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Abstract
Tuberculosis (TB) in Papua New Guinea (PNG) is a major public health problem. In
2013 the World Health Organization (WHO) estimated a TB incidence of 347 cases per
100,000 per year in PNG. This is the third highest TB incidence in the WHO Western
Pacific Region. Recent TB incidence studies in Western Province of 500 cases per
100,000 per year, and 1290 cases per 100,000 per year in Gulf Province indicate that
PNG has one of the highest incidences of TB in the world. As well there is evidence of
increasing numbers of drug resistant TB cases. PNG faces major challenges in TB
control. The rugged terrain, poor road access, and major law and order problems
provide enormous challenges in health service provision, including TB control. In
addition PNG has a weak health system which has been impacted significantly by a
clientelist political system which has entrenched nepotism and corruption in health
system governance directly affecting capacity to provide even the most basic health

services.

The WHO Direct Observation of Treatment, Short Course (DOTS) has been the PNG
National Department of Health (NDOH) approach to TB control since 1997. However,
it was later, in 2006 that TB moved onto the health policy agenda in PNG becoming a
so called Tier 1 priority disease. Soon after a successful Global Fund to Fight Aids, TB
and Malaria (GFATM) Round 6 Stop TB in PNG Grant application provided SUS20m for

a national rollout of TB DOTS to all 20 provinces in PNG.

This research undertakes a health policy analysis of the formulation and
implementation of the 2006 PNG Stop TB Policy. Using policy analysis methodology

the research describes and critiques the first component of the WHO TB DOTS Policy



“political commitment”, in both the formulation and implementation of the policy. It
analyses what “political commitment” means in the PNG context and how the
particular PNG construct of “political commitment” provided the context for the 2006
Stop TB policy. The research then undertakes a detailed analysis of the 2006 policy
“agenda setting” process examining the role and influence of aid donors and policy
entrepreneurs and how power relationships influence policy in an aid dependent

setting such as PNG.

The research finds that political commitment is driven by cultural constructs

of “wantokism”, the “big man” and clientelism which entrench nepotism, corruption
and consequent significant dysfunction in the PNG Health System. Rather than
addressing these entrenched governance constraints the 2006 Global Fund Grant
established parallel structures in order to implement the TB DOTS policy bypassing,
and even further weakening, the government health system. One result of not
addressing the significant structural governance issues was the temporary suspension
of the Round 6 grant, the resignation of the NDOH as the Round 6 Grant Principal
Recipient, and the appointment of World Vision, an international NGO, to oversee the
implementation of the national TB DOTS policy. The 2006 PNG Stop TB policy did not
achieve its principle stated objective of achieving 80% coverage of the population with
DOTS, detecting 70% and curing 85% of TB cases; nor did it result in a strengthened

health system.

This research identifies and adds new evidence based knowledge on those key factors
which must be addressed in future approaches to health policy formulation and

implementation in resource poor settings such as PNG. Firstly, health policy must start



with a consideration of and address the major policy contextual issues and constraints
especially with regard to political commitment as the first component of all health
policy. Secondly, examples of leadership do exist in PNG which take into account the
common good. These models require further research on how they can be applied to
health policy formulation and implementation. Secondly, where successful models of
health policy implementation do exist, such as the PNG Churches Health services
capacity to overcome the constraints of “wantokism” by “performance management”
of staff with effective “hire and fire” strategies, these models need to be further
researched so they can be better understood in the PNG context and incorporated
into future health policy formulation. Otherwise donor funded health policy which
may meet the short term needs of aid donors will continue to not result in sustainable

outcomes in disease burden nor stronger health systems.
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Part 1 — Introduction, Literature Review
and Methods

Part 1 of this thesis introduces the research (Chapter 1), the literature review to
identify current gaps in knowledge and to refine the methods used in this research

(Chapter 2), and the methods used (Chapter 3) to achieve the aim and objectives of

this research.






1 Introduction

“DOTS is an internationally recognized strategy for delivering the basics of TB
case-finding and cure. It is not simply a clinical approach to patients, but rather
a management strategy for public health systems, including political
commitment as well as case-detection through quality assured bacteriology,
short-course chemotherapy, ensuring patient adherence to treatment,
adequate drug supply, and sound reporting and recording systems.”

Source: (Stop TB Partnership and World Health Organization 2006)

This research analyses the 2006 Tuberculosis (TB) Direct Observation of Treatment
(DOT), Short Course (DOTS) Policy® in Papua New Guinea (PNG)?, a resource poor
setting with a weak health system still reliant on international donor assistance for the
funding of the majority of its disease control programmes. The research specifically

critiques the 2006 PNG TB DOTS Policy.

TB is a major health problem in PNG. With an official TB incidence of 347 new cases
per 100,000 per year’(UNDP 2015), PNG is ranked second, after Cambodia, among 37
countries in the World Health Organization (WHO) Western Pacific Region (WHO
2011). TB control is a major disease control and health service challenge in PNG
(GovPNG 2010) in a setting of a HIV epidemic (UNAIDS 2012) and rapidly emerging
drug resistant-TB (Phuanukoonnon, Suarkia et al. 2008, Ahmadova, Heldal et al. 2012,

Ballif, Harino et al. 2012, Kirby 2013).

' The “2006 TB DOTS Policy” is used interchangeably with “2006 Stop TB Policy” throughout this thesis
as even though the title of the WHO Global Strategy for TB Control changed from “TB DOTS” to “Stop
TB” in 2006, DOTS was still the first and central component of the 2006 Global Strategy approach to TB
control.

> PNG is used as the abbreviation for Papua New Guinea throughout this research.

* A detailed critique of the burden of TB in PNG is undertaken in Chapter 4.



1.1 Papua New Guinea

PNG is the largest Pacific Island country, located in the Western Pacific, just below the
equator, with Indonesia’s West Papua Province to the west, and Australia to the south.
With a population of over 7 million people in the 2011 census, 85% of whom live in
rural areas, and 42% living in the highlands region (WHO 2011), the population density
is small for the size of the country, with large areas not settled by humans. This is
partly due to the terrain but has also been attributed to the impact of diseases,
particularly malaria, limiting where humans could live as well as the density of

settlement(Riley 1983).

There are over 800 language groups (Serjeantson, Kirk et al. 1983, Wurm 1983, Foley
2000, Pawley 2006) with significant cultural diversity and strong loyalty to language
group (Ploeg 1993, Schmid 1993) which is reinforced by PNGs mostly mountainous
terrain. With a very limited road network, as well as many small islands, transport
between the major centres and provinces is by plane or coastal shipping. The capital
city, Port Moresby, has no road access, beyond a few kilometres, with the rest of the
country. With these major access problems due to the terrain, high levels of poverty
(Cammack 2008, Rogers, Bleakley et al. 2010), inadequate government investment and
strategic planning, corruption, significant law and order issues, and human resource
problems, health service provision is a massive challenge in PNG (Gibson and Rozelle
2003, Bolger, Mandie-Filer et al. 2005). PNG is ranked 156 on the Human
Development Index (UNDP 2015) and will not achieve any of its Millennium
Development Goals (UNDP 2015) despite significant foreign aid inputs specifically

directed to assisting PNG to do so.



PNG has some of the worst health indicators in the Asia Pacific region (Pincock 2006),
with a Maternal Mortality Ratio over 500 deaths per 100,000 live births (GovPNG 2009,
NDOH 2009, Mola and Kirby 2013), under-five child mortality of 78 per 1,000 live births
(Bauze, Tran et al. 2012), and immunization coverage rates of 60% in many parts of
PNG (Clements, Morgan et al. 2006, Toikilik, Tuges et al. 2010). Along with continuing
high rates of malaria (GovPNG 2009, UNDP 2015) previously unknown diseases such as

cholera have emerged in PNG in recent years(Hall, Gillespie et al. 2013).

These poor health outcomes are a direct result of a weak health system which has
declined in capacity over the past thirty years. There is a dysfunctional health
governance structure with no real responsibility or accountability between the three
levels of government — national, provincial and district. The result is low and declining
capacity to deliver basic health services throughout PNG with poor health service
delivery and health outcome indicators. This provided the setting and context for the
2006 TB DOTS (Direct Observation of Treatment, Short Course) policy with a SUS20m
Global Fund to fight AIDS, TB and Malaria (GFATM) grant to fund the national roll out
of TB DOTS. Critically examining and understanding the process by which the 2006 TB
policy came onto the policy agenda, how it was formulated and implemented is the

goal of this thesis.

1.2 History of this research and origin of the research questions

The ideas for this research originated in November 2005, November 2006 and May
2007 when the author was the Public Health (Community Health / Health Promotion)
Expert on the Independent Monitoring and Review Group (IMRG) for the PNG Health

Sector SWAp (Sector Wide Approach). In this role, after extensive travel to observe



the PNG Health System, and consultations with health workers and health managers at
the national, provincial and district levels throughout PNG, as well as aid donors to the
PNG health sector the author contributed to IMRG Reports, in November 2005,
November 2006 and May 2007, on matters relating to the provision of health services

at the community level in PNG.

When it was announced in late 2006 that the PNG TB DOTS Policy, as outlined and
defined by the Country Status Report of National TB Program, PNG, 1997-2005 (Aia,
Yadav et al. 2006), and the PNG Country Strategic Plan to Stop TB, 2006-2010 (Aia,
Yadav et al. 2006), had moved TB from a low policy priority disease to become a high
policy priority disease, and was to be funded by a Round 6 SUS20mill Global Fund to
Fight TB, Malaria and AIDS (GFATM) Grant (PNG CCM 2006), to implement TB DOTS
throughout PNG from 2006-2010, questions about the formulation, adoption and

funding of a national PNG TB DOTS Policy immediately came to mind.

The author knew from his work on the PNG Health Sector IMRG that TB was not a
designated priority disease for PNG in the PNG National Health Plan 2000-2010
(GovPNG 2000), nor in the National Department of Health (NDOH) Strategic Plan for
2006-2008 (Mann 2006). The two priority diseases for funding and implementation of
nationwide prevention and control Policies for the PNG Government, and therefore

external donor assistance, up to 2006 were Malaria and HIV/AIDS (Mann 2006).

The announcement in late 2006 that TB had become a priority disease in PNG (now

equal with HIV and Malaria) and had quickly received a Global Fund SUS20mill Grant to



fund the national roll out of the new 2006 PNG TB DOTS Policy, marked a dramatic

change in PNG TB Control Policy, in a very short period of time.

This announcement prompted many, initially random, questions given the authors’
recent experience of the PNG Health System. Over time these questions developed

into three sets of questions.

The first question(s) was about the actual magnitude of TB as a health problem in PNG
that justified a major Global Fund grant of this size, when TB had not been a Policy
priority before 2006:
e What is the actual burden of TB as a disease in PNG that it should become a
Policy Priority disease in PNG?
e Was the magnitude of the burden of TB in PNG a factor in this significant policy

change?

The second question(s) came from the observation, also made whilst the author was a
member of the PNG health sector IMRG, that in the 10 years leading up to 2006 every
indicator of health outcome, and health service provision and performance had
significantly declined. Underpinning this decline were major Governance reforms, with
the decentralization of responsibility for all government services, including health, to
the provincial and district level. These reforms created a governance structure which
resulted in little or no accountability between the three levels of government,
including for the implementation of health policies and programs, essentially causing
complete fragmentation of the Health System. A central part of this observation

during the 2005, 2006 and 2007 visits was the turbulent PNG political context, with



over 50% of members of Parliament losing their seats every five years, along with
frequent changes in political alliances leading to regular changes in Governments and
Ministerial portfolios in the life of one Parliament.

e What was the impact of this political instability and constant change on how

the policy process works in PNG?

On deeper reflection it was apparent that these were questions directly relating to TB
DOTS Component 1 - Political Commitment, which is seen as the first step in ensuring a
TB DOTS Policy is delivered (WHO 2003, Stop TB Partnership and World Health
Organization 2006). This lead to a series of questions about political commitment and
leadership in PNG, and the impact of political commitment and leadership on those
governance structures which deliver Health Services in PNG:
e What does political commitment and leadership mean in PNG?
e What are the social, political, and economic factors (cultural institutions) which
shape and construct Political Commitment and Leadership in PNG?
e How are Political Commitment and Leadership exercised in PNG?
e How has Political Commitment and Leadership shaped governance structures
and the Health System in PNG?
e How do the resulting Governance structures impact on the PNG Health Systems
capacity to formulate and deliver a TB DOTS Policy?
e What is the impact of the PNG construct of Political Commitment and

Leadership on health system governance and capacity in PNG?

The answers to these questions provided the health policy context in PNG which any
new health policy needs to deal with if the policy is to achieve its goals and objectives.
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A third series of questions arose from the manner in which TB DOTS moved from being
a low policy priority disease to become as important as HIV and malaria on the PNG
Health policy agenda, in such a short period of time from 2004-2006:
e How did this dramatic and significant change in PNG TB Control Policy come
about?
e What were the events and who were the key actors in the Policy Process which

brought this significant policy change about?

In the absence of any previous published research on TB policy in PNG these questions

informed and shape the research aims and objectives of this thesis.

These questions were then refined down to four questions which are the basis for the
aims and objectives of this research:

e Whatis the true burden of TB in PNG requiring a national TB policy response?

e What does TB DOTS Component 1 - Political commitment, actually mean in the
PNG, and the impact of this on the PNG Health Systems capacity to formulate
and deliver a TB DOTS Policy?

e How did TB DOTS come onto the Health Policy Agenda in PNG in 2006; and
how, and indeed if, the complex PNG Policy context was taken into
consideration in the formulation of the 2006 PNG TB DOTS Policy?

e How did the PNG construct of political commitment impact on the

implementation of the 2006 TB DOTS policy?



1.2.1 Research Aim:
The overarching aim is to describe and better understand how Health Policy is

formulated in PNG by specifically examining the 2006 PNG TB DOTS Policy.

1.2.2 Research Objectives:
The four research objectives for this thesis are:

1. To describe TB as a health problem in PNG i.e. what is the actual health burden
of TB in PNG as policy problem?

2. To describe and critique the PNG policy context with regard to TB DOTS
Component 1 — Political commitment, the resultant governance structures, and
the impact of these on the PNG health systems capacity to formulate a TB
DOTS Policy?

3. To describe and critique the PNG TB DOTS policy agenda setting process from
2004 —2006. What were the determinates of the key events, who were and
what role did the key actors play, in TB DOTS coming onto the health policy
agenda in PNG in 20067

4. To describe and critique the impact of the PNG construct of political

commitment on the implementation of the 2006 TB DOTS policy.

Central to this research is not to simply describe what happened to the TB Control
Policy in PNG, but to critically articulate and understand why and how TB DOTS Policy
came onto the PNG policy agenda in 2006, and if the complex PNG Health policy
context was taken into consideration in both the formulation and implementation of

the policy.
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1.3 Structure of the Thesis
The research is structured in six sections, or parts, so as to address and achieve each of

the four Research Objectives.

Part 1 — Introduction, Methods and Literature Review

Part 1 of this thesis introduces the research (Chapter 1), the literature review to
identify current gaps in knowledge and to refine the methods used in this research
(Chapter 2), and the methods used (Chapter 3) to achieve the aim and objectives of

this research.

Part 2 — The Burden of TB in PNG

Part 2 of this thesis addresses “Objective 1 — To describe TB as a health problem in

PNG” i.e. what is the actual health burden of TB in PNG as policy Problem.

e Chapter 4 — Tuberculosis in Papua New Guinea, examines in depth the burden

of TB in PNG. Starting with the official incidence and prevalence data for TB in
PNG it finds that a weak health information system (HIS) means that the
actual incidence and prevalence is not known for either drug sensitive or drug
resistant strains of TB. There is no reliable data on which to plan or evaluate a

TB DOTS Policy in PNG.
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Part 3 — Political Commitment and Leadership in PNG - the PNG Health Policy Context
Part 3 of this thesis deals in detail with “Objective 2 - To describe and critique TB DOTS
Component 1 — Political commitment, the resultant governance structures, and the
impact of these on the PNG Health Systems capacity to deliver a TB DOTS Policy”:

e Chapter 5 - Cultural institutions underpinning political commitment and
leadership, undertakes an in-depth critique and analysis of the cultural
institutions in PNG which determines and forms political commitment and
leadership in PNG;

e Chapter 6 — Political Commitment, Governance Reforms and PNG Health System
Performance and Capacity, then critically examines how the unique PNG
construct and style of political commitment and leadership influences and
determines the PNG Health governance structures in PNG.

e Chapter 7 — Political Commitment and TB DOTS in PNG — Standardized
Treatment & Effective Drug Supply examines in detail how the health system
governance has directly affected the PNG Health System’s capacity to

implement a TB DOTS Policy.

In summary, Part 3 undertakes a detailed analysis of the PNG TB DOTS policy context
into which a TB DOTS Policy has to be delivered. It is only when this complex PNG
policy context is understood that we can truly understand what is required to be
addressed in formulating and implementing a TB DOTS Policy in PNG, and also see if
these factors were taken into consideration during the 2006 PNG TB DOTS policy
agenda setting process. Part 3 concentrates on the period from 1997 to 2006, in order
to provide a clear picture of the PNG policy context leading up and at the time of TB
DOTS moving onto the policy agenda in 2006.
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Part 4 - Agenda Setting in the 2006 PNG TB DOTS

Part 4 of this thesis deals with Objective 3 - To describe and critique the 2006 PNG TB
DOTS Policy Agenda Setting Process from 2004 — 2006. Part 4 examines in detail the
power relationships and role of various policy actors — international (aid donors),
domestic, and technical advisers (policy entrepreneurs), and the sequence of events in
this period which moved TB DOTS onto the policy agenda in PNG in the period from
2004-2006 resulting in the 2006 PNG TB DOTS Policy.

e Chapter 8 - Agenda Setting and International Actors in the 2006 PNG TB DOTS
Policy describes and critiques the policy actors at the regional and global level
who exert significant power and influence in the 2006 PNG TB DOTS policy
agenda setting process.

e Chapter 9 - Agenda Setting within PNG 2004-2006 in the 2006 PNG TB DOTS
Policy describes and critiques the agenda setting process in the 2006 PNG TB
DOTS policy, the role of key policy actors and entrepreneurs in PNG in that

process PNG during this period.

Part 5 — Political Commitment and Policy Implementation

Part 5 of the thesis deals with Objective 4 - To describe and critique the impact of the
PNG construct of political commitment on the implementation of the 2006 TB DOTS
policy.

e Chapter 10 — Political Commitment in Implementation of 2006 TB DOTS policy,
deals with how the PNG construct of political commitment affected the
implementation of the 2006 Policy and the policy outcomes up to June 2013.
Did the policy achieve its stated goal and targets and what determined these
outcomes?
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Part 6 - Discussion & Conclusion

Chapter 11- Discussion & Conclusion brings the key points of the thesis

together and offers suggestions for future research, as well as offering

suggestions arising from this research as to how to address the health policy

process in low and middle income countries such as PNG.

1.4 PNG TB Policy Research Timeline

Below is a Timeline of TB Control Policy in PNG. The grey area in this Timeline is the

period of focus for this particular research and gives the key events which frame the

research and which the research addresses in detail.

