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ABSTRACT
Objectives Multisectoral collaboration highlighted as key 
in delivering on the Sustainable Development Goals (SDGs), 
but still little is known on how to move from rhetoric to 
action. Cambodia has made remarkable progress on 
child health over the last decades with multisectoral 
collaborations being a key success factor. However, it is 
not known how country stakeholders perceive child health 
in the context of the SDGs or multisectoral collaborations 
for child health in Cambodia.
Design, settings and participants Through purposive 
sampling, we conducted semistructured interviews with 29 
key child health stakeholders from a range of government 
and non- governmental organisations in Cambodia. Guided 
by framework analysis, themes, subthemes and categories 
were derived.
Results We found that the adoption of the SDGs led 
to increased possibility for action and higher ambitions 
for child health in Cambodia, while simultaneously 
establishing child health as a multisectoral issue among 
key child stakeholders. There seems to be a discrepancy 
between the desired step- by- step theory of conducting 
multisectoral collaboration and the real- world complexities 
including funding and power dynamics that heavily 
influence the process of collaboration. Identified success 
factors for multisectoral collaborations included having 
clear responsibilities, leadership from all and trust among 
stakeholders while the major obstacle found was lack of 
sustainable funding.
Conclusion The findings from this in- depth 
multistakeholder study can inform policy- makers and 
practitioners in other countries on the theoretical and 
practical process as well as influencing aspects that shape 
multisectoral collaborations in general and for child health 
specifically. This is vital if multisectoral collaborations 
are to be successfully leveraged to accelerate the work 
towards achieving better child health in the era of the 
SDGs.

INTRODUCTION
Halfway until the United Nations Sustain-
able Development Goals (SDGs) are to 
be achieved, practitioners, experts and 

policy- makers are trying to speed up the pace 
of progress on child health. This has become 
even more urgent with the setback of the 
COVID- 19 pandemic which left 147 million 
children out of proper education, rising 
child labour and significantly higher rates 
of malnutrition and over 22 million children 
missing essential vaccinations.1 2 Over the last 
decades, it has become evident that prog-
ress made in other sectors heavily impact the 
possibility to make progress on child health 
and well- being.3 4 Child survival is included 
in SDG 3 (good health and well- being) while 
the broader aspects of child health and well- 
being is captured by many different SDGs, 
for instance, SDG 2 (zero hunger), SDG 
4 (quality education) and SDG 5 (gender 
equality). Further, progress on child health 
and well- being is essential for tackling poverty 
and promote the development of societies.5 
Moving beyond mere child survival, there is 
now a larger focus on enabling children to 
thrive and reach their full potential.5 6

Multisectoral collaborations have long 
been seen as critical for achieving gains 
in health and well- being when it comes to 
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universal health coverage, non- communicable diseases 
and succeeding in governing multisectoral issues going 
back to the WHO Constitution and the Alma Ata Declara-
tion.7–9 For child healtha multisectoral approach to areas 
such as nutrition10 and education11 12 have been studied, 
however, there is lack of understanding how multisec-
toral collaborations work out on a country level. Further, 
a generic analysis of the linkages between the SDGs and 
child health found that there are many synergies between 
making progress on the SDGs and accelerating progress 
on child health, suggesting that multisectoral collabora-
tion could harness synergies and better handle trade- offs 
between the SDGs and child health.13

During the Millennium Development Goal era, many 
countries made significant gains in child health, and 
approximately half of the reduction in child mortality 
between 1990 and 2010 have been attributed to invest-
ments in sectors outside of health.14 Cambodia was one 
of the fast- track countries and made significant progress 
including succeeded in lowering the under- 5 mortality 
from 116 to 29 deaths per 1000 live births from 1990 
to 2015.15 Many challenges persist, however, with signif-
icant inequalities between rural and urban areas, lower 
than desired educational attainment and sub- optimal 
water and sanitation conditions in schools and residen-
tial areas.16 It has been shown that multisectoral efforts, 
such as the ID Poor programme, have been successful in 
reducing poverty and collaborative initiatives between 
non- health sectors have become a cornerstone of the 
maternal and child health strategy in Cambodia.17–19

