, in order to actualize the purpose, concepts were selected from the findings of the in-depth interviews that were conducted with lecturers at ULMC who are engaged in teaching ethics and/or human rights to undergraduate students in the health profession programme.

The findings revealed that HRE is regarded as an empowering process, one which can empower the student in order for the student to empower the patient, client and communities. The empowered student becomes knowledgeable, sensitive and more aware of human rights issues. Professional development of the student is facilitated and the student’s conduct is guided by respect for the patients and prevention of human rights violations.

Ethics is an integral part of human rights and the two should not be separated.  However they should be contextualised to become relevant to the South African society.  The best way to provide a programme for HRE is by collaboration and through interprofessional or interdisciplinary teamwork. Interactive teaching methods in HRE are the most effective. The content of Human Rights was found to be lacking as it focused only on the national instruments that achieve awareness. 

The substantive theory of human rights was found to be lacking. Mihr (2004:7) suggests that HRE should feature three elements, namely the cognitive level; this includes the history, genesis, roots of Human Rights. Included are the International instruments of the UN, especially the UDHR, of the AU etc. the second one is the emotional and awareness level which includes being conscious about all the injustices and violations. Experiential learning is advocated in this instance. Lastly, empowerment is required at the active level where one becomes involved.

The conceptual analysis phase included the data analysis and findings described in Chapter 4. The following concepts were selected as the underlying phenomena for HRE in the health professions:
· Empowering
· Empowerment
· Collaboration
· Interprofessional
· Interdisciplinary
· Ethics and human rights
· Interactive teaching strategies

5.3.3   Conceptualization and classification of the identified concepts

The process of conceptualization involves specifying what is meant by a term, utilising a frame of reference, as well as integrating one’s findings into existing conceptual frameworks ( Schram 2006:14; Babbie 2004: 45). 

The identified concepts were classified and conceptualised using the six elements of practice theory as described by Dickoff, James & Weidenbach (1968:415- 435)   namely: agent, context, recipient, dynamic, procedure and purpose. They are presented as follows:

· The agent: who or what performs the activity? (The educator or facilitator. This includes the various lecturers in the health professions  programmes)
· The recipient      :who or what is the recipient of the activity? (The learner / student in the health care programmes).
· The context    : in what context is the activity performed? (Human rights education in the health professions programmes in higher education).
· The purpose        : what is the end point of the activity? (Competence in a human rights approach to health care. Facilitation of the empowerment of the student in human rights education).
· The process / procedure: what is the guiding process/ procedure? (Collaborative, human rights education within the health care programme).
· The dynamic    : what is the energy source for the activity? (Interprofessional collaboration; interactive teaching strategies).

5.3.3.1 The agent 

For the purposes of this study, the agent is a facilitator, who could be a nurse educator registered with the South African Nursing Council (SANC) as a nurse educator  or a health professional in the health care professions registered in a specific discipline  with the Health Professions Council of South Africa ( HPCSA). The facilitators assist the learners to construct knowledge. Facilitation, as a method and strategy, is used by the facilitator using interactive teaching strategies to promote critical thinking and reflective practice (Lekalakala-Mokgele & du Rand 2005:25).

5.3.3.2 The recipient

This relates to the learner or undergraduate student in the health care professions registered with the SANC as a student nurse with or the HPCSA as a student in various health programmes. All the learners in the health care professions are regarded as adult learners who are self directed, and whose learning is problem or enquiry oriented (Lekalakala-Mokgele & du Rand 2005:25).

5.3.3.3 The context

Human rights education takes place within the health professions programmes and in nursing education in higher education. Both are influenced by the Higher Education Act 101 of 1997 (as amended), the South African Qualifications Authority Act, 58 of 1995, the National Plan for Higher Education, 2001and the Constitution of the Republic of South Africa Act, 186 of 1996. Nursing education is influenced by the Nursing Act, 33 of 2005, whilst other health professions are subject to the Health Professions Act, 56 of 1974 as amended.

5.3.3.4 The dynamic

Interprofessional collaboration engages lecturers with students from various disciplines. The interactive teaching strategies facilitate a dynamic relationship between the lecturer and the student, as well as among other students. Interactive teaching strategies which includes group discussions and debates, facilitates the construction of knowledge by students regarding human rights.

5.3.3.5 The purpose

In this study, human rights education empowers students who in turn will empower patients and communities regarding human rights issues. Students are empowered to become knowledgeable advocates for their patients. As future health care professionals, students acquire competencies to enable them to provide rights –based health care, which takes into account the Batho-Pele Principles, the Patient’s Rights Charter, as well as the Constitution of the country.

5.3.3.6 The procedure

In this study, interprofessional collaboration is key to successful and effective Human Rights Education. Competency in executing rights –based health care is a pre requisite to attain the constitutional provision of the right to access health by all the citizens in the country.



5.3.4.	DISCUSSION OF THE LITERATURE IN RELATION TO THE IDENTIFIED AND SELECTED CONCEPTS

According to Walker &Avant (2011: 157; Dugger 2010: 112) concept development is a critical approach to theory development and the very essence of theory depends on the identification and explication of the concepts within it. Therefore in this study, each selected concept was discussed in relation to its attributes, definition, antecedents and consequences and thereafter conceptual meaning was attached to each one. Dictionary and subjective meanings of concepts were derived to give conceptual meaning to the selected concepts. Various dictionaries were used, including textbooks relevant to the area under scrutiny, internet sites like Google Scholar, Science direct, Sabinet, PubMed and the Cochrane library.

