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synopsis

Despite widespread enthusiasm for broader participation in 
health policy and programming, little is known about the 
ways in which multi-sector groups address the challenges 
that arise in pursuing this goal. Based on the experience of 
Peru’s National Multi-sector Health Coordinating Body 
(CONAMUSA), this article characterizes these challenges 
and identifies organizational strategies the group has adopted 
to overcome them. Comprising nine government ministries, 
nongovernmental organizations, academia, religious institu-
tions, and international cooperation agencies, CONAMUSA 
has faced three principal challenges: 1) selecting representa-
tives, 2) balancing membership and leadership across sectors, 
and 3) negotiating role transition and conflict. In response, 
the group has instituted a rotation system for formal leader-
ship responsibiliti es, and professionalized management func-
tions; created electoral systems for civil society; and developed 
conflict of interest guidelines. This case study offers lessons 
for other countries trying to configure multi-sector groups, 
and for donors who mandate their creation, tempering un-
bridled idealism toward inclusive participation with a dose of 
healthy realism and practical adaptation.

Calls for broader participation in health policy and 
programming resound throughout the global health 
arena. Efforts to meet this challenge have taken 
various forms. The Health Agenda for the Americas, 
launched in Panama City in June 2007, promotes “so-
cial participation, the opportunity for all of society 
to participate in defining and carrying out public 
health policies and assessing their outcomes” (1). 
Some international donors, such as the Global Fund 
to Fight AIDS, Tuberculosis and Malaria (GFATM), 
and the GAVI Alliance (formerly the Global Alli-
ance for Vaccines and Immunisation), now mandate 
the participation of multi-stakeholder groups in 
health programs as a condition of their funding (2). 
Peru’s National Multi-sector Health Coordinating 
Body (Coordinadora Nacional Multisectorial en Salud, 
CONAMUSA), which comprises nine government 
ministries, nongovernmental organizations (NGOs), 
academia, religious institutions, and international 
cooperation agencies, is another example of greater 
movement toward multi-sector collaboration. While 
the trend toward broader inclusion in health sector 
policy-making and program planning provides a 
great opportunity to expand the participation of non-
health ministries as well as civil society,4 it also raises 
new challenges not confronted by single-sector, state-
governed health programs.

PARTICIPATORY POLICY-MAKING AND 
PLANNING: POTENTIAL BENEFITS AND 
LIMITATIONS

The use of multi-stakeholder groups in decision-
making has been lauded for reasons of effectiveness, 
efficiency, and equity. Involving those most familiar 
with the issues targeted by prospective interventions 
and the local context can lead to more effective project 
designs that better fit community needs and help fa-
cilitate implementation by increasing local support, le-
gitimacy, and transparency, thus improving efficiency 
and long-term sustainability (3–6). Multi-stakeholder 
participation can also lead to greater equity in the 
process of decision-making (7, 8). On the other hand, 
critics argue that focusing on the inclusion of individu-
als in policy-making and programming activities ne-
glects the broader social structure within which these 
types of decisions are made, ignores the costs of their 
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ties and visions around the same issue.”6 The group’s 
role is not to communicate and coordinate separate 
activities of individual members; rather, they are re-
sponsible for tangible outputs requiring joint effort, 
including the development and oversight of country 
grant proposals. In this sense, they could be better 
characterized as a governance body than a coordinat-
ing mechanism.

In terms of financial and policy outcomes, 
CONAMUSA has been extremely productive. The 
group has secured nearly US $140 million in GFATM 
funding, an amount second only to Haiti in all of Latin 
America. CONAMUSA members guided the creation 
of national multi-sector strategic plans for HIV and 
other sexually transmitted infections (STIs) (2007–
2011), and TB (2010–2019). One of the most notable 
achievements is expanded access to HIV treatment: 
four years into the group’s tenure, the Peruvian gov-
ernment began its program of free, universal access to 
highly active antiretroviral therapy (HAART).

