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Abstract

Despite the increasing use of human rights-based approaches to health, the Centers for Disease Control 

and Prevention (CDC) does not routinely train its staff in the use of such approaches as a part of public 

health practice. We conducted a training needs assessment among CDC locally employed staff working 

outside of the United States through eight key informant interviews and an online survey from June to 

December 2015. Key informants revealed an awareness that rights violations negatively affect access to 

health services and supported implementation of formal training among CDC staff. Most (82%) survey 

respondents felt that the CDC should do more to address health and human rights issues in its programs, 

policies and research. However, 72% of respondents did not feel they had adequate knowledge to address 

human rights in their work. In particular, 86% of participants had no knowledge of the Siracusa 

Principles (criteria for human rights restrictions) and only 2% of participants had received any training 

on international human rights treaties related to the duties of public health professionals. Our findings 

inform and support the need to design a training on human rights-based approaches to health, focused 

on the knowledge and skill needs of CDC locally employed staff.  
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Introduction

The use of international human rights standards, 
bodies, and mechanisms to further the realization 
of human rights, known as human rights-based ap-
proaches (HRBAs), is one strategy for achieving the 
highest attainable standard of health for all.1 The 
civil, cultural, economic, political, and social rights 
described within human rights documents define 
the basic societal conditions necessary to achieve 
health, providing a framework for health policy 
and programming.2 Human rights documents, 
therefore, either explicitly or implicitly inform the 
duties of health professionals.3 For example, the 
Siracusa Principles are a set of legally agreed-upon 
guidelines to be followed in situations in which ac-
tors, such as health professionals acting on behalf 
of the state, must restrict human rights and civil 
liberties to protect the health of the community.4 
At times, public health professionals have the au-
thority to use rights-restricting measures to protect 
population health, particularly in disease control 
and prevention, and during health emergencies.5 

Moreover, HRBAs identify the importance 
of not just the outcomes of public health practice, 
but necessary processes for public health practice.6 
The World Health Organization (WHO) posits that 
human rights standards and principles—such as 
participation, accountability, equality and non-dis-
crimination—can be integrated into all aspects 
of public health practice, including assessment 
and analysis, priority setting, program planning 
and design, implementation, and monitoring and 
evaluation.7 As a result, HRBAs develop individual 
and health systems by providing skills and resourc-
es to support ethical, sustainable, and improved 
outcomes. State actors, or duty bearers, in partic-
ular are better equipped to meet their obligations 
to respect, protect, and fulfill the right to health 
through understanding and utilizing HRBAs.8 
Furthermore, human rights instruments, bodies, 
and mechanisms provide the political power and 
legal obligations to effect societal conditions by 
holding duty bearers accountable to their practices 
and outcomes.9 

The need to address inequalities, discrimi-
natory practices, and injustices that obstruct the 

fulfillment of human rights—including the right 
to health—provides the foundation for use of HR-
BAs. General Comment 14 provides an extensive 
interpretation of the right to health and the man-
ner in which states must engage with that right; it 
discusses explicitly the nature of human rights as 
interdependent and interrelated—the violation or 
fulfillment of one right affecting the ability of in-
dividuals to achieve other rights.10 The potential to 
realize the right to health for all is dependent upon 
the realization of other social factors which are the 
underlying determinants of health, including food, 
housing, safe water and working conditions, and a 
healthy environment.11 Importantly, public health 
professionals—because of their role in the investi-
gation of health needs, development of programs, 
and implementation of policy—play a unique role 
in impacting health-related human rights.12 An un-
derstanding of the relationship between health and 
human rights and the use of HRBAs among health 
professionals prevents discriminatory, coercive, or 
otherwise harmful practices in public health.13 

