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Abstract
Background: Advocacy coalitions play an increasingly prominent role within the global health landscape, linking
actors and institutions to attract political attention and resources. This paper examines how coalitions negotiate
among themselves and exercise hidden forms of power to produce policy on the basis of their beliefs and strategic
interests.
Methods: This paper examines the beliefs and behaviours of health advocacy coalitions using Sabatier’s Advocacy
Coalition Framework (ACF) as an informal theoretical lens. Coalitions are further explored in relation to the concept
of transnational advocacy networks (Keck and Sikkink) and of productive power (Shiffman). The ACF focuses
on explaining how policy change takes place when there is conflict concerning goals and technical approaches
among different actors. This study uses participant observation methods, self-reported survey results and semistructured qualitative interviews to trace how a major policy project of the Millennium Development Goal (MDG)
era, the Global Strategy for Women’s and Children’s Health, was constructed through negotiations among maternal,
newborn, and child health (MNCH) and sexual and reproductive health and rights (SRHR) advocacy coalitions.
Results: The Global Strategy represented a new opportunity for high-level political attention. Despite differing
policy beliefs, MNCH and SRHR actors collaborated to produce this strategy because of anticipated gains in
political attention. While core beliefs did not shift fundamentally and collaboration was primarily a short-term
tactical response to a time-bound opportunity, MNCH actors began to focus more on human rights perspectives
and SRHR actors adopted greater use of quantifiable indicators and economic argumentation. This shift emphasises
the inherent importance of SRHR to maternal and child health survival.
Conclusion: As opportunities arise, coalitions respond based on principles and policy beliefs, as well as to
perceptions of advantage. Global health policy-making is an arena of contested interests, power and ideas, shaped
by the interaction of coalitions. Although policy-making is often seen as a process that should be guided by evidence
rather than interest-based politics, this study concludes that a participatory process of debate among different actorcoalitions is vital to progress and can lend greater legitimacy, accountability and transparency to the policy process.
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Key Messages
Implications for policy makers
•
The increase of global resources for reproductive, maternal, newborn, and child health (RMNCH) is a result of intensified coordination of actors
in the effort to achieve the Millennium Development Goals (MDGs).
•
Understanding how transnational policy coalitions think, compete and negotiate with each other is vital to understanding how they have come to
wield increasing influence in global health at a time of declining state dominance.
•
Global-level policy-making is legitimated and made more accountable by the participation of multi-constituency actor coalitions, including
coalitions in which government representatives participate.
•
In global public health, scientific, evidence-based policy-making is frequently presented as an ideal, asserting principles over politics; this approach
discourages recognition and assessment of the productive role of power and politics in policy-making, particularly important to debates about
equity and human rights.
•
Supporting and enabling platforms for public debate at the global level, including through policy advocacy coalitions, is essential to improvements
in public health and lends greater transparency to global policy-making.
Implications for public
New opportunities have arisen for public participation and debate in global health through the growing scale and reach of cross-border advocacy
coalitions. In the domain of women’s and children’s health, the implementation of the Global Strategy promoted the allocation of new resources and
greater accountability. At the same time, competition among coalitions within this community continues to shape how resources for women’s and
children’s health are raised and used. This has created tension that exposes the global health policy-making process as a fundamentally political process
that cannot be understood purely in terms of science and evidence. Competition and debate enables a wider democratic process to prevail and creates
opportunities for participation and greater accountability, including those most affected by health policy decisions.
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Background
The rising number and power of transnational partnerships
in the global health arena have prompted greater attention
to who makes global health policy, how this happens, and
with what effects.1,2 Actor-groups within these partnerships
prioritise differing forms of knowledge, hold differing values,
and assert differing behaviours. Advocacy coalitions compete
against each other for political attention by constructing
persuasive narratives of problems and solutions. In the midst
of this, policy-makers are faced with a widening array of
competing issues and claims, yet have a finite set of resources
to select, prioritise and act upon these. Therefore, policymaking is a fundamentally political and social process in
the field of global health, despite the frequent assertion that
global health policy should rest on a scientifically neutral,
evidence-based foundation, marked by principled decisionmaking, rather than interest-based politics.3
Indeed for some, evidence-based advocacy is seen as
deliberately political in nature, projecting public health as
an outcome of correctly applied technical and operational
solutions, and downplaying the complexities of social and
political change.4 What is accepted as evidence-based in
global public health areas often rests on the power of scientific
and technical elites to determine the themes and terms of
debate, which can exclude non-technical actors or non-elites
from that process, creating a “de-democratising” effect in the
policy-making process.5
Central to understanding how agenda-setting takes place and
shapes our capacity to assess the legitimacy of health agendas
is understanding how power is constructed and claimed
by global health actors, including the advocacy coalitions
through which they operate. Shiffman, for instance, draws
our attention to three types of “power” in global health.6
‘Compulsive’ power is easily seen, such as bilateral donors
tying health aid to trade. Less visible are other types of power,
including those based on epistemic or normative concerns
rather than material interests. An example of this type of
power is ‘structural’: in the context of a relationship between
actors structural power enlarges the capacities of some while
reducing those of others. Another is ‘productive’ power, such
as how issues are deliberately framed and presented to shape
the thinking and behaviours of others.6
Understanding how participants in the field of global health
— and in particular, the area of sexual, reproductive, maternal,
newborn, child and adolescent health — express their power
to influence political attention is the subject of this paper.
Nearly 100 new private-public ‘global health initiatives’ have
been created over the past 15 years, bringing new financing,
technical support, innovation, and advocacy capacity to
global health.7 These private-public initiatives have also
brought new challenges to health governance, as a wide range
of non-state actors assumed key positions of influence over
a growing set of resources.8,9 In response to this changing
landscape of actors, there have been calls for stronger global
health governance, especially in light of the cross-border
nature of the issues and the need for greater solidarity and
accountability among actors to address health problems and
their social and economic determinants.10-12
While examples of compulsory and structural power are
reasonably apparent in global health,6 productive power
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may be less visible, and therefore of particular interest in
understanding the norms and behaviours of global networks.
