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OVERVIEW  
OF THE 
COMPETITION 

The case provided here is a complex scenario about a public health 
issue in South Sudan. The authors have provided some background 
information and figures to help teams reading the case; however, 
teams are responsible for finding any additional information they might 
need. 

Because of the complexity of the health problem, the case does not 
have a single correct answer and encourages exploring numerous 
perspectives and methodologies to develop a comprehensive solution. 

 
Below is a timeline with key dates and submission deadlines for the 
Spring competition. 
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TIMELINE 

 

5/8 Case released and office hours sign up becomes available. 
More office hours will become available throughout the 
week. Sign up sheets and mentor bios will be emailed to the 
teams.  

5/10 Mandatory Kick-off Panel on the case topic from 6-7pm in 
Stuart 105. This event is required for at least one member of 
each team. Panelists will provide an overview of the topic, 
and answer questions on the case. Pizza will be served. 

5/12 Office hours sign up closes. Each team must register for at 
least 2 office hour sessions.  

5/13 Mentor office hours will be in Saieh 146 from 10am-3pm. 
Snacks will be provided.  

5/14 One-page single spaced proposals due at NOON via email to 
yangk@uchicago.edu, and cc’d 
to  uchicago.chs@gmail.com  

5/15 The top 5 teams will be notified if they have progressed to 
round 2. Those teams will be assigned pitch mentors to help 
them further refine their proposals.  

5/15-
5/19 

The teams that advance will work on their proposals with 
their pitch mentors. A PDF version of your presentation is 
due to yangk@uchicago.edu by 10AM on Saturday, May 
20th. Presentations should be no longer than 10 minutes. 
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11/20 The top 5 teams will record their presentations on video for 
judging by the Watchlist team in NYC. Teams will present in 
descending team number starting at 10am in Saieh 146. 
Each presentation should be 10 minutes, with an additional 5 
minutes for Q&A. Teams may decide on the number of team 
members that present, but all team members are expected 
to attend the final presentations. Refreshments will be 
provided.  

 

PRIZES 

 

The first place team will have the opportunity to sit down with the 
Commissioner and Deputy Commissioners from the Chicago 
Department of Public Health. In addition, they will get a personalized 
tour of CDPH’s main office downtown.  

The second and third place teams will be invited to present their 
work at University of Chicago’s Center for Global Health Research 
Symposium.  

 

Thank you to the Chicago Department of Public Health and the Center 
for Global Health for their support and generosity.  
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JUDGING RUBRIC 

 

Category Score Comments 

Presentation Delivery (25pts)   
 
 
 

Analysis of Problem/Challenge (25pts) 
-Prioritization 
-Justification 
-Logic/Clarity 

  
 
 
 
 
 
 

Content of Pitch (40pts) 
-Evidence-based 
-Feasibility 
-Partnerships 
-Creativity/Innovation 
-Risk Assessment 
-Implementation Plans 
-Monitoring and Evaluation 
-Timeline and Budget 
-Sustainability Beyond Funding 

  

Questions & Answers (10 pts) 
-Thinking on Feet 
-Clarity of Response 

  
 
 
 
 

 
General Feedback/Additional comments: 
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THE CHALLENGE 

In armed conflict zones around the world, the number and intensity of 
attacks on health care workers have reached an alarming high. This 
case focuses on the impact of these attacks on migration and health 
care access in South Sudan.  

Watchlist on Children and Armed Conflict is an organization that 
strives to end violations against children in armed conflicts and 
guarantee their rights. Formed in 2001 by a group of leading human 
rights and humanitarian organizations, they collect and disseminate 
information on violations against children in conflicts in order to 
influence policymaking that effectively protects children.  

In this case competition, Watchlist is challenging you to investigate 
the impact on migration of attacks on health care in South 
Sudan. Anecdotally, Watchlist knows that when populations can’t 
access health care, they often resettle to locations where these 
services are available. However, case studies and empirical data would 
substantively contribute to this evidence base.  
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Your task is to design a 
proposal to collect data on 
how attacks on health 
workers impact migration and 
population health in South 
Sudan.  
 
This proposal will be presented to our partners at 
Watchlist via a video recording. Based on the 
innovation, feasibility, and effectiveness of the 
proposals, Watchlist will determine a winner of the case 
competition.  
 
