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Abstract: This paper addresses the challenges faced in mainstreaming the teaching of sexual
and reproductive health and rights into public health education. For this paper, we define sexual
and reproductive health and rights education as including not only its biomedical aspects but
also an understanding of its history, values and politics, grounded in gender politics and social
justice, addressing sexuality, and placed within a broader context of health systems and global
health. Using a case study approach with an opportunistically selected sample of schools of public
health within our regional contexts, we examine the status of sexual and reproductive health and
rights education and some of the drivers and obstacles to the development and delivery of sexual
and reproductive health and rights curricula. Despite diverse national and institutional contexts,
there are many commonalities. Teaching of sexual and reproductive health and rights is not fully
integrated into core curricula. Existing initiatives rely on personal faculty interest or short-term
courses, neither of which are truly sustainable or replicable. We call for a multidisciplinary and more
comprehensive integration of sexual and reproductive health and rights in public health education.
The education of tomorrow's public health leaders is critical, and a strategy is needed to ensure
that they understand and are prepared to engage with the range of sexual and reproductive health
and rights issues within their historical and political contexts. ©2011 Reproductive Health Matters.
All rights reserved.

Keywords: sexual and reproductive health and rights, public health education, social justice,
global health
HEALTH professionals interested in research
and practice in sexual and reproductive
health and rights, can receive formal post

graduate training in many higher education
institutions – mostly through schools or depart-
ments of public health. These, in turn, are often
situated within faculties of medicine, with a ten-
dency towards a technical and skills oriented
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approach to education.1 More than in most sub-
ject areas taught within these schools, sexual
and reproductive health generates strong opin-
ions that are steeped in social values, ideology,
religion and morality.2,3 The extent to which
people can enjoy their sexual and reproductive
health is invariably intertwined with issues of
disadvantage, inequity and human rights.4

Given its highly political nature, the fit of
sexual and reproductive health education within
schools of public health that focus largely on the
acquisition of technical competencies can be
less than comfortable. In this paper, we explore
the intersections between “apolitical” public
health and sexual and reproductive health and
rights education. Using a case study approach
with an opportunistically selected sample of
schools of public health, we examine the status
of sexual and reproductive health and rights
education and some of the drivers of and obsta-
cles to the development and delivery of cur-
ricula that integrate an understanding of the
history, values and politics of this area, as well
as recognition of the role of advocacy and activ-
ism in achieving social justice and change.
Background
The history of public health emanates from mul-
tiple ideological and disciplinary perspectives,
making it rich and highly nuanced but also dif-
ficult to define in disciplinary terms.5 Histories
from a religious perspective detail the develop-
ment of public health in an era of colonialism,
and focus on events that promote health through
the purity of body and soul, to protect against
spiritual defilement. Hippocratic traditions pro-
vide the basis for the development of environ-
mental determinants of disease through theories
of noxious effects of “bad air”, weather, plane-
tary alignments and so on. Social medicine in
public health history explores the impact of social
class and inequalities on health. Political histo-
rians establish the role played by bio-politics in
the spread of disease through economic, military
and political oppression. Administrative histories
of public health focus on the development of
regulations, reforms and technologies.5 This list
is by no means comprehensive and does not take
account of cross-cultural histories of public
health developed from non-western philosophies
and disciplinary traditions.
Although there are different levels of emphasis
across the various historical perspectives, three
main themes appear to be prominent in public
health training today:

• public health as hygiene,
• public health as administration, and
• public health as a political champion for

social justice.

Public health as hygiene provides the basis for
“scientific” public health as a discipline, training
leaders to advance the fields of immunology,
parasitology, epidemiology and disease control
with little expectation that this training will ful-
fil the needs of state public health services.6,7

This model of public health education was pro-
moted largely within the US, and typically based
in or allied to schools of medicine.6,8 The deve-
lopment of schools of public health in the UK
and parts of Western Europe, on the other hand,
emphasised public health practice and admin-
istration, strongly informed by the advances
in regulations for sanitation, food safety, quar-
antine, vaccination and community-based dis-
ease surveillance.5,6

Public health as political advocacy has its roots
in social justice, growing from the European tra-
ditions of advocates like Virchow,9 but is not a
tradition which shaped public health education
historically. Virchow brought together the fields
of pathology and anthropology, recognizing the
futility of medical care in the absence of efforts
to improve the human condition. He actively
engaged in political action to reform the social
conditions of the working class. He promoted
medicine as a social science challenging phy-
sicians to assume a role as natural advocates
for the poor, even where this involved politi-
cal dissent.9