Cambodia has managed to improve the health and 
well- being of children over a short period of time while 
using collaborations across sectors to do so among other 
changes. However, it is not known how child health stake-
holders have been influenced by the SDGs or how they 
theorise multisectoral collaborations, here defined as 
‘multiple sectors and stakeholder intentionally coming 
together and collaborating in a managed process to 
achieve shared outcomes and common goals’,20 versus 
the actual practice of conducting such collaborations. 
This knowledge could inform current and future multi-
sectoral collaborations on critical theories and key success 
factors and obstacles when initiating and implementing 
such a collaboration. Hence, our aim was to understand 
how stakeholders in Cambodia perceive the SDGs, child 
health in the era of the SDGs and multisectoral collabora-
tions for child health in Cambodia.

METHODS
Study design and setting
Guided by the The COnsolidated criteria for REporting 
Qualitative (COREQ) recommendations21 and the 
concept of information power,22 this study uses semistruc-
tured interviews to investigate how Cambodian stake-
holders perceive the SDGs, the concept of child health 
in the era of the SDGs and multisectoral collaborations 
for child health in Cambodia. The country is governed 

primarily through the national government, which consists 
of the council of ministers led by the prime minister 
while the parliament (national assembly and senate) 
have legislative power. Administratively, the country is 
divided into provinces, districts, communes and villages.23 
During the last decade, the government has incremen-
tally favoured a more decentralised approach where 
districts and commune government officials are given 
more funding and implementing power.24 Collaboration 
between government and non- government stakeholders 
primarily occur on two levels, the national or subnational 
(district or commune) level and been characterised by an 
increased role of the government in leading and coordi-
nating collaborations.25 26 The Ministry of Health and its 
National Maternal and Child Health Centre is responsible 
for health services throughout Cambodia, often working 
in committees or technical groups with other relevant 
ministries and in collaboration with international and 
Cambodian non- governmental organisations. At the 
subnational government level, provincial health depart-
ments and operational health districts lead the imple-
mentation of national strategies and technical guidelines 
together with national and local non- governmental 
organisations in a more ad hoc fashion.

Participant identification and recruitment
Key child health stakeholders with country- specific 
knowledge as well as non- health sector stakeholders on a 
national level in Cambodia were identified for participa-
tion by the research team. Participants were purposively 
selected based on predefined criteria of having exper-
tise in child health or being from a non- health sector 
(eg, water and sanitation, agriculture, infrastructure) 
but with implementation knowledge of how child health 
interacts with other sectors in Cambodia. Efforts were 
made to recruit participants from many different sectors, 
including having participants from inside and outside 
of government. Further, the recruitment of participants 
was aimed to be balanced in terms of sex and seniority. 
The outreach to participants was done by DH, SS and TC 
through email and phone. The expected total number 
of participants was 30, balancing the need for reaching 
satisfactory information power22 and feasibility.

Data collection
A total of 29 participants were interviewed between 
April and June 2020. Information was given verbally to 
all participants on the purpose of the study, what their 
involvement in the study would be, the risks and benefits 
of taking part in the study, and that they had the right 
to decline participation or withdraw from the study at 
any time for any reason. Participants were asked to sign 
an informed consent form, written in Khmer before the 
interview started. The interviews were held in Khmer 
by authors SS and TC, audiorecorded and transcribed 
verbatim into English. The interviews took place in 
Phnom Penh city vicinity, at the participant’s place of 
employment or other convenient but private location for 
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the participant. An interview guide was developed based 
on established multisectoral frameworks; the SDG syner-
gies framework,27 health in all policies approach28 and 
multisectoral collaborative model presented by Kuruvilla 
et al20 (see online supplemental material 1 for interview 
guide). The interview started with general background 
information on the participant, including the work expe-
rience in different sectors as represented by the Cambo-
dian SDGs and moved on to the perception of the SDGs, 
child health and multisectoral collaboration and then 
focused on multisectoral collaboration for child health 
within the Cambodia context (identification of problem, 
design, implementation and monitoring of the collabo-
ration as well as relationships and capacity building activ-
ities). All types of collaborations between at least two or 
more sectors that had the explicit goal in some way to 
improve child health were considered during the inter-
view. Two pilot interviews were held where after the inter-
view guide was slightly adjusted for clarity.