In your pitch, please include:  

1. The specific stakeholders that would be involved.  
2. The feasibility of implementation for Watchlist 

(timeline, budget, etc.)  
3. The metrics of success for your proposal 
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CONFLICT AND MIGRATION IN SOUTH SUDAN 

 

Years of war in South Sudan has led to a collapse in the country’s 
healthcare system. Since December 2013, the crisis has displaced 
almost 2.27 million people, 413,000 in the first month alone.1 
Currently, 1.64 million remain internally displaced.2 More than 1.5 
million people have escaped to neighboring countries including Sudan, 
Ethiopia, Kenya and Uganda. South Sudan has become the third most 
fled country after Syria and Afghanistan.  

 

 

 

                                   
1 https://www.mercycorps.org/articles/south-sudan/quick-facts-what-you-need-know-about-south-sudan-
crisis 
2 http://southsudan.iom.int/programmes/humanitarian-assistance 
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The process of migration is a key social determinant of health for 
migrants. The International Organization for Migration (IOM) 
recognizes that even migrants who start the journey healthy are very 
vulnerable to ill health throughout due to biological, environmental and 
structural drivers such as poverty, stigma and social exclusion. The 
IOM uses a Displacement Tracking Index to collect data on the 
displaced populations in South Sudan. In June of 2014, the IOM began 
the biometric registration of internally displaced persons, which 
includes fingerprinting all household members and photographing 
young children whose fingerprints are hard to read. All this software is 
being used to help humanitarian actors better plan responses and help 
food partners distribute food in sites where biometric registration is 
complete.3 With regards to these data collection methods, Watchlist 
focuses on the Monitoring and Reporting Mechanism (MRM) that tracks 
grave violations against children in armed conflict (including attacks on 
medical facilities and personnel).  

 

ATTACKS ON HEALTH WORKERS 

 

The newly independent Republic of South Sudan has struggled to 
provide basic healthcare services to its citizens following the years of 
conflict. The violence has forced 2.3 million people from their homes 
and left 680,000 children malnourished. There is currently a severe 
shortage of health professionals (physicians: 1 per 65,574 population 
and midwives: 1 per 39,088 population). This shortage has caused the 
country to rely on inadequately trained or low-skilled health workers.4 
In recent years, the medical facilities in South Sudan, which were 
already at risk of destruction, came under increased attacks. Many 

                                   
3 http://www.iomsouthsudan.org/tracking/index.php 
4 http://www.who.int/workforcealliance/countries/ssd/en/ 
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medical providers fled, depleting the country of trained healthcare 
workers.5  

Medical facilities are not seen as a place of communal support and 
there is often a lack of respect for the medical staff, patients or 
services. In South Sudan, since 2013, there has been an increased 
number of attacks on health care facilities for the purpose of causing 
panic amongst the population (World Health Organization). People in 
the facilities are often ambushed and massacred, and providers are 
very often threatened and beaten as armed men ransack or destroy 
the facilities.6 In spring of 2014, the Bentiu hospital, the largest in 
Unity State, had one of the most horrific massacres the area has ever 
seen. In the end, the hospital lost most of its medical equipment and 
17 of its doctors fled to safer areas. For these doctors, returning back 
to the hospital now makes little sense because the area lacks 
resources and extreme violence has made it impossible to send 
valuable medical equipment to the hospital.7 

 

BARRIERS TO DATA COLLECTION 

 

There is a plethora of challenges with regard to data collection in 
conflict zones. These include, but are not limited to, the following: 
safety, ethical issues, and infrastructure. 

Concerns surrounding the safety of the researchers in conflict zones 
inhibits data collection. The limited number of people willing to work in 
such areas, combined with the need for sudden movement of 

                                   
5 https://health.iom.int/sites/default/files/Migration_of_Health_Workers_07.10.2016.pdf 
6 https://msf.lu/sites/default/files/msf-south_sudan_conflict-violence_against_healthcare.pdf 
7 http://www.aljazeera.com/indepth/features/2016/03/hospitals-targeted-south-sudan-
160304160408373.html 
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researchers and participants in times of crisis, creates unstable 
research conditions.  

The World Health Organization suggests the following improvements 
for documenting threats against health care workers in conflict zones:8 

• Analysis of trends of attacks on patients and health-care 
workers, facilities and transport during armed conflict and other 
violent incidents. 

