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Abstract Efforts to improve health have traditionally looked to the health care system as the key driver of health outcomes.
However, in cases where social determinants of health and other determinants of behaviour have been ignored, health
inequalities have increased. There is an increased commitment to improving health and achieving health equity through
multisectoral approaches that address social, economic, and environmental factors that influence health. This systematic
review summarized evidence on the effectiveness of the multisectoral approach in improving health outcomes. We included
twenty articles that relied on primary studies conducted in Australia, America, Africa and Asia. Eight studies reported on a
multisectoral collaboration between Agriculture, Finance, Education and Health sector. Three studies reported a
multisectoral collaboration between the education and health sectors to address concerns around vaccine hesitancy. Two
studies reported collaboration between education and health sectors to address sexual and reproductive health issues. One
study reported collaboration between education and health sectors to address drug and substance abuse issues. Another study
reported collaboration between education and health sectors to address health and nutrition issues. One study reported
collaboration between activists and health sectors to address neonatal health issues. Four studies reported collaboration
between faith-based and health sectors to address varied health issues. Broadly, there was sufficient evidence to conclude that
the multisectoral approach was effective in improving health outcomes including increased coverage, improved medication
adherence, and high rates of retention in care, cessation of drug and substance abuse, vaccine acceptance and high screening
rates for breast cancer. In conclusion there is a need to push for multisectoral approach as it contributes towards realising the
sustainable development agenda of “leaving no one behind” and achieving the national and global targets.
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1. Introduction
The multisectoral approach (MSA) refers to deliberate
collaboration among various stakeholder groups who work
together to achieve a policy outcome. These stakeholder
groups include governments, civil society, interfaith
collaborations and the private sector such as the health sector,
environment sector, and economic [1]. While the bulk of the
responsibility for achieving Universal Health Coverage
(UHC) is with the health sector stewarded by Ministries of
Health, MSA is required to achieve UHC since it can
leverage knowledge, expertise, reach and resources in other
sectors [2]. The 2030 Agenda for Sustainable Development
document is ambitious and explicit about the need for
integrated and sustained action across various sectors to
address complex challenges such as ending extreme poverty,
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reducing widening economic inequality, tackling climate
change, and reducing and preventing conflict. These issues
are beyond the remit and resources of a single thematic
sector such as health, finance, agriculture, or education, and
instead call for coordinated multisectoral action [3].
MSA was introduced in the 1950s during technical
discussions at the Fifth World Health Assembly [4]. It was
later advanced in the Alma Ata Declaration in 1978 [5], at
the Thirty-ninth World Health Assembly in 1986 and the
WHO publication “Intersectoral action for health – the role
of intersectoral cooperation in national strategies for health
for all” [6], the Ottawa Charter in 1986 [7], the international
conference on intersectoral action for health in 1997 [8], the
WHO report on the social determinants of health in 2008 [9]
and resolution WHA67.12 of the Sixty-seventh World
Health Assembly [10]. In 2011, the Rio Political Declaration
called for increased engagement of all sectors, stating that
“We understand that health equity is a shared responsibility
and requires the engagement of all sectors of government,
of all segments of society, and of all members of the
international community” [11]. In 2013, the review of social
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determinants and the health divide in the WHO European
Region recommended developing more “partnerships at all
levels of government that enable collaborative models of
working, foster shared priorities between sectors and ensure
accountability for equity” [12]. Globally, intersectoral action
for health and well-being was called for in the Sixty-seventh
World Health Assembly resolution A67/R12 [13]. The 65th
session of the Regional Committee for Europe discussed the
working paper Promoting intersectoral action for health and
well-being in the WHO European Region: health is a
political choice [14], which concluded that “intersectoral
action is difficult to achieve, yet it is essential for the
coherence, synergy and coordination of various sectors and
provides a basis for accountability in the area of health”.
These documents emphasized the need for all non-health
sectors engaged in national and community development to
coordinate their work to protect and promote the health of all
people.
Through MSAs, the education sector has implemented
health programs for teachers, school children and their
parents [15). The European Commission (2012) argued that
education helps to promote equity, social justice and social
inclusion by providing inclusive, caring and culturally
responsive learning communities [16]. Modern school
health programs include 10 interactive components: health
education; physical education and physical activity; nutrition
environment and services; health services; counselling,
psychological, and social services; physical environment;
social and emotional climate; family engagement;
community involvement; and employee wellness [17].
Through MSAs schools have provided an organized
structure that is conducive for the provision of health,
nutrition services as well as a key avenue for disease
prevention and control.
The Beijing Declaration and Platform for Action in 1995
[18] and the UN Economic and Social Council in 1997 [19]
have established gender mainstreaming as the global strategy
for promoting, among other things, women health. A
baseline assessment of informal settlements in Nairobi
showed that women compared to men are more likely to
have completely lost their source income due to a health
emergency such as the pandemic, have increased housework,
increased tensions in the home, forgone health services and
skipped meals due to extra burden of care [20]. Gender
mainstreaming incorporates the integration of women’s and
men's concerns into the formulation, monitoring and analysis
of policies, programmes and projects. It also takes into
account gender issues that have implications for individuals
and community health promotion. Through the MSAs,
sectors dealing with gender-based issues have ensured that a
‘gender lens’ is applied to all health plans and programs.
Health promotion as well as disease prevention needs to
address these differences between women and men, boys and
girls in an equitable manner in order to be effective [21].
Agriculture, health, and nutrition are mutually reinforcing
sectors [22]. Although the health sector is often tasked with
the prevention and management of undernutrition, the