Data analysis
Transcripts were imported into NVivo software for analysis. 
The transcripts were first analysed by framework method 
analysis29 by which the transcripts were read in full by 
DH, then coded through identification of meaning units, 
combining these into subcategories and then grouped 
into overarching categories and lastly themes following 
the standard methodology. The themes, categories and 
subcategories were inductively developed without prior 
anticipations30 and continuously developed during the 
review of the transcripts. As such, the concepts of child 
health, SDGs and multisectoral collaboration emerged 
inductively. The coding was cross- checked by HMA and 
the analysis was continuously discussed with SS and TC to 
improve trustworthiness and validity.22

Patient and public involvement
No patients or public representatives were directly 
involved in the design, conduct or reporting of this 
study. The findings will be disseminated and discussed 
with involved stakeholders. A reflexivity statement can be 
found in online supplemental material 2.

RESULTS
A diverse set of perspectives were provided by the partic-
ipants (see table 1 for participant characteristics) on 
the research questions. Out of these, two main themese 
merged in addition to several subthemes and catego-
ries (table 2, see online supplemental material 1 for full 
coding tables and COREQ checklist). The first theme 
related to the views of the participants on how the SDGs 
and expanded view on child health enable change the 
and the second main theme detailed the gap between 
theory and real- world complexities of conducting multi-
sectoral collaborations for child health.

SDGs and expanded view on child health enable change
Overall, interviewees reflected on the willingness by 
the national government to adopt the SDGs, how the 

possibility to achieving the SDGs depends on the outlook 
for the country while concluding that child health is a 
multisectoral topic at heart and that with the introduc-
tion of the SDGs the participants had set higher ambi-
tions for child health and well- being.

Possibility for action due to SDGs
The 2030 Agenda and the SDGs were thought of as a 
universally relevant vision for sustainable development, 
providing a concrete roadmap or guide for each country. 
Comparing with the previous Millennium Development 
Goals, participants reflected on how the SDGs represent 
a more complex and detailed set of objectives that mirror 
actual conditions in the country. There was an overall 
agreement that the SDGs showcase that health is a multi-
sectoral issue more clearly than during the Millennium 
Development Goals era. However, although the commit-
ment to and leadership of the national government of 
Cambodia in adopting and implementing the Cambodian 
SDGs were evident, some participants noted the discrep-
ancy between the highly set ambitions of the contextual-
ised SDGs with the resources and work committed.

That’s the difference in perspectives between policy-
makers and implementers. The implementers in the 
ministry will complain about having lots of challenges 
and risks which could lead to a lower result. So, the 
plan to achieve many things by 2030 has already been 
written down. However, the implementation need 
budget and solutions to the challenge.—Nr 21, non- 
governmental organisation

Higher ambitions for child health, a multisectoral area at heart
Focusing on child health, most regarded children as 
people under the age of 18 and emphasised that physical 
and mental health are of equal importance to children. 
Interviewees detailed a range of linkages between child 
health and other sectors, mostly focusing on education 
and schooling, nutrition and other general societal condi-
tions such as physical safety, environment, economic 
development and social protection systems. Overall, 
there was a strong notion of indivisibility between child 
health and its determinants, making the case that child 
health by definition is a multisectoral issue with all sectors 
responsible for its improvement.

Like I mentioned, child health consists of physical, 
mental and social health. So, we need all relevant 
institutions to improve physical, mental and social 
health. We can’t miss anyone to work on it.—Nr 5, 
governmental organisation

Interviewees put an emphasis on the family as respon-
sible for the child’s health, while other stakeholders 
(government, international organisations and private 
sector) play an important role in shaping the determi-
nants of child health in Cambodia. They further urged a 
concrete focus on preventive measures, improving quality 
and reach of health services related to the child and the 
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family to improve child health further. Lastly, interviewees 
made the case for a life course approach to child health 
and setting a higher ambition for children with a focus on 
child growth and stronger acknowledgement of the rights 
of the child.

