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25 Abstract

26 Objectives: Multisectoral collaboration highlighted as key in delivering on the Sustainable 
27 Development Goals (SDGs), but still little is known on how to move from rhetoric to action. Cambodia 
28 has made remarkable progress on child health over the last decades with multisectoral collaborations 
29 being a key success factor. However, it is not known how country stakeholders perceive the SDGs, the 
30 concept of child health in the context of the SDGs and multisectoral collaborations for child health in 
31 Cambodia. 

32 Methods: Through purposive sampling, we conducted semi-structured interviews with 29 key child 
33 health stakeholders from a range of government and non-governmental organisations. Guided by 
34 framework analysis, themes, sub-themes and categories were derived. 

35 Results: We found that the adoption of the SDGs led to increased possibility for action and higher 
36 ambitions for child health in Cambodia, while simultaneously establishing child health as a 
37 multisectoral issue. There seem to be a discrepancy between the desired step-by-step theory of 
38 conducting multisectoral collaboration and the real-world complexities including funding and power 
39 dynamics that heavily influence the process of collaboration. Identified success factors for 
40 multisectoral collaborations included having clear responsibilities, leadership from all and trust among 
41 stakeholders while the major obstacle found was lack of sustainable funding. 

42 Conclusion: The findings from this in-depth multistakeholder study can inform policy makers and 
43 practitioners on the theoretical and practical process as well as influencing aspects that shape 
44 multisectoral collaborations in general and for child health specifically. This is vital if multisectoral 
45 collaborations are to be successfully leveraged to accelerate the work towards achieving better child 
46 health in the era of the SDGs. 

47

48

49

50 Strengths and limitations

51 - This is the first study to provide in-country insights on multisectoral collaborations for child health 
52 that can be transferable to similar settings.

53 - We have explored the themes surrounding multisectoral collaboration for child health broadly, 
54 capturing important discrepancies, success factors and obstacles through the semi-structured 
55 interviews with a relatively large sample of child health stakeholders. 

56 - The sample participants interviewed is unbalanced in terms of gender and expertise in different 
57 SDG areas. 

58

59

60

61

62

63
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64 INTRODUCTION

65 Almost halfway until the United Nations Sustainable Development Goals (SDGs) are to be achieved, 
66 practitioners, experts and policy makers are trying to speed up the pace of progress on child health. 
67 This has become even more urgent with the setback of the COVID-19 pandemic which left 147 million 
68 children out of proper education, rising child labor and significantly higher rates of malnutrition and 
69 over 22 million children missing essential vaccinations.[1,2]  Over the last decades it has become 
70 evident that progress made in other sectors heavily impact the possibility to make progress on child 
71 health and well-being.[3,4] Further, progress on child health and well-being are essential for tackling 
72 poverty and promote the development of societies.[5] Moving beyond mere child survival, there is 
73 now a larger focus on enabling children to thrive and reach their full potential.[5,6]

74

75 Multisectoral collaborations have long been seen as critical for achieving gains in health and well-being 
76 when it comes to universal health coverage, non-communicable diseases and succeeding in governing 
77 multisectoral issues going back to the World Health Organization (WHO) Constitution and the Alma 
78 Ata Declaration.[7–9] For child health a multisectoral approach to areas such as nutrition[10] and 
79 education[11,12] have been studied, however there is lack of understanding how multisectoral 
80 collaborations work out on a country level. Further, a generic analysis of the linkages between the 
81 SDGs and child health found that there are many synergies between making progress on the SDGs and 
82 accelerating progress on child health, suggesting that multisectoral collaboration could harness 
83 synergies and better handle tradeoffs between the SDGs and child health.[13]

84

85 During the Millennium Development Goal era many countries made significant gains in child health, 
86 and approximately half of the reduction in child mortality between 1990 and 2010 have been 
87 attributed to investments in sectors outside of health.[14] Cambodia was one of the fast-track 
88 countries and made significant progress including succeeded in lowering the under-five mortality from 
89 116 to 29 deaths per 1000 live births from 1990 to 2015.[15] Many challenges persist however, with 
90 significant inequalities between rural and urban areas, lower than desired educational attainment and 
91 sub-optimal water and sanitation conditions in schools and residential areas.[16] It has been shown 
92 that multisectoral efforts, such as the ID Poor program, have been successful in reducing poverty and 
93 collaborative initiatives between non-health sectors have become a cornerstone of the maternal and 
94 child health strategy in Cambodia.[17–19] 

95

96 Cambodia has managed to improve the health and well-being of children over a short period of time 
97 while utilizing collaborations across sectors to do so among other changes. However, it is not known 
98 how child health stakeholders have been influenced by the SDGs or how they theorize multisectoral 
99 collaborations, here defined as “multiple sectors and stakeholder intentionally coming together and 

100 collaborating in a managed process to achieve shared outcomes and common goals”[20], versus the 
101 actual practice of conducting such collaborations. Hence, our aim was to understand how stakeholders 
102 in Cambodia perceive the SDGs, child health in the era of the SDGs and multisectoral collaborations for 
103 child health in Cambodia. 

104
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105 METHODS

106 Study design and setting

107 Guided by the The COnsolidated criteria for REporting Qualitative (COREQ) recommendations[21] and 
108 the concept of information power[22] this study utilizes semi-structured interviews to investigate how 
109 Cambodian stakeholders perceive the SDGs, the concept of child health in the era of the SDGs and 
110 multisectoral collaborations for child health in Cambodia. The country is governed primarily through 
111 the national government, which consist of the council of ministers led by the prime minister while the 
112 parliament (national assembly and senate) have legislative power. Administratively the country is 
113 divided into provinces, districts, communes and villages.[23] During the last decade, the government 
114 has incrementally favored a more decentralized approach where districts and commune government 
115 officials are given more funding and implementing power.[24] Collaboration between government and 
116 non-government stakeholders on primarily occur on two levels, the national or sub-national (district 
117 or commune) level and been characterized by an increased role of the government in leading and 
118 coordinating collaborations.[25,26] 

119

120 Participant identification and recruitment 

121 Key child health stakeholders with country specific knowledge as well as non-health sector 
122 stakeholders on a national level in Cambodia were identified for participation by the research team. 
123 Participants were purposively selected based on predefined criteria of having expertise in child health 
124 or being from a non-health sector (for example water and sanitation, agriculture, infrastructure etc.) 
125 but with implementation knowledge of how child health interacts with other sectors in Cambodia. 
126 Efforts were made to recruit participants from many different sectors, including having participants 
127 from inside and outside of government. Further, the recruitment of participants was aimed to be 
128 balanced in terms of sex and seniority. The expected total number of participants was 30, balancing 
129 the need for reaching satisfactory information power[22] and feasibility. 

130

131 Data collection

132 A total of 29 participants were interviewed between April-June 2020. The characteristics of the 
133 participants can be found in Table 1.  Information was given verbally to all participants on the purpose 
134 of the study, what their involvement in the study would be, the risks and benefits of taking part in the 
135 study, and that they had the right to decline participation or withdraw from the study at any time for 
136 any reason. Participants were asked to sign an informed consent form, written in Khmer before the 
137 interview started. The interviews were held in Khmer by authors SS and TC, audio recorded and 
138 transcribed verbatim into English. The interviews took place in Phnom Penh city vicinity, at the 
139 participant´s place of employment or other convenient but private location for the participant. An 
140 interview guide was developed based on established multisectoral frameworks; the SDG Synergies 
141 framework[27], Health in all policies approach[28] and multisectoral collaborative model presented by 
142 Kuruvilla et al[20] (see Supplementary Material 1 for interview guide). The interview started with 
143 general background information on the participant, the perception of the SDGs, child health and 
144 multisectoral collaboration and then focused on multisectoral collaboration for child health within the 
145 Cambodia context (identification of problem, design, implementation, and monitoring of the 
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146 collaboration as well as relationships and capacity building activities). Two pilot interviews were held 
147 where after the interview guide was slightly adjusted for clarity. 
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148 Table 1. Participant characteristics 

Nr Sex Years worked Organisation Experience according to Cambodian Sustainable Development Goals

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18

1 Male 6-14 Governmental

2 Female >15 Governmental

3 Female >15 Governmental

4 Male >15 Governmental

5 Male >15 Governmental

6 Female 1-5 Governmental

7 Male >15 Governmental

8 Male >15 Governmental

9 Male >15 Governmental

10 Male >15 Governmental

11 Male >15 Governmental

12 Male 6-14 Governmental

13 Female 6-14 Governmental

14 Male 6-14 Governmental

15 Male 6-14 Non-governmental 
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149

150

151

152

153

154

155

156

157

158

159

160

161

162

163

16 Male >15 Non-governmental

17 Male >15 Non-governmental

18 Male 6-14 Non-governmental

19 Female 1-5 Non-governmental

20 Male >15 Non-governmental

21 Male >15 Non-governmental

22 Female >15 Non-governmental

23 Male >15 Non-governmental

24 Female >15 Non-governmental

25 Male >15 Non-governmental

26 Male >15 Non-governmental

27 Male 6-14 International 

28 Female 6-14 International 

29 Male >15 International 
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Data analysis

Transcripts were imported into NVivo software for analysis. The transcripts were first analyzed by 
framework method analysis[29] by which the transcripts were read in full by DH, then coded through 
identification of meaning units, combining these into sub-categories and then grouped into 
overarching categories and lastly themes following the standard methodology. The themes, categories 
and sub-categories were inductively developed without prior anticipations [30] and continuously 
developed during the review of the transcripts. 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 representative 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 the Supplementary Material 2. 

RESULTS

A diverse set of perspectives on the research questions out of which two main themes were developed 
in addition to several sub-themes and categories (Table 2, see Supplementary 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 multisectoral collaborations for 
child health.
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Table 2. Main themes, sub-themes and categories

 

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

Sub-themes 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
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SDGs and expanded view on child health enable change 

Overall, interviewees reflected on the willingness by the 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 introduction of the SDGs the participants had 
set higher ambitions 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 multisectoral issue more clearly than during the 
Millennium Development Goals era. However, although the commitment to and leadership of the 
government of Cambodia in adopting and implementing the Cambodian Sustainable Development 
Goals were evident, some participants noted the discrepancy between the highly set ambitions of the 
contextualised SDGs with the resources and work committed.  

“That’s the difference in perspectives between policymakers 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 conditions 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 responsible for the child´s health, while other 
stakeholders (government, international organisations and private sector) play an important role in 
shaping the determinants 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 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 
acknowledgment of the rights of the child. 

“To understand about the needs of children, we need to understand the growth of them first. Children’s 
development consists of children before birth, children after birth to two years old, children in 
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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 activities while aspects influencing the 
collaboration shape and direct the process in non-linear fashions. Participants also critically assess the 
collaborations, identifying success 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 government 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 findings from 
the grassroot level, complemented by listening and learning from community or sub-national 
stakeholders. 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 stakeholders in 
collective process, often using research in some way to narrow the problem. 

“So, the needs can be identified through annual reports and through our observation in different 
sectors. 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 different 
units identify the needs on child health, status, results and ways forward to reach SDGs.”- Nr 6, 
governmental organisation. 

The stakeholders involved in the discussed collaborations varied substantially, however the 
government was seen as a natural leader of collaborations while non-governmental organisations 
often organised in networks. Interviewees expressed territory 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 were seen as a complex, detailed and resource demanding process. Often 
not formalised, a capacity assessment of the stakeholders in the collaboration, primarily focusing on 
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implementation capacity, were seen as key with the division of activities based on this assessment. If 
there was not enough capacity to solve the problem identified, the collaboration could not begin. 
During the planning process interviewees noted that prioritization of activities was done depending on 
the funding requirements and to secure buy-in from certain stakeholders (particularly 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 development 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 coordination often built on somewhat already existing structures. There was also a clear 
division of responsibilities, 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 hierarchies shaped the coordination efforts where power imbalances 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 management 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 
sub-national level. This structure often led to increased complexities, with a different set of 
stakeholders needing to be involved at the different levels and the sub-national system having its own 
set of priorities. 