This paper focuses on the case of the Global Strategy for
Women’s and Children’s Health (2010-2015) document,
developed by policy actors from across a broad range of
sexual, reproductive, maternal, newborn, and child health
alliances. Launched in 2010 as a five-year plan by United
Nations (UN) Secretary-General Ban Ki-moon, the Global
Strategy catalysed unprecedented political support in meeting
the challenge of meeting the health Millennium Development
Goals (MDGs), especially MDG 4 and MDG 5[1].13
The Global Strategy is presented here as the outcome of
negotiations among competing advocacy coalitions, each
motivated by a set of core policy beliefs. To assess the Global
Strategy, this paper adopts key concepts from Sabatier and
Jenkins-Smith’s Advocacy Coalition Framework (ACF),14,15
which focuses on explaining how policy change takes
place when there is conflict concerning goals and technical
approaches among different actor-groups. Coalition
behaviours based on core beliefs is a key concept of this
approach, including how such beliefs shift over time through
policy learnings.
However, since the main objective of this paper is examining
how productive power is used by global health networks
in influencing policy, the ACF is treated only as a lens
through which competitive coalition behaviours are viewed
and interpreted rather than as an explanatory theory. The
reason for this alternative interpretation is that the ACF is
customarily applied to pluralistic political systems within
nation-states rather than complex transnational governance
landscapes.
Sabatier and Jenkins-Smith define an advocacy coalition as a
set of “actors from a variety of public and private institutions
at all levels of government who share a set of basic beliefs
(policy goals plus causal and other perceptions) and who
seek to manipulate the rules, budgets and personnel of
governmental institutions in order to achieve these goals
over time.”14 In the global case examined by this paper,
coalitions are understood less as geographically bounded and
operating with formal political systems, but rather as loose
collections of alliances made up of committed individual and
institutional policy actors with dense inter-organisational and
interpersonal ties working across borders to influence policy.
This more informal concept of advocacy coalitions aligns
with Della Porta and Diani, who identify these as informal
networks of collective action with clear common goals, but
not necessarily backed by formal identity links.16 Therefore,
the ‘maternal, newborn, and child health (MNCH) coalition’
is understood to be made up of a large number of alliances
operating at different scales (from sub-national to global),
united by a primary concern to reduce maternal and/or child
mortality in line with the focus of the MDG on health as a
means of poverty reduction.17 Alliance members include nongovernmental organizations (NGOs), health professional
associations, academic institutions, private and public donors
and government institutions. Similarly, the ‘sexual and
reproductive health and rights (SRHR) coalition’ unites a vast
number of such private-public alliances concerned primarily
with advancing the health and rights of women, including by
securing such entitlements as contraception and safe abortion
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services. This rights-based focus is expressed through shared
goals emerging from the International Conference on
Population and Development (ICPD) in Cairo in 1994 and
the Fourth World Conference on Women in Beijing in 1995.
It is important to be clear that neither coalition exists as a
formally constituted and governed entity; each is a composite
of a large number of different alliances and partners operating
at different scale, sharing similar beliefs and advocacy
approaches. Further, in practice, there is substantial overlap
in policy beliefs between coalitions – many MNCH coalition
members would not define themselves in opposition to
the SHRH coalition, and vice versa, given the naturally codependent relationship between women’s and children’s
health. As described by some ACF scholars and apt in this
case is the concept of coalitions consisting of solid core
beliefs “with fuzzy edges.”18 Further, within coalitions, there is
substantial disparity of beliefs on secondary aspects, notably
within the MNCH coalition, with longstanding tensions
between those primarily concerned with maternal health
rather than newborn health or child health, or vice versa;
despite overarching core beliefs about the importance of
reducing preventable mortality and the value of taking an
integrated approach to maternal and child health.
The Advocacy Coalition Framework and Global Health
Networks
In developing the ACF, Sabatier and Jenkins-Smith questioned
the depiction of policy-making as a sequence of seamless
top-down sub-processes or stages, flowing forward from
agenda setting to policy formulation, policy implementation,
and policy evaluation and reformulation, and dominated
largely by the actions of government leaders.15 In response,
they developed a hypothetical framework that sought to
reconcile top-down and bottom-up views, explaining how
the interaction of different actor-groups at different levels
(eg, scientists and technical experts, media, civil society, etc,
together with government) could move the policy process
through the competitive behaviours of coordinated action
groups, or coalitions, formed through shared beliefs and
values. Such behaviours include the deliberate “framing”
of ideas and beliefs shared within the coalition to portray
issues in persuasive way,19 as well as the opportunistic use of
‘policy windows’ as they open up in order to secure coalition
dominance.20
Belief systems are defined by Jenkins-Smith and Sabatier as
sets of value priorities and causal assumptions about how to
realise them.21 While actors are assumed to be instrumentally
rational – ie, using all possible resources to pursue their
goals – the framework draws more on cognitive and social
psychology than economics in highlighting the biases
and constraints of individuals in perceiving the world and
processing that information.15
Sabatier and Jenkins-Smith propose a set of nine linked
hypotheses addressing three main themes.15 The first theme
concerns the nature of advocacy coalitions: that there are
shared normative and causal beliefs that act as the ‘glue’
holding together members of advocacy coalitions, ie, formal
or informal networks through which actors build resources
and strategies to influence policy, competing with other
such coalitions for dominance. The second theme addresses

how policy change occurs, including the notion of external
events (shocks) as necessary but insufficient triggers for policy
change. The third theme relates to the contribution of policyoriented learning across coalitions, including conditions under
which change occurs and the contribution of quantitative
evidence in relation to quantifiable problems, and especially
when professional forums exist for technical consensusbuilding across different coalitions.15,21 Both the ACF and
Shiffman’s concept of hidden ‘productive power’ revolve
around the concept of the deliberate use of ideas and beliefs
as structuring forces for political gain, and so are treated in a
complementary fashion in this paper.
