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TABLE 1—Questions and Distribution of Responses to the Survey on the
Status of Disability in the Curricula of Graduate Schools of Public
Health: United States, 1998

Question Yes, % No, %

1. Does your school or program now have one or more 60 40
graduate-level courses dealing exclusively or nearly
exclusively with disability?

2. Does your school or program now offer other graduate-level 73 27
courses that deal substantially with disability (for example,
courses on aging and old age or maternal and child health)?

3. Do other components of your school or program’s 33 67
curriculum provide systematic treatments of disability? That is, 
more than occasional or passing references?

4. Does your school or program offer a graduate-level track or 13 87
concentration in disability?

5. Does your school or program offer dual degree or 10 90
multidisciplinary programs that highlight disability (for example,
programs with physical or occupational therapy or physiatry
residency programs)?

6. Is your school or program currently planning to increase 30 70
coverage of topics related to disability?

Disability and the
Curriculum in US
Graduate Schools of Public
Health 

Historically, there has been an uneasy re-
lationship between people with disabilities and
academic and professional public health. With
notable exceptions,1–4 public health schools
and programs have offered little to such indi-
viduals. Worse, many early programs had eu-
genic themes repugnant to people with dis-
abilities.5,6 More recent programs have more
subtle but no less troubling euphenic messages
that appear to stigmatize disability.7 Conse-
quently, people with disabilities have had little
interest in public health programs or schools.

In the past decade, public health agen-
cies and a few schools have taken a new in-
terest in disability.8–11 In recognition of this
interest, the Centers for Disease Control and
Prevention recently sponsored a national con-
ference titled “Health, Disability, and Inde-

pendent Living in the Graduate Public Health
Curriculum.” In preparation, we undertook a
national survey of the disability content of
curricula in graduate schools of public
health.

In June 1998, we mailed questionnaires
(Table 1) to deans and directors of 35 schools
and programs included in the listing of the As-
sociation of Schools of Public Health.12 Cover
letters explained the purpose of the survey,
asked deans to either complete the question-
naire or direct it to a colleague, and included a
request for copies of syllabi.

Thirty schools responded (85.7%). Eigh-
teen reported 1 or more graduate courses deal-
ing exclusively or almost exclusively with dis-
ability. Of these schools, 10 provide specific
categorical treatments of disability and public
health. Twenty-two schools offer courses deal-
ing substantially with disability, and 10 have
courses addressing systematic treatment of dis-
ability (e.g., in the context of courses on ma-
ternal and child health or aging and long-term
care).

Furthermore, 3 schools have graduate
concentrations: 2 of these schools focus on dis-
ability epidemiology, and 1 focuses on devel-
opmental disabilities. Four have multidiscipli-
nary programs that highlight disability,
addressing occupational therapy, internships
at disability-related organizations, a doctoral
program in physical therapy, and a track in de-
velopmental disabilities, respectively. Nine plan
to increase coverage of disability, 5 of them by
developing new courses and others by in-
creasing offerings on developmental disabili-
ties, establishing a doctoral program in physi-
cal therapy, and developing a concentration in
disability.

Ontheonehand, thedatasuggest thatmost
schools offer some coverage of matters related
todisability,andsomeschoolsofferconsiderable
coverage. A number plan to expand coverage.
On the other hand, a minority of schools pro-
vide no coverage and appear to have no plan to
doso.Moreover,eachrespondentdeterminedhis
orherowndefinitionof“disability.”Careful ex-
amination of course syllabi suggests important
gaps:mostnotably, systematic treatmentof such
topicsasclassificationandmeasurementofdis-
ability, independent living centers and the inde-
pendent living philosophy, theAmericans with
Disabilities Act, and the organization and fi-
nancing of assistive technology and personal
assistance as health services.