HRBAs training for health professionals has 
been shown to improve identification of vulner-
able groups, their health needs, and underlying 
conditions necessary for health, as well as attitudes 
toward stigmatized populations.14 Moreover, HR-
BAs training can increase awareness among staff of 
their ethical duties and the potential for their pub-
lic health practice to impact the human rights of 
the populations they serve.15 For example, after rec-
ognizing a lack of awareness of patients’ rights and 
provider responsibilities, the Cambodian-German 
Social Health Protection Programme supported a 
policy framework to advance and promote patient 
rights along with operational guidelines, and codes 
of conduct and ethics.16 Implemented through 
workshops for ministry officials, providers, and 
communities, this framework led to increased 
awareness of patients’ rights, more respectful and 
professional treatment of patients, greater patient 
trust in providers, greater use of public clinics, and 
improved services in 90% of public health facilities. 
Other examples further demonstrate the potential 
power of increased awareness and knowledge of 
HRBAs among health care professionals to in-
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crease the availability, accessibility, acceptability, 
and quality of health services.17

In 1993, the World Conference on Human 
Rights included “Education in Human Rights” 
as a priority area in the Vienna Declaration and 
Programme of Action, calling for governments 
to take an active role in promoting human rights 
education, and addressing the health profession as 
a special group for participation in education.18 In 
1998, the South African Truth and Reconciliation 
Commission recommended that training in knowl-
edge, skills, and attitudes related to human rights 
must be a fundamental part of curricula for health 
professionals, as well as a part of their continuing 
education.19 WHO, as well as the United Nations Of-
fice of the High Commissioner for Human Rights, 
also promotes training in HRBAs among health 
professionals, and have released guidance on the 
use of HRBAs to address specific health outcomes, 
including maternal morbidity and mortality, HIV/
AIDS, and tobacco control.20 Public health pro-
fessionals have advocated for training programs 
and curricula specific to different types of health 
professionals and health outcomes—and at times 
they have been developed and implemented.21 As 
of 2009, about one-third of schools of public health 
and medicine in the US provided some form of hu-
man rights education, with 22% offering required 
or elective courses.22 As of 2019, 38 courses appear 
in an online database of academic courses on health 
and human rights as interest in the area has grown 
since the introduction of such courses.23

Operationalizing health objectives that are con-
sistent with human rights is just one means of using 
HRBAs to promote health equity and sustainable 
health outcomes.24 Training health professionals is 
a necessary step in the realization of this approach. 
Creating such a training first requires the identi-
fication of HRBAs knowledge, attitude, and skill 
objectives and competencies.25 Potential knowledge 
competencies could include the identification of 
vulnerable groups or legislation pertaining to health; 
potential attitude competencies could include aware-
ness of one’s own inherent prejudices or biases; and 
potential skill objectives could include  the ability to 
recognize, report or respond to human rights viola-

tions.26 Previous research has shown that appropriate 
training on HRBAs methods for health include: 1) 
experiential learning techniques which promote 
critical thinking about locally relevant health and 
human rights issues (case studies, debates, site visits, 
etc.); 2) trainers who have a range of domestic and 
international experiences in approaching health us-
ing a human rights framework; and 3) objectives and 
teaching methods with practical application to the 
current and future work of trainees.27

As the United States’ lead public health agen-
cy, the Centers for Disease Control and Prevention 
(CDC) conducts and supports health promotion, 
prevention, and preparedness activities with the 
goal of improving population health.28 As a reflec-
tion of the CDC’s mission to preserve the  health 
of US citizens, the agency engages in surveillance, 
population-based surveys, program monitoring and 
evaluation, laboratory science, and public health 
emergency response, among other activities.29 With 
more than 12,000 employees working in over 120 
countries, the CDC is made up of multi-disciplinary 
teams of public health advisors and analysts, labo-
ratory scientists, epidemiologists, health scientists, 
behavioral scientists, economists, statisticians, and 
medical and nurse officers.30 Given that disease and 
health conditions know no borders, the CDC em-
ploys locally employed (LE) staff in offices overseas.31 
LE staff are experienced public health professionals, 
as well as citizens or residents of the countries in 
which they work, offering a valuable contribution to 
CDC’s global health activities.32

