
NCD Portfolio  Intersectoral Collaboration and the SDGs Polygeia 2019 
 

 
 

2019 Non-Communicable Diseases portfolio  

Intersectoral collaboration and the Sustainable Development Goals  

 

Team 

Branch editor and researcher:  Akhila Jayaram  

Editor: Dr Tim Lindsay  

Researchers: Lara Vecchi & Isabella Weber  

Contributors: Catherine Dabrowska & Aaron Fleming  

 

Commissioner:  

Professor Neil Squires  

Public Health England 

 

  



 

NCD Portfolio  Intersectoral Collaboration and the SDGs Polygeia 2019 
 

2 

Executive Summary 

Title: Intersectoral collaboration and the Sustainable Development Goals  

  

Keywords: Intersectoral, collaboration, sustainable, development, goals, SDGs  

  

Background: The Sustainable Development Goals (SDGs) comprise an expansive and 

ambitious agenda across 17 themes and 169 targets. The SDGs explicitly emphasise that the 

individual themes and targets are fundamentally intertwined and cannot be achieved without 

a cohesiveness of planning and attention between them. We, therefore, propose that 

intersectional collaboration is essential to achieving the SDGs. However, what such 

collaboration looks like at this level is less clear.  

  

Discussion: Some policymakers have celebrated the interconnectedness of the SDGs as a leap 

towards creating coherence across themes that require mutual support and have shared goals. 

Others, however, have noted that some of the goals come into conflict with one another 

when specific regional and local issues collide. A requirement for intersectional collaboration 

is, therefore, simultaneously self-evidently necessary and a challenge. 

  

We identify three examples of previous intersectoral collaboration to address a variety of 

issues – tobacco use in Austria, diabetes, and HIV. We evaluate the approaches taken to 

combat these health issues such as the FCTC and MPOWER framework and draw parallels 

with the SDGs. In doing so, we highlight methods of intersectoral collaboration that could be 

adopted to address the SDGs.  

  

Conclusions: We identify past examples of successful intersectoral collaboration to provide a 

model for the utilisation of intersectoral collaboration in the future. Those working on the 

SDGs should not see intersectoral collaboration as applicable to only one type of goal or target, 

but rather as a framework that can be adapted and adjusted to suit the desired outcome. The 

complexity and interconnectedness of the SDGs demand an integrated and indivisible 

approach. In this respect, intersectoral collaboration could be the key to success.  
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Background 

The Sustainable Development Goals (SDGs)  

The 2030 Agenda for Sustainable Development, encompassing the Sustainable Development 

Goals (SDGs), was officially adopted by the United Nations General Assembly in September 

20151. Intended as a roadmap for policy making and budget allocation for the United Nations 

Development Programme (UNDP), the SDGs more broadly replace the Millennium 

Development Goals (MDGs) assumed in 2000, which focused almost exclusively on the 

alleviation of extreme poverty in the developing world. In contrast, the SDGs set a more 

expansive and ambitious agenda, seeking to engage all countries as stakeholders, although 

many of the goals only partly achieved in the MDGs have been incorporate into the themes 

of the SDGs. Whilst the MDGs spanned 8 themes overall and set 18 targets to be reached by 

2015, the SDGs incorporate a more expansive and heterogeneous 17 themes with 169 targets. 

The SDGs explicitly emphasise that the individual themes and targets are fundamentally 

intertwined and cannot be achieved without a cohesiveness of planning and attention 

between them1. 

 

 

Figure 1: The 17 Sustainable Development Goals as laid out by the United Nations Development Programme2. 
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Cross theme integration 

The UN General Assembly Resolution on the SDGs highlights the “integrated and indivisible” 

nature of the 17 themes1. The interconnectedness of the SDGs has been celebrated by some 

policy makers as a leap towards creating coherence across themes that require mutual 

support and have shared goals3 ⁠. Others, however, have noted that some of the goals come 

into conflict with one another when certain regional and local issues collide4. For example, 

reducing climate change (Goal 13) potentially conflicts with increasing affordable energy 

access in developing countries (Goal 7). In places, the public infrastructure and local 

knowledge required for the supply of green energy is decades behind the developed world5. 

Therefore, the demand for a quick and cheap supply of energy, which could lift millions out of 

poverty and drive local economic activity, is met by fossil fuels6 ⁠.  

 

Indeed, trade-offs between the growth of economies, the preservation of a sustainable 

ecology and climate, and the promotion of human well-being are posited to be central to the 

very concept of sustainable development7. The need to balance complex and, at times, 

seemingly competing demands, was acknowledged as a core challenge even before the 

adoption of the SDGs in the nascent years of sustainable development studies and theory8 ⁠. It 

is in this vein that the SDGs make an explicit reference to a theme of “leaving no one behind” 

and to “reach the furthest behind first”9.  

 

That is not to say that such a goal is easy. The United Nations Committee for Development 

Policy (UNCDP), a subsidiary body which provides independent advice on the United Nations 

development agenda, states that “the pledge to leave no one behind is seldom disputed in 

principle, but the complexity of its practical implementation is often insufficiently 

acknowledged…to leave no one behind, international action must be coherent.”10 

 

Is intersectoral collaboration the answer? 

In light of this highly complex environment where there is a constant need to consider trade-

offs, distributional effects and short- and long-term consequences amongst a myriad of local, 

regional and national interests, it is clear that a strategy for the resolution of disputes and 
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rationalisation of competing demands is important. Intersectoral collaboration (IC) has been 

proposed as one such strategy. 

 

Intersectoral collaboration, or intersectoral action, describes a variety of ways that individuals 

or organisations may work together, with varying degrees of collaboration and integration11. 

Horwath et al. identify five different levels of collaborative partnerships, existing along a 

continuum12. These are: 

1) Communication: individuals from different disciplines talking together.  

2) Cooperation: low key joint working on a case-by-case basis.  

3) Coordination: more formalised joint working, but no sanctions for non-compliance.  

4) Coalition: joint structures sacrificing some autonomy.  

5) Integration: organisations merge to create a new joint identity.  

Graphically, this continuum can be depicted as in Figure 2.  

