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ABSTRACT 

Background: A multisectoral approach (MSA) - which brings together government, civil society, 

and the private sector to work together towards a common goal - is considered a key strategy to 

address complex societal problems. Such problems can never be effectively addressed by one 

sector acting alone, they require integrated efforts of multiple sectors. As such, there has been a 

widely acknowledged call for a multisectoral approach to respond to development and health 

issues, including HIV and AIDS. Adoption of MSA promises a number of benefits including cost- 

and risk- sharing, drawing from the intellect and skill of multiple actors, and the scope to address 

a problem from varied angels. While highly recommended, implementation of MSA in Southern 

and Eastern Africa (SEA) has been poor. There has been limited reflection and documentation of 

experiences of MSA.  There are evidence gaps regarding what works and does not work in practice. 

South Africa’s national response to HIV is premised on MSA, detailed in the National Strategic 

Plan (NSP) on HIV. This approach centres the role of AIDS Councils, comprised of civil society, 

government and the private sector, which are meant to coordinate and oversee implementation of 

a multisectoral response to HIV at all three levels of government (national, provincial and local 

level). Furthermore, all government departments are expected to mainstream HIV in their work -  

develop HIV plans detailing how each department plans to address vulnerability and HIV risk 

internally in the workplace and externally in communities.  

Aim: Drawing from the South African experience of a multisectoral response to HIV, this 

qualitative study explores the challenges in implementing a multisectoral approach and makes 

recommendations on how they can be addressed. The four objectives of the research are to (1) 

explore how AIDS Councils coordinate implementation of the multisectoral response to HIV at 

national, provincial and local level, (2) reflect on how selected government departments have 
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integrated HIV in their work, and explore the extent to which mainstreaming augments the 

multisectoral approach to HIV, (3) to develop a framework to inform multisectoral action in 

practice, (4) and to draw from the key findings and make recommendations for an integrated 

governance response to HIV and AIDS.  

Methods: The four objectives of the study are addressed using qualitative techniques for data 

collection and analysis. These include identifying and reviewing key policy documents, 

conducting key informant interviews with officials from government departments, focus group 

discussions with members of AIDS Councils, participant observations during development of the 

national HIV plan (NSP), during development of HIV plans of government departments, and 

during meetings of AIDS Councils. A review and synthesis of existing frameworks, models and 

approaches to MSA was conducted which, along with the empirical work, informed the 

development of the framework for a multisectoral response to HIV proposed in this research. 

Key findings: In paper 1 and 2 the gaps that contribute to the poor implementation of a 

multisectoral approach to HIV are identified and discussed. Paper 1 highlights the challenges 

experienced by AIDS Councils who are meant to coordinate implementation of MSA at national, 

provincial and local level. Findings from the study have highlighted that a lack of capacity and a 

lack of an enabling environment (i.e. limited human and financial resources and political will) 

hinders effective implementation of the multisectoral approach. Limited resources, a lack of 

political support, and the lack of a framework to inform and guide the implementation process are 

some of the key challenges identified. Paper 2 highlights the challenges associated with a Whole 

of Government approach to HIV. Poor coordination of the HIV response vertically between levels 

of government in departments (e.g. national, provincial and local), and poor collaboration on HIV 

programmes across departments (e.g. health, social development, education) within the 
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government sector are some of the key issues. While progress has been made in mainstreaming 

HIV in non-health departments, there is limited evidence to indicate that the mainstreaming 

approach augments the multisectoral approach to HIV. As such, this research makes 

recommendations to take forward the mainstreaming approach, to ensure that it contributes to the 

multisectoral approach to HIV in South Africa. Furthermore, findings from the review of existing 

frameworks, models and approaches on multisectoral action highlight the limited focus on 

describing the process of multisectoral collaboration. The focus in the literature is on structure and 

not the process of collaboration, and those that describe the process do so without consideration 

of the governance mechanisms – such as how communication, conflict and power dynamics should 

be managed - that are critical in the process of effective collaboration. The proposed framework 

for multisectoral and multilevel collaboration developed in this research aims to address 

implementation challenges in practice. The framework suggests seven elements that are critical in 

a process of multisectoral collaboration: (1) preconditions, (2) key drivers, (3) mechanisms, (4) 

structure, (5) administration, (6) execution and (7) evaluation.  

Implications: Together, this work contributes to literature, policy and practice. This 

multidisciplinary approach and reflection adopted in this study advances thinking about the MSA 

process in the literature. The findings contribute to an existing gap regarding poorly documented 

reflections on MSA. Based on the results of this PhD, a framework for multisectoral and multilevel 

collaboration was proposed. 

 

Key words: Multisectoral approach, HIV, governance, collaboration, South Africa, qualitative 

research. 
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Chapter 1: Introduction and background 

“The challenges facing public health, and the broader world context in which we struggle, have 

become too numerous and too complex for a business-as-usual approach.” 

Dr Margaret Chan, WHO Director-General (2012). 

 

1.1 Overview   

 In this chapter, I will “set the scene” for my research. I provide background on the epidemic of 

HIV and AIDS, reflect on the drivers and progress on the response to HIV and AIDS globally, in 

Southern and Eastern Africa (SEA), and in South Africa (SA). The concept of multisectoral action 

will be defined, locating it within the governance and health literature. I will then present a review 

of experiences from countries that have adopted the multisectoral approach in their national 

response to HIV, and discuss the factors that contributed to success and failure in implementation. 

Multilevel, another key concept in this research, will be discussed later in the overview of South 

Africa’s response to HIV. The aim of this review is to highlight the gaps in the literature, to present 

the problem statement and justification of the research, and to state research question, aims and 

objectives of the study.  

1.2 Background of the HIV and AIDS epidemic 

While significant progress has been made, HIV and AIDS remains a global health issue (UNAIDS, 

2017). An estimated 36.9 million people are living with HIV globally; 59% were on treatment and 

47% had suppressed viral loads in 2017 (UNAIDS, 2018). Southern and Eastern Africa remains 

the region most affected by the HIV epidemic, accounting for 45% of the world’s HIV infection 

and 53% of people living with HIV globally (UNAIDS, 2018). HIV and AIDS is amongst the top 

ten leading causes of death in low income countries (World Health Organization, 2018b). Of the 



 15   

Southern African countries, South Africa remains at the epicenter of the HIV epidemic, with 

approximately 17% of the global burden of HIV infection (UNAIDS, 2014b). South Africa had 

the highest percentage of new HIV infections (33%), and AIDS related deaths (29%) amongst SEA 

countries in 2017 (UNAIDS, 2018).  

 

Approximately, about 7.9 million people were living with HIV at the end of 2017 in SA. The HIV 

prevalence among adults aged 15 to 49 years was 20.6 percent; 26.3 percent among females and 

14.8 percent among males (Human Science Research Council, 2018). About 150,375 people died 

of AIDS related illnesses in 2016. The HIV burden varies widely by geography, age and gender 

and amongst key and vulnerable populations (Republic of South Africa, 2017). There are 

differences in the prevalence of HIV in the nine provinces in South Africa. Some provinces have 

higher prevalence of HIV compared to others: KwaZulu-Natal (27%), followed by Free State 

(25.5%), Eastern Cape (25.2%) and Mpumalanga province (22.8%).  The Northern Cape and 

Western Cape have the lowest HIV prevalence, at 13.9% and 12.6% respectively (Human Science 

Research Council, 2018). Within provinces, people living in urban informal areas have the highest 

HIV prevalence (19.9%), followed by residents in rural informal areas (13.4%) (Shisana et al., 

2014). HIV incidence has decreased from the 2012 estimates, yet remains high, particularly among 

female youth aged 15-24 years (Human Science Research Council, 2018). The high burden of HIV 

has also been found amongst female sex workers, men who have sex with men, injecting drug 

users, and inmates (Republic of South Africa, 2017). 
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1.3 Drivers of the HIV and AIDS 

A combination of  social, economic, political, and environmental factors - referred to as social and 

structural drivers - increase susceptibility to HIV infection (Gupta et al., 2008). These social and 

structural drivers, also referred to as the social determinants, constitute the social processes and 

arrangements, social and cultural norms, values, networks, structures and institutions, that operate 

in concert with individuals behaviour and practices to influence health (Auerbach et al., 2011). 

The Commission on the Social Determinants of Health (CSDH) defines the social determinants as 

“the full set of social conditions in which people live and work”, that are responsible for health 

outcomes and inequities in health (World Health Organization, 2010). The definition of the social 

determinants by the CSDH recognises health as more than the absence of sickness, and considers 

the critical role of the socioeconomic, political and other factors that need to be considered in the 

design and implementation of the response to HIV. As explained by the World Health Organisation 

(WHO), health is the state of complete physical, mental, and social well-being and not just the 

absence of sickness (World Health Organization, 2006). 

 

While individual level factors, such as having multiple concurrent partners and inconsistent 

condom use, are risky behaviors associated with increased risk and susceptibility to HIV infection, 

other social and structural factors which are beyond the control of the individual also plays a 

critical role in increasing vulnerability to HIV infection (Chen et al., 2007). Such factors include 

gender inequality, poverty, prevailing cultural and social norms, policy frameworks that do not 

promote access to good health, and other factors (Seeley et al., 2012). 
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It is widely established that a comprehensive response to HIV is one that addresses the social and 

structural drivers of the HIV epidemic (Seeley et al., 2012, Pronyk and Lutz, 2013a). However, 

addressing the social and structural drivers is complex because they are hard to measure, and 

interact with other biological, psychological, and behavioural factors (Auerbach et al., 2011). 

Action on the social determinants of health, including HIV requires integrated efforts of multiple 

sectors to address the social, economic, political and environmental factors that increases 

susceptibility to HIV infection (World Health Organization, 2008). 

 

Social and structural drivers and their impact on HIV, and how these would map with 

possible mainstreaming and a multisectoral response 

Examples of social and structural drivers of HIV include poverty, gender inequality and livelihood 

insecurities, lack of access to basic services (water and sanitation and functioning health systems) 

(Gibbs et al., 2012, Seeley et al., 2012, Parkhurst, 2013).  A multisector response to HIV requires 

that sectors implement  strategies to increase women’s economic empowerment and tackle the 

gender norms underlying women’s HIV risk (Seeley et al., 2012, Gibbs et al., 2012). 

Implementation of structural interventions that addresses the socio-economic factors that 

makes women vulnerable to HIV (by engaging in risky sexual behaviour) is a critical 

component of a multisectoral response to HIV (Pronyk et al., 2008, Kim et al., 2008, Ashburn 

et al., 2008).  

 

In South Africa, a number of evidence based interventions have been documented.  For example, 

Intervention with Microfinance for AIDS and Gender Equity (IMAGE), an intervention combining 

microfinance, gender and HIV training, showed reductions in levels of intimate-partner violence, 
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but there did not affect the rate of unprotected sexual intercourse with a non-spousal partner 

(Pronyk et al., 2006). A trial was conducted in rural Mpumalanga, South Africa, where they gave 

cash transfers to high school girls on condition that they attend or stay in school (Pettifor et al., 

2016).  School attendance significantly reduced risk of HIV acquisition, irrespective of study group 

(Pettifor et al., 2016). Stepping stones is another intervention which aims to improve sexual health 

by using participatory learning approaches to build knowledge, risk awareness, and 

communication skills and to stimulate critical reflection (Jewkes et al., 2014). There was no 

evidence that Stepping Stones reduced the incidence of HIV, but it showed reduction in HIV risk 

behaviour in men (Jewkes et al., 2014). Providing access to basic services such as water and 

sanitation, and to health is vital to sustain life and to maintain a healthy and hygienic 

environment; especially amongst those that are living with HIV and AIDS, who have an 

increased risk of  contracting opportunistic infections such as diarrhoea (Republic of South 

Africa, 2007).   

 

1.4 Progress on the response to HIV and AIDS 

 

Accelerating progress on prevention and treatment is at the top of the global AIDS response, 

endorsed in several key policy documents and development frameworks  including the 2030 

Agenda for Sustainable Development (UNAIDS, 2018). Political declarations have been signed 

by countries recommitting to address the HIV epidemic (United Nations, 2006, United Nations, 

2011). The introduction of Treatment as Prevention (TasP) has supported the global response to 

HIV (WHO, 2012). Evidence suggests that  starting HIV treatment early has the dual benefit of 

keeping people living with HIV healthy, and preventing HIV transmission (Eaton et al., 2012, 
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WHO, 2012). As such, many countries, including South Africa, have now adopted the gold-

standard policy of treat all that test HIV positive regardless of their CD4 count (UNAIDS, 2017).  

 

The 90-90-90 targets have become a central pillar and an advance to the global response to HIV 

treatment (UNAIDS, 2017). These targets reflect a fundamental shift in approach to HIV 

treatment, moving from a focus on the number of people accessing antiretroviral therapy towards 

maximizing viral suppression among people living with HIV (UNAIDS, 2017). All countries are 

involved in ensuring that by 2020 90% of all people living with HIV know their HIV status, 90% 

of all people with diagnosed HIV infection receive sustained antiretroviral therapy, and 90% of all 

people receiving antiretroviral therapy have viral suppression (UNAIDS, 2014a). 

 

The introduction of TasP and the 90-90-90 targets has had a great return on investments on the 

global response to HIV: more and more people know their status, treatment coverage has 

improved, and more people have a suppressed viral load(UNAIDS, 2017). There has been a 

reduction in AIDS related deaths, and a downward trend in new HIV infections (UNAIDS, 2017). 

Globally,  since 2010 AIDS-related mortality has declined by 34%, new HIV infections declined 

by just 18%, and less than 1 million people died of AIDS-related illnesses in 2017 (UNAIDS, 

2018). The global progress on the response is also reflected in parts of the world which have the 

highest burden of HIV. AIDS-related mortality declined by 42% from 2010 to 2017, and a 

reduction in new infection in SEA because of the rapid pace of treatment (UNAIDS, 2018).  

 

South Africa is amongst the countries with the  largest HIV treatment programme, with 3.7 million 

people initiated on antiretroviral therapy as of December 2016 (Johnson, 2012, Shisana et al., 
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2014). Substantial progress has been made in prevention of mother to child transmission, with the 

infection rate estimated at 6% in 2016 (Republic of South Africa, 2017). Domestic funding on HIV 

and AIDS has increased over the years (Republic of South Africa, 2017). Among children, new 

infections have declined 47% since 2010. New infections among young women (aged 15–24 years) 

have declined by 17%, reaching 360 000 in 2016. A decline of 16% to 250 000 was also observed 

among young men between 15- 24 years in 2016. While South Africa’s response reflects progress, 

over 7 million people were living with HIV in 2016 (Republic of South Africa, 2017). Whilst the 

HIV statistics presented above reflect some progress in the global, SEA and South Africa’s 

response to HIV, efforts to prevent new HIV infections continue to lag behind, compared to 

reduction of AIDS-related deaths (UNAIDS, 2018). The challenge remains that women and girls 

in SEA are still disproportionately infected by HIV (UNAIDS, 2018). Reduction of new HIV 

infections, especially amongst women and girls, is critical and should be one of the key focus areas 

in the response to HIV. 

 

HIV prevention interventions  

To date, a number of interventions have been implemented to address the epidemic of HIV 

including biomedical, behavioural and structural interventions. There is evidence that no single 

method is fully effective, but that HIV prevention interventions  are most effective when they are 

used in combination (Grabowski et al., 2017, Justman et al., 2017). Advances in the global 

response are attributable to a combination of prevention strategies that have evolved to prevent 

HIV acquisition over the years. (Kharsany and Karim, 2016, Kurth et al., 2011). Biomedical 

interventions to HIV prevention have made incredible contribution in fast-tracking the response to 

HIV, and evidence of their effectiveness continues to emerge (Karim, 2014). An HIV vaccine 
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remains an ideal hope, which if found, can become an additional important biomedical intervention 

(Rotheram-Borus et al., 2009, Doria-Rose et al., 2014).  