“National level only work on policy. So, implementation 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 
integrate the coordination with national level too by using 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 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. 
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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 international 
community for the work done. 

“We shared a lot, especially early childhood development program. We shared at provincial level and 
national committee on children education. We invited 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 prominent 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 sub-national 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 everything, we can ask civil society to help 
working on that. Nowadays, we are sceptical with NGOs. But, we also have example of government 
providing budget for NGOs 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 existing and 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 coordination 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 
between partners was going very well, and we were happy to share any documents or data.” – Nr 23, 
non-governmental organisation. 

”There are many NGOs working to promote children. The government don’t even know who they are. 
Some NGOs 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 
NGOs do not know what the ministry have. For example, some NGOs do not know about existing 
guideline, plan or projects to work consistently. They only focus on their own work, and not pay 
attention to what others do to work collaboratively on the topic.” – Nr 2, governmental organisation. 

Capacity building were deemed to be key for the sustainability of the collaboration and its activities, 
particularly at the sub-national 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.
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An enabling environment, particularly concerning policy and governmental direction within which the 
collaboration took place, were seen as being of crucial importance.  The introduction and adoption of 
the 2030 Agenda and the Cambodia Sustainable Development Goals, sub-national 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, albeit not always successful, further promoted the advantages of tackling problems in a 
multisectoral fashion. 

“The main thing is whether or not they have the commitment 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 collaborations 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 
collaboration from the beginning with the 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 institutions which have the most power.” – Nr 3, 
governmental organisation.

Obstacles identified were lack of funding or long-term sustainability of the collaboration and its 
activities, with politics on sub-national 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 beneficiaries, with 
sometime faltering commitment to work together, lack of transparency of funds or efforts, and 
difficulty of attributing failures or successes. 

“For instance if we are looking among 25 sub national civil society working group at the 
provincial/municipal 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 seem to be a gap between the desired step-by-step theory of conducting multisectoral 
collaboration and the real-world complexities of conducting such collaborations for child health in 

Page 15 of 45

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

15

Cambodia. This is the first study to provide in-country insights that can be transferable on multisectoral 
collaborations for child health, overcoming some of the key methodological gaps noted by Glandon et 
al.[31] including describing power dynamics, type of governance arrangements and a diversity of 
stakeholder experiences. 

The expanded view of child health and higher ambition 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 exemplify 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 favourable towards multisectoral collaboration, in line with Huxam´s theory of 
collaboration advantage.[34] Placing children firmly in the centre of the SDGs in Cambodia might also 
allow for a re-vitalization of action and enable policy makers and practitioners to utilise the 
interlinkages within the SDGs to build multisectoral collaboration for child health.[35,36]  

Multisectoral collaborations depicted by the participants 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. The rational logic of inquiry theory whereby one step lead to the next one until a decision 
is made and action is implemented and evaluated originally proposed by Dewey[37] were perceived 
by the participants to be the desired theory or process of collaboration. However as showcased by 
Kuruvilla and Dorstoewitz[38] previously, the collaborations described somewhat mimic the 
multisectoral collaboration model[20] which rests on dynamic networks and changing contexts. 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 multisectoral monitoring and evaluation mechanisms allow for accountability. 
Conflicting perspectives between stakeholders, particularly government and non-governmental 
stakeholders, has been documented in Cambodia[25,26,40,41] and in other settings [42,43]. In our 
study there was a difference between interviewees from governmental organisations versus those 
from non-governmental particularly concerning the commitment and ability of the government to 
support and participate in multisectoral collaborations 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 feelings, hierarchies and power dynamics at a national and sub-national 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 unbalanced in terms of gender 
and expertise in SDG areas. Participants were asked to reflect on one or two multisectoral 
collaborations to inform the answers to the questions in the interview, they might have had a positive 
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recall bias, only including those that were successful. Given the critical assessment of the multisectoral 
collaborations apparent in the interviews this seem negligible, however. Lastly, intra-personal 
dynamics between the interviewer and the interviewee might affect the answers and follow-up 
questions. 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 
saturation. Information power was further increased by use of dense sampling method (purposive and 
specific), applied theory in the form of established frameworks for multisectoral 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 collaboration. 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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 Interview Guide
1. Background information. Please mark and fill in the following questions on this sheet

1. How many years have you worked: ________

2. Sex   Female          Male         

3. Education   

Highest degree:_________________________________________________________________________

Topic of degree:________________________________________________________________________

4. Work experience

Current employment

Organization:_______________________________                Role/Position:___________________________________

Work experience from the following sectors (represented by Cambodia Sustainable Development Goals) - Multiple Answers

Sectors Rural Urban Sectors Rural Urban

1. Poverty/social protection   10. Income inequality   

2. Food and nutrition   11. Sustainable cities/communities/urban planning   

3. Health and well-being   12. Safe consumption and production   

4. Education   
13. Climate change

  

5. Gender equality   14. Life bellow water/ocean   

6. Water and sanitation   15. Life on land/natural resources   

7. Energy   
16. Institutional strengthening/anti 

corruption/legislation
  

8. Labor market, financial sector   17. Partnerships/collaborative networks   

9. Industry and infrastructure   18. Cambodia Mine/ERW free   
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Thank you for providing telling us your background, we would now like to know a little bit 
more about your views on the topics of Sustainable Development, child health and 
multisectoral work in general.  

2. Background: Sustainable Development Goals, child health and multisectoral work

The 2030 Agenda and the 17 Sustainable Development Goals is a framework with a 
comprehensive set of goals adopted by the UN in 2015 for all countries to end poverty, protect 
the planet and ensure prosperity for all. These have been adapted to the Cambodia Sustainable 
Goals. 

2.1. What were your first thoughts/opinion when the 2030 Agenda and the Sustainable 
Development Goals were launched? 

2.1.2. What have your organization done now in relation to the Sustainable 
Development Goals in Cambodia compared to what you did with the Millennium 
Development Goals before and? (mode of work rather than specific activities)

2.2. Could you please describe what you would say child health includes?

2.2.1 What age? What to you include in the term “health” when it comes to children?

2.2.2 Are there any particular aspects of the health of children that you think the health 
system need to take special consideration to? 

2.3. How do you think actors in Cambodia contribute in supporting child health to implement 
the Cambodia Sustainable Development Goals?

2.4. What are the linkages/connections between child health and non-health sectors (as 
represented by the Cambodia Sustainable Development Goals)?

2.4.1 Please provide examples of such linkages from your current/former work or what 
you have observe in the society?

2.4.2 Many sectors and activities can influence child health. Which sectors do you think 
are most relevant for child health? 

Thank you for providing your views on these topics, now we would like to ask you some further 
questions on the multisectoral work around child health that you have experience from. Please 

Other:   

Have you worked related to child health (both health and non-health sector)?   Yes          No         

If yes, please describe shortly in what way: 
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think of a collaboration specifically, or generally if you have experience from many different, 
between two or more sectors that had the explicit goal to in some way increase child health and 
well-being.

3. Multisectoral collaboration for child health 

Based on the Multisectoral collaborative model and the Health in all policies approach.

i) Drive change/Establishing the need for multisectoral work

3.1. Which organizations are your key stakeholders to work in promoting child health?

3.1. What was it that made the partners in the collaboration identify the need for 
multisectoral work? How did it begin? 

ii) Defining the problem and constraints 

3.2. How was the above-mentioned child health need identified, defined or framed? 

iii) Design of the collaboration/Planned framed action & Supportive structures and policies 

3.3. Was there a planning process of how to conduct the multisectoral work? 

3.4. Which stakeholders were involved in planning? 

3.5. How was the work of collaboration designed to be carried out?

3.5.1 How was the coordination organized?

3.5.2 How was the collaboration implemented?

3.5.3 How was the work of the collaboration financed or mobilized?  

3.5. How do you think the multisectoral work were actually implemented compared to 
the plan?

3.6. Where there any supportive structures or policies in place that enabled the work to 
be conducted? 

iv) Capture success / Monitoring and evaluation

3.7. How was the multisectoral work monitored and evaluated?

3.7.1 Was there any key indicators or markers of success monitored?

3.7.2 How was the success or failure attributed to between the partners in the 
collaboration? 

V) Relate / Facilitate assessment and engagement & Build capacity

3.8. How did the relationship between the partners evolve during the multisectoral 
work?
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3.9. Did the collaborating partners make any effort to improve their relationship?

3.10. Where there any efforts to engage with a wider group of actors or the public in the 
work?

4. Where there any type of capacity building activities included in the collaboration? 

Final questions

5.1. What are your suggestions and recommendations in order to improve multisectoral 
collaboration to promote child health? 

5.2. Are there any end points you want to add on any of the topics touched upon today or that 
we have not spoken about?
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Consolidated criteria for reporting qualitative studies (COREQ): 32-item checklist 

No. Item Description Page

Domain 1: Research team and reflexivity

Personal characteristics

1 Interviewer/facilitator SS and TC conducted the interviews 4

2 Credentials DH has a MD, SS has PhD, TC has MD and has a Master of Arts in Health Social Sciences, 
HN has a PhD, KR has a PhD, HMA has a PhD and TA has a PhD.

1

3 Occupation DH was a PhD candidate, SS was a lecturer at the Royal University of Phnom Penh, TC was 
a program manager at Malaria Consortium Cambodia.

1

4 Gender All interviewers were male. NA

5 Experience and training The researchers (SS and TC) had extensive experience of qualitative interviews from 
previous research in Cambodia. 

16

Relationship with participants

6 Relationship established No relationship was established prior to study commencement. 16

7 Participant knowledge of the interviewer In some instances, the participant recognized the interviewer from attending similar 
events/workshops/seminars but in general the participants did not know the 
interviewers. They did not know the personal goals or reasons for doing the research for 
the individual interviewer.   

16

8 Interviewer characteristics The interviewers were all interested in the topic in general and had expertise in child 
health in Cambodia.

4

Domain 2: Study design
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Theoretical framework

9 Methodological orientation and theory The methodological orientation of the study is content analysis, specifically framework 
analysis.

4

Participant selection

10 Sampling Participants were purposively selected based on predefined criteria of having expertise 
in child health or being from a non-health sector (for example water and sanitation, 
agriculture, infrastructure etc.) but with implementation knowledge of how that sector 
interacts with other sectors in Cambodia.

4

11 Method of approach Participants were approached via email and telephone. NA

12 Sample size 29 participated in the interviews. 4

13 Non-participation No participants refused or dropped out. 4

Setting

14 Setting of data collection The interviews took place either virtually (over online meeting) or face to face, at a time 
and place convenient of the participant. 

4

15 Presence of non-participants The were no non-participants present during the interviews. 4

16 Description of sample The description of the sample can be seen in Table 1 in the article. 5

Data collection

17 Interview guide This is provided in the supplementary material 1. The interview guide was piloted before 
the study began.