Table 1 - PNG TB DOTS Policy Timeline

(Shaded areas is the period of study for this research)

Year

PNG TB Policy
Critical Junctures, Actors, Policy Windows & Policy Entrepreneurs

1871-1971

Unknown whether TB was present in PNG when the Europeans started to
arrive in the late 19th century. However, with the arrival of Europeans
circumstances changed and conditions developed that favoured the spread
of TB. Once established in the PNG population TB quickly spread. Initial
approach to TB case management was isolation of cases; with the
introduction of antibiotics in 1950s & 1960s active case detection and
treatment introduced.

1975

PNG Independence

Active case detection & 18 month treatment

1993

WHO declares TB a global emergency

1994/1995

TB DOTS adopted globally as official WHO TB Policy as the evidence based
approach to TB Control.

1997

TB DOTS Adopted as the policy for TB control in PNG.

TB DOTS pilot programs in Lae District and National Capital District (urban
settings, good communications & road access, populations able to access
health services)

Small amount of PNG Govt recurrent budget, NO international donor
funding for TB control in PNG
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2000 PNG National Health Plan 2000-2010
Tier 1 Diseases — HIV & Malaria (focus for recurrent PNG funding & donor
funding)
Tier 2 Diseases — TB, not a priority disease.

2001-2005 AusAID — WHO/WPRO MOU for AusAID to fund WHO PNG Posts of a
Medical Officer (TB) & Secretarial Assistant (TB) for PNG in Port Moresby.
AusAID — WHO/WPRO MOU renewed for period 2007-2008

2002-2007 Sir Peter Barter appointed as PNG Minister for Health & HIV. Good
manager, very efficient.

2003 Round 3 GFATM Grant for Malaria Control in PNG Approved SUS29.9mill
(1** Aug 2004 to 31* July 2009)

2004 Dr Paul Aia appointed Director PNG National TB Control Program

2004 Round 4 GFATM Grant for HIV/AIDS in PNG Approved $US29.9mill (1*

Sept 2005 to 31" August 2010)

Sept 2004-2009

Dr Rajendra Yadav appointed WHO Country Medical Officer, Stop TB.
Good manager, very efficient. AusAID funded position.

2005

Round 5 GFATM Grant for National PNG TB DOTS Policy application
submitted.

Rejected — National TB Control Program too weak.

11" Feb. 2005

Meeting of major Program Partners’ to review the National TB Program
and discuss the formulation of a TB Control Plan

15" - 22" March
2005

Intra- and inter-branch meetings of the NDOH and the National AIDS
Council Secretariat to discuss the formulation of a TB Control Plan

21% - 23" March
2005

National TB Review Meeting and Workshop

11" — 12" August
2005

National Workshop for “Country Policy on TB/HIV Collaborative
Activities”

2005

PNG NDOH Strategic Plan for the Papua New Guinea Health Sector 2006-
2008

Four Priority Public Health Strategic Directions — Immunization, Malaria,
Maternal Mortality, HIV

TB NOT a priority disease control area

Jan & Feb 2006

Dr Anastasios Konstantinos, Director, Queensland TB Control Centre, hired
by AusAID as Consultant to advise on & write the PNG Country Status
Report 1997-2005 & Country Strategic Pan 2006-2010

April 2006

Sir Peter Barter, PNG Minister for Health & HIV declares TB a “National
Emergency”.
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e TB aTier 1 Disease in PNG
e TB onto the Policy Agenda in PNG

July 2006

Round 6 GFATM Grant -“Expanding and implementing the Stop TB Strategy
in Papua New Guinea” for $US20.8 mill. Approved (1% Oct 2007 to 30"
Sept. 2012)

2007-2008

Roll out of TB DOTS to PNG commences with parallel systems in place
bypassing NDOH & PNG Health System

October 2009

Dr Rajendra Yadav leaves PNG to take up post with WHO Cambodia Stop
TB Programme

2009

External Review of GFATM inputs identifies needs for Health System
Strengthening as focus for GFATM inputs rather than large Disease Control
Grants & need for situational analysis to improve GFATM proposal
contextualization.

December 2010

GFATM adds PNG to list of recipient countries where “Additional Safeguard
Policy” is required due to Grant implementation irregularities.

OIG GFATM (5 July 2012). "Audit of Global Fund Grants to the Independent
State of Papua New Guinea."

Due to corrupt use of funds Round 6 Grant suspended

Feb 2011

Australia & PNG announce a new separate Stop TB in Western Province
SAusl1m project; 2 months after Round 6 TB Grant suspended

In Western Province only, includes MDR-TB component

World Vision is implementing agency

15" April 2011

PNG National Department of Health resigns as the Principal Recipient for
Global Fund supported Programs in PNG for TB Round 6.

5% July 2012

World Vision appointed a new Principal Recipient for Round 6 TB Grant.

June 2013

Round 6 GFATM Grant ends, no immediate TB DOTS funding in PNG

June 2013 -October
2013

No funding for TB control activities in PNG

December 2013 — Interim Global Fund Grant of SUS9.5m whilst further grant application
December 2014 prepared
Feb 2015 Gates Foundation announces SAus18m donations for TB control in PNG via

Global Fund; World Vision also donates SAus8m; all funds to be
administered by World Vision
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2 Review of the Literature

2.1 Introduction

There are two aims of the literature review for this research:

The first is a critique of the literature in order to describe and critique current
knowledge on TB as a global policy problem and then in PNG in particular. We then
examine the global context and significant trends affecting health policy with regard to
TB control in developing countries —a major increase in funding, the growth of policy

transfer, and the emphasis on health system strengthening.

The second aim of this literature review is to describe and critique current
understandings of health policy and the health policy process. We also identify and
undertake a critique of frameworks available in the literature for their ability to
describe and critique health policy as it applies to political commitment (objectives 2
and 4) and agenda setting (objective 3) in the development of the 2006 TB DOTS Policy
in PNG. This is particularly with regard to political commitment, agenda setting, the
role of international actors, and governance in health systems so as to critique and
describe the policy process which led to the adoption and funding of the 2006 TB DOTS

Policy in PNG.

2.2 Review of Peer Reviewed Literature
In order to describe and critique the complex policy process and to identify, from the
literature, the most applicable frameworks for analysis of the process in the 2006 PNG

TB DOTS policy, the terms used for the review of the peer reviewed literature was
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guided by the four research objectives. Medline, PubMed and Google Scholar data
bases were searched. The first stage of the literature review used the search term(s)
“Papua New Guinea” in combination with “Tuberculosis”, “Tuberculosis Control”,
“DOTS”, “DOT”, “Short Course”, “Health System”, “Governance”, “Health
Governance”, “Health Information”, and “HIS”. As the literature review was being
conducted it became apparent the further terms were significant and were included in
the search - “Health Reform”, “Health Sector Reform”, “Organic Law”, “Donor
Assistance”, “World Bank”, “Asian Development Bank”, “World Health Organization”,
“AusAlID”, and “Global Fund”. This resulted in 254 papers. Based on the abstracts of
these papers the main themes that emerged were — health systems; health systems
governance; political leadership and commitment; aid donors; donor assistance; policy
transfer; agenda setting; policy implementation; TB DOTS; AusAlID; WHO; Global Fund
to fight AIDS, TB and Malaria. As a result of the literature review the research

objectives were further refined and the research methods developed as we set out in

the remainder of this Chapter.

2.3 Grey (non-peer reviewed) Literature

The review of the grey literature review commenced with a search of the websites of
those organisations identified in the review of the peer reviewed literature. The grey
literature review was extended to include those reports and documents identified in
the key informant interviews as relevant to the health system, governance and TB
control in PNG. Reports were collected during the three field visits to PNG, as well as
during the subsequent visit to AusAID in Canberra in June 2008. The grey literature
identified using these methods produced a significant number of reports — feasibility

studies; base line, commencement of project, mid-term and end of project reports and
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reviews, for and on donor funded health projects in PNG. As well there were a number
of consultant’s reviews of the PNG Health System prepared for United Nations
agencies, bilateral agencies, non-government organizations and the development
banks. Reports identified as being relevant to the themes for this research, from the
1960s up to 2014, were included in the analysis by themes, using the same terms as
those for the peer reviewed literature. The synthesis of the major themes arising from

the literature review is presented next.

2.4 Tuberculosis as a Global Health Policy Problem

Firstly, TB remains a disease of global health significance, in the top twenty diseases in
the most recent Global Burden of Disease study (GBD 2013). WHO data states that
there were 9.0 million cases of TB with 1.5 million deaths from TB globally in 2013
(WHO 2014). TB became a low global health priority disease in the 1970s and early
1980s following the discovery of effective antibiotics in the 1950s and 1960s with the
virtual elimination of TB in developed countries (Fox 1958, Fox 1979, Ogden, Walt et al.
2003). The emergence of Human Immunodeficiency Virus (HIV) in the 1980s and
1990s, the emergence of TB in HIV infected men in North America in the late 1980s
(Cantwell, Snider et al. 1994), and the recognition of the strong association between
TB and HIV (Odhiambo, Borgdorff et al. 1999), brought a renewed recognition of TB as
a disease of global health significance. This provided the “policy window” for TB to

again come onto the global health agenda (Ogden, Walt et al. 2003).

In April 1993 WHO declared TB a “global emergency”, and by 1994 was branding its

new TB DOTS Policy as its official policy response to the re-emergence of TB and the
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“required breakthrough in TB Control” (Kochi 1994, Ogden, Walt et al. 2003). WHO
employed staff with very strong advocacy skills to successfully market the TB DOTS
Policy. This was extremely successful to the point of declaring “we now have the cure
for TB” (Kochi 1991, Ogden, Walt et al. 2003). This implied that if the TB DOTS Policy
was fully implemented there was now no need for further diagnostics or treatments
for TB. DOTS Policy advocates argued that TB Policy needed to be simple so that it
could be easily adapted to the resource poor context. The DOTS advocates believed
that if you kept a policy to five easily understood components, with clear targets to
achieve those components, then the Policy would be able to be implemented in a

resource poor setting (Kochi 1991, Ogden, Walt et al. 2003).

This approach was questioned and criticized by experienced TB control personnel and
academics as both oversimplifying the complexity of the required response to TB
control within individual countries, and also as most likely resulting in no further
research funding for TB diagnostics or treatments, if the TB DOTS Policy was branded
as “the solution” (Brown 1997, Ogden, Walt et al. 2003). Their concern was the same
as Fourier who points out that the absence of empirical evidence, based on reliable
data, resulting in “evidence based policy making”, we end up with “policy-based
evidence making” (Fourie 2014). Fourier made these observations in researching HIV
policy in weak states (Fourie 2014), such as PNG. Indeed, further, research has
questioned the validity of the Direct Observation of Treatment (DOT) component of
the TB DOTS Policy (Zwarenstein, Schoeman et al. 1998, Volmink and Garner 2007).
Alternative policy approaches to TB control have been proposed based on successful
programs in Central and South America in the 1990s focused on MDR-TB(Farmer

2001).
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The TB DOTS Policy was based on the work of Dr Karol Styblo, an epidemiologist
working in Africa on TB control in the 1970s and 1980s, when TB was no longer on the
policy agenda in the developed world (Styblo 1978, Styblo 1985). As a result when TB
re-emerged as a major public health problem in HIV positive men in North America in
the late 1980s Karol Styblo had a TB control Policy when the rest of the world had
none (Cantwell, Snider et al. 1994, Ogden, Walt et al. 2003). Karol Styblo’s work

became the basis for the TB DOTS policy.

The five components of the WHO TB DOTS Policy are (WHO 2012, WHO 2014):
(1) Political commitment, with increased and sustained financing;

(2) Case detection through quality-assured bacteriology;

(3) Standardized treatment, with supervision and patient support;

(4) An effective drug supply and management system; and

(5) Monitoring and evaluation system, and impact measurement.

The goal of TB DOTS at the country level is to detect 70% of cases, and cure 85% in
order to reduce TB incidence cases (WHO 2002). As the official WHO policy for TB
control TB DOTS has been the only approach to TB control being implemented in low
and middle income countries such as PNG (Stop TB Partnership and World Health
Organization 2006, WHO 2014). Officially the local context was and is meant to be
taken into consideration as the policy was transferred and adapted to each country

setting.
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TB was made one of the three priority diseases (HIV, TB and malaria) to achieve MDG
6, when the MDGs were declared in 2000, with the target of reducing prevalence of TB
and deaths due to TB by 50% compared to the 1990 baseline, by 2015 (Stop TB
Partnership and World Health Organization 2006, Lawn and Zumla 2011). As a result
TB was made one of the priority diseases for funding by the Global Fund to Fight Aids,
TB and Malaria (GFATM) which was established in 2002 and which has been successful
in mobilizing significant levels of funds to achieve MDG 6 (GFATM 2001, Feachem and
Sabot 2007). The emergence of multi-drug resistant (MDR-TB) (Kochi, Vareldzis et al.
1993), extensively (XDR-TB) (Gandhi, Moll et al. 2006, Gandhi, Nunn et al. 2010) and
totally drug resistant TB (TDR-TB) (Velayati, Masjedi et al. 2009) has maintained TB on
the global health agenda. Recent reviews of approaches to global TB control have
raised concerns about the impact of this major increase in funding on health systems
in developing countries(Atun, Weil et al. 2010, Marais, Raviglione et al. 2010). The
need to “assess potential for synergy; ensure optimal use of available resources,
support best-practice models and reduce duplication/waste”(Marais, Raviglione et al.
2010) is emphasized. Further “although external funds help to provide essential
services for tuberculosis in many poor countries, these funds might reduce local
ownership, as well as the identification of sustainable local solutions”(Marais,
Raviglione et al. 2010). The reviews also note that the “unintended consequences” of
donor driven health interventions are rarely studied or reported(Marais, Raviglione et

al. 2010).

2.5 Tuberculosis in Papua New Guinea
It is unknown whether TB was present in PNG when the Europeans started to arrive in

any number in the late 19th century, when missionaries and traders came to
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settle(Wigley 1975, Ley, Riley et al. 2014). However, with the arrival of Europeans
circumstances changed and conditions developed that favoured the spread of
previously unknown diseases and of diseases that had been contained in small
populations because of their comparative isolation(Wigley 1975, Ley, Riley et al. 2014).
Once established in the PNG population TB quickly spread. As in the rest of the world,
other than isolation of TB cases, an extremely difficult task in the PNG setting, there
was little that could be done to control TB until the 1950s and 1960s when effective

antibiotics became available to treat TB (Wigley 1975, Ley, Riley et al. 2014).

Once antibiotics did become available in PNG treatment protocols using the new
antibiotics were developed (Tao 1975, Wigley 1975). The initial protocols required
from 18 months to 2 years of treatment as an inpatient. The side effects of the
antibiotics made compliance a significant issue. Regular colonial administration run
health patrols in which doctors and nurses were available down to the district level in
PNG made ambulatory care possible after the intensive hospital period of treatment
(Wigley 1975). Despite this compliance was still a major issue (Wigley 1975). In the
post-colonial period, after Independence in 1975, these protocols continued combined
with active case detection to detect and treat TB (Tao 1975, Endo 1979, Levy, Dakulala

et al. 1998).

This was the approach to TB control in PNG until 1997 when TB DOTS was introduced

in PNG in two Provinces — the National Capital District and Lae (Aia, Yadav et al. 2006).
The initial TB DOTS programs in PNG were limited to these two provinces with limited
funds, and no foreign donor funds, as TB was not a priority policy disease in PNG until

2006 (Aia, Yadav et al. 2006). Whilst TB DOTS was adopted as the approach to TB
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Control in these two provinces TB and TB DOTS did not actually come onto the PNG

Policy Agenda and attract sufficient funding for it to become national policy until 2006.

The formulation, agenda setting and implementation of the 2006 PNG TB DOTS (Stop
TB) Policy is the focus for this research. How TB moved from being a low policy priority
to became a so called Tier 1 High Priority Disease, and how the TB DOTS policy became
an attractive policy option at the political level, both within PNG and to aid donors, is
central to this research. A further point of interest is if the unique and complex PNG

policy context was taken into consideration in that policy process.

2.6 Global Context for Health Policy

It is apparent from the literature that health policy in PNG, and the 2006 TB DOTS
policy in particular, did not develop in isolation but was influenced by global
developments or trends which had a major impact on how the 2006 policy came into
existence. From the literature review three global trends have emerged in the last two
decades that have significantly influenced how health policy comes onto the policy
agenda, and is formulated and implemented in developing countries — an increase in
aid funding for health in developing countries, an increase in health policy transfer to
developing countries, and recognition of the importance of strong health systems to
deliver disease control policies, including TB control policy. These are also why
undertaking health policy analysis at the global and resource poor level, and of the

policy interaction between these levels, has taken on greater importance.

24



2.6.1 Increased Funding for TB DOTS
The first of these major trends is a significant increase in funding for health in

developing countries. In the early 2000s major health initiatives were established in
order to mobilize funds to achieve the Millennium Development Goal (MDG) targets in
developing countries. Public private partnerships such as the Global Fund to Fight
AIDS, TB and Malaria (GFATM), and the Global Alliance for Vaccines and Immunisation
(GAVI) were established. Along with new bilateral funding initiatives such as the U.S.
Presidents Emergency Plan for AIDS Relief (PEPFAR), these organizations have been
successful in mobilizing significant levels of funding specifically for MDG target
diseases (Brugha 2008, McCoy, Chand et al. 2009, Lu, Schneider et al. 2010). Founded
in 2002, the Global Fund alone in its first five years mobilized SUS9.6bill globally for
HIV, TB and malaria programs in developing countries (Feachem and Sabot 2007). This
was a massive increase in the level of funding available to assistant developing
countries achieve their MDG6 targets. By 2013 aid donors provided SUS31.3 bill in
development assistance for health in low and middle income countries(Institute for
Health Metrics and Evaluation 2014), a fivefold increase on 1990 levels. The increased
funds these global health and bilateral agency initiatives were able to provide, came
significant influence on health policy formulation and implementation in a resource

poor, which leads to the next important trend.

2.6.2 The Growth of Policy Transfer
The second important trend in health policy in developing countries is the growth of

policy transfer “in which knowledge about policies, administrative arrangements,

institutions and ideas in one political setting (past or present) is used in the
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development of policies, administrative arrangements, institutions and ideas in another

political setting” (Dolowitz and Marsh 2000).

The increase in aid funds for health is often linked with particular health policies. TB
DOTS is an excellent example. For the past twenty years there has been an identified
need to increase knowledge about, and the understanding of, the process of policy
transfer, from the global to the national levels, and from the national to the sub-
national levels. There was a need to develop systematic evidence and understanding
of how policy transfer takes place(Dolowitz and Marsh 1996, Dolowitz and Marsh
2000). This has led to an increase in interest and research on the policy process in
developing countries and the different stages of the policy process, including policy
transfer. To undertake this research existing frameworks from the political sciences in
North America and Europe have been adapted and applied to health policy analysis in
developing countries. It has also led to the development of new methods and
frameworks applicable to the particular needs of health policy analysis in developing
countries. Major reviews of the health policy literature undertaken in 2008(Gilson and
Raphaely 2008, Walt, Shiffman et al. 2008) and in 2014 (Berlan, Buse et al. 2014,
Erasmus, Orgill et al. 2014) have noted that whilst there have been major contributions
to understanding how health policy takes place in, and is transferred to developing
countries, there are still major gaps in knowledge. Two areas in particular are
identified: first, the analysis of power relationships involved in policy transfer between
global health initiatives and developing countries; and second, the workings of local
policy processes in developing countries, in very different policy contexts to North

America and Europe. A good example is provided by the lack of research into the

26



nature and forms of political commitment, a central component of global health

initiative policies.