Despite this, the CDC does not currently have 
a regular training curriculum on the use of HRBAs 
to health. There is a longstanding history of health 
and human rights-related interest and activities at 
the CDC; the late Jonathan Mann, considered the 
father of the health and human rights movement, 
spent his early career at the CDC. In 1997, the CDC’s 
National Center for HIV, STD, and TB Prevention 
(NCHSTP) created the first Health and Human 
Rights Workgroup (HHRW), though the group 
dissolved in 1998.33 A new HHRW was founded in 
2001, initially in the Epidemiology Program Of-
fice, and later expanded CDC-wide, becoming an 
officially recognized science workgroup in 2003. 



i. mcKinnon, a. lor, and d. p. evans / Global Health Fieldwork Ethics and human rights, 33-44

36
J U N E  2 0 1 9    V O L U M E  2 1    N U M B E R  1   Health and Human Rights Journal

HHRW includes more than 185 members repre-
senting every center, institute, and office (CIO) of 
the CDC. Through its work and collaborations, 
HHRW seeks to incorporate HRBAs into public 
health practice through seminars, workshops, and 
symposia. Despite these efforts, a formal training 
gap continues to exist among CDC staff.

Training needs assessments are an essen-
tial component of making an evidence-based 
determination of knowledge and skill gaps, desired 
educational components of a curriculum, and pri-
marily, whether a formal training is appropriate for 
potential trainee populations.34 Such  assessments 
are particularly important for adult learners, as 
their work interests and skill needs should deter-
mine training objectives.35 The purpose of this 
project was to conduct a HRBAs training needs 
assessment among CDC LE staff. The objectives of 
the needs assessment were to determine the follow-
ing: 1) the desire for training in HRBAs to health; 
2) the need for training in HRBAs to health; 3) the 
necessary objectives to include in HRBAs training; 
and 4) the types of trainers and appropriate meth-
ods to include in HRBAs training. These data will 
inform the development of a HRBAs training for 
LE staff; the goal of the training would be increased 
capacity in using HRBAs as part of ongoing CDC 
health promotion and disease prevention efforts.

Methods

We conducted key informant interviews (KIIs) in 
June 2015 of staff members attending an annual 
CDC Center for Global Health regional training in 
Atlanta, Georgia; the target audience for the KIIs 
were supervisors of locally employed staff working 
in CDC country offices. We structured questions to 
assess HRBAs to health training needs among the 
key informants (KIs) as well as their staff. We also 
administered a web-based knowledge, attitudes, 
and practices (KAP) survey to CDC staff from June 
to December 2015.

Target population
Locally employed (LE) staff are employees of CDC 
working in country office in locations outside of 

the US; they are typically citizens or residents of 
the countries in which they work. This includes 
locations in sub-Saharan Africa, Southeast Asia, 
Latin America, and the Caribbean.36 There are 
approximately 1,500 LE staff in more than 60 coun-
tries worldwide, many of whom liaise with key 
stakeholders such as the Ministry of Health in their 
country.37 They work closely with the populations 
they serve, often focusing on populations vulnera-
ble to health concerns.

Tools
We conducted a literature review focused on HR-
BAs training, concepts, and methods. Informed 
by the literature review, we developed an original 
HRBAs to health KII guide; we also adapted ex-
isting survey instruments for use in quantitative 
data collection.38 We designed the study tools in 
collaboration with members of the CDC’s HHRW, 
and subject matter experts in public health, human 
rights, training/curriculum development, and adult 
education reviewed both instruments. 

The semi-structured KII guide included ten 
open-ended questions. Domains for exploration 
included personal experiences in public health 
and HRBAs to health, as well as perceptions of LE 
staff experience with the same topics. Preferred 
training methods were a third domain of inquiry.  
The 35-question KAP survey included three parts. 
The first part collected demographic and work 
experience information, including gender identity, 
age, country of origin, race/ethnicity, education, 
position, and years working at CDC. The second 
part included items on HRBAs knowledge, atti-
tudes, and practices. The third part consisted of five 
questions on preferred training methods, including 
educational methods (lecture, case study, problem 
solving), types of trainers (local/international pub-
lic health experts, local/international human rights 
experts, local/international HRBAs experts), and 
public health topics (emergency preparedness and 
response, influenza, malaria). 

