=t Journal of
E Mind and Medical
Sciences

Article

Public Health Education in Mexico in 2024: National
Distribution, Accreditation, and Modalities of Training

Janet Real-Ramirez 1/%/*

W) Check for updates

Academic Editor: Ion G. Motofei

Received: 26 December 2025
Revised: 29 January 2026

Accepted: 31 January 2026
Published: 3 February 2026
Copyright: © 2026 by the authors.
Published by MDPI on behalf of the
JMMS. Licensee MDP]I, Basel,
Switzerland. This article is an open
access article distributed under the
terms and conditions of the Creative

Commons Attribution (CC BY) license.

and Oscar Arias-Carriéon

3,4,%

Departamento de Innovacién Educativa en Salud, Instituto Nacional de Enfermedades Respiratorias Ismael
Cosio Villegas, Mexico City 14080, Mexico

2 Escuela de Salud Publica de México, Instituto Nacional de Salud Publica, Mexico City 14080, Mexico
Division de Neurociencias, Clinica, Instituto Nacional de Rehabilitacion Luis Guillermo Ibarra Ibarra,
Mexico City 14389, Mexico

Escuela de Medicina y Ciencias de la Salud, Tecnologico de Monterrey, Mexico City 14380, Mexico

*  Correspondence: janet.real@iner.gob.mx (J.R.-R.); oarias@inr.gob.mx (O.A.-C.)

Abstract

Training the public health workforce is a critical component of health system strengthening.
In Mexico, postgraduate education operates under a national accreditation framework
intended to ensure academic quality and social relevance, yet comprehensive information
about the scope and distribution of training programs is limited. This study characterizes
public health and related academic programs available in 2024, examining the institutional
sector, delivery modality, geographic distribution, and accreditation status. A systematic
institutional mapping was conducted through structured searches of the official websites
of public and private higher education institutions. Eligible programs included bachelor’s
degrees, specializations, master’s degrees, and PhDs that were active between March and
November 2024. Searches used predefined keyword combinations, repeated at multiple
timepoints, and were restricted to official institutional domains. Data were extracted on
academic level, institutional sector, delivery format, duration, geographic region, and
inclusion in the National Postgraduate System. Descriptive statistics and logistic regression
were used to analyze accreditation patterns; geospatial analysis assessed regional distribu-
tion. A total of 175 programs were identified across 30 of Mexico’s 32 states. Professional
master’s degrees represented the largest category, followed by research-oriented master’s
and PhD programs. Public institutions offered nearly two-thirds of all programs. Among
postgraduate programs, fewer than half were accredited, with accreditation concentrated in
master’s degrees in science (84.6%) and PhDs (55.6%). Only 23.0% of professional master’s
degree were accredited. Most programs were delivered fully in person; online offerings
were limited and more common in private institutions. Research-oriented programs were
geographically concentrated in a small number of states, whereas professional programs
exhibited broader but uneven national distribution. Public health education in Mexico
shows growth in professionally oriented training but also reveals persistent gaps in accredi-
tation, geographic equity, and flexible delivery modalities. The disproportionate expansion
of professional programs without corresponding integration into accreditation frameworks
raises concerns for workforce planning and educational equity. Strengthening national in-
formation systems, improving institutional reporting standards, and aligning accreditation
criteria with workforce needs are essential to ensure that public health training supports
progress towards universal health coverage and the Sustainable Development Goals.
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1. Introduction

In Mexico and internationally, several historical milestones have shaped the develop-
ment of social security systems, health care delivery, and the training of human resources
in public health. The consolidation of social security as a contributory right and the recogni-
tion of health as a social good contributed to a broader conception of health as a collective
responsibility and a state obligation [1]. These foundations supported the consolidation of
national health systems and framed public health as an interdisciplinary field with both
scientific and social dimensions.

Parallel developments in the Americas played a decisive role in structuring public
health education. The establishment of early public health institutions and schools during
the twentieth century marked the institutionalization of public health training in the region,
laying the groundwork for professional education models integrating biomedical sciences,
population health, and social medicine [2].

Subsequently, the Essential Functions of Public Health were articulated and later
updated within the Sustainable Development Goals framework, emphasizing equity, ac-
cess, efficiency, and universal coverage [3]. This framework reinforced the central role of
workforce training in achieving population health goals. Influential milestones in health
professions education, including the Flexner Report and subsequent educational reforms in
Latin America, contributed to modern understandings of the health—disease process, social
determinants of health, and community-oriented care models [4,5].

