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ABSTRACT

Introduction Power shapes all aspects of global health.
The concept of power is not only useful in understanding
the current situation, but it is also regularly mobilised in
programmatic efforts that seek to change power relations.
This paper uses summative content analysis to describe
how sexual and reproductive health (SRH) programmes in
low-income and middle-income countries explicitly and
implicitly aim to alter relations of power.

Methods Content analysis is a qualitative approach to
analysing textual data; in our analysis, peer-reviewed
articles that describe programmes aiming to alter power
relations to improve SRH constituted the data. We searched
three databases, ultimately including 108 articles. We
extracted the articles into a spreadsheet that included
basic details about the paper and the programme,
including what level of the social ecological model
programme activities addressed.

Results The programmes reviewed reflect a diversity

of priorities and approaches to addressing power,

though most papers were largely based in a biomedical
framework. Most programmes intervened at multiple
levels simultaneously; some of these were ‘structural’
programmes that explicitly aimed to shift power relations,
others addressed multiple levels using a more typical
programme theory that sought to change individual
behaviours and proximate drivers. This prevailing focus
on proximate behaviours is somewhat mismatched with
the broader literature on the power-related drivers of SRH
health inequities, which explores the role of embedded
norms and structures.

Conclusion This paper adds value by summarising what
the academic public health community has chosen to test
and research in terms of power relations and SRH, and
by raising questions about how this corresponds to the
significant task of effecting change in power relations to
improve the right to SRH.

BACKGROUND

Power shapes all aspects of global health:
from the policies governing healthcare avail-
ability, accessibility, acceptability and quality
to the health status of populations and

% Stephanie M Topp
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WHAT IS ALREADY KNOWN ON THIS TOPIC

= Power shapes all aspects of global health: from the
policies governing healthcare availability, accessi-
bility, acceptability and quality to the health status
of populations. Existing reviews on power in sexu-
al and reproductive health (SRH) examine discrete
elements of how SRH interventions address power.

WHAT THIS STUDY ADDS

= We identified key trends and themes, including a
prevailing focus on behaviour change strategies,
and the related use of research approaches that are
focused on detecting changes therein. At the same
time, especially in the context of HIV and/or gender-
based violence, there are many programmes that
seek to effect change on multiple levels and use
complicated study designs that harness epidemio-
logical approaches to assess change.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE AND/OR POLICY

= Further development of these approaches and in-
creased programme and research attention to pow-
er relations at the community, organisational and
policy/governance levels would complement the be-
haviouralist research. This should be done in a way
that links research back to its purpose: producing a
body of evidence that together can start to answer
the question of how to shift power dynamics in fa-
vour of the right to SRH.

inequities therein. This is by no means a novel
assertion. Researchers, activists and policy-
makers working across contexts recognise the
centrality of power for understanding global
health (eg, see Gore et al™®). Current work
builds on diverse streams of earlier theoretical
and empirical work, such as explorations of
the social determinants of health undertaken
in the 19th century by German pathologist
Rudolf Virchow and the 20th-century Indian
Dalit rights leader, Dr B R Ambedkar.®” Over
the past 20 years, the concept of power has
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been evoked—explicitly or implicitly—in a range of
multilateral agenda-setting efforts in global health, such
as the WHO Commissions on Macroeconomics and
Health® and the Social Determinants of Health” to efforts
more specific to sexual and reproductive health (SRH),
like the Unified Accountability Framework for the UN
Secretary General’s Global Strategy for Women’s Chil-
dren’s and Adolescents’ Health."

Power operates at all levels and ultimately gets trans-
lated into what services are delivered and in what
manner, who gets access and on what terms, and who is
excluded. Thus, the concept of power is not only useful
in understanding the current situation, but also it is regu-
larly mobilised in programmatic efforts, including those
that seek to change power relations that work to limit
people’s access to or use of services. Such programmes
are common in SRH, a distinct field within global
health where the role of power dynamics, such as how
gender relations are ladened with power, has long been
recognised (eg, see Boydell et al.''™* Programmatic efforts
aiming to alter power relations in SRH involve diverse
actors and encompass a wide range of approaches, like
non-governmental organisation (NGO)-led efforts to
empower marginalised groups, national governmental
strategies to shift power dynamics within households (eg,
regarding violence against women) and grassroots efforts
to demand a greater role in health policy-making for
particular constituencies. Yet, while power is the subject
of increasing attention in research describing the status
quo, as well as strategies and programmes seeking to
change the status quo, it has not been deeply explored
in evidence reviews. Existing reviews look only at discrete
elements of how SRH interventions address power, such
as how they try to shift gender norms (eg, see Ruane-
McAteer et al'®). This gap is likely due to the breadth of
the concept of power and the associated challenges in
defining research questions and ensuring that findings
are useful to individuals working in programme design,
who may seek a more parsimonious approach.

This paper uses summative content analysis to describe
how SRH programmes in low-income and middle-income
countries (LMICs) described in the peerreviewed liter-
ature explicitly and implicitly aim to alter relations of
power. The focus is on how programmes seek to change
power relations rather than whether or not programmes in
SRH successfully change power relations. We contribute
to answering a broad research question: ‘how do
programmes seek to change power relations in order to
promote the right to SRH?’ In this bounded paper, we
address a component of that question; that is, ‘how do
programmes documented in the peer-reviewed literature
address power relations in order to promote the right to
SRH?’

