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Introduction
Approximately 16% of the world’s population, or 1.3 bil-
lion people, live with a disability, and the majority live 
in low and middle income countries (LMIC) [1]. Access 
to inclusive healthcare services is vital for promoting 
health equity and social inclusion for all [2, 3]. How-
ever, healthcare workers’ lack of knowledge, skills, and 
attitudes towards disability remains a significant barrier 
to achieving this goal [4]. Efforts to integrate disability-
related education and training into healthcare curricula 
and continuing education programs, as emphasized by 
the WHO report [1], are crucial in addressing this issue. 
Equipping healthcare workers with the necessary tools 
and resources to provide effective, respectful, and cultur-
ally sensitive care to people with disabilities is essential 
in meeting their needs and promoting positive health 
outcomes. People with disabilities want to be “expected, 
accepted and connected” by the health system [2]. This 
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Abstract
Background Approximately 1.3 billion people worldwide face barriers in accessing inclusive healthcare due to 
disabilities, leading to worse health outcomes, particularly in low and middle-income countries (LMIC). However, 
there is a lack of training of healthcare workers about disability, both globally and in Uganda.

Objectives To use mixed research methods to develop a comprehensive training program with 
standardisedelements for healthcare workers in Uganda, focusing on improving their knowledge, attitudes, and skills 
inproviding care for people with disabilities.

Methods The Medical Research Council (MRC) approach was employed to guide the development of the training 
intervention. We conducted an umbrella review to gather relevant literature on disability training for healthcare 
workers. Interviews were conducted with international experts to gain insights and perspectives on the topic. 
Additionally, interviews were undertaken with people with disabilities and healthcare workers in Uganda to 
understand their experiences and needs. A participatory workshop was organised involving key stakeholders, to 
collaboratively design the training material based on the findings from these data sources.
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requires training to ensure that healthcare staff are 
aware of disabilities, possess relevant skills, and main-
tain positive attitudes, enabling them to make appropri-
ate linkages to other necessary care. Efforts to integrate 
disability-related education and training into healthcare 
curricula and continuing education programs are crucial 
in addressing this issue [1–3, 5].

Training on disability can lead to improvements in the 
knowledge and attitudes of healthcare workers towards 
people with disabilities throughout all stages of their 
careers. For example, two medical colleges in the US 
integrated disability across medical student training cur-
ricula, and medical students improved their knowledge, 
attitudes, and core competencies in treating patients 
with disabilities [6]. In Rwanda, continuing professional 
development training about childhood disability used 
case studies and clinic visits, and instructors gave par-
ticipants’ immediate feedback on their practice. As a 
result, participants demonstrated improved clinical deci-
sion making skills in paediatric rehabilitation [7]. Simi-
larly, programmes that invited people with disabilities as 
teachers found that participants believed the nonclinical 

interaction enhanced their comfort and attitudes towards 
people with disabilities [8, 9].

Despite the global recognition that well-trained, fairly 
distributed and motivated healthcare workers are critical 
to improving population health and achieving universal 
health coverage (UHC) and Sustainable Development 
Goals (SDGs) [10], there are limited standardised train-
ing programs focusing on disability [11], especially in 
LMICs. Existing programs cover diverse content areas 
such as general disability awareness, condition-specific 
knowledge, rehabilitation skills, assistive technology, 
inclusive design, universal design for learning, mental 
health, and primary healthcare (Table 1). There has been 
little consideration to date on what is optimal in terms of 
content of disability training for healthcare workers.

There are various potential approaches to training, 
including face-to-face or remote, involvement of people 
with disabilities or not, and emphasis on knowledge, 
skills, or attitudes, as well as different underlying mod-
els, such as medical or rights-based [11, 12]. Despite this 
range of possibility, there is limited collation or scru-
tiny of information, including input from people with 

Results Eight review articles examined training programs for healthcare workers on disability. Training settings 
ranged from specialised clinical settings to non-clinical settings, and the duration and evaluation methods of the 
training varied widely. Lectures and didactic methods were commonly used, often combined with other approaches 
such as case studies and simulations. The impact of the training was assessed through healthcare worker reports 
on attitudes, knowledge, and self-efficacy. Interviews emphasised the importance of involving people with 
disabilities in the training and improving communication and understanding between healthcare providers and 
people with disabilities. Five themes for a training on disability for healthcare workers were generated through the 
workshop, including responsibilities and rights, communication, informed consent, accommodation, and referral and 
connection, which were used to guide the development of the curriculum, training materials and training approach.

