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Abstract
Collaborations, comprising organisations from a diverse range of sectors, are often perceived as being
well-placed to tackle persistent health inequalities, but often fail due to a myriad of reasons including
political, organizational and cultural barriers. This paper explores issues in relation to the formation of a
multi-sector collaboration in one geographic area in the UK, working under the banner of the Health
Determinants Research Collaboration (HDRC) – a programme which seeks to further understand health
determinants and to improve health outcomes in communities. Through qualitative interviews with
eleven of the constituents of the collaboration, the data demonstrated a clear and shared vision for the
collaboration and a neat ‘dovetailing’ of skill-sets related to community brokerage; academic rigour; and
statutory legitimacy. While the collaboration under focus here was in its infancy, cultural and practical
tensions in ways of working; pace of working; and philosophy were predicted to emerge and required
careful monitoring to ensure intended outcomes were not derailed.

Introduction
Complex health and social issues are rarely addressed sufficiently by a single organisation, department
or sector [1]. Indeed, individuals or sectors working alone will often achieve inferior outcomes to those
working together [2]. Politicians, therefore, often see collaboration and partnership as a ‘panacea’ for
tackling complex health and social problems [3]. Notwithstanding, the size, scale and scope of
partnerships designed to improve population health are heterogenous [4]. Some have suggested a
typology of partnerships which show varying levels of engagement and interaction between
organisations, including: networking; co-operation; co-ordination; coalition; and full collaboration [5].

The determinants of health are multifaceted for individuals and communities, pertaining to a range of
issues such as: poverty; education; infrastructure and material resources; and housing [6]. UK
government policy has consistently recognised that health differs by social groups and the previous
administration proposed ‘levelling up’ parts of the country [7]. Addressing the root causes of health
inequalities is rarely found in ‘traditional’ health services – such as hospitals and primary care [8], but
demand work across various sectors and partners (local government, transport, voluntary and
community sector, academia). Given the multifaceted factors influencing health inequalities,
collaborative ways of working across sectoral boundaries seems a useful diagnosis to reversing poor
health outcomes in certain communities. Indeed, most health issues are cross-sectoral in nature and
embrace multiple policy arenas, organizations and professional groups [9]. These ways of working draw
heavily on the notion of intersectoral collaboration, defined as:

“a recognised relationship between part or parts of different sectors of society which has been formed to
take actions on an issue to achieve health outcomes or intermediate health outcomes in a way which is
more effective, efficient or sustainable than might be achieved by the health sector acting alone.” [10 3]

While not understating recent understanding of the benefits of intersectoral collaboration to improve
health outcomes during the Covid-19 pandemic [11], evidence shows a concerning trend that
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intersectoral collaboration to improve health has offered, at best, mixed results [12]. Indeed, some
communities are not seeing improved health outcomes and, in some cases, inequalities between
communities are growing in relation to life expectancy and morbidity [13]. Outcome evaluations have
proved useful in increasing understanding of what works to tackle health inequalities [6] but fewer
studies have provided an operational blueprint for partnerships or illuminated the processes
underpinning success or failure in these collaborations [4, 14, 15]. In addition, where the literature has
paid attention to process issues relating to intersectoral collaboration for improved health the focus has
often been on health and social care partnerships, with less attention paid to partnerships addressing
the social determinants of health [16].

A scoping review of international literature synthesised nine key components necessary for positive
partnership processes in promoting health [17]. These included: aligned vision and goals between
partner constituents; broad participation from a range of stakeholders; clear leadership; communication
within the partnership and external messaging about the partnership; clear role structure and
accountability; a balance of partner resources; creating a harmony between maintaining the partnership
and ‘producing’ as a partnership; being mindful of the external context and how this can impact on the
partnership; and evaluation of the partnership and its functions. Overlap with these nine components
was observed in a recent study which sought to examine ten health promotion partnerships. The study
identified the criticality of a shared mission to identify a common purpose and aligned partner-interests
which would enable meaningful action [18].