To identify CONAMUSA’s organizational chal-
lenges and response strategies, the authors of this 
study conducted semi-structured interviews with 46 
purposively selected key informants: current and 
former members of CONAMUSA and the Executive 
Secretariat, national and regional government offi-
cials, GFATM implementation staff and management, 
and beneficiaries and community activists. Interview-
ees included 21 officials from the public sector, 1 
from an international governmental organization, 12 
from NGOs, 7 from civil society associations, and 5 
members of the community (direct beneficiaries and 
community activists). Interviews were conducted in 
person and lasted approximately one hour. Evalua-
tions and transcripts of the audio-recorded interviews 
were coded according to challenges identified in the 
literature (costs of participation and group power 
dynamics) and new codes were created based on 
additional challenges articulated by CONAMUSA 
members, namely those relating to representation, role 
definition, and conflict. In addition to primary data 
collection, the authors conducted a document review 
of internal and external evaluations of CONAMUSA 
and Peru’s GFATM programs.

Challenges and response strategies

Since its inception, CONAMUSA has faced three 
principal challenges: 1) selecting representatives, 2) bal-
ancing membership and leadership across sectors, and 
3) negotiating role transition and conflict. Table 1 sum-
marizes how each challenge has been manifested and 
the strategies the group has adopted in response, which 
include sharing formal leadership responsibilities, and 
professionalizing management functions; creating elec-
toral systems for civil society; and developing conflict 
of interest guidelines.

participation, and overlooks power dynamics, which 
can replicate inequalities across and within subpopu-
lations. Use of a joint decision-making approach to 
enhance managerial effectiveness has been criticized 
as a means of co-opting empowerment language to 
improve acceptance of externally imposed policies 
rather than effect structural change (9–14). 

Whether enthusiastic or critical, previous re-
search on participatory approaches to policy-making 
and programming is largely theoretical or norma-
tive, offering few examples of how to address the 
costs of expanded participation and confront power 
imbalances in order to reap the potential benefits of 
greater inclusion. While some studies have identi-
fied characteristics associated with “effective” col-
laborations, such as inclusive representation, strong 
leadership, clear communication, transparent opera-
tions, and well-defined responsibilities (15–19), little 
has been published on how to shape organizational 
structures to achieve these abstract goals. The current 
study aimed to help fill this gap, using the experi-
ences of Peru’s multi-sector health coordinating body 
(CONAMUSA) as a case study.5  This article describes 
the three main challenges faced by CONAMUSA—
selecting representatives, balancing membership and 
leadership across sectors, and negotiating role transi-
tion and conflict—and the organizational strategies the 
group adopted to address them.

THE CASE OF CONAMUSA

CONAMUSA was created in 2002 in response 
to feedback on Peru’s first proposal to GFATM, which 
cited the lack of a multi-sector coordinating body 
as a major reason the proposal was not funded. As 
quoted in an early case study of Peru’s country co-
ordinating mechanism (CCM), “On the basis of this 
obligation imposed by the Global Fund, [people from 
multiple sectors] entered into a dialogue that never 
before took place in the writing of a national pro-
posal” (22). Members of the new coordinating entity 
were diverse: high-ranking officials representing nine 
government ministries (Health, Education, Interior, 
Woman and Social Development, Labor, Foreign Re-
lations, Defense, Economy and Finance, and Justice), 
and representatives of NGOs, academia, religious or-
ganizations, international development agencies, and 
associations of individuals affected by and vulnerable 
to HIV, tuberculosis (TB), and malaria. The breadth 
of participation in CONAMUSA is widely considered 
unprecedented in Peru and has created new opportu-
nities for cross-sector dialogue and activities (18, 23, 
24): “The collaborative, multi-sectoral work is quite 
rich because it has enabled awareness of distinct reali-

5	 �This study emerged out of a larger, comparative case study of bilateral 
and multilateral donors in Peru’s health sector that identified vari-
ous patterns in donor–recipient relationships. CONAMUSA was the 
only example of a decision-making structure that formally involved 
government, NGOs, and civil society associations (20). As such, it met 
the defining criteria of a “crucial” case (21), enabling the authors to 
examine the dynamics of multi-sector collaboration over time.

6	� Guevara S, Cisneros R, Burgos H. Sistematización de la experiencia 
de la CONAMUSA [unpublished report]. Lima; 2009.