The paper is necessarily incomplete, as many efforts
seeking to change power dynamics are not described
in the peerreviewed literature and others will not be
responsive to our search terms. Most of what does appear
in the peer-reviewed literature is research and evaluation,

rather than overarching programme descriptions. Our
analysis does not address the ways that power shapes
SRH programmes and research, but rather starts down-
stream, looking at how programmes documented in the
peer-reviewed literature seek to harness or change power
dynamics.

This paper focuses on LMICs. We recognise that ques-
tions related to power are also salient for high-income
countries (HICs). We chose to focus on LMICs for two
reasons: first, because there are several strands of global
agenda setting and policy implementation related to
SRH that were primarily focused on LMICs, such as the
1994 Cairo International Conference on Population
and Development (ICPD) and its subsequent reviews
every byears; second, for the most part, the programmes
we review have been designed for implementation and
potential replication in the LMIC context. This reflects
a broader siloing between LMICs and HICs in global
health, which is in itself a reflection of power dynamics in
global health governance.

This summative content analysis is a first step towards
summarising what has been tried, in what SRH domains
it has been tried, how it was framed (eg, human rights,
legal empowerment and structural interventions) and
what lessons were learnt about power. The paper will lay
groundwork for additional research, policy-making and
action on power dynamics as a determinant of the right
to SRH, including reproductive rights.

The concept of power

Power as a concept has deep and rich conceptual ante-
cedents spanning many disciplines. Power is a complex
construct, but many theories of power point to two key
dimensions: power as a force that creates structures of
formal and informal control, such as laws and social
norms; and, second, power as a resource to be generated
and mobilised for individual and collective transforma-
tion, as in self and collective efficacy, rights claiming, and
empowerment.'* '% Social scientists often describe these
two dimensions as structure and agency. Thus, power is not
inherently good or bad for population health, but it is
omnipresent, influencing law and policy, organisations,
norms and beliefs, interpersonal relations and individual
decision space.'*

Research to understand how structure and agency
are created, change and operate to influence health is
similarly wide-ranging. This research builds mostly on
theories and approaches from the social sciences, such
as political science, anthropology, demography and
social epidemiology, and has produced a rich evidence
base examining the explicit and/or implicit role of
power dynamics in phenomena such as health agenda-
setting; health policy implementation; the influence of
political trends on population health; and the impact of
social hierarchies on health workers, health behaviours
and status, access to care and quality of care received
(eg, " '), Such descriptive and exploratory work
sheds light on why things are the way they are and how
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they came to be that way. Within the confines of public
health programme research, exploration of structure
and agency is generally more limited, as such research is
often based in a biomedical paradigm and consequently
focuses on factors that are considered to be modifiable by
public health actors.

Among the domains of global health, SRH has attri-
butes that make a power lens particularly apt. Donor,
governmental, organisational and individual under-
standings and approaches to sexuality and fertility reflect
social norms and mores regarding gender roles and
reproduction.' * " These norms are part of the struc-
ture, influencing agency for all people engaged in SRH
programme and service design, implementation and
use. Structure and agency are not static. Rather, power
is dynamic, and the SRH terrain is often contested, with
tensions and conflict regarding SRH occurring within
households and communities, within and among organi-
sations, and within and among governments.'' '*#°

However, there are important areas of agreement
among global and national policy-makers. At the ICPD
held in Cairo in 1994, the international community
coalesced around a vision of SRH that foregrounds repro-
ductive autonomy, as opposed to population control.”’
Similarly, there is general consensus regarding the need
to eradicate reproductive coercion and to promote equity
in SRH service access, quality and outcomes.”” However,
factors such as gender hierarchies, political and national
ideologies, and deeply held beliefs about appropriate
motherhood and non-procreative sex continue to influ-
ence how public health evidence is (or is not) reflected
in policies, programmes and practice.

Since the ICPD in 1994 and with the advent of unprece-
dented funding and global health activism accompanying
the HIV pandemic, new approaches to addressing power
within SRH policies, funding and programmes have been
tried, often called structural interventions. The limited
impact of efforts focused on individual behaviour change
was emphasised by those advocating for structural inter-
ventions, which aim to change the context within which
health and illness are produced, and factors at the

community, organisational (eg, health system), and law
and policy levels.**™!

METHODS

Since we were interested in fow programmes seek to
change power relations rather than whether they changed
power relations, our search focused on papers that
describe programmes that aim—implicitly or explicitly—
to address power, even if results are not provided.

Perhaps because power is a complex and not especially
bounded or discrete construct, it is not always explicitly
discussed. Thus, we sought a method that would allow us
to find and compare keywords and content, and to inter-
pret the context in which those keywords and content
are used.*> To achieve this, we conducted a summa-
tive content analysis. Content analysis is a qualitative
approach to analysing textual data; in our analysis, peer-
reviewed articles describing programmes aiming to alter
power relations to improve SRH constituted the data.”
Summative content analysis has not been widely used in
global health, but among the analysis and review method-
ologies, its focus on summation and ability to assess what
is both explicit and implicit in the text was well suited to
our research question.

This summative content analysis explores two questions:
(1) how do programmes that seek to change power rela-
tions try to do so? and (2) what are the reported lessons
learnt from these programmes in relation to power?

As summarised in table 1, search words were chosen to
encompass the three concepts central to our question,
namely, programme, SRH and power.