In Sabatier and Jenkins-Smith’s view, belief systems operate
on three levels: deep core beliefs (normative beliefs widely
shared in the world and not specific to individual policy
subsystems, such as the nature of good versus evil); policy
core beliefs (normative beliefs and causal perceptions specific
to particular coalitions, such as shared ideas about of the
severity and causes of a particular problem); and secondary
beliefs (a large set of narrower beliefs about the seriousness
of the problem or the relative importance of various causal
factors).21 Although deep core beliefs are nearly impossible to
change since they are rooted in one’s fundamental perceptions
about the nature of the world, Sabatier and Jenkins-Smith
believe that policy core beliefs can shift gradually over longer
periods of time (a decade or more) provoking major policy
change, while secondary beliefs can shift more quickly,
creating minor policy shifts in response to certain events or
shocks (Figure).15
Context matters, therefore, in Sabatier and Jenkins-Smith’s
view of policy-making.15 Context provides relatively stable
parameters that shape the resources and constraints of the
policy sub-system[2], as well as more dynamic event-based
variables, such as changes in government, economic outlook,
public opinion, or policy decisions of other policy subsystems, that directly shape secondary beliefs and minor
policy changes.
How Do Global Networks Interact?
While Sabatier and Jenkins-Smith understand the term
“sub-system” to refer to the substantive and geographic scope
of institutions that structure interaction,22 this paper applies
a global lens to the concept, moving beyond the restriction
of physical ‘territories’ to focus on global health policy subsystems and their political behaviours. While the ACF
has been most often applied to domestic political systems,
the global setting of this case, with multiple ‘fuzzy-edged’
coalitions and multiple geographic scales, demands a more
flexible use of the framework.
To begin, we borrow from Keck and Sikkink’s concept
of transnational advocacy networks to depict the global
reproductive, maternal, newborn, child and adolescent health
policy sub-system as one characterised by voluntary, reciprocal
and horizontal patterns of communication and exchange.1 In
using the term “transnational advocacy networks,” Keck and
Sikkink focus rather restrictively23 on networks of non-state
actors seeking to influence the agendas of states, multilateral
agencies and corporations through the use of collective
information, ideas and strategies.1 However, traditional
ideas of dominance, embedded in “international health”
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Figure. The Global Strategy for Women’s and Children’s Health Analysed Through Sabatier’s Advocacy Coalition Framework.

and bilateral development aid to low-income countries, are
challenged by the rise of “global health” in the past 15 years,
with its constituency-based partnerships and networks of
public and private actors, including low-income countries
themselves.24 This more participatory if complex concept of
health, in which many actor-networks assert differing forms
of influence at different levels, challenges traditional ideas of
who holds power over whom and how, raising questions of
governance and accountability.2,11
Accordingly, this paper describes a scenario in which a
global health policy sub-system, composed of thousands of
both state and non-state actors, governments, NGOs, UN
agencies, private businesses, health professionals, academics,
the media, etc – divide into disparate coalitions that cohere
312

on the basis of what Keck and Sikkink call “shared ideas and
values” within “transnational advocacy networks.”1 These
informal “networks of collective action,” combined with Della
Porta and Diani’s interpretation of the term ‘coalition’ – are
based on relations of voluntary exchange and dense personal
ties.16 For the MNCH coalition, a deep core belief is that the
lives of mothers and children must be saved, and preventable
mortality, therefore, reduced. This belief is often framed by
the coalition as part of the effort to reach the 2015 poverty
reduction targets specified by the MDGs in relation to
maternal and child health. On the contrary, the SRHR coalition
is primarily concerned with the realisation of human rights.
The SRHR coalition believes this cannot happen legitimately
through a quantitative target-based framework like the
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MDGs, but by inter-governmental agreements and legislative
instruments. Quantitative and “scientific” arguments based
on economics and epidemiology, used effectively by the
MNCH coalition to attract political attention, have been less
frequently used by the SRHR coalition, whose argumentation
revolves often around rights and entitlements.
All actors in this global community operate within an arena
determined by relatively stable parameters (Figure).15 Sudden
events or shifts in external conditions (eg, changes in socioeconomic conditions, governance arrangements, or public
opinion) can facilitate policy change, largely in relation to
minor or secondary beliefs, rather than core beliefs. However,
events themselves are seen by Sabatier and Jenkins-Smith as
necessary but insufficient factors to explain policy change
produced by such advocacy coalitions or sub-communities.
What must also be taken into account is the effect of policy
learnings by advocacy coalitions over time as they learn and
grow, including shifts in scientific or technical knowledge.22,25
Competition and negotiation among coalitions, therefore, is
an enduring part of the process of establishing dominance
in the policy-making process, with each coalition seeking
to translate its own beliefs into policy. Competition takes
place on the grounds of the strategic framing of their beliefs
(the “productive power” discussed by Shiffman),6 as well as
the wider set of resources (material, legal, and epistemic)
held by each coalition. Often, this competition requires the
intervention of policy brokers to mediate conflicts and move
the policy process forward.25 Policy, therefore, is the outcome
of a highly politicised process of ideological competition
between multiple policy participants at different scales,
influenced by events, scientific evidence and beliefs.
In examining the central questions posed by this paper – eg,
how do global coalitions interact to produce policy, and how
is productive power used in this process? – the ACF provides
a useful lens through which the Global Strategy may be
viewed. There are two main reasons why this is so. First, this
case examines the causal links between beliefs, values, and
behaviours; second, this case focuses on how scientific and
technical evidence is used as bargaining power in this process
and the role of policy brokers in negotiating consensus
between coalitions.
With transnational advocacy networks creating greater
links between global, regional, national and sub-national
policy processes,1 this study follows a small number of other
studies23,26 in using key concepts of the ACF to examine global
political dynamics, including those influenced by the agendasetting power of the MDGs.27,28 As such, this study seeks to fill
a gap in global health governance literature on the agendasetting power of advocacy coalitions, particularly in relation
to women’s, children’s and adolescents’ health, which has
attracted substantial attention and resources during the MDG
era (2000-2015).27,28
Methods
This paper relies on surveys, interviews, document
analysis, and participant-observation methods to analyse
how policy is produced through coalition behaviours. A
case study approach with qualitative methods such as indepth interviews and participant-observation can yield
important results when seeking to explain “how” and “why”

contemporary phenomena occur, such as the influence of
advocacy coalitions in the global policy production process.29
Descriptive statistics from survey data are added to this case
to triangulate the observations and increase validity.