To understand about the needs of children, we need 
to understand the growth of them first. Children’s de-
velopment consists of children before birth, children 
after birth to two years old, children in kindergarten 
and primary school, and children in high school. 
The development of children on physical health, 

education and morality are ongoing process.—Nr 5, 
governmental organisation

Gap between theory and real-world complexities
When discussing multisectoral collaborations for child 
health, it became clear that there is a step- by- step linear 
process of thinking around the collaboration and its activ-
ities while aspects influencing the collaboration shape 
and direct the process in non- linear fashions. Participants 
also critically assess the collaborations, identifying success 

Table 1 Participant characteristics

No Sex Years worked Organisation

Work sector experience according to 
Cambodian Sustainable Development 
Goals

1 Male 6–14 Governmental 7, 13, 14, 15

2 Female >15 Governmental 3, 5, 6

3 Female >15 Governmental 5, 17

4 Male >15 Governmental 1, 3

5 Male >15 Governmental 3, 4, 17

6 Female 1–5 Governmental 3, 16

7 Male >15 Governmental 3, 4

8 Male >15 Governmental 1, 2, 3, 4, 5, 6, 7, 10, 11, 12, 16, 17

9 Male >15 Governmental 3, 4, 5, 16

10 Male >15 Governmental 4, 17, 18

11 Male >15 Governmental 4, 17, 18

12 Male 6–14 Governmental 1, 2, 3, 6, 16

13 Female 6–14 Governmental 1, 3, 17

14 Male 6–14 Governmental 17, 18

15 Male 6–14 Non- governmental 2, 3, 4, 6, 13

16 Male >15 Non- governmental 2, 3

17 Male >15 Non- governmental 5, 10, 16, 17

18 Male 6–14 Non- governmental 2, 3

19 Female 1–5 Non- governmental 1, 3, 4

20 Male >15 Non- governmental 2, 4, 8

21 Male >15 Non- governmental 16, 17

22 Female >15 Non- governmental 2, 3, 4, 6

23 Male >15 Non- governmental 3, 4, 5, 6

24 Female >15 Non- governmental 2, 3, 5, 6

25 Male >15 Non- governmental 1,2,3, 4, 6

26 Male >15 Non- governmental 2, 3

27 Male 6–14 International 2, 3, 17

28 Female 6–14 International 1, 2, 3, 16, 17

29 Male >15 International 2, 3, 4, 6, 17

Cambodia SDG (1) no poverty, (2) zero hunger, (3) child health, (4) quality education, (5) gender equality, (6) clean water and 
sanitation, (7) affordable and clean energy, (8) decent work and economic growth, (9) industry, innovation and infrastructure, 
(10) reduced inequalities, (11) sustainable cities and communities, (12) responsible consumption and production, (13) climate 
change, (14) life below water, (15) life on land, (16) peace, justice and strong institutions, (17) partnership for the goals and (18) 
mine/ERW free.
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factors and obstacles for these types of collaborations in 
Cambodia.

Planned linear process of collaboration
The beginning of a multisectoral collaboration typically 
began with the identification and framing of a problem. 
This could be from a top- down approach, whereby govern-
ment ministries identified a gap or need, or through 
policy or development plans while funding opportunities 
and the own organisational strategy or values could be 
other ways of identifying a problem. On the other hand, 
interviewees also described a bottom- up approach of 
problems being identified through routine data or find-
ings from the grassroot level, complemented by listening 
and learning from community or subnational stake-
holders. The identified problem was often not primarily 
concerned with health but noted that child health might 
stand to benefit as an effect of a successful solution to the 
problem. The problem was typically framed in a detailed 
problem statement following involvement of many stake-
holders in the collective process, often using research in 
some way to narrow the problem.

So, the needs can be identified through annual re-
ports and through our observation in different sec-
tors. Sometimes, we also do things following the 
donors’ research and findings.—Nr 1, governmental 
organisation.

