
  

 

 

 

A DESCRIPTIVE, MULTI-SITE CASE STUDY TO DISCOVER THE INCLUSION  

OF DISABILITY COMPETENCIES IN UNDERGRADUATE PUBLIC HEALTH  

PROGRAM CURRICULA IN CALIFORNIA-BASED PUBLIC UNIVERSITIES 

 

 

by 

Jacqueline Suzanne Siukola Tompkins  

Liberty University 

 

 

A Dissertation Presented in Partial Fulfillment 

Of the Requirements for the Degree 

Doctor of Philosophy 

 

Liberty University 

2023 

  



 ii 

A DESCRIPTIVE, MULTI-SITE CASE STUDY TO DISCOVER THE INCLUSION OF 

DISABILITY COMPETENCIES IN UNDERGRADUATE PUBLIC HEALTH  

PROGRAM CURRICULA IN CALIFORNIA-BASED PUBLIC UNIVERSITIES 

 

 

by Jacqueline Suzanne Siukola Tompkins  

 

 

A Dissertation Presented in Partial Fulfillment 

Of the Requirements for the Degree 

Doctor of Philosophy  

 

 

Liberty University, Lynchburg, VA 

2023 

 

 

 

 

 

 

 

 

 

APPROVED BY: 

 

 

Nicole Stottlemyre, Ph.D., Committee Chair 

 

 

Lona Bryan, Ph.D., Committee Member 



 iii 

Abstract 

Nearly one in four adults and one in six children in the United States (U.S.) have a disability. 

Despite the evidence documenting health differences, public health professionals receive 

inconsistent or little-to-no disability education in graduate public health curricula. Undergraduate 

public health (UGPH) programs have an expanding role in building the future public health 

workforce, including the U.S. governmental public health workforce. However, the inclusion of 

disability-related content within UGPH program curricula is currently unknown. The purpose of 

this multi-site case study was to conduct preliminary research to describe how disability-related 

curricula are or can be included in UGPH program curricula and to understand what supports are 

needed to deliver UGPH program curricula for disability-competent public health workforce 

preparedness. From semi-structured interviews and document analysis data, this study’s research 

questions aimed to discover to what extent the four public health workforce disability 

competencies can be included in the UGPH program curricula of California-based public 

universities. The social-ecological theory, which acknowledges and describes the influence of 

larger social systems and environments on individual and community-level health outcomes, 

served as the guiding conceptual model for this study. The qualitative data were examined 

through thematic and content analysis approaches. This study found that disability-related 

content in UGPH program curricula lacks focus and specificity, lacks inclusion and depth, and is 

influenced by faculty and student preferences. Further, faculty capacity and university and 

faculty resources were identified as barriers, and curriculum flexibility was identified as a 

facilitator to disability-content curricula inclusion.  

 Keywords: curricula, disability, education, undergraduate, public administration, public 

health, workforce 
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CHAPTER ONE: INTRODUCTION 

Overview 

The United States (U.S.) public health system consists of public, private, and third-sector 

entities, each with contributing roles, relationships, and interactions to promote and protect the 

health and well-being of individuals, families, and communities (de Beaumont Foundation & 

Public Health National Center for Innovations, 2021). The public health workforce and the 

governmental public health infrastructure are vital components to the health and safety of U.S. 

communities by delivering lifesaving and life-sustaining treatments and health practices, 

including those that disproportionately experience poor health outcomes (President’s Council of 

Advisors on Science and Technology [PCAST], 2023). The 2023 PCAST report titled 

Supporting the U.S. Public Health Workforce stated the following:  

More than ever before, our nation’s health and economic stability rely on an effective 

public health system. Building a stronger, more efficient, and more equitable public 

health system is necessary to realizing a healthier, fairer, and more prosperous America. 

But creating this public health system will remain a dream without the people—the 

workforce to support these efforts. (p. 2) 

Connecting Public Health and Public Administration  

“Public administration touches every facet of our lives, and public administration 

decisions are public health decisions” (Lundgren, 2013, para. 1). Public health is a public good 

(Colgrove et al., 2010), in which citizens hold the governmental public health system 

accountable for monitoring the population’s health and safety and intervening, if needed, through 

laws, policies, regulations, and expenditure of public resources (Institute of Medicine [IOM], 

2003). Core governmental public health actions include promoting free and open information, 
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protecting people from harm caused by others, and implementing societal interventions, such as 

policies (Frieden, 2015a). Governmental public health actions must comply with the eight ethical 

principles and standards of the American Society for Public Administration (ASPA) for public 

service staff in all sectors. The principles include: advancing the public interest, upholding the 

constitution and the law, promoting democratic participation, strengthening social equity, fully 

informing and advising, demonstrating personal integrity, promoting ethical organizations, and 

advancing professional excellence (ASPA, 2013).  

In alignment with the principle of separation of powers, the U.S. federal, state, and local 

governmental levels play different roles in the public health system, each making critical and 

interconnected contributions and decisions that impact a population’s health (Leider et al., 2016). 

Within the U.S., 21 federal agencies, 50 state public health agencies, and 2,459 local health 

departments have public health authority (Wallace & Sharfstein, 2022). Sample public health 

services at the federal level include monitoring the population’s health status and needs, setting 

policies and standards, and passing laws and regulations (IOM, 2003). Sample public health 

services at the state level include collecting and analyzing information, setting policies and 

standards, delivering mandates, and managing health services and resource allocations (IOM, 

2003). As front-line public health agencies, local-level public health services consist of more 

direct delivery to the population. They provide screenings, immunizations, health education 

services, and deliver maternal, child health, and mental health services (IOM, 2003).  

Social Determinants of Health and Health in All Policies 

A large number of social, economic, and environmental factors are linked to the health of 

a population and are commonly referred to as the social determinants of health (SDOH) (Artiga 
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& Hinton, 2018) that historically go beyond the traditional scope and function of public health 

(DeSalvo et al., 2017). The World Health Organization (WHO, n.d.) defined SDOH as follows: 

Conditions in which people are born, grow, work, live, and age, and the wider set of 

forces and systems shaping the conditions of daily life. These forces and systems include 

economic policies and systems, development agendas, social norms, social policies, and 

political systems that are shaped by the allocation of money, power, and resources. (para. 

1) 

The interconnectedness and complexities of the SDOH require action across a broad 

range of stakeholders, including all levels of government (WHO, n.d.). As Lundgren (2013) 

asserted, “there are no social, no industrial, and no economic problems, which do not come under 

the jurisdiction of a public agency” (para.7). Greer et al. (2022) shared that Health in All Policies 

(HIAP) approaches seek to align systems and policies required to achieve governmental health-

related goals.  

With increased recognition and emphasis on the connection between health and the 

SDOH, like socioeconomic status, education, neighborhood or physical environment, 

employment, social support networks, and access to health care (Artiga & Hinton, 2018), and the 

need to address complex problems with declining resources (Rudolph et al., 2013), governmental 

sectors embrace a HIAP approach (Greer et al., 2022). A HIAP approach is “a collaborative 

approach to improving the health of all people by incorporating health considerations into 

decision-making across sectors and policy areas” to promote equity and sustainability (Rudolph 

et al., 2013, p. 6). Taking a HIAP approach to actively develop and promote partnerships, 

policies, and systems that integrate health considerations into policymaking across governmental 

sectors aligns with Public Health 3.0 initiative. The Public Health 3.0 initiative acknowledges 
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that actions and decisions employed across public administration agencies affects health, health 

outcomes, and equity (DeSalvo et al., 2017).  

In addressing health through a HIAP approach, diverse governmental sectors take a 

whole-of-government approach to share resources and reduce redundancies to decrease costs, 

improve performance and outcomes, and promote efficiency (Rudolph et al., 2013). An example 

of a governmental state initiative developed using a HIAP lens is California’s Master Plan for 

Aging (MPA), which is a 10-year blueprint for “state government, local government, the private 

sector, and philanthropy to prepare the state for the coming demographic changes and continue 

California’s leadership in aging, disability, and equity” (CDA, 2021, p. 4). The goals and 

strategies of California’s MPA stretch across multiple policy areas, which require government 

agencies and departments, including public health, to coordinate and integrate resources, 

policies, systems, and programs (CDA, 2021).  

Governmental Public Health Administrators and Workforce 

A public health professional is a “person educated in public health or a related discipline 

who is employed to improve health through a population focus” and who has education and 

training in a “wide range of disciplines, including, but not limited to medicine, nursing, dentistry, 

social work, allied health professions, pharmacy, law, public administration, veterinary medicine, 

engineering, environmental sciences, biology, microbiology, and journalism” (Gebbie, 2003a, 

pp. 29–30). The U.S. governmental public health workforce consists of 300,000 staff working 

across all levels of government. In addition to serving as public health administrators, leaders, 

and managers, public health workers include epidemiologists, emergency preparedness staff, 

health professionals, and data analysts (PCAST, 2023). Public health graduates, including 
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undergraduates, work in various settings and sectors, with 10% of undergraduates finding their 

first employment with governmental agencies (Leider et al., 2023; Pleys et al., 2021).  

Governmental public health administrators are part of the broader public administration 

system and network. They regularly perform public administration functions, including planning, 

organizing, directing, coordinating, and controlling public policies, programs, and budgets to 

develop and administer services based on community needs, resources, funding, and support. For 

example, individuals employed as public health medical administrators for California are 

responsible for planning, organizing, directing, and controlling statewide public health programs, 

with significant responsibility for developing the state’s public health policy (California 

Department of Human Resources [CDHR], 1988). Additionally, the County Health Executives 

Association of California (CHEAC) is a statewide organization of county and city health 

department and agency public health administrators who are responsible for the administration 

and fiscal oversight and delivery of a comprehensive set of local public health and health care 

services (CHEAC, n.d.).  

Building a diverse and skilled workforce is a core component of meeting public health 

needs (Centers for Disease Control and Prevention [CDC], 2021). As Glynn et al. (2019) stated, 

“essentially, public health services are only as good as the workforce that delivers them” (p. S7).  

Given the breadth, reach, and impact of U.S. public health administrators and workforce, the 

2023 PCAST report titled Supporting the U.S. Public Health Workforce outlined five 

recommendations to ensure the future public health administrators and workforce are robust, 

well-trained, well-resourced, and trusted, including strategies to advance health and social 

equity.  
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Social Equity and Public Administration   

 In addition to efficiency, effectiveness, and economy, social equity is a pillar of new 

public administration. The codes of ethics for the ASPA and the National Academy of Public 

Administration included social equity (Blessett et al., 2019). While a single definition for social 

equity within public administration does not exist, “equity refers to fair or just distribution of 

such services or policies while equality indicates a sameness or identical distribution” (Mulyadi 

et al., 2018, p. 38). Similarly, the Essential Public Health Services (EPHS) framework, which 

describes public health activities to protect and promote the health of all people in all 

communities, centers on equity (CDC, 2021). Public sector personnel requires social equity 

knowledge, training, and skills to meet a diverse and changing citizenry’s current, emerging, and 

future needs (Lopez-Littleton & Blessett, 2015). Likewise, Smoller and Blaser (2013) stated, 

“government agencies need people who are familiar with disability issues. And people who work 

for government agencies need to be familiar with disability issues” (p. 2). 

Disability  

Disability represents the nation's largest minority group (The power of words, n.d.). 

Disability crosses all races, ethnicities, cultures, sexes, and socioeconomic statuses (Sheppard-

Jones & Lasley-Bibbs, 2021) and represents a group that any person can join at any time 

(Hopson, 2019; Tulchinsky & Varavikova, 2014). Disability-related needs and issues impact 

public administration because disability overlaps many public policy arenas and governmental 

services, including transportation, housing, health, education, and employment (Smoller & 

Blaser, 2013). However, within the field of public administration, a content analysis review of 

social equity articles published in three public administration journals dating back to 1968 found 

that disability-related content and themes remain low (Blessett et al., 2019). In addition to 



 7 

influencing the development, implementation, and evaluation of public policy, varying societal 

and professional views of disability, including the medical and social models, impact the 

perceptions of disability-related discrimination and the management of disability-related 

limitations (Bunbury, 2019; Dirth & Branscombe, 2017; Fatoye et al., 2018). As such, disability 

issues and equity-based strategies to support PWD represent topics that integrate public health 

and public administration.  

The development of the public health field through the medical model lens, which views 

disability as an impairment and limitation (Fatoye et al., 2018; Lollar & Crews, 2003; Sheppard-

Jones & Lasley-Bibbs, 2021) that requires medical intervention to cure (Durham & Ramcharan, 

2018), creates barriers for people with disability (PWD) to have similar opportunities as people 

without disabilities (Dirth & Branscombe, 2019). In contrast, the social model acknowledges that 

disability does not automatically equate to poor health and emphasizes that negative attitudes, 

such as stigma and oppression, cause disability (Sharby et al., 2015). The social model promotes 

social and physical environment adaptations and inclusive accommodations to support PWD 

living well and independently (Bunbury, 2019; Dirth & Branscombe, 2017; Fatoye et al., 2018; 

Goering, 2015).  

 Differential treatment toward PWD, including a history of stereotyping, discrimination, 

institutionalization, social oppression, and stigma, contribute to PWD faring poorly across a 

broad range of health indicators and social determinants of health (SDOH) ( Krahn et al., 2015). 

Despite evidence that documents the health differences between people with and without 

disabilities, PWD remain excluded and neglected in public health programs (PHPs) and services, 

including workforce training and education (Akakpo et al., 2020; Froehlich-Grobe et al., 2021; 

Griffen & Havercamp, 2021; Horner-Johnson, 2021; Krahn et al., 2015), and remain overlooked 
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both socially and politically (Tulchinsky & Varavikova, 2014). To public health practitioners, 

disability continues to be communicated and framed as an adverse health outcome that should be 

reduced or prevented (Lollar et al., 2021).  

 The need to strengthen disability competency among health professionals is a consistent 

recommendation of several notable reports over the past 2 decades, including the 2002 U.S. 

Department of Health and Human Services (HHS) report, Closing the Gap: A National Blueprint 

to Improve the Health of Persons With Mental Retardation: Report of the Surgeon General’s 

Conference on Health Disparities and Mental Retardation; the 2005 HHS report, The Surgeon 

General’s Call to Action to Improve the Health and Wellness of Persons With Disabilities; the 

2007 IOM (now known as the National Academy of Medicine [NAM]) report, The Future of 

Disability in America; and the National Council on Disability (NCD, 2009) report, The Current 

State of Health Care for People with Disabilities (Krahn et al., 2015). However, disability as a 

construct and PWD as a population are not integral elements of public health education and 

training (Akakpo et al., 2020), with most public health professionals receiving inconsistent or 

little-to-no disability training and education in graduate public health curricula (GPH) (Akakpo 

et al., 2020; Griffen & Havercamp, 2021; LaBrecque, 2020; Sinclair et al., 2015; Tanenhaus et 

al., 2000). 

 Despite the expanding role of undergraduate public health (UGPH) programs in 

preparing future public health administrators and workforce, a literature gap exists in 

understanding the inclusion of disability-related content within UGPH curricula (Akakpo et al., 

2020). Furthermore, there are no research studies identified in the current literature that 

specifically examine how the four public health workforce disability competencies, as defined by 

a committee of national disability and public health experts convened by the Association of 
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University Centers on Disabilities (AUCD, 2016), are reflected in either graduate or UGPH 

curricula. The four competencies include: 1) discuss disability models across the lifespan; 2) 

discuss methods used to assess health issues for PWD; 3) identify how PHPs impact health 

outcomes for PWD; and 4) implement and evaluate strategies to include PWD in PHPs that 

promote health, prevent disease, and manage chronic and other health conditions (AUCD, 2016). 

 Without adequate training and education, inaccurate and unfavorable attitudes and 

assumptions about PWD among health professionals will continue to contribute to the long-

standing, deep-rooted health disparities experienced by PWD (Griffen & Havercamp, 2021). 

Therefore, this study aims to provide insights into how UGPH programs are preparing a 

disability-competent public health workforce. To achieve this goal, this study will explore and 

describe how the four public health workforce disability competencies are reflected within 

UGPH program curricula offered by California-based public universities.  

Background 

The Centers for Disease Control and Prevention (CDC) described a disability as “any 

condition of the body or mind (impairment) that makes it more difficult for the person with the 

condition to do certain activities (activity limitation) and interact with the world around them 

(participation restrictions)” (National Center on Birth Defects and Developmental Disabilities, 

n.d., para. 1). Disability crosses the entire life course, with nearly one in four adults and one in 

six children in the United States living with a disability (Increase in developmental disabilities 

among children in the United States, n.d.; National Center on Birth Defects and Developmental 

Disabilities, n.d.). A wide range of disabilities may affect a person's vision, movement, thinking, 

remembering, learning, communicating, hearing, mental health, and social relationships 

(National Center on Birth Defects and Developmental Disabilities, n.d.).  



 10 

In 2015, U.S disability-associated healthcare expenditures accounted for 36% of all 

healthcare expenditures for adults, totaling $868 billion (Khavjou et al., 2021). Disability affects 

approximately 61 million U.S. adults, and the percentage of children aged 3–17 years diagnosed 

with a developmental disability is increasing (16.2% in 2009–2011 to 17.8% in 2015–2017; 

Zablotsky et al., 2019). Disability exists in all sociodemographic groups, including all genders, 

ages, religions, cultures, socioeconomic levels, and racial and ethnic backgrounds (The power of 

words, n.d.; Bogart & Dunn, 2019; HHS, 2005; Horner-Johnson, 2021; Sheppard-Jones & 

Lasley-Bibbs, 2021). As such, PWD represent a significant portion of the community members 

that public health professionals serve (AUCD, 2016). The Arc, the nation's largest community-

based disability advocacy organization and a leader in disability rights, has indicated that 

disability represents the nation's largest minority group (The power of words, n.d.). The disability 

culture and community represent a population group that can be joined involuntarily, suddenly, 

and unexpectedly at any point throughout the life course (Hopson, 2019; Tulchinsky & 

Varavikova, 2014). Emerging disabilities, such as those associated with opioid use disorders, 

impact current and future generations (Sheppard-Jones & Lasley-Bibbs, 2021) that today’s 

existing health system may not be ready to address (Tulchinsky & Varavikova, 2014). 

 PWD represent a diverse group with wide-ranging needs (National Center on Birth 

Defects and Developmental Disabilities, n.d.). Some individuals are born with a disabling 

condition or demonstrate a condition early in life, while others may acquire a disability through 

an injury, a chronic health condition, or later life stages (Carmona et al., 2010; Krahn et al., 

2015; Lollar & Crews, 2003). As such, the broad scope and complexity of disabilities result in 

varying health needs (Krahn et al., 2015; Lollar & Crews, 2003) that are influenced by the 
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natural and built environment; social, political, and cultural factors; the availability of assistive 

technologies; and community support and engagement (CDC, 2020b).  

Historical 

 Tanenhaus et al. (2000) asserted that “historically, there has been an uneasy relationship 

between people with disabilities and academic and professional public health” (p. 1315). Efforts 

to improve these relationships occurred when public health began to show increased interest in 

disability and a professional commitment to addressing health disparities experienced by PWD 

(Sinclair et al., 2015). This interest and commitment are evidenced by: the establishment of the 

CDC’s National Center on Birth Defects and Developmental Disabilities (NCBDDD) in 2000; 

the convening of a Health, Disability, and Independent Living in the Graduate Public Health 

Curriculum national conference sponsored by the CDC (Tanenhaus et al., 2000); the inclusion of 

disability as an assessment and measurement focus area within the Healthy People 2010 and 

2020 plans (Nary & Mullis, 2021); the establishment of a national objective to increase the 

proportion of Master of Public Health (MPH) programs that offer graduate-level courses in 

disability and health in Healthy People 2020 (Sinclair et al., 2015); and the addition of two 

disability-related core items to the Behavioral Risk Factor Surveillance System (BRFSS), a 

survey that collects health-related state data on U.S. residents (Disability and health overview, 

n.d.). To elevate disability as an emerging, cross-cutting field within the discipline of public 

health, Lollar et al. (2021) published a book, titled Public Health Perspectives on Disability: 

Science, Social Justice, Ethics, and Beyond, to assist public health schools in educating students 

more fully about disability. 

 The HHS first recognized disability as a relevant population for public health purposes 

following the release of the 2005 Surgeon General report, Call to Action to Improve the Health 
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and Wellness of Persons with Disabilities (Roberts, 2013). This report emphasized the need to 

acknowledge and overcome the health and wellness challenges of PWD arising from insufficient 

knowledge and awareness, provider and community attitudes and behaviors, and inadequate 

access to information and health and wellness promotion services and interventions (U.S. Office 

of the Surgeon General, 2005).  

 While there are wide and varied definitions and meanings of disability (Hopson, 2019) 

for policy and program purposes (Francis & Silvers, 2016), a widely accepted definition came 

from the Americans with Disabilities Act (ADA), which identified an individual with a disability 

as a person who: 1) has a physical or mental impairment that substantially limits one or more 

major life activities; 2) has a history or record of such an impairment; or 3) is perceived by others 

as having such an impairment (U.S. Department of Justice [DOJ], 2020; Yee, 2021).  

 With the passage of the Patient Protection and Affordable Care Act (ACA) in 2010, the 

HHS adopted a six-question assessment to help standardize how disability data are collected 

among federal public health surveillance efforts (CDC, 2020b). Definitions of disability used in 

the six-question assessment of the HHS are based on function rather than diagnosis (Pendo, 

2016). The HHS assessment addresses: 1) deafness or serious difficulty in hearing; 2) blindness 

or serious difficulty in seeing; 3) serious difficulty in concentrating, remembering, or making 

decisions because of a physical, mental, or emotional condition; 4) serious difficulty walking or 

climbing stairs; 5) difficulty dressing or bathing; and 6) difficulty doing errands alone because of 

a physical, mental, or emotional condition (CDC, 2020b).  

 Developed by a federal interagency committee, the six-question item is included in 

several major surveys, including the American Community Survey, to monitor the prevalence 

and health status of PWD (HHS, 2011). These data are used to identify areas of health that need 
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improvement through program efforts; understand the health risks experienced by PWD; and 

inform programs about including PWD (CDC, 2020b). The tracking of data helps inform the 

investment and allocation of public resources and the creation of laws and programs to reduce 

and eliminate health disparities (Arcaya et al., 2015). 

 Further, the medical technologies and public health advancements of the 20th century 

have increased the life expectancy within the United States, which increases the number of 

people living with age-related disabilities in addition to other forms of disability (Cieza et al., 

2018; Sheppard-Jones & Lasley-Bibbs, 2021). Older adults are among the fastest-growing 

demographics in the United States, with this population projected to reach 80.8 million by 2040 

and 94.7 million by 2060 (Project future growth, 2022). The health burdens of the aging 

population reinforce the need to focus attention on disability (Cieza et al., 2018) and the need for 

effective education about the needs of PWD (Shakespeare et al., 2009).  

 In addition to age being a factor contributing to a disability, various socioeconomic 

factors, including race, income, and education, impact disability status and the effects of 

disability (Horner-Johnson, 2021). Research conducted by Goyat et al. (2016) found that non-

Hispanic African Americans had the highest prevalence among all the racial groups of severe 

disability, which is defined as individuals who self-report experiencing a “lot of difficulty” or 

“cannot do it all” in performing functions and participating in activities. Non-Hispanic African 

Americans were 1.5 times as likely as non-Hispanic Whites to have a severe disability. These 

findings suggested that the difference in the prevalence of disability between non-Hispanic 

African Americans and non-Hispanic Whites may be partially explained by lower socioeconomic 

status regarding education and family income of non-Hispanic African Americans.  
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 PWD have lower educational achievements, fewer economic opportunities, and higher 

poverty rates than people without disabilities (Tulchinsky & Varavikova, 2014). Okoro et al. 

(2018) found that mobility disability was nearly five times as common among middl29e-aged 

adults living below the poverty level compared to those whose income was twice the poverty 

level. Data from the U.S. American Community Survey showed that 6.5% of children were 

living in families with incomes above the poverty threshold in 2019 (Young, 2021). In terms of 

educational attainment, 2020 data from the Bureau of Labor Statistics showed that across all 

educational attainment groups and age groups, unemployment rates for PWD were higher than 

those for persons without a disability (DOL, 2021).  

Social  

 Within the context of disability policy, U.S. civil rights laws and regulations, like the 

ADA, have significant impacted PWDs’ lives and reflect a shift in eliminating the attitudinal and 

institutional barriers experienced by PWD that limit full societal participation (Smoller & Blaser, 

2013). However, disability leaders have agreed that work remains to address compliance gaps 

and unresolved barriers to equal opportunity, full participation, and community integration and 

inclusion (Frieden, 2015b). The health disparities experienced among PWD, including obesity, 

chronic health conditions, depression, and anxiety, are considered unnecessary, avoidable, and 

unjust because they are associated with long-standing social, economic, or environmental 

disadvantages grounded in stigma, discrimination, and negative social norms (Cooper et al., 

2018; Krahn et al., 2015). Health disparities among PWD are not isolated to medical issues and 

impact an individual’s independence, ability to work, and overall quality of life (Roberts, 2013). 

The social model’s view on disability sees the day-to-day barriers PWD face as environmental 

restrictions rather than personal limitations (Froehlich-Grobe et al., 2021).  
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 Too often, poor health and health disparities are seen in public health as a direct outcome 

of having a disability rather than preventable outcomes that can be addressed through accessible 

environments and targeted improvements in services, systems, and policies (Froehlich-Grobe et 

al., 2021). Researchers have asserted that the basic neglect and dismissal of the health 

differences among PWD as simply an outcome of the disability itself is a discriminatory practice 

that must be examined and corrected (Krahn et al., 2015).   

Although the ADA was enacted over 30 years ago, researchers have continued to express 

concern regarding equitable care for PWD and an explanation of persistent healthcare disparities 

affecting PWD (Iezzoni et al., 2021). Disparities in accessible health care for PWD go beyond 

individual healthcare provider biases and also reflect structural and systemic factors that require 

a culture shift. The inaccessible medical infrastructure for PWD, including inaccessible medical 

diagnostic equipment to meet healthcare needs (NCD, 2021), is a growing public health problem 

that will continue to perpetuate healthcare disparities for PWD (Smeltz & Carpenter, 2022). 

Furthermore, Iezzoni et al. (2021) found that only half of practicing U.S. physicians surveyed 

“strongly agreed” that they would welcome patients with disability into their practices. 

Moreover, Horner-Johnson (2021) asserted that “if we are to reduce disparities between 

population groups, then groups that have historically been disadvantaged should receive more 

intensive and targeted public health resources to help overcome the disproportionate burden of 

poor health experienced by these groups” (p. 92).  

Theoretical 

 The medical and social models on disability impact how PWD are perceived by society 

and professionals (Dirth & Branscombe, 2019; Fatoye et al., 2018), influence how elements of 

disability are emphasized and paid attention to (Dirth & Branscombe, 2017), and affect how 
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public policies are shaped (Bunbury, 2019). While the medical model approaches disability as an 

individual-level impairment or limitation (Fatoye et al., 2018; Sheppard-Jones & Lasley-Bibbs, 

2021), the social model focuses on disability and limitations as an outcome of one’s social and 

physical environments (Andrews, 2020; Dirth & Branscombe, 2017). The social model reflects 

the principle of inclusion rather than exclusion by advocating for the prioritization of research 

and funding for PWD by creating equal opportunities that support narratives of disability that 

normalize the experience rather than viewing disability as inferior (Dirth & Branscombe, 2017). 

 The evolution of public health is increasingly promoted through views of social 

influences on health, including the effects of multiple sectors, actors, and partners (DeSalvo et 

al., 2017). Social approaches and theories to health behaviors and public health elevate the 

connectivity among the influences of social hierarchy, social structure, power, and history on 

health (Harvey, 2020; Short & Mollborn, 2015). In line with the progression of public health 

toward social theories, the social model more accurately describes the experience of disability 

than the medical model (Riddle, 2020). Therefore, the nation needs future public health 

administrators and a workforce that understand and are prepared to address the social drivers of 

health disparities (Harvey, 2020).    

This study aims to benefit PWD; support systems for PWD; disability leaders and 

advocates; public administrators; public health professionals and organizations; faculty and staff 

of university PHPs; public health, public administration, and disability researchers; national and 

state-based public health networks and associations (e.g., the Association of Schools and 

Programs of Public Health [ASPPH], formerly the Association of Schools of Public Health 

[ASPH], and the California Schools and Programs of Public Health Network [CA-SPPHN]); 

accrediting bodies of schools, PHPs, and public health agencies (e.g., the Council on Education 
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for Public Health [CEPH]); public health and health education certification examiners and 

continuing education providers (e.g., the National Commission of Health Education 

Credentialing and the National Board of Public Health Examiners [NBPHE]); and policymakers. 

Research by Seidel and Crowe (2017) showed that over half of medical schools without a 

disability awareness program would be interested in adopting a curriculum if one were provided. 

Therefore, this study is a meaningful undertaking, as there may be similar interests and needs for 

schools and programs of public health that offer UGPH degrees.  

Situation to Self 

 The field of public health is evolving. Once a profession with distinct roles and 

responsibilities to prevent, promote, and protect the health of communities, public health now 

seeks to reinvent itself into a more modernized structure to tackle the root causes of health 

disparities and change the narrative to one of inclusion rather than exclusion. I believe public 

health’s evolution is a response to the changing needs of communities and an increased 

understanding of the connection between social inequalities and health that require 

comprehensive strategies that extend throughout the social-ecological framework and engage 

cross-sectoral collaborations. This framing aligns with the nation’s current call to action, Public 

Health 3.0 (DeSalvo et al., 2017). To meet the challenges of the 21st century, Public Health 3.0 

identifies the need for a significant upgrade in public health practice to a modern version. Public 

Health 3.0 emphasizes cross-sectoral environmental, policy, and systems-level actions that 

directly affect the SDOH through leadership, workforce, and infrastructure investments; strategic 

partnerships; actionable data; and flexible and sustainable funding (DeSalvo et al., 2017).  

 As an experienced public sector employee working in public health, aging, and disability 

and a mother and caregiver of a child with two neurodevelopmental disabilities (hypoplasia of 
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the corpus callosum and autism), I am committed to promoting inclusionary and equitable 

practices that eliminate barriers to independence and quality of life among PWD. I have lived 

and seen firsthand how social and environmental factors can either support or hinder the ability 

of PWD to participate fully and engage in their communities. Too often, PWD are not included 

in public health and health equity conversations despite health outcome differences that stem 

from historical and social injustices, including public policies.  

 In my work, I strive to ensure PWD are identified as a priority population in public health 

efforts in supporting public services that are data-driven, consumer-informed, delivered based on 

equitable considerations, and tailored to meet the complex and diverse needs of PWD and their 

extended support systems of families, friends, caregivers, and community members. I am 

committed to advancing workforce education and awareness as a critical first step in 

transforming how disability is viewed and how public sector resources are allocated. This 

commitment extends to my role as a new college professor at CSU, Sacramento (CSUS) within 

the College of Health and Human Services, Health Science Department, where I teach students 

about various health science career pathways and discuss the importance of cultural competency 

when working with diverse populations and workforces, including PWD.  

 From a philosophical perspective, I acknowledge that stereotyping, prejudice, and 

discrimination towards PWD and other community groups and populations exist and are real. I 

believe that through increased research, awareness, knowledge, and hands-on experience, the 

historical exclusion of PWD in public health services, including workforce education and 

training, can be reserved. I believe the UGPH program curricula are influenced by internal and 

external factors. Therefore, examining the inclusion of disability-related curricula in UGPH 

programs through qualitative approaches is a meaningful and imperative endeavor to reduce and 
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eliminate the health disparities experienced by PWD. As Edwards (2021) stated, “advocacy for 

vulnerable populations such as PWD begins with exposure of students through education and 

role models” (p. 640). With these foundational assumptions and my worldviews, a constructivist 

inquiry paradigm will guide this study, in which knowledge and discoveries are achieved through 

discussions with and the perspectives, insights, and learnings of others.  

Problem Statement 

The problem is, despite evidence that documents the health differences between people 

with and without disabilities, PHPs and services often exclude PWD (Froehlich-Grobe et al., 

2021; Horner-Johnson, 2021; Krahn et al., 2015). PWD remain a “silent minority in public health 

agencies and activities” (Lollar et al., 2021, p. 4), including the public health workforce 

infrastructure and development (Akakpo et al., 2020). The need to strengthen disability 

competency among health professionals is a consistent recommendation in several notable 

reports (Krahn et al., 2015). However, research findings have indicated that disability as a 

construct and PWD as a population are not integral elements of public health curricula and 

workforce competencies (Akakpo et al., 2020).  

Inaccurate and unfavorable attitudes and assumptions among health professionals about 

PWD that perpetuate social inequities that lead to health disparities will persist as training and 

education gaps remain within the public health field (Griffen & Havercamp, 2021). Such 

disparities include the unmet healthcare needs of PWD, partly due to negative attitudes, implicit 

discrimination or bias, and inappropriate assumptions of providers, including unpreparedness and 

ignorance on how to address the health concerns of PWD, disrespect, and a lack of care for 

patient input (Iezzoni et al., 2021; Marrocco & Krouse, 2017; Sharby et al., 2015). The current 

body of literature reveals that most public health professionals receive inconsistent or little-to-no 



 20 

disability training and education through GPH curricula (Akakpo et al., 2020; Sinclair et al., 

2015; Tanenhaus et al., 2000), and less is known about UGPH programs. Of similar concern, a 

content analysis study conducted by McCandless and Larson (2018) on the inclusion of social 

equity within graduate public administration and public policy programs found that only 10% of 

programs in the U.S. emphasize equity. Therefore, without the equitable distribution of public 

health services, PWD will continue to be demonstrably disadvantaged in society, with disparate 

access to and receipt of health care and increased health risk factors for chronic conditions, life-

threatening diseases, and mental health concerns (Horner-Johnson, 2021).  

Between 2003 and 2016, the number of higher educational institutions in the United 

States offering a UGPH degree increased from 83 to 271—over a 225% increase (Resnick et al., 

2018). Emerging UGPH programs are becoming recognized as essential training resources for 

the governmental public health workforce (ASPPH, 2015). Ensuring that professional degree 

programs offer coursework in disability and health is a critical emerging issue in disability and 

health (U.S. Office of Disease Prevention and Health Promotion, 2021) and a strategy to improve 

health outcomes for PWD (Sharby et al., 2015). As such, this research study aimed to provide 

insights into how UGPH programs are preparing a disability-competent public health workforce, 

including public health administrators that will serve and strengthen communities in 

governmental roles. 

Purpose Statement 

 The purpose of this descriptive, multi-site case study is to discover to what extent the four 

public health workforce disability competencies are included or can be included in UGPH 

program curricula of California-based public universities. At this stage in the research, UGPH 

programs curricula is defined as the content and instruction offered to students in a UGPH 
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program. The theory guiding this study is the social ecological theory as the public health field 

has progressed to prioritizing health and health promotion efforts through addressing the SDOH 

(DeSalvo et al., 2017) and the UGPH program curricula that will support future public health 

administrators and workforce needs to align with this theory of practice for all community and 

population groups.  

Therefore, this study aimed to conduct preliminary research to describe how disability-

related curricula is or can be included in UGPH programs, and understand what supports are 

needed to offer UGPH program curricula that prepares a disability-competent future public 

health workforce that can serve the needs of PWD, including governmental public health 

administrators who are responsible for functions that impact population health through public 

policy, and public funding allocation decisions.  

Significance of the Study 

 Prior studies on the inclusion of disability content in public health curricula focused on 

GPH programs. Overall, these studies revealed that most public health professionals receive 

inconsistent or little-to-no disability training or education (Akakpo et al., 2020; Sinclair et al., 

2015; Tanenhaus et al., 2000). Limitations of the studies conducted by Akakpo et al. (2020), 

Sinclair et al. (2015), and Tanenhaus et al. (2000) were that the findings reflected self-reported 

data from institution representatives, consisted of responses from only the institutions that 

responded to a quantitative survey, and included only GPH public health curricula.  

UGPH programs are significantly expanding (Erwin et al., 2019), and their graduates are 

increasingly contributing to the numbers of the future public health workforce (Seller et al., 

2018). Therefore, the growth of UGPH education programs and their implication for future 

public health administrators and workforce are identified as major thematic areas within the 
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evolution of public health and an emerging research area (Seller et al., 2019). Despite the 

expanding role of UGPH programs in building the future public health workforce (Resnick et al., 

2017, 2018; Seller et al., 2019), there is a gap in understanding how disability-related content is 

or can be reflected within UGPH curricula (Akakpo et al., 2020).  

To contribute to a better understanding of UGPH program curricula, this study aims to 

discover how disability-related curricula is or can be included in UGPH programs. Further, this 

study seeks to understand what supports are needed to offer a UGPH program curricula that is 

inclusive of disability-related content through a descriptive, multi-site case research design 

consisting of semi-structured interviews and content analysis. This information is critical to 

assess whether UGPH programs are preparing a disability-competent workforce, as identified by 

the four public health workforce disability competencies. 

As demonstrated in other related studies (Bowen et al., 2020; Onyeabor, 2015; Sarmiento 

et al., 2016; Skoots et al., 2015; Woodard et al., 2012), university administrators and curriculum 

committees can use the information from this study to assess the inclusion of disability-related 

curricula in their respective UGPH programs. From such an assessment, universities offering a 

UGPH program can develop and implement strategic action plans that identify recommendations 

on course offerings, readings, discussions, assignments, learning objectives, and overall UGPH 

graduation requirements, such as service-based field experience that is inclusive of gaining 

knowledge and real-life skills on the health and health-related issues impacting PWD. Research 

by Gimpel et al. (2018) found that community-based participatory research and service-learning 

opportunities are effective training methods to gain unique perspectives on providing care from 

a population health perspective that contributes to reducing and eliminating health disparities.  
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 Similarly, UGPH programs may align their program requirements to address the 

immediate needs of their local community through curricula restructuring to focus on cultural 

competency (Skoots et al., 2015), which can directly impact the lives of PWD. Research by 

Akakpo et al. (2020) revealed that discussions with academics on disability-related curricula 

sparked interest and engagement in examining how the programs could improve their students’ 

public health disability education and training opportunities. To obtain additional insights on 

disability competencies to inform curricula design, universities can follow a similar approach as 

Havercamp et al. (2021) and gather input from a wide range of disability stakeholders, including 

PWD and caregivers and family members of PWD.  

Research Questions 

 The research question of this study is “To what extent the four public health workforce 

disability competencies are included or can be included in UGPH program curricula of 

California-based public universities?” The four public health workforce disability competencies, 

developed by a committee of national disability and public health experts, include: 1) discuss 

disability models across the lifespan; 2) discuss methods used to assess health issues for PWD; 

3) identify how PHPs impact health outcomes for PWD; and 4) implement and evaluate 

strategies to include PWD in PHPs that promote health, prevent disease, and manage chronic and 

other health conditions (AUCD, 2016). The four competencies are further defined and supported 

by 15 learning objectives.  

Definitions 

1. Ableism – The stereotyping, prejudice, discrimination, and social oppression toward 

PWD (Bogart & Dunn, 2019).  
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2. Activity Limitation – Difficulties an individual may have in executing activities, such as 

difficulty seeing, hearing, walking, or problem-solving (Disability and health overview, 

n.d.; World Health Organization [WHO], 2002).  

3. Competency – A foundational skill desirable for professionals engaging in the practice, 

education, and research of public health (Public Health Foundation, 2014).  

4. Cultural Competency – A set of aligning behaviors, attitudes, and policies that come 

together in a system or agency or among professionals and enable that system, agency, or 

those professionals to work effectively in cross-cultural situations (AUCD, 2016).  

5. Disability – An umbrella term covering impairments, activity limitations, and 

participation restrictions (AUCD, 2016).  

6. Health Disparity – Preventable differences in the burden of disease, injury, violence, or 

opportunities to achieve optimal health that are experienced by socially disadvantaged 

populations (AUCD, 2016).  