agriculture sector is a key player in addressing the root
causes. In 1937, the League of Nations articulated similar
issues in a document called “The Relation of Nutrition to
Health, Agriculture and Economic Policy” [23]. Through
the MSAs, health promotion has shifted from an almost
exclusive focus on nutrition-specific interventions, such as
exclusive breastfeeding, to nutrition-sensitive interventions,
such as diverse crop agriculture promotion, food fortification
and water, sanitation, and hygiene (WASH) interventions
[24].
In the past year as part of the response to the COVID 19
pandemic, the Government of Kenya is implementing
non-health interventions to mitigate the socioeconomic
impacts of the pandemic. These included reduction in
individual income tax and value-added tax rates [25]. The
response also necessitated involvement of other sectors such
as the Ministry of Interior for enforcement of the public
health measures to prevent COVID 19 and Ministry of
education to implement school health surveillance and
programs.
Faith-Based Organizations (FBOs) have promoted a
holistic approach to health by highlighting physical and
spiritual wellbeing [26]. They ride on the existing
institutional and community structures, links, large
audiences and influence. Moreover, they provide
context-embedded health responses which resonate with
communities’ values and beliefs. They also serve the needy
through their work ethics, community mobilization and
ability to identify beneficiaries of health interventions.
Among the highest-profile faith-based MSA successes is the
President's Emergency Plan for AIDS Relief (PEPFAR),
established in 2003 by President Bush's and continued under
President Obama's administration. PEPFAR has drawn on
the human and material resources of faith-based and
community organizations that recorded over 250 million
prevention outreach encounters during the Bush years.
Under President Obama, it was part of the larger U.S. Global
Health Initiative, established in 2009. This exemplifies the
promise of faith-based initiatives as part of multisector,
coordinated global health efforts [27].
The United Nations Sustainable Development Goal
(SDG) 17 recognizes the role of partnerships in addressing
sustainability issues [28]. NGOs contribute and enhance
health care services through collaboration with other
non-state actors and government [29]. They represent the
‘voice of the people’ at local, national and international
levels [30]. They are represented in policy formulation and
can also be part of monitoring activities thereby making
governments accountable for not performing well at the
community level [31]. One instance in which, NGOs have
participated in health policy formulation is during the
creation and implementation of the WHO Framework
Convention on Tobacco Control (FCTC) [32].
The theories of reasoned action and planned behaviour [33]
state that social norms and attitudes are determinants of
behavioural intention, which is a predecessor to physical
behaviour [34]. Consequently, raising awareness and
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influencing social norms and beliefs about others’ activity
levels is a critical component of health promotion. Media is
at the centre of multi-sectoral collaboration and integrating
their role in communication and advocacy for improved
health outcomes cannot be overemphasised. Mass media
includes written, broadcast, or spoken communication that
reaches public audiences and serves as an important
mechanism for integration into a society [35]. The mass
media has promoted healthy behaviour and actively fostered
positive attitudes towards healthcare utilization [36] [37].
There is a significant legacy of multisectoral collaboration
to fixing health issues. It is also evident that effective
multisectoral
collaboration
can
eliminate
policy
implementation barriers, facilitate scale-up, and increase the
impact that one sector or partner may not achieve alone.
Besides, it is essential for identifying intersections between
the sectors involved and identifying opportunities for
collaborative planning. However, sound empirical evidence
for the effectiveness of MSAs is limited. As such, this
systematic review sought to summarize evidence from
primary studies reporting on the effectiveness of the
multisectoral approach in improving health outcomes.

and social impact of health promotion programs [39]. The
keywords used in the search were Health, Multisectoral
collaborations and effectiveness and their synonyms. The
medical subject heading (MeSH) terms used are summarized
in table 1 below.

2. Methods

Exclusion criteria

This systematic review summarized evidence on the
effectiveness of the multisectoral approach in improving
health outcomes. The Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (PRISMA)
guideline [38) for systematic reviews design was adopted
during the search for research articles in English. This
systematic review was not registered with PROSPERO.
PROSPERO is an international database of prospectively
registered systematic reviews in health and social care.
Search strategy
A systematic search for published literature in English was
conducted on PubMed and Google Scholar. References of
retrieved articles and reports were screened to identify
additional studies. Publication date, or publication status
restrictions were not imposed. Non-empirical studies
(commentaries, editorials, etc.), conference abstracts based
on tertiary data, and studies that did not report multisectoral
approach in improving health outcomes were excluded from
the review. The search was guided by the social-ecological
theory which is inherently interdisciplinary in its approach to
health research and the development of health promotion
programs. It integrates the community-wide, preventive
strategies of public health and epidemiology with the
individual-level, therapeutic and curative strategies of
medicine. It also encompasses the behavioural and social
sciences’ emphases on the active role played by persons
and groups in modifying their health behaviour the
development and testing of theoretical models describing
people-environment transactions; and the importance of
conducting evaluative studies to assess the cost-effectiveness

Table 1. Literature Review Search Terms
Search theme

Search term

Health

Health, public health, community health, health
policy, preventive health, preventative health,
health planning.

Multisectoral
Approach

Intersectoral, alliance, collaboration, partnership,
coalition, coordinated action, participatory
approaches.

Effectiveness

Effective, efficacious, successful, best practice,
productive, effectual and function.

Study eligibility
The following inclusion criterion were considered.
 Publications reporting defined collaboration with a
public health or a behaviour change intervention, from
the public or private sector globally.
 Publications reporting multi-partner and multisector
alliance (a minimum of 2 partners and 2 sectors).
Full texts and abstracts were excluded if
 They were not primary studies e.g. reports, literature
reviews, protocols.
 They did not describe multisectoral approach and its
effectiveness in health.
 Studies published in languages other than English.
Data Extraction
Full-text articles that fit the inclusion criteria were
extracted into a matrix (MS Excel file) for the following
implementation-related content: title, author, publication
year, country, study design, study population, sample size,
health condition, problem area, collaborating sectors,
intervention delivered, control/standard of care and
outcomes. All disagreements were re-examined jointly and
appropriate corrections made for all studies included in the
review. All information related to the study objective was
then presented in narrative form.
Assessment of methodological quality
Assessment of the risk of bias in included studies was
done using the recommended risk of bias tools. The
reviewed literature was then summarised after the team
was convinced that the evidence was certain using the
Grading of Recommendations Assessment, Development
and Evaluation (GRADE) tool [40].

