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EXECUTIVE SUMMARY

The World Health Organization (WHO) Country Coopera Strategy (CCS) for
Papua New Guinea outlines the strategic framewadttkimamvhich WHO will collaborate with
the Government and people of Papua New Guineatbegperiod 2005 to 2009. The CCS is
based on a systematic assessment of the counggtthmeeds, WHO's strategic policies, and
the broader health partnership to improve healthapua New Guinea.

Papua New Guinea, the largest developing counttigarPacific, is classified as a low
middle-income country with a Gross Domestic Prod@DP) per capita of US$ 493 (2001).
The country has over 600 islands with a populataih 6 million people (2005).
Approximately 87% of the population live in rurakas. Around 800 languages are spoken in
Papua New Guinea. Administratively, the country 2@grovinces and 89 districts.

In the past, Papua New Guinea has made some psogresocial development.
Literacy rates have risen from 32% to 65% anddipectancy has risen from 49 to 54 years.
Papua New Guinea has a number of important achiemamin its socioeconomic
development, but many challenges, such as powiflyremain. Currently, about 40% of the
population live within or below the poverty lineb8ut 90% of the poor live in rural areas.
Subsistence farmers, fishermen and hunters cotestita poorest segments of the population.

The health status is the lowest in the Pacific BegCommunicable diseases remain
the major cause of morbidity and mortality in ajleagroups. Papua New Guinea now has a
generalized epidemic of HIV/AIDS. Maternal and dmhorbidity and mortality are still high
and have not improved significantly in the pastm@ajor challenge to improving health in
Papua New Guinea is basically related to perceptmillness and health in the general
population. There is a lack of awareness of bo#ithgpromoting and risk-related behavior.

Health services in Papua New Guinea are providetthdysovernment and the Church
and primarily financed by public funds. The pooadadnfrastructure and rugged terrain pose
formidable challenges to effective health servidebvery nationwide. In recent years, rural
health services have deteriorated significantlyabee of the closing down of many rural
health facilities. The shortage and flawed distiitiu of human resources is a critical issue in
Papua New Guinea. There is a shortage of nursesamnchunity health workers in most rural
areas. There is a persistent and serious law atet problem. The security situation affects
access to health facilities and staff supervisiatal communities rarely participate in health
promoting activities.

The current goal of the national government isntprove the health of all Papua New
Guineans through the development of a health sy8tatis responsive, effective, affordable,
acceptable and accessible to the majority of pedjple National Health Plan 2001-2010 and
the medium-term expenditure framework 2004-2006ehdentified some explicit priorities.
These include maternal and child health, immuniratmalaria control, HIV/AIDS and water
and sanitation programmes.

External agencies provide significant amount ofduand technical assistance to the
health sector by supporting health priority issu&snajor new source of funds for health
from 2004 is the Global Fund to Fight AIDS, Tubdosis (TB) and Malaria (GFATM). The
2001-2010 National Health Plan was developed thragensive consultation with national
and international partners. There is now one anaci@lity plan for the National Department
of Health (NDOH) and all donor partners. In thet kesv years there have been major efforts
by the Government and donors to have a more urdfadoach to health sector development.
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The WHO works closely with the Government and itemal partners in addressing
major health issues and challenges in Papua Newe@uiThe current WHO country
programme provides continued support to the Govemnin combating communicable
diseases, building healthy communities and popratand development of the health sector.

Through the CCS, WHO aims to be more responsivatmtry needs by focusing on
selective areas of its work and fully taking inttcaunt the activities of other development
agencies. The following principles have been appiwedefining strategic agenda and setting
up priorities by which WHO can maximize health gaim Papua New Guinea:

» to reflect national health priorities and commititsemade to international health
treaties and targets;

e to build on WHO'’s traditional competencies and \atids that will shift the
balance of support from routine activities to a enadvisory and facilitating role;

* to maintain existing partnerships and commitmemd & explore new ways of
working with them;

* to be selective and proactive, but to retain sigfit flexibility to respond to
unexpected needs and issues;

» to complement the work of other partners and suppddence-based approaches;
and

* to balance support for short-term results and l@ngp health systems
development.

«  WHO's medium-term strategic agenda in Papua Newndaduiemphasizes three
main areas.

— Greater collaboration and support to lessen theainpf the leading causes of
morbidity and mortality from malaria, TB and HIV/BE, and to also address
maternal and child health issues.

— District health systems development is a majorrjtyiof the Government and
a focus of support from other donors. WHO's worl wbncentrate on the
systematic analysis of innovative district capabityiding, service delivery
and the effectiveness of district health services.

— Increased support for stewardship and partnerdhigding. WHO's work in
this particular area will bolster efforts to momitoverall health system
performance and trends towards Papua New Guinedéishealth goals, with
special attention to poverty reduction.

The WHO Corporate Strategy, the global and regiarahs of work, Papua New
Guinea National Health Policy, and the Health Rlapired and informed the CCS. It is
expected that WHO's work in Papua New Guinea vdllrévitalized through the medium-
term strategic agenda and will contribute to th&onal goal of combating ill-health and
building healthy populations, communities, andrgiteening the health systems in the near
future.
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PAPUA NEW GUINEA
WHO COUNTRY COOPERATION STRATEGY
2005-2009

1. INTRODUCTION

The World Health Organization (WHO) Country Coopiera Strategy (CCS) for
Papua New Guinea outlines the strategic framewadttkimavhich WHO will collaborate with
the people and Government of Papua New Guineatbegperiod 2005 to 2009. The CCS is
based on a systematic assessment of the counegglthmeeds and aspirations; on WHO'’s
own corporate policy and priorities; and on themupand actions of other partners in health
within Papua New Guinea. The Strategy aims to aehee planned and progressive shift
towards a more strategic role for WHO in both witatoes and how it does it, taking into
account the roles and functions of other membetd@tbroader health partnership in Papua
New Guinea.

In recent years, the economy of Papua New Guingaéelined and security problems
within the country have added to the difficulty tife Government in providing public
services. However, the Government of Papua New &auis implementing a Structural
Adjustment Programme with the objective of steethgnational economy back on track and
improving effectiveness and accountability in tleéiveery of public services.

At a time when its national health system is facingny challenges, Papua New
Guinea has completed its fifth National Health Phahich sets the 10-year vision, policy
direction, priorities and guidance for both strategnd operational planning at provincial and
local level governments. The National Health PI&9122010 builds on an ongoing sector
reform programme and the extensive decentralizaifaresponsibility for, and control over,
many aspects of health services delivery and fimgndo provincial and local level
governments.

Papua New Guinea and its main partners in healleldement are implementing a
HSIP that is based on the philosophy and principlea Sector-wide Approach (SWAp).
Because of the potential and early success ofiitashanism it has been chosen as the vehicle
for which funds from the GFATM will go to the hdakector.

Given these developments in the country it is goodpine time to conduct a Country
Cooperation Strategy in Papua New Guinea.

2. GOVERNMENT AND PEOPLE: HEALTH AND
DEVELOPMENT CHALLENGES

2.1 General

Papua New Guinea is the largest developing countrthe Pacific. Of Papua New
Guinea's main landmass, 85% of its total is locatedhe eastern half of an island shared
between Papua New Guinea and Papua Province ofiésdo The remaining 15% is spread



over 600 islands. Papua New Guinea is administigtiorganized into 20 provinces and 89
districts. With a population of 6 million (estimdt€2005), the country has a population
growth rate of 2.7%. It remains a primarily ruraciety due to the fact that 87% of the
population live in rural areas. Around 800 langusagee spoken, and each language group has
a distinct culture. There are large socioculturiffiectences between and within provinces.
Official languages are English, Pidgin and Motu.céss to widely scattered rural
communities is often difficult, slow, and expensi¥@nly 3% of the country’s roads are
paved. Many villages can only be reached on foatciVof the travel between the provinces
is by air.

There is a persistent and serious law and orddrigmg which involves a combination
of “conventional” crime, public disorder and tribahrfare. This, together with the poor road
infrastructure and rugged terrain, pose formidatilallenges to effective health services
delivery nationwide.

2.2 The economy

Papua New Guinea is a low-income, moderately ireteltountry with a Gross
Domestic Product (GDP) per capita of US$ 847 (200@has many natural resources.
Mining, forestry and oil dominate the economy. Ttwemal sector is small and there is a large
informal sector—over 75% of the labour force stithgages in subsistence farming. The
public sector is the largest formal employer. I©20total external aid amounted to US$ 24
per capita.