They (government officials) collected all data from 
institutions under Ministry of Health. Then, they 
identified the challenge and priority action plans for 
next year. Besides, each unit need to monitor their 
annual results and to identify the priority action 
plans. That’s how the Ministry of Health and differ-
ent units identify the needs on child health, status, 
results and ways forward to reach SDGs.—Nr 6, gov-
ernmental organisation.

The stakeholders involved in the discussed collabora-
tions varied substantially, however, the government (at 
national or subnational level) was seen as a natural leader 

of collaborations while non- governmental organisations 
often organised in networks. Interviewees expressed terri-
tory feelings, with relatively strict boundaries between 
stakeholders and a critical view of government by the 
non- governmental organisations and vice versa.

I am not blaming the government institutions, but 
there are some institutions which have too clear 
boundaries on their responsibilities and work. This 
leads to failure in our work.—Nr 29, international 
organisation.

Planning of the collaboration was seen as a complex, 
detailed and resource demanding process. Often not 
formalised, a capacity assessment of the stakeholders in 
the collaboration, primarily focusing on implementation 
capacity and not on specific knowledge or expertise in a 
particular sector or area, was usually done at this stage, 
with the division of activities based on this assessment. If 
there was not enough implementation capacity to solve 
the problem identified, the collaboration could not 
begin. During the planning process interviewees noted 
that prioritisation of activities was done depending on the 
funding requirements and to secure buy- in from certain 
stakeholders (particularly national government) seen as 
necessary for the success of the collaboration.

For example, they (government servants) may plan 
20 activities, but receive inadequate budget. So, they 
prioritize the activities to be done. According to my 
observation, district level is the same. They engage 
politics into their work. They like infrastructure de-
velopment more than social development because 
it is eye- catching and visible.—Nr 9, governmental 
organisation.

Coordination was done in various ways depending on 
the collaboration; however, there were usually a common 
information sharing mechanisms, focal points at each 
stakeholder or joint committees with continuous coor-
dination often built on somewhat already existing struc-
tures. There was also a clear division of responsibilities, 

Table 2 Main themes, subthemes and categories

Themes
SDGs and expanded view on child health 
enable change Gap between theory and real- world complexities

Subthemes Possibility for action 
due to SDGs

Higher ambitions 
for child health, a 
multisectoral area at 
heart

Planned linear process 
of collaboration

Real- world 
complexities shaping 
the collaboration

Critically assessing 
collaboration

Categories SDGs provide a 
common vision and 
guide
Government 
commitment to and 
leadership of SDGs
Discrepancy between 
ambition and actual 
work

Definition of child health
Child health linkages 
across sectors
Aspects of the health 
system and actors 
unique to children
Special considerations 
for children

Identifying and framing 
problem
Actors and topics
Planning
Coordination
Implementation
Monitoring and 
evaluation
Dissemination

Funding
Relationships
Enabling environment
Capacity building

Success factors
Obstacles

SDG, Sustainable Development Goal.
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although participation in joint coordination could be 
difficult to achieve and often those who coordinate do 
not have decision- making power. Clear leadership of the 
collaboration was seen as paramount, with coordination 
succeeding or faltering based on the competence and 
willingness of the leader. As such, coordination was both 
a formal and informal process. Indeed, power and hierar-
chies shaped the coordination efforts where power imbal-
ances or competition for funds between stakeholders 
could threaten the whole collaboration.

Those people also need to have the authorization in 
decision- making in the meeting. In the past, there 
were people who attended the meeting, but did not 
do what were discussed. It was useless when people 
came to listen, but didn’t share to their manage-
ment and colleagues.—Nr 15, non- governmental 
organisation.

Implementation of the collaboration tried to follow the 
planning and set coordination mechanisms. However, 
collaborations were able to change depending on a 
change in the context or influencing aspects such as the 
COVID- 19 pandemic or funding changes. Interviewees 
emphasised the difference between the national and sub- 
national level in terms of the collaboration, with larger 
collaborations having an administrative or policy function 
at the national level while implementation occurred at the 
subnational level. This structure often led to increased 
complexities, with a different set of stakeholders needing 
to be involved at the different levels and the subnational 
system having its own set of priorities.

