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Intersectorality has become an unchallenged article
of faith in health thinking.1 The term ‘intersectoral
action’ first formally entered the literature in the
1970s.2 3 It came about when a technical advisory
group at WHO contemplated the challenges in sanitation. The technical advisors acknowledged that traditional infectious disease and public health personnel
needed to connect with engineering and water
management specialists, and that each of these came
from a particular disciplinary and government background. Joint work through intersectoral action was
deemed critical for the success of sanitation.
The term soon entered more policy focused
and political realms. Following the Declaration of
Alma Ata4 ‘intersectoral action’ was not merely a
technical approach, but became a statement of
principle. Primary health would only reach its full
effectiveness potential, ‘Alma Ata’ declared, when
many sectors were engaged in it.2 5 Variations on
the terminology started to proliferate. Working
across sectors was variously deemed intersectoral
action, policy, collaboration and cooperation. The
term multisectoral also entered the health vernacular—the suggestion here is that a group of sectors
pursues a similar goal, rather than necessarily
working together to achieve a particular goal.
However, recent discourse proposes that the term
‘multisectoral action for health’ includes all actor
and sector configurations that include non-health
sectors to—deliberately or as a collateral—potentially improve health.6
The proliferation of intersectoral terminology
coincided with similar developments in policy development and administrative and political science scholarship. Partly sponsored by global think tanks such
as the World Bank and the international aid industry
there was a call for, variously, ‘Whole of Government’
(WoG), ‘Joined-
up Government’ (JUG) and horizontal, integrated or coordinated7 policy making.
In recent years, these streams of consciousness seem to have coalesced in calls for Health in
All Policies (HiAP). Several reviews8 and glossaries9 10 have endeavoured to transcend the evangelical approach to HiAP and its conjoint predecessor
Healthy Public Policy. These reviews and glossaries
purportedly show what is required to develop and
maintain coherent society-
wide actions, policies
and governance for health.
However, the terminology associated with intersectorality is not always unequivocal. The fact that
multiple meanings may exist in multiple contexts does
not necessarily enable a focused, and practically or
scholarly sound, developmental strategy to achieving
such goals. This is becoming a more acute challenge
with the increased, and prominent, recognition that
health is both an endpoint of a multitude of reciprocating dynamics, as well as an input for individual,

social and global change. This is evident in agendas
set by the Sustainable Development Goals11 and, for
instance, planetary health paradigms.12 13
An appropriate clarification and distinction of
terms and their meaning around intersectorality is
sensible—it would advance coherent scholarship
and practice of this essential area of health and
health equity development.

WHAT IS A SECTOR?
At the core of this glossary must be a strong delineation of what constitutes a sector. Degeling14 writes
that sectors do not exist as naturally occurring
phenomena— sectors are constructed, sometimes
as rhetorical devices, sometimes for management
purposes. In a process Degeling calls ‘sectoring’, sectors
align with disciplinary and paradigmatic ontologies,
and they firm up as unassailable institutions (in the
sociological sense as ‘implicit arrangements’, and not
necessarily as the hardware associated with government or industry structures). ‘Sectoring’ is a function
of Weberian bureaucracy, aiming at achieving hierarchical and distinct efficiencies. Laumann and Knoke15
determine such sectors as policy domains, which they
can describe as (social and organisational) network
maps. In their study of energy and health domains
they show strong inner cores of those networks, with
more fuzzy peripheral organisational and individual
actors. Such a more graphic representation of ‘sectors’
moves beyond the hegemonic approach (using terms
such as ‘pillars’ or ‘silos’) that has also led to conceptualisations such as the ‘medical-industrial complex’
in which inseparable capitalist interests exert impregnable power and control over all health efforts—a
rather disempowering view of the world. Degeling
asserts that sectors are largely the result of social
construction, and that through a process of reticulisation (individual and institutional driven connectedness and joint commitment—in some circles described
as the rhizome of health action16) the boundaries
between sectors can start to dissolve. Apart from
this conceptual reflection on the core-and-fuzziness
of sectors, McQueen et al17 functionally define the
health sector as ‘all organisations, stakeholders and
procedures in the remit of the minister responsible for
health, which includes the ministry and other related
statutory organisations.’ This hierarchical public
policy view may equally apply to other government
arenas, thus turning, for instance, the ‘agriculture
sector’ into ‘all organisations, stakeholders and procedures in the remit of the minister responsible for agriculture, which includes the ministry and other related
statutory organisations’ and so forth. There are two
drawbacks to such definitional assertions.
First, the operative construct may be fuzzily
defined, and second, it takes a fairly conservative
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Intersectorality and health: a glossary

