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ACRONYMS

A note about the use of acronyms in this publication 

Acronyms are used in both the singular and the plural, e.g. NGO (singular) and NGOs (plural). 
Acronyms are also used throughout the references and citations to shorten some organisations with long names.

ASRH adolescent sexual and reproductive health

AYA African Youth Alliance

CIDT Centre of International Development and Training, University of Wolverhampton

ECLAC Economic Commission for Latin America and the Caribbean

HIV human immunode�ciency virus

ISC inter-sectoral collaboration

MoH Ministry of Health

NGO non-government organisation

PHAC Public Health Agency of Canada

PI Path�nder International

SAFAR Strategic Alliance Formative Assessment Rubric

SRH sexual and reproductive health

STI sexually transmitted infection

UNFPA United Nations Population Fund

UNICEF United Nations Children's Fund

WHO World Health Organization
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INTRODUCTION

Protecting the health of young people is of enormous 
importance not only for the individual, but to achieve future 
development goals. Currently, there are over 1.2 billion 
adolescents, most of who live in developing countries 
[UNICEF 2002]. Many of these young people face huge social 
and economic barriers in accessing sexual and reproductive 
health (SRH) services and information, but they need the 
right tools to be able to confront threats such as human 
immunode�ciency virus (HIV), sexually transmitted infections 
(STIs), early and unwanted pregnancies, unsafe abortion and 
sexual violence. These threats are among the leading causes 
of death and illness among adolescents in low and middle 
income countries [Gore et al. 2011].

Although the majority of the literature, policy documents 
and global health directives refer to the promise of inter-
sectoral collaboration (ISC) to advance adolescent sexual and 
reproductive health (ASRH), there is a lack of rigorous and 
systematic investigation concerning this. Further, the majority 
of the speci�c challenges, successes, or the collaborative 
structures that supports ASRH action are not well 
documented. This discussion paper looks at emerging ways 
in which the effectiveness of ISC is being measured, identi�es 
bene�ts and challenges in ISC and includes examples of 
successful ISC in ASRH service delivery between health, 
media and education in low resource settings. This discussion 
paper is intended as a reference document for policy and 
decision makers working in or with developing countries in 
the areas of human resources for health in ASRH.

Methods
We undertook a systematic review of the available literature 
from low resource settings on collaborations between health, 
education, and media sectors in addressing ASRH. Papers 
were identi�ed through academic databases: MEDLINE, 
CINAHL, Scopus, OvidSP and ProQuest. Key words included: 
inter-sectoral collaborations, collaboration, coalitions, 
partnership, multi-sectoral, effectiveness, measuring, 
evaluate, functioning, outcomes, challenges. Relevant 
papers for inclusion were those with an adolescent sexual or 
reproductive health topic and/or those with an emphasis on 
measuring collaboration effectiveness. Grey literature was 
also collected (primarily through Google) using the previous 
keywords. The two case studies used in this document 
highlight ISC in the real world and were identi�ed by the 
literature search. 

 

 � Does inter-sectoral collaboration (ISC) 
improve adolescent sexual and reproductive 
health (ASRH)?

 � How is effectiveness of ISC measured? 

 � Why is collaboration functioning an 
important part of measuring effectiveness?

QUESTIONS 
ADDRESSED IN THIS 
DISCUSSION PAPER
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The World Health Organization (WHO) de�nes ISC as a 
“recognised relationship between part or parts of different 
sectors of society which have formed to take action on an 
issue to achieve health outcomes (or intermediate health 
outcomes) in a way which is more effective, ef�cient or 
sustainable, than might be achieved by the health sector 
working alone” [WHO 1997]. 

It is important to emphasise that ISCs are not simply 
organisations working together, but instead involves those 
partnerships with a commitment to mutual relationships and 
goals [Mattessich et al. 2001]. Key actors can include: the 
state (government), the market (business) and civil society 
(non-governmental organisations and not-for pro�t, etc) 
[Holveck et al. 2007].

The complexity of ASRH determinants makes it impossible 
for one institution to deal with all public health goals, 
therefore intervening to improve the determinants of health 
requires that public health stakeholders enter into inter-
sectoral partnerships [O’Neill et al. 1997]. For example, 
efforts to empower individuals and communities, particularly 
adolescents and women, require the involvement of 
education and media sectors [ECLAC et al. 2005].