4-5

18 Repeat inverviews No repeat interviews were held. NA

19 Audio/visual recording Audio recording was used to collect the data. 4

20 Field notes No field notes were taken. 4

21 Duration The duration of the interviews ranged from 45 minutes to 1 hr and 15 minutes NA
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22 Data saturation Is discussed with regards to information power in the article. 16

23 Transcripts returned Transcripts were not returned to participants. NA

Domain 3: Analysis and findings

Data analysis

24 Number of data coders DH coded the data 8

25 Description of the coding tree Is presented in Table 2 in the manuscript and supplementary material 1. 9

26 Derivation of themes The themes were derived from the data. 8

27 Software Nvivo software were used for the coding. 8

28 Participant checking The participants did not provide feedback on the findings. NA

Reporting

29 Quotations presented Quotations presented with each paragraph, trying to illustrate the main points. 10-14

30 Data and findings consistent The data and findings were cross-checked multiple times, ensuring consistency. 16

31 Clarity of major themes Outlined in result table and in clear headings in the result section. 9-14

32 Clarity of minor themes Outlined in result table and in clear headings in the result section. 9-14
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Full coding tables
Main themes and findings - full coding tables 

Theme SDGs and expanded view on child health enable change

Sub-themes Possibility for action due to SDGs

Categories Government commitment to and 
leadership of SDGs

SDGs provide a common vision and guide Discrepancy between ambition 
and actual work

Subcategories More detailed than 
MDGs

Showcase that health is 
a multisectoral issue

Codes Adoption and change of national 
plans and policies 

No change in government as leaders 
of the goals

SDG implementation depends on 
alignment to government

 

Provide a clear set of 
goals 

Provide a roadmap or 
guide

More detailed

More complex reflecting 
actual conditions

Illustrate that health is a 
multisectoral issue

SDGs reflecting actual 
conditions with regards 
to health

SDGs too complex, impossible to 
succeed

High ambition not matched with 
resources/work committed
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Main themes and findings - full coding tables, continued. 

Themes SDGs and expanded view on child health enable change

Sub-themes Higher ambitions for child health, a multisectoral area at heart

Categories Definition of child health Child health linkages across sectors

Sub-
categories

Child age under 18 
years

A focus on not only 
health but well-
being

Child health by 
definition a 
multisectoral issue

Education and 
schooling

Nutrition General societal 
conditions

Codes General view and 
legally a child is a 
person under 18 
years of age

Physical and mental 
health equally 
important

Good nutrition and 
absence of disease

All SDGs important for 
child health

The linkages between 
sectors and child 
health cannot be 
divided

Education as most 
formative experience

School important 
physical place for 
linkages

Early child 
development key

Nutrition and 
functioning 
agricultural sector as 
basis for child growth

Commercial interests 
conflicts with good 
child nutrition

Physical safety and 
hygiene environment

Economic 
development of 
country 

Social protection 
systems
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Main themes and findings - full coding tables, continued. 

Theme SDGs and expanded view on child health enable change

Sub-themes Higher ambitions for child health, a multisectoral area at heart

Categories Aspects of the health system and actors unique to children Special considerations for children

Sub-
categories

Responsibility of family 
and community

Influence of other actors Key aspects of health system for 
improving child health

Life course approach Enabling the child to 
thrive

Codes Parents and family are 
the primary caretaker

Information and health 
literacy key undertaking

Social determinants of 
family dictates child 
health to large extent

Government overarching 
leader and supporter of child 
health

International organizations 
influence organizations in 
country

Commercial interests of 
private sector 

Lack of focus on preventive 
child health measures 

Need to improve quality and 
equity

Difference between rural and 
urban areas

Prenatal services important 
for child health

Children have different 
needs at different ages 

A focus on child 
growth

Holistic approach

Acknowledging child 
rights
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Main themes and findings - full coding tables, continued. 

Theme Gap between theory and real world complexities

Sub-themes Linear process of collaboration

Categories Actors and topics Identifying and framing problem

Sub-categories Broad variety of 
actors

Territory feelings Collaborations focused 
on non-health aspects

Top-down approach Bottom-up approach Framing of problem

Codes Government as 
natural leader

Civil society 
networks

External donors 
emphasize 
importance

Many different 
actors collaborating

There exist strict 
boundaries between 
actors

Competition between 
actors for funding

Skeptical view of 
government and NGO 
and vice versa

Focused on preventive 
issues

Collaboration indirectly 
see effect on child health

Willingness to connect to 
child health

Government or 
ministries identifies 
need

National policy or 
development plan

International 
agenda or external 
funding 
opportunities 

From own 
organizational 
strategy or values

Listening to 
stakeholders in 
community or on sub-
national level 

Routine data or 
findings from actual 
situation on the 
ground

Reliable data not 
always present

Research as a way of 
narrowing problem

Involving many actors 
in collective process

Detailed problem 
statement
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Main themes and findings - full coding tables, continued.

Theme Gap between theory and real world complexities

Sub-themes Linear process of collaboration

Categories Planning Coordination

Sub-
categories

Complex, detailed, 
resource 
constraining 
process

Capacity 
assessment key

Prioritization 
depending on 
context

Varied methods 
of coordination

Clear division of 
responsibilities

Leadership 
paramount

Power and 
hierarchies 
influence 
coordination

Codes Many actors 
involved in 
planning

Sub-national and 
national level 
engaged

Technical level and 
strategy level

Detailed 
collaboration plan 
and outline of 
activities, outputs, 

Technical skill 
and resource 
capacity at 
implementer 
level 
instrumental

Division of 
activities based 
on capacity

If not enough 
capacity 
collaboration 
cannot begin

Prioritization based 
on funding 
requirements

Politics and benefits 
of including certain 
actors or activities

Information 
sharing 
mechanisms

Focal points or 
joint committees

Regular, 
continuous 
coordination

Built on existing 
structures

Agreed upon plan 
of responsibilities

Common vision and 
commitment key 
for ease of 
coordination

Participation in 
joint coordination 
hard

Single organization 
that explicitly or 
implicitly lead 

Structuring 
collaboration 
efforts depends on 
leader

Focal points for 
collaboration lack 
decision making 
power 

Power imbalance 
due to 
government more 
powerful

Competing for 
funding between 
organizations 
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and desired 
outcomes

Commitment and 
ownership implicit 
goals of process
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Main themes and findings - full coding tables, continued.

Theme Gap between theory and real world complexities

Sub-themes Linear process of collaboration

Categories Implementation Monitoring and evaluation

Sub-
categories

Adaptability to 
change

Geographical and 
administrative 
level

Follows from 
planning and 
coordination 

Detailed but 
depends on 
funding

Hard to move 
beyond outputs

Integral to the 
collaboration

Responsibility for 
M&E varies

Codes Implementation 
does not follow 
plan

Funding changes 
requires change 
of plan

Government 
involvement lead 
to less flexibility

Covid-19 
disruption

Focus on 
implementing 
organizations or 
participations

Added complexity 
for actual 
implementation

National level 
collaboration, sub-
national 
implement

Sub-national own 
system of 
priorities, 

Implementation 
mirrors previous 
collaborative efforts

Reduction in parallel 
work and efficient 
implementation

Takes time and 
resources to 
implement, need to 
be considered before 
start

Funding source 
and resources 
key for allowing 
M&E

M&E include 
detailed 
indicators

Government or 
external donor 
relies heavily on 
M&E for 
decisions

Discrepancy in M&E 
between 
stakeholders

Particularly hard to 
attribute success or 
failures

Quantitative 
indicators more 
favorable

Learning from 
failure

M&E seen as 
opportunity to 
learn and improve

Successes can build 
momentum, secure 
resources

Serves as main 
accountability 
mechanism  

 Internal or 
external 
evaluation 
depending on 
context and 
resources

One stakeholder 
monitors activities

Joint monitoring 
of activities 
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relationships and 
focus
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Main themes and findings - full coding tables, continued.

Theme Gap between theory and real world complexities

Sub-themes Linear process of collaboration Real-world complexities shaping the collaboration

Categories Dissemination Funding Relationships

Sub-
categories

Information 
spreading

Recognition Call for more funding Funding as a 
source of power

Facilitate or hamper 
collaboration

Actively building 
relationships

Relationships as 
an outcome

Codes Engage the public 
and stakeholders

Increase 
awareness

Engaging national-
level government

Gain international 
reputation 

Budget greatest 
limitation to 
collaboration

Not enough 
government/national 
funding

Funding sources varies

If government funding 
more sustainable

External donors 
agenda decide 
activities

If funding from 
government they 
have last say

Leadership often 
based on funding

Ministry of 
economy key 
stakeholder

Tensions between 
NGOs and 
government evident

Conflicts within 
government or NGO 
networks

Common 
understanding and 
relationships 
increase 
coordination

Continuous 
relationship 
building

Efforts by 
stakeholders to 
build 
relationships

Over time 
relationships 
built through 
coordination 
meetings and 
implementation

Evolve between 
key focal points

Mutual 
understanding 
lead to trust and 
confidence
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Decide design and 
coordination of 
collaboration
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Main themes and findings - full coding tables, continued.

Theme Gap between theory and real world complexities

Sub-
themes

Real-world complexities shaping the collaboration Critically assessing collaborations

Categories Enabling environment Capacity building Success factors Obstacles

Sub-
categories

Policies Government Actual method 
depends on 
collaboration

Key for 
sustainability

Demands 
resources

Clear 
responsibilities 

Common 
vision and 
understanding

Secure buy in  Real world 
complexities

Lack of 
accountability

Codes International 
agenda 
facilitate 
work

Sub-national 
plans for 
development

National 
CSDG 
roadmap and 
other 
national plans

Active and 
collaborative 
government 
ministries

Existing 
multisectoral 
ministerial 
committees 

In person 
technical 
capacity 
building

Natural 
reciprocal

Effort to 
include 
capacity 
building

Capacity 
building 
according to 
administrative 

Learning and 
incorporating 
changes

Integral part 
of 
collaboration 
itself, one of 
main benefits

Building 
capacity with 
implementors 
or 
sub/national 
level lead to 
sustainability

Capacity 
building 
takes 
time

Capacity 
building 
limited by 
funding

Agreement on 
division of 
activities

Leadership 
from all

Functioning 
M&E

Learning 
continuously 

Open sharing 
and discussion

Benefits and 
goals explicit 

Engage 
stakeholders 
from 
beginning

Government 
and 
sustainable 
funding

Commitment 
from all 

Relationship 
and capacity 
building

Lack of 
funding, 
sustainability

Politics on 
sub-national 
and national 
level

Competing 
priorities and 
work

No 
commitment 
to work 
together

Lack of 
transparency

Difficulty of 
attributing 
failures or 
successes
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Supplementary Material 2. Reflexivity Statement

Study conceptualisation: 
1. How does this study address local research and policy priorities?
This study is a part of an effort to provide country specific knowledge of multisectoral 
collaborations in Cambodia, a key knowledge gap identified by stakeholders and academia. 
The government and other organizations are actively engaging in multisectoral 
collaborations, and understanding how the function in practice is a key priority. 

2. How were local researchers involved in study design?
The local researchers (SS and TC) were engaged in the overall design of the study and 
particularly the identification and recruitment of participants as well as development of the 
interview guides and data collection. They were core members of the study team. 

Research management:

1. How has funding been used to support the local research team(s)?
The study was funded through the Swedish Research Council (2018-03609) with the 
majority of funding dedicated to country study activities and local research colleagues (SS 
and TC). 

Data acquisition and analysis:
1. How are research staff who conducted data collection acknowledged?
The researchers who conducted data collection met the authorship criteria and are hence 
acknowledged as co-authors of the study. 

2. How have members of the research partnership been provided with access to study data? 
All members of the research team, including SS and TC, had full access to the data. 

3. How were data used to develop analytical skills within the partnership?
The qualitative data analysis was conducted by DH with input and training of DH, SS and TC 
by a qualitative research expert (HMA).