 

Behavioural interventions have been implemented and aimed to increase knowledge that can be 

used to protect individuals from engaging in risky sexual behaviors (Kennedy et al., 2010). While 

behavioural interventions are necessary, on their own, they are not sufficient to prevent HIV 

 (Coates et al., 2008, Crepaz et al., 2006). Their focus on an individual is found to be limited and 

fails to address the social, economic, environmental and political factors which increases 

vulnerability and limits ability of individuals to protect themselves (Seeley et al., 2012, Parkhurst, 

2013). For example, studies from sub-Saharan Africa highlight existence of harmful masculine 

gender norms  amongst men who view themselves as dominant over women, thus having multiple 

sex partners, refusing to use condoms, and engage in alcohol and substance abuse, putting 

themselves and their partners at greater risk of acquiring HIV (Dworkin et al., 2013, Fleming et 

al., 2016). The masculinities displayed in this example speak to the social factors embedded in 

cultural practices that affords men certain privileges and entitlement over women, who are 

expected to be submissive even when their safety is compromised (Mfecane, 2013, Jewkes et al., 

2011).   

 

While the initial response to the HIV epidemic in South Africa and in other parts in SEA were 

dominated by a biomedical and behavioural interventions led by the health sector, there is now 

increasing recognition of the importance of structural interventions which requires action by health 

and other sectors to address the social and structural  drivers of HIV (Parkhurst, 2013, Pronyk and 

Lutz, 2013b, Seeley et al., 2012). The multisectoral approach operationalises structural  
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interventions to address the complex interplay of the social and structural drivers of the epidemic 

(Rasanathan et al., 2017, Dean et al., 2013, Commonwealth Secretariat, 2003).  

 

1.5  Multisectoral action on HIV and AIDS 

 

There is increasing advocacy across disciplines about the importance of a multisectoral approach 

in addressing complex issues such as poverty, unemployment, HIV and AIDS, gender based 

violence. Many scholars have argued that these, and other health and development issues, can only 

be effectively addressed through pooling of resources, knowledge and expertise, and coordinated 

action by multiple sectors (Lee et al., 2018, Mikkelsen, 2015, Pelletier et al., 2018). Multisectoral 

action  is perceived as an enabling tool to facilitate mutual gain, and sharing of resources and risks 

(Tangcharoensathien et al., 2017). Multisectoral action (MSA), defined as action by multiple 

sectors including both government and nongovernmental actors, and health and non-health sectors, 

has become widely recognized as essential for addressing complex problems in society including 

health, development and other issues (Kanchanachitra et al., 2018, Salunke and Lal, 2017, 

Tangcharoensathien et al., 2017, Wickramasinghe, 2017).  The key emphasis in MSA is the joint 

action by various sectors (public, private, and non-governmental – including local and 

international organisations, academia and communities) working together towards a common goal 

(Kickbusch and Gleicher, 2012). MSA requires mediation of relationships, and engagement across 

organisational boundaries, between diverse sectors who share a common goal, but have distinct 

mandates, values and resources (Bennett et al., 2018).  
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The multisectoral approach has been widely advocated in the global response to HIV, as it aims to 

bring together multiple actors, to address an issue in a coherent and integrated manner (Gavian et 

al., 2006, Hellevik, 2012b, Pawinski and Lalloo, 2006). There is consensus that effective responses 

to most challenges can be achieved through integrated efforts which involve  a wide range of actors 

(Kickbusch and Behrendt, 2013). Noted in the literature is that the concept of MSA is used 

interchangeably with many other terms, in various disciplines. Terms such as intersectoral action, 

joined-up governance, public-private partnership, collaborative action are also used to refer to 

MSA. While related, not all of these terms have a similar meaning with MSA. Table 1 defines 

some of these related terms.  

 

Table 1: Definition of key terms  

 

Public private 

partnership 

A partnership between government and the private sector where efficiency in 

the delivery of the service is a key defining factor (Wong et al., 2015). 

Multisectoral 

approach 

Refers to deliberate collaboration among various sectors (e.g., government, 

civil society, and private sector) and departments (e.g., health, environment, 

and economy) to jointly achieve a policy outcome (Salunke and Lal, 2017). 

Multisectoral 

action  

Action involving multiple sectors including government, working together 

with non-government sectors towards a common goal (Jerling et al., 2016). 

Multisectoral 

collaboration 

A collaborative relationship, bringing together private-sector, government, and 

non-government organisations to tackle a range of complex social problems 

(Hardy et al., 2006).  

Collective action  Collective action refers to action taken together by a group of people whose 

goal is to enhance their status and achieve a common objective. Collective 

action differs from individual action by one person, and centres around the 

actions of the group. 

Collaborative or 

collective impact  

 

Combined effort by a group of stakeholders undertaking activities in an area 

where each stakeholder excels, in ways that support and is coordinated with 
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the action of others (Hanleybrown et al., 2012).  Achieving a common goal 

through collective action makes this concept similar to multisectoral action 

Collaborative 

governance  

One or more public agencies engage non-state actors in a collective decision 

making process that is formal and aims to make or implement public policy 

(Ansell and Gash, 2008). 

Intersectoral action Describes a collaboration involving the health department with other non-

health government departments such as education, social welfare, housing and 

others (Shankardass et al., 2012).Intersectoral action describes collaboration 

within government as a sector. 

Cross sector 

collaboration 

Sometimes referred to as multisectoral collaboration, describes integrated 

action by two or more sectors with varying approaches and ways of doing 

things including government, civil society and the private sectors working 

together towards a common goal (Bryson et al., 2006). Cross sector 

collaboration describes collaboration between government and other sectors 

outside of government. 

 

1.6 Lessons learned from implementation of a multisectoral approach to 

HIV and AIDS in Southern and Eastern Africa 

 

Multisectoral action has been adopted in programmes and policies aimed to address a range of 

issues in SEA. These include non-communicable diseases, nutrition, early childhood development, 

maternal health, education, gender, and other health and development issues (Juma et al., 2018, 

Jerling et al., 2016, Rasanathan et al., 2015, Lee et al., 2018). Most importantly, for this study, the 

multisectoral approach has been adopted in national responses to HIV and AIDS in countries in 

SEA. The rationale is that HIIV is complex and anything short of a multisectoral response is 

inadequate (Morah and Ihalainen, 2009).  UNAIDS - through the Three One’s principles, the 

World Bank - through the Multi-Country AIDS Programme (MAP), and the Global Fund - through 

the Global Fund to Fights AIDS, TB and Malaria (GFATM), have played a crucial role in 
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advocating for adoption of the multisectoral approach on HIV in countries in SEA (World Bank, 

2006, UNAIDS, 2004, Copson and Tiaji, 2002). As a condition for funding (from these 

international organisations), countries are expected to set-up multisectoral governance structures, 

develop multisectoral national HIV plans, and establish country level monitoring and evaluation 

mechanisms.  

 

National AIDS Councils or National AIDS Commissions (NACs) have been set-up in countries to 

function as multisectoral governance structures constituted by government, civil society, and the 

private sector. Working together, the NACs mandate includes policy formulation, resource 

mobilisation,  coordination, and monitoring and evaluation of multisectoral responses to HIV and 

AIDS (Gavian et al., 2006, Morah and Ihalainen, 2009, Hongoro et al., 2008). Different models 

were used in constituting the NACs; some NACs were largely driven by national departments of 

health whilst some were located in the President’s or Prime Minister’s office (Hongoro et al., 2008, 

Morah and Ihalainen, 2009, Munro, 2008).  

 

1.6.1 Successes and challenges of National AIDS Councils 

Some NACs have, to varying degrees, been successful in implementing their mandate of 

coordinating multisectoral responses to HIV (Morah and Ihalainen, 2009, Hongoro et al., 2008). 

There is a general consensus in the literature, Senegal and Uganda are often presented as examples 

of success in the coordination of HIV responses by NACs (Putzel, 2003, Morah and Ihalainen, 

2009). A number of factors have contributed to success, including having a strong civil society 

sector, and political leadership and support that created an enabling environment for NACs to 
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function effectively (Putzel, 2004c).  In Senegal, the NAC worked closely with the department of 

health, and the relationship was an enabler for success (Morah and Ihalainen, 2009).  

 

The literature further notes a number of challenges which limit NACs in SEA to function optimally 

and to fulfil their mandate. These include a lack of power to hold ministries/departments 

accountable, power struggles and unclear roles between NACs and departments of health, and 

difficulty in mobilizing resources, which perpetuates overreliance on external funding (Morah and 

Ihalainen, 2009). The location of NACs in the departments/ministries of health makes some NACs 

to be viewed as structures of departments of health instead of multisectoral governance structures 

(Munro, 2008).  Most lack skill and experience, and have high turnover of staff. They have multiple 

reporting structures, and monitoring and evaluation frameworks that look good on paper but are 

not implemented, while some AIDS Councils had no resources to implement their plans (Hongoro 

et al., 2008).  

 

There is confusion about the role of NACs, as to whether their function is either coordinators, 

implementors, or both. The is also confusion as to which factors explain their struggle to integrate 

HIV into the broader development agenda (Munro, 2008). The coordination role of NACs is about 

ensuring that all stakeholders - involved in the response to HIV -  implement HIV programmes in 

a harmonised and integrated manner. Whilst the implementation role is about the NAC being the 

implementer of HIV programmes.  While initially funded externally by the Global Fund, the US 

President’s Emergency AIDS Relief Plan, and the World Bank, the diminishing AIDS funding in 

SEA has been reported as one of the contributing factors to the failure of NACs to function in the 

best way possible (Hongoro et al., 2008, Morah and Ihalainen, 2009). 
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Different views have been expressed about the value-add of NACs in the response to HIV. Some 

authors see NACs as an organisational template, enforced by funders; while others have argued 

that NACs are not doing what is needed- which is coordinating the HIV response (Putzel, 2004a, 

England, 2006) Based on these and other reasons, there is a proposition by some scholars to 

restructure or to abolish NACs (England, 2006, Putzel, 2004a). In supporting the argument of 

abolishing NACs, England’s (2006) thesis was that multisectoral efforts on HIV through NACs 

shifts focus on other key issues needing to be addressed. On the contrary, other scholars argued 

that NACs are critical, and undertaking an essential task of coordinating multisectoral efforts in 

countries (Hongoro et al., 2008, Morah and Ihalainen, 2009). More research and country case 

studies on the role and effectiveness of NACs in the implementation of the multisectoral approach 

to HIV is needed in order to make evidence informed assessment. Furthermore, while the 

experience of NACs provides valuable lessons, little is known about the work of the other sub-

national levels of NACs (provincial, district and local AIDS Councils/Commissions) in the 

response to HIV in countries. This is a gap that needs to be addressed given that government in 

most African countries is constituted as a federal system, with different tiers/spheres of 

government. 

 

1.6.2 Multilevel response to HIV 

Multilevel is conceptualised in this research to refer to the multiple levels of government, which 

are the key areas in which the research has focused. South Africa is a federal state constituted by 

three spheres or level of government (national, provincial and local government). The three spheres 
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of government in South Africa have distinctive, but interrelated responsibilities and functions 

(Republic of South Africa, 1996). 

 

National government is responsible for developing policy frameworks, defining norms and 

standards for service provision, and distributing revenue in an equitable manner; provincial and 

local governments are responsible for implementing most public functions and for putting into 

effect (implement) the policies developed at national level (Republic of South Africa, 2003, 

Schneider and Stein, 2001). Any policy process in South Africa should involve all the three levels 

of government, that are expected to function in a cooperative, interrelated and interdependent 

manner (Republic of South Africa, 1996). In studying implementation of the multisectoral 

response to HIV in South Africa, I designed the research to be multilevel and explore all the three 

levels of government for an in-depth overview. Failure to include all the three levels in this 

research would have been a limitation, given the different functions that each level has in relation 

to others. 

 

1.6.3 Multisectoral approach, governance and health 

If implemented well, a multisectoral approach would contribute to improvement in health and  

address the social determinants of health (Juma et al., 2018).  MSA also relates to governance 

(Rasanathan et al., 2017). Governance is an evolving concept which has multiple definitions 

(Stoker, 1998, McQueen et al., 2012). In this research, governance is understood as a process of 

governing that involves multiple sectors (i.e. non-governmental sectors, private sectors, and 

communities) beyond government (Siddiqi et al., 2009). The UNDP (1997) defines governance as  

“complex mechanisms, processes and institutions through which citizens and groups articulate 
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their interests, mediate their differences and exercise their rights and obligation” (UNDP, 1997: 

9). The concept of governance also describes the actions and means adopted by a society to 

promote collective action and deliver collective solutions in pursuit of common goals (Dodgson et 

al., 2002).  

 

Governance is now recognized in low and middle income countries as a key determinant of health 

(Siddiqi et al., 2009, World Health Organization, 2010). There is an established understanding that 

addressing health determinants requires a broad array of actors in improving health outcomes 

(World Health Organization, 2018a, Sedibe et al., 2018). There is evidence that comprehensive 

health responses are those that involve integrated efforts of government working together with 

other non-government actors (Kanchanachitra et al., 2018, Rasanathan et al., 2017). Accordingly, 

there is now a growing interest in studying the  relationship between governance and health in its 

varied scales, including global health governance, governance for health, health governance, and 

other associated links (Kickbusch and Gleicher, 2012). Governance reflects in various global, 

regional, and national policy frameworks aimed at improving health and wellbeing (World Health 

Organization, 2018a). These include amongst others, the 2030 agenda on Sustainable 

Development, 2016 Political Declaration on HIV and AIDS, and the Health 2020. 

 

1.6.4 Governance and HIV 

Governance is “a key and decisive factor in the outcome of efforts to respond to the HIV and AIDS 

epidemic” (UNDP, undated ). Good governance is described as one of the determining factors of 

success in the HIV response (Kar, 2014, Putzel, 2004b). Evidence from countries has also 

established that effective governance is essential for an effective HIV response (World Health 
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Organization, 2018a, Kar, 2014).  Tackling the epidemic successfully depends on how well 

national responses are managed, funded and implemented (United Nations, 2001). Political will 

and leadership are essential to ensure that national resources are allocated for HIV related priorities 

and for mobilization of multi-stakeholders in the response to HIV (United Nations, 2001, Putzel, 

2003). All sectors of government and non-government sectors have a key role to play in ensuring 

that HIV is integrated in their policies and programmes (United Nations, 2001). 

 

While the link between governance and HIV has been established in the literature, little is known 

about the process, mechanisms and structures required to facilitate effective governance of HIV 

(i.e. how to action  (Gavian et al., 2006, Hellevik, 2012b). In most reviews of HIV policies, 

governance is often cited to be amongst the essential factors to enable successful implementation; 

yet little evidence or guidance about what it is, and how to do ‘good HIV governance. This is a 

gap for further exploration to expand the knowledge and to contribute to our understanding and 

implementation of the multisectoral approach to HIV. Renewed insights and literature about the 

contemporary governance of HIV is critical as new developments and advances in the global 

response – including those focused on TasP and on meeting the 90-90-90 targets continue to 

emerge.  

 

1.7  Problem Statement and justification of the research 

While the global efforts to address HIV to date are commendable, progress in Southern and East 

African countries including South Africa is far slower than what is required to meet the goal of 

ending AIDS by 2030. Responses to HIV and AIDS have remined slow and inadequate, while new 
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infections continue to emerge (UNAIDS, 2018). It is widely established in theory that MSA is 

needed to  respond to the complex challenge of HIV and AIDS (Bennett et al., 2018, Salunke and 

Lal, 2017). Yet little is known about how MSA works in practice. There has been limited reflection 

to understand factors that facilitate and hinder its effectiveness (Gavian et al., 2006).  Moreover, 

documentation of country experiences in implementing a multisectoral approach to HIV in SEA 

has been limited (Hellevik, 2012a). Evidence gaps regarding documentation of lessons learned 

from implementation of MSA remains to be filled. Without a thorough reflection on the process 

and documentation of experiences, evidence about effectiveness of MSA on HIV approach 

remains scattered and blurry, with limited knowledge about what works (and does not work), 

which can be used to inform theory, policy and practice.  