Public health as a discipline has continued to
evolve over the past century, increasingly bring-
ing these three streams together. Medicine, how-
ever, has remained the dominant paradigm. This
means essentially that communicable and non-
communicable diseases continue to provide the
core around which prevention and control are
taught across the core subjects such as epide-
miology. The extent to which these broad the-
matic areas (hygiene, administration and social
justice) influence what constitutes public health,
and therefore public health education, varies sig-
nificantly across countries.10 Although each may
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play a role, the dominant paradigm is usually
apparent. In many countries in Asia, Africa and
the Middle East, for instance, public health is
viewed predominantly as a specialisation of med-
icine with a focus on disease surveillance and
control. These countries often train a mid- and
lower-level cadre workforce such as environ-
mental health workers, who are responsible for
practice such as food inspection, sanitation and
health education. Until the last decade, this was
also the case for countries like the UK. Recog-
nition of non-medically qualified professionals
with public health training was accepted in
2003 with the establishment of a voluntary reg-
ister to ensure that practitioners would be subject
to appropriate regulation.11

Administration in public health also remains
an important derivative of public health history,
although much of the contemporary focus is on
financing, health policy and health systems.12

Public health activities of global institutions such
as the World Bank, for instance, are strongly
informed by the administrative history of public
health. Similarly, offshoots of the sorts of social
activism exemplified by Virchow endure; public
health physicians and specialists often under-
take advocacy roles in support of various health
needs at the population level. More recently,
public health advocates have attempted to forge
stronger links between those disciplines that
appear to be more efficiency oriented (econom-
ics), with those that are more competency driven
(skills), and approaches driven by a concern for
social justice, equity and human rights.13

It is critical that, at the very least, these ten-
sions are recognised and explored as part of
formal training in public health. A recent com-
mission on the status of education of health
professionals highlighted the general lack of
opportunities within curricula to enable students
to engage with complex and real life problems,
leaving them ill-equipped to handle contempo-
rary challenges.1 This provides the broad con-
text against which we explore the structure and
content of sexual and reproductive health and
rights education within schools of public health.
Our interest was driven by a need to understand
the historical and paradigmatic antecedents of
current public health teaching programmes; to
explore how and why particular choices are made
about the curricula offered for sexual and repro-
ductive health and rights education and the
58
extent to which these choices are informed by
and responsive to the needs, demands, politics
and priorities involved in sexual and reproductive
health and rights.
Methods
A case study design was used to explore sexual
and reproductive health and rights programmes,
focusing specifically on tertiary institutions that
offer public health training within our regional
contexts. Case study designs are most appropri-
ate for in-depth analyses that aim to examine and
explain complex issues in a real life context.14

The design for this study is based on the analysis
of multiple sources of data, which included cur-
riculum materials and data from participant
observation by the authors.14 The authors are
senior academics in public health, all with exper-
tise in sexual and reproductive health and rights
from disciplinary perspectives that include clinical
women's health, gender and health, health and
human rights, epidemiology, and medical anthro-
pology. All of us have been responsible for deve-
loping and/or delivering modules and courses in
the field.
Thechoiceof institutionsand regionswasoppor-

tunistic, based on the countries and regions of
practice and expertise of the authors – Belgium,
Brazil, Egypt, Lebanon, Malaysia, South Africa,
Sudan, UK and US. As is consistent with case
study methodology, the institutions and the anal-
ysis are not intended to be representative of the
countries where they are situated nor of schools
of public health. The paper is also not intended
as a medium for the promotion of the institutions
and programmes they offer; for this reason, we
avoid naming specific institutions. Case study
design provides the opportunity to focus on
explanatory processes and the institutions pro-
vide the settings to explore the contextual and
process issues in the development and delivery
of sexual and reproductive health and rights edu-
cation within public health education settings,
and offer critical insights into the differences and
similarities between them. Further exploration of
these themes would require a more comprehensive
and representative investigation.
For this paper, we define sexual and reproduc-

tive health education as including not only bio-
medical aspects of sexual and reproductive health
but programmes that provide some historical and
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political context of the sexual and reproductive
health and rights movement, are grounded in
gender politics and social justice and address
issues such as sexuality, sexual violence and
place sexual and reproductive health within a
broader context of health systems, global health
and health sector reform. We recognise that there
are many leaders in the field who are not trained
in public health per se: however, our starting
point is that public health education programmes
are producing the next generation of practi-
tioners and that opportunities to expose them
to appropriate curricula in sexual and reproduc-
tive health and rights are being lost, even if their
immediate passions lie elsewhere.
Our findings were analysed using a grounded