We selected the keywords working from articles already
known to the authors to be relevant to the study objec-
tive; we then piloted and refined the search terms for
programme, SRH and power. The words included in
the SRH search terms were intended to capture all
elements of SRH. We limited our powerrelated inclu-
sion criteria to factors, activities and constructs whose
relationship to power were explicitly described in the
paper or implied, such as respectful maternity care and

Table 1 Search terms applied

Programme keywords +
interven* OR

programme OR project
OR campaign OR

keywords Contraception OR
abortion OR menstruation OR
menstrual OR family planning

Sexual and reproductive health

+ Power keywords + MESH terms
Power OR accountability OR for LMICs in
control OR empower* OR PubMed

voice OR capabilities OR

advocacy OR policy OR
strateg”

OR condom OR STI OR HIV OR
maternity OR antenatal OR prenatal
OR labour OR delivery OR sexual*
OR reproductive OR fertility OR
cervical OR breast OR pregnancy
OR “gender-based violence” OR
“intimate partner violence” OR
“violence against women” OR
“domestic violence”

capacity OR transformative
OR autonomy OR inequality
OR inequity OR norms

LMICs, low-income and middle-income countries; MESH, Medical Subject Headings.
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Table 2 Inclusion and exclusion criteria

Inclusion Exclusion
Protocols and studies using any method » Reviews and commentaries.
that describes a programme or intervention, » Papers with very brief descriptions that would not add value as a data

including the goals/objectives, setting, the
target community or clients, and key activities

source (eg, ‘an empowerment intervention using community education
approaches’).

Programmes that address power at any level of » Programmes whose sole outcomes were health behaviours.

the social ecological model » Interventions that were reportedly based on well-known structural
interventions (eg, stepping stones or image) but that did not describe any
activities aiming to shift power relations.

» Programmes that brought in powerful actors to affect change but that did
not aim to affect changes in power relations (eg, programmes that used
church leaders to increase uptake of male circumcision).

» Articles that examined how SRH programmes unintentionally influenced
power relations but that did not in themselves seek to address power (eg,
a programme assessing possible increases in intimate partner violence
due to a health behaviour intervention).

Cash transfer programmes that aimed to » Cash transfer programmes that aimed to address material deprivation

change power relations

only (eg, inability to pay school fees or to purchase food) rather than to

change power relations.

SRH, sexual and reproductive health.

reproductive autonomy. The authors had multiple discus-
sions regarding what constituted ‘addressing power’; the
final inclusion and exclusion criteria are provided in
table 2.

We included papers where any element of the
programme met our inclusion criteria. We searched
PubMed, Scopus and Academic Search Complete and,
based on title and abstract and excluding duplicates,
imported 342, 15 and 60 papers to Zotero for full
review, respectively. We looked only at papers that were
published after 1994, reflecting the watershed event of
ICPD and its acknowledgement of human rights, gender
equity and reproductive autonomy as germane to repro-
ductive health and rights, population and development,
as an important transition in the field. At the start of the
full-review process, three authors independently assessed
the same 10 studies to determine inclusion or exclusion
to confirm that criteria were clear and being applied
consistently. We then read the articles in their entirety,
eliminating those that did not meet our criteria. At the
end of this process, we had 91 articles. We did not apply
criteria related to language, but our search produced
only English language results.

We found that we had some papers relating to the
same programme, such as protocols and results for the
same programme. We linked these records, and only
kept both papers where they yielded new information.
For example, often the protocol had greater detail
about the content of the programme, while the results
paper provided information about the lessons learnt
about power. In a few cases, we had two or more papers
describing programmes implemented by a single NGO
that were related but distinct; we classified these as sepa-
rate programmes.

We then entered the articles into an extraction tool
(a spreadsheet) that included basic details about the
programme and lessons learnt about power as a result
of the programme, if provided. We also indicated what
level of the social ecological model—as defined in
figure l1—the programme activities addressed. Social
ecological models are used to illustrate the multiplicity
of factors—including the individual, social and other
structural factors—that shape health, as well as domains
of intervention and change.” We included four levels in
our approach to the social ecological model: individual/
interpersonal, community, organisational and law/policy.
Based on our background reading, we collapsed indi-
vidual and interpersonal into a single level because we
realised many of the interventions aimed to affect both
levels through one activity, for example, training and
equipping commercial sex workers to learn about sexu-
ally transmitted infections and to demand that their part-
ners use condoms. We used the programme description
and the outcome measures specified in the respective
papers as a basis for deciding at which levels of the social
ecological model the programme intended to intervene.

Then, we undertook a final search by looking at the cita-
tions of included papers, as well as adding papers that the
authors knew would meet the inclusion criteria, but due
to the heterogeneity and complexity of the construct(s),
were not captured in earlier searches. Following another
around of inclusion screening of the newly identified
papers, we added 17 articles to our extraction table. A
total of 108 articles regarding 93 different programmes
were included in our analysis.

As this content analysis is summative, our analysis
largely consisted of summarising the extraction tool and
identifying themes. The results section is in a large parta
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Law and Policy

e.g. law, policy,
regulation, mechanisms
of accountability, policy

implementation

Organizational

e.g. policies, norms, and
dynamics in health
facilities, in NGOs; cross-
sectoral collaboration

Community

e.g. community social
norms, community
attitudes, community
structures

Individual &
Interpersonal

e.g. knowledge, skills,
behaviors, dynamics in
couples or families

Figure 1 The social ecological model. NGO, non-governmental organisation.

narrative summary of what was recorded in the extraction
tables. To synthesise the broad swath of ‘lessons learnt’,
we grouped all lessons learnt listed in the extraction table
into categories that emerged from the data, for example,
‘resistance’ and ‘stigma’.

