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Health/Population/Nutrition Assessment, 3/13/88 - 4/10/88

As preparation for the Regional Development Strategy Statement
(RDSS), USAID/SPRDO ccmmissioned a number of background technical
papers to provide the raticnale for programming in specific
sectors over the next five-year planning period. This paper
examines the health/pcpulation/nutrition sector and provides
several cecommendations for USAID programming.

The HPN Secter Assessment team .ncluded:

Karen Nurick, M. A, M,P.H, ANE/TR/HPN, Nutrition Advisor

Patrick Lowry, M.D., M.P.H. PSC Health advisor, USAID/SPRDO

Clayton Aj.ellio, PhD Consultant, Epidemiologist,

Nils Daulaire, M.0., M,P.H Consultant, International Health
Programs Specialist

Pamela Putney, Nurse Midwife Consultant, MCH Specialist

The team speni two weeks from March 15-25 1n Papua New Gulnea,
including Port Moresby, Mendi, Madang and Goroka. The purpose of
the visits wes to assess palicy and programs of the GPNG at the
central levz}l, observe three provincial healtn systems, two
highlands and one ceastal, and visit one of the four GPNG Regional
Epidemiclcgy Units. 1n Port Moresby tne team interviewerd all of
the key Dept. of Health (DUH, officials available, representatives
from otner donor organizations working in the health sector, and
reviewed a number of DOH and other documerts related to health in
Papua New Guinea. A list of persons interviewed anG selected
materials reviewed are attached as Appendix A and 9.

After PNG the team split up, parf geing to Solomons, part to
Tonga, 400 one perscn to Vanuatu. In Solomons and Vanuatu we
carri=1 out an abbreviated version of the PNG assessment and in
Tonqg4, we looked at the capapiiity of tne USAIUL-funded regicanl
family planning organization, Soutnh Pacific Ailiance for Family
Health (SPAFH).
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INTRGDUCTION

The purpuse of this paper is to provide the technical
backcround and rationsle for USAIL/SPRDO programming in the
health/population/nutrition sector, The Mission covers ten
countries in the South Pacific Region including: Papua New
Guine-a, Solomon Islands, Vanuatu, Tonga, Fiji, Cook Islands,
Kirivati, Tuvalu, Samoa, and Niue.

Ui the estimated 4.7 million total population in the
region, Papua New Guinea (PNG) accounts for 3.3 million (1985
estimate) followed by .7 wmillion in Fiji and .25 in the Solomons.
Healih indicators and demographic data on all t0 countries, show
clea:rly that PNG, Solomons and Vanuatu suffer tne worst health
conditions.

Based on the needs, the concentration ot tne region's
population, and extremely difficult geography, tne team strongly
reconmends that the Mission focus its APN activiries in PNG.
Althauyn countries like Solomons and Vanuatu could benefit from
assi.tance in the health sector, separate projects for these two
countriers would not be feasiole glven the human resource and
manayement constraints on the SPRDU. Distances between Suva,
Honiara, and vila are great. Traveling between the islands is
both extremely costly and time consuming. Witn one healtn advisor
in the Mission and tne possibility of an adaitioral contract
amployee, management of projects vutside of PN(L would not be cost

R

effective.

The consensus was that the Mission shoulag develop 3
healtn/nutrition program for PNG and in so far 45 tne project
would provide training and/or short-term T.A. appropriate for the
Solomonrs and Vanuatu, these resources could oe tapped by them on a
limited scale.

[n family planning, the Mission nas already made an
important contribution to the region through support for the South
Pacific Alliance tor Famlily Heasltn (SPAFH). In particular, PNG,
the Solomons and vanuatu could benefit directly as emgnasis
countries for SPAFH activities. Tnis issue 1s discussed in detail
in Section IV.

The bulx of the paper concentrates on PNG. Sections I-I11
provide an assessient of the health/nutrition/population proolems,
a description of the health delivery system, and an analysis of
constraints to re<olving tne proolems within the system.

The Governrent of Papua New Guinea (GPNG) nas made
impressive stride< toward providing rural healtn care. Auout 10%
of public expenditures are ror the nealth sector and apout half of
this amcunt goes to rural nealth care. The Department of Health
(DH) has prepared a National Healtn Plan for 1986-90 which



describes the GPNG's programs and articulates their goals and
objectives for the planning period. The document is an excellent
starting point for assessing health care in PNG.

Despite an impressive organization and network of rural
health facilicies, approriate focus on primary health care, and
financial commitment to nhealth services, the GPNG faces some major
constraints to delivery of rural nealtn care. Tnese are
summarized below and discussed in more detail tnroughout the paper.

Uerentralization of health services to the provinces nas
not Leen accompanied by the necessary transfer of planning and
management “kills to ensure appropriate empnasis and Qquality of
services. As a source of technical assistance, four Regional
fpidemiological Units (REU) have been created to serve the
technical needs of provinces 1n their respective regions.
However, these anits have not been staffed ur equipped adequately

tn perform tnis function. The DOH recognizes the need for
strengthening the REUs with technical rescurces ang tor broadening
their mandate to include planning, manager:nt, and training.

Coverage and utilization of rural nealth services, 1in
particular, MCH services, are alsu major constralnts. Although
the Fixed facility network for primary health care is impressive
by developing ceountry standards, the system still lacks
village-pased health workers dand adequate coverdge of outreach
services in most areas. nbile clinics are tne principle venicle
for MCH services. They orv cverextended potn geograpnically and
in terms of the broad spectrum of services they dre to provide.
Further, unlike most other developing countries, PNG does not have
a tradition of bpirth attendants nor village nealth aids. As a
result, most villages do not have pither tralned or untrained

workers and most births go unsupervised or supervised by an
untrained relative.

PNG is a country of diverse cultural practices and language
groups, over 7006 at last count. Diversity is both a plessing and
A curse. It's a blessing that some areas diverge substantially in
cultural practices that favorably aftect their healtn and
well-being. 0n the other hand, diversity makes generalization
extremely tenuous. There 1s bound to be an exception to any
observation on rural nealtn in PNG. Tne team tried tO take this
factor into account by emphasizing rural healih conditions of
those areas in the moderate range, not the worst off and not tnhe
best off.

Health financing 1ssues have Decole d stumbling olock to
expansion c¢f rural health cdre and to improvements 1in tne system.
Although tne percentage of public expenditures Lo tne health
sector have been increasing, tney are decreasiny relative te
population growth. The GPNG is looking towards other donors 3as
Australia's substantial input to budget support is declining. The
team considers this an ideal opportunity to encourage the GPNG to
improve planning and increase efficiencies in the present system.
Tnis subject is discussed 1n detail in Section LIIL E.
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PAPUA NEW GUINEA
I. Statement aof the Problem

A, Background to Health in PNG & Selected Health
Indicators

_ike the geography and culture of PNG, reported health
statistics present startling contrasts anc puzzling
inconsistencies. Papua New Guinea has a population of just over
3.3 million growing at a rote of 2.2% per year. Despite the
impressive organization of primary nealth care services, PNG
suffere moderately high rates of infant mortality and extremely

Righ rates of maternal mortality. In some areas of PNG, studiles
ha~e¢ documented the infant mortality rate (IMR) at 400-500/1000
li.e births. Thne official materral mortality rate (MMR) is

calculated at 800/100,000 population wnicn rivals some of the
least developed countries in Africa.  Since these Cwo indicators
are good barometers of the general nhealth of a population, the
team looked at tiem in some deptn, as well os population
statistics and various olher data.