A primary data source for this paper is the transcripts of
24 semi-structured key-informant interviews conducted
by the partnership for maternal, newborn, and child health
(PMNCH) with commitment-makers (approximately one
hour in length per interview) during April-June 2013. These
interviews were designed to follow-up on written responses to
a larger survey, described below, and respondents were chosen
randomly within seven different constituency groups that had
made commitments (ie, governments, donors/foundations,
UN/multilateral, NGOs, health professional associations,
private sector, and academic and training institutions). The
author was permitted by the Partnership to insert specific
questions of relevance[3] for this research paper into the
interview guide in order to probe perceptions and beliefs of
the respondents about the construction of the Global Strategy
and related commitments. The questions were meant to be
the same for all key informants (40 in total, representing a
third of the respondents who had submitted responses to
the written survey); however, in practice, the questions on
advocacy were listed at the end of the interview, and time
did not always permit full and complete answers. Therefore,
24 transcripts were deemed useable for the purpose of this
study, spread across constituency groups as follows: senior
representatives of low- and middle-income governments (3
interviews); donor governments (7 interviews); foundations (3
interviews); global health partnerships (3 interviews); private
business (5 interviews); and NGOs (3 interviews). The author
was permitted to observe six of these 24 telephone interviews
to understand if the questions generated any observable
responses of interest for this research, eg, particular emphasis,
inflections, hesitations, etc.
Sabatier and Jenkins-Smith’s ACF suggests that understanding
the process of policy change requires a time perspective of a
decade or more in order to see how actors respond to emerging
knowledge and alter their strategies accordingly.15 To this end,
this study draws on a decade of participant-observation of the
global health community and the major advocacy coalitions
related to women’s, children’s and adolescents’ health within
it (2005 to present, during the author’s employment with
PMNCH). This longitudinal perspective has enabled a
detailed understanding of the external context in which
the Global Strategy emerged (2005-2009), the interactions
between actors and coalitions that led to the creation of this
policy project (2009-2010), and the effects created by the
Global Strategy since its 2010 launch. It has also enabled the
qualitative identification of the disparate coalitions and their
observed ‘fuzziness.’
These observations were triangulated with the results of two
rounds of written survey responses by organisations that had
made written commitments to support the implementation
of the Global Strategy over the September 2010 to June 2013
period. This data set includes 168 responses in the first
round (2012) from 220 possible “commitment-makers,” and
120 from a possible 268 in the second round (2013). These
responses were solicited by PMNCH[4] 30,31; secondary analysis
was performed for the purposes of this paper.
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Overall, this study prioritises qualitative methodologies of
data analysis, including the selection of codes (key actors,
issues, events, global frameworks, behaviours), which were
refined in an iterative fashion as the data interpretation
process developed in the course of the research. Content
analysis of the various data sets was used to examine and
triangulate the three data sets.32
Given this ‘insider’ association with the Global Strategy
project, bias is assumed in the observation, which this
analysis of survey data and key informant interviews attempt
to mitigate. As Walt et al suggest, “position can influence the
issues that researchers focus on, and, therefore, the research
agendas created and the research questions asked.”33 While
‘insider’ status may facilitate access to data and the ability
to ask more meaningful questions, it disallows the ability to
approach research topics from a fresh perspective that can
allow new insights.
An additional limitation of this study design is that written
and oral data were collected only from those who have made
a commitment to the Global Strategy, and, therefore, little
is known about the reasons why some institutions do not
collaborate in this policy project, and what they perceive as
the benefits or limitations of that decision.
Case Study: The Global Strategy for Women’s and Children’s
Health
The creation of the Global Strategy for Women’s and Children’s
Health is considered to be a successful effort in influencing
political priority for women’s and children’s health. This claim
is based on the mobilisation of US$60 million in financing
from a broad range of donors; the creation of new national
and global initiatives for lagging issues such as newborn
health and family planning; and the creation of a shared
accountability framework to monitor resources and results
for women’s and children’s health.34
The Global Strategy, developed in 2010, proceeded, in part,
from evidence previously agreed by stakeholders through
such processes as the High-Level Task Force for Innovative
International Financing for Health Systems in 2009, annual
reports from Countdown to 2015, and the development of
the MNCH Consensus of 2009[5]. The process also built on
the recommendations of purpose-built working groups on
accountability, innovation, financing, human rights, and
others, as well as the inputs of more than 300 organisations
from different epistemic and professional groups, such as
reproductive, maternal, newborn, child and adolescent
experts, as well as governments, private businesses, UN
agencies, donors, NGOs, academic organisations, and health
professional associations.
The speed with which the Global Strategy was built reflected
the political opportunity of the second high-level meeting on
the MDGs in September 2010. All member-states of the UN
were invited and the meeting was designated as a launching
pad for the Strategy. This launch was facilitated by the
championship of UN Secretary-General Ban Ki-moon. At that
time, the child and maternal health goals[6] were the furthest
behind of the eight MDGs to be achieved by 2015, and Ban
felt that acceleration could have a “multiplier effect on all the
other MDGs, including poverty reduction, education, gender
equality, HIV/AIDS, and environmental sustainability.”36
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The Secretary-General was supported in his leadership by a
growing list of national leaders who had expressed concern
with maternal and child health. Among them were Norwegian
Prime Minister Jens Stoltenberg, who in 2007 established a
“global network of leaders for the health MDGs”37; UK Prime
Minister Gordon Brown and his wife Sarah Brown also led a
high-profile campaign for the reduction of maternal mortality;
Canadian Prime Minister Stephen Harper, who dedicated his
presidency of the G8 in 2010 to an initiative on maternal and
child mortality; and Chilean President Michelle Bachelet, a
medical doctor with paediatric training also contributed to
this campaign through this leaders’ network.38 Adding to this
were instrumental investments in early childhood mortality
made by the Bill and Melinda Gates Foundation—particularly
in childhood vaccines and malaria.
The Secretary-General’s leadership behind the Global Strategy
in 2010 galvanised attention from a wide range of stakeholder
groups within the global reproductive, MNCH community.