theory approach.15 A summary of commonal-
ities amongst the institutions studied is pre-
sented here, followed by specific information
pertinent to some of the institutions reviewed
and an analysis of the global, national and
institutional context of sexual and reproductive
health and rights (SRHR) education. Detailed
examples from various institutions are provided
where relevant, to illustrate key points.
Commonalities amongst the
institutions studied
All the public health institutions reviewed pro-
vided SRHR education as elective courses or mod-
ules within postgraduate training in public health.
All these public health programmes offer a sim-
ilar set of core competencies as stipulated by
national or professional bodies of public health.
Core subjects include: epidemiology (sometimes
described as health measurement); biostatistics;
social and behavioural sciences; health manage-
ment, administration and policy; and research
design and methods. Most programmes also cover
environmental health. However, the institutions
studied approach their teaching in different ways,
with some integrating across disciplines, some
being problem-based and others being more
disciplinary-based in approach.
The institution studied in Belgium, is an inde-

pendent institute for training, research and assis-
tance in tropical medicine and health care in
developing countries. Training includes doctoral
and master's programmes, postgraduate courses
and short specialisation courses. Until the late
1990s, a Master of Public Health (MPH) in Health
Systems, oriented and coordinated by a team
mostly composed of medical doctors, targeted
health professionals working as district managers
and policy makers in low- and middle-income
countries. Sexual and reproductive health and
rights started to be addressed as a course module
in 1998, with the creation of a Master of Sciences
in Disease Control, targeting health professionals
involved in disease control or reproductive health
programmes in low- and middle-income coun-
tries. The third term of this course has two
options: tropical diseases or reproductive health.
The reproductive health option addresses pro-
grammatic issues in the field of HIV/AIDS, sexu-
ally transmitted infections, family planning and
safe abortion, maternal and neonatal health and
integrated sexual and reproductive health services
in low- and middle-income countries, and is also
offered as a 10-week short course certificate on
planning and management of reproductive health
programmes. While medical, technical and politi-
cal aspects are addressed, including controversial
or sensitive issues such as unsafe abortion, there
has been less of a focus on gender, sexuality, and
sexual health and rights – mostly due to the lim-
ited number of social scientists at the institution
and in the course coordinating teams. In addition,
there was, and to a certain extent continues to be,
a lack of knowledge or misunderstanding regard-
ing gender, sexuality and related topics amongst
those who teach public health. This has improved
somewhat over the years through a fruitful col-
laboration with experts from NGOs and other
academic institutions that teach gender and social
sciences. In recent years, more social scientists
have been appointed to the teaching staff. None-
theless, there is some threat to the sustainability
of the SRHR programme since it is entirely depen-
dent on the experience and interest of individual
faculty rather than the existence of an integrated
core curriculum.
The institution explored in the US has as its

mission to provide the highest level of education
in the biological, quantitative, and social sci-
ences to public health scientists, practitioners and
leaders from around the world. Prior to 1996,
there was little or no direct attention to sexual
and reproductive health and rights. A working
group was founded by faculty and students to
address the lack of teaching concerning aspects
of sexual and reproductive health and rights
across academic departments. Couched in the more
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politically palatable language of “women, gender
and health”, over a seven-year period, courses,
seminars and presentations were initiated across
departments, and an interdisciplinary concentra-
tion on women, gender and health was then
approved by the full faculty, which includes
courses covering all relevant aspects of sexual
and reproductive health and rights. Students
from any academic department are able to com-
plete the concentration and the degree is con-
ferred by the students' home department with
a letter attesting to the student's completion of
the concentration requirements. Thus, there is
a lack of institutionalisation of the programme,
in particular a dependence on the voluntary
nature of the bulk of the work done by faculty
and students alike.
In the Middle East and North Africa region,

most public health programmes are within med-
ical schools.17 This is in the form of undergrad-
uate level teaching and at the graduate level as
a specialty track in departments of community
medicine leading to Masters or Doctoral degrees
in community medicine and public health. The
biomedical approach with a focus on disease
dominates. A limited number of independent
graduate programmes in public health currently
exist in Egypt, Occupied Palestinian Territories
and Lebanon.17 These institutions offer Masters
in Public Health degrees as well as disciplinary-
based MSc degrees in which students write disser-
tations, but none to date have degree programmes
focusing on SRHR. To varying degrees they incor-
porate teaching in some aspects of reproductive
health or gender and health although typically as
electives, not required courses.
The programme reviewed in the UK offers an