Buffardi et al. • Lessons from Peru in confronting challenges of multi-sector collaboration� Current topic

Rev Panam Salud Publica 32(3), 2012 	 247

seats to PLWHA, and one each for people living 
with TB and malaria. The disparity in representation 
across the different disease groups reflects the level of 
mobilization among the subpopulations affected by 
each one. Within the context of Peru’s concentrated 
HIV epidemic, there is a diverse set of well-organized 
PLWHA associations. TB affects a greater number of 
individuals, but they are more dispersed and less or-
ganized as a group compared to PLWHA. 

CONAMUSA also allocates one seat to repre-
sent populations most vulnerable to HIV acquisition. 
With just one representative, people in the transgen-
der community, female sex workers, and gay men 
have voiced concerns about the homogenization of 
their unique identities and requested separate repre-
sentation. As one activist explained, “We should have 
a direct voice in CONAMUSA. We don’t need inter-
mediaries because we are not second-class citizens.” 
Others have questioned how to best balance inclusive-
ness with manageability in terms of group size. As one 
person said: “I honestly think we could take a bigger 
step in enabling this participation, . . . but at the same 
time we can’t say yes to everyone.”

While many civil society groups are eager to 
engage in CONAMUSA’s decision-making processes, 
their participation has a cost. For representatives 
whose involvement is not part of full-time employ-
ment, CONAMUSA represents a significant time in-
vestment. Some have noted the challenges of creating 
an entity where all voices are truly considered equal. 
As one interviewee said: “I think some technocrats 
have imagined the participation of populations [af-
fected by/vulnerable to HIV] without contextualizing 
the effective weight of exclusion and vulnerability 
[they face in society]. . . . I think that the difficulties 
or limits of these [multi-sector] projects are in their 
inability to interact with existing social and political 
processes.”

Selecting representatives. While government election 
and appointment processes are well established, no 
analogous mechanisms exist for civil society. CONA-
MUSA’s selection methods varied by group: delega-
tion for government members; election for NGOs and 
representatives of populations affected by HIV, TB, and 
malaria; nomination by assembly for representatives of 
vulnerable populations; and self-expressed interest for 
academic and religious institutions (25).

Smaller organizations have criticized the ten-
dency for more established NGOs and civil society 
associations to be selected as CONAMUSA members 
and GFATM implementing agents, and called for 
more varied representation. As one member noted: “It 
is essential that there be rotation among civil society 
representatives; it is good to give the opportunity to 
new actors.”6 To address these concerns, associations 
of people living with HIV/AIDS (PLWHA) instituted 
a democratic voting process. Through CONAMUSA, 
they created an electoral committee of representatives 
from the Ministry of Health, civil society, and an in-
ternational development agency to oversee a national 
secret ballot election, with 66 accredited PLWHA as-
sociations participating.

Balancing membership and leadership across sectors. 
CONAMUSA was initially led solely by a Chair, who 
from the outset has been the Minister of Health. In 
2008, using GFATM funds, CONAMUSA hired a small 
technical team, headed by an Executive Secretary, to 
handle day-to-day management functions. To balance 
leadership opportunities between state and non-state 
actors, they added a Vice Chair, who must represent 
a different sector than the Chair. CONAMUSA has 
also passed, but to date has not yet instituted, a policy 
whereby the Chair position alternates between sectors. 

To ensure participation from populations af-
fected by each disease, CONAMUSA allocates two 

TABLE 1. Challenges of multi-sector collaboration faced by Peru’s National Multi-sector Health Coordinating Body (Coor-
dinadora Nacional Multisectorial en Salud, CONAMUSA) and corresponding organizational strategies adopted in response, 
Lima, Peru, 2002–2010

Challenges Manifestation in practice Organizational strategies adopted in response

Selecting representatives Dominance of representatives from more 
organized, well-established civil society groups

•	 Instituted formal voting process to elect representative of 
affected populations, rather than decision by assembly

Balancing membership and 
leadership across sectors

Dominance of Ministry of Health relative to 
other government ministries and non-state 
sectors