3. Results
We identified 417 articles: 385 articles through electronic
databases and 32 through secondary references and
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hand-searching of journals. After the removal of duplicates,
we screened 352 citations and pulled 151 articles for full-text
articles review. Of the 151 full-text articles reviewed, we

excluded 118 articles. We then excluded 13 studies during
the extraction process and included 20 studies for the review
(Figure 1).

Table 2. Study characteristics
Author & Year

Country

Study design

Problem

Collaborating
Sectors

Weiser et al 2015 [41]

Kenya

Pilot cluster randomized
controlled trial

HIV, food insecurity and poverty

Agriculture, Finance,
Education and Health

Williams et al 2013 [42]

United States
of America

Cluster randomized trial

Childhood Vaccine hesitancy

Education and Health

Mpiira et al 2019 [43]

Uganda

Cluster randomized trial

Malnutrition and poverty

Agriculture, Finance,
Education and Health

Tripathy et al 2016 [44]

India

Cluster-randomised
controlled trial

Neonatal mortality.

Social Health
Activists

Humiston et al 2014 [45]

United States
of America

Randomized Controlled Trial

Influenza Vaccine hesitancy

Education and Health

Skinner et al 2000 [46]

Australia

Randomized Controlled Trial

Low uptake of Hepatitis B vaccine

Education, Health,
Local government
and State government

Schoenberg et al 2016 [47]

United States
of America

Single-blind,
group-randomized trial

High Smoking rates

Faith based
organizations and
Health

Scull et al 2018 [48]

United States
of America

Cluster randomized trial

Risky sexual behaviour among
adolescents

Media, Education and
Health

Witte et al. 2015 [49]

Mongolia

Randomized Clinical Trial

Poverty, gender inequity, and violence
increases sexual risk among women
engaging in street-based sex

Finance, Health and
Education

Ssewamala et al 2012 [50]

Uganda

Cluster randomized trial

HIV, depression and poverty

Finance, Health and
Education

Spielberg et al 2013 [51]

India

Cluster randomized trial

HIV and poverty

Finance, Health and
Education

Hamad, Fernald, & Karlan
2011 [52]

Peru

Randomized control trial

Infectious diseases

Finance, Health and
Education

Erwin et al 1999 [53]

United States
of America

Quasi-experiment–6-month
follow-up

Low screening rates for breast cancer

Faith based
organizations and
Health

Duan et al 2000 [54]

United States
of America

Randomized control trial

Low screening rates for breast cancer

Faith based
organizations and
Health

Voorhees et al 1996 [55]

United States
of America

Randomized control trial

High Smoking rates

Faith based
organizations and
Health

Botvin et al 1995 [56]

United States
of America

Randomized control trial

Tobacco, alcohol, and marijuana abuse

Education and Health

Kirungi et al 2020 [57]

Uganda

Cluster Randomized
Controlled Trial

Low utilization of SRH services among
school adolescents

Education and Health

Adelman et al 2019 [58]

Uganda

Cluster Randomized
Controlled Trial

Remoteness of the area, lack of
income-earning opportunities, and
intensity of the insurgency in the area.

Education and Health

Muñoz et al., 2010 [59]

Peru

Matched Pairs Experiment

HAART non-adherence

Health and Finance

Cluster Randomized
Controlled Trial

FSW inability ability to negotiate safe sex,
practice safe injection, protect themselves
from violence from clients, managers, or
intimate partners, or seek necessary
medical or social services

Health and Finance

El-Bassel et al 2021 [60]

Kazakhstan
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Figure 1. Study flow diagram

All the included articles were primary studies. Eighteen
adopted randomised control trials design, one was a
quasi-experiment, and the other was a matched pairs
experiment. They all employed a combination of quantitative,
qualitative and social research methodologies, such as
interviews and surveys. Among the twenty studies included,
four were undertaken in Asia, five in Africa, eight in the
United States of America, one in Australia and two in the
South America region. The publication years ranged from
1995 to 2021. The included studies reported multisectoral
collaboration among various stakeholder groups such as the
government, private sector, volunteers, and faith-based
organizations. The health sector, finance, education,
non-governmental organizations, religious sector, and media
worked jointly on the interventions. The multisectoral
collaborations were tailored around interventions delivering
services for HIV, depression, sexual and reproductive health
issues, infectious diseases, breast cancer, neonatal mortality,
drug and substance abuse, vaccine hesitancy, food insecurity,
malnutrition, gender inequity, and poverty.

Due to the heterogeneity in study design, intervention
types, participants, and outcomes, a meta-analysis was not
conducted but instead, the review presents a summary of the
articles and a synthesis of their findings. See Table 2 above.
Eight studies reported on a multisectoral collaboration
between Agriculture, Finance, Education and Health sectors
[41] [43] [49] [50] [51] [52] [59] [60]. Three studies reported
a multisectoral collaboration between the education and
health sectors to address concerns around vaccine hesitancy
[42] [45] [46]. Two studies reported collaboration between
education and health sectors to address sexual and
reproductive health issues [48] [57]. One study reported
collaboration between education and health sectors to
address drug and substance abuse issues [56]. Another study
reported collaboration between education and health sectors
to address health and nutrition issues [58]. One study
reported collaboration between activists and health sectors to
address neonatal health issues [44]. Four studies reported
collaboration between faith-based and health sectors to
address health issues [47] [53] [54] [55]. See table 3 below.
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Table 3. Summary of Evidence
Author &
Year

Weiser et al
2015 [41]

Williams et
al 2013 [42]

Mpiira et al
2019 [43]

Tripathy et al
2016 [44]

Problem area

Intervention

HIV, food
insecurity and
poverty

The intervention included a
human-powered water pump, a
microfinance loan to purchase farm
commodities, and education in
sustainable farming practices and
financial management

Childhood
Vaccine
hesitancy

Educational video with first-person
parental accounts, handouts of
accurate online vaccine information
and common vaccine myths for all
childhood vaccines

Malnutrition
and poverty

Neonatal
mortality.