Data collection procedures
We conducted KIIs on June 9 and 10, 2015. 
We recruited LE staff in supervisory roles at 



i. mcKinnon, a. lor, and d. p. evans / Global Health Fieldwork Ethics and human rights, 33-44

   J U N E  2 0 1 9    V O L U M E  2 1    N U M B E R  1   Health and Human Rights Journal 37

an annual regional training. KIs gave ver-
bal consent to be interviewed and recorded. 
We conducted interviews until saturation.39      
	 We distributed the KAP survey to staff via 
the internal CDC Global Health Community list-
serv—a list of all CDC staff who work in global 
health. One week later, we disseminated the KAP 
survey via the CDC Today Announcements, a list-
serv to which all CDC staff are subscribed. The KAP 
survey was open from September 1, 2015 to Decem-
ber 31, 2015. On October 28, 2015, we sent reminders 
through the same listservs. The KAP survey took 
approximately 10–15 minutes to complete.

Data analysis
The KIIs were transcribed verbatim and coded in 
MAXQDA 11.40 

We extracted KAP survey data from Survey 
Monkey into an Excel spreadsheet and imported 
the data into SAS 9.4 statistical software.41 Although 
data were collected for all CDC staff, we only an-
alyzed data for LE staff. We conducted univariate 
analyses to measure frequencies and percentages. 
We collapsed knowledge variables from a 4-point 
scale (“trained,” “have read about,” “have heard 
about,” and “no knowledge”) to a 3-point scale with 
the categories of “trained,” “limited knowledge,” 
and “no knowledge.” 

Ethical considerations
This project was reviewed in accordance with CDC 
human subjects review procedures and was deter-
mined to be a non-research activity. The Emory 
University Institutional Review Board also reviewed 
this project and found it to be exempt from human 
subject review. Nevertheless, ethical standards were 
maintained throughout the study process including 
informed consent and confidentiality.  

Results

Key informant interviews
Eight staff members participated in the interviews, 
which lasted from 12 to 24 minutes. Three KIs 
were working in Asia and five in Africa. Seven 
worked in the Division of Global HIV/AIDS and 

TB, and one KI worked in the Global Immuniza-
tion Division. There were no apparent differences 
between responses from those working in Africa 
or Asia; informants from both regions expressing 
similar attitudes toward training, training needs, 
and training method preferences. Five themes 
emerged inductively from the KIIs: 1) human 
rights violations impact access to health services, 
2) there is a lack of knowledge of HRBAs, 3) there 
is a need for HRBAs training, 4) there is a pref-
erence for interactive training methods, and 5) a 
combination of facilitator types is most desirable. 
All KIs were able to identify instances in their 
work where violations of human rights impacted 
health. Much of this surrounded discrimination 
experienced by vulnerable groups overseas, in-
cluding sexual minorities, sex workers, injection 
drug users, criminals, and those living in remote 
areas. One KI elaborated upon the attitudes of peo-
ple working in the health facilities for which he is 
responsible, paraphrasing such interactions in the 
following way:

“Hey, this guy is gay, he’s got HIV, so why should we 
treat him? He’s suffering for his sins, so leave him 
alone. And we don’t even have enough to take care 
of people who are considered normal citizens. Why 
should we waste our money on this?” And we have 
to tell them that’s not the point. The issue is that 
they are humans. They have the right to health, and 
they are the ones that are affected. So we need to 
treat them. 

KIs were able to verbalize the ways in which a lack 
of human rights, specifically those related to dis-
crimination, could lead to a lack of access to health 
services. However, when asked the extent of their 
knowledge in HRBAs, five of the eight informants 
answered with some version of “no idea” or “not 
much.” Two revealed a limited amount of knowl-
edge, which they had gained through reading or 
partnering with human rights and advocacy groups. 
However, neither of these two felt they had “suffi-
cient knowledge” to overcome service provision 
obstructions in the face of human rights violations, 
or to incorporate HRBAs into their health work. 
One KI articulated the knowledge level of most KIs:
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More and more, given the work that we do on HIV/
AIDS with our local partners, we become aware of 
the areas, of arenas, where human rights clearly has 
a role in it, you know. But me personally, I have to 
admit that I’ve not always known what to do with 
that.