Conclusion This study presents a novel approach to develop a training program that aims to enhance healthcare 
services for people with disabilities in Uganda. The findings offer practical insights for the development of similar 
programs in LMICs. The effectiveness of the training program will be evaluated through a pilot test, and policy 
support is crucial for its successful implementation at scale.

Keywords Disability, Training, Healthcare worker, Education, Low- and middle-income, Development, Uganda, MRC 
framework

Key messages
1. Healthcare workers require training to effectively address the health concerns of people with disabilities, yet this 
is rarely included in curricula worldwide.
2. Uganda recognises the importance of addressing this issue and is taking steps to improve training programs 
about disability for healthcare workers.
3. We used multiple research methods (umbrella review, semi-structured interviews, participatory research and 
collaborative design) to co-develop a comprehensive training program with standardised elements for healthcare 
workers in Uganda, focusing on improving their knowledge, attitudes, and skills in providing care for people with 
disabilities.
4. The developed training material could be adapted for healthcare workers in other resource-limited settings, and 
policy support is needed to ensure its implementation at scale.
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disabilities and healthcare workers, to identify the most 
effective approach. Additionally, LMICs face unique chal-
lenges in healthcare provision, including resource con-
straints and limited access to education and training [13], 
which may contribute to the acute lack of training oppor-
tunities for healthcare workers. For instance, Uganda 

encounters significant challenges in training healthcare 
workers on disability due to limited resources, infrastruc-
ture, and cultural barriers that may stigmatise or exclude 
people with disabilities [14–16].

The objective of this study was therefore to use multi-
ple research methods to develop a comprehensive train-
ing program with standardised elements for healthcare 
workers in Uganda, focusing on improving their knowl-
edge, attitudes, and skills in providing care for people 
with disabilities. This paper describes the development 
of the disability training and presents the framework of 
the training material developed. We provide an in-depth 
examination of the training needs of healthcare workers 
in the area of disability and offer a practical solution in 
the form of the developed training material that can be 
used to improve the knowledge and skills of healthcare 
workers on disability. A future study will pilot test and 
evaluate the training material.

Methods
We used the Medical Research Council (MRC) approach, 
which involves a systematic and evidence-based frame-
work to development of a programme [17]. It emphasises 
the importance of involving stakeholders throughout 
the process and ensures that interventions are evidence-
based, feasible, and acceptable to those involved in their 
implementation. This approach aims to create effective 
and sustainable interventions that improve health out-
comes and services.

Overview of methods
This study utilised data from an umbrella review, inter-
views with international experts on disability training 
for healthcare workers, and interviews with people with 
disabilities and healthcare workers in Uganda. The data 
informed the design of a workshop that involved key 
stakeholders, including healthcare workers and people 
with disabilities, in co-creating the training material. 
The training material was developed based on informa-
tion gathered from the umbrella review, interviews, and 
design workshop.

Umbrella review
The umbrella review was conducted to identify system-
atic reviews and meta-analyses of studies that examined 
associations between training of healthcare workers on 
any disability and change in healthcare worker behav-
iour, attitude or treatment delivered. The protocol for this 
study was registered in the International Prospective Reg-
ister of Systematic Reviews (PROSPERO), reference num-
ber #CRD42023390881. We used the Preferred Reporting 
Items for Overviews of Reviews (PRIOR) statement for 
conducting umbrella reviews. We searched PubMed for 
studies published in English between 1st January 2015 

Table 1 Examples of training programmes delivered to 
healthcare workers on disability
Topic Training Design Examples
Gen-
eral disability 
awareness 
and sensitiv-
ity training

Designed to increase under-
standing of the various types 
of disabilities and the unique 
needs of people with disabili-
ties. It may also cover topics 
such as disability rights and 
laws, and strategies for com-
munication and inclusion.

