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Abstract

Introduction: Collaboration in primary health care is rec-

ommended to achieve global health goals. Public‐private
partnerships (PPP) are one means of collaboration. Our

study examined collaboration in a case study PPP for pri-

mary health care in Western Province, Papua New

Guinea (PNG).

Methods: Interviews with key informants involved in the

PPP were conducted and key programme documents were

reviewed. Data were coded and deductively analysed using

the collaborative governance model developed by Emer-

son, Nabatchi and Balogh.

Results: The key features of the case study PPP that were

highlighted by the collaborative governance model were:

identification of partners, trust, procedural arrangements,

and leadership.

Discussion:We identified four lessons of significance in the

practical establishment and implementation of a partner-

ship in a complex and challenging setting such as PNG: the

need to (i) prioritise in‐person collaboration and commu-
nication, (ii) engage dynamic individuals to lead the
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partnership, (iii) encourage relationships across all sectors

and actors, and (iv) remain flexible and adapt to local cul-

tural and context.

Conclusion: Collaborative governance offers a practical

framework to understand, assess and strengthen collabo-

ration in multi‐stakeholder partnerships in the health

sector.

K E YWORD S

collaboration, collaborative governance, Papua New Guinea,
partnership, primary health care, public‐private partnership

Highlights

� Collaboration through public‐private partnerships (PPP)
� Key features of the case study PPP that were highlighted by the

collaborative governance model were: identification of partners,

trust, procedural arrangements, and leadership.

� The practical establishment and implementation of a partner-

ship in a complex and challenging setting such as PNG: the need

to (i) prioritise in‐person collaboration and communication, (ii)
engage dynamic individuals to lead the partnership, (iii)

encourage relationships across all sectors and actors, and (iv)

remain flexible and adapt to local cultural and context.

� The collaborative governance model offers a practical frame-

work to understand, assess and strengthen collaboration in

multi‐stakeholder partnerships in the health sector.

1 | INTRODUCTION

Collaboration in primary health care is recommended for achieving health‐related Sustainable Development
Goals.1–3 One example of effective collaboration in the health sector is public‐private partnerships (PPP), in which
public and private sector organisations work together with shared objectives, efforts, and benefits.4 PPP partners

bring differing values, resources, and expectations, and while divergences can add value to collaboration,5,6

effective partnerships require coordination and balance.2,7,8 Robust and effective governance mechanisms foster

this through mediation, facilitation, and negotiation between partners.2,9

Health system governance is defined by the WHO as ‘ensuring strategic policy frameworks exist and are

combined with effective oversight, coalition‐building, the provision of appropriate regulations and incentives,
attention to system‐design, and accountability’.10 Other definitions of governance incorporate structures, over-
sight, accountability, systems, processes, rules, and relationships.11–13 There are many approaches to governance.

One framework applicable to primary health care PPPs is ‘collaborative governance.’ While there are several

definitions of collaborative governance, the core elements overlap: that it is used to inform and guide multi‐
stakeholder engagement for decision‐making for complex issues.14 For the purpose of this paper we adopt
Emerson, Nabatchi and Balogh's definition of collaborative governance which is ‘the processes and structures of
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public policy decision making and management that engage people across the boundaries of public agencies, levels

of government and/or the public, private and civic spheres to carry out a public purpose that could not otherwise be

accomplished’.15

In the health sector, the collaborative governance model has been applied in low‐ and middle‐income coun-
tries,9,16 highlighting strengths and challenges of adopting the model,9,14,16 including that collaborative governance

can be resource‐intensive and difficult to implement when resources are scarce.9,16 There is also a call for further
research and more examples of the approach.16

There are few examples of collaborative governance from the Pacific region. Exceptions include McNaught

et al.17 who examined local collaborative governance practices related to climate and disaster resilient develop-

ment in multiple Pacific Island countries finding that applying and practising collaborative governance is highly

culturally and context dependent; and Eldridge et al.18 who explored collaborative governance in the higher ed-

ucation sector in Papua New Guinea (PNG) and concluded that specific cultural, social, historical, political, and

economic circumstances are likely to present challenges to introducing collaborative governance approaches.

To the best of our knowledge, these studies are the only concerning the application of the collaborative

governance approach in the Pacific region. Because collaborations are recommended in the health sector, we

wanted to understand what practical lessons could be learnt from the collaborative governance approach to

improve collaboration in primary health care. To achieve this, we applied Emerson et al.’s15 model of collaborative

governance to a case study PPP for primary health care in PNG.