7. Health Equity – Every person has the opportunity to attain his or her full health potential, 

and no one is disadvantaged from achieving this potential because of social position or 

other socially determined circumstances (Advancing health equity, n.d.). 

8. Impairment – The absence of or significant difference in a person’s body structure, 

function, or mental functioning (WHO, 2002).  

9. Inclusion – To transform communities based on social justice principles, in which all 

community members are presumed competent; are recruited and welcomed as valued 

members of their community; fully participate and learn with their peers; and experience 

reciprocal social relationships (National Center for Health, Physical Activity and 

Disability [NCHPAD], 2008). 
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10. Medical Model of Disability – Describes disability as a consequence of a health condition 

or disease or caused by a trauma that can disrupt the functioning of a person in a 

physiological or cognitive way. This model is a conceptualization of disability as a 

condition a person has and focuses on the prevention, treatment, or curing of the 

disabling condition (AUCD, 2016).  

11. Participation Restrictions – Problems an individual may experience in involvement in 

life situations, such as working, engaging in social and recreational activities, and 

obtaining health care and preventive services (Disability and health overview, n.d.; 

WHO, 2002). 

12. People with Disability (PWD) – Per the ADA, an individual or group of people who have 

a physical or mental impairment that substantially limits one or more major life activities, 

have a history or record of such an impairment, or are perceived by others as having such 

an impairment (Yee, 2021).  

13. Public Health Professional – A person educated in public health or a related discipline 

who is employed to improve health through a population focus (Gebbie, 2003a).  

14. Public Health Program (PHP) – A university that is free to have one public health degree 

offering or many (CEPH, 2021a).  

15. Public Health Workforce Disability Competencies – A set of foundational skills that are 

designed to increase the capacity of public health providers to include PWD in their 

public health plans and efforts (AUCD, 2016). The four competencies include discussing 

disability models across the lifespan, discussing methods used to assess health issues for 

PWD, identifying how PHPs impact health outcomes for PWD, and implementing and 
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evaluating strategies to include PWD in PHPs that promote health, prevent disease, and 

manage chronic and other health conditions (AUCD, 2016).  

16. School of Public Health (SPH) – A university that must offer both master’s and doctoral 

degrees and must offer multiple concentrations at both levels (CEPH, 2021a).  

17. Social Determinants of Health (SDOH) – The non-medical factors that influence health 

outcomes. They are the conditions in which people are born, grow, work, live, and age, 

and the wider set of forces and systems shaping the conditions of daily life. These forces 

and systems include economic policies and systems, development agendas, social norms, 

social policies, and political systems. (WHO, n.d.).  

18. Social-ecological Model – A multi-level framework that describes the complex interplay 

between individual, relationship, community, and societal factors to health outcomes and 

informs public health interventions (The social-ecological model, n.d.).  

19.  Social Model on Disability of Theory – Focuses on barriers facing PWD instead of 

concentrating on impairments and deficits of the PWD. In this model, a person’s 

activities are limited not by the impairment or condition, but by the environment and 

barriers that are the consequences of a lack of social organization (AUCD, 2016).  

20. Social Theories of Health Inequality – Provide explanations of society or health-relevant 

social phenomena (i.e., SDOH) and their role in producing differences in health, 

morbidity, and mortality (i.e., health disparities; Harvey, 2020).  

21. Standalone Baccalaureate Programs – A baccalaureate public health degree program that 

does not include graduate public health degree programs in the program’s accreditation 

(CEPH, 2022). 
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22. Undergraduate Public Health (UGPH) Program – Includes undergraduate majors and 

degree programs with the following naming conventions: Bachelor of Public Health; 

Bachelor of Arts (BA) or Bachelor of Science (BS) in Public Health; BA or BS with a 

major in Public Health; BA or BS with a major in a discipline of Public Health, such as 

Epidemiology or Health Promotion; BA or BS with a major in a closely-related field, 

such as Global Health, International Health, or Health Sciences/Studies (CEPH, 2022).  

Summary 

 With a medical model development and framing, public health’s historical position has 

been that disability is something to be reduced and eventually eliminated (Roberts, 2013). The 

dominance of the medical model toward disability (Dirth & Branscombe, 2017; Tulchinsky & 

Varavikova, 2014) is narrow and limiting, as the health disparities among PWD are not isolated 

to medical care issues (Roberts, 2013).  

 Public health aims to identify vulnerable populations and implement population-based 

approaches to support the health of those populations (Akakpo et al., 2020); however, PHPs and 

services often exclude PWD (Froehlich-Grobe et al., 2021; Horner-Johnson, 2021; Krahn et al., 

2015). In alignment with key report recommendations, there is a significant need to strengthen 

disability competency among health professionals (Krahn et al., 2015), including public health 

professionals (Akakpo et al., 2020). Prior studies on the inclusion of disability content in public 

health curricula in GPH programs revealed that most public health professionals receive 

inconsistent or little-to-no disability training or education (Akakpo et al., 2020; Sinclair et al., 

2015; Tanenhaus et al., 2000). There is a lack of information on the formal education and 

training UGPH students receive related to PWD during their studies and their alignment with the 

four public health workforce disability competencies.  



 28 

 This study aims to expand upon this past research and provide information on the 

inclusion of disability-related curricula in UGPH programs. This research will provide insights 

into the status of UGPH training and education programs in preparing public administrators and 

workforce that can respond to the current and emerging needs of PWD. Health disparities among 

PWD will persist without the adequate training and education of the public health workforce 

(Griffen & Havercamp, 2021). 
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CHAPTER TWO: LITERATURE REVIEW 

Overview 

 This literature review examines the beginnings and evolution of public health and public 

health education and training, including the influences of varying models of disability on 

perspectives on disability, perceptions of the health disparities experienced by people with 

disability (PWD), primary factors in disability-related interventions, and public policy. This 

literature provides concrete examples of the historical discrimination, exclusion, and stigma of 

PWD that have negatively impacted the health of PWD across a broad range of health indicators 

and social determinants of health (SDOH). This literature review shares the roles and 

responsibilities of public health and illustrates how disability-related priorities continue to lack 

prominence on public health’s agenda despite evidence of health disparities. This literature 

review discusses the public health workforce, factors that influence public health training and 

education, and opportunities to strengthen future public health administrators and workforce by 

examining the opportunities of undergraduate public health (UGPH) programs.  

Theoretical Framework 

 Within public health, theory helps explain and organize concepts and relationships to 

explain health-related events (Harvey, 2020). This research will draw on the social-ecological 

framework of theory, derived from the ecological social theory developed by Urie 

Bronfenbrenner (Froehlich-Grobe et al., 2021). The social-ecological framework of theory, 

commonly referred to as the social-ecological model (SEM), acknowledges and describes the 

influence of larger social systems and environments on individual and community-level health 

outcomes and offers explanations for the interconnectivity between and influence of social 

factors and structures to behaviors and health (Harvey, 2020; Kilanowski, 2017; Willis et al., 
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2007). A social theory approach has been selected for this research because universities and their 

curricula are a part of the consumer culture and therefore influence individual and social action 

(Goodley et al., 2012). A theory-first approach is advocated and prioritized by Yin (2009) and is 

a characteristic that distinguishes case study research from other qualitative research methods. 

Furthermore, a theory-first approach guides data collection and analysis (Yin, 2009).  

 The SEM is a multi-level framework that describes the complex interplay between 

individual, relationship, community, and societal factors in health outcomes and informs public 

health interventions (The social-ecological model, n.d.). According to the CDC the individual 

level explores the personal history and biological factors, attitudes, and beliefs; the relationship 

level explores personal interactions, social networks, and close relationships; the community 

level explores settings in which social relationships occur; and the social level explores broader 

societal factors, including social and cultural norms and national, state, and local policies, rules, 

and laws. Low employment rates, lack of affordable and accessible housing and transportation, 

unmet medical needs, the high costs of prescriptions and medical supplies, inadequate access to 

durable medical equipment and assistive technology, inaccessible built environments, and higher 

rates of violence and discrimination are examples of societal systems and factors that negatively 

impact the health of PWD (Froehlich-Grobe et al., 2021). Understanding the central role of such 

SDOH in an individual’s context, knowledge, options, and behaviors is critical to advancing 

health equity (Golden & Wendel, 2020).  

 Social theories acknowledge and elevate the roles and influences of social hierarchy, 

social structure, power, and history in current social inequities and health disparities (Harvey, 

2020; Short & Mollborn, 2015) and offer explanations of unequal disease burdens (Harvey, 

2020). Goodley et al. (2012) asserted that a social theory can change everyday norms, social 
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policies, institutional arrangements, professional acts, family practices, and personal values 

because when social theory works at its best, it demands a reconsideration of the assumptions, 

discourses, and taken-for-granted ideologies that undergird the exclusion of some people and the 

accentuation of the social roles of others (p. 2). Social theories enhance inequality awareness and 

shift the focus of disability from an individual issue to an issue that reflects the deficiencies of 

the ableist culture (Goodley et al., 2012).  

 Derived from the medical profession, public health branches from medical models and 

behavioral theories (Potvin et al., 2005), where health outcomes are viewed narrowly through the 

lens of individual attribution and responsibility (Short & Mollborn, 2015). Embedded medical 

assumptions and practices produce “multiple obstacles to health equity, including continued 

individual-level foci, culturally inappropriate practices, deficits-based interventions, under-

representation, and failures to generate systems-level change” (Golden & Wendel, 2020, pp. 2–

3). Such views extend to perceptions of disability and public health, where the public health 

system is designed to prevent, reduce, and eliminate disabilities rather than a system that 

promotes the health of PWD (Lollar & Crews, 2003; Roberts, 2013). Furthermore, these views 

have historical roots in influencing traditional education and teachings within schools and 

programs of public health, most prominently Master of Public Health (MPH) curricula (Harvey, 

2020).  

 In addition, with public health’s emphasis on reducing mortality, morbidity, and 

disability, public health has historically lacked defining its role toward PWD, data gathering and 

analyzing practices, and a systematic approach to its core functions of assessment, policy 

development, and assurance (Lollar & Crew, 2003). For example, the nation’s Healthy People 

initiative, which was established in 1979 to prioritize objectives to improve the health and well-
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being of the nation, only began to include a focus on addressing, promoting, and assessing the 

health of PWD in its 2010 iteration (Nary & Mullis, 2021). In 2012, the CDC’s Disability and 

Health Promotion Branch launched the Disability and Health Data System (DHDS), which 

integrates with the Behavioral Risk Factor Surveillance System (BRFSS) to provide state and 

national data on health topics for adults with disabilities (Nary & Mullis, 2021). These national 

public health surveillance efforts serve to track health disparities and elevate disability-related 

health issues on public health’s agenda (Nary & Mullis, 2021).  

 While a more contemporary public health perspective embraces broader social factors on 

health (Potvin et al., 2005), some researchers have argued that the medical model continues to be 

the dominant influencer of public health curricula and training (Golden & Wendel, 2020). The 

SEM fundamentally challenges the focus of the medical principles by acknowledging the role of 

larger policies, structures, and systems in the health-related behaviors, actions, and choices that 

affect health outcomes (Golden & Wendel, 2020; Short & Mollborn, 2015). Researchers have 

cited public health’s collective assumptions toward disability as liabilities when they block 

asking and answering questions that advance positive, transformative change (Golden & Wendel, 

2020). Health cannot be independently assessed or understood without acknowledging social 

dynamics, institutional and state decisions, and historical injustices. 

 Harvey (2020) asserted that social theories, which describe and address social factors that 

create health disparities, are required to align public health education with newly mandated 

competencies and build a future public health administrators and workforce that understands and 

is prepared to address the social drivers of health disparities. Understanding social theories for 

population health improvements are relevant to this study because the theories taught to students 

affect how things are explained, studied, discussed, and researched (Krieger et al., 2010). Golden 



 33 

and Wendel (2020) stated that maintaining the status quo of public health training and education, 

which remains rooted in the biomedical model and individual- and interpersonal-level 

interventions, hinders the progress of public health to intervene, innovate, and advance health 

equity.  

Related Literature 

 A literature review was undertaken to explore the influences of health disparities among 

PWD and the inclusion of disability-related education and training among public health 

programs (PHPs) at universities. This literature review took place in 2021 and 2022 and 

comprises peer-reviewed articles, published books, and government reports. While most of the 

references cover a 5-year, retrospective timespan, older resources are included when they reflect 

a specific relevance to this study and offer historical insight or provide an influential 

methodology. The literature review is organized into conceptual categories. The literature review 

covers historical and chronological information on disability models; examines societal 

perspectives that influence public policies and public health education curricula; outlines the core 

functions and essential services of public health; examines the health disparities among PWD; 

and discusses the inclusion of disability content in curricula in university PHPs, including 

research gaps.  

Models Approaching Disability and Impacts on PWD 

 There are differing views on disability, including the medical and social models (Möller, 

2015). These models provide a framework by which PWD are perceived by society and 

professionals (Fatoye et al., 2018) and influence social beliefs that affect PWD (Dirth & 

Branscombe, 2019). Disability models offer a way of “describing the issues associated with 

disability discrimination, and the way the world perceives the issues” (Bunbury, 2019, p. 41). 
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 The medical and social models influence what elements of disability are emphasized and 

paid attention to, which affect the driving forces of disability-related interventions (Dirth & 

Branscombe, 2017) and how public policies are shaped (Bunbury, 2019). In contrast to the 

medical model, the social model more accurately describes the experience of disability (Riddle, 

2020). The social model framework reveals a greater recognition of structural discrimination 

against PWD as illegitimate (Dirth & Branscombe 2017). Applying the medical model in 

disability legislation perpetuates views that PWD are limited and dependent (Bunbury, 2019). 

 Research by Dirth and Branscombe (2019) showed that individuals with self-identified 

disabilities whose perceptions aligned with a social model focus were more likely to view 

discrimination as illegitimate. Dirth and Branscombe (2017) also revealed that greater awareness 

of the social model framing on disability increases support for policies that benefit PWD. On the 

contrary, the medical model framing increases tendencies to legitimize disability inequality, 

which negatively predicts public policy support, thus justifying the social justice potential of the 

social model (Dirth & Branscombe, 2017). Therefore, Dirth and Branscombe (2019) suggested 

that disability advocacy groups and organizations align issues impacting PWD, such as housing, 

health care, and employment, to the social model narrative to advance public policy. 

 Examining the relationship of the medical and social models to disability is necessary and 

relevant to this study because models influence professional actions and interventions (Durham 

& Ramcharan, 2018). In addition, models provide foundational information to explain and 

understand the varying ways in which disability is perceived and how such perceptions connect 

to the health disparities experienced by PWD. Specifically related to this study, researchers have 

identified the lack of disability inclusion in the university curricula as a restriction that 

perpetuates stigmatization and discrimination against PWD (Ohajunwa et al., 2014). 
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Medical Model 

 The medical model is a deficits-based model that focuses on disability as an impairment, 

limitation, or a loss in function (Fatoye et al., 2018; Lollar & Crews, 2003; Sheppard-Jones & 

Lasley-Bibbs, 2021) that must be cured through medical intervention (Durham & Ramcharan, 

2018). The medical model views disability as a medical issue (Dirth & Branscombe, 2017), an 

existing problem of a person’s body (Goering, 2015); focuses on individual-centered limitations 

(Dirth & Branscombe, 2019); and perceives PWD as dependent and needing care (Roberts, 

2013). The narrowed lens by which the medical model views disability hinders progress for 

PWD to have similar opportunities as people without disabilities (Dirth & Branscombe, 2019). 

This perspective equates social inequities and health disparities as an outcome and consequence 

of disability and not discriminatory treatment (Krahn et al., 2015). 

 To design solutions that can cure or normalize PWD, the medical model views disability 

as a problem for the individual, the individual’s family, and a small number of specialized 

professionals (Bogart & Dunn, 2019). As such, remediation, rehabilitation, and recovery are 

prioritized within the medical model (Dirth & Branscombe, 2019), with services that are 

segregated from the general healthcare system (Tulchinsky & Varavikova, 2014). This 

perspective takes the approach that with “enough intervention and effort, a disabled person can 

return to the nondisabled category, or at the very least, better approximate nondisabled status” 

(Dirth & Branscombe, 2019, p. 798). Medical model criticisms include the denial of total 

involvement in societal contributions, which promotes confinement and institutionalization 

(Andrews, 2020).  

 Disability does not automatically equate to poor health (Froehlich-Grobe et al., 2021). 

Nevertheless, the traditional lens of the public health system views disability as a health status to 
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prevent (Lollar & Crews, 2003). As a result, health disparities for PWD are fueled by the 

outdated view that disability is the opposite of health (Swenor, 2021). In acknowledging the 

value and importance of disability prevention and treatment efforts, Swenor (2021) asserted that 

such a “myopic focus perpetuates stigma, ableism, and social inequities for the disability 

community” and is a threat to health equity (p. e359).  

 Some PWD view their disability as a fundamental part of their individuality, and others 

do not see their disability as a disability at all (Sarmiento et al., 2016). Researchers at the 

University of California, San Francisco (UCSF, 2018) have shared that PWD may identify their 

disability-associated limitations, difficulties, and needs as central elements of their identity, and 

suggesting something is wrong with them may lower one’s self-worth. The medical model 

emphasizes the need for treatment or care (Goering, 2015), suggesting notions of weakness, 

dependence, and abandonment (UCSF, 2018) and an individual problem that is an individual-

level responsibility for solutions (Dirth & Branscombe, 2017).  

Social Model 

 In the 1970s, disability advocates reframed and redirected attention to the disadvantages 

experienced by PWD from the individual perspective, as highlighted in the medical model, to the 

outcomes of widespread, society-wide stigma and discrimination as emphasized in the social 

model (Roberts, 2013). The social model is an alternative perspective from the medical model 

and is favored by the disability community (Goering, 2015; UCSF, 2018) as it operates under a 

better foundation of reality (Riddle, 2020). The social model makes concrete distinctions 

between the terms impairment and disability (Bunbury, 2019; Durham & Ramcharan, 2018). 

Impairment is a characteristic or feature that impacts an individual’s mind or body, whereas 
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disability is socially constructed with lost opportunities due to social barriers (Bunbury, 2019; 

Durham & Ramcharan, 2018).  

 The social model acknowledges that the complexities of social, political, legal, and 

attitudinal factors significantly affect the lived experiences of PWD (Riddle, 2020). The focus of 

responsibility of the social model is shifted from the individual toward society to change 

disability-related limitations (Andrews, 2020; Dirth & Branscombe, 2017; Hopson, 2019). 

Durham and Ramcharan (2018) stated that socially produced barriers require socially produced 

solutions. In contrast to the medical model, the social model elevates how social norms and 

environments are disabling, exclude PWD from social participation (Dirth & Branscombe, 2017, 

2019; Goering, 2015), and impact accessibility to the community’s places, systems, and services 

(Eisenberg & Maisel, 2021). 

  The social model promotes that PWD can function well and independently when the 

social and physical environments are adapted and support inclusive accommodations (Bunbury, 

2019; Fatoye et al., 2018; Goering, 2015). Embedded socioeconomic disadvantages and 

structural, programmatic, and attitudinal barriers contribute significantly to health disparities and 

act as barriers to health promotion for PWD (Wingo & Rimmer, 2018). Montez et al. (2017) 

asserted that social, environmental, and economic differences among states, such as poverty 

levels, employment accessibility, transportation, and social networks, influence whether chronic 

conditions and functional limitation become a disability. 

 The social model suggests that the medical model is insufficient for achieving equitable 

outcomes and full disability inclusion (Dirth & Branscombe, 2017). The social model takes on 

broader perspectives on what constitutes prejudice and discrimination and tackles popular 

disability narratives of inferiority and weakness (Dirth & Branscombe). The social model serves 
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as an analytical tool to address the environmental barriers and negative social attitudes that 

obstruct the development and implementation of inclusive policies that combat disability 

marginalization (Dirth & Branscombe, 2017). 

 The Surgeon General’s report, Call to Action to Improve the Health and Wellness of 

Persons with Disabilities, highlighted the role of the environment in the health of PWD (Nary & 

Mullins, 2021). This approach also aligns with the social model by emphasizing how the 

physical and social environments are key sources of limitations for PWD (Dirth & Branscombe, 

2017). The Call to Action was built upon President Bush’s New Freedom Initiative, which aimed 

to eliminate barriers to equality for PWD and promote the enforcement of the Americans with 

Disabilities Act (ADA) (U.S. Office of the Surgeon General, 2005). Programs and proposals 

under the New Freedom Initiative aimed to 1) increase access to assistive and universally 

designed technologies; 2) expand educational opportunities; 3) promote homeownership; 4) 

integrate Americans with disabilities into the workforce; 5) expand transportation options; and 6) 

promote full access to community life (U.S. Office of the Surgeon General, 2005). 

 In summary, Smith (2019) stated, “the evolution of models of disability have confirmed 

the theory that disability is not a disease, but a social state perverted by attitudinal and 

environmental factors that disallow the individual’s full integration into society” (p. 100). 

Increased social awareness and understanding, supported by more progressive policies that 

remove barriers to participation, are needed to obtain a future where PWD have the same 

opportunities as people without disabilities (Dirth & Branscombe, 2019). Solution-based 

approaches to end discrimination, prejudice, and oppression within the social model are framed 

with a lens of changing society through education, accommodation, and universal design, rather 

than “fixing” the person (UCSF, 2018). The social model’s framing serves as the basis for people 
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with and without disabilities to be less tolerant of disability discrimination (Dirth & Branscombe, 

2017). 

Combining the Medical and Social Models  

 Some researchers have suggested that an individual’s needs are best met when the 

medical and social models of viewing disability are combined to provide holistic interventions 

that appropriately address health conditions with beneficial medical care, rehabilitation, and 

other related services (Fatoye et al., 2018; Shakespeare et al., 2009). For healthcare providers 

who work with PWD, fully adopting the social model with little regard for the medical model 

may be limiting because it diminishes the acknowledgment of individual-level problems and 

issues and requires political and social involvement (Hogan, 2019). Hogan (2019) asserted that 

healthcare providers and patients benefit when the provider is familiar with the critiques of the 

medical model and has increased awareness of the disability perspectives embraced by the social 

model to identify new ways to improve care.  

 The International Classification of Functioning, Disability, and Health (ICF) is a 

biopsychosocial model developed by the World Health Organization (WHO, 20022). The ICF 

model incorporates the medical and social model elements to create a more balanced perspective 

on disability (WHO, 2002) by considering the complex, bi-directional interactions, and 

influences of physical, social, attitudinal, and environmental factors on disability (Andrews, 

2020; Eisenberg & Maisel, 2021). The terms impairment, functioning, and disability are 

independently defined within the ICF model and not viewed through linear and causal inferences 

(Andrews, 2020). The ICF emphasizes the need to align the goals and abilities of an individual 

with an appropriate, accessible, and inclusive social and physical environment (Eisenberg & 

Maisel, 2021). With ICF’s core principles, Ankam et al. (2019) recommended using the model to 
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shift disability-related instruction and curricula to recognize disability independent of a diagnosis 

or medical specialty and as a framework for whole-person goal setting and care. Despite the 

broad acceptance and integration of ICF in other parts of the world, ICF’s embrace and uptake in 

the United States is slow, as the medical model remains dominant within public health (Krahn et 

al., 2015).  

History of Discrimination, Exclusion, and Stigma of PWD 

 Ableism is “stereotyping, prejudice, discrimination, and social oppression toward people 

with disability” (Bogart & Dunn, 2019, p. 651) that yields negative differential treatment impacts 

that create barriers to daily living (Dirth & Branscombe, 2019). Identified as an underrecognized 

public health issue that needs immediate attention (Doebrich et al., 2020), Smeltz and Carpenter 

(2022) asserted that “ableism is both a cause and an effect of inaccessible health systems, 

inadequately trained public health leaders and physicians, and exclusionary data collection” (p. 

593). In examining the medical school training, Doebrich et. al (2020) shared that ableism can be 

addressed through disability consciousness, a form of education and practice that utilizes 

disability studies and disability justice principles to challenge the norms, traditions, and 

institutions to promote the respect, beneficence, and justice for patients.  

Incorrect assumptions about disability stem from stigmatized views toward PWD, which 

are common within society (Shakespeare et al., 2009). Prevailing attitudes and norms about 

PWD impact social expectations, treatment, self-image, and function (Munyi, 2012). Researchers 

use the example of older educational public health campaigns explicitly outlining the physical 

and social limitations of PWD to motivate people toward desired health behaviors to demonstrate 

how the historical goals and philosophy of public health are disconnected and in conflict with 

PWD (Hayward, 2004). To illustrate this point, Haywood (2003) discussed the use and imagery 
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of accessible parking symbols as a means to discourage people from drinking and driving, which 

implies a negative connection between quality of life and disability that further stigmatizes 

disability. Similarly, Wang (1992, p. 1009) described a statewide campaign designed to promote 

the usage of seatbelts in cars that used the following slogan: “If you think seat belts are 

confining, think about a wheelchair” to emphasize its focus on prevention.  

 Health disparities are “largely attributed to negative attitudes and assumptions about 

PWD that are widely held by society” that lead to biases against PWD (Griffen & Havercamp, 

2021, p. 343). These biases extend to professionals. A 2019 report released by the NCD, titled 

Medical Futility and Disability Bias, shared that disability bias among healthcare providers leads 

providers to “significantly undervalue life with a disability” (pg.9), which may result in denied 

life-saving care. Often, those without disabilities underestimate the abilities of PWD by 

assuming PWD have limited cognitive abilities, independence, or interest in maintaining or 

improving current function (Griffen & Havercamp, 2021). Social perceptions and disability 

stigmatization impact the degree to which an individual accepts their disability (Hopson, 2019). 

Despite research finding that people who identify with a culture have increased self-esteem, 

coping skills, goals, and motivation, the “fear of judgment, denial, embarrassment, and ignorance 

is one of the reasons persons with disabilities do not disclose, discuss, or seek understanding of 

their disabilities” (Hopson, 2019, p. 22).  

 While more contemporary definitions of disability exist, disability for public health 

practitioners has been viewed within the prism of unfavorable outcomes, including morbidity 

and mortality, which should be reduced and prevented by public health practitioners (Lollar et 

al., 2021). Such perspectives have historical beginnings, as PWD and their families experience 

laws that prevent participation in a community’s social, political, or economic offerings (Francis 
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& Silvers, 2016), and layers of discrimination, exclusion, stigma, negative stereotypes, abuse, 

social inequities, and injustices with disability being seen as a “disease, deformity, defect, or 

disaster” (Gaventa et al., 2021, p. 129). Furthermore, “when disability is first seen as a failure, 

mistake, or accident, rather than a part of the natural diversity of life, negative public attitudes 

about PWD and their quality of life are not far behind” (Gaventa et al., 2021, p. 130).  

 Examining the current health disparities among social groups through a historical and 

cultural context provides insights to policymakers, researchers, and public health practitioners on 

how such health differences may have occurred and the potential effectiveness of programs, 

policies, services programs, and interventions (Arcaya et al., 2015). As Roberts (2013) asserted, 

“employing a legislative paradigm that seeks to eradicate the very existence of people with 

disabilities seems counterintuitive to a movement designed to promote their equality and full 

citizenship” (p. 1984). 

Early U.S. Public Policy 

 PWD experienced societal exclusion and isolation for much of the 19th and 20th 

centuries (Horner-Johnson, 2021; Krahn et al., 2015). This history of systematic discrimination, 

institutionalization, stigma (Horner-Johnson, 2021; Krahn et al., 2015), and segregated services 

(Durham & Ramcharan, 2018) within the United States contributes to the health disparities 

experienced by PWD. Early U.S. legislation sought to control PWD, and in some cases, these 

actions were seen as justified because they were intended to protect people without disabilities 

from PWD (Yee, 2021). As demonstrated by early public policy, including involuntary 

sterilization, differences in worker wages, and educational segregation, adverse differential 

treatment toward PWD was not always perceived as unacceptable discrimination (Dirth & 

Branscombe, 2019).  
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 Early negative and limiting beliefs, attitudes, and perceptions toward PWD within the 

United States date back to the country’s original establishment and were observable in early U.S. 

legislation, including terminology that referred to individuals with intellectual disabilities as 

“idiots” (Conrad, 2020, p. 86). The U.S. Supreme Court’s Buck v. Bell (1927) decision that 

allowed for the involuntary sterilization of women with disabilities in institutions symbolizes an 

example of how public opinions influence discriminatory and exclusionary public policy 

approaches to public health against PWD (Gaventa et al., 2021; Krahn et al., 2015). As cited in 

Gaventa et al. (2021), the ruling explained: 

It is better for all the world, if instead of waiting to execute degenerate offspring for 

crime, or let them starve for their imbecility, society can prevent those who [are] 

manifestly unfit from continuing their kind. Three generations of imbeciles are enough. 

(p. 130)  

Additionally, the federal law under Section 14I of the Fair Labor Standards Act of 1938, permits 

employers who obtain a 14I certificate to pay an employee with a disability less than minimum 

wage (NCD, 2018). With the Governor’s signing of Senate Bill 639 in 2021, California became 

the 13th state to prohibit an employee with a disability from being paid less than the legal 

minimum wage by 2025, impacting 12,000 of the state’s workers (California’s State Council on 

Developmental Disabilities [SCDD], 2021). 

 Historical U.S. legislation also permitted the institutionalization of children and adults 

with significant disabilities at the discretion of the state (Krahn et al., 2015). The U.S. Supreme 

Court’s ruling in Olmstead v. L.C. (1999) confirmed that unjustified segregation of PWD 

constitutes discrimination in violation of the ADA, and PWD have a right to live in the most 

integrated setting (U.S. Department of Justice [DOJ], n.d.; Krahn et al., 2015). This ruling over 2 
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decades ago led the way for the Community First Choice Option (CFCO) of the ACA, which 

incentivizes state Medicaid plans to increase long-term home and community-based services and 

supports for eligible beneficiaries with disabilities (Yee, 2021).  

U.S. Public Policy Transformations 

 Policy advancements and the accelerated activities of the disabilities rights movement in 

the latter part of the 20th century were driven by PWD, families, and advocates who championed 

the phrase “nothing about us without us” and fought against discrimination, a primary barrier to 

participation (Sheppard-Jones & Lasley-Bibbs, 2021, p. 322). The disability justice movement, 

deemed the second wave of disability rights activism, seeks to explicitly connect ableism to other 

forms of systemic oppression, such as racism, sexism, classism, and heterosexism (Andrews, 

2020). As a result, laws have evolved to define disability through social experience exclusions, 

disadvantages, and discrimination that lead to oppression (Roberts, 2013). 

 The Rehabilitation Act of 1973, the oldest federal disability rights law, “prohibits the 

discrimination on the basis of disabilities in program and activities that are conducted by the 

federal government or in public or private program and activities that received federal financial 

assistance” (Yee, 2021, p. 282). With the advancements in digital electronics and technologies, 

Section 508 of the Rehabilitation Act remains increasingly essential, as it requires federal 

electronic and information technology to be accessible to PWD, including employees and 

members of the public (Yee, 2021).  

 The passage of the Education of All Handicapped Children Act of 1974 (subsequently, 

the Individuals with Disabilities Education Act) mandated that free appropriate public education 

(FAPE) was guaranteed to children with disabilities in the United States (Krahn et al., 2015) with 

the inclusion of an annual Individualized Education Plan (IEP) designed to meet each child’s 
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educational needs (Yee, 2021). In addition to prohibiting housing discrimination based on race, 

color, religion, sex, familial status, and national origin, the Fair Housing Act, as amended in 

1988, also prohibits disability discrimination (Yee, 2021), including private housing, housing 

that receives federal financial assistance, and state and local government housing (DOJ, 2020).  

  The ADA of 1990 and the subsequent ADA amendments of 2008 are the most 

comprehensive civil rights laws that denote a significant legal achievement that prohibits 

discrimination against PWD in many aspects of public life (Bogart & Dunn, 2019; Disability 

history, 2019; U.S. Department of Labor [DOL], n.d.). These include employment, state and 

local government, public accommodations, commercial facilities, transportation, and 

telecommunications (DOJ, 2020). The ADA focuses on eliminating economic, social, and 

cultural life barriers for PWD in five titles: 1) employment, 2) state and local government 

activities, 3) public transportation, 4) telecommunication relay services, and 5) miscellaneous 

provisions; and focuses on eliminating economic, social, and cultural life barriers for PWD 

(DOJ, 2020).  

 The passage of the ADA of 1990 marked a fundamental shift in federal disability 

legislation from a medical model to a social model approach (Scotch, 2000). The definition of 

disability within the ADA aligns with the progression from the medical model to the social 

model in that the ADA recognizes that “the legal significance of having a disability does not 

arise purely as a consequence of physiological symptoms of medical diagnosis as one can be 

disabled by external barriers and how one treats one” (Yee, 2021, p. 287). ADA law addresses 

disability discrimination and access by removing barriers to daily living that were historically 

misguided by pity, stereotypes, and neglect. Viewed as a ground-breaking law, the ADA 

advances equity principles by acknowledging that PWD may have additional needs and require 
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additional treatments with the concepts of “reasonable accommodations” and “reasonable 

modifications of policies and procedures” (Yee, 2021, p. 287).  

 Like the ADA, the requirements of the ACA exhibit a disability rights perspective by 

recognizing disability as a natural part of life and including PWD in the same healthcare system 

as others (Yee, 2021). The ACA, which prohibits public and private healthcare payers from 

refusing care or increasing costs based on pre-existing conditions, aims to improve coverage, 

access, and nondiscriminatory practices of populations that experience health and healthcare 

disparities (Roberts, 2013; Yee, 2021).  

 Beyond a health law, the ACA is also regarded as a civil rights law, as it advances 

equality, access, and integration and aims to protect disability rights (Roberts, 2013). In serving 

as both a health and civil law, the provisions outlined within the ACA explicitly and implicitly 

benefit PWD and illustrate how health laws can be harnessed to achieve civil rights’ goals of 

promoting access and reducing disparities (Roberts, 2013). In addition, research on the impacts 

of the ADA on PWD is promising and may help mitigate socioeconomic disadvantages that lead 

to health disparities through increased access to health care (Rudowitz & Antonisse, 2018) and 

improved employment rates (Hall et al., 2018). 

 Even with the passage of anti-discrimination laws, social inequities and health disparities 

continue to exist for PWD (Roberts, 2013), including healthcare disparities, such as preventative 

healthcare screenings and services (Smith, 2019). To explain this phenomenon, some researchers 

use the term “second-generation discrimination” to describe the combination of implicit bias and 

institutional structures that continually cause discrimination that perpetuates social equities and 

health disparities among PWD (Roberts, p. 2023). While Roberts (2013) acknowledged the 

critical need for civil rights laws as a legal framework to protect against discrimination, the 
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author asserted that “traditional civil rights legislation, acting alone, may not achieve the desired 

levels of equality, access, and integration for historically disadvantaged groups” (p. 2034). 

Similarly, Bunbury (2019) acknowledged that laws combat disability discrimination, but 

additional attention is needed to challenge negative perceptions and attitudes about disability.  

 More is needed to include PWD with other socially recognized groups, like racial and 

ethnic minorities, to ensure publicly supported efforts serve the needs of PWD and advance 

equality, access, and integration among the disability community (Roberts, 2013). Hopson 

(2019) advocated for disability to be viewed as a culture in which those with aligning thoughts, 

beliefs, and experiences create a network to promote education, awareness, and acceptance that 

serves as a vehicle for renewed direction, hope, and change.  

Roles, Responsibilities, and Importance of Public Health 

 Public health is the “practice of social justice using science-based strategies to improve 

population health” (Lollar et al., 2021, p. ix). Public health professionals housed within 

government agencies are uniquely positioned to play an active role in “disease surveillance, 

reporting, screening, treatment, and counseling; laboratory testing; vaccine inventory and 

distribution; food safety; behavioral health; regulatory inspection and licensing; emergency 

response; maternal and child health and newborn screening; HIV and substance use disorder 

prevention; and nutrition” (Krasna & Fried, 2021, p. 1413).  

 In response to multiple external forces, such as social media, informatics, demographic 

transitions, and global travel (Erwin & Brownson, 2017), public health is currently striving to 

operate under a renewed approach called Public Health 3.0 that builds upon prior successes 

(DeSalvo et al., 2017). From the late 19th century through much of the 20th century, referred to 

as Public Health 1.0, public health was identified as an essential service of federal, state, local, 
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and tribal public health agencies that worked primarily on increasing sanitation, improving food 

and water safety, expanding our understanding of diseases, developing powerful prevention and 

treatment tools, and expanding capability in epidemiology and laboratory science (DeSalvo et 

al., 2017). 

 Within the second half of the 20th century, Public Health 2.0 emerged. Governmental 

public health agencies became increasingly professionalized, focusing on providing safety-net 

clinical care and responding to chronic health conditions and new threats, such as the human 

immunodeficiency virus/acquired immunodeficiency syndrome epidemic (DeSalvo et al., 2017). 

Public Health 3.0 emphasizes innovation and transformation for public health that stresses 

broadened and enhanced public health practice that embraces going beyond traditional roles and 

supporting cross-sectoral collaboration. Within the public health workforce domain, Public 

Health 3.0 calls for SDOH to be embedded in workforce training programs. 

 Public health is supposed to “benefit all members of society,” where “benefits are 

available to everyone, and are not diminished by common usage” (Colgrove et al., 2010, p. 9). A 

cornerstone service of public health involves identifying vulnerable populations and 

implementing population-based approaches to support the health of those populations (Akakpo et 

al., 2020). Lollar et al. (2021) stated that “if the magnitude and severity of conditions drive 

public health attention, the health of this population is the naturally occurring next emphasis of 

public health” (p. 3).  

Essential Public Health Services 

 Initially released in 1994, the Essential Public Health Services (EPHS) framework 

describes vital public health activities to protect and promote the health of all people in all 

communities (CDC, 2021). The EPHS framework is a tool to explain what public health does 
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and communicate the value of public health to those internally and externally, including 

stakeholders, policymakers, and the public (de Beaumont Foundation & PHNCI, 2019). 

Developed through a consensus process among federal public health agencies, public health 

practitioner associations, and public health education, the EPHS framework serves as a 

foundation of public health activities taught in public health schools and used in agency 

accreditation efforts (de Beaumont Foundation & PHNCI, 2019). Public health agencies use the 

EPHS framework to understand the scope of their role, identify gaps, and make action plans and 

resource investments to reduce the identified gaps (de Beaumont Foundation & PHNCI, 2019). 

 Public health leaders identified the need to re-visit and refresh the EPHS framework to 

reflect the current reality and desired future of public health practice more accurately as the 

public health landscape has evolved (PHNCI, 2021). While the original framework did not 

address health disparities and promote equity, the 2020 iteration of the EPHS framework centers 

on equity to actively support policies, systems, and services that promote good health and 

remove systemic and structural barriers and obstacles that have resulted in health disparities 

(CDC, 2021).  

 The 10 EPHS outlined within the EPHS framework are grouped and align with the three 

core functions of public health: assessment, policy development, and assurance. Lollar and Crew 

(2003) advocated that the core functions “provide the opportunity to make a historically invisible 

population visible to public health” (p. 207). Likewise, Lollar et al. (2021) asserted that 

graduates from PHPs should understand how to implement the 10 EPHS with the inclusion of 

PWD. The assessment function includes: 1) monitoring population health status, factors that 

influence health, and community needs and assets; and 2) investigating, diagnosing, and 

addressing health problems and hazards affecting the population (CDC, 2021). The policy 
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development function includes: 1) communicating effectively to inform and educate people 

about health, factors that influence it, and how to improve it; 2) strengthening, supporting, and 

mobilizing communities and partnerships to improve health; 3) creating, supporting, and 

implementing policies, plans, and laws that impact health; and 4) utilizing legal and regulatory 

actions designed to improve and protect the public’s health (CDC, 2021). Lastly, the assurance 

function includes: 1) assuring an effective system that enables equitable access to the individual 

services and care needed to be healthy; 2) building and supporting a diverse and skilled public 

health workforce; 3) improving and innovating public health functions through ongoing 

evaluation, research, and continuous quality improvement; and 4) building and maintaining a 

robust organizational infrastructure for public health (CDC, 2021). 