Ministry of Health 
(MoH) and Clinton 
Health Access Initiative 
(CHAI) (Zambia): 5 day 
training course target-
ing nurses, MoH staff.

Condition-
specific 
training

Focused on a particular condi-
tion, such as cerebral palsy or 
autism. It can provide detailed 
information on the causes, 
symptoms, and treatment 
options, as well as strategies for 
working with people who have 
that condition.

Latika Roy Foundation, 
Sightsavers (India): 
Training on an assess-
ment tool for devel-
opmental disabilities 
targeting community 
healthcare workers

Rehabilita-
tion skills 
training

Designed to teach healthcare 
workers the skills they need to 
provide rehabilitation services 
to people with disabilities. This 
may include training in areas 
such as physical therapy, oc-
cupational therapy, or speech 
therapy.

Comprehensive 
Community Based 
Rehabilitation 
(CCBRT, Tanzania): 
2 day training course 
including didactic and 
workshops targeting 
healthcare workers and 
development NGOs

Training on 
assistive 
technology

Designed to provide health-
care workers with skills to work 
with, and provide information 
about, assistive technology.

Light for the world 
(Mozambique): Train-
ing on eye health ICRC 
(Ethiopia): Training on 
prosthetic and orthotic 
technology

Inclusive 
design and 
Universal 
Design for 
Learning 
Training

Designed to provide training 
on creating environments and 
materials that are inclusive to 
everyone, with specific focus 
on people with disabilities

Plan International: 
community awareness 
raising on disability 
that has been used to 
train village healthcare 
workers

Mental 
Health and 
Disability 
training

Focused on understanding 
mental health conditions and 
disabilities and the intersection 
of both, providing the health-
care worker with the necessary 
knowledge to understand, 
identify and support those 
with both conditions.

National Health Ser-
vices (NHS, UK): 2 full 
day training sessions 
(blended learning) 
targeting health and 
social care workers
Strong Minds and 
TPO (Uganda): mental 
health trainings to 
healthcare workers

Primary 
health care 
for people 
with disabili-
ties training

Designed to enable primary 
healthcare workers to deliver 
disability-inclusive primary 
health care

MoH and UNFPA 
(Ecuador):
Handbook on sexual 
and reproductive 
health for all disabilities



Page 4 of 12Smythe et al. BMC Health Services Research          (2024) 24:418 

and 11th January 2023, using the terms (“train*” OR 
“educat*”) AND (“healthcare worker” OR “health profes-
sional” OR “medical professional”) AND (“disability” OR 
“impairment”) filtered for systematic reviews and meta-
analyses for this rapid umbrella review. Inclusion criteria 
were established as: systematic reviews or meta-analyses 
that evaluated training on disability (intervention) for any 
health professional (population). Studies were excluded if 
published prior to 2015 to ensure the currency and rel-
evance of information, and if in any other language than 
English. We searched reference lists of included studies 
for additional eligible papers.

Two reviewers (TS, ASS) independently assessed 
study eligibility and extracted the data. The risk of bias 
of the included studies was assessed using AMSTAR 2 
(A MeaSurement Tool to Assess systematic Reviews) 
[18], designed to appraise systematic reviews that include 
randomised controlled trials. The instrument provides 
a broad assessment of quality, including flaws that may 
have arisen through poor conduct of the review with 
uncertain impact on findings. We developed and pilot-
tested an extraction tool in Excel, to systematically record 
information from included studies. Extracted informa-
tion included: (1) Publication characteristics: author, title, 
year of publication, setting/country; (2) Study design: 
study design, sample size; (3) Participant characteris-
tics: cadre, and any other relevant descriptive data; (4) 
Outcomes: effect size of training. Data were extracted 
by TS and checked for accuracy by ASS. Where studies 
included information on training other professionals (e.g. 
police officers, teachers) only data on healthcare workers 
were extracted. Data were also only extracted on training 
when reviews included additional information (e.g. use of 
disability measurement tools). We narratively synthesised 
the results.