L. Maternal Mortality Rate (MMR)

The Maternsl Mortality Rate 1s a key indicator of
reproductive health struius and corresponding services. In PNG the
MMR ranges from 200/100,U00 women of renoruductive age in urban
areas and 2000/100,000 in rural areas. Few other countries in the
world ponse a higher risk to women in childoirth.

ne main causes of maternal deaths are infecticn, bleeding
and obstructed labor. Maternal deaths due to sepsls are generally
attributable to paor hygiene at tne time of delivery. In fact,
the traditional method of childbrearing among large portions of
the population is for the mother to go alone inta the bush and
give birth unassisted, this may still account for a majority of
births in PNG. HBecause the blocd of menstruation and childbirth
is considered danqgercus to others, the mother is often cut off
from sources of help, and even in extremes, sne may D2 refused
assistance in getting to a healtn facility.

In malarious areas, women are particularly susceptible to
dying from post-partum hemorrhage, since thne cnronic anemia of
malaria accompanied by the normal plood loss of childbirth leaves
a woman witn few reserves. A blood loss which can be well
tolerated by a woman with a normal nemoglobin may be sufficient to
Kill a woman who was severely anemic prior to delivery.
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While it is clear that adecguate antenatal care, focusing on
identification of high risk mothers and supplementation with iron
and folic acid, as well as appropriate assistance at the time of
childbirth would be likelv to have significant impact on maternal
mortality, another major factor would be family planning. It nas
been shown that pregnancy before the age of 20 and after 35, as
well as parity of five or above, result in much higher risk of
death for both mother and child. Additionally, a short birtn
interval of two years or less also poses considerable risk,
especlally given the high prevalence of anemia, noted anove.

2. Intant Mortality Rate

The official IMK for PNG 1s calculated using information
gathered durtring the 1980 census. The resulting estimate 1is
72/10C0 live birtns. Using the same data base, official IMR's
have been published for =ach of PNGs 19 nrovinces and rarge from a
low of 2371000 in tne MNorth Solomons Province to a high of
11671000 in the Southern Highlands Province.

However, there 1s consideranle cause to doubt the accuracy
of the (980 morte ity estimates. Firsc, the census figures from
which they o ¢ drawn are based themselves on an extrapolation,
since they were derived from i stratified partial sample in which
rural nouseholds (tne largest number and the highest mortality
group) were qgreatly unaer-represented. Second, the mortality
rates are nased on family-reported deaths ratmner than on an actual
analysis of birth outcomes: this 1s known Lo result in
significant under-reporting unless carried aut in a highly
rigorous fashion, which appears unlikely 1n tnis case. Tnhird,
estimates of maternal mortality Ln PNG are in the same range as
many -t the least developea African and Asian countries, 4as
mentioned above, implying 4 commensurately nigh infant and child
morhtality.

Taking 111 of the avallaole data and a number of factors
concerning the way in which the otficial IMR was calculated, the
team estimates thnat the overall IMR for PNG 1s about .30/1000 live
oirths, or twice the official estimate, and the neonatal mortality
at about 527/1000 live hirths, nhigh relative to developing country
standards. For a detailed discussion of the survey methods used
in calculating rhe cfficial IMR ana an explanation of how the team
arrived at an IMR of 130/1000 using the data from the census and
health statistics compiled by the DOH, turn to Appendix D.



An accurate assessment of the IMR and _its underlying causes
is important for planning priority interventions that will
maximize the impact on child survival and make most efficient use
of scarce resources. For planning purposes, an IMR of 130/1000
argues moere forcibly for emphasis on maternal and child health
(MCH), including antenatal, childbirth, postnatal and cnhild
spacing services.

3, Population Statistics

Tne population dictribution is typical of a developing
country with high fertility and high mortality. Tne estimated
life expectancy is a%.5 years. Intants account for 3.4% of the
population wnile all rnildren under 5 comprise 1[Y./7%. Women of
childbesring e make ap Z0.4% of tne population and are showing
evidenc: of Increasing ieocuntlty.,

Thi: toltal rertiiity rate (1FR) is currently estimated at
5.4 with 2 rational crude birth rate of 35.3 pirtns/1000
population per annun. Thils results in a 2.2% rate of natural
increase, & rate that would result in a doubling of the populaiion
in 31 years tich owoll put oan increasing burden on the country to
provide heaton, odioation, and other services.

Inomoust of i traditional scocleties of PNG short birtn
interval was o rariiy since oxtended post-partum abstinence was
the rule, A major reason for this was the warring nature of
highland society: o mother nad to be able to carry her child to
safety in casze of an enemy rald, and it was not safe to undertake
a new pregnancy unt il the child was old enougn to run alone. It
was 4lso taboo to have sexual relations durinmg lactation,
sometimes up Lo 3 years. These practices were, and still are to
an extent, enforced by housing women separate from their
husbands. However, with the breakdown of some of these
traditional praclices, post-partum abstin: o 1s also decreasing,
driving up the birth rate as well as driving down the birtn
interval.

Access to modern, effective metnods of contracep:ion 1is
very limited. Une can estimate from officlal sources that the
maximum contraceptive prevalence rate could be about 17% which 1is
not sufficiently nich to have a meaningful impact on the growtnh
rate. Moreuver, 17% is probably a gross overstatement of
contraceptive prevalence, because of the way in which tne DOH
tabulates new acceptors and "re-attenders", rather tnan
ascertairing "continuing users". It should be noted, however,
that this figure does not include contraceptives distributed
through community-based distributors nor private sources.



PNG publishes its dependency ratio as 80. This indicates
that the ratio of economically dependent persons to the economic
producers of PNG 15 very high. In essence, PNG nhas relatively few
economic producers supporting a lot of children and other
non-producers. High dependency ratios in conjunction with low per
capita income generally are interprated to suggest poor health
status of yaung children.

B, Leading Causes of Morbidity/Mortality

In all PHNS neslth institutions, the following were the five
lealing causes ot deatin amonc children under five 1in 1985:

Pneumonila 35%
Perinatal causes 18%
Diarrhea/sill-defined
intestinal infections 11%
Mataria 5%
Nutritional causes 4%
L. Acute iespiratory Infections (ARIL)
Childhood prevumonia, the most sevzre form of ARIL, has been

extensively ctudied in &ne aighlands areas of PNG; aunu tie
Institute o1 Yedical Research in Goroka, has carried out a number
of pionecring cl.n'val as well as population-pased studies.
Between L1977 and 1vs3, a rural population in Tari District,
Southern Highlands, was tollowed to determine vital events and a
crude cause of deatnh was determined based on verbal autopsies. Of
all the deaths in children under the age of 1, 46% were suspected
to be due to ARI, 3U% due teo stillbirths or birtri-related causes,
and only 5% aue to gastroenteritis and dysentery. In children
aged I-4, ARL was still the leading ceuse of deatn (33%), with
diarrchea accounting for an additional 22%. Similarly, in the
Asoro Vallev of Goroka vistrict 36% of the children under Vive who
died between 1980 and 1985 were considered to have had ARIL as the
underlying cause of death.