Inter-sectoral approaches for health have been employed 
at global, regional, national, community, and settings based 
levels [Public Health Agency of Canada 2007], and may be 
initiated from the ‘top-down’ or from the ‘bottom up’ [WHO & 
PHAC 2008]. 

The WHO has emphasised ISC in global strategies such as: 
the Ottawa Charter [WHO 1986]; Health For All By the Year 
2000 [WHO 1981]; International Conference on Intersectoral 
Action for Health [WHO 1997] and the Millennium 
Development Goals [United Nations 2000]. 

WHAT IS INTER-SECTORAL COLLABORATION FOR 
ADOLESCENT SEXUAL AND REPRODUCTIVE HEALTH?

The complexity of ASRH determinants makes it 
impossible for one institution to deal with all public 
health goals, therefore intervening to improve the 
determinants of health requires that public health 
stakeholders enter into inter-sectoral partnerships.
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HOW IS EFFECTIVENESS MEASURED?

TABLE 1: EXAMPLES OF ADOLESCENT SEXUAL AND REPRODUCTIVE HEALTH PROGRAMS

EXAMPLE OF CHANGE AUTHORS YEAR

Improved ASRH knowledge and attitude change
Fongkaew et al. 2007

Hayes et al. 2005

Individual behaviour change – e.g. increased use of condoms,  

postponement of sexual activity

Larke et al. 2010

Van Rossem & Meekers 2000

Paine-Andrews  et al. 1999

New or modi�ed programs – e.g. ASRH education in schools, support groups
Daniels 2007

Lewis et al. 1999

New services – e.g. the provision of health worker training, youth friendly social clubs
Tang et al. 2009

Meekers et al. 2005

New policies – e.g. to guide provision of SRH services Daniels 2007

New practices – e.g. improved training & supervision of health workers
Hayes et al. 2005

Daniels 2007

How do we know if inter-sectoral collaboration is improving 
adolescent sexual and reproductive health, if there are 
few examples of documented collaborative activities and 
a lack of systematic studies in this area? Experts in the 
collaboration �eld contend that population-level health 
and social improvements are the ultimate indicator of 
collaboration effectiveness. Unfortunately, these outcomes 
are dif�cult to measure because of design issues, incomplete 
implementation of interventions, and because visible changes 
take so long to be detectable [Hayes SL et al. 2011]. Their 
impact may not appear on quantitative assessments of health 
status for decades, if at all [Weiss et al. 2002].

It is perhaps for these reasons that the WHO supports 
measuring partnerships in terms of process and coordination, 
rather than just product [WHO 2003]. 

Lessons from previous collaborations – (primarily local level 
‘community coalition’ literature) – suggest that solely focusing 

on improvements in health rather than also measuring 
intermediate outcomes such as behaviour and environmental 
changes does not accurately measure the effectiveness of the 
collaboration [Roussas & Fawcett 2000].

There is some empirical evidence available to show that 
collaborative partnerships can contribute to positive 
intermediate changes in people’s knowledge, attitudes, 
behaviour, and in the environment (e.g. new policies, practices 
and services), and this is where the majority of the evidence 
lies. However, questions have arisen over the magnitude of 
these effects and determining the degree of attribution  
because of weak design [Zakocs & Edwards 2006].

Many ASRH studies do not attempt to directly determine the 
role of the collaboration in facilitating intermediate changes, 
despite the central role of this action. Nonetheless, some 
examples of ASRH programs (with good outcomes) that 
involved collaborative action are provided in Table 1 below:
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Evidence is building to suggest that collaboration functioning 
should also be agreed upon outcomes to measure e.g. 
[Berkowitz 2001; Zakocs & Edwards 2006]. Assessing 
collaboration functioning helps to understand how 
partnerships achieve effective outcomes or the means  
by which these outcomes are produced. 

Many of the same factors that contribute to the effectiveness 
and functionality of ISC also facilitate the outcomes, 
impacts, and sustainability of the intervention. These types 
of measurements may be surrogates of health outcomes 
because, if a collaboration functions well, it is likely to have 
a greater chance of achieving intermediate outcomes and 
health improvement [Fawcett et al. 2010].