 
Figure 2: The features of collaborative endeavours as presented by, and taken from, Horwath et al.12 
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As summarised by Tooher et al, integration can further be distinguished, ranging from 

functionally independent to fully integrated11,13,14. As collaboration becomes more complete, 

structures relating to the governance of the organisations become increasingly formalised, 

with an expectation of shared resources, shared responsibility, and, ultimately, greater 

success in relation to the target outcome11. 

 

IC has been championed as a key factor in a multitude of health sector activities, ranging from 

increasing physical activity in Korean cities15, to a core strategy in targeting communicable 

diseases14,16, to a path to health equity17,18. Indeed, the World Health Organisation has made 

IC a pivotal part of their Health Equity strategy, and are building a body of evidence to support 

it19. Yet there are also critics of IC, such as those who have expressed concerns over the 

possibility of achieving clear shared goals and objectives for public policy20. It is therefore 

important to consider what can be learnt from the past implementation of IC, so to establish 

models of best practice that can be replicated moving forward.  

 

In this report we reflect upon previous examples of IC across the continuum as presented by 

Horwath et al.12. In doing so, we draw parallels between successful projects of the past, and 

the ambitious goals and targets of the SDGs. Specifically, we use the examples of the 

Framework Convention on Tobacco (FCTC), the MPOWER framework and varying approaches 

to diabetes care.  
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Methods 

We conducted a scoping review to identify specific Sustainable Development Goals that, by 

their nature, are particularly reliant on wide reaching collaboration to drive the successful 

obtainment of their targets. Once identified, researchers conducted a further scoping review 

to identify historical examples of intersectoral collaboration that could provide a framework 

for the broader adoption of IC to address the SDGs.   

 

Researchers implemented a qualitative approach to critically evaluate the success of these 

programmes or initiatives, and then drew hypothetical parallels as to how lessons derived 

from these initiatives could be applied in the future. The researchers then formulated a 

narrative dialogue contextualising the historical examples and provided parallels with a 

specific SDG. 

 

Each case study is presented in terms of:  

1. A specific goal and its targets. 

2. An example of intersectoral collaboration in the past.  

3. Parallels that can be drawn between the past example and the target SDG.  

4. Implications for the implementation of intersectoral collaboration to address SDGs 

that can be learnt from the past.  
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Tobacco control in Austria – A model for SDG 13?  

Case study 1 

The goal of SDG 13 is to “take urgent action to combat climate change and its impacts”21. It is 

further divided into 5 targets, as outlined in Table 1. 

   

13.1 Strengthen resilience and adaptive capacity to climate-related hazards and natural 

disasters 

13.2 Integrate climate change measures into national policies, strategies and planning 

13.3 Improve education and awareness and capacity on climate change mitigation, 

adaptation, impact reduction and early warning 

13.A Developed countries mobilising a joint $100 billion annually by 2020 to address needs 

of developing countries and fully operationalise the Green Climate Fund 

13.B Promote mechanisms for raising capacity for effective climate change planning and 

management in least developed countries and small island developing States, 

focusing on women, youth and local and marginalised communities 

 

Table 1: SDG 13 targets21 

Climate change is having a devastating impact worldwide22.  This year saw the highest ever 

temperature recorded in the UK at 38.7 degrees with an associated increase in heat-related 

deaths from 1,100 to nearly 1,500 per day23. As a further example, prolonged periods of  heat 

are drying out trees and shrubs and therefore fuelling forest fires24. Hence and justifiably so, 

climate change has assumed a prominent place in politics and the media. In turn, this has led 

to increasing climate activism25, as well as uptake of simple, personal measures to help 

combat climate change26. 

 

Upon review of the targets of SDG 13 listed in Table 1, it is undeniable that they can only be 

achieved through an integrated and collaborative approach. Related actions are likely to 

range from those taken by governments in deciding, setting, and dictating policy, to a 

coalition of multiple stakeholders acting to increase education and awareness. As such, the 

type of IC required sits on the far end of the Horwath continuum12, yet by contrast demand 

for change is largely being driven by those on the opposite end. Fortunately, despite the 
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enormity of the challenge posed by SDG 13, and the high level of collaboration required to 

address it, a previous framework can provide clues to a potential path to success; that of that 

of tobacco control and the Framework Convention on Tobacco.     

 

Framework Convention on Tobacco (FCTC)  

Even though the harmful effects of smoking have long been established, tobacco use still kills 

over 8 million people annually27. In 2003, the Framework Convention on Tobacco Control 

(FCTC) – an example of high-level collaboration and integration - was adopted by the World 

Health Assembly to tackle the root causes of tobacco related deaths. The Convention came 

into effect in early 2005 after being acceded, ratified, accepted or approved by 40 States28. 

The objective of the convention is stated as protecting “present and future generations from 

the devastating health, social, environmental and economic consequences of tobacco 

consumption and exposure to tobacco smoke”28. It is legally binding, evidence based and the 

first ever global health policy treaty. Currently, there are 181 members party to the 

convention, which represents more than 90% of the world’s population27.  

 

The FCTC emphasises holistic policy in that it addresses demand reduction as well as supply 

issues. It is divided into 10 parts with different articles concerning specific aspects on tobacco 

control. Strategies to reduce demand are classed into price and tax measures and non-price 

measures including protection from tobacco smoke exposure, regulations on packaging and 

labelling, advertising, promotion and sponsorship, as well as education and public awareness. 

Illicit trade in tobacco products, sales to, and by, minors, and provision of support for 

economically viable alternative activities aim to reduce supply28.  

 

FCTC in Austria  

Austria signed and ratified the FCTC in 2005, shortly after its 2003 conception. As a result, a 

new law was enforced prohibiting smoking in enclosed public spaces29. However, the law 

came with many exceptions, the main one being that it did not apply to the hospitality 

industry, drastically reducing its intended effect29.  Since 2009, restaurants, clubs, pubs, and 

coffee shops larger than 50 square meters were obliged to either have a no smoking policy or 

separate smoking and non-smoking areas. However, this does not effectively protect non-
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smokers from passive smoking, as the separation between smoking and non-smoking areas 

is often insufficient and smoke may still pass between the two spaces. For example, a study 

by Neuberger et al. from the Medical University of Vienna, showed that the concentration of 

harmful particulate matter is much higher in the non-smoking areas of venues that also have 

smoking areas, compared to a venue with a complete smoking ban30. This predisposes 

patrons and employees alike to a range of negative externalities related to passive smoke31.  