We analysed the articles working from the premise
that power dynamics could be addressed at any level,
including systemic power dynamics. For example, a
programme that reached a large number of people could
contribute to social norm change. In our summation,
we also explore the distribution of programmes within
the social ecological model, including to what extent
programmes address multiple levels or directly address
law, policy and institutional practices.

We do recognise that, in practice, programmes are
not implemented in a vacuum; they are implemented in
a political economic context where other programmes,
social movements and geopolitical trends shape the
right to SRH. These factors outside of the programme
will shape how effectively a programme effects changes
in power dynamics, so it is simplistic to assert that a
programme addressing one level of the social ecological
model is necessarily more effective than another.

Finally, the themes emerging from the data were
discussed among the first three authors and subsequently

elaborated in brief memos through an iterative process
that required returning to the articles. These memos
were then collapsed into broader categories and devel-
oped into the discussion section.

We ensured trustworthiness by triangulating among
papers as we identified and elaborated themes and being
attentive to discrepant findings. Moreover, since our
intent is descriptive rather than a meta-analysis of find-
ings, threats to validity are less of a concern.

Patient and public involvement

Because this paper is not directly related to patient
care, this research was done without patient involve-
ment. Patients were not invited to comment on the study
design and were neither consulted to develop patient-
relevant outcomes or interpret the results nor invited to
contribute to the writing or editing of this paper for read-
ability or accuracy.

Given the somewhat academic nature of the research
question, the public were not invited to participate.
However, public participation in some form might be
appropriate for future work that addresses some of the
gaps and tensions identified in this paper.
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RESULTS

We present some basic attributes of the included papers,
and then go on to present the programmes by level of the
social ecological model.

Overview

For simplicity, we refer to ‘programmes’ in this paper,
though some of these may have been described as ‘inter-
ventions’ or ‘efforts’ in the papers we reviewed. The
papers included describe programmes undertaken in
diverse regions that address different elements of SRH,
and for which power functions in manifold ways. Online
supplemental table 1 presents a high-level overview of the
results, including the countries where the programme
was implemented, the levels of the social ecological
framework the programme engaged, the theoretical
and other bases provided for the intervention, and the
primary SRH domain of intervention.

Most of the programmes took place in Africa (n=56),
with South Africa (n=15), Kenya (n=8) and Uganda
(n=7) being the most represented. Twenty-nine of the
programmes were in Asia, with the majority (n=24) in
India. There were five programmes in Latin America and
one in Eastern Europe. There were no papers regarding
the Western Pacific region. In terms of SRH domains
addressed, HIV prevention and services to prevent and/
or support survivors of intimate partner violence (IPV)
or another type of violence were the most common, with
17 interventions focused on HIV prevention only, 11
focused on HIV and IPV/other violence and 29 focused
on IPV/other violence only. None of the papers focused
on comprehensive abortion care. Most papers reported
experimental, quasi-experimental or quantitative preap-
proach—postapproaches to assessing impact (n=72), and
were largely based in a biomedical or positivist frame-
work. Twenty-one papers used exclusively qualitative
methods or did not report an evaluation or study but
simply described a programme. Of the programmes
reviewed, only two were described as a governmental
effort™*; the rest were seemingly implemented by NGOs
and/or universities (n=106), although these efforts typi-
cally collaborated with public sector facilities and other
public sector actors. Discussion of the agency/institu-
tion implementing the programme was generally very
limited, consistent with the biomedical orientation that
the programme itself is an ‘exposure’, not the entity
implementing the programme. On the other hand,
some papers included more in-depth discussions of
which organisation(s) implemented the programme, the
context of the organisation and the implications for the

programme,? ¥4

Theoretical basis

Many of the papers did not explicitly report the theo-
retical basis of the programme described, but they did
summarise the extant evidence base and/or describe
formative research as data that informed programme
design (n=34). Others referenced one or more theories or

models underlying the programme (n=39). As reflected
in online supplemental table 1, many of the theoretical
underpinnings were from the behavioural sciences and
social cognitive theories; others used the theory of gender
and power or Freirean approaches, and a few relied on
diffusion or other theories focused on social networks.
Many of the theory-based programmes were focused on
the individual/interpersonal level, but some addressed
multiple levels. Moreover, many programmes referred
to multiple theories. Finally, several programmes were
derived from more participatory or other bottom-up
processes (n=6).