A wide range of articles in journals and peer reviewed journals were explored. Extensive reading was undertaken by the researcher in order to describe and comprehend the identified concepts. Walker & Avant (2011:157) describes this as a formal linguistic exercise.

5.3.4.1 Empowering / Empowerment

Empowering/empowerment as a theme came out strongly in the study.

· Nature of empowerment
Empowerment is a feeling of one being in charge of a situation. This entails being able to carry out certain functions or to make certain decisions without hesitation or hindrance. This is a process that radiates from the empowered, one who appears to have power, to the one to whom the power is transferred, to the one who appears to need the power. Empowerment comes from professional knowledge skill and the ability to use that well (Hajbaghery & Salsali 2005:5). In this case patients should make their own decisions in relation to their health based on the Patient’s Rights Charter.


· Dictionary definition
Empowerment comes from the word empower, meaning to authorize or give someone the power to do something (Oxford Dictionary 2007:150). When one is empowered, one can make own decisions and perform certain skills.  Empowering comes during the process of giving someone the power to act.

· Subjective definition
In this study empowerment emerged as a strong theme that is related with the acquisition of knowledge in HRE. This empowering process brings about desirable outcomes in the student’s learning. The outcomes include the development of professional values i.e. respect for the clients, advocacy in relation to the monitoring and prevention of human rights violations, awareness and sensitization which leads to social and personal transformation.

 Empowerment is both a process and an outcome. Power is regarded as a product of human rights education, hence the empowerment of students in order to empower patients. Human rights education is an empowering process.

· Antecedents of empowerment
Lack of the power of knowledge regarding human rights. Lack of confidence regarding the advocacy role.

· Consequences of empowerment
The student acquires the expected and desirable professional values to take up the professional role as per discipline. Development of skills of communication to articulate rights, is more assertive and demonstrates autonomy for decision making

5.3.4.2 Collaboration / Interprofessional / Interdisciplinary
 The theme of collaboration /interprofessional/interdisciplinary also came out very strongly as the preferred approach towards HRE.

· Nature of Collaboration
Collaboration or teamwork develops when there is a harmonious and supportive environment. Teamwork flourishes when each discipline is confident of its role, but is able to fit in the bigger picture; in this case the health professions. The heads of departments emerged as team players together with the identified participants in this study. 

The expressions of the participants expressed positive and open-minded attributes towards collaboration. The concept of collaboration was used interchangeably with collaboration. Interprofessional education (IPE) is any type of education, training, teaching or leaning in which two or more health and social care professions are learning interactively (Reeves et.al. 2009: 2). Collaborative partnerships inspire commitment from all parties concerned. 

Teachers share and learn from each other in the development of individual expertise (Marlow, Spratt & Reilly 2007:186). Indeed collaboration was advanced as a solution to the expressed lack of expertise among the lecturers engaged in human rights education. The International Council of Nurses (ICN) equates collaboration with cooperation, which underpins ethical practice of nurses with other health professionals (Fry &Johnstone 2002: 40).

· Dictionary definition of collaboration
According to the Oxford Dictionary (2007:87) “collaborate” is a verb which means to work together or jointly. Collaboration as a noun is a process of working together as a team.

· Subjective meaning of collaboration
Collaboration is teamwork and sharing of activities, ideas and information in order to address a common problem. It is a beneficial and worthwhile exercise. In this study, it will facilitate support amongst the different lecturers in the various disciples. 

Collaboration is possible as interdisciplinary and interprofessional because the idea came from the participants in the first place. This sentiment can be harnessed to benefit all the stakeholders involved in human rights education.

· Antecedents of collaboration
These are problems that require a joint approach from relevant stakeholders in order to achieve the desired results. In this instance, human rights education is a new phenomenon that needs to be included in the curriculum, and there is uncertainty as to how to go about it.  Participants expressed it as ‘lack of expertise’ in human rights.

· Consequences of collaboration
These are benefits that arise out of teamwork. These benefits are directed to all the stakeholders, i.e. students, lecturers and ultimately patients and the professions themselves for attaining their social mandate by providing safe, quality patient care and treatment.

5.3.4.3 Ethics and Human Rights

The combination of ethics and human rights in the curriculum for HRE came out as a strongly expressed theme.

· Nature of Ethics and Human Rights
Although distinct from one another, ethics and human rights are spoken of in the same context as they both address morality and the human dignity of the person. Most health professions have an ethical code that guides their conduct in relation to patient care, the profession itself and the public. Society identifies those occupations that have a code of ethics as being full professions trough which the public can hold the members accountable. Human rights are those rights that belong to people because they are human beings and are codified in policies, laws nationally and internationally. The greatest of them all is the UDHR.


· Dictionary definitions of ethics and human rights
 According to the Oxford Dictionary (2007:157), ethics are standards of moral behaviour, or moral principles whereas human rights stand for what is morally good or fair with respect to human beings. Human rights are a fair claim or what one is entitled to, being a human being (Oxford Dictionary 2007:387).