Semi-structured interviews
Interviews were conducted with international experts 
with experience of delivering training on disability in 
January 2022, in order to explore current practices and to 
identify gaps in practice and policy. Six experts were pur-
posively sampled to represent people with and without 
disabilities, in low and high income settings. They were 
interviewed by TS, a physiotherapist and epidemiologist 
from Zimbabwe with mixed-methods expertise. Inter-
views were held online using Zoom. Verbal informed 
consent was given. A set of open-ended questions (Sup-
plementary file 1) elicited detailed responses on the expe-
riences, perspectives and practices of experts in the field 
of healthcare worker training on disability. The interviews 
were recorded and transcribed for analysis. Transcripts 
were coded and thematically analysed using NVIVO.

Interviews were then conducted in Uganda with people 
with disabilities and healthcare workers. Written consent 

was given. People with disabilities were asked what they 
wished healthcare workers would know about disabil-
ity, and interviews with a range of healthcare workers 
were used to gather more detailed information on their 
specific training needs and to understand their percep-
tions of the current training available. Semi-structured 
interviews were conducted in-person with 17 health-
care workers and 27 people with disabilities in Luuka 
District, Uganda. ASS and SS, Ugandan social scientists 
with expertise in qualitative methodology undertook the 
interviews. Participants were recruited through exist-
ing networks, non-government organisations and health 
facilities. The healthcare workers were selected from the 
eight sub-counties that make up Luuka district based on 
cadre (clinical officers, midwives, nurses, village health 
trainers, laboratory technicians, health officers), and level 
of health facility (health centre, II, III or IV). The people 
with disabilities were purposively selected to ensure rep-
resentation of age, gender and impairment. Interviews 
were undertaken with persons with visual impairment 
(n = 5), physical impairment (n = 5), multiple impairment 
(n = 5), cognitive/ intellectual impairment (n = 5) and albi-
nism (n = 1). Interviews with people with hearing impair-
ment (n = 6) were conducted by a member of the research 
team who is deaf (Supplementary file 2: Participant 
demographics). The semi-structured interviews explored 
experiences and perspectives of delivering and receiving 
health services (Supplementary file 3: Healthcare worker, 
Supplementary file 4: People with disability). The inter-
views were conducted in a private and comfortable set-
ting and lasted 50–80 min. They were audio recorded and 
transcribed. Those conducted in Lusoga and Luganda 
were translated to English. The transcripts were coded 
and manually analysed using a deductive thematic analy-
sis approach.

Design workshop
A design workshop was held to develop a framework for 
the disability training intervention in Entebbe Uganda in 
September 2022. The workshop brought together a group 
of people with diverse disabilities (n = 7) and healthcare 
workers and medical educationalist (n = 5) to actively par-
ticipate in the design process over 2 days. The workshop 
was facilitated by TS and ASS. The workshop consisted of 
a series of participatory activities, including group discus-
sions, brainstorming sessions, and small group exercises. 
These activities were designed to elicit the perspectives, 
experiences, and recommendations of participants. The 
workshop concluded with a consensus-building activity, 
where participants discussed and agreed on the key com-
ponents of the training framework.
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Development of training material
A theory of change was used to inform the content 
design and implementation of the training framework. 
The research team created the first theory of change 
model, led by TS, drawing on information gathered from 
the international experts. The theory of change approach 
involved identifying the desired outcomes of the training 
and the necessary steps and activities to be put in place to 
achieve those outcomes. The training material was then 
developed by the study team drawing on evidence from 
the umbrella review, interviews and design workshop on 
the most effective training strategies for healthcare work-
ers on disability, and was refined based on feedback from 
five people with disabilities.

Results
The literature search for the umbrella review yielded 
377 studies, with 24 full-text articles selected for further 
review. Eight review articles were eligible for inclusion 
in the final analysis (Fig.  1). A total of 227 studies were 
included in the reviews, but only 4 studies were con-
ducted in LMICs. The reviews related to training in intel-
lectual and developmental disabilities, mental health, and 
all disabilities. Three systematic reviews were rated with 
high confidence on the AMSTAR2 tool, two rated with 
medium and three rated with low confidence (Supple-
mentary file 5). The systematic reviews receiving a low 
confidence rating in their findings were evaluated as such 
because they failed to pre-register the review and did not 

include an appropriate evaluation of bias, including pub-
lication bias of the included studies.