In summary, there is a clear need for more
systematic and comprehensive coverage of
matters related to disability in the graduate pub-
lic health curriculum, both in dedicated courses
and across the curriculum. To these ends, there
is a corresponding need for educational re-
sources that should be informed by a strong
consumer perspective on disability and dis-
abled persons’ experiences and needs.
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The Health-Damaging
Potential of New Types of
Flexible Employment: A
Challenge for Public
Health Researchers 

The globalization of economic activity is
leading to upheavals in the world of work, cre-
ating new demands for productivity and adapt-
ability in an increasingly deregulated labor mar-
ket. The global employment situation looks
grim: worldwide, about 150 million persons
are actually unemployed (i.e., seeking or avail-
able for work but unable to find it).1 “Flexi-
bility” in the job market has been proposed as
a prerequisite for economic competition and
also as a solution to current high unemploy-
ment rates.2 While there is little agreement
about what is meant by flexibility, the capac-
ity of employers to ensure labor’s rapid adap-
tation to lowering wages, arduous working con-
ditions, or displacement by new technology,
including job loss, is typically implied by most
definitions.

Conspicuous among the different types
of flexibility has been the growth of atypical
employment or underemployment, with re-
duced job security (e.g., home-based work,
temporary work, informal work),3 and the de-
cline of standard full-time, permanent jobs.
According to estimates of the International
Labour Organization, 25% to 30% of the
world’s workers—between 750 million and
900 million people—are underemployed, that
is, “either working substantially less than full-
time, but wanting to work longer, or earning
less than a living wage.”1 In Europe, “flexible
employment” (defined as part-time work,
work involving temporary contracts, or self-
employment) increased by 15% from 1985 to
1995.4

Today, “precarious paid employment”
(defined as fixed-term and temporary con-
tracts) accounts for 15% of paid employment
in the European Union.5 In the United States,
where flexible work grew earlier than in Eu-

rope, the proportions of workers in jobs ex-
pected to be temporary were approximately
4.9% in 1995 and 4.4% in 1997.6,7 If the def-
inition used includes any kind of flexible job
(e.g., part time, independent or company con-
tract, self-employment, on call, temporary, day
labor), the proportion in 1995 almost reaches
30% of the workforce.6

There is overwhelming evidence that un-
employment is strongly associated with mor-
tality and morbidity, harmful lifestyles, and re-
duced quality of life.8,9 Because new forms of
work organization and flexible employment
are likely to share some of the unfavorable char-
acteristics of unemployment, it seems plau-
sible that they could also produce adverse ef-
fects on health.8 The experience of job
insecurity has been associated with psycho-
logical ill health, and insecure jobs tend to in-
volve high levels of exposure to work hazards
of various kinds.10–18 With regard to the health
effects of different types of flexible employ-
ment, however, current evidence is much more
scarce.5,19–23

Today, workers may experience a variety
of dynamic employment forms ranging on a
continuum from unemployment through un-
deremployment to satisfactory employment,
or even overemployment (as in forced over-
time).8 The frontier between many types of
flexible employment and unemployment is be-
coming blurred. Burchell has argued that there
may be a vicious cycle in which many unem-
ployed individuals are more likely to have been
previously in temporary jobs and that many of
those temporary jobs, in turn, lead to spells of
unemployment.24

Therefore, future research needs to move
away from investigations that compare the
health or well-being of unemployed and em-
ployed persons toward an analysis of unem-
ployed and underemployed workers vs workers
with stable jobs.8At present, knowledge is very
limited, and there are many questions to be an-
swered.What is the potential impact of flexible
employment on different health outcomes?
What is the role played by potentially modify-
ing variables, such as working conditions or the
social and environmental context? What is the
risk distribution across socioeconomic groups?

There are a number of potential pathways
through which new types of employment might
damage health.The experience of flexible em-
ployment itself, and the insecurity and insta-
bility associated with it, may be an important
source of stress. In addition, the work environ-
ments of persons in flexible and stable em-
ploymentmaydiffer; for example, those in flex-
ible employment may be exposed to more
hazardousordangerousworkenvironmentsand
mayfacegreaterdemandsorhave lowercontrol
over the work process, both of which have been
associated with adverse health outcomes.25