GDP growth has long been low and unstable and GBRapita has dropped by 40%
in the past 10 year@he Economist Intelligence Unit). The annual agerahange in GDP
between 1997 and 2001 was —1.1%. Since 1997, thenoy (Kina) has depreciated by 45%
against the US dollar. Estimates show 37% of petipdebelow the national poverty line
(World Bank), 1999). Papua New Guinea’s economibj@ms have been attributed by many
analysts to a combination of factors such as lighitérastructure, the inadequate supply and
high cost of skilled labour, natural disasters angeak institutional environment. In the late
1990s Papua New Guinea’s economic problems wer@aoanded by drought and the Asian
economic crisis. An economic reform programme, tstarin 1994 with International
Monetary Fund and World Bank support, continues ait emphasis on public sector reform,
governance and privatization.

2.3 The political and administrative system

Papua New Guinea became independent in 1975. Afdayre of the political and
administrative structure is the decentralizationre$ponsibility for essential services to
provincial, and more recently, to local level gowveents. In 1983, the management of public
services—including hospital and rural health sasiewere transferred to provincial
governments. In 1995, the New Organic Law on Pmiginand Local Level Governments
extended the decentralization, creating 300 loe&bll governments within 89 districts. The
capacity and quality of public sector managemerildevels, but especially at district level,
has long been a cause of concern.

A public sector reform programme began in 1998 iamdlved extensive retrenchment

of peripheral public sector staff. It was haltedl®99, but many problems remain in filling
existing public sector vacancies.
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2.4 Poverty and development

Papua New Guinea has made some progress in sesi@elogment over the last 30
years. Literacy rates have risen from 32% to 65%wéter, only half of all women aged 15
and over and two thirds of men over 15 have ewendéed school, and enrolment rates vary
significantly across provinces. Life expectancy hasn from 49 to 54 years, and Papua New
Guinea’s Human Development Index has risen fron3 ®40.55. However, in recent years
progress has slowed.

Table 1. Comparisons of selected health indicators

Papua New Lower middle East Asia and
Indicator Guinea income Pacific Region
countries
Infant mortality rate/
1000 live births 64 38 57
Child mortality (M/F) 88 (2004) 10/11* 10/11*
Life expectancy at birth 53 yrs (2000) 68 69
Primary school
enrolment (gross) 85% (2000) 93% 97%
Access to safe water in
rural community 32% (2002) 58% 29%

Sources: Papua New Guinea 2000 census report; NHP 2001-2010, The World Health Report 2003;
* World Development Indicators 2002, World Bank

Poverty in Papua New Guinea is often viewed in $eahaccess, for example, access
to basic services such as education, health, abteiims of income. Many rural dwellers do
not earn cash income. The 1996 National Househalde$ estimated that 37.5% of the
population was living at or below the poverty liméth 93% of the poor living in rural areas.
Real per capita consumption of the wealthiest daai$ eight times that of the poorest
guartile, one of the widest differentials withinucdries at a similar stage of development.
Subsistence farmers, fishermen and hunters castita poorest segments of the population.
There appears to be no significant gender biasoweny in Papua New Guinea, but
households with uneducated or elderly heads sdffgroportionately from poverty. Access
to health care is one of the highest prioritiestifier poor.

Papua New Guinea has an extensive informal safetysystem, calledvantok. A
wantok is an informal association based on kinship, eityilanguage and/or friendship.
Members of avantok support one another in a variety of ways and festriacome to needy
members. However, reports suggest that theseitnaaitcoping mechanisms do not make a
significant impact on the depth or extent of rypaverty.

Papua New Guinea has developed a poverty redustiategy which is intended to
give increased focus to poverty in the existingamati Medium Term Development Strategy
(2005-2010). Papua New Guinea is a signatory to theted Nations Millennium
Development Declaration. Achieving the targets ammd in the Millennium Development
Goals (MDG) poses a real challenge.

2.5 Current health challenges and trends

Health status, the lowest in the Pacific regioaadily improved during the 1980s but
has declined over the last decade. Life expecté®@§0) is estimated to be 52.5 for men, and
53.6 years for women, with healthy life expectanty5.5 yearsThe World Health Report
2000). It is estimated that about 15% of a woman’s §f@an is affected by some form of
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disability or morbidity. Infant mortality rate issémated to be 64 per 1000 live births (2000
census) compared to 82 in 1991 Department of Headitvices and 72 from the 1981
National Census. Estimates of mortality and motpigiatterns in the population are very
approximate, as data are almost entirely facilagdd and laboratory confirmation of clinical
diagnoses is rare.

(@) Communicable diseases remain the major cause of morbidity and
mortality. Papua New Guinea has made significant progressrime areas. In 2000 Papua
New Guinea was declared polio free. In additionpuRaNew Guinea reached the national
leprosy elimination target of less than one caselped00 population. However, around 50%
of all mortality is still due to communicable disea. Malaria is the leading cause of all
outpatient visits and the second cause of hospdalissions and deaths. An average of 1.5
million cases of suspected malaria cases are $dealth facilities annually. Malaria is now
endemic in every province including those whichevence malaria free. Malaria death rates
for 2002 are reported to be 11.8 per 100 000. Tagemalaria and pneumonia account for
one third of all recorded deaths. The estimatedi@mce of TB is 104/100 000 year (smear
positive cases) (2005). TB remains a major puldialth problem in PNG, in particular with
the current HIV epidemic Serious measles outbreatdinue—there were an estimated
17 620 cases in 2002. Intestinal infectious diseaseuding diarrhoeal diseases and typhoid
are major causes of morbidity with an estimated lioed incidence of 434/100 000 year.
Contaminated food and water are major contributorshese illnesses. Only 30% of the
population has access to safe water and poor hggeonditions result in unsafe food
handling practices.

(b) Papua New Guinea now has a generalized epidemic of HIV/AIDS. Papua
New Guinea was declared to have a generalized mpdef HIV/AIDS in 2003. HIV
prevalence among antenatal attendees is over h3Rort Moresby and 3.7% in some other
areas. AIDS is the leading cause of death in adpétients at the Port Moresby Hospital. A
consensus workshop in February 2006 estimated @30081 000 HIV-positive individuals in
the sexually active population of 15-49 years. Thenber of reported cases shows a
hyperbolic increase. Prevalence is rising in losk groups such as blood donors and women
attending antenatal clinics. The main mode of t@asion is heterosexual. Sexually
transmitted infections are rising, especially amaeyg workers, but the sexual assault of
women in the rest of the population is also highiclv increases their risk.

(c) Maternal and child morbidity and mortality are not improving. Maternal
mortality estimates vary widely, but all are higrhe official NDOH figure is 370 per 100
000 live births (1996) with marked variations amgmgvinces. Causes of maternal mortality
include postpartum haemorrhage, puerperal sepsispartum haemorrhage, eclampsia and
anaemia. About 80% of pregnant women attend argtkedatic at least once, but only 45% of
the births are supervised by skilled health workénsly 12% of women use modern family
planning methods (National Health Plan 2001-20F@&rinatal conditions account for over
10% of all recorded deaths. Chronic malnutritisna problem, particularly among rural
women and children, and is closely related to pgveOverall, 27% of children are
considered malnourished with 43% of children ageB 6Stunted although wasting is
comparatively low. Again there are marked regioalations.
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(d) High rates of injury from accidents and violence. Accidents and violence are
the fourth leading cause of hospital admissionsresenting 8% of total admissions. Of all
hospital deaths, 4% are due to accidents and welen

(e) Disasters and emergencies. Papua New Guinea is a country prone to natural
disasters (intense volcanic activities, earthquakenami and cyclone) and outbreaks of
infectious diseases. To improve response capaitity, Department of Health and WHO
initiated a programme to improve disaster prepagsslimnd response (2004). The programme
needs to be strengthened as the response cajgasiity very basic.

(f) Noncommunicable diseases are rising. Tobacco and alcohol related illnesses
appear to be on the increase. Data from Port Mgrékispital suggest that diabetes and
hypertension are on the increase. The three leathngers in Papua New Guinea—oral,
hepatic and cervical—have largely preventable cauSancers of the breast and lung appear
to be on the increase. The noncommunicable dis¢l$&3) epidemic in Papua New Guinea
is firmly established but largely unrecognized otigy/-making. This is partly due to the wide
disparity that exists in the indices. Diabetes besn documented at levels that range from
below 1% of ruraKalo adults to between 30%-50% of among urkaku, Wanigela people.
Similar variations are found in obesity, hypertensand hypercholesterolemia. There is firm
evidence that Papua New Guinea, even as it facgs o@nmunicable disease challenges, is
undergoing a health transition and an early respomdNCD prevention could prevent much
larger burdens on the health services in the future

Based on recent apparent trends, Papua New Guanea & real challenge in reaching
many of the health-related MDG targets.

