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Abstract
Background: Multisectoral collaboration is critical to capacity strengthening efforts for
improved global health security, enabling stakeholders to achieve successes they may
be unable to attain alone. While there has been some study of multisectoral
collaboration, little is known about how it occurs for strengthening public health
capacities in low-income settings, including factors influencing collaboration strength. A
multiple case study design was utilized to explore multisectoral collaboration in Ethiopia
for strengthening public health capacities in two cases: public health emergency
preparedness (PHEP) and zoonotic diseases (ZD).
Methods: Document analysis and in-depth interviews (IDIs) identified stakeholders for
each of the cases and mapped stakeholder roles and responsibilities (Paper 1). IDIs also
explored how collaboration occurs for public health capacity development and
perceived collaboration barriers and facilitators (Paper 2). Finally, an expert panel
review and IDI data were used to adapt a collaboration strength assessment tool for
Ethiopia’s context (Paper 3).
Results: 42 documents were reviewed for a preliminary understanding of multisectoral
collaboration for public health capacity development in Ethiopia. Across PHEP and ZD,
39 individuals from 23 stakeholder organizations were interviewed. Ethiopian
government stakeholders were viewed as leading capacity development approaches.
Stakeholders perceived multisectoral collaboration as critical to capacity development
efforts; platforms convening sectors for planning and implementing activities, such as
the National One Health Steering Committee, were important collaboration facilitators.
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To strengthen collaboration, improved awareness and commitment to its importance is
needed among decision-makers in the public health capacity development environment.
Institutionalizing multisectoral collaboration can affirm political buy-in at the highest
levels of country leadership and reinforce expectations that such collaboration efforts
align with Ethiopia’s priorities. Stakeholder organizations also need a common
understanding of roles and responsibilities in collaboration efforts and strengthened
communication for related activities and contributions. Addressing these gaps can
improve accountability, sustainability, and trust for multisectoral collaboration efforts.
Conclusion: Research findings can improve understanding of how multisectoral
collaboration occurs in Ethiopia for public health capacity development. This research
also began the adaptation process for a collaboration assessment tool for Ethiopia’s
context. This tool can be further adapted to understand and improve collaboration in
Ethiopia and other settings.

Primary Reader: Sara Bennett
Secondary Readers: Tigistu Ashengo, Shannon Frattaroli, Caitlin Kennedy, Crystal
Watson, Bhakti Hansoti (alternate), Anna Kalbarczyk (alternate)
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Introduction

Global Health Security
Countries with poor public health systems are more vulnerable to adverse health
outcomes caused by disease outbreaks, natural disasters, and other acute public health
events.1,2 The 2014-2016 Ebola outbreak in West Africa highlighted the shortcomings of
health capacities and resources in the region, prompting Ministries of Health in affected
countries to reexamine capabilities and approaches for strengthening them.2 The
unexpected spread of the Zika virus in 2015 throughout the Americas demonstrated
that prioritizing efforts to strengthen public health capacities is imperative to detecting
infectious diseases and mitigating their health consequences.3 Currently, the COVID-19
pandemic has shown that sustained commitments for global health security are
essential to break the “panic-then-forget cycle” that has become standard in public
health preparedness.4
Over time, public health discourse among practitioners, researchers and leaders on
global health security has changed and continues to evolve. COVID-19 has emphasized
the need to better anticipate and characterize public health threats, as well as the need
for greater collaboration and coordination to address them. In 2007, the World Health
Organization (WHO) defined global public health security as the following:

“The activities required, both proactive and reactive, to minimize vulnerability to
acute public health events that endanger the collective health of populations living
across geographical regions and international boundaries.”5
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While this definition of global health security is open to some interpretation, it presents
the concept as one that requires collaboration and complementary efforts among
disciplines and nations for lasting achievement. Interest in global health security and the
need for timely, appropriate response to public health events has been longstanding.
Europe engaged in multilateral dialogue to contain cholera epidemics in the midnineteenth century and held the first International Sanitary Conference in 1851.6 The
International Health Regulations (IHR) drafted in 1969 – after a previous iteration in
1951 – attempted to align the approaches of individual countries in detecting and
combating serious public health threats which, at the time, were infectious diseases.1,7
As new issues and global contexts emerged, the IHR were revised in 2005 and the focus
was broadened beyond individual infectious diseases to address resources and
capabilities across many technical areas required to combat public health threats. Some
areas of IHR (2005) address specific health threats, while others center on cross-cutting
fields that apply to the entire spectrum of possible events.7 For example, the treaty
includes a section on points of entry, recognizing distinctive disease transmission risks
posed at airports, ports, and ground crossings.8 IHR (2005) also includes language on
early warning systems capable of harnessing information sharing and reporting from
multiple areas of a national health system, which are necessary for any type of public
health emergency.8
WHO established a deadline of 2012 for all Member States to meet IHR obligations,
which included achieving aspects of foundational public health capacities.2,9 While some
progress was made, difficulties remained in global commitment and accountability to
2

IHR. Low-income and middle-income countries (LMICs) encountered barriers in existing
national policies that thwarted successful implementation of IHR-related activities.10
Tools developed for countries to assess their own IHR capacities, such as the IHR
assessment tool and later the Joint External Evaluation (JEE) process were intentionally
general and broad so they could be tailored to country-specific contexts; however, the
lack of detail in definitions of measures proved challenging for countries seeking to
quickly determine progress and target available resources towards identified public
health capacity gaps.11 These obstacles prevented a common understanding among
decision makers and leaders of how strengthening IHR capacities translates into
improved outcomes. They also made it challenging for countries to achieve public health
capacity building goals under IHR. Close to 80 percent of Member States did not meet
the IHR obligations by the deadline, with many countries requesting an extension to
satisfy requirements.12,13
In the past several years, there has been renewed effort to build upon the
expectations of the global community that were established through the IHR and
improve existing public health capacities to protect populations from adverse health
events. The Global Health Security Agenda is one example of a series of collaborative
efforts among partner nations, multilateral entities, and other stakeholders to improve
health in the context of potential and occurring public health events or emergencies. 11,14
Experts anticipate that COVID-19 will lead to another transformation in approaches to
global health capacity development.4
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Partnerships and Collaborations for Global Health Security
The WHO’s definition of global health security implies a strong foundation of global
cooperation to improve health outcomes and achieve sustained protection from acute
public health events. Partnerships are frequently highlighted as crucial for realizing
improvements in many areas of public health, and mobilizing partnerships is one of the
essential public health functions.15-17 The terms “partnership” and “collaboration” can
carry distinct meanings in certain settings. Some researchers distinguish partnerships as
more formalized agreements between organizations, while collaborations speak more
to the actions required within a partnership context to amplify the different resources
and skills partners can offer.18 In most cases, the terms are treated as synonyms, and
both indicate the joining of organizational entities for a greater goal or good; this
research has also adopted this interpretation of the terms.
Global health security serves as an example of how health and foreign policy
interests, and by extension, stakeholders, can intersect. Nations have a keen interest in
protecting their own populations from instability or vulnerability caused by complex
health emergencies; wealthier countries such as the United States (US) can benefit from
assisting other nations in strengthening their own abilities to protect against health
threats, since this limits the potential for spread into their populations.19,20 While there
is a collective goal in improving global health security, there are likely to be conflicting
notions of how best to achieve this goal among stakeholders. Partners may also bring
different levels and types of resources to efforts. This is an especially important
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consideration in bilateral partnerships, where high-income donor countries investing in
capacity development efforts may influence decisions made by recipient LMICs.21,22
Multisectoral collaboration – also referred to as inter-sectoral collaboration – is
collaboration that occurs between different technical or functional areas and is
regarded as critical for strengthening public health capacities and improving health
outcomes.23-25 The WHO Regional Office for Europe identifies multisectoral
collaboration as “central to the IHR, which aim for collaboration among all relevant
national sectors to detect, assess, and respond to a variety of potential public health
emergencies of international concern.”26 Sectors seen as valuable for IHR
implementation include environment, customs, agriculture, and transportation, among
others.26 Participants in a 2009 IHR implementation workshop stated that commitments
and coordination among stakeholders from different sectors was an essential principle
for capacity building; this was reiterated during a WHO conference on global health
security in 2016.27,28 Underscoring the importance of social determinants of health and
their influence on health status and population vulnerability to health-related events25
also reinforces the notion of multisectoral collaboration as vital to successful health
interventions.
However, multisectoral collaboration faces many challenges, including resource
allocation, creating an open and inclusive environment for all partners, and encouraging
meaningful connections and dialogue between sectors and groups that customarily do
not engage one another.29,30 These problems may dissuade organizations from investing
resources and efforts into establishing important partnerships across sectors.29,31 Lack of
5

leadership and investment in multisectoral collaboration from the health sector, lack of
control over strategies outside of the health sector, and lack of prioritization of health
outcomes by other sectors are factors that can lead to a “tripod of neglect” obstructing
collaboration across sectors for public health capacity development, and may ultimately
result in failure to achieve desired outcomes.32 Although the importance of
collaboration is well established, literature demonstrating the benefits of multisectoral
collaboration for public health capacity building efforts is limited.33 Some research has
focused on aspects of public health capacity strengthening efforts and their impact on
global health security; however, it often concentrates on high-income nations.19 More
exploration of multisectoral collaboration for capacity development in LMICs is needed.
This research seeks to contribute to the evidence base on factors influencing
multisectoral collaboration in LMICs and focuses on multisectoral collaboration for
public health capacity development in Ethiopia.

Strengthening Capacities for Global Health Security
Many collaborations for global health security focus on public health capacity
development. Public health capacities are the “staff, stuff, space, and systems” required
for public health systems to successfully respond to events and emergencies.34,35
Capacity development is defined as “the process by which individuals, organizations,
institutions, and societies develop abilities to perform functions, solve problems and set
and achieve objectives,”36 and has become a growing part of foreign aid dialogue for the
past several decades. Expert opinions differ in how this concept should be translated
6

into practice, although there is broad agreement that the institutions, nations, or
communities being strengthened must be actively engaged early in the process for
sustainable outcomes.37 The five-step capacity development process outlined in Figure 1
underscores the importance of buy-in and inclusion of all who stand to benefit from
improved capacities at every important juncture, with the first step being stakeholder
engagement.37

Figure 1. The five steps of the capacity development cycle37

Capacity Development: A UNDP Primer.
http://content-ext.undp.org/aplaws_assets/1654154/1654154.pdf.

Other frameworks for capacity development have evolved from models that adapt
Donabedian’s linear structure-process-outcome approach to ones that consider external
factors and levels of capacity and system performance.38,39 One model suggests that the
health system can be studied across “hardware” and “software” components (Figure 2).
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The hardware represents the infrastructure and mechanisms to deliver health services
and commodities, encapsulated by the six “building blocks” for a health system
proposed by WHO: service delivery; health workforce; information; medical products,
vaccines and technologies; financing; and leadership and governance (stewardship).40
The software emphasizes the intangible yet essential factors necessary for a strong
health system, such as societal and/or political norms, interests, and priorities, as well as
relationships between entities and actors within the system. Both the hardware and
software components of a health system rely on sectors outside of health – once again
making the case for multisectoral collaboration for strengthened health systems and
capacities, and improved health overall.41 While this model was introduced in the
context of research perspectives in the health policy and systems arena, the concept of
hardware and software components also has applications for strengthening public
health capacities.
Figure 2. Alternate perspectives on health systems42

Building the Field of Health Policy and Systems Research: Framing the Questions.
https://journals.plos.org/plosmedicine/article?id=10.1371/journal.pmed.1001073
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The COVID-19 pandemic has magnified the importance of investments in public
health systems and capacities and reinforced previous literature findings that
chronically underfunded public health systems have exacerbated the pandemic’s impact
worldwide.43 Previous public health emergencies emphasized this notion. For example,
the 2014-2016 Ebola outbreak in West Africa revealed weak health systems in relatively
unstable political and socioeconomic contexts in the directly affected countries. 34,44
Despite the influx of external resources from donor countries, humanitarian
organizations, and the United Nations (UN) for outbreak response, the institutional
capabilities needed to address Ebola, empower clinicians to properly treat and manage
cases, and improve public knowledge and understanding around Ebola were lacking.
This also highlighted the absence of political will in the nations’ governments to
proactively invest in strengthening capacities over previous decades, amplifying the
burden that health workers and systems faced and continue to face.45

Multisectoral Collaboration for Public Health Capacity Development
Multisectoral collaboration is undoubtedly a cornerstone of public health capacity
development. The JEE tool evaluates 19 areas of public health capacity identified as
critical for IHR implementation; the tool recognizes the importance of multisectoral
collaboration in various aspects of its supporting assessment frameworks for each area.
12 of the 19 JEE capacity areas emphasize multisectoral collaboration in the target
language (Table 1).
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Table 1. JEE target language on multisectoral collaboration
“Prevent” capacity areas
IHR coordination,
communication &
advocacy
Antimicrobial resistance
(AMR)
Zoonotic disease

Food safety

Biosafety & biosecurity

“Detect” capacity areas
National laboratory system

Surveillance

“Respond” capacity areas
Emergency response
operations

Linking public health &
security authorities

Risk communication
“Other” capacity areas
Chemical events

Radiation emergencies

JEE target language on multisectoral collaboration
Multisectoral/multidisciplinary approaches through national partnerships
that allow efficient, alert and response systems for effective IHR
implementation.
Functional system in place for national response to combat AMR with a
One Health approach, including multisectoral work spanning human,
animal, crops, food safety and environmental aspects.
Functional multisectoral, multidisciplinary mechanisms, policies, systems
and practices in place to minimize transmission of zoonotic diseases from
animals to human populations.
Functional system in place for surveillance & response capacity of States
Parties for foodborne disease & food contamination risks/events with
effective communication/collaboration among sectors responsible for
food safety.
A whole-of-government multisectoral national biosafety & biosecurity
system with dangerous pathogens identified, held, secured and
monitored in minimal number of facilities according to best practices.
JEE target language on multisectoral collaboration
Surveillance with a national lab system, including all relevant sectors,
particularly human and animal health, and effective modern point-ofcare and lab-based diagnostics.
Improved communication and collaboration across sectors and between
subnational, national and international levels of authority regarding
surveillance of events of public health significance
JEE target language on multisectoral collaboration
A coordination mechanism, incident management systems, exercise
management programs & public health emergency operation center
(PHEOC) functioning according to minimum common standards,
maintains trained, functioning, multisectoral rapid response teams &
trained PHEOC staff capable of activating a coordinated emergency
response within 120 minutes of identification of emergency.
Country conducts a rapid, multisectoral response for any event of
suspected or confirmed deliberate origin, including capacity to link public
health and law enforcement, and to provide timely international
assistance.
Use multilevel, multisectoral & multifaceted risk communication capacity
for public health emergencies.
JEE target language on multisectoral collaboration
Have surveillance & response capacity for chemical risks or events;
requires effective communication and collaboration among sectors
responsible for chemical safety, industries, transportation & safe
disposal, animal health and the environment.
Have surveillance & response capacity for radiological emergencies &
nuclear accidents; requires effective coordination among all sectors
involved in radiation emergencies preparedness & response.

It is noteworthy that the zoonotic diseases (ZD) capacity area target of “functional
multisectoral, multidisciplinary mechanisms, policies, systems and practices in place to
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minimize transmission of zoonotic diseases from animals to human populations” is the
only one to focus solely on multisectoral collaboration. The other capacity areas
incorporate multisectoral collaboration into aspects of strengthened coordination,
communication, or response activities in target language. ZD also represents an
“upstream” public health capacity area in the “prevent” block focused on preventing
and minimizing the risk of outbreaks and events.46
The emergency response operations capacity area – also termed public health
emergency preparedness (PHEP) – provides a contrast to ZD. It is a more “downstream”
capacity area in the “respond” block, which focuses on timely and effective public health
emergency response. This capacity area also more naturally encompasses multisectoral
collaboration through an all-hazards approach to emergency preparedness, which
requires engagement across multiple sectors and areas of expertise for a unified
response to an event. The JEE target language for emergency response operations
explicitly identifies the components of public health capacity (staff, stuff, systems, and
space) in comparison to other capacity areas. Trained staff, an equipped public health
emergency operations center (PHEOC), and systems and mechanisms for coordination
and exercising established capacity are all specified in the target, unlike other capacity
target areas.
ZD and PHEP have steadily emerged as global health priorities over the past decade,
reinforcing the importance of holistic approaches for research and public health
capacity development and moving beyond a focus on singular diseases. One of the key
difficulties remains measuring and demonstrating the long-term outcomes of global
11

health security capacity development efforts. ZD research has traditionally focused on
clinical or pathogenic investigations and event or disease modeling, with less emphasis
on the contextual factors exacerbating risks or threats until recent years.47 Similarly,
PHEP-related event-based modeling, case studies and research gathering professional
perspectives on PHEP practice are abundant, but the evidence base for PHEP capacity
development remains limited.48,49 As attention and funding for ZD and PHEP continue to
grow, understanding factors promoting and hindering capacity strengthening efforts to
prevent, manage and respond to public health events in LMIC settings is increasingly
important.19
This research examines the similarities and differences between ZD and PHEP as
two “cases” of public health capacity development and explores how they
operationalize multisectoral collaboration. The study explores the barriers and
facilitators to multisectoral collaboration experienced in each area and the
characteristics of strong collaborations between engaged sectors. More research on ZD
and PHEP can provide valuable insight on how multisectoral collaboration for public
health capacity development functions, the roles of different sectors, and the contextual
factors influencing collaboration. It can also provide a firm foundation for prioritizing
actions to strengthen multisectoral collaboration for global health security efforts.47,50
The remainder of the introduction section discusses approaches to capacity
development for ZD and PHEP, literature relevant to the conceptual framework, and the
setting and methodology for the research.
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Zoonotic Diseases (ZD) Capacity Development
Zoonotic diseases is an established area of focus within public health efforts; the
term “zoonosis” was first introduced in 1855 and defined as “any disease agent that
moves into humans from an animal source.”51 The Ebola virus, monkeypox, and COVID19, among many others, are notable examples of diseases that have passed from one
species to another. Experts characterize emerging zoonosis as highly complex and
unpredictable, dependent on population and movement trends among humans and
animals. For instance, ecological disruption caused by humans inhabiting new land areas
can expose communities to novel pathogens, and trade activities can bring different
animal species – and diseases – into new environments. Live markets, exotic animal
trade, and the management of livestock and poultry all continue to contribute to ZD
threats as industries and practices evolve. Globalization in recent years has accelerated
the fluidity in these factors, and further encouraged pathogen emergence.51,52
The World Organization for Animal Health (OIE) is a UN body focused specifically on
animal health. In recent decades, OIE has increasingly focused on ZD and their impact on
human health.51 Approaches to strengthening capacities for ZD prevention and control
expand upon those already undertaken for all infectious disease control efforts,
regardless of their source. For example, surveillance and laboratory systems are two
capacities often described as core elements of public health operations. However,
interventions and authorities for disease control efforts are still siloed in human and
animal health institutions.17,47,53 A more robust approach must consider the linkages
13

between systems and workforces required, which includes veterinarians, biologists and
experts from the agriculture and environment sectors, among others. The notion of
“One Health” – the integrated effort to improve the health of humans, animals and the
environment – attempts to address this gap, with scientists and scholars contributing to
its interpretation through the years.54 Disparate efforts of US organizations such as the
American Veterinary Medical Association, The American Association of Public Health
Physicians, and the National Oceanic and Atmospheric Administration coalesced to form
the One Health Initiative (OHI) in 2008. While it originated in the US, the OHI now
includes numerous global entities and facilitates information exchange across partners
on global and environmental health. The OHI has been described as a “movement” and
“concept” – one that has spread awareness on a comprehensive perspective that moves
beyond human health considerations to achieve greater and more sustainable health
gains. While there continues to be support for implementing the OHI, stronger
programmatic work is needed to effect changes in LMIC settings, including
strengthening necessary capacities and systems.55
Literature stresses ZD-specific working groups and communication processes as
critical features of ZD capacity development, fostering collaboration between individuals
and organizations of diverse research and disciplinary backgrounds to address relevant
threats.47 The Coordinating Office for the Control of Trypanosomiasis in Uganda
(COCTU), for example, was created by the Ugandan government to overcome obstacles
in collaboration across agriculture and health sectors to contain the disease, and over
the years COCTU became a strong example of a country-led and owned One Health
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based approach to building national ZD capacity.56 Similarly, Nigeria’s H5N1 outbreak in
2006 prompted the World Bank to assist with funding, and led to the development of
the National Technical Committee on Avian Influenza (NTCAI) to leverage the strengths
of different sectors for response related activities.56

Public Health Emergency Preparedness (PHEP) Capacity Development
PHEP concentrates on improving rapid detection of and response to public health
threats, as well as mitigation of their impacts on the affected population’s health and
well-being.57,58 Similar to global health security, PHEP has experienced its share of
challenges in achieving clearly defined boundaries and descriptions of the field. In 2008,
a panel comprised of US state, local and federal government subject matter experts
proposed the following definition for PHEP:

“The capability of the public health and health care systems, communities, and
individuals, to prevent, protect against, quickly respond to, and recover from health
emergencies, particularly those whose scale, timing, or unpredictability threatens to
overwhelm routine capabilities.”59

While the acronym “PHEP” is often used for the US Centers for Disease Control and
Prevention (CDC) cooperative agreement program aimed at strengthening US public
health emergency preparedness systems, in this research, PHEP refers to the definition
above.
The US government has attempted to further define PHEP through a detailed
description of standards and capabilities necessary for effectively preventing or
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responding to a public health event. US state and local public health authorities are
encouraged to utilize these standards to determine how prepared they are for a range
of threats, and how best to prioritize resources for strengthening public health
systems.60 The PHEP standards in the US were developed through a collaborative
process involving multiple stakeholders from sectors within and outside of health,
including the Federal Emergency Management Agency, the US Department of
Transportation, the National Public Health Information Coalition, and the National
Hospital Association, among others; they also draw from national level directives,
strategies and legislation in the US.60
The recognition of PHEP and its importance to public health systems in the US and
other high-income countries has been well documented in the literature; the evidence
base in low- and middle-income nations, as well as the effort to develop more globally
relevant PHEP standards, is more nascent. In 2013, through the Public Health
Emergency Operations Network (EOC-NET), WHO brought together experts from around
the world to develop a Framework for a Public Health Emergency Operations Centre. 61
This document was intended to be an internationally accessible and relevant resource
for entities interested in developing and strengthening PHEP capacities, specifically
through a country-level PHEOC that can serve as an integrator of information from
surveillance and laboratory systems, and that employs an adept public health workforce
able to quickly coordinate response actions.62 Despite the progress made in developing
global PHEP guidance through various WHO efforts, the COVID-19 pandemic has made it
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clear that more needs to be done to implement PHEP capacity development efforts and
sustain improved capacities globally.
PHEP related targets and measures evaluating success typically tie in other technical
areas and emphasize coordinated action as essential to effective and timely response.
For example, an infectious disease outbreak will require national surveillance systems or
laboratory networks to share data they collect with a national emergency operations
center to ensure responders are deployed where needed, and supplemental resources
to contain the outbreak are appropriately allocated. Similarly, entities responsible for
health education campaigns or disseminating information to the public will need to
coordinate with emergency response efforts in a systematic way to ensure accurate
information reaches health professionals, community leaders and the public. While
outbreaks are a classic example of public health events, natural disasters also require
comparable collaborations between sectors. The earthquake in Nepal in 2015, for
instance, necessitated close collaboration between transportation, housing and health
sectors for immediate emergency relief services. Long-term, the researchers recognized
the importance of bringing expertise in public health, environmental and geological
sciences together to explore scenarios and impacts of climate change and health and
livelihood of communities in vulnerable locations.63 This reinforces the expectation that
to make improvements in PHEP and related systems to mitigate adverse health impacts
of events, multisectoral collaboration is a necessity.
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Frameworks for Collaboration
Broadly, literature presents different conceptualizations of the characteristics and
benefits of collaboration. While the origin of the term “collaborative advantage” is
rooted in the context of competitive advantage gained on rivals by working together,
the concept is applicable in settings where collaboration can lead to greater gains and
achievement of common goals, as compared to an environment where entities work in
isolation towards the same end state.64 Collaborative advantage is seen as especially
important in public health. Resources can be limited, and sustained health
improvements need interventions that span an array of determinants, which requires
engagement across various areas of expertise and practice. 15
Some frameworks view collaboration as both a process and an outcome;
accordingly, proposed measures of success range from assessments of collaboration
procedures to the tangible benefits or outputs of collaboration. Others link concepts of
trust, coordination, and commitment to success.65,66 Mohr and Spekman65 offer a
framework for partnership success with two components spanning objective and
subjective measures: one indicator defines success as achieving a set of goals
established for the partnership, and the second indicator evaluates the partners’
satisfaction with one another. Literature emphasizes the importance of strong
collaboration and collaborative processes to improve health in communities and
broader health outcomes.67 In this context, collaboration satisfaction can be an
important indicator of collaboration success for public health capacity development. It is
suggested that partners that have established collaborative processes and experience
18

these as leading to positive outcomes will be more satisfied with the collaboration and
see it as successful.65
Multisectoral collaboration frameworks examine similar characteristics and
emphasize some as especially critical for bringing distinct sectors together, including a
clearly stated purpose and defined outcomes, clarity around stakeholder roles, and an
environment of inclusivity.68-70 For example, Koschmann et al.70 recognize the potential
need for collaboration formalization and creation of opportunities for collaboration
stakeholder interaction to enhance the perceived value of multisectoral collaboration.70
Bryson et al.68 suggest that “sector failure” typically serves as a catalyst for multisectoral
collaboration, i.e., a sector engages other sectors to address an issue or problem only
after a failed attempt to address it on its own.68 A common theme in the literature is the
importance of articulating the collaborative advantage in bringing together sectors.
Stakeholders engaged in multisectoral collaboration must possess a firm understanding
of the value and gains they stand to achieve by remaining in the collaboration, which
can be motivating factors ranging from access to resources to less overt benefits in
network development or knowledge capacity.68,69
Frameworks for multisectoral collaboration in public health remain limited. One
framework outlines the process flow of multisectoral collaboration drawing from
experiences with HIV/AIDS programs. This describes a pathway from initial commitment
and resources to mechanisms for implementation and evaluation that may be
generalized for other health interventions or programs.71 While there are many
examples and case studies of successful multisectoral collaboration practices for
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improving health capacities and outcomes, theoretical models and frameworks
acknowledging the unique challenges and contextual factors for public health capacity
development can strengthen the evidence base for action.30,72
The framework proposed by Thomson et al.73 incorporates elements important to
public health and multisectoral collaboration. Thomson et al.73 presents collaboration
across five domains: governance, administration, mutuality, norms, and autonomy.
These areas address partner investment in structures and processes that protect the
collaboration, and the balance struck between self-interest and collective interest that is
particularly key to multisectoral collaboration. The domains are defined as follows: 73
•

Governance: structures & rules put in place by partners to preserve the collective
nature in decision-making, participant behavior, and division of resources required
for collaboration.

•

Administration: structures in place to implement & manage collaborative processes
needed to achieve the purpose of collaboration (often in the form of joint goals and
objectives).

•

Mutuality: extent to which organizations experience interdependence, based on
either shared or complementary interests, and contribute to meeting one another’s
interests without negatively impacting their own.

•

Norms (of reciprocity and trust): belief that collaborators will demonstrate honesty
and honor agreed upon commitments and not take advantage of vulnerabilities that
may be exposed during the collaboration process.
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•

Autonomy: ability of organizations to meet the collective needs and interests of the
collaboration without sacrificing their own interests.

Governance and administration speak to the organizational components necessary for a
functional collaboration; they may require upfront investments in institutional bodies or
parameters for collaboration to be established by either the group of stakeholders
involved or key partners leading the effort of interest. Mutuality, norms, and autonomy
are comparatively subjective factors shaped by the experiences and perceptions of the
collaborating partners.

Conceptual Framework for Research
The conceptual framework guiding this research (Figure 3) merges the concepts
from Sheikh et al.42, Thomson et al.73, and Mohr and Spekman65 to present collaboration
as a system of dynamic interaction between elements comprising hardware, software,
and stakeholder satisfaction. Partners who are satisfied with a collaborative effort and
perceive it as valuable will be more likely to commit to it, improving the aspects of
norms, mutuality, and autonomy. This in turn enhances the governance and
administrative structures in place, rending the collaboration stronger. Ultimately, a
stronger collaboration leads to greater collaboration satisfaction and improved capacity
strengthening efforts and health outcomes.
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Figure 3. Conceptual framework for collaboration strength and satisfaction.