Several papers examined their study outcomes in the
broader context of the evolving evidence base and theory
regarding unresolved issues such as the link between IPV
and women’s economic empowerment, and the combi-
nation of gender segregated and mixed gender groups in
spurring change in gender norms.*’*

Individual/interpersonal

Most programmes addressed more than one level of the
social ecological model. Approximately, a third (n=31) of
the interventions were focused on the individual/inter-
personal level only, and 36 others addressed the indi-
vidual/interpersonal in combination with others. Most
programmes provided counselling or education sessions
to individuals and/or couples, often with a role-playing
component or similar activity that aimed to help partici-
pants to enact the principles taught.”**

Other counselling, training or awareness raising
sessions intervening at the individual/interpersonal
level aimed to change the behaviour of individuals in a
position of power in a given context, including men in
the community, school personnel or parents of girls.”"~"
Regardless of the participants, programmes aiming to
change the behaviour of individuals typically had some
explicit contentrelated to power dynamics, such as recog-
nising and changing gender hierarchies,” * % 70 7277
understanding the health impacts of gender and other
power dynamics,” ’® human rights” and joint financial
decision-making.”® To promote implementation of the
lessons taught, many programmes aimed to enhance
participants’ commitment and capacity to act differently
in their interpersonal interactions by teaching strategies
ranging from problem-solving techniques and more
assertive communication® ?1 9860647374 self-defence,61 62
and enacting positive masculinity through anger manage-
ment and conflict resolution.”® **** ™™ Some of the activ-
ities were for groups convened by the project, such as
groups of students in school or classes for multiple fami-
lies at once, but seemingly targeted groups for reasons
of efficiency, or to promote discussion about personal
concerns rather than to engender any collective action
or change in a community level variable,* %6 %6 7 7752

Organisational
Twenty-eight programmes, just under a third of the total,
addressed the organisational level. Some programmes
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explicitly aimed to build organisational capacity to iden-
tify and address power dynamics and how these constrain
autonomy in the context of SRH.** * The most common
organisational structure addressed was health facilities. For
example, several programmes entailed health facility-led
efforts to engage communities in expressing their priori-
ties regarding quality of care; some of these had an explicit
health facility accountability component.” *” # ¥ Other
health sector programmes aimed to create change in the
way organisations operate, including health facilities® "%
health and allied professional associations and other
organisational stakeholders in SRH, including law enforce-
ment%_%; schools%; and factories.”” For example, a school-
based programme in Uganda supported teachers to exercise
respectful leadership, such as through the practice of non-
punitive discipline.”

Another group of programmes addressed organisa-
tions or entities that bridge the state-society intersec-
tion (meaning that they are governed by public sector
and community actors), such as hospital committees or
village health and sanitation committees. The desired
impacts ranged from changing these organisations’
behaviours regarding SRH” to creating new organisa-
tions or committees bridging state and society.”

Some programmes sought to build the capacity of
community-based organisations to work on a particular
area related to power and SRH, such as facilitating the
right to a legal remedy for sex workers who experience
GBV.'” One multicountry effort in Southern Africa
did this on a regional level by engaging a variety of
organisations, including health facilities, schools, local
organisations and religious groups, with the particular
constellation of groups engaged depending on the
context. Specifically, the programme aimed to improve
these organisations’ capacity to reorient HIV prevention
activities to focus more on the ‘choice disabled’.”’

Programmes intervening at the organisational level
intended to influence power dynamics that were manifest at
the organisational level as well as other levels, such as in inter-
personal interactions. Many of the health facilityfocused
programmes aimed to foster the provision of respectful
(maternity) care, such as programmes aiming to improve
communication between providers and patients and their
families; to ensure that providers do not employ conde-
scending, demeaning or discriminatory language; and to
support community monitoring of health facilities to prevent
and document disrespect.”’ 2 11 1% To effect such change,
some programmes created mechanisms of communication
between health providers/facilities and communities to
increase health system responsiveness,” ***'% or introduced
a birth companion or care navigator to change the dynamics
of power between the patient and providers.'**

Gommunity

Fifty-three of the programmes—almost 60% of the
total—addressed the community level; 11 of them
focused solely on the community. Some of the anal-
yses sought to compare programmes that engaged the

community with those that did not.* ' Most of the
community-focused activities included community mobi-
lisation and/or dialogue.38 4271 83878997103 105-109 1) some
cases, this mobilisation and dialogue was described as
the community component of a programme trying to
impel health system responsiveness to community SRH
concerns, 7 38 42 85-8789 103105

Other mobilisation efforts used community-based activ-
ities to shift community norms in ways that promote SRH
equity, including through community theatre, commu-
nity action groups and repeated community dialogues
regarding issues such as the acceptability of IPV, gender
norms and HIV stigma,? #7829 99100110-114 g e times these
efforts also aimed to promote critical consciousness using
Freirean principles as a way to empower participants.” A
few programmes sought to build community awareness
and shift norms by facilitating community sharing from
smaller groups that had been convened on a specific
SRH issue, such as HIV or IPV prevention.*' ##11°

Many programmes endeavoured to change community
norms by training opinion leaders, community action
teams, community activists or ambassadors; these efforts
often focused on shifting gender norms at the community
level #3916 example, based on an analysis using
John Gaventa’s Powercube, a framework for analysing
power that helps users to identify opportunities for
mobilisation and change, the SASA programme trained
ordinary community members as activists, who were
then mentored to conduct various activities to engage
men, women and institutions in the community."" A few
programmes included activities to assess impact within
communities—as opposed to just changes in individual
attitudes—such as by asking community members about
the frequency and type of their communication relating
to issues targeted by the programme,’ or creating
measures to assess community-level changes.'*’ !