Glossary

INTERSECTORAL ACTION

The first instance where intersectoral action achieved codification was in Harris et al20: A recognised relationship between part
or parts of the health sector and part or parts of another sector,
that has been formed to take action on an issue or to achieve
health outcomes, (or intermediate health outcomes) in a way
which is more effective, efficient or sustainable than could be
achieved by the health sector working alone. A WHO conference 3 years later confirmed this definition21 and this is generally
referenced as the authoritative version.
Intersectoral, intersectorial, multisectoral and even multisectorial all seem fanciful variations on the same theme. In one of its
resolutions, the World Health Assembly ascertained that ‘(T)he
term ‘multisectoral action’ refers to action between two or more
sectors within the public sector and is generally interchangeable
with “intersectoral action”.22 In an influential series of reflections, Rasanathan et al6 provide an epistemic typology. They
write that multisectoral action for health ‘encompasses all activities involving non-health sectors that can potentially improve
health’. The typology outlines patterns of health-led or ‘non-
health’-led effects, policies and collaborations. As noted above,
Rasanathan et al frame ‘intersectoral’ as a subset of ‘multisectoral’. Both are driven by interests, institutions and ideas, the
authors purport. For policy and practice for health their analysis does not offer great instrumentality. In fact, if the quality
of the prefix does not really matter, one could come up with
even more whimsical variants such as nullisectoral, parasectoral,
plurisectoral, aposectoral or supersectoral—each indicating that
the distinction of, and between, sectors does not quintessentially
matter. But the mere existence and nature of sectors, and the
fact that each of them separately (and in combination, synergistically) determines health and health equity is sufficient reason to
be precise about our language. Multisectoral, therefore, denotes
approaches that involve more than one sector, but not necessarily in a deliberate or coordinated manner, and intersectoral
indicates organised efforts to align approaches between sectors.
Unless there are compelling semantic or semiotic reasons,
2

further word fantasies on this theme are to be discouraged. This
is concordant with the extant distinctions between multidisciplinary and interdisciplinary approaches.23

INTERSECTORAL COLLABORATION

In subsequent intersectoral applications and considerations,
however, the health field used the ‘action’ extension with
increasing flexibility, either to reflect on the existing need, or
to cast the conceptual and heuristic net wider. ‘Action’, to many,
now seems to include ‘collaboration’, ‘policy’ and ‘governance’.
The majority of the health science literature, in defining
‘intersectoral collaboration’, regurgitates the above definition of
‘intersectoral action’. Conceptually and systematically, however,
collaboration and action are qualitatively different things. Based
on theorising by Wood and Gray the proposition is to define
intersectoral collaboration as ‘occurring when a group of autonomous stakeholders of a problem domain engage in an interactive process, using shared rules, norms and structures, to act or
decide on issues related to that domain’.24 Intersectoral collaboration therefore is not an outcome, it is the process, and one that
requires vigilant and constant dynamic engagement. Different
forms of collaboration emerge from the literature. For instance,
depending on disciplinary foundations there may be a specification along scales of tightness and integration of organisational
degrees of freedom. On one end of the scale, collaboration can
be framed as communication, on the other hostile take-over and
merger.25 Distinctions in collaboration may also play out across
jurisdictions, horizontally (between like-level agents) and vertically (across hierarchies). This has been detailed for, for instance,
the exegesis of the gospel of Primary Health Care,26 or for policy
learning.27