National level only work on policy. So, implementa-
tion goes to community level. I think that we should 
focus on provincial and communal level first to let 
them implement the work. We should also try to inte-
grate the coordination with national level too by us-
ing forum to meet and discuss on the challenge.—Nr 
28, international organisation.

Monitoring and evaluation were seen as integral to 
the collaboration, enabling learning and improvement 
of the collaboration itself and its activities and serving as 
the main accountability mechanism. The responsibility 
of conducting the monitoring and evaluation varied 
depending on the context and funding available, with 
external evaluation being seen as favourable if it could 
be funded. The national government and international 
organisations relied heavily on monitoring and evaluation 
for making decisions about the collaborations. However, 
it was seen as hard to move beyond pure outputs, with 
quantitative indicators believed to be most reliable, and 
to attribute successes or failures to different stakeholders 
in the collaboration.

Dissemination of the collaboration and its activities 
were primarily thought of as information spreading, 
trying to raise awareness of the identified problem and 
engage the public and relevant stakeholders at national 
and international level in the efforts to solve it. It was also 

deemed important as a means of ensuring recognition 
from national level government ministries or the interna-
tional community for the work done.

We shared a lot, especially early childhood devel-
opment program. We shared at provincial level and 
national committee on children education. We in-
vited those committees to see our target location 
and our work. So, we disseminated a lot. Nr 22, non- 
governmental organisation.

Real-world complexities shaping the collaboration
There were a range of aspects influencing the process, 
often challenging the idea of a step- by- step linear 
approach of the collaboration. The most promi-
nent aspect throughout was the funding, interviewees 
described the budget as the greatest limitation to the 
collaboration and called for more governmental funding 
at the national and subnational level for multisectoral 
collaborations. Funding was seen as the most important 
source of power in the collaboration. Leadership roles, 
agenda setting and decision- making were mostly done by 
the organisation that controlled the funding.

More importantly, we need the money to be available 
at sub- national level. The partners are all institutions. 
If the government can’t manage to work on every-
thing, we can ask civil society to help working on that. 
Nowadays, we are sceptical with non- governemental 
organisations. But, we also have example of govern-
ment providing budget for non- governemental or-
ganisations to work. Nr 4, governmental organisation.

Relationships between the collaborators could facilitate 
or hamper the collaboration, with tensions between non- 
governmental organisations and the government exist-
ingand at the same time conflicts between government 
ministries or civil society networks that added complexity. 
For this reason, many collaborations tried to actively 
build relationships over time particularly between coor-
dination focal points or joint committees, seeing mutual 
understanding leading to trust and confidence in the 
collaboration.

The collaborative work also became better. During 
my time at education sectors, the relationship be-
tween partners was going very well, and we were 
happy to share any documents or data.—Nr 23, non- 
governmental organisation.

There are many non- governemental organisations 
working to promote children. The government don’t 
even know who they are. Some non- governemental 
organisations don’t care about networking with the 
government too. This is the challenge according to 
my observation as a person in the middle of the two 
institutions. Both have their own weakness. Some non- 
governemental organisations do not know what the 
ministry have. For example, some non- governemental 
organisations do not know about existing guideline, 
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plan or projects to work consistently. They only fo-
cus on their own work, and not pay attention to what 
others do to work collaboratively on the topic.—Nr 2, 
governmental organisation.

Capacity building was deemed to be key for the sustain-
ability of the collaboration and its activities, particularly 
at the subnational or implementation level, although 
demanding significant resources and the actual method 
varied depending on the type of collaborations and the 
stakeholders involved.

Whenever there are requests from anyone or any 
organisations, we always respond and provide the 
training or sharing of experiences. We never hide 
our knowledge. We don’t even charge them. We do 
it from our heart and soul.—Nr 10, governmental 
organisation.