2.6.3 Health System Strengthening
The third important trend or development in global health policy was the focus on

health system strengthening. Despite the major increase in funding for HIV, TB and
Malaria to achieve the Millennium Development Goal targets, these targets were not
being achieved by the mid 2000s. The lack of capacity within local health systems to
deliver interventions to achieve population coverage was recognized as the major
constraint. As a result the Health Systems Strengthening initiative came about, also in

the early 2000s.

In the World Health Report of 2000 the World Health Organization was the first group
to address health system performance. This provided a catalyst for a debate and focus
on the importance of health systems (WHO 2000, WHO 2007, de Savigny and Adam
2009, Hafner and Shiffman 2013). WHO defines a health system as “the collection of
organizations and actors whose main intent is to promote, restore and maintain
health”(WHO 2007). WHO identifies six building blocks of a health system in its
framework: “service delivery, a well-performing health workforce, good health
information system, access to medical products and technologies, financing, and
leadership and governance to ensure and monitor performance”.(WHO 2007).
However, this framework has been criticised for over simplifying the local complexity
of health systems. Health systems are far more complex than six building blocks and
this representation of health systems has not received full global support (Atun 2012,

Hafner and Shiffman 2013).
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Coker and Atun in researching the impact of TB DOTS programs found that health
systems need to be understood within a much more complex local context which they
compare to a Gordian knot(Coker, Atun et al. 2004). In trying to understand why TB
DOTS programs do or do not achieve targets they found the level of integration into
the local health system was a key factor - “in many countries integration is not
achieved and (TB DOTS) programmes are set up in parallel with existing health
systems. At worst, the objectives of vertical programmes are not fully aligned with
countries’ governmental health priorities and are ‘owned’ by international
development agencies or local NGOs that have different lines of management and
accountability, resulting in fragmentation and duplication of services.” (Atun, Lennox-

Chhugani et al. 2004)

They identified the need to develop evaluation instruments or tools which took this
complexity into consideration when evaluating TB control programs (Atun, Lennox-
Chhugani et al. 2004, Coker, Atun et al. 2004). They found that traditional
epidemiological methods missed the complexity, and often the more important health
system and local contextual factors which influenced and determined outcomes were
“controlled out” of analysis by epidemiological studies(Coker, Atun et al. 2004). To
capture the impact of the complexity of both local context and health systems they
drew on the work of Pawson’s realistic evaluation approach (Pawson and Tilley 1997,
Atun, Lennox-Chhugani et al. 2004, Coker, Atun et al. 2004) to firstly examine the
elements of the health system within which the infectious diseases programme is
embedded, and secondly to assess the infectious disease specific components of the

programme. Pawson and Tilley attempts to go beyond the usual question of did a
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programme work or not work to ask why a programme works, for whom and in what

circumstances does a program work(Coker, Balen et al. 2010).

They provide five elements to this framework to evaluate a programme whilst
acknowledging its complexity and the environment in which it sits by critically
examining (Coker, Balen et al. 2010). First, context denotes the political, legislative,
social, economic and technological environments within which communicable disease
control programmes sit. Secondly, the epidemiological problem refers to infection
levels and various disease characteristics. For example, this might relate to upstream
risk factors such as the emergence of drug-resistant strains of TB or HIV. The third
component is the intervention intended to serve public health. For example, in TB
control this could be the DOTS strategy and its respective components. The fourth
element is the mechanism by which interventions are delivered. The fifth element of
the conceptual framework relates to outputs. Outputs are public health concepts that

can be measured or determined.(Coker, Balen et al. 2010).

This tool was used to evaluate the impact and integration of GFATM funded HIV, TB
and Malaria projects in Vietnam (Conseil, Mounier-Jack et al. 2010), Indonesia (Desai,
Rudge et al. 2010), Thailand (Hanvoravongchai, Warakamin et al. 2010), Laos
(Mounier-Jack, Rudge et al. 2010) and Papua New Guinea (Rudge, Phuanakoonon et al.

2010) have been undertaken.

The evaluation of the impact and integration of GFATM grants in PNG was based on 30
interviews along with a review of relevant documents and reports (Rudge,

Phuanakoonon et al. 2010). The evaluation found that the GFATM Grants had
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developed positive synergies between the government health system and civil society

partners.

However, the performance based nature of the Global Fund projects within a weak
PNG health system had led to parallel monitoring and evaluation, and drug
procurement and supply chain systems. The evaluation noted that the severely limited
and overburdened pool of human resources in the PNG health system had been
skewed towards the three Global Fund project diseases both at the management and
service delivery levels. All these factors, given the dependence on donors and a weak
system, raised questions about the sustainability of the programmes (Rudge,
Phuanakoonon et al. 2010). Table 2 provides the summary of the results when

applying the framework to PNG (Rudge, Phuanakoonon et al. 2010).

30



Table 2— Extent of integration of Global Fund portfolios for HIV and TB into the
disease programmes, and the disease programmes into the general health system,
for each health system element and function in Papua New Guinea

Global Fund

portfolio into the Disease
disease programme into
Health svstem programme the health system

functions Elements of integration HIV TR HIV TR
Stewardship and | Overall extent of integration
governance

1: Regulatory mechanisms

2: Accountability framework

Service delivery Owverall extent of integration

3: Human resources for counselling and testing

4: Human resources for laboratory testing

5: Human resources for care and treatment

6: Human resources for delivery of HIV-positive / I./'r
mothers /J,-" %

7: Physical infrastructure for counselling and testing

8: Physical infrastructure for laboratory testing

0: Physical infrastructure for care and treatment

10: Physical infrastructure for pregnant HIV-positive
females

11: Procurement and supply of laboratory equipment

12: Procurement and supply of medicines

13: Care pathways for opportunistic infections

14: Care pathways for preventing mother-to-child
transmission (PMTCT)

Demand Overall extent of integration

generation

15: Financial incentives

16: Information, education and communication

Monitoring and Overall extent of integration
evaluation

17: Data collection and recording

18: Data analysis

19: Reporting systems

20: Performance management system

Planning Owverall extent of integration

21: Planning

Financing Overall extent of integration

22: Fund pooling

23: Provider payment methods
24: Funding source
25: Cross-programme use of funds

I:' This element is fully or predominantly integrated into the general health system, i.e. this element is (quasi)
exclusively under the management and control of the general health care system.

Kev:

l:I This element is partially integrated into the health system or; this element is integrated in some but not all
cases, 1.e. this element is managed and controlled both by the general health care system and a specific
programme-related structure.

. This element is not, or only to a very limited extent, integrated into the health system as a whole, i.e. this
element is (quasi) exclusively under the management and control of a specific programme-related structure
which is distinct from the general healthcare system.

FEZZ7 Does ,
,‘lﬁé Does not apply.

Source: (Rudge, Phuanakoonon et al. 2010)
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The Coker and Atun framework was developed with Global Fund support to provide a
tool or instrument to rapidly assess the implementation, impact and integration of
disease control programmes into health systems in developing countries (Coker, Balen
et al. 2010, Rudge, Phuanakoonon et al. 2010). However, this thesis is asking
fundamentally different questions which are about the policy process leading up to the
formulation and agenda setting for the 2006 TB DOTS policy. From the literature it is
apparent that it is the policy sciences which provide the methods that enable us to

undertake an analysis of these policy processes.

2.7 The Policy Process

In 1951 Harold Lasswell first defined the “policy sciences” (Lasswell 1951, deLeon and
Vogenbeck 2007) as the attempt “to resolve the problems pressing society and its
government” (deLeon and Vogenbeck 2007). Scientific methods could and should be
brought to the analysis of how public policies came into existence, and how policy
makers arrived at the set of policies or direction which governments put into place to
govern society (deLeon and Vogenbeck 2007). This marked the commencement of
bringing academic rigor to the understanding and study of Public Policy. It was also
the start of a major academic discipline, now generally referred to as Public Policy
Analysis, and has led to a major field of research in order to research and understand
why policy decisions are made in the process a policy goes through to become a policy

that is formulated, adopted and implemented (deLeon and Vogenbeck 2007).

In the broader public policy literature the policy process was initially conceived of as

following a simple linear process of problem recognition and issue selection, policy
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formulation and decision-making, implementation, and finally evaluation —the so
called stages heuristic or policy cycle model (Lasswell 1951, deLeon 1999). In the
1980s it was recognized that in the real world the policy process often does not follow
a logical linear sequence. “Policy formulation and decision-making” can and does take
place before “problem recognition and issue selection” has taken place. Policy is
subject to external influences by a complex range of actors who can change over time.
There can be periods of stagnation and then rapid development when political and
social circumstances change. The linear nature with clear differentiation into distinct
stages of the stages heuristic is not able to take the complexity of the real world nature
of the policy process into consideration and new frameworks for policy analysis
needed to be developed (Sabatier 1999, deLeon and Vogenbeck 2007, Jann and

Wegrich 2007).

2.8 The Multiple Streams Framework - Agenda Setting

John Kingdon in his in-depth study of the policy process in the USA in the 1970s
developed a framework which takes into consideration the complexity of the real
world nature of the policy process. He was particularly interested in understanding
and examining why and how one particular policy, from multiple alternative policy
options, came onto the public policy agenda (Kingdon 2011). This became known as

agenda setting.

Kingdon found that policy making does not proceed neatly in stages, steps or phases
(Kingdon 2011). He describes the policy process as “organized anarchy” (Kingdon

2011). His research was focused on the “organized” aspect, rather than the “anarchy”,
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of the policy process i.e. a policy actually goes through a policy process which has

definite characteristics, so whilst not linear, it is organized, and therefore is open to

rigorous examination and understanding (Kingdon 2011).

Kingdon identifies three independent policy making streams which flow through the

policy system all at once, each with a life of its own (Kingdon 2011):

1.

The problem stream refers to the manner in which, out of multiple policy
problems confronting society and government, one particular policy problem
becomes of sufficient importance to receive the attention of policy makers.
This may be due to the size of a problem, or the perception of the size of the
problem i.e. “the perception of problems as public matters requiring
government action.”(Buse, Mays et al. 2006).

The policy stream consists of “the ongoing analyses of problems and their
solutions together with the debates surrounding their proposed

solutions.” (Buse, Mays et al. 2006). From multiple policy options the policy
stream provides the policy or solution to the policy problem.

The politics stream “operates quite separately of the other two streams and is
comprised of events such as swings of national mood, changes of government
and campaigns by interest groups.” (Buse, Mays et al. 2006). The politics
stream takes place at the political level, when a problem becomes sufficiently
important to require a policy to respond to the problem. The politics stream is

however significantly influenced by policy actors outside the politics stream.

Using the term “coupling” Kingdon found that a policy issue “is most likely to achieve

public agenda status when public problems, policy alternatives, and political
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opportunities intersect” (Kingdon 2011), at what is called a “policy window”, i.e. an
event, or series of events, that brings the problem stream, the policy stream (the
policy solution to the policy problem) and the political stream (an openness or demand
at the political level for a policy response), together so that the policy is adopted by

the government i.e. the policy comes onto the policy agenda.

There are patterns to the intersection of the three policy streams; they are not
random. Kingdon found that policy entrepreneurs know how to pull the three policy
streams together, however this is difficult to accomplish (Kingdon 2011). Policy
entrepreneurs are continually looking for connections between the politics and policy
making and creating “windows of opportunity” (Kingdon 2011). Whilst politicians are
central, other policy actors - “interest groups and lobbyists, academics and consultants

III

are also influential” (Kingdon 2011), in agenda setting.

However, the problem or constraint in applying the multiple streams framework to this
research is that it was developed specifically for analysis of agenda setting and the
policy process in the United States of America (USA). We need to be aware of the
significant differences in the policy context and process between the USA, where
Kingdon undertook his research and developed the three streams framework, and
PNG. A major difference is how and where power in the policy process and agenda
setting lies. In the USA power lies within the United States politics stream, and much
of the three streams policy analysis focuses on how power is exercised within this

specific context.
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As we have already seen there is a very different power dynamic and imbalance in the
policy process in developing countries such as PNG due to the influence donors exert
due to their major levels of aid funding. The three streams framework as applied in
the USA does not allow us to take such an overwhelming power imbalance into
consideration. Given that aid donors contribute a significant proportion of funds to
health services provision in PNG there is a very different set of elements operating in
the policy process in PNG. Aid donors exert much power and influence in the policy
process and agenda setting in PNG with much of the policy process taking place
outside of PNG at the regional and global levels. So we need to adapt the three

streams framework to our analysis of the 2006 PNG TB DOTS policy.

In order to undertake analysis of policy agenda setting in a resource poor setting PNG
to answer the research questions arising from Objective 3 - To describe and critique the
PNG TB DOTS policy agenda setting process from 2004 — 2006. (i.e. what were the
determinates of the key events, who were and what role did the key actors play, in TB
DOTS coming onto the health policy agenda in PNG in 2006), we now examine the
adaption of the three streams framework to the resource poor setting by Walt et al.
This adaption enables an analysis of the regional and global policy process, including
power relationships in agenda setting, and policy formulation, transfer and
implementation which provides the most useful framework for the analysis

undertaken in this thesis.
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2.9 Health Policy Analysis — Context, Process, Actors, Content

Drawing on the policy sciences and the three streams framework Walt et. al. (Walt and
Gilson 1994) were amongst the first to apply the broader public policy methods to
health policy. They believed, and confirmed in their research, that health policy
matters because policy determines resource allocation for health and as a result is a
central determinant of people’s health and health outcomes. “Who makes and
implements policy decisions (those with power) and how decisions are made (process)
largely determine the content of health policy and, thereby, ultimately people’s health”

(Buse, Mays et al. 2006).

It is the Walt et. al. definition of health policy which is used in this research - “Health
Policy covers courses of action (and inaction) that affect the set of institutions,
organizations, services and funding arrangements of the health care system (both

public and private)” (Buse, Mays et al. 2006).

They also started with the insight that health policy is not simply about the wording or
the content of the policy but is the result of a policy process which they defined as
“The way in which policies are initiated, developed and formulated, negotiated,
communicated, implemented and evaluated” (Buse, Mays et al. 2006) which is a
dynamic process with “the policy environment continuously shifting, transforming

relations between groups and between institutions (Walt and Gilson 1994).

Given the impact of health policy on people’s health and health outcomes undertaking
health policy analysis is both legitimate and necessary because it helps and enables us

to act effectively to improve the health of people(Walt and Gilson 1994). They see
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health policy analysis as being “concerned with the processes of policymaking, it is also
centrally concerned with the behaviour of actors in formulating and implementing
policy and the context within which policies are promulgated. ... policy is not simply
about prescription or description, and nor does it develop in a social vacuum; it is the

outcome of complex social political and economic interactions” (Walt and Gilson 1994).

Walt and Gilson (Walt and Gilson 1994) were also the first to identify the need to
develop distinct frameworks for policy analysis in the health sector in low and middle
income countries. “Policy analysis is an established discipline in the industrialized
world, yet its application to developing countries has been limited. The health sector in

particular appears to have been neglected” (Walt and Gilson 1994).

Walt et. al. developed the Context, Process, Actors and Content Framework for policy
analysis which requires a detailed examination of not just the content of the policy but
also of the actors involved in developing policy, the context within which the policy
was developed and also the process the policy underwent as it was developed (Walt
and Gilson 1994, Buse, Mays et al. 2006). This framework is conceptualized in Figure 1

the Policy Analysis Triangle.
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Context

Actors

e |ndividuals
e Groups
¢ Organizations

CO ntent Process

Figure 1 — Policy Analysis Triangle

Source:(Walt and Gilson 1994, Buse, Mays et al. 2006)

An actor is anyone who has influence in the policy process. This can be individuals,
organizations, interest or pressure groups or networks, civil society organizations or

multinational organizations.

Context draws on the work of Leichter (Leichter 1979), the complex mix of “political,
economic and social, both national and international, which impacts on health
policy”(Buse, Mays et al. 2006). Using the approach of Leichter(Leichter 1979), and
that of Walt et. al.(Walt and Gilson 1994) as articulated in Buse(Buse, Mays et al.
2006), to critique and understand the complex PNG policy context is central to this

research on TB DOTS Policy in PNG.

Process refers to “the way in which polices are initiated, developed or formulated,

negotiated, communicated, implemented and evaluated”(Buse, Mays et al. 2006).
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Content of the policy can only be understood when it is examined as part of the policy

process which involves and considers actors, context and process.

A central tenet of the Walt et. al. framework is the need to understand power
structures and relationships in the policy process. Power within relationships in policy
decisions, and the process by which decisions are made, determines the content of
health policy. They make the point that the policy process is often about “political
compromise and not a rational debate” (Walt and Gilson 1994), so that the power of
the actors and organizations to influence the policy process is central to the direction
the policy process takes. They point out that “important and professional networks of
managers and professionals” (Walt and Gilson 1994), bring influence to the policy
process. Critically examining and understanding the role of power in relationships in
the policy process is even more important in the case of low and middle income
countries, with complex external power relationships such as aid donors, technical
advisers etc., influencing the policy process. “In many low income countries there are
large gaps between top and lower level bureaucrats, between nurses and doctors,
between policy elites and managers. In such countries power is further complicated
because it rests not only on internal relationships, but significantly, on external
relationships with advisers, experts, aid donors and financial institutions. Policy
analysis cannot continue to ignore the influence of values and group interests — the

“who” of ..... policy choice and implementation practices”(Walt and Gilson 1994).

This framework provides the ability to critically examine and understand the dynamic
and complex PNG TB DOTS policy process — the actors (internal and external) including

the power relationships between those actors, the complex PNG policy context
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(cultural institutions, governance and health system), and the capacity to formulate
and implement health policy in PNG, which means this framework provides the

relevant method to undertake analysis of the TB DOTS Policy in PNG.

Applying these methods Walt et al undertook one of the first studies examining the
role of international organizations in the transfer of policy ideas, and the promotion of
particular macro-level policies (Walt, Lush et al. 2004). This study examined the
development and transfer of TB DOTS policy and syndromic management of sexually
transmitted infections (STIs) policy to developing countries. It found that policy
transfer took place in three separate but interrelated iterative loops. Each loop had its
own network of actors with links to organizations and varying degrees of authority and
funding. The first loop (field level, context specific genesis of policy) was the
development of the policy at the local level, before agenda setting and policy transfer
(Walt, Lush et al. 2004). This occurred at the local level through a “bottoms up”, field
oriented, context specific process with local groups of public health doctors and
epidemiologists. In the case of TB DOTS this stage took place over many years starting
in the 1960s in India with ambulatory care of TB patients instead of hospital care. In
the 1980s in Africa the length of TB treatment was shortened to 6 months and to
ensure compliance, an initial two month intensive phase of treatment as an inpatient
in hospital was introduced. The second loop (global policy networks) took place at the
global level in international organizations in the late 1980s and early 1990s when there
was the need for a TB policy to respond to the rapid re-emergence of TB in North
America in HIV positive patients (Walt, Lush et al. 2004). The second loop involved a
related, but separate, group of policy actors in international organizations who took up

the work done in the first loop and consolidated the knowledge generated in the very
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context specific first loop. They turned that knowedge into a global health policy
called TB Direct Observation of Treatment, Short Course (DOTS). The third loop
(marketing and dissemination) involved distilling this policy down into a standardized,
global, generic “one-size-fits all” TB DOTS policy which has five components: political
commitment; case detection using sputum microscopy; standardized short course
chemotherapy; regular drug supply; a standardized recording and reporting system
(Walt, Lush et al. 2004). A very professional advocacy and marketing campaign
branding TB DOTS as the policy solution to the increasing burden of TB was mounted
(Ogden, Walt et al. 2003). In this loop there is a clear shift away from science and
research, to advocacy and marketing. This was not without debate and dissent (Brown
1997, Ogden, Walt et al. 2003, Coker, Atun et al. 2004). In contrast with the first loop
this third loop was “top down” and authoritarian. With the backing of powerful global
organizations such as the World Health Organization and the World Bank, TB DOTS
programs were being imposed on countries, service providers and patients, and were
seen by opponents of the policy as being out of touch with the needs of TB patients

and health services realities on the ground (Walt, Lush et al. 2004).