Treatment groups were: agricultural
training for the first year (treatment
[T]1); agriculture (T1) and health
interventions (T6 and T2); agricultural
credit and T2 (T3); a voucher scheme
for subsidised inputs and T2 (T4);
price insurance and T2 (T5); and
health interventions—growth
monitoring and promotion in children
aged >2 years, quarterly health and
nutrition community forums, and
conditional food transfers to pregnant
women (T6).

In the intervention group, country's
government-approved Accredited
Social Health Activists (ASHAs)
supported women's groups through a
participatory learning and action
meeting cycle.

Control

Outcome

Received routine care

 There was a statistically significant
increase in CD4 cell counts (165 cells/mm3,
p<0.001) and proportion of virologically
suppressed individuals in the intervention
arm compared to the control arm
(comparative improvement in proportion of
0.33 suppressed, OR 7.6, 95% CI: 2.2–26.8).
 Intervention participants experienced
significant improvements in food security
(3.6 scale points higher, p<0.001) and
frequency of food consumption (9.4 times
per week greater frequency, p=0.013)
compared to controls.

Received routine care

 There was a change in parental vaccine
hesitancy score and on-time vaccination of
childhood vaccines.
 Precisely, there was a 6.7 points less
vaccine hesitancy on 100 point scale in
intervention group compared with control (P
= 0.049)

Received routine care

 At the end of the intervention period, there
was an increase in food security in group T3,
compared with control.
 At baseline, the Household Food
Insecurity Access Scale (HFIAS) for the
control changed from 10·5 to 6·74 while that
for group T3 improved from 12·4 to 4·57
(p=0·027).
 Wasting was significantly reduced,
compared with the control group, in only
two treatment groups: T3 with a 14·22%
reduction (p<0·05) and T6 had a reduction of
12·30% (p<0·05). Reduction in underweight
in the treatment groups was only significant
for T3 (14·84%, p<0·05). An increase in
prevalence of stunting that was significantly
larger than that in the control group was
noted in group T1 (22·62% change, p<0·05).
Changes in other treatment groups did not
differ significantly from those in the control
group.

No women's groups

 ASHAs achieved a 31% reduction in
neonatal mortality rate during 2 years, and
with especially strong reductions among the
most marginalised mothers.
 Wrapping, skin-to-skin care, birth
preparedness, and health facility births
seemed to have higher coverage in the
intervention areas, although the confidence
intervals around these estimates were wide.

Humiston et
al 2014 [45]

Influenza
Vaccine
hesitancy

School-located vaccination against
influenza (SLV-I) was offered in
elementary schools during the school
day

No school-located
vaccination against
influenza (SLV-I)
administered

 Influenza vaccination coverage was
significantly higher in SLV-I than control
schools.
 Children enrolled in suburban SLV-I
versus control schools had vaccination
coverage of 47% vs 36%, and 52% vs 36%
(p<0.0001 both years).
 In urban areas, coverage was 36% vs 26%,
and 31% vs 25% (p<0.001 both years).

Skinner et al
2000 [46]

Low uptake of
Hepatitis B

Schools within the intervention group
received the educational/promotional

Control schools
received the standard

 The difference in mean school uptake
between intervention and control was small
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Schoenberg
et al 2016
[47]
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Problem area

Intervention

Control

Outcome

vaccine

kit in addition to standard state
government student and parent
information brochures.

state government
student and parent
information brochures
only.

at 1-2% per dose and not significant.
 Immunisation rates increased by 4-10%
per dose between low and high
implementation schools, but this trend was
not significant.
 Impact evaluation demonstrated
significantly greater knowledge of hepatitis
B and vaccination among students in the
intervention than the control group

High Smoking
rates

Local lay health advisors delivered the
12-week Cooper/Clayton Method to
Stop Smoking program, leveraging
sociocultural factors to improve the
cultural salience of the program for
Appalachian smokers. Participants met
with an interventionist for one 90 min
group session once per week
incorporating didactic information,
group discussion, and nicotine
replacement therapy.

The attention control
group received an
attention-control lunch
program on stress
management between
one and three weeks
after baseline and
initiated the smoking
cessation program
within one month
following post-test

 Participants in intervention group churches
(N =383) had 13.6 times higher odds of
reporting quitting smoking one-month
post-intervention than participants in
attention control group churches (N = 154,
pb0.0001).
 In addition, although only 3.2% of
attention control group participants reported
quitting during the control period, 15.4% of
attention control participants reported
quitting smoking after receiving the
intervention.
 A significant dose effect of the 12-session
Cooper/Clayton Method was detected: for
each additional session completed, the odds
of quitting smoking increased by 26%.

A classroom-based media literacy
education (MLE) program for
improving adolescents’ sexual health
outcomes.

Students in the health
promotion control
group received health
promotion lessons
(consisting of content
determined by the
school) between
pre-test and post-test
but were asked not to
teach
sexual/relationship
health or MLE

 The Intervention students reported that the
media Aware program had a significant
favourable impact on adolescent outcomes
related to sexual health, including increased
self-efficacy and intentions to use
contraception, if they were to engage in
sexual activity; enhanced positive attitudes,
self-efficacy, and intentions to communicate
about sexual health; decreased acceptance of
dating violence and strict gender roles; and
increased sexual health knowledge.