 PWD represent a unique population group that requires comprehensive interventions and 

collaborations across multi-sectoral partners, including governmental agencies (Tulchinsky & 

Varavikova, 2014). A comprehensive governmental public health infrastructure includes cross-

cutting programs and services that address emergency preparedness and response, assessment 

and surveillance, communications, community partnership development, organizational 

competencies, accountability and performance management, and policy development and 

support (PHNCI, 2018).  

 Public health plays a critical role in improving the social and environmental conditions to 

support PWD in attaining their full health potential (Gaventa et al., 2021). Specifically related to 

serving PWD, public health is responsible for assessing environmental barriers and facilitators 

that affect PWD. Such efforts include ensuring the inclusion and engagement of disability-

related stakeholders and non-health sectors in problem-solving and solution implementation 

(Eisenberg & Maisel, 2021), supporting the accessibility of technology, health information, and 
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systems for PWD, and working with city planners and architects to design accessible homes and 

communities (Lollar et al., 2021). In this regard, Wingo and Rimmer (2018) asserted the position 

that the inclusion of PWD in PHPs should not be an exception but rather a rule in which barriers 

to social and environmental factors are reduced to facilitate participation. 

 The CDC employs five strategies to improve the health of PWD: 1) encouraging the use 

of standardized disability identifiers in surveillance tools; 2) advancing health disparities 

research; 3) developing tailored and responsive evidence-based interventions; 4) training 

healthcare and public health professionals on the needs of PWD; and 5) promoting accessible 

community and healthcare environments for PWD (Nary & Mullis, 2021). In addition, the CDC 

offers funding, support, technical assistance, and training to the other national organizations that 

focus on the inclusion of PWD in existing and future public health efforts and targeted efforts to 

address health disparities, such as the Special Olympics, the National Association of County and 

City Health Officials/Health and Disability Program, the Association of University Centers on 

Disabilities (AUCD), and the National Center on Disability in Public Health (Nary & Mullis, 

2021).  

 Although efforts made by the Surgeon General, CDC, and others described here signal 

advancement, work remains to integrate PWD in all facets of public health activities (Nary & 

Mullis, 2021). Misconceptions about PWD within public health still persist (AUCD, 2016). Such 

misconceptions include: 1) having a disability equates to having poor health; 2) public health’s 

primary focus should be on preventing disability; 3) public health does not need a standard 

definition of disability; and 4) the disability process is not impacted by the environment 

(AUCD). Public health misconceptions are linked to the lack of public health activities targeting 
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PWD and increases in chronic and secondary condition outcomes, such as diabetes, heart 

disease, obesity, depression, injury, and pain (AUCD, 2016).  

 Despite public health increasingly being framed through an equity lens, there is a lack of 

disability-related priority prominence on public health’s agenda (Cooper et al., 2018; Sherlaw et 

al., 2014). In reference to the HHS’s Action Plan to Reduce Racial and Ethnic Health 

Disparities, Krahn et al. (2015) underscored the need for federal agencies to adopt and deliver a 

similar collaborative approach to explicitly outline policies and strategies to include PWD in 

mainstream programs and research.  

 Within the scope of advancing health equity, public health must continuously question 

and challenge collective assumptions and practices; failing to do so becomes a liability (Golden 

& Wendel, 2020). For example, Boyle et al. (2020) stated that “PWD are disadvantaged because 

of the pervasive negative biases and inaccurate assumptions about their quality of life” (p. 2). 

The health equity goals of public health will not be achieved until PWD are included in all health 

equity efforts (Horner-Johnson, 2021; The Lancet Public Health, 2021; Swenor, 2021). A similar 

perspective was shared by Vanderbom et al. (2018) in describing the need to acknowledge how 

social and environmental barriers exclude PWD and implement programmatic, policy, systems, 

and environmental strategies that align with the social justice principles. The National Center for 

Health, Physical Activity and Disability (NCHPAD, 2008) shared that inclusion is achieved 

when “all community members are presumed competent; are recruited and welcomed as valued 

members of their community; fully participate and learn with their peers; and experience 

reciprocal social relationships” (para. 1).  
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Recommended Evidence-Based Public Health Interventions 

 A literature review conducted by Berghs et al. (2016) found a disconnect between 

disability experiences and public health research and interventions and concluded that public 

health research does not regularly engage PWD or gather information about disability 

experiences to inform and develop inclusive public health interventions. As one explanation, 

Hinton et al. (2017) asserted that the exclusion of PWD within community wellness programs is 

not directly intended but an outcome of “inaccessible environments; lack of alternative 

transportation options; non-representative recruitment materials; or any number of other 

physical, social, or economic obstacles and failures to provide environmental accommodations” 

(p. 901). Likewise, Wingo and Rimmer (2018) shared that the apparent nature of low 

participation rates in PHPs should be identified and addressed by public health professionals 

working in government, healthcare facilities, and community-based organizations. Using the 

example of physical activity interventions, Hinton et al. (2017) recommended program 

adaptations that align with the needs of PWD, such as inclusive messaging, images, and formats; 

training on adapted physical education curriculum; and accessible playgrounds, parks, and 

pathways.  

 To better understand if public health intervention recommendations apply to PWD or 

require adaptations, Hinton et al. (2017) assessed The Guide to Community Preventive Services, 

also known as The Community Guide. The Community Guide identifies evidence-based, 

population-level programs and policies recommended by a taskforce and serves as a resource for 

health departments, health plans, and others to select interventions to address public health issues 

in specific community settings (Hinton et al., 2017). Public health topic recommendations in The 

Community Guide include, but are not limited to, adolescent health, chronic disease, health 
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equity, mental health, nutrition, obesity, physical activity, preparedness, response, tobacco, and 

violence prevention (The Community Guide, n.d.).  

 Through a qualitative approach of data triangulation, with a literature review, key 

informant interviews, and focus groups, the study found that of the 91 recommended 

interventions, 26 (28.5%) would not need any adaptation to benefit PWD (Hinton et al., 2017). 

The study also revealed that 41 (45.5%) could benefit from communication and technology 

adaptations; 33 (36.2%) could benefit from training adaptations; 31 (34.0%) could benefit from 

physical accessibility adaptations; 16 (17.5%) could benefit from other adaptations, such as 

policy changes and the creation of peer networks; and 38 (41.7%) could benefit from one or 

more adaptations to enhance disability inclusion. Of interest to this study, Hinton et al. found 

staff attitudes, misunderstandings, or other general lack of awareness present barriers to 

successful intervention implementation for PWD. Similarly, Berghs et al. (2016) asserted that the 

avoidance of viewing disability as a burden or a problem is a critical step toward current and 

future public health capacity. Disability awareness and customer service training for 

professionals that promote awareness of federal legislation, the barriers encountered by PWD, 

and opportunities to engage PWD in program design, implementation, and evaluation are 

identified as proactive actions for disability inclusion (Hinton et al., 2017).  

 Similarly, in recognizing that the development and testing of evidence-based health 

promotion programs for the general population typically do not include PWD, a tool and 

framework for adapting evidence-based health promotion programs to be inclusive of PWD was 

developed called Guidelines, Recommendations, and Adaptation Including Disability (GRAIDS; 

Rimmer et al., 2014). GRAIDs has been used to adapt the CDC’s obesity prevention strategies 

for PWD and is relevant to future public health promotion efforts (Rimmer et al., 2014). GRAIDs 
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was developed through conducting a literature review, convening an expert workgroup, 

administering focus groups with PWD and their family members, hosting a national consensus 

meeting, and organizing an independent peer review by national disability leaders from key 

organizations and professional groups (Rimmer et al., 2014). The NCHPAD describes the 

applicability of GRAIDs to five inclusion domains: 1) built environment; 2) service; 3) 

instruction, training, and education; 4) equipment and technology; and 5) policy.  

 A comprehensive and accurate public health approach to disability sees how when 

appropriate health and wellness care and support are made available and accessible, PWD can 

lead healthy lives (U.S. Office of Surgeon General & U.S. Office on Disability, 2005). The 

nation’s health system and public’s health are negatively impacted when the comprehensive 

health needs of PWD go ignored or unaddressed (U.S. Office of Surgeon General & U.S. Office 

on Disability, 2005).  

Health Disparities Among People with Disability 

  As a factor that impacts several aspects of human potential, such as employment, social 

relationships, and civic engagement, health is viewed as a primary social good, in which the 

government has a fundamental responsibility to promote and protect (Institute of Medicine 

[IOM], 2003). A 2003 IOM (2003) landmark report, titled The Future of the Public’s Health in 

the 21st Century, describes the growing issues of health disparities that, if not addressed, threaten 

the nation’s health.  

 The same characterizations that are used to describe health disparities among racially and 

ethnically diverse populations within the IOM (2003) report, such as a lack of representation 

among healthcare workers, a lack of skill among healthcare workers to provide culturally 

competent care, and the long-standing context of stereotypes and biases that results in unequal 
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treatment, are easily applied to disability-related public health activities (Lollar et al., 2021). To 

address the identified health and healthcare disparities among racial and ethnic groups, the CDC 

administers the Racial and Ethnic Approaches to Community Health (REACH) national 

program, which funds 40 recipients (Racial and ethnic approaches to community health, n.d.). In 

contrast, the CDC’s Disability and Health Program funds went from funding 19 states to improve 

the health and quality of life among PWD (Disability and state health programs, n.d.) to funding 

10 states under a 5-year (2021-2026) cooperative agreement with the goal of reducing health 

disparities experienced by adults with intellectual and developmental disabilities and mobility 

limitations (CDC, 2021).  

  The AUCD (2016), a member-based network of interdisciplinary centers advancing 

policy and practice for and with individuals with developmental and other disabilities, their 

families, and their communities, described health disparities as “preventable differences in the 

burden of disease, injury, violence, or opportunities to achieve optimal health that are 

experienced by socially disadvantaged populations” (p. 37). As population-level health outcome 

differences, health disparities are connected to long-standing social, economic, or environmental 

disadvantages that comprise the SDOH (Krahn et al., 2015). The SDOH are “the non-medical 

factors that influence health outcomes. They are the conditions in which people are born, grow, 

work, live, and age, and the wider set of forces and systems shaping the conditions of daily life” 

(WHO, n.d., para. 1). Research has found that SDOH, such as income, housing, transportation, 

social interactions, and personal relationships, decline following the acquisition of a disability, 

which further impacts rehabilitation processes (Frier et al., 2018). Horner-Johnson (2021) 

asserted that groups that have been “historically disadvantaged should receive more intensive 
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and targeted public health resources to help overcome the disproportionate burden of poor health 

experienced by these groups” (p. 92). 

 Froehlich-Grobe et al. (2021) stated that “most health disparities can be prevented 

through addressing inaccessible environments and discrimination and targeting changes in 

services, systems, and policies can help reduce the inequities” (p. 79). Advancing health equity 

relies on understanding the critical role SDOH play in influencing individuals’ contexts, options, 

behaviors, and subsequent health outcomes (Golden & Wendel, 2020). The AUCD (2016), 

which partners with federal agencies, such as the Administration on Intellectual and 

Developmental Disabilities, National Institute of Child Health and Human Development, 

Maternal Child Health Bureau, and National Center on Birth Defects and Developmental 

Disabilities (NCBDDD) at the CDC, asserted that knowledge about the health status and public 

health needs of PWD is essential for addressing health disparities. Identifying and understanding 

the pathways of health disparities allows for planning interventions and designing policy 

solutions to address real-world issues (Arcaya et al., 2015). Furthermore, failing to address the 

upstream determinant factors, which are the fundamental drivers of health disparities, will 

perpetuate social disadvantages and limit the effectiveness of public health interventions (Cooper 

et al., 2018).  

  With increasing health disparities and the increased awareness of the connectivity to the 

SDOH, public health is embracing a major upgrade called Public Health 3.0, which serves as a 

call to action to meet the challenges of the 21st century (DeSalvo et al., 2016). Public Health 3.0 

seeks a modernized version of public health that emphasizes cross-sector collaboration and 

policy, systems, and environmental change strategies that directly impact social and 

environmental determinants of health (DeSalvo et al., 2016; Erwin & Brownson, 2017). 
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Therefore, multi-sectoral approaches are called upon to effectively mitigate the health disparities 

experienced by PWD (Carmona et al., 2010; Okoro et al., 2018). While research on disability 

health disparities is in its first generation and emerging (Fox et al., 2014; Goode et al., 2014), the 

health disparities experienced by PWD are evident. 

Risk Factors to Health 

 Although health expenditure costs associated with disabilities cost public programs 70% 

of the estimated $400 billion annually, public dollar investments still produce preventable health 

gaps as PWD continue to fare far worse than people without disabilities across a broad range of 

health indicators and SDOH (Krahn et al., 2015). Compared to adults without disabilities, the 

CDC reported that adults living with disabilities are more likely to have obesity (38.2% vs. 

26.2%); smoke (28.2% vs. 13.4%); have co-morbid chronic health conditions, such as heart 

disease (11.5% vs. 3.8%); and have diabetes (16.3% vs. 7.2%; National Center on Birth Defects 

and Developmental Disabilities, n.d.). Such risk factors to health are influenced by social, 

economic, and environmental factors.  

 Smoking. To better understand how social and physical environmental characteristics 

affect cigarette smoking behavior, Carabello et al. (2019) conducted a study of place-based 

characteristics. Findings from this study revealed that 63% of the variability in county-level 

current cigarette smoking was explained by characteristics, such as county type, primary care 

physician density, income inequality, percentage of the population that was a racial/ethnic 

minority, violent crime rate, education, and percentage of county residents with low income and 

no health insurance (Carabello et al., 2019). Henriksen et al. (2017) also found cigarette price 

disparities in California neighborhoods, with cigarettes costing less in neighborhoods with a 

higher proportion of school-age residents and Asian/Pacific Islanders.  
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 Among these two studies on smoking, disability as a demographic variable was not 

collected, which is unfortunate, as Havercamp et al. (2019) identified a lack of effective tobacco 

cessation programming for PWD as a likely contributor to tobacco-related disparities. In 

studying the impacts of the Living Independent From Tobacco curriculum, Havercamp et al. 

(2019) found that participants, including PWD and their caregivers, gained knowledge and 

confidence in their ability to quit smoking with increases in coping skills to resist cravings 

following the program and six-months after. This intervention is an example of the feasibility 

and benefits of developing and implementing PHPs tailored to the specific needs of PWD, since 

programming for the general population may fail to address or consider the unique challenges of 

PWD (King et al., 2016).  

 Obesity. A literature review conducted by Lee et al. (2019) cited that differing rates of 

obesity are documented in geographic areas based on food availability; either fast-food 

restaurants that offer high-calorie, energy-dense food options or food deserts vary significantly 

based on a neighborhood’s socioeconomic, racial, and ethnic composition. Additionally, Lee et 

al. (2019) shared that environments that experience deprivation, disorder, or high crime are 

shown to be associated with higher odds of obesity, and environments with increased walkability 

with sidewalks and paths, are associated with decreased prevalence of overweight and obesity as 

facilitators of physical activity.  

 In reviewing obesity-related public health interventions for children and adolescents with 

disabilities, Fox et al. (2014) shared that the clinical nature of the settings in which programs are 

implemented and evaluated often do not factor in real-life, community limitations, and 

participation barriers, such as transportation, lack of knowledgeable staff, and program or facility 

adaptations. Beyond the general population, reaching PWD with obesity-related interventions 
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entails additional layers of consideration, many of which can be mitigated with concerted public 

health efforts (Fox et al.). Fox et al. (2014) suggested that public health opportunities exist to 

better serve PWD in achieving a healthy weight: improve surveillance, research, and evaluation 

metrics on obesity and healthy community indices; increase greater coordination among all 

levels of government; enact state and local policies that actively promote inclusive healthy 

living; evaluate and promote community-level, systemic changes; promote successful and best 

practices; and elevate healthy weight as a national priority with a unified voice for PWD.  

 Social Determinants of Health. According to the WHO (n.d.), SDOH are largely 

responsible for unfair and avoidable health disparities (p. 53). Researchers describe the health 

disparities experienced by PWD as a significant social injustice (Lollar et al., 2021) and a 

population with needs that “public health cannot afford to underestimate” (Lollar & Crews, 

2003, p. 206).  

 Pervasive discrimination toward PWD is a significant barrier to housing, education, food 

security, and healthcare services, which are the SDOH (Yee, 2021). The BRFSS (Krahn et al., 

2015, p. S201) showed that PWD have lower healthcare access; 27% of PWD needed to see a 

doctor in the last year but did not due to cost compared to 12.1% of people without a disability. 

In addition, BRFSS data (Krahn et al., 2015, p. S201) indicated that PWD report lower access to 

social and emotional support (70% vs. 83.1%). The CDC (2019) reported that 43.3% of adults 

with disabilities report depression versus 12.1% of adults without disabilities.  

 Compared to adults without disabilities, other national surveillance systems (Krahn et al., 

2015, p. S201) find that PWD experience lower educational attainment with less than a high 

school education (13% vs. 9.5%); lower employment status (17.8% vs. 63.6%); lower annual 

household income with less than $15,000 (34% vs. 15%); and inadequate transportation (34% vs. 
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16%). Inadequate and uncoordinated transportation is identified as a major concern for PWD 

related to healthcare services (de Vries McClintock et al., 2016). 

 Related to healthcare disparities, Shakespeare et al. (2009) shared that common and 

stigmatizing societal views towards PWD result in incorrect assumptions, which can have 

detrimental and even life-threatening outcomes. For example, such assumptions are that PWD 

are not sexually active, thus excluding PWD from preventive screenings and health information 

services (Shakespeare et al., 2009). In citing a 2021 literature review conducted by Pharr and 

Bungum on healthcare disparities, Smith (2019) discussed how women with disabilities are less 

likely to receive a Papanicolaou test, breast examination, or a mammogram compared to women 

without a disability and report increased challenges in obtaining prenatal care. Related to health 

quality measures and the overall healthcare experience, PWD report that healthcare providers fail 

to listen to them, do not explain information in understandable ways, spend insufficient time on 

their care, and show them less respect (Iezzoni, 2011). Further, PWD share experiences of 

feeling invisible or being perceived as incompetent by healthcare providers (de Vries 

McClintock et al., 2016).  

 Economic stability is a SDOH that impacts health through multiple pathways and other 

determinants of health, such as food insecurity (Froehlich-Grobe et al., 2021). Food insecurity 

among PWD is linked to increases in chronic health conditions and worsened health limitations 

or health impairments (Coleman-Jensen, 2020). Therefore, even when public health interventions 

are put into place within communities to assist with food insecurity concerns, such as food 

assistance sites, PWD may not have the financial means, medical flexibilities, or transportation 

resources to access such services (Heflin et al., 2019).  
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 Additionally, broadband internet access is increasingly viewed as a SDOH, as it links 

people to health-enhancing resources, such as telemedicine, education, food, employment 

opportunities, social integration opportunities, communications, and timely and reliable health 

information (Benda et al., 2020). However, data between 2015 and 2019 from the Department of 

Labor, Office of Disability Employment Policy (2022), PWD have lower access to home internet 

subscriptions (78.4 % vs. 91.5%) than people without disabilities.  

 COVID-19. The coronavirus disease 2019 (COVID-19) pandemic disproportionately 

impacted PWD, as workers with disabilities were more likely to face unemployment than the 

general population, and those with intellectual and developmental disabilities were six times 

more likely to die from COVID-19 than other members of the population (Disability, equity, and 

COVID-19, 2021). Having an intellectual or developmental disability is a significant risk factor 

for contracting COVID-19 and COVID-19 mortality, second only to age (Gleason et al., 2021). 

Researchers have highlighted that the impacts of the COVID-19 pandemic exacerbated unmet 

health needs that disproportionately affected the socioeconomic lives of PWD (Doebrich et al., 

2020; The Lancet Public Health, 2021; Shakespeare et al., 2021; Swenor, 2021; Twardzik et al., 

2021; United Nations, 2020).  

 During the pandemic, adults with disabilities were more affected by adverse mental 

health symptoms and substance use (Czeisler et al., 2021). Compared to adults without 

disabilities, adults with disabilities report adverse mental health symptoms or substance use 

(64.1% vs. 36.0%); substance use within the past month (40.6% vs. 24.5%); and more frequently 

reported pandemic-related difficulty accessing related care and medications (43% vs. 35%) 

(Czeisler et al., 2021).  
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 Related to the nation’s public health COVID-19 response and recovery efforts, 

researchers identified numerous ways in which PWD faced disruptions to regular health and 

community services (The Lancet Public Health, 2021) and barriers to inclusion (Shakespeare et 

al., 2021). Documented barriers to inclusion in the COVID-19 response efforts include: 1) failing 

to ensure safety in congregate living and health facilities; 2) failure to ensure access to 

emergency preparedness essentials (e.g., food, water, sanitation, testing, and internet); 3) failure 

of PWD or their families and support workers to have priority for vaccination or treatment; 4) 

lack of or inadequate support for PWD living alone or where family members or support workers 

are self-isolating or affected by COVID-19; 5) unclear and inaccessible information and 

messaging; 6) postponements of required medical treatment, including rehabilitation; 7) failure 

to collect data on disability (Shakespeare et al., 2021); and 8) and accessibility barriers to testing 

and vaccination (NIHCM, 2021), despite being less likely to report hesitancy about getting 

vaccinated (Ryerson et al., 2021). Research by Ryerson et al. (2021) found that PWD reported 

lower rates of vaccination compared with their non-disabled counterparts, despite reporting less 

vaccine hesitancy. Ryerson et al. (2021) identified potential reasons for this gap, including social 

and environmental factors, such as reduced transportation, inability to access the Internet, and 

physical inaccessibility of clinics. 

 However, researchers are also exploring how the pandemic has presented new 

opportunities and has advanced the efforts PWD have long advocated for, such as work and 

learning accommodations. COVID-19 opened the possibilities to work remotely, thus 

demonstrating that “promoting access and protecting the health of those with disabilities 

overwhelmingly benefit everyone, regardless of whether they currently have a disability” 

(Twardzik et al., 2021, p. 86) and improving the accessibility to grocery service deliveries 



 64 

(NIHCM, 2021). Such examples illustrate how quickly organizations responded to the general 

population’s needs to make work accommodations possible, a long-standing issue faced by PWD 

that has led to employment barriers and disparities (Twardzik et al., 2021).  

 With concerns that returning to pre-pandemic norms will exclude PWD (NIHCM, 2021) 

and acknowledging increases in the number of PWD due to the symptoms and impacts of long 

COVID (HHS, 2021), researchers have stressed the importance of periodic reassessments and 

readjustments of public resources, services, and supports for PWD throughout all post-recovery 

stages to ensure lessons learned are captured and transitioned into meaningful investments for 

the future (Boyle et al., 2020; Shakespeare et al., 2021).  

 Public Health Surveillance and Research. The health disparities experienced by PWD 

are challenging to assess, as public health has historically failed to gather and analyze 

information related to disability (Roberts, 2013), including data that offers a comprehensive look 

at disability, inclusive of information that extends beyond the views of the medical model 

(Iezzoni, 2008). Such exclusionary views, practices, and lack of attention toward PWD in data 

collection and reporting efforts represent continued discrimination (Iezzoni, 2008) that 

negatively impacts the development and implementation of targeted public health efforts for 

PWD (Roberts, 2013).  

 Krahn et al. (2015) asserted that the basic neglect and dismissal of health disparities 

among PWD as simply an outcome of the disability itself is a discriminatory practice that must 

be examined and corrected. Similarly, Swenor (2021) shared that the absence of health equity 

data among PWD is often seen as an absence of difference rather than an outcome of data 

collection exclusion and deep social injustice. Some researchers have described how the initial 

exclusion of PWD in the pandemic response, such as rationing medical care when medical 
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systems are overwhelmed and the premature institutionalization of PWD to free hospital beds 

during COVID-19, was rooted in discrimination and perpetuated unjust practices (Twardzik et 

al., 2021). 

 Before the enactment of the ACA, disability was disregarded in data collection efforts, 

limiting the ability to understand and address significant health disparities (Pendo, 2016). The 

availability of timely and reliable data is critical to identifying health disparities, knowing 

disparity causes and connections, and monitoring progress in reducing disparities (Havercamp & 

Krahn, 2019). The requirement of all federally conducted surveys and health plans to administer 

and report on the HHS six-category assessment represents a step toward explicit and meaningful 

inclusion of PWD in the healthcare system (Pendo, 2016). 

 While there are concerted efforts to identify and eliminate health disparities in services 

for racial and ethnic minority groups, limited attention has traditionally been given to including 

or focusing on PWD (Iezzoni, 2008). Since public health surveillance is used to inform policy 

and practice, researchers advocate for disability status to be integrated into public health 

surveillance efforts as a demographic variable to better assess and monitor the health status, 

factors that influence health, and needs and assets of PWD (Krahn et al., 2015; Smeltz & 

Carpenter, 2022).  

 A literature review conducted by Berghs et al. (2016) concluded that public health lacks 

guidance on integrating disability-inclusive approaches to public health research and intervention 

evaluation, which is critical to meeting the diverse needs of PWD. Berghs et al. (2016) asserted a 

disconnect between disability theories and the evaluation of public health interventions and 

encouraged developing more inclusive research and interventions that avoid theorizing disability 

as a burden or problem. Similarly, Butler et al. (2016) called for PWD to be included in 
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community-based participatory research for the conceptualization process of researching health 

disparities and identifying practical solutions and interventions.  

 Researchers have identified the need for data and systems to take a more comprehensive 

view of disability by monitoring disability prevalence, examining health differences among 

population groups, and explicitly gathering social attitudes and environmental contributors to 

health disparities for PWD (Iezzoni, 2008; Pendo, 2016). Although the HHS assessment aims to 

ensure that national surveillance systems and analyses are expanded to include marginalized 

groups and represent the population more accurately, data gaps persist for PWD (Havercamp & 

Krahn, 2019). Data lacks disability-specific information to understand the differences between 

disability types and or levels of disability (Pendo, 2016). In stating recent changes to two 

national surveillance systems, Havercamp and Krahn (2019) asserted that information on 

individuals with intellectual disabilities is sparse, and this population group remains invisible. 

One reason for data limitations among PWD is the changing definitions and understanding of 

disability constructs over time (Havercamp & Krahn, 2019). 

 Disability, Race, and Ethnicity. Health disparities are compounded when disability 

intersects with other marginalized sociodemographic characteristics, such as race, ethnicity, 

gender, and sexual orientation (Horner-Johnson, 2021; Lollar et al., 2021) and socioeconomic 

factors, including income and education (Courtney-Long et al., 2016; Onyeabor, 2015). Goode et 

al. (2014) asserted that constituency groups concerned about racial and ethnic disabilities should 

have a particular interest in understanding and addressing the additional disparities associated 

with disability.  

 National BRFSS data revealed differences in chronic health conditions and health risk 

factors between race and ethnic groups within the disability population (Increase in 
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developmental disabilities among children in the United States, n.d.). Compared to non-Hispanic 

Whites with disabilities, 35% of Blacks and Hispanics with disabilities report engagement in 

aerobic physical activity (vs. 41%); nearly 46% of Blacks with disabilities have high blood 

pressure (vs. 41%); and 20% of Blacks and Hispanics with disabilities have diabetes (vs. 14%). 

In studying the disparities in dental care, Horner-Johnson et al. (2015) found that compared with 

non-Hispanic Whites, other racial and ethnic groups were less likely to receive annual dental 

examinations and obtain timely care and more likely to have unmet dental needs.  

 The existing health disparities within the disability population have suggested that health 

disparities are not solely a part of the disability experience but serve as an extension and outcome 

of deep-rooted socioeconomic disadvantages (Horner-Johnson, 2021). PWD remain absent in 

policymaking aimed at reducing health disparities partly because public health policy research on 

health disparities has primarily been funded to focus on race, ethnicity, gender, and 

socioeconomic status; yet these demographics intersect disability in important ways (Goode et 

al., 2014). As a relativity new research topic that warrants further and continuous exploration 

(Horner-Johnson et el., 2014), researchers have encouraged funders to support research projects 

that are inclusive of PWD from diverse racial, ethnic, and cultural groups intersections (Goode et 

al., 2014).  

 Looking Ahead. Researchers have identified the need for public health efforts to reduce 

health disparities among PWD (AUCD, 2016; Havercamp & Scott, 2015; Krahn et al., 2015; 

Rimmer, 2011). Researchers and the NCD have advocated for the disability population to receive 

a disparity status enabling federal and state governments to reduce disability-related disparities 

through research, data collection, information dissemination, and health professional training 

(Krahn et al., 2015; NCD, 2009). Although the ACA recognizes PWD as a health disparity 
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population, much of the funding for health and healthcare disparities research is released under 

the Minority Health and Health Disparities Research and Education Act (MHHDREA) of 2000 

by the National Institute on Minority Health and Health Disparities (NIMHD) and other federal 

agencies (Yee & Breslin, 2010).  

 To broaden the definition of health disparity population under MHHDREA requires a 

determination by the NIMHD Director after assessing the disparity in terms of the overall rate of 

disease incidence, prevalence, morbidity, mortality, or survival rates in the population as 

compared to the health status of the general population and following consultation with the 

Agency for Healthcare Research and Quality (AHRQ) Director (NCD, 2009). Such effort would 

strengthen public health opportunities on disability-related topics, including the research and 

action on the demonstrated intersection of race and ethnicity with disability (Goode et al., 2014; 

NCD, 2014). 

 Krahn et al. (2015) identified five public health areas to reduce the health disparities 

experienced among PWD: 1) improved access to healthcare and human services; 2) increased 

data for decision-making; 3) strengthened health and human services workforce capacity; 4) 

explicit inclusion in PHPs, and 5) increased preparation for emergencies. Since ensuring that 

health professionals are equipped to meet the needs of diverse PWD is a critical component of 

addressing disparities (Horner-Johnson, 2021), this research aims to provide information on 

preparing a disability-competent public health workforce.  

Public Health Administrators and Workforce  

 Under the assurance function of public health, the EPHS framework has identified 

building a diverse and skilled workforce as a core component of meeting public health needs 

(CDC, 2021). There is no single data source that captures the entire public health workforce 
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(University of California [UC], 2020). Data from the 2017 Public Health Workforce Interests 

and Needs Survey (PH WINS) showed that the overall U.S. state and local public health 

department employee workforce is well-educated, with 30% of the workforce having a master’s 

degree or higher (de Beaumont Foundation, 2017). An estimated 14% have a formal public 

health degree (de Beaumont Foundation, 2017). From 2014 to 2017, the percentage of state and 

local health department (LHD) employees with a UGPH degree increased from 2.3% (505) to 

4.2% (1,851)—a 226% increase (de Beaumont Foundation, 2014, 2017). Pleys et al. (2021) 

found that public health graduates, including undergraduates, work in a variety of settings and 

sectors, which enables the core functions of public health to extend throughout communities. 

UGPH graduates are finding their first employment opportunities in for-profit corporations 

(30%), healthcare organizations (27%), nonprofit organizations (12%), government agencies 

(10%), and academic institutions (10%; Pleys et al., 2021). Similar percentages were reported by 

Leider et al. (2023), when examining employment outcomes for UGPH program graduates 

between 2001-2020.  

The Public Health Accreditation Board (2013), the nation’s accreditation program for 

governmental public health departments, identified maintaining a competent public health 

workforce as a core domain with supporting standards and measures. The PHAB’s (2022) 

accreditation standards and measures update is inclusive of identifying university partnerships 

for both state and LHDs as a key activity to promote public health careers, build out the future 

public health workforce, and enhance public health training.  

 The PHAB (2013) stated the need for “a multi-disciplinary workforce that is matched to 

the specific community being served facilitates the interdisciplinary approaches required to 
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address health equity and the population’s public health issues” (p. 189). The PHAB (2022a) 

embraced an equity statement that is inclusive of PWD: 

Equity means that everyone has a fair and just opportunity to be healthy and to thrive. To 

achieve this, we must eliminate barriers–such as racism, poverty, gender, sexual 

orientation, and ability discrimination, power imbalances and any other consideration–

and their consequences. (para. 2) 

The 2022 update of the PHAB’s (2022) accreditation standards and measures is infused with 

health equity principles and aligned with the revised 10 EPHS framework. As forecasted by 

researchers and subject matter experts (SMEs; Griffen & Havercamp, 2021; Lollar et al., 2021), 

the PHAB (2022b) now outlines disability-inclusive guidance within each of its 10 domains to 

promote the inclusion of PWD within the planning and execution efforts of public health. Within 

the Communications domain, the PHAB (2022b) has identified the importance of using multiple 

methods of communicating with the public during an emergency and highlighted the need for 

special considerations and message tailoring (e.g., using sign language interpreters) for PWD. 

Within the Workforce domain, the PHAB (2022b) has identified the need to build a competent 

public health workforce and leadership that practices cultural humility and requires that health 

departments seeking accreditation maintain a list of educational and training opportunities for 

staff to take as it relates to identified gaps; this domain includes learning how to develop 

programs and materials for PWD. The future public health infrastructure and capacity rely on 

having a skilled workforce that can respond to current and emerging trends, such as aging, 

chronic disease, disability, and impaired mobility (UC, 2020). The in-demand skills for public 

health workers need to be balanced with the core and specialty skills of traditional public health 

(Kaufman et al., 2014). In addition to discipline-specific content, recommended cross-cutting 
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and strategic governmental public health skills include systems thinking, change management, 

persuasive communication, data analytics, problem-solving, diversity and inclusion, resource 

management, and policy management (de Beaumont Foundation, 2019).  

 The recommendations call for public health professionals to “understand and respond to 

the changing demographics of the U.S. population and the public health workforce itself” and to 

“seek out, listen to, include, and promote under-represented populations in reaching effective 

health solutions” (de Beaumont Foundation, 2019, p. 5). Additionally, developing and organizing 

curricula offerings within academic PHPs to prepare the public health workforce is 

recommended to strengthen the strategic skill of diversity and inclusion (de Beaumont 

Foundation, 2019).  

 Similarly, the Council on Linkages Between Academia and Public Health Practice 

(Council on Linkages, 2021), a collaboration of 24 national organizations aiming to improve 

public health education and training, practice, and research, released its Core Competencies for 

Public Health Professionals in October 2021. Included within the Core Competencies is a health 

equity skills domain that focuses on applying principles of ethics, diversity, equity, inclusion, 

and justice; engaging in continuous self-reflection about one’s biases; recognizing the diversity 

of individuals and populations; reducing systemic and structural barriers that perpetuate health 

inequities; implementing organizational policies, programs, and services to achieve health equity 

and social and environmental justice; contributing to achieving and sustaining a diverse, 

inclusive, and competent public health workforce; and advocating for health equity and social 

and environmental justice (Council on Linkages, 2021). Further, PWD are specifically identified 

in other domain areas, such as public health sciences skills and communications skills domain.  
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Cultural Competency Education and Training 

 Cultural competency is defined as a set of aligning behaviors, attitudes, and policies that 

come together in a system or agency or among professionals and enable that system, agency, or 

those professions to work effectively in cross-cultural situations (AUCD, 2016). Cultural 

competency is viewed as a foundational pillar for reducing health disparities (AHRQ, 2014) and 

is identified by the Association of Schools and Programs of Public Health (ASPPH, 2012) as a 

core competency to respond to the population health service needs of a growing diverse 

population, including those who are underserved. However, PWD remain invisible in the cultural 

competence literature (Butler et al., 2016). The AHRQ (2014) asserted:  

Cultural competence is often seen as encompassing only racial and ethnic differences, 

omitting other marginalized population groups who are ethnically and racially similar to a 

provider but who are at risk for stigmatization or discrimination, are different in other 

identities, or have differences in healthcare needs that result in health disparities. (para. 2) 

 Moreover, PWD continue to be left out of cultural diversity conversations, overlooked as 

an important cultural group (Hopson, 2019), and neglected in social justice efforts (Andrews, 

2020). Similarly, while terms pertaining to race, gender, culture, language, religion, ethnicity, 

and age are associated with diversity, researchers find that the term disability is omitted 

(Ohajunwa et al., 2014). One solution proposed by Iezzoni et al. (2021) is the development of a 

disability module for online Implicit Association Tests, which currently assess implicit bias 

relating to race and ethnicity.  

 While the newly revised American Public Health Association (APHA, 2019) Public 

Health Code of Ethics, which serves as a set of professional standards and expectations 

for public health practitioners, rightfully acknowledges the importance of health justice and 
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equity principles and attending to the needs of diverse audiences across its core domains, PWD 

are not explicitly recognized or elevated as a priority like other population groups (2019). The 

Code of Ethics states, “ensure that public health policies and plans are sensitive to race, ethnicity, 

sex, sexual orientation, gender identity, and other unique characteristics of individuals affected 

by the policies or plans” (APHA, 2019, p. 21). Not explicitly identifying PWD as a population 

group that experiences health disparities in the APHA Code of Ethics keeps PWD invisible from 

benefiting from public health initiatives (Gaventa et al., 2021) and, at worst, yields harm from 

public health initiatives (Krahn & Havercamp, 2019). 

 In assessing the training needs of the governmental public health workforce, researchers 

have identified cultural competency as a cross-cutting, priority skill for non-supervisors, 

supervisors, managers, and executives (Bogaert et al., 2019). The cultural competency domain 

includes supporting health equity and social justice principles into planning for program and 

service delivery, and delivering socially, culturally, and linguistically appropriate policies, 

programs, and services that reflect the diversity of individuals and populations in a community 

(Bogaert et al., 2019).  

 Fleckman et al. (2015) asserted that the inclusion of cultural diversity training within 

public health curricula presents opportunities to prevent further health disparities through 

preventative and improved programming, research, and policy supported by active, community-

engagement models. However, Fleckman et al. (2015) reported that the incorporation of cultural 

competency in public health curricula is limited and offers a systematic framework for 

developing and adopting intercultural competency training within a public health training 

institution that takes a more community-engaged active approach that is integrated at multiple 

institutional levels to produce meaningful and sustainable change for faculty, students, and 
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communities. Additionally, Erwin and Brownson (2017) identified greater attention to ethics 

through an equity and social justice lens as a critical capability for future public health 

administrators, workforce, and organizations. As public health organizations seek to expand and 

enhance health equity goals, the workplace culture needs to value diversity and foster a culturally 

competent workforce (Sellers et al., 2019). 

Public Health Workforce Challenges 

 While the SDOH are significant root causes of health outcomes, the public health sector 

lacks the necessary and dedicated funding, staffing, and training to tackle this complex web 

(Auerbach, 2019; DeSalvo et al., 2016; Krasna & Fried, 2021). The nation’s societal problems 

require a competent, adaptive, diverse, and engaged governmental public health workforce 

(Castrucci & Fraser, 2019). Unfortunately, the effectiveness of public health is questioned due to 

the lack of diversity in the current workforce (Sellers et al., 2019).  

 Growing evidence has indicated that the knowledge, skills, and attitudes of modern-day 

public health workers are evolving to go beyond the traditional competencies identified over 2 

decades ago when the EPHS framework was first established (Bogart et al., 2019; Erwin & 

Brownson, 2017; Glynn et al., 2019; Kaufman et al., 2014). However, traditional and formal 

public health education and training have focused on discipline-specific skills, which are partly 

influenced and reinforced by funding and programmatic silos within all levels of government 

(Bogart et al., 2019; Kaufman et al., 2014).  