 

Despite this evidence, scientific studies evaluating the benefits of a smoking ban have been 

largely ignored by Austrian politicians32. Furthermore, so called public-opinion surveys carried 

out by special interest groups have been used as evidence that the majority of the Austrian 

population would oppose a total smoking ban33. Yet these surveys have been largely 

discredited by independent research groups. For example, an independent survey carried out 

by the European Commission showed that 63% of the Austrian population is in favour of a 

smoking ban in restaurants34.  

 

Despite these challenges, there is cause for optimism. Notwithstanding opposition and 

hurdles to date, as of November 1st, 2019, a complete indoor smoking ban in Austria has come 

into place35. This is no small achievement and involved a lengthy process and a variety of 

stakeholders - the Austrian tobacco industry, hospitality industry, the State, politicians, health 

insurance, media, general public, and NGOs amongst others – and therefore necessitated an 

intersectional approach. Here, we examine the contribution of each stakeholder to achieving 

a total ban on indoor smoking.  

 

Stakeholder conflict  

The Austrian tobacco industry consists of the company Austria Tabak, which, until recently, 

was State-owned. Clearly, this created a conflict of interest for the State; it is not possible to 

simultaneously reduce smoking, whilst at the same time prioritise earnings through the sale 

of tobacco products. Furthermore, the ÖKOLAB, a laboratory commissioned by the Austrian 

Government to control the composition of tobacco, is a subsidiary of Austria Tabak, raising 

more questions over further conflicts36.  
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However, conflicts of interest are not limited to government. For example, there have been 

cases of lung specialists who cooperate with the tobacco industry to provide false evidence 

about smoking related health issues. One view is that these physicians choose to do so for 

monetary reasons, often to keep their institutes alive37. Additionally, the Austrian hospitality 

industry is a major stakeholder in tobacco legislation38. Restaurant, bar, and coffee shop 

owners feel forced to offer a smoking area for fear of losing customers to a competitor that 

provides one39. They also fear that a complete indoor smoking ban will have a negative effect 

on their revenue39. Hence, hospitality lobbying groups have had a major impact on the 

government’s decision regarding indoor smoking law29. A change in the law in other countries 

has, however, shown the opposite; studies in North America and Europe provide evidence 

that introducing a smoking ban can increase revenue39. Potential explanations for this include 

the attraction of a smoke-free venue to families with children39. 

 

Role of the State 

The State plays a key role in implementing the FCTC. Austria has not only been lacking in 

appropriate laws to ban indoor smoking, but also in legislation regarding the access to, and 

price of, tobacco products, especially cigarettes. Until recently, the legal age to buy cigarettes 

was sixteen. Cigarette taxes are amongst the lowest in Europe, with one pack of cigarettes 

costing around £4 compared to £10 pounds in the UK40. A law to completely ban indoor 

smoking in Austria was set to come into place in March of 2018. However, after a change of 

the ruling parties in parliament, the implementation was retracted. The Austrian People‘s 

Party had previously agreed to this law with its old coalition partner the Social Democratic 

Party. After new elections, the Austrian People‘s Party formed a coalition with the right-

winged Austrian Freedom Party, in which they agreed to retract the smoking law, in exchange 

for the Freedom Party to agree to the Comprehensive Economic and Trade Agreement (CETA), 

a free-trade agreement between Canada and the member states of the European Union. It is 

speculated that the Austrian Freedom Party received generous donations for their election 

campaign from the Austrian tobacco industry and therefore insisted on cancelling the indoor 

smoking ban32.  
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Role of the Public 

By contrast, the retraction of the law to ban all indoor smoking resulted in an uproar in Austria. 

In response to this political decision, the Vienna Medical Association and the Austrian Cancer 

Aid Association started a petition called “Don’t Smoke“32. The petition aimed to bring this 

issue to parliament for reconsideration, for which 100,000 signatures were required41. Within 

a few months, more than 800,000 people signed the petition41. With a population of 8 million 

people, this meant that 10% of the country signed the petition. This showed the strong public 

support to enforce the law against smoking indoors. Unfortunately, it did not result in a 

change in the law. Although efforts of the public were not sufficient to change the politicians’ 

decision in this case, their importance should not be dismissed, as petitions and protests are 

effective means to get politicians‘ attention and at the core of a democratic society41. 

 
Role of NGOs 

Implementation of a general smoking ban in Ireland was, in part, possible because of 

cooperation between the government and NGOs. The general public therefore, did not see 

the ban as being forced upon them by politicians, but rather an educated decision that would 

help to protect employees in the industry39. In Ireland, this was achieved through campaigns 

coordinated by organisations including the ASH (Action on Smoking and Health), Irish Cancer 

Society and Irish Heart Foundation. This cooperation is lacking in Austria. Manfred Neuberger, 

founding member of the Austrian Council on Smoking and Health, a non-profit organisation 

aiming to educate individuals on the risks associated with tobacco products, has previously 

decried the lack of sponsorship available for NGOs. Compounding this, on only one occasion 

has that NGO received money from the Ministry of Health. Neuberger highlights that this did 

not stop them from criticising the ministry, although this may have discouraged future 

funding29.  

 

Role of the Health Care System 

One fifth of Austria's health care expenditure is spent on smoking related diseases36. Yet, the 

Federation of Austrian Social Insurance Institutions has neither been providing support for 

smoking cessation, nor has it initiated or supported anti-smoking campaigns. Working 

towards reducing smoking would cut a lot of costs for them36, suggesting insurers  would 

greatly benefit from contributing to achieving an indoor smoking ban. 
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In summary, there are complex issues and many stakeholders involved in tobacco control in 

Austria. Ultimately, the individual efforts have led to an indoor smoking ban as of November 

1st, 2019. However, this process could and should have been accelerated with more focus on 

an intersectional approach. The FCTC is a legally binding convention, yet over 14 years passed 

between Austria signing the FCTC and banning indoor smoking; slow progress indeed.  

 

Parallels with SDG 13   

Given the complexity of this environment and the variety of stakeholders, it is easy to draw 

parallels with climate change. Industries of all sectors play a role in climate change. The top 

twenty fossil fuel companies contribute roughly 35% of energy-related CO2 and methane42. 