 

The literature specific to low and middle income countries has made limited progress in 

understanding how best to support implementation of  multisectoral action (Rasanathan et al., 

2017, Bennett et al., 2018). While NACs have been at the centre of coordination of the 

multisectoral approach on HIV in countries, there are no guidelines to inform their function 

(Putzel, 2004a). As a result, countries have embarked on a process of self-discovery, through trial 

and error.  

 

1.8  Research question 

The research question that is addressed in this research is: what is needed to effectively implement 

a multisectoral and multilevel approach to HIV in South Africa? 
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1.9  Aim and objectives 

1.9.1 Research aim 

This research aims to explore implementation of the multisectoral approach to HIV at national, 

provincial and local level in South Africa, and to develop a guiding framework to inform its 

implementation.  

 

1.9.2 Research objectives  

• To reflect on the experience of AIDS Councils in South Africa in implementing a 

multisectoral approach to HIV and AIDS in practice (at national, provincial and local level) 

• To explore South Africa’s experience on mainstreaming HIV and AIDS - in health and 

non-health sectors at national, provincial and local levels- and its contribution in 

augmenting a multisectoral approach to HIV 

• To develop framework that will inform multisectoral and multilevel approach to HIV and 

AIDS  

• To draw from key findings and make recommendations for an integrated governance 

response to HIV and AIDS in South Africa. 

 

1.10  Structure of the thesis  

This chapter (Chapter 1) has set out the scene for the study, presenting the literature review for my 

research, which includes an overview of the HIV epidemic, highlighting the progress made in the 

global response, the interventions used, and more importantly the remaining gaps that precipitated 

the need for a multisectoral approach to HIV - the key focus of this study.  The chapter describes 
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the multisectoral approach, and how it relates to the concept of governance and health, which is 

also a critical concept in this research. In exploring implementation of the multisectoral approach, 

this research focuses at national, provincial and local level, referred to as multilevel.  The research 

question, aim and the objectives of the research are then outlined in this chapter 1.  

 

The key concepts and frameworks that have informed the research process are discussed in chapter 

2. Chapter 3 presents and discusses the conceptual framework underpinning the research. The 

conceptual framework has been developed to assist in understanding the complexities of the 

multisectoral approach and its application to practice, drawing from various approaches in public 

administration, policy and governance studies and in public health research. The conceptual 

framework was applied in the framing of the research objectives, but most importantly used to 

inform data collection, analysis and synthesis of the research findings.  

 

An overview of research methods used in this research are then presented in Chapter 4. 

 

This research was done through publication route. The detailed findings of the study are presented 

in paper 1, 2 and 3 attached as appendices. The synthesis of key findings of the research are 

presented in Chapter 5. As a collective, the papers highlight the complexities of implementing a 

multisectoral approach at multiple levels, and make recommendations on how to address the 

challenges of multisectoral action at multilevel drawing from a case study of implementation of a 

multisectoral approach to HIV in South Africa. Another key contribution of the study is the 

proposed framework for multisectoral and multilevel collaboration detailed in paper 3.  
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Chapter 6 is a discussion section where the key findings of the study are discussed in relation to 

the existing literature. This chapter present an integrating narrative of the research, theoretical 

contributions and implication of the findings to policy and practice. The limitations of the study 

are also detailed in this chapter 6. 

 

The recommendations and conclusion are presented in chapter 7.  
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Chapter 2: Review of the thoeritical and conceptual frameworks 

This chapter presents and discusses the key concepts and frameworks that have informed the 

research.  These are outlined below. 

 

2.1  Multisectoral action and Multilevel governance 

There are two central concepts in this work: multisectoral action and multilevel governance. This 

research has explored multisectoral action at multiple levels of government in South Africa. 

Multisectoral action – which describes two or more sectors coming together to work towards 

achieving a common goal - has been discussed in detail in chapter 1. This research is a multilevel 

study exploring different levels of government. Multilevel governance is used in this research to 

refer to the three levels of government, namely national, provincial and local level, which are 

central in the implementation of MSA in South Africa. 

 

 In South Africa government is constituted of three levels or spheres (national, provincial and local, 

which are distinctive, interdependent and interrelated. The three levels of government have 

different functions and responsibilities that are provided in the Constitution of 1996. While 

national level is responsible for policy development, implementation happens at provincial and 

local level. Given these varied responsibilities, this research is a multilevel study that has focused 

at all three levels of government to understand how the multisectoral approach is implemented. 

Through the work of AIDS Councils and government departments at national provincial and local 

level, the research was able to explore factors that enable and hinders effective implementation of 

the multisectoral approach, and made recommendations to address the challenges. 
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2.2  The Social Determinants of Health Framework  

Social determinants of health are understood as “the social conditions in which people live and 

work” (WHO Commission on SDH 2005a, p. 4), which may have an impact on population or 

individual health. A comprehensive health response requires that we not only provide health 

service, but also address the underlying, social, economic and political determinants of poor health 

(WHO, 2005). The structural determinants manifest at various levels including at global, national 

and community levels, while the social determinants can be at the community and individual level 

(WHO, 2008). The Commission on Social Determinants of Health (CDSH) developed a 

framework (showed in Figure 1) which describes how health outcomes are influenced by both the 

social and structural determinants (World Health Organization, 2010).  Together, the two (social 

and structural determinants) influence equity in health and wellbeing (World Health Organization, 

2010). The structural determinants of health encompass the socioeconomic and political context 

including governance, policies, cultural and social values, and socio-economic position; whilst the 

social determinants of health encompass material circumstances, psychosocial circumstances, 

behavioral and/or biological factors (World Health Organization, 2010).  

 

The CSDH framework  provides guidance regarding the need for intersectoral policy approaches 

to address the social and structural drivers (World Health Organization, 2010).  The CSDH 

framework was applied in this study to conceptualize the multisectoral collaboration process 

required in addressing HIV. The CSDH framework provides key direction for action in 

accelerating the response to HIV, directing focus on creating an enabling socioeconomic and 

political environment for implementation of HIV interventions, and on tackling the material 

circumstance, behavioural, psychological and biological factors which contribute to risk and 
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susceptibility to acquisition of HIV. A social determinants framework can be used as an all-

encompassing tool to conceptualize prevention and response, taking into consideration the 

complex and multiple drivers of the HIV which prompts for multisectoral action.  

 

Figure 1: Social Determinants of Health Framework 

 

 

 

 
 

Source: WHO (2010). 
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2.3  Walt and Gilson policy analysis triangular framework 

The Walt and Gilson framework shown in Figure 2 is an analytical model which is used to 

understand the process of  implementation of the multisectoral approach  (Walt and Gilson, 1994). 

The framework has been widely used in health policy research to analyse a number of health issues 

including mental health, health sector reform, tuberculosis, reproductive health and antenatal 

syphilis control (Gilson and Raphaely, 2008).  It is grounded in a political economy perspective, 

focused on four related factors critical to understanding public and health policymaking and 

implementation: actors, policy content, contextual factors and process. (Walt and Gilson, 1994).  

 

The framework was used to reflect on the actors, the content, the context and the process involved 

in implementation of the multisectoral approach aimed to achieve the goals of the National 

Strategic Plan on HIV in South Africa. In particular, the research focuses on the multisectoral 

implementation process involving government, civil society and the private sector on 

implementation of the multisectoral approach to HIV. Through the application of the policy 

analysis triangle, I explored the relationship (interrelatedness) between the four factors (content, 

actors, context, and process) and how together, they contribute or influence implementation of 

MSA.   
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Figure 2: Policy triangle - a model of policy analysis 

 

 

 

 

 

  

 

 

Source: Walt and Gilson, 1994. 

 

2.4  Multisectoral collaboration frameworks, models and approaches 

The study also draws from the applicable multisectoral collaboration frameworks, models and 

approaches from the existing literature in public health, governance and in public administration. 

This was done in order to draw from the advances and contributions made in understanding 

multisectoral action and collaboration to address complex social problems such as HIV and other 

development issues of the 21st century. In understanding the phenomenon of collaboration, this 

research draws from the literature on collaborative governance  (Ansell and Gash, 2008, Emerson 

et al., 2012), cross sector collaboration (Bryson et al., 2006, Bryson et al., 2015), collective impact 

(Hanleybrown et al., 2012), governance of multisectoral action (Rasanathan et al., 2017, Kar, 

2014) multisectoral approaches in public health (Kanchanachitra et al., 2018, Tangcharoensathien 

et al., 2017), and the literature on collective action (Hardin, 2015, Ostrom, 2007, Olson, 2009). 

 Context 

  Process Content 

Actors  



 40   

Together, this literature was used in developing the framework for multisectoral and multilevel 

collaboration which aims to contribute to knowledge about multisectoral action or collaboration. 

Collaboration is a collective activity that is often used interchangeable with other terms such as 

cooperation and coordination (Elliot, 2007). Understanding the difference between coordination, 

cooperation and collaboration provides insight about collective action (Gulati et al., 2012). While 

all the three concepts refer to collective activity aimed at a shared pursuit, they have different 

connotations (Elliot, 2007). To coordinate is to harmonise activities or processes, and to bring in 

order to parts of a whole (Elliot, 2007). In coordination, the benefit of working together is not 

critical, but each part needs to know what, when, and how to do what needs to be done (Figueiredo, 

2008). Cooperation defines a process where all stakeholders recognizes the benefit of working 

together and are willing to engage in collective efforts, provided individual aims and autonomy 

will not be sacrificed (Figueiredo, 2008). Collaboration represents another level of collective 

action  where stakeholders have a common mission or shared goal, work together to find solutions 

that will benefit all of them (Thomson and Perry, 2006, Figueiredo, 2008).  

 

2.5  Whole of Society and Whole of Government approaches  

In this study, we recognised that given the broad array and complexity of HIV determinants, there 

are various actors that have a role in the response to HIV. As such the Whole of Society (WoS) 

and Whole of Government (WoG) approaches were applied to frame the study. MSA as a process 

is explicitly embedded in the WoG and WoS approaches (Kickbusch and Gleicher, 2012).  
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The Whole of Government also referred to as joined up government or network governance is a 

term describing a group of responses to the problem of fragmentation, designed to increase 

integration and coordination in the public sector (Christensen and Lægreid, 2007). In the WoG 

approach, public sector agencies work across portfolio boundaries, formally and informally, to 

achieve a shared goal and an integrated government response (Kickbusch, 2010). The Whole of 

government approach helped clarify the critical role of non-health departments within government 

that have a role in addressing the social and structural determinants of HIV. HIV is approached 

not as a health department issue, but a developmental issue that concerns other departments within 

the government sector. The WoG approach allowed us to think about and unpack the horizontal 

relations between departments which is critical in strengthening the government response to HIV 

(Christensen and Lægreid, 2008). A whole of government approach also acknowledges the 

diffusion of responsibilities between levels of government (vertical), which is useful to understand 

South Africa’s federal system with three spheres of government (national, provincial and local) 

that are interconnected. We were able to examine through the application of the WoG, relations 

(horizontally) between government departments, and (vertically) between levels of government. 

Christensen and Lægreid (2008) work was also drawn in to further our understanding of the 

government sector response, and how the vertical and horizontal coordination is undertaken on the 

response to HIV.  

 

The Whole of Society approach expands the WoG approach, emphasising the important role of 

non-government sectors such as the private sector and civil society and communities in addressing 

complex societal problems (Kickbusch and Gleicher, 2012). The WoS describes collaborative 
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governance efforts where all sectors of society  work towards a common goal (Kickbusch and 

Behrendt, 2013).  

 

The WoG and WoS approaches are implemented in a context where there is a need to address 

complex societal problems and complex policy issues (Kickbusch and Gleicher, 2012). WoG has 

mainly been applied in the health sector, but its popularity and application is growing in the field 

of development. Both WoG and WoS approaches are needed when society is facing a problem for 

which disaggregated interventions have failed, and integrated efforts of a range of national actors 

is required. Effective implementation of these governance approaches requires a shared 

understanding of the problem and a shared commitment to its possible solutions, and must be 

adapted to the context where they apply (Kickbusch and Behrendt, 2013). In this study, the two 

approaches provided guidance regarding the unpacking the multisectoral action between 

stakeholders horizontally, across the whole of society (public sector, private sector and civil 

society) and vertically across the whole of government (between departments and levels of 

government). Both approaches are key and provide a multisectoral framework that can be used 

when developing interventions to tackle the social and structural determinants of HIV (Kickbusch 

and Behrendt, 2013).  

2.6  Health in All Policies 

With the shift to the understanding of health as being more than a bio-medical issue came the 

awareness of the importance of other actors in improving health and wellbeing (Baum and Laris, 

2010). Within the health sector, Health in All Policies (HiAP) was developed to ensure that all 

public policies in health and other government departments (sectors) systematically took the health 



 43   

implications of decisions, sought synergy and avoided harmful health impacts (World Health 

Organization, 2013). It aims to achieve policy coherence (in part through Health in All Policies) 

and to improve effectiveness and efficiency, with a focus not only on policies but also on 

programme (implementation) and project management (World Health Organization, 2014). 

Implicit in the HiAP is recognition that addressing the social, economic and other determinants of 

health requires interventions outside the health sector  (Cook et al., 2013). While health gains 

might not be a priority for other sectors, health is a critical indicator of social and economic 

development (Ollila et al., 2013).   HiAP provides a framework that can be used to bring in non-

health sectors to address determinants of health. It was integrated in this work to conceptualize 

and reflect on how non-health department can engage in the multisectoral response to HIV, which 

has for the long-time been understood as a health sector issue.  

 

2.7  Mainstreaming of HIV 

2.8 Vertical and horizontal coordination 

Mainstreaming is one of the key concepts applied in this study which emphasises working across 

sectors. The concept of mainstreaming is widely used across a range of development sectors more 

so in gender, disability and old age (Daly, 2005, Seddon et al., 2001, Perrig-Chiello and Hutchison, 

2010). Mainstreaming is defined as the process of analysing how a particular issue impacts on 

sectors  now and in the future, both internally and externally, to determine how the sectors should 

respond based on their comparative advantage (Elsey et al., 2005). The aim of mainstreaming is 

to integrate health and other developmental issues in policies and programmes of various sectors 

to address direct and indirect causes, and to achieve joint outcomes (Esley and Kutengule, 2003).  
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The mainstreaming process facilitates multisectoral action, only when it is implemented as a 

continuous process and not as a once-off intervention (Esley and Kutengule, 2003) on issues that 

are not a direct function of sectors. Given the connection between the concept of mainstreaming 

to multisectoral action, it was critical that we reflect on the experience of non-health departments 

and how they integrate HIV in their policies and programmes, to understand the extent to which 

the mainstreaming approach contributes to multisectoral action.  

2.8  Vertical and horizontal coordination 

Christensen and Laegreid provide a theoretical description of the different forms of coordination 

in a multilevel system. They distinguish between external-internal dimensions of coordination and 

vertical-horizontal dimensions of coordination (Christensen and Lægreid, 2008). Vertical 

coordination describes a hierarchical relationship which can be from upwards (central or national 

government) to downwards (local government), while horizontal dimension describes a network 

based system of coordination between organisations on the same level (Christensen and Lægreid, 

2008). This thesis draws from the later dimensions of coordination (vertical- horizontal 

dimensions), which are used to reflect on the relationship between and within the different levels 

of government involved in the multisectoral response to HIV. 