All KIs expressed the feeling that their staff did 
not have knowledge in HRBAs. Informants also 
acknowledged that rights violations can interfere 
with the work of their staff in ways that neither 
informants nor their staff are equipped to address. 
One KI revealed, “They come back and talk to me, 
and there’s nothing I can do for them in some ways.” 
Regardless of their knowledge levels, all KIs verbal-
ized a desire for training in HRBAs. KIs expressed 
the need for general knowledge in human rights in 
order to know what to look for, and to know what 
their responsibilities may be. Informants felt they 
were unable to ensure human rights if they didn’t 
have this knowledge. Some wanted the ability to 
communicate using human rights frameworks. 
They wanted to understand not only the language 
of human rights, but how to speak about and 
promote human rights in a non-confrontational 
manner with people of varying perspectives, in-
cluding political leaders. One KI pointed to the 
need to evaluate programs in order to know that 
they are reaching all groups, including vulnerable 
groups. Others expressed the desire to know which 
entities and organizations to reach out to or direct 
problems.  One KI explained the potential benefits 
of training on HRBAs:

Well, I think it would, at the very least, awaken me 
to recognize where there may be insufficient human 
rights in a particular…in a sector where I am 
working at. It may awaken me to see where [there] 
are gaps and help me to develop the programs and 
the strategies to hopefully be able to bridge those 
gaps...and eventually some implementation of 
practice to respect people’s rights, to design systems 
in ways in which we do not victimize people because 
of their differences, because of their orientation, or 
whatever the case may be. 

Whether for themselves as leaders and advisors, 
or for their staff as implementers, KIs expressed a 
strong interest in HRBAs training.

Consistent with adult learning theory, all KIs 
expressed the need for interactive training meth-
ods.42 They recommended case studies, problem 
solving, and role play—all of which allow for a 
hands-on learning experience. Informants wanted 
to share experiences and lessons as part of the in-
teractive learning process. 

Along with an interactive learning environ-
ment, KIs also wanted to leave with practical skills 
that they could apply to their work. As one infor-
mant expressed, “Adult learning is not the volume 
of information you pour in. It’s to make it more 
practical and what they can relate to and apply.”

Some KIs expressed interest in engagement 
with human rights actors themselves, as well as 
people who have experienced human rights abuses 
that have affected their health. Two informants 
also expressed the desire for the training to take 
place within their country. This would save re-
sources for those coming from low-income areas, 
and allow facilitators “to actually see what we are 
dealing with; to see some of the challenges we 
are dealing with, some of the dynamics that we, 
I don’t know, whether they be power dynamics, 
whether they be dynamics that revolve around 
economics...some of the cultural realities.”  
Overall, KIs saw the value in having varied types of 
facilitators. They felt that international experts were 
the most equipped to offer best practices occurring 
in other settings, as well as a broader perspective on 
the concepts related to HRBAs. Two informants did 
stress, however, that there should not be a US-focus. 
KIs felt that local experts have more knowledge of 
the context and experience in the overseas setting. 
Local experts were seen as more important if there 
was a language barrier in a training audience with 
low English language proficiency.

Knowledge, attitudes, and practices survey
Of approximately 1,465 LE staff members, 104 took 
part in the KAP survey (7% response rate). Six-
ty-three percent (63%) of the respondents worked 
in Africa, 26% worked in Asia, and the remainder 
worked in Latin America and the Caribbean (LAC) 
(11%) (Table 1).  A slight majority of respondents were 
female (56%) and ranged in age from 30 to 49 years 
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old (77%). Most of the respondents were not in a 
supervisory role (60%). The majority of respondents 
had advanced degrees, such as a bachelor’s (30%), 
master’s (39%), or doctoral degree (14%). Two-thirds 
(66%) had worked at CDC country offices for five 
years or less.