• Collection of systematic routine data, prospective and 
retrospective, which are disaggregated by sex. 

• Examination of the context of each conflict to understand the 
dynamics and motives for attacks. 

• Disaggregation of data on humanitarian databases to distinguish 
between types of aid workers, including local and international 
health-care workers. 

• Public availability of anonymized data collected by humanitarian 
organizations to support a global response on prevention and 
accountability. 

• Assessment of open threats and impact on health facilities and 
health-care personnel by security staff both before deployment 
and immediately after conflict. 

• Systematic analysis of the immediate and longer-term impact of 
violence on the providers of health care. 

Often times, the government(s) that control conflict zones lack the 
necessary means to conduct their own research in these areas. There 
may be insufficient infrastructure to host researchers or their studies 
(ex. hospitals) and limited equipment for researchers to use (ex. 
computers or internet access). As a result, international organizations, 

                                   
8 http://www.who.int/bulletin/volumes/95/1/15-168328/en/ 
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unsupervised by the local government, often direct studies in conflict 
areas. This makes it possible for general ethical guidelines to be 
overlooked. For example, informed consent of participants may be 
forsaken, especially in areas with largely illiterate populations.  

 
DATA COLLECTION TECHNOLOGIES 

 

In recent years, healthcare providers’ commitment to using new 
technology, along with improvements in clinician’s skills, have 
improved data quality to the point where it can be used for research 
investigation. The volume of health data is rising. Health information 
technologies such as electronic health records are promising solutions 
to achieve greater quality outcomes for data collection and 
management.  

However, these technologies often cause errors instead of preventing 
them. Problems may arise along the path from turning raw data into 
useful information--information quality problems. The data flow 
process has several actors that influence the quality information 
obtained from such data at a later stage (Cruz-Correia, 2009). Having 
the right information when and where it’s needed comes with certain 
demands. These include the increased need for correct filtering, 
context-sensitive decision support, legal and ethical guidelines 
regarding obligations to obtain and use the information, achieving real 
patient-physician expectations regarding the use and usefulness of the 
information, and enhancing data accuracy.  

There are four major aspects known to information quality and fifteen 
dimensions underlying them (Strong et al., 1997b). These four major 
characteristics related to high-quality data are: intrinsic data quality, 
data quality context, data quality representation and data quality 
accessibility. A quality data problem is defined when any difficulty is 
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encountered along one or more quality dimensions that turn data 
completely or largely unfit for use (Strong et al., 1997b). 

There are difficulties associated in storing over time large amounts 
(not necessarily better) of varied information which often has 
conflicting or ambiguous concepts across different computer systems: 
lack of pieces of information, different values or representations 
(formats or codes), aggregated and non-aggregated impaired data 
movement across the industry due to lack of mapping and connecting 
different and inconsistent sources of data, ineffective data collection 
mechanisms for some required fields; errors at data entry from users 
and no data entry validation mechanisms at that point; lack on the use 
of international terminologies and resulting poor semantic 
interoperability. 

Direct data entry produces discrete, structured data that can easily be 
analyzed and reported. However, such data may be less accurate and 
negatively impact the quality of documentation (McDonald, 1997; 
AHIMA, 2008). On the other hand much information is stored as 
unstructured, narrative data. Such data are difficult to use reliably in 
queries for several reasons, including among others misspellings, 
synonyms, homonyms and negation (Weiner, 2007). “Coded” data are 
needed to better represent a clinical concept, since there are many 
forms to represent it, giving the necessary attention to coding systems 
dynamics – new codes are added all the time without old ones being 
removed (Strong et al., 1997a; de Lusignan and van Weel, 2006; 
Häyrinen, 2008). At present, there isn’t a single standard system for 
recording structured data, a standard approach to coding and 
classification (de Lusignan and van Weel, 2006).  

Common causes for data inaccuracy include placing a question in the 
wrong person’s workflow; not allowing for clinically relevant answers; 
reflecting what the physician ordered but not what the patient really 
did; among other gaps in information about care by providers who are 
not using the system (Stead, 2007). Also establishing the order of 
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events and the time lapse between each one is also problematic, 
especially when are used several unsynchronized mechanisms to tell 
the time (CruzCorreia, 2009). Another problem comes when we don’t 
know where and who entered such data. Bayesian inference, the 
development of terminology and minimal data set standards and also 
structured data entry may improve data completeness (Strong et al., 
1997a; Berner, 2005; Weiner, 2007; Häyrinen, 2008). 