An enabling environment, particularly concerning 
policy and national governmental direction within which 
the collaboration took place, was seen as being of crucial 
importance. The introduction and adoption of the 2030 
Agenda and the Cambodia SDGs, subnational plans for 
development and national level plans promoted the idea 
of multisectoral collaboration. Government ministries 
that actively promoted or worked in multisectoral ways or 
through multisectoral committees, although not always 
successful, further promoted the advantages of tackling 
problems in a multisectoral fashion.

The main thing is whether or not they have the com-
mitment to work together. When commitment on that 
occur, the work can be done easily because visions 
created in country and global level has already been 
created.—Nr 17, non- governmental organisation.

Critically assessing collaborations
Interviewees reflected critically on their collaborations 
and had through experience identified some key success 
factors and often faced obstacles of multisectoral collab-
orations in Cambodia. Having clear responsibilities with 
agreement on division of activities, leadership from all 
and functioning monitoring and evaluation as well as a 
common vision and understanding based on continuous 
learning in an open environment where benefits and 
goals were explicit seem to be key success factors. Further, 
many emphasised the necessity of securing buy in, trust 
and commitment from all stakeholders in the collabora-
tion from the beginning with the national government 
having a special role in all collaborations.

Problems always occur. To work well with each other, 
we need to have collaborative plan with everyone’s 
ownership. Secondly, we need to build trust and not 
allow any mistrust to happen.—Nr 27, international 
organisation.

We also work closely and indirectly with selected in-
stitutions which have the most power.—Nr 3, govern-
mental organisation.

Obstacles identified were lack of funding or long- term 
sustainability of the collaboration and its activities, with 
politics on subnational and national level could mean 
unfavourable conditions for a collaboration or simply 
competing priorities or work of the stakeholders in the 
collaboration. There could also be a sense of a lack of 
accountability towards each other or the thought bene-
ficiaries, with sometime faltering commitment to work 
together, lack of transparency of funds or efforts and diffi-
culty of attributing failures or successes.

For instance if we are looking among 25 sub national 
civil society working group at the provincial/munici-
pal level, there was only 50% who were active. Among 
these half, only 20 to 30 % who were very active in 
fulfilment of their collaborative work.—Nr 20, non- 
governmental organisation.

DISCUSSION
In this study, we found that the adoption of the SDGs led 
to an increased perceived possibility for action and higher 
ambitions for child health, perpetuating child health as 
a multisectoral issue. Further, there seems to be a gap 
between the desired step- by- step theory of conducting 
multisectoral collaboration and the real- world complex-
ities of conducting such collaborations for child health 
in Cambodia. This is the first study to provide in- country 
insights that can be transferable on multisectoral collab-
orations for child health, overcoming some of the key 
methodological gaps noted by Glandon et al31 including 
describing power dynamics, type of governance arrange-
ments and a diversity of stakeholder experiences.

The expanded view of child health and higher ambi-
tion for children to thrive led to a more compelling case 
for multisectoral collaborations to have a collaborative 
advantage over single- sector or single- stakeholder efforts. 
The 2030 Agenda and the SDGs influence social norms 
at a global, country, organisational and individual level.32 
The widespread knowledge of the overarching ambition 
and content of the SDGs in our study serve to exem-
plify the notion of universality of the 2030 Agenda, and 
the normative significance of universality in a country 
context.33 Further, the perceived high ambition of the 
SDGs, the diversity of topics covered in the SDGs and their 
interlinked nature might shift norms to be more favour-
able towards multisectoral collaboration, in line with 
Huxham’s theory of collaboration advantage.34 Placing 
children firmly in the centre of the SDGs in Cambodia 
might also allow for a revitalisation of action and enable 
policy- makers and practitioners to use the interlinkages 
within the SDGs to build multisectoral collaboration for 
child health.35 36