Scull et al
2018 [48]

Risky sexual
behaviour
among
adolescents

Witte et al.
2015 [49]

Poverty, gender
inequity, and
violence
increases sexual
risk among
women
engaging in
street-based sex

A 34-session HIV sexual risk
reduction intervention (HIVSRR) plus
a savings-led microfinance
intervention (n = 57).

A 4-session HIV
sexual risk reduction
intervention
(HIVSRR) alone
(n = 50)

 At 6-month follow-up, the intervention
(HIVSRR plus microfinance participants)
reported significantly fewer paying sexual
partners and were more likely to report zero
unprotected vaginal sex acts with paying
sexual partners.
 Moreover, a matched savings program for
asset building, paired with financial literacy
and small business development, achieved
reductions in sexual risk.

HIV, depression
and poverty

Participants assigned to the Suubi
intervention group received the usual
care plus a comprehensive
microfinance intervention designed to
reduce poverty. The intervention had
three key components. First, it
promoted monetary savings through
support for matched savings accounts,
which could be used for educational
opportunities for adolescent children
or small business opportunities for
youth and their families. Second, the
program offered financial
management classes and classes on
small businesses to support savings
and the establishment of family-level

Participants assigned
to the control condition
received the usual care
for orphaned children,
consisting of
counselling and
educational-related
supplies (including
textbooks kept by the
participating schools at
the end of the
study).Further, by
virtue of being in
school, all participants
received health
education (including,

 Participants in the Suubi intervention
group showed a significant reduction in
depression over time (B .34,t(256)
2.41,p .02; 95%CI .61, .06), but the control
group’s slope for the depression change over
time was not statistically significant
(B .13,t(256) .68,p .50; 95% CI .50, .24);
however, the two slopes were not
statistically different, (B .21,t(256) .88,p .38;
95% CI .67, .26).

Ssewamala et
al 2012 [50]
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Spielberg et
al 2013 [51]

Hamad,
Fernald, &
Karlan 2011
[52]

Erwin et al
1999 [53]

Duan et al
2000 [54]
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Intervention

Control

income-generating projects for
orphaned children and their caregiving
families. Third, the intervention
provided an adult mentor to children to
nurture resilience in children and
protect their mental health when they
experience stress and adversity.

AIDS-focused
education) provided
through the nationwide
primary school
curriculum.

Outcome

Control villages
received no education
after the introductory
session.

 Women and girls who received HIV
education showed significant gains in HIV
knowledge, awareness that condoms can
prevent HIV, self-efficacy for HIV
prevention, and confirmed use of clean
needles, as compared to the control group.
 Condom use was rare and did not improve
for women.
While HIV testing was uncommon,
knowledge of HIV-testing resources
significantly increased among girls, and
trended in the positive direction among
women in intervention groups.
 Conversely, the savings education showed
no impact on financial knowledge or
behaviour change.

The intervention involved 30 minutes
of health education, facilitated by loan
officers at the end of monthly group
meetings over the course of eight
months. As each loan cycle is six
months, the educational sessions
spanned more than one loan cycle,
during which clients remained with
their loan group to receive an
additional loan. During each monthly
meeting, loan officers presented basic
information on child health to clients
and provided an opportunity for the
men and women to discuss their own
experiences and identify appropriate
solutions. Examples of topics covered
included diarrhoea, cough, and fever,
as well as information about
interactions with healthcare providers
in order to empower caregivers during
clinic visits.

Microcredit only

 Caregivers in the intervention group were
more knowledgeable in diarrhoea danger
signs (P<0.01) and knowledge of doctor’s
office activities (P<0.01).
 Less educated parents in treatment group
demonstrated more knowledge about
doctor’s office activities than more educated
parents in treatment group.
 No difference in reported health status or
anthropometric measures

Low screening
rates for breast
cancer

Witness Project provided talks in
churches through teams of local
African American breast cancer
survivors

The women in the
control counties were
interviewed at baseline
and again 6 months
later, and none of the
women in these
counties participated in
a Witness Project until
after the study period

 Intervention group increased breast
self-examination (BSE) from 69.8% to 82%
(P < 0.0005): no change in control group.
 Intervention group increased
mammography screening from 52.4% to
64.4% (P<0.005): no change in control
group.

Low screening
rates for breast
cancer

The intervention included both
educational and behavioural goals.
One session of telephone counselling
was conducted annually for 2 years.
Part-time peer counsellors, hired from
participating churches assigned to
telephone counselling, called
participants from those churches to
provide mammography counselling
over the telephone. The counselling
was individualized to address barriers.

No Telephone
counselling

HIV and
poverty

The self-help promoting institutions
(SHPIs) field staff received training
and guidance on delivering a
non-formal education methodology
called Learning Games for Girls
(LGGs). It covered financial and
health topics for their self-help groups
(SHGs). After the baseline, women
and girls in both the intervention and
control villages took part in an
introductory game not associated with
the LGGs and were followed in
intervention and control villages for
the 6-month and 12-month
evaluations.

Infectious
diseases

 Telephone counselling maintained 7.5%
more baseline adherent participants than
control (p < 0.05)
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Author &
Year

Problem area

Intervention

Control
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Outcome

Women were informed about their risk
status and breast cancer prevalence
rates. They were also encouraged to
ask their physicians for a referral and
information about convenient
screening facilities.

Voorhees et
al 1996 [55]

Botvin et al
1995 [56]

High Smoking
rates

Intensive, culturally specific, smoking
cessation intervention:–Pastoral
sermons and testimonies–Trained
volunteer counsellors–Support,
audiotapes, and booklets.