Less than 6% of LE staff respondents were 
trained on any of the six HRBAs knowledge indi-
cators included in the KAP survey. No LE staff had 
any training on the Siracusa Principles; 14% had 
limited knowledge, and 86% had no knowledge. In 
all other categories, most LE staff reported having 
“limited knowledge,” including the concept of 
progressive realization (64%) and the connection 
between international human rights treaties in 
relation to duties of public health professionals 
(65%). Most (80%) had limited knowledge of HR-
BAs for the protection of populations, and of the 
underlying determinants of health (82%). On using 
a HRBAs approach to health planning, implemen-
tation, and monitoring, 75% had limited knowledge 
(See Table 2).

We determined interest in a HRBAs training 
through two attitude indicators. Overall, 86% of 

LE staff felt that public health could benefit from 
incorporating a HRBAs framework into programs, 
policies, and research. Additionally, 82% of LE staff 
felt that CDC should do more to address human 
rights issues in its programs, policies, and research.  
We asked respondents to consider their current skills 
in HRBAs to health. Overwhelmingly, respondents 
felt that they were unable to develop programs using 
HRBAs (90%). On the other hand, most LE staff felt 
that they were able to identify human rights viola-
tions with 53% of LE staff claiming to have this skill.  
Among the other HRBAs skills presented, 75% of 
LE staff did not know how to communicate human 
rights violations and 82% of LE staff did not know 
how to use data to promote health using HRBAs. 
Many (42%) respondents preferred a combination 
of training methods (lecture, case study, problem 
solving, workshop, webinar series).  Overall, re-
spondents preferred trainers who are experts in 
HRBAs to health as opposed to experts in public 
health or in human rights alone. Forty-nine per-
cent (49%) of respondents preferred local HRBAs 
experts, while 55% preferred international HRBAs 
experts. Respondents also identified particular 

Frequency
N=104

Percentage (%) Frequency
N=104

Percentage
(%)

Gender
Male
Female

 
Age

26-29
30-39
40-49
50-59
60 or older

Location
Africa
Asia
Caribbean
Latin America

Years at CDC
<1
1-3
4-5
6-10
11-14
15-20
>20

104
46 
58

104
4
41
39
19
1

100 
63
26
4
7

104
19
28
22
20
10
4
1

100
44
56

100
4
39
38
18
1

96
63
26
4
7

100
18
27
21
19
10
4
1

Supervisory Status
Non-supervisor
Team leader
Supervisor
Manager

Education
Some college or less
Associate’s degree      
Bachelor’s degree
Master’s degree
Doctoral degree
Other 

103 
62
6
24
11

103 
14
2
31
40
14
2

99
60
6
23
11

99
14
2
30
39
14
2

Table 1. Demographic characteristics of CDC locally employed (LE) staff respondents, N=104
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content areas of interest. Most frequently, they had 
an interest in HIV/AIDS as a topic within a HRBAs 
training more than any other topic (54%). There 
was also a preference for training in Emergency 
Preparedness, with 42% of respondents indicating 
interest in this topic. 

Limitations
There are important limitations to this study. 
We created the KAP survey instrument based on 
HRBA literature and feedback from experts in 
public health, human rights, training/curricu-

lum development, and adult education. We did 
not test the KAP survey for validity or reliability.  
Moreover, the KAP survey did not capture prior-
itization of human rights issues that respondents 
were particularly interested in. We wrote and 
conducted the KAP survey and KII in English, 
which may not have been the first language of the 
LE staff; however, all KII participants indicated 
their willingness to be interviewed in English.  
We used convenience sampling for both the KII 
and the KAP survey. There are likely systematic bi-
ases affecting the results of both the interviews and 

Table 2. HRBAs knowledge needs among CDC locally employed (LE) staff respondents

Knowledge All LE  [# (%)]

The concept of the progressive realization of the right to health and
relevant obligations

Total                                     
Trained

Limited knowledge
No knowledge

The connection between international human rights treaties related to
the duties of public health professionals

Total
Trained

Limited knowledge
No knowledge

The Siracusa Principles in relation to public health emergencies
Total

Trained
Limited knowledge

No knowledge

Health and human rights in the protection of the overall health
of populations

Total
Trained

Limited knowledge
No knowledge

The right to health based on the underlying determinants of health,
such as food, water,housing, and health environment

Total
Trained

Limited knowledge
No knowledge

Health and human rights approach to health planning, implementation,
and monitoring