 A 2021 research brief revealed that governmental public health is suffering from a 

significant workforce decrease—experiencing a 15% decrease since 2008 (de Beaumont 

Foundation & PHNCI, 2021). Prior to the COVID-19 pandemic, researchers estimated that the 

nation would lose 742,000 years of experience in public health practice between state and LHDs 
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(Sellers et al., 2019). Furthermore, the COVID-19 pandemic has highlighted the capacity 

challenges of state and local governmental public systems to meet foundational public health 

services (de Beaumont Foundation & PHNCI, 2021), and researchers have identified the chronic 

underfunding and underinvestment of public health education as major concerns to the future of 

the public’s health (Krasna & Fried, 2021). Through a mixed-methods approach, researchers 

found that to meet basic health requirements, the United States needs a minimum of 80,000 

additional full-time equivalent positions in state and local governmental public health 

departments, which is an 80% increase (de Beaumont Foundation & PHNCI, 2021). Now, 

UGPH training is viewed as a part of the solution to alarming rates of projected public health 

workforce decreases (Lee et al., 2019).  

Public Health Workforce Education and Training 

 Academia is a key component of the U.S. public health system in teaching, research, and 

practice (IOM, 2003). Moreover, PHPs are responsible for preparing an educated workforce, an 

essential component of delivering public health services (Bass et al., 2008; Tao et al., 2018). 

Current research has found that the COVID-19 pandemic has significantly increased interest in 

public health careers. In fact, the nation has observed over a 20% increase in MPH student 

applicants from the previous year (Warnick, 2021, para. 3).  

 The early beginnings of public health education in the 20th century were primarily 

influenced by medical and research-oriented narratives and excluded social and economic 

contexts or attention (Gebbie, 2003b). Public health was viewed as synonymous with preventive 

medicine, hygiene, and sanitation, and was reflected as such in education and academic degrees 

(Thomas, 2016). The Welch-Rose report of 1915, called “the template for public health 

professional education in the United States and abroad” (Thomas, 2016, p. 345), viewed public 
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health education at the graduate level for professionals who need more education and research to 

serve in leadership roles within governmental public health (Riegelman et al., 2015). As such, 

those initially trained in public health came from medical backgrounds and were tasked to 

address issues of infectious disease caused by the poor quality of water and sanitation and the 

urbanization of the United States (Rosenstock et al., 2011).  

 The dominance of medical solutions to health problems contributes to public health being 

poorly understood (Petersen et al., 2013). The IOM called for every undergraduate to have 

access to education in public health (Gebbie, 2003b) to improve an understanding of the 

profession and benefit the nation’s health (Petersen et al., 2013) through understanding, analysis, 

preparation, response, and resource allocation to health issues (ASPPH, 2011).  

 Despite its early medical influences, public health differs from the medical field. Public 

health strives to improve health outcomes at individual and community levels through behavior 

change, policies, and practices (Colgrove et al., 2010). The recommendation of the Welch-Rose 

report identified this distinction between the two fields of study and practice and called for 

public health to be recognized as an interdisciplinary field with independent and co-equal 

attention and resource allocation (Thomas, 2016).  

 Throughout the 20th century, SPHs experienced bouts of growth, periods of halt, 

economic challenges, and varying levels and inconsistencies in federal and state government 

investments and resource allocation (Colgrove et al., 2010; Rosenstock et al., 2011). Public 

health specialties, ranging from chronic disease prevention to emergency preparedness, often 

compete for public and legislative attention and funding, which continues to nurture a silo-driven 

approach and does not address the cross-cutting, common needs of all public health workers 

(Kaufman et al., 2014). Researchers have identified the need for a stable funding stream to 
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support the vital work of public health education and training programs and financial aid to 

students to ease entry into the workforce (Colgrove et al., 2010; Krasna & Fried, 2021; 

Rosenstock et al., 2011). 

 Although new courses emerged in the mid-20th century that emphasized the connectivity 

of social and economic issues to health, researchers continued to assert the need for more 

contemporary public health instruction to address social orientation by prioritizing and 

addressing the social, economic, and political determinants of health (Harvey, 2020), including 

the environmental supports that contribute toward rather than detract from health (Eisenberg & 

Maisel, 2021). Moreover, as an important professional development tool, education has failed to 

keep current on emerging and re-emerging health challenges, including the connection of SDOH 

to health risk factors and outcomes (Zodpey et al., 2018).  

Public Health Program Accreditation and Professional Certifications 

 Founded in 1941, the ASPH, renamed the ASPPH in 2013, worked in collaboration with 

the APHA to develop standards and definitions for SPHs (Rosenstock et al., 2011). In 1974, the 

ASPH and the APHA established the Council on Education for Public Health (CEPH, 2021a), an 

independent agency recognized by the U.S. Department of Education to accredit SPHs and PHPs 

outside SPHs.  

 In addition to accrediting graduate and doctoral-level schools and programs of public 

health, the CEPH (2018) currently sets accreditation criteria for undergraduate programs as well 

(Resnick et al., 2017). Within the set of accreditation criteria for SPHs and PHPs, which may 

house UGPH programs, the CEPH (2021) identifies Diversity and Cultural Competency as a 

requirement, which is defined as:   
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The school or program defines systematic, coherent, and long-term efforts to incorporate 

elements of diversity. Diversity considerations relate to faculty, staff, students, 

curriculum, scholarship, and community engagement efforts. The school or program also 

provides a learning environment that prepares students with broad competencies 

regarding diversity and cultural competence, recognizing that graduates may be 

employed anywhere in the world and will work with diverse populations. Schools and 

programs advance diversity and cultural competency through a variety of practices, 

which may include the following: incorporation of diversity and cultural competency 

considerations in the curriculum; recruitment and retention of diverse faculty, staff, and 

students; development and/or implementation of policies that support a climate of equity 

and inclusion free of harassment and discrimination; and reflection of diversity and 

cultural competence in the types of scholarship and/or community engagement 

conducted. Aspects of diversity may include age, country of birth, disability, ethnicity, 

gender, gender identity, language, national origin, race, historical under-representation, 

refugee status, religion, culture, sexual orientation, health status, community affiliation 

and socioeconomic status. This list is not intended to be exhaustive. (p. 47) 

 Within the set of accreditation criteria for standalone baccalaureate programs (SBPs), the 

CEPH (2018) identifies Diversity, Inclusion, and Cultural Competency as a requirement, which 

is defined as a program that “ensures that students have skills for recognizing and adapting to 

cultural differences in the public health context,” and students are exposed to “a) faculty, staff, 

preceptors, guest lecturers, and community agencies reflective of the diversity in their 

communities, b) research and/or community engagement, c) any other relevant elements of the 

program” (p. 14). Under cultural competency, a SBP must demonstrate that it “prepares students 
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by developing, reviewing, and maintaining curricula and other opportunities (e.g., service-

learning) that address and build competency in diversity and cultural considerations” that are 

accomplished through a “variety of practices including the following: incorporation of cultural 

competency considerations in the curriculum; recruitment/retention of faculty, staff, and 

students; and reflection in the types of research and/or community engagement conducted” 

(CEPH, 2018, p. 14). 

The CEPH’s expansion of accrediting UGPH degrees have evolved in phases: 1) in 2003, 

the opportunity was only offered to programs that were affiliated with an accredited SPH; 2) in 

2008, accreditation was expanded to include programs affiliated with accredited public health 

programs; and 3) in 2013, accreditation was made available to SBPs (Resnick et al., 2017). In 

2021, the CEPH adopted updated criteria revisions for schools and programs of public health, 

and the accreditation criteria for SBPs was amended in 2022 (CEPH, 2021b, 2022).  

 The CEPH has historically organized its accreditation requirements under five core areas 

of public health knowledge: 1) biostatistics, 2) epidemiology, 3) environmental health sciences, 

4) health services administration, and 5) social and behavioral sciences (Barnes et al., 2012; 

Rosenstock et al., 2011). While the CEPH sets the minimum coursework requirement offerings 

for accreditation, schools are not limited to the defined knowledge areas and can offer curricula 

expansion to include cross-cutting and emerging public health areas (Rosenstock et al., 2011). 

 Accreditation core content areas, as described earlier, for the undergraduate and master’s 

degrees focus on similar content areas. However, there are differences in the number of 

foundational competencies each set of public health students are expected to demonstrate. 

Compared to 22 foundational competencies, there are two foundational competencies for UGPH 

students: 1) the ability to communicate public health information, in both oral and written forms, 
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through a variety of media and to diverse audiences; and 2) the ability to locate, use, evaluate, 

and synthesize public health information (Resnick et al., 2018).  

 In addition to the increasing number of U.S. universities offering a UGPH degree, the 

number of UGPH programs that are CEPH-accredited is also increasing in the U.S. (Resnick et 

al., 2018). As of March 2023, CEPH (2023a) reports 234 CEPH- accredited UGPH programs, 

this is an increase from the 133 CEPH- accredited UGPH programs in March 2018 (Resnick et 

al., 2018). CEPH-accredited SBP programs increased to 27 as of March 2023 (CEPH, 2023b), 

from 8 standalone CEPH-accredited SBP programs in March 2018.  

 Resnick et al. (2018) cited the increasing number of accredited undergraduate programs 

as another indicator that UGPH education has a core place within the public health education 

continuum and is a way to advance quality and consistency across the undergraduate programs. 

With the continued growth of undergraduate programs in public health, Resnick et al. (2018) 

estimated that the number of undergraduate degrees conferred will soon meet and exceed the 

number of graduate degrees conferred.  

Professional Certification in Public Health 

 The recent update to the Certified in Public Health (CPH) exam eligibility requirements 

and public health knowledge domains (NBPHE, 2021) further demonstrates the evolving nature 

of the public health workforce. Previously, CPH exam eligibility was restricted to those with a 

graduate public health (GPH) degree (NBPHE). Now, individuals who have at least a bachelor’s 

degree in any concentration and at least 5 years’ public health work experience are eligible to 

take the exam (NBPHE). In 2019, the CPH exam content areas were revisited to include health 

equity and justice measures with an emphasis on applying the SEM to analyze population health 

issues and design needs and resource assessments that consider diverse cultural values and norms 
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and address health disparities using culturally appropriate concepts to engage and empower 

diverse populations (NBPHE, 2021).  

Undergraduate Public Health Education and Curricula 

 Formal public health education in the United States has historically been positioned at the 

graduate level (Resnick et al., 2017). Compared to GPH programs, UGPH programs are a 

relatively new setting of research (Wykoff et al., 2015). Evashwick et al. (2014) found a total of 

only 24 peer-reviewed, published journal articles between the years 2000 and 2014 on UGPH 

programs. Noteworthy to this study, Evashwick et al. (2014) asserted concerns about the lack of 

information on UGPH, specifically literature on UGPH education curricula. A course content 

review of 19 UGPH programs found that significant differences exist among colleges and 

universities with an established UGPH program, which may impact the ability to produce well-

trained public health workforce practitioners to meet the nation’s current and future needs 

(Holsinger et al., 2015). Holsinger et al. (2015) asserted the need for future research to conduct 

an in-depth look into the course content of public health bachelor’s degree programs and 

experiences offered to UGPH students. 

In studying the potential effects of the growth in UGPH degree programs, Erwin et al. 

(2018) shared both positive and negative insights. From the positive lens, expanded offerings of 

UGPH education: 1) increase the opportunity for more of the public health workforce to have 

some level of formal training, 2) create a more public health-informed workforce working across 

a host of organizations and agencies that comprise the public health system, and 3) offer 

opportunities for shortening the degree pathway to graduate-level education that can reduce 

financial burdens, leading to enhanced attraction to the public health field and an educated 

workforce (Erwin et al., 2019).  
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 From the negative lens, expanded offerings of UGPH education may: 1) crowd the job 

market displacing individuals with graduate public health degrees from entry-level positions; 2) 

increase the number of public health students seeking fieldwork experience, thus challenging the 

capacity of governmental public health departments, nonprofit agencies, and other community 

organizations to support the site placement requirements; and 3) overwhelm the ability for the 

CEPH to accredit programs, hindering academic, operational integrity, and quality impacting the 

future workforce (Erwin et al., 2019).  

 UGPH programs are an essential training resource for the governmental public health 

workforce (ASPPH, 2015). There has been a significant increase in the establishment of UGPH 

programs over the last decade, partly due to undergraduate students’ growing interest and 

engagement in public health and related disciplines (Resnick et al., 2017). The early 

establishment of UGPH education did not have a national framework or review process to guide 

its development, resulting in a broad range of educational offerings based on local needs, 

interests, and opportunities (Riegelman et al., 2002). Further complexities exist between UGPH 

and graduate public health programs, introducing new challenges between each program’s 

offerings and curricula progression, but not duplication (Wykoff et al., 2015).  

 Riegelman et al. (2015) have identified the increasing number of students enrolling in 

GPH programs without any public health experience as a key demographic change that brought 

UGPH education to the forefront. Other factors previously identified include: 1) national 

bioterrorism scares, 2) the need for medical students to have an education that extends beyond a 

traditional science background, and 3) the natural, interdisciplinary nature of public health to 

other fields with cross-cutting and overlapping skills that are universally applicable and useful in 

a variety of fields (Riegelman et al. 2002). 
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Roles for and Opportunities of Undergraduate Public Health Programs 

 The number of UGPH degrees awarded has increased from 1,448 in 2003 to 12,895 in 

2016—over a 790% increase (Resnick et al., 2018). This trend continued with Leider et. al. 

(2023) reporting that 18,289 UGPH degrees were awarded annually as of 2020, which exceeded 

the number GPH degrees conferred at 18,044. In another study among a cohort of 55 institutions, 

Pleys et al. (2021) found that bachelor’s degree program graduates increased by 62% (from 

2,184 to 3,541) from 2015 to 2018. The growth of UGPH programs is projected to increase due 

to influences of the educated citizen and public health initiatives stemming from The Future of 

the Public’s Health in the 21st Century report (IOM, 2003) and will continue to be a factor in 

shaping the direction and structure of graduate public health education programs (Riegelman & 

Albertine, 2011).  

UGPH programs seek to provide students with knowledge of underlying concepts, 

foundational skills, introduction to career trajectories, and preparation for future studies and 

professional work (Resnick et al., 2018). Similarly, Kiviniemi and Przybyla (2019) shared that 

UGPH curricula should accomplish two primary objectives: 1) teach students to think about 

problems, analyze the problems, and solve the problems, and 2) prepare students with the 

essential skills to serve in entry-level public health positions. The growth in UGPH education 

can strengthen the public health workforce (Resnick et al., 2018). Resnick et al. (2017) asserted:   

Undergraduate education in public health offers opportunities to expand access to public 

health knowledge to diverse populations and employ innovative education methods. This 

is critical to address pervasive and multi-faceted health disparities, as well as to cultivate 

a public health workforce that is representative of the population it intends to serve. 

(p.12)  



 84 

Beyond those directly pursuing public health degrees or careers, the interest in public health, 

given its connectivity to emerging issues, such as climate change and social justice, extends to 

other students and helps to create more educated citizens (Riegelman et al., 2015).  

National public health organizations, such as the ASPPH, have made concerted efforts to 

view and engage with UGPH education as part of the public health education continuum 

(Resnick et al., 2017). These efforts include developing and releasing reports, such as the 

Undergraduate Public Health Learning Outcomes in 2011 and the Recommended Critical 

Component Elements of an Undergraduate Major in Public Health in 2012; convening UGPH 

summits; and establishing formalized networks of institutions offering UGPH programs (Resnick 

et al., 2017, 2018).  

 In response to the IOM’s recommendation for broader public health education in 

undergraduate education and the growing demand in the field, the ASPPH led the Educated 

Citizen and Public Health initiative and convened a taskforce to outline strategies to integrate 

public health knowledge and principles in undergraduate education to release the Undergraduate 

Public Health Learning Outcomes report (Petersen et al., 2013; Riegelman et al., 2015). After 

concluding there is a need for an educated citizenry on public health and the role of 

undergraduate programs in preparing graduates to enter the workforce, the taskforce identified 

learning outcomes to integrate public health concepts into the undergraduate curriculum 

(Petersen et al., 2013; Riegelman et al., 2015).  

 The learning outcomes report is divided into four primary domains: 1) knowledge of 

human cultures and the physical and natural world as it relates to the individual and population 

health, 2) intellectual and practical skills, 3) personal and social responsibility, and 4) integrative 

and applied learning (ASPPH, 2011). Related to public health’s role in assessing and addressing 
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health disparities among population groups, the report calls for all undergraduates to be able to 

“discuss the role of gender, race, ethnicity, and other evolving demographics in affecting 

population health” and “list the leading causes of mortality, morbidity, and health disparities 

among local regional, and global populations” (ASPPH, 2011, p. 4). 

 The Recommended Critical Component Elements of an Undergraduate Major in Public 

Health was a product of an ASPH-convened expert panel comprised of academics and 

practitioners, which was tasked with identifying the critical component elements (CCEs) of an 

undergraduate major in public health to enter the workforce or pursue advanced studies that the 

CEPH could adopt for accreditation purposes (Wykoff et al., 2013). The development of the 

CCEs in 2012 serves as a critical influence on the CEPH’s accreditation curricula criteria for 

SBPs (Figueroa et al., 2015). 

 The panel provided four recommended CCEs with specific areas of focus for 

undergraduate students: 1) background domains, 2) public health domains, 3) cumulative 

experience and field exposure, and 4) cross-cutting areas (ASPH, 2013; Wykoff et al., 2013). 

While the CCEs identify what should be included in a UGPH training program, it is at the 

university’s discretion to determine the vehicle for teaching and delivering the CCEs (ASPH, 

2013; Figueroa et al., 2015; Wykoff et al., 2013). In addition to focusing on UGPH training 

programs, the CCEs support having a continuum of public health education, ranging from 

associate degree programs to graduate programs in public health (Riegelman et al., 2015). 

 Within the CCEs background domain area, undergraduate students of public health 

should be proficient in content areas of science, social and behavioral sciences, basic statistics, 

and humanities/fine arts, and be able to demonstrate skills to communicate in both oral and 
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written forms and through a variety of media to diverse audiences and locate, use, evaluate, and 

synthesize information (ASPH, 2013; Wykoff et al., 2013).  

 Within the public health domain, UGPH students should be introduced to: 1) an overview 

of public health, 2) the role and importance of data in public health, 3) identification and 

management of population health challenges, 4) human health and the life course, 5) the 

socioeconomic, behavioral, biological, environmental factors that comprise the determinants of 

health and contribute to health disparities, 6) project implementation, 7) an overview of the 

health system, 8) health policy, law, ethics, and economics, and 9) health communication 

(ASPH, 2013; CEPH, 2018; Wykoff et al., 2013). Additionally, UGPH students should have 

opportunities to integrate, apply, and synthesize knowledge through cumulative and experiential 

activities, inclusive of a capstone project that summarizes their education and exposure to public 

health practice in the field with local-level public health professionals and agencies (ASPH, 

2013; CEPH, 2018; Wykoff et al., 2013). The CEPH adopted the CCE recommendation of 

cumulative experience and field exposure as an accreditation requirement and standard for 

UGPH programs (CEPH, 2018; Erwin et al., 2019).   

 Within the cross-cutting areas of the CCEs, defined as concepts and experiences that 

support success in the workplace, further education, and lifelong learning, undergraduate 

students of public health should be exposed to advocacy for the protection and promotion of the 

public’s health at all levels of society; community dynamics; critical thinking and creativity; 

cultural contexts in which public health professionals work; ethical decision making as related to 

the self and society; independent work and a personal work ethic; networking; organizational 

dynamics; professionalism; research methods; systems thinking; and teamwork and leadership 

(ASPH, 2013; CEPH, 2018; Wykoff et al., 2013).  
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Additional Research Topics on Undergraduate Public Health Programs 

 Other research on UGPH has focused on exploring and describing existing programs, 

including key features and lessons learned. Interested in understanding the characteristics of 

existing program offerings, researchers found that UGPH curricula are influenced in many ways. 

For example, some UGPH programs strive for curricula alignment with local workforce needs 

(Stoots et al., 2015), and others are shaped by external forces and needs (White, 2015), employ 

peer advisors to complement academic advisors (Griffin et al., 2015), utilize active learning 

strategies (Yeatts, 2014) and integrative curriculum design (Kiviniemi & Przybyla, 2019), and 

require a structured capstone course series that aims to bridge and apply academic skills to real-

world problems and settings (Nelson-Hurwitz & Tagorda, 2015).  

 Through semi-structured qualitative interviews with university representatives from 39 

institutions across the United States offering a UGPH degree, Resnick et al. (2017) found that 

program enrollments, infrastructure, and curriculum varied among the individual programs. 

Some curricula consistencies noted by Resnick et al. (2017) include: 1) a core curriculum, 

ranging between 30 and 40 credits; 2) elective program requirements, ranging from six to 20 

credits; 3) broad inclusion of public health 101, epidemiology 101, and global health 101 

courses, with epidemiology serving as the only consistent offering; 4) global, environmental, and 

behavioral health; program planning; evaluation; health policy; health systems; research and 

quantitative methods; and health disparities as frequently referenced courses within the 

program’s core curricula; and 5) a final capstone course or internship experience requirement. 

 Further, Resnick et al. (2017) found that undergraduate curricula updates are evolving, 

with several universities noting accreditation requirements and alignment of coursework to the 

expertise of faculty members as key factors of influence. Additionally, universities expressed a 
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growing interest in new concentrations, such as health equity, as important drivers for the 

revisions. University representatives interviewed cited limited resources and the availability of 

faculty to develop and teach courses, as well as internal political challenges as identified barriers 

to curricula changes. Such findings have suggested that it is an opportune time for the field to 

offer guidance, support, and vision to these growing programs.  

 Furthermore, the rapid expansion of UGPH programs within the 21st century has sparked 

the interest of researchers to explore the UGPH landscape and its effects, which will require 

ongoing surveillance and monitoring to better understand and fill research gaps (Erwin et al., 

2019; Resnick et al., 2017, 2018). In citing the pivotal role of public health faculty in training the 

future public health workforce, Evashwick et al. (2014) encouraged more information and 

published curricula practices and challenges to inform and advance content topics and delivery.  

 The interest in UGPH education and the need to expand the education base for public 

health beyond the GPH education level is further demonstrated by convening an annual summit 

hosted by the ASPPH that brings together undergraduate education faculty and administrators 

(Riegelman et al., 2015). Finally, in alignment with Public Health 3.0, the growth of UGPH 

provides open opportunities to build public health awareness and knowledge within other 

sectors, such as law and urban planning, to address multifaceted public health problems requiring 

interdisciplinary approaches (Resnick et al., 2018).  

Disability-Related Curricula in Public Health 

 Public health professionals are responsible for delivering public services that address 

disparities and meet the needs of underserved priority populations (Bogaert et al., 2019; Horner-

Johnson, 2021; Seller et al., 2019). These responsibilities include preparing a disability-

competent workforce that demonstrates confidence and competence in working with PWD 
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(Ankam et al., 2019), accommodates specific needs, and acknowledges similarities among 

people with and without disabilities (Horner-Johnson, 2021). In addition to being aware of the 

causes, consequences, and treatment of disabling health conditions, health professionals have a 

responsibility to understand the impacts of incorrect assumptions about disability that lead to 

stigmatized views about PWD (Shakespeare et al., 2009). The capacity of public health to 

include PWD in its efforts is strengthened with knowledge of PWD as a priority population, 

dedicated staff, and funding (Griffen et al., 2020).  

 Understanding and addressing the health issues of PWD requires a trained workforce that 

has sufficient skills in “disability surveillance, evidence-based health promotion practices, health 

policy and law, health communication, environmental design, planning and evaluation, social 

science, and preventive health services” (Sinclair et al., 2015, p. 401). Researchers have 

proposed that educating and training a diverse group of public health is vital for addressing the 

health equity crisis (Bowen et al., 2020; Cooper et al., 2018). Researchers have identified the 

need to build disability knowledge as a key public health competency to assist public health 

practitioners in including PWD in public health efforts (Griffen et al., 2020).  

 Disability-related training for health professionals is often inadequate and unbalanced 

(Shakespeare et al., 2009), as public health professionals and agencies struggle to acknowledge 

that social, economic, and environmental factors significantly influence the health differences 

experienced by PWD (Froehlich-Grobe et al., 2021; Horner-Johnson, 2021; Krahn et al., 2015). 

Within public health, a disconnect exists between applying the same knowledge of how SDOH 

affect the health of various minority populations to PWD (Froehlich-Grobe et al., 2021). The 

COVID-19 pandemic emphasized the critical need for public health practitioners to be educated 

and trained in the interconnectivity between the SDOH and health disparities with skills to 
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intervene with proper means of inclusion (Asfaw et al., 2020). The lack of disability-related 

content in higher education is not isolated to the United States but is also found in other countries 

(Ohajunwa et al., 2014). 

 Although “training professionals on how to identify the magnitude and severity of 

problems in the population and then appropriately intervening is the cornerstone of academic 

education in public health,” disability as a construct and PWD as a population are not integral 

elements of public health education and training (Akakpo et al., 2020, p. 1510). Public health 

professionals have an obligation to develop programs and policies to address known and 

emerging disparities (Horner-Johnson, 2021). Public health professionals should be 

knowledgeable about the health needs of PWD and integrate the disability community into all 

public health activities (Akakpo et al., 2020).  

  However, public health professionals lack exposure to this growing demographic group 

through graduate education and training (Lollar et al., 2021). Moreover, even when disability-

related content is included in university PHPs, it appears in an elective format rather than a 

required course (Griffen & Havercamp, 2021; Lutz & Bruder, 2019). Within the medical field, 

Smeltz and Carpenter (2022) asserted that even the limited exposure and learnings on disability 

and disability-related content received “contains bias that devalues the lives of PWD and 

reinforces ableist rhetoric” with outdated disability language and images in course lectures and 

materials (p. 593). Beyond the inclusion of disability-related content in public health, others 

question how disability is addressed in such curricula, either in-line with the medical model 

where disability is primarily viewed as impairment or in-line with the social model in which an 

impairment is experienced within physical and social environments (Hayward, 2004).  
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 Researchers have emphasized the need for SPHs to educate students on disability as a 

cross-cutting construct of public health and a redefinition of public health curricula that 

highlights historical perspectives on disabilities, public health data on disability status, and 

federal and state public health activities that support PWD (The Lancet Public Health, 2021; 

Lollar et al. 2021). A lack of curricula on PWD and methods for including them in core public 

health efforts is an identified gap within the public health training and education system (AUCD, 

2016). In explaining the existing knowledge gap, public health is faced with the challenge of 

training new and existing practitioners that understand and can address the issues impacting 

PWD (Lollar et al., 2021).  

 Within the last 2 decades, researchers have begun to study the inclusion of disability 

content in public health curricula, with efforts focused primarily on GPH programs (Akakpo et 

al., 2020; LaBrecque, 2020; Sinclair et al., 2015; Tanenhaus et al., 2000). Tanenhaus et al. 

(2000) conducted the initial quantitative national study of the disability content in curricula 

among graduate schools of public health. Research findings from this study revealed a broad 

spectrum of disability content being offered by the surveyed CEPH-accredited GPH schools.  

 Of the 30 schools that responded to the survey, 73% offered graduate-level courses with 

substantial disability content; 60% offered one or more graduate-level courses dealing 

exclusively or nearly exclusively with disability; 13% offered a track or concentration in 

disability; 10% offered a dual-degree or a multidisciplinary program that highlighted disability; 

and 30% planned to increase coverage of topics related to disability (Tanenhaus et al., 2000). A 

limitation of the Tanenhaus et al. (2000) study was that each school that responded to the survey 

determined its own definition of disability. This was noted as a limitation because it added a 

layer of subjectivity for the respondent to reflect on their own knowledge and experiences with 
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the term disability when responding to the survey; therefore, the baseline for each respondent 

varied. Additionally, the assessment conducted by Tanenhaus et al. (2000) gave insights into 

CEPH-accredited public health schools but did not include CEPH-accredited public health 

programs (Sinclair et al., 2015), which is a limitation to fully examining the full scope of 

disability-related coursework in the graduate public health program curriculum.  

 The study by Tanenhaus et al. (2000) set the foundation for the release of federal reports 

that focused on establishing a public health commitment to addressing the health disparities 

experienced by PWD and the establishment of national, 10-year health objectives (Sinclair et al. 

2015) and featured a data collection survey instrument and methodology to support future 

researchers seeking to track and monitor similar topics of interest. Over a decade later, in 2011, 

Sinclair et al. built upon Tanenhaus et al.’s research and administered a similar quantitative study 

aimed at creating a baseline percentage for one of the nation’s health improvement objectives 

focused on increasing the proportion of GPH programs offering studies in disability and health 

(Healthy People 2020 DH-3). Sinclair et al. (2015) used the same five-question survey 

assessment employed by Tanenhaus et al. (2000) with two modifications, including the addition 

of open-ended question fields to obtain qualitative data. The researchers found that of the 78 

survey respondents, 50% of accredited SPHs and programs offered courses with disability 

content in 2011, and disability coursework offerings among SPHs did not change in over a 

decade since the initial study (Sinclair et al., 2015).  

 In 2019, Akakpo et al. (2020) conducted a mixed-methods study to assess the current 

state of inclusion of disability-related courses in MPH programs among the 128 CEPH-

accredited schools and programs of public health. Akakpo et al. used the same basic quantitative 

survey of five questions but reordered the survey content and asked whether the schools and 
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programs of public health ever considered including disability content. In this study, 70 schools 

responded to the survey, and 42 educational institutions participated in a follow-up telephone 

discussion as the qualitative component. Of the 70 survey respondents, 75% offered graduate-

level courses with substantial disability content; 14% had at least one graduate-level course 

dealing exclusively or comprehensively with disability; 4% offered a track or 

concentration/certificate in disability; 17% offered a dual-degree or a multidisciplinary program 

that highlighted disability; and 54% considered including topics related to disability in their 

curriculum. In addition, Akakpo et al.’s discussion findings representing 42 institutions revealed 

a genuine interest and an engagement in disability in public health curricula as a topic with a 

consensus that the health disparities of PWD should be addressed. In summary, the researchers 

stated, “the results indicate that students in MPH programs are rarely gaining an orientation, 

much less an intentional education, that will help them serve this population” (Akakpo et al., 

2020, p. 1510).  

 One study examined the exposure to disability-related content within the University of 

Connecticut MPH program and found that disability issues were rarely or never offered 

(LaBrecque, 2020). In the same study, MPH students and graduates thought more efforts should 

be taken to promote awareness of disability-related issues and that the MPH curriculum with 

disability content should be mandatory (LaBrecque, 2020). Some programs and SPHs offer 

disability certificate programs to help fill the identified gap in GPH education and training (Lutz 

& Bruder, 2019).  

 The University of Connecticut has an online, four-course disability certificate program 

consisting of: 1) foundations of public health and disability; 2) epidemiology of disability; 3) 

disability law, policy, ethics, and advocacy; and 4) public health interventions in disability (Lutz 
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et al., 2019). Five years following the establishment of the certificate program, researchers found 

that 75% of the survey respondents (n=18) who were currently employed and who had taken at 

least one course reported applying the knowledge gained in the program to carry out their current 

work position. In addition, some survey respondents indicated that the courses provided them the 

confidence to share their disability-specific learnings with colleagues and supervisors. 

 Aimed at empowering the future public health workforce to advocate for PWD within 

policy, research, and practice, the MPH program at Georgia State University developed and 

implemented an elective course, titled Disability, Racial and Ethnicity-Related Disparities in 

Public Health, to provide students with a framework to better understand the health needs of 

PWD (Onyeabor, 2015). Focused on an integrated approach towards meeting the health needs of 

PWD, the course emphasized five core topics, including: 1) foundations of health disparity, 2) 

foundations of disability, 3) foundations of race and ethnicity, 4) disability history and policies, 

and 5) cultural competence. After taking the course (n=22), more than 80% of the students had 

increased knowledge of disability issues; 100% had increased knowledge of disability models 

and disability laws and health; and 90.1% were more knowledgeable about cultural competence; 

race, ethnicity, and health; and SDOH. 

 In striving to meet public health workforce demands, a UGPH curriculum taskforce at 

East Tennessee State University identified the need to restructure its curricula to focus on 

cultural competency and increased fieldwork exposure, among other cross-cutting themes 

(Skoots et al., 2015). Research by Carlson and Witschey (2018) revealed that students have 

decreased feelings of discomfort, increased senses of feeling informed, and more positive 

attitudes about PWD when their undergraduate classroom coursework is combined with the 

opportunity to interact with PWD through service-learning projects in the field.  
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 Armstrong-Mensah et al. (2022) found that a signature experience, defined as high-

impact educational practices that award the opportunity to integrate, synthesize, and apply 

knowledge in a variety of settings including community-based serviced projects, increases the 

workforce preparedness and readiness perceptions of UGPH students. Similarly, Shakespeare et 

al. (2009) identified the opportunity for students to interact with PWD because they offer 

insights into their own condition. This is a promising strategy as negative attitudes and 

misconceptions regarding PWD significantly can impact individuals’ interactions with PWD 

(Carlson & Witschey, 2018). One limitation to Carlson and Witschey’s (2018) research that 

aligns with other findings (Griffen & Havercamp, 2021; Lutz & Bruder, 2019) is that the course 

was not required, and as such, self-selecting bias may exist among those that enrolled in the 

course and completed the pre- and post-assessments.  

 A LHD assessment administered through the National Association of County and City 

Health Officials found that when LHD staff are knowledgeable about PWD, they are better 

equipped to reduce health disparities by engaging and including PWD in their PHPs (Lyons et 

al., 2019). Between 2014 and 2018, more LHDs “reported inclusive emergency preparedness 

activities, vaccination surveillance, obesity prevention, tobacco cessation, injury prevention, 

violence prevention, and maternal and child health services,” and the inclusion of PWD in health 

assessment and public health accreditation efforts (Lyons et al., 2019, p. 617).  

 In examining the state of disability awareness in American medical schools, Seidel and 

Crow (2017) found that the medical schools that did not offer a disability awareness program as 

reporting several barriers to inclusion. Most notably, 94% of responding schools reported that no 

one at the school was advocating for the inclusion of disability education in the curriculum. 

Additional reasons for not having a disability awareness program include time constraints (63%); 
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lack of resources (34%); not being required by accreditation bodies (31%); and not being a 

testing element on examinations (25%). This study illustrated that disability is an important 

construct to workforce preparedness because the responding schools noted that it is necessary to 

educate students on disability, including the schools that did not have a disability awareness 

program (Seidel & Crow, 2017).  

Similarly, surveys of faculty at 234 nurse practitioner schools within the United States 

similarly identified a lack of time or having too much content in the curriculum without room for 

additional content (68.3%); lack of faculty with expertise in disability (11.8%); lack of specific 

curricular guidelines and a lack of materials and resources related to disabilities (8.8%); lack of 

awareness of disability as an issue (5.9%), and lack of appropriate clinical placements for 

students (4.4%) as barriers to including disability awareness in their programs (Smeltzer et al., 

2015). 

  In acknowledging the competing demands of curriculum content, other researchers have 

suggested that disability content be integrated into existing discussions of health disparities, 

cultural competence, interprofessional care, and SDOH (Bowen et al., 2020; Ohajunwa et al., 

2014; Seidel & Crowe, 2017). Similarly, Griffen and Havercamp (2021) shared that the 

integration of disability into professional education and training programs does not require a 

program to remove other content but rather take active steps to: 1) weave disability perspective 

throughout training, 2) add disability content to public health and health care education 

standards, and 3) add disability competency into education standards for accreditation or 

licensure.  

 Furthermore, Griffen and Havercamp (2021) indicated that disability awareness can be 

integrated into any public health course or training that discusses planning, health equity, SDOH, 
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ethics, maternal and child health, aging, and epidemiology. Others have suggested that disability-

related curriculum needs to be included in both dedicated courses and across complete education 

and training scope for public health (Tanenhaus et al., 2000). Additionally, the CDC 

Undergraduate Public Health Scholars (CUPS) Program, offered by the CDC’s Office of 

Minority Health and Health Equity, supports internship opportunities for undergraduate students 

to gain meaningful experiences in public health settings working with underserved and 

underrepresented populations in the public health field, including an enhanced public health 

leadership training in maternal and child health, focusing on SDOH, elimination of health 

disparities, and developmental disabilities (CDC, 2021).  

Disability-Competent Public Health Workforce  

 The public health workforce service includes providing education and training 

encompassing a spectrum of public health competencies, building a culturally competent public 

health workforce, cultivating active partnerships with academia and other professional training 

programs, and building a pipeline of future public health practitioners (CDC, 2021). In addition, 

researchers have suggested federal grants, such as those offered by the CDC, as an option to 

develop staff expertise in implementing disability and health coursework (Sinclair et al., 2015).  

 The four public health workforce disability competencies were developed by a committee 

comprised of over 20 national experts representing state, local, and academia, with feedback 

from over 120 public health professionals (AUCD, 2016). The Including People with 

Disabilities: Public Health Workforce Competencies aims to “expand workforce skills and 

practice to enable public health professionals to successfully develop programs and activities that 

include PWD” and can be applied to current workforce training programs and future workforce 

public health curricula at all tiers and levels of professional practice ranging from frontline/entry-
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level staff to program management/supervisors to senior management/executive staff (Griffen & 

Havercamp, 2021, pp. 347–349).  

 The workforce competencies align and complement the public health training 

recommendations and standards set forth by the ASPPH, the PHAB, the CEPH, and the 10 

EPHS. The competencies and learning objectives for each identified competency are outlined in 

Table 1.  
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Table 1 

Including People with Disabilities: Four Public Health Workforce Competencies and Objectives 

Competency Learning Objective 

Competency 1 

Discuss disability models across the 

lifespan. 

1.1 Compare and contrast different models of disability. 

1.2. Apply model(s) of disability for a particular scope of work 

or population served.  

1.3. Describe the social determinants of health and how they 

affect health disparities for people with disabilities 

(Griffen & Havercamp, 2021).  

 

Competency 2 

Discuss methods used to assess 

health issues for people with 

disabilities.   

 

2.1. Identify surveillance systems used to capture data that 

includes people with disabilities.  

2.2. Recognize that disability can be used as a demographic 

variable.  

 

Competency 3 

Identify how public health programs 

impact health outcomes for people 

with disabilities.  

 

3.1. Recognize health issues of people with disabilities and 

health promotion strategies that can be used to address 

them.  

3.2. Use laws as a tool to support people with disabilities.  

3.3. Recognize accessibility standards, universal design, and 

principles of the built environment that affect the health 

and quality of life for people with disabilities.  

3.4. Explain how public health services, governmental 

programs, and non-governmental/community-based 

organizations interact with disability.  

3.5. Describe how communities (places where people live, 

work, and recreate) can adapt to be fully inclusive of 

disability populations.  

 

Competency 4 

Implement and evaluate strategies to 

include people with disabilities in 

public health programs that promote 

health, prevent disease, and manage 

chronic and other health conditions.  

 

4.1. Describe factors that affect healthcare access for people 

with disabilities.  

4.2. Describe strategies to integrate people with disabilities into 

health promotion programs. 

4.3. Identify emerging issues that impact people with 

disabilities.  

4.4. Define how the environment can impact health outcomes 

for people with disabilities.  

4.5. Apply evaluation strategies (needs assessment, process 

evaluation, and program evaluation) that can be used to 

demonstrate impact for people with disabilities. ￼ 

 

 

This workforce competency framework addresses disability as a “demographic 

characteristic that contributes to diversity and intersects with all ages, races, ethnicities, genders, 
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sexual identities, and languages” (Griffen & Havercamp, 2021, p. 346). The framework is 

grounded on principles that dismiss the idea that living with a disability limits health or quality 

of life and acknowledges that PWD can lead healthy and happy lives (Griffen & Havercamp, 

2021). In acknowledging the existence of disability-competency workforce frameworks, Akakpo 

et al. (2020) asserted, “It is left for academic partners to accept the challenge of adding disability 

in a substantive way to stand-alone courses and integrating disability into existing courses in 

public health science, policy, and practice” (p. 1510).  