interdisciplinary, integrated doctorate in public
health. Students are required to take courses that
give them exposure to a range of global health
priorities, including sexual and reproductive
health and rights. Priority issues are analysed
based on an exploration of available evidence,
policy drivers, community, government and civil
society perspectives. This approach was designed
to facilitate integrated learning across disciplines
and to provide students with “real life” perspec-
tives on integration of research and policy in
public health practice. However, the only oppor-
tunity to pursue a given priority area in any depth,
such as SRHR, is for the student to select it as
the area of focus for the research thesis compo-
60
nent of the programme. It is important to note
that this programme is atypical in its approach.
Most public health courses in the UK offer a more
traditional discipline-based programme, with a
large suite of subjects from which students have
a choice. Furthermore, and as highlighted in the
previous examples, the model is designed and
implemented by a small team and its sustainabil-
ity going forward is unclear because of the heavy
time commitment involved.
The South African institution offers a range of

public health-related courses at the postgraduate
level. There is a strong emphasis on a compre-
hensive understanding of health care systems
and measures that can be taken to address public
health problems at a regional, national and local
level. Gender and health in some form is present
in the programmeMPH andMSc graduates would
therefore have had some limited exposure by the
time they complete the programme. There is little
focus on sexual and reproductive rights per se,
however. A number of short courses offered over
the years have addressed SRHR specifically, but
they are elective rather than compulsory and are
dependent on particular staff being present and
able to run the courses.
The Brazilian institution is a public health

school created in the early 20th century indepen-
dently of the medical school. Its mission is to con-
tribute to the improvement of population health
and the formulation of public policies through
the production and dissemination of knowledge.
The school provides training in public health
and nutrition through research, education and
service delivery. The core subject across all areas
of specialisation is an introduction to public
health. Students can then specialise in epidemi-
ology, health services, environmental health,
nutrition, or health and life cycles (where SRHR
is introduced). Sexual and reproductive health
and rights is offered as an elective module. The
institution graduates approximately 100 students
per year. Many students are engaged in public
health work prior to starting their degree pro-
gramme, as the Brazilian health system is the
main employer of the health workforce generally.
A new undergraduate programme in public health
will be launched in 2011, receiving students after
high school. This is a new approach to public
health training in Brazil and the programme will
include gender and health as a core area, and offer
SRHR as an elective.
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In sum, all the public health programmes
reviewed offer a variety of sexual and repro-
ductive health courses. Some institutions pro-
vide the option to take these courses within other
academic departments, such as social sciences or
development studies. Across the institutions
reviewed, almost without exception, where sexual
and reproductive health courses are offered by the
public health programmes, they are largely depen-
dent on the interest and initiative of individual
faculty members. Sexual and reproductive health,
gender and health, women's health and related
courses are most commonly offered as electives
rather than as part of the core of what is taught
to graduate students in public health. Sexual and
reproductive health and rights courses are usually
associated with faculty who have active involve-
ment in or partnerships with advocacy-related
groups. Without exception, SRHR issues are not
mainstreamed within the core public health train-
ing agenda.
The context of SRHR education
A comparative analysis across the different pro-
grammes suggests that the reasons for the lack
of institutionalisation of sexual and reproductive
health issues within public health education are
complex and systemic and fall into three broad,
interconnected categories: the global health con-
text of public health and SRHR education; the
prevailing national context in which institutions
are located; and the specific cultures of these insti-
tutions. The global context influences national
priorities,andbothnationalandglobal forces, such
as access to funding or national laws or mores,
influence how and what sexual and reproductive
health content is included in the curriculum (or
not) in specific institutions. However, for clar-
ity of presentation, we discuss these categories
seriatim and provide examples within each.