· Subjective definition of ethics and human rights
Ethics and human rights are distinct, but cannot be separated. They complement each other and there is synergy between them which should be harnessed and capitalised on for the benefit of the student. Modules on ethics that are in place can be modified to include human rights. Ethical dilemmas have always been resolved by appealing to laws and human rights. 

An ethical duty resonating with all the health professionals is advocacy. Advocacy is generally defined in terms of providing an active support to someone for an important cause. Within advocacy there is the protection of rights, assisting with choices and decision making, as well as respect for persons (Fry & Johnstone 2002: 38).

The shortcomings in ethics which focus on the individual only can be overcome by the inclusion of Human rights which involve a wider perspective because they include not only the patient, but his/her background, context and the community. In human rights, government is expected to undertake certain obligations to the public for the realization of human rights such as the promotion of rights, protection of those rights, as well as the fulfilment of the rights. Students become socially aware of human rights issues that affect the well being of individuals.

A multicultural context is relevant in Ethics and Human Rights because of the diverse nature of certain societies such as the South Africa society. The subject should also take into account the environmental dictates like historical perspectives both nationally and internationally.


· Antecedents
Moral conduct starts taking shape during the socialization process at home, through the school years and so on. However, when one enters a profession as a novice, one is ambivalent as to how to relate to people who are sick, injured or dying. There is a deficit in confidence regarding ethical or professional conduct.

· Consequences
Knowledge of Ethics and Human Rights empowers one because it provides guidelines as to how to relate with patients generally, colleagues and other members of the health team.

5.3.4.4 Interactive Teaching Strategies

Interactive teaching strategies as being suited to discussion were favoured among the lecturers. This came out very strongly during the interviews.

· Nature of interactive teaching strategies
Methods of teaching that facilitate and enhance student’s activity and involvement were recommended. The student is expected to reflect on issues being discussed to voice an opinion freely and to explore ideas.

· Dictionary meaning

Inter:	Prefix which means between or amongst
Active: Taking part in activities
Interactive: Taking part in activities together with other people, could also be between the student and the lecturer
Strategy: Plan or an advantageous way of doing something (Oxford Dictionary 2007:239; 448).



· Subjective meaning of interactive teaching strategy
In this study, the interactive teaching strategies included many identified teaching methods which would derive maximum activity from the student. The emphasis was that HRE requires the students’ participation. Young people [students] today are aware of their rights, as they are growing up in a new culture in South Africa where human rights, constitutional rights, etc. are spoken about daily in the media. They are vocal, they are competent at using social networks worldwide and so they are more globally oriented than their lecturers.

The lecture method will not be suitable to engage the student as would strategies like case studies, group discussions, debates, problem solving of given scenarios, actual or designed. Strategies should be student centred as opposed to the teacher centred approach. The modern student (learner) is one who benefits from facilitation of learning where the educator creates an environment that is conducive to learn, where the learners actively participate in the construction of own knowledge and skills. Interactive discourse is important is important in developing reflective and critical thinking skills (Chabeli & Muller 2004: 54). Human rights education with the subsequent empowerment of learners requires such strategies.

· Antecedents
From experience, lecturers are aware that the lecture method elicits minimum activity from the student. Ethics and Human Rights require discussion, reflection, values clarification where people speak up regarding their position on moral or controversial issues.

· Consequences
Students should be confident to address human rights issues and empower patients in the process. The advocacy role will be facilitated because of the confidence gained in engaging with the subject content in a safe learning environment. Through discussions, group work, reflection and values clarification people are more inclined  to speak up regarding where they stand in relation to moral or controversial issues.

5.4	 DESCRIPTION OF THE MODEL 

The model is described in accordance with the steps proposed by Chinn& Kramer (2008:219-249).The steps include:
· an overview of the model
· the purpose of the model
· the structure of the model , which consists of the assumptions, definition of concepts, relation statements and the nature and structure of the model
· process description of the model
· -evaluation of the model.

5.4.1	Overview of the model

The model on Human Rights Education for the Health Professions is depicted in Figures 1, 2 and 3.  Figure 5.1 below depicts the social determinates of the model in HRE.
The National Health system provides a service to the citizens as per the dictates of the Constitution. Through educational institutions, like ULMC, training for health professionals takes place. Legislated accreditation bodies (SANC and the HPSCA) ,  are given the mandate to monitor, approve and register the training institutions. They also prescribe the syllabi and these are aligned to the National Qualification framework.

The accreditation bodies are charged with the protection of the public. Accountability and advocacy are values located within subjects like Ethics and Human Rights. The various disciplines in the health professions at ULMC can collaborate on the empowering of students for better patient outcomes. The arrows are two directional to illustrate the connectedness of the various stakeholders, albeit not directly. All the stakeholders are engaged in a common purpose which is the provision of health care services to the inhabitants of South Africa through adequately qualified professionals produced by institutions like the ULMC.


National Health System
Department of Higher Education



Accreditation Bodies



Institution



Lecturers




Students




Patients/ Clients/ Communities





Figure 5.1:  The social determinants of the model in HRE



The model for Human Rights Education is based on the selected concepts and themes derived in the study. The setting was at the ULMC and the focus was on the health professions programmes.