In this model, hardware and software components of collaboration have a
synergetic relationship. Clear and structured collaboration, with well-articulated goals
and expectations of stakeholder participation and decision-making, can be enabled by
initial creation of governance controls and administrative processes. This can foster
initial trust from partners that a structure has been established to maintain a
collaborative spirit among all participants. It can also encourage partners to determine
how to arrive at the notion of autonomy – in essence, what balance they must strike
between selfish and collective interests within the collaboration whilst maintaining their
individual identity. As the software components develop, these can further mold the
hardware to better suit collective needs. This model also assumes the satisfaction of
partners will impact both the hardware and software components, although autonomy,
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norms and mutuality may be more directly influenced by satisfaction. While there may
be some facilitation of governance and administration, there are likely to be more
immediate gains in the trust and willingness of stakeholders to rely on one another for
implementing programmatic tasks. If stakeholders do not view the collaboration as
valuable to implementation or their own ability to realize desired outcomes, they are
less inclined to look favorably upon investing the time and resources necessary to
sustain robust partnerships, diminishing capacity strengthening efforts and undermining
health outcomes. Overall, this model is a more dynamic characterization of the
relationship between collaboration satisfaction and strength, compared to a linear
model of partner satisfaction as a standalone product of a strong collaboration.
External factors related to political or socioeconomic circumstances, dynamics
between sectors or disciplines, or other characteristics can influence the strength of a
collaboration and satisfaction with partnerships. This research does not specifically
focus on these factors, although some are acknowledged in the grey boxes in Figure 3.

Research Setting

Rationale for working in Ethiopia
Ethiopia has been repeatedly recognized for utilizing multisectoral strategies to
achieve public health progress. In 2003, the Ethiopian government established two
programs to tackle barriers to accessing primary health care services and engaged
education, labor and finance sectors, in addition to health.74 Successes in health-related
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Millennium Development Goals were attributed to a layered health development
approach tied to efforts in poverty reduction, education, peace and stability initiatives,
and access to safe drinking water.75 In 2016, Ethiopia participated in the JEE process that
objectively assesses global health security-related capacities using a standardized, WHO
supported approach. The JEE noted expressed political will from key governmental
entities, including the Ministry of Health (MOH) and the Ministry of Agriculture (MOA),
to strengthen public health and animal health systems and identified multisectoral
collaboration as a key underpinning of the capacity development approach.76
Ethiopia’s sustained willingness to establish multisectoral approaches for health
gains makes it an appealing choice as the country setting for this research. Ethiopia still
struggles with gaps in public health infrastructure, remains dependent on donors for
many aspects of health services and health system functions, and lags in several health
outcomes; capacity development remains relevant. The combination of Ethiopia’s
commitment to multisectoral collaboration in multiple national strategies combined
with ongoing challenges in numerous aspects of public health capacity development can
offer a nuanced understanding of how multisectoral collaboration may be leveraged to
strengthen public health capacities, and what barriers and facilitators exist. Findings
from this research can be applied to improve multisectoral approaches in the country as
well as other nations or settings.
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Ethiopia Health Systems and Capacities
Ethiopia is a landlocked nation in East Africa of roughly 110 million people, with
only 22.2 percent of the country residing in urban settings.77 Ethiopia’s history is
peppered with conflict and unrest, and the nation continues to experience political
instability – most recently around internal conflict in the northern region of Tigray, and
the COVID-19 pandemic, which prompted the postponement of general elections until
recently. Social and economic determinants, such as low literacy rates, diminished
access to stable housing, food and clean water, and limited technologies in the
agriculture sector, on which the national economy is heavily dependent, contribute to
poor health status across Ethiopia’s population.78 While the country faces many health
problems due to infectious diseases, more non-communicable diseases rank in the top
ten causes of mortality compared to roughly a decade ago, reflecting the dual burden of
disease many LMICs have been experiencing in recent years.
Partnerships in Ethiopia for health-related engagements are greatly shaped by the
foreign assistance climate in the country. Ethiopia is one of the largest recipients of aid
from other countries and has relied on their support since the end of World War II.79
The country experienced a sharp increase in aid in the early 2000s when the Ethiopian
Government issued the Sustainable Development and Poverty Reduction Program; this
program leveraged resources from multiple partners and has been vital for supporting
national systems and capacities since its launch. Aid in Ethiopia’s health sector involves
many nongovernmental, bilateral, and multilateral entities. Roughly ten percent of non-
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governmental organizations provide health services, and many others support
management and service delivery infrastructure.79
The Global Fund to Fight AIDS, TB, and Malaria, GAVI, and other similar initiatives
have also introduced different approaches for implementing activities and administering
assistance, requiring careful coordination across diverse funding mechanisms and
development approaches, and raising many questions on existing aid quality and
effectiveness. As in many other countries, demonstrating the impact of aid in the health
sector continues to be a challenge; it is especially difficult to attribute improvements in
health outcomes to targeted assistance with confidence.79 Even so, development
partners continue to be important for public health capacity development efforts in
Ethiopia. A recent workshop on resource mapping for implementing Ethiopia’s National
Action Plan for Health Security highlighted the obstacles in financing implementation
activities, and the need for donors and development partners to assist with resources
for implementation to go forward.80

PHEP and ZD contexts in Ethiopia
Ethiopia’s PHEP capacities are still heavily shaped by infectious disease prevention
and control activities, although other types of public health threats are present in the
nation.81 For instance, drought and chronic food insecurity in some parts of the country
have grave impacts on the population’s health. The Ethiopian Public Health Institute
(EPHI) established a national PHEOC in 2009 with the intention that this center would
coordinate response activities across partners.82 The Ebola outbreak in West Africa
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prompted politicians and public health leaders to reevaluate Ethiopia’s level of health
preparedness – particularly because the country serves as a “hub” for transit, hosts
numerous diplomatic and global affairs occurring in the region, and is the headquarters
for the African Union. A WHO assessment in 2014 concluded that the emergency
response facilities, plans, and committees, including those developed to address the
potential spread of Ebola, are all valuable assets for the nation; however, more
definition is needed on roles and responsibilities of stakeholders, and mechanisms to
enact plans must be cultivated.82
Ethiopia is also designated as a “hotspot” for endemic zoonotic diseases; the
country contains one of the highest densities of impoverished livestock keepers in the
world, and inadequate measures for waste management, meat inspection and other
infection control measures.78 Ethiopia has encouraged increasing livestock numbers to
improve economic growth, leading to more movement and interaction between animals
and pathogens. While joint surveillance on zoonotic diseases conducted by animal and
human health sectors is recognized as important for public health, health experts and
practitioners on national and subnational levels are not adequately trained in the
knowledge and skills required to cultivate robust data and reporting systems required
for these surveillance efforts.83 Studies have also shown that rural communities relying
on agriculture and livestock for sustenance have limited awareness of risks of disease
transmission associated with animals, and their implications for human health.83
Improving the workforce and public health systems to adequately address zoonotic
diseases requires better collaboration across animal and human health sectors.
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Research Aim and Objectives
The overall research aim is to understand how collaboration across sectors occurs
for public health capacity building efforts in Ethiopia, and how it is similar and different
for two technical areas: 1) public health emergency preparedness (PHEP) and 2)
zoonotic diseases (ZD). Understanding stakeholder approaches for implementing
capacity building activities, their perspectives on factors influencing collaboration, and
their views on collaboration strength will provide insights into how stakeholders work
together to achieve global health security needs on a national level in Ethiopia.
This dissertation is structured into three study objectives (Table 2), each of which
constitutes a paper. The first paper identifies the sectors and stakeholders engaging in
capacity strengthening efforts in Ethiopia for 1) PHEP and 2) ZD and explores their
perceptions of one another’s roles and responsibilities. Document analysis and in-depth
interviews (IDIs) with key informants were utilized for this research. Understanding this
landscape of stakeholders and their levels of engagement can reveal the extent to which
multiple sectors are represented, and any gaps between documentation regarding how
partnerships should function, and how stakeholders perceive actual relationships
between partners.
The second paper builds on this insight through a qualitative analysis of stakeholder
perspectives on how collaboration is occurring across sectors to strengthen capacities in
1) PHEP and 2) ZD, including a deeper understanding of the barriers and facilitators for
collaboration and overall satisfaction with the collaboration. Data from the IDIs with
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stakeholders were analyzed for this research and provided important views on the
operationalization of collaboration.
The third paper evaluates the cross-cultural validity and equivalence of a tool
originally developed in the US to assess collaboration strength73; this evaluation will
help adapt the tool for the public health capacity development context in Ethiopia.
Through an expert panel review and analysis of IDI data, this paper also explores the
relevance and appropriateness of the tool domains. The IDIs consider stakeholder
perspectives on governance and administration structures, trust, and expectations in
multisectoral collaboration; the expert panel review gathered direct feedback from
experts on the tool items and their appropriateness and relevance to Ethiopia’s context.
While empirical validation is beyond the scope of this research, a tool with preliminary
adaptions can be piloted in Ethiopia for empirical validation in future research.

Table 2. Overview of Methods
Study Aim

Analysis Methods

Data Sources

Study aim 1: to identify stakeholders engaging
in ZD & PHEP capacity strengthening efforts in
Ethiopia and understand their views of one
another’s roles & responsibilities

•
•
•
•

Stakeholder mapping
Document analysis
IDI data analysis
Cross-case analysis

•
•

Stakeholder IDIs
Document
review

Study aim 2: to understand how multisectoral
collaboration is occurring to implement ZD &
PHEP capacity strengthening activities and
how satisfied stakeholders are with the
collaboration

•
•
•

Document analysis
IDI data analysis
Cross-case analysis

•
•

Stakeholder IDIs
Document
review

Study aim 3: to understand stakeholder views
on domains of collaboration strength and
evaluate the cross-cultural validity of a tool
aiming to assess collaboration strength

•
•
•

IDI data analysis
Cross-case analysis
Limited descriptive
quantitative analysis

•
•

Stakeholder IDIs
Expert panel
review
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Methodology
This section provides an overview of the methodology guiding this research effort;
details on research methods are provided in each paper within this dissertation. I
adopted a post-positivist belief system, which can be informed by existing theory and
relies on understanding multiple perspectives of participants, as opposed to a single
reality embraced by a realist perspective.84 This is well suited to studying the
characteristics of multisectoral collaboration. Collaborative efforts appear different to
the various partners and stakeholders involved; understanding these aspects is
important for determining how to maximize perceived benefits. I utilized the theoretical
frameworks informing this research to guide the exploration of stakeholder perspectives
on collaboration, and their impressions of aspects of the theory as they occur in real life
settings; I did not employ them to prove or disprove an objective truth.
I utilized an emergent multiple case study research design for this research. Case
studies are ideal for exploratory, explanatory, and descriptive research, and can elicit a
rich account of contextual factors and descriptive characteristics. Research approaches
that reveal these factors can provide insights into the complexity of real-life settings.85
While experimental and quasi-experimental designs may be useful to understand
relationships between specific factors and outcomes, they do not offer a full
consideration of all influences, and often require the researcher to control events for
the purpose of the study. They may also be inappropriate if anticipated event outcomes
are not yet observed.85 This is the case for capacity development efforts in Ethiopia,
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which have yet to realize desired outcomes and impact on health and are not amenable
to researchers exerting control over events of interest. A case study is a more
appropriate choice of study design for an in-depth understanding of multisectoral
collaboration in this context.85
I utilized a multiple-case design to understand commonalities and differences in
multisectoral approaches across two areas of public health capacity strengthening
activity, which are the “cases” for the study: 1) PHEP and 2) ZD. PHEP and ZD represent
distinct areas of public health capacity seen as vital to improved global health security
and also have unique interpretations of targets and “achieved” aspects of multisectoral
collaboration. An advantage of a multiple-case study design is the ability to compare
and analyze information and data across cases, which can enrich findings that may
result from investigating a single case and is generally viewed by researchers as a more
robust approach.85 In addition to understanding overall characteristics of multisectoral
collaboration, this research explores the differences and similarities in how
collaboration occurs to strengthen public health capacities and systems for different
technical areas, and reveals characteristics of partners and partnerships.
I utilized replication logic for this research, which deploys a previously developed
theory for comparing case study results; cases can be compared through literal
replication, which predicts similar results for cases, or theoretical replication, where
outcomes across cases may differ but this can be explained through the same
theoretical reasoning.85 PHEP and ZD present opportunities to examine multisectoral
collaboration in contrasting areas of public health capacity development. Based on the
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literature, multisectoral collaboration is necessary for successful capacity building
endeavors in PHEP and ZD; this supported my initial expectation of a literal replication
for the cases, in that robust partnerships spanning different sectors to implement
capacity strengthening activities should be a common element of both cases. 85 I also
expected that there would be some defining characteristics of each technical area that
led to different findings on how multisectoral collaboration occurs and how
stakeholders view barriers and facilitators to collaboration. As part of my methodology, I
frequently revisited my assumptions and conceptual framework, revising as appropriate
to strengthen my research design. Over the course of the research, I came to expect
different findings across the two cases that are still in support of the same theory,
rather than a literal replication across cases, which is consistent with theoretical
replication for case studies.85
The multisectoral context often utilized to describe PHEP and ZD capacity
development approaches make them strong cases to study collaboration across sectors,
understand how partners interact with one another, and how they perceive their
collective ability to achieve successes specific to these areas of public health capacity.
PHEP and ZD can offer insights into how partners and methods for collaboration align
and differ between these areas. They can also reveal how multisectoral collaboration
occurs overall to strengthen public health technical areas necessary for improved global
health security.
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Ethical Considerations
Primary data collection for this research was approved by the CDC institutional
review board (IRB) and the EPHI IRB. During the interview process, research participants
faced minimal risks for this study, and were informed of these risks prior to giving
consent for interviews. I did not collect personal information from participants as part of
the interviews or questionnaire review, and I de-identified all responses in research
files. I stored hard copy and electronic files containing participant responses in a locked
file cabinet and on a secure, password protected computer accessible only by the
researchers.

Positionality
I am currently employed by CDC as a public health analyst and have roughly ten
years of domestic and global experience with the agency. CDC is a key partner for
Ethiopia in public health capacity development and has worked with the country on a
wide range of public health initiatives. My current position at CDC focuses on chronic
diseases within the US and does not directly engage with global health partners. My
previous role in global health activities provided an insider perspective on CDC’s role in
public health capacity development, and I explored some aspects of the Ethiopian
context through the relationships and networks previously built. I have not worked in
Ethiopia in my capacity as a CDC employee, and maintained an outsider perspective,
with respect to implementation progress, stakeholder relationships, and viewpoints in
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country on collaboration. My colleague in Ethiopia, Rahel Yemanaberhan, assisted with
some of research activities, including approaches to data collection and analysis; at the
time of this research, she was employed by the Ethiopian Public Health Institute, which
leads the country’s disease prevention and control efforts and operates under Ethiopia’s
Ministry of Health. She has several years of experience working on public health
emergency operations for the government of Ethiopia.
Interview participants from the country government or relevant partners may hold
opinions of CDC and EPHI that have been gradually formed over the course of
interactions and experiences with these entities, and these opinions may extend to
current employees. My colleague and I regularly debriefed after interviews to reflect on
whether our status as employees of these organizations unduly influenced participant
perspectives. I introduced myself to prospective IDI or expert panel review participants
as a CDC employee who was pursuing doctoral studies at JHU. The introduction as a CDC
employee or JHU student may have facilitated access to individuals, especially when I
was introduced to individuals through professional contacts at CDC. Beyond
introductions, once conversations focused on the research topic and purpose, there was
little mention of CDC or JHU.

Organization of the Dissertation
This dissertation presents research findings on multisectoral collaboration for
capacity development in Ethiopia organized into three papers. Paper 1 summarizes
findings from a document analysis and IDIs on the public health capacity development
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stakeholder scene in Ethiopia. Paper 2 describes analysis from IDIs on stakeholder views
of multisectoral collaboration for public health capacity development in Ethiopia. Paper
3 presents findings from IDIs and an expert panel review to evaluate the suitability of a
collaboration strength assessment tool to Ethiopia’s context. The final chapter of this
dissertation synthesizes themes in findings from the three papers and revisits the
original conceptual framework guiding the research. It also discusses implications for
practice and possible applications in global public health capacity development
approaches.
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Understanding the stakeholder landscape for zoonotic diseases and public health
emergency preparedness capacity strengthening efforts in Ethiopia (Paper 1)

Introduction
In recent years, disasters and infectious disease outbreaks – most markedly the
COVID-19 pandemic – have highlighted the importance of strengthening capacities and
systems in all countries to adequately address public health events globally.2,3 Capacity
development is “the process by which individuals, organizations, institutions and
societies develop abilities to perform functions, solve problems and set and achieve
objectives.”36 Experts further define public health capacities as the “staff, stuff, space,
and systems” required for a functional health system capable of responding to
emergencies.34,35 Public health emergency preparedness (PHEP) and zoonotic diseases
(ZD) are cross-cutting areas of public health capacity, spanning multiple fields of practice
and knowledge necessary to mitigate the impacts of adverse public health events. PHEP
focuses on the resources and systems required to effectively respond to emergencies;
ZD centers on minimizing the spread of diseases from animals to humans in domestic,
agriculture, and wildlife settings.59,86
Countries can strengthen PHEP and ZD capacities alongside other long-term public
health capacity or economic development efforts. They can also leverage a public health
emergency or event to rapidly assess needs and target resources to improve existing
capacities during a response, although not all response activities serve to strengthen
public health capacities.87 Multisectoral collaboration, which is collaboration that occurs
between different technical or functional areas, is especially important for
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strengthening PHEP and ZD related capacities.23-25 The WHO has emphasized the
importance of collaboration across sectors for improving global health security, stating
that “public health challenges are complex and cannot be effectively addressed by one
sector alone.”88
Ethiopia has a longstanding commitment to national public health capacity
development, and has consciously joined different sectors in health system
strengthening efforts.79 The most recent Health Sector Development Plan, which
outlines the nation’s priorities and strategic goals for the health sector, acknowledges
the need for improving on existing systems at a faster pace for improved health
outcomes in Ethiopia.81 Ethiopia’s economy is largely agrarian; close to 80 percent of
households have direct contact with animals through livestock management or other
domestic settings, enabling sustained exposure of humans to animals and greater
transmission of zoonotic pathogens, compared to other countries.89 While infectious
disease threats dominate public health approaches and interventions in the country,
natural disaster events, food insecurity and other emergencies also strain limited health
resources.81 In 2009, the Ethiopian Public Health Institute (EPHI) established a public
health emergency operations center (PHEOC) to serve as a multi-hazard hub able to
coordinate emergency response activities with appropriate partners internal and
external to health.82
In 2003, the Ethiopian prime minister’s office demonstrated their commitment to
multisectoral engagement for improved health by engaging education, finance, and
labor institutions in national programs to increase access to primary health care
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services. An analysis of Ethiopia’s progress on health-related Millennium Development
Goals concluded that achievements had entailed a combination of programs focused
acutely on health and initiatives that integrated sectors addressing education, water and
sanitation, political unrest, and other challenges.75 In 2016, Ethiopia’s JEE report, which
utilized an evaluation body comprised of global experts to assess the country’s global
health security capacity, stated that multisectoral collaboration was essential to strong
public health infrastructure, and noted the display of commitment from health and
agriculture sectors to strengthen animal and public health systems.81
Undoubtedly, Ethiopia has made considerable efforts to bring together multiple
sectors and ministries for public health capacity development and to cultivate a
multisectoral approach for global health security. However, a better understanding of
how multisectoral collaboration is occurring is needed.81 The stakeholder environment
can offer important insights into the characteristics defining multisectoral collaboration
in Ethiopia. This study seeks to understand the landscape of sectors and stakeholders
engaged in public health capacity building efforts in Ethiopia, and how it is similar and
different for two technical areas: PHEP and ZD. Specifically, this research explores (i)
stakeholder perspectives on one another’s responsibilities for and contributions
towards capacity development goals, and (ii) gaps between formalized stakeholder roles
and perceived actual roles and relationships.
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Methods
Stakeholder mapping is a well-regarded technique for identifying stakeholders,
their roles and how they can be leveraged to accomplish objectives or missions, and
how they interact with one another.90,91 There is no single definition for the term
“stakeholder,” and it is defined differently in the literature depending on analytical
contexts.90,91 Brugha et al.90 defines a stakeholder as an entity that can influence the
policy or program issue of interest, and I used this definition for this research. Mehrizi et
al.91 developed a six-stage stakeholder mapping framework that I applied for this study:
1. Determine policy/program goals – catalog programmatic or policy goals and
objectives and note consistencies and redundancies among them.
2. Identify and describe the relevant stakeholders – identify the missions, capabilities
and interests of stakeholders who are engaged in accomplishing goals and
objectives.
3. Develop a stakeholder-goal matrix – link actions taken by stakeholders identified in
step 2 to the goals outlined in step 1.
4. Vertical analysis – identify any goals or components of goals that are not addressed
by stakeholder actions.
5. Horizontal analysis – identify any stakeholder activities that may be inconsistent
with goals, or beyond the scope of the program/policy of interest.
6. Holistic analysis – determine if any changes are needed to existing stakeholders and
their missions as related to the policy/program goals, or if new institutions are
needed.
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The framework by Mehrizi et al.91 is well suited for understanding how stakeholders
may contribute to collective goals, such as public health capacity development, and how
they may align and differ in their approaches to achieving goals. For step one, I
identified goals from the 2016 JEE report for Ethiopia, which provided PHEP and ZD
capacity development recommendations the Government of Ethiopia committed to
carrying out. For collaborative activities, stakeholders may strive to achieve goals in
different ways, and the extent of their engagement may vary. Primary stakeholders are
defined as essential for the collaboration’s survival and success, while secondary
stakeholders may be regular participants in dialogue and implementation efforts, but
not the drivers of the collaboration.90 These definitions are challenging to assess in the
actual setting for Ethiopia’s public health capacity development efforts. For this
research, I defined primary stakeholders as having a leadership or decision-making role
in capacity development efforts or are influential in the implementation process;
secondary stakeholders support implementation efforts but do not play a critical role in
decision making or establishing implementation processes (Table 3).

Table 3. Primary and secondary stakeholders
Primary stakeholder
- Decision-making role or authority in implementation
- Directly engaged in developing or operationalizing
implementation strategy
- Contributor of majority of financial or personnel
resources for implementation
- Source of technical expertise informing
implementation approach/priorities
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Secondary stakeholder
- Technical expertise to implement
activities, but no decision-making
role or governing authority
- Bolster implementation efforts,
but are not indispensable or vital
to its success

This study utilized step two of the approach by Mehrizi et al.91 to identify primary
and secondary stakeholders and their roles in PHEP and ZD capacity development; the
remainder of the steps provided a framework to further analyze stakeholder roles and
responsibilities in relation to capacity development goals. I applied the steps separately
for each technical area (PHEP and ZD) and this enabled comparison of stakeholder
characteristics and partnerships across the two domains. This study collected
information on primary and secondary stakeholders through document review and indepth interviews (IDIs). The document review and analysis provided an overview of
stakeholders, their roles and responsibilities, collaboration efforts and formalized
partnerships articulated in reports and records, while the IDIs augmented this
information with participant perspectives on these aspects that may not be captured in
documentation.

Data collection: document review
Document review is a method commonly employed in qualitative research to
develop detailed descriptions of context and environment that are valuable case study
characteristics.92 To gain a preliminary understanding of stakeholders engaged in PHEP
and ZD capacity development, I reviewed documents from the past 15 years. This
included national strategies, programmatic records, and policies, among other types of
records and papers. Since elections occur every five years in Ethiopia, the timespan for
this review enabled analyses of any notable shifts prompted by political administration
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changes and multi-year initiatives in the country. Documentation more than 15 years
old was used for historical context, but not reviewed in-depth.
I identified documents through Internet searches on websites hosted by the
Government of Ethiopia and widely known implementing partners or initiatives for
public health capacity development efforts:
•

EPHI (www.ephi.gov.et/ )

•

Ethiopian Ministry of Health (MOH) (www.moh.gov.et/ejcc/en)

•

WHO (www.who.int/countries/eth/en/)

•

Global Health Security Agenda (https://ghsagenda.org/)

•

US Agency for International Development (USAID) (www.usaid.gov/ethiopia)

While this enabled access to some useful publicly available texts, such as national plans
and strategies, I obtained most of the documents relevant to this research through
individuals working in Ethiopia who had access to organization reports, meeting
minutes, government decrees, and grey literature. I requested some documents from
these individuals through professional channels; I obtained others from IDI participants
who offered to share key documents during interviews. I applied the inclusion and
exclusion criteria listed in Table 4 and utilized a snowball sampling approach to identify
additional documents from document bibliographies or documents cited within text.

Table 4. Document review inclusion and exclusion criteria
Include

▪ Publication year 2006 or later
▪ Directly related to: capacity development, coordination, or PHEP or ZD strategy,
or broader public health context of Ethiopia, enabling some level of
understanding of stakeholder organizations’ efforts in the country
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Exclude ▪ Publication year before 2006
▪ Editorial or commentary piece
▪ Focus not directly related to topic areas of interest (see “Include” section)

I used a document review intake sheet to capture key information on stakeholder
type (government, academic institution, etc.), stakeholder roles and responsibilities,
authoring organization, and other theoretical underpinnings for efficient analyses. This
shaped a roster of primary and secondary stakeholders organized to easily identify PHEP
and ZD information, as well as information spanning both technical areas pertinent to
the stakeholder analysis steps. Some organizations had different names but were the
same entity that had undergone name changes in recent years. I updated rosters to
account for any duplicates and name changes.