Tobacco,
alcohol, and
marijuana abuse

The intervention consisted of 15
classes in seventh grade, 10 booster
sessions in eighth grade, and five
booster sessions in ninth grade, and
taught general "life skills" and skills
for resisting social influences to use
drugs. This was achieved specifically
through (1) prevention program with a
formal l-day training workshop and
implementation feedback by project
staff (El); (2) prevention program with
training provided by videotape and no
implementation feedback (E2);

Kirungi et al
2020 [57]

Low utilization
of SRH services
among school
adolescents

Adelman et
al 2019 [58]

Remoteness of
the area, lack of
income-earning
opportunities,
and intensity of
the insurgency
in the area.

The intervention package was
provided for ten months in the 10
intervention clusters and included
adolescent SRH education and
information; SRH medical care and
referral. The intervention was based on
the Uganda national sexuality
framework and SRH guidelines

Food for education (FFE) programs
that were implemented include 1.
School feeding program (SFP) 2.Take
home rations program (THP)

Minimal
self-help-intervention
churches (N=10)
received the identical
baseline health fair
with the same feedback
about health status and
were given the
American Lung
Association pamphlet
entitled "Don’t Let
Your Dreams Go Up In
Smoke", designed for
African Americans.
This was distributed to
individuals through the
churches in a variety of
ways based on how the
church chose to do this.
Persons accessed in the
random-digit-dialling
telephone study
received no study
interventions

 Intervention group was nearly twice as
likely to quit smoking compared with
minimal intervention group.
–OR = 1.68; P = 0.04

No intervention

 Significant reductions in both drug and
polydrug use were found for the two groups
that received the prevention program
relative to controls.
 The strongest effects were produced for
individuals who received a reasonably
complete version of the intervention-there
were up to 44% fewer drug users and 66%
fewer polydrug (tobacco, alcohol, and
marijuana) users.

No intervention. They
were to access to
services within the
public/government
health facilities

 Utilization of SRH services was higher
(65.4%) among the girls who had access to
School Based SRH services compared
34.6% among the girls who had access to
services within the public/government
health facilities.
 There was a significant variation in the
proportion of schoolgirls who reported
receiving more than three services between
the control group and intervention group
(χ2= 4.503, p= < 0.001)

No intervention

 Adolescent girls aged 10–13 y in FFE
schools experienced a significant
25.7%-point reduction in the prevalence of
any anaemia and a significant 19.5% point
reduction in moderate-to-severe anaemia
relative to the control group, with no
difference in impact between school feeding
program and take-home ration.
 The take-home ratio reduced
moderate-to-severe anaemia prevalence of
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Intervention

Control

Outcome
adult women aged≥18 by 12.8 percentage
points.

Muñoz et al.,
2010 [59]

El-Bassel et
al 2021 [60]

HAART
non-adherence

Intervention group participants were
enrolled in a Community-based
Accompaniment with Supervised
Antiretrovirals (CASA), which
included antiretroviral therapy (12
months of community-based
DOT-ART), microfinance, and
psychosocial support in accordance to
individuals’ needs.

FSW inability
ability to
negotiate safe
sex, practice
safe injection,
protect
themselves
from violence
from clients,
managers, or
intimate
partners, or seek
necessary
medical or
social services

HIV Risk Reduction (HIVRR) and
microfinance (MF) intervention
included (1) six financial literacy
training sessions, (2) 24 vocational
training sessions in hairdressing,
sewing, or manicurist professions and
(3) a matched-savings programme
incentivizing them to accumulate
assets for small-business development
or job/vocational training. Participants
received small financial incentives
($12 per session attended), as well as
small safe-sex kits of condoms and
lubricant. Sessions included brief
safety check-ins assessing whether
participants faced risks of violence
related or unrelated to study
participation. Facilitators brought all
expressed referral needs to the
research team, who worked to link
participants to requested services.

4. Discussion
We undertook a systematic review of the effectiveness of
the multisectoral approach in improving health outcomes.
No such review has previously been published. The review
found a broad range of stakeholders contributing to
improving health outcomes. Despite the included studies
being heterogeneous in terms of their geographic, economic,
social, cultural, and historical contexts, we found sufficient
evidence to conclude that the multisectoral approach was
effective in improving health outcomes. However, the
findings of this review does not reflect equal partnerships
when delivering the interventions. Moreover, these studies
did not identify the particular NGOs but described the
contexts indicating multisectoral involvement.
There is evidence of Multi-sectoral collaboration for
improved nutrition and financial stability of participants.
Food insecurity, poverty and poor health outcomes are
linked in a vicious cycle that enhances vulnerability and
worsens severity(61). Weiser et al 2015 [41] implemented a
multisectoral agricultural and finance intervention which
provided HIV-infected individuals with a human-powered
water pump, a microfinance loan to purchase farm
commodities, and education in sustainable farming practices
and financial management. This intervention improved

No CASA intervention

 After 2 years, individuals in the CASA
intervention were more likely to remain on
ART (86.7% v. 51.7%, χ2=17.7, p<0.01),
achieve virologic suppression (66.7% v.
46.7%, χ2=4.9, p=0.03), and report
adherence to treatment (79.3% v. 44.1%,
χ2= 15.3, p<0.01)
 No significant differences in CD4 cell
counts among groups

HIV Risk Reduction
(HIVRR) only which
focused on sexual and
drug use risk reduction,
and aimed to increase
communication,
problem-solving skills,
and self-efficacy
related to safe-sex
behaviours and drug
use.