2.6 Challenge for the health system

(a) Perceptions of illness and health. A major challenge to improving health in
Papua New Guinea is related to perceptions ofsfirand health in the general population.
There is widespread lack of awareness of riskedland health-promoting behaviour. There
is little involvement by local communities in hdmftromoting activities. Key factors include
behaviours and environments that increase the eis&emmunicable diseases,
noncommunicable diseases such as tobacco consumapiibrisks associated with unsafe
sexual behaviour.

(b) Health systems devel opment achievements. Health services are provided by
government and church providers which are finaqmedarily from public sector funds, by
enterprise-based services like mining, through kmmaddern private for profit sector and an
undocumented amount from traditional healers. Withie public sector, management
responsibility for hospitals and for rural healdmaces within a province is divided. The
NDOH manages the 19 provincial hospitals, whilevproial and local governments are
responsible for all other services (health cerdrassub-centres, rural hospitals and aid posts)
known collectively as “rural health services”.

(c) Churches as providers of care. Churches provide approximately 60% of rural
health services. They share many of the problemaubfic facilities but appear to perform
better in a number of areas. Papua New Guineastmost of its health workforce. The
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churches run five of the eight nursing schools ahdf the community health worker training
schools.

(d) Rural health services. A Functional and Expenditure Review in 2001 desttib
the health system in rural areas in a state ofwdbreakdown and collapse, but currently
being saved from complete collapse by donors”. fEneew stated, “About 600 rural facilities
are closed or not functioning effectively. Wherevses remain, the breadth and quality of
services is diminishing.” Reliable data on senagailability and coverage are limited, but all
sources suggest low coverage. The current offieérage estimates are as follows.

Table 2 Indicators for DPT3 coverage, measles vacc ine coverage
and antenatal care

Intervention 1990 1998 2000 2001 2002 2003 2004
% WHO/UNICEF
estimate

DPT3 coverage 67 58 57 48 49 56 46
Measles vaccine 66 59 68 49 56 58 44
coverage

Antenatal care 59 59 55 56 78" 40
(1 visit)

Attended delivery 332 532 53" 42

& Source: Asian Development Bank ® Source: UNICEF

Most national averages have not been changed agipiesince 1995 (Functional
Review). Averages also conceal considerable imtgmpcial variation. Multiple factors are
thought to contribute to low coverage. At distrlevel these include: absolute lack of
services; limited use of services that do existiited clinical and managerial capacity of
district health workers in a very decentralizedltiesystem; limited and poorly coordinated
training efforts and other approaches to capaaiiiding. Many district problems are due to
constraints higher up the system, which also nedoketaddressed if district services are to
improve: lack of district supervision and suppdtig existence of parallel systems for
provincial hospitals and district health servicd® scarcity and maldistribution of financial
and human resources; and the lack of timely anahielinformation for decision-making.

(e) Overall health spending. Total health expenditure as a share of GDP has rise
from 3.2% to 4.4% between 1997 and 2001. The Gowent has demonstrated its own
commitment to health by maintaining a relativelgthallocation of the total government
budget to health—around 10% over the same periedpite this, total health expenditure per
capita (measured in US dollars) has fallen steadigr the last five years, from US$ 32 to
US$ 24 (1997-2001, average exchange rate, Medium Egpenditure Framework).

The major sources of funds are provincial goverrintexes and external aid, which
account for about 90% of total health expendituvith the remainder coming from direct
out-of-pocket spending. User fees have long existdebth government and church facilities,
but raise only small amounts of revenue and apieebe poorly managed. Private insurance
is very limited.
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Fig. 1 Distribution of total health expenditure in 2001

11%

O Government budget
B External Aid
O Private OOP

22%

67%

Sources: NHA annex table; The World Health Report, 2003

Given constrained resources, a Medium Term Experadiframework (MTEF) has
been developed to help prioritize health sectoiviéies and resources for 2004-2006
(extended — 2008).

(f) Low allocations by local administrations. Public funds for rural health services
are transferred from the Treasury to provincesiwittlock grants. Funds for health services
are not earmarked, and in practice allocationsemith by provinces are often lower than
those suggested by Treasury. In 2000, on aver&§é,df provincial budgets were allocated
to health, but has dropped since. Provinces alse same revenue from local taxation. There
is considerable variation in health spending betwpgovinces: data for 2000 suggest a
four-fold variation in kina spent on health pergmer across the provinces. Salaries consume
the bulk of recurrent health spending, leavindelifior goods, services and maintenance.
About 80% of recurrent provincial health budgetsenadlocated to salaries in 2004.

(g9 Weak financial management at all levels. As part of efforts to improve
financial management, the NDOH introduced a prognarbased standard budget structure
in 1996, and now produces annual provincial heatfbenditure reports.

(h) Structural problems. The 1995 Provincial and Local Level Government
Decentralization Law (“Organic Law”) appears to @aontributed to current problemshis
was not a health sector specific law, but it haphificant sector-specific effects. The 1995
law gave greater autonomy to districts and loce¢llgovernments in service planning and
management. It had major effects on planning amtdéting processes and human resources
management. Initially, all hospitals were transfdrto provincial governments, but provincial
hospitals were transferred back to the NDOH in 1B96l'hey now operate largely
independently of rural health services within thene province.

The Organic Law led to an increase in the numbeaaibrs involved in planning,
budgeting and management, without clear definitibrroles and responsibilities. It gave
provincial and district administrations almost totl@edom to allocate funds from central
government to health or other sectors. The 1997oh&t Health Administration Act tried to
address some of the difficulties that arose. lat@@ provincial health boards and district
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committees to “assist the implementation of natiomealth policy” and set out
responsibilities at different levels.

2.7 Key constraints

(& Human resources. shortage and maldistribution. Nurses and community
health workers form the backbone of primary headthe services in the rural areas, and both
are considered to be in short supply. Accuratermétion is limited but all reports suggest
that the 1998 Public Service Reform programme dtigalyy reduced the number of
community health workers in aid posts in rural areme reason many rural health facilities
closed. The nurse to population ratio is 150 pe®d A@0. An additional 1000 nurses and
community health workers and 100 midwives are exdth to be needed to fill vacant posts
although current production rates are insufficientill this gap. These shortages constitute a
serious hurdle for implementing the National Hedlthan, but it is unclear how they can be
resolved in the short term given the funds and tiewgiired. The doctor to population ratio is
13 per 100 000, with the majority in Port MoresBpme provinces and many districts have
no doctors.

(b) Decentralization: Staff supervison and performance. About 30% of
provincial government staff are health workers. T@eanic Law exacerbated existing
problems with health staff supervision. Provindmgalth advisors lost much authority to
supervise and discipline district health staff. Sddunctions were transferred to provincial
administrators and to district and local governraghtt there is widespread belief that it is,
“near impossible to discipline, let alone dismisdaff. The transfer of senior personnel,
including doctors, from rural health centres aslveasl the withdrawal of vehicles made
outreach services and supervision almost defunibsgitals became less involved in district
supervision. Other factors cited as contributingpte staff morale and motivation are the lack
of incentives such as housing and hardship alloesaad long periods of isolation in remote
areas.

Central NDOH oversight of provincial staff is alBmited. Reasons include limited
capacity of programme units at central level, latkunds for travel, lack of economies of
scale through joint training and supervision acqasgyrammes and delayed disbursement of
funds.

(c) Funding: distribution, management and use of drugs and other supplies.
Efforts to improve drug availability, including aablonal Drug Policy, privatization of
distribution, kits for aid posts, and more wareteataff training, have likely contributed to
fewer drug stock outs, but significant shortagasaia. The devaluation of the kina has
reduced purchasing power. Public spending on dimi@$S$ 5 per capita, but there is very
inequitable distribution, with highland provincesceiving much less than the national
average. Only two hospitals have qualified pharstacPrescribing practices are also a cause
of concern. Information on equipment is limited dahd most recent inventory of equipment
did not include rural facilities.