The current literature provides little consensus on which 
particular collaboration factors affect health outcomes but 
evidence and practice suggests the following factors are critical:

 � formalisation of rules and procedures 

 � action planning

 � documentation and ongoing feedback on progress 

 � leadership style e.g. good facilitation and negotiation skills

 � active member participation and diversity

 � agency collaboration

 � group cohesion

 � technical and �nancial assistance and support 

[Granner & Sharpe 2004; Roussas & Fawcett 2000; Zakocs  
& Edwards 2006].

Although each collaboration and its context are unique, 
certain lessons can be learnt about successes and failures 
that can inform other partnerships. One example of an ASRH 
ISC that is useful because it reported population, intermediate 
and process outcomes is an adolescent pregnancy prevention 
model from Kansas [Paine-Andrews et al. 1999]. Studies like 
this are not easy to come by from developing countries.

There are models, conceptual frameworks and tools available 
which provide guidelines for assessing and measuring the 
effectiveness of partnerships. Refer to the tools section at the 
end of this paper for more information. 

 

WHY IS COLLABORATION FUNCTIONING 
AN IMPORTANT PART OF MEASURING 
EFFECTIVENESS?

Assessing collaboration functioning helps to 
understand how partnerships achieve effective 
outcomes or the means by which these outcomes 
are produced.
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PROGRAM / INTERVENTION

BENEFITS OF INTER-SECTORAL COLLABORATION 
IN DEVELOPING COUNTRIES

There are a number of reasons why ISC has become such a 
popular strategy to address health improvement. Ultimately, 
collaborations provide members with a greater number of 
resources and a wider variety of strategies from which to 
tackle an issue. 

Figure 1 highlights these points in more detail.

FIGURE 1: BENEFITS OF INTER-SECTORAL COLLABORATION IN DEVELOPING COUNTRIES

ISC

RESOURCES

 � Cost sharing

 � Collective problem solving and 
knowledge exchange

 � Increase technical capacity  
of individuals and groups

 � Avoid duplication of efforts 

 � Leverage for scarce resources

 � Attract high pro�le sponsorship

 � Increased capacity to sustain  
programs

 � Draw on a broad range  
of constituents 

 � Brings diverse skills  
to avoid narrow perspectives

 � Opportunity for adolescents  
to voice their own needs

 � Increase opportunity for  
adolescents’ involvement

 � Provide opportunity for consensus

 � Secure endorsement of key stakeholders

 � Opportunity to build public concern

 � Provide a platform to present  
convincing data

 � Ecological approach to  
health disparities
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Researchers and practitioners over the years have noted 
various weaknesses of ISCs. Before implementing an ISC it’s 
important to take into account that they can divert energy and 
resources from an organisation. They also may take positions 
contrary to, or unsupportive of, an individual organisation’s 
interests. Differences among collaboration members may 
prevent them from taking strong stands on issues and 
decision-making may also be very slow.

Facilitating the involvement of organisations that have a 
different focus and little history with one another can be 
notoriously dif�cult. This is particularly the case when 
considering that new processes must be set up to share 
power and decision making [Mitchell & Shortell 2000]. 
Bureaucratic regulations, political barriers, cultural 
differences and high turnover of staff all create barriers to 
effective collaboration [Aguilar et al. 2010]. 

Collaborative capacity is also greatly in�uenced or altered 
by the larger community context [Foster-Fishman et al. 
2001]. Con�ict and disasters for example may disrupt ISCs, 
as unreliable working conditions create huge dif�culties in 
achieving goals. In conditions such as these, documenting, 
monitoring and evaluation to determine ISC effectiveness may 
be almost impossible. Even in normal working conditions, 
a collaborative approach is often acknowledged as a major 
challenge requiring simultaneous implementation of a 
comprehensive range of interventions and a broad range of 
skills [Daniels 2007]. The amount of time needed to build 
capacities of many of the workers is enormous (especially 
if sustainability is to be achieved), and monitoring and 
evaluation can be inadequate [Keller & Brown 2002]. 

When collaborations have sought to address ASRH, they 
have confronted pressures arising from cultural norms 
relating to sexuality and HIV prevention methods with 
adolescents [Robles-Schrader et al. 2012]. However, HIV 
prevention collaborations in the USA, for example, have 

enabled collaboration members to forge relationships with 
pro- and anti- abstinence-only organisations and work toward 
consensus [Robles-Schrader et al. 2012]. 