Interviews were conducted with the lecturers who teach Ethics and/or Human Rights in the health professions. Documents that support the teaching of the subject were also reviewed.  A schematic presentation of the relationship of the concepts empowerment (of students and subsequently patients) , collaboration, ethics and human rights and interactive teaching strategies are depicted in figure 5.2.



Figure 5.2:	Process for the proposed model in HRE in the health professions

There should be collaboration with the various disciplines to share knowledge on Ethics and Human Rights, supported by the institution, based on the mandate or directive from the accreditation bodies. Knowledge of Ethics and Human Rights in context relevant to the students and the communities they serve will empower students for the benefit of themselves and of patients and communities, which is the ultimate result of this model. Interdisciplinary and interprofessional collaboration which fosters teamwork and improved communication also has the added advantage to influence positive patient outcomes, including a prevention of human rights violations.

5.4.2 	Purpose of the model

The purpose of the model was to provide a theoretical framework for the development of a curriculum on Human Rights Education in the Health Professions.

5.4.3 	Assumptions

According to Chinn & Kramer (2008: 231) assumptions are those givens or accepted truths that are fundamental to theoretic reasoning. The point of departure for a curriculum framework is based on the Curriculum Development Framework in Nursing Education by de Villiers (1999:9).Although it is a curriculum model for nursing education, it features components which are applicable to other health professions, which consist of three phases, namely planning, design and implementation. The researcher proposes a framework for curriculum development which forms the basis for this model is depicted in Table 5.1. The framework is   incorporated in the model.

The following assumptions are made:
· The researcher believes that human rights education is a curriculum imperative in the health professions.
· Transformation of the health care services based on the Batho-Pele Principles can become be attained when health professional are empowered through human rights education.
· A collaborative, interprofessional and interdisciplinary approach in human rights education in the health professions is beneficial for students, lecturers and ultimately patients and communities. 
· Strengthening of Interprofessional, interdisciplinary collaboration and teamwork is possible with positive patient outcomes.
· Expertise and support is heightened when there is collaboration as it allows for skills transfer and sharing.
· Human Rights and Ethics are compatible in a module or programme if the distinction between the two is considered. The synergy between the two can be harnessed for optimum results in terms of achieving educational and professional outcomes for students.
· The context within which the module is given is important with regards to multiculturalism, historical perspectives regarding human rights, nationally and internationally.
· The approach should be student centred with interactive teaching strategies taking precedence over others like monitoring role modelling and field trips.
· Assessment strategies should elicit critical thinking skills, reflective practice, advocacy and social justice.

Table5.1 Framework for curriculum development
	  de Villiers’ (1999) Framework
	 Mokoena’s  Framework

	Planning 

	Identification  of need for curriculum development; directive from accreditation bodies 

	Design
	Planning

	Implementation
	Design 

	
	Approval and accreditation

	
	Implementation

	
	Evaluation




5.4.4   Relation statements

According to Chinn & Kramer (2008: 212), relationship structurally interrelate the concepts of the theory. Based on the key concepts that have previously been defined in the preceding section, the following relational statements are proposed:

· Human rights education often interlinked with Ethics is a common and continuous thread that runs across all the health professions programmes.
·  Human Rights Education strengthens advocacy, which is a professional competency common to all health professionals.
· Collaboration in teaching human rights facilitates sharing of knowledge and expertise, promoting equitable sharing of resources.
· Human Rights Education, which is collaborative, interdisciplinary and interprofessional, has benefits for students, as well as patients and communities.
· Interactive teaching strategies facilitate learning in HRE, much more effectively than non active strategies such as the lecture method.
· A generic module on human rights will enhance a common culture of human rights in the health professions when interprofessional education is embarked upon
· Profession specific aspects of human rights may be handled within specific professions to facilitate role clarification and socialization of students.
· Human Rights and Ethics are distinct from each other, but are closely related and the synergy between the two should be exploited to benefit students and subsequently  patients.
· Human Rights Education is a curriculum imperative in the health professions.
· Human Rights Education is a necessary for the student in the health professions to play a significant role in the transformation of health services towards a rights-based approach  in health care
· Curriculum development should meet the dictates of the governing or accreditation bodies and the relevant University structures
· Lack of expertise in HRE to be addressed, with more lecturers going for short courses or experts being called in to facilitate some topics.
· Planning of timetable to be a joint effort to obviate the issue of clashes in the various programmes.






5.4.5 	Structure of the model

University of Limpopo (MEDUNSA Campus) provides the context for this model, in particular the health professions programmes. The context of the health programmes is determined by legislation governing higher education, as well as professional legislation executed by both SANC and the HPCSA (context). Figure 5.3 depicts the structure of the model.

Interprofessional and interdisciplinary collaboration (process) occurs for curriculum development regarding human rights education as a response to the governing bodies’ directive for such education. This makes HRE a curriculum imperative. The national health care system needs to operate within a legal and ethical framework based on fundamental human rights as dictated by the national instruments like the Constitution, the Batho –Pele Principle and the Patients’ Rights Charter. International instruments are also taken into account, for example, the UDHR, as well as the International Bill of Rights.

Following the framework for curriculum development suggested by the researcher, the lecturers (the agent) in the various health programmes plan and designs a module on Ethics and Human Rights. They determine the generic as well as the profession specific aspects.