The training settings included specialised clinical set-
tings, non-specialised clinical settings (inpatient and out-
patient), continuity-clinic based, non-clinical settings, 
medical schools, GP practices, primary care clinics, and 
various other settings such as clinics, camps, schools, 
residential settings, and universities. The timeline of 
training and training evaluation methods varied across 
the articles; Some articles reported single-session train-
ing, short-term training (< 1 month), and longer-term 
training (1–3 months or > 3 months).

Lectures and didactic (instructional) methods were the 
most commonly reported teaching methods in disability 
education, often combined with other approaches, such 
as case studies, simulations, and placements. Some train-
ing programmes leverage multimedia tools, such as video 
recording or simulations, to enhance the learning expe-
rience. The content of the education typically includes 
disability from a rights-based perspective, as well as par-
ticular skills, such as sign language for medical and phar-
macology terms (Table  2). Many programmes involved 
people with disabilities as active participants in the edu-
cation, such as simulating patients or serving as teachers 
to help run activities. Through these interactions, contact 
with people with disabilities was transformative, lead-
ing to significant changes in attitudes and perceptions of 
participants.

A broad variety of evaluation methods were used, such 
as pre- and post-test knowledge assessments, question-
naires at baseline up to 18 months, and immediate post-
training evaluations. The impact of the education was 
typically measured by healthcare worker reports of com-
fort and attitudes towards people with disabilities, as well 
as communication skills, knowledge, and self-efficacy. 
Target outcomes for the training interventions varied, 
with some focusing on perspective/awareness/comfort, 
medical and clinical knowledge. Several had unclear 
outcomes. However, only a few studies considered the 
longer-term impact, specifically three months post-inter-
vention. The training effect estimates are almost exclu-
sively for high income countries.

Interviews with international experts
International experts reported that people with disabili-
ties play an important role in improving the quality of 
care for themselves and others. Interviewees identified 
several ways that this role would occur, as people with 
disabilities can: offer unique insights into their experi-
ences and perspectives, identify areas for improvement in 
their care, serve as advocates and role models, and help 
to promote a culture of inclusion and understanding in 
the healthcare system. They can also help to ensure that Fig. 1 PRISMA for umbrella review of systematic reviews and meta-analy-

ses on training of healthcare workers on disability
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training programs are relevant, effective, and responsive 
to the needs of people with disabilities.

Experts reported that good practice examples of train-
ing methods included contextualized story-telling and 
activities adapted by the trainer to the local context. Par-
ticipants believed that these methods were most effective 
in engaging learners and improving their knowledge, atti-
tudes, and skills related to disability. However, the success 
of these methods depended on the quality of the training 
materials, the experience and skills of the trainers, and 
the level of buy-in and engagement from learners.

Interviewees identified challenges in providing dis-
ability education within healthcare training, citing issues 
such as lack of standardization in curricula and limited 
time and resources. They expressed concern that these 
factors may contribute to inadequate understanding of 
disability issues among healthcare providers, resulting in 
disparities in care and outcomes for people with disabili-
ties. Additionally, participants discussed emerging trends 
in healthcare, such as the use of telemedicine and wear-
able devices, which they believed would require health-
care workers to develop an even deeper understanding 
of the needs of people with disabilities. They identified 
opportunities for scaling training, including integrating 
disability education into undergraduate degrees, con-
tinuing education programs, mentoring, and coaching. 
Overall, participants viewed the future of disability edu-
cation for healthcare workers as an exciting opportunity 
for growth and advancement in the healthcare industry.

Interviews in Uganda
Overall, the importance of improving communication, 
understanding, and collaboration between healthcare 
providers and people with disabilities to promote equi-
table and high-quality healthcare services was empha-
sised in interviews with both people with disabilities and 
healthcare workers.