Never before had there been such high-level interest expressed
for this set of issues; this created an important window of
opportunity for coordinated advocacy.
Regional and global reproductive health advocacy networks
such as the International Planned Parenthood Federation
(IPPF), the Asian-Pacific Resource & Research Centre
for Women (ARROW), European NGOs for Sexual and
Reproductive Health and Rights, Population and Development
(EuroNGOs), and Development Alternatives with Women
for a New Era (DAWN) secured an important victory in 2007
with the addition of MDG 5b and the addition of reproductive
health to the MDG framework. Many went on to be closely
involved in the Global Strategy process, often collaborating
with multilateral actors such as United Nations Population
Fund (UNFPA) and the World Health Organization’s (WHO’s)
Reproductive Health and Research in joint policy advocacy
work. However, relatively few governments came forward as
high profile champions of the reproductive health cause in the
Global Strategy process, and some influential leaders in the
Global Strategy process sidestepped discussion completely on
key reproductive health issues, such as abortion. Such leaders
included Canada’s Prime Minister Stephen Harper, leader
of the 2010 G8 initiative, whose Conservative party faced
parliamentary controversy over whether family planning was
to be included in Canada’s response to its own G8 maternal
health initiative.39
For their part, maternal health networks operating within
wider MNCH networks in the early MDG era, such as the
Partnership for Safe Motherhood and Newborn Health, the
International Federation of Gynecology and Obstetrics, and
the International Confederation of Midwives, did not abandon
core policy beliefs about the centrality of reproductive rights
and gender equity to maternal health.40 However, it is clear
that their decision to participate in a joint MNCH campaign
facilitated key shifts in network strategy, including declining
use of traditional moral and rights-based arguments and
greater use of evidence-based advocacy based on quantifiable
economic and epidemiological data.41,42 This deliberate
selection of rigorous evidence forms, echoing the dominant
technical norms of the MDGs,43-45 can be construed as a
strategic response to gain visibility and attention for maternal
and child health issues, even though the MDGs themselves
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have been criticised since their inception for insufficient
attention to equity and redistributive justice required for
transformative global change.28,46,47
Reproductive health remains a cornerstone of the RMNCH
“continuum of care” concept that fostered the creation of
PMNCH in 2005 as a union of three separate partnerships
on maternal health, newborn health, and child health.48
However, brokers in the Global Strategy process – including
representatives of the delicately balanced PMNCH board,
representing a wide range of disparate interests – did not
seek to emphasise issues, such as abortion rights and sexual
education of young people, that could cause rifts among
stakeholders and create delay in achieving consensus (personal
observation). Following the normative concerns of the MDGs
themselves, discourse on rights in the final text of the Global
Strategy was secondary to that of a more managerial nature,
presenting RMNCH largely as a technical issue that could
be solved with through more financial resources, greater
efficiencies, data, and targeted policy choices.28
Successful technical consensus-building among stakeholders
and the political championship of the Secretary-General, the
G8, Bill Gates and others created a strong positive wave for
the Global Strategy leading up to its September 2010 launch.
Although the Strategy was developed outside of the usual
UN intergovernmental channels, the document was given
formal political backing through its inclusion in the official
communiqué issued by UN member-states in relation to the
high-level meeting on the MDGs.49 A measure of this support
was seen in the September 2010 launch of Global Strategy
itself, attended by a wide array of heads of state, UN, corporate
and civic leaders, and accompanied by financial and policy
commitments from about 70 stakeholders estimated at US$40
billion.50
After 2010, the influence of the Global Strategy was felt in a
number of ways. Commitments from individual stakeholders
expanded from 70 to more than 400 by 2015, including nearly
100 national governments.51 An accountability framework
was established to monitor resources and results of the
Global Strategy, including through annual reports issued by
an “Independent Expert Review Group” made up of senior
academic, media, parliamentary and civil society leaders.52,53
More than a half-dozen global initiatives were developed
between 2011 and 2015 to focus attention on issues raised by
the Global Strategy, such as innovation, family planning, child
survival, commodities, newborn health, maternal mortality,
and harmonised health financing.52,53
The rapid creation of a web of global health initiatives
with separate governance arrangements, resources, and
outputs have intensified the debate about leadership and
accountability within the global RMNCH community,
mirroring the debate in global health more generally.52-54
While this complexity can be viewed positively as an
outgrowth of enthusiasm and participation by a widening
pool of stakeholders, it can also be seen a visible product
of the tensions and pressures within the global RMNCH
community. Various coalitions responded to the success of
the Global Strategy as an opportunity to reassert individual
core policy beliefs and revise their specific advocacy strategies
in that light.

Results and Discussion
What does the example of the construction of the Global
Strategy tell us about how global policy networks use their
power to produce policy outputs and impact?
Survey and interview data collected at the midway point of
the 2010-2015 Global Strategy project (ie, in 2012 and 2013)
reveal the differing beliefs and perceptions of coalitions
about the Global Strategy and its utility as an agenda-setting
and policy formulation effort, as well as reflections on
negotiations and competition between coalitions within the
global RMNCH community. This ‘midpoint’ perspective
is important in order to isolate attention to the process and
effects of the 2010-2015 Global Strategy; the views expressed
in surveys and interviews at this time do not yet appear to
be weighted with consideration of the post-2015 Sustainable
Development Goals (SDGs), which supersede the MDGs and
mark a necessary point of transition for the Global Strategy
and Every Woman Every Child[7].34
Recalling Sabatier and Jenkins-Smith’s delineation of three
major sets of ‘hypotheses,’ or drivers, for policy change – the
competing beliefs and behaviours of advocacy coalitions, the
role of external shocks in policy change, and the impact of
new scientific knowledge on policy learning – the following
section organises data collected from the 2012-2013 surveys
and interviews in relation to these categories. Following the
approach of others who have used the ACF as an informal
guide to interpreting the behaviours of policy coalitions, not all
of Sabatier and Jenkins-Smith’s nine hypotheses are addressed
in this paper.18 This paper focuses on those hypotheses most
relevant to the case.