Currently, the primary strategy for dealing wi.h childhood
ARI is case mangement using antibiotics. Injectable penicillin is
widely available down to the level of Aid Posts, ang is,
repurtedly, widely used. It was not possipble during the course cf
this assessment to determine the degree tn which *treatment
standards are followed.

There is also indication from a study carried out in PNG
that pneumococcal vaccine may be effective in preventing deatns
due to ARL down to the age of 6 months. Althougn this finding nas
not been widely accepted outside of PNG pending confirmation 1n
other research wtudies, consideration is currently being given to
the addition of the vaccine on a pilot basis.



2. Diarrheal Diseases

PNG is not alone in finding ARI to be a major cause of
childhood morbidity and mortality: throughout tne developing
world, ARI is increasingly re cognized as one of tne primary
killers of children. Wwhat 1s most unusual about tne reported
statistics from PNG, however, 1s tne extent to which ART appears
toc overshadow diarrhea. wWhile tne statistics are consistent 1in
this finding, the t2am was able to find no good reason why
diarchiea snould bLe so mucn less significant nere than in similar
countries. Water and sanitation in rural areas are far from
adequate . and the nearly universal finding of intestinal
parasites, particularly roundworm and Strongyloides 1in the
hightands and hookworm 1o the lowlards, indicates that fecal
contaminarion i a reguasr feature of 1ife in rural areas, where
defecation in Lne fielas or the busn 4re the rule. In addition,
there have also been a odasber epidemics of typnold and hepatitis
over the past decade, jeading Lo tne same conclusion.

Mot doen host resistance offer a likely reason for lower
than expectbed dlarraesail mux,nlity It is clear that marginal
Autrition el malputrition are significant factors in the

development f onildren in PNG.  In this context, one would expect
significant i rheal morbidity and mortality.

pnaothec possivle c<planation for the low reported rate 1is
that diarcchea, a5 one of the most readily prev entacle causes of
childhood aeath, is being adequatzly handled witn oral renydration
tnerapy at the community Jevel. However, a Te cent rev.ew of tne
PNG Cantrol of Diarrhosal Diseases (CbDD) Programme indicates that
Ehis is most unlikely. In g small nousehold survey carried out as
part of tne COU Keview, Lt was tfuound tnat only 19% of households
knew what Lhe ORS packet was, and rhat none could prepare it
correctly.  As to the otner alternative, home-made preparation of
oral fluids, the survey found thal only 63% of households nad salt
and oniy 47% nad sugar,

Perhaps the reported statistics, indicating 11% of
cnildhood deatnhs due to diarrhea, do glve an accurate picture of
the underlying situation., However, qiven che fact that more than
80% of childhooud destnhs occur uuLsiue nealtn institutiors, it 1is
possiolie tnat a2 on,ijpidDJy nigher proportion of tnese unreported
deaths are due to diarrhea. The team concludes tnat the 11%
figure snnuld bDe considered a lower limit estimate and that the
reality may be two or three times greater. This gquestion clearly
warrants further investigation in the new AID-funded HEALTHCOM

Project 1n PNG.



3. Immunizable Diseases

The toll of immunizable diseases on children in PNG is even
more difiicuit to ostimate accurately. ARgain, service statistics
are in all likelihood a significant undercount of actual diseases,
but they at least provide a starting point. In 1986, the
Fallowing aumber of cuases of notifiable diseases were reported to
the DOH:

Oiptheria 0
Pertussis 2,487
Tetanus 76
Polio 24
Measles 19,024
Pilgbel 420

Historically, neonatal tetanus was a scourge in many parts
of PNG.  Today it is rarely reported. The 74 cases reported in
1986 out o upproximately 35,000 attended virths irdicates a
neonata: telanus mortality rate of only 2/1000 live pirths.

Accarding to the 1986 ERPL Review, only 16% of tne target
population wee adequately covered with TT. [t appedars that
alchough wntenatal care nas deve ! ped considerably over the past

decade, it 1 unlikaly to have reoulted im the rather complete
imaunization coverage of tne highest risk motners tinat a neonatal
tetanus tate or 2 would mply.

Given that fewer than a thirg of all birtns take place in

healtn facititiecs, 1t is more likely uvnat a nigh proportion of
neonatal tebanus cases are never reporied. In ctner tropical
developlng countries where similar presumptions of low neonatal

tetanus rates have been checked by means of surveys, rates on the
arder or 20-25/1000 have often been found.

Pertussis

[t is difficult to estimate the contribution of pertussis
to cnildnhood mortality in PNG, although this may in fact be a
significant contributor to the high ARI rates noted. In 1987, an
estimated 4l% of children under one were reported to have
completed treir third Jose of DPT, known in PNG as triple antigen,
TA.  The dropout rate vetween the first and third dose of DPT was
on the order of 3U-50%. The EPl Review considered Lhis high
drop-out rate due to lack of information among communities and
health workers about the importance of completiny the series.

[t ¢hould also ne noted that the pertussis =lement of the
DPT vaccine is heat sensitive and the first to bDe inactivated.
Given the cold chain issues discussed below, there may be
considerable deqgradaticn of this vaccine resulting in actual
protective coverage lower than the coverage figures estimated by
the DOH.
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Vector control through the use of insecticides has
graduilly decreased both in coverage and in biceffectiveness as
the vactoar mosquitos have developed res .stance. Current malaria
contrnl strategy stresses location-specific vector control and the
treatment of presuned cases with chloroquine or guinine. There is
now increasing evivence of significant chloroquine resistance
developing in the falciparum malari, which will increase problems
of continl.

5. Nutrition

Malnutriclon is 3 major problem among <hildren in PNG. The
1982-83 national nurcicion survey found that overall, 38% of
chilaren under 5 yeaars of age were under the 80th percentile
standard welignht for age. The situation is extremely variable
among the 1Y provinces and even within tne provinces, ranging from
over 50X under Lhe BOLh percentile in 6 provinces to 25% or lower
i 3 provinces.