(d) Information and monitoring: weak but improving information for
decision-making. Information for clinical decisions and for pubhealth management and
planning is incomplete and uneven. Diagnostic ses/iin hospital and public health
laboratories are limited and disease surveillascprimarily based on signs and symptoms

16



Final Draft

only. There are long-standing efforts to improveilfey-based service data, with variable
success. Routine reporting of a standard set ofrimdtion from health facilities appears to be
relatively complete, but analysis suggests repgiitiaccuracies. There is no effective overall
disease surveillance system, though individual @nognes such as malaria and TB, are
improving their own surveillance systems, and thaidhal Aids Council (NACS) collects
AIDS statistics. The vital registration system amvenly 2% of the population. Household
surveys are infrequent. Health expenditure datanigoving through the regular budget
reports and the current national health accoungscese. Health system research capacity is
limited. One problem is that, apart from the andalional Health Conference, there is little
feedback to local planners and managers from th&atdevel, and little local capacity to
analyse data. There are moves to help hospitalgsantneir own activity data.

2.8 Coordination and stewardship

(a) Coordinating various groups. The NDOH is the government department with
lead responsibility for ensuring improved healthtlog population in Papua New Guinea.
Within a pluralistic and extremely decentralizedliie system the country has many national
partners in health system development such as @beernment departments, churches,
provincial and district health authorities and nemes such as mining companies and local
chapters of Rotary. External agencies provide Samit amounts of funds and technical
assistance. In particular, there is a real needjfeater coordination. Some new mechanisms
for better coordination at national level are nainly established.

Health system stewardship involves influencingkibbaviour of various groups so that
population health improves by maintaining oversigbt detect trends, and reacting to
problems promptly. The NDOH has to do this with féinect command and control tools at
its disposal. It has a number of important achiesmtsy but many challenges remain. Besides
national leadership and stewardship there is adsal fior effective stewardship at provincial
and district levels. In particular, there is a nee¢d for greater coordination.

(b) Law and order problems. In some provinces access to health facilitiesdsiced
because of tribal fighting with hospitals periodligalosing because of risks to staff safety.
The security situation also affects staff supeovisi

2.9 Key elements in the Government’s current respon  se

(a) Explicit priorities. The goal of the NDOH of Papua New Guinea is to owpr
the health of all Papua New Guineans through theldpment of a health system that is
responsive, effective, affordable, acceptable acwkssible to the majority of people. The
National Health Plan 2001-2010 and MTEF 2004-20@&ehidentified some explicit
priorities. These include maternal and child heafttmunization, malaria control, HIV/AIDS
and water and sanitation programmes.

(b) Improved services through selected programme support. The Government is
focusing its efforts to improve child health andremluce malaria, TB and AIDS through
specific programmes. Its malaria control strategy mave a major injection of funds from
GFATM beginning in 2004. For TB, the directly obsed treatment, short-course (DOTS)
programme is gradually expanding and is currentlgrational in 38 districts (of 89). Reasons
for a somewhat slower than planned expansion iecladnumber of system constraints
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common to other disease control programmes — ddewa staffing, weak infrastructuiend
support services, and delays in access to fundshwimits training, supervision and other
local level support. Child health is being tackiecbugh improved immunization and through
the Integrated Management of Childhood lliness (IM&pproach. Both DOTS and IMCI are
seen as entry points for strengthening districttheseervices more generally. For example, the
two districts where IMCI has been introduced arevrmeing assisted to meet the more
general minimum standards developed by the NDOH.

(c) Further organizational reform: moving towards a unified provincial health
system. The National Health Conference 2001 supported agpgwal to create a unified
provincial health system. If implemented, therel Wi¢ a single provincial health authority
responsible for both hospital and rural health ises; headed by a provincial director of
health, which would report to both national andvamoial governments.

(d) Changes to selected financial and staff management procedures. Strategies
to ease managerial difficulties that do not requin@nges to the Organic Law include the
amendment of selected public finance and managemestedures: the quarantining
(earmarking) of health funds in provincial grardgjegation of powers over district health
staff from the provincial administrator to the pimsial health adviser and the alignment of
treasury warrants to provincial budgets.

Stronger monitoring mechanisms are being developleel Functional Review
recommended that provincial health budgets shoalkkenprovision for each rural health
facility. This may have implications for the curtdrudget structure if all resources going to
facilities from several different programme heardsta be comprehensively captured.

Box 1

Responsibilities of national, provincial and local level governments in Papua New
Guinea

The National Government is responsible for:
. development of policy and standards and legislation
. provision of technical advice
. human resources planning and development
. provision of technical services, specialist medical equipment and pharmaceutical supplies to help
provisional governments deliver rural health services
. maintenance of a national health information system and a national health planning and data system

The Provincial Government is required to:
. provide a reasonable level of funding
direct and supervise staff to carry out those functions
ensure national health standards are met
provide and maintain equipment and facilities to carry out the functions
ensure provincial health services are consistent with the National Health Plan

Local level governments are:
. responsible for providing funding for health services, programmes, and facilities in their area and
. should participate in planning activities to help direct health services delivery to the highest priority areas

(e) A sector-wide approach: the HSIP. In the last few years there have been major
efforts by the Government and donors to form a manidied approach to health sector
development. The 2001-2010 National Health Plan wadeveloped with extensive
consultation. There is now an annual activity planthe NDOH and all donor partners. A
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MTEF has been developed for 2004-2006. There amaloannual reviews of achievements,
most importantly the National Health Conferenceeraded by the NDOH, donor partners,
church and provincial government staff.

3. DEVELOPMENT ASSISTANCE: AID FLOWS,
INSTRUMENTS AND COORDINATION

3.1 Past and future trends in official development assistance

Papua New Guinea receives significant levels ofcialf development assistance,
estimated to amount to US$ 203 million or 7.2% o6$3 National Product (GNP) in 2001.

The health sector receives around 15% of total OD¥er the last five years, ODA for
health has fluctuated, but has been approxima}y @f total health spending.

3.2 Sources of external assistance

Papua New Guinea is unusual in having relativelw fdevelopment partners.
According to The Organisation for Economic Co-opiera and Development (OECD)
statistics, 96% of ODA for health in 1998-2000 wiasm Australia—by far the most
significant donor in volume of aid and breadth apgort. This has changed over the last
years. Other major external agencies providing doangrants are the Asian Development
Bank (ADB), New Zealand Agency for Internationalv@®pment (NZAID), WHO, Japan
International Cooperation Agency JICA), and urgdently the World Bank. The World Bank
has not contributed to the health sector since 2filis currently considering a loan for
HIV/AIDS. There are smaller contributions from Ut States Agency for International
Development (USAID), the European Union and Unitiedions agencies.

Table 2. ODA commitments (2006)

Health

PGK (millions) % all donors
All donors — total 184.8 100
AusAID 105.8 57.3
NZAID 111 6.0
JICA 4.5 2.4
WHO 10.3 5.6
GFATM 33.3 18.0
UNICEF 1.9 1.0
UNFPA 0.4 0.2
ADB 12.5 6.8
Sustainable 5.0 2.7
development

Source: HSIP Management Branch

A major new source of funds for health from 2004the GFATM, which has
committed US$ 20 million for the malaria programroeer the next five years and is
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considering a grant of US$ 30 million for HIV/AID& fifth round proposal to GFATM
related to the supervisory system for TB and HI¢ haen declined but the NDOH has been
requested to resubmit after some adaptations tpriposals.

3.3 SWAp: the HSIP

Papua New Guinea currently receives aid in diffeferms: as loans and grants, in the
form of project aid, and as more sector-basedtassis. Funds are channelled through project
trust accounts. There is also a move towards grgeteling of external assistance to the
health sector through a sectoral trust fund. In6199 trust fund known as the HSIP was
created by ADB, initially to handle its own loanhd Australian Agency for International
Development (AusAID) now channels a proportion béit aid through this trust fund.
NZAID, which previously operated primarily througbhurch and nongovernmental
organizations (NGOs), will also contribute. The GMAis channelling funding through the
HSIP. Funds channelled through the HSIP amounte@7t8 million kina or 7% of total
public expenditure in 2005. Other bilateral and telshiNations agencies manage funds with
their traditional arrangements.