Data interpretation:

1. How have research partners collaborated in interpreting study data?
The results from the study were continuously discussed with the local research colleagues 
(SS and TC) who contributed significantly to the interpretation of the results. 

Drafting and revising for intellectual content:

1. How were research partners supported to develop writing skills?
Most of the writing of the manuscript was done by DH, however local research colleagues 
(SS and TC) provided crucial input. 

Page 42 of 45

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

2. How will research products be shared to address local needs?
The results from the study will be disseminated widely to an international and national 
audience, including a dissemination seminar with relevant country stakeholders. 

Authorship:

1. How is the leadership, contribution and ownership of this work by LMIC researchers 
recognized within the authorship?
The local researchers (SS and TC) authors 2-3, recognizing their crucial hands-on 
contribution to the study. 

2. How have early career researchers across the partnership been included within the 
authorship team?
The first author is a PhD student (although not from a LMIC), SS and TC are recognized 
experienced researchers. 

3. How has gender balance been addressed within the authorship?
Out of the seven authors, four are male (DH, SS, TC and TA) while three (HN, SK and HMA) 
are female. The preponderance for male authors is weighted against the critical study 
design and interpretation by HN and SK while HMA is a world-leading qualitative expert. 

Training:

1. How has the project contributed to training of LMIC researchers?
The LMIC researchers (SS and TC) are experienced qualitative researchers, however within 
this study all authors gained refresher trainings and developed their qualitative analytical 
skills and knowledge of framework method analysis by HMA (qualitative expert). 

Infrastructure:

1. How has the project contributed to improvements in local infrastructure?
No direct benefit in local infrastructure has come from this qualitative study, however the 
findings of the study can help to conceptualize and form partnerships across sectors that 
can lead to improvements in infrastructure. 

Governance: 
1. What safeguarding procedures were used to protect local study participants and 
researchers?
The study conforms to the Helsinki declaration and followed the ethical and practical 
guidelines stipulated by the National Ethics Committee for Health Research in Cambodia 
regarding the safety of researchers and participants. 
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1

Sustainable development goals and multisectoral collaborations for child health in Cambodia: a 
qualitative interview study with key child health stakeholders

Consolidated criteria for reporting qualitative studies (COREQ): 32-item checklist 

No. Item Description Page

Domain 1: Research team and reflexivity

Personal characteristics

1 Interviewer/facilitator SS and TC conducted the interviews 4

2 Credentials DH has a MD, SS has PhD, TC has MD and has a Master of Arts in Health Social Sciences, 
HN has a PhD, KR has a PhD, HMA has a PhD and TA has a PhD.

1

3 Occupation DH was a PhD candidate, SS was a lecturer at the Royal University of Phnom Penh, TC was 
a program manager at Malaria Consortium Cambodia.

1

4 Gender All interviewers were male. NA

5 Experience and training The researchers (SS and TC) had extensive experience of qualitative interviews from 
previous research in Cambodia. 

16

Relationship with participants

6 Relationship established No relationship was established prior to study commencement. 16
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2

7 Participant knowledge of the interviewer In some instances, the participant recognized the interviewer from attending similar 
events/workshops/seminars but in general the participants did not know the 
interviewers. They did not know the personal goals or reasons for doing the research for 
the individual interviewer.   

16

8 Interviewer characteristics The interviewers were all interested in the topic in general and had expertise in child 
health in Cambodia.

4

Domain 2: Study design

Theoretical framework

9 Methodological orientation and theory The methodological orientation of the study is content analysis, specifically framework 
analysis.

4

Participant selection

10 Sampling Participants were purposively selected based on predefined criteria of having expertise 
in child health or being from a non-health sector (for example water and sanitation, 
agriculture, infrastructure etc.) but with implementation knowledge of how that sector 
interacts with other sectors in Cambodia.

4

11 Method of approach Participants were approached via email and telephone. NA

12 Sample size 29 participated in the interviews. 4

13 Non-participation No participants refused or dropped out. 4

Setting

14 Setting of data collection The interviews took place either virtually (over online meeting) or face to face, at a time 
and place convenient of the participant. 

4

15 Presence of non-participants The were no non-participants present during the interviews. 4

16 Description of sample The description of the sample can be seen in Table 1 in the article. 5

Data collection
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3

17 Interview guide This is provided in the supplementary material 1. The interview guide was piloted before 
the study began.

4-5

18 Repeat inverviews No repeat interviews were held. NA

19 Audio/visual recording Audio recording was used to collect the data. 4

20 Field notes No field notes were taken. 4

21 Duration The duration of the interviews ranged from 45 minutes to 1 hr and 15 minutes NA

22 Data saturation Is discussed with regards to information power in the article. 16

23 Transcripts returned Transcripts were not returned to participants. NA

Domain 3: Analysis and findings

Data analysis

24 Number of data coders DH coded the data 8

25 Description of the coding tree Is presented in Table 2 in the manuscript and supplementary material 1. 9

26 Derivation of themes The themes were derived from the data. 8

27 Software Nvivo software were used for the coding. 8

28 Participant checking The participants did not provide feedback on the findings. NA

Reporting

29 Quotations presented Quotations presented with each paragraph, trying to illustrate the main points. 10-14

30 Data and findings consistent The data and findings were cross-checked multiple times, ensuring consistency. 16

31 Clarity of major themes Outlined in result table and in clear headings in the result section. 9-14

32 Clarity of minor themes Outlined in result table and in clear headings in the result section. 9-14
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28 Abstract

29 Objectives: Multisectoral collaboration highlighted as key in delivering on the Sustainable 
30 Development Goals (SDGs), but still little is known on how to move from rhetoric to action. Cambodia 
31 has made remarkable progress on child health over the last decades with multisectoral collaborations 
32 being a key success factor. However, it is not known how country stakeholders perceive child health in 
33 the context of the SDGs or multisectoral collaborations for child health in Cambodia. 

34 Design, settings and participants: Through purposive sampling, we conducted semi-structured 
35 interviews with 29 key child health stakeholders from a range of government and non-governmental 
36 organisations in Cambodia. Guided by framework analysis, themes, sub-themes and categories were 
37 derived. 

38 Results: We found that the adoption of the SDGs led to increased possibility for action and higher 
39 ambitions for child health in Cambodia, while simultaneously establishing child health as a 
40 multisectoral issue among key child stakeholders. There seem to be a discrepancy between the desired 
41 step-by-step theory of conducting multisectoral collaboration and the real-world complexities 
42 including funding and power dynamics that heavily influence the process of collaboration. Identified 
43 success factors for multisectoral collaborations included having clear responsibilities, leadership from 
44 all and trust among stakeholders while the major obstacle found was lack of sustainable funding. 

45 Conclusion: The findings from this in-depth multistakeholder study can inform policy makers and 
46 practitioners in other countries on the theoretical and practical process as well as influencing aspects 
47 that shape multisectoral collaborations in general and for child health specifically. This is vital if 
48 multisectoral collaborations are to be successfully leveraged to accelerate the work towards achieving 
49 better child health in the era of the SDGs. 

50

51

52

53 Strengths and limitations

54 - Using semi-structured interviews, diverse themes around the complex phenomenon of 
55 multisectoral collaboration for child health could be explored to reach high information power.

56 - The study included a relatively large sample of child health stakeholders at a national level with 
57 unique insights into multisectoral collaboration and knowledge of the Cambodian context. 

58 - The sample participants interviewed is unbalanced in terms of gender and expertise in different 
59 SDG areas. 

60

61

62

63

64

65
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66 INTRODUCTION

67 Almost halfway until the United Nations Sustainable Development Goals (SDGs) are to be achieved, 
68 practitioners, experts and policy makers are trying to speed up the pace of progress on child health. 
69 This has become even more urgent with the setback of the COVID-19 pandemic which left 147 million 
70 children out of proper education, rising child labor and significantly higher rates of malnutrition and 
71 over 22 million children missing essential vaccinations.[1,2]  Over the last decades it has become 
72 evident that progress made in other sectors heavily impact the possibility to make progress on child 
73 health and well-being.[3,4] Child survival is included in SDG 3 (Good health and well-being) while the 
74 broader aspects of child health and well-being is captured by many different SDGs, for instance SDG 2 
75 (Zero hunger), SDG 4 (Quality education) and SDG 5 (Gender equality). Further, progress on child health 
76 and well-being are essential for tackling poverty and promote the development of societies.[5] Moving 
77 beyond mere child survival, there is now a larger focus on enabling children to thrive and reach their 
78 full potential.[5,6]

79

80 Multisectoral collaborations have long been seen as critical for achieving gains in health and well-being 
81 when it comes to universal health coverage, non-communicable diseases and succeeding in governing 
82 multisectoral issues going back to the World Health Organization (WHO) Constitution and the Alma 
83 Ata Declaration.[7–9] For child health a multisectoral approach to areas such as nutrition[10] and 
84 education[11,12] have been studied, however there is lack of understanding how multisectoral 
85 collaborations work out on a country level. Further, a generic analysis of the linkages between the 
86 SDGs and child health found that there are many synergies between making progress on the SDGs and 
87 accelerating progress on child health, suggesting that multisectoral collaboration could harness 
88 synergies and better handle tradeoffs between the SDGs and child health.[13]

89

90 During the Millennium Development Goal era many countries made significant gains in child health, 
91 and approximately half of the reduction in child mortality between 1990 and 2010 have been 
92 attributed to investments in sectors outside of health.[14] Cambodia was one of the fast-track 
93 countries and made significant progress including succeeded in lowering the under-five mortality from 
94 116 to 29 deaths per 1000 live births from 1990 to 2015.[15] Many challenges persist however, with 
95 significant inequalities between rural and urban areas, lower than desired educational attainment and 
96 sub-optimal water and sanitation conditions in schools and residential areas.[16] It has been shown 
97 that multisectoral efforts, such as the ID Poor program, have been successful in reducing poverty and 
98 collaborative initiatives between non-health sectors have become a cornerstone of the maternal and 
99 child health strategy in Cambodia.[17–19] 

100

101 Cambodia has managed to improve the health and well-being of children over a short period of time 
102 while utilizing collaborations across sectors to do so among other changes. However, it is not known 
103 how child health stakeholders have been influenced by the SDGs or how they theorize multisectoral 
104 collaborations, here defined as “multiple sectors and stakeholder intentionally coming together and 
105 collaborating in a managed process to achieve shared outcomes and common goals”[20], versus the 
106 actual practice of conducting such collaborations. This knowledge could inform current and future 
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107 multisectoral collaborations on critical theories and key success factors and obstacles when initiating 
108 and implementing such a collaboration. Hence, our aim was to understand how stakeholders in 
109 Cambodia perceive the SDGs, child health in the era of the SDGs and multisectoral collaborations for 
110 child health in Cambodia. 

111

112 METHODS

113 Study design and setting

114 Guided by the The COnsolidated criteria for REporting Qualitative (COREQ) recommendations[21] and 
115 the concept of information power[22] this study utilizes semi-structured interviews to investigate how 
116 Cambodian stakeholders perceive the SDGs, the concept of child health in the era of the SDGs and 
117 multisectoral collaborations for child health in Cambodia. The country is governed primarily through 
118 the national government, which consist of the council of ministers led by the prime minister while the 
119 parliament (national assembly and senate) have legislative power. Administratively the country is 
120 divided into provinces, districts, communes and villages.[23] During the last decade, the government 
121 has incrementally favored a more decentralized approach where districts and commune government 
122 officials are given more funding and implementing power.[24] Collaboration between government and 
123 non-government stakeholders primarily occur on two levels, the national or sub-national (district or 
124 commune) level and been characterized by an increased role of the government in leading and 
125 coordinating collaborations.[25,26] The Ministry of Health and its National Maternal and Child Health 
126 Center is responsible for health services throughout Cambodia, often working in committees or 
127 technical groups with other relevant ministries and in collaboration with international and Cambodian 
128 non-governmental organisations. At the sub-national government level, provincial health departments 
129 and operational health districts lead the implementation of national strategies and technical guidelines 
130 together with national and local non-governmental organisations in a more ad-hoc fashion.

