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Management of the politics of evidence-based sexual and 

reproductive health policy

Kent Buse, Adriane Martin-Hilber, Ninuk Widyantoro, Sarah J Hawkes

The urgent need to address sexual and reproductive ill 
health is well established, and since the mid-1990s relevant 
policies and programmes have been expanded 
substantially.1 International commitment to improving 
sexual and reproductive health has been formulated in 
several forums, including the International Conference 
on Population and Development (1994) and the 
Millennium Development Goals (2000). Moreover, the 
cost-eff ectiveness of several interventions has prompted 
the World Bank to recommend that such interventions be 
provided as part of an essential package of health-care 
services—even in the most resource-constrained 
settings.2  

Nonetheless, international commitment for the 
introduction or scaling-up of sexual and reproductive 
health interventions has generally been insuffi  cient to 
guarantee policy change and implementation at the 
national level, despite evidence for the eff ectiveness of 
such interventions.3 For sexual health in particular, 
political and legal frameworks nationally have been largely 
determined by perceptions of cultural norms and moral 
standards.4 Such policies have met both passive and active 
resistance. We need to analyse the political dimensions 
associated with these policy processes, and to manage 
them strategically to counteract resistance to evidence-
based policies from constituencies who might be more 
politically adroit. 

Political factors are often pivotal in the policy process. 
They can determine which sexual and reproductive health 
issues are included in national policy agendas, which 
evidence is examined (or excluded), which policy 
alternatives are considered (and ultimately adopted), and 
the degree to which they are implemented. 

Competition to include issues on political agendas can 
be strenuous. Opportunities can arise when problems 
become widely recognised and when decision-makers 
become aware of feasible solutions. But agenda items can 
be set only when the politics of the situation are right—ie, 
when decision-makers want to be seen to be taking action, 
and the probable political costs are much lower than the 
potential benefi ts.

We might hope that health agendas would be set mainly 
on the basis of evidence. But experience shows that 
evidence has not always been suffi  cient,5 especially if a 
subject is culturally taboo (eg, adolescent sexual and 
reproductive health services in Cameroon6 or the 
promotion of condom use in Indonesia7); if an intervention 
could adversely aff ect some interest groups (eg, the 
restriction of the role of midwifery by obstetricians in rural 
areas in Latin America8); if the intervention is perceived to 
be diffi  cult to administer (eg, the complexity of sexual and 

reproductive health care services being used as an 
argument against integration of such services9); or if the 
benefi ts would accrue mainly to those with little political 
infl uence, such as poor people, women, and girls.

Evidence of the technical feasibility of aff ordable, cost-
eff ective interventions to address a health problem might 
not be suffi  cient to ensure that relevant policies are 
formulated or adopted. Indeed, in some cases policies 
have been adopted in the absence of suffi  cient evidence, 
in contradiction to the evidence, or even when the data 
suggest that the proposed intervention might not work—
because political factors have outweighed the available 
scientifi c evidence. For example, reviews of interventions 
that focus on the promotion of abstinence for reduction of 
unintended pregnancies, sexually transmitted infections, 
and HIV risk in young people have shown that when 
abstainers become sexually active they are less likely to 
use condoms10 than those who have not taken part in such 
programmes. Nonetheless, abstinence-only programmes 
have been widely adopted in international development 
cooperation—often as a result of infl uence and funding 
that stem from consideration of domestic political 
interests.11 Conversely, sexuality education has been 
stigmatised by the perception that it promotes early 
initiation of sexual behaviour—despite evidence to the 
contrary.12 Similarly, interest groups have also manipulated 
evidence about emergency contraception, and access to 
such contraception remains subject to legal and policy 
barriers in some countries.13

Implementation of policies can be hindered by costs or 
other barriers, religious or cultural norms, lack of political 
or commercial support, or inertia. For example, although 
the 1993 World Development Report recommended 
implementation of an essential package of services for 
sexual and reproductive health,2 many countries have been 
forced to sacrifi ce some components because of cost and 
other barriers to service delivery. As a result, some 
countries implemented maternal health policies such as 
antenatal care and family planning, but not delivery care 
or treatment for sexually transmitted infections.14 In 
another instance, although most countries in sub-Saharan 
Africa have adopted universal screening of pregnant 
women for syphilis, these policies have not been eff ectively 
implemented, and rates of congenital syphilis remain 
unacceptably high.15 The scarcity of champions or 
supportive coalitions for this feasible, cost-eff ective 
intervention has hampered implementation in settings 
where need is greatest.16 Similarly, magnesium sulphate, 
which is recommended to prevent and treat eclamptic 
seizures and which could prevent as many as 50 000 
maternal deaths yearly at low cost, remains underused. 
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Poor uptake of this treatment could be explained by the 
fact that it “has no industrial advocate to facilitate licensing, 
production and distribution”17 and by the reluctance of 
providers to change their practices.