People with disabilities highlighted that they expected 
healthcare workers to recognise and be made aware of 
the challenges they face when trying to access health-
care services. Additionally, they emphasised that they 
desired to be treated with the same respect and dignity as 
any other patient, and they value a positive attitude from 
healthcare providers towards their care.

“We want healthcare workers to know that all people 
are equal, including those of us with disabilities, and 
they should treat each person with dignity.” (Male, 
visual impairment).
 
“The doctors in the hospital should know that we too 
are humans, and have blood like them. The differ-
ence maybe is that one of my parts is weak, but it 

doesn’t stop us from getting sick like them.” (Female, 
physical impairment).

Many of the participants with disabilities acknowl-
edged that better communication skills from healthcare 
providers, such as clear and concise explanations, are 
essential to building trust and rapport with people with 
disabilities.

“What I know is that for my life to continue being 
good, it is important for me to be able to visit a 
healthcare worker who understands my situation 
and I am not insulted…The care and respect you give 
me when you see me, and how you speak, is helpful.” 
(Male, Albinism).

Similarly, the healthcare workers expressed a need for 
more training and education on disability to provide 
high-quality care. The reported training needs ranged 
from basic training orientation on disability, including 
communication skills and knowledge on how to navigate 
the time needed for disability-inclusive care, to how to 
examine and treat people with disabilities during routine 
health visits.

“First of all, we need training because people with 
disabilities cannot be managed like other individu-
als. We need training on the forms of disabilities 
because the different types of disabilities call for 
different management. So, we can be empowered…
and we can manage the expected and non-expected 
challenges.”(Male, Medical officer).
 
“We need to know, how do you assess, and how do 
you support and counsel them. If you do not have 
those skills sometimes you can mishandle them. For 
example, you may just look at the cough they have 
but behind the cough there could be other things.” 
(Female, Senior nursing officer).

Furthermore, healthcare providers pointed out the need 
for adequate information about specialised service needs, 
how to make referrals and contextual considerations (e.g. 
cultural, social, economic) to ensure that people with dis-
abilities received appropriate care and were referred for 
further management.

“If I recognise the need for specialised care, I would 
simply write a referral note. However, many times 
I am unsure of where to refer them, so I am unable 
to follow up on whether they received the necessary 
assistance. Writing a referral is the best I can do.” 
(Male, Senior medical officer).
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“We can train healthcare workers within the facility 
on the best practices for interacting with people with 
disabilities. Even those of us who support them in the 
community can be trained on how to connect them 
with specialised services.” (Male, VHT coordinator).
 
“It may be beneficial to collaborate with others who 
work with individuals with disabilities and provide 
holistic care. Since we operate at different levels 
and some hospitals have specialised clinics for indi-
viduals with disabilities, working together can help 
ensure they receive proper services”. (Female, Mid-
wife)

Involving people with disabilities in training was 
regarded as a way of facilitating mutual understanding 
and enabling healthcare workers to better address the 
specific needs of persons with disabilities, while estab-
lishing a designated person for follow-up could enhance 
continuity of care.

“Sometimes we are left behind, but if we are invited 
to health workshops, we can share our experiences 
with healthcare workers, including how we feel and 
how we should be treated. We can discuss the specific 
disabilities we face and the challenges we encounter. 
This would provide an opportunity for healthcare 
workers to better understand and appreciate what 
individuals with disabilities go through.” (Male, Per-
son with disability councillor, Visual impairment).

The findings suggest that healthcare workers often feel 
uncertain about referring people with disabilities for spe-
cialised care, leading to challenges in ensuring necessary 
and appropriate healthcare. Training healthcare workers 
on best practices for interacting with people with dis-
abilities, both within the facility and in the community 
was recommended to help improve their ability to con-
nect patients with specialised services and provide holis-
tic care.