Other Health-Related Fields 

 Misconceptions about disability among professionals extend beyond the public health 

sector and into other health-related fields with the presence of negative attitudes, structural 

barriers, and communication problems (Ankam et al., 2019; Bowen et al., 2020; Carmona et al., 

2010; Havercamp et al., 2021; Shakespeare et al., 2009). A literature review conducted by 

Wilson and Scior (2014) found moderate to strong negative implicit attitudes toward people with 

both physical and intellectual disabilities among health professionals and others towards PWD. 

Similarly, Shakespeare et al. (2009) used the term hidden curriculum to describe how regular 

interactions with colleagues and superiors, who carry negative information about disability and 

PWD, also impact the learnings and attitudes of junior-level medical professionals about 

disability and PWD.  

 Furthermore, the lack of disability-related training and education is not isolated to public 

health. The Surgeon General’s Call to Action to Improve the Health and Wellness of Persons 

with Disabilities revealed that the inclusion of disability content to any significant degree is 

lacking in healthcare professional education and training (Carmona et al., 2010). Within 

psychology programs, Rosa et al. (2016) found that disability-related topics are covered in 20% 
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of the nation’s 98 top-ranked undergraduate programs, with course descriptions focused 

significantly more on medical than social model content.  

 Social work education researchers have noted that disability is often invisible in 

curricular content (Kim & Sellmaier, 2020; Ogden et al., 2017). Noted barriers to increasing 

disability-related content in social work education include a lack of teaching resources, a lack of 

relevant faculty expertise, and an overcrowded curriculum (Ogden et al., 2017). In response, the 

NCD and PWD of the Council on Social Work Education (CSWE, 2018) released a guide, titled 

Curricular Resource on Issues of Disability and Disability-Competent Care, that provides a 

foundation for integrating disability content into social work education. With specific classroom 

resources and activities, the guide specifically outlined how content on disability aligns with 

specific social work values and competencies as defined by the CSWE’s (2018) Educational 

Policy and Accreditation Standards.  

 Researchers have asserted that one reason why the healthcare system inadequately serves 

PWD is a lack of formal training and education among medical students (Ankam et al., 2019). 

The COVID-19 pandemic exacerbated the health disparities experienced by PWD, highlighted 

ableism, and called for the medical community to integrate disability justice principles 

throughout medical education, training, and practices (McLaughlin & Verclerhe, 2021), to go 

beyond competence and achieve disability consciousness, which explores the social, political, 

and cultural contexts of disability (Doebrich et al., 2020). Medical school curricula focused on 

disability education and training also had wide variability in its delivery, ranging from lectures, 

didactic teaching, bedside teaching, objective-structured clinical examination, and simulated 

patient-based teaching and assessments (Santoro et al., 2017).  
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Through administering an online survey to academic deans of medical education (or 

equivalent positions) at accredited allopathic and osteopathic American medical schools, Seidel 

and Crowe (2017) found that 52% of the responding schools reported having a disability 

awareness program. However, Seidel and Crowe (2017) also cited that the number of schools 

may be lower, at 23%, given the potential for selection bias where schools without programs 

may not have responded to the survey. Similarly, among a national sample of 111 nurse 

practitioner schools, Smeltzer et al. (2015) found that over 80% of respondents indicated that 

faculty spent too little or far too little time on disability-related content in their programs. A 

qualitative analysis of five cohorts of nursing students identified three key themes critical to the 

care of PWD: 1) value of exposure, 2) perceptive shift, and 3) heightened awareness (Edwards, 

2021). With nearly 50% of responding medical schools without a disability awareness program 

expressing interest in adopting curricula if one was made available, Seidel and Crowe (2017) 

asserted a need for increased advocacy and additional resources for schools without a 

curriculum.  

Furthermore, the NCD (2009) identified the absence of disability-competency among 

healthcare professionals as a significant barrier for PWD accessing care and underscored federal 

funding limitations to support disability-competency core curricula development for health 

education institutions. To garner federal support, de Vries McClintock et al. (2016) proposed 

educating healthcare providers on how to effectively care for PWD by obtaining and leveraging 

support within the ACA. Bowen et al. (2020) asserted the need for explicit disability training 

among healthcare providers to shift perspectives from viewing disability as an illness to a 

functional limitation that may or may not impact an individual’s health or quality of life. Even 

brief curricula interventions, such as 2.5 hours of focused curriculum about PWD in the forms of 
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lectures, panel discussions, and video presentations, are found to engender more positive 

attitudes toward PWD among medical school students as evaluated through the Disability 

Attitudes in Health Care (DAHC) scale (Bu et al., 2016). Similarly, a 2-hour small-group 

seminar for first-year medical students on disability and ableism in medicine revealed significant 

increases in students’ self-reported understanding of ableism and confidence in assessing barriers 

to care for PWD (Borowsky et al., 2021). Similarly, McGoldrick et al.’s (2018) study found that 

a disability studies curriculum in an undergraduate health science program positively impacted 

the confidence level working with PWD, comfort level interacting with PWD, and awareness of 

and sensitivity to disability-related issues. However, unlike age, ethnicity, race, gender, and 

religious population groups, disability and ableism are not referenced in the “ethics” 

foundational domain of National Health Science Standards issued by the National Consortium 

for Health Science Education (2022).  

 Researchers, including those contributing to a vast array of reports from the Surgeon 

General, the National Academy of Sciences, the NCD, and the WHO, have taken steps further to 

put forth direct calls to action to ensure all healthcare students receive disability training, stating, 

“the time is now to press for systemic change toward disability competence in interprofessional 

health education” (Bowen et al., 2020, p. 3). To support this work, researchers have identified 

the need for an organizational framework and systemic changes to build a disability-competent 

healthcare workforce and have suggested the inclusion of disability content integrated into 

accreditation activities and licensure board requirements (Bowen et al., 2020).  

 Related to establishing an organized framework, recent efforts were taken to establish a 

national consensus on healthcare provider disability-related competencies to prepare health 

education and healthcare providers to meet the health needs of PWD (Havercamp et al., 2021), 
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which included PWD, disability experts, health educators, and healthcare providers (Alliance for 

Disability in Health Care Education, 2019). The Core Competencies on Disability for Health 

Care Education, designed for healthcare educators representing medicine, nursing, and other 

disciplines, consist of 1) contextual and conceptual frameworks on disability; 2) professionalism 

and patient-centered care; 3) legal obligations and responsibilities for caring for PWD; 4) teams 

and systems-based practice; 5) clinical assessment; and 6) clinical care over the lifespan and 

during transitions (Havercamp et al., 2021). The interprofessional healthcare collaborative 

competencies are applicable to the care of patients with any type and severity of disability and 

prepare students to work as team members in delivering accessible, patient-centered, and quality 

health care to PWD (ADHE, 2019).  

  Bowen et al. (2020) offered six broad milestones toward disability-competent care across 

the healthcare workforce: 1) establish core competencies for healthcare providers to provide 

quality health care to PWD; 2) change training and licensure requirements to be inclusive of 

disability training; 3) develop evidence-based curricula that aligns with the established disability 

competencies; 4) develop comprehensive evaluation protocols for disability competence among 

students and healthcare providers; 5) evaluate the impact of disability training on the delivery of 

disability-competent care and the impact on health outcomes for PWD; and 6) explore models 

and incentives to promote the provision of disability-competent care within health systems and 

health insurance providers. 

 Some medical schools, including Ohio State University, the University of Michigan, the 

University of South Florida, and the University of California, San Francisco, have implemented 

disability-curricula enhancements to their program to not only close the disability-education gap 

that exists at most medical schools, but to also expand the framing of such disability education to 
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go beyond the medical model and address the social and societal contexts of disability 

(Sarmiento et al., 2016; Woodard et al., 2012). The disability competencies for healthcare 

providers described previously are used at Ohio State University to weave disability content into 

all 4 years of its undergraduate medicine curriculum (Bowen et al., 2020). 

  The University of Michigan collaborated with medical students, medical educators, 

disability advocates, and academic disability specialists to create and implement group 

discussion sessions on disability-related topics, such as disability models, narratives from PWD, 

and social perceptions of disability (Sarmiento et al., 2016). As a result, medical student 

evaluations (n=301) found that the students had increased their awareness of issues affecting 

PWD and had a better understanding of how disability can serve as an individual’s identity and 

how disability is viewed differently between the medical and social models (Sarmiento et al., 

2016).  

 At the University of South Florida, third-year medical students are required to take a 

disability-related course component, which includes a comprehensive module of classroom and 

community activities, involving physical, sensory, or intellectual disabilities (Woodard et al., 

2012). Medical student pre-post evaluations following the completion of the module found that 

the students had improved knowledge, attitudes, and comfort in caring for PWD (Woodard et al., 

2012).  

 The UCSF developed a mandatory disability and ableism curriculum for first-year 

medical school students with activities ranging from privilege awareness, student-led 

discussions, and intervention brainstorming for overcoming healthcare barriers and biases 

(Borowsky et al., 2021). The students indicated that the session was meaningful, relevant, and 

stimulated interest with pre- and post-session evaluations revealing significant increases in 
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students’ self-reported understanding of ableism and confidence in assessing barriers to care for 

patients with disability biases, and a 1-year follow-up survey showed the session influenced how 

they conceived medical care for PWD (Borowsky et al., 2021). Bowen et al. (2020) advocated 

for disability competencies to be embedded in healthcare program learning objectives and for 

disability content to be integrated into existing curricula. Moreover, Bowen et al. (2020) argued 

that despite competing curricula demands, disability competencies align closely with educational 

goals and standards and suggested that disability content be included in discussions and course 

assignments on health disparities, cultural competence, interprofessional care, and SDOH.  

Gaps in Literature 

 All public health education program curricula levels need to be assessed for overall 

workforce preparedness (UC, 2020). However, research on the inclusion of disability-related 

content in public health curricula has historically focused on GPH programs, and even then, 

compared to other professional disciplines such as the medical field, research on disability-

related curricula within public health training and education is limited. Specifically, there is a 

lack of information on the formal education and training UGPH students receive related to PWD 

during their studies.  

 Furthermore, no research studies were identified in the current literature that examined 

how public health curricula align with the four public health workforce competencies that outline 

the knowledge and practice skills that public health professionals need to include PWD in the 

core public health functions of assessment, policy development, and assurance. This research gap 

extends to the inclusion of disability-related content within UGPH program curricula. Aside 

from the study conducted by Akakpo et al. (2020), other related studies on PHP curricula did not 

conduct discussions or interviews with representatives from universities to obtain further insights 
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into the inclusion of disability in public health curricula. This current study will begin to fill 

research gaps and contribute to the emerging field of studying UGPH programs by discovering 

how disability-related curricula is or can be included in UGPH program curricula. Further, this 

study aims to understand what supports are needed to offer a UGPH program curricula that is 

inclusive of disability-related content to prepare a future public health workforce that can serve 

PWD.  

Summary 

 The lack of disability inclusion in the university curricula is a restriction that perpetuates 

stigmatization and discrimination against PWD (Ohajunwa et al., 2014). Through its core 

functions of assessment, assurance, and policy, public health has a role and responsibility to 

understand the impacts of incorrect assumptions about disability that lead to stigmatized views 

about PWD (Shakespeare et al., 2009) and take concerted actions to reduce the health disparities 

experienced by PWD. Often, PWD are overlooked in health equity conversations and public 

health resource allocations, services, and programs.  

 Understanding and addressing the health issues of PWD requires a trained workforce 

with sufficient skills (Sinclair et al., 2015). Disability-related training for health professionals is 

often inadequate and unbalanced (Shakespeare et al., 2009), as public health professionals and 

agencies struggle to acknowledge that social, economic, and environmental factors significantly 

influence the health differences experienced by PWD (Froehlich-Grobe et al., 2021; Horner-

Johnson, 2021; Krahn et al., 2015). With the growing number of UGPH programs and those 

graduating from UGPH entering the public health workforce, it is time to understand and 

intervene in shaping the future of the public health workforce to respond to current and emerging 

trends. Maintaining a status quo in public health training and education is not an option, as it 
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hinders the progress of public health to intervene, innovate, and advance health equity (Golden & 

Wendel 2020). 
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CHAPTER THREE: METHODS 

Overview 

 The purpose of this descriptive, multi-site case study was to describe to what extent the 

four public health workforce disability competencies are included within undergraduate public 

health (UGPH) program curricula of California-based public universities. The lack of 

information on the formal education and training UGPH programs offer, and what UGPH 

students receive related to people with disability (PWD) during their studies warrants this 

research. Guided by the principle that public health training and education in university curricula 

is a critical component to preparing a skilled and responsive public health workforce (Institute of 

Medicine, [IOM], 2003) and new public health educational competencies including the 

understanding of social factors to health outcomes (Harvey, 2020), this study examined the 

research questions through the social-ecological framework of theory through a constructivist 

approach. This chapter describes the study’s research design, questions, setting, participants, and 

data collection procedures, including the researcher’s role in the methodology applied.  

Design 

 A descriptive, multi-site case study design was used to determine to what extent the four 

public health workforce disability competencies are included in UGPH program curricula in 

California-based public universities. A qualitative research design was selected over quantitative 

approaches because this study aimed to discover descriptive data, such as meanings, concepts, 

norms, themes, and patterns, which cannot be easily quantified (Lune & Berg, 2017).  

 Specht (2019) asserted that qualitative methods are used “when we aren’t sure what we 

are going to find out, to explore new ideas that might then lead us to develop a hypothesis for 

quantitative research” (p. 137). To date, the extent to which the four public health workforce 
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disability competencies are included in UPGH programs was not known. Therefore, this 

descriptive case study design aimed to discover the different characteristics of current UGPH 

program curricula related to the four public health workforce disability competencies in 

alignment with the social-ecological framework of theory. A descriptive case study design was 

selected over an exploratory case study design because this study had defined research questions 

and specific units of analysis (Lune & Berg, 2020), and descriptive studies seek to reveal 

patterns and connections (Mills et al., 2010).  

 Although other qualitative research design methods exist, including narrative research, 

phenomenology, grounded theory, and ethnography, they each have foundational characteristics, 

such as their research of focus and unit of analysis, which did not align with the intended goals 

or focus of this study. Narrative research focuses on exploring the life of an individual and is best 

suited for research that requires an individual’s story to be analyzed for themes, typically in 

chronological order (Creswell, 2006). Phenomenological research focuses on understanding the 

essence of an experience and is best suited for research that involves describing an experience 

through studying individuals who share an experience. Grounded theory research focuses on 

developing a theory grounded in data from the field that studies a process, action, or interaction 

involving several individuals. Ethnography research focuses on describing and interpreting a 

culture-sharing group by studying a group that shares the same culture.  

 On the contrary, the case study approach of this study focused on obtaining an in-depth 

description and analysis of an event, program, or activity to provide a comprehensive 

understanding of a case (Creswell, 2006). Case study research allows for a systematic gathering 

and exploration of information to study a single, multi-faceted issue (Crowe et al., 2011; Lune & 

Berg, 2017). A qualitative case study approach “facilitates exploration of a phenomenon within 
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its context using a variety of data sources,” which helps to ensure the issue is explored through a 

comprehensive, multi-dimensional lens (Baker & Jack, 2008, p. 544).  

Case study research leaders, Robert E. Stake and Robert K. Yin, shared that the 

philosophical underpinning of case study research is based on a constructivist approach in which 

the thought is that “truth is relative” and “it is dependent on one’s perspective” (Baker & Jack, 

2008, p. 545). In this study, data was collected from voluntary participants self-reporting on their 

university’s UGPH program curricula. Each participant had their own unique meanings and 

interpretations of the questions asked that influenced their responses, further supporting the 

constructivist approach of this research study. Therefore, it was the responsibility of the 

researcher within the one-on-one virtual interview sessions to collaborate with the participants to 

share their realities while gathering data to help facilitate answering the “how and why” of the 

selected areas of interest (Ebneyamini & Sadeghi Moghadam, 2018; Yazan, 2015). Case study 

research opens opportunities to learn and gain insights on the “what,” or existing gaps (Crowe et 

al., 2011) that may otherwise be missed (Lune & Berg, 2017). The case study methodology was 

selected because it enables issues, events, and phenomena to be studied in-depth through 

strategies of exploration, explanation, interpretation, and description (Crowe et al., 2011; 

Harrison et al., 2017).  

 Case study research can include a single case or a grouping of cases that ideally share a 

common characteristic or condition (Stake, 2006). For this study, a descriptive, multi-site case 

study approach was selected and included qualitative analyses of UGPH program curricula of 

California-based public universities. The common characteristic or condition, also referred to as 

the quintain (Stake, 2005), in this study was the UGPH program curricula offered to public 

health students in relation to the four public health workforce disability competencies.  
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 In selecting a multi-site case research design to determine to what extent the four public 

health workforce disability competencies are included in UGPH program curricula, the findings 

yield greater perspectives and realities to provide a wider understanding of UGPH program 

curricula offerings at California-based public universities than selecting just one university site 

(Mills et al., 2010). Additionally, Yin (2003, pg. 46) shares that multi-site case studies are 

“considered more compelling, and the overall study is therefore regarded as more robust” and 

serve as a springboard for new insights and future hypotheses for subsequent studies.  

Research Question 

 The research question of this study was “To what extent the four public health workforce 

disability competencies are included or can be included in UGPH program curricula of 

California-based public universities?” 

Setting 

 The setting or case for this study was the UGPH program curricula offered by California-

based public universities that award undergraduate degrees in public health. There is a lack of 

information on the formal education and training UGPH students receive related to PWD during 

their studies. Therefore, this study aimed to collect data from multiple universities that award 

UGPH degrees to establish a broader and more inclusive understanding of to what extent the four 

public health workforce disability competencies are reflected within UGPH programs. California 

is home to 23 California State Universities (CSUs) and nine Universities of California (UC). Of 

these 32 California-based public universities, 22 universities offer a UGPH program. For this 

study, online programs were not examined.  

For this study, the term UGPH program was inclusive of undergraduate majors and 

degree programs with the following naming conventions: Bachelor of Public Health, Bachelor of 
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Arts (BA) or Bachelor of Science (BS) in Public Health, BA or BS with a major in Public 

Health, BA or BS with a major in a discipline of Public Health, such as Epidemiology or Health 

Promotion, BA or BS with a major in a closely-related field, such as global health, international 

health or health sciences/studies. The inclusion of these undergraduate majors and degree 

programs was selected for this study because these majors and degree programs may be eligible 

for inclusion for the Council on Education for Public Health (CEPH) accreditation. Excluded 

from this study are minors in public health, related fields, or disciplines, certificates in public 

health, and associate degrees in public health, as they are not eligible for inclusion in CEPH 

accreditation (CEPH, 2022).  

Of the 22 public institutions, 18 are CSUs, and four are UCs. These universities, and their 

UGPH degree names, are outlined in Table 2. Of the 22 California-based public universities, 16 

universities have at least one representative listed as a participant of California’s Schools and 

Programs of Public Health Network (CA-SPPH; n.d.). The CA-SPPH serves as a venue and 

platform to share research, curriculum, and practice-based internships with a shared vision to 

advance the health of people living in California with an emphasis on vulnerable populations 

(CA-SPPH, n.d.). 
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Table 2 

Undergraduate Public Health Programs at California-based Public Universities  

Name 

(in alphabetical order)  

 

Degree Name CA-SPPH 

affiliation* 

California State University, Bakersfield Bachelor of Science in Public Health No 

California State University, Channel Islands Bachelor of Science in Health Science  Yes 

California State University, Chico  Bachelor of Science in Public Health No  

California State University, Dominguez 

Hills 

Bachelor of Science in Health Science  Yes 

California State University, East Bay Bachelor of Science in Public Health Yes 

California State University, Fresno  Bachelor of Science in Health Science  Yes 

California State University, Fullerton  Bachelor of Science in Public Health No 

California State University, Los Angeles  Bachelor of Science in Public Health Yes 

California State University, Monterey  Bachelor of Arts in Collaborative Health 

and Human Services 

Yes 

California State University, Northridge Bachelor of Science in Public Health Yes 

California State University, Sacramento  Bachelor of Science in Public Health Yes 

California State University, San Bernardino  Bachelor of Science in Health Science, 

Integrated Teaching Track (Public 

Health) 

Yes 

California State University, San Diego Bachelor of Science in Applied Arts and 

Sciences, Public Health 

Yes 

California State University, San Francisco  Bachelor of Science in Health Education Yes 

California State University, San José Bachelor of Science in Public Health Yes 

California State University, San Luis 

Obispo  

Bachelor of Science in Public Health No 

California State University, Stanislaus  Bachelor of Science in Public Health 

Promotion 

No  

University of California, Berkeley  Bachelor of Arts in Public Health Yes  

University of California, Irvine Bachelor of Science in Public Health Yes 

University of California, Merced Bachelor of Arts in Public Health  Yes 

University of California, Santa Cruz Bachelor of Art and Bachelor of Science 

in Global and Community Health 

No  

University of California, San Diego   Bachelor of Science in Public Health Yes  

Note. *CA-SPPH affiliation is as of 6/2022, prior to recruitment and data collection. 

Participants 

To participate in this study, individuals must meet all eligibility criteria as outlined in 

Table 3.  
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Table 3 

Eligibility Requirements for Study Participation  

1. Be 18 years or older. 

2. Be an employee of a California-based public university that offers a UGPH degree. 

3. Have a program-wide understanding of their university’s UGPH program curricula (e.g., 

serve as an academic dean, program director or coordinator, or curriculum committee 

member).  
 

As a multi-site, descriptive case study research design, the researcher contacted the 22 

California-based universities that offer a UGPH program. Saturation, defined as “the point in 

data collection when all important issues or insights are exhausted from data,” is a common 

principle of qualitative research (Hennink & Kaiser, 2022, p. 1). For this study, saturation was 

reached by collecting and analyzing multiple sources of data, known as data triangulation (Fusch 

& Ness, 2015). The researcher acknowledged that not all universities would respond back or 

have an individual that was interested or willing to participate in the study. Therefore, to reach 

saturation and gather data from various university representatives’ perspectives on the case, the 

researcher allowed for more than one participant per university to participate in the research 

study.  

 The selection of the research participants represented a purposive sampling in which the 

participants were intentionally chosen based on specific characteristics that comprise the defined 

inclusion criteria (Lewis-Beck et al., 2004). The inclusion criteria consisted of collecting data 

from California-based public university representatives who are knowledgeable about their 

university’s current UGPH course offerings.  

 By participating in this study, research participants gained insights into how their 

university’s UGPH program curricula currently align with the four public health workforce 

disability competencies and potential competency gaps in preparing a public health workforce 
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that can serve PWD. Universities can document and report their current course to competency 

alignments to the CEPH, the national accrediting body of public health schools and programs, to 

support the fulfillment of accreditation criteria requirements. Furthermore, information regarding 

curricula gaps can be used to inform the development or modification of UGPH program 

curricula to enhance the university and UGPH program’s diversity, equity, and inclusion goals.  

Procedures 

 The data collection methods selected for this case study included semi-structured 

interviews and content analysis of two document sources—the university’s course catalog and 

course syllabi. Including three data collection methods in a study is referred to as triangulation 

(Hancock & Algozzine, 2017). Triangulation is defined as applying and combining several 

research methodologies when researching the same phenomenon within a study (Hancock & 

Algozzine, 2017) and is an approach employed to assist in gathering the right information for 

interpretations to be made (Stake, 2005). Triangulation adds strength and credibility to the 

research because it aims to view and explore phenomena from varying perspectives and lines of 

sight (Baxter & Jack, 2008; Lune & Berg, 2017) and offers confirmations and assurances that the 

research variables are not being overlooked or oversimplified (Stake, 2005). All data collection 

activities, methods, and procedures were performed under the review and approval of Liberty 

University’s Institutional Review Board (IRB).  

Participant Recruitment Strategy A for Interview: Outreach to Identified UGPH Program 

and Program Contacts 

Each university’s UGPH program webpage was reviewed to identify the appropriate 

names and e-mail addresses for the UGPH program contacts and the general UGPH program 

email address, which included the program’s dean, coordinator, director, and faculty. UGPH 
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program contacts from all 22 universities were sent an initial recruitment letter and video by 

email. At the same time, an email and video requesting permission to be connected to UGPH 

faculty members was sent to the general UGPH program email address.  

Both the initial and follow-up recruitment letters and the permission form emails 

provided information on the purpose of the research, the participant eligibility criteria and 

compensation, the study’s data collection procedures and methods, the details of the participants’ 

role and estimated time commitments, instructions on how to participate, and information on the 

study’s consent document. A 1-minute recruitment video was created via Vimeo and used as a 

visual and informative way to quickly gather participation interest. The video briefly covered 

data about PWD, stated the problem, suggested a proposed solution with the inclusion of 

disability-related content into UGPH program curricula, introduced the researcher, and invited 

the potential participant to learn more and take the initial intake assessment to determine 

eligibility in the study.  

The researcher used the recruitment letter, consent form, and verbal information shared at 

the beginning of each interview to inform the participants that this study and its findings would 

not disclose the participants’ names and the universities they represent. One week following the 

first round of emails, another email was sent to the same contacts and program emails of 

universities that have not responded to the invitation nor contacted the researcher. Multiple 

rounds of email cycles were administered in this study. Additionally, the researcher used 

LinkedIn to identify accounts for UGPH program contacts at each of the 22 universities and sent 

the same initial recruitment letter by InMail to these contacts.  
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Participant Recruitment Strategy B for Interview: Outreach to University General Email 

and Curriculum Contacts   

The researcher extended the recruitment strategy to include sending a permission form to 

the university’s general email and the university’s or UGPH’s program-specific curriculum 

committee or identified committee chair.  

Participant Recruitment Strategy C for Interview: Outreach to University Offices  

 The researcher identified each of the 22 university’s office of disability services and 

office of diversity, equity, and inclusion and requested their assistance and support in forwarding 

the opportunity to participate in the research study to their university’s UGPH program faculty 

and staff. A pre-drafted email with the recruitment video containing the details of the study was 

provided to the university offices to facilitate this request.  

Participant Recruitment Strategy D for Interview: Outreach to the CA-SPPH Network 

Contacts 

The researcher sent an introductory recruitment email to the publicly identified CA-SPPH 

leads and participants that represented a public California-based university with a UGPH 

program, that has not been previously contacted by earlier recruitment methods. A follow-up 

email was sent 1 week later to the same CA-SPPH university contacts that had not responded to 

the invitation or contacted the researcher.  

Participant Recruitment Strategy E for Interview: Snowball  

 This study also utilized a snowball participant recruitment approach, in which 

participants share contact information for new participants within their social networks that may 

have been also eligible and interested in participating in this study, thus increasing the likelihood 
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of an accumulation of participants over time (Tenzek, 2017). In this study, the university 

representatives that received the initial recruitment email had the option to select and provide the 

name, contact information, and role of a different faculty or staff member to represent their 

school within the study. This approach was taken to ensure that the participant who engaged in 

this study was someone who knew the UGPH program curricula well and could best represent 

the university in the study. Similarly, university representatives that participated in an interview 

were asked if they could identify a UGPH program colleague that they recommend the 

researcher contacted for the opportunity to participate in this study.  

 Each of the 22 UGPH programs offered by California-based public universities were 

invited to participate in the study. To ensure the university representative(s) met the inclusion 

criteria to participate in this study, the self-reported information outlined in Table 4 was 

collected from interested participants to determine eligibility for this study. The researcher also 

collected data on whether a study participant serves in a decision-making role in the UGPH 

program curricula; however, this was not a required criterion. Potential study participants 

submitted the information using Google Forms, an electronic data collection system. Upon 

confirming eligibility to participate in this study, the researcher followed up through email with a 

consent document for the individual’s review. Individuals that were considered ineligible for this 

study were contacted with an explanation and asked if they had a UGPH program colleague that 

they recommended the researcher contact instead to participate in this research study. This is 

another example of a snowball recruitment approach.  
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Table 4 

Screening Questions to Determine Eligibility for Study Participation 

 
1. Name 

2. University name  

3. University title and role 

4. Email address 

5. Phone number  

6. Any additional communication methods  

7. Confirm study participation eligibility – Are/do you:  

a. 18 years or older? (Yes or No) 

b. An employee of a California-based public university that offers an undergraduate 

public health (UGPH) program? (Yes or No) 

c. Have a program-wide understanding of your university’s UGPH program curricula 

(e.g., serve as an academic dean, program director coordinator, or curriculum 

committee member)? (Yes or No) 

 

 Qualitative data collection methods were selected for this study, including semi-

structured interviews and content analysis of two document sources—the university’s course 

catalog and course syllabi. The UGPH program course catalog descriptions came from each of 

the 22 universities’ public-facing websites and include both required and core classes and 

concentrations offered. Examples of public health concentrations offered at the undergraduate 

level include community health, health education, global health, environmental and occupational 

health, health policy, and nutrition. The course syllabi were requested from university 

participants during the interview. Additionally, each university’s Office of Registrar was 

contacted for UGPH program course syllabi. Both the course catalog descriptions and course 

syllabi reflected content for the 2022-2023 academic year, which was the most current academic 

year during the data collection phase of this study.  

 The interview questions aligned directly with the learning objectives that support the four 

public health workforce disability competencies and reflected input from virtual one-on-one 

meetings and feedback from national disability and health researchers and subject matter experts 
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(SMEs). Each of the identified SMEs were emailed a copy of the proposed interview questions 

and asked to provide feedback to ensure the questions will clearly elicit the kinds of information 

needed to answer the research questions of interest. The feedback received was reviewed by the 

researcher, and the questions were modified to align with the SMEs’ suggestions and 

recommendations.  

 The virtual interviews were conducted and audio-recorded using a password-protected 

Zoom link and transcribed using Otter a, a speech to text transcription application Each 

participant was asked to sign a consent form indicating that they are aware that the interview 

sessions will be audio-recorded, and the data obtained from these sessions would be used for data 

analysis only to protect the confidentiality of the participants and the universities they represent. 

The researcher created an Interview Guide to ensure all participants were given the same 

information during the interview and that the interviews were conducted in a standardized 

manner. The researcher’s introductory remarks for each interview also informed the participants 

that the sessions would be audio-recorded and transcribed, and participant consent was 

confirmed. Interviewees were asked to acknowledge their understanding and provide consent 

through verbal communication or another form of communication using the virtual platform 

features (e.g., raise hand or thumbs-up feature). The researcher took written notes of the 

responses, content, and observations from the interviews, which represents a combination of 

complementary data collection and data management activities to improve and strengthen the 

study’s overall effectiveness and efficiency (Tessier, 2012).  

The Researcher’s Role 

 For this study, the researcher was responsible for developing, administering, and 

analyzing the data collection procedures. The researcher served as the interviewer. The 
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researcher graduated from CSU, San Luis Obispo with an undergraduate degree and is a new 

professor at CSU, Sacramento (CSUS) within the College of Health and Human Services, Health 

Science Department, effective Fall 2022. The researcher also has a spouse that teaches for the 

Department of Kinesiology and Health Sciences at CSUS. The researcher has a Master of Public 

Health (MPH) degree, is a public health professional with over 16 years of experience working 

in the state government for the California Department of Public Health (CDPH), and currently 

works for the California Department of Aging (CDA). The CDPH, the CDA, and the CSUS did 

not sponsor or were involved in this study or its findings. Additionally, the CDPH, the CDA, and 

the CSUS do not have access to the data collected from this study. The researcher has no 

financial interests related to the implementation or outcome of the study. Aside from the 

information disclosed, the researcher does not have any additional relationships with the settings 

or participants of this study. 

Based on conducting an extensive literature review, educational and professional public 

health experiences, and being a caregiver for a PWD, the researcher has assumptions that the 

level and depth of disability-related curricula within UGPH programs are limited and inadequate 

to meet the public health needs of PWD. Additionally, the researcher has assumptions that when 

disability-related topics are included in UGPH program curricula, they are framed through a 

medical model lens rather than disability models that highlight and emphasize the role of the 

social environment, such as the social and biopsychosocial models.  

 Through this research, the researcher sought to obtain insights from university 

representatives to assess and explore how disability-related content is currently included or can 

be included in the UGPH program curricula; to open doors of awareness, engagement, and 

conversations throughout California public universities to intentionally recognize PWD as a 
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health disability population; and to inspire universities to take concrete actions to address PWD 

within their diversity, equity, inclusion, and cultural competency PHP goals.  

Data Collection 

 Data collection began in July 2022 and ended in March 2023. For this descriptive, multi-

site case study, the unit of analysis was the UGPH program curricula related to the four public 

health workforce disability competencies of California-based public universities. A case study 

protocol, which formally documents and captures the entire set of procedures involved in the 

collection of a case study’s data (Mills et al., 2010), was developed for this study. The case study 

protocol included the procedures for contacting and recruiting the study’s participants, language 

for implementing the rules for protecting human subjects, a detailed line of questions, and an 

outline for the final case study report. In addition to the case study protocol, a case study 

database was established to serve as a primary method for storing and organizing the case study 

data and documenting the chain of evidence through the data collection methods employed in 

this research in a single space. The implementation of both a case study protocol and case study 

database increases the reliability and trustworthiness of the overall case study and ensure 

alignment among this study’s conclusions, evidence, and research questions (Baškarada, 2014; 

Mills et al., 2010).  

 The data collection methods selected for this case study include semi-structured 

interviews and content analysis of two document sources—the university’s course catalog, and 

course syllabi. Consent forms were obtained from the university representatives participating in 

the case study to ensure that they were fully aware of their participation and understood how the 

data collected would be protected, analyzed, and reported. As a sign of respect for the 

participants’ time, participants were emailed a gift card incentive when they scheduled the virtual 
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interview component and again after completing the interview process. An incentive was offered 

for both scheduling and completing the interview component because the researcher 

acknowledged that the participants had competing priorities and responsibilities, and identifying 

times to schedule and then participate in the study could pose challenges.  

Semi-Structured Interviews  

 A qualitative semi-structured interview was selected as the first data collection method, 

which provides an opportunity to gather rich, detailed, and in-depth information to answer the 

study’s research questions (Lune & Berg, 2017). Semi-structured interviews align with the 

constructivist approach because the interview format “invites interviewees to express themselves 

openly and freely and to define the world from their own perspectives, not solely from the 

perspective of the researcher” (Hancock & Algozzine, 2017, p. 47). The interview component of 

this study was structured as either one 60-minute interview session or two 30-minute interview 

sessions, which was based on the participants’ preference and availability. Additional time 

and/or follow-up interviews were allowed as needed via emails, calls, or virtual meetings. To 

prepare for each interview, the researcher reviewed the participant’s university’s website and the 

UGPH program, including its curricula, when the UGPH program was established, where the 

UGPH program is housed within the university, and the UGPH’s CEPH-accreditation status, and 

determined whether the university offered undergraduate courses or a degree in disability 

studies.  

 The priority population for the interview component of this study was employees of a 

California-based public university that offers a UGPH degree and has a program-wide 

understanding of their university’s UGPH program curricula (e.g., serve as an academic dean, 

program director, coordinator, curriculum committee member, faculty, etc.). This study aimed to 
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collect data from university representatives who were knowledgeable about current course 

offerings. Akakpo et al. (2020) employed a similar approach of interviewing university 

representatives to assess the inclusion of disability content in graduate public health curricula, 

and Ohanjunwa et al. (2015) conducted interviews to examine the enabling of disability-

inclusive practices within a university’s curriculum. Likewise, the use of interviews has been 

used to gather information on curricula offerings and their characteristics in other professional 

fields and topics, including medical schools (Seidel & Crowe, 2017) and climate health (Shea et 

al., 2020). 

 The open-ended structure of a semi-structured interview enabled the researcher to ask 

additional follow-up questions to delve more deeply into areas of interest as the interview 

progressed (Hancock & Algozzine, 2017; Lune & Berg, 2017). At the time of this research, 

interview questions and assessment tools to determine to what extent the four public health 

workforce disability competencies are included in UGPH program curricula were not available 

for use. Therefore, the researcher developed interview questions that served as the data collection 

tool. The interview questions were developed by the researcher with input and feedback from the 

researcher’s Chair, SMEs, and researchers well-versed in disability in public health training, 

disability in medical training, and research design. While guiding questions were pre-identified 

for the interview for continuity and structure, additional questions were asked during the 

interview to gain clarification and further insights based on the interview’s discussion and 

interviewees’ responses.  

The pre-determined interview questions focused on collecting information on each 

university’s UGPH program curricula, curricula development, modification processes, and 

procedures. Interview questions were structured to obtain information on the four public health 
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workforce disability competencies and include questions to gather data on what factors UGPH 

program representatives identify that hinder or could hinder the inclusion of the four public 

health workforce disability competencies and what factors support or could support the inclusion 

of the four public health workforce disability competencies in their UGPH program curricula.  

Semi-Structured Opened-Ended Interview Questions 

1. Describe your position within your university’s undergraduate public health (UGPH) 

program, highlighting roles and responsibilities related to curricula. 

2. Tell me about your UGPH program and its role in developing the future public health 

workforce. 

3. Describe the role, if any, the Council on Education for Public Health (CEPH) 

accreditation standards have on the content of your UGPH program curricula.  

4. Describe what role, if any, the revised 10 Essential Public Health Services (EPHS) 

framework has on the content of your UGPH program curricula.  

5. Within your current UGPH program curricula, how would you describe the opportunities 

for students to learn disability and disability models?  

6. Within your current UGPH program curricula, how would you describe the opportunities 

for students to learn about the relationship between the social determinants of health and 

health disparities, including for people with disabilities?  

7. Within your current UGPH program curricula, how would you describe the opportunities 

for students to learn how to collect, monitor, and analyze data inclusive of people with 

disabilities to inform public health activities and services?  

8. Within your current UGPH program curricula, how would you describe the opportunities 

for students to learn about the relationship between accessibility standards, universal 
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design, and built environment principles and health, including for people with 

disabilities?  

9. Within your current UGPH program curricula, how would you describe the opportunities 

for students to learn about ways to adapt health promotion program efforts to be inclusive 

of people with disabilities?  

10. Within your current UGPH program curricula, how would you describe the opportunities 

for students to learn about disability-related U.S. laws and regulations? 

11. Within your current UGPH program curricula, how would you describe the opportunities 

for students to learn about governmental and non-governmental services and programs 

for people with disabilities? 

12. Within your current UGPH program curricula, how would you describe the opportunities 

for students to learn How to apply program evaluation strategies inclusive of people with 

disabilities?  

13. If new disability-related content were available to expand/include in your UGPH 

program, how would your organization typically become aware of that, and what would 

be the process for implementing it?  

14. What challenges and barriers, both internal and external to your university, impact the 

development and adoption of disability-related content to your UGPH program curricula? 

15. What supports and resources, both internal and external to your university, are needed to 

develop and adopt disability-related content to your UGPH program curricula? 

16. Describe what role, if any, do you feel including disability into your UGPH program 

diversity, equity, and inclusion goals has on achieving health equity?  
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17. How familiar are you with the four disability competencies for the public health 

workforce developed by the Association of University Centers on Disabilities?  

18. Do you have a UGPH program colleague that you would recommend I reach out to 

participate in this research study and interview? 

19. What year was your university’s UGPH program established?  

20. Where within your university is the UGPH program housed?  

21. What is the university’s UGPH CEPH-accreditation status?  

22. Does your university offer undergraduate courses or degree in disability studies?  

Since the social ecological theory assumes “interactions between individuals and their 

environment are reciprocal” (Salihu et al., 2015, p. 87), Questions 1-5 explored this relationship 

and interconnection and were asked to build a rapport between the researcher and with the 

participant, foster commitment from the participant at the start of each interview (Lune & Berg, 

2017), and create a welcoming environment to enable the participant to provide a rich and 

detailed information (McGrath et al., 2019).  

Question 1 addressed the individual level of the social-ecological by asking participants 

to share information about their position at the university. This question was designed to learn 

about the individual’s position at the university, including their roles and responsibilities related 

to their UGPH program curricula. Like Question 1, Question 17 was an opportunity to learn 

about the participants’ knowledge, attitudes, and areas of interest, by inquiring about the 

participant’s familiarity with the four public health workforce disability competencies.  