In Zambia, although policies to reduce maternal 
mortality and morbidity by liberalising abortion laws have 
been adopted, abortion is diffi  cult to access in practice. 
Zambian law requires three doctors to certify that a 
woman meets the legal requirements to obtain an 
abortion. Evidence suggests that women seeking abortion 
are turned away by health workers, because hospitals do 
not have three physicians, physicians are reluctant to sign 
for religious reasons, or crowded hospitals make appoint-
ments diffi  cult.18 In other situations, political support for a 
policy might be tacit rather than explicit—eg, in countries 
where abortion is illegal but might be unoffi  cially 
endorsed.19 This situation emphasises the reality that 
service delivery is a function of several factors, including 
the interests and ideas of those tasked with implementing 
policy. 

In view of the central role of political factors in health 
policy, and attempts by conservative groups to aff ect 
policies for sexual and reproductive health, we argue that 
the political dimensions of policies for sexual and 
reproductive health have to be understood. Interest groups 
that aim to improve sexual and reproductive health should 
adopt a more deliberate and systematic approach to 
gathering political intelligence and making use of it to 
inform strategies and tactics to get neglected issues onto 
the policy agenda and to ensure that evidence-based 
policies are formulated and implemented. 

To call for political will, promote policy dialogue, or 
identify policies that have worked in the past is not 
enough.20 Without strategic management of the political 
terrain, the strength of the evidence might not necessarily 
result in the implementation of evidence-based policy. 
Shortcomings in understanding and management of the 
political aspects of policies for sexual and reproductive 
health are now being recognised.21 For example, women’s 
health advocates have organised analytical exercises such 
as the rights and reforms initiative.22 Courses run by WHO 
and the World Bank Institute have attempted to improve 
understanding of the management of the politics of 
intervention strategies for sexual and reproductive 
health.23,24 These eff orts, however, could remain isolated 
unless there are fi rm and sustained linkages to policy 
processes at country level. 

What is needed is a continuing approach to collection of 
information and development of understanding on four 
elements central to policy-making: opportunities and 
constraints within the policy context of a specifi c sexual 
and reproductive health issue; the formal and informal 
processes by which decisions are made; the stakeholders 
who might be aff ected by a proposed reform; and the 
infl uence, interests, positions, and degree of commitment 
of various stakeholder groups in relation to a specifi c 
policy for sexual and reproductive health. 

On the basis of political intelligence, the feasibility of 
various policy outcomes can be assessed. Strategies can 
then be devised to determine the infl uence, perspectives, 
and positions of key players in the policy process; manage 
or split key bodies of opposition; or bring unmobilised 
groups into the policy community. The objective would be 
to overcome the perverse eff ects of the balance of power 
that provides the political context for the proposed reform, 
enabling large groups that might be less powerful 
politically to prevail over the vested interests of those with 
power. Shifting the balance of power might mean agenda-
setting activities (eg, manipulation of the public debate 
through strategic communications), initiation of pilot 
interventions to demonstrate technical feasibility, 
identifi cation of opportunities for policy change, develop-
ment of consensus and coalitions, and assistance for 
champions of reform to expand their support bases.25 

We propose an action-research intervention to improve 
the prospects of evidence-based interventions in sexual 
and reproductive health by calmly and deliberately tackling 
the political circumstances that make the diff erence 
between success and failure. We envisage that analysis 
and corresponding action will be undertaken by national 
policy-specifi c networks, such as advocacy coalitions26 
composed of diverse advocates, politicians, civil servants, 
pressure groups, journalists, think tanks, and academics. 

The women’s movement and civil society groups have 
used explicitly strategic political approaches to achieve-
ment of policy successes in various contexts;27 these 
include, for example, elimination of targets for population 
control in India and their replacement with a framework 
of reproductive choice and rights,28 decriminalisation of 
abortion in Nepal,29 and the continued fi ght to ensure 
access to antiretroviral drugs in South Africa.30 In 
Indonesia, a public denouncement of human rights 
abuses against women was stimulated by the engagement 
of religious and political leaders, and led to legal action to 
prevent such abuses.31 Women’s groups in Indonesia then 
eff ectively campaigned to link violence issues with a 
broader sexual and reproductive health agenda. This type 
of analysis and action has been applied too rarely to 
policies for sexual and reproductive health.

Strategic use could be made of external resources to 
support proreform coalitions and to combat opposition 
during the policy process. For example, the Inter-American 
Development Bank fi nanced consultants who worked 
with the health reform group of the Dominican Republic’s 
Ministry of Health to undertake applied political analysis 
and propose alternative political strategies.32

Conclusions 
It is possible to infl uence policy for sexual and repro-
ductive health. Yet health researchers and programme 
managers should not assume that facts will speak for 
themselves. We need to undertake political analysis; to 
understand the ideas, interests, and institutions operat-
ing within a particular policy context; and to choose 
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appropriate strategies and tactics to ensure the 
implementation of evidence-based health inter ventions. 
Such tasks should not be seen as peripheral additions to 
the enterprise of evidence generation but rather as 
fundamental to advancement of sexual and reproductive 
health. This undertaking calls for investigators, pro-
gramme managers, or their supporting funding agencies, 
to disseminate best practice through advocacy coalitions 
that are broadly constituted. However, for research to 
achieve maximum eff ect, policy networks need the 
means and capacity to understand the decision-making 
environments. Support for such political work should be 
viewed as a new priority for donors—one that will 
probably require some skilled political management in 
its own right. 
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