Using interactive teaching strategies (the dynamic), facilitation of learning is undertaken where students (the recipient) construct knowledge and become empowered (the purpose) in the process. Reflection and critical thinking is facilitated as well. The latter lends itself to higher order assessment of the learners. The competencies derived in this process enable students to become informed and resourceful advocates of patients and clients. The end result is the subsequent empowerment of patients and communities, as well as the heightened safety of patients where there are no human rights violations or abuses.
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Fig 5.3 Model of Human Rights Education in the Health Professions
5.4.6	The process description of the model
The Model for Human Rights Education in the Health Professions should be implemented in three phases, namely:
· Phase1:	Initiation
· Phase 2: 	Implementation
· Phase 3: 	Evaluation.

5.4.6.1 Phase 1: Initiation

· Collaboration and empowerment
Various disciplines should be invited to a briefing about the findings of the study regarding the need for collaboration regarding human rights education. This should be preceded by a brief report to the heads of departments regarding the findings of the study, since they were all involved.

Once consensus is reached, a task team should be chosen to collaborate on the project. Programme objectives or outcomes of various disciplines should be reconciled to facilitate planning. Capacity building for the lecturers regarding a short course or workshop on Human Rights should be determined so that they are empowered.

· Ethics and Human Rights 
Based on the directive from the accreditation bodies, syllabus and the existing approved curriculum document, discussions on the selection of content should be undertaken. This is to make sure that there is consensus on the generic content which is applicable to all the programmes, as well as to the profession specific content which may be peculiar to a discipline. The credits or weighting on the curriculum should also be determined for accreditation, as well as for the financial implications for the students.




· Interactive teaching strategies 
Once the content has been selected, the strategies and the learning experiences are then determined. This should also include the assessment techniques, as well their bearing on the credits for the student. 

5.4.6.2 Phase 2: Implementation

This phase starts with the completed curriculum document that can be implemented across the disciplines. Once the individual departments have approved of the programme, then the document can go for discussion and approval through all the structures of the University, starting with the School Board. Thereafter, it should be approved by the Senate and the Academic Planning Committee. The University will take the decision if the programme has made a significant change on the exiting curriculum that it warrants re-approval from the accreditation bodies.

Once approval has been granted, programme should be implemented within the programme for the first or second year levels, so that if modifications need to be done on the programme, this should be done with minimum disturbance to the entire programme which the students are following. This is just a precaution. For example, if time is lost for some reason, it can still be covered or made up in the third or fourth year of study.

Team teaching could be done so that the lecturers support one another. However, individual topics could be handled by one lecturer who feels most confident about that. Interactive teaching strategies should be encouraged. At the completion of the programme there should be evaluation of the programme by the students. This can be administered objectively by the Centre for Academic Excellence so as to remove any bias on the side of the lecturers concerned.  It is important to get feedback from the students as to whether the model is effective, applicable, attaining the intended outcome.



5.4.6.3 Phase3: Evaluation

The evaluation that is mentioned above in the implementation phase is not enough to provide valid empiric data regarding the model. The classroom evaluation will only determine a portion of the effectiveness of the model and the circumstances may not satisfy all the requirements for scientific rigour. The evaluation of the model can only be done once a group of students have gone through the programme and the impact thereof can be tested empirically and may involve the clinical setting on the outcomes will involve patients and clients. 

5.5 EVALUATION OF THE MODEL

According to Chinn & Kramer (2008: 234), once a tentative model has been described, there is a need for critical reflection where questions are asked to determine how well the theory has been developed, or if it is fit for purpose. On the other hand, Barnum (1998: 179) observes that judgement is simply a matter of personal taste and preference. It is not uncommon for nurses, for equally valid reasons to have opposing viewpoints of the same aspect in theory development. The researcher thus reviewed other criteria for evaluation of theory by Walker & Avant (2011:195-210) and Meleis (1997: 261-268). All the aforementioned authors informed the criteria that were used to evaluate this tentative model. The evaluation criteria included the following:

· Clarity
· Simplicity
· Generalizability
· Accessibility
· Usefulness 
· Adaptability
· Importance



5.5.1 Clarity 

The concepts used to develop and describe the model for Human Rights Education in the Health Professions were   derived from themes that emerged from the interviews which were conducted with the lecturers engaged in HRE. The concepts were then subjected to analysis (Chinn & Kramer 2008; Walker & Avant 2011; Morse et.al 1996). The concepts were then conceptualised and classified according Dickoff et. Al. (1968). The concepts are clear as they are consistent with human rights, nursing education as well as higher education.

5.5.2 Simplicity

 The model is not complicated nor complex, but easy to follow. The relational statements were made from the defined concepts which were few (Meleis 1997:263). The schematic presentation is also easy to follow as a detailed explanation of the concepts and their relatedness is highlighted in the description of the model.

5.5.3 Generalizability and   Adaptability

This theory is important in nursing education, but it is adaptable to all the health professions programmes. The participants were drawn from a myriad of health professions, including nursing education. This model which focuses on Human Rights Education cuts across nursing education, health professions education and higher education (Chinn & Jacobs 2008:247). The more broadly a theory can be applied, the more generalizable it is (Walker & Avant 2011 204). 

5.5.4   Accessibility

All the defined concepts are available in practice in nursing and the health professions (Chinn & Jacobs 2008:243). The definitions provided in the model have find resonance with nurses as well as with other health professionals.