131

132 Participant identification and recruitment 

133 Key child health stakeholders with country specific knowledge as well as non-health sector 
134 stakeholders on a national level in Cambodia were identified for participation by the research team. 
135 Participants were purposively selected based on predefined criteria of having expertise in child health 
136 or being from a non-health sector (for example water and sanitation, agriculture, infrastructure etc.) 
137 but with implementation knowledge of how child health interacts with other sectors in Cambodia. 
138 Efforts were made to recruit participants from many different sectors, including having participants 
139 from inside and outside of government. Further, the recruitment of participants was aimed to be 
140 balanced in terms of sex and seniority. The outreach to participants was done by DH, SS and TC through 
141 email and phone. The expected total number of participants was 30, balancing the need for reaching 
142 satisfactory information power[22] and feasibility. 

143

144 Data collection

145 A total of 29 participants were interviewed between April-June 2020. Information was given verbally 
146 to all participants on the purpose of the study, what their involvement in the study would be, the risks 

Page 5 of 46

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

5

147 and benefits of taking part in the study, and that they had the right to decline participation or withdraw 
148 from the study at any time for any reason. Participants were asked to sign an informed consent form, 
149 written in Khmer before the interview started. The interviews were held in Khmer by authors SS and 
150 TC, audio recorded and transcribed verbatim into English. The interviews took place in Phnom Penh 
151 city vicinity, at the participant´s place of employment or other convenient but private location for the 
152 participant. An interview guide was developed based on established multisectoral frameworks; the 
153 SDG Synergies framework[27], Health in all policies approach[28] and multisectoral collaborative 
154 model presented by Kuruvilla et al[20] (see Supplementary Material 1 for interview guide). The 
155 interview started with general background information on the participant, including the work 
156 experience in different sectors as represented by the Cambodian SDGs and moved on to the perception 
157 of the SDGs, child health and multisectoral collaboration and then focused on multisectoral 
158 collaboration for child health within the Cambodia context (identification of problem, design, 
159 implementation, and monitoring of the collaboration as well as relationships and capacity building 
160 activities). All types of collaborations between at least two or more sectors that had the explicit goal 
161 in some way to improve child health were considered during the interview. Two pilot interviews were 
162 held where after the interview guide was slightly adjusted for clarity.

163   Data analysis

164 Transcripts were imported into NVivo software for analysis. The transcripts were first analyzed by 
165 framework method analysis[29] by which the transcripts were read in full by DH, then coded through 
166 identification of meaning units, combining these into sub-categories and then grouped into 
167 overarching categories and lastly themes following the standard methodology. The themes, categories 
168 and sub-categories were inductively developed without prior anticipations [30] and continuously 
169 developed during the review of the transcripts. As such, the concepts of child health, SDGs and 
170 multisectoral collaboration emerged inductively. The coding was cross-checked by HMA and the 
171 analysis was continuously discussed with SS and TC to improve trustworthiness and validity.[22] 

172

173 Patient and public involvement

174 No patients or public representative were directly involved in the design, conduct or reporting of this 
175 study. The findings will be disseminated and discussed with involved stakeholders. A reflexivity 
176 statement can be found in the Supplementary Material 2. 

177

178 RESULTS

179 A diverse set of perspectives were provided by the participants (see Table 1 for participant 
180 characteristics) on the research questions. Out of these, two main themes emerged in addition to 
181 several sub-themes and categories (Table 2, see Supplementary Material 1 for full coding tables and 
182 COREQ checklist). The first theme related to the views of the participants on how the SDGs and 
183 expanded view on child health enable change the and the second main theme detailed the gap 
184 between theory and real-world complexities of conducting multisectoral collaborations for child 
185 health.
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Table 1. Participant characteristics 

Nr 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
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Footnote: Cambodia Sustainable Development Goal 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, and 18 mine/ERW free.

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
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Table 2. Main themes, sub-themes and categories

 

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

Sub-themes 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
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186 SDGs and expanded view on child health enable change 

187 Overall, interviewees reflected on the willingness by the national government to adopt the SDGs, how 
188 the possibility to achieving the SDGs depends on the outlook for the country while concluding that 
189 child health is a multisectoral topic at heart and that with the introduction of the SDGs the participants 
190 had set higher ambitions for child health and well-being. 

191 Possibility for action due to SDGs

192 The 2030 Agenda and the SDGs were thought of as a universally relevant vision for sustainable 
193 development, providing a concrete roadmap or guide for each country. Comparing with the previous 
194 Millennium Development Goals, participants reflected on how the SDGs represent a more complex 
195 and detailed set of objectives that mirror actual conditions in the country. There was an overall 
196 agreement that the SDGs showcase that health is a multisectoral issue more clearly than during the 
197 Millennium Development Goals era. However, although the commitment to and leadership of the 
198 national government of Cambodia in adopting and implementing the Cambodian Sustainable 
199 Development Goals were evident, some participants noted the discrepancy between the highly set 
200 ambitions of the contextualised SDGs with the resources and work committed.  

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

205 Higher ambitions for child health, a multisectoral area at heart

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

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

216 Interviewees put an emphasis on the family as responsible for the child´s health, while other 
217 stakeholders (government, international organisations and private sector) play an important role in 
218 shaping the determinants of child health in Cambodia. They further urged a concrete focus on 
219 preventive measures, improving quality and reach of health services related to the child and the family 
220 to improve child health further. Lastly, interviewees made the case for a life course approach to child 
221 health and setting a higher ambition for children with a focus on child growth and stronger 
222 acknowledgment of the rights of the child. 

223 “To understand about the needs of children, we need to understand the growth of them first. Children’s 
224 development consists of children before birth, children after birth to two years old, children in 
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225 kindergarten and primary school, and children in high school. The development of children on physical 
226 health, education and morality are ongoing process.” - Nr 5, governmental organisation

227

228 Gap between theory and real-world complexities

229 When discussing multisectoral collaborations for child health, it became clear that there is a step-by-
230 step linear process of thinking around the collaboration and its activities while aspects influencing the 
231 collaboration shape and direct the process in non-linear fashions. Participants also critically assess the 
232 collaborations, identifying success factors and obstacles for these types of collaborations in Cambodia. 

233 Planned linear process of collaboration

234 The beginning of a multisectoral collaboration typically began with the identification and framing of a 
235 problem. This could be from a top-down approach, whereby government ministries identified a gap or 
236 need, or through policy or development plans while funding opportunities and the own organisational 
237 strategy or values could be other ways of identifying a problem. On the other hand, interviewees also 
238 described a bottom-up approach of problems being identified through routine data or findings from 
239 the grassroot level, complemented by listening and learning from community or sub-national 
240 stakeholders. The identified problem was often not primarily concerned with health but noted that 
241 child health might stand to benefit as an effect of a successful solution to the problem. The problem 
242 was typically framed in a detailed problem statement following involvement of many stakeholders in 
243 collective process, often using research in some way to narrow the problem. 

244 “So, the needs can be identified through annual reports and through our observation in different 
245 sectors. Sometimes, we also do things following the donors’ research and findings.“ – Nr 1, 
246 governmental organisation. 

247

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

253

254 The stakeholders involved in the discussed collaborations varied substantially, however the 
255 government (at national or sub-national level) was seen as a natural leader of collaborations while 
256 non-governmental organisations often organised in networks. Interviewees expressed territory 
257 feelings, with relatively strict boundaries between stakeholders and a critical view of government by 
258 the non-governmental organisations and vice versa. 

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

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

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

274 Coordination was done in various ways depending on the collaboration however there were usually a 
275 common information sharing mechanisms, focal points at each stakeholder or joint committees with 
276 continuous coordination often built on somewhat already existing structures. There was also a clear 
277 division of responsibilities, although participation in joint coordination could be difficult to achieve and 
278 often those who coordinate do not have decision making power. Clear leadership of the collaboration 
279 was seen as paramount, with coordination succeeding or faltering based on the competence and 
280 willingness of the leader. As such, coordination was both a formal and informal process. Indeed, power 
281 and hierarchies shaped the coordination efforts where power imbalances or competition for funds 
282 between stakeholders could threaten the whole collaboration. 

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

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

295 “National level only work on policy. So, implementation goes to community level. I think that we should 
296 focus on provincial and communal level first to let them implement the work. We should also try to 
297 integrate the coordination with national level too by using forum to meet and discuss on the challenge.” 
298 - Nr 28, international organisation.

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

307 Dissemination of the collaboration and its activities were primarily thought of as information 
308 spreading, trying to raise awareness of the identified problem and engage the public and relevant 
309 stakeholders at national and international level in the efforts to solve it. It was also deemed important 
310 as a means of ensuring recognition from national level government ministries or the international 
311 community for the work done. 

312 “We shared a lot, especially early childhood development program. We shared at provincial level and 
313 national committee on children education. We invited those committees to see our target location and 
314 our work. So, we disseminated a lot.” Nr 22, non-governmental organisation. 

315 Real-world complexities shaping the collaboration 

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

322 “More importantly, we need the money to be available at sub-national level. The partners are all 
323 institutions. If the government can’t manage to work on everything, we can ask civil society to help 
324 working on that. Nowadays, we are sceptical with NGOs. But, we also have example of government 
325 providing budget for NGOs to work.” Nr 4, governmental organisation.

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

332 “The collaborative work also became better. During my time at education sectors, the relationship 
333 between partners was going very well, and we were happy to share any documents or data.” – Nr 23, 
334 non-governmental organisation. 

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

341 Capacity building were deemed to be key for the sustainability of the collaboration and its activities, 
342 particularly at the sub-national or implementation level, although demanding significant resources and 
343 the actual method varied depending on the type of collaborations and the stakeholders involved. 
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344 “Whenever there are requests from anyone or any organisations, we always respond and provide the 
345 training or sharing of experiences. We never hide our knowledge. We don’t even charge them. We do 
346 it from our heart and soul. “ – Nr 10, governmental organisation.

347 An enabling environment, particularly concerning policy and national governmental direction within 
348 which the collaboration took place, were seen as being of crucial importance.  The introduction and 
349 adoption of the 2030 Agenda and the Cambodia Sustainable Development Goals, sub-national plans 
350 for development and national level plans promoted the idea of multisectoral collaboration. 
351 Government ministries that actively promoted or worked in multisectoral ways or through 
352 multisectoral committees, albeit not always successful, further promoted the advantages of tackling 
353 problems in a multisectoral fashion. 

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

357 Critically assessing collaborations

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

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

369 “We also work closely and indirectly with selected institutions which have the most power.” – Nr 3, 
370 governmental organisation.

371

372 Obstacles identified were lack of funding or long-term sustainability of the collaboration and its 
373 activities, with politics on sub-national and national level could mean unfavourable conditions for a 
374 collaboration or simply competing priorities or work of the stakeholders in the collaboration. There 
375 could also be a sense of a lack of accountability towards each other or the thought beneficiaries, with 
376 sometime faltering commitment to work together, lack of transparency of funds or efforts, and 
377 difficulty of attributing failures or successes. 