Mhe vaciations in growth of children follow a pattern along
altitudss zonew. Cnilldren ¥ouom Uhe middle altitude zores were
both shorter und lLighter thon tnose in the highlands or lowlands.
Highland children weve heavier than lowland cnildren but also
shorter. Heognt anddicates cnronic or past malnutrition whereas,
weight Is more o indicater of current status

The most serious growih problems cccur during the second
year of life. Unlike most ciner develaping countries, PNG has
been able to eniorce o sfrlct marketing code maxing it difficult
to obtaln breastmick substitutes and the paranhernalia that go
along witn them, 2.cept with a prescription. Women preast. =ed
thelr irnfants tor v and sometimes 3 years. As a result, infants
show relatively good growth patterns up until & months. However,
studies show that breastfeeding practices are a proolem in that
marny women anty feed ¥ times/day and infants are often left at
home Instead of taken to the fleid with the mother during the
day. Infrequency ot feeds results in Inadequate milk supply and
Inucequate nutrient intake by infante.,
in wdidivion to Infregquency of teeds, growth rates falter at
6 mos - ¥ oyears neeause of late introduction of supplementary
fecding nd Lacio ot un appropriate weaning food. Sweet potatoes,
gsed to Toed small Intants, are considered too bulky and low in
nutrient density. Tinnco fish and other protein-rich foods,
consumed by adults, are usually withheld from small cnildren.
Nutriticn experts .n PNG consider the lack of an appropriate
cereal-based weaning food one of the major causes of malnutrition.

1]



6. Sexually-Transmitted Diseases (STDs)

Another indirect indicator of reproductive health status is
the prevalence oi sexuailly-transmitted diseacses, including AIDs.
While the data to document the magnitude of STD's is sparse, the

National Health Plan for 19#6-90 lists STD's as among the top ten
most important health proniems of PNG. According to the recently
published Handbook on Health Statistics, PNG, STD's are a major
cause of morbigity.

Acguirad Immune Deficiency C“yndrome (AIDs) has been
confirmed 1n a number of cases in PNG. One person nas bDeen
officially acknowledged as having died from AIDs alchough
discussions with health excerts sugygesi Lhat a few people have

already fcam the disease. The problem has become serlous enough
ror the government to take steps to estaplish a blood screening
facility in-country. The GPNG has also asked for A.IL.D.

assictancs in an education & information campaign.

Family plananing 13 considered anaother activity of MCH
services in PNG and 1s referred to as family health services.
Whnile all fucilities visited by the team were prepared to offer
family planniing services, these services are virtually unused. A
wcman is reguired to obtain written perinission from her husbard
each time she recelves contraceptives. Men do not require their
wives' permission to use cantraceptives.

When family planning is practiced, a variety of reasons
seem to promote 1ty use: marriage costs; a desire to maintain
person to land ratios, education costs. While practice of family
planning for health reasons is a basic premise of the health
justification for offering contraceptives, this reason was not
mentioned by most service providers. Jpposition by some church
groups to family planning practices is evident, but their impact
is unclear.
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SUMMARY HEALTH

Indicator Estimated
Program
Rate Causes

Infant Mortality 130/1000
Need for better MCH services

INOICATORS FOR PNG

Underlying

Implications

Acute Resporatory

Maternzl nNutrtition

800-1200
Need for bDetter antenatal care,

pirth attendant, better maternal

live Birtns
EPI, maternal diet, antenatal
Ostetrical Complications
care
Low Birth Rate
Malaria
Maternal Mortality
Obstetrical! Complications
100, 0CGH “aternal Nutrition
chnildoirth supervised by trained
woman of
reproductive
and heaithn
age
Fertility 5.4 Low contraceptive

Need to increase effective

prevalence

demand

Breakacwn of traditional opirth

-t

Or ccntraceptivsas

scacing gsractices

Malnutrition 38% .snuer Infrequency of preastfeeds,
Need to increase communily aware-

80 oercentile late intro. of supplementary
ness On proper weaning & adequate

standard foods, lack of appropriate
child nutrition, training of nealtn

welght/age weaning fcod, food taboos

workers, nutrition education
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D. Other Factors that Influence Rural Health Care and
Child Survival.

1. Sncin-cultural Factors

The population of PNG in 1985 was estimated at 3.3
million. PNG is rich in natural resources, the ner capita GDP is
$732. Hewever, inspite of its relatively hlgh level of income,
PNG remaine 2 oredominanily rural agrarian society: &2% of the
popul*riwm tive inorurpad sillages with an adaitional 6% in rural
non-village sevlements.  The remaining 12% live in urban and
per i-urhaern arooe

-

The lavae rural majority is pocorly served with water and

sanitation. Unly (0% of rural hous=2holds have regular access to
safe wato> and less than 4% nave adeguate sanitation.

2 of PNG are classifie d as Melanesian but more
nt tanguage groups exist.  Cultural practices
th, =manitatlion, hvglene, childbirtn, diet, vary

:

Most neop
than 700 «iff
relating to
widely.

Despite the diversity of the population, several recurring
themes regarding colture and health arise In 3 number of
different settings. iacx of community participation in healtn
care is one ol them. e pesception of health care as an
externally impcsed program and not samething inherently
benefic15}7 anpear: prevalent.  Knowledge of health care,
hygienes, proper d*wi, is generally low. Some observers estimate
that tadios are avalilable te about half of the population 1n
rural areas. Several programs tave incorporated their use in
mass medis eiforts to ralse awareness with as yet undetermined
SUCCess.

P Lack of community participation most likely accounts
for the almost tolal absence of volunteer health workers and in
particular, traditinnal birtn attendants. In a few areas
nidwives have been trained to provide services to tneir village.
Sometrimes fthey receive payment from tne client, usually in-kind.
Reports from provincial nealth workers, however, indicate that
these midwives are Jissatisfied with this arrangement and have
been pressdring to become wage-eaining employees of the public
healtn system.

2. The Role or Yomen

The status oi womnen throughout PNG 1s bleak. Women are
bought for & nejotiated bride price and are expected to provide
most of tne agriculture labor. They carry aa extremely heavy
workload winile they are pregnant, lactating and/or sick which
contributes to the vicious cycle of gpoor maternal health, high
incidence of pre-term and low birth weight (small for ge¢tat10nal
age) infants, inadequate breastmilk, and sick children.
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They play a secondary role in household decision making,
relying on the husbands' consent in almost all matters. Some
health experts in PNG believe that one way to improve health is
to convince men that it will protect their economic investment in

women.
3. Literacy

Literacy in PMG is estimated at 33%. Primary education is
not universal. Almcst 1/3 of children never attend school.
Women's education 1s particularly not valued and as such, their
school attendance 1s lower., In order to bring more women into
the system, some provincial governments have set quotas to ensure
a certain number o  femalz students.

In many area:, communlties are beginning to realize the
importance of education as a vehicle to a wage earning job. This
changing perceptlion is also thought to account for more interest
in fewer children as famillies realize that they cannot afford to
send all children to school.

4, lLaw and Order Issues

The clan 1s the basis for group identification in PNG.
People remain loyal to their clan above all other authority and
in retur.:, they receive support and protection when they need
it. When a person suffers an injury, the clan organizes for
revenge against the transgressor. Alcoholism and land disputes
are said to account for many of the transgressions. This has
been 2 major stumbling block te bringing about law and order in
PNG, especially in the larger cities like Port Moiesby, Lae, and
Madang.