Themes and recommendations from the participatory 
workshop
Five themes for healthcare worker training on disability 
were generated by consensus from discussions during the 
participatory workshop. These themes included the need 
for a focus on:

1. Responsibilities and rights: emphasising 
understanding of the rights of people with 
disabilities;

2. Communication: highlighting effective 
communication for building rapport;

3. Informed consent: focusing on respecting privacy 
during examinations;

4. Accommodation: advocating for disability-inclusive 
practices; and

5. Referral and connection: ensuring appropriate 
referrals and connections to other healthcare 
services.

The workshop also emphasised the importance of active 
participation, clear communication, and inclusivity in the 
design process.

It was recommended that the disability training pro-
gram should adopt a modular approach, focusing on 
different aspects of providing healthcare to people with 
disabilities. It should also focus on increasing knowledge 
and understanding of disabilities, and improving the atti-
tudes and practices of healthcare workers towards people 
with disabilities. Emphasis should be placed on adopt-
ing a disability-inclusive approach, training healthcare 
workers on the social model of disability, recognising the 
impact of societal barriers on the lives of people with dis-
abilities, and addressing these barriers to promote greater 
inclusion and participation in society. Cultural sensitivity 
and the use of appropriate terminology are essential help 
to ensure that the training is inclusive and relevant to the 
diverse population of people with disabilities that health-
care workers may encounter.

Interaction with people with disabilities was recom-
mended as a key component. This will involve inviting 
people with disabilities to participate in the training ses-
sions to share their experiences and perspectives. The 
training should also adopt a learner-centred and partici-
patory approach, based on the values of the healthcare 
worker, promoting reflection on their own values and 
beliefs and applying them in their practice, which may be 
effective in promoting a sense of ownership and commit-
ment to working with people with disabilities.

Ongoing mentorship and peer learning should support 
the training, pairing healthcare workers with experienced 
mentors to provide guidance and support as they apply 
their new knowledge and skills in practice. Practical skills 
should be included in the training, such as techniques for 
measuring the weight of a person with a physical impair-
ment, to ensure comprehensive and considerate exami-
nation and treatment of people with disabilities.

Training material structure
The theory of change provided a clear and logical struc-
ture for the development of the training framework and 
helped to ensure that the framework was comprehensive, 
evidence-based and responsive to the specific needs and 
experiences of people with disabilities in Uganda. The 
desired outcomes of the training included increasing 
the knowledge, skills and attitudes of healthcare workers 
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on disability, to ensure that people with disabilities are 
expected, accepted and connected within health systems. 
The ceiling of responsibility is the distal outcome that 
healthcare workers provide disability inclusive care that 
is considerate and comprehensive. Key components and 
activities that would be necessary to achieve the proxi-
mal outcomes included interaction with people with dis-
abilities, a learner centred participatory approach based 
on the values of healthcare workers, ongoing mentorship 
and peer learning (Fig. 2).

The developed training programme included a range of 
activities such as pre-training self-assessments, interac-
tive workshops, case studies and mentoring. The training 
framework also included specific provisions for acces-
sibility and inclusion, recognising the importance of 
addressing the specific needs and experiences of people 
with disabilities.

The training will be delivered by a healthcare worker 
and a person with a disability. They will facilitate the 
training in person over one day for various healthcare 
workers (nurses, technicians, community health workers, 
allied health professionals, doctors). The programme will 
focus on key areas such understanding disability, good 
practices in work, and personal motivations for provid-
ing disability-inclusive healthcare. Participants will learn 
about routine health needs, communication skills, assess-
ing and treating persons with disabilities, appropriate 
referrals, and ensuring accessibility in healthcare settings.

The training program aims to achieve its goals through 
several strategies. It promotes a disability-inclusive 
approach by engaging people with disabilities and 
encouraging active participation and reflection. Ongoing 
mentorship and peer learning opportunities are provided 
for continuous support. Practical tools are shared to 
equip healthcare workers with necessary skills. Cultural 
sensitivity is fostered to ensure healthcare workers can 
provide care that is respectful and responsive to diverse 
cultural backgrounds and language preferences. By incor-
porating these strategies, the training program aims to 
empower healthcare workers with the expertise needed 
to provide inclusive and effective healthcare services for 
persons with disabilities.