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

381

382 DISCUSSION
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383 In this study, we found that the adoption of the SDGs led to an increased perceived possibility for 
384 action and higher ambitions for child health, perpetuating child health as a multisectoral issue. Further, 
385 there seem to be a gap between the desired step-by-step theory of conducting multisectoral 
386 collaboration and the real-world complexities of conducting such collaborations for child health in 
387 Cambodia. This is the first study to provide in-country insights that can be transferable on multisectoral 
388 collaborations for child health, overcoming some of the key methodological gaps noted by Glandon et 
389 al.[31] including describing power dynamics, type of governance arrangements and a diversity of 
390 stakeholder experiences. 

391

392 The expanded view of child health and higher ambition for children to thrive led to a more compelling 
393 case for multisectoral collaborations to have a collaborative advantage over single-sector or single-
394 stakeholder efforts. The 2030 Agenda and the SDGs influence social norms at a global, country, 
395 organisational and individual level.[32] The widespread knowledge of the overarching ambition and 
396 content of the SDGs in our study serve to exemplify the notion of universality of the 2030 Agenda, and 
397 the normative significance of universality in a country context.[33] Further, the perceived high 
398 ambition of the SDGs, the diversity of topics covered in the SDGs and their interlinked nature might 
399 shift norms to be more favourable towards multisectoral collaboration, in line with Huxam´s theory of 
400 collaboration advantage.[34] Placing children firmly in the centre of the SDGs in Cambodia might also 
401 allow for a re-vitalization of action and enable policy makers and practitioners to utilise the 
402 interlinkages within the SDGs to build multisectoral collaboration for child health.[35,36]  

403

404 Multisectoral collaborations depicted by the participants in this study showcase that there is often no 
405 linear process but rather ongoing non-linear flow of activities that intentionally lead to a multisectoral 
406 collaboration (see Supplementary Material 1 for illustrative examples of multisectoral collaborations). 
407 The rational logic of inquiry theory whereby one step lead to the next one until a decision is made and 
408 action is implemented and evaluated originally proposed by Dewey[37] were perceived by the 
409 participants to be the desired theory or process of collaboration. However as showcased by Kuruvilla 
410 and Dorstoewitz[38] previously, the collaborations described somewhat mimic the multisectoral 
411 collaboration model[20] which rests on dynamic networks and changing contexts. There was usually a 
412 capacity assessment of the potential or included stakeholders at the beginning of the collaboration, 
413 however it was usually described as informal or focused on securing funding and political buy-in rather 
414 than ensuring the implementation capacity of the collaboration, which could be why many 
415 collaborations had to divert from the desired linear process. Indeed, in our study participants singled 
416 out funding as an enabler and obstacle as well as a significant source of power in multisectoral 
417 collaborations. As noted by Rasanathan et al.[39] if multisectoral collaborations for health are to 
418 succeed appropriate financing systems that incentivise these collaborations must be in place, and the 
419 multisectoral monitoring and evaluation mechanisms allow for accountability. Conflicting perspectives 
420 between stakeholders, particularly government and non-governmental stakeholders, has been 
421 documented in Cambodia[25,26,40,41] and in other settings [42,43]. In our study there was a 
422 difference between interviewees from governmental organisations versus those from non-
423 governmental particularly concerning the commitment and ability of the government to support and 
424 participate in multisectoral collaborations for child health. Although exploring this potential conflict 
425 was not the aim of this study, the emphasis of the participants on explicit and implicit territory feelings, 
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426 hierarchies and power dynamics at a national and sub-national level in Cambodia strengthen the need 
427 to include these concepts in collaborative theory and when designing multisectoral 
428 collaborations.[44,45]

429

430 Our limitations include that the purposive sampling led to selection bias in the recruitment of 
431 participants. As illustrated in Table 1, the interviewees were slightly unbalanced in terms of gender 
432 and work experience in SDG areas. Further, although much of the implementation of multisectoral 
433 collaborations is at the sub-national level the focus of this study was on the national level. Future 
434 studies might benefit from including participants with knowledge of collaborations on the sub-national 
435 level. Participants were asked to reflect on one or two multisectoral collaborations to inform the 
436 answers to the questions in the interview, they might have had a positive recall bias, only including 
437 those that were successful. Given the critical assessment of the multisectoral collaborations apparent 
438 in the interviews this seem negligible, however. Lastly, intra-personal dynamics between the 
439 interviewer and the interviewee might affect the answers and follow-up questions. In our study, the 
440 interviews were conducted by SS and TC, both representing academic institutions and being 
441 knowledgeable of qualitative research methods and the political landscape of organisations in 
442 Cambodia, ideally enabling both government and non-government stakeholders to express views and 
443 perceptions freely while adding credibility to the results. Although some of the findings in this study 
444 might reflect the unique Cambodia context, we believe that overall themes and conclusions are 
445 transferable to other middle-income countries and similar settings, adding valuable evidence on how 
446 stakeholders view multisectoral collaborations in general and specifically for child health. The study 
447 was designed to accomplish high information power across the five dimensions of information 
448 power,[22] however, with a broad research question and cross-case analysis the sample size was 
449 deemed to have to be relatively large to reach satisfactory information power and theoretical 
450 saturation. Information power was further increased by use of dense sampling method (purposive and 
451 specific), applied theory in the form of established frameworks for multisectoral collaborations, and 
452 high-quality dialogue in the interviews allowing for in-depth diverse multistakeholder perspectives. 

453

454 CONCLUSION

455 We found that stakeholders in Cambodia perceived the SDGs to inspire an expanded view on child 
456 health that enabled change and promoted multisectoral collaboration. Interviewees experienced a gap 
457 between the desired theory of conducting multisectoral collaborations for child health and the real-
458 world complexities of engaging in such an endeavour. The findings from this in-depth study can inform 
459 policy makers and practitioners who wish to encourage and take advantage of multisectoral 
460 collaborations for accelerating the work towards achieving better health in general and child health 
461 specifically the era of the SDGs. 
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 Interview Guide 
1. Background information. Please mark and fill in the following questions on this sheet 

 

1. How many years have you worked: ________ 

2. Sex  c Female         c Male          

3. Education    

 
Highest degree:_________________________________________________________________________ 
 
Topic of degree:________________________________________________________________________ 
 

4. Work experience 

 

Current employment 

 
Organization:_______________________________                Role/Position:___________________________________ 
 

Work experience from the following sectors (represented by Cambodia Sustainable Development Goals) - Multiple Answers 

 

Sectors Rural Urban Sectors Rural Urban 

1. Poverty/social protection c  c  10. Income inequality c  c  

2. Food and nutrition c  c  11. Sustainable cities/communities/urban planning c  c  

3. Health and well-being c  c  12. Safe consumption and production c  c  

4. Education c  c  
13. Climate change 

 
c  c  

5. Gender equality c  c  14. Life bellow water/ocean c  c  

6. Water and sanitation c  c  15. Life on land/natural resources c  c  

7. Energy c  c  
16. Institutional strengthening/anti 

corruption/legislation 
c  c  

8. Labor market, financial sector c  c  17. Partnerships/collaborative networks c  c  
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Thank you for providing telling us your background, we would now like to know a little bit 
more about your views on the topics of Sustainable Development, child health and 
multisectoral work in general.   
 

2. Background: Sustainable Development Goals, child health and multisectoral work 

The 2030 Agenda and the 17 Sustainable Development Goals is a framework with a 
comprehensive set of goals adopted by the UN in 2015 for all countries to end poverty, protect 
the planet and ensure prosperity for all. These have been adapted to the Cambodia Sustainable 
Goals.  

2.1. What were your first thoughts/opinion when the 2030 Agenda and the Sustainable 
Development Goals were launched?  

2.1.2. What have your organization done now in relation to the Sustainable 
Development Goals in Cambodia compared to what you did with the Millennium 
Development Goals before and? (mode of work rather than specific activities) 

2.2. Could you please describe what you would say child health includes? 

2.2.1 What age? What to you include in the term “health” when it comes to children? 

2.2.2 Are there any particular aspects of the health of children that you think the health 
system need to take special consideration to?  

2.3. How do you think actors in Cambodia contribute in supporting child health to implement 
the Cambodia Sustainable Development Goals? 

2.4. What are the linkages/connections between child health and non-health sectors (as 
represented by the Cambodia Sustainable Development Goals)? 

2.4.1 Please provide examples of such linkages from your current/former work or what 
you have observe in the society? 

2.4.2 Many sectors and activities can influence child health. Which sectors do you think 
are most relevant for child health?  

9. Industry and infrastructure c  c  18. Cambodia Mine/ERW free c  c  

Other: c  c  

Have you worked related to child health (both health and non-health sector)?  c Yes         c No          

 

If yes, please describe shortly in what way:  

 

 

Page 23 of 46

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

4 
 

Thank you for providing your views on these topics, now we would like to ask you some further 
questions on the multisectoral work around child health that you have experience from. Please 
think of a collaboration specifically, or generally if you have experience from many different, 
between two or more sectors that had the explicit goal to in some way increase child health and 
well-being. 
 

3. Multisectoral collaboration for child health  

Based on the Multisectoral collaborative model and the Health in all policies approach. 

i) Drive change/Establishing the need for multisectoral work 

3.1. Which organizations are your key stakeholders to work in promoting child health? 

3.1. What was it that made the partners in the collaboration identify the need for 
multisectoral work? How did it begin?  

 
ii) Defining the problem and constraints  

3.2. How was the above-mentioned child health need identified, defined or framed?  

 

iii) Design of the collaboration/Planned framed action & Supportive structures and policies  

3.3. Was there a planning process of how to conduct the multisectoral work?  

3.4. Which stakeholders were involved in planning?  

3.5. How was the work of collaboration designed to be carried out? 

3.5.1 How was the coordination organized? 

3.5.2 How was the collaboration implemented? 

3.5.3 How was the work of the collaboration financed or mobilized?   

3.5. How do you think the multisectoral work were actually implemented compared to 
the plan? 

3.6. Where there any supportive structures or policies in place that enabled the work to 
be conducted?  

iv) Capture success / Monitoring and evaluation 

3.7. How was the multisectoral work monitored and evaluated? 

3.7.1 Was there any key indicators or markers of success monitored? 

3.7.2 How was the success or failure attributed to between the partners in the 
collaboration?  

 

V) Relate / Facilitate assessment and engagement & Build capacity 
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3.8. How did the relationship between the partners evolve during the multisectoral 
work? 

3.9. Did the collaborating partners make any effort to improve their relationship? 

3.10. Where there any efforts to engage with a wider group of actors or the public in the 
work? 

4. Where there any type of capacity building activities included in the collaboration?  

 

Final questions 

5.1. What are your suggestions and recommendations in order to improve multisectoral 
collaboration to promote child health?  

5.2. Are there any end points you want to add on any of the topics touched upon today or that 
we have not spoken about? 
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Consolidated criteria for reporting qualitative studies (COREQ): 32-item checklist  
 

No. Item Description Page 

Domain 1: Research team and reflexivity 

Personal characteristics 

1 Interviewer/facilitator SS and TC conducted the interviews 4 

2 Credentials DH has a MD, SS has PhD, TC has MD and has a Master of Arts in Health Social Sciences, 
HN has a PhD, KR has a PhD, HMA has a PhD and TA has a PhD. 

1 

3 Occupation DH was a PhD candidate, SS was a lecturer at the Royal University of Phnom Penh, TC was 
a program manager at Malaria Consortium Cambodia. 

1 

4 Gender All interviewers were male.  NA 

5 Experience and training The researchers (SS and TC) had extensive experience of qualitative interviews from 
previous research in Cambodia.  