Questions 2-5 addressed the interpersonal, organizational, and community aspects of the 

social ecological theory. Question 2 addressed how participants viewed the connections between 

their UGPH program and the future public health workforce, including workforce preparedness. 
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These questions were asked to gain broader perspectives on both the internal and external 

contextual and environmental factors in which the case (i.e., UGPH program) is housed and are 

influenced by (Salihu et al., 2015). Questions 2-5 offered an understanding of how an 

individual’s and university’s decisions on curricula would be motivated by interpersonal 

relationships and social structures (Willis et al., 2007). Similarly, questions 19-22 were explored 

through the interviews or the researcher’s own research to further this understanding. Questions 

19-22 were only asked to the participants if the researcher could not locate this information 

through independent research.  

Questions 5-12 addressed the organizational, community, and public policy aspects of the 

social ecological theory by exploring to what extent the four public health workforce disability 

competencies are included within the university’s UGPH program curricula. Questions 5-12 

were written to align directly with the identified learning objectives for each of the four 

competencies and support the social ecological theory by focusing on disability models, the 

social determinants of health, built environment principles, laws and regulations, services and 

programs, and population-level surveillance, health promotion efforts, and evaluation.  

Questions 13-16 addressed the organizational, community, and public policy aspects of 

the social ecological theory in acknowledging that individuals are influenced by social and 

environmental factors (Salihu, 2015). Questions 13-16 were aimed at learning what mechanisms 

and organizations participants trust and rely on to obtain information and content to inform 

UGPH program curricula content and instruction methods, exploring the organizational 

processes for implementing curricula additions and updates, understanding the internal and 

external barriers and facilitators that impact the inclusion of disability-related content to their 

UGPH program curricula, and supporting the participants explore disability and PWD through 
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broader, community and organizational health equity goals. And lastly, Question 18 was asked to 

support the snowball recruitment strategy used in this study.  

At the beginning of each interview, the researcher introduced herself as a public health 

professional working in the public sector with a commitment to diversity, equity, inclusion, 

workforce development, and personal and lived experience as a caregiver for a child with 

disabilities. Additionally, as a part of each interview’s introductory remarks, the researcher noted 

that the participants had the option to not answer a question or choose to stop participating in the 

interview completely.  

Due to the quantity and breadth of questions being asked, participants received a copy of 

the interview questions at least 1 week in advance to aid in their preparation. The researcher 

believed that sharing the questions in advance would establish a safe, welcoming, supportive, 

and non-judgmental environment for the participants to share information about their UGPH 

program, diversity, equity, and inclusion priorities, and their university’s curricula offerings. The 

researcher wanted to demonstrate to the participants that she was an ally, partner, and resource 

on disability, public health, and this work and was sincerely interested in each UGPH program 

and its offering to prepare the future public health workforce. These key points of partnership 

were reinforced during the researcher’s opening remarks at the beginning of each interview.  

 During the interview, participants were asked to share course syllabi. Information from 

the course syllabi was used for the document analysis phase of this study. At the end of the 

interview, participants had the opportunity to ask the researcher questions and were provided the 

researcher’s contact information should they have any follow-up questions, concerns, or 

comments.  
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 University names and the names of the participating university representatives are not 

disclosed when reporting the study’s findings to protect the confidentiality of the participating 

university representatives and the universities they represent. To protect the confidentiality of 

each participant and the universities they represent, the researcher used pseudonyms (e.g., 

Participant A, Participant B, Participant C) to organize the data collected from the interviews and 

reported in the study’s findings.  

Document Analysis  

 Document analysis is the second selected data collection method for this study and 

included data collected from two sources: 1) course syllabi; and 2) the online university’s course 

catalog of the UGPH program curricula. Course syllabi was obtained from interview participants 

and by the university’s UGPH program office if they accepted the opportunity to participate. 

Furthermore, the researcher contacted each California-based public university with a UGPH 

program (see Table 2) and requested copies of the program’s curricula syllabi.  

The researcher examined, manually coded, and identified themes from the course syllabi 

to understand to what extent the four public health workforce disability competencies and related 

objectives are described and conveyed to students. The researcher \explored how the four public 

health workforce disability competencies and related objectives were formatted into course 

offerings, such as course readings, assignments, fieldwork to allow students to interact with 

PWD, and guest speakers with disabilities (or their caregivers or organizations that represent 

PWD). The researcher determined whether the identified course is required or is an elective 

within the UGPH program. The course catalog descriptions came from the university’s public-

facing website from the 2022–2023 academic year. For each of the 22 California-based public 

universities with a UGPH program, the researcher examined, manually coded, and identified 
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themes of the course descriptions to understand to what extent the four public health workforce 

disability competencies and related objectives competencies are described and conveyed to 

students and others publicly. The researcher examined the UGPH program course descriptions 

and syllabi to identify whether the term the terms disability, disabled, ability, or ableism was 

explicitly identified in a course’s description, gain an understanding if disability-related content 

was included in required or elective courses, and explored opportunities and recommendations 

for the integration of disability-related content into existing UGPH program curricula. Within the 

broader environmental and social contexts of the university, the researcher also identified 

whether each university offered a formal disability studies program.  

 Although document analysis can be used as a standalone method, for this case study, the 

document analysis complemented the data collected from the qualitative semi-structured 

interviews (Bowen, 2009). Because “documents contain text and images that have been recorded 

without a researcher’s intervention,” this data collection method minimizes bias and establishes 

credibility (p. 27). Bowen (2009) suggested that the themes and codes derived from the interview 

transcripts can be applied to the document analysis to help integrate between data collection 

methods and extract and establish meanings.  

Data Analysis  

 This study used qualitative thematic analysis and content analysis to evaluate the data 

collected by identifying the similarities and differences in the cases through the discovery of 

patterns, themes, and categories through an alignment with the social-ecological framework of 

theory. Thematic analysis is defined by Mills et al. (2010) as:  

[A] systematic approach to the analysis of qualitative data that involves identifying 

themes or patterns of cultural meaning; coding and classifying data, usually textual, 
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according to themes; and interpreting the resulting thematic structures by seeking 

commonalities, relationships, overarching patterns, theoretical constructs, or explanatory 

principles. (p. 926)   

Thematic analysis was selected because it is a common method to organize, manage, and 

summarize large volumes of data from a variety of data sources, including interview transcripts, 

field notes, focus groups, and documents (Mills et al., 2010). Moreover, Mills et al. (2010) 

asserted that thematic analysis is a tool for reducing data without losing its context and enables 

the researcher to get close to the data to focus on interpretation.   

 As a multi-site case study, the data was examined through cross-case analysis. Coding is 

a process in which the qualitative data is reduced and transformed to make the data more readily 

accessible and understandable for identifying themes and patterns (Lune & Berg, 2017). 

Discovering themes is a first step to analyzing text because “without thematic categories, 

investigators have nothing to describe nothing to compare, and nothing to explain” (Ryan & 

Bernard, 2003, p. 86). Each case will be examined through the lens of a cross-case analysis to 

examine themes, similarities, and differences across the cases (Mills et al., 2010). Conducting a 

cross-case analysis further developed and validated the research findings.  

 Data gathered from the course syllabi and course catalog descriptions underwent content 

analysis, which is a systematic coding and categorizing approach to exploring a large amount of 

textual data (Neuendorf, 2017). From the two sources of documents, repetition and keywords in 

context (KWIC) approaches were used to identify themes. Repetition and the recurrence of 

words and topics are common and easy ways to identify themes (Ryan & Bernard, 2003). KWIC 

was applied to this analysis to better understand the context of the word being shared (Ryan & 

Bernard, 2003), and therefore, strengthening the validity of the inferences that are drawn out 
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(Seale & Charteris-Black, 2010). The researcher manually performed the analysis of the course 

syllabi and course catalog descriptions.  

 Data collection followed a three-phase analysis process: 1) pre-coding, 2) conceptual and 

thematic categorization, and 3) theoretical categorization. The researcher reviewed the interview 

transcript and written notes shortly after the completion of each interview to assist with data 

management, start to identify themes, and find similarities and differences between the 

interviewees’ experiences (Boeije, 2002; McGrath et al., 2019). Engaging in data analysis after 

the first interview and continuing throughout the entire data collection process allowed for a 

systematic way to increase traceability and verification (Boeije, 2002).  

Data gathered from the interviews and each case’s corresponding documents were 

analyzed manually first and treated independently to become familiar with the data and begin to 

generate initial codes and themes. The transcribed interviews were then uploaded into the NVivo 

program to prepare for further analysis. The NVivo program served as an additional tool to help 

organize, manage, and analyze the vast amount of qualitative data that is projected to be 

collected throughout this study (Wong, 2008). The NVivo program, as a qualitative data analysis 

software program, was not intended to replace the role of a researcher, but rather complement it 

and serve as an aid (Welch, 2002; Zamawe, 2015).  

Trustworthiness 

 Trustworthiness or rigor of a study refers to the degree of confidence in the data, 

interpretation, and methods used to ensure the quality of a study (Polit & Beck, 2013). In this 

section, the trustworthiness of the research findings in terms of credibility, dependability, 

confirmability, and transferability is discussed. The criteria of credibility, dependability, 
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confirmability, and transferability criteria established by Lincoln and Guba (1985) are accepted 

by many qualitative researchers for determining trustworthiness (Connelly, 2016). 

Credibility 

 Credibility in qualitative research is similar to internal validity in quantitative research 

(Polit & Beck, 2013) and assesses the level of confidence that can be placed in the truth of the 

research findings (Lincoln & Gaba, 1985). Here the question of interest is, “Was the study 

conducted using standard procedures typically used in the indicated qualitative approach, or was 

an adequate justification provided for variations?” (Connelly, 2016).  

 To establish credibility in this study, data collection methods were employed and 

analyzed, referred to as triangulation (Lincoln & Gaba, 1985). Triangulation increases a study’s 

findings because it draws in data and evidence from a variety of data sources (Given, 2008), 

which enables researchers to verify data from one source to others to establish a greater and 

richer picture of reality (Lune & Berg, 2017). It is a method to achieve data saturation (Fusch & 

Ness, 2015) and confirms the study’s findings (Hancock & Algozzine, 2017).  

Additionally, member checks were implemented which enabled the interviewed 

participants the opportunity to look how the qualitative data was analyzed and share back with 

the researcher any comments about the researchers’ interpretations of the data or the participant’s 

contributions to the study (Frey, 2018). Member checks strengthen the data and findings because 

the researcher and participants look at data with different eyes and through a different lens 

(Connolly, 2016). Further credibility for this study was established through speaking with 

disability and health researchers and SMEs on data collection tools and gaining increased 

knowledge and confidence in conducting qualitative research.  
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Dependability and Confirmability 

 Dependability in qualitative research is similar to reliability in quantitative research and 

refers to the stability of the data over time and over the conditions of the study (Polit & Beck, 

2013). Confirmability of a study, which is similar to objectivity in quantitative research, is a term 

used to describe the degree to which the study’s findings are truly but clearly derived from the 

data; are neutral and consistent; and could be repeated by other researchers. To establish 

dependability and confirmability in this study, a case study protocol with process notes was 

implemented to document all activities that happened during the study, the research steps taken 

throughout the study, and decisions about the study (Connelly, 2016).  

Transferability 

 Transferability in qualitative research is similar to generalization in quantitative research 

and refers to the extent to which findings are useful to persons in other settings and other 

contexts (Polit & Beck, 2013). To establish transferability in this study, data was collected from 

multiple sources for triangulation to address the research questions (Hancock & Algozzine, 

2017).  

Ethical Considerations 

 All data collection activities, methods, and procedures were performed under the review 

and approval of Liberty University’s IRB. The participant sample of this study did not include 

population groups deemed as vulnerable participants as defined by federal regulations as 

pregnant women and fetuses, minors, prisoners, persons with diminished mental capacity, or 

those who are educationally or economically disadvantaged. Research participants were asked to 

sign a consent form indicating that they are aware that the interview sessions will be audio-

recorded and transcribed, and the data obtained from these sessions would be used for data 
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analysis only. The researcher’s introductory remarks at the beginning of each interview informed 

the participants that the sessions are being audio-recorded and further obtained consent. Before 

beginning each virtual interview session, the participants were informed that they can ask 

questions or express concerns to the researcher, not answer any questions, or discontinue from 

the study at any point during the interview or study.  

 To protect the confidentiality of the participating university representatives and the 

universities they represent, the university names and the names of the participating university 

representative were not disclosed in this study. The researcher used pseudonyms (e.g., 

Participant A, Participant B, Participant C) to organize the data collected and reported in the 

study’s findings and protect the confidentiality of each participant and the university they 

represent. Any written documentation taken throughout the study was kept in a locked cabinet at 

the researcher’s home. Electronic data were stored on a password-locked personal computer of 

the researcher and may be used in future presentations. After 3 years, all electronic records will 

be deleted.   

Summary 

 This chapter described the study’s descriptive multi-site, case study design, including the 

research questions of interest, setting, participants, and data collection procedures. This study 

implemented the qualitative data collection methods of semi-structured interviews and document 

analysis to thoroughly research and describe to what extent the four public health workforce 

disability competencies are included within the UGPH program curricula of California-based 

public universities guided by the social-ecological framework of theory. This study was 

committed to principles of ethics and trustworthiness to contribute to an existing and significant 
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research gap in public health workforce preparedness to serve PWD and eliminate health 

inequities.  
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CHAPTER FOUR: FINDINGS 

Overview 

 The purpose of this descriptive, multi-site case study research was to conduct preliminary 

research to describe how disability-related curricula were or could be included in UGPH 

program curricula and to understand what supports were needed to offer UGPH program 

curricula that prepare a disability-competent public health workforce. The setting or case for this 

study was the UGPH program curricula offered by California-based public universities that 

award undergraduate degrees in public health. The multi-site case study design and methods used 

in this research study involved six semi-structured, 1:1 virtual interviews with consenting study 

participants, the researcher’s review of 12 UGPH program course syllabi from required and 

elective courses, and 22 UGPH program course catalog descriptions. Not all university 

participants interviewed provided the researcher with course syllabi. The data were analyzed 

through a social-ecological theory lens, which acknowledges and describes the influence of 

larger social systems and environments on individual and community-level health outcomes.  

 This chapter's primary focus is reporting on the themes found in the data to answer the 

research question: To what extent are the four public health workforce disability competencies 

included or able to be included in UGPH program curricula of California-based public 

universities? The content and themes presented in this chapter provide readers with information 

and insights on the current state of public health workforce education and preparedness within 

California-based public universities related to the four public health workforce disability 

competencies. Results are organized as follows: 1) a description of the social and environmental 

contexts that influence UGPH programs, 2) descriptions of the current landscape of disability-
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related content in UGPH program curricula, and 3) descriptions of what factors are identified and 

barriers and supports to including disability-related into UGPH program curricula.  

A description of the methods used to identify these themes is discussed in this chapter 

with supporting quotes, summarized key points, and other examples provided by the interview 

participants or identified by the researcher. The researcher used pseudonyms (e.g., Participant A, 

Participant B, and Participant C) within the results section when the information presented was 

obtained by the interview process or the syllabi the interviewee shared to maintain the 

confidentiality of the participants interviewed and the universities they represent. The researcher 

identified the university when sharing examples to support the results obtained through publicly 

available data (i.e., course catalog descriptions). There is no correlation between the universities 

identified in this section or appendices and those that participated in an interview, or the syllabi 

review and analysis process.  

Participants 

 Of the 22 California-based public universities offering a UGPH program, six university 

representatives identified as eligible study participants consented to and completed a semi-

structured, 1:1 virtual interview with the researcher. Each university representative was over 18, 

an employee of a California-based public university that offers a UGPH program and had a 

program-wide understanding of their university’s UGPH program curricula. Demographic 

information (e.g., race, ethnicity, sex, gender, ability, etc.) of the participants was not collected 

for this research study. The six university representatives interviewed represent five different 

universities; therefore, the findings of this multi-site case study research reflect the perspectives 

and opinions of individuals from five different universities. The sample size of the participants 
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interviewed represents nearly one-quarter (22.7%) of California-based public universities that 

offered a UGPH program within the 2022-2023 academic year. 

All six university representatives interviewed had an identified role in their university’s 

UGPH program curricula, ranging from serving on the curricula committee to a curricula 

reviewer identifying overlaps, gaps, logistical sequencing, or offering recommendations and 

modifications. Although not required to participate in this research study, five of the six 

university participants interviewed indicated they were involved in the direct decision-making 

processes related to the university’s UGPH program curricula. Participants interviewed held 

varying positions at their universities, ranging from UGPH program directors to assistant 

professors, lecturers, academic advisors, or diversity, equity, and inclusion (DEI) university 

committee members. They demonstrated a range of years (e.g., 2 – 16 years) of service at their 

respective universities and in their current roles.  

The diverse nature of the participants aligned with this study’s constructivist approach in 

which knowledge and information was obtained from varying discussion, perspectives, insights, 

and learnings of others. During each interview, the participants were asked how familiar they 

were with the four disability competencies for the public health workforce developed by the 

AUCD. None of the six university representatives interviewed were familiar with the four 

disability competencies for the public health workforce developed by the AUCD (2016), which 

include: 1) discuss disability models across the lifespan, 2) discuss methods used to assess health 

issues for people with disabilities, 3) identify how public health programs impact health 

outcomes for people with disabilities, and 4) implement and evaluate strategies to include people 

with disabilities in public health programs that promote health, prevent disease, and manage 

chronic and other health conditions.  
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Results 

Semi-Structured Interviews with University Representatives  

The six interviews were conducted between November 2022 and February 2023; data 

review and analysis took several months to complete. The six participants were asked a series of 

predetermined and follow-up questions during 1:1 virtual interviews, which averaged one hour to 

collect detailed data to answer the research questions of interest. At the beginning of each 

interview, the researcher used a moderator guide script to ensure standardized information was 

shared with all participants about the interview process, including the option not to answer any 

questions or stop participating.  

To thematically analyze the data from the six 1:1 virtual interviews, resulting in over six 

hours of data, the researcher downloaded the transcripts from Otter ai following each interview. 

Each interview was read through once to become familiar with the data and reviewed again 

several more times to highlight the key takeaways and concepts of the interviews that offered 

answers to the research question of interest (Hancock & Algozzine, 2017; Lester et al., 2020). 

Next, the researcher organized the key takeaways from each interview into a single table to 

manually identify and establish initial codes to place into themes.  

The researcher used the NVivo program to ensure relevant themes or supporting evidence 

for themes was not overlooked or disregarded during the manual analysis to boost the accuracy 

of the analysis process and process large amounts of information (Hancock & Algozzine, 2017; 

Zamawe, 2015). NVivo is a qualitative data analysis program that serves as a tool to help 

organize, manage, and analyze qualitative data that produces a variety of data outputs, including 

word clouds, charts, and word trees. After preliminary codes emerged from the initial interviews, 

these codes were re-evaluated for further evidence and reinforcement in subsequent interviews to 
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develop a theme that represented similarities (Lester et al., 2020). Additionally, the researcher 

reviewed the transcripts to identify direct quotes from the participants as essential statements that 

supported the uncovered themes. The researcher re-listened to each interview to ensure the 

accuracy of the direct participant quotes included in this section. Throughout the data collection 

process, the researcher kept a separate document to house their initial reactions and reflections 

on the data and findings, including implications and recommendations for future research, which 

are discussed in Chapter Five.  

Each interview was formatted in paragraph style using the header one and standard text 

options, which allows NVivo’s auto-coding feature to organize the data into a single node for 

each question to identify high-level trends, patterns, and emerging ideas (Lester et al., 2020). 

Since each semi-structured interview consisted of at least 17 questions aligning with this study’s 

primary research question and the social-ecological theory, 17 nodes were created to organize 

and review the data in NVivo. Then, using NVivo’s auto-code wizard tool, codes were identified 

for each question by paragraph and further coded when similarities were determined to create 

themes. The themes generated by the researcher through a manual analysis were then cross-

referenced to those provided by the NVivo software and further grouped into higher-order 

themes.  

Course Catalog Descriptions and Course Syllabi  

To collect and analyze each university’s UGPH program course offerings, the researcher 

created a spreadsheet with separate tabs for each university to organize the course catalog 

descriptions of both required and elective UGPH program courses. Syllabi from special topic 

courses were not included in this analysis because these courses are not confirmed as regular or 

ongoing parts of the UGPH program curricula. A UGPH program description accompanied the 
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UGPH course catalog descriptions. With this presentation of information for each UGPH 

program made publicly available on the university’s website, the researcher could differentiate 

between the required and elective courses and color-code the data accordingly. Appendix A lists 

the web links used in this study to gather data about California-based public universities’ UGPH 

program curricula and course descriptions. 

To conduct the content analysis of the UGPH program course descriptions and UGPH 

program course syllabi shared, the researcher developed a code framework informed by levels of 

social-ecological theory (e.g., individual, interpersonal, institutional or community, and societal). 

The researcher used this code framework to examine each course description and course syllabi 

by identifying where disability and PWD were explicitly included in the description or course 

learnings and reviewing the context in which disability-related terms were conveyed (e.g., 

keywords in context). Through the social-ecological theory lens, the researcher examined the 

course descriptions to identify gaps in disability inclusion specific to course descriptions that aim 

to address health inequities and disparities, SDOH, health equity, and systems of oppression and 

discrimination. Next, the researcher cross-referenced the content of the course catalog 

descriptions and course syllabi with the themes derived from the participant interviews to 

connect the three data types for data triangulation and answer the research question of this study. 

Further, the researcher reviewed the same course descriptions and syllabi to identify potential or 

future opportunities for disability-related inclusion within existing course offerings.  

The social-ecological theory guided this research study; therefore, each interview began 

with asking the participants a series of questions designed to create rapport between the 

researcher and the interviewee to start to obtain a description of the social and environmental 

contexts that influence each university’s UGPH program. Responses to this grouping of 
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questions yielded three themes: 1) UGPH programs aim to support the future public health 

workforce, 2) UGPH programs aim to develop a culturally competent future public health 

workforce, and 3) UGPH programs aim to align with accreditation standards.  

UGPH Programs Aim to Support the Future Public Health Workforce  

When asked to share their UGPH program and its role in developing the future public 

health workforce, participants emphasized ensuring their program graduates had the knowledge, 

skills, and abilities to enter the workforce with knowledge, skills, confidence, and competence. 

Participant D shared that employers trust and rely on their program to cultivate competent public 

health professionals with the right abilities and skills to transfer to professional settings. 

Participant F highlighted the acknowledgment that the public health workforce is no longer only 

comprised of individuals with a master’s degree but, instead, an interdisciplinary field and the 

current and future public health workforce includes those with undergraduate degrees.  

UGPH programs offer opportunities for students to integrate, synthesize, and apply their 

knowledge through cumulative and experiential activities, such as a service-learning component 

requirement with community partners engaging in public health practice. Participants A, C, E, 

and F shared that such opportunities provide students with various hands-on experiences and 

inspire students to remain local after graduation to serve and strengthen the local public health 

workforce and infrastructure. Participant E stated a connection between their university’s UGPH 

students and their county’s public health department workforce.  

Participant C shared, “We [UGPH program] engage the students in learning about how 

they apply the skills, [specifically] how they can they apply the public health competencies into 

the workforce in the sense that they’re actually doing experiential learning exercises.” To 

demonstrate their knowledge and skills, Participant C further shared that students are “actually 
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graded on how well they actually target and have a segmented population, and how they actually 

tailor either the health education or the public health approaches and programming to those 

populations.”  

UGPH Programs Aim to Develop a Culturally Competent Future Public Health Workforce  

Participants elevated how their UGPH program’s role was to develop and foster a public 

health workforce that applied a DEI lens to services and programs. It also approached public 

health with cultural competency and humility. Participant C shared that their program’s goal is to 

ensure students are prepared to work with different populations, including populations and 

community groups that may not look like them or have the same background, experiences, and 

privileges.  

Participants were asked to “describe what role, if any, the revised 10 EPHS framework 

has on the content of your UGPH program curricula.” For this question, participants noted that 

the framework, which was recently revised to center on equity, serves as a roadmap and guide to 

evaluate curricula offerings and strive for alignment. Participant B shared that their university is 

focused on the integration and measurement of DEI components to course offerings throughout a 

student’s journey within the program. The participant stated that university resources are 

allocated to and invested in training and supporting faculty to embed DEI principles and 

practices into courses and communicated in syllabi. Participant D shared that the emphasis on 

equity within the 2020 iteration of the EPHS framework holds significance to their UGPH 

programs as a core theme the programs strive to weave into every course offering and identify 

DEI as one of their university’s greatest strengths.  

Related to equity, Participant E noted that, although it is their intention, the university is a 

long way from actualizing equity in a way that is meaningful and useful for students and where it 
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is integrated into the student’s learning experience. Participant E shared that their university is 

now administering a faculty evaluation for students to rate how well the faculty introduced and 

included diverse materials in the class and topics that matter to marginalized populations. A 

significant theme was identified in elevating university professors' autonomy and flexibility in 

curricula development and content in the courses they teach. Participant F noted, “I think if the 

updates are being incorporated, they’re being done individually by faculty who happen to know 

about them [the Essential Services] and are taking them in, but not at a curriculum level.” 

UGPH Programs Look to Align with Accreditation Standards  

When asked to describe the role that the CEPH’s accreditation standards have on the 

content of the UGPH program curricula, the participants remarked that the CEPH’s accreditation 

standards were a roadmap and guide to evaluate curricula offerings (i.e., continuous program 

improvement) and strive for alignment, including in DEI areas. All six participants noted recent 

or current activities in reviewing and modifying UGPH program curricula to better align with 

CEPH’s undergraduate accreditation standards. Data from the interviews and UGPH program 

and course descriptions showed that UGPH programs offer students opportunities to integrate, 

synthesize, and apply their undergraduate knowledge through cumulative and experiential 

activities with options, like required service-learning components, with community partners who 

provide public health services and programs. 

Participant D shared that the CEPH’s accreditation standards are the beacon of their 

UGPH program expectations in setting best practices for the program and faculty to produce 

great public health professionals. Participant D stated that the CEPH’s standards and 

competencies ensure the UGPH program is not forgetting anything or focused too narrowly on 

only delivering educational content and experiences in areas based on faculty interests. 

https://ceph.org/
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Participant B shared that as UGPH programs seek CEPH’s accreditation and reaccreditation, the 

CEPH’s competencies are increasingly becoming a driving force behind curricula modifications 

and updates.  

Participant E shared that tenured faculty are beginning to work with and support adjunct 

faculty and lecturers to tailor their course syllabi’s alignment with the CEPH’s standards and 

competencies. This practice facilitates university conversations on what needs to be included and 

how to embed the CEPH’s standards and competencies into the overall UGPH program culture. 

Participant C flagged the importance of evaluating the UGPH program to the needs of the 

student population and differentiating between the concepts of curriculum and instruction, 

stating:   

You could say that you have an equity-based curriculum, but it’s a different story about 

how it’s actually implemented, right? There’s the combination of curriculum and 

instruction. And if your instruction doesn’t reflect your curriculum, or you know, it [the 

instruction] kind of strays away from it, the fidelity isn’t there. There’s plenty of people 

who love using equity or other popular terms, but really folding that into active, engaging 

lessons within the course is important.  

Participant E expressed an observation of two faculty types related to equity and CEPH’s 

accreditation by stating: 

There are faculty who are already committed to equity, who very much incorporate this 

[equity] into their work, and it’s [equity] a foundational pivot of their class. I’ll say those 

are few and far between in the undergrad space. But for ones that have not or do not think 

about it [equity] or have not kept up with how conversations around equity have been 

moving in public health or keeping up either with the literature around discrimination, 
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racism, and public health, those professors I think, have a really hard time with what 

CEPH is requiring around equity and then these conversations are necessary, and it helps 

the school have those conversations with faculty. 

Inclusion of Public Health Disability Competencies in Program Curricula  

Participants were asked about UGPH program curricula and curricula development and 

modification processes and procedures to answer to what extent are the four public health 

workforce disability competencies included or able to be included in UGPH program curricula of 

California-based universities. The curricula-based questions aligned with the learning objectives 

supporting the four public health workforce disability competencies.  

A total of six major themes were identified from the data analysis, and each theme 

represented an answer to the research question. Three of those themes described how the 

inclusion of disability-related content in UGPH programs at California-based public universities 

was limited. The other three themes described the barriers and supports that impact the 

development and adoption of disability-related content to their UGPH program curricula, 

including factors that hindered or could hinder the inclusion of the four public health workforce 

disability competencies in their UGPH program curricula and factors that supported or could 

support the inclusion of the four public health workforce disability competencies in their UGPH 

program curricula. 

The data available from the course catalog descriptions for each of the 22 California-

based public universities that offer a UGPH program vary. While all universities provide a 

course description for required and elective class offerings, some universities expand beyond the 

course descriptions to include course objectives, providing additional information on the course’s 

goals and intended outcomes. As an interdisciplinary field of study, the structure of most UGPH 
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programs’ curricula reviewed included core and elective classes that other university 

departments, such as kinesiology, anthropology, sociology, psychology, philosophy, political 

science, and communications, offer. UGPH programs vary in the number of electives offered to 

students, ranging from five to 56, with other differences based on public health concentration 

types. Further, where each UGPH program was housed within the larger university varies. For 

example, UGPH programs may be within a College of Health and Human Services, a College of 

Health and Human Development, a College of Science and Mathematics, or a School or Program 

of Public Health.  

The three themes that emerged as answers to what extent are the four public health 

workforce disability competencies included in UGPH program curricula of California-based 

universities. The themes within this focus area are 1) a lack of focus and specificity, 2) a lack of 

inclusion and depth in SDOH courses, and 3) faculty and student preferences.  

Limited Disability-Related Content: A Lack of Focus or Specificity  

As the first theme, data collected in this study revealed that UGPH program curricula of 

California-based public universities lacked a focus or specificity on disability-related content. 

This theme was revealed through the interview data, UGPH program course catalog descriptions, 

and UGPH program course syllabi. When asked about what opportunities exist for students to 

learn about disability and disability models, specifically competency one: discuss disability 

models across the lifespan, Participant F shared, “the short answer is that they’re (students) not 

being exposed to that (disability and disability-related) content.” There is not a course that places 

a heavy emphasis on disability as a public health topic. Participant A shared that within their 

UGPH program curricula, there was no course where the syllabus or course description conveyed 

to the student that they would learn about disability and disability models. Still, the participant 
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indicated that including the content would be a good idea. Similarly, Participant E stated, “there 

are not any courses with disability models centered as a framework for talking about health 

equity.”  

The UGPH program curricula expose students to health policy topics, such as public 

resource utilization and health insurance for PWD, specifically competency three: identify how 

public health programs impact the health outcomes for people with disabilities. Participant D 

shared that neither disability nor PWD as a population or community group are specifically 

explored but instead are combined with other populations or the general U.S. population. 

Similarly, Participants A, B, D, E, and F shared that while UGPH program curricula include 

opportunities for students to learn about collecting, monitoring, and analyzing data to inform 

public health services activities, competency four: discuss methods used to assess health issues 

for PWD, there is not an emphasis on how to collect data from PWD. Similarly, Participant F 

stated, “disability is not a part of that conversation, per se.” Related to this finding that PWD are 

not included in these learning opportunities for UGPH students, Participant D shared, “it’s 

amazing because if you look up the stats on how many Americans live with disabilities, it’s a 

huge amount of Americans that live with disabilities that run the gamut, and they really are a 

forgotten group.” 

A lack of focus or specificity on disability was also revealed when participants were 

asked about what opportunities exist for students to learn about governmental and non-

governmental services and programs for PWD, competency three: identify how public health 

programs impact the health outcomes for people with disabilities, with Participant D sharing that 

their university’s course instructions do not go over services and programs for PWD. Further, 

when asked what opportunities exist for students to learn how to apply program evaluation 
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strategies to be inclusive of PWD, competency four: implement and evaluate strategies to include 

people with disabilities in public health programs that promote health, prevent disease, and 

manage chronic and other health conditions, Participants A and B shared that course content in 

this area is broad, and there is no specific link to or emphasis on PWD. Participant C shared that 

there are significant opportunities for growth and improvement in this space for disability-related 

content.  

Two participants noted that their students learn about the relationship between the built 

environment principles and health for PWD, including walkability assessment and photovoice 

course assignments, specifically competency three: identify how public health programs impact 

the health outcomes for people with disabilities. However, Participant C shared that students do 

not receive enough of these types of activities to capture the experiences and environments of 

PWD and that opportunities exist to be more intentional in including disability content 

throughout their UGPH program curricula. Additionally, UGPH program students are not 

intentionally learning about U.S. disability-related laws and regulations, competency three: 

identify how public health programs impact the health outcomes for people with disabilities. 

Participant C noted that they are not learning about laws and regulations through their curriculum 

or classroom setting. Still, the students may see this information posted throughout campus 

centers and employment offices through anti-discrimination messages. 

Further reinforcing the theme of a lack of focus or specificity on disability-related content 

in UGPH program curricula while examining the required UGPH program courses across the 22 

universities, only four required courses at four different universities specifically call out or 

emphasize that the course will address disability or PWD. These four required course offerings 

are listed in Appendix B.  
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The researcher analyzed 12 UGPH program syllabi representing courses in health equity, 

community health, health policy, health education, and public health 101. Of these 12 UGPH 

program course syllabi, only one course included the terms disability, disabled, or ability as 

students’ learning objectives within the context of understanding diversity. However, within this 

course’s syllabus, the course readings, materials, and assignments did not include disability-

related content. No other course syllabi reviewed explicitly mentioned the terms disability, 

disabled, ability, or ableism in their course descriptions, learning outcomes, readings, materials, 

or assignments. However, one course’s syllabus reinforced reading literacy levels in developing 

health education resources for targeted audiences. Another course’s syllabus required students to 

ensure the curriculum was appropriate for the target audience as a part of the course’s 

assignments. 

Limited Disability-Related Content: A Lack of Inclusion or Depth in Social Determinants of 

Health Courses  

As the second theme, data collected in this study revealed that California-based public 

universities’ UGPH program curricula lack disability-related content inclusion and depth in 

courses that seek to address the SDOH to achieve health equity. This theme was revealed 

through collecting and analyzing interview data, UGPH program course catalog descriptions, and 

UGPH program course syllabi. 

UGPH programs promote health equity throughout their vision and mission statements, 

program goals, and course offerings, aligning with the social-ecological theory and the social and 

environmental factors influencing health. When asked what opportunities exist for UGPH 

program students to learn about the relationship between the SDOH and health disparities, 

including for PWD, Competency One: discuss disability models across the lifespan, participants 
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shared that the emphasis within their health equity classes is predominantly on racial equity. In 

describing their university’s UPGH program’s health equity course, Participant C stated:   

With a disability part, that is something I feel like could be definitely added more so in 

each of those classes. Because, you know, when we talk about diversity, a lot of times 

people immediately, American-minded people, think primarily about color, but they 

don’t think about diversity in terms of age or gender or sexual orientation or disability. 

Participant F noted their university’s UPGH program’s health equity course reviews the 

relationship between social and structural factors and health disparities. Still, these conversations 

do not include disability or PWD as the primary focus is on racial equity, with some discussions 

of socioeconomic status and lesbian, gay, bisexual, transgender, queer or questioning, intersex, 

asexual, and more (LGBTQ+) on health. Further, when UGPH program curricula include 

opportunities to learn about mental and emotional health, Participant D noted that “conversations 

about that are definitely from a more a typical person and having mental and emotional issues, 

not a person with disabilities having mental and emotional issues.” 

Within the domain of population and community groups, terms, such as race, ethnicity, 

sex, gender, and socioeconomic status, are widely made visible and present in the required 

course catalog descriptions for UGPH program curricula. A similar theme was noted while 

reviewing the UGPH program course syllabi. These course descriptions are frequently used to 

describe courses that aim to address health inequities and disparities, SDOH, health equity, and 

systems of oppression and discrimination. In a few instances, broader terms, such as ethnic and 

cultural groups, disadvantaged and oppressed populations, marginalized groups, special 

populations, and communities of color, are used in the course descriptions.  



 155 

Similar themes were reinforced while examining the course syllabi as broad statements 

such as “addressing health disparities among diverse populations and communities” and “cultural 

competency” are used. Course descriptions, learning outcomes, readings and materials, and 

assignments emphasized teachings and learnings on racial, ethnic, gender, religious, and social 

economic health disparities. Further, syllabi content showed dedicated and specific attention to 

maternal, infant, child, adolescent, young adult, adult, older adult health, and racial and ethnic 

populations. Still, it did not include disability health as a topic.  

Further, the intersectionality of disability with race, socioeconomic status, and gender is 

not identified in the required course catalog descriptions or the course syllabi reviewed. In 

contrast, this connection was made more direct and explicit between and among other social 

categorizations of population and community groups. Appendix C includes examples of these 

required course offerings focused on health disparities, the SDOH, and systems of oppression 

and discrimination, including elements of the social-ecological theory that guide this research but 

do not identify disability in the course description with other populations and community groups 

and social demographics. Through interviews, it was noted that UGPH programs curricula also 

lack the intentional integration of content on the intersectionality of disability with other 

populations and community groups, with Participant F stating:  

And we [the UGPH program] talk about intersectionality. But I think often disability is 

the one that we mentioned as one of the intersections, but then we don’t talk about it. It’s 

like we talk about gender, we talk about race, we talk about sexual orientation, we talk 

about class, and we’re like also religion, ability, or disability, you know, but then that 

doesn’t become the focus of a lot of the conversations. It seems like in public health, so I 
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could see how it gets sprinkled in for a second, and then people sort of revert to the 

intersections they’re more used to referring to.  

Limited Disability-Related Content: Faculty’s and Students’ Preferences  

As the third theme, data collected in this study revealed that the UGPH program curricula 

of California-based public universities are dependent on and influenced by faculty and student 

preferences. This theme was revealed through interviews and analyzing UGPH program course 

catalog descriptions and course syllabi. 

Faculty. Participants shared course content, instruction, and assignments are driven by 

the faculty member who teaches a specific course. Therefore, a UGPH student’s exposure to 

disability-related content is based on faculty preferences that are influenced by their content 

knowledge and confidence. These are also identified as a barrier to disability-content inclusion in 

UGPH program curricula in this study. When asked about what opportunities exist for students 

to learn about disability and disability models, Participant C shared that at the curriculum level, it 

is up to each of the professors to make these decisions because they are the experts in the domain 

and subject area of the course. When asked about what opportunities exist for UGPH students to 

learn about collecting, monitoring, and analyzing data to inform public health services activities, 

including PWD, Competency Two: discuss methods used to assess health issues for people with 

disabilities; Participant F shared that they “have not heard anyone on our faculty talking about 

how they’re weaving that [disability] in [to their course]” and “I don't think it [the course] had 

any indicators around ability or disability status.”  

Further, when about asked about what opportunities exist for students to learn about the 

relationship between accessibility standards, universal design, and built environment principles 
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and health, including for PWD, Competency Three: identify how public health programs impact 

health outcomes for people with disabilities, Participant E shared: 

If you are a student or faculty who cares and thinks about disability because you have 

some exposure already, or because you’re sensitive, or you’ve already read, or you’ve 

done some work to know, then I think you can access things. But if you do not center 

those [disability] things, if you do not participate in those [disability] spaces, you can 

basically miss them, and it [disability] never be an issue for you. And I think that’s the 

real, and one of the unfortunate realities of being somebody who was living with 

disability, is that there are so many people who have the privilege of not caring.  

For the same question, Participant F shared an example of how students may learn about 

accessibility standards, universal design, and built environment principles if they are working 

with a faculty member interested in or conducting research in these areas. Participant F noted, “I 

think it [disability-related content] is probably a sprinkle here and there based on who the 

students are working with and what projects are going on.” The theme of faculty preferences and 

selections was evident when students sought out internships and fieldwork experiences. 