Influence of the global context
The influence of the global health context cannot
be overestimated. There is not one single global
health agenda, however; rather it is a site of strug-
gle where contradictory trends co-exist. On the
one hand, the rebirth of Alma Ata,18 universal
coverage19 and investing in health systems20 are
championed. On the other hand, vertical pro-
grammes targeting single diseaseswith technolog-
ical solutions such as vaccines or treatment-only
approaches are funded at increasingly high levels.
These large, funded programmes dominate the
discourse and often undermine efforts to improve
health system functioning.21 In this context,
focusing on HIV or maternal health rather than
on reproductive health, or gender and health,
or health systems and reproductive health, can
be expected. It is also likely that if the focus
is on technological solutions, then both the
social determinants of these health problems and
a rights-based approach are less likely to be a focus
as well.
The global context thus influences the kind of

courses and the focus of the training that is on
offer. It also influences students' choices. Stu-
dents, particularly at the postgraduate level, need
to make choices to optimise their career opportu-
nities and increasingly limited funding for SRHR
is taken as evidence of lack of relevance of the
field. In Belgium, students expressed concern that
time spent in the classroom on sexual and repro-
ductive health and rights might not be useful to
their potential career trajectory, given waning
funding for the field overall and thus fewer job
opportunities. In the US, students have shied
away from what they perceive to be a “politically
correct” curriculum that is not guaranteed to
provide them the optimal jobs. Similarly, in the
Middle East region, which has yet to institution-
alise or recognise a “public health workforce”,
there are similar concerns for those with an inter-
est in the SRHR field. Health systems in the
region remain very biomedical in their approach,
and health institutions tend to prefer to hire doc-
tors and nurses to do public health work.17 Thus,
while there are questions about career trajecto-
ries for everyone trained in public health, with
reduced funding for sexual and reproductive
health, students worry more about their job pros-
pects in this field.
Significant numbers of faculty in these institu-

tions play key roles on the global health stage.
It can therefore be expected that global health
trends that appear to de-emphasize the relevance
of SRHR will have an impact on the curriculum
and focus of public health programmes, and thus
on the training of future public health leaders,
who are also likely to trivialise SRHR. This effect
has been described as the “revolving door”, illus-
trating the phenomenon where a select group
of key players influence not only policy, but
the generation and dissemination of knowledge
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through their roles in government, global health
institutions and academia.22

National context: political and ideological forces
Within a national context, political and ideo-
logical forces determine both knowledge pro-
duction and dissemination. Despite the focus
on hygiene and administration in how public
health is generally taught, public health is by
definition political. Effecting changes in popu-
lation health cannot be done outside the context
of government policy, politics and power. In
many countries, however, there are restrictions
on the levels of political content that academics
can introduce to students. This in turn shapes
the ways in which sexual and reproductive health
can be taught. A review of institutions in South
East Asia, for instance, identified Malaysia as
one of the countries where academic freedom is
often curtailed. The University and University
College Act 1971 of Malaysia gives full authority
to the government over student enrolments, staff
appointments, educational programmes and
financing. A 1975 amendment provides the basis
Demonstration against increase in universit
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for government to forbid academics and students
from involvement in any political activities or
affiliation to any political party or trade union.
Students and academics are also discouraged from
expressing their views publicly, from shaping
public discourse and from participating in national
debates.23 Furthermore, the Sedition Act, dating
back to 1948, is still used to control discourse that
highlights inequalities between ethnic groups and
marginalised populations, to avoid the risk of
inciting disaffection against the government or
creating disharmony between groups.24 These
restrictions make it difficult to engage students
in areas that are deemed sensitive by the govern-
ment. Public health education and practice is
therefore very traditional, with a focus on disease
surveillance and government regulation.
In Brazil, on the other hand, a social justice

and rights ethos is central to the development
of schools of public health and to the courses that
are taught. A politicised agenda has been central
to the teaching of women's health, beginning in
the late 1970s. This social movement for health
rights resulted in the creation of the Collective
y tuition fees in England, London, 2010
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Health Post-graduate Association (ABRASCO) in
1979. Under ABRASCO, all health activities or
studies, ranging from epidemiology to social
sciences, which are not related to individual clin-
ical care, are called saúde coletiva. Technical
subjects such as epidemiology and health pro-
gramme management were taught as tools to cri-
tique social inequities and promote change and
are understood to be politicised.25 ABRASCO's
wide-ranging activism helped to create the Com-
prehensive Women's Health Programme (PAISM)
in 1983, and the Unified Health System (SUS) in
1989, which in turn, created a universal right to
health care. There has been a Gender Working
Group in ABRASCO since 1994, and the influ-
ence of the feminist movement is evident not
only within the NGO sector but within academia.
Prior to the ICPD in Cairo, sexual and repro-

ductive health issues in Brazil were included
in courses dealing specifically with women's
health. These issues were mainstreamed into
broader public health teaching in the 1990s
when sexual and reproductive health and rights
programming for the community began to be
offered through partnerships between universi-
ties and NGOs. Programmes for health providers
on gender-based violence played a key role in
introducing the gender-related issues of power
imbalances and institutional gender violence
in the health sector. All this politicisation and
activism did not change the reality that over-
medicalisation of women's health is the rule,
and that abortion, available only in the private
sector, is illegal and remains an important cause
of morbidity and mortality.26