INTERSECTORAL POLICY AND GOVERNANCE

Whereas collaboration is a fluid mechanism,28 (intersectoral)
policy and governance appear to be entities/issues with a degree
of stability. Intersectoral health policy is equivalent to HiAP,
defined as ‘an approach to public policies across sectors that
systematically takes into account the health implications of decisions, seeks synergies and avoids harmful health impacts in order
to improve population health and health equity. It improves
accountability of policy-makers for health impacts at all levels
of policy-making. It includes an emphasis on the consequences
of public policies on health systems, determinants of health and
well-being’.29
A range of intersectoral actions, collaborations and policies
may well lead to intersectoral governance. This can be defined
as ‘the sum of the many ways individuals and institutions, public
and private, manage the connections of their common affairs.
It is a continuing process through which conflicting or diverse
interests may be accommodated and cooperative action may be
taken. It includes formal institutions and regimes empowered
to enforce compliance, as well as informal arrangements that
people and institutions either have agreed to or perceive to be in
their interest.’30 31

INTEGRATION: JUG AND WOG

Deliberate intersectorality (whether action, collaboration, policy
or governance) requires vision, engagement and intervention for
coordination and integration. These are not new challenges, neither
to the health field nor to general governance systems. Guy Peters,
one of the gurus of administrative science has identified (intersectoral) policy integration as the holy grail of any government in the
world.32 Trein et al33 undertook a rigorous review of the world
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view of government, indeed a la Weber. ‘The minister responsible for health’ may well be responsible for health, but usually
is restricted in her accountabilities and control to health service
delivery (re)distributional intervention efforts.5 This, in fact,
creates a ‘health sector’ that is nothing more than a ‘disease
repair sector’. If the minister genuinely were responsible for
health, the remit of her portfolio and range of communicative,
regulatory, and facilities efforts would be much wider and in
fact enable the constructive engagement of domains that exert
influence over the dimensions of social, commercial and political determinants of health. Second, views of modern government have first embraced, and then transcended neoliberal ‘new
public management’18; the resulting devolution of the primacy
of government roles has made the calls for policy integration
more acute. The contemporary challenge is dealing with the
dynamically networked reality of governing.19 To assign sector-
shaping clout to a ministry (and its top functionary) alone is, in
these contexts, ambitious at best and unrealistic at worst.
A contemporary sector, therefore, can best be defined as ‘an
intricate web of interdependent organisations, individuals and
behaviours, implicitly or explicitly driven by beliefs or assumptions to pursue a set of interconnected ideals, goals and objectives through the variously dispersed and joint control and
allocation of resources.’ This web could be as tight or loose as
the participants in the sector allow it to be.
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of coordinated public policies and found that policy integration
approaches predominantly focus on the alignment and coherence
of the substance of particular policies. A policy can be conceptualised in many ways, but in this context includes the identification of
a social problem, a public sector response and accountability mechanism (eg, a decision by an elected body), their decisions on the
allocation on resources and their (re)distributive mechanisms and
conditions for realising aspirations.34
Another gaze at integration and coordination of sectors,
and the second mechanism in the Trein et al review,33 uses the
moniker JUG and WoG or WG. These approaches hinge on
governments in nation-state and other jurisdictions, and in the
assumed governmentality of social issues. They more deliberately integrate not just horizontally (ie, between sectors or
‘silos’) but also between levels of government (on a scale typically between national and neighbourhood government presence—but for some, particularly in contemporary analyses of
global health, including transnational and international levels35).
The ‘WoG’ approach is one in which public service agencies
work across portfolio boundaries, formally and informally, to
achieve a shared goal and an integrated government response to
particular issues. It aims to achieve policy coherence in order to
improve effectiveness and efficiency. This approach is a response
to departmentalism that focuses not only on policies but also on
programme and project management.’19 36