2 | METHODS

2.1 | Setting

A PPP for primary health care was implemented through two programmes in the three districts in Western

Province, PNG from 2009 to 2018. From 2009 the PPP implemented one programme in North Fly District, with a

second programme in Middle Fly and South Fly Districts commencing in 2013. The programmes then merged in

2016 to operate as a single programme. The aim of the partnership was to strengthen primary health care services

in the programme catchment area,19 which was estimated to account for 59% of the total Western Province

population (~315,200).19,20 Health services provided through the partnership included maternal and child health,

and communicable disease prevention and control. In addition, strengthening health care enablers such as infra-

structure and assets, health worker training, and medical supply chain was a component of the partnership.21

Western Province has the country's largest area and most dispersed population. At the time of implementation,

there was one road outside townships in the province, a 137 km gravel road from the mining town of Tabubil in the

north to the port in Kiunga; two further roads on the mainland were being planned. Given the extremely limited

roads, communities rely on river transport in motorised dinghies and traditional canoes, flights on commercial and

charter airlines, and walking to commute.

The five core partners of the partnership were locally operating government and faith‐based health service
organisations, Ok Tedi Mining Limited (Ok Tedi) as the funding partner, and Abt Global as the contracted imple-

menting partner.19 The programme was designed by Abt Global (at that time known as JTA International) with

partnership and coordination as key elements, and with a governance structure in place. Monitoring and evaluation

was conducted throughout the implementation of the partnership, including a baseline assessment in 2009 and

mid‐term reviews in 2011 and 2014 for the programme in North Fly district; while for the programme in the Middle
and South Fly districts, a baseline was undertaken in 2013 and mid‐term review in 2015. An endline evaluation of

the combined programmes was conducted in 2018.
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2.2 | Conceptual framework

Collaborative governance stems from public administration16,22,23 and there are various models of collaborative

governance, each with a different focus. In their seminal paper, Ansell and Gash limit collaborative governance to

formal partnerships that are government initiated.15,24 In contrast, the Emerson et al.15 model provides a broad

definition that offers wider applicability.

The Emerson et al.15 model is layered and firmly places governance concepts and mechanisms within the

broader context and system of operation. The model identifies drivers and actions, and the three dynamics at play

in between. The layers of the model can be examined independently. In this study, we focused on the three

collaboration dynamics in the model: principled engagement, shared motivation, and capacity for joint action. These

dynamics are interlinked components that lead to action towards the shared goals of the collaboration or part-

nership. The features of each dynamic are summarised in Table 1.

2.3 | Data collection

Data collection for the study comprised semi‐structured interviews with representatives of organisations in the
partnership and a review of various programme documents. The interviews were conducted in 2018 during an

endline evaluation of the programme. Participants were purposefully selected based on their roles. Interviews were

audio recorded and transcribed verbatim. The document review included design, planning, and partnership docu-

ments, and partnership monitoring or evaluation reports. Interviews were conducted by AO and the document

review was conducted by GD.

2.4 | Data analysis

The interview transcripts and documents were analysed deductively, where data were coded and extracted ac-

cording to the three collaboration dynamics components25,26 of the Emerson et al.15 model mentioned above.

Extracted data were recorded in Microsoft Excel.27 In addition, transcripts and documents were coded inductively

to identify and capture emergent concepts. Analysis was led by GD with input provided by other authors.

3 | RESULTS

Twenty key informants representing partner organisations (Table 2) participated in 18 semi‐structured interviews,
and 19 programme documents were reviewed. The reviewed documents included programme design (n = 2),

baseline assessments (n = 2), mid‐term reviews (n = 3), endline evaluation (n = 1), annual reports (n = 8), transition
plan (n = 1), and the partnership charter (n = 2). The results are presented according to the three collaboration

dynamics from the Emerson et al.15 model.

TAB L E 1 Features of collaboration dynamics in the case study.

Collaboration dynamic Element of focus Features of note in this study

Principled engagement Behavioural Who are the partners, are they the right partners?

Shared motivation Interpersonal Trust, levels of engagement

Capacity for joint action Functional Institutional arrangements, leadership
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4 | COLLABORATION DYNAMIC: PRINCIPLED ENGAGEMENT

In the Emerson et al. model, principled engagement is concerned with behavioural elements of collaborative

governance.15 The authors explain that a central issue in principled engagement is ‘Who the participants are and

who they represent’.15

In the design documents for each programme, the proposed partners were identified as provincial and district

health services, district administration, faith‐based health services, Abt Global, and Ok Tedi Mining Limited.21,28

These partners were documented in the programme charter in 2009, and again in the updated charter in 2014

when the second programme commenced.21 The programme designs and partnership charters allowed for addi-

tional partners to join the programme, which occurred and was reflected in the updated charter, and the endline

evaluation report. The new partners were other district health services, non‐government, and faith‐based health
services.