In this context, higher education institutions have been encouraged to innovate ped-
agogical approaches and align curricula with societal needs and workforce demands [6].
Educational theory and faculty development frameworks emphasize scientific rigor, con-
textual relevance, and social accountability as core components of professional training [7].

Training in human resources for health may be classified as formal or non-formal.
Formal education is delivered by higher education institutions that confer academic de-
grees and professional credentials, whereas non-formal training occurs in institutional or
community settings without formal accreditation [8]. In low- and middle-income countries,
geographic and socioeconomic constraints limit access to traditional in-person education,
fostering the expansion of online, hybrid, and self-directed learning modalities supported
by information and communication technologies [9].

Since the early 2000s, special emphasis has been placed on the accreditation and certifica-
tion of public health training programs, which were highly heterogeneous in terms of their
specificity and scope [10]. At the global level, professional associations and international organi-
zations have defined core competencies for public health professionals, including data analysis,
policy development, program planning and evaluation, communication, leadership, teamwork,
and systems thinking [11-13]. However, in Latin America, the lack of a unified framework for
skills certification has led to heterogeneous training and professional recognition standards
among different countries. This also reflects the lack of clarity regarding the labor-market
integration of the specialist public health workforce within health systems [2,14-16].

In Mexico, postgraduate education evaluation and accreditation are institutionalized
through the National Postgraduate System, implemented by the former National Council
for Science and Technology and currently overseen by the Secretariat of Science, Humanities,
Technology, and Innovation [16]. This system certifies academic quality and social relevance
and provides enrolled students with benefits such as scholarships and health insurance,
functioning as a key mechanism for quality assurance and equity in advanced education.

Despite its centrality, the national landscape of public health academic programs has
not been comprehensively documented. Existing analyses are regional, fragmented, or
outdated and do not reflect recent structural reforms in postgraduate accreditation or the
expansion of new delivery modalities. In particular, no study has systematically mapped
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active programs using a structured search of official institutional websites, a necessary ap-
proach given the absence of a unified national registry of public health education offerings.
This information gap limits strategic planning for the public health workforce and obscures
regional disparities in access to accredited postgraduate education.

Given ongoing epidemiological transitions and health system challenges, systematic
institutional mapping of public health education is essential. Although regional analyses
have been published previously, updated and comprehensive evidence for Mexico remains
limited [2]. Examining current academic offerings, institutional characteristics, geographic
distribution, delivery modalities, and accreditation status provides critical input for ed-
ucational planning and for strengthening the public health workforce in alignment with
national priorities and the Sustainable Development Goals [3,16].

2. Materials and Methods

A systematic institutional mapping of educational offerings was conducted using the
official websites of public and private higher education institutions in Mexico that provide
academic programs in public health and related disciplines. The mapping included bach-
elor’s degrees, specializations, master’s degrees, and PhD programs—both professional
and research-oriented—that were active between March and November 2024. Programs
were eligible regardless of delivery modality, including in-person, semi-in-person, online,
or hybrid formats.

Full-time programs were defined as those delivered through structured, campus-based
curricula requiring regular in-person attendance and adherence to a fixed schedule. Part-
time programs were defined as those offering formal curricula with greater flexibility in
time commitments and reduced requirements for physical presence.

Searches were conducted in Spanish using the Google® search engine. A predefined
and replicable protocol was applied, using specific keyword combinations—both individu-
ally and in Boolean-enhanced formats—to identify eligible programs across institutional do-
mains. Keyword clusters included public health, preventive medicine, quality of care, social
medicine, health promotion, community health, health services administration, hospital ad-
ministration, health institution administration, and service management. Spanish-language
variants (e.g., “programa”, “posgrado”, “modalidad en linea”, “doctorado”, “maestria”)
were incorporated to capture institutional heterogeneity.

To ensure completeness and temporal consistency, all keyword clusters were searched
repeatedly across four cycles (March, June, September, and November 2024). This iterative
strategy allowed verification of persistent listings and detection of program additions or
removals over time. Searches were restricted to official institutional domains (edu.mx
and gob.mx) and accredited institutional commercial domains. Both desktop and mobile
interfaces were reviewed to minimize interface-dependent variability. Programs from
private institutions were included only when accompanied by a valid Official Study Validity
Registry issued by the Ministry of Public Education. Programs lacking documentation on
official institutional websites were excluded.