Total
Trained

Limited knowledge
No knowledge

88 (missing=16)a

3 (3)
56 (64)
29 (33)

88 (missing=16)
2 (2)

57(65)
29 (33)

87 (missing=17)
0 (0)

12 (14)
75 (86)

86 (missing=18)
5 (6)

69 (80)
12 (14)

87 (missing=17)
5 (6)

71 (82)
11 (13)

88 (missing=16)
5 (6)

66 (75)
17 (19)

a. “Missing” refers to respondents who did not answer the question. All questions other than LE staff status were optional.
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the KAP survey as a result of these non-probability 
sampling methods. In particular, those who partici-
pated in this study may be inherently different from 
those who did not participate. Since our sample 
selection likely does not accurately reflect the target 
population, the assessment is not generalizable to 
all CDC LE staff. We had a low response rate for 
the KAP survey, affecting the internal and external 
validity of our results. Despite these limitations to 
the quantitative data, the rich content of the KII—
where saturation was reached—supports much 
of the KAP survey findings. Lessons learned may 
be helpful for addressing training needs of health 
professionals, including at other federal agencies. 
Seven of the eight KIs worked in the Division of 
Global HIV/AIDS and TB; over half of KAP survey 
respondents expressed interest in HIV/AIDS as 
a topic area of a HRBA to health training. While 
most CDC LE staff work on HIV/AIDS, our results 
may overemphasize an interest in this topic and 
miss the interests of staff working with other areas.  
While time has passed since these data were col-
lected in 2015, no significant changes have taken 
place in terms of CDC efforts to address HRBAs 
to health learning needs, indicating that the data 
likely still hold true.

Discussion

KIs felt that while human rights violations have 
affected processes and outcomes related to their 
work, neither they nor their staff had the capaci-
ty to address these violations. They responded 
definitively that their work and that of their staff 
would benefit from a HRBAs training. Even those 
KIs who did express having more exposure to HR-
BAs felt they needed a better understanding. Most 
KAP survey respondents reported a lack of HRBAs 
knowledge or skills and very few had received HR-
BAs-related training in their duties as public health 
professionals. The majority of respondents believed 
that public health and the CDC could benefit from 
incorporating HRBAs into programs, policies, and 
research. HRBAs training needs included being 
able to communicate human rights violations, 
promote human rights, and create programs which 