Despite evidence showing the key ingredients for collaboration success, it also highlights why some
collaborations fail to achieve their intended mission. In reality, partnerships are hard work to establish
and maintain [19] and can be costly to sustain and establish [16]. Partnerships can fail because of “deep-
rooted political, organizational and cultural barriers” [15, p.126] they also usually have limited ways to
measure and evaluate progress [2], so objectively understanding why partnerships fail can be difficult to
fully understand. Hubley et al. [20] suggests that partnerships in health promotion face challenges
because of differing concepts of health promotion; values; visions and aims; and issues whereby smaller
organizations get marginalised or ‘pushed out’ by larger ones.

Within the United Kingdom, the Health Determinants Research Collaboration (HDRC) is a programme
which seeks to increase research capacity and capability within local government to understand health
determinants and to improve health outcomes in communities [21]. This is not the first national attempt
to address inequalities in the UK, with several policy initiatives and delivery mechanisms established to
lessen poor health for communities [15]. The HDRC programme supports a number of local authorities
who work with academic partners; voluntary and community sector organisations; decision-makers; and
citizens to better understand health influences and to create conditions that will lead to improved health
outcomes [22]. This paper focuses on the early implementation of the HDRC programme in one
geographical area as well as the collaborative relationship developed prior to receiving funding and
during the bid writing phase. There is a range of semantics related to collaboration and partnership
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working that will not be rehearsed here [3]; however, it is worth noting the collaboration had clear
contractual and financial stipulations bounding the actors and would encompass the following definition:

“a cross-sector, inter-organizational group, working together under some form of recognized governance,
towards common goals which would be extremely difficult, if not impossible, to achieve if tackled by any
single organization.” [3 212]

In order to advance further understanding of the issues related to partnership working for the social
determinants of health and in addressing some of the short-comings in the evidence-base, the data
collection informing the paper had several key objectives, these were:

1. To explore the initial expectations of constituents working in a multi-sector collaboration.
2. To identify the facilitating and enabling factors which lead to successful collaboration between the

statutory sector, voluntary sector and academic partners in addressing health inequalities.
3. To explore cultural differences in working practices between collaborators.

Methodology
Qualitative approaches were deemed to align consistently to the objectives of the study by enabling
elucidation of the mechanisms of success and failure within the partnership. To facilitate this, semi-
structured interviews with key partnership constituents were used to gather data with the rationale being
that they enabled participants the opportunity to talk in detail and depth about their unique experiences
in a confidential manner [23]. Data gathering was undertaken by two Research Assistants who were
outside of the collaboration.

Sampling was critical to enable a broad-based understanding of the partnership, both in its inception (i.e.
bid writing) and early execution of the collaboration post-funding success. Purposive sampling was used
to gain in-depth understanding from participants best placed to provide insights into the programme
[24]. It was critical to gain the perspectives of those working across a range of sectors in the
programme. Eleven people were interviewed using a semi-structured interview schedule – participants
represented a range of sectors including those working in local government; the voluntary and
community sector; an elected political member; and academics. The interview schedule covered the
expectations of working in a multi-sector collaboration; early successes and challenges; the benefits and
barriers of working across sectors; and how sustainability of the collaboration can be maintained.

All interviews were undertaken via MS Teams and transcriptions generated through the software were
checked for accuracy and to aid familiarisation. Three researchers independently coded an initial
selection of transcripts to collaboratively develop a coding framework that could be consistently applied
across the entire dataset. Codes were agreed and discrepancies discussed and resolved through
discussion. Following recognised methods of thematic analysis [25], once coding had been undertaken
across the data a process of thematic organisation and sorting took place. This involved aggregating



Page 5/13

codes of similarity to form more coherent themes and conversely disaggregating codes which were too
broad and unspecific.

Findings
This section presents five thematic areas deriving from interview analysis. Verbatim quotations have
been used for illustrative purposes, but anonymised to protect participants’ anonymity.