Allocation of seats by sector and disease

•	 Created Vice Chair position and passed rotation policy to 
alternate Chair position between state and non-state members

•	 Hired full-time Executive Secretary and administrative staff after 
initial years without paid CONAMUSA staff 

•	 Allocated two seats for HIV representatives, one each for 
tuberculosis and malaria

•	 Requested separate representatives for sex workers, gay 
communities, and transgender communities

Negotiating role transition
and conflict

Between oversight and implementation: 
NGO representatives whose organizations 
implement projects 

Between implementation and activism:
civil society representatives

•	 Developed formal conflict of interest policy 
 

•	 Continued advocacy efforts by civil society groups outside of 
CONAMUSA who chose not to serve as CONAMUSA members 
or Global Fund implementing agents
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representatives ensures that the group’s commitment 
to inclusive participation endures beyond the involve-
ment of specific individuals. Similarly, the creation 
of multiyear strategic plans for HIV and other STIs, 
and TB, and the passage of legislation guaranteeing 
access to treatment, codifies CONAMUSA’s work into 
national health policy that will last beyond the tenure 
of a single administration.

The case of CONAMUSA highlights the impor-
tance of mobilization in terms of facilitating civil society 
involvement in multi-sector groups, as shown by the 
difference between active PLWHA and lesbian, gay, bi-
sexual, and transgendered (LGBT) movements and the 
more dispersed, less organized communities of people 
living with TB and malaria. Groups that are well orga-
nized to articulate their interests have been able to influ-
ence both the structure and the agenda of CONAMUSA 
by advocating for specific policy changes, greater lead-
ership opportunities, and greater representation. 

The experience of CONAMUSA also suggests 
that donor-mandated participation can elevate previ-
ously marginalized voices and foster cross-sector inter-
action. The relatively large size of LGBT and PLWHA 
movements in Peru has enabled some groups to engage 
in decision-making and service delivery while others 
maintain an external activist role. However, external 
imposition of multi-sector coalitions in contexts without 
a diverse set of mobilized groups may pose risks to civil 
society’s role as a watchdog or agent of change, and 
may further marginalize these communities by imply-
ing inclusion when it does not truly exist. 

Thus, the level of civil society engagement, which 
varies substantially across the Americas, should de-
termine where this model is applied. In addition, 
when civil society is formally involved in multi-sector 
decision-making, selection of its representatives should 
be determined by the group’s mandate. For example, if 
the aim is to expand inclusion of populations affected 
by specific diseases, civil society representatives should 
be drawn from subpopulations vulnerable to and living 
with those diseases, as is the case with CONAMUSA. If 
the aim is to expand geographic diversity, representa-
tives should reside outside of the capitol city. Subpopu-
lations should be specifically named (e.g., PLWHA) 
and represented separately rather than through one 
member deemed representative of multiple groups.

It is important to note that in the case of 
CONAMUSA, these organizational strategies arose 
within the context of an enormous external financial 
incentive, sustained economic growth, and the support 
of the six Ministers of Health who have served during 
the group’s tenure. In addition, while CONAMUSA’s  
agenda and structure have been driven by the mem-
bers themselves, the opportunity for cross-sector 
decision-making would not likely have existed with-
out the donor requirement. This observation suggests 
that the engagement of more powerful actors—gov-
ernment in the case of CONAMUSA—may require 
strong external incentives. Moving forward, one of 
CONAMUSA’s greatest challenges will be sustaining 
the group when external funding declines.

Negotiating role transition and conflict. To meet 
CONAMUSA’s requirements for multi-sector rep-
resentation, its members often serve in multiple ca-
pacities and thus experience conflict in terms of their 
roles in oversight, implementation, and activism. For 
example, several CONAMUSA members work for 
NGOs and civil society associations that are imple-
menting GFATM projects. Some civil society associa-
tions have also experienced mission conflict as their 
relationship with the state has shifted from activist 
to partner. As one member explained: “When there 
weren’t any multi-sector [processes], people needed 
to stand outside the Ministry’s door banging pots and 
making noise so they would know that we had needs 
and they needed to make a change. . . . Now, as they 
say, this [activism] has been lost . . . because we are 
too immersed in the process. . . . I understand it is im-
portant to be in decision-making [groups] . . . but civil 
society must also exercise its role as watchdog. . . . I 
think it is important to do both things; what we have 
to strengthen is the demarcation [between roles].”