uphold human rights for all. Respondents identi-
fied several needed skills, including the ability to 
a) develop and evaluate programs for rights-related 
impacts and b) use data to promote human rights.  
	 The widespread lack of knowledge of the 
Siracusa Principles is another important finding. 
The Siracusa Principles specify conditions that 
public health professionals should consider be-
fore enacting rights restricting measures, as well 
as conditions that must be maintained in disease 
control and public health emergencies.43 An un-
derstanding of these principles and other relevant 
human rights standards is instrumental to en-
suring that restrictive public health intervention 
is justified, necessary, non-discriminatory, and 
the least restrictive possible to achieve the goal of 
curbing serious threats to the health of popula-
tions and individuals. KAP survey respondents 
noted Emergency Preparedness and Response 
as a preferred training topic area, reinforcing 
the need for training in the Siracusa Principles. 
	 In terms of educational methods, KIs made 
abundantly clear the need for an interactive, coop-
erative learning environment. In this environment, 
trainees experience the use of hands-on activities 
such as case studies, problem solving, and role 
playing to build practical skills which staff mem-
bers can apply to their work, and which fits their 
context and content area. They also encouraged 
the sharing of ideas and expertise among training 
participants. These preferences are consistent with 
Knowles’ theory of andragogy, including princi-
ples of: participation, use of learner experiences, 
practical activities, and immediate applicability.44 
KAP survey respondents showed a preference 
for a combination of educational techniques. 
	 Both KIs and KAP survey respondents pre-
ferred HRBAs to health experts versus experts in 
human rights or public health alone. KIs expressed 
an interest in local experts for their ability to pro-
vide context-specific knowledge and experience 
while international experts were believed to pro-
vide a broader perspective on ways to engage in 
HRBAs. To our knowledge, this is the first time 
that a needs assessment in this topic area has been 
conducted among this population. Other needs 
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assessments in HRBAs training have focused on 
other populations and some in specific contexts 
or human rights areas.45 KIs vocalized the extent 
to which failures in human rights protections 
can affect their processes and outcomes, yet, as 
echoed by KAP survey respondents, there is a lack 
of capacity among CDC LE staff to address health 
related human rights concerns. Based on the strong 
appeals for a HRBAs training among both KIs and 
KAP survey respondents, as well as the evidence 
of limited knowledge in this area, we recommend 
the development and systematic implementa-
tion of a HRBAs training for CDC LE staff. This 
training has the potential to develop LE staff ca-
pacity for use of HRBAs as part of ongoing CDC 
health promotion and disease prevention efforts. 
	 CDC leadership and academics can partner 
to develop HRBAs training for CDC employees 
based on the results of this needs assessment. The 
overall goals of such a training would include 
1) filling HRBAs knowledge gaps by increasing 
knowledge of human rights standards, bodies, 
and mechanisms, and 2) filling HRBAs skill gaps 
by increasing competency in implementation of 
HRBAs in reporting, policy, and/or programmat-
ic actions. Examples of knowledge competencies 
include identifying international human rights 
treaties and standards and examining how these 
are related to the duties of public health profes-
sionals, and interpreting the Siracusa Principles 
and applying their use in public health emergen-
cies. Example skill competencies would include 
developing a program using a HRBA to health, 
conducting a human rights impact assessment for a 
proposed public health program, and evaluating a 
health program’s impacts on human rights. Train-
ings would use case studies and other interactive 
methods that allow for information exchange and 
discussion of local context-based issues and needs. 
Case studies would cover health topics such as HIV/
AIDS and Emergency Preparedness and Response. 
Moreover, both local and international HRBAs to 
health experts will be involved in the development 
and implementation of trainings in order to pro-
vide a combination of broad perspective and best 

practices along with a context-specific focus. The 
primary function of this initial training would be 
to increase awareness of HRBAs among trainees; 
while increased awareness of HRBAs has been 
found to improve health practices and services, we 
acknowledge that information is necessary but not 
sufficient.46 This training provides a starting posi-
tion to begin the use of HRBAs to health among 
CDC LE staff. Further training would likely be nec-
essary to ensure the effective application of HRBAs 
for the protection and promotion of human rights.        
	 In collaboration with the CDC’s Center for 
Global Health, we hope to pilot such a training 
at existing CDC regional trainings which occur 
quarterly across Asia, Africa, and the Americas. 
Regional trainings are primarily targeted towards 
LE staff working in various CDC country offices. 
Next steps to advance this effort include 1) a review 
of existing courses and curricula relevant to the LE 
audience; 2) the development of a HRBA to health 
syllabus and learning modules for CDC LE staff; 3) 
resource allocation to pilot and evaluate the HRBA 
training at CDC regional trainings; 4) adaptation 
to the curriculum based on evaluation feedback; 
and 5) systematic rollout and scale-up of the HRBA 
training if proven successful. 

Conclusion

The objectives of the needs assessment were to 
determine the following: 1) the desire for training 
in HRBAs to health, 2) the need for training in 
HRBAs to health, 3) the necessary objectives to 
include in HRBAs training, and 4) the types of 
trainers and appropriate methods to include in 
HRBAs training.  Based on the combined results of 
the KII and KAP survey, we determined that CDC 
LE staff desire HRBAs training in order to benefit 
their work as health professionals. There are also 
HRBAs knowledge and skill gaps which indicate 
the need for training. Therefore, we recommend the 
creation and implementation of HRBAs training 
for LE staff. Training topics should include HIV/
AIDS, Emergency Preparedness and Response, 
and potentially others. The training of LE staff 
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should utilize a combination of interactive, coop-
erative learning measures, and a combination of 
local and international HHR experts. Advancing 
these efforts contributes towards increased health 
workforce capacity for the use of HRBAs as part of 
ongoing CDC health promotion and disease pre-
vention efforts.
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