Although progress may be slow and consensus hard won, 
case studies such as this highlight that collaboration can 
achieve change that may be less likely if organisations are 
fragmented. In a developing country context, a national 
coalition in Ghana was successful in in�uencing the passage 
of a bill against sexual and domestic violence [Oronje et al. 
2011]. The use of force in marriage remains legal in Ghana, 
highlighting the immense challenge involved in confronting 
dominant cultural norms, despite the in�uential and collective 
power of a national coalition. 

Even in normal working conditions, a 
collaborative approach is often acknowledged 
as a major challenge requiring simultaneous 
implementation of a comprehensive range of 
interventions and a broad range of skills.

CHALLENGES AND LIMITATIONS  
OF INTER-SECTORAL COLLABORATION
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Mass communications have been used with increasing 
success to promote the sexual and reproductive health 
of young adults in different countries. Mass media based 
programs have shown evidence of improved knowledge, 
attitudes and positive behaviour changes [e.g. Magnani 2001; 
Meekers et al. 2005; Van Rossem & Meekers 2000].

Available evidence shows interventions to improve ASRH 
should provide accurate consistent messages, social support, 
life skills and access to contraception and services [Speizer et 
al. 2003]. Media strategies are one way in which these needs 
can be provided or promoted. 

Media workers play an important role in providing adolescents 
access to resources that promote their health and 
development. In developing countries where a substantial 
proportion of adolescents are not in school or are illiterate, 
this access to non formal education is particularly important 
[Govinda 2003]. Adolescents are also thought to engage well 
with innovative social marketing and entertainment education 
media initiatives [UNFPA 2012].

Media workers are most often thought of as journalists (print 
and broadcast), but also include information technology 
experts; web developers, mobile phone and gaming roles, 
advertising and public relations, as well people working in 
‘traditional media’ such as storytellers, puppeteers, visual 
artists, actors, directors, singers and dancers [Panford et al. 
2001]. Traditional media is considered particularly useful in 
engaging people from cultures that are largely based on oral 
histories and traditions [Panford et al. 2001].

Media workers play an important role in 
providing adolescents access to resources that 
promote their health and development. 

ADOLESCENT SEXUAL AND REPRODUCTIVE 
HEALTH INTER-SECTORAL COLLABORATION 
BETWEEN THE MEDIA AND HEALTH SECTORS

MEDIA AND HEALTH CASE STUDY
The African Youth Alliance (AYA) is an inter-sectoral 
collaboration of organisations that sought to improve 
adolescent ASRH in four African countries, reaching 
over 35 million stakeholders through media campaigns, 
and training young people in Life Planning Skills. 

Collaborating partners included the United Nations 
Population Fund (UNFPA), PATH, and Path�nder 
International (PI), governments, non-government 
organisations (NGOs), community organisations, youth, 
parents and religious groups.

Evidence for ISC effectiveness

Evidence of health improvement: 
Not measured

Evidence of intermediate outcomes:  
Combined case-control and self-reported exposure 
design showed that the AYA collaboration had 
signi�cant effects on sexual knowledge, attitudes, 
and behaviours of the targeted groups. Amongst 
stakeholders there was improved knowledge and an 
increase in commitments and actions supportive of 
ASRH.

Signi�cant community and systems change was 
reported, including the development of ASRH policy, 
integration of ASRH activities into existing programs, 
improved availability and quality of youth friendly services, 
institutional capacity building, training of teachers and an 
increase in resource allocation for ASRH.

Collaboration functioning:  
Important lessons learnt are identi�ed. No information 
provided about measuring or assessing functioning 
[Daniels 2007].
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School services which engage the health sector are 
common in developing countries [Adeleye & O�li 2010]. 
Key partnerships occur between education workers such as 
teachers, school administrators, peer educators and health 
workers based in clinics, NGOs, Ministries of Health (MoHs), 
and research institutions.

Teachers are considered critical in providing SRH information 
to adolescents, and evidence shows that providing this kind 
of information is vital in improving adolescent health, for 
example, lowering teenage pregnancy and HIV infection 
[Jukes et al. 2008.]

ADOLESCENT SEXUAL AND REPRODUCTIVE HEALTH 
INTER-SECTORAL COLLABORATION BETWEEN THE 
EDUCATION AND HEALTH SECTORS

EDUCATION AND HEALTH CASE STUDY
What was the intervention? 