 HIVRR + MF participants showed a 72%
greater reduction in the number of
unprotected sex acts with paying partners at
the six-month assessment (IRR = IRR =
0.28, 95% CI = 0.08, 0.92), and a 10%
greater reduction in the proportion of income
from sex work at the three-month
assessment (b = −0.10, 95% CI = −0.17,
−0.02) than HIVRR participants did.
 HIVRR + MF participants also showed
significantly improved performance on
financial self-efficacy compared to HIVRR
over the 12-month follow-up period.
 Only on financial self-efficacy did the
HIVRR + MF arm show significantly
greater improved performance over the
HIVRR arm.

immunologic and virologic outcomes, food security, and diet
quality for HIV-infected individuals suggesting that such
interventions may be a promising approach to tackle the
intersecting problems of food insecurity, poverty, and
HIV/AIDS morbidity. Muñoz et al., 2010 [59] conducted a
similar study in which a Community-based Accompaniment
with Supervised Antiretrovirals (CASA), microfinance, and
psychosocial support was provided in accordance to
individuals’ needs. After two years, individuals in the CASA
intervention were more likely to remain on ART, achieve
virologic suppression, and report adherence to treatment
compared to the control. Mpiira et al 2019 [43] also
employed a multisectoral approach to eradicate malnutrition
in pregnant women and children in Uganda. The
combination of agricultural and health interventions together
with the voucher scheme for subsidised agricultural inputs
was generally more effective in increasing food security and
reducing wasting and underweight than other treatment
interventions. Witte et al. 2015 [49] assessed the efficacy of a
Savings-Led Microfinance Intervention to Reduce Sexual
Risk for HIV Among Women Engaged in Sex Work. They
provided a 34-session HIV sexual risk reduction intervention
(HIVSRR) plus a savings-led microfinance intervention and
compared the findings to those of the control arm that offered
a 4-session HIV sexual risk reduction intervention (HIVSRR)
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alone. At 6-month follow-up, the intervention participants
reported significantly fewer paying sexual partners and were
more likely to report zero unprotected vaginal sex acts with
paying sexual partners. Besides, a matched savings program
for asset building, paired with financial literacy and small
business development, achieved reductions in sexual risk.
El-Bassel et al 2021 [60] reported that HIV Risk Reduction
(HIVRR) coupled with a microfinance (MF) intervention
showed a 72% greater reduction in the number of
unprotected sex acts with paying partners at the six-month
assessment and a 10% greater reduction in the proportion
of income from sex work compared to the controls who
were only offered HIV Risk Reduction (HIVRR).
Ssewamala et al 2012 [50] assessed the impact of a
Comprehensive Microfinance Intervention on Depression
Levels of AIDS-Orphaned Children in Uganda and
reported a significant reduction in depression over time.
Spielberg et al 2013 [51] conducted a study that leveraged
microfinance to impact HIV and financial behaviours among
adolescents and their mothers in West Bengal. They reported
significant gains in HIV knowledge, awareness that condoms
can prevent HIV, self-efficacy for HIV prevention, and
confirmed use of clean needles, as compared to the control
group. However, condom use, and HIV testing were
uncommon. The savings education also showed no impact
on financial knowledge or behaviour change. Similarly,
Hamad, Fernald, & Karlan 2011 [52] also conducted a study
in which health education was provided for microcredit
clients in Peru. Caregivers in the intervention group were
more knowledgeable in diarrhoea danger signs and
knowledge of doctor’s office activities though no difference
in reported health status or anthropometric measures.
Overall, these findings highlight the need for a multisectoral
approach that integrates agriculture, economic, nutrition,
and health programs to improve outcomes in these sectors
simultaneously. These multisectoral approaches contributes
to the attainment of Sustainable Development Goals related
to poverty (SDG 1), hunger (SDG 2), health (SDG 3), and
education (SDG 4).
Improved multi-sectoral collaboration has been initiated
and promoted to enhance the acceptance of vaccines. Lack of
confidence in vaccines threatens the success of vaccination
programs and is responsible for decreasing vaccine coverage,
increased risk of vaccine-preventable disease outbreaks and
epidemics [62]. Decision making around vaccination entails
a complex mix of cultural, psychosocial, spiritual, political,
and cognitive factors [63]. Williams et al 2013 [42]
conducted a multisectoral two-arm cluster-randomized trial
which provided an educational video with first-person
parental accounts, handouts of accurate online vaccine
information and common vaccine myths for all childhood
vaccines. There was a 6.7 points less vaccine hesitancy on
100-point scale in intervention group compared with control
(P = 0.049) suggesting that a multifaceted approach can
provide accurate information to parents who are concerned
about the inherent safety and necessity of vaccines. Besides,
it can be implemented without additional provider time, it
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addresses concerns prior to the clinic visit, and it can
be applied under the supervision of the healthcare
provider. Humiston et al 2014 [45] provided school-located
vaccination against influenza (SLV-I) to curb vaccine
hesitancy. Consequently, influenza vaccination coverage
was significantly higher in SLV-I schools than control
schools in both suburban and urban school districts. Skinner
et al 2000 [46] also implemented an educational strategy to
increase school-based adolescent hepatitis B vaccination.
Schools within the intervention group received the
educational/promotional kit in addition to standard state
government student and parent information brochures.
Immunisation rates increased by 4-10% per dose between
low and high implementation schools, but this trend was not
significant. Impact evaluation demonstrated significantly
greater knowledge of hepatitis B and vaccination among
students in the intervention than the control group. These
finding demonstrate that schools are a key alternative
delivery setting and has tremendous potential to increase
vaccination coverage of school-going children. Moreover,
school health activities promote equitable access to, and
participation in, quality education by levelling the playing
field for all students, supporting goals for equitable access
and participation in a quality education [46].
Multi-sectoral collaboration involving the implementation
of school health programmes has been vital in advocacy for
school health policies and programmes in many countries.
Education on sexual and reproductive health is a key priority
in the development of a system wide Action Plan on
Youth [64]. A school health education program that includes
a quality sexual health education curriculum targets the
development of critical knowledge and skills needed to
promote healthy behaviours and avoid risks [65]. Scull et al
2018 [48] conducted a classroom-based media literacy
education (MLE) program for improving adolescents’
sexual health outcomes. The intervention students reported
a significant favourable impact on adolescent outcomes
including, increased self-efficacy and intentions to use
contraception, intentions to communicate about sexual
health; decreased acceptance of dating violence and strict
gender roles, and increased sexual health knowledge.
Kirungi et al 2020 [57] also evaluated the effect of providing
school based sexual and reproductive health services on
utilization of the services among school girls aged 15-19
years attending secondary schools in Uganda. Utilization
of SRH services was higher (65.4%) among the girls
who had access to School Based SRH services compared
34.6% among the girls who had access to services within
the public/government health facilities. These findings
underscore the importance of multisectoral efforts to
improve determinants of health, reduce inequities, create
healthier environments, and increase coverage of health
interventions. Multisectoral approaches incorporating media,
education and health contributes to the attainment of
sustainable development goal 3, target 3.7 which calls for
universal access to sexual and reproductive healthcare
services, including family planning, information and