 

2.9  Collective action 

One of the concepts related to multisectoral action is collective action. Collective action describes 

action taken together by a group of people whose goal is to enhance their status and achieve a 

common objective (Hardin, 2015, Ostrom, 2007). Through their work, Ostrom, Olson, and others 
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contribute to our understanding about collective action, including key factors that affect the 

likelihood of successful collective action (Hardin, 2015, Olson, 2009, Ostrom, 2002, Ostrom, 

2007). Olson (2009) discusses the logic of collective action and challenges the assumption of most 

group theories stating that individuals would simply and voluntarily engage in a group, and pursue 

a common goal until the end. He argues that no self-interested person would contribute to the 

production of a public good.  Rather that rational, self-interested individuals will not act to achieve 

common or group interests, unless there is coercion or a special device to make individuals act in 

their common interest (Olson, 2009). The basis for his argument was that one who cannot be 

excluded from obtaining the benefits of a collective good, once the good is produced, has little 

incentive to contribute voluntarily to the provision of that good (Olson, 2009). According to Olson 

the size of a group is not so important, but how noticeable each person’s actions are. It is about 

each member’s contribution to the group that is important instead of the size of the group (Olson, 

2009). 

 

In her work on Governing the Commons, Ostrom (2007) writes about  the tragedy of the commons, 

and the prisoner’s dilemma to describe problems that individuals face when attempting to achieve 

collective benefits. She explains the “free rider” risk that is likely to result from collective action 

(Ostrom, 2007). When members in a group cannot be excluded from the benefits that are likely to 

be achieved in a group, each person is motivated not to contribute to the joint effort, but to free-

ride on the efforts of others (Ostrom, 2007).  Drawing from Ostrom’s work we learn that the risk 

of “free riders” might be amongst the factors that inhibit MSA if it is not taken into account. 
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The Tragedy of the Commons  

The tragedy of the commons describes the challenge that is likely to happen when there is common 

ownership of various natural resources. It symbolizes the degradation of the environment, which 

is expected whenever many individuals use scarce resources in common (Ostrom, 2007). It 

describes the challenge in an “open to all system” where users have access to common pool 

resources, and there is least care upon the resources. The tragedy  is in  the likelihood of 

deterioration of the common, where everyone thinks primarily about themselves, and hardly about 

the common interest (Ostrom, 2007). The tragedy of the common is likely to manifest in any 

multisectoral effort, where a group might initially be established to achieve a common goal, and 

as time progresses, individual sector’s interest become a priority over the group’s interests. 

Awareness and establishing mechanisms to manage the tragedy of the commons is important in 

multisectoral efforts. 

 

The Prisoner’s dilemma 

A prisoner’s dilemma is a non-cooperative game in which all players have complete information 

about the game (Ostrom, 2007). They understand the structure of the game, and the benefits 

attached to outcome. Communication among the players is prohibited or impossible, unless it is 

modelled as part of the game. If any verbal agreements are taken, none of those are binding to 

members. For a two players game, players can either choose to “cooperate” or to “defect”. 

Cooperate strategy allows both players to benefit, but on the defect strategy, each player opts for 

self-interest which would allow the greatest benefit to him or her. When both players choose their 

dominant strategy, to defect, they produce an equilibrium and they obtain zero profit (Ostrom, 

2007). A Pareto- optimal outcome results when there is no other outcome preferred by at least one 
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player that is at least as good for the others. In the two-person prisoner’s dilemma game, both 

players prefer the (cooperate, cooperate) outcome to the (defect, defect) outcome. Thus, the 

equilibrium outcome that would result is Pareto-inferior. The Prisoners dilemma challenges our 

understanding about rationality, particularly the presumption that individual rational strategies 

(choices) lead to collectively rational outcomes; which is not always the case. The Prisoner’s 

dilemma suggests that cooperation is impossible for rational players (Ostrom, 2007). As we 

explore multisectoral action, we should continuously assess and monitor the level of cooperation 

by rational sectors involved, and how that impacts on the outcome of the process.  

 

Theories of collective action 

In her work on Governing the Commons. Ostrom (2007) discuses two theories of collective action 

(theory of the firm and theory of the state). The two theories respond to the three problems of 

collective action and provide an explanation for one way in which collective action can be 

achieved. The three problems are (i) the problem of supply that relates to the question about which 

kind of institution to choose, and what rules to govern collective action amongst the group; (ii) the 

problem of credible commitment: which is about the likelihood that some participants in a group 

may want to increase their benefits and breaking the rules, leading to an assertion that a long-term 

commitment can’t be made; and the (iii) the problem of mutual monitoring which states that 

individuals will not monitor themselves, even if they set up the rules themselves (Ostrom, 2007).  

 

The theory of the Firm 

In the theory of the firm, an entrepreneur recognizes an opportunity to increase the return that can 

be achieved when individuals are involved in an interdependent relationship (Ostrom, 2007). He 
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then negotiates contracts with participants and specify how they are to act in a coordinated, rather 

than independent manner. Each participant voluntarily chooses whether or not to join the firm, but 

gives the entrepreneur discretion over some choices, as an agent of the entrepreneur. After paying 

each agent, the entrepreneur retains residual profits (or absorbs losses) (Ostrom, 2007).The 

entrepreneur is highly motivated to efficiently organize the activity and to ensure that agents have 

contract that will induce them to act so as to increase the returns, while he/she monitors the agents’ 

performances (Ostrom, 2007). The entrepreneur can terminate contracts for non-performance at 

his or her discretion to his benefit, and the participants or agents get payed for their work by the 

entrepreneur and he gets the return of the work (Ostrom, 2007). The entrepreneur has the goal of 

highest efficiency and gets any surplus, and he has an incentive for efficient organizing and 

monitoring the participants (Ostrom, 2007). 

 

The theory of the State 

This theory posits a ruler or state that recognizes that substantial benefits can be obtained by 

organizing some activities (Ostrom, 2007). The ruler has the monopoly on the use of force, and 

can use coercion as the fundamental mechanism to organize a diversity of human activities that 

will produce collective benefits (Ostrom, 2007). The ruler gets cooperation from subjects by 

threatening them with severe sanctions if they do not provide the resources, and uses the resources 

obtained to increase the general level of economic well-being of the subjects (Ostrom, 2007). 

Rulers, like entrepreneurs, keep the residuals; subjects, like agents, may be substantially better off 

as a result of subjecting themselves to the coercion exercised by rulers (Ostrom, 2007). The only 

risk for the ruler is the likelihood of rebellion from individual participants should he apply 

measures that are too oppressive (Ostrom, 2007).  
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In both the theory of the firm and the theory of the state, the burden of organizing collective action 

is undertaken by one individual (the entrepreneur or the ruler), whose get the returns from the 

surplus generated (Ostrom, 2007). Both involve an outsider taking responsibility for supplying the 

needed changes in institutional rules to coordinate activities and allow for collective action 

(Ostrom, 2007). They make credible commitments to punish anyone who does not follow the rules 

of the firm or the state. They also monitor the actions of agents and subjects to be sure they conform 

to prior agreements (Ostrom, 2007). These theories raise the question whether multisectoral 

structures should be self- organizing or whether there is a need for an entrepreneur or the ruler who 

will set the rules and coordinate activities to allow for collective action. What are the chances that 

a multisectoral structure will voluntarily act on its own to achieve a common goal without enforced 

cooperation by either a Firm or a State? Both theories thus suggests ways in which multisectoral 

arrangements (collective action) can come administered, how credible commitment (by sectors) 

can be enforced, and the need for monitoring of the process (Ostrom, 2007). 
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Chapter 3: Conceptual framework of the study 

In Chapter 2 I have outlined and discussed the key frameworks and concepts, which have informed 

the research. This Chapter is a continuation of chapter 2, where I discus the conceptual framework 

underpinning the research. The conceptual framework draws from the key frameworks and 

concepts discussed in chapter 2. 

 

3.1  Conceptual framework  

This research draws from the theories of collective action, and from models, frameworks and 

approaches on MSA from disciplines other than public health. The study draws from the two 

theories of collective action: the theory of the firm and the theory of the state. While not specific 

to MSA process, the two theories of collective action: the theory of the firm and the theory of the 

state informed understanding about collective action and group behaviour. Existing frameworks 

and approaches to MSA that were relevant to this work were developed in public administration, 

and not specifically designed to study public health issues (Ansell and Gash, 2008, Bryson et al., 

2006, Emerson et al., 2012, Hanleybrown et al., 2012). Within the field of public health, a number 

of key concepts were found, and these concepts have been used by other scholars in their 

deliberation about the multisectoral approach (Kanchanachitra et al., 2018, Rasanathan et al., 2015, 

Sanni et al., 2018). While the concepts were useful, they were not comprehensive to explain and 

inform the process of MSA implementation in practice. In the light of this gap, I have developed 

a conceptual framework that has informed this research. The conceptual framework is presented 

in Figure 3.  
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The fundamental premise of my conceptual framework is that it highlights the complexity involved 

in the process of multisectoral action – involving sectors with different ways of working. The 

conceptual framework further illustrates the complexity of implementing multisectoral action at 

multilevel of government (national, provincial and local level), which makes the process even 

more challenging to ensure there is coordination harmonisation of activities. This research also 

draws from key frameworks and concepts (applicable in this research) in public administration, 

public health and governance literature. Drawing from this multidisciplinary literature has allowed 

me to engage with the complexities of the process of multisectoral action. The review of existing 

frameworks relevant to MSA in public administration highlighted a limitation in the existing 

frameworks, which are focused on defining preconditions and perquisites of MSA, with a limited 

attention to process.  This research fills the gap by defining key process elements that are essential 

for effective implementation of the multisectoral approach to HIV (discussed in paper 3 and 4). 

We draw from the governance literature, Whole of Society and Whole of Government approaches, 

and literature in public health, Health in All Policy and Mainstreaming (paper 1 and 2) that speaks 

to the process of multisectoral action. The social determinants of health framework (in box 2) has 

further enabled me to engage with the complexity of the MSA, clarifying the causes of poor health, 

highlighting the importance of addressing the social and the structural drivers when addressing 

health (box 1). The application of the social determinants of health framework in strengthening 

implementation of the multisectoral approach to HIV draws attention to extend focus beyond the 

health sector, and consider the essential role of other non-health sector. 

 

Box 3 alludes to the challenges to which the multisectoral approach aims to address in relation to 

the epidemic of HIV and AIDS in South Africa. The policy analysis triangle adopted from Walt 
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and Gilson (1994) depicts the interconnection between the actors involved, the context in which 

MSA is implemented (Paper 1 and 2). As highlighted in the findings of the research, 

implementation of the multisectoral approach does not happen in isolation. The context (e.g. 

resources, leadership, political support, coordination and collaboration) can either create an 

enabling environment or hinder effective implementation of MSA. The research findings have also 

illustrated the importance of capacity and skill amongst actors involved in the process of MSA, to 

be able to undertake critical task that are required in the process such as reporting, monitoring and 

evaluation (Paper 1 and 2).   

 

The conceptual framework also illustrates the process used in the development of the framework 

for multisectoral and multilevel collaboration that is proposed in this research. While informed by 

the findings of the research, the framework proposed in this research draws from the existing 

frameworks, models and approaches on MSA. The key frameworks, models and approaches 

includes collaborative planning, cross sector collaboration, collaborative governance, collective 

impact, multisectoral collaboration in health and governance in health discussed in paper 3. While 

the frameworks and approaches have benefitted the study, this research also fills the gap that has 

been found in the existing frameworks, which is elaborated in paper 3.  

 

In consolidating the PhD work, the conceptual diagram illustrates how the end connects to the start 

of the research process. The framework proposed in this research informs the recommendations 

on how to strengthen the design, implementation and evaluation of South Africa’s response to HIV 

through a process map that will be detailed in paper 4 (which was not yet published at the time 

when the thesis was finalised). Furthermore, I have used two thick arrows in the conceptual 
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diagram to indicate how the findings of this research can be used to inform the next NSP on HIV 

in South Africa. The conceptual framework indicates the importance of learning and adjustment 

as a critical component of the process of implementing a multisectoral approach.  
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Figure 3: Conceptual framework of the study 
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Chapter 4: Methodology 

This chapter describes the methodological approach that was used to answer the four aims of this 

doctoral research including techniques that were used for data collection and analysis.  The chapter 

also provides detailed information about how the study was designed and conducted. Together, 

this doctoral work aims to contribute to the literature on multisector collaboration, and provides 

evidence based recommendations to inform implementation of the multisector approach in 

practise. This is a multilevel study of implementation of the multisectoral approach to HIV at 

national, provincial and local level in South Africa. 

 

4.1  Study design 

This study used a qualitative research design to address the four objectives of the research which 

aimed to explore the multisectoral approach, and its implementation in practise, using a 

combination of qualitative methods. Qualitative research was selected as a suitable method for this 

study given its descriptive nature that allowed us to study the process and meaning through the 

lived and subjective experiences of participants (Atieno, 2009, Berg et al., 2004). A richer 

understanding of the multisectoral process requires a complex description of events to provide an 

in-depth analysis of how the process unfolded in practise. To achieve this, an exploratory case 

study design was used to understand how the multisector approach is implemented in practise, 

including a reflection of its challenges to make recommendations on how they can be addressed. 

A case study method is desirable to understand the “how” and “why” of the phenomenon under 

investigation (Yin, 2009). 
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4.2  Study sites  

The research draws from South Africa’s experience in implementing the multisector approach on 

the response to HIV and AIDS. South Africa is amongst the countries in the sub-Saharan region 

which bear the heavy burden of HIV, and a Commonwealth country where a multisector approach 

on the HIV response has been under implementation for more almost two decades, making it an 

interesting case to investigate. Government in South Africa is made up of three spheres, national, 

provincial and local level governments.  The three spheres of government have distinctive roles, 

responsibilities and function. National government is responsible for policy development, while 

province and local government are responsible for policy implementation. The research was 

conducted at all three levels of government for an in-depth exploration of the policy process from 

development at national, to implementation at provincial and local level, and to unpack the 

complexities of multisector collaboration when multiple levels of government are involved. 

Inclusion of three levels of government was motivated by an interest to understand the 

intergovernmental relations on the multisectoral response to HIV and AIDS. 

 

Mpumalanga province in South Africa was purposively selected for an in-depth exploration of 

implementation of the multisectoral response. The province with three of its districts (Ehlanzeni, 

Gert Sibande and Nkangala) and six of its local municipalities (Umjindi, Nkomazi, Chief Albert 

Luthuli, Msukaligwa, Emalahleni, and Victor Khanye) were included in the study based on their 

availability and willingness to participate in the research. Mpumalanga is one of the four provinces 

in South Africa with a high HIV prevalence (22.8%) among adults aged 15– 49, after Kwazulu-

Natal (27%), Free State (25.5%) and Eastern Cape (25.2%) provinces (Human Science Research 

Council, 2018). 
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Research was undertaken with multisectoral structures at all three levels of government as shown 

in Table 2. 

 

Table 2: AIDS Councils at national, provincial and local level  

 

National level Provincial level District level Local level 

South African 

AIDS Council  

Mpumalanga 

Provincial AIDS 

Council  

Ehlanzeni District 

AIDS Council  

Barbeton Local AIDS 

Council  

Nkomazi Local AIDS 

Council 

Gert Sibande 

District AIDS 

Council  

Msukaligwa Local AIDS 

Council 

Chief Albert Luthuli 

Enkangala District Victor Khanye Local AIDS 

Council  

Emalahleni Local AIDS 

Council  

 

 

South Africa has also adopted a developmental approach to HIV and AIDS which recognises the 

critical role of non-health sectors in the response to HIV, as such, the research aimed to explore 

how the multisector approach to HIV in health and non-health departments within the government 

sector, and this included: health, education, housing, human settlements, cooperative governance 

and traditional affairs and social development departments. Within each government department, 

the study aimed to explore how the multisectoral response to HIV is coordinated at various levels 

(national, provincial and local), and to explore intergovernmental relations and collaborations on 

the response to HIV between departments (health, education, human settlements, cooperative 
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governance and in social development).  Table 3 summarises the methodologies used and the study 

populations. Details on the specific methods are provided in the published papers (Paper I-III). 