The MEMA kwa Vijana Project: Using data from a 
prior population-based survey of 9,445 15-19 year old 
people, 20 communities were strati�ed and randomly 
allocated to either receive the new interventions or 
standard interventions.

The intervention program had four major components: 
community activities; teacher-led, peer-assisted sex 
education in primary school; training and supervision 
of health workers to provide “youth-friendly” health 
services; and peer condom social marketing for youth.

Collaborating partners included the Tanzanian National 
Institute for Medical Research, the African Medical and 
Research Foundation, the London School of Hygiene 
and Tropical Medicine and the Ministries of Health and 
Education & Culture of the Government of Tanzania.

Evidence of ISC effectiveness

Evidence of health improvement:  
This was measured but showed no reduction in HIV 
incidence (seroconversion among participants who 
were HIV negative at enrolment) and seroprevalence 
of Herpes simplex virus type 2 in a cohort of 9,645 
adolescents at �nal follow-up. The intervention also had 
no consistent impact on six further biological outcomes.

Evidence of intermediate outcomes:  
The intervention had a statistically signi�cant impact 
on all knowledge and attitudinal outcomes and also on 
reported condom use and STI symptoms, sexual debut 
or having multiple sexual partners. A follow up study in 
2010 [Larke et al. 2010] found a modest increase in 
young people’s use of health services seeking care for 
STI-related symptoms.  

Collaboration functioning:  
No information was provided about measuring these 
factors [Hayes et al. 2005].

Teachers are considered critical in providing 
SRH information to adolescents, and evidence 
shows that providing this kind of information  
is vital in improving adolescent health.
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The outcomes from these two ASRH ISC case studies show 
evidence of positive intermediate outcomes and this is 
consistent with the wider collaboration literature. However, 
also consistent with the wider literature, there is no attempt 
to measure the contribution of the collaboration [Hayes et 
al. 2005] or no details are provided about the measurement 
system that demonstrated the contribution of the collaborative 
process to outcomes [Daniels 2007]. Therefore it is dif�cult to 
say whether the �ndings were due to the ISC or to individual 
programs. In addition, changes due to collaborative action 
may have gone undetected because the right questions are 
not being asked.

The education and health ISC [Hayes et al. 2005] sought to 
measure ASR health improvement but, disappointingly, did not 
�nd any. Findings from the larger body of health collaboration 
literature has found some population level outcomes that 
could be attributed to activities of a collaborative partnership 
as well as evidence that partnerships contribute somewhat to 
a widespread change in health behaviour [Roussas & Fawcett 
2000]. It must also be noted that much of this evidence comes 
from the ‘community coalition’ �eld which differ from ISC in that 
they are usually community driven rather than agency driven. 

As a result, these two ASRH case studies demonstrate what 
is found in the wider literature – not enough information is 
collected to determine the attribution of the collaboration 
to outcomes. However, ways of measuring change must be 
improved before we can say with any certainty that inter-
sectoral collaboration can improve adolescent sexual and 
reproductive health.

 � Collaborations should be measured in terms of both 
empirical outcome measures and descriptions of inter-
sectoral activities, roles and responsibilities.

 �  Collaboration members should systematically document 
their progress in facilitating environmental change.

 �  Evaluations and �ndings should be shared between 
partners and be made widely available.

USEFUL TOOLS

Strategic Alliance Formative Assessment Rubric (SAFAR), 
a four-step evaluation process to help self-assess and gauge 
strength of the collaborative effort over time: [Gajda R 2004] 
Utilizing Collaboration Theory to Evaluate Strategic Alliances. 
American Journal of Evaluation March 2004 25: 65-77

A model for measuring process and outcomes in 
communication development interventions [Figueroa et al. 
2002]: http://www.communicationforsocialchange.org/pdf/
socialchange.pdf

Multi–agency planning using the Logical Framework 
Approach (2005). Philip Dearden, Centre for International 
Development and Training (CIDT), University of 
Wolverhampton: http://www2.wlv.ac.uk/webteam/
international/cidt/cidt_multi_agency_planning.pdf

Collaboration Factors Inventory, Amherst H Wilder Foundation, 
2008. An online tool to help you assess how your collaboration 
is going: http://wilderresearch.org/tools/c�/index.php

CONCLUSION RECOMMENDATIONS 
FOR PRACTICE AND 
POLICY
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