Several programmes aiming to shift power relations
at the community level were implemented by grass-
roots organisations or other types of community-based
organisations. They created and amplified demand
for change by working to decrease the acceptability
of domestic violence, claiming human rights for sex
workers or agitating for better quality maternal health-
care,® ¥ B0 These efforts were generally part of a
longer term, iterative strategy that entailed multilevel
engagement in order to effect change at multiple levels.
For example, Balestra and colleagues and Dasgupta and
colleagues describe a programme wherein grassroots
women set their own goals related to maternal health and
other issues and then collected evidence to use in their
advocacy vis-a-vis local health facilities, as well as district
and state managers and policy-makers.” **

Several programmes engaged the media to cover the
project concerned and/or to be a channel for communi-
cating information or ideas that were intended to effecta
change in norms and power relations.'”™ '** A few projects
intervening at the community level did not aim to shift
community power relations per se, but rather to create

Schaaf M, et al. BMJ Global Health 2022;7:6008438. doi:10.1136/bmjgh-2022-008438

7

yBuAdoo Aq paroaloid 1sanb Aq 2zoz ‘v Ae uo jwod fwa yb/:dny wouy pspeojumod "2z0oz IUdy 02 Uo 8£800-2202-Ublwag/9eTT 0T Se paysiignd 1siiy :yieaH qo|o CINg


http://gh.bmj.com/

BMJ Global Health 8

enabling conditions for changes in power dynamics at the
interpersonal level, such as by raising awareness among
stakeholders about the links between harmful gender
norms and IPV, or between young age of marriage and
maternal morbidity and mortality, and attempting to
galvanise their support for change.” 7 102123124

Public policy/governance
Seventeen of the programmes reviewed addressed the
public policy/governance level; none focused exclusively
on this level. Some programmes included advocacy activ-
ities aiming to foster governmental commitment to the
given SRH issue, such as by ensuring the involvement
of local or national government leaders or entities in
o s 2575 95 102 110 125
programme awareness raising activities.
Others sought to change the ways that public sector actors
operate, such as schools or medical training institutions,
by changing policies.'"” '*° Civil society organisations
made claims on policy-makers at the local or national
level, including trying to alter the ideologies underpin-
. o 3740 43 45 .
ning governance decisions or trying to hold the
governmental accountable for failing to fulfil the right to
SRH.'?” Some programmes run by NGOs built capacity
and/or supported individuals or organisations to engage
in policy-making, including through engagement in elec-
<o 394185 101-103
toral politics.

Lessons learned
The papers described lessons learnt regarding
programmes seeking to alter power relations in order to
improve SRH. While the focus of this paper is on what
the programmes did rather than the impact they had, we
report on some of the key lessons presented insofar as
these shed light on fundamental issues such as the combi-
nation and types of activities that comprise a programme.
Not all papers reported programme results. Of those
that did, many simply presented results and noted that
the programme—understood as an exposure—worked
or did not work. These focused on the viability of the
programme theory without necessarily invoking power.
We present power-related lessons in table 3, according
to the key themes invoked by the papers’ authors, as well as
their framing of the theme. For example, some described
community resistance as a barrier and discussed how
they overcame it; others simply asserted that a particular
approach had helped to minimise community resistance.

DISCUSSION
Nature of existing evidence about power in SRH programmes
This paper adds value by summarising what the academic
public health community has chosen to test and research
in terms of power relations and SRH, and by raising ques-
tions about how this corresponds to the significant task of
effecting change in power relations to improve the right
to SRH. We elaborate further.

The 93 programmes reviewed reflect a diversity of
priorities and approaches to addressing power. Most
programmes intervened at multiple levels simultaneously,

including some programmes that were described as
‘structural’. The structural programmes tended to be
more explicit about their objective to shift power rela-
tions, noting that an explicit power framing channelled
participants’ priorities towards both upstream and proxi-
mate drivers of SRH inequities (eg, see Abramsky et al''®).
Others addressed multiple levels using a more typical
programme theory that sought to change individual
behaviours and proximate drivers.

Almost all of the programmes tried to influence indi-
vidual knowledge and behaviour, as well as some of the
proximal structures shaping individual ability to exer-
cise agency, such as gender relations of power in sexual
encounters. The research designs used were skewed
toward (quasi) experimental and quantitative preap-
praoches/postapproaches and measuring success in
terms of individual knowledge and reported behaviour
change, reflecting a prevalence of positivist evidence in
addressing power in programmes.

The predominance of positivist biomedical framing
and study approaches of the programmes reviewed in
this study stands in contrast to the diverse and deep body
of research—ranging from ethnography to political
science—that analyse the ways that power shapes SRH
policy, programmes and population health.” '** This
broader literature of descriptive cross-sectional studies
typically draw on paradigms from the social sciences,
such as interpretivist and constructivist framings, that
can enrich biomedical research by foregrounding
social relations and constellations of causes of change.
Such framings are often germane to programmes that
aim to shift power relations.'* " By contrast, the use
of traditional public health measurement approaches
to assess structural change, as more typically used in
the programmes reviewed in this study, entails many
challenges, including how to account for complexity
and context and how to create measures that detect
changes in power relations.'? * =17 Programmes that
seek to alter power relations might incorporate real-
time learning and adaptation, and encounter uncer-
tain trajectories of change, including pushback. Time
frame and methodological limitations may undermine
the effectiveness and assessment of a programme, and
undercut effective scale-up or adaption and replication
as the influence of social and political context is not
elucidated." ' In brief, both the programmes imple-
mented and the methods used to assess their impact
likely do not correspond to the multilevel determinants
of structure and agency.