This sums to 480 billion tonnes of carbon dioxide emissions since 196542. However, the 

answer is not as simple as penalising fossil fuel companies. In that case, the goal of combating 

climate change may come in conflict with goal 8: sustainable economic growth. This is 

especially true for less developed countries where companies may have difficulties affording 

sustainable energy resources. It is therefore necessary to look at alternative models.  

 

The FCTC is legally binding, but it does not impose penalties when not implemented. Austria 

has often been referred to as the ashtray of Europe33. One would think that advancements in 

other European countries would provide pressure and support for Austria to improve its anti-

tobacco legislation. However, as highlighted above, decisions regarding Austrian laws on 

tobacco seem to be influenced by national stakeholders only. In contrast to the FCTC, the 

SDGs are not legally binding. This means that there is no legislative pressure to implement 

the goals, potentially decreasing uptake. Then again, as opposed to tobacco laws, efforts of 

neighbouring countries may have a larger effect on SDG implementation. This is in part due 

to the fact that the SDGs are goals that were collectively agreed upon and require global 

collaboration to be achieved; France’s smoking policy does not implicitly affect Austrian 

smokers, but its climate policy does. Furthermore, the progress of the FCTC is tracked through 

reports which are submitted by each country, whereas the progress towards the SDGs is 

discussed at meetings where contributing nations meet. There is a larger sense of 

responsibility and the meetings allow for confrontation if certain nations are not achieving 

the set targets.  
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Role of the State 

As with the implementation of the FCTC, the government also plays a major role in combating 

climate change. For example, governments could invest in public transport to give people the 

opportunity to decrease means of private transportation and therefore reduce their carbon 

dioxide emissions. As opposed to tobacco legislation, Austria can be viewed as a role model 

regarding availability, quality and accessibility of public transportation. As an example, 

university students pay a mere 150 euros and adults 365 euros per year to use all means of 

public transportation in Vienna43. Furthermore, the city of Vienna has an extensive network 

of bike lanes and city bikes that are very affordable and convenient to travel around the city 

with. Additionally, the Austrian Government is planning to impose a carbon tax44. There has 

been some opposition to this, as this would make commuting to cities from suburban areas 

very expensive, as there are few alternatives in terms of public transport available in these 

areas44. However, all the above examples work towards combating climate change and show 

how active and progressive the Government is in this area, especially compared to their 

actions in tobacco legislation. 

 

Role of the Public 

Greta Thunberg started her fight to combat climate change at a school strike in Sweden and 

has since travelled the world to give speeches and take part in protests. Thunberg‘s speech 

at the United Nations COP24 in Poland and at the UN Climate Conference in New York reached 

millions of people45. As a result of her efforts, an estimated four million people in thousands 

of cities around the world united for global climate protests on September 20th, 201946. Greta 

Thunberg has also received a lot of attention for her efforts to combat climate change by 

adjusting her lifestyle; Thunberg does not take planes, but rather trains and sailboats, and 

follows a vegan diet. Aside from Thunberg, other people of public interest have also made 

efforts to help combat climate change. For example, Leonardo DiCaprio who produced the 

movie Cowspiracy highlighting the environmental impact of the meat industry, as well as 

athletes such as Novak Djokovic who live by a plant-based diet47. With the aid of media 

coverage, individual efforts have the potential to influence a large population and thus 

produce a large contribution to fighting climate change26.  
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Role of the Health Care System 

Improving air quality and combating air pollution is part of several SDGs, including goal 13 

regarding climate action. Health insurers are a major stakeholder in this as 7 million people 

die prematurely every year due to air pollution. The majority of these deaths are due to 

ischaemic heart disease, pneumonia, stroke, COPD and lung cancer48. Lacey et al. show that 

a global phasing out of solid-fuel cook stoves over the course of the next twenty years could 

avoid 260,000 premature deaths per year from air pollution as well as reduce global warming 

by 0.08 °C by 205049, suggesting that health insurers have a responsibility in contributing to 

combating climate change.  

 

Implications for SDG 13  

As this case study highlights, there are many stakeholders in the Austrian tobacco legislation. 

But, as we also mentioned, tobacco policy is moving forward. Recent political turmoil in 

Austria has resulted in the dismissal of the Government and installation of a transitional 

government. This transitional government has made the decision to finalise the legislation 

banning indoor smoking, and as of November 1st 2019 it has come into effect. This is as a 

result of shared efforts of the State, the general public, NGOs, health professionals and the 

WHO through the FCTC.  

 

Undoubtedly, this process could have been accelerated with improved intersectional 

collaboration, especially regarding NGOs and the State. Errors in process are easy to identify. 

However, it would be remiss not to also contemplate the significant contribution that low 

level IC played in the eventual successful implementation of tobacco policy. Whilst at time, 

functionally independent communication was the essence of any IC, over time it developed 

and progressed along the Howarth continuum. Perhaps with the actions of those like Greta 

Thunberg we are witnessing the emergence of a similar nascent stage of development of 

global IC.   
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Contrasting approaches to SDG 3 – intersectoral collaboration across 

the continuum  

 
The goal of SDG 3 is to “ensure healthy lives and promote wellbeing at all ages”50. It is further 

divided into 13 targets, as outlined in Table 2.  