Data accessibility (filtered by ethical issues like data ownership, 
security, confidentiality and privacy) is surely an obstacle to research 
investigation by third parties, as this issue is still unclear, without 
access to them analysts can’t do research and managers can’t make 
decisions, like the unclear details about the research methods 
employed by researchers, not allowing studies replication (Strong et 
al., 1997a; de Lusignan and van Weel, 2006; Kaplan and Harris 
Salamone, 2009).  

Data availability, data format, data accuracy and data accessibility 
arise as major problems identified, relating to high-quality data 
collection on EHRs. There are solutions to solve such problems like 
early recognition of development of those problems and direct 
physician entry or physician entry control. Also, structured encounter 
forms and well structured and designed EHRs that include anticipatory 
prompts and that allow data linkage and aggregation to data 
consumers are part of the solutions available. A broad use of such 
systems for the most daily tasks possible without compromising the 
goal of compliant documentation and standard coding use are also to 
consider. Other relevant issues are periodic accuracy monitoring and 
feedback, better research methods explanation, evidence-based 
guidelines, automated data capture from patient information systems 
and others. If attended they can help reducing data quality problems 
in order to improve EHRs suitability for general everyday use.  
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Using a systematic review of evidence from peer-reviewed and non 
peer-reviewed literature, we identified 20 unique real or potential 
barriers grouped in a taxonomy of technical, motivational, economic, 
political, legal, and ethical barriers. The complex interactions between 
tangible and intangible barriers at different levels can severely limit 
the effectiveness of isolated solutions. Strategies to resolve specific 
barriers may not advance data sharing at all if related barriers are not 
addressed as well in a comprehensive approach or if more 
fundamental barriers remain unchanged. Specific data sharing 
strategies should be tailored to different types of data. We focused this 
review on routinely collected population derived data such as disease 
surveillance, intervention coverage, or cause specific mortality data. 
These types of data are widely collected at ever growing 
spatiotemporal resolution and the extended use of this vast resource 
for research and policy making could greatly accelerate public health 
strategies and programs. The effective advancement of data sharing in 
public health will require a comprehensive understanding of all barriers 
and a global consensus on the value and on the principles of data 
sharing.9 

 

ADDITIONAL INFORMATION: POPULATION HEALTH 
METRICS 

 

Range of gaps in healthcare:10  

• Less than half of all births (49.2%) are attended by a qualified 
health professional. 

                                   
9  "Panhuis, Willem G van, Proma Paul, Claudia Emerson, John Grefenstette, Richard Wilder, Abraham J. 
Herbst, David Heymann, and Donald S. Burke. "A systematic review of barriers to data sharing in public 
health." BMC Public Health. November 05, 2014. Accessed May 09, 2017. 
http://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-14-1144." 
10 https://www.unicef.org/sudan/health_4284.html  
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• Consumption of iodised salt – a vital protection against goiter, 
child stunting and mental retardation – is just 11%. 

• Only one-third of children (32.6%) have had their births 
registered. 

• Only 31 per cent of children under the age of five have been fully 
immunized. 

• Only 18 per cent of households have access to insecticide-
treated bednets to protect against malaria. 

Famine in South Sudan:  

 “The areas of South Sudan at the greatest risk for developing famine 
are on the frontlines of the conflict, where aid agencies cannot reach 
people in need due to insecurity,” said Justus Liku, Senior Food 
Security Advisor at CARE, and former facilitator for the IPC. ”The latest 
IPC report confirms these areas are currently experiencing emergency 
levels of hunger with high risk of sliding into famine. But famine has 
not yet been declared, so there is still time to prevent this from 
becoming a humanitarian catastrophe.” 

The IPC, which uses a scale of five acute phases to measure food 
insecurity, with Phase 5 being ‘famine’, issued their last analysis in 
May, with projections that by August, conflict areas in parts of South 
Sudan would be in a Phase 4 emergency food crisis, with high risk of 
famine developing. 

 
 
 