The Walt et. al. adaption of the three streams framework has been used by Klugman to
study non-government organizations as agents for change in South Africa (Klugman
2000); by Ogden to analyse the adoption of TB DOTS as a global health policy driven by
WHO in the 1990s (Ogden, Walt et al. 2003); and by Shiffman to undertake a detailed
analysis of agenda setting of Safe Motherhood Initiatives in India (Shiffman and Ved
2007). These studies establish the relevance of this methodology in this research of

how TB DOTS became the national TB Control Policy in PNG in 2006.
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The Walt et. al. (Walt and Gilson 1994, Walt, Lush et al. 2004, Buse, Mays et al. 2006)
Context, Process, Actors and Content Framework adapts the three streams framework
to the resource poor setting. It takes into consideration the fact that much of the
policy process takes place at the global level, as well as at the country level, and the
manner in which international policy actors exert considerable, and often unequal,
power in the policy process. This is the great contribution of the Walt et. al. adaption
of the three streams framework. It is the use of this method which enables us to
address Objective 3 - To describe and critique the PNG TB DOTS policy agenda setting
process from 2004 — 2006, and answer the research question what were the
determinates of the key events, who were and what role did the key actors play, in TB
DOTS coming onto the health policy agenda in PNG in 20067 It also provides an
overarching framework for this thesis which is to describe and critique health policy

and the health policy process in a resource poor setting.

2.10 Framework on Determinants of Political Priority for Global Initiatives

Before we move on we need to briefly look at another framework which has recently
received attention in the peer reviewed literature. In 2007 Shiffman and Smith,
drawing on Walt and Gilson (Walt and Gilson 1994, Buse, Mays et al. 2006), proposed a
new Framework on determinants of political priority for global health initiatives
(Shiffman and Smith 2007) in order to research and understand what determines

“political priority” for global health initiatives in low and middle income countries.

The underlying goal of Shiffman’s framework is to understand why global health

initiative policies do or do not come onto the policy agenda in low and middle income
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countries. Since being proposed the framework has been used to research and

understand why global health initiatives do or do not come onto the policy agenda in

low and middle income countries (Shiffman and Smith 2007, Schmidt, Joosen et al.

2010, Benzian, Hobdell et al. 2011, Keeling 2012, Pelletier, Frongillo et al. 2012, Walt

and Gilson 2014).

The Shiffman framework has four categories or elements (see Table 3):

4.

The power of the actors involved.

The ideas they use to portray the issue

The nature of the political contexts in which they operate

The characteristics of the issue itself.

Table 3— The Four Categories for the Framework on Determinants of Political Priority

for Global initiatives

Description Factors shaping political priority

Ideas

Political
contexts

Issue

Actorpower  The strength of the 1

individuals and
organisations concerned 2
with the issue

3

4

Theways inwhichthose 5
involved with the issue
understand and portray it 6

The environments in 7
which actors operate

Features of the problem 9

characteristics

Policy community cohesion: the degree of coalescence among the network of individuals and organisations
that are centrally involved with the issue at the global level

Leadership: the presence of individuals capable of uniting the policy community and acknowledged as
particularly strong champions for the cause

Guiding institutions: the effectiveness of organisations or coordinating mechanisms with a mandate to lead
the initiative

Civil society mobilisation: the extent to which grassroots organisations have mobilised to press international
and national political authorities to address the issue at the global level

Internal frame: the degree to which the policy community agrees on the definition of, causes of, and
solutions to the problem

External frame: public portrayals of the issue in ways that resonate with external audiences, especially the
political leaders who control resources

Policy windows: political moments when global conditions align favourably for an issue, presenting
opportunities for advocates to influence decisionmakers

Global governance structure: the degree to which norms and institutions operating in a sector provide a
platform for effective collective action

Credible indicators: clear measures that show the severity of the problem and that can be used to monitor
progress

10 Severity: the size of the burden relative to other problems, as indicated by objective measures such as

mortality levels

11 Effective interventions: the extent to which proposed means of addressing the problem are clearly explained,

cost effective, backed by scientific evidence, simple to implement, and inexpensive

Source: (Shiffman and Smith 2007)

However, the Shiffman framework (see Table 3, Category 3 “Political Contexts”), only

undertakes analysis or research on two factors of the political context which influence

whether a global health initiative does, or does not, make it onto the policy agenda in
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a low or middle income country. These two factors are policy windows and global
governance structure with regard to the global health initiative (Shiffman and Smith
2007). It does not include or undertake analysis of the recipient countries own complex
policy context, which is central to this research on the 2006 PNG TB DOTS Policy. Itis
the complexity of the cultural institutions, the governance structures, and the resulting
health service delivery challenges within PNG which we need to examine in detail, and
which the framework on determinants of political priority for global initiatives is not
yet sufficiently developed to enable. The logical conclusion, if Shiffman’s framework
were applied to this research on TB DOTS policy in PNG, is that the priority setting (or
agenda setting) was successful as the TB DOTS Policy did come onto the PNG policy
agenda. This research is asking fundamentally different questions. Finally, the starting
point for the Shiffman framework is that the global health initiative policy e.g. TB
DOTS, is the right policy for the particular policy context in all countries. It does not
allow for a critical examination of the global health initiative policy taking into account
an analysis of the local context into which the policy has to be implemented so as to

consider if the policy is actually implementable.

We next examine the literature to provide us with methods to enable us to critically
examine TB DOTS Component 1 — Political commitment in the 2006 TB policy process
and the impact of the particular PNG construct of political commitment on the

implementation of the 2006 TB policy.
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2.11 Political Commitment - how to frame and measure

Objective 2 of this thesis is to describe and critique the PNG policy context with regard
to TB DOTS Component 1 — Political commitment, the resultant governance structures,
and the impact of these on the PNG health systems capacity to formulate and
implement a TB DOTS Policy? Obijective 4 is to describe and critique the impact of the
PNG construct of political commitment on the implementation of the 2006 TB DOTS
policy. These two objectives are about political commitment in the formulation and
implementation of the 2006 policy. We now look to the literature to understand what
political commitment means and to examine frameworks which enable us to

undertake an analysis of political commitment in the 2006 policy process.

The first thing to note from the WHO literature is that the meaning and how the term
“political commitment” is used in TB DOTS policy has changed and evolved, as the TB
DOTS policy evolved since its announcement in 1994. In 1994 TB DOTS Component 1
was stated as “Government commitment to sustained TB control activities” (WHO
1999). By 2006 in the Stop TB Partnership Strategic Plan for TB Control 2006-2015
(Stop TB Partnership and World Health Organization 2006) “political commitment” had
evolved to more specifically include a commitment to long term planning, along with
human and financial resources. “Political commitment, with long-term planning,
adequate human resources, expanded and sustainable financing, to reach the targets
set by the World Health Assembly and the Stop TB Partnership” (Stop TB Partnership

and World Health Organization 2006)

The second thing to note from the peer reviewed literature is that there is little or no

research on just what political commitment means in TB DOTS policy even though
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“Political commitment with increased and sustained funding” (WHO 2014) is the first
component of the TB DOTS policy. With regard to TB DOTS there are only two studies
in the peer reviewed literature which have investigated political commitment. In a
study of political commitment to TB DOTS Policy in Peru political commitment was
measured in terms of ensuring sufficient funding and human resources to implement a
TB DOTS policy (Bonilla and Bayonab 2007). In a more recent study investigating the
existing and expected dimensions of political commitment to TB control in Ghana,
Amo-Adjei (Amo-Adjei 2014) found four dimensions of political commitment emerged
from a series of in-depth interviews which were combined with a documentary review:

1. Provision of adequate resources (financial, human and infrastructure),

2. Political authorities’ participation in advocacy for TB,

3. Laws and policies promulgated, and

4. Social protection interventions (Amo-Adjei 2014).

Frameworks by which to investigate the level and meaning of political commitment are
also not extensive in other health policy research. Te Lintole, in a study to analyse the
government of India’s political commitment to reducing hunger and malnutrition,
defined and analysed political commitment as having three dimensions:

1) policies and programs,

2) public expenditure, and

3) legal frameworks (te Lintelo 2012).

However, there has been a small but growing literature in the past decade which
attempts to define and measure the key characteristics of political commitment in HIV

research, and also to analyse the link between political commitment and HIV health
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policy outcomes (Fox, Goldberg et al. 2011). Fox has made the observation that
“because political science research is primarily interested in explaining political
phenomena rather than health outcomes, this body of research has tended to focus on
explaining political commitment rather than the effects of political commitment on

policy outcomes”(Fox, Goldberg et al. 2011).

Much of the research on political commitment concerns the response to the HIV
epidemic. Fox et. al.(Fox, Goldberg et al. 2011) attempted to conceptualize and
measure political commitment to the HIV epidemic, and to examine links with HIV
outcomes. While expressed commitment and budgetary commitment are important
components of political commitment they identify institutional commitment as a
crucial underlying component (Fox, Goldberg et al. 2011). Commitment means little if
it is not based on establishing enduring governance structures and bureaucracies that

facilitate and enable policy formulation and implementation.

Based on this work they developed a framework to assess a government’s level of
political commitment to respond to the HIV outbreak, and link political commitment to
HIV outcomes (Fox, Goldberg et al. 2011). They found three components of political
commitment:
1) Expressed commitment

e public pronouncements in line with scientific evidence and internationally

recognized standards

2) Institutional commitment

e established AIDS bureaucracies,
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e adoption of laws and regulations,
e HIV surveillance and monitoring and evaluation mechanisms
3) Budgetary commitment

e disbursement and allocation of funds towards HIV

Fox’s review identified a set of variables defined as determinants, effect modifiers and
mediators of political commitment. These relate to domestic political processes
including state capacity, regime type and governance, responses to earlier health
epidemics, ethnic and social fragmentation, magnitude of the epidemic, response of
non-state actors (e.g. civil society), and international actors (pressure and donor

funding) (Fox, Goldberg et al. 2011).

Further, Fox has more recently applied this framework to analyse political
commitment in food and nutrition security, establishing the validity of the framework
as well as its application beyond HIV as an approach to analyse political commitment

(Fox, Balarajan et al. 2014).

A further contribution to the current understanding of political commitment comes
from the health systems research done by Atun. In a review article on health systems
strengthening and TB control Atun (Atun, Weil et al. 2010) speaks of political
commitment using the term governance and stewardship. Drawing on the WHO
definition, he defines governance and stewardship as creating a “Policy environment,
regulatory environment, stewardship function, and structural arrangements for
purchasers, providers, and market regulators. WHO judges that good governance
means that strategic policy frameworks exist and are combined with effective
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oversight, coalition building, the provision of appropriate regulations and incentives,

attention to system design, and accountability.” (Atun, Weil et al. 2010)

This is similar to the institutional commitment component of Fox et. al. framework. So
the framework developed by Fox et al provided a good starting point for this research
on political commitment in PNG in the period from 1997 to 2006. Political
commitment is about the institutions and structures which governments establish in
order to deliver services in order to implement policy. It involves ensuring governance
structures which enable and facilitate the delivery of the policy, along with robust
health information systems to enable the monitoring and evaluation of the policy.
Further it examines and takes into consideration the domestic political context and
processes such as the capacity to govern, the type of political structures, and the role
of both non state and international actors in the policy process. This framework does
not examine political commitment simply in terms of political statements, and/or
financial and human resource commitment with regard to the policy.
2.12 Gaps in knowledge on Health Policy, Political Commitment and Agenda Setting
in PNG
The final part of the literature review was undertaken to identify previous research
and studies on health policy, political commitment, the health policy process and
agenda setting in PNG. From the literature there has been little or no research on
health policy and the health policy process in PNG. There has been no use or
application of the health policy analysis frameworks adapted to resource poor settings
to research political commitment, agenda setting, policy formulation or policy
implementation in PNG. One Masters of Philosophy thesis critically examines the

formulation of HIV Policy in PNG (Topp 2006) using discourse analysis but only in
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relation to HIV policy. This is the only previous research which brings methodological
rigor to health policy analysis in PNG. There is no previously published research on
health policy process with regard to agenda setting, political commitment, policy

formulation and implementation of TB Control policy in PNG.

The application of the Coker and Atun framework (Coker, Balen et al. 2010) to evaluate
the impact and integration of the Global Fund programs into the PNG health system
(Rudge, Phuanakoonon et al. 2010) quite specifically evaluated the impact and
integration of the Global Fund HIV, TB and Malaria funded projects into the PNG health
system with some level of methodological rigour with methods used and validated in
TB DOTS programs in other parts of the world. However, this evaluation does not

attempt to undertake a policy analysis of the PNG TB DOTS policy.

There is an absence of research on the health policy process in PNG and the complex
PNG policy context, particularly with regard to political commitment and agenda
setting therefore this research is addressing a genuine gap in knowedge and is an

original contribution to knowedge.

2.13 Conclusion

In conclusion the existing literature does provide us with methodologies to adequately
answer the research questions and achieve the research objectives of this research.
The literature also identifies gaps in the literature both in relation to political
commitment and agenda setting generally, but especially in relation to PNG which

make this research an original contribution to knowledge.
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Based on what we have found in this Chapter the overarching approach to answering
the research questions will be framed within the Walt and Gilson - Context, Process,
Actors and Content Framework (Walt and Gilson 1994, Buse, Mays et al. 2006). With
regard to political commitment in PNG the framework of Fox et. al. (Fox, Goldberg et
al. 2011) will be used to undertake the analysis of political commitment to achieve the

research objectives.

Compared to Shiffman’s framework, the three streams approach with its neutral
starting point, as adapted by Walt et. al. in the Context, Process, Actors and Content
Framework will enable an in-depth description and critique of the policy context,
process and actors in PNG, will frame the analysis of agenda setting for the 2006 PNG

TB policy.

52



3 Methods - Doing Health Policy Research

3.1 Introduction
This chapter outlines the research methodology, methods undertaken and data

sources used to achieve these research objectives.

3.2 Methods for this research

This research aims to uncover and understand the complex contextual factors that
drive and influence policy, decisions and outcomes. Standard epidemiological
approaches aiming to establish associations and causality are of little assistance in
answering these research questions. The literature review has identified three
frameworks which enable us to answering the research questions and so achieve the
research objectives. These frameworks bring a high level of rigour, have an
established record in the policy sciences literature, and are capable of being applied in

resource poor contexts.

The context, actors, process, content framework (Walt and Gilson 1994, Buse, Mays et
al. 2006) allows an analysis of the interactions and relationships of actors in the policy
process, especially its ability to describe and critique power structures and
relationships in the policy process. Critically examining and understanding the role of
power in relationships in the policy process is crucial in low and middle income
countries, where complex external power relationships with aid donors, technical
adviser’s etc. influence the policy process. This framework enables the researcher to

critically examine and understand the dynamic and complex PNG TB DOTS policy
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process — the actors (internal and external), including the power relationships between
those actors, the complex PNG policy context (cultural institutions, governance and
health system), and the capacity to formulate and implement health policy in PNG,
which means this framework provides a relevant method to undertake analysis of the

TB DOTS Policy in PNG.

The political commitment analysis framework (Fox, Balarajan et al. 2014) identifies
three components to political commitment — expressed commitment, institutional
commitment, and budgetary commitment. This framework allows for a detailed
analysis of the institutional commitment component of political commitment in PNG
which other frameworks do not allow. Institutional commitment is about the
institutions and structures which governments establish to deliver services in order to
implement policy. It involves ensuring governance structures which enable and
facilitate the delivery of the policy, along with robust health information systems to
enable the monitoring and evaluation of the policy. Further it examines and takes into
consideration the domestic political context and processes such as the capacity to
govern, the type of political structures, and the role of both non state and
international actors in the policy process. This framework does not examine political
commitment simply in terms of political statements, and/or financial and human
resource commitment with regard to the policy. So the framework developed by Fox
et al provided a legitimate starting point for this research on political commitment in
PNG in the period from 1997 to 2006. The political commitment framework provides
the method for analysis of political commitment in Chapters 5, 6, 7 and 10 of this

thesis.
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The third frameworks relevant to this research is the multiple streams framework
which finds that policy making does not proceed neatly in stages, steps or phases
(Kingdon 2011). The multiple streams framework identifies three independent policy
making streams which flow through the policy system all at once, each with a life of its
own (Kingdon 2011): 1) The problem stream refers to the process by which, out of
multiple policy problems confronting society and government, one particular policy
problem becomes of sufficient importance as to come to the attention of policy
makers (Buse, Mays et al. 2006). 2) The policy stream consists of “the ongoing
analyses of problems and their solutions together with the debates surrounding their
proposed solutions.” (Buse, Mays et al. 2006). 3) The politics stream “operates quite
separately of the other two streams and is comprised of events such as swings of
national mood, changes of government and campaigns by interest groups.” (Buse,
Mays et al. 2006). The politics stream takes place at the political level, when a problem
becomes sufficiently important to require a policy to respond to the problem. It is only
when these three streams come together in what is a policy window that the policy

moves onto the government’s policy agenda.

This framework enables us to describe and critique in detail each of the components of
the policy agenda setting process in the 2006 PNG TB DOTS policy. We present this
analysis in Chapters 8 and 9 of this thesis. However, as we need to adapt the multiple
stream framework to analyse the agenda setting process in the PNG context in the
light of the significant differences in the policy context and process between the
United States of America, where Kingdon undertook his research and developed the
multiple streams framework, and Papua New Guinea. The major difference is how and

where power in the policy process and agenda setting lies. In the USA power lies
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within the United States politics stream, and much of the research applying the three
streams policy analysis focuses on how power is exercised within the United States
context. PNG is a very different policy context. Given that aid donors contribute a
significant proportion of funds to health services provision in PNG there is a very
different set of elements operating in the policy process in the PNG. Aid donors exert
more power and influence in the policy process and the agenda setting process in PNG.
As a result much of the policy process takes place outside of PNG at the regional and
global levels. So we need to adapt the multiple streams framework to our analysis of
the 2006 PNG TB DOTS policy. We do this by dedicating Chapter 8 to an analysis of
these global and regional relationships which exert influence and power on agenda
setting in the 2006 PNG TB DOTS policy. In Chapter 9 we analyse the events within

PNG itself which brought TB DOTS onto the policy agenda in 2006.