 

3.1 By 2030, reduce the global maternal mortality ratio to less than 70 per 

100,000 live births 

3.2 By 2030, end preventable deaths of new-borns and children under 5 years of 

age, with all countries aiming to reduce neonatal mortality to at least as low 

as 12 per 1,000 live births and under-5 mortality to at least as low as 25 per 

1,000 live births 

3.3 By 2030, end the epidemics of AIDS, tuberculosis, malaria and neglected 

tropical diseases and combat hepatitis, water-borne diseases and other 

communicable diseases 

3.4 By 2030, reduce by one third premature mortality from non-communicable 

diseases through prevention and treatment and promote mental health and 

well-being 

3.5 Strengthen the prevention and treatment of substance abuse, including 

narcotic drug abuse and harmful use of alcohol 

3.6 By 2020, halve the number of global deaths and injuries from road traffic 

accidents 

3.7 By 2030, ensure universal access to sexual and reproductive health-care 

services, including for family planning, information and education, and the 

integration of reproductive health into national strategies and programmes 

3.8 

 

Achieve universal health coverage, including financial risk protection, access 

to quality essential health-care services and access to safe, effective, quality 

and affordable essential medicines and vaccines for all 

3.9 By 2030, substantially reduce the number of deaths and illnesses from 

hazardous chemicals and air, water and soil pollution and contamination 
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3.A Strengthen the implementation of the World Health Organization Framework 

Convention on Tobacco Control in all countries, as appropriate 

3.B Support the research and development of vaccines and medicines for the 

communicable and non-communicable diseases that primarily affect 

developing countries, provide access to affordable essential medicines and 

vaccines, in accordance with the Doha Declaration on the TRIPS Agreement 

and Public Health, which affirms the right of developing countries to use to 

the full the provisions in the Agreement on Trade-Related Aspects of 

Intellectual Property Rights regarding flexibilities to protect public health, 

and, in particular, provide access to medicines for all 

3.C Substantially increase health financing and the recruitment, development, 

training and retention of the health workforce in developing countries, 

especially in least developed countries and small island developing States 

3.D Strengthen the capacity of all countries, in particular developing countries, 

for early warning, risk reduction and management of national and global 

health risks 

 

Table 2: SDG 3 targets50 

Case study 2  

MPOWER: a cornerstone of the FCTC 

In order to establish the targets required by the FCTC, the WHO developed a specific 

framework called MPOWER, which is based on monitoring tobacco use and prevention 

policies in order to implement different intersectoral measures to decrease tobacco use and 

increase healthy lives51. Whilst the MPOWER method has led to progress in tobacco control52, 

it is important to understand whether similar intersectoral systems are being used within the 

realm of other health crises, such as infectious diseases, in order to meet the aims set in the 

SDGs. By investigating different policies implemented to address the HIV epidemic, this case 

study will explore how monitoring policies can help increase access to antiretroviral therapies 

(ART), helping to ensure healthy lives and well-being for all, as advocated by SDG 3.  
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MPOWER as a framework for high level collaboration  

Following Article 20 of the FCTC, the WHO established an intersectoral system called 

MPOWER, as outlined in Table 3, to help reduce tobacco use by implementing policies in 

different fields, such as media, taxation, and public health measures51. 

 

Table 3: The MPOWER framework51 

Whilst MPOWER targets tobacco control in many different sectors, each of the policies 

depends on the monitoring measure at the centre of MPOWER. Indeed, the framework is 

based on surveillance of the magnitude, patterns, determinants and consequences of tobacco 

consumption and exposure to tobacco smoke51. Through the integration of national and 

international programmes (high level collaboration), the MPOWER model aims to compare 

and analyse data on tobacco regulation at a regional and global level.  The WHO recognises 

monitoring as a critical tobacco control activity because only through accurate measurement 

can problems caused by tobacco be understood and interventions be effectively managed 

and improved. 51 Thanks to the surveillance derived from Global Adult Tobacco Surveys and 

initiatives such as the Global Tobacco Surveillance System Data and the Bloomberg Initiative, 

the MPOWER model is increasing dedicated interventions both nationally and internationally. 

This model “helps countries design and carry out policy, particularly in developing countries 

where the tobacco industry actively seeks new markets”52. 

 

Since its implementation in 2008, MPOWER has had a substantial impact on tobacco 

prevention and control. For example, 7.4 million premature deaths will be averted due to the 

MPOWER measures being adopted from 2007 to 2010. Furthermore, 530 million people are 

now living in countries with the recommended minimum tobacco measure52. Whilst these are 

simply two of the impactful figures demonstrating MPOWER’s utility in the tobacco crisis, 

Monitor Monitor tobacco use and prevention policies  

Protect Protect people from tobacco smoke 

Offer Offer help to quit tobacco usage 

Warn Warn about the dangers of tobacco 

Enforce Enforce bans on tobacco advertising, 

promotions and sponsorships  

Raise Raise taxes on tobacco 
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every aspect of the MPOWER model has progressed53. As reported in the latest world report 

on tobacco control undertaken in 2019, significant progress has been made especially in low-

and middle-income countries. For example, 61% of the population living in low- and middle-

income countries are protected by at least one complete MPOWER measure, and 44% by at 

least two MPOWER measures52.  

 

MPOWER and HIV prevention 

The sustained success of the MPOWER model has shown that MPOWER measures and global 

initiatives are efficient in tackling NCD risk factors. However, whilst the incredible successes 

of the FCTC and MPOWER demonstrate efficacy within NCDs, it is necessary to understand 

whether similar measures could be implemented within diseases targeted by the third SDG. 

One of the elements central to this SDG is infectious diseases, with a specific focus on the HIV 

epidemic. The UNDP states that by the end of 2017, 21.7 million people living with HIV were 

receiving antiretroviral therapy, but more than 15 million people are still waiting for 

treatment54. Whilst the progress in assessing HIV patients and providing ART therapies 

continues to make admirable progress year by year, there are still millions of people 

worldwide not receiving life-saving treatment54. Therefore, whilst the MPOWER measures are 

adept at addressing NCDs, it is worthwhile contemplating whether this framework could be 

used for helping to accelerate access to life-saving treatments.  

 

90-90-90: meeting targets by 2020  

Recently, efforts to end the HIV epidemic have been driven by UNAIDS’ 90-90-90, an HIV 

narrative aiming to hit targets by 2020. The 90-90-90 proposal, which was established in 2015, 

intends to reach three important targets55: 

 

1. By 2020, 90% of all people living with HIV will know their HIV status. 

2. By 2020, 90% of all people with a diagnosed HIV infection will receive sustained 

antiretroviral therapy.  

3. By 2020, 90% of all people receiving antiretroviral therapy will have viral suppression.  
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However, just a few months shy of the start of 2020, these targets have not yet been met. 

According to the latest statistics from UNAIDS, in 2018, 79% of people living with HIV knew 

their status and 62% of all people living with HIV were accessing antiretroviral treatment56. 

These numbers are striking; whilst 7.7 million more people are accessing antiretroviral 

treatment compared to 2010, there is a nearly 30% difference between the current number 

of individuals accessing treatment and the 2020 targets established by UNAIDS.  