3.4 Subsectoral breakdown of aid

In 1998-2000, 35% of aid to the health sector werbasic health care, 28% to STI
control, including HIV/AIDS, and 18% to health pmfi and administration management
(OECD statistics). AusAID and ADB provide the butd support for health sector
institutional policy development, and specific agpeof service delivery. AusAID projects
cover many aspects of health sector developmedtt@some degree, every province and
facility in the country. There are currently prdgcelated to health policy and planning,
health services management, medical and publicthaining, women and children’s health
(including the expanded programme on immunizatibtl//AIDS, malaria research,
pharmaceuticals and medical equipment supply anthgemnent. Loans and smaller technical
assistance grants for health have been provideADWy since 1983. ADB has shifted its
focus over the last 30 years from expanding infoastire to greater emphasis on quality and
efficiency of service provision. The most recentf8® million Health Sector Development
Programmes loan finished in 2002 and had policyiamdstment components, with a focus
on provincial hospitals, essential drugs and egaigmplanning and management capacity
(especially financial management). AusAID and ADBe also working to strengthen
governance in general—especially public expenditna@agement and law and order issues,
which affect health sector performance.

Other agencies do not have the same scope oftadivi he focus of future Japanese
assistance is shifting from health infrastructun@ding and support to strengthening primary
health care, disease control activities, partityllor TB and malaria, provision of safe water
supply systems, and health workforce developmerduth a health friendship exchange
programme. In addition to this, the United Natiofeust Fund for Human Security
(UNTFHS) funded by Japan will be providing finand@asistance to a project for displaced
women as a result of HIV, displaced communities famdaboratory support. The European
Union and the World Bank are supporting, or conamgesupporting, projects in HIV/AIDS.
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3.5 Work of the United Nations

Various United Nations agencies work within theiandates. The United Nations
Children's Fund (UNICEF) is active in maternal @hdild health and nutrition, with activities
in selected provinces. United Nations Populationd=(UNFPA), with WHO as the executing
agency, has a project to strengthen health workkilts in reproductive health in four
provinces that is extended to other provinces WitkAID and ADB support.

The Common Country Assessment [CCA] is a countgedaprocess, whereby the
United Nations system reviews and analyses theomelti development situation, and
identifies key issues and challenges based onoitsimon experience in the country. The
country's first CCA was prepared in 2001 in corasidh with the Government and other
stakeholders. It forms the basis for the develogréa single United Nations Development
Assistance Framework (UNDAF). The CCA is considaxethe a working document that is
refined continuously and it has been used by trdemtommunity of development partners
both inside and outside Papua New Guinea.

3.6 Issues and challenges

(@) HSIP. All development partners have signaled their supfar the priorities
specified in the National Health Development Pldawever, translation of that convergence
of support for policy into coherent support in fgieeis not yet streamlined.

The ability of the NDOH to coordinate through thé/&p needs to be strengthened.
The harmonization and alignment of activities angp®rt can be addressed to the SWAp.

The majority of the partners have signed an agraemvéh the department in order to be
SWAp compliant.

(b) Human resources. Human resources in the country are limited. Theisfiy of
Finance has put restrictions on growth in persodnel to lack of funds, the result of budget
restraints and mismanagement of some salaries. dddbe Government’s health budget is
allocated to salaries, investment and programmegereral mapping and a programme-
linked mapping of human resources have to be cdsthle

All provinces are considered based on their annaetivity plans. However,
continuation of funding depends on the capacityalbsorb, disburse and reconcile funds
allocated. TheGlobal Fund to Fight AIDS, Tuberculosis and Mad&i (GFATM)
provision of a significant amount of new funds foalaria is a great opportunity, but needs to
be carefully managed to avoid diverting effortanfirother priority conditions.

() Implementation level. The provincial and mainly the district level must
directly supported. The decentralization shiftegpmnsibility to provinces and districts. WHO
needs to get more national staff to support thislle
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4. WHO: Current Country Programme

WHO closely works with the Government and its exé¢ipartners in addressing major
health issues and challenges in Papua New Guireaclirrent WHO country programme
provides continued support to the Government in dheas of combating communicable
diseases, building healthy communities and popratiand health sector development. The
main programme focuses under each of the three arams of work during the 2002-2003
biennium were as follows:

» Combating communicable diseases

— TB, malaria, expanded programme on immunization/HBV/AIDS, disease
surveillance

* Building healthy communities and populations

— health promotion, environmental health, child Healteproductive health,
tobacco-free initiative

» Health sector development

— health planning and management, health financisggrdial medicines, public
health laboratories and human resource managemealth emergency and
disaster preparedness, health information systecheperational research

The WHO country office in Papua New Guinea is ohdhe largest in the WHO
Western Pacific Region. The availability of a widenge of WHO technical experts in-
country is a major strength that needs to be fulijized not only for the delivery of
programmes, but also for the systematic transferkmfwledge and skills to national
counterparts.

4.1 WHO financial resources

The WHO country programme is funded from three nsaiarces, the regular budget,
the intercountry budget, and the extrabudgetargduisome resources are shared by other
donors like ADB and GFATM at the country level. Tiegular budget is US$ 2 580 000 for
2006-2007 and the voluntary contributions from dsns likely to be more than the regular
budget.
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Fig. 2 Composition of the WHO regular budget by co  mponent, 2004-2005

Duty
Travel

APW 3%
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68%

In June 2005, the Country Office count was 12 im@donal staff (long and short-term)
eight local staff and eight general-service staffc(etaries and drivers). For 2006, the cost of
the staff is 41% of the regular budget (around 2%6tal budget).

Another large regular budget component (12%) isllgosts, which covers in-country
workshops and seminars for national health staffriny the period 2004-2005 WHO -
supported workshops and seminars were organizeatianal, provincial and district levels.

Smaller portions of expenditure go to funding feldhips and special services
agreements, which have long been a feature of Wkl@pport in Papua New Guinea.

In terms of regular budget allocation by contentvofk, the analysis showed that 27%
went toward combating communicable diseases, 35%udding healthy communities and
38% on health sector development.
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4.2 WHO human resources

During the period 2002-2003, about 4.5 full-timelieglent (FTE) staff time or nearly
half of all WHO professional staff time was spent @dmmunicable diseases control. Less
than two FTE support was provided on health sysedated aspects. Administrative support
staff constitute an important part of WHO's totalffspresence in Papua New Guinea.

Special Services Agreements (SSA) can play a uselelin increasing capacity in the
country office and in supporting government-impleteel programmes at provincial and
district levels. WHO presence at a peripheral leigelcrucial for clear input at the
implementation level. This was clearly demonstratedng the Supplementary Immunization
Programme and was crucial to its success.

High turnover of national counterparts and provahtiealth advisors have contributed
to the delay in implementation of programme adgsit and complicate efforts to develop
institutional capacity. SSA have provided a pradtishort-term solution to the very real
staffing and funding shortages experienced by th#ON. However, there is no clear
evidence that SSA are contributing to greater lotgen capacity in Papua New Guinea.
There is a problem of retention because many reisoemployed on an SSA contract with
WHO have subsequently left government service,thack is no mechanism to monitor and
supervise SSA-contracted experts, especially thas&ing in the field. There is also a need
for greater accountability of SSA to WHO and foos#r supervision to be undertaken by
WHO of their activities.

4.3 Achievements

The WHO country programme has contributed to ingodrt national policy
developments in the past. The Government has esdidie DOTS strategy as the most
effective strategy to address the high burden ofiTBPapua New Guinea. The Integrated
Management of Childhood lliness (IMCI) strategy wadvocated and the WHO IMCI
training manual was adopted and applied in seledigtdicts with high child morbidity and
mortality. Through collaboration with the Departrhesf Education, a health-promoting
school programme has been introduced in 300 of 80800ols in all 19 provinces. A national
drug policy and legislation on medicine and cososehave been developed with WHO's
technical support. WHO was an important elemerfuind raising and was responsible for
successfully securing and implementing the malariagramme of the GFATM (US$ 20
million) and for the introduction of the HIV compemnt (US$ 30 million). WHO was strongly
involved in the supplementary immunization actasti (2004-2005) with follow-up of
activities in the field to maximize the technicaladjty and ensure accountability with use of
resources. WHO, in collaboration with ADB, inted and supervised the first pilot project
for HIV therapy which is now integrated in the “g B Initiative” activities.

Along with these achievements, a number of issusd ehallenges need to be
considered and addressed in order to strengthen "8ki@pport of health development in
Papua New Guinea:

» securing long-term staff for EPI, epidemiology, IM@mergency preparedness,
health systems and information;
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» strengthen our presence in peripheries: specialicesr agreements and national
programme officers to be increased significantly;

» greater ability to manage extrabudgetary fundoanty level;
» interchange of experience with staff of other cdest and

» strengthened involvement in coordination with parsnand closer collaboration
through their contribution to budget or through gexondment of personnel to
WHO office.