Discussion
Developing a comprehensive training programme for 
healthcare workers on disability is an important step in 
addressing barriers to healthcare access for people with 
disabilities [3]. We used the Medical Research Council 
approach to develop the training material [17], consid-
ering practical solutions to improve the knowledge and 
skills of healthcare workers on disability. Our umbrella 
literature search revealed that lectures and didactic 
methods were commonly used in disability education, 
often combined with other approaches such as case 
studies and simulations. The review also highlighted 
the importance of using various teaching methods and 

Fig. 2 Theory of change *HCW = healthcare worker, PWD = people with disabilities
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including people with disabilities in disability education. 
The impact of education was measured in various ways, 
including through healthcare worker reports on comfort, 
attitudes, communication skills, knowledge, and self-effi-
cacy. There is need for a standardised approach to allow 
comparison between contexts and countries. Standardi-
sation in curricula and limited time and resources were 
identified as challenges in providing disability education 
within healthcare training.

People with disabilities and healthcare workers in 
Uganda expressed the need for better communication 
skills from healthcare providers, training on disability, 
and recognition of challenges faced by people with dis-
abilities. These findings are echoed in other studies glob-
ally [19–22]. The participatory workshop successfully 
generated a comprehensive and inclusive framework for a 
disability training programme, incorporating the diverse 
perspectives of people with disabilities and healthcare 
workers. Our findings are consistent with other studies 
that highlight the importance of disability education in 
healthcare training, utilising various teaching methods 
and incorporating the perspectives of people with dis-
abilities [23, 24]. The next step is to pilot-test the training 
programme with healthcare workers in Luuka District, 
Uganda. During pilot testing, the training program 
will also consider the cultural context in which it will 
be delivered, as previous research has shown that cul-
tural competence is essential for providing effective and 
appropriate care to people with disabilities [25, 26].

One of the strengths of our study was the use of the 
MRC approach to develop the training material, which 
enabled us to systematically examine training needs and 
develop practical solutions to improve the knowledge 
and skills of healthcare workers on disability. In addi-
tion, the study encompasses a diverse range of health 
worker cadres and people with varying types of disabili-
ties, ensuring a comprehensive exploration of perspec-
tives and experiences. Our study also has limitations to 
consider when interpreting the results. A systematic 
umbrella review was undertaken rather than a systematic 
review. Recruitment through existing networks, NGOs, 
and health facilities may not capture the perspectives of 
people with disabilities who are not affiliated with these 
organisations. We included the perspectives of people 
with disabilities and healthcare workers in Uganda, 
and thus the generalisability of the disability training to 
other contexts may be limited. While we did include the 
opinions of international experts and a global umbrella 
review, further research is needed to confirm the effec-
tiveness and applicability of the training program in dif-
ferent settings, as the umbrella review noted important 
gaps in the literature.

Our findings have important implications for policy, 
programmes and research. Specifically, our study suggests 

that a disability training programme should be inclusive 
of diverse cultural backgrounds and adaptable to specific 
needs, and should incorporate the perspectives of both 
people with disabilities and healthcare workers. These 
findings could be used to inform the adaptation of future 
training programs for healthcare workers in Uganda and 
other resource-limited settings. Nevertheless, people 
with disabilities are a diverse group with varying needs 
and this has implications for training. While advocating 
for overall disability training, it is essential to also focus 
on different types of impairment. Additionally, the needs 
of different healthcare workers will vary due to their 
diverse roles, raising questions about the feasibility of a 
generic training programme. Policy support is vital to 
ensure implementation and support of disability training 
for healthcare workers (e.g. mandating inclusion in medi-
cal and nursing curricula). Future studies could use more 
objective measures of impact, such as patient outcomes 
or changes in healthcare service provision.

Conclusion
The proposed development of a disability training for 
healthcare workers aims to address the barriers and 
challenges faced by people with disabilities in accessing 
health care services in Africa. The training will adopt a 
modular approach. Components of the training include 
interaction with people with disabilities, a learner-cen-
tred and participatory approach, ongoing mentorship 
and peer learning, practical tools to deliver a comprehen-
sive and considerate examination and treatment, and cul-
tural sensitivity.
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