A further advantage of the multiple streams framework over other policy analysis
frameworks is that it starts the policy analysis from a neutral stance with regard to
global health initiative polices e.g. TB DOTS. It does not presume, or use as its starting
point, the stance that the global health initiative policy is the best or only policy for the
particular context. This neutrality in the starting point allows for a more objective
analysis of the agenda setting process making the multiple streams framework the
appropriate framework for the analysis of agenda setting in the 2006 PNG TB DOTS

Policy.

All three of these frameworks use in-depth interviews with key actors in the policy
process; the observation of events, context, interactions, and relative positions of

power and influence; and an extensive analysis of published and unpublished literature
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to achieve triangulation of the data. This is a well-established method in undertaking
health policy analysis (Gilson 2014) in order to research and articulate the policy

process, the context and role and interactions of key actors in that process.

In order to understand as fully as possible the process that enabled TB DOTS to come

onto the policy agenda in PNG in 2006, and the PNG construct of political

commitment, this the research uses the following data sources:

1 In-depth interviews with key relevant personnel involved in the 2006 PNG TB
DOTS policy process;

2 Observations made on field trips;

3 Review of published research on PNG, health policy analysis and TB and TB
DOTS policy; and

4 Analysis of government reports and documents (both PNG and Australian), and
bilateral agency reports.

It is the combination of the data from these sources for analysis which allows

triangulation of the data.

By taking the 2006 PNG TB DOTS Policy we have a defined policy within a defined time
period which frames this research. See Table 1. Key Government of PNG documents
which help provide the time frame for, but do not define or limit, this research are:
1. Papua New Guinea National Health Plan 2000-2010(GovPNG 2000)
2. Aia, P., et al. (2006). Country Status Report of National TB Program, Papua New
Guinea, 1997-2005. Port Moresby, National TB Program Unit, Disease Control
Branch, National Department of Health, Papua New Guinea(Aia, Yadav et al.

2006).
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3. Aia, P., et al. (2006). PNG Country Strategic Plan to Stop TB, 2006-2010. Port
Moresby, National TB Program Unit, Disease Control Branch, National
Department of Health, Papua New Guinea.(Aia, Yadav et al. 2006)

4. Papua New Guinea Country Coordinating Committee (2006). Proposal Form -
Sixth Call for Proposals - Expanding and Implementing the Stop TB Strategy in
Papua New Guinea. The Global Fund to fight AIDS, Tuberculosis and Malaria
(GFATM). Port Moresby. July 2006.(PNG CCM 2006)

These sources, along with other sources, were used to construct a detailed historical
time line of the events surrounding the development of the 2006 PNG TB DOTS Policy.
The purpose of the timeline is to enable an understanding of the context and process
of policy development as well as to identify and understand key events and factors
influencing the policy process in the development of the 2006 PNG TB DOTS Policy.

This detailed timeline is provided at the end of Chapter 1 - Introduction.

3.3 Key Informant Interviews

The starting point for the key informant interviews was those people listed as having
participated in the meetings and workshops leading up to the development of the
2006 Country Status Report of National TB Program(Aia, Yadav et al. 2006), and the
Papua New Guinea, 1997-2005 2006 Country Strategic Plan to Stop TB, 2006-2010(Aia
2012). As a result the initial key informant interviewees were people in government,
bilateral and multi-lateral aid and UN agencies, and not-for-profit organizations
working in health in PNG. Each interviewee was asked to identify other individuals
who held relevant positions who would be willing to participate (a technique known as

snowballing). During the initial interviews it became apparent that the interviews
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needed to extend beyond PNG to include technical experts from outside of PNG who
had played roles in the development of the 2006 PNG TB DOTS policy. As a result
further interviews were conducted in Australia. See Field Visit 4 and 5, page 63.
Where interviewees consented to be identified they are identified throughout this
thesis in the following manner (interviewee surname, date). See Appendix 1 for a
Profile of the Interviewees. Where the interviewee volunteered the reason for not
consenting to being identified the usual reason was that their employment could have
been affected by having their views expressed publically. There is a genuine concern
that if further detail is provided it will actually identify those interviewees who
requested they not be identified. PNG is a comparatively small country and the people
involved in TB control are even smaller in number. This is acknowledged as a limitation

of this research.

A total of 18 key informant interviews were conducted for this research. 16 of these
interviews were conducted between April and November 2008. A field visit was
undertaken to PNG in April 2008 to conduct the majority of the interviews. Six
interviews were conducted in Australia. Two of these were with interviewees who had
left PNG, having worked as researchers in political science and the policy process in
PNG, and were now based at the Australian National University. One was with a
retired academic who had initially worked as a district medical officer in PNG before
taking up the position of Professor of Community Health at UPNG. The fourth was
with a senior AusAlID official working on the AusAID PNG Health sector aid program.
The fifth was a telephone interview with the Director of the Queensland TB control

program. A follow-up telephone interview was conducted in 2010 when clarification
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of points from the initial interview was required. This also allowed for collection of

further data on progress with the implementation of the 2006 policy.

Interviews were semi-structured and conducted in English. The interviews ranged in
length from a half hour up to one hour and a half hours. All interviews were
conducted face to face, except two interviews, including the 2010 follow-up interview,
which was conducted via phone. The interviews were then transcribed by this

researcher and coded according to the themes identified by the literature review.

3.4 Ethics

This research was approved by the University of Sydney Human Research Ethics
Committee (Reference No: 10740). Each interviewee was provided with the
Participant information sheet and, if they agreed to proceed, signed the Participant
consent form. Further clarification of the research, how data would be managed etc.
was provided as requested by the interviewee before the interview proceeded. See

Appendix 2 and 3.

Of the 18 interviewees 6 gave consent for their names to be identified. 3 interviewees,
when signing the consent form, requested that they remain anonymous. When there
was no indication of agreement to have their identity revealed when the Participant
consent form was signed then it was assumed consent has not been given to reveal the
participants identity. This was the case with 9 participants. The group who did not
give consent, or who did not indicate consent on the Participant consent form, were

either government employees or working for Non-Government Organisation (NGO)
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where their employment was in TB DOTS implementation in PNG, and identifying them
could place their work in jeopardy. Any data from these interviews is referenced so as

to ensure the identity of the interviewee is not revealed.

3.5 Field Trip Observations

The findings arising from the literature review and the key informant interviews are
then triangulated with field trips observations made by this researcher on three field
trips to PNG. | was the Community Heath / Public Health member of three PNG Health
Sector SWAp Independent Monitoring and Review Group (IMRG) Teams which
undertook reviews of the PNG Health Sector SWAP in November 2005, November
2006 and April / May 2007. My field visit notes are incorporated into the final reports
produced by the IMRG. These IMRG reports have been approved by the National
Department of Health (NDOH), the Government of PNG, for general release. So the
field data used in this PhD research is from IMRG reports in the public domain i.e.

approved by the PNG NDOH, the Government of PNG.

These field trips took place in:
Field Visit 1 — November 2005
In November 2005 (Research Field Notes November 2005) visits were made to:

e The National Department of Health (NDOH), Port Moresby; PNG National AIDS
Council; World Health Organization; UNICEF; AusAlID, the Australian High
Commission, Port Moresby

e Milne Bay Province: The Provincial Health Office, Alotau, Provincial Capital of

Milne Bay Province; Provincial Hospital Alotau.
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Field Visit 2 — November 2006

In November 2006 (Research Field Notes November 2006) visits were made to:

The National Department of Health (NDOH) in Port Moresby; PNG National
AIDS Council; World Health Organization; AusAlID, The Australian High
Commission, Port Moresby; and Churches Medical Council, Port Moresby.
Sandaun (West Sepik) Province: The Provincial Health Office (PHO) in Vanimo,
Provincial Capital of Sandaun; Vanimo Town Health Centre; and Bewani Health

Centre inland from Vanimo.

Field Visit 3 — April / May 2007

May 2007 field visits (Research Field Visit Notes May 2007) were made to:
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The National Department of Health (NDOH) in Port Moresby; PNG National
AIDS Council; World Health Organization; AusAlID, The Australian High
Commission, Port Moresby; and Department of Public Health, School of
Medicine and Health Sciences, The University of Papua New Guinea.

Madang Province: The Faculty of Health Sciences, Divine Word University,
Madang; The Provincial Health Office (PHO) in Madang, Provincial Capital of
Madang; visit to Bogia District Hospital / Health Centre, on the west coast of
Madang Province; and

Western Province: The Provincial Health Office (PHO) and District Health Office
(DHO) in the Provincial Centre of Daru; Daru Provincial Hospital, Daru; visit to

Mabudawan Health Centre on the Torres Strait coast of Western Province.



Field Visit 4 — April 2008

In April 2008 a further visit was undertaken to Port Moresby and Madang in Papua
New Guinea during which interviews were conducted for this research. Additional
PNG government, bilateral and multilateral agency reports identified during the

interviews as being relevant to this research were also collected.

Field Visit 5 — June 2008
A further field visit was undertaken to Canberra, Australia in June 2008 where further
interviews were conducted, and further reports relevant to this research were also

collected.

3.6 Application of Research Methods to Data analysis to achieve the Research
Objectives

Data from the peer reviewed and grey literature, the key informant interviews and
field visit notes were coded by this author according to the research themes identified
from the literature review, and analysis was undertaken. Information provided
through the interviews has been corroborated with information from the field visit
notes and also the peer reviewed and grey literature to ensure triangulation has been

achieved. The results of the analysis are presented in Sections 2, 3 and 4 of this thesis.

Objective 1 — To describe TB as a health problem in PNG

In Part 2 - Chapter 4 — Tuberculosis in Papua New Guinea, peer reviewed literature,
grey literature, key —informant interviews and field observations are used to describe
and critique the burden of TB in PNG. It examines the official incidence and prevalence

data for TB in PNG, the PNG health information system (HIS) with regard to TB
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incidence and prevalence and the presence of multi-drug resistant TB in PNG in order
establish reliable data on which to plan and evaluate a TB DOTS Policy in PNG.
Objective 2 - To describe and critique TB DOTS Component 1 — Political commitment,
the resultant governance structures, and the impact of these the PNG Health Systems
capacity to deliver a TB DOTS Policy

Part 3 of this thesis presents the data analysis to achieve Objective 2 - To describe and
critique TB DOTS Component 1 — Political commitment, the resultant governance
structures, and the impact of these the PNG Health Systems capacity to deliver a TB
DOTS Policy. The political commitment analysis framework (Fox, Balarajan et al. 2014)
is applied to the peer reviewed literature, grey literature, key —informant interviews
and field observations in order to analyse, describe and critique the particular PNG
construct of political commitment. All three elements of political commitment —
expressed commitment, institutional commitment and budgetary commitment are
analysed throughout Part 3. However particular attention is paid to institutional
commitment in the analysis of governance structures and the consequent impact on
the health systems capacity to deliver a national TB DOTS policy. This analysis is
structured in the following way:

e Chapter 5 - Cultural institutions underpinning political commitment and
leadership, undertakes an in-depth analysis and critique of the cultural
institutions in PNG which determines and forms political commitment and
leadership;

e Chapter 6 — Political Commitment, Governance Reforms and PNG Health system
Performance deals with the impact of PNG health system governance
(institutional commitment) on the capacity and performance, and health

outcomes.
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e Chapter 7 — Political Commitment and TB DOTS in PNG to examine in detail how
the health system governance directly affected the health system’s capacity to

implement a TB DOTS Policy.

In summary, Part 3 undertakes a detailed analysis of the PNG TB DOTS policy context
into which a TB DOTS Policy has to be delivered. It is only when this complex PNG
Health policy context is understood that we can truly understand what is required to
be addressed in formulating and implementing a TB DOTS Policy in PNG, and also see if
these factors were taken into consideration during the 2006 PNG TB DOTS policy
agenda setting process. Part 3 concentrates on the period from 1997 to 2006, in order
to provide a clear picture of the PNG policy context leading up and at the time of TB

DOTS moving onto the PNG policy agenda in 2006.

Objective 3 - To describe and critique the 2006 PNG TB DOTS Policy Agenda Setting
Process from 2004 — 2006

Part 4 of this thesis deals with Objective 3 - To describe and critique the 2006 PNG TB
DOTS Policy Agenda Setting Process from 2004 — 2006. The multiple streams
framework (Kingdon 2011) as refined and adapted to the resource poor setting by
Walt et. al. (Buse, Mays et al. 2006, Walt, Shiffman et al. 2008) is used to analyse the
peer reviewed literature, grey literature, key —informant interviews and field
observations in order to analyse, describe and critique the role of various policy actors
- domestic, international, and technical advisers, and the power relationships between
PNG and international actors, and the sequence of events in this period which moved
TB DOTS onto the policy agenda in PNG in 2006. Each of the three streams — problem

stream, policy stream and politics stream are dealt with in detail and adapted to the
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particular PNG policy context. To deal with the power imbalance which results in
much of the policy process in the 2006 PNG TB DOTS policy taking place outside of
PNG, this analysis adapts the multiple streams framework to deal with the PNG
context by starting this analysis with those international actors and organizations and
the policy process which takes place outside of PNG (Chapter 8). This then sets the
context for the analysis of the agenda setting process within PNG itself from 2004-
2006 (Chapter 9). This analysis is structured in the following way:

e Chapter 8 - Agenda Setting and International Actors in the 2006 PNG TB DOTS
Policy describes and critiques the policy actors who exert significant influence
and power, their relationships and interactions, and the key events at the
regional and global level in the 2006 PNG TB DOTS policy agenda setting
process.

e Chapter 9 - Agenda Setting within PNG in the 2006 PNG TB DOTS Policy
describes and critiques the agenda setting process in the 2006 PNG TB DOTS
policy, the role of, and relationships between the key policy actors and

entrepreneurs in that process in PNG during this period.

Objective 4 - To describe and critique the impact of the PNG construct of political
commitment on the implementation of the 2006 TB DOTS policy.

Part 5 of this thesis then describes and critiques the implementation of the 2006 TB
policy.

e Chapter 10 - Political Commitment in Implementation of the 2006 TB DOTS
Policy again uses the political commitment framework of Fox et al (expressed
commitment, bureaucratic commitment and financial commitment) to describe
and critique the implementation of the 2006 policy.
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Part 6 - Discussion and Conclusion (Chapter 10) then brings the results togetherin a
detailed discussion and conclusion and an outline of the implications of this research

for policy making in resource limited settings.

3.7 Limitations of the Research

There are limitations to some of the data used in this research. The data from PNG
government, bilateral and multilateral agency literature had undergone a peer review
process only in some cases. When this peer review process was not outlined in the
report or document, these data were used only when the data was verified by one of

the other primary data sources i.e. key informant interviews or field notes.

The other potential limitation of this research is one noted by Walt and Gilson when
they identified the need for, and encouraged further health policy research, which is -
“We emphasize the critical importance of sensitivity and caution in this approach to
policy analysis, recognizing the potential influence of the analyst's own values and
perspectives over the analysis and even the decisions made. (Walt and Gilson 1994)”.
The importance of triangulation of data to address this potential limitation is
addressed by ensuring triangulation with a high level of rigor is applied at all stages of

the research.

3.8 Conclusion
In conclusion this chapter has outlined the methods and frameworks for this research.

As well it has detailed the data sources and how data collection took place to meet
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ethical requirements. Finally it has outlined how data analysis has been carried out to

achieve the research objectives.
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Part 2 — Burden of TB in PNG

Part 2 of this thesis addresses Objective 1 — To describe TB as a health problem in PNG
i.e. what is the actual health burden of TB in PNG as policy Problem. Chapter 4 —
Tuberculosis in Papua New Guinea, examines in depth the burden of TB in PNG.
Starting with the official incidence and prevalence data for TB in PNG it finds that a
weak HIS means that the actual incidence and prevalence is not known for either drug
sensitive or drug resistant strains of TB. There is no reliable data on which to plan or

evaluate a TB DOTS Policy in PNG.
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4 Tuberculosis Incidence in Papua New Guinea — Impact of Governance
Structures and Donor Needs

“One of the ground-breaking elements of the DOTS strategy has been its clear methods
for routine case notification, reporting, treatment cohort analysis, supervision for
validation, and related performance indicators. These approaches are urgently needed
to measure progress towards the MDG and Partnership impact targets.”

Source: (Stop TB Partnership and World Health Organization 2006)

4.1 Introduction

The aim of this chapter is to evaluate the extent of TB as a health problem in PNG,
what is the actual TB incidence and what are other indicators of burden of TB in PNG?
WHO and the Stop TB Partnership emphasise the importance of TB DOTS Component 5
- Monitoring and Evaluation System, and Impact Measurement, placing major
emphasis on the central role reliable data have in a national TB DOTS Program in order

to plan, as well as evaluate the impact or otherwise of TB control programmes.

Reliable evaluation of TB control interventions requires good quality data. This
chapter critically examines TB data and health information in general in PNG in order
to understand the quality of data, and to assist us with examining how and if data are
used to inform policy in the subsequent chapters of this thesis. To understand why
there was no reliable TB incidence or TB burden of disease data leading up to the 2006
PNG TB DOTS policy coming onto the policy agenda in 2006, it is necessary to examine
in some detail the HIS in general, as well as TB data in particular — how these data are
collected, reported and collated. It is necessary to understand who has responsibility
for health data at the different levels of the Health System and the lines of
responsibility for health data reporting and quality. This research finds that data on TB
are extremely poor with insufficient reliable data to enable an accurate estimate of TB
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incidence and prevalence. Nor are there sufficient reliable data to enable accurate

monitoring and evaluation of TB disease outcomes or the National TB Control Program.

There are four key findings in this chapter:
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1.

There is a poorly functioning HIS, despite past attempts to address data
collection, collation and analysis.

The underlying issues with the quality of TB data are beyond the control of the
NDOH and date back to governance structures that came about as a result of
the Organic Laws of 1977 and 1995. Health districts and provinces, at the lower
level of the Health System, do not actually have responsibility to the NDOH for
collecting or reporting health information.

Aid donor reporting requirements drive and demand different data to routine
HIS data. These donor requirements have added to the complexity of TB HIS by
demanding data on TB indictors which the HIS is not capable of providing. In
response donors have either unsuccessfully attempted to strengthen the
existing HIS, or created parallel HIS systems, adding to an already dysfunctional
HIS, and confusing what is already a very imprecise calculation of the true TB
incidence and burden of TB.

PNG has an emerging problem with drug resistant TB, both multi-drug resistant
(MDR-TB) and extensively drug resistant (XDR-TB), but the current HIS and PNG
National TB Control Program (NTP) do not have HIS reporting capacity or

instruments to measure the extent of this significant problem.



4.2 TBIncidence and Burden in Papua New Guinea

There is significant inconsistency in the official measurements of TB incidence in PNG.
A review of Western Province HC TB case records in 2012 found a TB incidence of 500
cases per 100,000 people per year, similar to that in Mozambique and Cambodia
(McBryde 2012). These data were collected as part of an independent review of the
AusAID inputs into TB control in the Western Province. This review used data taken
directly from HCs and did not rely on data from the NDOH HIS. The TB incidence in
Western Province reported in the review is significantly higher than the official
National TB incidence, and also the WHO reported TB incidence for the whole of
PNG.WHO Geneva gives a TB incidence of 303 (197-430) in its World TB Report 2011
(WHO 2011). The Western Pacific TB Report 2010 states that the TB incidence is 250
(210-300) with wide provincial level variation(WHO 2011). The PNG NDOH reports an
incidence of TB of 250, which is actually based on 2007 data (NDOH 2011). The official
WHO Reports quote the NDOH as the source of data. At the same time the NDOH
guotes the WHO as the source of their data. When the two data are compared, there
is inconsistency in the official reported incidence. Neither source outlines the
methodology used to calculate the TB incidence and burden of TB. Whilst within a
similar range, these variations in incidence, along with the absence of an explained
methodology, raise the important question as to just how accurately these official TB

incidence data actually reflect the true incidence of TB.