Our findings are set within a context of considerable
consensus among actors about the value of the Global
Strategy as a normative statement of priorities and joint
action plan. For example, nearly all (22 of  24) respondents
who participated in the 2013 in-depth interviews reported in
this paper agreed the campaign had delivered added value,
and provided a wide set of reasons to illustrate their beliefs
concerning the Global Strategy and the processes that created
it. These included greater political visibility for RMNCH
because of the UN Secretary-General’s personal leadership;
the perception of broad technical consensus represented by
the Global Strategy; the visibility of commitments made by
others in supporting the Global Strategy; the catalytic value
in creating innovative private-public partnerships to support
the Strategy; and the emphasis on accountability through
monitoring and reporting mechanisms associated with the
Global Strategy, such as the Independent Expert Review
Group.
These results underscore the results of the 2012 written
survey of Global Strategy commitments.30 In that study, 78%
of respondents (n = 168) indicated that advocacy was a focal
area of their pledge. This exceeded several other possible
focus areas, including monitoring and evaluation (70%),
research (63%), innovation (54%), and financing (45%).
However, a similar study in 2013 used a keyword search to
identity content areas of the commitments, and found that
only 46% of commitments (ie, 135 of 293) contained evidence
of advocacy content.31
This apparent discrepancy suggests that, at an overarching
level, many saw the Global Strategy and commitment-making
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as an advocacy process in its own right, whether or not their
own commitment focused on identifiable advocacy activities.
This point was articulated by most of the respondents
involved in the 2013 key informant interviews reported in this
paper, with 70% (17 of 24) referring, unprompted, to greater
public momentum for RMNCH and/or the MDGs as a result
of the Global Strategy.
Advocacy Coalitions: The Role of Shared Beliefs in Coalition
Behaviours
“Actors within an advocacy coalition will show substantial
consensus on issues pertaining to the policy core, although less
so on secondary aspects.”15
Many respondents (13 of 24) taking part in the 2013 oral
interviews started from the normative idea that the global
RMNCH policy community consists of multiple “camps,”
which the Global Strategy project has pushed closer together.
These camps are understood in this paper as belonging to one
of two main coalitions – the MNCH coalition and the SRHR
coalition – defined on the basis of whether their major goal is
one related to the survival theme of the MDGs or to a human
rights-based belief in SRHR. The delineation of these two
coalitions is based on participant-observation and interaction
with coalition members in a wide range of meetings and
conferences over the past decade, as well as document analysis
of key reports, scholarly articles, and public statements.
“The Global Strategy has been important in facilitating
cooperation among likeminded stakeholders, improving
communication, decreasing transaction costs. It has created
a common platform on which many different sectors can
engage” (i19).
This idea was expressed by respondents in relation to both
internal behaviours within their own organisations, as well as
externally:
“It helped us make the case internally for increasing (our)
commitment” (i18);
“The Global Strategy is something that has helped us
over time as more agencies have bought into it. It’s driven
attention and expanded the global architecture. [When
working with others], we can now refer to a unified strategy,
which has been helpful in attracting attention for our goals”
(i18);
“We would have undertaken a lot of our work anyhow on
MDGs 4 and 5, but shaping this work as a Global Strategy
commitment has allowed us to connect more easily with
others who are doing similar work and to build on those
partnerships” (i17, 2013).
For some, however, the Global Strategy process exposed preexisting conflict between coalitions, leading to unexpected
consequences. Several of the oral respondents, for instance,
noted that the normative concerns of the Global Strategy
were those of maternal and child survival more than SRHR.
Evidence for this claim includes the perceived imbalance in
the text of the Global Strategy in relation to such issues. This
included, on the one hand, perceived neglect to adolescent
health and human rights, and on the other, a dominant focus
on biomedical interventions and quantitative measurements.
Family planning, for instance, was recognised in the text
through the inclusion of two specific goals – preventing 33
million unwanted pregnancies and enabling 43 million new
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users of family planning by 2015.55 However, without a strong
rights- and equity-based framework in the Strategy, these
goals were seen by many to lack context and emphasis.
“We felt the Global Strategy was not as ‘family-planning
friendly’ as it could have been – that it was very focused
on maternal health, and that narrative wasn’t going to
resonate with the reproductive health community. But we
saw an opportunity to build on the momentum that the
Global Strategy had set in motion, to start our own family
planning campaign, which led directly to FP2020. The
Global Strategy was the spark that ignited our imagination”
(i1, 2013);
“The voices of young women and girls do not come very
clearly in the Global Strategy. A lot of interventions
described in the Global Strategy are technical in nature,
focusing on health systems and services, which doesn’t
address root causes of health, including education,
empowerment and community leadership needs. So in
shaping our commitment, we wanted to emphasise these
issues” (i7).
The construction of the Global Strategy, therefore, became
an arena in which coalitions competed and aligned to
challenge dominant norms. While some made commitments
to adolescent health and SRHR issues in order to flag up key
gaps, as seen in the example above, others sought to leverage
the Global Strategy much more directly, creating momentum
for overlooked issues through high profile events such as the
London Family Planning Summit in 2012, championed by
the UK government, the Bill & Melinda Gates Foundation,
UNFPA and others. The London summit led in turn to the
“FP 2020” partnership in 2013, which seeks to implement
the commitments of the London Summit. As a result of these
events and growing donor support for family planning, 40% of
all commitments to the Global Strategy by June 2013 included
family planning.31 Such shifts represented a major challenge
to the “MNCH” status quo, putting pressure on the identity
and membership of this global policy community to embrace
a broader identity, inclusive of sexual and reproductive health,
and including adolescents alongside mothers and children.
“The Global Strategy was a great step forward, as it helped
shift the discourse from focusing only on maternal health
and mothers to women’s health. This presented a great
opportunity for many stakeholders to join the movement
around SRHR, and to reframe their existing commitments
in this light” (i9).
Policy Change: The Role of External Shifts
“The policy core attributes of an… action programs are unlikely
to be changed in the absence of significant perturbations
external to the sub-system, ie, changes in socio-economic
conditions, public opinion, system-wide governing coalitions, or
policy outputs from other sub-systems.”15
The impetus for the creation of the Global Strategy itself was
the introduction of the MDG framework and the concern
by leaders such as Secretary-General Ban Ki-moon that
inadequate progress in reducing preventable maternal and
child deaths was impeding progress towards the 2015 goals.