Government support in Brazil is further
reflected in access to funding for tertiary insti-
tutions for research in sexual and reproductive
health and rights issues.27 There have also been
joint initiatives of the National Research Coun-
cil and the Special Secretariat for Policies for
Women. A study on teaching gender in academic
health institutions28 showed that among 23 uni-
versities, sexual and reproductive health and
rights teaching was included under the broader
gender and health framework. The content
includes gender theory, history, health program-
ming, mortality and morbidity, and a variety of
themes, including sexual and reproductive health
and rights, the ICPD and Beijing action pro-
grammes, contraception, abortion, sexual diver-
sity, masculinities, sexually transmitted infections
and HIV. Some of these programmes also include
maternal health; in some it is separate, as mater-
nal health tends to be less overtly politicised, even
as it is increasingly over-medicalised.
The political context of post-apartheid South

Africa, with its emphasis on equity, has undoubt-
edly had an influence on providing the context
for public health training and on sexual and
reproductive health and rights education. Led
from schools of public health, it emphasised
social change and included a national consulta-
tion with thousands of women throughout South
Africa, and developed 13 women's health policy
proposals that were discussed and approved at
the first national women's health policy confer-
ence in South Africa in 1994. High expectations
and ambitious plans turned into some of the most
far-reaching and enabling policy and legislation,
including with respect to sexual and reproductive
health. Reform at the time enshrined women's
rights: the 1996 South African Constitution estab-
lished the right to access health care services,
including reproductive health care. The Bill of
Rights (chapter two of the Constitution, Act 108)
proclaimed the “right to bodily and psychological
integrity, which includes the right to make deci-
sions concerning reproduction”. Other legislative
change included the passing of the Choice on
Termination of Pregnancy Act in February 1997,
which saw improved access to abortion services
for women, and a dramatic decline in abortion-
related morbidity and mortality, and has been
extremely successful in advancing women's
health and rights more generally.29

Staff at universities in South Africa, and in
Schools of Public Health in particular, have been
key players in many of these initiatives. These
schools of public health have since influenced
national women's health policy significantly
but perhaps less so the development of the cur-
riculum for sexual and reproductive health and
rights within schools of public health. This out-
ward focus, essential at the time, did not take
into account the need to develop the next genera-
tion of public health professionals skilled in the
technical and social advocacy skills required.30

Institutional context: lack of mainstreaming
At the institutional level, schools of public health
in general give inconsistent attention to sexual
and reproductive health and rights issues. A
consequence of a lack of mainstreaming of these
63
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issues into public health is that course offerings
are highly dependent on the personal interests of
individual faculty members. While this is not
necessarily a problem, it can result in what are
considered “boutique” courses that are time lim-
ited in their appeal, lack sustainability and have
little impact on what is taught in other courses.
An example is a programme in women's health
in an institution in Australia that offered a course
on the experience of surrogacy but little else in
the field. Without denigrating the relevance of
the topic itself, its broader application for stu-
dents who would otherwise have no other experi-
ence of the issues was limited. More importantly,
the reliance on individuals for courses in sexual
and reproductive health and rights, without some
coherence across the broader public health pro-
gramme, is a major missed opportunity for longer
term influence and integration of the critical
political agenda that sexual and reproductive
health and rights can bring to public health.
Cross-disciplinary conflict between biomedi-

cal perspectives on public health and more social
science-oriented perspectives persist in many
regions, and play out particularly in the context
of what is taught and valued within schools of
public health. To date, with the exception per-
haps of health economics, relatively few social
scientists have been incorporated in schools of
public health, based on the authors' collective
experience in Africa, Asia, Europe, Latin America
and theMiddle East. In 2004,Wills andWoodward
described the tension within public health training
in the UK as an “implicit rivalry between biomedi-
cal and social science disciplines expressed as a
conflict between the desire to describe thorough
collected data and the desire to achieve change
for social justice which privileges methods of
involvement and partnership working” (p.11).31