Dovetailing of skills
The strength that collaborative working can bring to tackling complex issues was a highly-salient issue
across all of the data set. The notion that collaboration brings strength by offering a more holistic skill-
set and network to tackle issues relating to health inequalities was unanimously noted. Each constituent
recognised the assets of their own organisation, but also were frank about their weaknesses and deficits
in addressing health inequalities. Those participants representing the local authority highlighted the
strengths they bring as statutory providers and the responsibilities they have as an organisation to
address public health. Conversely, there was broad acknowledgement that the organisation’s links with
communities could be stronger and moreover the best way to address this was through VCS providers
who had established and trusted relationships with a myriad of communities:

“I think for me there's a credibility with the third sector that we [the local authority] wouldn't otherwise
have. So, actually, if we want to talk to our residents and communities, the VCS are the people that do
that day in, day out.” (Participant 1, local authority)

Despite the VCS being lauded for their expertise in working with and alongside communities, these
participants too recognised their limitations around generating, analysing, interpreting and optimising
research evidence and sometimes having the political levers to make meaningful change. That said, this
was compensated through academic and local authority partners being able to address this potential
void:

“I guess one of our strap lines at [VCS organisation], unofficially, is that we are good at what we do, but
we can’t do everything, and we are only a part of the jigsaw.” (Participant 4, VCS)

Overall participants were expecting to continue to learn from each other and find ways to ‘dovetail’ to
maximise impact. They further recognised where the strengths and weaknesses of the constituents of
the collaboration could be overlayed to ensure competence and expertise in strategic and operational
delivery:

“I think the benefit that it brings is everybody can learn from each other. I am a big believer in people have
expertise, knowledge, skills, and experience in their own fields, and I think by bringing people together
from VCS, academia, and local authorities that everybody learns something from each other.”
(Participant 3, local authority)
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Organisational history
It was suggested that a key element of potential success in the current collaboration was a previous
track-record in working together and the organisational histories between constituent organisations. In
this particular context, VCS colleagues had worked previously with the local authority and moreover the
academic partners had previously had successful research bids and papers with the local authority.
These past relationships provided some levels of confidence that future endeavours would be
successful:

“You know we have risen to the challenge and because we've worked collaboratively over the last four or
five years, we're open to challenge and scrutiny…So, I think we work very well together in that regard”.
(Participant 7, elected member)

There were, however, also examples where the organisational past could act as barrier for effective
collaborative working and that some historical issues may have a deleterious impact in the short-term
establishment of the group:

“Our VCS partners, they don't always like the Council. They've got some very understandable gripes about
the council, particularly when we come in and tell them what to do.” (Participant 1, local authority)

Embracing and reconciling cultural differences
There was a consistent view that each collaborative partner brought different cultural norms and
practices which often were contrasting. Some of these differences surrounded timeframes for the
delivery of activities relating to the collaboration and others on more practical issues, such as
differences in renumeration and annual leave allowance. In terms of the former, each of the different
sectors represented commented on how other organisations worked at differing speeds. Academia was
often perceived to take too much time to deliver and that this caused difficulties in the local authority
where often insight and findings were required quickly for decision-making:

“I think there is a different language between academia and the local authority, and the third sector and I
think critically, there's often a difference in time scales, so I think academia, all the wheels turn quite
slowly, and as I was saying it, you can perfectly well accept, can't you, that you start a research project
and it might take two or three years and then you see some results at the end of it. Local authorities, I
think, are used to and want to make decisions potentially quite quickly… ‘can you tell us about the
research evidence relating to this particular decision, and it is going to cabinet in six weeks’ time’.”
(Participant 1, local authority)

The pace of delivery for the VCS however was suggested to be in stark contrast with a propensity to
deliver quickly and achieve results. This, perhaps, is due to funding stipulations in the third sector
traditionally being short-term and premised on expedient delivery and outcome success:
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“In the third sector, partners at the moment seem to want to rush and get everything done yesterday
because that's what they are used to….’Now get things done!’ so you know, it is different ways of working,
and how people, well what people are used to, which I guess relates to culture and practice.” (Participant
2, local authority)

“I think some members of the partnership maybe feel a little bit uncomfortable with the fact that we
aren’t doing a lot of delivery and their instinct is to move into the delivery, whereas I think the right thing
to do is take the time, as I said, to really plan what we are going to do and get that shared understanding”
(Participant 6, Academia)

A number of participants recognised that these differences in working speed and delivery could be
potentially problematic as the collaboration matures:

“I think that a few tensions and conflicts are bubbling because people work differently, but I wouldn't put
it as strong as conflict because I think we're still working it through. But we need to be careful that they
don't become bigger issues than they need to be if that makes sense.” (Participant 4, local authority)

Operating in a political context
A discourse of shared power and collective decision-making was commonplace across the constituents:

“So I think a really important thing about this project is around kind of parity of esteem. Often, when
universities work with local authorities and when volunteer organisations work with the local authorities,
it’s on a contractual basis. So, the power, the direction, and the control sits with the local authority,
whereas because this is funded through a grant and everyone is partners on the grant, even though the
grant sits with the local authority, it feels like the meeting of equals and the power has been shared
relatively equally, and no one’s voice is more important than the others and I think that could be a really
important step change, in those types of relationships. It could provide a model for how we work
collaboratively in the future.” (Participant 6, Academia)

Notwithstanding, the local authority were the lead organisation for the HDRC. This meant that other
organisations needed to operate and understand the political nuances of local government and conform
to the restrictions and limitations of working in this environment:

“The difficulty we have got as a local authority are the restrictions that come with that and we are a
politically guided organisation, whereas universities and other partner organisations, such as health,
volunteering, community sector, they have not got all that, I'm not going to say bureaucracy, but they've
not got all those restrictions, so it will be interesting to see how can we remove them, by hearing other
people's views and opinions and how they operate and their processes”. (Participant 2, local authority)

All organisations had elements of internal-flux, but with a focus on tackling health inequalities through
local government decision-making it was clear that policy-cycles and political timing was going to be an
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issue to consider for the collaboration. This both offered clear opportunities for advancing policy
decisions, but also some constraints in managing political turnover and electoral successions:

“There will be at least two local elections during the time of this project, which means the elected
members changing and people’s recollections changing and things. So, I think that could be a challenge
as well. I think that could be a really frustrating component of it as well. We'll be getting the elected
members on board keeping them on board and getting them to appointment at the end of the project.
They are using evidence and research in ways that they weren’t doing previously.” (Participant 6,
Academia)

Expectation of outcomes
The data demonstrated a cohesive vision of the collaboration from all associated members and, in short,
that was to improve lives for individuals and communities in the area. Nonetheless, this was viewed
through a slightly different lens for each of the stakeholder groups. The VCS partners described the
ability to eventually have programmes to deliver in communities that were more finely attuned to people’s
wants and needs and to continue to establish a firm and long-standing partnership with the local
authority:

“Our aspirations are that we will get good quality information to help us deliver services that support
people…which will then obviously help them in the long term in terms of health, wellbeing, their own
aspirations.” (Participant 4, VCS)

Local authority partners emphasised long-term sustainability of research funding and the increased
capacity and capability of their workforce to utilise research – this would also extend to elected decision-
makers who, in turn, would make better evidence-informed decisions about the population they serve:

“I'd like us to see that we are generating our own research, where there are gaps, and we are using the
research that other people are doing. We're feeding that into our decision-making processes and
because of that, we're making better decisions and things are changing, or at least we have the potential
for change. So on a very, very simple two-sentence level, we are getting the evidence, we're feeding the
evidence into decision-making processes and that is then translating into better decisions, policies and
action.” (Participant 1, local authority)

Academic partners stressed the importance of re-configuring perceptions of research in the local
authority and particularly with VCS organisations. With the expectation that research was not to be
‘feared’ or seen as something that is exclusively done by those in academia. Academics also noted the
need to publish and disseminate research to show academic and societal impact.

Discussion
Tackling health inequalities is complex and requires a wide-range of stakeholders working across
multiple sectors to influence change [1]. Working in these ways, however, is challenging and many
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collaborations fail to achieve the desired outcomes. This paper sought to understand process issues in a
collaboration seeking to reduce health inequalities in a geographical region in the UK – such a
contribution can inform future interventions and learning to enhance the likelihood of success. This
study gathered the experiences of participants involved in the early set up of an HDRC – a programme
which is centred around local government research capacity and development to understand health
determinants and to improve health outcomes in communities (Hampshaw et al., 2024). Drawing on a
range of constituents from different sectors in the collaboration, the study used qualitative approaches
to explore expectations of working collaboratively and, overall, to explore how the initial working period
had been perceived by participants.