At that time they realised it would require a dedicated global
effort to turn the situation around.
The successful struggle for visibility and resources by the

International Journal of Health Policy and Management, 2016, 5(5), 309–320

McDougall

global reproductive health and rights network, seen in
the examples above, was facilitated by an incipient shift in
political attention to the broader social, environmental and
economic determinants of health and well-being, represented
by the emerging post-2015 SDGs. From the time of the Rio
+ 20 conference in June 2012, which launched the process of
negotiating the post-2015 successor goals, a new emphasis
has been established on the intrinsic relationship between
health and other components of development, including
education, gender equity, water and sanitation, agriculture
and nutrition.56
This reconceptualisation of health as a determinant, outcome
and indicator of sustainable development has enlarged the
arena for participation by a wide range of health actors.57 This
includes the women’s health community, which sought to
‘re-politicise’ SRHR issues in the MDG era by rejecting the
narrow technical focus of the MDGs on maternal mortality,
and embracing debate on the inter-connectedness of health
issues and the distribution of power and resources.28
The growing power of the reproductive health community can
be measured by the growing number of commitments to the
Global Strategy. Conversely, it is also clear from the experience
of the 2010-2015 Global Strategy that the production of such
consensus-based policy documents may reflect short-term
tactical opportunities, such as seizing attention at a high-level
meeting on the MDGs, rather than reflecting genuine shifts
in core policy beliefs through compromise and negotiation.
Annual progress reports on the commitments, for example,
continue to report at least a partial mismatch between the
Global Strategy’s “priority” countries and interventions,
and those actually prioritised by commitment-makers.30,31
An example of this is the high number of commitments
made by stakeholders to India and South Africa (31 and 15
commitments, respectively, as of June 2012), although neither
country was named on the Global Strategy’s list of 49 priority
countries.30 Similarly, countries such as Somalia, whose child
and maternal mortality rates were high with poor progress,
received just seven commitments in 2012.
This finding is also echoed in the interviews for this paper,
with less than a third of oral respondents (7 of 24) reporting
that the Global Strategy had influenced their policy priorities
in any meaningful way. This includes six of seven senior
government representatives interviewed: “The Global Strategy
only validates our own policy and programming approach”
(i15).
This may be especially so for commitment-makers with
the greatest access to power and resources, including the
private sector. Representatives of private sector commitmentmakers were especially explicit about their tactical use of
the commitment process, with only three of five reporting
that the Global Strategy was instrumental to guiding their
investments, and then only when that guidance cohered with
existing business strategies, including strengthening market
position.
“The focus on PPPs (private-public partnerships) in the Global
Strategy helped us to think that others understand our business
ideas and are mobilising support for them” (i14);
“The Global Strategy has provided a kind of framework for
our investment areas. There are six or seven areas in the Global
Strategy, and we selected two of them” (i23);

“We saw the Global Strategy as an opportunity to position
ourselves as a global leader in providing healthcare, as well as to
help us focus on our existing niches and how to integrate these
into the public sector, working with public stakeholders” (i18).
This research finds, therefore, that external stimuli can have
an important effect on the behaviours of advocacy coalitions,
such as cooperating with each other to produce an effective
policy response when opportunities arise. However, such
behaviours are largely tactical in nature and do not necessarily
reflect sustainable shifts in core policy beliefs.
Policy Learning: The Role of Scientific Evidence and Policy
Brokers
“(a) Policy-oriented learning across belief systems is most
likely when there is an intermediate level of informed
conflict between … coalitions[8];
(b) Policy-learning across belief systems is most likely when
there exists a forum that is prestigious enough to force
professionals from different coalitions to participate, and is
dominated by professional norms.”15
Sabatier and Jenkins-Smith’s framework identifies a second
major avenue for changes in policy beliefs among coalitions.
This is through the adoption of new technical evidence and
“policy learning” acquired with experience and time. The
preceding informant quote about how the Global Strategy
shifted the discourse “from focusing only on maternal health
and mothers to women’s health” illustrates the existence of
policy learning between the MNCH and SHRH coalitions
that occurred during the course of collaboration in the
production of the document. At the same time, the overall
lack of a rights-based framework to the Global Strategy
illustrates the existence of compromise and the limits to such
shifts in secondary beliefs.
The productive power of the MNCH community, wielded
through its scientific and quantitative assessments of
progress in mortality reduction, aligns well with the technical
orientation of the MDGs.58 This evidence often takes the
form of empirical data generated by scientists such as
epidemiologists and economists. The Countdown to 2015
network, led by highly regarded academics such as Cesar
Victora, Jennifer Bryce, and Zulfiqar Bhutta, was particularly
influential in this regard, publishing a broad range of data
products that set the pace for MNCH measurement during
the MDG era. Concepts of ‘progress,’ therefore, often follow
these quantitative forms, promoting shared concepts and
setting terms of debate about how change happens. The 2013
publication of a Global Investment Framework for Women’s
and Children’s Health, for instance, presented economic
evidence to strengthen the concept of health as an investment
that generates social benefits and capital returns.59
At the same time, prioritisation of quantitative evidence can
exclude, for instance, more normative and political measures
of change, vital to understanding complex social phenomena
involving structural barriers, such as inequities based on
gender, class, race or geography.43 Differing ideas about how
progress is measured is evident within the global RMNCH
community, with reproductive health coalitions calling for
a more explicit recognition of the political nature of change,
the links between health and its determinants, and the role
of collective action in realising rights.28 As such, “policy
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learnings” means different things to different stakeholders, as
do the concepts of progress, accountability and governance.
For some, accountability is measured through independent
performance-based scorecards; for others, it is a process of
mutual dialogue between stakeholders at all levels: for others,
rights and entitlements are secured and measured through
legal frameworks and conventions.