5.5.5 Usefulness and importance

The usefulness of a theory relates to its potential for use in practice, research and education (Chinn & Jacobs 2008: 248; Meleis 1997:264) or its ability to add to a new body of knowledge (Walker & Avant 2011:203). In addition to supporting existing literature on HRE, it also adds new insights into the phenomenon. The model is useful and important for education, research and practice, as it highlighted the benefits of collaboration and interprofessional education for lecturers, students and patients.

5.5.6   Evaluation by experts

The researcher was supervised by two experts in qualitative research methodology and model development. The model was also evaluated by nurse educators with doctoral degrees. All are knowledgeable in model development and higher education. One had an added advantage with published knowledge in human rights education. Feedback from these experts was incorporated into the model. The abovementioned criteria were met.

5.6	GUIDELINES FOR OPERATIONALISATION OF THE MODEL
These guidelines are intended to provide support and direction for human rights education in the health professions. These guidelines are intended for use by those who will use the model this proposed model as a framework for curriculum development.
· The use of the ‘Model for Human Rights Education in the Health Professions’ should have a buy in from the relevant disciplines.
· Interested parties should meet to form a task team with a view to developing a programme in human rights education.
· A discussion should be held to determine similarities and differences n terms of programme outcomes.
· The last mentioned will help identify generic content that is applicable to all, and what needs to be attended to individually by various disciplines.
· There should be consensus on the content, study material, learning experiences and assessment techniques.
· Benchmarking with other institutions should be done to ensure that the content meets with national standards which have resonance with international and continental norms.
· A completed document should be subject to University approval before it can be implemented. 
· Start with disciplines whose timetable can best accommodate the new programme with fewer disruptions.
· Records of the process, initiation phase, and the implementation of the proposed model should be kept so as to provide evidence that may be used for an empirical study regarding the use of the model.
· Collaboration is key to achieve all the above steps.
· Support should be given to the lecturers to empower them first with short courses on human rights as well as the use of interactive teaching strategies. Education is evolving all the time and there are new developments continually. 
· Lifelong learning of Human Rights is empowering for both the students and the lecturers.

5.7	CONCLUSION

In this chapter, the ‘Model for Human Right Education in the Health Profession’ was described. The model is based on the concepts, empowerment, collaboration, ethics and human rights and interactive teaching strategies. The implementation, the evaluation of the model as well as the guidelines for the implementation thereof has also been described.

The next chapter, Chapter 6, provides the conclusions drawn from the study, the recommendations made based on the findings, as well as the limitations encountered during the process of the study. These are done against the background of the aims and objectives of the study.

CHAPTER 6

CONCLUSIONS, LIMITATIONS AND RECOMMENDATIONS

6.1	INTRODUCTION

This chapter provides the conclusions drawn from the study. Limitations that were identified during the study are presented. Recommendations for education, practice and research are also made based on the conclusions drawn from the study.

6.2	 AIM OF THE STUDY

The aim of the study was to generate scientific information on what constitutes human rights education at the ULMC with a view to develop a curriculum development model in teaching human rights in the health care programmes.

6.3	 OBJECTIVES OF THE STUDY

The objectives of the study were to:
· Describe what constitutes human rights education in the health professions at ULMC
· Describe the experiences and views of lecturers in the health professions at ULMC regarding the teaching of human rights in their programmes
· Develop a model and guidelines for human rights education in the health professions.

6.4	 THE PURPOSE OFTHESTUDY

The purpose of the study was to explore and describe the nature of human rights education in the health professions programmes at the ULMC in order to develop a model for the education and teaching of human rights to students in such programmes. The model will provide a framework for curriculum development.

6.5	CONCLUSIONS OF THE STUDY

The conclusions of the study will be documented in relation to the research questions. The research questions were posed in order to reach the aim and objectives of the study as indicated above. 

6.5.1	 What is understood by human rights education in the health professions at 
the ULMC?

Human rights education is viewed as a process during which students are given knowledge regarding human rights. Students who have knowledge, about human rights become empowered. These students in return are able to empower the patients, clients and communities. The lecturers, who are the facilitators in this process, are also empowered; “empowering the empowered”.

The students in a human rights education programme are empowered with knowledge which guides their professional conduct. Patients are respected and human rights violations are prevented as a result. Such students become more aware of human rights issues and become sensitized towards them. Emphasis was placed on” knowing them, [human rights], owning them and practicing them”. The focus here was on the lecturers to become well versed themselves with human rights in order to educate the students adequately so as to assist the students to attain their desired educational outcomes.

The viewpoints of the lecturers regarding empowering the students through human rights education is well supported in the literature. The aim of human rights education is to empower people in order to participate in the transformation of society so that everyone can attain the highest possible level of health. The second and third research questions also help clarify the views regarding what constitutes human rights education in the health professions at the ULMC, as shall be demonstrated below.

6.5.2	 What important aspects should be included in a human rights education 
programme?

Ethics and Human Rights together were seen as the important components that should make up a human rights education programme. Viewed differently, another conclusion that can be drawn is that lecturers in the health professions at ULMC view human rights education as the teaching of ethics combined with human rights issues. This alternative conclusion also comes from the interviews that were conducted.