Overwhelmingly, interviewees felt that the right partners were involved in the partnership, and further, that

Abt Global was the most suitable implementation partner. This was because Abt worked within government plans

rather than establishing new systems and processes, which was seen as ‘fitting in’; and because interviewees

considered that Abt had experience in PNG and had a commitment to making the partnership work. One Abt

interviewee recalled that the concept of partnership was new and the partnership posed a threat to the local health

service organisations due to changes in Ok Tedi's funding to health services. This view was supported by another

interviewee, with the qualification that perceptions changed over time; ‘Some partners felt Abt were not the right

people to coordinate activities, so they didn't engage. That changed when they saw things start to happen’ (Abt

Global representative).

Interviewees' perspectives differed about whether all possible stakeholders were involved in the PPP during its

implementation. Those who believed that there were stakeholders missing named two health service organisations

working in Western Province, and others identified that more than 28 organisations attended the final partnership

meeting in 2018, yet the majority had not been part of the partnership. Interviewees did not identify other funding

donors that could have joined the partnerships, despite significant aid funding from multilateral or bilateral part-

ners channelled into Western Province.

TAB L E 2 Interview participant demographics.

Characteristic % (number of participants) n = 20

Sex

Female 30% (6)

Male 70% (14)

Nationality

Papua New Guinean 80% (16)

Non‐Papua New Guinean 20% (4)

Employee/organisation affiliation

Provincial government administration 15% (3)

Government health service 10% (2)

Faith‐based health service 25% (5)

Ok Tedi 20% (4)

Abt Global 30% (6)
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5 | COLLABORATION DYNAMIC: SHARED MOTIVATION

Shared motivation in the Emerson et al. model is focused on elements such as mutual trust, mutual understanding,

internal legitimacy, and shared commitment.15 Of these, trust was the most prominent element found in our

analysis.

Overall, interviewees said there was trust within the partnership; this trust was among organisations, between

organisations and communities, and trust in the implementation partner to do the job. ‘We trust each other. We see

they know what they're doing here, so we feel they can do it’ (Faith‐based partner). This was the sentiment at the
conclusion of 10 years of partnership; some partner organisations noted that trust between partners was lacking at

the start of the programme in 2009. These interviewees went on to say that the leadership of the programme

manager was instrumental in building trust between partners, to a level that all interviewees reported trust existing

within the partnership. Communities' trust in the programme was considered to be leveraged from Ok Tedi's

existing trust with the communities, which had been built over time through established platforms for engaging

with organisations and communities.

While the presence of trust was noted by most interviewees, these interviewees also mentioned differing levels

of trust between different organisations, and that the levels of trust had a bearing on the engagement between

partners. Most interviewees considered the level of engagement between partners to be positive and collaborative,

even in the event of disagreements on specific issues such as resource allocation. The interviewees who commented

on this went on to say that partners worked together to resolve disagreements to maintain the partnership. In

contrast, there was a view that partners were not working together strongly, and instead did things independently,

and another view was that there was room for improvement in the engagement and collaboration between

partners. The weakest engagement was reported between Abt and the government health services, and this was

also implied through comments such as ‘engagement with churches has been solid’, and ‘[Abt has a] good rela-

tionship with churches’.

A final perspective on engagement was that existing relationships and engagement between partners outside of

the partnership programme had an impact on the engagement between partners inside the partnership; ‘Abt and

Ok Tedi are working well together, and everything is ok in the field, but at the management level there are gov-

ernment issues with Ok Tedi, and maybe that spills over to the partners’ (Donor partner).

This comment reflects the long‐standing and complex relationship between the provincial and district gov-
ernments and Ok Tedi that covered much more than health services.

6 | COLLABORATION DYNAMIC: CAPACITY FOR JOINT ACTION

The third collaboration dynamic in the Emerson et al.15 model, capacity for joint action, is concerned with the

functional elements of collaborative governance. These elements include procedural or institutional arrangements,

leadership, knowledge, and resources. Institutional arrangements and leadership were the most frequently

occurring themes found in our analysis.

6.1 | Procedural arrangements

The first procedural arrangement was a programme charter. This document was signed in 2009 by partner orga-

nisations on commencement of the first programme.21 The charter detailed the background and purpose of the

programme and partnership, the roles and responsibilities of each partner organisation, and the meeting structure.