Data collection: in-depth interviews
While documents and records can provide a solid foundation for understanding
stakeholder roles and responsibilities, they may not capture partners that are informally
engaged in PHEP and ZD capacity development efforts, or perceptions of roles across
partners. My research colleague, Rahel Yemanaberhan (RY) and I carried out IDIs with
participants across all primary stakeholders and most secondary stakeholders. We
utilized purposive sampling methods to identify potential IDI participants. In some cases,
we requested authors and primary points of contact named in the documents reviewed
for this research to participate in interviews or suggest individuals for them. US CDC and
EPHI professional contacts also suggested key informants for IDIs. At the end of the IDI
sessions, we asked participants to recommend individuals for interviews and contacted
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them to request participation. Participants typically held a technical or leadership role in
the stakeholder organization and had worked in that organization for at least six
months. Wherever possible, we interviewed two individuals – one in a technical role,
and one in a strategy-oriented or leadership role – per stakeholder organization.
RY also assisted me with some of the outreach to potential participants; we
contacted individuals over email and phone. Most individuals contacted were interested
in participating. However, due to the demands of their position, working environments,
and the COVID-19 pandemic, time to participate in the interviews was extremely
limited. Literature on the topic of elite interviewing indicates that access and developing
trust with interview subjects are crucial factors under these circumstances and
establishing an appropriate dynamic from the early stages of outreach is key.93 For the
individuals who were able to schedule an interview, we shared a concise overview of
this study with them in advance of IDI sessions to familiarize them with its objective and
relevance. In some cases, we had already established a rapport with IDI participants
through other professional interactions. These actions encouraged individuals to
commit time to the IDIs and share their insights and experiences collaborating with
partners.
IDIs required considerable time from individuals who serve as leaders of programs
or organizations, and some were only able to accommodate thirty minutes for
discussion. To address this, we attempted to interview individuals at different levels
within the same stakeholder organization and integrated member-checking into
interview approaches. Regularly summarizing key themes and understandings towards
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the end of interview sessions with participants strengthened the overall study by
improving the credibility and dependability of the data.
IDIs were conducted between June 2019 and December 2020 by two researchers:
one based in Ethiopia fluent in Amharic and English (RY), and one based in the US fluent
in English only (the author). When possible, we conducted interviews in person, and RY
offered participants the opportunity to speak in Amharic. During this time, the
pandemic restricted travel and periodic unrest in Ethiopia disrupted communication
infrastructure; these challenges delayed access to some key informants, and after
March 2020 allowed only the possibility for remote interviews.
We used a semi-structured interview guide (Appendix A) to organize the discussions
with IDI participants. The guide included questions on the participant’s role and
responsibilities as related to PHEP and/or ZD capacity development in Ethiopia, as well
as their views on the key partners and how they engage in this area. RY and I had
multiple discussions on approaches to asking questions and probing participants in areas
to ensure their methods were as consistent as possible. I also piloted the IDI guide with
a senior Ethiopian American scientist at my workplace who lived and worked in Ethiopia
for extended periods of time, and adjusted content as recommended. Approximately
halfway through interviews, RY and I reviewed the guide and made minor modifications
to streamline questioning and edit for clarity, based on how the participants responded
to questions.
I assigned each interview an ID comprised of one letter representing the technical
area (“P” for PHEP, “Z” for ZD, and “B” for both) and a sequential number. This paper
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includes the relevant ID where IDIs were quoted. With permission from participants, we
digitally recorded interviews for later transcription. We transcribed all digital recordings
verbatim; for the interviews conducted in Amharic, we used transcription and
translation services based in Ethiopia to transcribe and then translate recordings into
English. We also wrote memos after many of the interviews to capture unique moments
or immediate reflections. These helped provide context for later analyses on interviewer
role, interview environment, or other characteristics that may not be easily discerned
from transcripts.
My status as a CDC employee – along with RY’s status as an EPHI employee – were
also important considerations for the interview process. IDI participants work for
country entities and organizations that may interact with CDC and EPHI, and this may
have impacted comments shared during interviews. My prior global health experience
at CDC may have shaped how I received information during the IDI process. To
overcome this, RY and I regularly debriefed after interviews, reflecting on any possible
unintended influence on participant perspectives as employees of CDC and EPHI. During
IDIs, I introduced myself as a CDC employee pursuing doctoral studies at JHU, and
explained this research was a separate effort from ongoing CDC engagements in
Ethiopia. The introduction as a CDC employee may have facilitated access to individuals,
but once conversations focused on research, participants did not discuss institutional
connections. Routinely documenting observations also helped me maintain perspective
on what may have inadvertently shaped discussions, and any unique observations
during interviews.
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Data analysis
Data analysis for this study was guided by steps three, four, five and six of the
stakeholder analysis developed by Mehrizi et al.91, which examine: stakeholder activities
to address outlined goals; goals not addressed by stakeholder activities (vertical
analysis); stakeholder activities inconsistent with goals (horizontal analysis); and any
revisions needed to existing stakeholders or missions, respectively. I analyzed document
review and IDI data for each of these steps.
Organization of content into themes and categories is a common approach for
qualitative data analysis,94 and I utilized the directed and conventional content analysis
methods outlined by Hsieh and Shannon95 for this research. Directed content analysis
incorporates some theoretical underpinning but relies on data for further expansion and
clarification of concepts.95 For instance, some theory can be extrapolated from
Ethiopia’s JEE report to shape expectations for stakeholder roles; the report stated the
Government of Ethiopia leads all efforts to strengthen global health security capacities
and the country’s public health system. Literature on collaboration for public health also
identified the health department, or established government entity responsible for
health, as a vital coordinator of partners and resources for activities.96,97 Therefore, an
initial expectation was that primary stakeholders leading or driving multisectoral
collaboration for PHEP and ZD would most likely be Ethiopian government entities.
Conventional content analysis is used when little or no theory is available to shape
the research framework; it involves a detailed review of data to develop themes or
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codes that can contribute to developing a theory.95 Themes and characteristics of
collaboration emerging outside of existing theory were captured to shape knowledge
and understanding of multisectoral collaboration in Ethiopia and build upon conceptual
frameworks for the research.
Since PHEP and ZD are treated as distinct areas of public health capacity in this
study, or “cases,” I used the stacking strategy outlined by Miles and Huberman98 for
comparable cases to analyze IDI and document review data according to the framework
by Mehrizi et al.91 I created matrices in Microsoft Excel to organize and compare
characteristics related to stakeholder roles, responsibilities, and the activities they
carried out to achieve capacity development goals. I analyzed these data across the
cases (variable-oriented analysis) and for each case (case-oriented analysis). I reviewed
summarized document information in the document intake sheet to populate these
matrices. For the IDI data, I coded transcripts using Atlas.ti software; no one else
assisted with coding transcripts. I developed a list of preliminary codes, including codes
on activities and roles. I then summarized IDI analysis and coded transcript sections and
added them to the matrices. I organized findings from these analyses in the next section
according to the steps outlined in the framework by Mehrizi et al.91

Findings
I reviewed a total of 50 documents to ensure they met the established criteria; 42
were included in the document review (Figure 4). The eight documents excluded were
not directly relevant to the area of interest, but they provided useful background
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knowledge on public health in Ethiopia. For included documents, the publication date
ranged from 2012 to 2020; for four documents, the publication date was unknown. 12
documents contained information on ZD only; 11 documents on PHEP only; the
remaining 19 documents provided information on both areas. 22 documents were
government publications; 10 were programmatic records; five were workshop or
meeting records; four were partner publications, and one was a peer-reviewed
publication.
Generally, reviewed documents identified stakeholder organizations and
emphasized the importance of multisectoral collaboration; however, many stopped
short of explicitly outlining respective stakeholder roles and responsibilities. Documents
helped provide an introductory look at sectors engaged and formalized agreements, and
the review process identified organizations and sectors where IDI participants would be
beneficial for the research.

Figure 4. Document review process and results
17 documents
found through
internet search

26 documents
recommended
by colleagues in
Ethiopia

Inclusion/exclusion
criteria applied to
50 documents

42 documents
reviewed
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7 documents
recommended
during IDI
process

8 documents
excluded

We requested 58 individuals to participate in IDIs. 19 individuals were nonresponsive or, despite expressing interest in being interviewed, were unable to schedule
discussion time. A total of 39 IDI participants from 23 stakeholder organizations
completed interviews for this research. RY conducted four IDIs in Amharic and English. I
conducted the remaining IDIs; I travelled to Ethiopia twice to conduct IDIs and carried
out remaining IDIs remotely. We completed eight IDIs in person; of these, we conducted
three in Amharic and five in English. I conducted 31 IDIs remotely and in English.

Table 5. IDI Process
Conducted in Ethiopia
Conducted remotely

Conducted in Amharic
3
0

Conducted in English
5
31

Total
8
31
39

IDIs ranged in length from 30 to 76 minutes, and all participants agreed to being audiorecorded. Of the 31 remote interviews, ten included a video component for at least long
enough for a visual greeting between the researcher and participant. Another four of
the remote interviews were with individuals who had met the researcher in person prior
to the interview, through professional interactions in Ethiopia or the US.
13 IDI participants held leadership or high-level positions in their organizations and
were well positioned to offer insights on strategies guiding multisectoral collaboration.
The remaining 26 participants held technical or scientific roles and were able to share
perspectives on how collaboration impacts implementation of capacity development
activities. The 23 stakeholder organizations represented in the IDIs spanned the
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following sectors: health, water and sanitation, education, agriculture, wildlife,
environment, and disaster response. The agriculture sector included entities focused on
animal health. Some organizations, such as WHO and certain line ministries within the
Ethiopian government, have mandates that fall entirely within one sector. Others, such
as the United Nations Children’s Fund (UNICEF), have mandates that span multiple
sectors, but for the purposes of their contribution to public health capacity
development in Ethiopia, fall within one sector. Five stakeholders were engaged in both
PHEP and ZD capacity development efforts; five focused on PHEP only, and the
remaining 13 stakeholders were engaged in ZD capacity development only.

Table 6. Stakeholders represented through IDIs
Stakeholder

# of IDIs

Technical Area

NDRMC*

2

PHEP only

MOH†

1

General

MOA‡

3

ZD only

EWCA§

1

ZD only

Participant Type
Strategic and
Technical
Strategic
Strategic and
Technical
Strategic

¶

3

ZD only

Technical

Environment

EFCCC
EPHI

Sector
Disaster response
Health
Agriculture
Wildlife

2

PHEP and ZD

Strategic

Health

#

1

ZD only

Technical

Agriculture

**

MoWIE
Biodiversity
Institute

1

PHEP only

Technical

Water and Sanitation

1

ZD only

Technical

Environment

AHRI††

1
3

FAO‡‡

1

UNICEF

2

PHEP only

UN OCHA§§
Addis Ababa
University
Jimma University

1

PHEP only

Technical
Strategic and
Technical
Technical
Strategic and
Technical
Technical

Health

WHO

ZD only
General, PHEP
and ZD
ZD only

2

ZD only

Technical

Education

2

ZD only

Technical

Education

NAHDIC
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Health
Agriculture
Water and Sanitation
Disaster response

Gondar University

1

ZD only
General, PHEP
and ZD

Technical
Strategic and
Technical
Strategic and
Technical

Education

CDC

3

HRH 2030¶¶

2

ZD only

Public Health
England

1

PHEP only

Strategic

Health

USAID

3
1

General, PHEP
and ZD
ZD only

Strategic and
Technical
Technical

OSU##
JHU CCP***

1

ZD only

Technical

*National Disaster Risk Management Commission
†

Ministry of Health

‡

Ministry of Agriculture

§

Ethiopian Wildlife Conservation Authority

¶

Environment, Forestry and Climate Change Commission
National Animal Health Diagnostic Investigation Center
**
Ministry of Water, Irrigation and Energy
#

††

Armauer Hansen Research Institute

‡‡

Food and Agriculture Organization

§§

United Nations Office for the Coordination of Humanitarian Affairs

¶¶

Human Resources for Health 2030
Ohio State University
***Johns Hopkins Center for Communication Programs
##
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Health
Health

Health; Disaster Response
Education
Health

Stakeholder identification
Across the document and IDI data, ten entities emerged as primary and secondary
stakeholders engaged in PHEP capacity development in Ethiopia (Table 7).

Table 7. Public health emergency preparedness stakeholders in Ethiopia
Primary Stakeholder
EPHI
MOH
NDRMC
Secondary Stakeholder
CDC
MoWIE
Public Health England
UNICEF
UN OCHA
USAID
WHO

Type
Government
Government
Government
Type
Bilateral
Government
Bilateral
Multilateral
Multilateral
Bilateral
Multilateral

Sector
Health
Health
Disaster Response
Sector
Health
Water and Sanitation
Health
Water and Sanitation
Disaster Response
Disaster Response
Health

We identified PHEP stakeholders from three sectors: health, disaster response, and
water and sanitation (WASH). There are many organizations engaged in discrete
emergency response activities that do not translate into strengthened PHEP capacities.
For instance, nongovernmental organizations (NGOs) focused on child survival and
WASH may have addressed response needs for a flooding event. These organizations
were critical to emergency response in Ethiopia, but their activities did not contribute to
PHEP capacity development, and therefore they were not included in this analysis.
Document review and IDI data depicted multisectoral collaboration in ZD capacity
development spanning several sectors. Table 8 provides a summary of the stakeholders.

53

Table 8. Zoonotic diseases stakeholders in Ethiopia
Primary Stakeholder
EFCCC
EPHI
EWCA
MOA
MOH
Secondary Stakeholder
Addis Ababa University
AHRI
Biodiversity Institute
CDC
FAO
Gondar University
HRH 2030
JHU CCP
Jimma University
NAHDIC
OSU
USAID
WHO

Type
Government
Government
Government
Government
Government
Type
Academic
Government
Government
Bilateral
Multilateral
Academic
Non-governmental organization
Academic
Academic
Government
Academic
Bilateral
Multilateral

Sector
Environment
Health
Wildlife
Agriculture
Health
Sector
Education
Health
Environment
Health
Agriculture
Education
Health
Health
Education
Agriculture
Education
Health
Health

We identified a total of 18 stakeholders across five sectors: health, agriculture, wildlife,
environment, and education. In comparison to PHEP, wildlife and environment emerged
as additional sectors for ZD capacity development, while disaster response and WASH
were not engaged in this space.

Stakeholder roles and responsibilities
Step three of the stakeholder analysis framework by Mehrizi et al.91 is captured in
Tables 9 and 10, which present analyses of stakeholder activities and their alignment to
goals for PHEP and ZD, respectively. PHEP and ZD goals were based on the results of
Ethiopia’s JEE process. As part of this process, the Government of Ethiopia shared
findings from a self-assessment of public health capacities based on JEE Tool indicators.
54

This was followed by a series of site visits and meetings carried out by the team of
experts to gain a deeper understanding of country capacities. The team developed
priority actions for each area, which were shared with the Ethiopian government for
review and concurrence, and finally disseminated to stakeholders and partners to
facilitate capacity development efforts.
Priority actions outlined in the JEE report serve as the “goals” in Tables 9 and 10.
These represent the actions agreed upon by the JEE team of experts and Ethiopian
government as being key to improved public health capacity development in Ethiopia.
The information on stakeholder activities in these tables was derived from document
and IDI data.
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Table 9. Stakeholder-goal analysis for PHEP
Goal

Goal 1*
Legal Authority

Goal 2†
Concept of
Operations

Stakeholder

EPHI

Responsible for
legal authority;
leads PHEP
related efforts

Lead establishment
of PHEOC structure
& multisectoral
approach

Goal 3‡
Implementing Plan

Goal 4§
Staff Training

Activities Supporting Goals
Develops PHEOC plan &
Leads PHEP exercise
procedures
& training; mentors
PHEP staff and trains
on IMS#

Goal 5¶
Infrastructure &
Information

Other Activities

Equips/staffs PHEOC
for infrastructure
and information
system needs

Directs partner
resources and
support for PHEP

MOH

NDRMC

Specifies PHEOC
role in response
organization
structure
Provides PHEOC
authorities TA

Convenes
partners/sectors
for GEM** &
response
Trains PHEP staff
on CONOPS§§ and
IMS

Bolsters GEM through
national ECC††;
procedures link to
PHEOC as appropriate
Provides PHEOC plans
development TA

Establishes role in
broader plans &
procedures during
response

Provided discrete
support to PHEOC during
response

Invites health sector
staff to GEM training

Trains PHEP staff &
supports exercises
to test PHEOC plans

CDC

MoWIE

Provides PHEP TA for
plans & procedures
Public Health
England
UNICEF

Collaborates across
sectors through

Provided discrete
support for plans &
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Supports EPHI
training and testing
of plans &
procedures through
exercises
Provided discrete
support for training

Provide TA &
resources to
strengthen PHEOC
infrastructure

Works with
partners and
regional health
bureaus on
regional PHEOC
development
Responsible for
GEM capacity
development in
country
Provides TA to
develop regional
PHEOCs

Provides TA to
develop regional
PHEOCs

UNICEF sections
(nutrition,
education, etc.)

procedures specific to
WASH activities during
response
Provides TA through
response activities for
response guidelines &
plans

carried out during
response

Develops strategies &
guidelines with MOH;
provides TA on plans &
procedures

Provides EPHI
PHEP/response
training materials

Bolsters PHEOC
data & information
sharing systems
during response

UN OCHA

USAID

WHO
*

Establish legal authority for public health emergency management and developing PHEOC
Develop Concept of Operations that describes incident management structure, roles and responsibilities of involved sectors
‡
Develop national implementing plan for functioning PHEOC, including PHEOC plans and procedures
§
Develop training and exercises programs for staff and test PHEOC plans and procedures
¶
Further develop PHEOC infrastructure and information system
#
Incident Management Systems
**
General Emergency Management
††
Emergency Coordination Center
‡‡
Technical Assistance
§§
Concept of Operations
¶¶
Technical Working Groups
†
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Coordinates
donor
engagement for
response; chairs
response TWGs¶¶
Provides GEM
capacity
development
TA‡‡
Provides TA to
develop regional
PHEOCs

Public health emergency preparedness
We identified the Ethiopian government entities, EPHI, MOH, and NDRMC, as
primary stakeholders leading PHEP capacity development activities on the national
level. We identified the other seven entities – a mix of multilateral and bilateral
organizations – as providing technical assistance, resources, and other support for
achieving goals, but not leading or directing capacity development efforts, and therefore
secondary stakeholders. IDI participants emphasized the importance of these secondary
stakeholders in strengthening capacities during emergency response efforts; they also
made it clear that they perceived these stakeholders as being in a supportive role, and
not driving capacity development. Although capacity development was not the primary
mission of many of these stakeholders, they contributed to the establishment of
procedures, improvement of PHEP-related skills among staff, and other resources that
were immediate response needs and supported PHEP goals. As one Ethiopian
government participant noted: “…usually, some of our partners would be engaged with
us during responses, but we also do capacity development in responses…so it’s not
just…you know, any normal day, we build capacity.” (P-04)
PHEP stakeholder roles and specific contributions to capacity development goals
were not easily determined from available data. Terminology was not consistent across
data sources, which made designations challenging. This was also noted in Ethiopia’s
National Action Plan for Health Security, published in 2019, which stated the unclear
roles and responsibilities of PHEP stakeholders as a weakness. Among IDI participants,
there was conflicting information on where authorities lay and perceived boundaries of
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roles and responsibilities. For example, some documents and IDI participants identified
MOH and EPHI as distinct stakeholders, while others referenced them interchangeably
as leading PHEP efforts. EPHI is organizationally a part of the MOH structure, but it is
also deemed an autonomous public health authority within the Ethiopian government.
EPHI was perceived and documented as the lead entity for PHEP activities spanning
capacity development and emergency response; Ethiopia’s Health Sector
Transformation Plan, published in 2015, stated that EPHI is the “responsible body” for
public health emergencies. However, in practice this has led to confusion in standard
operating procedures and assumptions of roles. One IDI participant was unclear on
which entity they work with on technical assistance for response activities and related
plan development. Another bilateral stakeholder IDI participant explained that despite
EPHI being recognized as the lead, protocol dictated that NDRMC – the lead for broader
humanitarian response in Ethiopia – must engage sectors at the Ministry level, and
therefore NDRMC invites MOH to training and exercise activities intended to strengthen
PHEP capacity instead of EPHI staff. This posed challenges in capacity development:
“…the invitation goes to the ministries, not EPHI, for example. And the MOH isn’t sending
someone from EPHI, the group doesn’t know it should be someone from EPHI, so there’s
lots of gaps in it…NDRMC would invite MOH to send someone to the training. And we
were definitely not getting the right people, if we were getting anybody.” (P-03)
Technical staff have had to circumvent this issue by insisting both entities be sent
separate training invitations.
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Furthermore, the unclear boundaries between stakeholder roles were a source of
tension and unmet expectations between some organizations. Data indicated conflict
between certain government entities on designated leads for activities, including WASH
related outbreaks in Ethiopia. One multilateral stakeholder IDI participant commented:
“I have the impression that [the tense relationship] has to do a lot with…often unclear
roles and responsibilities between the two ministries, and often is something as simple
as the government structure in general, you know? Ministries are not expected to talk to
each other very much” (P-05). In a similar vein, an NDRMC IDI participant said NDRMC
viewed itself as a convener of stakeholders and partners during emergencies but
expected individual ministries to lead response activities and capacity strengthening
efforts as appropriate: “…NDRMC’s role is to coordinate. We are not just putting money
to any of the sectors to enhance or to strengthen the capacities of any ministries.
Ministries have their own role in responsibilities and mandates, and their own budgets
from the government, they are running that budget for their activities.” (P-11) IDI
participants stated this expectation was misleading, since NDRMC supported training
and exercise events intended for multiple government stakeholders, and clearly
contributed to capacity development. NDRMC’s position was criticized by some as
exacerbating confusion and lack of accountability among partners.
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Table 10. Stakeholder-goal analysis for ZD
Goal

Goal 1*
National Mechanism

Stakeholder
EFCCC
EPHI
EWCA
MOA

MOH
Addis Ababa
University
AHRI

Co-chair of NOHSC¶ (rotated role); mobilizes
resources for ZD
Sets national ZD priorities; coordinates ZD
research; responsible for educating stakeholders
on OH#
Co-chair of NOHSC (rotated role)
Leads animal/human health collaboration
strategy; established NOHSC & MOU**; holds key
ZD information
Established NOHSC & MOU; holds key ZD
information

Provides TA & training on ZD multisectoral
efforts; funding for ZD capacity development
Funding for ZD capacity development

FAO
Gondar
University

Goal 3‡
Lab Capacity

Goal 4§
Education & Awareness

Builds ZD awareness
among the general
public

Addresses gaps in animal health
surveillance; chairs TWGs under
NOHSC; develops & administers
livestock vaccines
Trains staff on surveillance;
maintains robust EPHI
surveillance infrastructure

Supports ZD research for animal/human health
within university settings only
Conducts research on ZD capacity &
animal/human health linkages

Biodiversity
Institute
CDC

Goal 2†
Integrated Surveillance/Response
Activities Supporting Goals††
Supports monitoring for
outbreaks in animals
Maintains strong national
surveillance & regional linkages;
trains staff on surveillance

Strengthens student OH
capacity

Monitors changes in animal &
plant life; relays ZD-relevant
information to EFCCC
Provide surveillance & response
TA through TWGs and works
directly with government
Assists MOA with surveillance &
control; strengthens outbreak
response; provides TWG
assistance

As requested by government, develops ZD plans
& provides TA

Shares information from
plant life monitoring for
multisectoral awareness
Supports human
lab capacity
development
Strengthens animal
lab capacity
through staff
training
Strengthens education
sector OH capacity
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HRH 2030
JHU CCP
Jimma
University

Facilitates OH workshops, NOHSC-based
meetings, and related TWG activities convening
partners/sectors
Develops risk communications strategic plans &
assessments; funding for capacity development
Representatives engage in NOHSC

Supports regional outbreak
surveillance & response as
requested by government
Maintains strong
animal lab capacity

NAHDIC
OSU
USAID
WHO

Strengthens student and
faculty OH capacity

In collaboration with partners, provides ZD
training as directed by the government & WHO

Provides surveillance & response
TA through TWGs and to
government entities

Supported NOHSC/MOU; funding for ZD capacity
development
Supports and coordinates sectors for
national/regional ZD & OH capacity

*

Establish, with legislative support, a national mechanism or coordinating body responsible for routine communication and collaboration between the animal
health and public health sectors and other relevant sectors.
†
Establish an integrated human and animal health surveillance and response system for routine and emergency zoonotic events and strengthen joint ZD
prevention and control capacity, including other agencies as needed, to act at community, national and regional levels.
‡
Build and link veterinary and public health laboratory capacity to identify and verify priority ZDs.
§
Build mass health education campaigns on priority ZDs and improve awareness for working with a “One Health” approach.
¶
National One Health Steering Committee
#
One Health
**
Memorandum of Understanding
††
All captured activities aligned with stated goals; “Other activities” column not included.
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Zoonotic diseases
Compared to PHEP, ZD capacity development goals seemed supported by more
stakeholders from a broader range of sectors, with the health sector having the most
robust representation. IDI participants described many secondary stakeholders as
supporting discrete research or training efforts at the request of primary stakeholders;
bilateral entities such as USAID and CDC were described as technical consultants or
funders of capacity development activities. One Health was found to be a mobilizing
concept for ZD capacity development efforts in Ethiopia and the Memorandum of
Understanding for Operationalization of the One Health Approach, signed in 2018, was
especially important in determining the stakeholders leading ZD capacity development
efforts. Document and IDI data repeatedly identified MOU signatories as the primary
stakeholders: Ministry of Health (MOH); Ministry of Agriculture (MOA); Ethiopia Wildlife
Conservation Authority (EWCA); and the Environment, Forestry and Climate Change
Commission (EFCCC). The MOH in turn empowered EPHI to direct health sector
engagement in this space. The remaining entities were identified as secondary
stakeholders.
Although wildlife and environment were recognized as important sectors for ZD,
the few stakeholders engaged from them were all government entities: EWCA, EFCCC,
and the Biodiversity Institute, which is organizationally under the EFCCC. IDI participants
saw these stakeholders as not well funded or empowered to lead capacity development
activities. While documents do not present the education sector as a significant
presence, IDI data showed stakeholders perceived it to be an important contributor to
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ZD capacity development, and five universities – two foreign and three Ethiopian – were
identified as secondary stakeholders. Ethiopian universities were also seen as
“representatives of the Ministry of Education,” and the omission of the Ministry of
Education from the established MOU for One Health was a serious blunder with
substantial consequences, according to one university IDI participant: “due to the
turnover of the staff and the officials at the Ministry of Education, they did not sign the
MOU. That is a very technical error. If the MOE is part of the MOU, then [it can] establish
the institutionalization of One Health in the university system…then by default the
universities will institutionalize the concept of One Health in teaching, in advising, and in
practice and mentoring. The gap is still there because it is not institutionalized into the
university system” (Z-19).
In support of the first ZD goal shown in Table 8, which requires the establishment of
a national coordinating body for routine communication and collaboration between
relevant sectors for ZD activities, several documents cited the National One Health
Steering Committee (NOHSC) as an important platform for convening sectors to address
gaps in ZD capacities. The NOHSC is also comprised of several technical working groups
(TWGs) that bring together technical experts for specific purposes. Some TWGs focus on
priority diseases (rabies, brucellosis, etc.), while others focus on aspects of capacities,
such as communications for One Health. IDI participants consistently mentioned the
NOHSC and its TWGs as vital to multisectoral engagement for capacity development.
Despite there being five primary stakeholders and rotating co-chairs among MOU
signatories for the NOHSC, it was common understanding among stakeholders that EPHI
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and MOA drive the agenda for One Health implementation, and therefore ZD capacity
development.
Similar to PHEP, there were conflicting data on defining EPHI and MOH as distinct
stakeholders or a single entity. Some IDI participants used the names interchangeably to
describe health sector leadership for ZD capacity development efforts. Others regarded
them as separate stakeholders, with the MOH not carrying its weight. As one
multilateral stakeholder IDI participant stated, “the Ministry of Health…don’t think One
Health is their problem. And they push One Health to Ministry of Agriculture…they think
that it is only the problem of animal or environment, and they don’t have that much
concern about them, and see as a public health issue.” (Z-24) In contrast, the Armauer
Hansen Research Institute (AHRI), which has a unique history and was originally a nonprofit organization that became a part of the MOH structure, was consistently regarded
as a separate entity from MOH in its role and contribution to research in the ZD space.
For the agriculture sector, which also leads ZD capacity development in Ethiopia, three
stakeholders were captured: MOA, the National Animal Health Diagnostic Investigation
Center (NAHDIC), and the Food and Agriculture Organization (FAO). In this case, even
though NAHDIC is organizationally structured under MOA, data clearly showed it was
treated as a distinct entity. The roles and responsibilities of each stakeholder were
relatively straightforward; however, stakeholder influence was not. IDI participants
noted that bilateral entities, such as CDC and USAID, as well as other organizations, such
as HRH 2030 and JHU CCP, finance activities, indicating they may influence the approach
for activities despite not formally leading capacity development efforts or being voting
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members of the NOHSC, with one Ethiopian government IDI participant commenting,
“the one that has the resource has the veto power.” (Z-02). Still, other Ethiopian
government IDI participants reiterated the decision-making authority of government
entities, citing the MOU, and did not agree with the perspective that secondary
stakeholders providing resources were influencing decision-making.

Vertical analysis: stakeholder support for capacity development goals
Step four of the stakeholder analysis framework by Mehrizi et al.91 examines how
stakeholders support PHEP and ZD goals in a “vertical analysis” of each goal and the
stakeholder activities supporting it. In Tables 9 and 10, each column is headed by a goal,
followed by stakeholder activities supporting the goal. A separate column at the far right
of each table captures “Other Activities” that do not align with the stated goals.