A total of 312 structured searches were performed. For each institution, program
characteristics were extracted independently by two reviewers. Discrepancies—such as
conflicting information on modality, duration, or accreditation—were resolved through
secondary verification of institutional pages and, when applicable, consultation of publicly
available regulatory registries. This process enhanced accuracy and reduced the risk of
misclassification due to inconsistent or incomplete reporting practices.

The variables extracted included institution name, state, academic level, program
title, delivery modality (school-based, semi-school-based, or online), institutional sector
(public or private), duration in months, inclusion in the National Postgraduate System, and
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geographic region. Regional classification followed the framework of the National Survey
of Financial Inclusion of the National Institute of Statistics and Geography, which organizes
states into six socioeconomic regions.

All records were compiled and systematized in Microsoft Excel® (see Supplementary
Material File S1). Descriptive statistical analyses were performed using SPSS® version 25.
A logistic regression model was constructed to identify factors associated with inclusion
in the National Postgraduate System, adjusting for geographic region, academic level,
institutional sector, and program duration. Geospatial analysis was conducted using official
digital cartography from the National Institute of Statistics and Geography. Thematic maps
were generated to visualize inequities in the distribution of programs nationwide. Mapping
was performed using Mapa Digital version 6.3.018, and final visualizations were produced
in QGIS version 3.14.16 Pi.

Because all data were obtained from publicly accessible institutional websites and did
not involve human participants, animals, or identifiable personal information, the study was
classified as minimal risk and did not require ethical approval under national regulations.
Using only publicly available data also highlights the systemic limitations of institutional
reporting practices in their academic offerings, which can affect the completeness and accuracy
of national education inventories and the decision-making of graduate school applicants.

3. Results

A total of 175 academic programs in public health and related disciplines were identi-
fied across 30 of the 32 states of the Mexican Republic (Table 1). No eligible programs were
identified in Aguascalientes or Baja California Sur. Of these programs, 27 (15.4%) were
bachelor’s degrees, 18 (10.3%) non-medical specializations, three (1.7%) medical specializa-
tions, 26 (14.9%) master’s degrees in science, 74 (42.3%) professional master’s degrees, and
27 (15.4%) PhD programs. (Table 1). A total of 57 higher education institutions offered these
programs, of which 39 (64.7%) were public and 18 (35.3%) were private. Marked hetero-
geneity was observed in the completeness and clarity of institutional reporting, reflecting
substantial variation in the availability of program-level information across institutions.

Table 1. Public Health and Related Academic Programs in Mexico: Structure, Duration, and Accredi-

tation Status, 2024.
Total Public Private Mean Duration II;L‘:::;‘L;H
Academic Level  Programsn  Institutions Institutions Duration Range
o o o Postgraduate
(%) n (%) n (%) (months) (months) o/ %
System n (%)

gaChelor S 27 (15.4) 12 (44.4) 15 (55.6) 57.6 30-66

egrees
Non-medical 18 (10.3) 12 (72.2) 5 (27.8) 17.4 12-36 5(27.8)
specializations
Medical
specializations 3(1.7) 2 (66.7) 1(33.3) 36.0 — —
Master’s degrees 26 (14.9) 25 (96.2) 1(3.8) 23.8 18-24 22 (84.6)
in science
Professional 74 (42.3) 39 (52.7) 35 (47.3) 22.6 10-30 17 (23.0)
master’s degrees
PhD programs 27 (15.4) 22 (81.5) 5 (18.5) 39.1 12-48 15 (55.6)
Total 175 (100.0) 113 (64.6) 62 (35.4) — — 148 (39.9)

* Accreditation applies only to postgraduate programs (n = 148). Note: This integrated table highlights three
structural features of public health education in Mexico. First, professional master’s degrees dominate the
academic landscape but show weaker integration into national accreditation mechanisms. Second, research-
oriented programs are concentrated in public institutions and are far more likely to be accredited within the
National Postgraduate System.
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3.1. Institutional Sector and Accreditation Status

Public institutions accounted for 113 programs (64.6%), while private institutions
accounted for 62 programs (35.4%). Professional master’s degrees were the largest program
category nationally, reflecting the expansion of practice-oriented postgraduate training.
However, many professional programs lacked publicly reported information on accredita-
tion status, delivery modality, or duration, underscoring persistent deficits in institutional
transparency (Table 1).