The central understanding that the collaboration was seeking to address health inequalities was firmly
understood by all participants and this shared vision offered a useful anchor for establishing shared
comprehension of the work. Partnerships and collaborations have been seen as a panacea for tackling
health inequalities and often regarded as providing a feel good factor through doing things differently
[26]. They are, however, difficult and can fail [19]. While there was no evidence of failure in the
collaboration under study, there were clear cultural differences between organisations which had the
potential to manifest and hinder productive working. Differences in approach could be demonstrated in
very practical ways – differences in annual leave entitlement amongst key individuals – but also in the
pace of decision-making. On the latter point, the VCS was regarded as wanting to work more expediently
than other partners and deliver early. This is unsurprising given the general trend for third-sector
providers to be commissioned on short-term funding arrangements and achieving objective measures of
success [27]. While some of these issues had begun to be apparent, it was clear that in the early phases
of the collaboration they had not proved problematic. That said, other HDRC collaborations have
suggested the necessity to align expectations and address cultural variances in the first year of the
partnership; with this work considered a delicate process [28]. In terms of cultural difference, small and
practical issues matter [26]. Differences in annual leave entitlement and working conditions are rarely
discussed but can potentially manifest into challenging conversations if left unaddressed. However, the
HDRC funding programme has significant longevity and it is apparent from other studies that issues can
be reconciled within the timeframe [29].

The notion that the collaboration offered distinct benefits, with each organisation compensating for each
other’s limitations was also apparent in the data. Other HDRCs have reported how learning from
strengths within the team is critical in forming a strong partnership and understanding [29]. Recognising
individual and organisational assets within collaborations seems an important first-stage in any
collaborative endeavour. There is little empirical evidence currently about the VCS and their partnerships
and relationships with other sectors, but in this study the VCS were regarded as an antidote to the more
rigid and often bureaucratic statutory sector and seen as a trusted conduit to facilitate community
access. Such characterisations of the VCS are not unusual in supporting the delivery of health
interventions to disadvantaged communities [30]. Notwithstanding, the VCS themselves recognised
limitations in capability and capacity for research and in identifying and implementing evidence-based
interventions [30].
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Effective policy-making is one of the key resources in improving public health, reducing health
inequalities and fostering supportive environments [1, 31]. However, policy decisions can frequently be
underpinned by political timeliness (based on perceived short-term opportunities and political
preferences) or mandates from central government, rather than credible research evidence [31]. It was
apparent that working in a political context would be essential for all of the collaborative partners given
the focus on local government [32]. The notion of political timeliness was key and how this could contest
research processes which could be slower to respond to immediate need [33]. University partners were
seen to offer rigour in research and evaluation processes, but some concerns were raised about the
timeframe for achieving this which might contest the pace of delivery required by local government. This
is a tension that is becoming relatively well-recognised with research often regarded as a ‘luxury’ in local
government and not embedded in daily practice. [29, 33].

The study provides some insight into processes of a collaboration working toward reducing health
inequalities, but it is clear that such partnerships are dynamic and evolving. The cross-sectional
qualitative design offered distinct benefits in providing timely assessment of the collaboration’s working
practices and to provide feedback to develop the cohesiveness of partners. It is anticipated that this will
provide a foundation for future longitudinal exploration of the collaboration’s maturity.

Conclusions
This paper sought to explore the initial expectations of constituents working in a multi-sector
collaboration seeking to address health inequalities through the HDRC programme. Reflecting and
learning on the process of bringing sectors together is an important, but often overlooked, area.

Subscribing to a ‘shared vision’ is a long-standing trope in collaborative working and one which is indeed
critical for success [6]. While all partners had a slight difference in their ‘road map’ for success the
shared endpoint was apparent and clear – to reduce health inequalities. Partners had distinct strengths
which, when brought together, provided an holistic package that had the potential to effectively navigate
the complex and wicked challenges posed by entrenched health inequalities. That said, tensions could
potentially emanate between the constituents due to differing ways of working and accepted cultural
norms. It is not unusual though for these tensions to be apparent in collaborative working, especially
when bringing diverse sectors together [29]. There is a danger of “partnership working as a panacea and
imbuing it with overly ambitious aspirations” [26: 821]. This particular HDRC remains in its formative
stages and requires maturity in order to harness and maximise potential. Nonetheless the opportunity to
dovetail skills and attributes of people and organisations to address health inequalities has great
potential to improve population and community health.
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