 

Barriers to ART: health-system and population level 

A 2008 review57 investigated barriers to accessing antiretroviral treatment and recognised 

two types of barriers: health system-level barriers and population level barriers. Health 

system-level barriers are identified as a lack of human resources, infrastructure, equipment 

and materials used in providing treatment. Population-level barriers are considered as a lack 

of awareness about ART, stigma, and lack of financial means. Of 19 studies analysed in their 

review, 9 studies individuated both health-system and population-based barriers, whilst the 

rest of the studies identified either population-based barriers or health-system based barriers. 

One of the main challenges identified by the population-based barriers was the stigma 

associated by HIV. In fact, this seems to be one of the driving factors in HIV patients’ decisions 

not to pursue treatment, especially in middle- and low-income countries.  

 

Stigma against people living with HIV (PLHIV): a central barrier 

Whilst this study was conducted in 2008 and therefore is unlikely to represent the current 

situation, a 2016 UNAIDS report on AIDS highlighted stigma as a central barrier preventing 

access to ART. Whilst research suggested discriminatory attitudes towards individuals 

suffering from HIV has slowly declined, discrimination against HIV is still fervent58. As of 2016, 

a report undertaken by the HIV Justice Network discovered more countries had implemented 

HIV criminalisation: a total of 72 countries have adopted laws allowing for HIV criminalisation, 

based on either HIV-specific laws or laws including HIV as one of the criminalised diseases59. 

In addition to discriminatory laws against individuals affected with HIV, population-based 

surveys suggest that discriminatory attitudes are still present. For example, over 50% of 

individuals aged 15-49 in half of the countries investigated between 2009 and 2014 reported 

that they would not buy vegetables from a shop owner diagnosed with HIV58. 
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People Living with HIV Stigma Index  

One of the most important measures developed in order to track HIV stigma and 

discrimination against people living with HIV is the People Living with HIV Stigma Index, a 

measurement tool designed to understand stigma and target universal access to ART. The 

People Living with HIV Stigma Index is a survey resulted from the partnership of the Global 

Network of People Living with HIV, the International Community of Women living with HIV 

and the International Planned Parenthood Federation in order to increase greater 

involvement of people living with HIV in research60. The inclusion of HIV patients and  the 

community within the research is, in fact, central to previous findings as community 

involvement provides “improved education of the individual and the community at large on 

the benefits of treatment”57. 

 

To date, a key resource to come from the PLHIV Index is a study investigating stigma and 

discrimination in the Pacific region. The evidence gathered through the project uncovered 

many factors that had not yet been reported61. For example, one of the main aspects 

emphasised by the study is the high percentage of self-stigma in PLHIV; 70% of respondents 

described having felt shame, guilt and self-blame, with 22% admitting they had had suicidal 

feelings. However, the high percentage of self-stigma did not only impact personal feelings, 

but their access to social activities and health services, as they often excluded themselves 

from healthcare and, therefore, vital treatments. Another important aspect highlighted by 

the research is the lack of knowledge concerning undetectable viral load. In fact, nearly 41% 

of the respondents decided not to get married, 47% decided not to have intercourse, and 50% 

decided not to have children.  

 

In addition to self-stigma and lack of knowledge concerning HIV, the study reported 

participant’s experience of verbal insults, harassment and threats in the previous 12 months. 

The study highlighted an increasing need for public awareness and current knowledge of HIV 

and STIs within middle- and low-income countries in order to decrease stigma and 

discrimination, which will consequently increase access to treatment and help save lives. In 

addition to the importance of increasing public health measures to decrease stigma, the study 

also revealed the importance of having PLHIV as part of the design and conduct of the 
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research because “it is not only empowering but will also lead to more effective 

programming”61. In fact, PHLIV conducting the research facilitate access to participants due 

to their personal experience of living with HIV. For example, many participants indicated that 

they had never met another person living with HIV. Besides their desire to participate because 

of the researchers’ status as having HIV, the collaboration with the interviewers led to the 

participants’ desire to be more public about their status, which will then lead to increase 

awareness and decreased stigma61.  

 

Parallels between the PLHIV Stigma Index and MPOWER 

The People Living with HIV Stigma Index is a monitoring system that targets stigma through 

research undertaken by PLHIV, whilst creating public health measures to decrease 

discrimination, increase HIV awareness, and therefore escalate access to ART treatment. Just 

as the MPOWER model is at the basis of tobacco control in order to meet the targets of the 

FCTC, the PLHIV Stigma Index aims to monitor stigma in order to create dedicated measures 

at a national and international level to reach the targets established by UNAIDS’ 90-90-90 

aims. Whilst tobacco control and monitoring of other NCD’s risk factors can be undertaken 

through population and government-based surveys, the impact of stigma and discrimination 

against HIV and other STIs can be only undertaken through the help and implementation of 

PLHIV in active research.  

 

Implications for SDG 3 

The inclusion of PLHIV within the organisational structures, combined with their leading of 

research and data collection in a coordinated collaborative effort signifies more than just 

patient involvement. Crucially, it also increased awareness of HIV. As evidenced by the Fiji 

Network Plus’ study, the involvement of HIV patients within data collection can decrease self-

stigma caused by HIV status, therefore creating accurate knowledge of the infection and 

increase access to ART. This intersectoral approach has demonstrated that HIV knowledge is 

at the centre of the epidemic itself: without contact between HIV patients and the community, 

stigma will continue to pervade through middle- and low- income countries and the HIV 

epidemic will continue to spread. Through the connection of HIV patients, unknown 

perspectives can be researched, further awareness can develop, and stigma can decrease, 
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therefore leading to increased access to ART, helping to end the HIV epidemic and therefore, 

meeting a vital goal in SDG 3.  

 

Case study 3    

Diabetes and a disease centric approach  

Diabetes is a chronic non-communicable disease (NCD) that occurs when the body is unable 

to produce or regulate insulin. It occurs in both children and adults, though can also develop 

during pregnancy. Type 1 diabetes, which occurs when the body is unable to produce insulin, 

is mainly prevalent in children, whilst type 2 is more common in adults with a history of 

obesity and physical inactivity62. Both types eventually result in complications related to the 

heart, kidneys, nervous system, eyes and circulatory system. 