Of the 148 postgraduate programs with available accreditation data, only 59 (39.9%)
were included in the National Postgraduate System. Accreditation patterns varied substan-
tially by academic level: two of three medical specializations (66.7%) were integrated into
the national residency system; 22 of 26 master’s degrees in science (84.6%) were accredited;
and 15 of 27 PhD programs (55.6%) were recognized. In contrast, 17 of the 74 professional
master’s degrees were accredited. (Figure 1). This distribution demonstrates a structural
imbalance between the dominance of professionally oriented programs and their minimal
integration into national quality assurance mechanisms.

" programs — 27
asters dearees nscience — “
Professional master's 17 74 @ s\p
degrees No SNP
Medical specialties 3
Non-medical specialties - 18
0% 25% 50% 75% 100%

Figure 1. Accreditation status of postgraduate programs in public health and related disciplines in
Mexico, 2024. Horizontal stacked bars show the number and proportion of postgraduate programs
included in the National Postgraduate System (blue) and those not accredited (orange), stratified by
academic level. Totals are indicated at the end of each bar. Accreditation is concentrated among mas-
ter’s degrees in science and PhD programs, whereas professional master’s degrees and non-medical
specializations are predominantly outside the National Postgraduate System. This distribution high-
lights a structural imbalance between the volume of professionally oriented training programs and
their integration into national quality assurance mechanisms, with implications for equity in access
to accredited postgraduate education and for strategic planning of the public health workforce.

Among accredited postgraduate programs, 17 were in the field of science, 3 in public
health, 1 in quality management, and 1 in senior management. These findings high-
light the close alignment between accreditation criteria and traditional research-oriented
training models.

3.2. Delivery Modality and Institutional Sector

Delivery modality varied widely. School-based programs predominated, with
102 offerings (58.3%) delivered fully in person. Nineteen programs (10.9%) were deliv-
ered in semi-school-based formats, and 32 programs (18.3%) were offered fully online.
Online programs were disproportionately concentrated in private institutions. Delivery
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modality was not reported for 22 programs (12.6%), reflecting inconsistent institutional
disclosure and limiting accurate assessment of national capacity for flexible or remote
learning. (Table 2).

Table 2. Delivery Modality of Public Health and Related Academic Programs in Mexico by Academic
Level and Institutional Sector, 2024.

Total Public Private School- Semi- Online M(;\c]lgilty
Academic Level Programs  Institutions Institutions Based School- (%) Reported
n (%) n (%) n (%) n (%) Based n (%) ° np(o/)
Bachelor’s degrees 27 (15.4) 12 (44.4) 15 (55.6) 24 (88.9) — 3(11.1) —
Non-medical
specializations 18 (10.3) 12 (72.2) 5 (27.8) 13 (72.2) 2 (11.1) — 3(16.7)
Medical
specializations 3(1.7) 2 (66.7) 1(33.3) 3 (100.0) — — —
Master’s degrees
in science 26 (14.9) 25 (96.2) 1(3.8) 25 (96.2) — — 1(3.8)
Professional
master’s degrees 74 (42.3) 39 (52.7) 35 (47.3) 27 (36.5) 12 (16.2) 26 (35.1) 8(36.4)
PhD programs 27 (15.4) 22 (81.5) 5 (18.5) 17 (63.0) 5 (18.5) 3(11.1) 2(7.4)
Total 175 (100.0) 113 (64.6) 62 (35.4) 102 (58.3) 19 (10.9) 32(18.3) 22(12.6)

Note: This table shows a strong reliance on in-person education across all academic levels, particularly for bache-
lor’s degrees, medical specializations, and research-oriented postgraduate programs. Online and semi-school-
based modalities are most prevalent among professional master’s degrees, reflecting their applied orientation and
responsiveness to working professionals. Public institutions continue to emphasize traditional delivery formats,
whereas private institutions contribute disproportionately to online offerings. However, incomplete reporting
of program modality—particularly among professional master’s degrees—limits transparency and complicates
national planning for equitable access to public health training.

Public institutions relied heavily on fully in-person formats, whereas private insti-
tutions demonstrated a greater proportion of online and hybrid offerings. Professional
master’s programs showed the highest variability in modality, consistent with their target
population of working professionals.