In this study, it was indicated that HRE is intertwined with Ethics. The rationale amongst others is that when one resolves an ethical dilemma, human rights then come into play. The content in this regard, includes the Patient’s Rights Charter. When the student knows the Charter, it will be easy for the student to prevent human rights violations. The content of the Human Rights component was found to be lacking in substantive issues of Human Rights – for example, the history of human rights, nature of human rights and its relationship with health, as well as the rights of vulnerable groups in the society. Only national instruments were mentioned.  

There seems to be over reliance on Ethics or Bioethics to pass on as Human Rights, in terms of the content. Although the literature also supports the combination of Ethics and Human Rights in one module, the fact is that the two are distinct and have dissimilar points of departure. Within the Bioethics content, the general approach is to advance the “general rights of patients” which include:

· The right to treatment (and the right to refuse treatment)
· The right to information (the right to informed consent)
· The right to confidentiality and privacy (the right to privacy and anonymity in research)

From the above, one can see the relationship between these rights and some of the ethical duties. However, this should not be regarded as the content for Human Rights per se. There is more to Human Rights than the above mentioned. This might account for why only three important national instruments were mentioned, which included: the Bill of Rights /Constitution, Batho Pele Principles and the Patients’ Rights Charter. The only international instrument that was mentioned was the Declaration of Helsinki, and this was in relation to research.

There is insufficient knowledge regarding the content to be included in a Human Rights Education programme. There is a need for consultation with the concerned lecturers so as to reach a consensus regarding the content for human rights education in the health professions. 

It is hoped that the proposed model, will succeed in starting the process. This is crucial in order to attain a uniform standard of HRE and to engender a culture of human rights.  This will establish a common ethos among the graduates in the health professions.

The views about HRE and the content of HRE need to be expanded to include global or international perspectives. This is important in order to benchmark the national instruments and legislative framework against international norms and standards. This is a key competence in advocacy for graduates in the health professions. For example, the laws relating to women and children in South Africa resonate very well with UN instruments. This is crucial for monitoring and planning health programmes. 

There was also no mention of African Instruments regarding Human Rights. South Africa is a member of the African Union. In addition to that and in line with the motto of the University, which is “The University of Limpopo for human and environmental wellness in a rural context: finding solutions for Africa”, the conclusion is that Human Rights issues relating to Africa should also be included. The graduates of this University should foster a culture of human rights, not only in South Africa, but beyond its borders.  Graduates from this University are among those who will find solutions for health problems in Africa.  They need to be more informed and aware of African issues such as  the human rights instruments, in order to mitigate human rights issues in Africa.

Although not part of this study, mention should however be made regarding the recent xenophobia shown by some South Africans against refugees and immigrants from African states. In a way this gives an indication about the need to understand that rights are universal and borderless and in particular, there are UN instruments to address the rights of refugees and immigrants. Students have an opportunity to become change agents and empower communities.

The context of the Human Rights component should accommodate the diversity represented in the South African society. This conclusion is drawn from the views of the lecturers. This point of view is in line with the Constitution and the literature. Culture lives within people. Transcultural nursing has been identified by a nurse theorist, Madeleine Lieninger (1991), who indicated that culture congruent care is more meaningful for the patient. However, this assertion from the interviews was not corroborated by any of the documents reviewed. One would expect to note this in a study guide, case study, scenario etc.

There is a need to consolidate the content for Human Rights in the health professions. An indication was made regarding the distinction between the generic content that would accommodate most students and the profession specific content that would be handled within the specific disciplines. This view is important for role identity and clarification in terms of socialization of the students into their respective disciplines or professions. The discipline specific fundamentals should be addressed within specific disciplines.

6.5.3	What are the approaches that should be used in human rights education to 
facilitate awareness and application?

Collaboration or interdisciplinary or interprofessional approach was regarded as the best approach as all the disciplines have more or less similar educational objectives to attain. This approach has benefits, most of which have previously been indicated in the preceding chapters. However, one such benefit which warrants reiteration here is that interprofessional education benefits students by making them understand each other’s future professional role. This in turn improves communication among health professional for the benefit of the patients.

In the context of this study, seeing that only one lecturer has among the participants had a short course in human rights education, there is a need for capacity building and skills development for the lecturers who teach Ethics and Human Rights. They need the empowerment that is inherent in a human rights education programme in order to empower students.

Decisions on who should teach Human Rights are mostly based on the interest of the lecturer, and not on whether one is well equipped with the content or not. It is assumed that lecturers will cope since they also give lectures in their undergraduate programmes on the subject. One lecturer mentioned that their lectures in the undergraduate programme on Ethics consisted of the four ethical principles only. She mentioned that when she started teaching, she also started with the Ethics approach but she has since improved and expanded on that. No guidance was given to the lecturer.

Collaboration is seen in the literature as a problem focussed process, sharing and working together. This study views collaboration as a process that will address the identified problem of the lack of a curricular framework for human rights education. The proposed model will steer the process towards that direction.

The most effective teaching strategies in HRE are those that are interactive in nature. Case studies, field trips, small group discussion, debates, as well as those that use the electronic media. 

6.6	 RELATING THE STUDY TO THE THEORETICAL FRAMEWORK

The theoretical framework that guided the study was based on the Three Emerging Models of Human Rights Education proposed by Tibbits (2000), namely the Value and Awareness Model, the Accountability Model and the Transformational Model.