4.3 TB Data and Health Information in Papua New Guinea
The current PNG National Health Information System (NHIS) dates back to 1995, when

an updated HIS form with a standardized set of indicators was developed and
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introduced following consultation with provinces and districts and field testing in
Chimbu Province, to address the need for reliable, standard, country-wide health
indicators (NDOH 2005). The HIS form was rolled out along with a manual providing
the necessary protocols and guidelines in a form that is ‘simple, flexible, acceptable,
affordable and provides information that is sensitive, timely, representative and useful

for public health action’ (Cibulskis and Hiawalyer 2002, Hiawalyer 2005).

These standardized hard-copy NHIS forms, which are still in use, are what each Aid
Post and HC is meant to complete and return to the PHO each month (Hiawalyer 2005,
Kitur 2012), where the data is collated for use at the provincial level. Forms are then
forwarded to the Monitoring and Review Branch (M&RB) at the NDOH in Port Moresby
where the data is entered a second time (Kitur 2012). Morbidity and mortality data on
hospitalized patients are collected separately by health facilities and sent directly to
M&RB. These hospital data are regarded as the most accurate reflection of TB cases
presenting to hospitals in PNG(GovPNG 2014). However, they do not provide data on
those TB cases who do not present to hospitals which may account for a major burden
of cases in PNG. These combined data sets form the basis of the health data
(Hiawalyer 2005, Kitur 2012), and are meant to be used for planning, implementation,
monitoring and evaluation of health status and programs (Hiawalyer 2005, Kitur 2012),

as well as for reporting to international agencies and donors.

There are several constraints that impact on and limit the quality of data in the HIS.
Firstly, returns of the monthly NHIS forms to the M&RB are often delayed for six

months or longer (Kitur 2012, Research Field Notes November 2005). “Trying to get
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basic reports back from aid posts and clinics (Health Centres), is very difficult. The road
would be cut off during certain times of the year, then you have to remember also PNG
is partly an archipelago so also when the seas aren’t right, and technology is poor.

Even people who do fill it out do get frustrated when they don’t get any feedback and
say oh well you know we’ve done all these forms and now we don’t get even an
acknowledgement so why do we do it the next month” (Anonymous 2 - Interview 11th
April 2008), and “People often had difficulty submitting the forms in a timely manner,
the fax machine was probably not working, or they didn’t have a fax machine, or the
ferry that was meant to take the report to the mainland decided to skip that island that
quarter, the electricity was down for 3 months, so these are the realities in

PNG.” (Adepoybi - Interview 12th April 2008) Also, there is large variation among
provinces in the number of paper-based forms returned to M&RB, with less than 50%
of NHIS returns reaching M&RB from some provinces (Kitur 2012, Research Field Notes
November 2005). Further, there are delays of up to two years in NHIS data being
entered into the M&RB data base (Research Field Notes November 2005). Finally,
there had not been an epidemiologist in the M&RB for ten years, limiting the quality of

analysis of the NHIS data (Kitur 2012, Research Field Notes November 2005).

Questions about HIS data quality were raised in a comprehensive evaluation of the
data in 2006 by Ashwell and Barclay (Ashwell and Barclay 2010), who examined HIS
data collected over seven years from 1998-2004 as part of an evaluation of a national
development project The study examined how reliable the HIS was in measuring
community health status at the local level. Using in-depth quantitative and qualitative
data from 10 Provinces (50% of the provinces), 19 districts (21% of the districts), 175

health personnel, and 77 community focus group discussions, the study found
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significant problems in the quality of health data collected by the HIS at the AP and HC
level with ‘under-reporting, over-reporting, and errors with calculation and
transcription’ along with ‘discrepancies when provincial and national level records were
compared with health centre records’ (Ashwell and Barclay 2010). The study also
found that in some of the 10 provinces, data from APs was included in the local HC
monthly HIS forms, whilst in others, AP data was not included as AP Community Health
Workers (CHW) were not considered to be sufficiently competent to make accurate
diagnoses to include the data from APs in the routine HIS (Ashwell and Barclay 2010).
The study concluded that the quality of HIS data from the HC level is highly
guestionable (Ashwell and Barclay 2010). Recent reviews of the HIS find that these
fundamental problems with the HIS and data quality continue up to the present (Kitur

2012).

One interviewee for this research observed that “the wrong people are trained to
complete the NIH reports. Clinicians, (doctors, HEOs and nursing officers) are receiving
the HIS training. But | can guarantee you in over 95% of TB sections in Health Centres
it’s a CHW in there. Nurses don’t want to work in the TB section, they don’t want to
catch TB, it’s highly stigmatised. The poor CHW gets stuck there, and the CHW has
limited education and capacity and that’s why the WHO refuses to train them. So the
CHW still has no idea how to fill in the forms properly because of their limited capacity
sometimes they just spend all day dispensing drugs and they don’t even record
anything. This was problematic as CHWSs form a significant part of the PNG TB control
workforce” (Adepoybi - Interview 12th April 2008). It is these very AP and HC TB data
that are used to calculate the TB incidence, contributing to questions about the quality

of these calculations.
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Beside these NHIS data bases there are disease-specific data bases in the NDOH, which
are required to report to international TB program donors (NDOH NTP 2011). The TB
control program data, from which the TB DOTS quarterly cohort reports are prepared,
are collected by the TB Control Program, separate from the routine NHIS returns.
Table 4 Variations in Global Fund and PNG National Department of Health (NDOH) TB
Monitoring and Evaluation reporting indicators in Papua New Guinea, sets out the TB
indicators these forms collect for NTP. However, the TB Control Program reports also
are not timely with delays of many months or years, and many forms not completed,

leaving gaps in TB data (Research Field Notes November 2005).

Further, major communication problems exist between the M&RB and the TB Control
Program in the NDOH with very poor or non-existent communication or information
sharing due to internal conflict (Research Field Notes November 2005). As a result, the
available TB data are not freely shared within the PNG Health System for TB control
planning, or monitoring and evaluation. Finally, there has been no trained
epidemiologist or a standard method provided by the TB Control Program in the NDOH
as to how the TB incidence is actually calculated(Research Field Notes November

2005).

In summary, the reported TB incidence does not have a strong basis for reflecting the
true TB incidence and does not provide a good foundation for assessing the needs on
the ground or progress made, with respect to donor funding. Nor does the HIS provide

a basis for the monitoring and evaluation of TB inputs or outcomes.
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Figure 2 — The Papua New Guinea Health System

Source: (Ashwell and Barclay 2010)

4.4 TB Under Reporting — Health System Factors

The problems with routine and TB specific health information stem from the
overwhelming health system issues in PNG, (Please see Figure 2 The Papua New
Guinea Health System for the organizational structure of the PNG Health services).
With 85% of the population living in rural areas, APs have been the main providers of
health services to the majority of the population since Independence and should be
the main source of data for basic disease surveillance. (Frankel 1984, GovPNG 2010).
The 2,400 Aid Posts (Aps) are the first line of contact with the health system in rural
PNG (Asian Development Bank 2003). Staffed by an Aid Post Orderly (APO) and CHW,
AP are situated in or near most villages, and provide the majority of primary care

services. Under the 1995 New Organic Law (see the following section and Chapter 5
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for details of the impact of the Organic Laws in PNG), it became the responsibility of
Local Level Government (LLG) (Districts) to maintain APs and pay the staff wages.
However, due to a lack of funds for staff wages, medications shortages and lack of
maintenance of buildings, over 50% of APs had closed in the preceding 20 years (Asian
Development Bank 2003, Cammack 2008). This means that up to fifty percent of the
population now do not have access to health services of any type, nor is health data
collected about their state of health or health outcomes (Bolger, Mandie-Filer et al.
2005, NDOH 2009, GovPNG 2010). As a result of the AP closures, more people must
travel long distances to access services at HCs, the next level of care in the health
system. It is well documented that the further people have to travel to access health
services, the less likely they are to attend for treatment (Muller, Smith et al. 1998,
Gibson and Rozelle 2003, Toikilik, Tuges et al. 2010). Time away from home involves
the economic cost of leaving gardens necessary for survival in a subsistence culture; in
addition, the trip can be hazardous due to difficult terrain and/or breakdown in law

and order(Bolger, Mandie-Filer et al. 2005).

4.5 Impact of the Organic Laws on the PNG Health Information System

The impact of the Governance structure reforms in PNG of the Organic Laws of 1977
and 1995, on TB Control in particular, and Health service delivery in general, will be
dealt with in more detail in Part 3. However, as this research has been undertaken it
has become apparent that these Laws are, in fact, a fundamental factor underpinning
the poor quality of TB data and health data in general. So we briefly need to deal with

the implications of the Organic Laws at this point in this thesis.
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A short time after Independence in 1975, PNG was confronted with secessionist
movements in several provinces with the real possibility of the country splitting up
along linguistic and regional lines (Standish 1983). In an attempt to prevent this from
happening, by engaging these secessionist groups in the direct decision making of
government, the Organic Law of 1977 devolved responsibility for all service provision
down to the Provincial level (Standish 1983). This did not placate the secessionist
groups. A bloody civil war broke out and was fought in the Province of Bougainville in
the 1980s and 1990s. The New Organic Law (NOL) of 1995 devolved government
service provision, even further, down to the lowest level of government, the LLG, also
called the District. Under the 1995 New Organic Law reforms, Districts and Provinces
were responsible for the provision of all services, including health services along with
TB control, as well as health information collection and reporting. The National Level

of Government was then only responsible for policy setting and reporting to donors.

With regard to Health Information, the result of these governance reforms in the
1970s, 1980s and 1990s, was a variety of fragmented sets of health data in different
health districts with no central coordination or analysis (Cibulskis and Hiawalyer 2002,
Hiawalyer 2005). There was, and still is, no obligation on districts to collect, collate or
analyse health data in a standard format. As a result, national level disease control
and health information managers no longer had control over HIS. There was no
statutory obligation on the Health Districts, i.e. at the HC and AP level, to report health
data to a higher level. From an early stage in the history of post-independence PNG
health service provision, a lack of accountability or responsibility to the levels above
the district became entrenched. This fragmentation continues to impact on data

collection, quality and analysis and underpins the current low level of HIS HC Reporting
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Form returned to the provincial and national levels as well as incomplete forms

returned.

The NDOH is aware of these problems in health data collection and quality, and has
attempted to address some of the underlying issues (Cibulskis and Hiawalyer 2002,
Kitur 2012). The new 1995 HIS Forms and more recent attempts to improve the rates
of HIS Form returns are an example of this (Cibulskis and Hiawalyer 2002, Kitur 2012).
However, these attempts to reform the HIS have no statutory authority to force

provinces or districts to accept or implement them.

4.6 Donors Reporting needs and parallel TB data in PNG

Donors to the health sector in PNG have attempted to deal with these major
constraints regarding HIS in one of two ways. One way has been to attempt to reform
and improve the existing HIS. The second has been to create parallel HISs in order to

meet the donors’ own reporting needs.

An example of an attempt to reform the HIS in PNG is the Asian Development Bank
(ADB) Third Rural Health Services Project in the 1980s, which had the goal to build
capacity in the Provincial Management (Newbrander, Thomason et al. 1988). One
component of this project was an attempt to establish a standardized set of health
indicators (Campos-Outcalt 1991). Micro-computers were introduced in seven of the
then nineteen provinces with the goal of standardizing and improving health data
quality (Campos-Outcalt 1991). Pilot projects developed with input from short-term

consultants showed initial favourable findings (Campos-Outcalt 1991). However, these
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programs were not rolled out nationally and did not continue beyond the life of the

project.

A further example of donors creating parallel systems to the PNG HIS is the assistance
PNG received from the Global Fund to Fight AIDS, TB and Malaria (GFATM). In 2007, as
part of Global Fund PNG TB DOTS Round 6 Grants, PNG was awarded SUS20mill over
five years, to enable PNG to implement a national TB DOTS program (PNG CCM 2006).
However a significant issue was that routine NHIS does not collect data for all the
Global Fund program indicators, the latter requiring a broader range of indicators.
Table 4 sets out in detail the TB indictors required by GFATM compared to the
indicators of the PNG TB Control Program. The stringent Global Fund reporting
indicators are set in Geneva and written into the grant agreement. If these data are
not provided as required, further tranches of funds are not released. To address this,
one major component of the Round 6 GFATM Grant was to improve TB data collection
(PNGCCM 2006). Under this component of the grant, the GFATM Grant sub-recipient
actually employed GFATM project contractor monitoring and evaluation officers down
to the provincial level, in those provinces where the Global Fund programs are being
rolled out (Adepoybi - Interview 12th April 2008). This has resulted in a parallel set of
data being collected, one using the NHIS routine data form, and one collecting the
extra data required for reporting against the GFATM indicators (Table 4). As one
senior official working with one of the Round 6 Global Fund TB Grant sub-recipients
observed “looking at the reporting, it was all really output driven, numbers of posters
printed, numbers of meetings held, number of world TB days events done, number of
vehicles purchased, just trying to spend money. There was not really any attempt to

look at what we were doing in terms of real impact (on TB outcomes). Talk about
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setting up parallel and unsustainable systems, setting up parallel structures - district,

provincial, national (Adepoybi - Interview 12th April 2008).

The requirement of two sets of data has resulted in confusion at the HC level as to
what TB data are required. In mid-2012, the Global Fund announced that it would not
be approving further funding for disease control programs (OIG GFATM 5 July 2012),
inadequate reporting by PNG against the required Global Fund indicators being one of
the reasons given. These problems with reporting occurred despite the additional

GFATM Round 6 Grant support given to improved data collection.

Table 4 - Variations in Global Fund and PNG National Department of Health TB
Monitoring and Evaluation reporting Indicators

Global Fund PNG NDOH

TB Case Detection

Monitoring at national level

Number of all TB cases registered and Proportion of new smear-positive and
reported to the national health authority | all TB cases detected among estimated
in the past year (prevalence) total population

Number of new smear-positive
pulmonary TB cases registered and
reported to the national health authority
in the past year (incidence)

Proportion of TB cases detected who
were sputum- smear positive
(indicator of quality of diagnosis)

Monitoring at health facility level

Proportion of TB suspects tested who
were 13 years and over among all adult
outpatients

Proportion of TB suspects tested who
were sputum smear positive

Treatment OQutcomes

Proportion of new sputum-smear
positive cases converted at 2 or 3
months;

Proportion of new smear-positive,
smear positive, all other TB cases
(including respective TB cases)
with the following treatment
outcomes:
cure, treatment completed, treatment
failure, died, default, transfer out,
treatment success rate (proportion
cured plus completed)

Number of new smear-positive
pulmonary TB cases in a specified period
who subsequently were successfully
treated (i.e. “cured” plus “treatment
completed”)

Number of laboratories showing
adequate performance (specify: smear
microscopy, culture or drug
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susceptibility)

Number of reporting unites who did not
report stock-out of the first-line or
second-line anti TB drugs used in the
national TB program over a defined
period

Number of reporting units at all levels of
data flow that submitted timely case-
finding and treatment outcome reports
to the national TB program in the
previous quarter.

TB / HIV
TB/HIV indicators: Number of TB patients
tested for HIV; HIV positive TB patients
receiving CPT therapy; ... receiving ARV)
MDR-TB Indicators

Number of TB cases (new and re-
treatment) who received diagnostic drug
susceptibility testing for at least isoniazid
and rifampicin during the period of
assessment

TB patients with results for isoniazid
and rifampicin

Confirmed MDR-TB detected among TB
patients tested for isoniazid and
rifampicin drug sensitivity testing (DST)

Number of laboratory-confirmed MDR-
TB cases registered and started on a
prescribed second-line anti-TB treatment
regimen during the specified period of
assessment

Confirmed MDR-TB tested for
susceptibility to fluoroquinolone and
second line injectable

Delay in diagnosis of MDR-TB
suspected and date for DST

Enrolment

on MDR-TB treatment

Delay between the date of MDR-TB
confirmation and date patient started a
prescribed second-line drug regimen

Duration of time between confirmation
of MDR-TB and start of MDR-TB
treatment

All MDR-TB cases (suspected or
confirmed) enrolled on MDR-TB
treatment, aggregated by (i) all cases;
(i) cases aged <15 yrs; and (iii) females

Confirmed MDR-TB cases enrolled on
MDR-TB treatment regimen,
aggregated by (i) all cases; (ii) cases
with HIV on ART; and (iii) cases with
HIV but not known to be HIV

Confirmed XDR-TB cases enrolled on
XDR-TB treatment

- h
Interim results at 6

month
(early indicators of treatment success)

MDR-TB cases on MDR-TB treatment
regimen with negative culture by 6
months

MDR-TB cases on MDR-TB treatment
regimen who died by 6 months

Patients on MDR-TB treatment regimen
found not to have MDR-TB

Patients on XDR-TB regimen found not
to have XDR-TB

Defaulting, change of regimens to XDR
TB or susceptible TB treatment are also

evaluated. The period of assessment is
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3 calendar months where all patients
registered and treatment during the
assessment period is included.
Indicators are measured 9 months after
end of quarter of assessment.

Finaltreatment
outcome

All confirmed MDR-TB cases on MDR-
TB treatment regimen will have the
one of the following outcomes:
Cured; completed; died; failed;
defaulted; no outcome assigned.
The period of assessment
is 12 calendar months (annual cohort)
and the indicators are measured 24
months after the end of the year of
assessment. All data can be extracted
from the MDR TB treatment register.

Source: (GFATM 2011, NDOH NTP 2011)

Separate from the 2006 GFATM Round 6 Grant, in February 2012 AusAID announced
SAus11mill for a four-year project on TB control in the Western Province of PNG
(AusAID 2012). The main aim of this project is to stop travel by Papua New Guinean TB
patients across the Torres Strait to seek treatment in Australian health facilities, an
issue that has received considerable attention in Australia (Gilpin, Simpson et al. 2008,
Brolan, Upham et al. 2011, Simpson, Coulter et al. 2011). Based on the Global Fund
grant approach in other parts of PNG, the project is aimed at scaling up TB DOTS in
Western Province, with an added component to address MDR-TB, so Papua New
Guinean TB patients can access quality TB services in their own community (AusAID
2012). However, the monitoring and evaluation of the project does not rely on the
PNG HIS. Due to the weak HIS in Western Province, external consultants have been
recruited to undertake the monitoring and evaluation of the project, in parallel with
the PNG HIS (McBryde 2012). This is a further case study in parallel systems being

established by donors in order to meet their data needs.
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4.7 Data on Emerging Drug Resistant Tuberculosis in PNG

To add a further level of complexity to the problem of TB data, PNG now has a
significant problem with the emergence of multi-drug resistant TB (MDR-TB)
(Ahmadova, Heldal et al. 2012, Ballif, Harino et al. 2012, Lokuge, Salee et al. 2012,
WHO 2012). There are no actual national drug-resistant TB data as there is no
routinely conducted Drug Resistance Surveillance (DRS), and no national drug
resistance survey has yet been conducted in PNG although these are planned (WHO

2011, Ahmadova, Heldal et al. 2012).