Multisectoral collaborations depicted by the partici-
pants in this study showcase that there is often no linear 
process but rather ongoing non- linear flow of activities 
that intentionally lead to a multisectoral collaboration (see 
online supplemental material 1 for illustrative examples 

https://dx.doi.org/10.1136/bmjopen-2023-073853
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of multisectoral collaborations). The rational logic of 
inquiry theory whereby one step leads to the next one 
until a decision is made and action is implemented and 
evaluated originally proposed by Dewey37 were perceived 
by the participants to be the desired theory or process 
of collaboration. However, as showcased by Kuruvilla 
and Dorstewitz38 previously, the collaborations described 
somewhat mimic the multisectoral collaboration model20 
which rests on dynamic networks and changing contexts. 
There was usually a capacity assessment of the potential 
or included stakeholders at the beginning of the collab-
oration; however, it was usually described as informal or 
focused on securing funding and political buy- in rather 
than ensuring the implementation capacity of the collab-
oration, which could be why many collaborations had to 
divert from the desired linear process. Indeed, in our 
study participants singled out funding as an enabler 
and obstacle as well as a significant source of power in 
multisectoral collaborations. As noted by Rasanathan 
et al,39 if multisectoral collaborations for health are to 
succeed appropriate financing systems that incentivise 
these collaborations must be in place, and the multisec-
toral monitoring and evaluation mechanisms allow for 
accountability. Conflicting perspectives between stake-
holders, particularly government and non- governmental 
stakeholders, has been documented in Cambodia25 26 40 41 
and in other settings.42 43 In our study, there was a differ-
ence between interviewees from governmental organi-
sations versus those from non- governmental particularly 
concerning the commitment and ability of the govern-
ment to support and participate in multisectoral collabo-
rations for child health. Although exploring this potential 
conflict was not the aim of this study, the emphasis of 
the participants on explicit and implicit territory feel-
ings, hierarchies and power dynamics at a national and 
subnational level in Cambodia strengthen the need to 
include these concepts in collaborative theory and when 
designing multisectoral collaborations.44 45

Our limitations include that the purposive sampling 
led to selection bias in the recruitment of participants. As 
illustrated in table 1, the interviewees were slightly unbal-
anced in terms of gender and work experience in SDG 
areas. Further, although much of the implementation of 
multisectoral collaborations is at the subnational level the 
focus of this study was on the national level. Future studies 
might benefit from including participants with knowledge 
of collaborations on the subnational level. Participants 
were asked to reflect on one or two multisectoral collab-
orations to inform the answers to the questions in the 
interview, they might have had a positive recall bias, only 
including those that were successful. Given the critical 
assessment of the multisectoral collaborations apparent 
in the interviews, this seems negligible, however. Lastly, 
intrapersonal dynamics between the interviewer and the 
interviewee might affect the answers and follow- up ques-
tions. In our study, the interviews were conducted by SS 
and TC, both representing academic institutions and 
being knowledgeable of qualitative research methods 

and the political landscape of organisations in Cambodia, 
ideally enabling both government and non- government 
stakeholders to express views and perceptions freely 
while adding credibility to the results. Although some 
of the findings in this study might reflect the unique 
Cambodia context, we believe that overall themes and 
conclusions are transferable to other middle- income 
countries and similar settings, adding valuable evidence 
on how stakeholders view multisectoral collaborations in 
general and specifically for child health. The study was 
designed to accomplish high information power across 
the five dimensions of information power,22 however, 
with a broad research question and cross- case analysis the 
sample size was deemed to have to be relatively large to 
reach satisfactory information power and theoretical satu-
ration. Information power was further increased by use of 
dense sampling method (purposive and specific), applied 
theory in the form of established frameworks for multi-
sectoral collaborations, and high- quality dialogue in the 
interviews allowing for in- depth diverse multistakeholder 
perspectives.

CONCLUSION
We found that stakeholders in Cambodia perceived the 
SDGs to inspire an expanded view on child health that 
enabled change and promoted multisectoral collabora-
tion. Interviewees experienced a gap between the desired 
theory of conducting multisectoral collaborations for 
child health and the real- world complexities of engaging 
in such an endeavour. The findings from this in- depth 
study can inform policy- makers and practitioners who 
wish to encourage and take advantage of multisectoral 
collaborations for accelerating the work towards achieving 
better health in general and child health specifically the 
era of the SDGs.
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