Most of the Aid Posts aie staffed with male Aid Post
Orderlies because nistorically, only men were trained to become
Aid Post Orderlies, and it is unsafe for women to work alone in
rural areas. The MCH mobile clinics are run mostly by female
nurses who are continually faced with threats to their safety.
The situation obviously hinders the effectiveness of *his crucial
vehicle for rural health delivery.

The fear of revenge or "payback" on the part of health care
workers also influences the services provided. wWomen cannot
obtain contraceptives without their husbands' consent for this
reason. Also, often critically ill patients cannot be treated
until the male head of household has agreed to the procedure.
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II. Structure of the Rural Health Delivery System
A. Government Policy and Organization

As a rural rountry with varied terrain and lack of
communications, it 1is difficult to gain access to large segments
of the population. Against this backdrop, the GPNG has succeeded
in creating an extensive network of rural health facilities.

They estimate that 96% orf the population is within two hours
walking distance to a health facility, eitner an &aid post, health
center, sub-center, or provincial hospital.

Prior to independence, public health services were
centrally-controlled from Part Moresby. In 1977 the Government
adopted a policy of decentralization designed to transfer
administrative authority from the national to the provincial
level. e move took about six years. In 1983 reorganization,
incluing direct funding from the central budget to provincial
government, bypassing the DOH, took effect. This change in
administration was not accompanlied, however, by the necessary
transfer of expertise to plan and implement programs.

The post-decentralization role of Lhe DUH is to set policy
and standa:ids for rural health cere. The D0OH has no authority
over rural health planning and implementation nor budget and
financing. Nevertheless, the central staff includes some very
highly qualified inaividuals who are committed to primary health
care as a first priority.

The DOH 1s organized in four divisions, Primary Health
Care, Seconrdary Health Care, Policy & Planning, and
Aarinistration, each headed by a First Assistant Secretary.
Under Primary Health Care are seven functional units, each
composed of from 1-5 professionals. (See the organization chart
on the following page). Though funding is available for more
professional staff at the central level, vacancies have not been
filled for lack of gualified candidates and lack of housing in
Port Moreshby.

Discussinons with all of the major units under the Primary
Health Care Division of the DOH indicates that they arce unsure of
their new role vis a vis provincial nealth officers. They are
mindful that decentralization has placed them 1n positions as
advisors, not supervisors, and as such, they are not sure how to
influence the effectiveness of rural health care programs. They
are reluctant to be critical of speciric provincial health
activities, although they recognize the need for better planning
and management expertise at the provincial level.
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In an effort to provide some of the technical eapertise
needed to carry out provincial programs, the DCH created four
Regional Epidemiology Units 1n 1985. None of the four units,
however, i< fully staffed although the DUOH advised that che
positions would be funded if gualifiled candidates were
availabtle. They also agree that the mandate of these REUs should
be broadened from thelr current narrow focus on epidemiological
surveillance to include other techt.nical assistance functions
like: program planning and management, in-service training in
both technical and mangerial areas, health and nutrition
education, evaluation and monitering.

. Rural Healtn Care Facilities and Major Categories of
Workers

In 198% the GPNG estimated that the rural nealth facility
network inciuded:
2,731 ALd Posts
J69 Healtnh Subcenters
190 Health Cemters.

Aid posts are statfed by Alid Post Urderlies, most of whom are
male, and many of whom are reaching retirement age. They were
trained to provide rural bealth care with an emphasis on curative
care. Each post .orves about four villages.

Nurse Alds were originally 1ntended to provide
community-based health care when training of them began in the
early 60's. They have ended up staftfing health centers,
sub-centers and provincial nospitdls.

Ine UUM, witn assistance fram the Asian Development Bank
and A.I.D. ander the MEDEX Project, has created a new category of
worker, tne Community Health Worker (CHW). Trainiig began a
little over a y=2ar ago. CHWs will eventually replace Aid Post
Orderlies and Nurses Aids. They will work out of health centers
and Ald Posts with an orientaticn taowards preventive rather than
curative care.

lnmunizations and MCH services are handled mostly by mobile
MCH patrols that are staffed by nurses and nurses aids. These
teams are responsinle for providing an extensive array of MCH
services as well a5 1mmunizations to groups of villages that they
are to visit once/nonth,

The backbones of the rural health system are health
extension officers (HEOs) and nurses. HEQ's receive an intensive
four-year cour<e of study, which covers clinical medicine
(including surgery) and nhealth administration. Most provincial
health offices are staftfed by HEO's.
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Nurses outnumber all other health workers inciuding nurses
aids by a ratio of 2:1. They are responsitcle for administrative
functions at the provincial health office and cther health
facilities, clinical functions in hospitals, health centers anc
subcenters, and training at several levels. They also supervise
and participate in the MCH mobile patrols.

€. Healch Manpower Training

Health manpower data are unreliable and/or unavailable in
PNG. There has been no analysis of staffing needs on a national
level, aithough the GPNG is beginning to work on this proislem.
™e Training Division of the DOH Is currently establishing a
national manpower data bank for all types of health workers.

Preservice or basic training of health workers began in the
1953's tor nurses and nurses aids. I[n the 1960's other
categories of workers were added. At present, preservice
training is provided for: community health workers, nurses,
health inspectors, healtn extension cfficers, medical officers
(MDs), Lab technicians, radiographers, dental therapists, medical
laboratonry assistants, pharmacceutical dispensers, and medical
technolorgisty,

Training 1tur nurses takes place at the provincial level,
altnough not 4ll of tne provinces have a nursing school,
Physicians are all trained 2t the University in Part Moresby.

Tne Colleges of Allied Health Sciences in Madang and Port Moresby
administer programs for all other categories of nealth workers,
All training 15 pald for by the government and students receive
full room arer voard plus g stipend.

Pre-service tralnirg proyrams for the major categories of
rural health cace workers, health exteasion officers, nurses, and
community heaith workers, are described below.

L. Hea!th txtension Ufficers (HEOs)

As descrioed earlier in this section, HEOs are a category
of healtn worker anlgue te PHNG. They function as physicians in
the rural areas.  About 50% of tne Assistant Secretaries of
health 1n the provinces are HEUs. In 1985 there were 337 HEDs
employed 1n tne country.

Thee tollege of Allied Health Sciences in Madang has heen
the sole racility for the training of Hf0s since 1967. The
program is of 4 years duration. The first year is spent at the
Coillege, the second in Kainanty in the Eastern Highlands at a
community health practice center, the third year at the College,
and the fourth year is a residency period in which the HEO works
under close supervision in a hospital and a provincial nealth
office.
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The usual entry level for HEOs is grade 12. The curriculum
for HEOs needs to be upgraded and recently the DJIH has stated
that it would like asslstance in revising the curriculum.

The annual student intake ranges from 25~ 45 with a very
high rate of attrition. There is a shortage of HEOs but also a
shortage of qualified candidates for the program.