70

Njuguna K. David et al.:

Multisectoral Approach to Improving Health Care Outcomes: A Systematic Review

education, and the integration of reproductive health into
national strategies and programmes [66]. There is also
evidence of multisectoral collaboration to achieving
sustainable development goal 3. target 3.5 which aims to
strengthen the prevention and treatment of substance abuse,
including narcotic drug abuse and harmful use of alcohol
[67]. Botvin et al 1995 [56] evaluated the long-term efficacy
of a school-based approach to drug abuse prevention.
Significant reductions in both drug and polydrug use were
found for the two groups that received the prevention
program relative to controls. Reducing substance misuse
is best addressed with a two-prong strategy to reduce the
risk factors and increase the protective factors. In addition,
there is substantial evidence of the value of school health and
nutrition programs, including school feeding. Adelman
et al 2019 [58] tested whether food fortified with
multiple micronutrients provided in Food for education
(FFE) programs reduced anaemia prevalence of
primary-school-age adolescent girls, adult women, and
preschool children. Adolescent girls aged 10–13 years in
FFE schools experienced a significant 25.7% point reduction
in the prevalence of any anaemia and a significant 19.5%
point reduction in moderate-to-severe anaemia relative to
the control group. While there was no difference in impact
between school feeding program and take-home ration,
the take-home ration reduced moderate-to-severe anaemia
prevalence of adult women aged ≥ 18 by 12.8 percentage
points. By improving the health and wellbeing of learners,
effective school health and nutrition programs improve both
access to school and health outcomes. For interventions in
the schools, at a minimum, the health, and education sectors
need to work together.
Through multisectoral collaboration, different sectors
have been able to advocate making health a priority of
government and government. Public health activism refers to
the collective efforts to redistribute power in ways that create
more health-enabling social environments in conditions of
social inequality [68]. It plays an important role in carrying
out broader, long-term health campaigns for better choices.
Tripathy et al 2016 [44] assessed the effect of participatory
women's groups facilitated by Accredited Social Health
Activists on birth outcomes in rural eastern India. The
Accredited Social Health Activists supported women's
groups through a participatory learning and action meeting
cycle where they discussed and prioritised maternal and
new-born health problems, identified strategies to address
them, implemented the strategies, and assessed their progress.
Consequently, they reported a 31% reduction in neonatal
mortality rate in two years, especially among the most
marginalised mothers. These findings showcase the ability of
multisectoral approach to provide a “soft-targeting” since
they are open to all, occur at a time decided by women
themselves, and also take place in remote areas with
marginalised groups. Taking such a multisectoral approach
can leverage the inclusion and protection of marginalized
groups by enhancing coverage and supporting efforts to

leave no one behind.
Multisectoral collaboration has opened a window for
with faith-based organizations (FBOs) to address health
disparities. There is evidence of the commitment to address
health disparities by engaging faith-based organizations
(FBOs). This is consistent with the resolution passed by the
Thirty-seventh World Health Assembly, in 1984, which
called upon WHO Member States to include a spiritual
dimension in their health strategies based on their social and
cultural patterns [69]. Schoenberg et al 2016 [47] conducted
a randomized controlled trial in which a faith-placed, lay
health advisor delivered smoking cessation intervention for
rural residents. Participants met with an interventionist for
one 90 min group session once per week incorporating
didactic information, group discussion, and nicotine
replacement therapy. Those in intervention group churches
had 13.6 times higher odds of reporting quitting smoking
one-month post-intervention than participants in attention
control group churches. Also, for each additional session
completed, the odds of quitting smoking increased by
26%. Voorhees et al 1996 [55] also provided an intensive,
culturally specific, smoking cessation intervention which
included pastoral sermons and testimonies, trained
volunteer counsellors support, audiotapes, and booklets. The
intervention group was nearly twice as likely to quit smoking
compared with minimal intervention group.
Erwin et al 1999 [53] conducted a quasi-experiment in
which the Witness Project provided talks in churches
through teams of local African American breast cancer
survivors to increase mammography practice. The
intervention group increased breast self-examination (BSE)
from 69.8% to 82% and mammography screening from
52.4% to 64.4% with no change being reported in control
group. These findings are consistent with that of Duan et al
2000 [54] who conducted a study to maintain mammography
adherence through telephone counselling in a Church-Based
Trial. This telephone counselling maintained 7.5% more
baseline adherent participants than control.

5. Conclusions
It is evident that multisectoral approach is effective
in improving health outcomes through leveraging on
knowledge, resources and combined strengths and expertise
by contributing to health and sustainable development goals,
collaborative relationships, innovation, scaling up and
sustainability. Moreover, the challenging task of improving
public health is better achieved by avoiding duplication of
inputs and activities and subsequently increasing efficiency
or efficacy. There is a need to build on local resources and
structures, embed quality assurance mechanisms within
implementation, and ensure relevance and adaptability to
context.
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