6.6.1	Value and Awareness Model

According to this model, the focus is on the integration of democratic values and practice into human rights. In this study, from the lecturers’ views, students who are exposed to human rights education demonstrate the desired values in society which include respect for others. Human rights education creates awareness among students towards human rights issues and also sensitizes them. Human rights also guide the students’ professional conduct. This model, although suggested for school curricular, is also relevant for undergraduate students in the health professions because they empower patients and communities. The students in these programmes can also use awareness campaigns as projects for their studies. However, awareness of human rights issues alone may not be enough for health professionals. They require enough information and knowledge to contend with problems relating to human rights violations in health care. Sifuna (2000) asserts that the educational system can be effective in inculcating and fostering a culture of awareness of rights and responsibilities among the populace

6.6.2	 Accountability Model

Accountability is a value that has a very high premium in the health professions. Learning about human rights ensures that students will be empowered. Studies on empowerment have shown that empowered people demonstrate professional self confidence for the application of professional knowledge and skills in caring for patients (Adib-Hajbaghery & Salsali 2005:11). Accountability is inherent and implied in the professional registration of students and qualified professionals with their governing bodies like SANC and HPCSA. Both these governing bodies demand professional accountability from its members in order to realize its legal mandate in the protection of the public. Empowerment will also ensure that human rights violations are prevented. 




6.6.3	 Transformational Model

This model emphasizes that experience is the best teacher. The premise is that the students must have experienced abuses for them to recognize them. This study views this assertion differently in that in health we should not wait for human rights violations to occur before students can learn about them;  and this may the shortcoming of this model in that if there are instruments or guidelines for students in the programme, they will be used to empower students to actually prevent those violations. Secondly, not all the students may experience certain human rights violations. However, case studies can be used to facilitate discussions and learning. Field trips can also be used to facilitate experiential learning.

From the components of that guided the study, some aspects of the  three models coincided with the themes that came out of the study as described in Chapter 4. Although weak in some aspects, the models succeeded in providing a direction for this study. Anfara & Mertz (2006:57), point out that no single researcher can apply a given theory to every conceivable case. The development of useful theoretical frameworks in qualitative research depends on numerous researchers using them in various contexts and suggesting further elaboration or refinement. 

6.7	 RECOMMENDATIONS

The recommendations made are based on the conclusions drawn from the findings of the study. The recommendations relate to education, research and practice.

6.7.1 	Education

· Human rights education should be made a critical component of the curriculum of the health professions. This can be achieved by introducing a generic or profession specific module within the Legal, Ethics and Human Rights component. This is already in place in some areas. So it can be used as a platform to build comprehensive and inclusive programme.

· Collaborative approach is recommended as the lecturers will be able to share the expertise and for the students, this will enhance their future roles in a positive way as they will be working with each other side by side understanding each other’s serving the same patient.

· An interest group should be established at the University in order to share information and to develop the programme to support and guide new lecturers.

· The content should reflect the genesis of human rights; national and international instruments, including those of the AU, current discourse regarding human rights and health on the ground. The context of South Africa should be considered in its diversity in terms of its past and its recent history.  There is a need for health professionals to monitor inequalities to access health care and to advocate for those in need.

· Create educational experiences that develop advocacy and social justice. 

6.7.2	Practice

Experiential learning should be enhanced by:
· Duly considered educational activities like field trips that are always followed by debriefing.
· Guidelines that are developed for use during practical blocks for students to prevent and monitor human rights violations of patients.
·  Administering human rights education programmes to students before they interface with patients.

6.7.3 	Research

· The model should be tested for implementation after all the University processes for the approval of programmes have been met.
· Research projects should be initiated on the experiences of students regarding human rights education in the health professions should be carried out.
· Further research on the experiences of the students who will undergo the collaboratively developed programme based on the model is suggested.
· Research projects should be initiated on interprofessional education (IPE) in the health professions. 
· Further research on the assessment techniques used in human rights education so as to test the validity of educational benefits highlighted in this study is recommended.

6.8	LIMITATIONS

According to Maltrerud (2001:485), there is no study, irrespective of the method used, that can provide findings that are universally transferrable. The following limitations are relevant to this study.

· The study was conducted from a qualitative paradigm which often utilizes a small   sample as was the case in this one. The findings can therefore not be generalized to all the Universities. This was not the aim of the study in the first place. Rather, the aim was to describe human rights education in the health professions at ULMC. 

6.9	 CONCLUSION

Human rights education in the health professions at ULMC was explored and described with a view to constructing a model. Human rights education is regarded as an empowering process that will in turn ensure that patients, clients and communities are able to articulate and enjoy their rights, especially their rights in health care. To achieve this ideal a collaborative and interdisciplinary approach in human rights education is recommended because of the closeness with which the health professions relate.

Students in the health programmes with the full awareness and knowledge of the policies already in place in the health care sector, like the Batho Pele Principles and Patient’s Rights Charter will help facilitate a transformed public health sector. Knowledge and understanding of the national, continental and international instruments on human rights will allow students to engage not only with national issues but also with global issues regarding health and human rights. Human rights education will “empower students with the knowledge to find solutions for Africa”. Health is a fundamental human right.
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