Public health emergency preparedness
Programmatic records such as activity workplans and IDI data offered specific
information on how stakeholder activities support PHEP capacity development goals.
Eight of the ten stakeholders identified contributed directly to at least one of the goals.
Unsurprisingly, EPHI, regarded as the lead for PHEP activities in Ethiopia, carried out
activities for all five goals. Some PHEP goals were better supported by stakeholder
activities than others. The PHEP goal focused on developing plans and procedures for
the PHEOC was most robustly supported, with eight stakeholders’ activities aligned with
this goal. EPHI was the only entity acknowledged as creating PHEOC plans and
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procedures; other stakeholders provided technical assistance to develop aspects of
plans, with some organizations enhancing plan and procedure content through response
activities. Similarly, the PHEP goal focused on developing the Concept of Operations
(CONOPS), which is critical for determining roles and responsibilities for public health
emergencies, was supported by five stakeholders – most of which aided EPHI in
clarifying the functions of sectors and provided technical assistance on CONOPS
development.
Six stakeholders supported the PHEP goal of creating training and exercise
programs to strengthen staff skills and PHEOC procedures. EPHI directed the overall
effort for testing PHEP systems and plans, and multilateral and bilateral entities
provided training content or conducted training and exercise activities for PHEOC staff.
The goal focused on legal authorities was mostly supported by Ethiopian government
stakeholders; EPHI led the establishment effort, and CDC contributed technical
consultations on the process of achieving this goal. NDRMC bolstered PHEP related
authorities through recognition of the PHEOC role in its own documentation and
operations. However, this support was complicated by the observation that NDRMC was
not recognized in the CONOPS or other PHEOC documentation as having a specific role
in relation to public health emergencies. EPHI, CDC, and UN OCHA supported the PHEP
infrastructure related goal, with EPHI addressing equipment and technology
requirements and CDC and UN OCHA providing infrastructure resources and reinforcing
systems during response activities, respectively.
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USAID and MOH activities were not found to be in direct support of PHEP capacity
development goals, but these agencies were still recognized as important entities that
may influence development progress in other ways. The specific role of the MOH was
vaguely captured in documentation but was present in GHSA activity workplans as a
stakeholder “point of contact” for activities. The absence of clearly articulated activities
for the MOH as a separate entity from EPHI contributed to the confusion around its
formal recognition as a leading stakeholder for PHEP capacity development, and its
functional distinction from EPHI.

Zoonotic diseases
All 18 ZD stakeholders contributed to at least one of the four ZD capacity
development goals. Similar to PHEP, EPHI was designated as the government entity
setting ZD priorities for Ethiopia and leading capacity development efforts. MOA was
deemed responsible for “leading ZD strategy implementation,” although how that was
distinct from EPHI’s activities was unclear. While the ZD goals embraced a theme of
bridging animal and human health activities, stakeholder activities did not explicitly
address the linkages, and instead seemed to operate in a siloed manner towards each
goal. For example, EPHI conducted field epidemiology training, with support from
partners like CDC, OSU, and USAID. Similarly, FAO supported MOA and NAHDIC with
training activities for animal health professionals and animal laboratory staff. Table 10
captures these organizations as carrying out activities in support of the stated goals, but
the linkages between sectors remains a prominent gap in stakeholder efforts.
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As previously mentioned, the establishment of the NOHSC in many ways satisfied
the ZD goal of creating a national mechanism facilitating activities for regular interaction
between sectors relevant to One Health, and the MOH and MOA were viewed as the
leads for developing the NOHSC. The “routine communication and collaboration”
further detailed in this goal language covered a wide range of action, from policy setting
to risk assessment, and was found to be directly supported by 16 ZD stakeholders
spanning an equally wide range of activities. The four Ethiopian government MOU
signatories – with EPHI being MOH’s designee – served NOHSC chair responsibilities in a
rotating manner and were viewed as overseeing the activities supporting this goal. AHRI
and Ethiopian universities supported research on the animal-human health interface,
with AHRI examining implementation practices for bridging animal and human health,
that would inform multisectoral collaboration. Additionally, Gondar University provided
technical assistance for plan development and other activities at the request of the
Ethiopian government. Multilateral, bilateral and non-governmental stakeholders such
as HRH 2030, FAO, and USAID provided funding for a number of ZD capacity
development and stakeholder coordination activities and also carried out ZD training
events.
The remaining three ZD capacity development goals were not as dynamically
supported by stakeholders. Nine organizations carried out activities for the goal focused
on strengthening animal-human health surveillance and response systems. EPHI was
recognized as having the strongest national surveillance system; MOH and EPHI focused
activities on maintaining this system to reach this goal. MOA addressed gaps in the
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animal health surveillance system and worked through NOHSC TWGs to assess and
address gaps in data collection and management for outbreaks. Secondary stakeholders
such as Ohio State University, FAO, and CDC were not voting members of the NOHSC
but were active in the TWGs structured within the Committee on technical diseasespecific prevention and control needs. The goal focused on strengthening veterinary and
public health laboratory capacity was supported by three stakeholders providing
training and lab capacity support, as documented in a programmatic workplan for
Ethiopia and discussed in IDIs (Z-12).
The fourth ZD goal, which focused on improving awareness of priority zoonotic
diseases and One Health, is supported most by the education sector. Jimma, Addis
Ababa, and Gondar Universities were all committed to building skills and knowledge
among university students in human health and animal health sciences and hoped this
would translate to general professional awareness and action for One Health in the
future: “…we need to further increase awareness of the professionals, the stakeholders,
even the community in the area of One Health. To do this, we need partner
collaboration, further research, further activities with overseas universities or institutions
like CDC or any organization dealing with One Health, and the creation of awareness is a
number one priority” (Z-16). Documents reviewed offered a general description of
EPHI’s responsibility in “building One Health awareness,” but did not include more detail
on the approach for this. The Biodiversity Institute also contributed to this goal through
information sharing on plant and animal life in Ethiopia – primarily through the EFCCC –
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to emphasize the importance of One Health and its relevance to communities across the
country.

Horizontal analysis: stakeholder activity alignment with goals
In the framework developed by Mehrizi et al.91, step five explores stakeholder
activity alignment with goals in a “horizontal analysis” of each stakeholder. In Tables 9
and 10, each row contains stakeholder activities supporting capacity development goals
or “Other Activities” that do not align with the stated goals.
For PHEP, stakeholder capacity development efforts mostly aligned with stated
goals; however, some stakeholder activities seemed to fall outside their scope. The
PHEP goals heavily emphasized the importance of developing the national PHEOC and
associated structures, plans and systems. Some stakeholder activities more broadly
supported emergency preparedness and response capacities in Ethiopia beyond PHEOC
development. For instance, NDRMC, USAID, and UN OCHA provided training on allhazards emergency management and the incident management structure and
strengthened response management structures and procedures that can be applied in
health and non-health events. While not explicitly tied to the PHEOC-focused PHEP
goals, the importance of these activities was viewed by some IDI participants as
unquestionable and critical for multisectoral PHEP capacity strengthening efforts:
“NDRMC has some task forces and steering committees and so on which are entirely
multisectoral, and [public health emergency management] is part of those coordination
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platforms. And that could become, like, a standing agenda for building capacity for
[public health emergency management] or even other areas” (P-04).
Documents and IDI participants stressed the importance of subnational PHEP
capacity development efforts driven by EPHI and supported by multiple secondary
stakeholders, but not captured by capacity development goals. Subnational PHEP
capacity development was intended to complement what was implemented at the
national level: “EPHI takes its role seriously…there’s a lot more capacity development to
do, not just on the national level but in the regions. So this notion of a robust system,
you’ve got to kind of build it in order to you know…try to do the thing together so you
can meet in the middle” (P-02). The JEE Report acknowledged subnational efforts were
under way, but PHEP recommendations focused on PHEOC development and national
PHEP capacity strengthening and did not discuss building upon regional efforts.
Unlike PHEP, ZD stakeholder capacity development efforts appeared fully aligned
with stated goals, and without any activities beyond the goals. This may be due to the
encompassing nature of the goals – particularly the first goal in Table 10 – which
captured an array of activities and were not as narrow in scope as the PHEP goals.
Interestingly, while subnational capacity development was a focus among PHEP
stakeholders, it was not mentioned as frequently by IDI participants or in documents as
a focus area for ZD, despite it being part of the surveillance-oriented capacity
development goal.

Holistic analysis: changes needed to stakeholders and/or goals
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The final step in the framework by Mehrizi et al.91 is to determine changes
necessary in the existing stakeholder environment. In addition to discussing the sectors
engaged in capacity development efforts, many IDI participants also discussed the
sectors that currently are not engaged but should be. Trade and commerce were
broadly described as important sectors to involve in PHEP and ZD capacity development,
since health emergencies and disease outbreaks have the potential for serious economic
impacts. Similarly, Ministries of Transportation, Finance, and Culture and Tourism were
all identified as representatives of sectors that have obvious connections to public
health impacts but are not included in the landscape of stakeholders. One Ethiopian
government IDI participant also speculated on the omission leading to lack of awareness
and preparedness for emergencies within those sectors, commenting: “…Trade and
Commerce should be more involved with One Health, because they can contribute some
ideas and perspectives from their sectors that maybe Health or Agriculture cannot
provide…No one is orienting them” (Z-23).
For PHEP, while MOA was part of Ethiopia’s cluster system for disaster response,
some individuals recommended that it be a more active stakeholder in PHEP capacity
development efforts, and that the NOHSC platform be leveraged to strengthen PHEP
capacities. Additionally, although one PHEP goal focused on the establishment of a legal
authority for the PHEOC to ensure operationalization, IDI participants suggested this
was not enough. Ensuring common understanding of multisectoral roles and
responsibilities in relation to PHEP was still essential at the highest levels of Ethiopian
government for successful implementation and holding one another accountable. As
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one bilateral partner IDI participant commented: “I don’t think [the Ethiopian
government] did a good job educating ministries on the policies. And the policy doesn’t
have teeth. And I think that’s the hard part. There’s no accountability.” (P-03).
Stakeholder activities did not seem to address this area of raising awareness and
garnering leadership commitments to PHEP investments, although it was acknowledged
as needed.
The language in some ZD components of documents confirmed the stakeholders
leading and supporting activities but left room for interpretation on actions and
contained few specific examples of expected activities or engagement from these
designated leaders. If roles and responsibilities were outlined for stakeholders, they
were done in a vague and noncommittal manner – even in programmatic records
detailing planned activities and expected contributions. This enabled flexibility in
changing dynamics of needs and roles that are inevitable in a collaboration. However, it
also allowed for lack of accountability and uncertainty on deliverables and the processes
to achieve them. One academic partner IDI participant acknowledged this challenge and
identified a need for a more accessible and transparent resource: “We are helping to
develop a kind of web portal so that…every sector knows what activities a specific
organization is working on, and how long are they working, is there a specific audience,
and which sectors are working together, and which partner may need to work together”
(Z-05). It is unknown when that resource will become available. One challenge noted by
a bilateral stakeholder IDI participant is related to the difference in the ability of various
sectors to commit staff or resources to activities. In the case of a training activity, the
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participant explained, “one ministry will send one person, they don’t have anyone else to
send, that person is already attending another government meeting. But Ministry of
Health, if you don’t have one person, there’s someone else you can talk to. They are
generally aware of what is going on. So different levels of capacity between the sectors.
It has always been a challenge” (Z-03). Most IDI participants agreed that wildlife and
environment sectors were most limited in resources for ZD activities and ability to
participate in joint training activities, and EFCCC was even noted by IDI participants as
being a Commission, as opposed to a Ministry, and therefore not as empowered to
contribute to the capacity development space as other government stakeholders.

Discussion

Summary of findings
Through document and IDI data, we identified a total of 23 organizations spanning
seven sectors as primary and secondary stakeholders for PHEP and ZD public health
capacity development. The ten stakeholders for PHEP capacity development included
Ethiopian government entities, multilateral, and bilateral partners; the eighteen
stakeholders for ZD capacity development further included nongovernmental entities
and academic institutions. Multisectoral collaboration was often highlighted as a
cornerstone of PHEP and ZD capacity development strategy in Ethiopia in documents;
this did not always emerge during interviews and at times had to be probed further.
When asked about ZD capacity development, IDI participants were more likely to

75

mention One Health, and by extension, platforms bringing together animal health,
environment, agriculture, and human health sectors. In comparison, the mostly health
sector IDI participants commenting on PHEP capacity did not readily offer insights on
sectors outside of health and had to be prompted to consider the stakeholders engaging
from them.
PHEP stakeholders were from health, disaster response, and WASH sectors, with
the health sector clearly leading capacity development efforts, and utilizing a
combination of long-term capacity development efforts and activities addressing
immediate needs as part of a national emergency response to strengthen PHEP-related
capacities. More clarity is needed on stakeholder roles and responsibilities, and the
administrative and decision-making processes guiding capacity development efforts.
The persistent confusion around MOH and EPHI functions was one example of how the
lack of clarity caused a conflation of roles and led to assumptions based on available
resources and capabilities of stakeholders instead of their intended organization or
responsibilities. Similarly, unclear dynamics between PHEP and broader emergency
management activities in Ethiopia led to unmanaged expectations of stakeholder
contributions in the capacity development space. A common understanding of roles and
responsibilities among all engaged partners is a key element of strong multisectoral
collaboration in countries,88 and an area needing improvement in the PHEP context in
Ethiopia. This is often cited as a major challenge in multisectoral collaboration in many
countries.99,100
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Comparatively, ZD had more robust representation of sectors for capacity
development efforts; health, agriculture, wildlife, environment, and education sectors
were engaged. One Health and the NOHSC served as important platforms for ZD
capacity development and were vital to multisectoral collaboration and clarifying
stakeholder roles and responsibilities. The One Health concept has a longstanding
reputation as the critical paradigm shift needed to engage more sectors in addressing
health threats and challenges,101 and its prominence in Ethiopia’s national approach to
ZD capacity development has helped gather political support and improve
understanding of the importance of addressing animal-human health hazards. However,
more needs to be done to augment progress made so far. More accountability of
stakeholders and transparency around ZD capacity development activities are needed,
and stakeholder empowerment through proper resourcing and opportunities to lead
activities was inconsistent across sectors. Health and agriculture sectors dominated
decision making for ZD capacity development, with other sectors serving in a more
supportive role and contributing limited resources to activities. Many stakeholders
reiterated the Ethiopian government as leading ZD capacity development efforts, but
some IDI participants acknowledged that resources from nongovernmental partners
may hold more influence than stakeholders would like to admit.
While literature recognizes that financially powerful partners could negatively
influence stakeholder alignment with development goals,21,102 this did not appear to be
the case for PHEP or ZD in Ethiopia. For ZD, all identified stakeholders were documented
or observed by IDI participants as carrying out capacity development activities that
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supported existing capacity development goals or areas stakeholders identified as
necessary to achieve robust capacities. For PHEP, some stakeholders engaged in
activities not directly supporting capacity development goals, but instead addressing
broader emergency management capacity needs or subnational capacity development.
The focus on subnational PHEP capacity development has long been recognized in
literature as critical to strong national capacity, with local jurisdictional levels often
serving as the frontlines of public health emergency response.103 Similarly, broad
emergency management capacities not limited to one type of emergency or disaster
encourage a versatile system capable of drawing from a wide range of expertise areas.
Data also identified areas needing additional engagement, such as raising awareness on
PHEP’s importance among Ethiopia’s political leadership to maintain investments in
PHEP capacity development. For ZD, capacity development goals were supported
unevenly by stakeholders, which may be due to multiple factors: already strong sectors,
such as health and agriculture, were able to contribute the most to capacity
development efforts; bandwidth or motivation to contribute to capacity development
may have varied among stakeholders; and sectors may be represented differently in
professional expertise and available resources in the country. The environment sector is
a prime example; as a sector it is a vital component of One Health and acknowledged by
Ethiopia through its inclusion in formal agreements for collaboration. However,
expertise within the sector is limited, and its involvement has not been operationalized
through resource allocation and financial investment by the government.
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Implications for practice
This research provided rich insight and understanding of capacity development
stakeholders in Ethiopia and perceived roles and responsibilities. Understanding the
stakeholders and sectors engaged in public health capacity development efforts can
help develop a better picture of multisectoral collaboration for health in Ethiopia. This
study pointed to some gaps in awareness of roles and collaboration-related objectives
and activities, and it can encourage partners to adopt clearer communication of
responsibilities and actions to ensure a common understanding of how they contribute
to collective goals.
Many documents recognized the importance of stakeholders and sectors but did
not elaborate on expectations of responsibilities for each or provide any explicit
framework for accountability. Establishing processes for accountability around public
health capacity development in Ethiopia can help close these gaps. The Multisectoral
Accountability Framework developed by WHO for efforts to address tuberculosis, for
example, identifies components necessary for an accountability framework that could
be adapted for Ethiopia’s context: commitments and actions to which stakeholders are
held accountable, and mechanisms for holding stakeholders accountable, such as
monitoring, reporting, and review processes. 104 To improve upon other aspects of
multisectoral collaboration practices, a deeper understanding of how collaboration is
occurring in Ethiopia is needed to identify specific barriers and facilitators to
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collaboration and bolster public health capacity development efforts. This is explored
further in Paper 2.
This research also showed that more can be done to ensure the right collaborations
are occurring with the right partners for public health capacity development in Ethiopia.
An analysis of existing goals against needs assessments in PHEP, ZD, and other areas of
public health capacity can help build the evidence base for developing accurate goals to
guide multisectoral collaboration. Such analyses may recommend broadening PHEP
goals beyond PHEOC development, for example, or identify additional resource needs to
successfully achieve ZD capacity development goals. Similarly, the documents reviewed
for this research did not indicate that a robust framework exists for evaluating
multisectoral collaborations or their contributions and impact on the public health
capacity development space. A better understanding of what comprises a strong
collaboration in Ethiopia and the definition of a successful collaboration can help shape
metrics for measuring progress in achieving goals. More research on these aspects of
evaluating collaboration in Ethiopia’s context can help the country target resources in a
more meaningful way for multisectoral collaboration – and collaboration in general.
Finally, findings from this research are not unique to Ethiopia. The need for clearer
expectations around stakeholder and sector roles and contributions, for example, is a
persistent gap in multisectoral collaboration in a number of countries.99 This research
can encourage other LMICs to examine stakeholder engagement for public health
capacity development, how their activities contribute to goals, and what the landscape
of sectors and stakeholders participating in these efforts looks like. A better
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understanding of this picture can help nations leverage strengths across sectors and
maximize limited resources for improved global health security.

Limitations
There are several limitations to consider for this research. COVID-19 impacted our
ability to spend extended amounts of time in Ethiopia and carry out all IDIs in-person as
planned, and I completed most interviews remotely. While some research suggests
there is no consistent difference in the information respondents share in face-to-face
interviews compared to more remote methods of surveys or interviews,105 I may have
been able to further develop rapport with participants, which in turn could have created
a more comfortable environment to share insights and be more open. I may have also
been able to observe environmental contexts or body language more closely in-person.
Travel-related challenges also limited exposure to Ethiopia’s cultural, historical, and
geopolitical contexts.
To manage this shortcoming, I took steps to ensure an Ethiopian perspective was
incorporated into key aspects of this research. I submitted the research protocol to the
EPHI Institutional Review Board (IRB) to ensure the design of this study met ethical
considerations and standards in the country. I also discussed the research design with a
senior scientist at my workplace who is Ethiopian American and spent substantial time
living and working in Ethiopia to identify any reservations or concerns about this
research. I collaborated on parts of this research with RY, who has had several years of
public health experience in Ethiopia. RY and I discussed the IDI guide at length and
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compared notes during the early stages of the interview process, which helped modify
questions or probes in the guide to facilitate a smooth interview process.
Additionally, while the stakeholder analysis framework developed by Mehrizi et al.91
was helpful in capturing important information on the reality of capacity development
implementation that was not easily available, it was not particularly conducive to
exploring linkages between stakeholders. Still, it facilitated a necessary first step in
clearly laying out stakeholder contributions to capacity development priority actions
and relevant gaps before a deeper analysis of stakeholder communication and
multisectoral relationships. Social networking analysis or similar techniques may be
employed in future research to better visualize and quantify these connections.

Conclusion
This study described the multisectoral collaboration environment for public health
capacity development in Ethiopia in two areas: PHEP and ZD. The sectors and
stakeholders revealed through this research demonstrate Ethiopia’s efforts so far to
cultivate a collaborative culture. Findings also suggest opportunities to build on these
efforts to maximize collaborations and strengthen multisectoral connections. For
example, stakeholder perspectives on roles and responsibilities of one another were not
consistently in agreement, and more clarification of boundaries, authorities and
functions is needed. Additionally, even if there was common understanding on some
aspects of collaboration, it was not always formalized or institutionalized in a way that
fostered accountability, which was concerning to some stakeholders. More research is
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needed to further explore multisectoral collaboration characteristics and the factors
contributing to strong collaboration for public health capacity development in Ethiopia.
This can encourage stakeholders to develop better pathways for information sharing
and synergizing activities, improving collaboration impact. Additional research can also
expand the evidence base for general collaboration efforts in Ethiopia, LMICs, and
worldwide for strengthening global health security.
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Stakeholder perspectives on multisectoral collaboration for zoonotic diseases and
public health emergency preparedness capacity development efforts in Ethiopia
(Paper 2)

Introduction
The COVID-19 pandemic has underscored the critical need for strengthening
essential capacities to prevent, detect and respond to public health emergencies.1,2
Public health capacities are defined as the “staff, stuff, space, and systems”34, p.440
necessary to effectively address events and emergencies with serious health impacts.34
The concept of public health capacity development is not a new one, and global efforts
to support and bolster country-level approaches have been ongoing for decades. The
International Health Regulations (IHR) drafted in 1969 represent one attempt to unite
individual country endeavors to combat infectious disease threats; in 2005, the IHR
were revised to examine resources and technical capabilities addressing cross-cutting
aspects of public health emergencies.7
This shift has also emphasized the importance of multisectoral collaboration, which
is collaboration that occurs between different technical or functional areas, to improve
public health capacities and systems.23-25 The WHO stated that “public health challenges
are complex and cannot be effectively addressed by one sector alone”88 and
multisectoral collaboration is integral to improved global health security. Multisectoral
collaboration requires a clear understanding among all partners of one another’s
contributions to the collaboration and how they benefit from it. This strong foundation
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can facilitate resource allocation, and linkages between sectors or groups that are not
considered traditional partners, but can leverage unique strengths for greater gain.29,31
Challenges in multisectoral collaboration persist due to many factors, including lack of
leadership interest, inconsistent or unclear definitions of collaboration mechanisms and
structures, and poorly understood roles and responsibilities.29,32
Public health emergency preparedness (PHEP) and zoonotic diseases (ZD) are two
important areas of public health capacity that recognize multiple sectors directly
relevant to emerging pandemic threats and other types of health events. PHEP relates
to the resources and systems required to respond effectively to emergencies of any
kind; ZD examines the animal-human interface for diseases in domestic, agriculture, and
wildlife settings.59,86 While there are varying opinions on how to operationalize public
health capacity development, there is agreement that the entity of concern, whether an
institution, country, or community, must be engaged in the capacity development
process from the beginning to increase sustainability of efforts.
Ethiopia has demonstrated a commitment to multisectoral engagement for national
public health capacity development. In 2003, the prime minister’s office engaged
finance, labor, and education sectors in the development of national primary health
care programs74, and a later analysis of the country’s progress on the Millennium
Development Goals highlighted efforts to integrate siloed responses to challenges in
education, water and sanitation, and political instability, among other areas. 75 In 2016,
Ethiopia’s JEE report also took notice of commitments from health and agriculture
sectors to strengthen animal and human health systems.81 There have been studies on
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multisectoral collaboration in international health contexts examining related
governance and implementation for health programs or health service delivery.29,106
However, it is still not well understood how multisectoral collaboration for improving
public health capacities occurs – particularly in LMIC settings. For better strategies to
promote multisectoral collaboration for public health capacity development in Ethiopia,
more insight on how collaboration is occurring and how country-specific contexts may
influence collaboration is needed. This study explores stakeholder perspectives on
multisectoral collaboration for two technical areas of public health capacity
development: PHEP and ZD. This research sought to understand characteristics of
Ethiopia’s environment and stakeholders that may be shaping collaboration dynamics
through in-depth interviews with stakeholders. This research also examines perceived
barriers and facilitators to multisectoral collaboration for public health capacity
development in Ethiopia.

Methods
Many frameworks and models emphasize actions and characteristics perceived as
important to capacity development, defined as “the process by which individuals,
organizations, institutions and societies develop abilities to perform functions, solve
problems and set and achieve objectives.”36 Figure 5 presents a five-step capacity
development cycle introduced by the United Nations Development Programme (UNDP)
that emphasizes stakeholder engagement, inclusion and buy-in.37 The accompanying
table describes the steps in more detail. This cycle highlights features especially
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important to efforts in global health, such as sustainability, country-led initiatives, and
developing a unified approach across different types of stakeholders. The UNDP also
created a Capacity Assessment Framework that outlines four “core issues” to assess for
capacity changes: institutional arrangements; leadership; knowledge; and
accountability.37 While the areas outlined in the cycle and the framework were not
systematically assessed or incorporated into capacity assessment tools or approaches
utilized in Ethiopia, they featured prominently in IDIs, and participants discussed how
they influenced public health capacity development contexts in the country. For this
research, the capacity development cycle enabled an exploration of Ethiopia’s public
health capacity development environment. The expected activities for each step offered
a framework for analyzing how capacity development occurs and, by extension, how
multisectoral collaboration occurs for capacity development.

87

Figure 5. The capacity development cycle37

Source: Capacity Development: A UNDP Primer.
http://content-ext.undp.org/aplaws_assets/1654154/1654154.pdf.

Table 11. Definitions for the five steps of the capacity development cycle36

Step 1: Engage
stakeholders on capacity
development

Build political commitment & sponsorship for importance of
capacity development among key stakeholders and embed
capacity development in broader national development priorities.

Step 2: Assess capacity
assets & needs

Systematically gather critical knowledge & information on
existing and desired capacity assets & needs that can help
determine which capacity investments to prioritize.

Step 3: Formulate a
capacity development
response

Design initiatives building the foundation for continued capacity
development inputs & enhanced stakeholder engagement.

Step 4: Implement a
capacity development
response

Manage implementation through national systems & processes
with a common monitoring & reporting system and with existing
strategies & sustainability considerations incorporated.

Step 5: Evaluate
capacity development

Evaluate how activity outputs contribute to the achievement of
capacity development outcomes & objectives. This information is
used for performance management, accountability & learning.

88

Data collection: in-depth interviews
To understand how multisectoral collaboration is occurring for PHEP and ZD
capacity development in Ethiopia, we carried out IDIs with identified stakeholders. As
described in Paper 1, a document review provided a preliminary understanding of
formalized collaborations and key PHEP and ZD stakeholders. We utilized purposive
sampling methods to identify potential IDI participants through the document review
process; we requested authors and contacts named in the documents to participate in
interviews or suggest alternative respondents. Public health professionals from CDC and
the Ethiopian Public Health Institute (EPHI) also suggested individuals for IDIs. We asked
key informants to recommend other experts for IDI participation towards the end of
their interviews through a snowballing process and contacted them.
Two researchers, RY and the author, conducted IDIs between June 2019 and
December 2020. During this time, the COVID-19 pandemic and intermittent political and
civil turbulence in Ethiopia caused delays in completing interviews. After March 2020,
only remote interviews were possible. During the interview process, RY was based in
Ethiopia and is fluent in Amharic and English; I was based in the US and spoke only
English. Interviews were conducted in person whenever possible. I traveled to Ethiopia
two times to conduct interviews in person. RY offered IDI participants the option to
speak in Amharic for the interview.
Establishing a positive dynamic with potential IDI participants is essential to gain
trust and access.93 RY and I already had a professional connection to some IDI
participants; where we did not need to introduce ourselves or demonstrate credibility,
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we focused on introducing the study. For other individuals, we engaged with them
initially over email or phone and shared an overview of the research and purpose of the
interviews. This helped encourage individuals to commit their time and share their
perspectives on multisectoral collaboration. On the whole, individuals who were
requested to participate in interviews expressed interest, but some were unable to
serve as key informants due to the COVID-19 pandemic, time constraints and travel
commitments.
We used a semi-structured interview guide (Appendix A), which consisted of
questions on participants’ roles and responsibilities as related to capacity development
in PHEP and/or ZD areas, their perspectives on multisectoral collaboration for these
activities, and their opinions on collaboration strengths and weaknesses. We regularly
discussed interview approaches to ensure consistency in questioning and probing styles.
When we completed roughly half of the IDIs, we revised the guide to streamline and
clarify scripted questions. We obtained permission from IDI participants to digitally
record interviews. I transcribed interviews conducted in English verbatim; for interviews
conducted in Amharic, I used an Ethiopia-based transcription and translation service to
obtain English transcripts. We took notes and captured immediate reflections in memos
after interviews, which assisted with describing the context of the interview
environment during data analysis.
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Data analysis
I used a combination of inductive and deductive approaches to analyze interview
data. While literature on multisectoral collaboration in LMICs is limited, there are
numerous theories on characteristics comprising a robust collaboration. For instance,
Mohr and Spekman65 describes commitment, coordination, interdependence, and trust
as important factors for partnership success, along with communication behavior and
conflict resolution techniques.65 Thomson et al.73 conceptualizes collaboration as
comprised of five domains: governance, administration, autonomy, mutuality, and
norms of trust and reciprocity.73 A review of these collaboration models helped shape
preliminary thinking on factors that facilitate a successful collaboration and, conversely,
the lack of which could pose barriers to collaboration. While these frameworks are not
specific to multisectoral collaboration (as they address a broader range of
collaborations), they were useful in identifying elements that would be important for
collaboration across sectors, and especially among partners that have not traditionally
worked closely together.
These models also align well with capacity development frameworks, such as the
five-step cycle presented earlier. With stakeholder engagement being an essential
component of successful capacity development, understanding the structures and
dynamics guiding engagement and interaction between stakeholders is important. The
models introduced by Mohr and Spekman65 and Thomson et al.73 have not been applied
specifically in international settings, although in recent years, the collaboration drivers
and domains that they discuss have been considered in global health contexts.107,108 It
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was important for this research to be open to additional elements or factors important
to collaboration in Ethiopia that may not be captured in these models or the broader
literature.
Our reading of the literature helped shape a list of preliminary codes for IDI data
analysis. In particular, the domains of collaboration strength presented by Thomson et
al.73 served as the basis for a portion of codes and sub-codes. These domains provided a
useful initial structure to examine collaboration characteristics in Ethiopia and allowed
for additional codes to emerge as the research progressed. Table 12 is a summary of all
preliminary codes.