On the other hand, there was a subset of articles that
focused on bottom-up efforts to build agency and mobilise
collective power, typically led by NGOs working at the
national and subnational levels. Overall, their approach
was grounded in a human rights or social movements
paradigm, and the focus of research included how these
programmes were part of a longer process of changing
both structure and agency, rather than a time-bound
effort to increase quantifiable indicators,2 7340 43 101 140

8

Schaaf M, et al. BMJ Global Health 2022;7:¢008438. doi:10.1136/bmjgh-2022-008438

yBuAdoo Aq paroaloid 1sanb Aq 2zoz ‘v Ae uo jwod fwa yb/:dny wouy pspeojumod "2z0oz IUdy 02 Uo 8£800-2202-Ublwag/9eTT 0T Se paysiignd 1siiy :yieaH qo|o CINg


http://gh.bmj.com/

3

BMJ Global Health

Table 3 Key themes and power-related lessons learnt from SRH literature

Theme

Lesson

Papers

Resistance

Stigma

Programme
exposure

Limitations of
programmes
addressing

only individual/
interpersonal
levels, benefits of a
multilevel approach

Grassroots efforts

Public policy/
governance

Some programmes faced community resistance as some community members felt that the
programme undermined cultural or religious tradition. Programme implementers addressed (though
did not eliminate) this resistance by working with opinion leaders from the start, and in some
cases, by integrating these opinion leaders into programme activities; failing to do so seemingly
undermined the programme.

Due to prevailing gender norms, men were reluctant to engage in programmes that addressed
‘women’s issues’, and this was lessened by framing the programme as working on issues of
community importance, as opposed to women’s concerns.

Many papers noted that involving men helped programmes to achieve their goals, particularly those
that aimed directly or indirectly to influence gender relations of power.

Engaging mothers in law was an effective way to influence gender relations of power in the
household.

Resistance can engender non-linear effects, as actors with power initially push back against an
effort.

The act of bringing stigmatised SRH issues out into the open for discussion—in small groups or at
the community level—can foment a change in power relations.

Relying on community representatives as legitimate spokespeople for stigmatised issues might
help to ensure that these issues are discussed and that decision-makers listen.

Open discussion of stigmatised issues (HIV in this case) may lead to increased polarisation when
the issue in question is already polarised.

Some papers speculated whether a higher ‘dose’ of the programme might more effectively provoke
changes in power relations.

Gender and other norms may limit particular groups’ exposure (ie, their ability to participate) to the
programme; this should be addressed in programme design.

A multilevel intervention might be more successful in changing the power relations and other
structural factors that limited the programme’s success.

Systematically addressing several levels of the health system and use of a political economy
analysis buttressed programme success. Deliberately engaging stakeholders at multiple levels also
gave programme implementers a clearer picture of power relations and how they play out.

The provision or existence of high-quality material, human and other resources may be critical to
enable or facilitate change, including ensuring that health providers do not perpetuate stigma.

The combination of mass media messaging, community mobilisation and interpersonal engagement
in informal spaces (eg, market and spontaneous community meetings) can work synergistically to
shift power dynamics. However, this informal interpersonal engagement did not work in all settings,
perhaps due to cultural differences

Combining support for community activism and efforts to engage local government and service
providers can support an ‘enabling environment’ for change.

Programmes led by grassroots NGOs and activists underlined the effectiveness of collective action
by the marginalised in demanding rights and shifting power relations, as well as the emancipatory
potential of marginalised populations recognising their ‘right to have rights’. These efforts can be
more effective when collective actors confront multiple structures that ‘reproduce(d)and maintai(n)
their marginality’ rather than just the direct determinants,* p103).

Programmes led by organisations that modelled non-hierarchal relationships with communities
helped community members to perceive themselves as part of an organised effort to effect change.

Papers regarding programmes that were not obligated to ensure programme fidelity noted that
programme learning and real-time adaptation were key to ensuring the programme addressed
contextual factors and changing power dynamics.

NGO monitoring efforts must negotiate power dynamics at multiple levels, including generalised
commitment from the state at higher levels of the health system, and resistance from front-line
providers who feel judged.

A long-term community-based advocacy programme built the political capabilities of the women
participating, making it more likely that they demanded change from political, state and community
actors regarding a number of issues over the medium and long terms.

Lack of legislation or poor implementation of legislation undercut the programme’s effectiveness.

SRH, sexual and reproductive health.
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It is notable that none of the programmes described
focused on abortion, although one included postabor-
tion care in their efforts to improve respectful maternity

Car€.102

The right to SRH as a governmental obligation
Perhaps in part because they are empirical research on
programmes to address specific health concerns and
behaviours, the studies reviewed are somewhat removed
from the larger question of how governments can
address the power-related drivers of SRH inequities. The
right to health approach is based on the assumption that
the government is the ultimate duty bearer mandated
to respect, protect and fulfil the right to SRH."*' With
few exceptions, the programmes reviewed were pilots
or localised efforts. To be sure, many of these efforts
were intended to produce evidence that can be diffused
and used by governmental and other actors developing
national strategies and scaled-up programming, and
these scaled up efforts may not be documented in peer-
reviewed literature. Nonetheless, the extent to which
pilot evidence is useable to policy-makers and actually
informs governmental programmes remains an impor-
tant priority for research, support and advocacy.'™ '**1*
Relatedly, none of the programmes explicitly address
the provision of SRH care within the private sector—both
for profit and non-profit private actors. The private sector
is a major provider of SRH services in many settings144
often responsible for over half of the services provided
in a country, so programmes aiming to affect power as
a determinant of SRH at the organisational level should
consider the role played by the private sector.