3.3. Geographic Distribution of Programs

Research-oriented programs—including master’s degrees in science and PhD
programs—were concentrated in a limited number of states with established research
infrastructure. (Figure 2). In contrast, professional master’s programs and bachelor’s
degrees showed broader but uneven geographic distribution across the country. Only
7 states had online programs, indicating limited national adoption of digital modalities for
public health training. These spatial patterns mirrored longstanding regional disparities in
educational capacity, infrastructure investment, and research activity.

3.4. Factors Associated with Accreditation

A multivariable logistic regression analysis was conducted to assess factors associ-
ated with inclusion in the National Postgraduate System. Master’s degrees in science
had significantly higher odds of accreditation compared with PhD programs (OR = 7.35;
95% CI 1.72-31.34; p = 0.007) (Table 3). Professional master’s degrees were less likely to be
accredited (OR = 0.36; 95% CI0.13-1.01; p = 0.051). Geographic region did not reach statisti-
cal significance, although programs in the South Central and East regions showed higher—
but non-significant—odds relative to the South (OR = 2.42; 95% CI 0.79-7.48; p = 0.123).
These results indicate that accreditation is more strongly associated with academic orien-
tation than with geographic location, reinforcing concerns about unequal recognition of
professionally oriented postgraduate programs.
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Figure 2. Geographic distribution of public health and related academic programs in Mexico by
academic level, 2024. Thematic maps display the state-level distribution of academic programs by
type: non-medical specializations, medical specializations, professional master’s degrees, master’s
degrees in science, and PhD programs. Color intensity reflects the number of programs per state, with
darker shades indicating higher concentrations. Research-oriented programs, particularly master’s
degrees in science and PhD programs, are geographically concentrated in a limited number of states,
notably in the central and southeastern regions of the country. In contrast, professional master’s
degrees show a broader territorial distribution, although with marked heterogeneity. Medical and
non-medical specializations remain sparse and unevenly distributed nationwide. This spatial pattern
highlights persistent regional disparities in access to advanced public health training and underscores
the need for coordinated, regionally informed planning of human resource development to support
equitable health system strengthening.

Table 3. Factors Associated with Inclusion in the National Postgraduate System. Logistic regression
analysis of postgraduate programs (n = 148).

Predictor Odds Ratio 95% Confidence Interval p-Value

Geographic region (reference: South)

Northwest 0.56 0.09-3.61 0.538
Northeast 0.62 0.13-3.06 0.560
West and Bajio 0.90 0.23-3.57 0.877
Mexico City 0.49 0.12-2.04 0.324
South Central and East 2.42 0.79-7.48 0.123
Postgraduate level (reference: Doctorate)

Non-medical specialization 0.59 0.13-2.70 0.495
Master’s degree in science 7.35 1.72-31.34 0.007
Professional master’s degree 0.36 0.13-1.01 0.051

Note: Accreditation within the National Postgraduate System is strongly associated with academic orientation
rather than geographic location. Master’s degrees in science confer significantly higher odds of inclusion than
PhD programs, while professional master’s degrees remain systematically underrepresented, reinforcing concerns
about uneven quality assurance across postgraduate training pathways.

4. Discussion

This national mapping analysis reveals a rapidly evolving landscape of public health
education in Mexico, marked by changes in program volume, academic orientation, accred-
itation profiles, and delivery modalities. The identification of 175 active programs in 2024
suggests potential contraction or restructuring compared with earlier regional assessments,
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highlighting persistent fragmentation in institutional reporting. Similar fluctuations have
been documented in other middle-income settings, where educational capacity is influ-
enced by evolving governance frameworks, shifting funding priorities, and the demands
of digital transformation [17].

A defining characteristic of the Mexican educational ecosystem is the predominance of
professionally oriented master’s degrees, which outnumber research-oriented postgraduate
programs. This imbalance reflects global trends in which health systems increasingly
depend on practitioners trained in applied competencies while accreditation systems
continue to privilege research output [17,18]. Data from China, Brazil, India, Colombia,
Cuba, Guatemala, and South Asia reveal a common structural imbalance, in which the rapid
expansion of master’s programs in public health (MPH) tailored to professional practice and
problem-solving within communities has outpaced the development of research-focused
pathways and their formal integration into national accreditation systems [19-21].