 

Table 3: Overview of study population, data sources and methodologies  

 

Paper published  Study population and data sources Summary of methodology  

I 12 Key Informants including HIV 

Coordinators and District Technical 

Advisors 

Semi structured, in-depth interviews, 

using thematic content analysis  

67 AIDS Council members who 

participated in 6 FGDs at District and 

Local level 

Focus group discussions, using 

thematic content analysis  

9 Strategic and implementation plans of 

AIDS Councils at national, provincial 

and local level  

Document review, using Walt and 

Gilson’s policy analysis framework 

2 NSP policy processes, 1 PAC meeting, 

3 LAC meetings and  

Participant observations, 

documenting notes, using thematic 

content analysis 

II 9 officials from government 

departments  

In-depth interviews, analysed using 

thematic content analysis and 

Christensen and Lægreid framework  

4 HIV and AIDS plans of selected 

national departments  

Document review, using Walt and  

Gilson’s policy analysis framework 

3 department’s policy dialogues and 1 

national policy development process 

Participant observation documenting 

notes, using thematic content analysis 

III Review of existing literature and 

frameworks on multisector 

collaborations  

Review and synthesis of existing 

frameworks on multisector 

collaboration 

Informed by the findings of paper I & II Use synthesis and reflection on 

findings from paper I & II to develop 

a framework 
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4.3  Selection of participants and sourcing of documents  

In order to select participants to include in this research, the process of mapping was conducted, 

into two phases. I spoke to people we know who were involved in the HIV response even those 

that were not based in the departments of interest, who referred us to key contact people. 

Government departments were also contacted to explain the study and to ask for the relevant 

people to speak to at national level, who provided names of key contacts at provincial and at local 

level. A literature search of key HIV and AIDS policy document was done, going through the 

websites of government departments, while some of the documents were made available by key 

informants during interviews.  

4.4  Data collection  

Document review (I, II, III) 

A document review was conducted, also as a primary method of data collection about how the 

process of multisectoral action on the HIV response is understood, the planned approach and how 

it was actually implemented in various government departments in South Africa. This was done 

through the review of policy documents, strategies and progress reports on the multisector 

approach.  We also reviewed key documents of AIDS Councils at various levels of government 

and this included the AIDS Councils operational plans, and the minutes of some of the meetings 

that were previously held to acquire background information about the context in which the AIDS 

Councils operate. The documents provided supplementary research data. The information and 

insights that were derived from the documents contributed valuable knowledge base about the 

content of the policy documents, the planned process and the actual implementation of the 

multisectoral approach on the response to HIV in South Africa (Bowen, 2009).  
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A total of 13 key HIV and AIDS policy documents were reviewed (See Table 4). The process 

started with identification of documents to be reviewed, and followed by the review process. A 

document review guide (appendix 1) which was developed based on the objectives of the research 

and the conceptual framework of the study was used to systematically review the documents. The 

documents were treated like a respondent providing relevant information to the researcher. The 

researcher “asked” questions then highlighted the answer within the text (O'Leary, 2014).  

 

Table 4: List of documents reviewed  

AIDS Councils 

South African National AIDS 

Council 

• Let our Actions count: South Africa’s National 

Strategic Plan for HIV, TB and STIs 2017 - 2022 

• National Strategic Plan on HIV, STIs and TB (2012 – 

2016) 

• Enhanced progress report of the National Strategic 

Plan on HIV, STIs and TB (2016) 

• Financing the South African National Strategic Plan 

on HIV, STIs and TB (2014) 

• HIV & AIDS and STI Strategic Plan for South Africa 

(2007 – 2011) 

Provincial AIDS Council • Mpumalanga Strategic Plan for HIV and AIDS, STIs 

and TB (2012 – 2016) 

District AIDS Councils • Ehlanzeni AIDS Council Strategy (2012 – 2016) 

• Gert Sibande AIDS Council Implementation Plan 

(2012 – 2016) 

Local AIDS Councils  • Nkomazi Implementation Plan (2012 – 2016) 

• Barbeton AIDS Council Implementation Plan (2012 – 

2016) 

• Msukaligwa Implementation Plan (2012 – 2016 

Government departments 

Department of Health HIV Prevention Plan (2012 – 2016) 

Department of Social 

Development  

HIV and AIDS Prevention Strategy (2012 – 2016) 
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Department of Education Integrated Strategy on HIV (2012 – 2016) 

Department of Human 

Settlements  

Not available at the time of data collection and writing-up 

of findings  

HIV mainstreaming guidelines  

Department of Public Service and 

Administration  

Guidelines for Gender Sensitive and Rights-Based 

Mainstreaming of HIV in Public Service 

Department of Cooperative 

Governance and Traditional 

Affairs 

Framework for an Integrated Local Government Response 

to HIV and AIDS (2012) 

 

One of the limitations with the document review method was the lack of sufficient detail that we 

could derive from the review. The documents reviewed did not provide all the information we 

required to answer the research question. As such, other methods were used to elaborate and dig 

deeper into the issues that were prompted through the process of document review.  

 

Focus group discussions (I, III) 

Focus group discussions were held with six groups of AIDS Council members at district and local 

level. The group size was between 8 and 12 and the sessions facilitated by the researcher. Data 

collected from FGDs consisted of voice recorded group discussions among 8- 12 participants who 

shared their thoughts and experiences on the multisector approach and its implementation at local 

level. The focus groups not only provided information about the participants' experiences but also 

allowed participants’ space to discuss the differing individual experiences to make collective sense 

of them. The process allowed the researcher an opportunity to observe participants engaging in 

interaction (Berg et al., 2004). An FGD guide (See appendix 2) based on the objectives and the 

conceptual framework of the study was used to structure the discussion, while allowing 

participants space to elaborate on any other issues related to our discussion.  
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Key informant interviews (II, III) 

After the mapping exercise was conducted to identify key informants which were purposively 

selected based on their involvement in the response to HIV beyond the HIV workplace programme 

in departments, and their knowledge of the topic under investigation, we called and emailed to set-

up interviews with the respondents. A total of 20 in-depth interviews were conducted using an 

interview guide (appendix 3) structured according to the objectives, and the conceptual framework 

of the study. The interviews were used as a method to get new data and also to further explore the 

issues which were raised by the review of documents, which were unclear in the documents.  We 

were aware of the possibility of reactivity and respondent bias which could influence the process, 

and when such biases were suspected, respondents were referred to the information in the 

documents, to seek clarity where there were contradictions.  

 

Participant observations (I, II, III) 

I was a participant in both AIDS Council meetings at provincial, district and local level, and also 

attended three of the workshops by government departments aimed at developing a departmental 

strategy for HIV and AIDS. Participant observations allowed for naturalistic observation of 

interaction (Jorgensen, 2015). Unlike FGDs and interviews, this method allowed the researcher to 

observe and note what participants could not speak about, but which one can observe such as 

power dynamics, the tone used during the meetings, and other crucial information needed to 

understand the process and context in which the multisectoral approach is implemented. The 

rationale about being a participant was to partly manage the pressure that comes with being 

observed for participants, however, acknowledging that some could have still altered their 

behaviour and responses by virtue of having an external person participating in their meeting. To 



 63   

manage the process, the researcher made conversation aimed to build trust before the meetings and 

workshops to normalise my presence (Bonner and Tolhurst, 2002). 

 

4.5 Data management 

Data from FGDs and interviews which was audio recorded was stored in a safe and secure place 

prior to being transcribed and translated verbatim by the researcher. After transcription, all 

transcripts were electronically stored, and also in hard copies which were filed and stored safely. 

Notes from the document review and participant observations were typed and electronically saved 

as a backup, while hard copies were filed and stored in a safe place. The researcher also ensured 

that all the signed consent forms were stored in a safe place, only accessible to the researcher.  

 

4.6  Data analysis  

The analysis of data collected from documents reviewed, interviews, FGDs, and participant 

observations were analysed using both deductive and inductive approaches.  A deductive approach 

involve using a structure or predetermined framework to analyse data, while an in the inductive 

approach there is no predetermined structure or framework, data is used to derive the structure of 

the analysis (Burnard et al., 2008). The inductive approach was comprehensive and suitable to use 

in areas of the study where nothing was known about the study phenomenon, while the deductive 

approach was suitable when some parts of the study were known. Because of our knowledge of 

the structure of government in South Africa, we knew that coordination both vertically between 

spheres, and horizontally between departments. The deductive approach followed the framework 
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of Christensen and Lægreid (2008) which was used to structure the objectives, to collect and 

organize the data for analysis. While relying on the framework to structure the process, we allowed 

the themes to emerge from the data, which was in a limited form compared to what would have 

emerged using an inductive approach (Burnard et al., 2008). 

 

 An inductive approach was adopted to undertake a thematic content analysis method, which was 

used to systematically transform a large amount of text that were organized to allow us to  identify 

themes and categories that emerge from the data (Fereday and Muir-Cochrane, 2006, Erlingsson 

and Brysiewicz, 2017, Burnard et al., 2008). The process involved reading and re-reading the data 

to gain a general understanding of what the participants said or were expressing. The text was then 

divided into smaller parts which were used to formulate codes which were grouped to construct 

categories and to generate the themes pertinent in addressing the objectives of the study (Dahlgren 

and Emmelin, 2004, Burnard et al., 2008). 

 

As we undertaken the data analysis process, we were cognisant of the potential presence of biases, 

both in a document reviewed and from the researcher, to constantly ensure that we preserve the 

credibility of the research (O'Leary, 2014, Bowen, 2009). To manage researcher bias, the analysis 

process also involved my supervisors who constantly discussed the codes and the themes that were 

emerging from the process. While I was the main person who did the analysis, having two other 

people involved made the process to be transparent and rigorous.  
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4.7  Ethical considerations  

Ethics approval (M120657) to conduct the study was obtained from the University of 

Witwatersrand Human Research Ethics Committee (See appendix 4). The research conformed 

with the ethical principles of voluntary participation, no harm to participants, and we requested 

written informed consent for   participation, audio recording and for reporting on the job profile of 

some participants. The informed consent form is attached as appendix 5. Before each interview 

and the group discussion, the researcher informed the participants about the purpose of the study, 

procedures involved, risks and benefits of the study and their rights as informants.  Participants 

were also given study information leaflet (appendix 6) allowing time for them to read the leaflet 

and ask questions. A written consent was signed by the participants expressing willingness and 

permission to participate in FGDs and interviews. All interviews and FGDs were conducted in 

confidence and anonymity was guaranteed to ensure that the names of participants are not used in 

any published or unpublished material.  

 

4.8  Positionality of the researcher and reflexivity   

I had no previous relationship with the participants who were involved in the study. As an outsider 

(not a policy-maker, and not a member of an AIDS Council), the process of identifying and 

securing appointments, particularly KIIs was not easy. Some participants (mainly policy-makers) 

were not willing to participate, after several invites and follow-up on email and over the phone. I 

would argue that personal characteristics including race and ability to speak Swati, Zulu and 

Ndebele allowed for access to AIDS Councils, where most members spoke in native languages 
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during focus group discussions. Because I was able to speak in their languages, AIDS Council 

members were willing, and free to speak and express their views. 

 

All the participants that were interviewed and whom I had discussions with were aware that I was 

a researcher conducting research for my PhD. In my interaction, when conducting interviews, I 

assumed a position of a being a listener, interested in learning more about the work that participants 

were involved in. As a participant observer in AIDS Council meetings, I was also given an 

opportunity to introduce myself and the reason why I participated in those meeting, which was to 

learn more about the AIDS Councils and how they operate or function. I also made verbal and 

written contributions like everybody else during the policy development processes in which I 

participated. Throughout the data collection process, I had to keep myself in check not to dictate 

my views and opinions in the interviews, and to keep an open mind in order to capture new 

information (Bourke, 2014). I constantly reminded myself that the informants understood their work, 

challenges and successes, better than I did and that the exercise of interviewing them was to access 

their subjective views and perspectives (Bourke, 2014).  I was curious and probed for the meanings of 

the narratives of the participants (Denzin and Lincoln, 2005). Therefore, rather than assuming the 

meaning of what was said, I often probed as follows: “you have said that…, or did I hear you correctly 

when you said that…”. I probed in order to ensure that I do not impose my interpretation and 

understanding about what was said, but to learn from the participant’s expert position (Berger, 2015). 

I was also cautious of potential biases when analysis the data, and made deliberate effort to stick to 

what was said by the participants by including quotes to support conclusions drawn from interviews 

and focus group discussions.  
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Chapter 5: Findings 

This chapter presents a synthesis of research findings. The detailed findings of the study are 

presented in the three published papers that are attached as appendices (appendix 7, 8 and 9).   

  

5.1 Synthesis of findings 

Through the case study of the multisectoral response to HIV in South Africa, the research has 

shown that bringing together multiple sectors to work towards a common goal remains a challenge. 

It is not an end in itself, but a process that requires deliberate effort, and a structured process, which 

requires application of certain mechanisms in order to make it work. In paper 1 and 2 I have 

identified and discus the gaps that contribute to poor implementation of a multisectoral approach 

to HIV. In particular, paper 1 highlights the challenges experienced by the multisectoral 

governance structures (AIDS Councils) who are meant to coordinate implementation of the 

multisector approach at national, provincial and local level. The paper indicates that a lack of 

capacity and a lack of enabling environment hinders effective implementation of the multisectoral 

approach. Limited resources, lack of political support, and lack of a framework to inform the 

implementation process also limited effective implementation. As a result of these, and other 

factors, AIDS Councils, mostly at subnational level, were found to be weak and not able to function 

optimally. The design of the structure and how it operates has a major influence on the overall 

outcome of the collaborative.  Paper 1 further sets out the critical governance principles that are 

required for effective governance of HIV, and begins a discussion about the value-add of AIDS 

Councils in the multisectoral approach to HIV (Paper 1). 
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 Paper 2 reflects on the HIV mainstreaming approach, assessing its ability to augment multisectoral 

action on the response to HIV. It assesses progress made in mainstreaming HIV both in health and 

in non-health sector departments, exploring factors that have enabled and hindered the process. 

Complexities of a Whole of Government approach to HIV are highlighted, in particular, 

documenting factors that both enabled and hindered vertical coordination between levels of 

government, and horizontal collaboration between departments. Unlike in the past where HIV was 

an issue that only concerns the department of health, non-health sector departments are now 

involved in the response to HIV, have integrated HIV in their policies and programmes. The 

challenge is that some are still working in silos and that limits the mainstreaming approach to fully 

augment the multisectoral approach to HIV in South Africa. The research has indicated that both 

coordination and collaboration are critically important in facilitating an effective Whole of 

Government response to HIV. Thus, a model aimed to strengthen a whole of government response 

to HIV is proposed. It consists of a three-step process which not only encourages integration of 

HIV in policies and programmes of non-health sector departments, but coordination and 

collaboration on the HIV response. The model proposed in paper 2, aims to take forward the 

mainstreaming approach, and its contribution to the multisectoral approach to HIV.  

 

Drawing from the findings from paper 1 and 2, and the synthesis of existing frameworks, models 

and approaches on multisectoral action which has been done in paper 3, I propose a framework for 

multisectoral and multilevel collaboration (see Figure 4). The framework describes seven key 

components critical in a process of multisector collaboration: preconditions, key drivers, 

mechanisms, structures, administration, execution and evaluation.  
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Figure 4: Framework for multisectoral and multilevel collaboration 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Administration 

• Setting up meeting and sending out 
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• Measuring the outcome of the 
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The framework draws from the multidisciplinary literature in public health, governance in health 

and in public administration, making it unique and dynamic to engage with the complex challenges 

of modern society, including the social and structural drivers of HIV. The diagrammatic 

representation of the structure and process of multisector collaboration makes the framework to be 

easy to understand, approaching collaboration as a process that allows for learning and 

improvement, given that there is continuous monitoring and reflection on the outcome through-

out the process. 