16 

Relationship with participants 

6 Relationship established No relationship was established prior to study commencement. 16 

7 Participant knowledge of the interviewer In some instances, the participant recognized the interviewer from attending similar 
events/workshops/seminars but in general the participants did not know the 
interviewers. They did not know the personal goals or reasons for doing the research for 
the individual interviewer.    

16 

8 Interviewer characteristics The interviewers were all interested in the topic in general and had expertise in child 
health in Cambodia. 

4 

Domain 2: Study design 

Theoretical framework 
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9 Methodological orientation and theory The methodological orientation of the study is content analysis, specifically framework 
analysis. 

4 

Participant selection 

10 Sampling Participants were purposively selected based on predefined criteria of having expertise 
in child health or being from a non-health sector (for example water and sanitation, 
agriculture, infrastructure etc.) but with implementation knowledge of how that sector 
interacts with other sectors in Cambodia. 

4 

11 Method of approach Participants were approached via email and telephone.  NA 

12 Sample size 29 participated in the interviews. 4 

13 Non-participation No participants refused or dropped out.  4 

Setting 

14 Setting of data collection The interviews took place either virtually (over online meeting) or face to face, at a time 
and place convenient of the participant.  

4 

15 Presence of non-participants The were no non-participants present during the interviews.  4 

16 Description of sample The description of the sample can be seen in Table 1 in the article.  5 

Data collection 

17 Interview guide This is provided in the supplementary material 1. The interview guide was piloted before 
the study began. 

4-5 

18 Repeat inverviews No repeat interviews were held. NA 

19 Audio/visual recording Audio recording was used to collect the data.  4 

20 Field notes No field notes were taken.  4 

21 Duration The duration of the interviews ranged from 45 minutes to 1 hr and 15 minutes NA 

22 Data saturation Is discussed with regards to information power in the article.  16 
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23 Transcripts returned Transcripts were not returned to participants.  NA 

Domain 3: Analysis and findings 

Data analysis 

24 Number of data coders DH coded the data 8 

25 Description of the coding tree Is presented in Table 2 in the manuscript and supplementary material 1. 9 

26 Derivation of themes The themes were derived from the data. 8 

27 Software Nvivo software were used for the coding.  8 

28 Participant checking The participants did not provide feedback on the findings.  NA 

Reporting 

29 Quotations presented Quotations presented with each paragraph, trying to illustrate the main points.  10-14 

30 Data and findings consistent The data and findings were cross-checked multiple times, ensuring consistency.  16 

31 Clarity of major themes Outlined in result table and in clear headings in the result section.  9-14 

32 Clarity of minor themes Outlined in result table and in clear headings in the result section.  9-14 
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Full coding tables 
Main themes and findings - full coding tables  

Theme SDGs and expanded view on child health enable change 

Sub-themes Possibility for action due to SDGs 

Categories Government commitment to and 
leadership of SDGs 

SDGs provide a common vision and guide Discrepancy between ambition 
and actual work 

Subcategories  

 

More detailed than 
MDGs 

 

Showcase that health is 
a multisectoral issue 

 

Codes Adoption and change of national 
plans and policies  

 

No change in government as leaders 
of the goals 

 

SDG implementation depends on 
alignment to government 

  

Provide a clear set of 
goals  

 

Provide a roadmap or 
guide 

 

More detailed 

 

More complex reflecting 
actual conditions 

Illustrate that health is a 
multisectoral issue 

 

SDGs reflecting actual 
conditions with regards 
to health 

SDGs too complex, impossible to 
succeed 

 

High ambition not matched with 
resources/work committed 
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Main themes and findings - full coding tables, continued.  

Themes SDGs and expanded view on child health enable change 

Sub-themes Higher ambitions for child health, a multisectoral area at heart 

Categories Definition of child health Child health linkages across sectors 

Sub-
categories 

Child age under 18 
years 

A focus on not only 
health but well-
being 

Child health by 
definition a 
multisectoral issue 

Education and 
schooling 

Nutrition  General societal 
conditions 

Codes General view and 
legally a child is a 
person under 18 
years of age 

 

Physical and mental 
health equally 
important 

 

Good nutrition and 
absence of disease 

All SDGs important for 
child health 

 

The linkages between 
sectors and child 
health cannot be 
divided 

Education as most 
formative experience 

 

School important 
physical place for 
linkages 

 

Early child 
development key 

Nutrition and 
functioning 
agricultural sector as 
basis for child growth 

 

Commercial interests 
conflicts with good 
child nutrition 

Physical safety and 
hygiene environment 

 

Economic 
development of 
country  

 

Social protection 
systems 
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Main themes and findings - full coding tables, continued.  

Theme SDGs and expanded view on child health enable change 

Sub-themes Higher ambitions for child health, a multisectoral area at heart 

Categories Aspects of the health system and actors unique to children Special considerations for children 

Sub-
categories 

Responsibility of family 
and community 

Influence of other actors Key aspects of health system for 
improving child health 

Life course approach Enabling the child to 
thrive 

Codes Parents and family are 
the primary caretaker 

 

Information and health 
literacy key undertaking 

 

Social determinants of 
family dictates child 
health to large extent 

Government overarching 
leader and supporter of child 
health 

 

International organizations 
influence organizations in 
country 

 

Commercial interests of 
private sector  

Lack of focus on preventive 
child health measures  

 

Need to improve quality and 
equity 

 

Difference between rural and 
urban areas 

Prenatal services important 
for child health 

 

Children have different 
needs at different ages  

A focus on child 
growth 

 

Holistic approach 

 

Acknowledging child 
rights 
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Main themes and findings - full coding tables, continued.  

Theme Gap between theory and real world complexities 

Sub-themes Linear process of collaboration 

Categories Actors and topics Identifying and framing problem 

Sub-categories Broad variety of 
actors 

Territory feelings Collaborations focused 
on non-health aspects 

Top-down approach Bottom-up approach Framing of problem 

Codes Government as 
natural leader 

 

Civil society 
networks 

 

External donors 
emphasize 
importance 

 

Many different 
actors collaborating 

There exist strict 
boundaries between 
actors 

 

Competition between 
actors for funding 

 

Skeptical view of 
government and NGO 
and vice versa 

 

 

Focused on preventive 
issues 

 

Collaboration indirectly 
see effect on child health 

 

Willingness to connect to 
child health 

 

 

Government or 
ministries identifies 
need 

 

National policy or 
development plan 

 

International 
agenda or external 
funding 
opportunities  

 

From own 
organizational 
strategy or values 

Listening to 
stakeholders in 
community or on sub-
national level  

 

Routine data or 
findings from actual 
situation on the 
ground 

 

Reliable data not 
always present 

Research as a way of 
narrowing problem 

 

Involving many actors 
in collective process 

 

Detailed problem 
statement 
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Main themes and findings - full coding tables, continued. 

 

Theme Gap between theory and real world complexities 

Sub-themes Linear process of collaboration 

Categories Planning Coordination 

Sub-
categories 

Complex, detailed, 
resource 
constraining 
process 

Capacity 
assessment key 

Prioritization 
depending on 
context 

Varied methods 
of coordination 

Clear division of 
responsibilities 

Leadership 
paramount 

Power and 
hierarchies 
influence 
coordination 

Codes Many actors 
involved in 
planning 

 

Sub-national and 
national level 
engaged 

 

Technical level and 
strategy level 

 

Detailed 
collaboration plan 
and outline of 
activities, outputs, 

Technical skill 
and resource 
capacity at 
implementer 
level 
instrumental 

 

Division of 
activities based 
on capacity 

 

If not enough 
capacity 
collaboration 
cannot begin 

Prioritization based 
on funding 
requirements 

 

Politics and benefits 
of including certain 
actors or activities 

Information 
sharing 
mechanisms 

 

Focal points or 
joint committees 

 

Regular, 
continuous 
coordination 

 

Built on existing 
structures 

 

Agreed upon plan 
of responsibilities 

 

Common vision and 
commitment key 
for ease of 
coordination 

 

Participation in 
joint coordination 
hard 

Single organization 
that explicitly or 
implicitly lead  

 

Structuring 
collaboration 
efforts depends on 
leader 

Focal points for 
collaboration lack 
decision making 
power  

 

Power imbalance 
due to 
government more 
powerful 

 

Competing for 
funding between 
organizations  

Page 33 of 46

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

14 
 

and desired 
outcomes 

 

Commitment and 
ownership implicit 
goals of process 
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Main themes and findings - full coding tables, continued. 

Theme Gap between theory and real world complexities 

Sub-themes Linear process of collaboration 

Categories Implementation Monitoring and evaluation 

Sub-
categories 

Adaptability to 
change 

Geographical and 
administrative 
level 

Follows from 
planning and 
coordination  

Detailed but 
depends on 
funding 

Hard to move 
beyond outputs 

Integral to the 
collaboration 

Responsibility for 
M&E varies 

Codes Implementation 
does not follow 
plan 

 

Funding changes 
requires change 
of plan 

 

Government 
involvement lead 
to less flexibility 

 

Covid-19 
disruption 

Focus on 
implementing 
organizations or 
participations 

 

Added complexity 
for actual 
implementation 

 

National level 
collaboration, sub-
national 
implement 

 

Sub-national own 
system of 
priorities, 

Implementation 
mirrors previous 
collaborative efforts 

 

Reduction in parallel 
work and efficient 
implementation 

 

Takes time and 
resources to 
implement, need to 
be considered before 
start 

Funding source 
and resources 
key for allowing 
M&E 

 

M&E include 
detailed 
indicators 

 

Government or 
external donor 
relies heavily on 
M&E for 
decisions 

Discrepancy in M&E 
between 
stakeholders 

 

Particularly hard to 
attribute success or 
failures 

 

Quantitative 
indicators more 
favorable 

Learning from 
failure 

 

M&E seen as 
opportunity to 
learn and improve 

 

Successes can build 
momentum, secure 
resources 

 

Serves as main 
accountability 
mechanism   

 Internal or 
external 
evaluation 
depending on 
context and 
resources 

 

One stakeholder 
monitors activities 

 

Joint monitoring 
of activities  
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relationships and 
focus 
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Main themes and findings - full coding tables, continued. 

Theme Gap between theory and real world complexities 

Sub-themes Linear process of collaboration Real-world complexities shaping the collaboration 

Categories Dissemination Funding Relationships 

Sub-
categories 

Information 
spreading 

Recognition Call for more funding Funding as a 
source of power 

Facilitate or hamper 
collaboration 

Actively building 
relationships 

Relationships as 
an outcome 

Codes Engage the public 
and stakeholders 

 

Increase 
awareness 

Engaging national-
level government 

 

Gain international 
reputation  

Budget greatest 
limitation to 
collaboration 

 

Not enough 
government/national 
funding 

 

Funding sources varies 

 

If government funding 
more sustainable 

External donors 
agenda decide 
activities 

 

If funding from 
government they 
have last say 

 

Leadership often 
based on funding 

 

Ministry of 
economy key 
stakeholder 

 

Tensions between 
NGOs and 
government evident 

 

Conflicts within 
government or NGO 
networks 

 

Common 
understanding and 
relationships 
increase 
coordination 

 

 

Continuous 
relationship 
building 

 

Efforts by 
stakeholders to 
build 
relationships 

Over time 
relationships 
built through 
coordination 
meetings and 
implementation 

 

Evolve between 
key focal points 

 

Mutual 
understanding 
lead to trust and 
confidence 
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Decide design and 
coordination of 
collaboration 
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Main themes and findings - full coding tables, continued. 