Table 12. Preliminary codes for IDI data analysis
Role/responsibility
Sub-code: Resource provider
Sub-code: Technical assistance
Sub-code: Leader/Coordinator
Partners
Sub-code: Advantages
Sub-code: Disadvantages
Collaboration
Sub-code: Barrier
Sub-code: Facilitator
Sub-code: Expectations
Governance
Sub-code: Decision-making
Sub-code: Control
Administration
Sub-code: Collaboration goals/objectives
Sub-code: Rules/terms
Sub-code: Processes
Sub-code: Communication
Mutuality
Sub-code: Interdependence
Sub-code: Mutual benefits
Sub-code: Shared interests
Norms
Sub-code: Trust
Sub-code: Reciprocity
Sub-code: Commitment

92

Sub-code: Credibility
Autonomy
Sub-code: Impact on non-collaboration activities
Sub-code: Organization operations
Sub-code: Mission/vision of organization
Activities

After additional discussion, we decided this list of codes may result in overlapping
themes and needed revision. Some codes, such as “Collaboration” and the “Partner”
code and sub-codes, were too broad for meaningful analysis when most of the IDI guide
focused on collaboration. Some sub-codes seemed to prematurely anticipate IDI
findings, and we removed them to enable more flexibility in analysis. While RY provided
valuable insights on code revisions, I made the final changes and carried out all
subsequent coding of transcripts. Revisions reduced the list to ten codes and two subcodes. I carried out manual line-by-line coding of two transcripts of interviews with
PHEP stakeholders, two with ZD stakeholders, and one with an IDI participant spanning
both areas, which led to the addition of four codes early in the IDI process. I coded
transcripts using Atlas.ti software. As the IDIs progressed, we continued to revisit the
codes and determined that it was not necessary to add additional codes for analysis.
Table 13 presents the final code list and brief definitions for each.

Table 13. Revised codes for IDI data analysis
Code
Role
Barrier
Facilitator
Governance
Sub-code: Formal
agreement
Administration

Brief Definition
Set of responsibilities & expected functions of partner
Challenge or obstacle to collaboration
Enhances or enables collaboration
Rules in place to protect collaboration
Formal agreement in place for collaboration
Structures for collaboration processes & management
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Sub-code: Committees &
working groups
Communication
Mutuality
Norms
Autonomy
Activities
Added after transcript review
Continuity
Awareness
Sustainability
Accountability

Committees and/or working groups bringing partners together
How partners communicate in context of collaboration
Shared or complementary interests among partners
Trust among collaboration partners to demonstrate integrity
Partners preserve their own objectives & meet collaboration
needs
Key actions undertaken by stakeholder to achieve goal
Extent to which partners maintain necessary components for
collaboration
Awareness of ZD/PHEP importance to public health
Country’s ability to sustain efforts with less external donor
support
Obligation/willingness to accept collaboration responsibility

This research regarded PHEP and ZD as separate “cases” of public health capacity.
We assigned IDs to each interview comprised of one letter representing the technical
area (“P” for PHEP, “Z” for ZD, and “B” for both) and a sequential number. IDI quotes are
included in this paper with the relevant ID. Analyses compared characteristics of
multisectoral collaboration, as well as barriers and facilitators to collaboration, across
cases through variable-oriented analysis, and within cases through case-oriented
analyses. Coding managed through ATLAS.ti software captured concepts across IDIs
linked to PHEP and ZD, facilitating analyses across cases and also within one case. The
next section presents findings from the IDIs based upon the UNDP five-step capacity
development framework described above.

Findings
We completed 39 IDIs from 23 stakeholder organizations for this research. RY
conducted four IDIs; I carried out the remaining IDIs. Out of the eight IDIs RY and I
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completed in person, three IDIs were in Amharic and five were in English. I conducted 31
IDIs remotely and in English.

Table 14. IDIs
Conducted in Ethiopia
Conducted remotely

Conducted in Amharic
3
0

Conducted in English
5
31

Total
8
31
39

IDIs ranged from 30 to 76 minutes long and all participants agreed to being audiorecorded. Ten out of 31 remote IDIs included a video component for, at a minimum, a
visual greeting between the researcher and participant. I met four of the remote IDI
participants previously in person through professional interactions in Ethiopia or the US.
Table 15 summarizes the stakeholders engaged in IDIs. The following sectors were
represented in the IDI process: health, water and sanitation, education, agriculture,
wildlife, environment, and disaster response. 13 stakeholders were engaged in ZD
capacity development only; five focused on PHEP capacity development only, and the
remaining five were engaged in both ZD and PHEP capacity development efforts. 13 IDI
participants were leaders or in management positions, and therefore able to share
unique perspectives on strategies shaping multisectoral collaboration efforts. 26 IDI
participants were in health professional or technical roles, suggesting they may be able
to speak more on capacity development implementation and the impact of
collaboration on those activities.
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Table 15. Stakeholders represented through IDIs
Stakeholder

# of IDIs

Technical Area

NDRMC

2

PHEP only

Ministry of Health
Ministry of
Agriculture
EWCA

1

General

3

ZD only

1

ZD only

Participant Type
Strategic and
Technical
Strategic
Strategic and
Technical
Strategic

Sector

EFCCC

3

ZD only

Technical

Environment

EPHI

2

PHEP and ZD

Strategic

Health

NAHDIC

1

ZD only

Technical

Agriculture

MoWIE
Biodiversity
Institute
AHRI

1

PHEP only

Technical

Water and Sanitation

1

ZD only

Technical

Environment

1

ZD only

Health

WHO

3

General, PHEP and ZD

FAO

1

ZD only

UNICEF

2

PHEP only

UN OCHA
Addis Ababa
University
Jimma University

1

PHEP only

Technical
Strategic and
Technical
Technical
Strategic and
Technical
Technical

Agriculture
Health; Water and
Sanitation
Disaster response

2

ZD only

Technical

Education

2

ZD only

Technical

Education

Gondar University

1

ZD only

Education

CDC

3

General, PHEP and ZD

HRH 2030

2

ZD only

Technical
Strategic and
Technical
Strategic and
Technical

Public Health
England

1

PHEP only

Strategic

Health

USAID

3

General, PHEP and ZD

OSU

1

ZD only

Strategic and
Technical
Technical

Health; Disaster
Response
Education

JHU CCP

1

ZD only

Technical

Health

Disaster response
Health
Agriculture
Wildlife

Health

Health
Health

Step 1: engage stakeholders on capacity development
Step one in the UNDP capacity development cycle describes stakeholder
engagement as developing political will and buy-in with key stakeholders and
integrating capacity development within priorities. Many IDI participants across PHEP
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and ZD areas perceived purposeful stakeholder engagement to be key for successful
multisectoral collaboration and subsequent capacity development efforts. Awareness of
PHEP and ZD’s importance and relevance to Ethiopia’s public health system was also
viewed as a critical catalyst for stakeholder engagement. For example, some ZD
stakeholders socialized the concept of One Health with political leaders and decision
makers in stakeholder organizations across health and agriculture sectors, among
others, which encouraged discussion on how to strengthen One Health and ZD-related
capacities. One NGO participant emphasized the importance of this to implementation
of capacity development activities: “…the political leadership are advised by experts, by
us… so, uh, if a leader, a politician does not get any information about One Health, he
will not commit his resources” (Z-07). In a similar vein, lack of awareness presented
obstacles for engagement in some sectors. IDI participants described an inconsistent
understanding of PHEP and its importance to addressing public health threats in
Ethiopia across sectors as hindering stakeholder engagement and commitment to
capacity development efforts. This led to heavy engagement from some sectors with a
strong grasp of PHEP, such as health and disaster management, and less participation
from sectors that were not as familiar with PHEP, or which had not fully understood
their own relevance to capacity development efforts. A participant from a bilateral
partner commented: “Ministry of women and children is a great example…that ministry
is responsible for especially protection issues following disasters, they aren’t a lead
sector, so they are not being prioritized yet. So I think it’s a miss, but…we have to start
with at least the lead sectors in the policy” (P-03). Some stakeholders also viewed
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commerce and trade as sectors that should participate more in public health capacity
development.
Committees and structures could be helpful administrative collaboration tools to
engage stakeholders and sectors in capacity development efforts that may not have
participated otherwise. For instance, some partners viewed response structures
established to convene partners for emergencies as also providing a platform for
engaging the same partners in multisectoral collaboration to strengthen capacities. One
multilateral participant commented, “[NDRMC] is our primary entry point to the
government...and is also the co-chair of the national disaster risk management council,
which is chaired by the deputy prime minister. This platform brings together all
ministries” (P-08). Similarly, establishing the National One Health Steering Committee
(NOHSC) assembled partners for One Health from sectors with varying levels of existing
capacity and engagement to contribute to capacity strengthening approaches. As one
Ethiopian government participant observed, “The establishment of that One Health
platform has helped quite a lot. Because before there was hardly any discussion about
this cross-sectoral collaboration…and with that One Health platform, and the regular
meetings, you know, that has brought in the attention of the importance of such cross
collaboration” (Z-14). However, some PHEP-related IDI participants cautioned that
committees or structures were not always natural conduits for collaboration around
capacity development, and some perceived them to be limited to response-related
activities only, as one Ethiopian government participant stated: “One coordination
mechanism is the NDRMC working group…they bring different partners from different
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sectors. But that wouldn’t be really for capacity development for PHEM, it would be just
to do what they have to do for their own role” (P-04).

Step 2: assess capacity assets and needs
Step two assesses existing and needed capacities to inform development
approaches. Assessment of existing capacities was found to be an essential step for
public health capacity development in Ethiopia and illuminated characteristics of
multisectoral collaboration for these efforts. The JEE Report was repeatedly mentioned
as an important tool for comprehensive assessment of Ethiopia’s national public health
capacities. It contained detailed questions on capacity levels across 19 technical areas,
including PHEP and ZD, and provided a scoring system to identify strengths and
weaknesses and track progress over time. The JEE Report was also seen as a catalyst for
stakeholders to build upon existing multisectoral collaboration efforts and efficiently
leverage one another’s resources. One bilateral partner IDI participant commented: “I
think the JEE, the Joint External Evaluation, is the holy grail. The JEE score is a reflection
for the national health system, or animal health system…the framework is pretty tight,
everyone knows they are being measured. I think that is one of the better things about
GHSA [Global Health Security Agenda], everyone is rowing in the same direction” (B-04).
Some IDI participants shared programmatic records to show they applied findings from
the JEE Report and carried out targeted assessments for disease-specific or emergency
event-specific interventions.
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However, not all stakeholders were kept apprised of the extent of assessment
efforts, and some seemed unaware they were even carried out. Other stakeholders did
not view them as meeting needs. For example, despite bilateral partners providing
documentation during the IDI process to researchers on their assistance with PHEP
capacity development assessment on the national level over at least three years,
Ethiopian government partners did not acknowledge these efforts and suggested the
country needed a fresh start for PHEP assessment. One Ethiopian government
participant captured this general sentiment in a comment: “The first thing we need to do
is to clearly understand and outline what kinds of multisectoral coordination or
collaborations you require to build your capacity. I think that kind of assessment can
really be useful” (P-04). For ZD, although the environment and wildlife sectors were seen
as important for capacity development, such stakeholders were not always included in
the processes to determine needs and assess current capacity. An Ethiopian
government participant said, “To be frank, for a long time, the wildlife health system
was neglected. Even the participation is limited. Most people from agriculture and EPHI,
and from the health system were leading the decision making” (Z-22). This observation
also reinforced the importance of earlier capacity development steps to subsequent
ones. Without purposeful engagement of all parties, as described in step one,
comprehensively assessing needs proved challenging.
The concept of institutionalization was widely viewed by stakeholders as important
for effective public health capacity development and as a current gap. Formalizing a
capacity development platform through an institutional arrangement, such as a
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committee endorsed by the Prime Minister’s office or through other official Ethiopian
government authorities, can facilitate multisectoral collaboration and cement it as an
integral component of the approach. A non-governmental partner participant discussed
institutionalization in the One Health context: “It needs, you know, institutionalization of
the [One Health] platform. And actually, that was proposed in 2017, there was a
proposal to institutionalize the platform…but due to different, uh, or other priorities and
commitments and government restructuring, that was not possible” (Z-01). Some
stakeholders saw institutionalization of platforms as a way to improve engagement from
otherwise underrepresented sectors or partners or elevate their participation level. One
EFCCC participant commented, “I believe after they make this NOHSC institutionalized,
our role may increase more in that way. For now, we only participate in different
meetings, suggest comments and increase the knowledge so they can find solutions to
issues with zoonotic diseases” (Z-20).
IDI perspectives on institutionalization were often accompanied by observations on
governance mechanisms in place to encourage multisectoral collaboration. As alluded to
earlier, PHEP still faces challenges in varying levels of awareness and understanding of
its importance to Ethiopia’s public health across stakeholders and sectors. For ZD, the
Memorandum of Understanding for Operationalization of the One Health Approach,
signed in 2018, played a crucial role in overcoming similar challenges and bringing
together four key sectors: health, agriculture, environment, and wildlife, for which
government entities were MOU signatories. IDI participants repeatedly referenced this
agreement as either proof of or reason for robust multisectoral collaboration in
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Ethiopia, suggesting such measures foster awareness and mechanisms needed for
capacity development. “We can say a lot of things are strengths. For example, we do
have a Memorandum of Understanding…and we do have, uh, different multisectoral
documents that can bring us together and this all would help the collaboration” (Z-09).
Stakeholders mostly discussed leadership and knowledge in the context of
stakeholder engagement for capacity development, as detailed under step one, with
knowledge embedded in initial awareness of the importance of public health capacity
areas such as PHEP and ZD. These core issues were clearly seen as instrumental in
enabling resources for capacity development; without the right leadership possessing
knowledge and awareness, public health capacity development in Ethiopia would be
seriously jeopardized. Continuity emerged as a key theme also influencing leadership
responsiveness. Unstable leadership in Ethiopian ministries across sectors created a
frustrating routine of educating new leaders on the importance of investing in initiatives
or programs, these leaders leaving or being pushed out of their positions, and new
leaders entering and needing to be educated anew. PHEP and ZD stakeholders noted
this as a problem. On PHEP, one bilateral participant said, “Turnover is absolutely a
challenge…a lot of these things are about leadership. So, having the right person or the
right people at the right level…to drive it, to keep it going, is really important” (P-02). An
Ethiopian government participant engaged in PHEP and ZD efforts commented, “One of
the gaps is the change in leadership. It takes some getting used to internally, then they
go over to other sectors and start seeking out synchronization…but this needs to
continue as a working system so that the change of leadership won’t affect it” (B-03).
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Accountability was a core issue often discussed in the contexts of evaluating
capacity development efforts (step five in the UNDP cycle) or strongly linked to
institutionalization. Stakeholders spoke of evaluation as a way of maintaining
accountability among partners and their commitment to capacity development efforts
and recognized its importance to ensuring or maintaining robust multisectoral
collaboration. One Ethiopian government participant said, “If there is lack of monitoring
and evaluation, there is weak collaboration. Otherwise, the government, it can form the
strong relationships and responsibilities, duties can be categorized…activities can be
categorized and separately given to institutions, and they can evaluate when they are
meeting [the goals]” (Z-25). Other partners believed institutionalization would cultivate
a sense of obligation to the collaboration, as one Ethiopian government participant
stated: “To be enough, you know it should be institutionalized…and after it is
institutionalized, every institution has a responsibility just to support financially as well”
(Z-08). Multiple IDI participants commented that accountability would be enhanced and
overall collaboration could be better served if coordination was managed out of the
prime minister’s office instead of one sector or a convening of sectors: “the NOHSC is
not accountable to the Prime Minister’s office, or the President office, or the Health
Council, and we don't know to whom it will be accountable…it should be attached with a
government system. With at least with a Prime Minister office, or like that” (Z-07). Many
stakeholders believed that if the highest levels of Ethiopian government held entities
accountable to their commitments and conveyed the importance of multisectoral
collaboration, it would truly be embraced as a cornerstone of capacity development.
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Step 3: formulate a capacity development response
Step three of the UNDP capacity development cycle focuses on resourcing and
building upon stakeholder engagements and identified priorities for capacity
development approaches, as well as addressing the purpose of capacity development
efforts; these are typically elements of national strategies and plans. Committees and
structures again came up as an important facilitator for the development of PHEP and
ZD capacity development approaches. Similar to how they enhanced stakeholder
engagement activities, they provided a platform for stakeholders across sectors to
determine how to carry out capacity development, including identifying strategies,
goals, and objectives. On the NOHSC, one non-governmental organization participant
said, “they facilitate the discussion, um… with different activities, including preparations
of strategies, preparedness and response plans, and these prevention and control
strategies (Z-01). Establishing common goals and objectives was not only perceived as
important to formulation of a capacity development response, but also key to
articulating what stakeholders stood to benefit from collaboration and how their unique
strengths, interests and priorities fit into the collaboration. In the context of PHEP
response and capacity development efforts, one multilateral organization participant
commented, “We also have to work closely to agree…what are the priorities within
priorities so that partner X can focus, partner Y can focus, and at the end of the day, we
all contribute” (B-02).
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Recognition and understanding of priorities, collective interests and common goals
across partners was repeatedly stated as an area needing further development and an
important domain of multisectoral collaboration for public health capacity
development. If stakeholders or entire sectors are too focused on their own priorities
and approaches, collaboration will be weak. One observed barrier concerned external
partners, who may enter discussions on collaboration strategy for capacity development
with already planned out budget and activities, steering government partners towards
approaches they may not prioritize or want. A multilateral organization participant
stated, “some donors do their own internal analysis and they use their own judgment to
allocate resources. This brings lots of confusion, duplication of efforts, and also, like,
disempowers…the [coordination] of the sectors” (P-08). In cases where these
approaches emphasize multisectoral collaboration, there is concern that embracing
these strategies without proper commitment from government partners will threaten
their sustainability in the future, making collaboration across sectors more short-lived
than desired. One Ethiopian government participant suggested an overhaul of One
Health financing to mitigate this risk: “I recommend that the donors stop the fund, for
the system to make strong, and…that all line ministries should contribute for the budget
for the One Health system” (Z-23).
IDI participants also observed that, similar to findings in paper 1, determining roles
and responsibilities of stakeholders and delineations between sectors was a challenge
for ensuring the right stakeholders or sectors were represented in collaboration efforts.
For example, wildlife and animal health sectors were sometimes outlined as distinct
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sectors and in other cases as the same sector: “…when we see the zoonotic disease,
either between human and animal, and the environment is affected, and when we say
animal, that includes wildlife” (Z-05). However, the NOHSC has distinct representatives
from the animal and wildlife sectors through the Ministry of Agriculture and Ethiopian
Wildlife Conservation Authority, respectively. On PHEP activities, one bilateral partner
participant commented, “the health [sector] says we are in charge of health, which
includes WASH, and WASH says we are the WASH people and it includes some of the
health stuff…We’ve tried mapping that out and tried getting a sense from the all hazards
side of who is doing what” (P-03). With challenges in these areas in earlier stages of the
capacity development cycle, it is expected that the same challenges would arise when
formulating a capacity development response.
Dedicated resources were noted as a facilitator for formulating a capacity
development response with multisectoral collaboration as an integral piece.
Stakeholders with positions or funds allocated for collaboration seemed to experience
better outcomes from the work to bring together different sectors for capacity
development implementation, and more robust partnerships. For example, some
partners cited HRH 2030 as one organization that allocates specific resources, including
personnel and funding, for coordinating and facilitating NOHSC activities. One
multilateral IDI participant emphasized the importance of properly staffing the UNoriented cluster system, which facilitated some multisectoral collaboration for PHEP
related activities: “I’d rather cut some of my essential staff in the response than reduce
the capacities of the cluster to perform their duties. So, this to me is a key lesson
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learned…that clusters need to be properly staffed” (P-05). In the same way, it was
observed that financial commitments for capacity development activities in general
were important for successfully implementing any government-led strategies, and
therefore necessary for multisectoral collaboration efforts supporting implementation.
IDI participants reinforced previously stated barriers related to sustainability, concerning
partners’ commitments to capacity development activities. They also demonstrated the
importance of alignment between government plans and external partner interests as
well as flexibility to adjust plans and budgets to accommodate emerging collaboration
opportunities during implementation. One Ethiopian government participant remarked,
“we give [external partners] the activity and they said ‘oh, no, our scope and area is this
one so you can’t do this area’… if they communicated with us and have outlined all
activities with partners and government…we are not facing a problem with budget” (Z10). This further stressed the importance of ensuring external partner commitments and
priorities aligned with the Ethiopian government’s capacity development response.

Step 4: implement a capacity development response
Step four discusses implementation of a capacity development response as a
process where national or government-led systems underpin all aspects of it, and efforts
are made to ensure sustainability. Many traits mentioned under previous steps of the
capacity development cycle, such as uneven engagement of stakeholders and the
importance of committees and structures, cascaded down into implementation of PHEP
and ZD activities in Ethiopia.
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Clear delineation of partner and sector roles and responsibilities, as related to PHEP
and ZD capacity development, emerged as an important consideration for
implementation of activities. Unclear boundaries between ministries translated into
confusion around the general roles of different sectors in capacity development
implementation; IDI participants perceived this as linked to gaps in common awareness
and understanding of capacity development goals and expectations, and that the
Ethiopian government is responsible for outlining these for all stakeholders. While ZD
was perceived to be further ahead in the process of determining roles and
responsibilities than PHEP – largely due to the influence of the NOHSC – both areas still
faced challenges in stakeholder accountability and transparency in activities.
Communication and information sharing between sectors played a significant role
in shaping relationships between partners and across sectors for PHEP and ZD activities.
Many different perspectives emerged on what facilitated and hindered communication
across sectors. Some stakeholders saw differing organization cultures around sharing
data in the different sectors. For instance, the health sector was viewed as more
comfortable with sharing preliminary data on outbreaks or health surveillance than the
animal health sector, which may be more sensitive to trade impacts and prefers all
analyses and considerations to be incorporated before sharing data. One bilateral
participant commented, “when it comes to sharing data, I think the challenge has been
that there is not a common place for them to share data. The absence of mechanisms for
sharing data is because you know, they think that the data might come out, or can be in
the hands of partners who might expose the government’s problems” (Z-03).
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In some cases, initial gaps in stakeholder engagement were seen as exacerbating
gaps in communication and trust across partners – if they had been engaged as robust
and equal partners from the beginning, there would not be hesitation to share
information or data in later stages of capacity development. One Ethiopian government
participant commented: “Trust with regards to information can be created by
engagement; if all are engaged, they will be aware of the facts by acquiring firsthand
information. It should start from the stakeholders at the bottom – if there is
cohesiveness starting from there, there will not be misusage of information. If the
agriculture, health, and water sectors all speak the same numbers we can bring trust”
(B-03). Generally, IDI participants expressed a range of opinions on trust among
collaborators and the impact of trust on capacity development implementation. Some
participants perceived lack of trust to be a barrier for communication, and over time,
sectors may trust one another more to share sensitive information to further capacity
development activities – particularly in PHEP, where collaborations across certain
sectors may still be new. Others did not share this perspective, and felt trust to be
strong, but that mechanisms for sharing information in a protected or regulated manner
were not in place. Some believed trust and information sharing to be a deeper issue of
how different professional disciplines operated and the considerations each may have
before releasing information. This fractured view of trust among stakeholders indicated
that rather than a single solution or intervention, efforts to build trust would be needed
on multiple levels through various avenues of stakeholder collaboration.
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As mentioned under step three, sustainability was another important characteristic
for capacity development and multisectoral collaboration, and often discussed in
conjunction with the influence of external, or “donor” partners in Ethiopia. IDI
participants acknowledged the role bilateral and multilateral partners played in
cultivating committees and workgroups, as they would inspire participation in meetings
or events around a particular committee, or finance a workshop hosted by a technical
working group intended to guide certain implementation activities. Some expressed
concern that external partners were often financing substantial elements of previous
steps of the capacity development cycle, such as development of public health capacity
development strategies or collaboration plans, which steered implementation-focused
resources. Respondents suggest that when external funding ends, Ethiopia should have
a plan for resources to continue such efforts; otherwise, opportunities for multisectoral
collaboration may diminish or no longer be prioritized. One bilateral stakeholder
participant said, “[the Ethiopian government’s] feelings were…you know, we want to get
to the point where we are self-sustaining. We appreciate the partners, we know they are
there to help us, but we want to be self-sustaining” (P-01). A plan for sustainability of
multisectoral collaboration would also indicate the Ethiopian government strongly
believes in its importance and is willing to allocate staff, money, or other resources for it
to continue.

Step 5: evaluate capacity development
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Step five of the UNDP capacity development cycle is to evaluate the outcomes and
impact of capacity development to inform accountability practices and improve overall
approaches. As the final step in the capacity development cycle building on the previous
four steps, the same facilitators and challenges were echoed in the context of
evaluation. Consistent with findings from Paper 1, sectors and stakeholders held
different opinions on the importance of evaluation. Challenges in sharing information,
achieving a common understanding of stakeholder commitments and responsibilities,
and general awareness of collaboration efforts for public health capacity development
led to struggles in determining how to evaluate existing activities in this space. A
framework or approach focused on evaluation of multisectoral collaboration has not yet
been developed in Ethiopia; this may be a useful contribution to, or component of,
comprehensive approaches developed for evaluating public health capacity
development. Tools used for initial capacity assessments, such as the JEE tool, were also
cited as methods for evaluating capacity development activities and their impact on
public health systems: “the JEE score is a reflection for the national health system, or
animal health system – so the implementing partners are contributing to improving the
JEE score of the country” (B-04). In this sense, existing tools may also be utilized as
methods to evaluate multisectoral collaboration and the extent of collaboration
between partners. As mentioned under step two, evaluation was seen by IDI
participants as closely connected to accountability, and as a mechanism by which
stakeholders could be held accountable. One Ethiopian government participant said, “I
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see some carelessness in authority and maintaining responsibilities…so we must follow
up in the monitoring system for multisectoral collaboration” (Z-20).