The charter was reviewed in 2014 on commencement of the second programme and changes to the document

DOVE ET AL. - 1375

 10991751, 2024, 5, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/hpm

.3808 by U
niversity O

f T
echnology, W

iley O
nline L

ibrary on [23/06/2025]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



included the addition of new partner organisations, revisions to the meeting structure, and terms for future reviews

of the charter.

The second procedural arrangement was a three‐tiered governance structure detailed in programme design
documents, consisting of a Steering Committee, Implementation Coordinating Committee, and Programme Activity

Groups (Figure 1.). The structure mirrored the aspirational PNG model set out in the health services standards, and

was designed by Abt and the donor partner on commencement of the first programme in 2009, and then replicated

for the second programme in 2013. The structures were later combined and operated as a single structure to cover

both programs from 2016 to 2018. While the initial structure had little or no input from other partners, modifi-

cations during implementation were made through collaborative decision‐making. Further changes to the gover-
nance structure were collaborative; for example, changes to the structure of the district level implementation

coordinating committee in preparation for anticipated health sector reform in the province, and combining Pro-

gramme Activity Groups so that they had participation from all districts.

While several interviewees stated that the Programme Manager ‘pushed’ committee meetings, this was only

considered negatively by one interviewee, who stated that ‘it wasn't Abt's role to organise the meetings, it was the

Provincial Health role’. As the implementation partner, interviewees considered Abt to be the organiser and the

liaison point for all organisations and communication.

Most interviewees stated that district level committee meetings were convened regularly as planned and

considered them effective arrangements to ‘share knowledge’, to bring partners together, and to ‘share and raise

issues and find a solution’. These comments reflect the purpose of the meetings as they were set out in the design

documents. The efficacy of the meetings was elaborated on with examples such as ‘we saw results because of the

management structure’ and that the meetings ‘enabled partnership and broader organisational thinking. It's

imperative for partners to come together’. Decision‐making, contested discussion, and holding other partners to
account were further reflections provided of the meetings' efficacy. The only negative reflection on these meetings

was from one interviewee who said that the stakeholder meetings were ‘Good, but the wrong people [from my

organisation] were invited’ (Faith‐based partner), describing an instance when the invitation was issued to the
central office of a health service organisation, rather than to the local office in Western Province.

The next level down in the structure was the Programme Activity Groups, which were considered a ‘good

model for coordination’, consultative processes and collaborative decision‐making. Of note, the Programme Activity
Groups were considered most active in North Fly district ‘because they have roads and can meet in person’.

Two interviewees stated that there was a risk that the management structures such as the committee meetings

and Programme Activity Groups would not continue after the programme's completion. This was attributed to Abt

pushing the meetings and ‘because the government has no funding to bring stakeholders together’.

F I GUR E 1 Partnership governance structure. [Colour figure can be viewed at wileyonlinelibrary.com]
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6.2 | Leadership

Leadership as a functional element was evident in two ways: leadership by organisations, and leadership by in-

dividuals. Interviewees reflected on organisational leadership, in particular, the leadership and support provided by

the funding partner, Ok Tedi. For example, ‘there has been support and encouragement from Ok Tedi in the

background. They had established systems that we could use’. The style of Ok Tedi's leadership was considered ‘not

overly directive’ as ‘Ok Tedi didn't dictate spending’. The importance of organisational leadership was highlighted

by an Ok Tedi representative who commented that ‘we need a leader for [the partnership] to continue. It has to be

the Provincial Government, otherwise the churches will do it alone and not speak to others’.

Leadership by individuals was considered a key driver of the programme by five interviewees. The leadership of

two individuals in particular—one from the implementation partner and one from the donor partner organisation,

and neither with cultural heritage from Western Province—were emphasised, with examples such as ‘There has

been leadership from [name], he is a good friend to us’

In a crossover with the principled engagement element—concerned with having the right people— the part-

nership was seen to have the right people in leadership roles and those individuals had the right personalities.

Examples included the engagement of Papua New Guineans who were senior and experienced health workers, who

stayed in the roles for 5–10 years and displayed enthusiasm and willingness to lead the collaboration. For example,

‘[Name] is committed, a shining light, they have spirit and commitment, got passion’.

The interview transcripts and programme documents provided rich evidence and examples for each collabo-

ration dynamic, with emphasis on the functional elements that made up the capacity for joint action dynamic.

7 | DISCUSSION

We applied Emerson et al.’s15 model of collaborative governance to a PPP for primary health care in PNG, with a

focus on the collaboration dynamics. The collaboration dynamics are considered interactive by the model's au-

thors15 and our analysis found features that crossed over between dynamics. While these features may not be

unique to PPPs or primary health care, when collaborating in PNG there must be consideration of and attention to

culture and context.