Theme Gap between theory and real world complexities 

Sub-
themes 

Real-world complexities shaping the collaboration Critically assessing collaborations 

Categories Enabling environment  Capacity building  Success factors  Obstacles 

Sub-
categories 

Policies Government Actual method 
depends on 
collaboration 

Key for 
sustainability 

Demands 
resources 

Clear 
responsibilities  

Common 
vision and 
understanding 

Secure buy in   Real world 
complexities 

Lack of 
accountability 

Codes International 
agenda 
facilitate 
work 

 

Sub-national 
plans for 
development 

 

National 
CSDG 
roadmap and 
other 
national plans 

 

Active and 
collaborative 
government 
ministries 

 

Existing 
multisectoral 
ministerial 
committees  

In person 
technical 
capacity 
building 

 

Natural 
reciprocal 

 

Effort to 
include 
capacity 
building 

 

Capacity 
building 
according to 
administrative 

Learning and 
incorporating 
changes 

 

Integral part 
of 
collaboration 
itself, one of 
main benefits 

 

Building 
capacity with 
implementors 
or 
sub/national 
level lead to 
sustainability 

Capacity 
building 
takes 
time 

 

Capacity 
building 
limited by 
funding 

 

 

Agreement on 
division of 
activities 

 

Leadership 
from all 

 

Functioning 
M&E 

Learning 
continuously  

 

Open sharing 
and discussion 

 

Benefits and 
goals explicit  

Engage 
stakeholders 
from 
beginning 

 

Government 
and 
sustainable 
funding 

 

Commitment 
from all  

 

Relationship 
and capacity 
building 

Lack of 
funding, 
sustainability 

 

Politics on 
sub-national 
and national 
level 

 

Competing 
priorities and 
work 

 

 

No 
commitment 
to work 
together 

 

Lack of 
transparency 

 

Difficulty of 
attributing 
failures or 
successes 
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and 
geographical 
level 

   

 

 

 

 

 

 

 

 

 

 

 

Page 40 of 46

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

21 
 

Examples of multisectoral collaboration that include child health and well-being in Cambodia 
 

Name Short description Source 

Multisectoral 
Food and 
Nutrition 
Security in 
Cambodia 
(MUSEFO) 

Through a multisectoral approach, the programme aims to 
improve the nutrition of women and young children through 
i) Improving the quality of nutrition services by providing 
training for health workers.  
ii) Diversifying nutrition and food production by providing 
trainings for farmers, building their capacity to grow a more 
diverse range of crops and improving their access to healthy 
foods. 
iii) Embedding successful approaches on national and regional 
level is the third field of action.  

https://giz-cambodia.com/wordpress/wp-
content/uploads/10_FactSheet-of-Multisectoral-Food-and-Nutrition-
Security-in-Cambodia-MUSEFO.pdf  

Identification of 
Poor 
Households 
Programme (ID 
Poor) 

The ID Poor program aim to identify at risk or poor households 
in Cambodia and provide Equity Cards to these households as 
a basis for assessing social assistance services. This can then 
be used by various ministries or other organizations to assist 
at-risk households with healthcare for children.  

https://idpoor.gov.kh/en/  

The Second 
National 
Strategy for 
Food Security 
and Nutrition 
2019-2023 

Acknowledging the cross-cutting challenges facing the 
ambition to provide proper food and nutrition, including 
promoting infant breastfeeding practices, the government has 
implemented a national-wide strategy which explicitly take an 
multisectoral approach to nutrition.  

https://scalingupnutrition.org/sites/default/files/2022-06/national-
nutrition-plan-cambodia.pdf  

Raising 
Awareness and 
Innovative 

Led by Save the Children, the project used innovative 
approaches to increase awareness and appreciation of a 

https://resourcecentre.savethechildren.net/pdf/RAISE-Evaluation-
Report.-Final.-16-March-2022-1.pdf/  
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Strategies for 
ECD (RAISE) 

holistic approach to early childhood development in 43 
villages in Kampong Siem district.  

Family Care 
First (FCF) and 
Responsive and 
Effective Child 
Welfare 
Systems 
Transformation 
(REACT) 

 

Facilitated by Save the Children, the project is a multi-donor 
supported network of organizations including government, 
NGO´s and UN organizations working together to support 
children to live in safe, nurturing family-based care. The work 
take place across numerous sectors and stakeholders. 

 

https://resourcecentre.savethechildren.net/pdf/ 
Gender%20Intersectionality%2 0and%20 
Family%20Separation%20Alternative%20Care%20and%20%20the%20 
Reintegration%20of20Children%20FINAL_0.pdf/   

The Fifth 
National 
Strategic Plan 
for a 
Comprehensive, 
Multi-Sectoral 
Response to 
HIV/AIDS 

(2019-2023) 

Through a multisectoral approach and partnership across 
ministries and different organizations, Cambodia is working 
towards the 90-90-90 targets and eventually elimination of 
new HIV infections including mother-to-child transmission.  

http://www.healthpolicyplus.com/ns/pubs/17402-
17725_CambodiaStrategicPlan.pdf  
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Supplementary Material 2. Reflexivity Statement 
 
 
Study conceptualisation:  
1. How does this study address local research and policy priorities? 
This study is a part of an effort to provide country specific knowledge of multisectoral 
collaborations in Cambodia, a key knowledge gap identified by stakeholders and academia. 
The government and other organizations are actively engaging in multisectoral 
collaborations, and understanding how the function in practice is a key priority.  
 
2. How were local researchers involved in study design? 
The local researchers (SS and TC) were engaged in the overall design of the study and 
particularly the identification and recruitment of participants as well as development of the 
interview guides and data collection. They were core members of the study team.  
 
 
Research management: 
 
1. How has funding been used to support the local research team(s)? 
The study was funded through the Swedish Research Council (2018-03609) with the 
majority of funding dedicated to country study activities and local research colleagues (SS 
and TC).  
 
Data acquisition and analysis: 
1. How are research staff who conducted data collection acknowledged? 
The researchers who conducted data collection met the authorship criteria and are hence 
acknowledged as co-authors of the study.  
 
2. How have members of the research partnership been provided with access to study data?  
All members of the research team, including SS and TC, had full access to the data.  
 
3. How were data used to develop analytical skills within the partnership? 
The qualitative data analysis was conducted by DH with input and training of DH, SS and TC 
by a qualitative research expert (HMA). 
 
Data interpretation: 
 
1. How have research partners collaborated in interpreting study data? 
The results from the study were continuously discussed with the local research colleagues 
(SS and TC) who contributed significantly to the interpretation of the results.  
 
Drafting and revising for intellectual content: 
 
 
1. How were research partners supported to develop writing skills? 
Most of the writing of the manuscript was done by DH, however local research colleagues 
(SS and TC) provided crucial input.  
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2. How will research products be shared to address local needs? 
The results from the study will be disseminated widely to an international and national 
audience, including a dissemination seminar with relevant country stakeholders.  
 
Authorship: 
 
1. How is the leadership, contribution and ownership of this work by LMIC researchers 
recognized within the authorship? 
The local researchers (SS and TC) authors 2-3, recognizing their crucial hands-on 
contribution to the study.  
 
2. How have early career researchers across the partnership been included within the 
authorship team? 
The first author is a PhD student (although not from a LMIC), SS and TC are recognized 
experienced researchers.  
 
3. How has gender balance been addressed within the authorship? 
Out of the seven authors, four are male (DH, SS, TC and TA) while three (HN, SK and HMA) 
are female. The preponderance for male authors is weighted against the critical study 
design and interpretation by HN and SK while HMA is a world-leading qualitative expert.  
 
Training: 
 
1. How has the project contributed to training of LMIC researchers? 
The LMIC researchers (SS and TC) are experienced qualitative researchers, however within 
this study all authors gained refresher trainings and developed their qualitative analytical 
skills and knowledge of framework method analysis by HMA (qualitative expert).  
 
Infrastructure: 
 
1. How has the project contributed to improvements in local infrastructure? 
No direct benefit in local infrastructure has come from this qualitative study, however the 
findings of the study can help to conceptualize and form partnerships across sectors that 
can lead to improvements in infrastructure.  
 
Governance:  
1. What safeguarding procedures were used to protect local study participants and 
researchers? 
The study conforms to the Helsinki declaration and followed the ethical and practical 
guidelines stipulated by the National Ethics Committee for Health Research in Cambodia 
regarding the safety of researchers and participants.  
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Sustainable development goals and multisectoral collaborations for child health in Cambodia: a 
qualitative interview study with key child health stakeholders

Consolidated criteria for reporting qualitative studies (COREQ): 32-item checklist 

No. Item Description Page

Domain 1: Research team and reflexivity

Personal characteristics

1 Interviewer/facilitator SS and TC conducted the interviews 4

2 Credentials DH has a MD, SS has PhD, TC has MD and has a Master of Arts in Health Social Sciences, 
HN has a PhD, KR has a PhD, HMA has a PhD and TA has a PhD.

1

3 Occupation DH was a PhD candidate, SS was a lecturer at the Royal University of Phnom Penh, TC was 
a program manager at Malaria Consortium Cambodia.

1

4 Gender All interviewers were male. NA

5 Experience and training The researchers (SS and TC) had extensive experience of qualitative interviews from 
previous research in Cambodia. 

16

Relationship with participants

6 Relationship established No relationship was established prior to study commencement. 16
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2

7 Participant knowledge of the interviewer In some instances, the participant recognized the interviewer from attending similar 
events/workshops/seminars but in general the participants did not know the 
interviewers. They did not know the personal goals or reasons for doing the research for 
the individual interviewer.   

16

8 Interviewer characteristics The interviewers were all interested in the topic in general and had expertise in child 
health in Cambodia.

4

Domain 2: Study design

Theoretical framework

9 Methodological orientation and theory The methodological orientation of the study is content analysis, specifically framework 
analysis.

4

Participant selection

10 Sampling Participants were purposively selected based on predefined criteria of having expertise 
in child health or being from a non-health sector (for example water and sanitation, 
agriculture, infrastructure etc.) but with implementation knowledge of how that sector 
interacts with other sectors in Cambodia.

4

11 Method of approach Participants were approached via email and telephone. NA

12 Sample size 29 participated in the interviews. 4

13 Non-participation No participants refused or dropped out. 4

Setting

14 Setting of data collection The interviews took place either virtually (over online meeting) or face to face, at a time 
and place convenient of the participant. 

4

15 Presence of non-participants The were no non-participants present during the interviews. 4

16 Description of sample The description of the sample can be seen in Table 1 in the article. 5

Data collection
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3

17 Interview guide This is provided in the supplementary material 1. The interview guide was piloted before 
the study began.

4-5

18 Repeat inverviews No repeat interviews were held. NA

19 Audio/visual recording Audio recording was used to collect the data. 4

20 Field notes No field notes were taken. 4

21 Duration The duration of the interviews ranged from 45 minutes to 1 hr and 15 minutes NA

22 Data saturation Is discussed with regards to information power in the article. 16

23 Transcripts returned Transcripts were not returned to participants. NA

Domain 3: Analysis and findings

Data analysis

24 Number of data coders DH coded the data 8

25 Description of the coding tree Is presented in Table 2 in the manuscript and supplementary material 1. 9

26 Derivation of themes The themes were derived from the data. 8

27 Software Nvivo software were used for the coding. 8

28 Participant checking The participants did not provide feedback on the findings. NA

Reporting

29 Quotations presented Quotations presented with each paragraph, trying to illustrate the main points. 10-14

30 Data and findings consistent The data and findings were cross-checked multiple times, ensuring consistency. 16

31 Clarity of major themes Outlined in result table and in clear headings in the result section. 9-14

32 Clarity of minor themes Outlined in result table and in clear headings in the result section. 9-14
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