Institutions also operate within the reality of
securing an ongoing funding stream and make
decisions to trade off particular content and struc-
ture against the requirements of a commercial
market. Where there is evidence that a particular
type of programme is more likely than another to
attract students and funding, there are economic
imperatives to make particular choices. Private
international higher education institutions in
Malaysia, for instance, focus on those courses that
promise lucrative salaries for graduates. Pro-
grammes such as public health therefore have
limited appeal because they do not present worth-
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while investments for parents and are therefore
not cost-effective for institutions to run. A further
example is given by one of the few interdisciplinary
public health education programmes in the Middle
East, which went through a rigorous process in
order to be accredited by the US-based Council
on Education in Public Health. Accreditation was
highly beneficial to the programme overall, in that
it was an acknowledgement that it met interna-
tional standards. However, another consequence
of the accreditation was a much stronger empha-
sis on competency-based disciplinary training in
order to fulfill the competencies stipulated, which
came at some expense to the interdisciplinarity
central to sexual and reproductive health and
rights. Competencies became benchmarked against
those of the American schools of public health,
and although there is room for flexibility in inter-
preting these benchmarks, they do not currently
include any competencies related to sexual and
reproductive health and rights inMasters of Public
Health programmes.32

Short courses: a lifeline
Given the limitations noted above, across our
regions, one of the best opportunities to pursue
training in sexual and reproductive health and
rights is outside the traditional educational sector.
Short courses – some offered by public institu-
tions, others by private organisations and NGOs –
provide invaluable opportunities in many settings.
In countries like Malaysia, where there is state
control of the curriculum in public universities,
sexual and reproductive rights issues are largely
taught by civil society, international NGOs and
those engaged with the larger global health
agenda. Ironically, such programmes may be sup-
ported by various ministries as short courses but
not through public higher education institutions.
A four-week course in a systems approach to

reproductive health and rights held in South
Africa, for example, led to publication of a WHO
training curriculum, that several of the authors
were involved in developing.33,34 The aim of the
course is to enable people in positions of respon-
sibility and authority to advocate for changes in
policies and service delivery procedures, and to
contribute to improvements in national policies
in reproductive health. This curriculum was tested
in Africa, Asia, Australia and Latin America prior
to publication,35,36 and a recent evaluation has
indicated that it has had significant international
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impact. “The training initiative has extended well
beyond the initial five regional training centres
and, remarkably, continues to expand”. Training
sessions ranging from one to three weeks were
held in eight countries in 2007. More recently,
established regional training centres in Burkina
Faso and Sudan offer the course annually, as does
the Ministry of Health in Malaysia. With the
support ofWHO regional offices, training sessions
have been conducted in Afghanistan, China,
Kazakhstan, Paraguay and Tajikistan, and the
regional training centre in Yunnan, China, has
begun to offer regional training of trainers in
Lao and Viet Nam. An estimated 1,300 partici-
pants have been trained in these WHO-sponsored
courses since 1997. Many thousands more have
participated in courses and workshops directly
derived from this curriculum, including several
hundred medical and health personnel in India
alone.36 This course is an important example of
a successful global curriculum, yet it represents a
missed opportunity as it has not been incorporated
into schools of public health.
To prospective students of sexual and repro-

ductive health and rights in the Middle East and
North Africa, short courses provide the most
accessible and affordable option. A three-week
short course in reproductive health, designed
for participants from the Arab countries, has been
offered in Egypt since 1987. The course includes
a strong focus on social determinants of repro-
ductive health in the region, and gender and rights
perspectives, as well as a critique of existing infor-
mation and provision of a general introduction to
the main research methods used in sexual and
reproductive health. It is taught in English mainly
by Egyptians and some regional researchers and
activists; it also includes case studies of actual
programmes and of research initiatives taking
place in the region. Interestingly, this short course
in reproductive health no longer has sufficient
funding to continue to be offered, but the uni-
versity has received funding from the Hewlett
Foundation to offer a course on social determinants
of health which will also address reproductive
health (Zeinab Khadr, American University of
Cairo, personal communication, June 2010). This
illustrates how trends in funding can affect
capacity-building efforts in the field.
In Brazil, short courses offered in partnership

between academics and NGOs have had an impor-
tant role in mainstreaming sexual and reproduc-
tive health and rights and producing students
equipped to deal with these issues. In the mid-
1990s the sexuality, gender and health research
programme was introduced at the Institute of
Social Medicine (IMS/UERJ), and later the inter-
institutional training programme on research
methodology for gender, sexuality and repro-
ductive healthwas introduced in Collective Health
schools and instituted in several states. Further
mainstreaming of these ideas has occurred over
the last ten years, resulting in inclusion of gender
analysis in epidemiology and related courses.37