 

Together, the findings of the research, presented in the three papers, not only have implications on 

how we understand the phenomenon of multisectoral action in theory, but on how we should 

approach implementation of the multisectoral collaboration in practice, which is currently poor in 

most LMICs. Paper 1 and 2 offered a qualitative set of evidence explaining the reason behind poor 

implementation, which contributes to the literature about the complexities of multisectoral action. 

Paper 3 contributes to the literature aimed to find ways to make MSA work given, its challenges. 

The proposed framework adds to the gaps in the existing literature on frameworks, models and 

approaches to MSA, and speaks to practice, outlining the process that needs to be followed to 

enhance implementation. Its contribution is also reflected in the suggested recommendations 

which are aimed to strengthen implementation of the multisectoral approach to HIV in South 

Africa which has been used as a case study in this research. The proposed recommendations are 

not only limited to South Africa, but can be implemented in other similar settings.   
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5.2 Thesis themes 

From the synthesis of the findings of the research presented in the three papers, four themes 

emerged: (1) governance of HIV; (2) challenges in implementing a multisectoral approach; (3) 

designing, implementation and sustaining multisector collaboration process in practice; and (4) 

beyond HIV to other complex health and development issues. The themes will be further discussed 

in chapter 6. Table 5 presents the thesis themes and show how the research themes connect to the 

three papers.   

 

Table 5 : Thesis themes and the original papers 

 

Theme Paper I 

AIDS Councils and their experience in 

implementing a multisector approach 

Paper II 

Mainstreaming of HIV and its 

contribution in augmenting a multisector 

approach 

Paper III 

Framework for 

multisector and 

multilevel collaboration 

1
. 

G
o

v
er

n
a

n
ce

 o
f 

H
IV

  Limited focus on processes and 

mechanisms of governing beyond 

establishment of governance structures:  

• lack of representation and 

perceptions of inequality between 

sectors; 

• poor relations and power dynamics 

between sectors; 

• lack of political leadership and 

support at local level; and budget 

constraints (unfunded mandate) 

Cross cutting impact of HIV, threatening 

effective functioning of government 

departments 

 

Struggle to integrate HIV to service 

delivery planning and budgeting processes 

in some  

 

Lack of accountability or punitive measures 

to enforce compliance  

 

Success on TasP and 909090 requires 

adherence to treatment (adherence 

dependent on a number of social and 

structural factors that cannot be addressed 

by one sector acting alone 

Key principles of good 

governance essential in 

implementation of the 

multisectoral approach  
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Theme Paper I 

AIDS Councils and their experience in 

implementing a multisector approach 

Paper II 

Mainstreaming of HIV and its 

contribution in augmenting a multisector 

approach 

Paper III 

Framework for 

multisector and 

multilevel collaboration 

2
. 

C
h

a
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g
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 i

n
 i

m
p
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m
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n
g

 a
 

m
u

lt
is
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r 
a

p
p
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a
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t 
m

u
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ip
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le
v

el
s   AIDS Councils experience number of 

challenges limiting effective 

implementation of multisector approach: a 

lack of capacity amongst members; 

national level structure is weak and cannot 

provide needed support; lack of guiding 

framework to inform establishment and 

functioning of the structure (SoPs); 

membership is continuously changing, 

affecting continuity; and lack of decision 

making powers amongst representatives of 

organisation 

Implementation of Whole of government 

approach in SA has been weak: 

 

Poor coordination within and poor 

collaboration between departments  

 

Unclear roles and responsibilities between 

departments 

 

Poorly coordinated reporting systems  

 

Lack of participation in IGR structures and 

in ACs 

Table 1 and 2 in the 

Framework makes 

recommendations to 

address the challenges  

3
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r 
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a
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p
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n

 p
ra
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e
 The current model of AIDS Councils is 

not effective 

 

 

 

 

The call for all government to mainstream 

HIV is idealistic (poor fit for departments’ 

mandate does not fit neatly 

 

Not all government departments should be 

involved in external mainstreaming (Call 

for rethinking of the Whole of government 

approach to HIV in SA) 

 

A model to take forward a mainstreaming 

approach that will make a positive 

contribution on the multisectoral approach 

is suggested 

Framework for multisector 

and multilevel 

collaboration 

 

Recommendations to 

inform the MSA in 

practice are proposed 

through the framework that 

has been developed.  

 

Drawing from the work, 

recommendations to 

strengthen South Africa’s 

multisector response to 

HIV are proposed 

 

4
. 

B
ey

o
n

d
 

H
IV

 MSA is necessary and possible (a 

thorough pre-analysis/reflection needs to 

be done before a decision to engage in it is 

taken)  

 

 

Current silo approach to mainstreaming 

does not augment whole of government 

response and limited in its ability to 

augment MSA:  strategy to encourage and 

incentivize collaborations required  

MSA is challenging and 

not a panacea, effective 

implementation should be 

a structured process, 

informed by context 
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Chapter 6: Discussion  

The thesis themes have been used to organise this discussion chapter. I start by discussing the four 

thesis themes (governance of HIV; challenges in implementing a multisectoral approach; 

designing, implementation and sustaining multisector collaboration process in practice; and 

beyond HIV to other complex health and development issues) and how they relate to the literature. 

The chapter proceeds by a discussion of the implications of the research findings to theory, policy 

and practice; and concludes by highlighting the limitations of the research.  As a whole, the 

research contributes to the body of literature about the complex process of multisectoral action, 

and makes recommendations aimed to strengthen its implementation in practice. 

 

6.1 Governance of HIV 

The link between governance and HIV has become more widely understood and acknowledged 

(Kar, 2014). There are published reviews on the impact of the epidemic and the demand it places 

on government services, including how government is affected, due to increase in the number of 

AIDS  related deaths amongst employees (De Waal, 2003, Poku, 2011). Others have emphasised 

the critical role of (good) governance on the efforts to control the prevalence and address the 

impact of HIV  (Putzel, 2004b, Whiteside, 2002). 

 

Our research has indicated that governance remains key in improving the response to HIV and 

AIDS. In line with the literature, our findings highlighted  the importance of  effective governance 

to accelerate the response to HIV (Godsäter and Söderbaum, 2017, Kar, 2014). Political 

commitment, sufficient investment of financial resources, and having a political champion driving 
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the agenda of multisectoral action on HIV were some of the key governance factors to facilitate 

effective implementation of MSA. While the study has highlighted these essential governance 

factors, we found that they were lacking in some levels of government. Our data has highlighted 

challenges at district and local level where political commitment, leadership and resourcing of 

multisectoral response is poor, slowing down effective implementation.  While the interconnection 

between HIV and governance seems to be established at national level in South Africa, its 

operationalization at lower levels of government remains a challenge. Focus has mainly been on 

establishment of multisectoral governance structures, with no support to facilitate optimal 

functioning. Multisectoral governance structures with representation from government, the private 

sector and civil society were established to coordinate the multisectoral response to HIV. However, 

established with a limited focus on governance processes and mechanisms to ensure that they 

effectively function, particularly at district and local level of government. As a result, 

implementation of the multisectoral approach to HIV was lagging at subnational. This research 

has highlighted that governance of HIV is not only about establishment of structures which 

constitute various sectors; but is also about setting-up processes and mechanisms to facilitate 

effective collaboration and working relations between sectors. What I call, key governance 

considerations for multisectoral action. 

 

The findings presented in paper 1 have highlighted governance considerations required to facilitate 

multisectoral action on the HIV response. These include making the process participatory for all – 

where all sectors are valued and their contribution recognized, capacity building and empowerment 

of individuals that are representing sectors, resourcing of the structure, building trust and good 

relations between sectors, and accountability. Collaborative structures that function outside of 
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these key governance considerations are likely to fail to achieve the purpose which they are set-up 

for. The multisectoral approach to HIV was implemented without systems put in place to enforce 

compliance and accountability at provincial and local level, which we argue are also key 

governance considerations for effective implementation of a multisectoral approach to HIV. 

Because of this limitation, there was no commitment to implementation of the multisectoral 

response to HIV, with some local AIDS Councils being established with no plans to inform their 

work. Some were just getting-by, without structured plans detailing objectives, activities, and a 

monitoring, evaluation and reporting framework. As a result, a number of activities that were 

undertaken as part of the response to HIV at local level were not included in the NSP progress 

report, yet so much work is been done.  

 

Through this theme, the research reiterates the importance of governance in the HIV response, and 

how it should be approached. Governance in the HIV response describes three critical components: 

governance structure, processes and mechanisms. Governance is not only setting-up structures 

constituted by government and non-government sectors; equally important are the mechanisms 

and processes – that are essential to facilitate collaboration between sectors. Similarly to what has 

been found in other studies, the research confirms that leadership is the most important element in 

governance of HIV (Kickbusch and Gleicher, 2012, Putzel, 2004b). Other critical considerations 

include setting-up processes and mechanisms to ensure good working relations between sectors 

such as building trust and defining communication and conflict resolution plans.  This research 

has also highlighted the importance of ensuring that leadership in multisector collaboratives should 

be associated with both an individual and the institution (sector), for continuity, in case the 

individual resigns from the sector they are representing. 
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Governance is also embedded in context (Barten et al., 2010). It should not be seen as something 

that is universally applicable nor a one-size fit all (UNDP, 2014). As a governance process, 

multisectoral action is not spared from the contextual influences in which it is implemented 

(Emerson et al., 2012). The contextual factors such as the political and policy environment can 

present as a barrier or an enabler to effective implementation of the multisectoral approach. Thus, 

it is important that the governance considerations proposed in this research are interpreted and 

aligned in context to which they are applied. The context in which these considerations are applied 

would, to an extent, determine their effectiveness (or not) in strengthening multisectoral action on 

the HIV response.   

 

While deliberations about governance and HIV are not unique to this study (De Waal, 2003, Putzel, 

2004b, United Nations, 2001, Kar, 2014), it is important that we continuously reflect. Governance 

is  a dynamic process that changes over time (Barten et al., 2010). It is crucial that our thinking 

about governance of HIV adapts and aligns with the developments in the global response to HIV. 

Rethinking about governance of HIV undertaken in this PhD is timeous, as we engage with 

advances in the approach to HIV prevention, particularly in the context of TasP, the 90-90-90 and 

the SDGs. It is an era that requires advocacy and reinstating the crucial role of non-health sectors 

in the response to HIV.  The prevention focus of TasP and the 90-90-90 approaches should not 

shift focus and the need to involve non-health sectors in the global response to HIV. Addressing 

the social and structural drivers of the epidemic remains critical and should be integrated and find 

space in the prevention focused TasP and the 90-90-90 approaches.  
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6.2  Challenges in implementing the multisector approach 

This research has noted that multisectoral action is used synonymously with many other concepts 

that are used in various disciplines.  While the terms are different, they all refer to the process of 

bringing together two or more distinct sectors to work together towards a common goal. There is 

no confusion about what MSA means in theory. But this research highlights enormous challenges 

in implementation of MSA in practice.  Bringing together government, civil society and the private 

sector to coordinate implementation of the multisectoral response to HIV in South Africa was 

characterised by a number of challenges. I have found that there was no guiding framework to 

inform the setting-up and operation of AIDS Councils. Lines of accountability were unclear. 

Members did not have all the necessary skills to enable them to make a meaningful contribution. 

Some sectors were represented by junior people, with no authority to make decisions or implement 

resolutions from AIDS Council meetings in their organisations. There were no systems to enforce 

commitment from members, which compromised continuity and progress, given the short 5-year 

time frame of the NSP. We also found that AIDS Councils do not have legitimacy to hold other 

stakeholders, that are meant to be involved in the responsible to HIV, accountable. A necessary 

requisite for someone or a group that is meant to undertake a task of coordination. The current 

model of funding AIDS Councils, through municipalities is also a challenge. Municipalities have 

other competing priorities. HIV and AIDS is either allocated a limited budget, or is an unfunded 

mandate in some municipalities.  

 

These challenges were also reported amongst NACs in other countries in Africa (Kenya, Ghana, 

Tanzania, Zimbabwe and Lesotho) where  location (either in the President’s Office, Premier’s 

Office or Ministry of Health), funding, poor monitoring and evaluation systems and lack of clarity 
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on roles and functions limited their ability to optimally coordinate the multisectoral response to 

HIV (Hongoro et al., 2008, Munro, 2008). The research conducted by the Centre for Municipal 

Research and Advise in South Africa found that some AIDS Councils are unclear of their mandate, 

as a result, they  struggle to advise, support and strengthen local government in their response to 

HIV (Maredi, 2011, Versteeg, 2008). The literature also shows that the challenges of multisectoral 

action observed in this study are not unique to HIV, but also noted in multisector collaborations 

aimed to address other issues  (Wickramasinghe et al., 2018).  

 

While this research confirms findings from other research regarding the challenges of MSA, data 

from this study has highlighted that the extent of the problem is even more exaggerated amongst 

AIDS Councils at sub-national level of government (districts and local municipalities). For 

example, capacity and resources was not indicated as a challenge at the national and provincial 

AIDS Council but an issue at district and local level. What this research and others have also shown 

is that while MSA is a required ideal, its implementation in practice is complex. MSA aims towards 

a difficult ideal  bringing together sectors with differing institutional logics, interests and values 

(Rasanathan et al., 2017, Bryson et al., 2006, Huxham et al., 2000).  What was unique in the 

pointing of the challenging nature of implementing MSA in this study is that it highlighted how 

the process even gets more complicated at lower levels of government, where there are limited 

skills and capacity for coordination, and multisectoral structures out-numbered by civil society 

sector with limited involvement of other sectors, there is lack of clarity about the process, and a 

lack of enabling environment to facilitate effective implementation.   
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Different views are documented in the literature about MSA. In their reflection, others argued that 

collaboration represents an ideal to which we aspire but sometimes fall short of achieving”  

(Thomson and Perry, 2006). Because  of the challenging nature of implementing MSA in practice, 

Huxham and Hibbert (2008) questioned whether the multisectoral approach should be adopted at 

all in addressing challenges in society. On the contrary, optimistic views were also expressed about 

MSA.  There are those that argue that MSA is the only  the  approach that allows for addressing 

issues in an integrated manner, drawing from resources, capacity and skill of various actors (Hardy 

et al., 2006, Gavian et al., 2006). Others have proposed that other alternative methods should be 

exhausted first, and that sectors should collaborate when there is some kind of collaborative 

advantage to be gained (Huxham and Vangen, 2005).  

 

While this research has noted the challenges of implementing a multisector approach, i assert that 

MSA is key in addressing the complex societal issues. Only through multisectoral action can we 

effectively address the upstream causes (social and structural drivers) of ill-health (of HIV). As 

noted by others, MSA is not a panacea (Huxham and Hibbert, 2008, Vangen et al., 2015). MSA is 

not only about establishing a multisectoral structure. It should be approached as a process that 

requires proper planning, and effort to make it work. The challenge remains in finding ways to 

address the implementation challenge to be able to tap into the full potential of MSA. As such 

AIDS Councils are still relevant. However, establishing them should not be seen as end in itself. 

In most countries in Africa, AIDS Councils need to be reconfigured.  Efforts need to be invested 

in establishing systems and mechanisms for effective collaboration. Multisectoral action on HIV 

should be a structured and a well-thought through process for it to be effective. Considering the 

challenges that comes with collective action including the“free rider” risk that is likely to be 
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present in the process (Olson, 2009, Ostrom, 2007). Experiences of successful implementation of 

MSA in the literature note the importance of enabling environment at national level, ensuring that 

there are clear guidelines for engagement, capacity and resources for effective MSA  (Juma et al., 

2018). Findings from this study suggests that efforts to strengthen AIDS Councils should not only 

be focused at national level, but attention be given to sub-national level structures (district and 

local level) where the challenges are even exaggerated.   