Participants C and D shared that if a faculty member is not connected to disability-related work 

or organizations that serve PWD, UGPH students do not become aware of such opportunities 

because it takes a champion within the university system to make these experiences available to 

students and the community intentionally. Similarly, when asked about what opportunities exist 

for students to learn about ways to adapt health promotion program efforts to be inclusive of 

PWD, Competency Four: implement and evaluate strategies to include people with disabilities in 

public health programs that promote health, prevent disease, and manage chronic and other 

health conditions, Participant F shared:  
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I think that if and when it’s [program adaptations for disability inclusion] coming in, it’s 

because a faculty member is bringing it in, or a student has an interest. So, I do not think 

there’s an explicit attention to developing or adapting programs with disability or 

populations with disabilities in mind, but I do think it [disability inclusion education] can 

happen based on student interest. 

Students. Like the faculty’s preferences in course instruction, participants shared that 

students often get to select their areas and populations of interest when completing individual 

and group course assignments and projects. This theme was evident when asked about multiple 

public health workforce disability competencies. For example, when asked about what 

opportunities exist for students to learn about ways to adapt health promotion program efforts to 

be inclusive of PWD, Competency Four: implement and evaluate strategies to include people 

with disabilities in public health programs that promote health, prevent disease, and manage 

chronic and other health conditions, Participant C noted that while students have courses that go 

through the process of developing mock health education programs with corresponding 

objectives and lesson plans, the students themselves identify the population or community that 

the health education programs are designed to support. This theme extends to the opportunities 

that exist for students to learn how to apply program evaluation strategies to include PWD, 

Competency Four: implement and evaluate strategies to include people with disabilities in public 

health programs that promote health, prevent disease, and manage chronic and other health 

conditions, as Participant B noted that “it depends on their plan that they are creating and the 

program they are seeking to implement.”   

When asked about what opportunities exist for UGPH students to learn about collecting, 

monitoring, and analyzing data to inform public health services activities to include PWD, 
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Competency Two: discuss methods used to assess health issues for people with disabilities, 

Participant A shared, “It would be a matter of if the students picked that group [PWD] to focus 

on, but I don't think the faculty are focusing on that group [PWD]. I think they just let the 

students pick a topic.” Additionally, when asked what opportunities exist for students to learn 

about disability-related U.S. laws and regulations, specifically Competency Three: identify how 

public health programs impact the health outcomes for people with disabilities, Participant E 

shared that this work in this class is more self-directed and “for those who are engaged and want 

to be engaged in and are already thinking about disability, they can do that there. If they’re not, 

they’re not going to be pushed to do that there.” When asked about the opportunities for students 

to learn about governmental and non-governmental services and programs to include PWD, 

Competency Three: identify how public health programs impact the health outcomes for people 

with disabilities, the responses remained consistent with the theme of student preferences. 

Participant F shared the following description of a course assignment:   

I could definitely see, again, if a student had a specific interest, they might seek out a 

leader and activist, somebody who’s within one of these organizations to do that 

interview. But I bet that, again, would be driven by student interest as opposed to a 

specific piece in the curriculum.  

The theme of students’ preferences was further identified and reinforced in reviewing 

course syllabi which often enabled the students to choose their learnings and research with 

assignment instructions. Examples of students’ choices included “choose a community health 

topic or public health issue that interests you, choose an article, choose a book, choose a 

population, choose a community, choose a minority group, or choose a health care legislation 

and supporting case.”  
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Students’ preferences also come into play in choosing UGPH program electives to 

complete degree requirements. With elective courses, there is uncertainty about how many 

UGPH students select and complete an elective course that focuses on or integrates disability and 

PWD into its course learning objectives, activities, and assignments. Participant D shared that 

while UGPH students may have the option to take an elective course that focuses on PWD; for 

example, a kinesiology course that provides an overview of special education or adapted physical 

education, it remains unclear “with it being elective, how many of them [students] take that, and 

how many do not get that exposure.” From the 22 UGPH program course catalog descriptions 

reviewed, examples of electives course descriptions or learning objectives that identify disability 

as an area of focus are included in Appendix D.  

Like the required courses within the UGPH program curricula of California-based public 

universities, the elective option offered sought to help students gain knowledge, skills, and 

abilities to address health inequities and disparities, SDOH, health equity, and systems of 

oppression and discrimination. However, these elective course descriptions lacked the inclusion 

of disability and PWD. From the 22 UGPH program curricula reviewed, examples of elective 

course offerings focused on health disparities, SDOH, and systems of oppression and 

discrimination elements of the social-ecological theory that guide this research but do not 

identify disability in the course description with other population and community groups and 

social demographics, are included in Appendix E.  

While examining the elective course descriptions from the 22 California-based public 

universities that offer a UGPH program from a keyword-in-content (KWIC) approach, it was 

noted that the classes were connected to aging and long-term care and the selected wording of 

the course description delivered an underlying tone that the term disability is negative or inferior 
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(e.g., dealing with the disabled, implications of disability, the burden of disability, and 

preventing disability). Participant E shared: 

I think personally that disability and older adults is very different than disability at 

different times of life because we’re thinking more about, you know, the aging process, 

where you’re designing the world around that because they are aging populations, rather 

than thinking about it much earlier in the life course, which I think is really lacking. 

Aging and disability are not the same thing. That distinction, I think, is really important. 

And I think these younger adults are especially needing that connection that disability 

isn’t just something that happens to all people. And centering that in class would be a 

beautiful thing to do that I don’t think we spend much time on.  

Barriers and Facilitators of Integration of Disability Competencies in Curricula 

Moving beyond the current landscape of UGPH program curricula within California-

based public universities, the researcher asked questions focused on barriers and facilitators 

during each interview to understand how the four public health workforce disability 

competencies could be offered in UGPH program curricula in the future. Participants were asked 

to describe the challenges and barriers to developing and adopting disability-related content to 

their university’s UGPH program curricula and identify supports and resources that would be 

helpful in these efforts. Further, participants were asked how they would typically become aware 

of information that would inform course curricula and the process for implementing course 

curricula changes. Three themes emerged within this focus area of the research question and are 

as follows: 1) barrier of faculty capacity, 2) facilitator of university and faculty resources, and 3) 

facilitator of curricula flexibility.  

 



 162 

Barrier: Faculty Capacity  

 Faculty capacity was identified as a barrier to developing and adopting disability-related 

content into UGPH program curricula. The faculty capacity theme includes faculty preferences, 

readiness, time, compensation, and subject area knowledge and expertise.  

Faculty Preferences. In line with earlier findings, participants noted distinct differences 

in the willingness to change or modify curricula between university faculty members who are 

tenured and secure in their employment roles with those that are untenured and serve in adjunct 

and lecturer roles within academia as a barrier. With adjunct and lecturer professors, Participant 

F noted: 

It’s easier for me to say, can we meet two months before the semester starts and talk 

about maybe updating one of the modules in our class, or can we talk about how to add 

an assignment that would cover XYZ topic. Going to a tenured faculty member and 

asking them to change their curriculum can be a real battle.  

Faculty Readiness, Time, and Compensation. University faculty are often tasked with 

several responsibilities and lack the capacity, time, and resources to take on additional work. 

Participant D shared that from a faculty member’s perspective, they feel like there is already too 

much to cover in their classes, may think that they do not have the time to include more, or may 

have concerns about what must be cut to add in another topic. Participant C highlighted that 

faculty are consistently asked to attend training and do extra work for free. Participant B 

identified faculty burnout as a barrier to implementing changes to curricula, stating modifying 

curricula takes a significant amount of time and that curricula change needs to be reframed to be 

a positive thing instead of extra work. Although faculty have an ethical responsibility to remain 

current in their field, Participant B shared the need to find faculty members driven beyond 
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finances to do more, stating: “You’ve got to have a faculty member who’s really vested in the 

effort. Who wants to do it because it does take a lot of time.”   

Faculty Subject Area Knowledge and Expertise. Under the faculty supports theme, 

participants noted the lack of content knowledge and expertise among university faculty on 

disability and disability-related issues as barriers. Participant D shared that faculty members lack 

the expertise themselves, particularly if disability is not an area that a faculty member is familiar 

with or has experience with, making it difficult for them to integrate such content into their 

course teachings because it may not even be on their minds as a concept or topic for inclusion.  

Participant A noted that the clarity and depth in which disability is integrated into UGPH 

program curricula might be insufficient if a university lacks faculty expertise in this area, stating:  

It’ll be nice to have faculty that have really good expertise in the areas to be able to 

provide them [students] content, and it would be helpful for the students to have that 

knowledge come from a person who has really clear expertise. 

Participant F shared, “I want to do right by the topic [disability], the community, and our 

students.” Additionally, Participant F shared that limited knowledge and training on how to 

integrate disability and disability-related topics into course offerings as a barrier stating:  

When, where, and to what extent to build these things [disability-related content] in. If 

we [UGPH program] build it in as one module in the health equity class. Is that enough? 

Is this something that we [UGPH program] should be talking about in every single class 

the way that I want us to be talking about racial equity in almost every single class, if not 

every class?  
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Participant D noted the need to not only ensure health equity is embedded in course 

content but also to have a better understanding of what the health equity content looks like and 

how it is actualized in the educational setting in stating: 

So, I think the challenge for us is how to make this area of work important to faculty, to 

see it [disability] as important to recognize and that means actual time for you [faculty] to 

learn it so that you can teach it in a way that reflects your mastery. So how do we get 

faculty time to do that? …. I’m assuming we should be paying them [faculty] to learn this 

stuff because this is what is important to students really getting what they need to out of 

their education. …. I think what would be ideal would be to pay faculty for their time, to 

have a space dedicated to learning about incorporating disability-related frameworks, and 

also making sure that their [faculty] content is the most accessible [to students]. And 

unless you can create a space for them [faculty] to come and do that and be paid, I think it 

won’t be valued, and that’ll be one of the larger hang-ups that we’ll have, ...how do we 

make this value of this and translate for faculty, so that then they prioritize it in their own 

communities in their own courses and beyond. And then I think the next piece of that is 

how do we measure it? Or how do we ensure it’s being done, and how do we think about 

capturing the fact that we are doing that and showing people that we are doing that and 

that it’s important to us?  

This sentiment of understanding how equity is embedded into a course’s instruction was echoed 

by Participant C’s statement:  

There’s equity-minded people, or you want them to be equity-minded people. But one 

major thing is, you could say that you have an equity-based curriculum, but it’s a 

different story about how it [the curriculum] is actually implemented, right? So, there’s 
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the combination of curriculum and instruction; and if your instruction doesn’t reflect your 

curriculum, or you know, it’s kind of strays away from it, then fidelity isn’t there…So I 

think there’s plenty of people who love using equity or other popular terms, but really 

folding that into active, engaging lessons within the course is important.  

Facilitator: University and Faculty Resources  

To address the identified barriers, participants shared several resources that have or 

would support faculty in developing and adopting disability-related content to their UGPH 

program course content curricula. The faculty resource theme as a facilitator in this work 

includes faculty training, model curricula and guides, and university funding and staff.  

Faculty Training. While faculty are interested in educating their students on DEI in their 

courses, Participant B noted the need for disability-specific content training among all faculty 

and instructors and training on how to provide the content efficiently and meaningfully to the 

students within a course structure. Participant B spoke about how their university offers stipends 

for faculty to take DEI training and update their curriculum and syllabi to align with their 

learnings. 

Model Curricula and Guides. To support the delivery of disability-related content into 

UGPH program curricula, several participants identified the need for sample curricula and 

modules, course readings, case studies, books, and peer-to-peer sharing among academia as 

critical to this work. Under resources, Participant A shared that faculty need turnkey, pre-

packaged curricula from reputable sources. Similarly, Participant D shared that it would be 

helpful to have access to disability-focused playbooks and guides to enable faculty to take any 

public health subject and apply a disability lens, including playbooks and guides that provide 

faculty with the context and content, considering the vantage point of disabilities, such as 
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different barriers, roadblocks, and challenges. Likewise, Participant F identified the need for 

model lessons plans, assignments, and learning objectives that could be shared and adapted by 

faculty by stating:  

With this [disability] topic, in particular, I feel so personally under-educated on it that I 

think the more really specific things you could adapt, the easier it would be for me to put 

these things into the curriculum and feel confident that we’re [UGPH program] doing it 

right. 

In terms of hearing and learning about disability-related content from reputable sources, 

the following were stated as go-to organizations and resources for this knowledge, awareness, 

and work by Participants A and F, 1) the CDC; 2) ASPPH, including the ASPPH undergraduate 

program listserv; 3) the APHA; 4) professional conferences; and 5) the literature and journal 

articles, including the Pedagogy in Health Promotion SAGE journal. Additionally, Participant F 

identified APHA as an organization that could release a policy statement and social media 

communications through LinkedIn or Twitter to elevate disability as a public health topic and 

share resources with diverse professionals.  

Further, participants acknowledged the need for and value of academia coming together 

through online and in-person opportunities and platforms to regularly share resources and best 

practices in course content and design that address and integrate disability concepts and 

constructs. Participant A stated that faculty could benefit from the following:  

A really clear system or a way for them [faculty] to know where they can find the 

resources they need, where they can find all the updates, content, and information 

requirements in terms of including this [disability] content in the curriculum, that would 

save a lot of time for the faculty. 
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Similarly, Participant B shared that new university faculty are often offered time-saving 

support by other faculty members, like a course syllabus template to review and build upon, 

which could be a model adopted when seeking to develop and adopt disability-related content in 

public health education. Participant C spoke about the opportunity to leverage technology to gain 

the knowledge and skills to integrate disability into public health courses through online training, 

stating: “Having something like an online training to get information about disability services or 

how we [faculty] can actually integrate that, that would be great.”    

Participants A, C, E, and F shared an interest in having more experienced faculty and 

universities in disability studies share disability-related materials, teaching strategies, and best 

practices. Participant C highlighted the possibility of working with their university’s disability 

resource center to organize faculty training and in-service training, specifically on disability-

related topics, how to make teachings more accessible to all, and the sharing of disability content 

through university faculty development centers and teaching institutions. 

University Funding and Staff. Participant F stated the need for adequate staff and 

faculty and additional support at the university’s administration level as faculty resources that 

would enable faculty the time to learn and retool existing UGPH curricula to be inclusive of 

disability and disability-related content. Participant C noted the interest and value of funding a 

grant opportunity to hire an external (i.e., not associated with the public health program or 

curriculum committee) curriculum consultant with subject-matter experience in disability to 

review their university’s UGPH program curricula and give recommendations to the university 

on how and where disability and disability-related content can be integrated into the program 

with concrete course readings, exercises, and assignments. Participant E noted the need for 

faculty to ensure their course materials and learning environments are accessible for the students 
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with disabilities and accommodations, which is another area that could be strengthened through 

faculty training, resource allocations, and peer-to-peer sharing among academia.  

Facilitator: Curriculum Flexibility  

Participant A shared that universities and faculty members have a significant amount of 

flexibility in the types of content offered within its UGPH program curricula to ensure students 

have the knowledge they need to meet graduation requirements and become contributing 

members of the incoming public health workforce. Similarly, Participant E shared, “we [faculty] 

have a lot of freedom in terms of content and what we’re putting into our courses, at least at the 

tenure track faculty level, for adjuncts and lecturers that might look different.” 

Flexibilities in instructor-selected course readings and materials were also reinforced by 

reviewing the course syllabi, where statements indicate additional reading and materials are 

available to students during the academic term or semester. Participant D noted that flexibilities 

exist for faculty to add disability-related lectures or topics to their course syllabus and instruction 

if UGPH program faculty had access to model curricula, guides, and lessons plans with 

disability-related materials and activities, which connected to the theme of university and faculty 

resources facilitator.  

Participants B and E noted that this flexibility is further extended when making course 

updates and modifications that do not change the overarching student learning objectives or the 

course description changes. However, if a UGPH program wanted to develop a whole new 

course focused on disability-related content, Participant B noted this would also be a feasible 

option that would take significantly more time, approximately a year to a year and a half:  

At any point, we [UGPH program] can develop a new course…We have the ability as a 

department to create the course. We have to create a syllabus; we get approval by the 
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department. And then that course proposal goes through various channels at the 

university…And then, once it’s taught a couple of times, and if it works out well, it needs 

to become a permanent course. Then, we go through the process to make it a permanent 

course.  

Further aligning with the theme of curricula flexibility, Participant B shared that faculty 

members can also create certificate programs where it was identified that disability-related 

content could be offered. 

Some universities have internal or external advisory boards that provide input and 

feedback on the UGPH program curricula. Participant A stated they were confident there would 

be no barriers to starting a conversation with their advisory board on disability-related content. 

The participant said, “if we see that there is a need to be add a little bit more information about 

these populations [people/communities with disability], then we [UGPH program faculty] can 

just bring it up to the group.”   

Critical, Yet a Gap 

Toward the end of each interview, the participants were asked to describe what role they 

feel including disability in the UGPH program DEI goals have on achieving health equity. One 

common theme identified from this question was critical, yet a gap.  

Participants identified disability inclusion in their university’s DEI goals as critical to 

achieving health equity. Participant A stated, “I think including people with disabilities should be 

included in that definition of diversity and inclusiveness, and it will help any program or any 

university to improve health equities, for sure.” Participant E shared that disability frameworks 

are foundational for understanding equity and an important starting point for considering a 

university and program’s DEI goals.  
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Participants noted that their university-wide DEI efforts focus on racial equity and lack 

the inclusion of PWD. Participant D stated:  

In spite of us [university] having a [disability] center on campus that is accessible with 

resources for anyone who qualifies, and they’re amazing and really support students, 

they’re the only ones, I guess, talking about it [disability]…I can’t remember an instance 

where I’ve seen it with anyone with a visible or a non-visible disability [on university 

equity communications]. 

Similarly, Participant C noted that university efforts in this space focus on race and 

ethnicity. While incredibly important, these efforts do not fully consider the intersectionality of a 

person’s experience, including economic stability, neighborhood environments, and visible and 

non-visible disabilities. Participant E identified that university DEI committees are an 

opportunity to think about how disability intersects with race and ethnicity, gender, and sexuality 

to have broader equity conversations inclusive of disability. Participant F shared that if disability 

topics and discussions positively challenge university faculty and DEI’s committees, it would be 

an essential way to think about and apply a broader lens of health equity to public health beyond 

racial equity.  

In thinking about making updates and modifications to UGPH program curricula, 

including disability-related content, Participant D summarized their thoughts by sharing the need 

for UGPH programs to start asking questions about their curricula that includes disability and 

PWD by stating:  

So if we [UGPH program] ask the right questions in the beginning, and set that up to 

include people with disabilities and to be more inclusive of that, then at the end, when we 

measure did we do what we said we were going to do, then it makes more sense, but if 
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we weren’t really looking at it in the beginning, then it’s kind of one thing that’s again 

going to be you know, not addressed, right. So, I think how it’s applied right now is like, 

as we’re moving towards, like, the curriculum and revamping a little bit, what we’re 

hoping to do is to ask the right questions. So, there are certain things that we want to 

measure, so that at the very beginning parts we already have those in mind, so that we 

can actually look at those types of like indicators as we move along.  

During the interview process, participants noted a genuine appreciation for the 

opportunity to share information about their UGPH program curricula with levels of curiosity on 

how they can begin to review and analyze their current curricula for gaps and opportunities to 

integrate disability-related content. Participants expressed interest in becoming aware of the four 

disability competencies for the public health workforce and learning from the findings and 

recommendations of this study to further strengthen their UGPH program through a health equity 

lens that includes disability and PWD. Participant D expressed that the interview provided 

improved topical awareness and inspired motivation to assess further their curricula’s deficits 

and gaps for continuous improvement. Additionally, Participant A shared:  

I’m really glad that I talked with you because I think this is a really important work to 

help us to think more about how we can change the content of the program to include 

more specific components of health equity. I think this [disability] is a really good way to 

define further how equity should look like. I think this is really helpful, and I’m so glad 

to talk to you and really look I look forward to just looking at the preliminary results 

from your study and then to see what other programs are doing, and maybe we can learn 

from that.  
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Summary 

The findings related to the research question: To what extent are the four public health 

workforce disability competencies included or able to be included in UGPH program curricula of 

California-based public universities were outlined in this chapter with six themes. The researcher 

first noted three themes that indicated that disability-related content, specific to four public 

health workforce disability competencies: lacks focus and specificity, lacks inclusion and depth 

in SDOH courses, and is driven and influenced by faculty and student preferences.  

Second, to discover the barriers and facilitators of how the four public health workforce 

disability competencies could be offered in UGPH program curricula in the future, three themes 

emerged: two as barriers and one as a facilitator. One barrier was the faculty’s capacity, which 

included faculty’s preferences, readiness, time, compensation, and subject area knowledge and 

expertise. Another barrier was university and faculty resources, which had faculty training, 

model curricula and guides, and university funding and staff. A facilitator of this work was 

identified as the curriculum flexibility in which universities and faculty members have a 

significant amount of flexibility in the content, instruction, activities, and assignments offered 

within their UGPH program courses and curricula.  
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CHAPTER FIVE: CONCLUSION 

Overview 

UGPH programs are significantly expanding, and graduates are increasingly contributing 

to the numbers of the future public health workforce who will work with persons with 

disabilities. However, research on the inclusion of disability-related content, specifically the four 

public health workforce competencies developed by the AUCD, in UGPH program curricula was 

significantly lacking. Therefore, the purpose of this descriptive, multi-site case study was to 

discover to what extent the four public health workforce disability competencies were included 

or could be included in the UGPH program curricula of California-based public universities.  

This chapter reviews a summary of how and to what extent the study’s results answer the 

research question, discusses the implications for existing research and the public health 

workforce and public health field, and concludes with recommendations for future research, 

considering the limitations of this study. The findings of this study reveal the current landscape 

of undergraduate public health education as it relates to the inclusion of disability-related content 

and the four public health workforce competencies is limited.  

Summary of Findings 

This study aimed to describe how disability-related curricula were or could be included in 

UGPH programs and to understand the barriers and facilitators to disability-related content 

inclusion in UGPH program curricula. The findings related to the research question, to what 

extent are the four public health workforce disability competencies included or can be included 

in UGPH program curricula of California-based public universities, are summarized as six 

themes in Table 5.  
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Table 5  

Summary of Research Findings  

Themes  

1. Disability-related content in UGPH program curricula lacks focus and specificity. 

2. Disability-related content in UGPH program curricula lacks inclusion and depth in 

social determinants of health courses. 

3. Disability-related content in UGPH program curricula is driven and influenced by 

faculty and student preferences.  

4. Faculty capacity is a barrier to including disability-related content in UGPH program 

curricula.  

5. Limited university and faculty resources are barriers to including disability-related 

content in UGPH program curricula. 

6. Curriculum flexibility facilitates the inclusion of disability-related content in UGPH 

program curricula. 

 

Discussion 

UGPH programs play an expanding role in building the future public health workforce. 

The WHO (2022) identified developing competencies for disability inclusion in education and 

training programs as a priority action of its framework to advance health equity for PWD. 

However, there is a concerning lack of research on UGPH education curricula, and the inclusion 

of disability-related content within UGPH program curricula is unknown (Evashwick et al., 

2014). Therefore, this study researched the inclusion of disability-related content in public 

California-based UGPH program curricula with data from semi-structured interviews and 

document analysis. This study and its associated findings, with a focus on UGPH programs, 

expanded upon previous research examining the inclusion of disability-related content in GPH 

program curricula and provided a description of the barriers and facilitators to understand better 

how the four public health workforce disability competencies could be offered in UGPH 

program curricula in the future.  
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Study’s Findings Align With and Expand Upon Previous Research 

Previous research studies revealed that most public health professionals receive 

inconsistent or little to no disability training or education (Akakpo et al., 2020; Sinclair et al., 

2015; Tanenhaus et al., 2000). Like these earlier studies, this study’s key findings indicated 

limited disability-related content at the undergraduate public health level. This study added to 

previous research by finding that disability-related content in public health education aligned 

with the four public health workforce competencies, but lacks focus and specificity, lacks 

inclusion and depth in courses centered on the SDOH, and is driven and influenced by faculty 

and student preferences, including elective selections.  

This study found that even when disability-related content was included in public health 

program curricula, disability-related content appeared in an elective format rather than a required 

course, which confirms and expands upon the findings of other researchers, such as Griffen and 

Havercamp (2021) and Lutz and Bruder (2019). Also, this study found that disability and aging 

topics are used interchangeably and are described as negative or inferior in course descriptions. 

Although there are valid connections to be made between aging, disability, ageism, and ableism, 

these fields of study are not the same, as disability encompasses the entire lifespan. Therefore, it 

is essential to acknowledge and respect the overlaps and differences, to create public health 

promotion efforts that support individuals and the community throughout all stages and ages of 

life.  

This study’s findings suggest that a student can complete a UGPH program and enter the 

public health workforce without receiving any direct information and exposure to PWD or 

disability-related content, including the four public health workforce disability competencies. 
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These findings further emphasize that disability and PWD remain overlooked in public health 

education, including at the undergraduate level. This factor is concerning for two key reasons.  

First, PWD, compared to those without a disability, experience health disparities across a 

broad range of health indicators and SDOH (Krahn et al., 2015), including COVID-19 risks 

(Gleason et al., 2021; NIHCM, 2021) and impacts (Czeisler et al., 2021). Such health disparities 

call for those in the public health field to be attentive to historical and continuous social 

inequities PWD experience and take urgent and intentional public health actions (e.g., public 

dollar investments to support research, programs, services, and policies) to close these health 

gaps throughout the social ecological theory. A series of promising commitments and actions are 

already underway with the signing of Executive Order 13985: Advancing Racial Equity and 

Support for Underserved Communities Through the Federal Government on January 20, 2021, 

which tasked all federal government agencies to develop equity action plans to serve 

communities that have long been underserved (Executive order on further advancing, 2021), and 

the Health Equity Framework of the Centers for Medicare and Medicaid Services (2022), which 

includes priority areas that support PWD. Similar investments and initiatives should be assessed 

and evaluated to determine the extent that they reach their intended outcomes, including 

advancing equity for PWD. Additionally, state and local governments and public educational 

institutions can follow this model to develop equity action plans, including PWD, aligning with 

their core functions, responsibilities, and services. 

Second, according to Resnick et al. (2017), UGPH programs are growing. UGPH 

programs are intended to prepare students with the essential skills to serve as entry-level public 

health professionals, as noted by Kiviniemi and Przybyla (2019). Study participants noted that 

their universities are experiencing significant increases in undergraduate students declaring 
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public health as a major. Such growth can strengthen the public health workforce and serve as a 

more comprehensive training resource for the governmental public health workforce (ASPPH, 

2015; Resnick et al., 2018). The findings of this study suggested that the future public health 

workforce will lack the knowledge, skills, and experience to address the current, emerging, and 

future needs of the nation and communities, as PWD currently represent one in four adults and 

one in six children in the United States.  

Disability is Neglected in the Social Ecological Theory 

In examining UGPH programs through a social-ecological theory lens, course offerings 

and curricula align with exploring and explaining the relationship between and impact of SDOH 

and their contribution to health disparities. These course offerings support the principles of 

Public Health 3.0, which emphasize the need to address public health topics and health 

disparities through cross-sector collaboration, interdisciplinary approaches, and SDOH training 

as a part of workforce preparedness (DeSalvo et al., 2017). Further, it is common for UGPH 

program goals to articulate a desire to produce public health graduates prepared to work with 

diverse populations and address the SDOH that impacts human health and contributes to health 

disparities to achieve health equity.  

However, the findings of this study, which focused on UGPH program curricula, suggest 

that these current goals and associated efforts do not acknowledge or include disability or PWD. 

These findings indicate that disability constructs and PWD continue to be viewed through the 

medical model lens. The medical model lens focuses on individual-centered limitations (Dirth & 

Branscombe, 2019), rather than the social model lens, which focuses on disability through 

limitations and barriers caused by physical and social contexts (Andrews, 2020; Dirth & 

Branscombe, 2017; Hopson, 2019). Likewise, California’s public universities are increasingly 



 178 

establishing and dedicating resources to university centers, programs, faculty, and committees 

for university-wide DEI strategic plans, goals, and actions. The participants interviewed in this 

study noted that these initiatives focus on racial equity and lack the inclusion of disability and 

PWD. Overall. UGPH programs and their students are missing opportunities to connect disability 

and PWD to broader public health and health equity conversations, which includes exploring the 

intersectionality between disability and race, ethnicity, income, gender, and sexual orientation, 

neglecting a substantial community group who experiences significant health disparities due to a 

history of oppression, stigma, discrimination, and social and environmental barriers.  

Factors Contributing to a Lack of Inclusion of Disability-Related Content 

In taking a qualitative research approach, such as interviewing UGPH program 

representatives, this study provided new information on 1) the awareness of the four public 

health workforce competencies developed by AUCD, 2) the influences of CEPH accreditation 

standards and competencies on UGPH program curricula, and 3) and a description of the barriers 

and facilitators to developing and adopting disability-related content into UGPH program 

curricula. In examining these three components collectively, this study aimed to describe the 

shared gaps, issues, and opportunities to inspire intra- and cross-university discussions, 

partnerships, and peer-to-peer networking and sharing to advance health equity efforts that 

acknowledge, include, and support PWD.  

Implications 

The information learned in this qualitative study could have important theoretical and 

practical implications for public health, public health practitioners, and the community regarding 

public health workforce preparedness through undergraduate education and health equity.  
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Theoretical Implications 

 The findings of this study suggest that disability and the intersections between public 

health and disability-related topics are not viewed and responded to through a social-ecological 

theory lens within UGPH program curricula. Future research may explore why disability remains 

a neglected public health issue even as the public health field progresses and broadens its 

practices to address the SDOH and achieve the Public Health 3.0 vision. It is recommended that 

additional research delve deeper into understanding and addressing the perspectives and barriers 

at each level of the social-ecological theory (i.e., individual, intrapersonal, institutional or 

community, and societal) that impact the inclusion of disability-related content in UGPH 

program curricula. It is time for public health to strengthen its ties to disability by redefining and 

embracing its connection, roles, and responsibilities in eliminating the health disparities PWD 

experience due to the social inequities within each level of the social-ecological theory.  

Practical Implications 

Social influences drive health, called the SDOH, involving multiple sectors, actors, and 

partners (DeSalvo et al., 2017). When viewed through social theories, explanations of health 

outcomes and health disparities are connected to social constructs, including social structures and 

powers (Harvey, 2020; Short & Mollborn, 2015). The fundamental principles of public health are 

grounded in equity, social justice, and protecting and promoting the health of all people in all 

communities. Public health is achieved, in part, by building a diverse and skilled public health 

workforce through university programs that represent the community and practice cultural 

humility. Magaña and Biberman (2022) stated, “addressing the social determinants of health is at 

the core of public health practice and, therefore, also at the core of public health academia” (p. 

579). Griffen and Havercamp (2021) asserted that “the public health workforce needs to reflect 
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the whole community. Addressing attitudinal barriers that do not support inclusion of people 

with disabilities is an essential training goal” (p. 360). Recognizing that universities have a role 

in educating and training the future public health workforce, the ASPPH is focused on initiatives 

to strengthen public health academia to reflect diversity, equity, inclusion, and justice principles 

to support communities (Magaña & Biberman, 2022).  

Within the social-ecological theory, universities as educational settings fall within the 

community and institutional domain (Golden & Wendel, 2020). In alignment with the social-

ecological theory, the findings of this study show that UGPH program curricula do not operate in 

isolation or silos but are influenced by a multiple of other individual, social, and environmental 

factors, including the CEPH’s accreditation requirements; university faculty members’ 

knowledge, skills, and areas of interest; and the community. This study’s findings suggest that 

UGPH programs identify resources to build the next generation of public health professionals to 

serve communities. Therefore, communities should be concerned that public health 

professionals, including those serving within government organizations, receive limited to no 

exposure and education to disability-related topics in university educational programs.  

Public health cannot advance health equity if education and training remain static 

(Golden & Wendel, 2020). Given the emphasis of the social-ecological theory on describing the 

collective impact of multiple levels of influence on health, including disability-related content in 

UGPH program curricula, at the institutional and organizational level, would influence the 

knowledge, attitudes, skills, and confidence of public health practitioners at the individual level. 

This assertion aligns with previous related research demonstrating the positive impacts of 

academic programs on disability and PWD (Carlson & Witschey, 2018; Lutz & Bruder, 2019; 

Onyeabor, 2015; Skoots et al., 2015). Disability awareness can be integrated into any public 
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health course or training that discusses planning, health equity, SDOH, ethics, maternal and child 

health, aging, and epidemiology (Griffen & Havercamp, 2021).  

As an interdisciplinary field further aligned with the social-ecological theory, public 

health academia must collaborate with other sectors to embrace a systems-thinking approach to 

community health (Magaña & Biberman, 2022). As such, practical implications are outlined to 

describe how the research findings of this study can impact diverse stakeholders, including 1) 

public administration field, 2) the AUCD, the coordinating body that initially developed the four 

public health workforce disability competencies; 3) CEPH, the accrediting body of schools and 

programs of public health, and the NBPHE, an independent organization that ensures public 

health professionals have foundational public health knowledge and skills; 4) UGPH program 

and program directors, coordinators, and faculty; and 5) the community served by public health 

professionals.  

Public Administration 

For the field of public administration, this study’s information and findings elevate equity 

as a critical component of public administration practice that must be prioritized alongside and 

reinforced by the other three pillars of public administration– economic efficiency and 

effectiveness. Blesset et al. (2019) call for equity to be the foundational pillar of public 

administration. The inequities and health disparities experienced by PWD that cost the nation 

billions of dollars annually further support the need to ensure equity, including disability and 

PWD. Current and future public administrators working across sectors, including public health, 

are responsible for applying an equity lens to all decisions and actions to ensure that policy and 

the allocation of public resources do not perpetuate historical injustices and facilitate unintended 

consequences. Failure to embrace and apply equity to public administration functions will 
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maintain the status quo (Mulyadi et al., 2018). For those in academia, this study’s information 

and findings may challenge the assessment and subsequent development, integration, and 

delivery of equity-based curricula that includes disability and PWD to prepare a responsive 

workforce to the needs of diverse populations.  

Association of University Centers on Disabilities  

For AUCD, this study’s information and findings may encourage revisiting and 

evaluating the original four public health disability competencies developed in 2016. This effort 

should include input and feedback from public health and disability SMEs, such as university 

public health faculty, and reflect public health learnings from the COVID-19 pandemic response 

and recovery efforts. The participants interviewed in this study were unfamiliar with AUCD’s 

four public health disability competencies; therefore, it is recommended that AUCD develop and 

implement a robust communications and training plan to raise awareness of the competencies to 

the intended users (i.e., UGPH program staff and public health organizations). The AUCD can 

also support the meaningful integration of the competencies into public health education and 

training programs with recommended strategies, resources, toolkits, guides, and module 

education and training curricula. AUCD can use the existing infrastructure of its Public Health is 

for Everyone (n.d.) online toolkit, which houses resources for public health professionals to 

create programs that benefit entire communities, including PWD, to disseminate resources 

geared toward university public health faculty for student education and students. AUCD may 

consider adding a filter option to the online toolkit site to allow university faculty to quickly 

locate recommended resources and connect with others in similar professional roles.  

A comprehensive training plan would address an identified barrier of this study, in which 

AUCD should seek a partnership and grant from the CDC to fund an updated iteration of the 
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public health workforce disability competencies to reflect the current, emerging, and future 

public health needs of communities. The CDC and others can also provide funding to AUCD to 

develop online training modules to reach public health educators and public health practitioners.  

Council on Education for Public Health and National Board of Public Health Examiners 

Griffen and Havercamp (2021) recommended that disability competency be added to 

education standards for accreditation or licensure. For CEPH, this study’s findings may 

encourage them to revisit and evaluate the accreditation criteria, specifically within the Diversity 

and Cultural Competency domain, for all levels of public health education, including 

undergraduate, master, and doctoral programs to expand and enhance its language and 

requirements to include disability-related content and the four public health workforce disability 

competencies. Such reviews and revisions can occur during CEPH’s next five-year criteria 

review cycle. This revision period is an opportunity to establish more concrete knowledge, skills, 

and awareness of disability-related competencies for public health accreditation requirements. 

Any updated language and conditions focused on disability-inclusion content should be applied 

to universities and programs seeking initial accreditation and reaccreditation.  

Such efforts within the accreditation realm would support the two foundational 

competencies for UGPH students identified by CEPH (2022): 1) the ability to communicate 

public health information in both oral and written forms through a variety of media and to 

diverse audiences and 2) the ability to locate, use, evaluate, and synthesize public health 

information. Further, since universities look to the CEPH to inform public health program 

expectations, revisions to include disability-related content would set the precedence that a 

disability-competent public health workforce is the standard and critical to addressing the 

nation’s health equity goals. 
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For NBPHE, this study’s information and findings may encourage them to revisit and 

evaluate its Certified in Public Health content areas across all domains to ensure disability and 

PWD are included throughout the exam. Such efforts should consist of disability and PWD with 

the health equity and justice domain and associated measures, which aim to assess knowledge of 

the social-ecological model; address health disparities; and analyze the availability, acceptability, 

and accessibility of public health services across diverse populations (NBPHE, 2021).  

UGPH Programs and Program Directors, Coordinators, and Faculty 

For UGPH program directors, coordinators, and faculty, this study’s information and 

findings may encourage them to assess their UGPH program as a whole and the individual 

courses through a disability-inclusion lens and with the four public health workforce 

competencies to identify opportunities for disability-content focus and integration. This work 

includes reviewing existing UGPH program goals, course descriptions, syllabi, and learning 

objectives. Disability-related content should be reflected and integrated into UPGH program 

courses, both required and electives, which introduce public health and address the SDOH, 

health equity, and systems of oppression and discrimination. Universities may seek out grant 

funding and resources to support this work by hiring disability and public health consultants who 

have experience in a university setting as faculty or staff.  

To further support and advance this work, the researcher recommends that disability-

inclusion curricula and the four public health workforce disability competencies be discussed 

among members of the California Schools and Programs of Public Health Network (CA-SPPH). 

This recommendation enables California’s network of public and private universities to engage 

in conversations addressing issues, establishing action plans, and taking collective actions on 

shared topics and areas of interest, including resource sharing that addresses the barriers 
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identified in this study. The CA-SPPH allows public health schools and programs to collaborate 

and share information on research, curriculum, and practice-based internships. Universities and 

the CA-SPPH are encouraged to learn how other universities, such as the University of 

Connecticut (n.d.), have strengthened their public health programs to offer a Certificate of 

Interdisciplinary Disability Studies in Public Health, informed by the 10 Essential Public Health 

Services framework.  

Universities need to ensure the delivery of disability and disability-related topics into 

their UGPH program curricula is done strategically, intentionally, and impactfully. This study 

found faculty preferences to be a barrier to including disability-related content in UGPH program 

curricula. Therefore, universities and CA-SPPH may also use this information to actively recruit, 

hire, and retain faculty with disability studies knowledge and research and improve internal 

university partnerships with disability studies programs, student disability resource centers, and 

DEI offices and committees. The Center for Disability Justice Research: Health Equity, 

Education, and Creativity of California State University, East Bay (2022), whose mission is to 

“promote equity through radically inclusive teaching, scholarship, and advocacy” and “foster 

dialogue around and reduce the disparities in access to optimal health, quality healthcare, and 

inclusive higher education,” may also serve as a promising resource and model for other 

universities (para. 1). Since curriculum flexibility is identified as a facilitator to the inclusion of 

disability-related content in UGPH program curricula among study participants, faculty should 

seek out opportunities to include case studies, articles, videos, Ted Talks, and frameworks and 

theories focused on disability into their course content and instruction. University faculty can 

also lean into individuals’ and organizations’ experience and subject-matter expertise to 

contribute to the students’ learnings of and exposure to disability-related content connected to 
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public health, health equity, and SDOH. These offerings could include inviting guest speakers 

and organizations representing disability services (e.g., speech, occupational, physical, and 

recreation therapists; special education teachers; community developer social workers; urban 

planners; policy analysts; or lawyers) into the classroom. 