Respondents participating in the 2013 oral interviews
displayed a wide range of beliefs in how progress and learning
are best measured, including through comparison with other
networks and in relation to global governance norms (or the
lack thereof):
“Having heard about the Global Strategy at the 2010 UN
General Assembly to review progress on the MDGs in New
York, we decided to contribute to the goals of the Global
Strategy alongside other countries. The motivation was to
compare our progress” (i16).
The UN Secretary-General’s Office, together with the
PMNCH, were positioned in the Global Strategy development
process as neutral “brokers,” facilitating consensus between
different networks – including those representing “normative”
MDG 4 and 5 interests and those representing SRHR. Yet
the absence of clear governance principles and rules around
the implementation of the Global Strategy facilitated the
proliferation of global initiatives, often described in the 2013
oral interviews as a matter of concern because of their rapid
development and potential for confusion (i24, i15).
In this sense, the ongoing debate about governance and
accountability in the global RMNCH community – who,
how, and using which indicators – mirrors that of the wider
global health community, where the behaviours and beliefs of
networks play a significant role in policy-making.
Conclusion
The case of the 2010-2015 Global Strategy for Women’s and
Children’s Health is analysed in this paper to explore how
global policy networks – rising in number and influence in the
global health arena – seek and achieve power over policy and
resources. This portrait of the hidden role of politics within
policy-making processes illustrates how global advocacy
coalitions, bound by shared core beliefs and behaviours, but
diverging secondary beliefs, compete and collaborate with
each other in a strategic effort to influence policy agendas.
This study, therefore, concludes with three observations
based on the case presented. First, competing coalitions with
different policy beliefs, norms and strategies can collaborate
productively with each other for policy influence if incentives
and conditions are sufficient to facilitate this collaboration.
In this case, the MDGs offered a time-bound opportunity for
networks to come together to build a joint Global Strategy
and common advocacy platform to attract political attention
and resources for the benefit of all networks.
Second, while such collaborations may be framed as examples
of successful, “consensus-based” efforts,60 they do not
necessarily imply fundamental shifts in policy beliefs among
disparate networks, and can instead represent a short-term
tactical response to unexpected events and opportunities,
such as the offer of the UN Secretary-General to champion
the cause of women’s and children’s health. The depiction of
the Global Strategy as a ‘consensus’ project, despite significant
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underlying differences in beliefs between the MNCH
coalition and the SRHR coalition, was an effective response
to a time-bound opportunity, since it projected a positive and
confident image of a “global RMNCH community” united in
its knowledge, norms, and behaviours – an attractive picture
to would-be investors and champions, no matter which side
of the MNCH-SRHR divide.
Third, this paper finds that the ACF successfully predicts
the slow evolution of network core beliefs. However, minor
or secondary views – such as those expressed by “evidencebased” frames to gain political attention – can and do
change in response to shared experience, new evidence, and
opportunity/events. The 2015 development of an updated
Global Strategy for the 2016-2030 period,61 for instance, puts
far greater focus on human rights and social and economic
determinants of health compared with the 2010 Global
Strategy. This increased focus reflects the difference between
the more utilitarian MDGs and more rights-based SDGs. The
new document also reflects changes over time of the MNCH
and SRHR coalitions. The MNCH coalition appears to have
come to terms with the inherit merits and ‘messiness’ of a
harder to measure rights-based approach to health, while
the SRHR coalition has seen that scientific discourse and
quantifiable indicators can attract investment and political
attention that in turn can enable advancements of its own
rights-based agenda.
On the whole, the Global Strategy case suggests that, under the
right circumstances, even competing ideas and beliefs held by
different policy networks can blend effectively into a shared
policy product that benefits all actors, at least temporarily
while windows of opportunity remain open.
As Shiffman observes, power struggles are inextricably part
of the global health landscape, including in relation to the
important role of networks in governance reform.62 Scientific
evidence is vital to advancing progress, but normative
questions of resource allocation and equitable provision of
public goods require political and social debate that empirical
methods alone cannot address.
In this sense, this study of power relations among networks
suggests that there is a highly productive role for politics in
global public health. Far from seeing policy-making at the
global level as a neutral process to be guided by principles
and science, and protected from politics, this paper concludes
that contention and debate is indeed vital to progress, lending
greater legitimacy, accountability and transparency to the
policy process.
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Endnotes

[1] MDG 4 calls for reducing under-five child mortality by two-thirds by 2015;
MDG 5 calls for reducing maternal mortality by three-quarters by 2015 and
achieving universal access to reproductive health.
[2] Sabatier and Jenkins-Smith15 define a policy sub-system as “consisting of
those actors from a variety of public and private institutions who are actively
concerned with a policy problem or issue, and who regularly seek to influence
public policy in that domain.”
[3] Q6: “What was the added value of making this commitment in association
with the Global Strategy? Would you have made this commitment if the Global
Strategy did not exist? Why/why not? Did the Global Strategy influence your
focus on particular interventions/services in your commitment?”
[4] PMNCH (http://www.pmnch.org/), a global alliance of more than 700 member
organizations, played a facilitating role in the development of the Global Strategy
in 2010. PMNCH continues to advocate for Every Woman Every Child and to
track progress of commitments.
[5] http://www.who.int/pmnch/knowledge/publications/2009_mnchconsensus/
en/.
[6] MDG 4 sought to reduce under-five child mortality globally by two-thirds by
2015 against a 1990 baseline; MDG 5 sought to reduce the maternal mortality
ratio by three-quarters on a global level during the same time period, as well
as achieve universal access to reproductive health by 2015. The reproductive
health goal was added in 2007 after successful advocacy by sexual and
reproductive health and rights networks.35
[7] An updated version of the Global Strategy (Survive, Thrive, Transform: The
Global Strategy for Women’s, Childrens’ and Adolescents’ Health, 2016-2030)
launched in September 2015 alongside the new Sustainable Development
Goals.
[8] Sabatier and Weible assume that within policy sub-systems, actors are
aggregated into “two to five” advocacy coalitions or “informal networks,”22
composed of specialists from both governmental and private organisations.
These actors share a set of normative and causal beliefs and engage in a
“non-trivial degree of coordinated action over time.”15 This coordination can
be relatively weak (eg, monitoring activities of allies) or strong in nature (eg,
developing a common implementation plan).
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