 

6.3  Design and implementation of multisector collaboration 

The findings from this study challenge the assumption that the multiple stakeholders who engage 

in multisector collaboration know what needs to be done when they engage in collaboration. The 

findings also challenged the underlying assumption that establishment of multisectoral governance 

structures is an end in itself, and that it will produce intended outcomes without a clear guiding 

process. As a contribution to theory and practise, a framework for multisectoral and multilevel 

collaboration is proposed to inform the multisector collaboration process from conceptualisation 

to the end of the process (see Figure 4). The framework provides clarity about how multisector 

collaborations should be designed; how implementation should be undertaken, and informs 

monitoring and evaluation of the of the process. The research contributes to the currently existing 

gap in the literature  about conceptualisation, planning and implementation of multisector 

collaboration as cited by several scholars (Glandon et al., 2018, Bryson et al., 2006, Thomson and 

Perry, 2006). 
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The findings indicate what should be the key elements in the design of multisector collaborations, 

which are: buy-in from all actors involved, recognised interdependencies amongst sectors, 

resources, good relations, shared understanding of the problem, working towards a common goal, 

having a plan that will inform the process, and ensuring members of the collaborative have capacity 

to accomplish the task. Related to the design, the research has indicated the importance of 

leadership in collaboratives.  Effective leadership inspires commitment and action (Woulfe et al., 

2010). The research has also shown how lack of leadership hinders effective multisector 

collaboration in practice. Leadership in a multisectoral collaborative should not be a ‘government 

only’ task, but a shared responsibility across sectors.  The literature supports the notion of shared 

leadership as a key factor that sustains collaboratives (Rasanathan et al., 2018). 

 

Given the limited leadership capacity identified in the study context and in many other similar 

contexts,  shared leadership will require building  leadership capacity across sectors and levels of 

government  (Rasanathan et al., 2017). Effective multisector action requires a shift from only 

having a government sector in the leadership role, which can create an impression that the 

collaborative is a government dictated initiative. Governance is about moving away from having 

government being the dominant actor, but establishing a working relationship between all sectors, 

as equally important stakeholders.  

 

Different conceptions exist in the literature about structure in multisector collaboratives 

(Sedgwick, 2016, Bryson et al., 2006). Definition of membership, and specification of roles and 

responsibilities as critical structure components in multisector collaboratives. Accountability 

becomes blurry and a likelihood of shifting responsibility when roles are not defined (Rasanathan 
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et al., 2018, Boston and Gill, 2011). Findings from this research has indicated that effective 

multisector collaboration requires that processes and mechanisms of communication, conflict 

resolution, decision making and managing power imbalances need to be predefined. Failure to do 

so impacts on commitment and ownership of the process. The research has also confirmed the 

interconnectedness of structure  and process, and how each cannot be effective in facilitating 

multisectoral action without the other (Bryson et al., 2006). Structure without defining mechanisms 

and processes for effective multisectoral action is insufficient, while mechanisms and process will 

not be effective without a well set-up structure.  

 

Implementation of multisectoral action should be a planned and a structured process, and not 

expected to just happen as a result of establishment of the multisector governance structure. 

Stakeholders involved in multisector collaboration should engage in a process and invest efforts 

to make MSA to work. Otherwise, it becomes structure without function. Our data has shown that 

resources are a critical enabler for effective implementation of MSA (Juma et al., 2018). Resources 

critical in multisector collaborations includes both human resource and financial resources 

(Woulfe et al., 2010).  Multisectoral structures that had limited resources in our research struggled 

to function optimally, with data highlighting problems with a single sector funded collaborative 

initiative. A joint financing model that is not only dependent on a government sector is needed to 

sustain multisectoral collaboration. This was similarly  found in other studies which noted that co-

financing, human resource and integrated tracking system were key areas to facilitate 

implementation of the multisector approach in other settings (Zaidi et al., 2018).  
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Given the limited clarity about measuring outcome of multisector collaboration in the literature, 

findings from this research emphasise the importance of making monitoring and evaluation of 

multisector efforts to be a continuous and not a once-off process only undertaken at the end. We 

have learned from the research how M&E becomes a challenging if it is not imbedded in the 

planning and the design of multisector collaborative. Addressing this challenge requires a culture 

shift away from silo competitive approach to embracing integrated effort in health and 

development work.  

 

This PhD has also highlighted that bringing together two or more sectors to work towards a 

common goal is a task that requires internal administration of the process. It is a task that needs 

dedicated people to do it. This research has shown how some collaboratives struggle to function 

effectively where there was no dedicated person to undertake internal coordination and to ensure 

that the collaborative operates smoothly. Administration of the collaboratives is supported in the 

literature, indicating the need for backbone support, and that such people need a certain skill to be 

effective (Hanleybrown et al., 2012).  

 

A framework for multisectoral and multilevel collaboration has been developed in this PhD (See 

Figure 4). It can be used to inform design, implementation, monitoring and evaluation of 

multisectoral collaborative. The framework contributes to the existing gap and need for guidance 

on " MSA execution in practice" across "multiple levels".  While the framework can be 

adapted for similar settings, it can be used to inform practice amongst AIDS Councils involved 

in implementation of the multisector response to HIV in South Africa. The framework shows 

how a generic set of ideas can be adapted for practice.   
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However, it is important to note that frameworks are representation of reality, and not reality 

itself. Their application to specific issues and context requires translation. Like other 

framework, the framework proposed in this study would require translation and application to a 

specific issue and context. Furthermore, because of the diversity of multisector collaboratives in 

practice; design should be informed by context (Bryson et al., 2015).  Mapping of the profile of 

actors involved, including strengths and resources they bring to the collaborative is also essential 

(Rasanathan et al., 2017). Willingness to collaborate is central to the process. Negotiation, which 

requires good communication and listening skills is critical in all stages of multisector 

collaboration (Koschmann et al., 2012).  Table 6 informed by the framework proposed in this 

research, makes recommendations about that can be used to strengthen implementation of the 

multisectoral response to HIV South Africa.  The table describes a synthesised set of constructs 

from experiences of AIDS Councils in South Africa, thus providing ideas that can be adapted 

for practice. 

 

Table 6: Mapping South Africa’s multisector response to HIV and AIDS 

 Guiding 

questions/statements 

What is needed What will it take to achieve  

P
re

co
n

d
it

io
n

s 
 

How to encourage 

recognised 

interdependencies 

Platform for interaction and engagement 

for improved collaboration on 

programmes within government and 

between sectors 

Strengthening IGR structures to 

enable effective whole of 

government approach, and structures 

that bring together government with 

non-government sectors to allow for 

an effective whole of society 

approach 

 

How to encourage 

buy-in   

Framing of the issue which the 

collaborative aims to address critical. 

Sectors should also see how they will 

Proper framing, clear 

communication of the problem  
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 Guiding 

questions/statements 

What is needed What will it take to achieve  

benefit, and participation be based on 

comparative advantage instead of 

involving everyone 

What funding model 

should be used  

Co-funding/ contribution to the 

response by all actors involved, based 

on the comparative advantage  

All actors including civil society and 

the private sector pulling their 

weight 

Type of relations 

needed 

Characterised by equality and respect 

for others and their views, and 

embracing the concept of ones instead 

of rivalry 

Investing of time and effort to build 

relations between sectors instead of 

making implicit assumptions about 

non-existent good relations 

K
ey

 d
ri

v
er

s/
 r

eq
u

ir
em

en
ts

  How to arrive at 

shared understanding 

of the problem and 

common goal 

There should be a process of 

negotiation, debating and clarification 

of expectations of sectors in relation to 

the mandate of the AIDS Council 

Open negotiation and engagement 

process that is formalised and 

facilitated  

Strategic planning  Time should be set aside by all levels of 

AIDS Councils to develop their plans 

defining the goals, activities and M&E 

and reporting framework at the 

beginning of the collaborative  

Empowering AIDS Council 

members with skills on strategic 

planning, and holding them 

accountable to ensure all are 

operating on a defined plan  

What form of 

leadership is needed 

The leadership role should be rotated 

between sectors. Undertaken by an 

individual with credibility who will act 

in this role, committing both him/her 

and his/her organisation for continuity 

 

The currently used model of political 

leaders sharing AIDS Councils is good 

practice but the role should be rotated to 

other sectors 

Building leadership skills across 

sectors to ensure a pool of good 

leaders across sectors  

What capacities are 

needed 

Dialogue and negotiation skills to allow 

deliberations; coordination, M& E and 

reporting skills  

Continuous training to build capacity 

and polishing the skill through 

practice  

S
tr

u
ct

u
re

  How should the 

governance structure 

be set-up and operate 

• Defined membership including 

roles and responsibilities of 

individuals and sectors for 

accountability  

• Clear SOPs that will inform day to 

day interaction 

A guiding framework to inform the 

setting-up and operation of AIDS 

Councils  
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 Guiding 

questions/statements 

What is needed What will it take to achieve  
M

ec
h

a
n

is
m

s 
 

 
 What collaboration 

mechanisms are 

critical for effective 

multisector response 

to HIV 

• Regular interaction that is planned 

• Effective communication and 

conflict management strategy and 

approach to address power 

dynamics 

• Being intentional about building 

trust, celebrating small 

achievements throughout the 

process  

A credible and multisector agenda 

driven leader who will champion and 

oversee the process based on 

principles of good governance 

including participatory and 

transparent decision making, respect 

and equality of voice 

A
d

m
in

is
tr

a
ti

o
n

 How should the 

administration of the 

AIDS Council be 

undertaken 

Appointment of an administrative team 

that will do internal coordination of the 

collaborative, working together with the 

leader; 

• Lead the process of development of 

the strategy or plan defining the aim 

and activities, and an M&E 

framework with clear indicators and 

targets   

• Convene the actors and making 

logistical arrangements 

• Document meetings, and follow-up 

action plans 

• Drive the monitoring, evaluation 

and reporting process   

• Documentation of engagements and 

following up action plans 

Skilled, and remunerated cadre of 

people who will dedicate time to do 

the task, which cannot be done by 

volunteers  

E
x
ec

u
ti

o
n

 What are the key 

activities during 

implementation of the 

plan 

• Overseeing the process to ensure 

that stakeholders are delivering on 

what is expected of them and that 

there is no duplication of activities 

• Conduct monitoring to reflect, learn 

and to adjust and realign activities 

as required  

Commitment from all sectors 

involved, and a credible leader who 

will oversee the process  
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 Guiding 

questions/statements 

What is needed What will it take to achieve  
E

v
a

lu
a

ti
o

n
 How should AIDS 

Councils be assessed, 

and how should they 

account 

• Contribution of the structure in 

achieving the goals of the NSP 

should be assessed at mid-term and 

at the end of the NSP process 

• Sectors should be accountable on 

their, linked to their role and 

contribution. This should be done 

on a quarterly basis, with annual 

reflection, and overall assessment at 

the end of the NSP process after five 

years. 

An involved national level structure 

that will oversee the process and 

capacitated sub-level structures 

(with representation from sectors 

that are) capacitated to undertake 

M&E and reporting. 

 

6.4  Beyond HIV to other complex health and development issues 

MSA is not only a key strategy for addressing HIV and AIDS, but also many other complex health 

and development challenges. These include non-communicable diseases, nutrition, child and 

maternal health, climate change, poverty and other issues (Sekamatte et al., 2018, Aarts et al., 

2011, Rasanathan et al., 2015, Östlin et al., 2006, Jerling et al., 2016, Juma et al., 2018). While the 

scope and nature of these issues differ, all of them are attributable to underlying social drivers and 

risk factors that lie outside the control of one sector, and require integrated effort of multiple 

sectors.   

 

Key findings, and lessons learned from the case of HIV in this study is relevant and applicable to 

other health and development issues that are listed above.  The framework for multisectoral and 

multilevel collaboration proposed in this research can be used to inform and guide the MSA 

process in nutrition, non-communicable diseases, child and maternal health, climate change and 

other issue, from design to evaluation of the process.  
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6.5  Theoretical contributions  

Through a reflection on South Africa’s experience on implementation of the multisectoral 

approach, this doctoral research fills the gap in the literature where little is known regarding where 

to focus in supporting implementation of MSA in practice. Similar to what others have found, this 

research highlights complexities of implementing a multisectoral approach in practice. The 

research has documented challenges involved in bringing together government, civil society and 

the private sector to work towards a common goal. Paper 1 documents the issues which includes 

amongst others poor planning and design of the structure, lack of leadership and a framework that 

will guide the process, power issues in the relationship, and the lack of trust amongst the sectors 

involved. The challenges of multisectoral action were further discussed in Paper 2, which makes 

a contribution regarding strengthening a whole of government approach to HIV (as a key 

component of MSA), noting the critical role of coordination and collaborations within government 

for an effective government multisector response to HIV. 

 

 The PhD also contribute to the literature on governance of HIV, in particular, proposing essential 

governance considerations for an effective multisectoral response to HIV. While governance has 

been mostly considered as a political term with not much connection to the public health discipline, 

the multidisciplinary approach to the concept of MSA, adopted in this doctoral research, has 

highlighted the important role of good governance to support effective implementation of MSA. 

The research suggests that establishment of multisector governance structures (e.g. AIDS 

Councils) by itself, is not multisectoral action. AIDS Councils are a structure or a vehicle for 

multisector action. Establishment of these structures (AIDS Councils) alone is not adequate for 

multisectoral action, but requires that governance mechanisms and processes are defined and 
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effected to make multisector collaboration to work. Multisectoral collaboration does not just 

happen as a result of setting-up multisectoral governance structures; it requires deliberate planning 

and investment of efforts to make it achieve what the process is set-up to achieve  

 

 This doctoral research also contributes insights on how multisectoral action should be approached 

in practice.  MSA is not an end in itself, but a process that requires intentional and structured 

planning from design, implementation and evaluation. It should be approached as an iterative 

process that will require flexibility, learning and modification, and be informed by the context in 

which is implemented.  A framework that was developed to inform the process of multisectoral 

and multilevel response to HIV in Paper 3 is also a key theoretical contribution of this doctoral 

research. It fills a gap that has been documented in the literature about the need to develop MSA 

frameworks that are specific to low and middle-income countries. Scholars have argued that the 

body of literature regarding frameworks and approaches to MSA has most entirely focused on high 

income countries (Bennett et al., 2018, Rasanathan et al., 2017). Drawing from the data collected 

from the South African context, the framework can also be used to inform other LMICs similar to 

South Africa. 

 

6.6  Implications for policy and practice 

The study has not only reflected on the process of multisectoral action and highlighted the 

challenges thereof, the framework proposed in this research can be used by policy makers and 

practitioners to inform their work.  The framework provides a road-map to help navigate the 

complex process of multisectoral and multilevel collaboration. Policy makers and practitioners can 
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use the framework to inform design, implementation, monitoring and evaluation of multisectoral 

collaborations. As noted in this research and by others, the framework does not suggest that 

multisector collaboration is easy. The findings suggest the need for more deliberations, and to find 

innovative ways to make multisector collaborations to work, given that no one sector can 

adequately address the complex health and development challenges of the 21st century. 

 

The visual description of the framework (Figure 4) and discussion of the process of multisector 

collaboration provides a tool that can be easily used by practitioners to inform their day to day 

work.  One of the key lessons from this study was that political leadership and support creates an 

enabling environment for effective implementation of MSA. Going forward policy makers need 

to consider this crucial role and be sensitised on how the governance decisions adopted could 

hinder or facilitate effective implementation of MSA in practice. This finding points to an urgent 

need to develop capacity of political leaders who understand and support MSA and its connection 

to good governance of HIV. While the focus of this doctoral research is on HIV, the policy 

implementation issues discussed in this work are also applicable to other health and development 

issues. Recommendations from this work can be used to inform policy makers working on other 

issues beyond HIV.  