As one TB doctor commented “The emergence of MDR-TB and XDR-TB is in part due to
the inappropriate and unreliable diagnosis and inadequate dosing of drug-sensitive TB,
with resistance developing as a consequence.” (Ongugo - Interview 22nd November
2010) Another important factor in the emergence of MDR-TB is “a huge default
problem in PNG so treatment failures and what not would not have been picked up.
Because they were all just lost to follow up. So the system is broken, so patients were

not brought back and sent for MDR testing” (Adepoybi - Interview 12th April 2008).

One long standing researcher on TB in PNG found “in terms of the health information, |
can’t find any good data on multi-drug resistant TB patterns, there just doesn’t seem to
be any and it just isn’t being done and again like how do you do TB DOTS without that

sort of data?” (Riley - Interview 10th February 2010)

Data on MDR-TB is only available from several small, local TB drug-resistance surveys
in different parts of PNG. In a TB drug sensitivity study carried out on the isolates of TB

patients presenting between January 2006 and January 2007 at Modilon Hospital,
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Madang, the Provincial Hospital for Madang, on the north coast of PNG, 17.2% (11/64)
of TB patients whose isolates were tested for drug resistance showed resistance to
first-line TB drugs, and 7.8% (5/64) had confirmed MDR-TB (Phuanukoonnon, Suarkia
et al. 2008). Drug-susceptibility testing (DST) done on TB patients, also at Modilon
Hospital isolates from 2005 to 2007 (60 isolates), and from 2009 to 2010 (201 isolates)
found that 15.7% had resistance to at least one first-line TB drug, and that 5.2% were
MDR-TB (Ballif, Harino et al. 2012). Further, molecular cluster analysis of these isolates
provided evidence for transmission of resistant strains (Ballif, Harino et al. 2012). A
review of the 161 TB patients who, between 2000 and 2010, crossed the Torres Strait
from the Western Province of PNG to access health services in northern Australia,
MDR-TB was found in 24% (40/161) cases (Simpson, Coulter et al. 2011), confirming
earlier similar studies (Gilpin, Simpson et al. 2008). Data on 69 samples sent by the
Central Public Health Laboratory in Port Moresby to the Queensland Mycobacterium
Laboratory (QMRL) showed an MDR-TB rate of 57% (Ahmadova, Heldal et al. 2012).
Further, analysis of sputum isolates from TB patients from National Capital District
using the GeneXpert machine at Port Moresby Hospital showed that around 25% were
multi-drug resistant (McBryde 2012). In May 2012, a GeneXpert machine was also
installed in Daru Hospital, Western Province, with 50% of sputum isolates tested in the

first 6 months being positive for MDR-TB (McBryde 2012).

Of major concern is the appearance of Extensively Drug Resistant TB (XDR-TB), i.e. TB
resistant to two second line injectable TB drugs, plus fluoroquinolone. XDR-TB has
been found in six of the TB sputum isolates tested at Daru Hospital in 2012 (McBryde
2012). These limited MDR and XDR-TB cases place greater importance and urgency on

accurate TB data. It is crucial that accurate and reliable data on those patients who
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default from treatment, who are still sputum smear positive (SSP) after completing 6
months of DOTS treatment, who are presenting for re-treatment, and who are HIV

positive are collected, as these people are at greater risk of MDR-TB.

The ability to test for MDR-TB and XDR-TB in PNG remains very limited, and HIS and TB
data reporting is not reliable enough for a representative measure of MDR-TB and
XDR-TB in PNG. A further point is that the PNG health system does not have the
capacity in terms of expensive second line drugs or community outreach to establish

and maintain a TB DOTS-Plus program required to manage MDR-TB.

4.8 HIV and Malaria in PNG

Of central consideration when addressing TB as a public health policy problem in PNG
was the rapidly emerging burden of HIV in PNG. “PNG has a generalized HIV epidemic
with steadily increasing HIV prevalence. In 2005, the HIV prevalence was 2% (range:
0.8%-3.2%) among adults aged 15-49 years, the Highlands region being the most
affected. Based on the prevalence rate, it was estimated that 57,000 adults were living
with HIV at the end of 2005. There is currently no estimate of HIV incidence.”
(Research Field Notes November 2006) As with TB HIV incidence was not based on
reliable population wide HIV data from HIS data, but rather on sentinel surveillance in
the ante-natal clinics at Port Moresby General and Lae Provincial Hospitals (Research
Field Notes November 2005, Research Field Notes November 2006). HIV was the
major cause of adult hospital admission and death in Port Moresby General Hospital.
However, in those HIV deaths the main HIV co-infection, which was the actual cause of

death, was TB. (Research Field Notes November 2006).
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In December 1997 the PNG National Aids Council (NAC) was established, with direct
reporting to the Prime Minister, to enable a multi-sectoral response to the HIV
epidemic. This effectively removed responsibility for HIV from the National
Department of Health. “The role of NDOH has been unclear after the transfer of
surveillance activities to NAC even though the surveillance is carried out through the
health facilities. Other than clinical services, input by the NDOH into the national
programme has been limited. This is largely because the role of the NDOH was unclear
in the initial conceptualization of a multi-sectoral response. However, several
evaluations and reviews have recommended that NDOH becomes more involved in
HIV/AIDS control and in surveillance in particular.” (Research Field Notes November

2005).

The other major health policy problem confronting PNG was malaria. “Malaria is the
leading cause of outpatient attendances and the second leading cause of hospital
admission and death (after HIV).” (GovPNG 2000, Asian Development Bank 2003,

Research Field Notes November 2005)

It is the high burden of both HIV and malaria which made them so called tier 1 health
policy priority diseases in the period from 2000 to 2006 (GovPNG 2000, Mann 2006).
In the health policy problem stream it is these two diseases which received priority and

competed with TB to come onto the policy agenda, up until 2006.

4.9 Conclusion
Data on TB in PNG are extremely poor and unreliable and insufficient to enable an

accurate estimate of TB incidence and prevalence. Nor are there sufficient reliable
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data to enable accurate monitoring and evaluation of TB disease outcomes or the
control program. A fundamental structural governance problem underpins the poor
data collection, analysis and reporting. These structural problems are beyond the
control of the health system itself, and have come about because of a need to keep the
new country intact by placating the demands of secessionist groups in a rugged,
inaccessible, and culturally and linguistically diverse country. If health information, the
health system, and health outcomes for all Papua New Guineans are to improve, these
fundamental structural governance problems need to be addressed, especially now
that MDR-TB and XDR-TB are emerging. Attempts to do so have, thus far, not been

successful.

Despite these overwhelming constraints, donors such as the Global Fund and AusAID
have expended large sums on TB control in PNG and continue to do so. Donors to
disease control programmes such as TB, come to PNG with a particular paradigm of
how a health system functions, e.g. how health data are collected, analysed and
reported, as well as how TB control must be carried out, i.e. TB DOTS. These
paradigms assume the existence of a centralized HIS with adequate communication
between peripheral HCs and the central health information unit, and then the capacity
to undertake analysis and reporting against a range of programme indicators.
However, the current PNG HIS is not capable of achieving data outputs based on such
assumptions, given the embedded structural governance constraints. This illustrates a
divide between donors’ own need for data and the limited capacity to provide these
data. Donors’ own governance structures, including those regarding data
requirements, are not flexible, and not able to be adapted to the major structural

limitations of HISs in low income countries such as PNG. There is an inherent
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assumption that a recipient government should restructure itself in order to meet the
data needs of donors, which is unrealistic and unachievable. Attempts to reform or set
up parallel HISs have been unsustainable. Donors need to look at how the institutions
of government work, especially with regard to information gathering. Donors are not
going to fix the HIS on their own. A broader PNG-driven reform of the health sector

governance structures must be the starting point.

The Organic Laws have undermined the structural institutional capacities of the state
to collect accurate data. In PNG there are good models of data collection that do not
work given the structure of government. Even if there were a political commitment to
DOTS at all levels of government, inclusive of increased and sustained financing, this
will have very limited success without prior or concomitant changes in institutional and
governmental structures that allow appropriate allocation of resources and

accountability of those involved.

Having now identified Governance as the underlying cause of a lack of reliable data (TB
DOTS Component 5) it is essential that in Part 3, the next section, we move to closely
examine the governance, leadership and political commitment, (TB DOTS Component

1), that are crucial to understanding the policy context for TB control decisions in PNG.
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Part 3 — Political Commitment and
Leadership in PNG - the PNG Health
Policy Context

Part 3 of this thesis deals in detail with Objective 2 - To describe and critique TB DOTS
Component 1 — Political commitment, the resultant governance structures, and the

impact of these on the PNG Health Systems capacity to deliver a TB DOTS Policy:

e Chapter 5 - Cultural institutions underpinning political commitment and
leadership, undertakes an in-depth critique and analysis of the cultural
institutions in PNG which determine and form political commitment and
leadership in PNG;

e Chapter 6 — Political Commitment, Governance Reforms and PNG Health System
Performance then critically examines how the unique PNG style of political
commitment and leadership influences and determines the health governance.
It critically examines the impact of the resulting fragmented health system
governance on capacity and performance, and health outcomes.

e Chapter 7 - Political Commitment and TB DOTS in PNG — Standardized
Treatment and Effective Drug Supply examines in detail how health system
governance has directly affected the health system’s capacity to implement a

TB DOTS Policy.
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In summary, Part 3 undertakes a detailed analysis of the PNG TB DOTS policy context
into which a TB DOTS Policy has to be delivered. It is only when this complex PNG
Health policy context is understood that we can truly understand what is required to
be addressed in formulating and implementing a TB DOTS Policy in PNG, and also see if
these factors were taken into consideration during the 2006 PNG TB DOTS policy
agenda setting process. Part 3 concentrates on the period from 1997 to 2006, in order
to provide a clear picture of the PNG policy context leading up and at the time of TB

DOTS moving onto the PNG policy agenda in 2006.
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5 Cultural Institutions underpinning Political Commitment &

Leadership in PNG

“Sustained political commitment and leadership are the foundation for any sound
programme to control TB. The legal and regulatory context defines the potential as well
as the structure and policies of the national TB and DR-TB control programmes.

Political commitment is expressed through adequate financial support and appropriate
infrastructure, including facilities and trained human resources. Coordination among
the different components of public and private health programmes and organizations is
essential for successful programme implementation. Sufficient training and retention of
medical and public health personnel depend on long-term government planning and
support.” (WHO 2006)

5.1 Introduction
Political Leadership and Commitment is the first component of the WHO TB DOTS
policy (WHO 2006). A clear statement of how the WHO TB DOTS Policy envisages
Political Commitment and Leadership is clearly set out in the WHO "Guidelines for the
programmatic management of drug-resistant TB" (WHO 2006) and is quoted at the top
of this page. Political Commitment and Leadership is not simply agreeing in principal
with the contents of TB DOTS as a Policy, but involves establishing and ensuring
governance structures to deliver the TB DOTS policy, and is quite specific in what these
involve:
1. A “legal and regulatory context” that defines the potential as well as “the
structures and policies of the national TB and DR-TB control programme” .
2. “Adequate financial support and appropriate infrastructure, including facilities
and trained human resources” (WHO 2006).
3. Coordination among the different components of public and private
programmes and organizations for successful programme implementation.
4. Sufficient training and retention of medical and public health personnel

depends on long-term government planning and support.
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In this chapter we deal with TB DOTS Component 1 — Political commitment. Policies
require political commitment and leadership to be adopted and implemented (Buse,
Mays et al. 2006). In the health policy literature, political commitment signals a
commitment to not just an ‘in principal’ agreement to the content of a policy, but a
commitment to ensuring the necessary financial and human resources are put in place
to enable implementation of the policy (Walt and Gilson 1994, Buse, Mays et al. 2006).
Political commitment entails establishment of appropriate governance structures both
in terms of health services and systems to implement the policy, and also to measure
the impact of, and be accountable for, the implementation of the policy (Buse, Mays et
al. 2006). Political commitment is also linked to leadership at the political level, to
ensure a policy is adopted and implemented (Buse, Dickinson et al. 2007). It is this
combination of political commitment and leadership that underpins policy

development and implementation (Walt, Lush et al. 2004).

As the first component of the 2006 PNG TB DOTS Policy PNG Country Strategic Plan to
Stop TB 2006-2010 (Aia, Yadav et al. 2006) it is crucial to examine and understand what
political commitment and leadership means and how it is exercised in the PNG policy
context. Were the PNG contextual realities, with regard to political commitment and
leadership, taken into consideration in the formulation of the PNG TB control policy?
Who made the policy decisions and who formulated the Policy? Were the existing
governance structures in place taken into consideration? If not, did the political
commitment and leadership exist to change the governance structures? This chapter
describes and critiques the three cultural institutions that form and shape political
commitment and leadership in PNG. For the purposes of this research “a cultural

institution or cultural organization is an organization within a culture/sub-culture that
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works for the preservation or promotion of the culture”(Wikipedia 2015). Firstly, we
examine the effect of the unique and normative cultural institutions called
“wantokism” and the “big man” on political commitment and leadership. Secondly, we
examine the resulting concept of “clientelism”, which shapes the local electoral
process in PNG, as well as impacting significantly on the National Parliamentary policy
process in PNG. Thirdly, we will deal with the concept of “corruption” in the PNG
policy process, which itself is a product of “wantokism”, the “big man” and
“clientelism”. Given this complexity, is it reasonable to expect political commitment
and leadership, as envisaged by international agencies such as WHO and GFATM, to be
actually exercised in PNG, particularly with regard to the formulation and

implementation of health policy?

5.2 The “Big Man” and “Wantok” in PNG culture — Impact on Leadership and
Political Commitment

PNG is made up of over 800 distinct and unique language groups with associated
cultural differences. Until European colonisation and settlement, clans had largely
lived in geographical isolation from other language or clan groups, thus becoming
closely knit, self-reliant societies. The distinct cultural beliefs and practices that
developed as a result of this separation further entrenched a lack of understanding
and distrust of other clans, resulting in frequent fights amongst the geographically
closer ones (Reilly 2008). As a consequence, language or clan groups have developed
an intense loyalty to members of the group, and are commonly referred to as

“wantok”, which is the PNG Pidgin English word for “language group”.
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However, the term “wantok” has taken a far deeper meaning than simply referring to
those who speak the same language. “Wantok” means those who are bound together,
not simply by speaking the same language, but by a deep social and cultural imperative
to support each other, whatever the circumstances (Okole 2002a, Okole 2005).
Wantok have the cultural permission to call on other wantok for support when food,
shelter, funds, other material support or protection are needed. Wantok cannot be
denied. Loyalty to wantok transcends any sense of belonging to a wider provincial or
national grouping, or responsibility to the national interest (Okole 2002b, Dix and Pok

2009).

Even as wantok move from their traditional village group to seek employment,
education, etc., this loyalty to wantok persists. In larger urban centres, wantok tend to
settle together in order to maintain cultural ties, bringing with them a continuing
strong sense of loyalty to wantok. In the urban setting this manifests itself in not only
the provision of shelter, food, money and protection, but also favourable
consideration in appointments to government positions over others from different
clan groups, irrespective of qualifications (Kurer 2007, Dix and Pok 2009). As a result,
wantokism has infiltrated every stratum of society and government in PNG (Dix and

Pok 2009).

Izard and Dugue in a 2003 report for the ADB found that “in the public service, the
wantok system leads to much conflict of interest and nepotism. The obligations to the
clan frequently supersede the responsibilities of a specific administrative function and
the obligations to larger geographic (district/province) or national interests.” (Asian

Development Bank 2003).
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Wantokism also has a major impact at the political level in PNG where the “wantok
system undermines the democratic process as many candidates run not on the basis of
a political platform but rather on the promise of future wealth shared.” (Asian
Development Bank 2003). “The wantok system provides for an egalitarian sharing of
wealth and responsibilities. It provides a safety net not unlike social security but with
strong community obligations. While the wantok system procures advantages for the
clan, it often does so at the expense of modern social and professional obligations,
which go beyond the boundaries of one’s extended family or clan. In particular, the
concept of “common good” does not seem to have taken root in the culture.”(Asian

Development Bank 2003)

The other important feature of PNG cultural leadership, which has a major impact on
the PNG policy process, is the concept of the “big man” in PNG traditional village life
(Lederman 1990), some key features of whom have been assumed by the modern PNG
politician (Dix and Pok 2009). Within PNG culture the “big man” assumed a leadership
role and exerted significant influence within the clan. Lederman, in ethnographic
studies on clan structures in the PNG Highlands, finds that the term “big man” refers to
male leaders whose political influence is “achieved by means of public oratory,
informal persuasion, and the skilful conduct of both private and public wealth
exchange” and that “leadership is a personal achievement associated with organizing
events held in the names of clans and tribal alliances. Leaders neither inherit their
status by virtue of seniority, lineage membership, or ritual sanction, nor are they

formally elected or installed.” (Lederman 2001).
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So rather than being inherited, traditional leadership in PNG is based on several
personal qualities, one of which is “the skilful conduct of both private and public wealth
exchange”(Lederman 2001). This conduct of “wealth exchange” has become a key
feature of the “clientelism” that PNG politicians must practice, and be a part of, to
survive in the PNG political process. It is a desirable characteristic of leaders and

leadership in today’s political process (Kurer 2007) as we shall now see.

5.3 The Papua New Guinea Political Process — “Clientelism” in PNG

At independence in 1975 PNG adopted a Westminster Parliamentary system of
Government (May 2004). In most stable, long-term Westminster Parliamentary
democracies, in the lead-up to a general election, political parties articulate a policy
platform that spells out the policies the party proposes for the upcoming
Parliamentary term in order to achieve party goals and objectives, and that usually sets
out a vision for a direction for the country. Following a general election, the party with
the majority of members forms the “government” headed by the Prime Minister who
is elected by a majority vote of the “government” members of Parliament (Lijphart
1999). In some instances a coalition of parties is required to form a government. The
government proceeds to implement, through the Parliamentary process, the policy
platform for which it has received a “mandate” having gained the majority of the votes
by the electors. Members of Parliament who do not join the “government” form the
“opposition” in the Parliament, and generally oppose the government’s policy

initiatives or propose alternative policy responses (Lijphart 1999).

In PNG, the Westminster Parliamentary system of government has developed a

uniquely PNG character in both the electoral process, at the local level, and the
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Parliamentary policy process at the national level (Lijphart 1999, May 2004). One
positive point to make about the PNG electoral process is that since independence a
general election has actually been held every five years, (Lijphart 1999, Okole 2002a)
despite the enormous logistical and economic cost of doing so, due to the rugged

terrain, and law and order constraints (Strathern 1993) faced by electoral officials.

However, the PNG parliamentary process is marked by instability and volatility
(Strathern 1993, May 2004, Standish 2007). Continuity is minimal due to the high
turnover of members of Parliament at each election (Okole 2002a). There is no strong
party system, with rapidly changing loyalties, allegations of corruption and regular
votes of “no confidence” in Prime Ministers(May - Interview 17th June 2008, May
2004) . Underpinning this instability, is “clientelism”. Clientelism is essentially an
agreement between a “client”, in the PNG case the voter or block of votes (wantok or
clan), and a “patron”, in the PNG case the elected Member of Parliament, to share the
material benefits of office that come with being a member of Parliament in PNG (Kurer

2007).