5. WHO’s CORPORATE POLICY FRAMEWORK:
GLOBAL AND REGIONAL DIRECTION

5.1 WHO Corporate policy framework

A WHO Country Cooperation Strategy needs to refteet Organization’s corporate
policy framework and regional strategies as wellttes health needs of the country and
activities of other development partners.

WHO'’s mission, as set out in its Constitution, reamahe attainment, for all people, of
the highest possible level of health. A number billenges have emerged from the
significant changes in international health in ldst decade, including a new understanding of
the causes and consequences of ill health; théegreamplexity of health systems; increasing
prominence for “safeguarding health” as a compomértumanitarian action; and a world
increasingly looking to the United Nations systeon keadership. WHO has developed a
corporate policy framework to guide its responséhts changing global environment and to
enable WHO to make the greatest possible contabut world health.

The policy framework continues to reflect the val@and principles articulated in the
global Health-for-All policy, which was reaffirmeoly the World Health Assembly in 1998
with new emphasis on:

» adopting a broader approach to health within th&@ecd of human development,
humanitarian action and human rights, in partictdausing on the links between
health and poverty reduction;

» playing a greater role in establishing wider naicend international consensus on
health policy, strategies and standards by manabmgeneration and application
of research, knowledge and expertise;

» triggering more effective action to improve headitd to decrease inequalities in
health outcomes by carefully negotiating partngsiand catalyzing action on the
part of others;

* creating an organizational culture that encouragegategic thinking, global
influence, prompt action, creative networking amaavation.
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5.2 WHO's goals and priorities

WHO aims to build healthy populations and commaesitaind to combat ill-health. The
following four interrelated strategic directionsveabeen set for WHO's areas of work:

* reducing excess mortality, morbidity and disabijlitgspecially in poor and
marginalized populations;

» promoting healthy lifestyles and reducing factdrsisk to human health that arise
from environmental, economic, social and behaviotaases;

» developing health systems that equitably improveltheoutcomes, respond to
people’s legitimate demands and are financially fai

» developing an enabling policy and institutional iemwment in the health sector,
and promoting an effective health dimension to alp@conomic, environmental
and development policy.

In addition to these strategic directions, WHO faso defined limited specific
priorities, based on criteria which include the gmtal for a significant reduction in the
burden of diseases using existing cost-effectiehrtelogies (particularly where the health of
the poor will demonstrate benefit), and the urgeeed for new information, technical
strategies, or products to reduce a high burdatissiase. The specific priorities are malaria,
HIV/AIDS, TB, maternal health, mental health, tobacnon-communicable diseases, food
safety, safe blood, health systems and investimpamge in WHO.

Strengthening corporate action at country leveirie of the key objectives of WHO.
The Country Cooperation Strategy is a key instruméthe organization-wide country focus
initiative, which aims to optimize WHO’s work atehcountry level and provide effective
support to countries in addressing their healtlolgros. Along with the Country Cooperation
Strategy, the strengthening of competencies andcités, enabling effective functioning of
country teams, providing coherent support, infoiamtin-country intelligence and working
with partners, have been defined as the major caems of the Country Focus Initiatives.

The WHO policy framework guides the Organization aaswhole to collaborate
effectively with United Nations agencies and al@tpartners to bring health into the agenda
of socio-economic development. Recent internatidreslth developments such as MDG,
Poverty Reduction Strategy Papers, the Commissiodacroeconomics and Heal®)obal
Alliance for Vaccines and Immunizatioand the Global Fund to Fight AIDS,
Tuberculosis and Malaria’'s have broadened such rtpmtes and established new
mechanisms for increased internal and externabinvents in health.

5.3 Regional emphasis

Within the WHO corporate strategy and in the lighttmerging health challenges in
the Region, the WHO Regional Office for the Westeatific has tailored its own supporting
framework for action around four outcome-orienteehes:

e combating communicable diseases;
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* building healthy communities and populations;
» developing a strong health sector; and

* reaching out (which encompasses information tedgyplexternal relations and
communication).

In recent years, emerging and re-emerging dise@ses been a major public health
issue in several countries and areas of the Re@ieroutbreak of severe acute respiratory
syndrome (SARS) has taught many important lessahich have resulted in increased
commitments to address the weaknesses in publithhegstems and strengthen disease
prevention and control measures. HIV/AIDS, malamal TB are serious health issues for
many countries and areas in the Region. The refjolacy to fight HIV/AIDS has been
revitalized by the WHO'’s new statement to ensuess to HIV/AIDS drugs for 3 million
HIV-infected patients in developing countries byY)2pknown as the “3 by 5 Initiative”.

Health sector development is another importankigsuhe Region. Health systems in
many countries need to be adequately developedusnigd in order to deliver a minimum
level of essential health services. Consequentbstrhealth system reforms undertaken in
the Region aim to improve health system functioninnagement and financing at all
levels. Increasing cost of health services andiegtpin of user fees often push low-income
families into poverty. Therefore, the issue of remg undue financial burden on individual
households and ensuring appropriate financial ptiote for the entire population through
prepayment is recognized as one of the most impionzalth system reforms in the Region.

6. WHO'S MEDIUM-TERM STRATEGIC AGENDA IN
PAPUA NEW GUINEA

6.1 Objectives, principles and outlook

WHO's overall objective is to support the Governtmén achieving its goal of
improving the health of Papua New Guineans, assamed in the national health plan
2001-2010. WHO's main areas of work within the foutcome-oriented regional themes will
be maintained in Papua New Guinea with newly defipgnciples and strategic directions
which are discussed below.

The overarching principles of WHO’s work in PapuavNGuinea are to:

» be guided by Papua New Guinea’s national healtbripgs, and commitments to
international health treaties and targets;

» continue to provide technical and logistical assise to Papua New Guinea in
order to facilitate the full and effective implentation of the International Health
Regulations (2005);

* build on WHO's traditional competencies and adtg} and aim to gradually shift
the balance of support as national, provincial disttict capacities increase away
from active support for routine programme deliveswards a more advisory and
facilitating role;

27



maintain existing partnerships and commitmentduiiog those within the United
Nations family, but respond to an increasing numdieactors in health-public,
private and external-by exploring new ways of wogkwith them;

emphasize the need to be selective in its worktaride proactive, but to retain
sufficient flexibility to respond to the unexpected

complement the work of other partners and suppadeace-based approaches;

balance support for short-term results and longrteealth systems development.

6.2 Strategic directions

(&) Intensified collaboration to reduce the main causes of morbidity and
mortality.

This will continue to be WHO’s main area of work H® will intensify its support to
reduce mortality and morbidity from malaria, HIVI2$ and TB, and to reduce child and
maternal mortality. At present WHO provides inteassupport to the NDOH in the design
and implementation of its national programmes, froemtral to district level. WHO will
continue to provide the full spectrum of supportluding technical policy development,
guidelines, selected logistics, training at diffareevels, supervision, and monitoring. WHO
will support the following Government prioritiesrlugh a mix of interventions, but focused
and cross-cutting:
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Malaria. The Government strategy consists of sgaliop the use of
insecticide-treated bednets, improved diagnosis effiective treatment. Papua
New Guinea has recently received additional funaols this strategy from the
GFATM, which has pledged $20 million over the néxe years, with $6 million
for 2004-2005. GFATM resources are additional ® ¢hrrent health budget, and
their timely and effective use poses both an opmpitt and a challenge. In
addition to continued technical advice on effectimalaria control, WHO will
support the Government and the Country Cooperalenhanism (CCM) in the
use these funds, especially in developing gre@&ades with nongovernmental
organizations and the private sector, to moniter éffects on malaria prevention
and care, and on other aspects of service delivery.

HIV/AIDS. WHO supports the comprehensive respongdhe Government that
includes prevention, counselling, and treatment. @\iiill particularly continue
efforts to decrease stigma and raise awarenes3\AIBS through advocacy to
the wide range of concerned parties. It will alsorkvto increase access to
antiretroviral drugs through the mobilization ofedefunds and through helping
develop competencies in a small number of treatmemires that are then expected
to act as “path-finders” for larger and longer témplementation. Exploring ways
to maintain long-term compliance, to successfullgles up services, and analyses
of costs and options for longer term funding are péthat “path-finding” role.
Furthermore, WHO will support surveillance of HiIstrengthening the control of
STI and provide support for laboratories for STHahlV. WHO will work with
other partners and especially the United Natioesihgroup to provide leadership.
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e Tuberculosis. WHO will continue to play a key roile providing technical
expertise in implementing the TB programme in Paplgav Guinea. Specific
emphasis will be given to the expansion of the D31r&tegy to all provinces by
2007.

e Childhood illness. WHO will continue to support theegrated Management of
Childhood lliness Strategy (IMCI) in Papua New Gaarand its expansion, based
on lessons learnt from the two pilot districts.