 

6.7  Study limitations  

The study was conducted following qualitative research methods which provided rich contextual 

data from the perspective of the actors involved in the MSA process. However, the study would 
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have benefitted from utilisation of a mixed-methods approach which would have allowed for 

triangulation drawing from both quantitative and qualitative data.  

 

The use of the case study methodology employed in this research limits ability to generalize the 

findings of the research.  While the detailed analysis of the three districts within Mpumalanga 

province provides rich data for the PhD, I also acknowledge that I will not be able to generalize 

the findings across all the nine provinces in South Africa. The focus on one province does not 

allow for comparison to see how the implementation is undertaken in other provinces in South 

Africa.  

 

While the research aimed to reflect on the process of MSA, failure to reflect on the outcome is a 

limitation. The research could have benefitted from data that would have been collected at the end 

of term of the NSP to reflect on the outcome of the process from the perspective of policy-makers. 

This would have provided more information that will enhance our understanding of the process, 

including what worked and did not work.  

 

This research has proposed a framework which was further applied in Table 6 which describes 

a synthesised set of constructs from experiences of AIDS Councils in South Africa. The table 

provides ideas on how the framework can be adapted for practice amongst AIDS Councils in 

South Africa. This level of specificity is only limited to AIDS Councils and has not focused 

on other issues, given the focus of the research on HIV and AIDS. 
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Chapter 7: Recommendations and Conclusion 
 

7.1 Recommendations  

 

The SDGs have ushered the renewed interest for multisectoral action and present as a window of 

opportunity for strengthening implementation of the multisector approach to a wide range of 

development and health issues. However, research has shown that most multisector collaboratives 

are poorly implemented in practice, with very few that have been effective in achieving their goal. 

There are three major recommendations that have emerged from this this study. Firstly, 

strengthening governance of HIV, which includes finding innovative ways to support 

implementation and to make multisectoral collaborations to work effectively is needed.  This 

requires going-back to the principles of good governance including participatory and transparent 

decision making, equality and respecting of the views of all sectors, effective communication, 

conflict resolution, accountability and other critical principles. Effective governance of HIV will 

ultimately strengthen efforts to address the social and structural determinants of HIV, a necessity 

in achieving the goal of ending AIDS by 2030.  

 

Secondly, there is a need to support implementation and address challenges of MSA in SEA 

through building capacity of those that are involved in its implementation in practice. Focus should 

be directed at subnational level (districts and locals), where multisectoral governance structures 

entrusted with coordinating multisector collaboration processes have limited capacity and skills, 

and there is lack of an enabling environment to facilitate effective implementation of the 

multisectoral approach. 
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Thirdly, there is a need to invest efforts to test existing frameworks, including the one proposed in 

this PhD, which can be used to inform the process of MSA theory development. Currently, there 

is no theory, that we know of, to study MSA, and this is a gap to be addressed in future research.  

 

7.2 Conclusion  

The opportune policy window for MSA is extensive, and recently reinvigorated by the SDGs 

which aims achieve health and development outcomes through an integrated approach. What is 

currently lacking is support for implementation of the multisectoral approach. This research and 

many other studies have shown that implementing a multisectoral approach is challenging, and 

that we have not done enough to overcome the complexities that are involved in its 

implementation. We argue in this research that focus has mainly been on establishment of 

multisectoral structures, and a neglect of key governance mechanisms and processes, which if 

considered, would facilitate effectiveness multisectoral action.  Establishment of multisectoral 

structures (AIDS Councils) to coordinate implementation of the multisectoral approach has been 

the main focus in many LMICs (including South Africa), with not much attention to the process 

of multisectoral action.  Unfortunately, the research has shown that these structures experience a 

number of challenges that impact on effective implementation of a multisectoral approach. 

 

As a contribution to the literature, policy and practice, a framework for multisectoral and multilevel 

collaboration has been developed to inform the MSA process. The framework describes seven 

elements that are proposed to increase the likelihood of successful multisector action. Contrary to 

existing frameworks which adopt a silo disciplinary approach, the framework proposed in this 

research draws from the multidisciplinary literature in public health, governance and health and 



 94   

public administration. The framework can be used as a guide for both policy makers and 

practitioners that are involved in implementing multisectoral approaches to address complex health 

and development challenges.  

 

The lack of a theory specific to multisectoral action that has been found in the literature during the 

time when this study was conducted presents as a gap and a focus for future research. Theoretical 

conceptualisation of multisectoral action is needed to advance knowledge and understanding of 

the phenomenon of multisectoral action, building from the existing theories of collective action. 

Future research is also needed to deliberate on multisectoral collaboration outcome using 

longitudinal and prospective design to advance knowledge of the process of MSA.  
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List of appendices 

Appendix1: Document review guide  

 

1. AIDS Councils  

• What is the mandate of the AIDS Council on HIV and AIDS? 

• How is AIDS Council structured? 

• Review institutional plan that guides their function and coordination of multisectoral 

approach to HIV 

• Understanding and approach to coordination of implementation of the multisectoral approach 

to HIV  

• What is the experience in implementing a multisectoral approach to HIV 

 

2. Government departments  

• Does the department have an integrated strategy for HIV and AIDS? 

• What are the main components of the strategy? 

• What are the main components of the HIV and AIDS implementation plan? 

- Who is responsible for implementation? 

- Are roles and responsibilities clearly defined? 

- What activities and programmes? 

- Is there a budget for HIV and AIDS activities?  

- What are the targets and indicators? 

- What mechanism for monitoring and evaluation? 

- What reporting mechanism, how to who, when? 

• Coordination of implementation of the response 

• Collaborations on the HIV response   

• What are the roles and responsibilities of different actors, and who defines them? 

• Experiences in coordinating and collaborating on the HIV programmes  
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3. Multisectoral and mainstreaming approach  

 

• How is the multisectoral and mainstreaming approach defined and understood? 

• How is the process of multisectoral and mainstreaming approach envisaged? 

• How multisectoral action and mainstreaming implemented in reality? 

• Progress made in implementation of multisector and mainstreaming approach 

• Where are the challenges in implementation of multisectoral and mainstreaming approach? 

• Recommendations to address challenges in implementation of multisectoral and 

mainstreaming approach 
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Appendix 2: Focus Group Discussion guide 

 

Municipality…………………………………………………………………………… 

Date of interview………………………………………………………………………. 

 

1. AIDS Council mandate and function 

• What is the mandate of the AIDS Council on HIV and AIDS? 

• How is AIDS Council structured? 

• Is there an institutional plan that guides the function of the Council? 

• To whom does the Council report to, when, and how? 

• Can you name some of the sectors that regularly attend meetings? 

 

2. South Africa’s HIV and AIDS policy 

• Can you tell me more about the role of the AIDS Council on the HIV and AIDS response? 

• What approach/strategy to address HIV in South Africa? 

• The literature shows that HIV is higher in urban areas, compared to rural areas, does this 

finding apply in your province? 

• If yes, is there a strategy to address urban HIV? 

• If yes, can you tell me more about some of the activities and programmes for an urban HIV 

specific response? 

 

3. HIV and AIDS policy development process 

 

• How is the HIV and AIDS policy developed? (events, context, timing) 

• Who is involved in the development process? 

• What were the steps or key elements in the policy development process? 

• What are the roles of different actors, and who defines them? 

• What is the role of the AIDS Council in the development process? 

• Who coordinated the development process? 

• Can you reflect on the Councils role in the development process? 
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• How cooperation On the HIV and AIDS response ensured? 

• Is the AIDS Council responsible for coordinating the development process? 

• If yes, how is this task undertaken, and what are some of the challenges? 

• How are the challenges addressed? 

• What are some of the positive and negative elements of the development process and how? 

 

4. HIV and AIDS policy implementation process 

• Who are the actors responsible for implementation of the HIV and AIDS policy? 

• What are some of the key contributions of the AIDS Council on the HIV response? 

• What are the challenges experienced in fulfilling the mandate? 

• Are there mechanisms in place to address the challenges? 

• What is the role of political actors on the HIV and AIDS response? 

• What are the steps or key elements in the policy implementation process? 

• What are some of the implementation constraints / issues that people who implement the 

policy experience? 

• What recommendations can you suggest for improving implementation constraints? 

 

We have come to the end of the interview, thank you so much for your time. 
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Appendix 3: Indepth interview guide  

Department………………………………………………………………………………. 

Position…………………………………………………………………………………… 

 

1. Awareness on HIV and AIDS in the department 

 

• Is the department aware of the consequences of HIV and AIDS on development and service 

delivery? 

• Has the department assessed the impact of HIV and AIDS on the department’s functioning? 

 

2. Strategy to address HIV and AIDS  

  

• Does the department have a strategy for HIV and AIDS? 

• What are the main components of the strategy? 

• Research shows that HIV is highly concentrated in urban areas; does the strategy have any 

focus on HIV and AIDS in urban areas? 

• What urban HIV and AIDS programmes is the department involved in?  

• Who is responsible to oversee implementation of the department’s strategy? 

• Does the department have an implementation plan to execute the HIV strategy? 

• What are the main components of the HIV and AIDS implementation plan? 

- Are roles and responsibilities clearly defined? 

- What activities and programmes? 

- Are there special key populations that the plan is targeting? 

- Is there a budget for HIV and AIDS activities?  

- What are the targets and indicators? 

- What mechanism for monitoring and evaluation? 

- What reporting mechanism, how to who, when? 
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3. Multilevel cooperation on HIV and AIDS within the department 

 

• Is there alignment on the HIV and AIDS response within the department (from national, 

province and local level)? 

• Please explain the collaboration process, how its established and coordinated?  

• Who facilitates the collaboration? 

• What evidence on cross sector programmes on HIV and AIDS? 

• Are there any specific key populations that the programme targets, if yes, please give 

examples stating which programmes, and who are the target groups? 

• Is the alignment also executed in urban HIV and AIDS related programmes? 

• How is the alignment coordinated, by who, and what are the roles of different levels 

(national, provincial and local)? 

• How is the alignment coordinated, by who, and what are the roles of different levels 

(national, provincial and local) on the urban area’s HIV and AIDS response? 

• What are the roles and responsibilities of different actors, and who defines them? 

• What has been the impact of the programmes? 

• Does the department collaborate with other government sectors on HIV and AIDS 

programmes? 

 

4. Horizontal collaborations on HIV and AIDS between government departments 

 

• Does the department collaborate with other government sectors on HIV and AIDS 

programmes? 

• Please explain the collaboration process, how its established and coordinated?  

• Who facilitates the collaboration? 

• What is the nature of the collaboration? 

• Are there any specific key populations that the programme targets, if yes, please give 

examples stating which programmes, and who are the target groups? 

• Are roles and responsibilities clearly defined? If yes, give evidence (examples)? 

Who define roles and responsibilities of different government departments? 
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• What makes you and other departments collaborate? 

• Can you indicate the level of coordination and integration (information, budget, and in 

other areas)? 

 

5. Challenges of vertical and horizontal collaborations  

 

• What are some of the challenges you experience working with other levels within your 

department? 

• What are some of the challenges you experience working with other government 

departments? 

• Are sectoral mandates limiting? 

• How do you overcome challenges/issues about sectoral mandates as a department?   

• What are the benefits and challenges of collaborations within government departments? 

• How are challenges addressed? 

• What are the benefits and challenges of collaborations between government and non-

government actors? 

• How are the challenges addressed? 

• What recommendations would you suggest for both vertical and horizontal collaborations 

on the HIV response? 

 

We have come to the end of our interview, thank you for your time 
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Appendix4: Ethical clearance 
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Appendix 5: Informed consent 

 

I hereby confirm that I have been informed by ___________about what my involvement in this 

research would entail.  I have also received, read and understood the information sheet regarding 

the study.    I am aware that the results of the study will be processed into a research report.  In 

view of the requirements of research for a doctoral degree, I agree that the data collected in this 

study can be processed in a computerised system by _____________. I also understand that the 

study has purposively sampled individuals with specific experience in the HIV policy process. I 

give consent to participate as is necessary for the research. 

 

I may, at any stage, without prejudice, withdraw my consent and participation in the interview.  I 

am not required to give a reason for withdrawal.  I have had sufficient opportunity to ask questions, 

and declare myself prepared to participate. 

1. I confirm that I have read and understood the information sheet for the above study and 

have had opportunity to ask questions. yes /No 

2. I understand that my participation is voluntary, and that I am free to withdraw at any 

time without giving reasons. yes /No 

3. I agree to take part in study. yes /No 

4. I agree to the interview being audio recorded. yes /No 

PARTICIPANT: 

I have read this consent form (or had it read and explained to me), and all of my questions have 

been answered to my satisfaction.  My signature below confirms that I agree to take part in the 

study. 

 

Printed Name     Signature     Date and Time 

INTERVIEWER: 

I, __________________, herewith confirm that the above participant has been fully informed 

about the nature of the study. 

 

Printed Name   Signature     Date and Time 



 114   

Appendix 6: Study information leaflet 

 

Study title: Exploring a multisectoral and multilevel response to HIV in South Africa: case of 

Mpumalanga province in South Africa  

 

Good day, my name is Pinky Mahlangu. I am doing research on the development, implementation 

and outcomes of HIV and AIDS policy in South Africa, by focusing specifically on the 

Mpumalanga province and its districts and local municipalities. I am undertaking this research for 

academic reasons to fulfil requirements for a doctoral degree at the University of the 

Witwatersrand.  I am requesting your participation in this process, as a way of helping me answer 

my research question. In this study want to explore and learn more about a multisectoral and multi 

level approach to HIV and AIDS, and how its development, implementation and outcomes are 

coordinated within and between government and non-government actors.  

 

I am inviting you to take part in this study. Through your participation and in answering my 

questions not only do you take part in the study, but you also help me answer my research question. 

 

The study is a qualitative case study design that involves interviews as a source of data collection. 

The interview will only take about 45 – 60 minutes of your time. As standard procedure, I ask all 

individuals to be interviewed, to read through the consent form (which I will also give to you) and 

if they are happy with all the information contained in the consent form as well as agree to 

participate, we sign it, and commence with the interview. If you no longer feel comfortable to 

respond to some of the questions and want to withdraw from the interview, I respect their decision, 

and cancel the interview immediately. 

 

I will be asking open-ended questions that will allow you space to give tell me whatever 

information you think is relevant for me to know, but will be asking you question as outlined in 

the interview schedule that I have developed for our interview. I will be asking open-ended 

questions to create the space for you to tell me whatever information you think is relevant, but the 

questions will still be asked according to an outlined interview schedule developed specifically for 

this purpose. 
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I will answer any questions and share any additional information that you might want to know 

throughout the process and as the research progresses. I will also share with you the findings of 

the study after I have submitted my research report.  

 

Your participation is voluntary. Refusal to participate will involve no penalty, and you may 

discontinue participation in the interview at any time, without penalty. There are no risks involved 

in participating in the study. There are no benefits of being in the study 

 

Every effort will be made to keep personal information confidential.  However, absolute 

confidentiality of data collected from you cannot be guaranteed.  Personal information may be 

disclosed if required by law. Organizations that may inspect and/or copy my research records for 

quality assurance and data analysis include groups such as the Research Ethics Committee, and 

people who supervise me on this project.  

 

For further information, you can contact me on 083 859 2459, or email me at 

pinky.mahlangu@gmail.com. You can also contact my supervisors to report any complaints or 

problem on 011 717 3431. 

 

 

 

 

 

 

 

 

 

 

mailto:pinky.mahlangu@gmail.com
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Appendix 7: Paper 1 
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Appendix 8: Paper 2 
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Appendix 9: Paper 3 
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Appendix 10: Turnitin report 

 

 

 