2. Nurses
ns menticned earlier nurses form the largest category of
health worker in PNG. About 42% work in hsopitals and 56% work

in health centers, sub-centers or provinzial nealth offices.

At present there are 12 nursing schools in PNG. The
government runs five of the schools, the remaining 7 are run by

the missions. Ihe tralnlng program is more or less standardized
and tasts 4 years and 4 months. The entry level requirement 1is
grade L0 and about /5% of the students are female. The annuzl
infake tor stidents in the government schools ranges from
100=-150, with an attrition rate of 30-50%. In the mission
schools, thne ycarly antake is 125-150, with an estimated
attrition rate ot UHi,

The curriculum for nurses lacks dn emphasis on primary

health care. [t 1s not competency-based and does little to
prepare them ror supervisory and administrative roles. The
nursing ieadership is aware of the need to revise the curricuium
and has recently asked the DOH for Jutside assistance to do soO.

3 Communilty Health Workers (CHWs)
The CHW training program was started in 1987 with technical
assistance from A.L.D. through the MEDEX Group and ADB. The CHW

program was created to replace training for nurses alids and aid
post orderlies.

AL present there are 15 CHW schools with 2 mure scheduled
to onen within the next year. Over half of the schools are run
by missions. Ine number of students in each class varies from
8-30. The pragran is two years long, competency-based, and
community-oriented. the curriculum was adapted from the MEDEX
Primary Health Care 5eries and is still in the process of being
revised.

The majority of CHW tutors are nurses, akLthougn NUTSEsS
aids, HEOs and physiclans Jccasionally assist with the training.
Entry level requirements for the program vary from 6th to grade
10 level. Students are recommended by the provincial health
of fices and priority for admission to the prograem is largely
hased on community needs. Ihe schools are also attempting to
enroll more female students. CHWs are expected to return to
thair respective reglons for work upon graduation. The atfrition
rate appears Lo be Very low for the first year of operation.
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4, Inh-service Training

There 1s a general lack of coordination regarding
in-service tiaining for health care providers in PNG. The lines
of responsibility lor staff development and in-service education
are often unclear. In addition to various divisions within the
DOH, each provinelal healtn orfflice has a provincial in-service
training team which carries ouf, and theoretically, coordirates,
in-service training in the province. The team may consist of an
in-service teaining coordinator, a hospital matron, a community
healih watroun, a btealth educator, and a nutritionist.

Unider dlrection ot the Training Division in the COH, the
National Trainlng Support Unit (NTSU) was created in 1985 as part
of an fopan bevelopment Bank project. Thne purpose of NTSU is to
Improve nh=alth services in the rural areas through in-service
training and the production of health education materials. Over
the past few years they have been involved with the CHW
curricalum development and training, supervisory workshops,
in-secvvice tealnlng for tralners, and distance learning in family
planning.,

MU, Liwe many externally-financed entities, has faced
coordination sroblems with other training activities sponsored by
tine DOHL There is considerable confusion about theilr mandate,
where they are going over the next few years, and what areas need

to be strengrhened,

NisUts pudget and staffing needs shoule e closely examined
and ~laritied for other functional units witnin tne DOK and
provincial nealth offlices.  The DO has pledged to continue tn
support Nisu's operations and has assumed respensibility for
thelir recuarrent costs.

. brug Hupply & Logistics

Oharmaceuatical eguipment and supplies including vaccines,
are ordered by provincial hospitals and health centers through
six reglanal medical stores. Aid Posts order through “heir
rzspective heaslth center. Orders are supposed to be made every
two months,

Supplies are transported oy seva2ral modes. Medical stores
hive some of their own vehicles but often use commercial means of
transport. Also, hospitals and centers sometimes send their own
vehicles to the medical store to pick up orders.

Urug supply needs are not systematically checked against
health problems. Health workers, untrained in pharmacy, make out
crders from a standard catalcg. These are rarely checked against
existing inventories.
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The central DOH controls most of the procurement through
its supply office in Sydney. The orders then go to tender on the
international market. The central DOH also allocates the budget
for medical stores.

Muost observers agree that the budget tor drug supplies is
not a majour problem, [i the demand for drug supplies increased,
the DCH believes that they would be able to meet it. The current
health budget for drugs is about 31 .40/person/yr.

e main dreg supply problems concern: inefficient use of
drugs (e.g. 3-4 times tne amount of vaccines needed are ordered);
lack of trained manpower; inadequatle cold c¢hain; lack of
appropriate information on needs; and lack of effective demand
for certain commodities like ORT and contraceptives.

The condition of health center refrigerators, generally
kerosene, 1Ls poor, with limited maintenarnce and even mare limited
attention paird tu checking temperatures. At some Aid Posts
vaccines are <tored 1or up to five days in portable vaccine
carriers wnich are rated for a maximum of three days if left
unepened,

£ . Misoion Health Services

Since the 1750's religious missions have played a
significant role Lr tne provision of health care in Papua New
Guinea. Their nrimary areas cof emphasis bave been in health
training, particulactly for nurses and nurses aids, curative
services, mateinal and child healtn, TB and leprosy control.

Al thouyh over 25 different denominations provide nealth
services, tne Catholic Church is responsipble for the bulk of
them, including 28% of mission-run training schools, 39% of
mission-run health centers and 6% of mission-run subcenters.

At present, the missions are primaril, active in two
ar:as: rural health services and the training of nurses and
community nhealtn workers. In 1984 the churches were responsible
for one provincial hospital, »7% of health centers, t4% of
subcenters and 5% of aid posts. The missions also run 7 of the
12 rursing schonls and over half of the community health worker
training schools. Staffing patterns in mission health facilities
are similar to goverament-run facilities except that tney use
less health extension offlcers.

In 1966 the Church iedical Council was formed to coordinate
mission health services. In 1972 a liaison officer, paid by the
government, wis appointed and church reprecentatives became
advisors on provincial health bpards and government policy-making
bodies. Tne GPNG nhas also agreed to create more staff positions
for church health workers with salaries commensurate with their
public sector counterparts.
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The missions receive funding for their health services from
donations whicn they raise themselves, institutional fees and
government subsidies. Government funding is received through
provincial health offices. Some wquipment and most
pharmaceutical supplies are provided through the Pharmacy
Division af Line DOH, Salaries, operating vosts, and subsidies
for hesltn training are also provided by the GPNG.

Given tne shortage of public sector pealtn workers, the
GPHG will continue to rely heavily on missions. Most expertis
consider the quality of these services equal to or in some cases,
better than, public sector services. Tne major disadvantage to
the dependence on missions for rural health services is that the
GPMG cannot readily fill the void should the missions decide to
leave. o areas where mission facilities have closed for
Financial, security, or other reasons, the population was left
abruptly without care.