In addition to content integration into existing required and elective UGPH program 

courses, universities can use this information to develop and pilot test disability-specific public 

health courses. Universities can add courses to their programs addressing emerging, special, and 

experimental topics. Courses under emerging, special, and experimental topics should be 

evaluated with feedback from faculty and students for continuous improvement as the course 

progresses into a permanent offering.  

Several UGPH programs offer or require students to complete internships and fieldwork 

experiences before graduating. Therefore, it is recommended that university faculty and staff 

(e.g., internship coordinators) take proactive steps to ensure that private and public organizations 

that serve PWD are made available to, and even required of, students for credit fulfillment. Such 

local organizations and organization chapters include, but are not limited to, regional centers for 

developmental disabilities, aging, and disability resource connections, independent living 

centers, area agencies on aging, University Centers for Excellence in Developmental Disabilities, 

The Arc, Easter Seals, and Special Olympics. These organizations can also be invited to serve on 

UGPH program curriculum committees to elevate the voices of PWD from both the community 

and the university’s student population.  

Community 

Communities should not be content with the status quo of disabilities being overlooked 

and neglected in health equity conversations and actions at all levels of PHP curricula and public 
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health. Opportunities exist to integrate disability, PWDs, and ableism-related public health 

services because disability crosses all races, ethnicities, cultures, sexes, and socioeconomic 

statuses (Sheppard-Jones & Lasley-Bibbs, 2021). This study’s information and findings may 

encourage community members to advocate through civic engagement opportunities to ensure 

decisions made on public health programs, services, and community investments reflect the 

voice and perspectives of PWD and those with lived experience.  

Delimitations and Limitations 

The two delimitations of this study were: 1) this was a multi-site case study consisting of 

five cases (i.e., UGPH program curricula) and six interviews with university representatives with 

a program-wide understanding of their university’s UGPH program curricula, and 2) the study’s 

findings reflected data triangulation.  

Application of a multi-case study research methodology allowed cross-site syntheses of 

the research findings for this study. This synthesis offered broad descriptions, perspectives, and 

understandings of the extent to which the four public health workforce disability competencies 

were included or could be included in the UGPH program curricula of California-based public 

universities. Similarly, the data triangulation increased the confidence in the findings, 

strengthened the completeness of the study, and enabled the researcher to collect data on the two 

complementary components of the overarching research question within a single study (Arksey 

& Knight, 1999). 

The two limitations of this study are 1) limitations in scope and 2) study participants were 

limited to employees of a California-based public university that offers a UGPH degree. This 

study was limited in scope as only California-based public universities were eligible; however, 

there are private universities within California that also offer a UGPH degree in addition to other 
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public and private universities across the nation. As such, the findings of this study may not 

directly reflect the UGPH program curricula of other universities within California and the 

nation. Other UGPH program curricula offerings at other universities not included in this study 

may have adopted and implemented disability-related content, including the four public health 

workforce disability competencies. This study was also limited by those who met the defined 

eligibility criteria to participate in an interview. Such criteria did not enable current or graduated 

UGPH students to share their perspectives, opinions, and experiences on the inclusion of 

disability-related in their university’s UGPH program curricula, which is the population group 

that the program curricula are designed for and delivered to.  

Recommendations for Future Research 

The literature on the inclusion of disability-related content and the four public health 

workforce disability competencies within UGPH program curricula may benefit from future 

research that addresses the limitations of this study.  

First, to address limitations in scope, future research on this topic could include using a 

large number of cases (i.e., UGPH program curricula) to have private California-based 

universities and public and private universities from across a broader geographical region (i.e., 

universities in the west coast) or nationwide. To research a greater number of universities, a 

mixed-methods approach could be used in which quantitative survey data could complement 

qualitative research methodologies. Universities and faculty are encouraged to support and 

participate in future research on including disability-related content in public health program 

curricula (e.g., take surveys and engage in interviews and focus groups). This participation may 

strengthen the literature on gaps and opportunities to improve and enhance the preparedness of 

future public health administrators and workforce to support PWD in alignment with health 
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equity goals. Additionally, researchers could conduct virtual, or in-person focus groups with 

participants who share similar characteristics or common interests to gather data from more 

individuals in fewer sessions than it would take if conducting 1:1 interviews with participants. 

Such focus groups could be organized, promoted, and hosted through professional conferences 

like the ASPPH Undergraduate Conference for Education in Public Health and the APHA.  

Second, to address the limitation of study participants, future research on this topic could 

focus specifically on examining the perspectives of current and graduated UGPH program 

students on their perceived public health workforce preparedness to support PWD. Future 

research could add current and graduated UGPH program students as participants alongside 

university UGPH program employees. Research could include disability and disability-related 

content in undergraduate and graduate public administration and public policy programs. This 

research should also include students who self-identify with a disability, as having a diverse 

governmental workforce improves citizen trust (Lopez-Littleton & Blessett, 2015). This research 

could be conducted through qualitative, quantitative, or mixed-method research approaches as a 

single or multi-site case study because information on UGPH students’ attitudes, beliefs, 

viewpoints, knowledge, skills, and workforce preparedness for disability and disability-related 

content are limited in current research.  

Summary 

The public health field is committed to protecting and promoting the health of all people 

in all communities. Public health is grounded in equity, social justice principles, and science-

based strategies to improve population health. Since social and environmental factors influence 

population health, public health administrators and the workforce are responsible for forging 

partnerships across sectors to design, manage, and administer programs and policies that address 
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the SDOH to improve health equity. This approach enables public health services and programs 

to be leveraged and coordinated among diverse government agencies and policy domains. As 

public administrators, the governmental public health workforce decides on public resource 

investments and allocations that impact communities. Ethical principles and standards the ASPA 

sets must guide workforce decisions and actions. Treating all persons with fairness, justice, and 

equality, respecting individual differences, rights, and freedoms, promoting initiatives to reduce 

unfairness, injustice, and inequality in society (ASPA, 2013), and embracing equity as a fourth 

pillar of public administration.  

Public health identifies building and supporting a diverse and skilled public health 

workforce that reflects the community as one of its 10 essential public health services to achieve 

this mission. The growth of UGPH programs will impact and influence the future public health 

workforce, including the governmental workforce, as the number of undergraduate degrees 

conferred is expected to soon meet and exceed the number of graduate degrees conferred 

(Resnick et al., 2018). However, the literature on UGPH program curricula is lacking, which is 

concerning as UGPH program curricula should prepare students with the essential skills to enter 

the public health workforce to address the population’s health needs. 

A significant amount of data and evidence exist that document the health disparities of 

PWD; however, nothing was known about the level of education and training UGPH program 

students received during their studies and upon graduation. Therefore, the purpose of this study 

was to conduct preliminary research to describe how disability-related curricula were or could be 

included in UGPH program curricula and to understand what supports are needed to offer UGPH 

program curricula that prepare a disability-competent public health workforce. This study 

consisted of a descriptive multi-case study of UGPH programs housed within California-based 
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public universities with semi-structured interviews and content analysis data. This study found 

that disability-related content in UGPH program curricula lacks focus and specificity, lacks 

inclusion and depth, and is influenced by faculty and student preferences. Additionally, faculty 

capacity and university and faculty resources were identified as barriers, and curriculum 

flexibility was identified as a facilitator to disability-content curricula inclusion in UGPH 

program settings.  

Disability and the needs of PWD should no longer remain absent nor optional from health 

equity, public administration, and public health conversations and curricula. While a framework 

from AUCD outlines the four public health workforce disability competencies, this study found 

that these competencies are not well-known nor integrated into UGPH program curricula. This 

study’s other findings have critical implications for the public’s health, further illustrating that 

the solutions to developing future disability-competent public health administrators and 

workforce requires multi-sectoral partnership, policies, and actions among academia, public 

health practitioners, public administrators, and the community. 
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Appendix A 

Web Links  

Web links of California-based public universities UGPH program curricula and 2022-2023 

academic course descriptions. 

Name 

(in alphabetical order)  

 

Resource Web Links 

1. California State University, Bakersfield https://www.csub.edu/catalog/2023-2024-

public-health-ph 

 

2. California State University, Channel Islands https://catalog.csuci.edu/preview_program.p

hp?catoid=56&poid=13136  

 

3. California State University, Chico  https://catalog.csuchico.edu/courses/padm/  

 

4. California State University, Dominguez Hills https://catalog.csudh.edu/academics/health-

science/health-science-bs/  

 

5. California State University, East Bay https://catalog.csueastbay.edu/preview_prog

ram.php?catoid=31&poid=13546&returnto

=27157   

6. California State University, Fresno  https://www.fresnostate.edu/catalog/docume

nts/General%20Catalog%2022-23.pdf  

7. California State University, Fullerton  https://catalog.fullerton.edu/content.php?cat

oid=75&navoid=9876  

8. California State University, Los Angeles  https://ecatalog.calstatela.edu/preview_prog

ram.php?catoid=71&poid=32138&hl=%22p

ublic+health%22&returnto=search  

9. California State University, Monterey  https://catalog.csumb.edu/preview_program

.php?catoid=8&poid=1487&returnto=422 

10. California State University, Northridge https://catalog.csudh.edu/academics/health-

science/health-science-bs/ 

11. California State University, Sacramento  https://catalog.csus.edu/colleges/health-

human-services/public-health/bs-in-public-

health/ 

12. California State University, San Bernardino  https://catalog.csusb.edu/colleges-schools-

departments/natural-sciences/health-

science-human-ecology/public-health-bs/ 

13. California State University, San Diego https://catalog.sdsu.edu/preview_program.p

hp?catoid=6&poid=5297&hl=%22public+h

ealth%22&returnto=search  
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14. San Francisco State University  https://bulletin.sfsu.edu/colleges/health-

social-sciences/public-health/bs-public-

health/#degreerequirementtext 

15. California State University, San José https://catalog.sjsu.edu/preview_program.ph

p?catoid=13&poid=7902&hl=%22public+h

ealth%22&returnto=search 

16. California State University, San Luis Obispo  https://catalog.calpoly.edu/collegesandprogr

ams/collegeofsciencemathematics/kinesiolo

gypublichealth/bspublichealth/ 

17. California State University, Stanislaus  https://catalog.csustan.edu/preview_progra

m.php?catoid=30&poid=5709&hl=%22publ

ic+health%22&returnto=search 

18. University of California, Berkeley  https://guide.berkeley.edu/undergraduate/de

gree-programs/public-

health/#majorrequirementstext 

19. University of California, Irvine https://catalogue.uci.edu/programinpubliche

alth/publichealthsciences_bs/ 

20. California State University, Merced https://publichealth.ucmerced.edu/major-

degree-program 

21. University of California, Santa Cruz https://ucsc.smartcatalogiq.com/current/Gen

eral-Catalog/Academic-Units/Physical-and-

Biological-Sciences-Division/Molecular-

Cell-and-Developmental-Biology/Global-

and-Community-Health-BS 

22. University of California, San Diego   https://catalog.ucsd.edu/curric/FMPH-

ug.html 
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Appendix B 

Undergraduate Required Course Descriptions or Learning Objectives Identifying 

Disability 

Course  Course Description Offering University 

(in alphabetical order) 

KINE 3118: 

Epidemiology and 

Wellness  

Study of the biologic, behavioral, social, 

and environmental distribution and 

determinants of health, disease, disability, 

morbidity, and mortality in human 

populations. Emphasis is on current 

research designs used to explore the 

variation of disease occurrence in order to 

understand the causes of disease. Findings 

are applied to disease prevention and 

health promotion. 

CSU, Bakersfield  

PUBH 465: 

Introduction to 

International Health  

Issues in international health emphasizing 

core disease conditions. Introduction to 

leading causes of death and disability 

within an international context, as well as 

programmatic and policy responses to 

improve international health. 

CSU, Fullerton  

CH PUBH 134: 

Understanding 

Human Sexuality 

This course is designed to explore gender 

and social issues associated with human 

sexuality. The course will examine the 

impact of physiological, psychological, 

social, and cultural differences and 

similarities on the sexual health of diverse 

groups. The course will explore issues 

related to age, ability/disability, sexual 

identity, sexual myths, misconceptions, 

gender, and gender expression. 

CSU, Sacramento  

 

  



 232 

Appendix C 

Undergraduate Required Course Descriptions or Learning Objectives Identifying SDOH, 

Health Equity, and Systems of Oppression and Discrimination Without Identifying 

Disability 

Course  Course Description Offering University 

(in alphabetical order) 

PHHA 328 – 

Health Equity   

Ethnic groups in the U.S. face many health 

problems. This course focuses on those 

problems which affect the four largest ethnic 

groups in the U.S.: African Americans, 

Hispanic Americans, American Indians, and 

Asian Americans. The effects of history, 

health beliefs and practices, and 

socioeconomic status on the health of these 

ethnic populations are addressed. Current and 

potential strategies to improve health care 

delivery to these groups are explored. 

CSU, Chico 

HEA 468: 

Multicultural 

Health  

Study of social, cultural, psychological, and 

biological factors affecting the distribution of 

health, wellness, and illness in various ethnic, 

cultural, and racial groups. Special attention is 

given to health issues of groups with special 

physical and mental health needs, including 

underserved and immigrant populations 

residing in California. 

CSU, Dominguez Hills   

PH 315: Public 

Health    

A critical examination of the major public 

health challenges facing our society. Explores 

how the health of a population is shaped by 

environmental, cultural, social and economic 

factors, as well as by medical care. 

 

Upon successful completion of this course 

students will be able to: identify and explain 

the principal determinants of health and 

disease, including the determinants of 

inequalities in the health of groups 

differentiated by race, ethnicity, 

neighborhood and economic status. 

CSU, East Bay  
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PANM 312: Intro 

to Public 

Administration 

and Nonprofit 

Management 

This course introduces students to the study 

and practice of public administration. 

Students learn theoretical and practical 

approaches to public sector governance and 

the management of nonprofit organizations. 

Students explore inequities and social justice 

issues in contemporary U.S. society. The 

intersectionality of social categorizations, 

such as race, ethnicity, and gender will be 

examined in relation to systems of 

discrimination and disadvantage in public 

policies and administrative practices. 

CSU, Monterey  

CHHS 462 – 

Equity, Justice, 

and Public Trust 

This course examines the principles of 

democracy, equity, and justice in the public 

sector, and the impact of systemic racism, 

colonialism, and racialization on historically 

disadvantaged communities. Using 

contemporary media, literature and case 

studies, this course explores the duality of 

race and privilege in the United States and 

their role in shaping public policymaking and 

the implementation of public policies. 

CSU, Monterey   

PH 520: Structural 

Oppression and 

Social Foundations 

of Health 

 

Examine how the state has systematically 

limited access to power and resources to 

“minoritized” communities in the United 

States, resulting in the oppression of African 

Americans, Latinas/os, Asian Americans, 

Native Americans, LGBTQ+ communities, 

and immigrants. Discussion of how these 

systems of oppression create health inequities 

and exploration of strategies for shifting 

systems of power to work toward greater 

health equity.  

CSU, San Francisco  

PH 15: Human 

Lifespan  

Emphasizes growth and development of the 

individual from conception to death – 

perspective on biological, cultural, 

sociological, and psychological changes and 

continuities during the human life span. 

Special attention will be given to 

socioeconomic status, gender, and ethnic 

variations. 

CSU, San Jose   
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PH 145: 

Community 

Mental Health  

 

Comprehensive analysis of community 

mental health using a socio-ecological 

framework. Intersection of race, 

socioeconomic status, gender, sexual 

orientation, and mental health is examined. 

Emphasis is on prevention and recovery. 

CSU, San Jose   

SOCIOL 3: Social 

Problems 

 

Focuses on how institutional and 

organizational features of societies generate 

problems for people. Particular attention 

directed at a set of problems related to 

political and economic inequality: poverty, 

racism, sexism, urban and population 

problems, the environment, the criminal 

justice system. 

UC, Irvine   
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Appendix D 

Undergraduate Elective Course Descriptions or Learning Objectives Identifying Disability 

Course  Course Description Offering University 

(in alphabetical order) 

SPAN 451 – 

Introduction to 

Healthcare 

Interpreting 

Introduction to profession of health care 

interpreting from English into Spanish and 

vice versa. Includes ample practice in three 

most frequent modes of interpretation in 

medical settings (i.e., sight translation, 

simultaneous interpretation, and 

consecutive interpretation). Topics include 

medical terminology, role of interpreter, 

code of ethics, standards of practice, 

interpreting laws, and multicultural 

interactions. 

CSU, Channel Islands  

KINE 315: 

Introductions to 

Adapted Physical 

Education  

A study of common disabilities found 

across the lifespan. Discussions are held 

about the historical and philosophical basis 

for adapted physical activity, and the 

impact of state and federal legislation. 

Analysis of the roles and responsibilities of 

the adapted physical education specialist 

and the inclusive educational environment 

also are examined. This course is 

applicable to all disciplines dealing with 

the disabled. 

CSU, Chico  

SPED 343: Overview 

of Special Education  

This is a survey course recommended for 

students interested in all types of 

exceptional learners and a prerequisite to 

professional preparation programs in the 

Department of Professional Studies in 

Education. Content includes (1) an 

overview of the characteristics, 

identification, and educational needs of 

special populations, (2) social, familial, 

biological, historical, cultural, economic, 

political, and legal contexts in which 

special education occurs, and (3) 

characteristics of effective programs. 

Includes a service-learning experience. 

CSU, Chico 

PH 345: Aging and 

Long-Term Care 

Overview of public health and policy 

issues in aging and long-term care. 

CSU. East Bay  
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Implications of chronic illnesses and 

disability in the aging population. Impact 

of economic, political, and social 

conditions in the provision of health care 

services to the elderly. 

PH 440: Global 

Health and Disability 

Global health from the perspective of 

people with disabilities. Eighty percent of 

people with disabilities live in developing 

countries. Reflecting an awareness of the 

needs of fifteen percent of the world’s 

population, an estimated one billion 

people.  

 

Upon successful completion of this course 

students will be able to: Apply disability 

perspectives in the context of global public 

health; Understand challenges that both 

resource poor nations and the developed 

world face in accommodating the health 

care needs of people with disabilities;  

Analyze culturally aware global health 

research and development practices from a 

program evaluation perspective; Recognize 

how intersectionality influences the lived 

experience of disability in a global context 

(e.g., race, socioeconomic status, gender) 

including the ability to access resources to 

maintain health or receive treatment; 

Appraise how the health of people with 

disabilities can be improved via the 

implementation of specific policies and 

programs or the addition of new 

technology. 

CSU, East Bay  

PUBH 420 – Chronic 

Disease 

Epidemiology 

 

Areas in chronic disease epidemiology, the 

leading causes of death and disability, and 

the risk factors related to causes and the 

prevention of disease.  

CSU, Fullerton  
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KNES 454 – Physical 

Dimensions of Aging  

 

Scientific evidence concerning the 

relationship between level of physical 

activity and physical, cognitive, and 

psychosocial well-being during aging. 

Changes that occur during aging, changes 

related to inactive lifestyles, and the 

positive effects of an active lifestyle on 

preventing disease and disability. 

CSU, Fullerton  

CHDV 4270 – 

Disability Across the 

Lifespan  

Introduction to disability studies from an 

interdisciplinary perspective. Social, 

cultural, and political contexts of disability 

with a family and development lifespan 

focus.  

CSU, Los Angeles  

CY PLAN 120 

Community Planning 

and Public Policy for 

Disability  

 

This course reviews what society and local 

communities can do in terms of policies, 

programs, and local planning to address the 

needs of citizens with disabilities. 

Attention will be given to the economics of 

disability, to the politics of producing 

change, and to transportation, housing, 

public facilities, independent living, 

employment, and income policies. Options 

will be assessed from the varying 

perspectives of those with disabilities and 

the broader society. 

UC, Berkeley  

UGIS 110: 

Introduction to 

Disability Studies 

 

This course focuses on the social and 

personal meaning of disability and chronic 

illness. We will explore definitions and 

conceptual models for the study of 

disability, the history of disabled people, 

bio-ethical perspectives, the depiction of 

disability in literature and the arts, public 

attitudes, and legal and social policies. The 

course will investigate the interaction of 

disability with social factors, such as 

gender, sexual orientation, race, ethnicity, 

and class. The course is for students with 

and without disabilities and may be of 

special interest to students preparing for 

careers in the health professions, education, 

law, architecture, social work, or 

gerontology.* 

 

*Public health not listed  

UC, Berkeley  
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CSE 80 A: Universal 

Access: Disability, 

Technology, and 

Society 

 

Overview of human-centered technology 

and of its potential for increasing the 

quality of life and independence of 

disabled individuals. A substantial portion 

of the course is devoted to studying 

physical, psychological, and psychosocial 

aspects of disability. Topics include: 

diversity and integration, legislation, 

accessibility, and universal design. 

UC, Santa Cruz  

FMST 3: Disability 

Studies 

 

Introduces students to the key critical 

concepts, debates, and questions of practice 

in the emerging field of disability studies, 

with a focus on feminist and critical race 

approaches to disability. 

UC, Santa Cruz 

LGST 173: 

Disability, Law, & 

Politics 

Introduction to how individuals, societies, 

and states answer fundamental questions 

about disability, including what is or is not 

a disability, what causes disability, and 

what the proper responses to the existence 

of disabilities are. 

UC, Santa Cruz 

GLBH 20: 

Introduction to 

Global Health  

Provides a foundational interdisciplinary 

understanding of complex global health 

issues and introduces major concepts and 

principles in global health. The course 

surveys the range of problems contributing 

to the global burden of disease and 

disability including infectious disease, 

mental illness, refugee and immigrant 

health, natural disasters, climate change, 

and food insecurity. 

UC, San Diego  
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Appendix E 

Undergraduate Elective Course Descriptions or Learning Objectives Identifying SDOH, 

Health Equity, and Systems of Oppression and Discrimination Without Identifying 

Disability 

Course  Course Description Offering University 

(in alphabetical order) 

SOC 4630: Sociology 

of Medicine 

 

This course examines how the institution 

of medicine is embedded in larger society. 

In particular, we will examine the rise of 

the professionalization of medicine and 

medical technology and how this change 

has impacted health care. When addressing 

the medicalization of society, we will pay 

close attention to the relationship between 

medicine and socio-demographic 

characteristics like gender, social, class, 

race/ethnicity, and age. Although we will 

touch on the role of medicine and health 

care globally, our focus will primarily by 

on the American health care system and the 

debates and theoretical issues surrounding 

its reform. In order to provide students, the 

opportunity to apply course material in 

their personal lives, this course will involve 

an applied experiences requirement. 

CSU, Bakersfield  

NRS 356: Vulnerable 

Populations  

Assists the learner to evaluate multicultural 

(including Chicana/o, Latina/o, and other 

communities of color in the U.S.) and 

psychosocial factors that create vulnerable 

populations and understand health care 

issues resulting from vulnerability. 

Presents concepts of vulnerable 

populations: health indicators, health 

determinants, and health disparities. 

Explores vulnerable populations from 

global, national, and local perspectives. 

Implications for research, practice, and 

policy are examined. 

CSU, Channel Islands  

CHLD 255: Marriage 

and Family 

Relationships 

This is an introductory course to marriage 

and family, including psychological, 

physiological, and social aspects of close 

CSU, Chico  
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 personal relationships. The class explores 

the social-historical construction of family 

and intimate relationships and the 

intersectionality of race, ethnicity, gender, 

social class, and age that influence the 

pursuit and experience of romantic and 

family relationships, including parent-child 

relationships. Contemporary topics such as 

dating, courtship, marriage, family life, 

divorce practices, parenting practices, 

family economics, intimate partner 

violence, and sexuality are considered 

through a contextual lens and the impact of 

ethnicity, gender and social class on these 

topics is presented.  

CH PH 104: Global 

and Cultural Issues in 

Health 

Influence of culture on health and disease; 

relevant health issues of cultural and ethnic 

groups; alternative healing and holistic 

health, role of international health 

organizations, health problems on a world 

scale. History and evaluation of programs 

of international health organizations; health 

problems on a world scale. 

CSU, Fresno  

AFAM 304: Black 

Families in America  

 

Issues of race, class, gender, sexuality, and 

identity within African American families. 

Topics will include: Black single mothers 

and welfare, prisons, Black middle-class 

families and residential housing, Black 

youth and activism, and LGBT family 

formations. 

CSU, Fullerton  

PH 3770: 

Environmental 

Justice 

 

Use of epidemiology in environmental 

health. Morbidity and mortality in 

communities of color and lower economic 

status due to disproportionate distribution 

of environmental contaminants.  

CSU, Los Angeles  

PH 395: Emerging 

Topics in Public 

Health 

Emergent topics that may include global 

warming, gun violence, health disparities, 

LGBTQ+ health, and the penal system. 

CSU, San Diego  
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HSCI 442: Health, 

Culture, and 

Diversity 

 

An in-depth analysis of how culture 

impacts individual and community health. 

Includes an exploration of how social 

determinants of health affect health 

disparities. Effective evidence-based health 

education strategies are presented as ways 

to address racial and ethnic health 

disparities. 

CSU, Northridge  

PH 414 Women’s 

Health 

 

Examine women’s health from a 

sociopolitical perspective. Explore issues 

such as violence against women, 

reproductive health and rights, mental 

health, sexuality, body acceptance, aging, 

empowerment, and agency. An 

intersectional approach to how class 

oppression, racism, and sexism, and other 

factors impact women’s health. 

CSU, San Francisco  

POLS 310: The 

Politics of Race, 

Class, Gender, and 

Sexuality 

 

The social construction of gender, race, 

ethnicity, class and sexuality as analytical 

concepts and social locations. Using a 

variety of sources – political essays, critical 

theory, and memoir – the course analyzes 

how gender, race, ethnicity, class, and 

sexuality are shaped by social, cultural, and 

political contexts.  

CSU, San Luis Obispo 

PH 145: Community 

Mental Health  

 

Comprehensive analysis of community 

mental health using a socio-ecological 

framework. Intersection of race, 

socioeconomic status, gender, sexual 

orientation, and mental health is examined. 

Emphasis is on prevention and recovery. 

CSU, San Jose  

SOCL 3310: Social 

Inequalities  

Causes and consequences of socially 

structured inequalities including 

socioeconomic class, gender, and body 

image; focuses on U.S. society within the 

context of globalization. 

 

CSU, Stanislaus  

PH HLTH C155: 

Sociology of Health 

and Medicine  

 

This course covers several topics, 

including distributive justice in health care, 

the organization and politics of the health 

system, the correlates of health (by race, 

sex, class, income), pandemics (e.g., AIDS, 

Avian Flu, and other influenzas, etc.), and 

the experience of illness and interactions 

with doctors and the medical system. 

UC, Berkeley  
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SOCIOL 154: 

Medical Sociology 

 

Current problems in U.S. health-care 

system and proposals for reform. Examines 

financial barriers to access; problem of 

patient dumping; underinsurance; prenatal 

and perinatal care; child services; 

preventative care and needs of the elderly; 

minorities; low-income people; 

undocumented.  

UC, Irvine  

SOCY 10: Issues and 

Problems in 

American Society 

 

Exploration of nature, structure, and 

functionings of American society. Explores 

the following: social institutions and 

economic structure; the successes, failures, 

and intractabilities of institutions; general 

and distinctive features of American 

society; specific problems such as race, 

sex, and other inequalities; urban-rural 

differences.  

UC, Santa Cruz 

ANSC 148: Global 

Health and Cultural 

Diversity 

 

Introduction to global health from the 

perspective of medical anthropology on 

disease and illness, cultural conceptions of 

health, doctor-patient interaction, illness 

experience, medical science and 

technology, mental health, infectious 

disease, and health care inequalities by 

ethnicity, gender, and socioeconomic 

status. 

UC, San Diego  
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Appendix F 

IRB Certification 

 

 

 

July 25, 2022 

 

Jacqueline Siukola Tompkins 

Nicole Stottlemyre 

 

Re: IRB Exemption - IRB-FY21-22-995 A DESCRIPTIVE, MULTI-SITE CASE STUDY TO 

DISCOVER THE INCLUSION OF DISABILITY COMPETENCIES INUNDERGRADUATE 

PUBLIC HEALTH PROGRAM CURRICULA IN CALIFORNIA-BASED UNIVERSITIES 

 

Dear Jacqueline Siukola-Tompkins, Nicole Stottlemyre, 

 

The Liberty University Institutional Review Board (IRB) has reviewed your application in 

accordance with the Office for Human Research Protections (OHRP) and Food and Drug 

Administration (FDA) regulations and finds your study to be exempt from further IRB review. 

This means you may begin your research with the data safeguarding methods mentioned in 

your approved application, and no further IRB oversight is required. 

 

Your study falls under the following exemption category, which identifies specific situations in 

which human participants research is exempt from the policy set forth in 45 CFR 46:104(d): 

 

Category 2.(iii). Research that only includes interactions involving educational tests (cognitive, 

diagnostic, aptitude, achievement), survey procedures, interview procedures, or observation of 

public behavior (including visual or auditory recording) if at least one of the following criteria 

is met: 

The information obtained is recorded by the investigator in such a manner that the identity of 

the human subjects can readily be ascertained, directly or through identifiers linked to the 

subjects, and an IRB conducts a limited IRB review to make the determination required by 

§46.111(a)(7). 

 

Your stamped consent form(s) and final versions of your study documents can be found 

under the Attachments tab within the Submission Details section of your study on Cayuse 

IRB. Your stamped consent form(s) should be copied and used to gain the consent of your 

research participants. If you plan to provide your consent information electronically, the 

contents of the attached consent document(s) should be made available without alteration. 
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Please note that this exemption only applies to your current research application, and any 

modifications to your protocol must be reported to the Liberty University IRB for verification 

of continued exemption status. You may report these changes by completing a modification 

submission through your Cayuse IRB account. 

 

If you have any questions about this exemption or need assistance in determining whether 

possible modifications to your protocol would change your exemption status, please email us at 

irb@liberty.edu. 

 

Sincerely, 

G. Michele Baker, MA, CIP 

Administrative Chair of Institutional Research 

Research Ethics Office 
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Appendix G 

IRB Certification (Modification)  

 

 
 

September 15, 2022 

 

Jacqueline Siukola-Tompkins 

Nicole Stottlemyre 

 

Re: IRB Exemption - IRB-FY21-22-995 A DESCRIPTIVE, MULTI-SITE CASE STUDY TO 

DISCOVER THE INCLUSION OF DISABILITY COMPETENCIES IN 

UNDERGRADUATE PUBLIC HEALTH PROGRAM CURRICULA IN CALIFORNIA-

BASED UNIVERSITIES 

 

Dear Jacqueline Siukola-Tompkins, Nicole Stottlemyre, 

 

Your request to make the following changes to your study has been approved: 

1. Update your participant recruitment strategies by including a recruitment video. 

2. Utilize “university offices of diversity, equity, and inclusion and university 

programs of recreation therapy/gerontology, and disability studies . . . to help 

recruit study participants.” 

Thank you for submitting your revised study documents for our review and documentation. 

 

Thank you for complying with the IRB’s requirements for making changes to your approved 

study. Please do not hesitate to contact us with any questions. 

 

We wish you well as you continue with your research. 

Sincerely, 

 

G. Michele Baker, MA, CIP 

Administrative Chair of Institutional Research 

Research Ethics Office 
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Appendix H 

Consent Form  

 

Title of the Project: A Descriptive, Multi-Site Case Study to Discover the Inclusion of Disability 

Competencies in Undergraduate Public Health Programs in California-Based Universities 

Principal Investigator: Jacqueline Siukola Tompkins MPH, CPH, MCHES® 
 

 

You are invited to participate in a research study. To participate, you must: 

1. Be 18 years or older; and 

2. Be an employee of a California-based public university that offers a UGPH degree; and 

3. Have a program-wide understanding of your university's UGPH program curricula (e.g., 

serve as an academic dean, program director or coordinator, or curriculum committee 

member). 
 

Taking part in this research project is voluntary. Please take time to read this entire form and ask 

questions before deciding whether to take part in this research. Upon your review, you will need to 

sign the consent document and return it to me via email at name@liberty.edu at or before the time of 

the interview. 
 

 

The purpose of the study is to discover to what extent the four public health workforce disability 

competencies are or can be included within the UGPH program curricula of California-based 

universities. Currently, the available research on the inclusion of disability-related content in public 

health curricula is limited to graduate-level public health programs, not UGPH programs. Therefore, 

this study aims to conduct preliminary research to describe how disability-related curricula are or 

can be included in UGPH program curricula and understand what supports and resources are needed 

to offer an inclusive UGPH program curricula that prepare a disability- competent future public 

health workforce to serve the diverse needs of people with disabilities (PwDs). 
 

 

If you agree to be in this study, I will ask you to do the following things: 

1. Participate in a one-on-one virtual interview(s) with the researcher on your university's UGPH 

program and curricula. The interview component of this study can be structured as a one, 60-

minute interview session, or two, 30-minute interview sessions, which will be based on the 

participant’s preference and availability. There are no right or wrong responses to the interview 

questions, and participants can choose not to answer any question. 

 

 

Invitation to be Part of a Research Study 

What is the study about and why is it being done? 

What will happen if you take part in this study? 
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2. Participants will receive the interview questions at least one week before the scheduled 

interview. With participant permission, the interview will be audio recorded and transcribed 

using a communications platform for web-based activities (e.g., Zoom, MS Teams, WebEx). The 

researcher will use the audiotape to analyze the information provided during the interview. In 

addition, the researcher will take written notes and observations during the interview questions. 

3. Respond to additional inquiries or requests for information from the researcher, including 

sharing course syllabi and having the opportunity to review the findings and analysis prior to 

final approval and publication to verify that their confidentiality has been maintained (Estimated 

at 35 minutes). 
 

It should take approximately 1 hour and 35 minutes to complete the activities listed above. 
 

 

Participants should not expect to receive a direct benefit from taking part in this study. 

 

Benefits to society include preparing a public health workforce that can deliver the core functions 

and essential public health services to PwDs to reduce costly health dipartites and promote health 

equity. Therefore, the findings from this study will benefit a wide range of audiences, including 

PwDs; support systems for PwDs; disability leaders and advocates; public health professionals and 

organizations; faculty and staff of university public health programs; public health and disability 

researchers; national and state-based public health networks and associations (e.g., Association of 

Schools and Programs of Public Health and California Schools and Programs of Public Health 

Network); accrediting bodies of schools and programs of public health and public health agencies 

(e.g., Council on Education for Public Health); public health and health education certification 

examiners and continuing education providers (e.g., National Board of Public Health Examiners and 

National Commission of Health Education Credentialing), and policymakers. Information from this 

study might help researchers help others in the future. 

 

By participating in this study, participants will have a key leadership role in shaping the future public 

health workforce. Participants will share insights, perspectives, and experiences to help close a 

critical public health workforce research gap. 

 

Research findings will help to: 

 

• Understand what supports and resources are needed to offer an inclusive UGPH program 

curricula that prepares a disability-competent future public health workforce. 

• Inform the development of a blueprint for building a disability-competent public health 

that can motivate, inspire, and empower UGPH programs across the state and nation to 

How could you or others benefit from this study? 
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build and strengthen health equity within public health curricula and overall workforce 

development. 
 

Participants will also gain insights into how their university's UGPH program curricula currently 

align with the four public health workforce disability competencies and identify potential 

competency gaps. Participants may consider using this information to provide documentation to 

CEPH for accreditation and re-accreditation under component of the Diversity and Cultural 

Competency. 
 

 

The risks involved in this study are minimal, which means they are equal to the risks you would 

encounter in everyday life. 
 

 

The records of this study will be kept private. Published reports will not include any information that 

will make it possible to identify a subject. Participants will have an opportunity to review the 

findings and analysis prior to final approval and publication to verify that their confidentiality has 

been maintained. 
 

Research records will be stored securely at the researcher's home. Only the researcher, the 

researcher, researcher's supervisor, and the dissertation committee will have access to the records. 
 

• Interviews will be conducted from the researcher's home, a location where others will not 

easily overhear the conversation. The researcher will use personal headphones or earbuds 

during the interview to further protect the content shared by the participant during the 

interviews sharing. 

• Participant responses will be kept confidential by replacing names with pseudonyms. To 

protect the confidentiality of each participant and the university they represent, the 

researcher will use pseudonyms (e.g., University A, University B, University C) to 

organize the data collected from the interviews and reported in the study’s findings. 

• Any written documentation taken throughout the study will be kept in a locked cabinet at 

the researcher's home. Electronic data will be stored on a password-locked personal 

computer of the researcher and may be used in future presentations. The researcher will 

be the only person who has the password. After three years, all electronic records will be 

deleted. 

• With your permission, interviews will be recorded and transcribed. The audio file will be 

transcribed using a web-based communications platform (e.g., Zoom, MS-Teams, and 

WebEx). Once the transcript is downloaded from the web-based communications 

platform to the researcher's computer, it will be deleted. After transcription, the 

researcher will remove any phrases that could identify you in any way. 

What risks might you experience from being in this study? 

How will personal information be protected? 
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• Recordings will be stored on a password locked computer for three years and then erased. 

Only the researcher, researcher's supervisor, the dissertation committee, LU’s IRB, or 

LU’s IRB designees will have access to these recordings. 
 

 

Participants will be compensated for participating in this study. Participants will be emailed an 

electronic VISA gift card incentive for $25 when they schedule their virtual interview(s) with the 

researcher. This initial gift card serves as the “lunch” piece. Also, following the completion of their 

interview session(s), participants will receive an additional electronic $50 VISA gift card incentive. 

All electronic VISA gift cards will be sent to the email address participants provide on the intake 

form or another email address provided by the participant. 
 

 

Participation in this study is voluntary. Your decision whether to participate will not affect your 

current or future relations with Liberty University. If you decide to participate, you are free to not 

answer any question or withdraw at any time without affecting those relationships. 
 

 

If you choose to withdraw from the study, please contact the researcher at the email and phone 

number included in the next paragraph. Should you choose to withdraw, data collected from you will 

be destroyed immediately and will not be included in this study. 
 

 

The researcher conducting this study is Jacqueline Siukola Tompkins. You may ask any questions 

you have now. If you have questions later, you are encouraged to contact her at name@liberty.edu 

or (XXX) XXX-XXXX (call/text). You may also contact the researcher's faculty sponsor, Dr. Nicole 

Stottlemyre at name@liberty.edu. 
 

 

If you have any questions or concerns regarding this study and would like to talk to someone other 

than the researcher, you are encouraged to contact the Institutional Review Board, 1971 University 

Blvd., Green Hall Ste. 2845, Lynchburg, VA 24515 or email at irb@liberty.edu. 
 
Disclaimer: The Institutional Review Board (IRB) is tasked with ensuring that human subjects research will 

be conducted in an ethical manner as defined and required by federal regulations. The topics covered and 

viewpoints expressed or alluded to by student and faculty researchers are those of the researchers and do not 

necessarily reflect the official policies or positions of Liberty University. 

 
 

 
 

By signing this document, you agree to be in this study. Make sure you understand what the 

study is about before you sign. You will be given a copy of this document for your records. The 

researcher will keep a copy of the study records. If you have any questions about the study after 

you sign this document, you can contact the study team using the information provided above. 

 

I have read and understood the above information. I have asked questions and have 

Your Consent 

How will you be compensated for being part of the study? 

Is study participation voluntary? 

What should you do if you decide to withdraw from the study? 

Whom do you contact if you have questions or concerns about the study? 

Whom do you contact if you have questions about your rights as a research participant? 

mailto:irb@liberty.edu.
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received answers. I consent to participate in the study. 
 

The researcher has my permission to audio record me as part of my participation in this 

study. 
 

 

 

 
 

Printed Subject Name 
 

 

 
Signature & Date 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