* Maternal mortality. WHO will increase its inputstonthe “Making Pregnancy
Safer” programme and Reproductive Health in generaluding Family
Planning/Birth Spacing, based on lessons learmh fits implementation in four
provinces.

* Immunization. WHO will support and strengthen thational Expanded
Programme of Immunization to achieve >80% coverfigethe third dose of
diphtheria tetanus and pertussis vaccine (DTP3Jjo @nd measles within five
years. Supplementary immunization activities waldupported as needed.

* Noncommunicable diseases and injuries. WHO wilphtbe NDOH anticipate the
emerging noncommunicable diseases (NCD) agendsygyorting the assessment
of trends in mortality and morbidity of heart diseadiabetes and preventable
cancers such as oral, hepatic and cervical cantées.unrecognized burden of
NCD needs to be qualified in the short term aness=d for its impact especially
on the urban poor. A national response for dealimidp the double burden of
disease should be developed.

* Mental health and violence. WHO will raise awarenetmental illnesses and all
forms of violence and support the NDOH to promotedy mental health among
the population and to plan responses to mitigategpative impacts.

* Food safety. WHO will continue to support and sgtéen the national regulatory
environment to enhance the safety of imported amdestically produced food and
increase consumer awareness of safe food handiadiges to reduce the burden
of diarrhoeal diseases.

» Essential health technology. WHO will continue tgogort and provide technical
expertise to strengthen public health and clinlesloratories and of the Blood
Transfusion Service to ensure blood safety.

* Emergency and disaster preparedness. WHO will gifnen national capacity to
plan and coordinate a timely response to mitigaalth consequences during
emergencies and disasters.

* Health promotion activities related to priority elises. WHO will continue to
support the Ministry of Health’s Healthy Islands papach to stimulating
community involvement in health, which uses schawold other community-based
structures as key entry points. WHO will: focustba priority health conditions in
Papua New Guinea; encourage greater synergies evemion and treatment
activities within specific programmes; promote geeaconsistency in health
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promotion messages across the many agencies inyawne undertake systematic
evaluations of the effectiveness of health pronmta@ctivities in changing
behaviours in Papua New Guinea.

e Strengthening human resources capacity. In ordéadititate the achievement of
the strategic directions, WHO will continue to sagpand provide technical
assistance for the continued development of humsources capacity in the health
care workforce.

Selected activities and ways of working

To support the implementation of the above prograsmi®WHO will maintain a district
peripheral focus (provinces and districts).

» Capacity-building. For a programme to be effectesaxyvice delivery at the district
level needs to occur. WHO will focus on supportihg development of capacity at
the district level supported by a management apersisory system at provincial
and national levels and appropriate national petieind guidelines.

* Best practices and lessons learnt. Currently, tmplementation of many
programmes is limited to selected districts or proes. There is limited
information and documentation of successes andirésl across the various
programmes. Therefore, WHO will support exchangeinfbrmation on best
practices and lessons learnt across programmes.

» Encouraging programme integration. To minimize dwgion, waste, and multiple
demands on local staff, WHO will support efforts dastrict level to integrate
programmes where appropriate. This should incluttegrated approaches to
training.

» Scaling up. WHO will encourage the early develophaéra long-term strategy for
scaling up programmes to achieve national coverageher areas and will avoid
only supporting programmes that cover a limited bemof districts and do not
have a plan for scaling up.

(b) Health systems devel opment within a decentralized system

Main directions of WHO medium-term support. The decline in district
services means these are a major priority for toee@ment, and a focus of support
from other donors. Decentralization has resulted districts having many
responsibilities but often little capacity. WHO ImMduild on its existing activities at
both central and district levels to improve theeefiveness of district health services.
It has to adapt to the current configuration wite decentralization and split in
provincial health services. WHO and its partnerd wiork together to improve
communication, supervision, effective referral, ameraction between health centres
and hospitals. It will also encourage systematialys®es of innovative district
capacity-building and service delivery strategi&pecifically it will support the
NDOH in:
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Human resources development

WHO support for human resources development willcberdinated with other
development partners and ideally within an ovegalternment framework or plan.
However, urgent actions need to be taken when appte, especially in view of
the influx of large donor funds such as GFATM.

The ongoing public sector reform, including admti@isve and financial
decentralization, require a more strategic focushhoman resources development
including skill mix, clear terms and conditions efployment and disciplinary
procedures. Therefore, WHO will support the NDOHtlwe development of a
health workforce capacity-building strategy, paréely at a district level that
could guide capacity-building activities of all paars.

WHO will facilitate access to international knowgdand experience on different
aspects of health workforce development, such aategies to improve
distribution, skill mix, and supervision to creaiacentives and improve
accountability.

Capacity-building

WHO-supported workshops more often addressed ratiather than provincial or
district health needs and problems. Managemenis skild knowledge of district
health administrators are not addressed. For iatiemal workshops, some people
are frequently selected, while provincial and disstaffs rarely attend. There is no
systematic mechanism to support the translatiomeof skills and knowledge into
practice. Therefore, WHO will pay special attentitm the issue of investing
resources in training, including overseas studi€blO in collaboration with the
NDOH will develop appropriate selection criteriadaaccountability mechanism to
improve the training benefits and quality of woréph.

WHO will ensure that its workshops and courses wdach district service
providers and managers and the course contentagard and of good quality
through better coordination with other agencies puoger follow up.

Standards and guidelines development

WHO will continue to support strategies to stremegththe district's operating

environment through the implementation of “MinimuBtandards for District

Health Services”, a strategy developed and adapt2@01 which further enhances
support services the foremost and strengthensghdilth laboratories.

Supervision and monitoring

Given that the bulk of the NDOH budget is going amts salaries and benefits,
only a small amount remains to operate the systgnch is the underlying cause
of poor monitoring and supervision. WHO, with otlidavelopment partners, will
support innovative ways to strengthen an integratguervisory and monitoring
system central to province and province to distecels.
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Health information systems and use of data for margement

» ltis a known fact that “lower levels” are requekte collect and collate data, but
are often not given regular feedback of the condpéled analysed data. WHO wiill
support the health information systems and dataagement, ensuring that
information exchange goes in both ways, which gthoemable provinces and
districts to make their own analysis and use gainémmation as a management
tool for decision-making.

Drug supply and management

» Drug procurement and supply is surrounded by seasg@isues, which often results
in unacceptable shortages and stock-outs. WHOawitltinue to provide support
for the Medical Supply and Equipment branch to iowerdrug management, with
special attention to provincial and district level&hen necessary, and on an
exceptional ad hoc basis, WHO will procure drugsnitigate serious health
impacts of affected populations.

Health systems and financing

*  WHO will support the analysis of alternative finamgoptions, such as community
insurance. This will draw on local and internatioegperience, and link up with
broader debates on health financing options in @&f@w Guinea.

(c) Support the National Department of Health in good governance and
partnership building

Main directions of WHO support. The NDOH faces many challenges in
guiding the development, implementation and momtpof the national health
policies in a decentralized and increasingly pistal health system. WHO will
support the NDOH in:

Good governance and leadership

* The key duty of WHO'’s country office is to strengththe National Department of
Health’s leadership role in every aspect at a natitevel.

* At provincial and district levels WHO will strength governance and stewardship
capacity to ensure that provincial and districtlteaervices meet the minimum
standard and other performance criteria as defiméd strategic framework.

*  WHO will collaborate in strengthening of efforts toonitor the overall health
system performance and trends towards Papua Neme&agistated health system
goals, with special attention to the treatment dhegrable groups. It will promote
better and more timely feedback of information éxidion-makers and encourage
its use.
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Policy support

WHO will continue to provide technical support fchnical and institutional
health policy development, including independerpegt advice when requested,
and will facilitate access to policy options fromtdrnational experience in
collaboration with other partners.