Sustainability and scale

Almost all of the programmes reviewed were led by
NGOs, universities or research institutions, though they
typically were implemented within the public sector.
This raises questions about governmental commitment
and capacity; potential for scale; and researcher commit-
ment, ability, and incentives to study governmental
efforts. In other words, there is likely both a research gap
and an implementation gap. The research gaps reflects
the fact that funders typically fund NGOs and universities
to study programmes, including those implemented in
the public sector. The implementation gap likely exists
because governments are unwilling to directly confront
the power dynamics that shape the right to SRH, and/
or because many programmes are piloted by non-
governmental actors and then not subsequently scaled
up and taken over by governments. On the one hand,
non-governmental actors may have greater expertise to
both research and provide rights-based care, particu-
larly to marginalised groups.'* On the other hand, in
many settings, the government is the only actor with the
capacity to implement health programmes at scale. As a
body of work, research needs to consider these questions
if researchers aim to produce evidence that can influence
the right to SRH over the long term and at scale.

Limitations

Our review has several limitations. First, the peer-
reviewed literature is not an unbiased representation
of the universe of action to address the powerrelated
determinants of SRH. This limitation holds for almost
any review of academic literature describing programme
approaches, but it has specific implications for our paper.
As compared with external interventions, social move-
ment efforts are likely underrepresented in the peer-
reviewed global health literature, particularly in a liter-
ature search that takes an interventionist frame. At the
same time, social movement efforts and grassroots advo-
cacy on SRH are deep and long-standing, and integral to
a comprehensive assessment of efforts to address power
dynamics as these shape the right to SRH. Social move-
ment and grassroots NGO action may be most significant
for especially contentious SRH issues, such as abortion.
Stigma relating to abortion and other issues may also
contribute to their underrepresentation in research
and, thus, in peer-reviewed literature. It is also possible
that programmes that describe themselves as being trans-
formative may in some way reinforce power relations; our
summation of the article would not have detected that.
As an illustration, a programme that purportedly seeks
to change gendered power relations in SRH might not
refer patients to abortions, even in contexts where abor-
tion is permitted. This nuance might not come through
in a peerreviewed paper, but it would mean that the
programme’s impact on power relations is more partial
or complex than we could learn from the paper itself. In
essence, the gap between the literature and reality may
be especially pertinent in the case of SRH.

Second, this analysis did not include programmes that
may inadvertently affect power relations by perpetuating
harmful power relations,” '*® or the ways that power
pervades SRH agenda setting, and research and evalua-
tion itself.?® 1*7 14%

Third, much of the work that would address power as
a determinant of SRH might not be explicitly related to
SRH or be sensitive to the search terms we used, which
combine SRH, programmes/intervention and power.
For example, efforts to improve morale and job secu-
rity among healthcare workers could help to lessen rude
treatment of clients seeking maternal healthcare but may
not be labelled as an SRH intervention. An effort to hold
the government accountable for failing to deliver quality
maternal health services in a national court or to change
the laws related to abortion, age of consent, or the regu-
lation sex work would address power dynamics shaping
the right to SRH but would likely not be detected using
search terms related to programmes.

Fourth, this analysis focuses on LMICs. There is growing
recognition that truly ‘global health’ should indeed be
global and not focus exclusively on LMICs. Indeed, the
power dynamics shaping SRH may be shaped and influ-
enced at the global level, and, even if not, have many
commonalities across countries at all income levels, such
as accelerating wealth inequality.149 The silo between
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HICs and LMIGs is eroding, as it can stifle innovation,
solidarity and learning.'™ The need to develop new,
widely accepted review methodologies that can accom-
modate literature from all over the world—such as a strat-
ified sampling approach—to reviewing papers is urgent.

Fifth, because we addressed such a broad topic here,
we were unable to zoom in on granular issues that may
be of great importance to theory development. For
example, the papers revealed different theories and find-
ings regarding the creation of peer groups to foster indi-
vidual empowerment, as opposed to creating peer groups
to serve as a source of social capital or a mechanism
for collective mobilisation. As another example, some
programmes addressed sex workers as an atrisk group
that needs to be empowered with health information and
prevention tools, while other programmes addressed sex
workers as a group that needs health information and
tools as well as avenues for rights claiming and obtaining
remedies for police harassment. These approaches make
different assumptions about how power dynamics shape
the right to SRH.

CONCLUSION

Power and the right to SRH is a big topic. This paper
looks at a significant slice of that topic—how programmes
seeking to improve the right to SRH address power.
Despite the limitations of our approach, we identified
key trends and themes, including the prevailing focus
on behaviour change strategies, and the related use
of research approaches that are focused on detecting
changes therein. At the same time, especially in the
context of HIV and/or GBYV, there are many programmes
that seek to affect change on multiple levels and that
use complicated study designs that harness epidemio-
logical approaches to assess change at multiple levels.
Further development of these approaches and increased
programme and research attention to power relations at
the community, organisational and policy/governance
levels would complement the behaviouralist research.
This should be done in a way that links research back to
its purpose: producing a body of evidence that together
can start to answer the question of how to shift power
dynamics in favour of the right to SRH, and that is useful
to decision-makers in SRH programme development.
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