F. A.L.0. & Other Donor Programs in PNG

e major donor in the health and other sectors in PNG is
the Australian International Development Assistance Bureau
(AIDAB). nti! recently ALDAB provided resources in the rorm of
block grants whic o were used to support various ministry budgets
but were not designated by ALDAY tor speciric sectors, This form
of ald has been ygradually snifted over tu project aid, referred
to by ALUAL as "tied aid".

heveral ALUAY projects are planned for the health sector
during the next two years. They include: a visiting medical
specialists program (Aust. $67 ,000); management training at Mt
Hag:in Hospinal (LOP nod avallacie); and an assessment of the
Colleges ot allied Health Services in Port Moresby, post-basic
nursing education, and Madang, HEO and nealtnh inspector training
(est imated qust. bab, 000).

fne Acian Gevelopment Bank (ADB) has been the other major
donor In health, providing the bulk of funds as loans. Tney nave
assisted in:  setting up a computerized reporting system for
servece sutat slics; tralnipg of in-service training coordinators
at the province tevel; hospital reconstructicn; provincial level
management; walter and sanitation; and a cost study of rural
health services.,

WU and UNTCEF nave each provided ald for limited scope
activities in a varlety of areas. WHO's two-yeav pudyet for PNG
will provide bLl.2 million/year tor T.A. and training in health
education, manzgenent, malaria, water and sanitation and various
other areas.,
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UNICEY will provide about $1.2 million, plus a possible
$300,000 supplemental over the next five years. They will
continue to rocus an community-based activities as pilot projects
with Limited geogsaphical focus. In the past they have supported
troining of vivtn ortendants in two districts of tne southern
Highlands Province and every year they provide the GPNG with
250,000 packels of cralite,

The Japanes2 4:Ll) likely become a major donor in the near
future.

A.1.D. has provided support to a number of activities over
the past three years. ihrough the U.S. PVO, ILHAP, the Mission
has supported a4 nunber of Llimited scope activities 1n health and
nutrition. Pessibly the most important A.I.0D. contributiocn thus
far in the HPH sectnr has been Lo the development of curriculum
and traininc of trainers for tne new Communlty Health Worker
fraining program chrougs che ALl.D.-funded MEUEX group.

A new sociol marketing and ORS project wiil begin tnis year
under tne HOALTHCO Project (L8U0,000 over two years) funded with
a combination of ANL bureau, HMission ans' central funds. The
resident advicnr Ls due to oarcive in May.

lLast year f.l.0. signed a grant agreement with the GPNG's
Institute for Medical 2 vsoarch to carry out malaria vaccine
trials. 1nis L9, 0 wililiun project will be financed witn S&T/H

resourcas.,

In Fopulation, A.L.U has playeo a key role in the South
Pacific over tne past two years. An A.L.D. grant supported the
creation of the South Pacific Alliance for Family Health (SPAFH)
which is a regional vamily planning umbrella organization based
in Tonga. (sec Section V for more on SPAFH.) SPAFH 1is still in
its intancy, having just completed one full year of operation,
but has already been instrumental in the organization of
population policy meetinas In PNG and the Sglomons.

Foe n invencory of other doror sctivities in PNG, prepared
by the DOH, sco Appendlix C.
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A major offort should be undertaken by Provincizl Healtn Offices
to train birth attendants at the village level. In tne Southern
Highlands: <t n obther orovinees, as well, trailning programs have
met with sone success.  Since (he program began in the two
districts of Southern Highlands o few years ago, not one maternal
death has been reportaed.

A omajor detficiency in manpow:r Jevelopment 1In PNG, perhaps
more serious vthan che deficiencies on the healeh delivery side,
is the Lacle of managjemeee ~apabilioy Tnis nhas been more
critical a< authurity for planning and implementation ¢f programs
has shifted to tne proviooial dfevel. Provincial nealth offices
have Deen tasked wilh the cosponsibiliby tor proolem
identificationn, progran planning, and resource allocation.  The
hudget for provimcilsl nealth programs 1€ suomitted Dy the
proviace with no inpul from the DU or assistance fram the
regicnal offices,

Some oai bhe provinces are better prepared Lo cope with
thewe tdasks Lhen obthers .  Some have even carrcied out their own
in-cervice Lraining programs to build management skills among
provincinl necalln officials. A.l.D. supported this activity in
selecten provioces through tne MEDLX group. More of tnis kind of
training needs Lo e done.,

e DOH fas oa traini oy division whlich aversees the
AOB-Funded tlational lraining Sunpor - Unit.  NTSU's mandate is to
supporl in-service tralning. They work through Lhe in-service
trainimg coardinators in each of the provinces, discussed earlier
in Sectian L1 [r i tion, each functional division of the DOH
Carrics oul woekohopo aind g variety o ln-service tralning
seminars. Moot oof Lne arovinces o not nave tralning plans for
their health personnel nor do Lney have mucn advance notice of
tra‘ning opportonitios from Lhe various sources. Not
surprisingly, tnere is 2 lot of duplication 1n content of the
courses armd waay o1 the same peopls repeatedly attend.

The DO hae done an Lmpressive job of creating &n gextensive
network of Bealin fecilities.  Tne team believes that they should
now shift their focus to manpower planning and development:
increase Lhe qieility and output o Daslc tralning programs;
improve tie gquabity of post-basic trailning proyrams; promote
trainming of village=based workers, mainly pirtn attendants;
prepare g manpowe s plan;g rationalize in-service training; provide
adminiot gt ive aad management training and support to the
provineial leval. e creation of Regional Support Units with a
broader mandabe Snan the current Reglonal Epidemiology Jnits
would serve as an appropriate venicle for tne DOH to provide

seislance in this area to provincial nealth offices.
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b, <JTuverags % Uctilization of Rural Health Services

As meaticned several tioes 1o tnls paper, the caverage of
the fixed Taciliity cystem 15 lwnressive by developing country
stanceras. Ihe DOH esramates onat about Y6é% of the population is
witnin 2 nours walk ot & hoason faclility, a41d post, nealtih centfer
or hosnitsl.  The coversag. of che gutreach system 1s much less
extancive, Nawevar,

Frovinciar teallh orfices jo nul nave anouch personnel to
covar o large proportion of the population in thelr areas nor
transposte.inn to Fac il tale acoess.  Even aveas thal are
cavered, ~oldom ceceive i MUH patrols et the 1ntended frequency
of visito Ln addition, tie satrols are not enuipped nor do they
have the tire to provide the wide array of services for which
they are cesponsible . Many Uiaes, they onlv deliver

mmunizations and o o nar service,

Only limited dastea oo utillzatilon of healih services are
avallaole, but 1Y the fact that 2/3 of the Dearths are
unsupervised 1o oan indicator, tne barao proporticn of tne
population is oubside the healih syouem.