The first lesson identified in our analysis was that having broad and accurate representation of partners was of

critical importance to the case study. Collaboration with the right partners generated principled engagement, and

that engagement helped foster trust. Further, having partners who had existing trustful relationships, for example,

Ok Tedi with communities, facilitated smoother engagement between partners. In a further crossover between

collaboration dynamics, partner representation had an impact on the capacity for joint action, in that the existence

of trust between partners allowed leadership to be asserted and accepted. It is interesting to note that the issues of

trust related to Abt and health service providers, and were not between other partners. This may have been an

issue of reporting bias, because the interviews were conducted as part of the programme's endline evaluation and

arranged by Abt. These findings suggest that practitioners establishing and implementing partnerships should look

broadly to all potential partners and donors, and not limit the partnership to those with a direct relationship to the

funding partner or the health sector. Based on our findings, practitioners should be encouraged to strengthen

relationships and communication across sectors as this will promote greater organisational and community buy‐in
to contribute to more effective and sustainable outcomes.

The second lesson identified from the case study related to building trust. The PPP was implemented in a

geographically challenging location. In PNG, in‐person relationships and meetings are important,18,29,30 yet in
Western Province, geography and practicalities often prohibit this. Telecommunications during PPP implementa-

tion were limited; even if the infrastructure was available and accessible, it depended on money for data.31 In a post
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COVID environment, videoconferencing is now an acceptable means of meeting and communicating, yet in

Western Province, it is unlikely that the partnership could have survived on this at the time.

Meeting in‐person, both formally and in‐formally, has been identified as critical for building trust.32 Our
findings suggest that in Western Province, people need to meet in person to collaborate effectively. For practi-

tioners establishing PPP in PNG and other challenging geographies, we recommend that opportunities for in‐person
collaboration and communication are prioritised. Practical examples would be to incorporate in‐person collabo-
ration and communication into partnership design, in indicators in monitoring and evaluation frameworks, and to

allocate budget for face‐to‐face collaboration.
The third lesson learnt was the critical importance of leadership to strengthen both shared motivation and the

capacity of joint action dynamics. Leadership was demonstrated by individuals and organisations in the partnership,

and interviewees identified that organisational leadership was strongest from Ok Tedi as the donor funding partner,

and from Abt Global as the implementation partner. These are the two organisations where a contractual rela-

tionship existed, so it is perhaps to be expected that these organisations would take on a leadership role, partic-

ularly as the source of funding. Power dynamics aside, it is interesting to note that Abt appeared to be accepted as a

leader in the partnership. This could be because the organisation had prior relationships and experience in PNG,

albeit very limited in Western Province prior to the partnership. An alternative or complementary explanation is

that the interviews with key informants were held at the end of a 10‐year relationship.
Relationships are an important contextual factor in PNG. PNG is a country of over 800 languages,33 where clan

and cultural identity can have primacy over national identity.34,35 We found no overt demonstration of discontent

that leadership of the partnership came from individuals from who were not from Western Province. There were

also no findings that kinship negatively influenced relationships or leadership, as cautioned by Eldridge et al.18 The

final finding of our study suggests that a PPP can be led by leaders who are not necessarily local to the province or

specific location; however, they need to have cultural awareness and sensitivity, and the ability to respect and work

within the local context.

7.1 | Strengths and limitations

This study is not without limitations. First, is it a case study and therefore the findings may not be transferable to

other contexts. Second, the collaborative governance model was applied retrospectively, and only the collaboration

dynamics part of the model was used in the analysis. A strength of the study is that the interviews were conducted

by an independent evaluator (AO). In contrast, the analysis was conducted by the lead author, who was a member

of partnership implementation and evaluation teams; and while this dual role enabled some insights, it potentially

introduced some bias. This bias was managed by ensuring only coded data were included in the analysis. Despite

these limitations the research is valuable as it provides contextual detail on the governance and implementation of

a PPP for primary health care in PNG, and applies a suitable model for a partnership analysis. Overall, we consider

the strengths outweigh the limitations, and that the study will be of interest to partnership practitioners estab-

lishing or implementing programmes in PNG's health sector.

8 | CONCLUSION

Collaborative governance offers a practical framework for understanding how organisations collaborate in part-

nership. Our study examined collaboration dynamics in a case study partnership for primary health care in Western

Province, PNG. We identified four lessons of significance in the practical establishment and implementation of a

partnership in a complex and challenging setting such as PNG. We suggest practitioners prioritise in‐person
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collaboration and communication, engage dynamic individuals to lead, encourage relationships across all sectors

and actors, and, critically, pay attention to local cultural and context.
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