Accreditation disparities identified in this study—where research-oriented programs
achieve recognition far more often than professionally oriented degrees—carry implications
for equity, workforce development, and academic mobility. Given that accreditation in
Mexico is associated with maintenance grants, institutional prestige, and professional
advancement oriented more toward program development, the limited recognition of
programs geared toward professional training continues to favor inequalities that encourage
retention among students in part-time professional programs who cannot access grants,
compared to those in full-time science programs. This is in contrast to other programs
in Colombia and Nicaragua, where students receive more financial support. However,
because professional training programs use a problem-solving approach, students enter
the labor market more quickly [16]. Similar dynamics have been described internationally,
where training systems have struggled to match competent graduates to essential public
health functions [17,22].

The geographic distribution of programs exposes persistent structural inequities.
Research programs are concentrated in regions with mature academic infrastructure, while
professionally oriented programs, although more widely distributed, show marked spatial
unevenness. Comparable patterns are evident in India and China, where research capacity
remains highly centralized in a limited number of metropolitan hubs [19,21,23]. Correcting
this imbalance will require targeted public investment to decentralize educational capacity
and better match training provision to population health needs.

Delivery modalities reflect another axis of inequity. Despite the global expansion of
digital health education accelerated by the COVID-19 pandemic, Mexico continues to rely
predominantly on in-person instruction. Online and hybrid programs are concentrated
in private institutions, limiting students in public institutions” access to flexible learning
options. Countries such as Rwanda and India have successfully expanded digital public
health education through national strategies that integrate infrastructure investment, digital
competency frameworks, and quality assurance mechanisms [23-25]. Without similar coor-
dinated investments, Mexico risks widening educational disparities in digital participation.

Another limitation is the difficulty of triangulating methods to incorporate institu-
tional reports with expected results according to the operation and results of the assessment
of competencies with certification mechanisms, regulation, and implementation of educa-
tional policies with the reporting of their results in scientific production, as evidenced by
Gershuni et al., where only 2% of the scientific literature met these characteristics and was
concentrated in developed countries such as the UK, Australia, and the US [26]. Inconsis-
tent disclosure of program modality, accreditation status, and curricular structure reflects
limitations in governance, transparency, and data integration. Comparable challenges have
been noted across diverse global health systems, where fragmented information systems

https://doi.org/10.3390 /jmms13010004


https://doi.org/10.3390/jmms13010004

J. Mind Med. Sci. 2026, 13,4

9o0f11

hinder workforce planning and impede evidence-based decision-making [20,24,27]. There-
fore, it is essential to create interoperable national data systems that connect the health,
education, and labor sectors to ensure reliable monitoring and strategic planning and
to establish regulatory definitions that clearly specify the expected outcomes in training
and workforce integration [26]. This limitation warrants consideration, as variability and
incompleteness in institutional reporting may have contributed to the under-identification
or misclassification of academic programs and accreditation status. Consequently, apparent
regional or institutional differences may be partly attributable to information asymmetries
rather than true disparities in educational provision.

Taken together, these findings illustrate an educational sector undergoing significant
transformation. While professionally oriented public health programs are expanding, ac-
creditation systems have not adjusted accordingly. Digital transformation remains uneven,
and geographic inequities persist. These challenges closely reflect broader international
concerns regarding the responsiveness of health professional education systems to contem-
porary and future workforce needs [26]. Coordinated reforms are required to modernize
accreditation frameworks, expand equitable digital training, and align educational strate-
gies with national health system priorities.

5. Conclusions

Public health education in Mexico demonstrates broad territorial coverage but limited
alignment between program orientation, accreditation mechanisms, and workforce needs.
Professionally oriented master’s degrees comprise the largest proportion of offerings but
remain largely unaccredited, restricting access to scholarships and professional recognition.
This misalignment parallels challenges in other middle-income countries, where accredita-
tion frameworks have been slow to adapt to evolving labor-market requirements [16,26,28].

Digital and hybrid modalities remain underdeveloped and concentrated in private
institutions, in contrast to countries that have strategically expanded digital learning
through coordinated national investments [20-22,29]. Strengthening digital infrastructure
and ensuring the quality of online delivery will be essential to expanding equitable access
to postgraduate training [24,30].

The absence of integrated information systems capable of accurately tracking program
availability, accreditation status, and workforce alignment impedes strategic planning. As
noted internationally, robust data governance is a critical foundation for health workforce
management and educational reform [20,23,27].

Modernizing accreditation criteria, expanding flexible delivery models, and integrat-
ing educational planning with regional and national health priorities will be essential for
strengthening the Mexican public health workforce. Comprehensive, interconnected re-
forms will enable public health education to contribute effectively to improved population
health outcomes and progress toward universal health coverage [26].
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