Discussion

Summary of Findings
Table 16. Summary of multisectoral collaboration facilitators and barriers
Overall
Facilitators • JEE assessment & report

• Recognition of importance
of multisectoral
collaboration to public
health capacity
development efforts

Barriers

• Other sectors (commerce,
trade) not well engaged
• Lack of institutionalization
• Lack of continuity in public
health leaders & decisionmakers
• Lack of commitment to
sustainability of
collaboration efforts
• Inconsistent alignment of
external donor partner &
government goals
• Roles & responsibilities
not clearly defined for
MOH & EPHI
• Lack of evaluation
framework

PHEP-specific

ZD-specific

• Structures
established to
convene
stakeholders &
sectors for
emergency response
• Appropriate &
adequate staffing for
the UN cluster
system
• Inconsistent
understanding of
PHEP across sectors
• Limited awareness
among stakeholders
of assessment
activities under way
• Over-reliance on
emergency response
structures to
facilitate
collaboration
• Roles &
responsibilities not
clearly defined for
WASH & health
sectors
• Lack of trust among
PHEP stakeholders

• One Health concept
socialized with leaders
& decision makers
• One Health MOU
signed by key
Ethiopian government
entities across sectors
• NOHSC establishment
• Collaboration-specific
resources & funds
• Environment and
wildlife sectors not
clearly defined or well
engaged
• Different cultures
around sharing data
and/or communication
among sectors

We conducted 39 IDIs across 23 stakeholder organizations for this research. IDI
participants covered a range of PHEP and ZD related technical and managerial roles in
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their organizations, and represented seven sectors: health, water and sanitation,
education, agriculture, wildlife, environment, and disaster response. Research findings
reinforced how integral multisectoral collaboration is to capacity development efforts;
accordingly, the UNDP capacity development cycle steps not only offered a useful
framework for insights on public health capacity development in Ethiopia, but they also
enabled a deeper understanding of characteristics of multisectoral collaboration for
capacity development. Participants provided many insights on stakeholder engagement,
their understanding of existing capacities through preliminary assessments, and the
elements shaping the approaches and implementation of capacity development efforts.
This research revealed that many barriers and facilitators to multisectoral
collaboration documented in the literature30,69 were also present in Ethiopia’s public
health capacity development environment. Administrative mechanisms such as formal
agreements, committees and convening structures were recognized in several
collaboration models as helpful aids in cultivating multisectoral collaboration.29,109
Stakeholders repeatedly mentioned the Memorandum of Understanding for
Operationalization of the One Health Approach and the NOHSC as important tools for
bringing sectors and partners together for ZD capacity development in Ethiopia. To a
lesser extent, the UN cluster system and response-oriented working groups were
discussed as facilitators for engagement across sectors on PHEP activities. These
mechanisms were made possible because of commitment from decision makers capable
of facilitating these administrative actions; leadership buy-in is another characteristic
that the literature has deemed critical for successful multisectoral collaboration.29,71
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Similarly, collaboration weaknesses documented in this study were not unique to
Ethiopia and have been repeatedly recognized in the literature as important to address
and overcome for successful capacity development efforts and, generally, strong public
health systems. Barriers discussed in this paper were also identified in paper 1 and
carried over from the first step in the capacity development cycle to all subsequent
steps: educating leaders and stakeholders on the importance and relevance of PHEP and
ZD contexts to a strong public health system in Ethiopia; a clear and common
understanding of capacity development authorities, goals and strategies; delineation of
stakeholder roles and responsibilities; and evaluating capacity development approaches
to further improve and inform efforts.35,110,111 The emphasis on institutionalization
across IDI participants in both PHEP and ZD technical areas reinforced the widespread
belief that a degree of mandated collaboration, with stakeholders held accountable for
their actions, could help achieve desired collaboration results and outcomes.71,88
Without this, existing committees and mechanisms for collaboration, while
advantageous, were not as effective as they could be.
Mutual trust and respect are widely believed to be important underpinnings for
successful collaboration.29,73,101 Stakeholder perspectives on trust, communication, and
information sharing were noteworthy and nuanced, with a range of differing opinions.
Some IDI participants immediately said trust was excellent and cited the MOU and
presence of committees as proof of multisectoral collaboration and trust to commit to
such agreements, without any deeper reflection. Others provided a more measured
analysis and mentioned resources and equity among collaborators as important factors
114

influencing trust. This may have been related to research limitations; with more
interview time or in-person interaction, we may have developed more rapport with IDI
participants to obtain more meaningful insights on trust and collaboration. In any case,
more research is needed to truly understand the factors influencing trust in Ethiopia’s
setting.
Stakeholders external to Ethiopia – often referred to as “donor” partners,
emphasizing their prominent role in funding capacity development activities – featured
as an important consideration under multiple capacity development steps. Many IDI
participants acknowledged the helpful role these stakeholders played in motivating
multisectoral collaboration, but also noted that they may not align with Ethiopian
government priorities or may overstep boundaries in decision-making or resource
provision, making it more difficult for the country to take ownership. Ethiopia has been
an aid-dependent nation for decades, with external stakeholders engaged in capacity
development efforts across many sectors – including public health.102,112 The concerns
captured in IDIs are not novel and are not unique to public health or Ethiopia. For
instance, alignment between donor and country interests is a common obstacle in aiddependent countries,21,112 and challenges with sustainability and transitioning to
country-owned capacity development issues are discussed widely in the literature for
Ethiopia and aid-dependent nations in general.22,88 Efforts to improve multisectoral
collaboration for capacity development, whether through institutionalization, improved
accountability mechanisms, or other means, must take donor contexts into account.
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Implications for Practice
Recognizing key barriers and facilitators to collaboration across the capacity
development stages can help define the characteristics unique to Ethiopia’s
environment and important themes for collaboration successes. Similar to paper 1,
findings from this study can prompt stakeholders and sectors to determine ways to
improve a common understanding of one another’s roles and responsibilities in
collaboration efforts. This can be through improved procedures for communication or
sharing information or determining ways to formalize collaboration-related agreements
and approaches. This research also demonstrated the need for a robust capacity
development assessment framework. While Ethiopia relied on tools assessing public
health capacities on the national level, such as the JEE Report, the UNDP assessment
framework37 emphasized core issues that were viewed by stakeholders as critical
themes for the country, but not integrated into a systematic assessment. Assessing
institutional arrangements, knowledge, leadership, and accountability can encourage
the Ethiopian government to guide investments and priorities more strategically,
improving the impacts and outcomes of capacity development efforts.
This exploration of multisectoral collaboration characteristics can also contribute to
an evidence base for public health capacity development and collaboration initiatives in
Ethiopia and in broader LMIC settings. Many theories exist in the literature on
collaboration strength domains and drivers; this study’s findings shed light on some
specific elements contributing to collaboration strength that can improve efficiency and
maximize limited resources. This can help shape an evaluation framework as well as
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supporting metrics and indicators to track progress and inform future capacity
development activities in a manner that is best suited for a country and its unique
environment.

Limitations
This research has some limitations to consider. We completed most IDIs remotely
due to the COVID-19 pandemic. If I completed all in-person as originally planned, I may
have been able to observe cues in body language or details in interview settings that I
was not able to see through remote interviews. Some studies suggest there is no
reliable difference between face-to-face and remote interviews, and this is not expected
to impact the data’s veracity.105,113 I also tried to interview IDI participants at different
levels within the same organization and utilized member-checking for interviews; this
improved the data’s credibility and dependability, and generally strengthened the
research.
Another limitation is the extent of my exposure to the Ethiopian context during this
research. If I lived in Ethiopia or was able to spend extended amounts of time in the
country, this may have improved my understanding of the country’s history, culture,
and political and social contexts, as well as the public health professional setting, which
may have enabled richer insights in my research. To address this limitation, I consulted
extensively with two well-informed Ethiopian public health experts, Dr. Ermias Belay
and Dr. Berhanu Amare, on multiple pieces of this research. I submitted my research
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protocol to the EPHI Institutional Review Board (IRB) to ensure the study design met the
ethical standards for the country.
I am currently a CDC employee; at the time of interviewing, my research colleague,
RY, was an EPHI employee. My current position focuses on chronic diseases in the US,
and not on global health activities. However, some IDI participants may have had
interactions with CDC that influenced how they communicated with me during
interviews. I also previously worked on global health projects at CDC, which allowed me
to examine some of my research findings through the perspective of CDC’s work in
public health capacity development and shaped how I experienced the IDI process for
this research. To ensure that we were thoughtful about how our own positions
influenced respondents, I routinely discussed my interview experiences with RY,
considering any possible influence we may have had on participants, or how our status
and perspectives may affect our interpretation of comments made. During IDIs, I briefly
introduced myself as a CDC employee who is also a doctoral student at Johns Hopkins
University. I made it clear to participants that the research is separate from ongoing CDC
activities and partnerships with Ethiopia; participants seemed to be clear on the
distinction and did not mention my affiliation with either CDC or JHU. While analyzing
data, I reviewed notes and memos I made for reflection and documented observations.

Conclusion
This research examined multisectoral collaboration characteristics for two areas of
public health capacity development in Ethiopia: PHEP and ZD. Findings suggest that
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while numerous elements in the capacity development environment bolster
multisectoral collaboration, barriers emerging early in the process around defined roles
and responsibilities, and common understanding of capacity development goals
diminish progress. Stakeholder perspectives also indicated the importance of
accountability, sustainability, and institutionalization for multisectoral collaboration in
Ethiopia, given the substantial presence of bilateral and multilateral partners, and stated
interests of the Ethiopian government in strengthening commitments to capacity
development. More research in this area can help develop assessment frameworks and
other tools to enhance Ethiopia’s ongoing collaborations and activities for public health
capacity development, and also enable similar resources in other LMIC settings.
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Developing a Collaboration Strength Assessment Tool for Public Health
Organizations in Ethiopia (Paper 3)

Introduction
The WHO has stressed the importance of multisectoral collaboration for public
health capacity development and improving health, stating that “public health
challenges are complex and cannot be effectively addressed by one sector alone.” 88 The
International Health Regulations (2005), originally drafted to facilitate a global platform
for addressing public health threats, has also highlighted multisectoral collaboration as
integral for bringing together sectors such as environment, agriculture, transportation,
and others to address public health emergencies and potential health events.7
Currently, the COVID-19 pandemic serves as a prime example of why public health
capacity development is essential for global health security and how robust
collaborations across sectors can further mitigate the impacts of serious health events.
A variety of theories on capacity development and collaboration exist in the
literature. Capacity development is “the process by which individuals, organizations,
institutions and societies develop abilities to perform functions, solve problems and set
and achieve objectives,”36 and public health capacities are defined as the “staff, stuff,
space, and systems” required for public health systems to successfully respond to
events and emergencies.34,35 Capacity development frameworks have progressed from
linear structure-process-outcome types to models that offer a more nuanced
consideration of contextual factors influencing capacities and systems. 38,39 A model by
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Sheikh et al.42 conceptualizes a health system comprised of “hardware” and “software”
components, which has applications for public health capacity development (Figure 6).

Figure 6. Alternate perspectives on health systems42

Building the Field of Health Policy and Systems Research: Framing the Questions (Sheikh et al.42).
https://journals.plos.org/plosmedicine/article?id=10.1371/journal.pmed.1001073

For collaboration, the concept of “collaborative advantage,” which suggests that
stakeholders can gain more from a collaborative effort to achieve goals compared to
isolated efforts, is noted as particularly relevant to public health.15 Conceptual
frameworks on multisectoral collaboration elaborate on this concept by placing
additional focus on the notion of collaboration value. Stakeholders must have a clear
grasp of the specific benefits enabled by collaboration with other sectors to commit to it
and contribute to its success; this can be conveyed through formal agreements,
consistent communication between stakeholders, and an explicit statement of potential
gains.68-70

121

Thomson et al.73 conducted an extensive multidisciplinary literature review on
collaboration and organizational behavior before introducing a collaboration framework
and subsequent tool. While other collaboration frameworks and assessment tools exist
in the literature114-116, that proposed by Thomson et al. highlights factors critical to
multisectoral collaboration and appropriate for collaboration efforts that may be in the
early stages. In this framework, collaboration is comprised of five domains addressing
structures and processes, and inter-organizational dynamics essential for a successful
collaboration:73
•

Governance: structures and rules preserving the collective nature of decisionmaking, participant behavior, and division of resources required for collaboration.

•

Administration: structures – often joint goals and objectives – for implementing and
managing collaborative processes needed to achieve the purpose of collaboration.

•

Mutuality: extent to which organizations experience interdependence due to
complementary or shared interests and contribute to one another’s interests
without hindering their own.

•

Norms (of reciprocity and trust): belief collaborators will be honest and honor
commitments agreed to and not take advantage of partner weaknesses that may
become known during the collaboration.

•

Autonomy: ability of organizations to meet the collaboration’s collective needs and
interests without sacrificing their own.

The domains examining structures and processes – Governance and Administration –
may require creating new organizational entities, or committees of key partners leading
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the collaboration. These mechanisms can help establish a solid foundation for
multisectoral collaboration especially, since they provide a common platform for sectors
that may have distinct organizational cultures or perspectives characterizing how they
carry out activities. In contrast, the domains focused on organizational dynamics –
Autonomy, Norms, and Mutuality – may evolve organically as collaboration activities
take place, based on stakeholder experiences and views. As noted in the domain
definitions above, Autonomy and Mutuality emphasize the importance of organizations
retaining their own interests and recognizing the interdependence of their needs during
collaboration efforts, which is also key to healthy multisectoral collaboration29,107. The
grouping of domains for collaboration structures and relationships also parallels the
“hardware” and “software” categorization of health system elements.
Other collaboration assessment frameworks and tools emphasize qualities such
as adaptive capacity or linkages between factors influencing collaboration strength.115
While important, these tools seek to evaluate collaboration properties that may be best
evaluated after a collaboration has been in place for some time. Furthermore, while
they address some aspects of structures and processes, as well as trust – mostly covered
by the Governance, Administration, and Norms domains in the tool from Thomson et al.
– they do not assess concepts of preservation of self-interest and mutual advantage –
encompassed by Autonomy and Mutuality – in a thorough manner, if at all.115,116 As
previously mentioned, the importance of collaboration value and determining the
specific benefits of collaboration to the individual stakeholder are even more
heightened for multisectoral collaboration. The framework by Thomson et al. addresses
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collaboration on a more fundamental level, examining domains that can be perceived as
the “building blocks” needed for a multisectoral collaboration to succeed.
Thomson et al.73 developed a collaboration assessment tool initially comprised of
56 items (Appendix C) spanning the five domains above. Validity is an important concept
for any instrument adaptation process, and Thomson et al.73 tested the construct
validity of this tool to determine the extent to which the five domains represent the
construct of collaboration. The tool was administered to a diverse array of serviceoriented organizations in the US contributing to the AmeriCorps network. Once the data
were collected, analysts used structural equation modeling to better understand the
relationships between the tool items, the domains they represented, and the overall
collaboration construct. An analysis of overall and component fit reduced the tool from
56 items to 17 items. The empirical validation process was an important endeavor that
produced a more robust tool for the US context. Another study published in 2017
administered a modified version of the 17-item tool from Thomson et al. to over 4,000
employees in two South African industrial and technology services companies;
responses were used to assess construct validity and reliability, strengthening its
suitability for the South African context117. Beyond this initial research, it is unknown if
the assessed collaboration strength domains and characteristics from Thomson et al. are
relevant in other country or organizational settings.
Before utilizing this tool in other countries or environments, it is important to asses
it for face validity, which determines whether a measure seems to be assessing an
intended construct from the perspective of stakeholders of interest. 118,119 While a
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subjective consideration of validity, an instrument or measure should have strong face
validity to properly apply the results to improve collaboration and ensure domains and
constructs are interpreted consistently.120
The objective of this study is to begin the process of adapting the collaboration
assessment tool developed by Thomson et al.73 for Ethiopia’s context and prepare it for
a pilot phase of administration in Ethiopia. Tools that are being adapted for different
environments, whether organizational, cultural, or otherwise, must also be assessed for
equivalence to help ensure tool items retain the same meaning for the
respondents.121,122 Therefore, as part of the adaptation process, this study carried out
an initial assessment of conceptual, item, semantic, and operational equivalence, as well
as face validity of the Thomson et al.73 tool in the Ethiopian context (Table 17).

Table 17. Equivalence framework123
Equivalence Type
Conceptual
Item
Semantic
Operational
Measurement

Definition
Same relationship to the underlying concept in both cultures, primarily in terms of
domains included and the emphasis placed on different domains
Items estimate the same parameters on the latent trait being measured and when
they are equally relevant and acceptable in both cultures
The transfer of meaning across languages, achieving a similar effect on
respondents who speak different languages
The possibility of using a similar questionnaire format, instructions, mode of
administration and measurement methods
The psychometric properties of the adapted version are equivalent

I utilized data from an expert panel review and in-depth interviews (IDIs) to
evaluate and adapt the tool. Once adapted, the tool can be piloted in Ethiopia for
further empirical analysis and potentially an evaluation of measurement equivalence. A
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final adapted tool can assess collaboration strength for public health capacity
development in Ethiopia and may be further modified for other contexts in Ethiopia.

Methods
I utilized an expert panel review comprised of Ethiopian public health experts to
obtain feedback on the Thomson et al73 collaboration assessment tool. Experts reviewed
the tool and provided numeric ratings on each item assessing three different criteria:
relevance, clarity, and essentiality. Experts also provided general feedback on the tool
structure and proposed administration process. I used the quantitative feedback to
calculate content validity indices and Kappa values for each item, which helped
determine item appropriateness and interrater agreement for items, respectively. I used
IDI data, discussed in papers 1 and 2, to understand participant perspectives on
collaboration for public health capacity development in Ethiopia as well as barriers and
facilitators to collaboration. I also utilized IDI data to understand themes in factors
influencing collaboration and helped provide additional context on the appropriateness
of the Thomson et al73 tool domains. I conducted the expert panel review and IDIs
concurrently; experts provided their feedback on the tool between May and August
2020, and my research colleague, RY, and I conducted IDIs between June 2019 and
December 2020. I also reviewed analyses simultaneously and noted areas of alignment
and discrepancy in these data.
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Expert panel review: selection of experts
Expert panel reviews are beneficial in the tool evaluation and adaptation process,
particularly for identifying potentially problematic items or tool administration
approaches.124 Expert panel reviews are also useful to evaluate measures when criterion
validity, which examines how a measure compares to a gold standard, is not available. 125
While there is no consensus in the literature on how many people should make up an
expert panel, the general recommendation is that five to ten individuals participate; this
can help strike a balance between a panel being too small, and risking chance
agreement among experts, and a panel being too large, and difficult to manage or
identify areas of agreement.119,126 Between May and August 2020, a total of ten
individuals participated in the expert panel review for the collaboration assessment
tool. Individuals who were Ethiopian, very knowledgeable on Ethiopia and its public
health system, and had a minimum of five years of experience working in public health
programs in Ethiopia were the desired candidates for experts. I recruited three
individuals after they participated in IDIs conducted for this research, and they agreed
to participate in the panel when requested. I identified four individuals through various
EPHI and CDC channels; I identified the remaining three individuals through contacts at
Johns Hopkins University. Below, Table 18 summarizes the areas of expertise and years
of experience for participants.
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Table 18. Summary of expert panel review information
Expert 1
Expert 2
Expert 3
Expert 4
Expert 5
Expert 6
Expert 7
Expert 8
Expert 9
Expert 10

Years of Experience
10+
15+
15+
15+
5+
5+
5+
10+
10+
20+

Area of Expertise
Emerging Infectious Diseases
Veterinary Medicine
Health Communications
Health Systems
Veterinary Medicine
Field Epidemiology
Public Health Emergency Management
Public Health Research
Public Health Research
Health Systems

Expert panel review: feedback process
For each expert, I scheduled calls to present the tool and discuss the overall
purpose and method for reviewing the tool. I also discussed the intention to administer
it to individuals working on public health capacity development efforts in Ethiopia at a
future date. I asked experts to review the tool items individually and provide any
recommendations they had on the general format and administration approach of the
tool. Each expert completed an item feedback form that evaluated the original 56 items
in the collaboration assessment tool from Thomson et al. 73 on three dimensions:
relevance, clarity, and essentiality. Experts rated each item on each dimension, so that
every item had a score for relevance, clarity, and essentiality. Rates had to be whole
numbers on a scale of 1 to 4, with 1 being the lowest (least clear/least relevant/not
essential for assessing collaboration) and 4 being the highest (very relevant/very
clear/essential for assessing collaboration). The measurement of item relevance
examined aspects of conceptual and item equivalence as related to collaboration
strength; the measurement of item clarity provided insight on semantic equivalence, as
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experts considered how clearly each item is worded. Finally, experts evaluated how
essential each item is. While input on relevance and clarity can indicate items needing
revision or that are good candidates for elimination, a specific scoring of essentiality can
help identify items that are considered strongly suitable or unsuitable for assessing
collaboration strength.
I sent the item feedback form to experts in advance of the call; in many cases, I
discussed an example item with the expert, and this helped clarify the type of feedback
desired. One expert also provided feedback on the tool during the discussion, in
addition to scoring the items as requested; I captured these comments and included
them in the findings. Most experts submitted their review within 3 weeks of discussing
the tool. For the individuals who took longer, one or two reminder emails prompted
them to submit their review.

Expert panel review: data analysis
For instrument development, the content validity index can be a good calculation to
understand item appropriateness using expert input. Content validity measures the
extent to which an item reflects the characteristics of the construct it intends to
represent.119,127 I used the item scores experts submitted to calculate the content
validity index for each item (I-CVI) within each dimension (relevance, clarity, and
essentiality). The scores were dichotomized, where a score of 3 or 4 was considered
“high” and a score of 1 or 2 was considered “low.” The I-CVI was calculated as the
proportion of experts giving an item a high score. However, calculation of the I-CVI
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alone is not sufficient since the measure does not account for chance agreement among
experts in the scores. Several statistical measures can account for chance agreement.
The modified Kappa statistic is deemed appropriate for testing interrater agreement
when the data are dichotomized.128,129 To properly calculate the modified Kappa
statistic, the probability of chance agreement must first be calculated. Table 19 presents
the formulas to calculate these three values for relevance, clarity, and essentiality
scores.

Table 19. I-CVI, probability of chance agreement & modified Kappa value formulas
Item-Content Validity Index (I-CVI)

I-CVI = Raters giving a score of 3 or 4 for an item/Total raters

Percent agreement (Pc)

PC= [N! /(A! (N -A)!)]* 0.5N

Modified Kappa value

K= (I-CVI - PC) / (1- PC)

Note: N is the number of experts in a panel; A is the number of panelists who give a score of 3 or 4 for the
item.

I utilized categories cited in previous literature119,129,130 for analyzing the Kappa statistic:
values above 0.74 are considered excellent; between 0.6 and 0.74, values are
considered good; between 0.4 and 0.59 values are deemed fair; values below 0.4 are
poor.
Taken together, the I-CVI and Kappa values can determine revision needs119,129,130.
Items were placed into one of three categories: “Needs Minimal Revision,” “Needs
Revision,” and “Needs Further Review.” Items labeled as Needs Minimal Revision have ICVI values higher than 0.79 and Kappa values falling in the Good or Excellent range for
all three dimensions. This suggests that the expert panel views these items as relevant
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for Ethiopia’s public health organizational contexts, worded in a clear manner, and
necessary for assessing collaboration in Ethiopia. The high Kappa values for “Needs
Minimal Revision” items also suggest there is agreement among the experts on the
scores assigned to the items. Items labeled as Needs Revision have I-CVI values of 0.79
or lower for one or more dimensions and have Kappa values falling in the Good or
Excellent range for all three dimensions. This suggests that there is agreement among
the experts on the lower scores assigned to the values, and the items will benefit from
revision. Finally, items labeled as Needs Further Review have Kappa values for one
dimension or more falling in the Fair or Poor categories, suggesting that these items
have a lower level of agreement in expert scores and may benefit from further review
and analyses. Table 20 summarizes these interpretations of I-CVI and Kappa values.

Table 20. Interpretations of I-CVI and Kappa values
I-CVI
Greater than 0.79
0.79 or lower
Any value

Kappa
Greater than 0.6 (Good or Excellent)
Greater than 0.6 (Good or Excellent)
0.59 or below (Fair or Poor)

Interpretation
Item needs minimal revision
Item needs revision
Item needs further review

In addition to item scores and the described calculations, experts also provided any
additional comments they had on specific items on the feedback form. These comments
provided insight on why experts gave some items a certain score and specific edits.

In-depth interviews: data collection and analysis
IDI interviews provided qualitative data on how PHEP and ZD capacity development
stakeholders perceived the domains in the tool by Thomson et al.73 RY and I used a
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semi-structured interview guide for discussions with IDI participants. Inductive and
deductive analysis were used on the IDI data, and the tool domains shaped preliminary
expectations on characteristics of a successful collaboration. Data collection and analysis
for interviews are described in more detail in Paper 2. Table 21 presents a summary of
preliminary codes and brief definitions for each.

Table 21. Preliminary codes for IDI data analysis
Code

Brief Definition

Role

Set of responsibilities & expected functions of partner

Barrier
Facilitator
Governance
Sub-code: Formal agreement

Challenge or obstacle to collaboration
Enhances or enables collaboration
Rules in place to protect collaboration
Formal agreement in place for collaboration

Administration

Structures for collaboration processes & management

Sub-code: Committees & working
groups

Committees and/or working groups bringing partners
together

Communication

How partners communicate in context of collaboration

Mutuality
Norms

Shared or complementary interests among partners
Trust among collaboration partners to demonstrate
integrity
Partners preserve their own objectives and meet
collaboration needs
Key actions undertaken by stakeholder to achieve goal

Autonomy
Activities

Results
The calculations of the I-CVI, probability of chance agreement, and modified Kappa
statistic values helped identify items that were deemed appropriate or needing minimal
revision based on the expert panel review findings, as well as items requiring further
review or revision to be effective as part of the assessment tool. Table 22 presents the
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calculated values for I-CVI, probability of chance agreement, and modified Kappa
statistic for relevance, clarity, and essentiality scores. Items are numbered according to
their sequence in the tool, and the domain with which they are associated. Items G-1
through G-12 are associated with the Governance domain; items A-13 through A-23 are
associated with the Administration domain; items Y-24 through Y-33 are associated with
the Autonomy domain; items M-34 through M-46 are associated with the Mutuality
domain; finally, items N-47 through N-56 are associated with the Norms domain. 30 of
the 56 items have an I-CVI value higher than 0.79 for relevance, clarity, and essentiality.
The remaining 26 items have an I-CVI value of 0.79 or less for one or more of the three
dimensions.
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Table 22. I-CVI, probability of chance agreement & modified Kappa statistic calculations.
Item
G-1
G-2
G-3
G-4
G-5
G-6
G-7
G-8
G-9
G-10
G-11
G-12
A-13
A-14
A-15
A-16
A-17
A-18
A-19
A-20
A-21
A-22
A-23
Y-24
Y-25
Y-26
Y-27
Y-28
Y-29
Y-30

I-CVI
0.9
1
1
0.9
0.9
1
0.9
0.9
0.9
0.8
0.6
0.7
0.9
0.7
0.6
1
0.9
1
0.7
0.9
0.9
0.7
0.9
0.7
0.6
0.8
0.8
0.8
0.9
0.7

Pc
0.009
0
0
0.009
0.009
0
0.009
0.009
0.009
0.044
0.205
0.117
0.009
0.117
0.205
0
0.009
0
0.117
0.009
0.009
0.117
0.009
0.117
0.205
0.044
0.044
0.044
0.009
0.117

Relevance
Kappa Interpretation
0.899
Excellent
1
Excellent
1
Excellent
0.899
Excellent
0.899
Excellent
1
Excellent
0.899
Excellent
0.899
Excellent
0.899
Excellent
0.791
Excellent
0.497
Fair
0.66
Good
0.899
Excellent
0.66
Good
0.497
Fair
1
Excellent
0.899
Excellent
1
Excellent
0.66
Good
0.899
Excellent
0.899
Excellent
0.66
Good
0.899
Excellent
0.66
Good
0.497
Fair
0.791
Excellent
0.791
Excellent
0.791
Excellent
0.899
Excellent
0.66
Good

I-CVI
0.9
0.8
0.9
0.8
0.7
1
1
0.8
0.9
0.6
0.3
0.8
0.8
0.7
0.7
1
0.9
1
0.6
0.9
0.8
0.8
0.9
0.7
0.8
0.8
0.9
0.7
1
0.8

Pc
0.009
0.044
0.009
0.044
0.117
0
0
0.044
0.009
0.205
0.117
0.044
0.044
0.117
0.117
0
0.009
0
0.205
0.009
0.044
0.044
0.009
0.117
0.044
0.044
0.009
0.117
0
0.044

Clarity
Kappa
0.899
0.791
0.899
0.791
0.66
1
1
0.791
0.899
0.497
0.66
0.791
0.791
0.66
0.66
1
0.899
1
0.497
0.899
0.791
0.791
0.899
0.66
0.791
0.791
0.899
0.66
1
0.791
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Interpretation
Excellent
Excellent
Excellent
Excellent
Good
Excellent
Excellent
Excellent
Excellent
Fair
Good
Excellent
Excellent
Good
Good
Excellent
Excellent
Excellent
Fair
Excellent
Excellent
Excellent
Excellent
Good
Excellent
Excellent
Excellent
Good
Excellent
Excellent