In general, short courses offer an important
opportunity for those engaged in sexual and repro-
ductive health and rights to gain expertise and
knowledge, network, discuss regional perspectives
and learn about relevant regional and other initia-
tives. It is also the case that because short courses
are targeted primarily at practitioners, there is
the potential for immediate application of the
knowledge and skills gained. Effectiveness is
therefore easier to assess than the SRHR education
given in higher education institutions. However,
short courses are also far less accessible and less
likely to engage the younger generation of stu-
dents attending schools of public health. Another
disadvantage of short courses that are offered
outside formal institutions is the difficulty in
assessing the quality and accuracy of course
content, even when based on tested curricula.
Therefore, a direct comparison of the two modes
of delivery would be somewhat misplaced.
Other constraints of the short course model are

that they often do not lead to formal diplomas
or recognised awards, and are vulnerable to the
vagaries of donor funding. With waning funding
for overall capacity building in sexual and repro-
ductive health and rights more generally, the
place of short courses in SRHR and their long-
term sustainability in offering the needed train-
ing is less than secure.
Discussion and conclusions
There is clearly significant concern about the
apparent loss of momentum of a movement to
address SRHR.16 A discussion of whether this
is indeed the case or the possible reasons for it
are clearly beyond the scope of this paper. The
evidence of the need for attention to be paid to
sexual and reproductive health and rights has
been established since the ICPD and the body of
65
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evidence as to why this is necessary is not shrink-
ing but rather continues to grow. The education
of tomorrow's public health leaders is critical, and
a strategy is needed to ensure that they under-
stand the range of SRHR issues within their
historical and political context. This means that
education will continue to need more than a focus
on the technical aspects of sexual and reproduc-
tive health, but give explicit attention to the
political, economic, cultural and social issues
that interact in complex ways to entrench disad-
vantage among large sections of the population.
Our experience of efforts to promote the inte-

gration and institutionalisation of contextually-
grounded sexual and reproductive health and
rights in public health education has identified
a number of commonalities. Where sexual and
reproductive health has been institutionalised,
often this has been the more technical aspects
of the field. There is considerable resistance to
ground content sufficiently in concerns about
social justice and social change. Across the con-
texts analysed, sexual and reproductive health
and rights teaching in schools of public health
has beenmost institutionalized in Brazil, although
even there with some limitations. Whether with
respect to short or long courses, institutionalisa-
tion is critical for long-term sustainability. A
study of strategies used by feminist scholars in
Brazil involved in Collective Health to incorporate
sexual and reproductive health and rights in their
teaching activities, shows that formalising and
institutionalising a research group increases cred-
ibility, attracts students and facilitates fundraising
for research, especially in collaboration with other
groups, local or international; and that research
can serve as a motivation to include sexual and
reproductive health and rights in teaching and
service-based training activities.38

We believe it is time to encourage more com-
prehensive and multidisciplinary integration of
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sexual and reproductive health and rights into
public health education. There is increasing debate
and awareness about the need for a “public
health workforce” that has the skills to be more
responsive to current global and regional health
challenges. Without question, sexual and repro-
ductive health and rights need to be fully inte-
grated into the relevant training. Attention to
the social determinants of health and to a rights
perspective is central to some of the larger debates
around competencies, and explicit attention to
sexual and reproductive health could help to give
shape to these conversations. Moreover, new
global initiatives, such as the recently formed
Independent Commission for the Education of
Health Professionals for the 21st Century1,39 are
promising to stimulate needed reforms. As yet,
however, the pressure for inclusion of sexual
and reproductive health and rights into these
larger global initiatives has not reached a critical
level and across the globe, existing efforts to
include sexual and reproductive health and rights
in public health training are not sustainable.
Building capacity and skills to operate in and

address the political issues raised by sexual and
reproductive health and rights is critical. Educa-
tion and training in the area of sexual and repro-
ductive health must focus not only on technical
skills but integrate an understanding of the his-
tory, values and politics of this area of work, as
well as recognition of the role of advocacy and
activism in achieving change and social justice.
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