 

According to WHO statistics, 422 million adults were diagnosed with diabetes in 2014 with 

1.6 million deaths in 201663,64; more recent figures specific to the UK show nearly 42 million 

adults have been affected, with an estimated 1 million already suffering from type 2 diabetes 

but not yet been diagnosed65. The sheer number of individuals affected, coupled with the 

complications that arise from it, render diabetes as a priority NCD to be addressed. Prevention 

and effective treatment of this disease would therefore directly contribute to achieving SDG 

goal 3.4., which aims to ‘reduce by one third premature mortality from non-communicable 

diseases by 2030 through prevention and treatment and promote mental health and well-

being’66.  

 

The economic impact of diabetes cannot be ignored as it places a huge burden on public 

health systems and also affects the ability of people to work67–69. Moreover, due to the nature 

of the disease, access to medicines, such as insulin and supporting drugs to lower cholesterol 

levels, and managing arising complications, such as retinopathy and cardiovascular diseases, 

are crucial to reducing mortality and improving quality of life70–74. This lack of availability is 

further exacerbated in low and middle-income countries (LMICs) due to a lack of effective 

governmental policies, insufficient spending power and lack of coordination among various 

stakeholders75–78. Therefore, not addressing diabetes also undermines the overall progress 
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made on SDG 1 (‘No poverty’)79, SDG 8 (‘Decent Work and Economic Growth’)80 and SDG 10 

(‘Reduced Inequalities’)81. 

 

An intersectoral action plan  

In order to combat this growing issue, the WHO has rolled out the WHO NCD Global Action 

Plan 2013–202082 which offers a number of high-level recommendations to national 

governments to improve their response towards the increasing prevalence of diabetes. 

Amongst other recommendations to engage in capacity building and filling knowledge gaps, 

it highlights the importance of a “multisectoral approach”’82. This is particularly relevant for 

type 2 diabetes, which is preventable in contrast with type 1, and which will be the focus of 

the case study presented in this section. It has been reported that 88% of countries already 

have a policy related to tackling diabetes, whilst only 77% have dedicated funding for its 

implementation63,83. Despite having these policies in place, a study focusing on European 

diabetes policy noted that there is still a lack of multisectoral collaboration; for example, only 

9 out of 44 countries in Europe actively funded prevention measures84, although these are 

required to reduce the incidence of the disease. 

  

In the following section, we present a case study from the UK, to showcase how these 

multisectoral collaborations can effectively help combat diabetes, and in effect, promote the 

advancement of the SDGs. 

 

Addressing Diabetes in England through Social Prescribing  

Social prescribing is an approach that has been pioneered by the National Health Service in 

England, whereby it is “a mechanism for linking patients with non-medical sources within the 

community”85,86. It recognises that patients benefit from these behavioural interventions and 

support mechanisms in addition to medical prescriptions, effectively endorsing a 

“multisectoral approach”. This model can range from signposting patients to the relevant 

community organisations to developing a comprehensive strategy with non-medical 

stakeholders to develop local interventions87.  
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The argument for social prescribing arises from the already existing pressures on primary care 

resources, which means that patients with long-term conditions might need the assistance of 

voluntary organisations or community schemes to better manage their diseases88,89. This 

model of treatment also shifts the focus away from illness to wellness, thereby also advancing 

SDG 3, which “ensures healthy lives and promotes well-being for all at all ages”. Initial studies 

have shown that social prescribing has generally increased patient wellbeing, although 

further work needs to be done to improve the cost-effectiveness and potential to reduce 

usage levels of primary care resources90,91; however, more robust studies are required in 

order to draw concrete conclusions92.  

 

Two types of social prescribing in specific, UK-based programmes are worthy of further 

commentary, both of which are used for management of chronic diseases, and can therefore 

be extended to the control of Type 2 diabetes. 

 

Ways to Wellness: Intersectoral collaboration and the management of chronic disease  

About the service 

Ways to Wellness is a charitable organisation which aims to link service providers with clinical 

commissioning groups (CCGs). It is funded by the Department of Health, the Cabinet Office 

voluntary organisations and a venture fund93 and was founded through a multisectoral 

collaboration amongst the Voluntary Organisations’ Network North East (VONNE), the 

Newcastle West CCG and the Association of Chief Executives of Voluntary Organisations 

(ACEVO)94. The area of Newcastle was chosen particularly due to the prevalence of 

deprivation in the region, which is thought to lead to poorer health outcomes especially in 

the context of long-term conditions. The programme is currently scheduled to run for 7 years 

from 2015 to 202295. 

 

Objective and Methods 

The service is mainly used to cater to those patients aged 40-74 with a long-term condition, 

one of which is diabetes. It operates on a referral system from the patient’s GP or practice 

nurse and is centred around interaction with a ‘link worker’ from the service provider. This 

link worker is highly trained in behaviour management and works together with the patient 
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to create a personalised action plan. Depending on the intervention needed, this may include 

developing nutrition and fitness plans or assisting in accessing specialist services93–95.  

The objective of the service is to ultimately ensure that the patient is able to self-manage 

their condition, whilst also reducing the need to access the NHS, either in primary or 

secondary care settings. An indirect consequence of such a social prescribing programme is 

also expected to be that of reducing health inequalities by focusing on “person-centred” 

care95. 

 

Efficacy to date 

This is an ongoing programme, but interim studies have shown that patients report a 

significant improvement in their wellbeing, particularly with regard to work and volunteering 

activities95; these outcomes are directly related to SDGs 1, 2 and 8. The multisectoral 

approach also seems to have worked as the service has reported around 4000 referrals from 

GP practices to the service as of 2018, indicating buy-in from the medical stakeholders95. 

However, the service has not been without challenges, one of which is the inflexibility of 

current NHS contracts towards such innovative approaches indicating that at a policy level, 

more needs to be done. It is also interesting to note that the service is facing hurdles in 

attracting new funders, particularly due to the nature of the public sector-voluntary sector 

collaboration94,95. 

 

Upon observing the patient experience at a granular level, qualitative evidence published in 

the BMJ Open96 showed that the programme had been preliminarily effective in treating 

those conditions which required a more extensive approach than was offered in a primary 

care setting. Although this study involved patients with diabetes as well as other long-term 

conditions, 86.6% of them received some referral to physical activity and weight management 

services. Particularly, those with diabetes noted an increase in feeling in control of their 

condition due to directly observable physical effects such as reduction in cholesterol levels96.  