Iy 1985 {he DUH estilmated Cnat 55% of all pregnant women
received somi: Cvienatal care Yrom the hezalon system, It is
unclear, however, o hat measure of cave 1s represented.
(According to the 1944 PL Review, onty teb af tne target
population was adequately covored witn tetanus toxoid.) Tne DOH
also reports that 79% of all ini.nts are r=2ached with some sort
of MCH service,

Thouagh probably Limited in szone, few developing countries
can maten the achievement of coverag:? reflected 1n tnhe abuve
gata. PHNG stilt nas a Long way Lo go, howaver, and kKey to
expansion af coverage and increased utillzation 1s outreacn,
CHWs and viliage-based workers can have a substantial impact on
bringing healin Lo the community and making 1t a sought-after
commordity. Ine team considers tnat the DUMH's de facto policy of
trying to bring most everyone into a health facility will not
bring reosults as efficiently as expansion and improvament of
outreach,
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VvI. Rerommendations for USALD Programming 1n HPN

The mwajor prablems 1 the nealth system trat need to be
addresscd can ne svmaed up as follows:

*Lack of trained manvower to rill existing vacancies at all
levels of the system, especlatly cutreach and community-

based;

*Need for assistance in prograaming dand managing resources
At Fne aravincial jevels:

*Lark of support wo provincial nealth offices through
eitiner the central or regional levels;

*Need for 4 coordinated system of in-service training that
will provide guality education For upgrading and
strenthening skilis of neslth workers, particularly in

areus OV maigJeément

¥Need Do odevoiop provlem fdencitication and rapid
assessment capacity at the provincial bevel;

The o 1 inoaddressing these problens 15 Lo fake nore
efficicat <00 . iccbive use of o snrinking rescurce base Dy
targeting alabh rioe 100aps, women and cnildren., Reproductive
health care, inciuding aocenatal, natal, and ramily planning
Sprvices Gre arcas onat oare oeing relatively neglected.  The
provinciisl healtn crrices need Lo be ADle to recognize priority
areds wnd direct resoucces towato them i oways that will be most
effective for their speciiic locsr contexc.

The team identified sever i cpproaches that could be taken
in the design of o USALD project.  Lach would have a different
entry point Jor intsrvention ana Jiiterent areas of empnasis.
Expectud cutcomes woald, obviously. 1lso vary depending on the
approach tak:n, Thres iporoache, onclude:r 1) vertical
assistance S0 une a0 woare subject area Llike LPL or seproductive
health: 7)) manpower development taclunlng training f community
Realth workers, birtn atbtondants, and strenythening in-service
training «t ali levels; 20 progran management support for
improved rurc! care thooagh fne regional and provincial healtn

of Fices. These options for UsAl) assistance are Jiscussed below.

1) Swngle [ntervention Approacn

FPerhaps the simplest way Uo design a program is to focus on
one or more subjuect areas Like LifD or reproductive health,
ident ify weawnesses 1o the deiivery ofF that service at various
levals in Lie system, and makse a conceried effort to address ail
or most of the proulems. With w=rious problems in the cold
chain, lack ot tralned manpowel, Tae absence of data on
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Appendix A

PERSONS VISITED
(In ordei of appoaintment schedule)

Papua New Guinesx

1)
2)
3)
4)

5)
6)
7)
8)
9)
10)
11)
12
13)
1a)
15)
L6)
17)
18)
19)
20)

21)

22)
23)
24)
25)
26)
27)
28)
29)
30)

Dr. Quentin Reilly:
Drc. Daniel Johns:
Ms Jance homasan:

Secretary of Health, DOH
Family Health Division, DOH
ALB Coordinator

Dr. Rilta tisa Kolehmainen-Alxkins:

Mr. Lindsay Piliwos:
ODr. Isaac Ne:
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Appendix 3

Selected Materials Reviewed

AIDAB, Development Papers #E, "The Health Sector in Australia's
Aid Frogram®, S/le/a7.

Albu, Rutn and William Alto, "Training of Villagye Midwives in the
Southern Highlands Province", unpudlisned paper.

U0H, Handbook or dealtn statistics, PHNG L9¢5

LOH Mopograpn 45, "Summary of i ingl Repact for the Southern
Aighilands rural pevelopment “roject, larl Research Unit, 12/84.

Dept. of Southern Highlands Province, 1986 vivision Health Annual
Report,

Dept. o Western Highlands, Division of Health Annual Repert,
1986.

Dept. of New Ireland, PNG and WHO, "Report on the Research &
Development Project in PHC in New ireland Province, PNG
6/81-12/84.

DOH, "Report on the Uvaluation of the National [mmunization
Program, l-2i Nov. 1986,

DOH, "Report on the Comprehensive Review of the Control of
Diarrnoel Disease Program, °© Nov. -3 Dec. 1987.

Garner, Fual, "Nurrition, Health & Fducation of Women in PNG", in
press,

Groos, Anita & Gavner, Paul, "Nutrition, Health & Education of
Women In PNG", in press.

Hull, Terence, "Background Paper on the Health, Pop & Nutr.
Sector of 10 Independent Nations of the South Pacific, 12/7-19,
1937.

Lehman, Deborah, "Summary of Final Rewsort for the Southern
Highlands Rural bDevelopment Projezct, Tari Research Unit, 12/84.

PNG, IMR, 1983 Hational dNutrition survey, Preliminary
District-level Analysis of Lenath and Weight Data, 6/16/85.

Putney, Pamela, "Draft tvaluation Report on the ARID-funded MEDEX
Activities in Pof, 5/58.

WASH Report # 180, "gvaluation of the Water Supply and Sanitation

Component of the ADb-funded Rural Health Svcs Project in PNG,
6/86.
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- Survey reports on isolated populations or areas (other
than Tari), although not assessed by the Team and probably
also not gencralizaole, do place tne IMR for tnaese specific
groups at much nigher levels, usually closer to <0U/1000.

~ A L1985 nousonoid survay ., supported oy WHU, covered tnhree
provinces and found an overall (MR of L5d7/71ud0.

Tne follouving considerations were faken lato account in an
effert to arrive af a more accurate estimate nf overall infant
mortality.

-B3ased upon expecience clsewnere and Upon work uf PNG's own
Institute for Medical Research, it is reasonable to gxpect
that about 45-50% of all infant Jeatns occur 1n the
neonatal period.,

~Ufficially reported statistics are signiticantly more
reliable and valid for deaths wnich occur Ln the
post-neonatal poerciod.

=Most ol tne deaths that make up o the rfacial IMR are
actually ooot-neonatal deatins.

Using afviciolly recorded wtatlstics, tne ream estimated
that the neonatl moriality component of the official IMR is only
3.8/71000U rounaed ta g/ t000 . s calculation was derived from
neonatal deatns reported (0 or to healtn facitities, and an
estimated number f oirths tor g,

e official MR of 72/100U was then ddjusted downward to
68/1000 to represent anly post-neonatal mortality. If experience
in similar caountries is relevant, and the team considers that it
LS, £05! —neodatal mortality snocid represent S0-55% of all infant

deaths. wWiting an estimalted neonatal moctality rate of 62/1000,
tne overall IMR Tor NG Joula then correspond to a level of aoout
13071000 live birtns. The team considers thnils rate g minimum

Level in the atsevce aof more reliuable 1nformation.

*Note: all official statistics used here are taken from tne DOH,
PNG National Healtn Plan, 1986-1Y90 and PNG dasic Health
Statistics, 1985,
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