I-CVI
0.9
0.9
1
0.9
1
1
0.9
0.9
0.8
0.8
0.6
0.8
0.9
0.7
0.7
1
0.9
1
0.7
0.9
0.9
0.7
0.8
0.7
0.5
0.8
0.9
0.5
0.8
0.9

Pc
0.009
0.009
0
0.009
0
0
0.009
0.009
0.044
0.044
0.205
0.044
0.009
0.117
0.117
0
0.009
0
0.117
0.009
0.009
0.117
0.044
0.117
0.246
0.044
0.009
0.246
0.044
0.009

Essentiality
Kappa Interpretation
0.899
Excellent
0.899
Excellent
1
Excellent
0.899
Excellent
1
Excellent
1
Excellent
0.899
Excellent
0.899
Excellent
0.791
Excellent
0.791
Excellent
0.497
Fair
0.791
Excellent
0.899
Excellent
0.66
Good
0.66
Good
1
Excellent
0.899
Excellent
1
Excellent
0.66
Good
0.899
Excellent
0.899
Excellent
0.66
Good
0.791
Excellent
0.66
Good
0.337
Poor
0.791
Excellent
0.899
Excellent
0.337
Poor
0.791
Excellent
0.899
Excellent

Y-31
Y-32
Y-33
M-34
M-35
M-36
M-37
M-38
M-39
M-40
M-41
M-42
M-43
M-44
M-45
M-46
N-47
N-48
N-49
N-50
N-51
N-52
N-53
N-54
N-55
N-56

1
1
0.8
0.8
0.5
0.6
0.6
0.7
0.9
1
0.8
1
1
1
0.9
0.8
1
0.7
0.6
0.7
0.7
0.5
0.8
0.4
0.8
0.7

0
0
0.044
0.044
0.246
0.205
0.205
0.117
0.009
0
0.044
0
0
0
0.009
0.044
0
0.117
0.205
0.117
0.117
0.246
0.044
0.205
0.044
0.117

1
1
0.791
0.791
0.337
0.497
0.497
0.66
0.899
1
0.791
1
1
1
0.899
0.791
1
0.66
0.497
0.66
0.66
0.337
0.791
0.245
0.791
0.66

Excellent
Excellent
Excellent
Excellent
Poor
Fair
Fair
Good
Excellent
Excellent
Excellent
Excellent
Excellent
Excellent
Excellent
Excellent
Excellent
Good
Fair
Good
Good
Poor
Excellent
Poor
Excellent
Good

0.9
1
0.9
0.9
0.5
0.8
0.6
0.7
0.9
0.9
0.7
1
0.8
0.9
0.9
0.8
0.8
0.5
0.8
0.6
0.8
0.6
0.7
0.6
0.6
0.7

0.009
0
0.009
0.009
0.246
0.044
0.205
0.117
0.009
0.009
0.117
0
0.044
0.009
0.009
0.044
0.044
0.246
0.044
0.205
0.044
0.205
0.117
0.205
0.205
0.117

0.899
1
0.899
0.899
0.337
0.791
0.497
0.66
0.899
0.899
0.66
1
0.791
0.899
0.899
0.791
0.791
0.337
0.791
0.497
0.791
0.497
0.66
0.497
0.497
0.66
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Excellent
Excellent
Excellent
Excellent
Poor
Excellent
Fair
Good
Excellent
Excellent
Good
Excellent
Excellent
Excellent
Excellent
Excellent
Excellent
Poor
Excellent
Fair
Excellent
Fair
Good
Fair
Fair
Good

1
0.9
0.8
0.8
0.5
0.7
0.6
0.5
0.9
1
0.8
1
0.8
1
0.8
0.8
1
0.7
0.6
0.7
0.7
0.5
0.7
0.4
0.7
0.7

0
0.009
0.044
0.044
0.246
0.117
0.205
0.246
0.009
0
0.044
0
0.044
0
0.044
0.044
0
0.117
0.205
0.117
0.117
0.246
0.117
0.205
0.117
0.117

1
0.899
0.791
0.791
0.337
0.66
0.497
0.337
0.899
1
0.791
1
0.791
1
0.791
0.791
1
0.66
0.497
0.66
0.66
0.337
0.66
0.245
0.66
0.66

Excellent
Excellent
Excellent
Excellent
Poor
Good
Fair
Poor
Excellent
Excellent
Excellent
Excellent
Excellent
Excellent
Excellent
Excellent
Excellent
Good
Fair
Good
Good
Poor
Good
Poor
Good
Good

Governance Domain Items

Table 23. Governance domain items and recommendations

G-1
G-2
G-3
G-4
G-5
G-6
G-7
G-8
G-9
G-10
G-11

G-12

Item
Your organization relies on a formal agreement that spells out
relationships between partner organizations.
Your organization relies on standard operating procedures (like rules,
policies, forms) created by partner organizations to coordinate each
other's activities in the collaboration.
Your organization participates on a board or steering committee
specifically created for making decisions about the collaboration.
Partner organizations take your organization's opinions seriously
when decisions are made about the collaboration.
Partner organizations (including your organization) formally evaluate
the success of the collaboration.
All partner organizations (including your organization) have to agree
before a decision is made about the goals and activities of the
collaboration.
Your organization knows what resources (like money, time,
expertise) the partner organizations bring to the collaboration.
Your organization knows the reasons why partner organizations
belong to the collaboration.
Your organization brainstorms with partner organizations to develop
solutions to mission-related problems facing the collaboration.
Your organization is involved in implementing specific solutions to
mission-related problem facing the collaboration.
Partner organizations (including your organization) rely on a mission
statement for the collaboration that is different from each individual
partner organization's mission statement.
Your organization relies on informal personal relationships with
partner organizations when making decisions about the
collaboration.

Recommendation
Needs Minimal
Revision
Needs Minimal
Revision
Needs Minimal
Revision
Needs Minimal
Revision
Needs Revision
Needs Minimal
Revision
Needs Minimal
Revision
Needs Minimal
Revision
Needs Minimal
Revision
Needs further
review
Needs further
review
Needs Revision

Out of the 12 items associated with the Governance domain, eight were labeled as
Needs Minimal Revision; two as Needs Revision; and two as Needs Further Review.
Despite the high scores and levels of agreement, a few experts rated these items low in
one or more dimensions and recommended modifications to make the language clearer
and more relevant. Most comments were directed at the items focused on formal
agreements, suggesting listing examples (memoranda of understanding, terms of
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agreement, etc.) so respondents would understand what the term is referring to.
Similarly, “partner organizations” was a phrase requiring clarity – a comment also made
multiple times during interviews conducted for this study. For item G-9, experts
recommended replacing the word “brainstorm,” as not all respondents may understand
this expression.
For the two items labeled Needs Revision, the I-CVI score was low for clarity for
item G-5, and low for item G-12 across all dimensions. For both items, experts
commented that the terms “formal” and “informal” needed revision, as they were not
clearly defined in the tool and likely to cause confusion among respondents. For item G12, experts recommended revising the phrase “informal personal relationships,” stating
it was not as clear as it could be, and less relevant to the methods of communication
and interaction between public health professionals.
For the two items labeled Needs Further Review, experts assigned scores for
relevance, clarity, and essentiality ranging from 1 to 4; for item G-10, there was less
agreement on scores for clarity, and for item G-11, Kappa values indicated that the
experts were not in agreement on scores for relevance and essentiality. Experts
commented that the phrase “mission-related” was confusing and needed revision.
Every item in the Governance domain had at least one suggestion for light or heavy
revision; nevertheless, Governance as a whole resonated with experts and seemed
generally relevant to multisectoral collaboration for public health in Ethiopia. IDI
participants discussed the importance of decision-making processes and established
parameters for stakeholders and sectors to work together. One ZD participant
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commented: “I think [decision-making] has been a collaborative process between the
sectors, coordinating the different capacities of each sector invested in the steering
committee. Because the partners have been convening this meeting, making sure that
they…you know, have the work plan, and partners are making sure that all the sectors
have representation” (Z-03). Another PHEP participant acknowledged that while it is an
important component of successful collaboration, more needed to be done to make it
substantive: “I think the Ethiopian government has done everything right. The next step
is, how do you make sure there’s good governance around the implementation where it
can be sustained and maintained over the lifetime of that plan. You need the same
energy, the same commitment, otherwise what you’ve got is a nice shiny webpage, or a
nice shiny document, and when you scrape down you think nothing is happening” (P-02).

Administration Domain Items

Table 24. Administration domain items and recommendations

A-13
A-14
A-15

A-16

A-17
A-18

Item
Partner organizations (including your organization) rely on a
manager to coordinate the collaboration's activities.
Your organization brings conflicts with partner organizations out in
the open to work them out among the organizations involved.
Your organization relies on an external authority to resolve conflicts
with partner organization about matters concerning the
collaboration.
Your organization relies on formal communication channels when
contacting partner organizations about issues related to the
collaboration.
Your organization has problems getting in touch with partner
organizations when you need to contact them.
You, as a representative of your organization in the collaboration,
understand your organization roles and responsibilities as a
member of the collaboration.
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Proposed change
Needs Minimal
Revision
Needs Revision
Needs further
review
Needs Minimal
Revision
Needs Minimal
Revision
Needs Minimal
Revision

A-19
A-20
A-21
A-22

A-23

Partner organization meetings accomplish what is necessary for the
collaboration to function well.
Partner organizations (including your organization) agree about the
goals of the collaboration.
Your organization's tasks in the collaboration are well coordinated
with those of partner organizations.
You feel partner organizations keep an eye on your organization's
activities to make sure you are doing what you are supposed to be
doing in the collaboration.
Your organization keeps an eye on partner organizations' activities
in the collaboration to make sure they are doing what they are
supposed to be doing in the collaboration.

Needs further
review
Needs Minimal
Revision
Needs Minimal
Revision
Needs Revision
Needs Minimal
Revision

For the 11 items under the Administration domain, seven were labeled as Needs
Minimal Revision; two as Needs Revision; and two as Needs Further Review. Experts
were favorable towards the items labeled as Needs Minimal Revision, with minor
suggestions on wording or ordering of items. For item A-13, experts suggested clarifying
the term “manager,” as it may be interpreted by respondents differently – for some it
may mean direct supervisor, who may not be as involved with collaboration activities.
Similarly, experts commented that the term “formal communication” in item A-16 may
not be well understood or relevant if informal interactions have shaped partnerships
between organizations and would benefit from an explanation for example.
For the two items labeled as Needs Revision, the I-CVI score was low across all
dimensions for A-14, which focuses on conflict management. One expert suggested
narrowing the scope of the question to a specific aspect of disagreement with partners
to gain better insights, stating, “Because of our cultural set-up, we are more indirect
communicators than direct.” The I-CVI score was low for relevance and essentiality for
A-22; the phrase “keep an eye on” was identified as problematic by experts and was
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interpreted as organizations spying on one another – and therefore not relevant or
essential to healthy collaboration.
Experts assigned scores for relevance, clarity and essentiality scores ranging from 1
to 4 for item A-19, labeled as Needs Further Review. Item A-15, similarly labeled, had
scores ranging from 1 to 4 for relevance and essentiality, and scores ranging from 2 to 4
for clarity. Experts found item A-19 too broadly worded and “loaded” as written, with
one individual stating they had difficulty scoring the item. Item A-15, which focuses on
the notion of relying on external authorities for conflict resolution, was regarded as
needing more clarification on terminology, and difficult to respond to.
The items under Administration span development of goals and objectives,
implementation of collaboration activities, and communication between partners – all
areas that may not be specifically labeled as “Administration,” but that were discussed
by a number of IDI participants as valued parts of public health collaboration. For
instance, one Ethiopian government participant believed goals and objectives for ZD
capacity development were made clear and were important to implementation,
although their application and utilization by partners needed to be improved: “I believe
the goals and objectives are already clear, but still, the emphasis that gives in zoonotic
diseases and emerging threats are weak, you know? So I don’t think that, uh, the goals
and objectives create a problem, because they are clearly listed” (Z-20). Similarly,
communication for collaboration efforts was repeatedly discussed during interviews as
an integral part of their success, as was the tracking of activities and completion of
collaboration tasks through work plans. While some participants viewed workplans as
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the solution to clear delineation of roles and responsibilities, others still saw this as a
gap in developed plans. Regardless, the planning aspect was recognized as a necessary
step to achieving agreed upon outputs and outcomes: “we have begun developing work
plans, so now we are working against that. And who is primarily responsible for that
specific activity is indicated in that work plan…So it will avoid duplication of objectives
and also have a comprehensive plan that will help us to achieve our objectives and goals,
so I think this is the only way” (Z-07).

Autonomy Domain Items

Table 25. Autonomy domain items and recommendations
Y-24
Y-25
Y-26

Y-27

Y-28

Y-29
Y-30
Y-31

Y-32
Y-33

Item
The collaboration hinders your organization from meeting its own
organizational mission.
Your organization's independence is affected by having to work with
partner organizations on activities related to the collaboration.
You, as a representative of your organization, feel pulled between
trying to meet both your organization's and the collaboration's
expectations.
Your organization is up-front with partner organizations about what
it can and cannot give (in time, money, energy, and other resources)
to achieve the collaboration's goals.
You, as a representative of your organization, are allowed to make
commitments to the collaboration without having to first get your
organization's approval.
Your organization protects its own organizational integrity in matters
concerning the collaboration.
Your organization would be hurt if it decided to pull out of the
collaboration today.
You are aware of information your organization is willing to share
with partner organizations for the good of the collaboration, even
though you would be better off withholding it.
Your organization is familiar with the programs and operations of the
partner organizations.
Your organization feels it worthwhile to stay and work with partner
organizations rather than leave the collaboration.
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Proposed change
Needs Revision
Needs further review
Needs Minimal
Revision
Needs Minimal
Revision
Needs further review
Needs Minimal
Revision
Needs Revision
Needs Minimal
Revision
Needs Minimal
Revision
Needs Minimal
Revision

For the ten items under the Autonomy domain, six were labeled as Needs Minimal
Revision; two as Needs Revision; and two as Needs Further Review. The items labeled as
Needs Minimal Revision mostly had minor comments, with some suggestions for
alternate wording; for example, some experts recommended replacing the phrase “upfront” in item Y-27. One individual scored item Y-26, which examines balancing
collaboration and organizational needs, low across all dimensions, stating one
respondent’s perspective on this may not be representative of their organization’s
collaboration dynamic. For items Y-31 and Y-33, experts suggested adding more
language to distinguish the two, since both examine perspectives on actions that benefit
the collaboration more than the individual entity.
As written, the two items labeled as Needs Revision were not regarded as relevant
by experts. For item Y-24, the I-CVI score was low across all dimensions. Experts
recommended adding language or examples to make the item clearer around hindrance
to meet the organizational mission. For item Y-30, which reads, “Your organization
would be hurt if it decided to pull out of the collaboration today,” the I-CVI score was
low for relevance. One expert commented that it was not applicable across all types of
collaborations.
For the two items labeled Needs Further Review, experts struggled to link their
focus to collaboration strength assessment. Scores for item Y-25 ranged from 1 to 4 for
all three dimensions; experts found it to be vaguely written and needing additional
explanation of the types of influences affecting organization independence. They also
were not sure how it related to assessing collaboration strength, and why it would be
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relevant. For item Y-28, scores ranged from 2 to 4 for relevance and essentiality, and 1
to 4 for clarity. Similarly, experts were not sure of the item’s relevance to collaboration
strength and wanted more detail on how the word “commitment” is defined.
While many of the tool items assessing Autonomy in the context of multisectoral
collaboration need to be amended, IDI participants indicated that they understood the
importance of ensuring individual stakeholder organization needs are met while
engaged in collaboration efforts. Many stakeholder organizations dedicated staff or
resources specifically to collaboration functions. This may be one reason why some tool
items did not seem relevant to experts; as written, the items assume collaboration and
organization missions are distinct and competing interests, perhaps without the
required resources. The reality may be that mission alignment is not as much of a
problem for some public health capacity development stakeholders in Ethiopia. The
more pertinent element may be awareness and leadership willingness to dedicate
necessary resources and effort to the mission after it is agreed upon. One multilateral
IDI participant described their role as fully dedicated to collaboration efforts: “my role is
just to provide technical support to the National One Health Steering Committee, and
oversee the activities, platform in the country, to strengthen multisectoral collaboration
in the sectors” (Z-01). Based on the expert panel review and IDIs, it may be useful to
keep this domain in collaboration strength assessment in Ethiopia to ensure
stakeholders are able to maintain autonomy and contribute to collaboration efforts.
Some domain items will need to be revised to better reflect the context surrounding
Autonomy for many stakeholders.
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Mutuality Domain Items
Table 26. Mutuality domain items and recommendations
M-34
M-35

M-36
M-37
M-38

M-39
M-40
M-41

M-42

M-43
M-44
M-45
M-46

Item
Partner organizations have positively influenced your
organization's services or operations.
Professional philosophies between your organization and
partner organizations make it difficult for you to work
together.
Your organization sends clients to or receives clients from
partner organizations.
The goals and activities of your organization are similar to
goals and activities of partner organizations.
Your organization's understanding of the issues that initially
brought you to the collaboration differs from those of
partner organizations.
Your organization, to accomplish its goals, needs the
resources, services, or support of partner organizations.
Partner organizations, to accomplish their goals, need the
resources, services, or support of your organization.
Partner organizations (including your organization) have
combined and used each other's resources so all partners
benefit from collaborating.
Your organization shares information with partner
organizations that will strengthen their operations and
programs.
You feel what your organization brings to the collaboration is
appreciated and respected by partner organizations.
Your organization achieves its own goals better working with
partner organizations than working alone.
Partner organizations (including your organization) work
through differences to arrive at win-win solutions.
Partner organizations (including your organization) hold
celebrations to recognize joint successes in the collaboration.

Proposed change
Needs Minimal Revision
Needs further review
Needs further review
Needs further review
Needs further review
Needs Minimal Revision
Needs Minimal Revision
Needs Revision

Needs Minimal Revision
Needs Minimal Revision
Needs Minimal Revision
Needs Minimal Revision
Needs Minimal Revision

For the 13 items under the Mutuality domain, eight were labeled as Needs Minimal
Revision; one as Needs Revision; and four as Needs Further Review. Since this domain’s
items are later in the tool, experts commented that a few items seemed redundant in
concepts, or seemed similar to previous items. This may also indicate fatigue with the
tool due to its length. Questions M-43 and M-44, which address organization
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contributions to collaboration and achieving organizational goals, were cited as
repetitive, despite their high I-CVI and Kappa values.
Experts found the items labeled as Needs Further Review poorly worded and
unclear in their intent. For items M-35 through M-37, scores ranged from 1 to 4 for all
three dimensions. The terms “professional philosophies” and “clients” were seen as illplaced in reference to organizational interactions and activities. For item M-38, scores
ranged from 1 to 4 for relevance and essentiality and ranged from 2 to 4 for clarity. One
expert suggested the current wording of this item was confusing and difficult to relate
to collaboration efforts. For item M-41, the I-CVI value was low for clarity. Addressing
resources for collaboration activities seemed important, but the wording of the question
must be revisited.
Mutuality seems to be valued for successful multisectoral collaboration for public
health capacity development among IDI participants, too. Similar to the Autonomy
domain, stakeholders expressed the importance of understanding the common
underlying factors bringing them together for collaboration. IDI participants regarded
Mutuality as strengthened by unique contributions each stakeholder may offer, that
others in the collaboration cannot. In reference to PHEP capacity development, one
multilateral participant said, “it then calls upon every partner in that spirit of
accountability and commitment, to be able to share information through the
cluster…each of these agencies have their own special capacities and expertise, that we
must build on…we need all of these partners in their own different ways” (B-02).
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Norms Domain Items
Table 27. Norms domain items and recommendations
N-47
N-48
N-49
N-50
N-51
N-52
N-53
N-54
N-55

N-56

Item
The people who represent partner organizations in the
collaboration are trustworthy.
Partner organizations take advantage of organizations in
the collaboration that are vulnerable.
My organization can count on each partner organization
to meet its obligations to the collaboration.
Partner organizations try to get the upper hand when
they negotiate in the collaboration.
My organization will work with partner organizations only
if they prove they will work with us.
My organization will find ways to punish partner
organizations that do not keep their word.
If partner organizations treat my organization unfairly, we
will leave the collaboration.
My organization will pursue its own interests even at the
expense of partner organizations.
Even if they do not always meet their obligations to us,
my organization has a duty to obligations to partner
organizations.
Developing long-term personal relationships with partner
organizations is the most important part of collaborating.

Proposed change
Needs Minimal Revision
Needs further review
Needs further review
Needs further review
Needs further review
Needs further review
Needs Revision
Needs further review
Needs further review
Needs Revision

For the ten items under the Norms domain, one was labeled as Needs Minimal
Revision; two as Needs Revision; and seven as Needs Further Review. For items N-51
through N-52 and N-54 through N-55, scores ranged from 1 to 4 across all 3 dimensions.
For item N-48 and N-50, scores ranged from 2 to 4 for clarity, from 1 to 4 for relevance
and essentiality. For item N-49, scores ranged from 2 to 4 for relevance and clarity, and
1 to 4 for essentiality. For item N-53, I-CVI values were low for clarity and essentiality,
with one expert commenting that the term “unfairly” needed to be explained. Item N56, which had low I-CVI values across all three dimensions, caused confusion with the
term “personal relationships.” Although item N-47 was labeled Needs Minimal Revision,
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experts commented that the term “trustworthy” was not clear and could be interpreted
differently by respondents.
Experts found most items associated with the Norms domain in need of softer
language. Although experts agreed that trust and accountability are important concepts
for successful collaboration, negatively worded phrases were described as too severe or
irrelevant for assessment. For example, some experts did not see items N-50 through N52 as relevant; items assessing whether organizations were “proving” intent to work
together, attempting to get the “upper hand” on other organizations, or finding ways to
“punish” one another if they broke agreements did not seem appropriate to them in the
context of assessing collaboration strength among entities that have already agreed to
collaborate.
Discussions during IDIs related to the Norms domain further reinforced the notion
that the domain itself was relevant to multisectoral collaboration; however, the way
items were framed needed to be more tailored to the Ethiopian environment. Trust was
clearly viewed as a crucial component of a successful collaboration, and one that could
not be mandated. A multilateral IDI participant stated, “It is always good to remember
that there is no partner that has authority over the other. We only set these objectives,
the targets, and all of these things, and we just expect and hope that everyone will be
committed, everyone will be accountable, everyone will adhere to the humanitarian
principles” (B-02). Observed gaps in trust were not due to it not being valued in
collaboration; instead, it seemed to be linked to other gaps, such as equitable
representation and participation across sectors in collaborative efforts, or limited
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resources to be allocated across stakeholders. One Ethiopian government IDI participant
said, “There is a huge mistrust, a fear that the other will get more funding, the other will
use the data…Even between institutions, between universities. I think a lot comes down
to resources at the end, because there is scarce funding” (Z-14). Revising items to better
reflect what Ethiopians perceived to be key elements of trust in the public health
capacity development landscape will strengthen this tool.

Proposed changes to tool
30 out of the 56 tool items were categorized as “Needs Minimal Revision,”
indicating they scored highly in relevance, clarity, and essentiality, and that there was
agreement among experts on the assigned scores. After incorporating proposed
changes to these 30 items from the expert panel review, this can serve as the basis for a
tool tailored to Ethiopia’s public health context and ready for piloting in Ethiopia. Table
28 presents the original item and the proposed change for all 30 pilot tool items.
The pilot tool retains 8 out of the 12 original Governance items; 7 of the 11
Administration items; 6 of the 10 original Autonomy items; 8 of the 13 Mutuality items;
and 1 of the 10 Norms items. The Norms domain items are least represented, with only
one item retained. However, in a review of all tool items retained, some items – while
categorized in another domain – more accurately reflected the construct as
characterized by Ethiopian public health professionals during interviews or the expert
panel review process. For example, items G-8, Y-27 and Y-31 address norms of trust and
reciprocity through sharing information, status of resources, and demonstrated
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understanding of one another’s commitments; these items were moved to the items
under the Norms domain. Removing the other items in the Norms domain did not
remove the construct from the tool, since it is captured through other items.
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Table 28. Proposed pilot tool and item changes
Item
Governance
Your organization relies on a formal agreement that spells out
G-1
relationships between partner organizations.

G-2

G-3
G-4
G-6
G-7
G-9

Proposed change

Your organization relies on standard operating procedures (like rules,
policies, forms) created by partner organizations to coordinate each
other's activities in the collaboration.
Your organization participates on a board or steering committee
specifically created for making decisions about the collaboration.
Partner organizations take your organization's opinions seriously when
decisions are made about the collaboration.
All partner organizations (including your organization) have to agree
before a decision is made about the goals and activities of the
collaboration.
Your organization knows what resources (like money, time, expertise) the
partner organizations bring to the collaboration.
Your organization brainstorms with partner organizations to develop
solutions to mission-related problems facing the collaboration.

Administration
A-13 Partner organizations (including your organization) rely on a manager to
coordinate the collaboration's activities.
A-16 Your organization relies on formal communication channels when
contacting partner organizations about issues related to the
collaboration.
A-17 Your organization has problems getting in touch with partner
organizations when you need to contact them.
A-18 You, as a representative of your organization in the collaboration,
understand your organization’s roles and responsibilities as a member of
the collaboration.
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Your organization relies on a formal agreement (contract,
memorandum of understanding, etc.) that describes relationships
between all collaborating organizations.
Your organization relies on standard operating procedures (like rules,
policies, terms of agreement) created by collaborating organizations
to coordinate each other's activities in the collaboration.
Your organization participates on a board, steering committee, or
other type of coordinating body specifically created for making
decisions about the collaboration.
Collaborating organizations take your organization's opinions seriously
when decisions are made about the collaboration.
All collaborating organizations (including your organization) have to
agree before a decision is made about the goals and activities of the
collaboration.
Your organization knows what resources (like money, time, expertise)
the collaborating organizations bring to the collaboration.
Your organization works with collaborating organizations to think
through and develop solutions to mission-related problems facing the
collaboration.
Collaborating organizations (including your organization) rely on a
designated manager to coordinate the collaboration's activities.
Your organization relies on official communication channels when
contacting collaborating organizations about issues related to the
collaboration.
Your organization has problems getting in touch with collaborating
organizations when you need to contact them.
(No change) You, as a representative of your organization in the
collaboration, understand your organization’s roles and responsibilities
as a member of the collaboration.

A-20

Partner organizations (including your organization) agree about the goals
of the collaboration.
A-21 Your organization's tasks in the collaboration are well coordinated with
those of partner organizations.
A-23 Your organization keeps an eye on partner organizations' activities in the
collaboration to make sure they are doing what they are supposed to be
doing in the collaboration.
Autonomy
Y-26 You, as a representative of your organization, feel pulled between trying
to meet both your organization's and the collaboration's expectations.
Y-29

Your organization protects its own organizational integrity in matters
concerning the collaboration.
Y-32 Your organization is familiar with the programs and operations of the
partner organizations.
Y-33 Your organization feels it worthwhile to stay and work with partner
organizations rather than leave the collaboration.
Mutuality
M-34 Partner organizations have positively influenced your organization's
services or operations.
M-39 Your organization, to accomplish its goals, needs the resources, services,
or support of partner organizations.
M-40 Partner organizations, to accomplish their goals, need the resources,
services, or support of your organization.
M-42 Your organization shares information with partner organizations that will
strengthen their operations and programs.
M-43 You feel what your organization brings to the collaboration is appreciated
and respected by partner organizations.
M-44 Your organization achieves its own goals better working with partner
organizations than working alone.
M-45 Partner organizations (including your organization) work through
differences to arrive at win-win solutions.
M-46 Partner organizations (including your organization) hold celebrations to
recognize joint successes in the collaboration.
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Collaborating organizations (including your organization) agree about
the goals of the collaboration.
Your organization's tasks in the collaboration are well coordinated with
collaborating organizations’ tasks.
Your organization is interested in monitoring collaboration
organizations' activities in the collaboration to make sure they are
doing what they are supposed to be doing in the collaboration.
You, as a representative of your organization, feel a tension between
trying to meet both your organization's and the collaboration's
expectations.
(No change) Your organization protects its own organizational integrity
in matters concerning the collaboration.
Your organization is familiar with the collaborating organizations’
programs and operations.
Your organization feels it worthwhile to stay and work with
collaborating organizations rather than leave the collaboration.
Collaborating organizations have positively influenced your
organization's activities.
Your organization, to accomplish its goals, needs the resources,
services, or support of collaborating organizations.
Collaborating organizations, to accomplish their goals, need the
resources, services, or support of your organization.
Your organization shares information with collaborating organizations
that will strengthen their operations and programs.
You feel what your organization brings to the collaboration is
appreciated and respected by collaborating organizations.
Your organization achieves its own goals better working with
collaborating organizations than working alone.
Collaborating organizations (including your organization) work through
differences to arrive at mutually beneficial solutions.
Collaborating organizations (including your organization) hold
celebrations to recognize joint successes in the collaboration.