 

A detailed evaluation of this programme in relation to type-2 diabetic patients is slated to be 

conducted in 2019. The protocol of this evaluation describes that primary outcomes such as 

Hb1Ac levels and secondary outcomes such as systolic blood pressure, cholesterol levels, 

usage of secondary care will be measured in groups of individuals enrolled in the programme 
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versus control groups97. A thorough analysis of the cost-effectiveness of such a social 

prescribing programme in the context of diabetes will also be studied, as will the variation in 

effectiveness of interventions among different people. The outcomes of this study will be 

instrumental in informing governments of both ‘best practices’ and ‘lessons learnt’ and will 

therefore offer a solid framework for the development of the social prescribing model in 

managing type 2 diabetes. 

 

Exercise on Referral: Intersectoral collaboration and the prevention of chronic disease 

About the service 

Exercise on Referral Scheme (ERS) is a social prescribing scheme run in partnership with 

Clinical Commissioning Groups (CCGs) and local gyms/leisure centres98. It mainly focuses on 

increasing uptake of physical activity, and therefore is highly relevant to the prevention of 

type 2 diabetes. These schemes have been running in the UK since the 90s99, and have been 

used extensively since then100. 

 

Objective and Methods 

The scheme generally runs for 12-15 weeks and incorporates efforts from GPs, rehabilitation 

and nursing specialists. These schemes run throughout the country and some examples 

include schemes in Hertfordshire, Cumbria and London101–103. Patients are allowed to access 

the gym for free or for a highly subsidised amount for the duration of the course; some 

schemes also offered support and advice to sustain levels of physical activity post the course. 

 

The objective of the scheme was to evaluate if increased physical activity reduced any 

symptoms and helped better manage long-term conditions. Enrolling an individual on an ERS 

scheme costed on average £169104; however the healthcare expenditure on diabetic patients 

is nearly three times when compared to those without the condition105. Therefore, this 

measure was also seen as one that could reduce costs incurred by the NHS. 

 

Efficacy to date 

Multiple randomised controlled trials (RCTs) have been conducted to observe the 

effectiveness of ERSs, with similar conclusions106–109. A study conducted in London110 focused 
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on participants who were referred to leisure centres, community-based supervised walking 

groups and also a number of ‘control’ participants who were only provided advice on physical 

activity. The programme lasted for 10 weeks and participants were evaluated after 6 months. 

It was observed that all those who took part, including the control group, achieved increased 

levels of physical activity and as a consequence, had improved health outcomes. However, 

from a cost-effectiveness perspective, providing tailored advice to participants appeared to 

be the most desirable option. This view was further corroborated by another study conducted 

in 2005106, which observed only a marginal difference in physical activity after 12 months 

between groups who were referred to an ERS and those who were not. Despite the evidence 

above, the usage of ERSs to improve health outcomes in the specific context of diabetes has 

not been explored111; previous studies have solely focused on an uptake of physical activity 

and continued adherence. Therefore, this is an area that can be built upon by public health 

authorities in collaboration with local councils and CCGs. 

 

Implications for SDGs 3 & 10  

Addressing diabetes through intersectoral approaches would directly contribute to the 

fulfilment of target 3.4 of SDG 3, which looks to decrease premature mortality rates by 33.33% 

by 2030. This would not only reduce the disease burden on public health systems, but also 

improve general quality of life in populations. Moreover, effectively managing and by 

extension, preventing chronic NCDs such as diabetes, will ensure more people are healthy 

enough to engage in education and work; these are key drivers to reducing social inequalities 

and are therefore central to achieving progress towards SDG 10. 
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Summary of Key Findings 

In this report we have demonstrated the innately flexible and adaptable nature of 

intersectoral collaboration. It is, indeed, a concept that has many guises ranging from high 

level integration, right down to grass roots initiatives. In turn, it is applicable to a very wide 

variety of societal, humanitarian and health issues. In this respect, conceptually, IC aligns 

perfectly with the SDGs. If the SDGs are, by design, ambitious and integrated, complex and 

discerning, then it is challenging to see how anything other than a truly holistic, intersectional 

approach can posit any chance of successfully realising them.  

 

When utilised effectively and with appropriate motivation, IC can be a source of great 

improvement and change. This is true whether it be in the form of low level, agency-based 

integration where autonomous individuals communicate with one another to mobilise and 

form a moment, to a high level, fully integrated collaboration-focussed initiative where new 

international regulatory organisations are created. And, of course, everything in between. 

Although a brief summary of the IC spectrum, the continuum as presented by Horwath et al.12 

also describes the diversity of our case studies:  

 

Case study 1  

A few children and adolescents messaging over social media can transform into a social 

movement as with Greta Thunberg; or a petition can contribute to politicians finally realising 

the need to eradicate indoor smoking in a developed country.  

 

Case study 2 

On the other hand, the establishment of a worldwide convention can lead to the radical 

overhaul of tobacco control, and perhaps provide the key to removing the stigma that 

prevents millions from accessing antiretroviral drugs.    

 

Case study 3 

Or a combination of the two can empower patients and patient advocates alike to prevent, 

or improve the treatment of, chronic disease and in doing so provide an example of how 

government policy can be enacted at a local level.   
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Yet, whilst this is an overwhelmingly positive and empowering message, some degree of 

caution should be heeded.  Indeed, as the Austrian example demonstrates, IC can also be 

utilised effectively by those seeking to obstruct and resist change. Conflict of interest clearly 

needs to be managed, but so too do more complex societal constructs such as stigma and a 

lack of compliance with interventions.  

 

All things considered, our research confirmed the potential for intersectoral collaboration to 

be a transformative tool in the march towards the goals and targets of the SDGs.  

Conclusions 

Intersectoral collaboration is a malleable, multipurpose tool that aligns perfectly with the 

explicit goals and objectives of the SDGs. Collaboration can occur across a spectrum, with 

different models suited to different targets. In order to identify the optimal form of IC, a 

critical approach can be applied to past examples to provide a framework moving forward.   
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