In addition, as observed in various research 
assessments, some civil society organizations have 
experienced a loss of social capital resulting from role 
conflict and competition for funding (23, 26). Some 
groups have chosen not to participate in CONAMUSA 
or GFATM implementation activities to preserve the 
integrity of their external advocacy role. 

To address these problems, CONAMUSA has 
developed a conflict of interest guide that stipu-
lates that its members cannot work for organizations 
implementing GFATM projects. While this policy 
helps prevent conflict of interest by delineating roles 
more clearly, it also prevents potential members with 
considerable expertise from participating. In addition 
to formal regulations, reducing conflicts of interest 
requires self-awareness on the part of the members. As 
one member noted: “For myself, I am clear that each 
time we address a topic that involves my organization, 
I don’t participate.”

LESSONS LEARNED

The case of CONAMUSA provides evidence 
that broadening participation can expand access to 
decision-making processes and health care, particu-
larly for stigmatized populations. At the same time, 
configuring representative and balanced participation 
of multi-sector coalitions is complex and poses dis-
proportionate costs of time and potential role conflict 
for civil society members. The CONAMUSA case also 
offers two key lessons for groups aiming to expand 
participation: the importance of institutionalizing par-
ticipation mechanisms and health policy reforms, and 
the influence of civil society mobilization.

To foster the division of power, CONAMUSA 
modified its organizational structure to include a 
Vice Chair, revised membership eligibility to protect 
against conflicts of interest, and created electoral 
systems for civil society. The institutionalization of 
these mechanisms to balance leadership and select 
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sinopsis

Hacia una mayor inclusión: enseñanzas del 
Perú para afrontar los retos de la colaboración 
multisectorial

A pesar del entusiasmo generalizado por la mayor par-
ticipación en las políticas y programas sanitarios, poco se 
sabe sobre las formas de afrontar los retos que se plantean 
en la consecución de este objetivo por parte de los grupos 
multisectoriales. Este artículo parte de la experiencia de la 
Coordinadora Nacional Multisectorial en Salud del Perú 
(CONAMUSA) para caracterizar dichos retos e identificar 
las estrategias de organización que ha adoptado el grupo a 
fin de superarlos. CONAMUSA, formada por nueve minis-
terios del gobierno, organizaciones no gubernamentales, ins
tituciones académicas, organizaciones religiosas y agencias 
de cooperación internacional, se ha enfrentado con tres retos 
fundamentales: 1) elegir a los representantes, 2) encontrar 
el equilibrio entre la representación de los miembros y el 
liderazgo en los distintos sectores y 3) negociar el cambio de 
roles y los conflictos. Para responder a estos retos el grupo 
ha establecido un sistema rotatorio para las responsabili-
dades formales de liderazgo y ha profesionalizado las fun-
ciones de gestión, se han creado sistemas electorales para la 
sociedad civil  y se han elaborado pautas para los conflictos 
de intereses. Este estudio de casos aporta lecciones para otros 
países que estén tratando de configurar grupos multisecto-
riales, así como para los organismos de ayuda que dirigen su 
creación, suavizando los idealismos extremos con una dosis 
de realismo saludable y de adaptación práctica para lograr 
una participación inclusiva. 

Palabras clave: participación social; políticas, plani-
ficación y administración en salud; organizaciones no 
gubernamentales; sector público; liderazgo; Perú.

Conclusion

The CONAMUSA case illustrates the dual ben-
efits and complexities of a participatory approach as 
a new decision-making model in the health sector. 
It provides evidence that conditions may make this 
model more feasible, and specific operational strate-
gies and broader lessons regarding the institutional-
ization of practices. For other countries trying to con-
figure multi-sector groups, and donors who mandate 
their creation, the CONAMUSA experience helps to 
temper the often unbridled idealism toward inclusive 
participation with a dose of healthy realism and prac-
tical adaptation.
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