Coordination

Efforts to improve policy coherence and greaterrdmation of partners and in
greater technical cooperation around specific hgaiorities at national level has
been a challenging issue in the health sectoretent years, WHO has made
progress and works closely with the United Nationsntry team on matters of
common interest. Especially, WHO will intensify therk with the NDOH and
other partners in further development of Health t&edmprovement Program
(HSIP), and encourage the gradual harmonizatiorprotedures and systems.
Further, it assists in the GFATM’'s Country Coordioa Mechanism (CCM) to
tackle malaria, HIV/AIDS and TB.

Monitoring health-related Millennium Development Gaoals

WHO will support monitoring of the health-relatedillghnium Development
Goals in ways that give a system wide perspectind allow data to be
disaggregated to see whether access by the moserable groups is being
improved. It will facilitate access to internatibrexperience in monitoring health
systems performance, and to relevant new methadisnatruments, for example,
through the Health Metrics Network.

Health and the poverty agenda

WHO will also work to enhance understanding of dwatribution of health to
human development and poverty reduction and vicgayén Papua New Guinea.

WHO will address the international dimensions opla New Guinea's health
agenda. For example, WHO will facilitate access rexluced prices for
pharmaceuticals for priority conditions, throughomative mechanisms such as the
Global Drug Facility (GDF).

Selected activities and ways of working

Papua New Guinea is a country in transition withae communicable diseases
agenda, but also with an increase in new lifesdilfeents, which is not matched by its fragile
health system. There is a substantial range of inggbealth policy reforms and other
developments to address the challenge. ThereforlQWill provide expertise in broader
health systems development and pay special attetwidncreased generation of data and
information. It will further insure that the heallyenda is seen outside the immediate health
sector to foster overall development.

Knowledge generation. WHO will support key instibiis such as the Institute of
Medical Research at Goroka and the Central Publgaltd Laboratory to
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strengthen their capacity to carry out operatiomslearch on diseases such as
measles, acute respiratory infections, and HIV.

* Intersectoral action. WHO will support the NDOH rtmaintain links with other
partners such as the Department of Education amdépartment of Community
Development in order to keep health promoting irgations that fall within the
mandate of these departments on their agenda.

* Health and development. WHO will help “translatbétmessages on Health and
Development from the Commission on Macroeconomicktdealth to Papua New
Guinea’s own context, and explore ways these cbeldsed to stimulate action by
politicians and administrators at all levels of thgstem in mobilizing and
allocating resources for health.

7. IMPLICATIONS FOR THE COUNTRY OFFICE

The Country Cooperation Strategy calls for new wafyg/orking at the country level
and it will have major implications on WHO'’s countrollaboration in Papua New Guinea.
These will be in the areas of programme managemespurce mobilization, human
resources, partnership building, and advocacy.

7.1 The role of the country office

The country office has played an important role oy in supporting the NDOH in
providing technical assistance but also in suppgrthe management of programmes and
providing back-up in other areas. This has resutiea high proportion of the regular budget
being allocated for staff. This role is expecteaddatinue for the next several years as WHO
supports priority programmes to scale up their caye. However, where programmes have
the capacity, WHO would try to step back and takeoae advisory role.

7.2 Programme management

Given the five-year time frame of the Country Caapien Strategy (CCS), it provides
a bridge between the biennial cycle of WHO andgéeeral programme cycle of five years
that is common for the Government and other UniMatlons partners. The CCS also clearly
demonstrates the need for long-term support indervhiechnical assistance and resources. It
will assure that the country plans of action depetb every two years are in-line with the
global and regional planning cycles. The NDOH hdepéed a SWAp and has called for
harmonization of programme cycles among developrpantners in health to support the
medium-term expenditure framework and its natidregllth plan.

In terms of budget allocation, the SWAp calls faoled funding to support annual
activity plans. To facilitate this, a trust accoumechanism has been put in operation.
Increasingly, the NDOH and donor partners includihg GFATM are utilizing this trust
fund. WHO plays an important and critical role imsaring good management of this trust
account and providing technical support for progreandevelopment and implementation.
The funds WHO provides for activities are limitduit where possible, funds will be placed
in the trust account as earmarked funds.
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With the move towards decentralization in WHO amedadlopment of a "one country
plan and budget" for the contribution of all levelsthe Organization to work in a country,
the WHO Representative will be delegated increassgonsibility for all WHO resources
spent in Papua New Guinea. There will be a greamgphasis on integrated programme
budgeting with the coordinated planning, implemgaia monitoring, and evaluation of both
regular budget and extra-budgetary resources. Wiyt will there be close monitoring of
funds from all levels of the Organization spentountry, but also the routine six-monthly
monitoring of implementation of the Programme Budgéll analyse the combined
contribution of all sources of funds to achieve thgected results under the Programme
Budget.

7.3 Resource mobilization

Besides regular and inter-country budget the cguatfice has been successful in
mobilizing resources from other sources to suppotntry programmes. In the past, funds
have been mobilized from bilateral donors and fomdn institutions to support
implementation of the DOTS Strategy, implementatadnessential drugs policy, conduct
supplementary immunization activities and for étgrthe "3 by 5 Initiative" to promote the
care and treatment of HIV/AIDS patients. Althougk tountry budget is limited, support has
been provided to many essential country initiatitte®ugh better extra-budgetary resource
mobilization. In the future, the country office sitd play an even bigger role to attract
funding to support implementation of activitiedla peripheral level especially during health
emergency disease outbreaks. New avenues to nehilis at the country level should be
explored. More efficient systems for managing armshitoring these funds in coordination
with the regular budget and the NDOH budget, shbaldeveloped.

7.4 Staffing of the country office

Currently, the country office is composed of fiveell-term staff including the WHO
Representative. Other positions are filled with rsberm professionals supported by nine
general-services staff. Due to difficult workingndiitions especially the deteriorating law and
order situation and increasing violence against ampnit is difficult to achieve a gender
balance within country staff. Poor security alskeasait difficult to recruit international staff.
This is unlikely to change unless there is a drastprovement.

Communicable diseases prevention and control, dnofuthe expanded programme on
immunization, will remain priority programmes iretfuture. Thus, there is a growing need to
create long-term positions for epidemiological siltance and health information; for
reproductive health; for human resources (nursaaglacity; and for HIV/AIDS. Due to the
burgeoning infant and child mortality rates, thiexalso a clearly identified need to provide
technical support in the area of child health. Bheaman resources needs could be met in
several ways:

* Increase the number of fixed term professionalf giatluding United Nations
Volunteers and Associate Professional Officers)

* Funding of additional post by donor partners
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* Recruitment of National Programme Officers (pogsiblso Special Services
Agreements)

Based on experience, it is emphasized that oncedéleesion is taken to create a
position, all efforts are needed for timely reanént of good quality international staff.

It is also important that all personnel be involweith an integrated supervision system
and have the ability to observe and report on gietsvfrom other programmes outside their
own.

In the past, an emphasis has been placed on dewglomtional policies and
guidelines. Many such policies and guidelines aog nn place with little evidence of
effective implementation at the local level. As tBES will have a focus on strengthening
district health systems, it will be important tovhastaff on the country team with experience
on programme development, implementation, monigpand evaluation at provincial and
district levels. While WHO is experienced in worfiwith national counterparts, there will be
a need to develop further ways of working with deugparts at local levels. For example,
SSAs could play an important role in implementing district focus strategy.

Appropriate continuing education and training etountry staff is essential if staff is
to keep abreast of current knowledge and scierdificances in their respective fields. To
achieve this, resources will be required for caritig staff development and training. WHO
will also have an important role to play in suppaytthe Government and civil society on
periodic reporting on progress towards achievirgghtbalth-related Millennium Development
Goals. This will necessitate the strengtheningyugh training, of the capacity of technical
staff, including the WHO Representative, to providehnical support to governments and
other agencies on MDG monitoring and reporting.

7.5 Building partnerships and advocacy

WHO is seen as the leader in the health field anffdquently called upon by the
Government, nongovernmental organizations, androtievelopmental partners to give
technical advice on various matters related toiptigalth. The country office needs to be
strengthened and equipped with modern informatchriology so that timely and up to date
information is available for wider disseminatiodyacacy, and sharing with partners.

The core responsibility of WHO is, and will contanto be, to facilitate and assist the
NDOH to produce the best health outcomes for thunirg. The strategic directions outlined
in the CCS call for also building partnerships wither sectors of government as well as with
nongovernmental organizations and the private seEtwr successful implementation of the
suggested strategies, new ways of working witredéffit partners beyond the NDOH have to
be developed and strengthened.
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