Norms
N-47 The people who represent partner organizations in the collaboration are
trustworthy.
(Moved from Governance block) Your organization knows the reasons
G-8
why partner organizations belong to the collaboration.
Y-27 (Moved from Autonomy block) Your organization is up-front with partner
organizations about what it can and cannot give (in time, money, energy,
and other resources) to achieve the collaboration's goals.
Y-31 (Moved from Autonomy block) You are aware of information your
organization is willing to share with partner organizations for the good of
the collaboration, even though you would be better off withholding it.
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Collaborating organizations are trustworthy in their actions related to
the collaboration.
Your organization knows the reasons why collaborating organizations
are part of the collaboration.
Your organization is transparent with collaborating organizations
about what it can and cannot give (in time, money, energy, and other
resources) to achieve the collaboration's goals.
(No change) You are aware of information your organization is willing
to share with collaborating organizations for the good of the
collaboration, even though you would be better off withholding it.

Discussion

Summary of findings
Overall, the expert panel review and IDIs provided useful information to evaluate
the face validity and the conceptual, item, semantic, and operational equivalence of the
collaboration assessment tool developed by Thomson et al.73 The expert panel review
consisted of Ethiopian health professionals with five to more than 20 years of work
experience and spanning animal and human health areas of expertise. IDIs provided
additional context on the relevance of and cultural considerations for tool domains. This
resulted in a 30-item tool, with items modified to better reflect Ethiopia’s collaboration
context for public health capacity development. Reducing the number of items will
improve upon the tool design and response rates. This tool can be implemented as part
of a pilot phase in Ethiopia, and further empirical evaluation and analyses can determine
if additional revisions are needed to better adapt the tool. Items that were removed
from the tool can also be reviewed and revised further by experts and subsequently
considered for inclusion in the pilot phase administration.
The Governance and Administration domains of the tool resonated strongly in the
Ethiopian context, with many of the tool items in these domains scoring highly in
relevance, clarity, and essentiality. Suggested revisions were minor, recommending that
idioms or figures of speech common in English be replaced by more straightforward or
descriptive language to avoid misunderstanding. These domains focus on the rules and
processes guiding decision-making and management of a collaboration, which is an
important theme recognized in many collaboration frameworks in the literature. 68 The
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domains are especially important in Ethiopia’s context; similar to many other LMICs, the
public health capacity development environment has multiple sectors and organization
types, with external donors, bilateral partnerships with other countries, and multiple
ministries within the Ethiopian government. Such a complex landscape underscores the
need for the “hardware” components of collaboration to mitigate potential friction and
confusion in a crowded landscape.69
In comparison, the “software” components – Mutuality, Autonomy, and Norms –
elicited more varied feedback on the tool items in these domains. Mutuality and
Autonomy-related items examined the balance between collective and selfish interests,
and the extent to which stakeholders perceived having complementary or shared
interests with other collaboration stakeholders. Generally, agreement to a collaboration
was seen as agreement to a shared mission, desired end state, or set of established
goals. Therefore, experts did not view strongly worded items that implied discord and
animosity or directly addressed disagreement as particularly relevant and saw them as
disconnected from the reality of the collaboration context. Instead, experts perceived
items that approached collaboration challenges in a more indirect or nuanced manner –
through, for example, questions on communication or ability to access information and
resources – as more suitable for Ethiopia’s environment.
While many items in the Mutuality and Autonomy domains and most items in the
Norms domain were omitted from the modified tool, this did not mean the domains had
less value or relevance altogether. Instead, it indicated Ethiopia’s context for these
domains were different than the US context in which the original tool was developed,
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and the tool required adaptation. For example, revising items to explore concepts
around trust – trust that organizations will honor commitments, and trust that
organizations will not take advantage of one another, both important aspects of the
Norms domain – without punitive connotations or assumptions of ill intent may draw
out nuanced characteristics in Ethiopia’s setting. As written, the items may compel
organizations to defend themselves or the nature of collaborative efforts they are
engaged in overall.
By and large, the perspectives encompassed by these domains are widely
acknowledged in the literature as important characteristics for collaboration, although
they may be labeled as “collaborative advantage,”64 “shared motivation,”69 or other
synergistic terms. Even so, it is important to recognize that operationalization of such
relatively subjective concepts will be greatly influenced by the various cultures –
organizational, political, country, etc. – existing in the environment.

Implications for practice
This study demonstrated the importance of evaluating aspects of tool equivalence
and validity prior to administration in another country or cultural context. Findings
revealed necessary adaptations for improved understanding and relevance in Ethiopia.
They also explored how domains of collaboration strength can be valued but received
and interpreted distinctly in different settings, reinforcing the need for thorough
exploration of the assumptions built into the tool. While the initial steps of tool
adaptation were key, building on this with further analyses and investigation will be
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important for the development of a useful tool for Ethiopia. Piloting the tool can provide
data for empirical validation and evaluating measurement equivalence, which was not
carried out as part of this research. Structural equation modeling, which was used by
Thomson et al. to refine tool items in the US context, can be used to further explore
aspects of confirmatory and exploratory factor analyses.73 Confirmatory modeling can
help verify expected relationships between domains and their assigned items;
exploratory modeling may identify other underlying factors connecting items, or
determine more appropriate relationships between items and domains.131,132 These
techniques may be especially helpful with items seen as encompassing aspects of the
Norms domain, but captured under other domains.
Reviewing the modified tool with another group of experts (if the same one is not
available) can also help validate earlier findings and discover options for refining tool
items. Similarly, IDIs revealed other characteristics seen as important for public health
capacity development collaboration in Ethiopia that were not captured by the existing
domains, such as sustainability, continuity, and political will. More research is needed to
explore these elements and determine if they warrant separate domains, requiring the
development of new tool items and integration into the modified tool, or if they should
be assessed in a separate but complementary effort.

Limitations
Some limitations should be noted for this research. Firstly, a common limitation
with expert panel reviews is that they are ultimately subjective and susceptible to any
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bias experts may have. To mitigate this, the ten experts chosen for this panel
represented a range of disciplines with health and professional experience and did not
all belong to one professional mindset or specific area of training. At the same time,
they were all well versed in Ethiopia’s health system, cultural and professional
environments, and were able to examine tool items with this lens. Additionally, content
validity index (CVI) calculations have been criticized in the literature as being too
vulnerable to chance agreements, since they are calculations of proportion
agreement.128,133 To address this concern, I calculated the Kappa statistic, which
estimates the proportion of agreement remaining after chance agreement is removed,
for each item CVI, and further analyses of suitability or appropriateness of items took
into consideration Kappa and CVI values. Another limitation is that the collaboration
tool, which was developed in the US and in English, was not translated into Amharic at
any stage of the expert panel review process. This was not an issue during the review
process, and experts identified phrases and figures of speech that needed revision
because they were not commonly used in Ethiopia. However, if this tool is intended for
broader implementation in the pilot phase or beyond, it may need to be translated into
Amharic for an accurate assessment of collaboration strength; this Amharic instrument
will require further validation before it can be administered.
As described in papers 1 and 2, there were also limitations during the IDI process
due to the COVID-19 pandemic, which prevented RY and me from carrying out all
interviews in-person and inhibited my ability to spend more time in Ethiopia and fully
understand all the cultural and environmental contexts relevant to this research. I relied
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on regular discussions with Ethiopian colleagues at CDC and EPHI. My status as a CDC
employee is also an important consideration for this research. Individuals recruited for
the expert panel review or participation in IDIs may have pre-conceived notions of CDC
expectations around multisectoral collaboration in Ethiopia. This may have in turn
influenced the feedback they provided. However, there is no clear-cut manner in which
to anticipate how their notions about CDC shaped their interview responses. I also may
have carried some opinions developed through my work experiences at CDC into the
way I received and analyzed data as part of this study. To overcome this, I regularly
debriefed with RY after interviews and reflected on my conclusions and interpretations
of data. I also clearly identified myself as a CDC employee who was also pursuing
doctoral studies to IDI and expert panel review participants. Regular reflection and
documentation of my experiences collecting and analyzing data helped me maintain
perspective throughout the process.

Conclusion
In summary, this research completed the early stages of the adaptation process for
a collaboration strength assessment tool developed by Thomson et al.73 Feedback from
an expert panel review process and IDIs were used to evaluate the relevance, clarity,
and essentiality of tool items and adapt this tool for Ethiopia’s context. The process
revealed the importance and relevance of the domains identified by Thomson et al.73 to
Ethiopia’s public health environment. It also identified important considerations for
each domain, and how depictions of trust and dependency rendered some tool items as
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not appropriate, although the encompassing domain was important for collaboration.
More research is needed to fully evaluate the modified tool resulting from this research.
A pilot in Ethiopia can administer the tool in a limited setting and provide more insight
into each domain and the resonance of items.
Developing a robust tool for assessing collaboration strength in Ethiopia can help
stakeholders identify barriers and facilitators to collaboration in an efficient manner,
and this can lead to developing innovative ways to address them. This tool could be
incorporated into ongoing assessment or evaluation processes for public health capacity
development in Ethiopia, such as annual strategy or plan reviews conducted at the
national level; findings could then be incorporated into future iterations of
implementation strategies. The tool could also be administered as part of assessments
related to the National Action Plan for Health Security or JEE efforts, demonstrating
Ethiopia’s focus on multisectoral collaboration as a vital component of initiatives to
improve global health security.
Looking beyond Ethiopia, findings from this research can also be used to explore
contexts around collaboration strength in other countries in the region, and even other
LMICs. Cultural considerations in Ethiopia may be similar in other countries; this
research may also suggest comparable challenges in multisectoral collaboration and
opportunities to improve it for public health capacity development. The tool adaptation
processes used for this study and lessons learned can create a solid foundation for
exploring tool administration in other country settings.
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Conclusions

Introduction
This dissertation examined how a conceptual framework describing the factors
shaping collaboration for capacity development resonated with Ethiopia’s public health
environment and, in particular, PHEP and ZD capacity development stakeholders.
Specifically, it explored how multisectoral collaboration was occurring for capacity
development efforts; noted barriers and facilitators suggested how collaboration
satisfaction and strength influenced capacity development activities and the relevance
of the framework’s collaboration strength domains to Ethiopia’s context.
The conceptual framework for this research described collaboration as a positive
influence on public health capacity development – and, by extension, health outcomes –
if collaboration strength and satisfaction are robust. As Figure 7 shows, collaboration
strength was presented as a composite of several domains: Governance and
Administration are collaboration “hardware,” providing structure and processes for
collaboration, and Autonomy, Norms and Mutuality were classified as “software,”
fostering perceptions of trust, benefit, and individual action as related to collaboration.
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Figure 7. Conceptual framework for collaboration strength and satisfaction.

In this final chapter we examine if and how research findings support this
conceptual framework; we also discuss how findings can be applied for public health
practice and future research.

Conceptual Framework Revisited
Stakeholder IDIs demonstrated the perceived importance of multisectoral
collaboration to public health capacity development efforts. Involvement of sectors
outside of health was seen as critical for both PHEP and ZD areas. PHEP is a relatively
new area of public health practice,134,135 and this was evident in the collaboration
challenges stakeholders expressed; political awareness and buy-in was limited, and not
as many sectors were engaged in capacity development efforts. In comparison, ZD was
more established and well known, and had a developed platform for multisectoral
collaboration in the NOHSC that facilitated engagement from a wider range of sectors.
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The close association with One Health also encouraged stakeholder engagement, as is
usually the case for ZD investments and commitments.56,136
Research findings showed all collaboration strength domains as valued and
relevant. The “hardware” domains of Governance and Administration were evident in
descriptions of various administrative and decision-making structures and processes
bringing stakeholders together for PHEP and ZD activities – again, with ZD more
established. The collaboration strength assessment tool items associated with these
domains did not require as much adaptation to Ethiopia’s context. The “software”
domains were also recognized as important but were not as straightforward as the
“hardware” domains. Stakeholder observations on Mutuality, Autonomy and Norms
were based more on interactions and experiences between stakeholders in a context of
collaboration as opposed to the presence or absence of a structure or process, as was
the case for Governance and Administration. This led to more diverse comments on the
strength of these domains and the items within these domains required greater
adaptation to the country setting. Literature on collaborative action supports this
observation; local organizational settings and stakeholder relationship histories
contribute to distinct environments for multisectoral collaboration with different
interpretations of trust and perceived benefits.31,137
Continuity and sustainability are two characteristics that were not in the original
conceptual framework but were found to be very important in Ethiopia’s public health
capacity development environment and to substantially influence multisectoral
collaboration strength – across the “hardware” and “software” domains. Frequent
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leadership turnover in sectors hindered stakeholder engagement and subsequent
capacity development or collaboration efforts, with new leaders and decision-makers
usually needing to be educated on benefits of agreements or activities for multisectoral
collaboration. This is a common problem in LMICs; government institutions are
chronically under-resourced, leading to attrition and staff departing for other career
opportunities.30,69 Similarly, sustainability emerged as a constant concern for
multisectoral collaboration. Heavy dependency on aid renders Ethiopia susceptible to
donor influence on capacity development approaches, including who is engaged in
efforts in the first place. While not always directly discussed by stakeholders as a
challenge, it emerged an important consideration in nearly every step of the capacity
development cycle. This is also not unique to Ethiopia, and sustainability continues to be
part of LMIC development dialogue.22,30,138 In deliberating sustained improvements to
the collaboration environment in Ethiopia, stakeholders must also consider how to
maintain them without donor support.
Overall, the conceptual framework was found to be a helpful tool for analyzing
factors contributing to collaboration strength and the influence of multisectoral
collaboration on public health capacity development in Ethiopia. With adjustments to
incorporate continuity and sustainability, it can be useful for studying collaboration in
broader LMIC settings. Figure 8 proposes one approach for revising the conceptual
framework, where continuity and sustainability are depicted as gears that can enable
the reinforcement of domains on one another and strengthen collaboration. Continuity
in leadership and decision-makers can offer a stability in strategy and direction given to
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stakeholders that enhances the synergies between “Hardware” and “Software”
domains. Similarly, sustainability of resources and commitments beyond a state of
donor aid dependency can reinforce buy-in from stakeholders in the collaboration as
enduring, further bolstering the domains of collaboration strength.

Figure 8. Proposed revision to conceptual framework.

Implications for Practice and Research
Findings from this research contain several implications for practice. This study
underscored the importance of clearly defining stakeholder roles and responsibilities,
and generalized roles of sectors in public health capacity development efforts. Literature
emphasizes this as a critical gap in multisectoral collaboration in LMIC settings, and a
facilitator for improved collaboration buy-in and support.29,30 This can also help improve

164

transparency and engender a common understanding among stakeholders on what
everyone is contributing to efforts, and how they stand to benefit from the
collaboration – an important facilitator for collaboration participation.68,69 PHEP and ZD
stakeholders in Ethiopia can build on existing mechanisms, such as the NOHSC and
NDRMC-chaired working groups, to communicate responsibilities to all stakeholders. As
data showed, defined roles and responsibilities can also improve accountability to
collaboration commitments.
Analysis across the UNDP capacity development cycle steps also illuminated the
benefit of a capacity development assessment framework in Ethiopia. While the
document review revealed a range of plans and strategies, there was limited
development of accompanying assessment or evaluation tools. If they were present,
they relied heavily on the JEE tool which, while helpful, requires tailoring to countryspecific needs to truly be a resource.139 A capacity development assessment framework
should also assess institutional arrangements, knowledge, leadership, and
accountability, especially with the perceived need for improvement regarding buy-in,
institutionalization, and accountability among stakeholders. The UNDP Capacity
Assessment Framework addresses these elements and can provide a good start or be
further tailored to Ethiopia’s context.37 The assessment framework can maximize
efficiencies by enabling priority setting, targeting resources, and objectively identifying
strengths and weaknesses in public health systems.36,37 An assessment framework can
serve as a basis for evaluating subsequent activities and bolstering accountability across
sectors and stakeholders.
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Additionally, this research depicted the need for deliberate analyses of existing
goals against needs assessments, to ensure collaboration and capacity development
efforts are occurring in a beneficial manner. The stakeholder analysis framework by
Mehrizi et al91 provided a clearer picture of how stakeholders were supporting PHEP and
ZD goals, but also showed PHEP goals needed to be broadened and that some sectors
were not as engaged in PHEP and ZD efforts as they should be. Ethiopia’s public health
capacity development environment can also identify changes needed in the goals based
on developments in public health practice. For instance, PHEP capacity development
literature encourages strengthening subnational and national capacities for improved
emergency response capacity.103
Finally, while tools assessing collaboration are evident in the literature, no single
tool has been widely accepted or embraced as the standard.72 The adapted
collaboration strength assessment tool resulting from this research can continue to be
piloted and refined; empirical validation utilizing structural equation modeling,
confirmatory modeling, and other statistical approaches can further strengthen the tool
for administration among public health capacity development stakeholders in
Ethiopia.131,132 After further validation and rounds of expert feedback, it may be helpful
to add items on continuity and sustainability to further capture elements influencing
collaboration strength. When ready for use, tool administration may also require careful
consideration. Hesitation to be critical of partners, government processes, and
colleagues was apparent in study findings. Many IDI participants seemed reluctant to
speak freely about challenging partners or conflicts during collaboration activities; tool
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items that directly addressed conflict were seen by experts as too harsh for use in
Ethiopia. For this reason, anonymous administration at least in the early stages may be
helpful to elicit honest feedback.
Tool results can help improve stakeholder understanding of one another’s
perceptions and values, and how they influence multisectoral collaboration behavior
and outcomes in the capacity development space. Improved understanding can in turn
encourage more meaningful linkages across sectors, a higher quality collaboration, and
trust in one another’s commitments.71,140 If Ethiopia demonstrates a successful “proof of
concept” for the tool, it may be piloted in other areas of capacity development or
collaboration environments in Ethiopia, and further expanded to other LMICs. This can
strengthen the evidence base and the repository of resources for collaboration theory.
Research findings may also contribute to the development of metrics for measuring
progress in multisectoral collaboration, which is another gap in the literature.72
Ethiopian stakeholders can build on an improved understanding of the collaboration
environment for capacity development through a capacity development assessment
framework, collaboration assessment tool, and other suggested actions from this study
to create a common set of indicators gauging progress in multisectoral
collaboration.37,72

Final Remarks
The current COVID-19 pandemic has emphasized the importance of bolstering
public health capacities and systems to better address the next public health
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emergency. Multisectoral collaboration will undoubtedly remain a vital and
foundational part of any effort to improve global health security. Countries like Ethiopia
can benefit from multisectoral engagement approaches enriched by an expanded
evidence base and literature on collaboration, particularly in LMIC contexts. This
research contributes to an improved understanding of factors influencing multisectoral
collaboration and stakeholder perceptions on characteristics of collaboration strength,
and it encourages a deeper exploration of collaboration assessment.
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Appendix A. Semi-structured in-depth interview guide
Opening script:
Thank you for meeting with me today. This study seeks to understand how multisectoral collaboration for strengthening public health systems and capacities occurs in
Ethiopia. We have reviewed formal documents and organization records on capacity
development related activities and collaborations. We are also interviewing individuals
engaged in these activities to understand how they experience collaboration efforts. This
information will help us understand the broader situation, and identify any common themes
for factors that promote and inhibit collaboration across sectors in Ethiopia for public
health capacity development.
You are invited to participate in this interview today because [include reasoning –
listed as a leader or coordinator of activities; recommended by others as a good candidate
for the interview; other]. We think your perspective on this issue is very important. The
questions I am going to ask don’t have right or wrong answers. We can skip any question
you prefer not to answer or end the interview any time. This conversation is completely
confidential and the contents of this interview will only be used for the purpose of this
project. I expect that it will take around 60 minutes to complete the interview. In addition,
I would like to ask your permission to record the interview. If you have any additional
questions, I am happy to answer them. Can we start the interview?
Topic 1: Participant role and responsibilities
• Can you please confirm your title and the organization you work for?
• What is your role in your organization?
• How long have you been in that role?
• What do your day-to-day activities look like?
o If nothing related to capacity development is mentioned:
▪ What does your organization do related to capacity development for
[ZD/PHEP]?
▪ Tell me a little bit more about what you do in your role related to capacity
development work.
o If capacity development & non-capacity development activities both discussed:
▪ It sounds like you have many responsibilities. How do you balance your time
and commitments across them?
• Do you feel as though there are tasks you do in your role that should really be done
by someone else, or even another organization? Please explain.
• Please describe any resources/processes that are important for your role and activities.
• Can you please describe any authorities, approvals or policies that have to be in place
in order to successfully carry out your responsibilities?
Topic 2: Collaboration
• Can you please tell me about any organizations, in the government sector, private
sector, both international and local, that you work with [for the capacity development
part of your role]?
• Roughly how many organizations do you collaborate with on these activities?
o If >3: can you please name the top 3 partners?
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o If no partners from other sectors are mentioned: can you tell me about partners
that are from other sectors, such as [agriculture, education, defense, etc.]
o If not already described: Can you please describe how you collaborate with these
partners on capacity development activities?
o If not already described: I would like to ask you a little bit more information
about the collaboration. Can you please describe any structure or rules that exist
for collaboration on capacity development work?
▪ How are decisions made?
▪ How are resources divided?
▪ Are there structures in place specifically for collaboration across sectors?
▪ What are some barriers to these types of structures being successful for the
collaboration? What has helped them be in place? Can they be improved?
o If not already described: Can you please describe any goals or objectives put in
place for the collaboration? What has helped them be in place? Can they be
improved? If so, how?
For EOC only: For the partners in other sectors that you described for capacity
development efforts, how closely do your organization’s interests align with theirs?
• How does your organization share information with the partners you previously
mentioned? How are these processes different for partners in other sectors?
• Do you feel comfortable sharing sensitive information with other sectors? Why/not?
• Can you please describe how you see trust between organizations from different
sectors? What are some barriers to building trust? What has been helpful?
• How can this aspect of collaboration efforts be improved?
Topic 3: Conclusion
• Now that we have discussed some aspects of collaboration, are there other
characteristics or areas we have not discussed that are important for a strong
collaboration with partners in other sectors? If yes: What are they?
• Overall, can you please describe how collaboration with other sectors is going so far?
o What are its strengths? What are the weaknesses/opportunities for improvement?
o How do you think collaboration is affecting capacity development goals for
[ZD/PHEP/public health capacity development]?
That is the end of our interview today. Thank you so much for your time. Do you have any
questions for me? [Answer any questions.] If you have any additional thoughts or questions,
feel free to contact me. [Stop recording]
Snowball Sampling
• Can you suggest names of other individuals, from your organization or from partners
you work with, that I should interview about their experiences with public health
capacity development and collaboration?
o [If yes] Would it be okay if we used your name when we contact these people to
say that you recommended them to us?
o [Collect names and email addresses of recommended individuals.]
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Appendix C. Collaboration Assessment Tool
Item
G-1
G-2
G-3
G-4
G-5
G-6
G-7
G-8
G-9
G-10
G-11
G-12
A-13
A-14
A-15
A-16
A-17
A-18
A-19
A-20
A-21
A-22

Text
Your organization relies on a formal agreement that spells out relationships between partner organizations.
Your organization relies on standard operating procedures (like rules, policies, forms) created by partner organizations to coordinate
each other's activities in the collaboration.
Your organization participates on a board or steering committee specifically created for making decisions about the collaboration.
Partner organizations take your organization's opinions seriously when decisions are made about the collaboration.
Partner organizations (including your organization) formally evaluate the success of the collaboration.
All partner organizations (including your organization) have to agree before a decision is made about the goals & activities of the
collaboration.
Your organization knows what resources (like money, time, expertise) the partner organizations bring to the collaboration.
Your organization knows the reasons why partner organizations belong to the collaboration.
Your organization brainstorms with partner organizations to develop solutions to mission-related problems facing the collaboration.
Your organization is involved in implementing specific solutions to mission-related problem facing the collaboration.
Partner organizations (including your organization) rely on a mission statement for the collaboration that is different from each
individual partner organization's mission statement.
Your organization relies on informal personal relationships with partner organizations when making decisions about the
collaboration.
Partner organizations (including your organization) rely on a manager to coordinate the collaboration's activities.
Your organization brings conflicts with partner organizations out in the open to work them among the organizations involved.
Your organization relies on an external authority to resolve conflicts with partner organization about matters concerning the
collaboration.
Your organization relies on formal communication channels when contacting partner organizations about issues related to the
collaboration.
Your organization has problems getting in touch with partner organizations when you need contact them.
You, as a representative of your organization in the collaboration, understand your organization roles & responsibilities as a member
of the collaboration.
Partner organization meetings accomplish what is necessary for the collaboration to function well.
Partner organizations (including your organization) agree about the goals of the collaboration.
Your organization's tasks in the collaboration are well coordinated with those of partner organizations.
You feel partner organizations keep an eye on your organization's activities to make sure you are doing what you are supposed to be
doing in the collaboration.
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Item
A-23
Y-24
Y-25
Y-26
Y-27
Y-28
Y-29
Y-30
Y-31
Y-32
Y-33
M-34
M-35
M-36
M-37
M-38
M-39
M-40
M-41
M-42
M-43
M-44
M-45
M-46
N-47
N-48

Text
Your organization keeps an eye on partner organizations' activities in the collaboration to make sure they are doing what they are
supposed to be doing in the collaboration.
The collaboration hinders your organization from meeting its own organizational mission.
Your organization's independence is affected by having to work with partner organizations on activities related to the collaboration.
You, as a representative of your organization, feel pulled between trying to meet both your organization's and the collaboration's
expectations.
Your organization is up-front with partners about what it can and can’t give (in time, money & other resources) to achieve
collaboration's goals.
You, as a representative of your organization, are allowed to make commitments to the collaboration without having to first get your
organization's approval.
Your organization protects its own organizational integrity in matters concerning the collaboration.
Your organization would be hurt if it decided to pull out of the collaboration today.
You are aware of information your organization is willing to share with partner organizations for the good of the collaboration, even
though you would be better off withholding it.
Your organization is familiar with the programs and operations of the partner organizations.
Your organization feels it worthwhile to stay and work with partner organizations rather than leave the collaboration.
Partner organizations have positively influenced your organization's services or operations.
Professional philosophies between your organization and partner organizations make it difficult for you to work together.
Your organization sends clients to or receives clients from partner organizations.
The goals and activities of your organization are similar to goals and activities of partner organizations.
Your organization's understanding of the issues that initially brought you to the collaboration differs from those of partner
organizations.
Your organization, to accomplish its goals, needs the resources, services, or support of partner organizations.
Partner organizations, to accomplish their goals, need the resources, services, or support of your organization.
Partner organizations (including your organization) have combined and used each other's resources so all partners benefit from
collaborating.
Your organization shares information with partner organizations that will strengthen their operations and programs.
You feel what your organization brings to the collaboration is appreciated and respected by partner organizations.
Your organization achieves its own goals better working with partner organizations than working alone.
Partner organizations (including your organization) work through differences to arrive at win-win solutions.
Partner organizations (including your organization) hold celebrations to recognize joint successes in the collaboration.
The people who represent partner organizations in the collaboration are trustworthy.
Partner organizations take advantage of organizations in the collaboration that are vulnerable.
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Item
N-49
N-50
N-51
N-52
N-53
N-54
N-55
N-56

Text
My organization can count on each partner organization to meet its obligations to the collaboration.
Partner organizations try to get the upper hand when they negotiate in the collaboration.
My organization will work with partner organizations only if they prove they will work with us.
My organization will find ways to punish partner organizations that do not keep their word.
If partner organizations treat my organization unfairly, we will leave the collaboration.
My organization will pursue its own interests even at the expense of partner organizations.
Even if they do not always meet their obligations to us, my organization has a duty to obligations to partner organizations.
Developing long-term personal relationships with partner organizations is the most important part of collaborating.
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