This is achieved by “overriding due process in the pursuit of these aims” (Kurer 2007).
Clientelism in the PNG political process links directly to the normative loyalty of
“wantokism” to other wantok (Okole 2002a, Okole 2005), and “wealth exchange”,
which, as already discussed, is a core characteristic of the “big man” in PNG society

(Lederman 2001, Kurer 2007).

Kurer finds that the distinguishing feature of clientelism in PNG “js the desire for

particularistic gains that in the PNG context include benefits for clans, such as
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government contracts, as well as for individuals, such as money for feasts, bride prices,
tickets for people to travel, jobs in the public service, or credit for personal use or
business ventures. The conflict with ‘governance’ that arises from providing these
particularistic benefits is self-evident; by definition they have to be made available

outside regular channels.” (Kurer 2007)

In PNG politics, the checks and balances of government, whereby Members of
Parliament are held accountable for the use of government funds, the awarding of
government contracts etc., are either ignored or bypassed (Dix and Pok 2009). It is
therefore important to deal with the concept of “corruption” in PNG later in this
chapter.

In the PNG electoral process, in any electorate there are a large number of candidates
with no particular party affiliation, as each clan often nominates their own candidate in
an attempt to have their clan represented in the Parliament. This results in a high
number of Independent members of parliament. As one clan does not usually have
sufficient votes to alone secure the election of their candidate, alliances are formed
between clan groups within an electorate. The “successful” clan groups, the clients,
expect material gain and benefits to flow from their Member of Parliament in order to
maximize the advantage of having direct access to government resources, especially as
there is a significant chance that their Parliamentarian will not be elected again at the
next election. The reason is that the Parliamentarians usually are not able to meet the
demands of all the electors and clans who have formed the alliance to elect them to
Parliament. As soon as the material goods do not flow to the clans, the alliance breaks
down and new alliances form for the next election. The remainder of the electorate

remains largely unrepresented for the five year Parliamentary term (Reilly 2002). In
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many cases the Parliamentarian will not even visit other parts of the electorate out of

fear of physical harm (Strathern 1993, May 2004).

Violence, often extreme, is also a feature of the PNG political process (Strathern 1993,
Reilly 1999, Rumsey 1999, Reilly 2008). The level of violence between clans increases
as an election approaches, and reaches its highest level at the time of election and
immediately after as votes are finalized. Violence is often associated with taking
measures to ensure the clans’ candidate is elected to Parliament. It isimportant to
note that the violence is not associated with disagreement or disputes over different
policy stances or debates (Strathern 1993, Reilly 2008). The value for the clan is in
getting their candidate into Parliament, rather than the policies that candidates do or
do not espouse. Reilly finds that the traditional violence of PNG, often associated with
land disputes, bride price etc., has taken on a new character and become part of the
modern political process, where the value of the material benefits of winning a seat in
Parliament causes high levels of violence (Rumsey 1999, Reilly 2008). The political
process has become a modern expression of a traditional way of settling disputes in

PNG.

Clientelism also pervades the National Parliamentary process, which is largely taken up

I”

with “survival” in government. This necessitates maintaining or changing alliances to
ensure that the outcomes inherent in clientelism can be delivered to the client electors
and clans so they continue their support. With a large number of independent
Members of Parliament and a large number of small parties, Parliamentary alliances

are formed largely on the basis of clientelism, i.e. the alliances that enable the

Parliamentarian to deliver to clan group(s) the expected material benefits of having
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their “patron” in Parliament. As soon as an alliance that has been brought together to
form “government” is no longer capable of delivering the required and expected
material benefits, the Parliamentarian changes allegiances to another grouping of
Parliamentarians, who are seen to have a greater likelihood of delivering the material
benefits to their electors. The results are regular changes of groups or coalitions, both
within and between “government” and “opposition”. In each PNG Parliament since
independence the Prime Minister has been removed during the life of the Parliament
by a “no confidence” motion as a result of the regular changes of allegiances resulting

from clientelism (Kurer 2007).

Key features of the impact of clientelism on the PNG political process include wantok
voting as a block to maximize the chances of electing their member of Parliament
(Okole 2002a, Okole 2005, Kurer 2007); large numbers of candidates standing for
election resulting in a high number of “independent” members of Parliament, as the
various clans within an electorate want their representative to be elected (Okole
2002a, Kurer 2007); a high turnover of politicians at each election when
Parliamentarians do not deliver sufficient of the expected material goods of office to
their electors and when alliances break down for the same reason(May 2004, Okole
2005, Kurer 2007) ; a small margin of votes between successful candidates and other
candidates, due to the large number of candidates in each election, meaning the
legitimacy of elected Parliamentarians is not established by a clear cut majority vote
(Reilly 1999, May 2004); an electoral process marred by extreme violence (Strathern
1993, Rumsey 1999, Reilly 2000, May 2004, Reilly 2008); a weak Parliamentary party
system as clans do not commit to a broader party policy agenda (Reilly 1999, Reilly

2002, Okole 2005), but focus solely on their own clientelist material needs.
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Despite attempts to reform the PNG electoral system to address the impact of
clientelism on the PNG political process(Peabody, Edwards et al. 1995, Reilly 2002,
Reilly 2006) in the 2002 election 75% of members of Parliament lost their
Parliamentary seats (Kurer 2007). In the same 2002 election, an average of 27
candidates per constituency stood for Parliament and only one candidate in the whole
of PNG secured more than 50% of the votes in their electorate(May 2004) . The 2002
election was again marked by high levels of violence(May 2004). Reilly found that “the
2002 elections, widely criticised as the worst ever held in Papua New Guinea, featured
numerous instances of bribery, intimidation and other electoral offences, including
multiple voting, hijacking of ballot boxes and, in the Southern Highlands particularly,

large-scale electoral violence.” (Reilly 2008)

It was the Parliament elected at the 2002 election, with this unique PNG construct of
political commitment, which oversaw the adoption of the PNG Country Strategic Plan
to Stop TB, 2006-2010 (Aia, Yadav et al. 2006) and the successful application for the
Round 6 GFATM Grant - Expanding and Implementing the Stop TB Strategy in Papua
New Guinea (PNGCCM 2006) to fund the implementation of the PNG TB DOTS Policy.
Political volatility and instability has been present in and up to the most recent 2012
PNG Parliamentary election (Reilly 1997, Okole 2002b, May 2004, Okole 2005, Reilly
2008, Natapei 2012), when 63% of members of Parliament lost their seats (Natapei
2012). At the Parliamentary elections in 2007 and 2012, large numbers of candidates
have stood for individual electorates where members of Parliament are elected with
only small margins of votes, throwing doubt on the legitimacy of the winner (May

2004).
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It is important to note that in the political process, and more generally in PNG, there is
acceptance and value placed on the need for broader development to benefit the
general population and country, with emphasis on improved access to health,
education and infrastructure such as roads for all Papua New Guineans. However, this
sense of the “common good”, beyond the particular clan group, is not valued to the
same extent as the benefits to be gained from clientelism (Kurer 2007). This is
especially so when those material goods are potentially available for only one term of

Parliament.

An important final point to make is that in PNG, 85% of the population live in rural
areas below the poverty line, surviving by subsistence agriculture, with only minimal
participation in the cash economy (Bolger, Mandie-Filer et al. 2005, Cammack 2008,
Rogers, Bleakley et al. 2010). Engaging in clientelism is one of a very limited number of
ways to improve one’s standard of living when there are few other options. Further,
clientelism is not unique to PNG; it is a feature of the political process in many low

income countries including other Pacific Island states (Huffer 2005) .

I"

5.4 Difference between “traditional” and “modern” political leaders

In their critique of the role of the “big man” in PNG, Dix and Pok (Dix and Pok 2009)
find that whilst the “big man” lived in and was a part of the traditional village setting,
traditional sanctions such as loss of respect and being ostracized from the clan meant

that accumulation of excessive personal wealth did not take place. Material goods

acquired through “big man” status were shared through “wealth exchange” within the

106



village and clan. Modern day politicians live mostly in large urban centres, removed
from the village, so the traditional sanctions the clan could impose at the village level
can no longer be applied in the case of excessive individual wealth accumulation (Dix

and Pok 2009).

5.5 Desired characteristics of Political Leadership in PNG resulting from Clientelism
There are particular characteristics of “political leadership” in PNG that voters value
when they are electing their members of Parliament - “voters will tend to support
candidates who are likely to be elected, to be in powerful position in government and
thus be able to channel resources their way, if elected, and who, if elected, actually do
so... PNG voters opt for candidates who are socially close and ..... corruption and self-
enrichment is not something that disqualifies politicians in the eyes of voters; relevant

for their decision is solely the amount of benefits delivered.” (Kurer 2007)

The ability to articulate policies in health, education, or other services with the goal of
achieving a “common good”, or advancement of the electorate as a whole take a back

seat to the clientelist political relationship (Kurer 2007).

However, it is also important to note that in PNG there are well documented cases of
exceptional politicians who have displayed a different model of leadership to that
outlined so far. Christopher Sambre was re-elected for the Nuku electorate of West
Sepik province from 1977 to 1992 (Okole 2002a). Okole notes “how good leadership,
character and religion...and his moral standing” were key to his re-election over many

years (Okole 2002a). Okole quotes other examples of ethical political leadership in
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PNG since independence, but emphasises that these are exceptions in the PNG

political process (Okole 2002a).

5.6 “Corruption” in PNG

Corruption in PNG was the central reason the Global Fund (OIG GFATM 2014)
suspended the initial Round 6 Grant for TB DOTS in PNG (PNGCCM 2006). As a result
of fraudulent use of Round 6 funds, NDOH was forced to resign as Principal Recipient
(PR) and was replaced as PR by World Vision International. Given this we need to
examine wantokism and clientelism and their connection with corruption in PNG and
its impact on the political process as being central to the understanding of political

commitment in PNG.

Corruption is still seen as a major issue at all levels of government and in the private
sector in PNG (Anonymous 3 - Interview 2nd June 2008, Anonymous 1 - Interview 10th
April 2008, Wickberg 2013), as Dix and Pok reported in 2009:

“Corruption is rampant and largely unchecked in the Pacific island nation of Papua
New Guinea (PNG). Grand corruption has many faces in PNG: nepotism,
administrative corruption, and state capture. Systemic nepotism, including ghost
workers on a payroll and political favour-based hiring, has cost the state millions of
dollars in just one province. Administrative corruption reportedly takes place in a
formalized system of commissions on real or rigged procurement contracts, out of
court settlements, and other payments made by the state to private actors. State
capture is evident to most observers in the forestry and petroleum extraction
industries, which are dominated by select foreign interests licenced by the state.”
(Dix and Pok 2009) page 239

However, it is important to understand just what is meant by corruption and whose
particular understanding of the term “corruption” is being applied to the situation. It
is a term that in PNG must be understood within the contexts of “wantokism” and “big

”

man-.
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Drawing on research in four rural PNG districts Walton attempts to understand rural
Papua New Guinean’s perception of corruption and argues that the debates about
corruption in PNG should be reframed (Walton 2013b). Walton finds two very
different views or perceptions of what constitutes corruption (Walton 2013b). These

views are very significant in the PNG context.

The first “mainstream” view frames corruption “in reference to state laws, rules and
institutions, in turn, those who reflect this view focus on the corruptibility of state
officials” (Walton 2013b). This mainstream view of corruption places emphasis on
“breaches of obligations set out in legal codes” (Walton 2013b); “the abuse of public
office for private gain” (Walton 2013b); and “rent-seeking” (Walton 2013b). This view
of corruption is the view of economists and external agencies such as the GFATM,
World Bank (World Bank 1997) and the former AusAID (AusAID 2004). The focus of the
support from these agencies was to undertake Public Sector Reform by establishing
and strengthening governance in institutions such as the Ombudsman’s Commission,
the Justice System and the economic structural reforms in the PNG Treasury (AusAID
2004, Dix and Pok 2009). This view of corruption comes from a western liberal
democratic or neo-liberal philosophy of how economies should be structured and how

development ideally takes place (Walton 2013a).

In the second or “alternative” view of corruption, drawing on the work of
Huffer(Huffer 2005), Walton frames the “understanding of corruption as depending on
community norms and relationships of power” (Walton 2013b). Corruption “is a term

of condemnation towards acts that are denounced by a particular community. The
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types of acts that are covered by this definition are culturally determined depending ‘on
the context and on the position of the actors involved'(de Sardan 1999). From this
perspective, corruption comes into being when immoral acts benefit individuals or
communities outside the group (de Sardan 1999), or when individuals within the
community transgress communal norms for individual benefit (Williams 1999).”

(Walton 2013b).

In this “alternative” view “corruption occurs when shame, a cultural mechanism for
keeping corruption in check.....is undermined (de Sardan 1999)...corruption is caused by
the clash of traditional/communal and modern norms and expectations.”(Walton

2013b)

The “alternative” view of corruption is markedly different to the “mainstream” view. It
is a view presented mainly in the writings of anthropologists (de Sardan 1999, Williams
1999, Huffer 2005). In this view, corruption is framed by a social or cultural
perspective, rather than an economic or neo-liberal perspective (Walton 2013a). The
“alternative” view of corruption is consistent with the findings with regard to the
wantok system and the “big man” culture in PNG, both of which we have closely
examined in this Chapter. This view of corruption would consider the excessive wealth
accumulation of politicians (i.e. taking without sharing) as being corrupt. It is also
consistent with the finding that excessive wealth accumulation is only possible once
the “big man” moves away from the traditional village social structure to a larger
urban centre, where sanctions in terms of shame or ostracization can no longer be

imposed.

110



Walton finds that “in weak states such as PNG, some types of corruption can offer
social protection mechanisms for those excluded from state benefits. At the same time,
most citizens in the survey saw corruption—particularly grand corruption—as
detrimental to their communities and the state... it appears that both citizens and anti-
corruption organisations have similar views about the impacts of grand corruption but

differ significantly when it comes to petty corruption.”(Walton 2013c)

With regard to grand corruption a long time researcher on PNG politics made the
observation about the wantok system and corruption in PNG that “some people say
the wantok system means you can explain corruption because people have got
obligations out of the kinship system that they can’t deny, so people are obliged to
make contributions to marriages, to mortuary fees, to births and other things and these
are obligatory and must make them. But when you’re getting ten million being stolen |
don’t believe that’s got very much to do with the wantoks and rarely do any of the
wantoks benefit from that level of corruption, that’s entirely different, and indeed you
might find that two or three people that have got no kinship relation at all have
combined to do that. These big scams | don’t really think are related to wantoks at

all.”(Nelson - Interview 17th June 2008)

Further, the solutions to address corruption come from within PNG society and the
wantok system, which is seen to underlie corruption in the “mainstream”. Potential
solutions to corruption in PNG are to extend those sanctions the clan or wantok are
able to impose within the traditional village setting, so they are able to be imposed
once the clan members move beyond the village, rather than impose punishment by

structures from outside PNG (Huffer 2005, Walton 2013b).
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5.7 Implications for Policy Formulation and Implementation

What are the implications of these findings on political commitment and Leadership in
PNG on the parliament’s and the parliamentarians’ ability to engage in the Policy
process? Examining the function of government with regard to policy development
and implementation Reilly found that “political instability has long been cited as a key
factor undermining policy stability, continuity and planning in Papua New

Guinea.”(Reilly 2002)

At the political level one interviewee observed of the PNG political process that “one of
the important roles of members of parliament in democratic systems is to hold the
government of the day to account. And when you have got such a rapid turnover of
MP’s, many of them whom are not particularly well educated, where you don’t really
have a system of political parties that align behind particular sets of policies, and where
you have a political system which almost since independence has been renowned for
being pretty corrupt, it’s not really the kind of context in which you can expect to see
well thought through policies being executed in any kind of effective sort of

way.” (Anonymous 3 - Interview 2nd June 2008)

This extends down to the government department level capacity to engage in the
policy formulation and implementation process. One long term political researcher
and observer of PNG policy process Professor Ron May found in his research “one of
the conclusions we drew from the study of policy making (in PNG), is the capacity of
departments to give serious debate and analysis to potential policy alternatives is
diminished, and bills often get drafted that are really not very well thought out, and get

pushed through parliament by a strong governing majority, without much debate and
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may or may not have much commitment behind them. | think there is a little
undermining of the policy process going on as a result of this” (May - Interview 17th
June 2008)

Professor May found that this extended down to and had real implications for policy
implementation at the local level in PNG - “a lot of what goes on in Moresby doesn’t
take adequate account of what situations are like out at district level. It sounds easy to
say that public servants in Port Moresby don’t know what it’s like out there, but most
Papua New Guineans are fairly well entrenched in their own village backgrounds so one
thinks they do know a bit. But | think often there is a bit of reluctance to fully take on
board how difficult it is at the local level. So you may have a policy formulated in
Moresby that looks quite good, but the ability to follow through and make it work at a
local level just isn’t there. | think often the planning of projects is made on assumptions
on the ability to carry it through down to a village level that are unrealistic.” (May -

Interview 17th June 2008)

The then Prime Minister Mekere Morauta, in a 2000 speech to Parliament,
summarized the PNG political and policy context as “Parliament has not worked as well
as it should. In recent years, instability within the system has brought about a paralysis
in decision-making, and consequently a failure in policy-making, in the implementation
of policy, and in the delivery of basic services to the people. Many observers have
commented that a basic reason for this is that politicians have demonstrated a lack of

commitment to the people who voted them into parliament” (Reilly 2002).
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5.8 Conclusion

This was the policy context with regard to Component 1 - Political commitment of a TB
DOTS policy in the period leading up to the 2006 PNG TB DOTS policy. In reality
“sustained political commitment and leadership” was dominated by wantokism, the
“big man” and clientelism, which resulted in a unique construct of political
commitment which was at odds to the WHO and GFATM construct of political
commitment. The next component of political commitment are those governance
structures which flow from and result from this PNG construct of political
commitment. We need to now describe and critique those governance structures in
order to understand how and if the resultant governance structures were dealt with in
the 2006 PNG TB DOTS policy so as to understand the “legal and regulatory context” in
PNG into which a national TB DOTS policy would be delivered, in order to understand if

these were taken into consideration in the formulation of the 2006 PNG TB DOTS

policy.
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6 Political Commitment, Governance Reforms and PNG Health System
Performance

“Sustained political commitment and leadership are the foundation for any sound
programme to control TB. The legal and regulatory context defines the potential as well
as the structure and policies of the national TB and DR-TB control programmes.

Political commitment is expressed through adequate financial support and appropriate
infrastructure, including facilities and trained human resources. Coordination among
the different components of public and private health programmes and organizations is
essential for successful programme implementation. Sufficient training and retention of
medical and public health personnel depend on long-term government planning and
support.” (WHO 2006)

6.1 Introduction

The aim of this chapter is to describe and critique the impact of the particular PNG
construct of political commitment on governance structures in PNG; and the health
system governance and poor health outcomes which are a consequence of the
governance structures. PNG governance and health system governance are a central
component of and shape the policy context into which a national TB DOTS policy will

be delivered.

We use the Fox et. al. framework to analyse political commitment. For true political
commitment Fox et al requires three components of political commitment to be
demonstrated in policy — expressed commitment, institutional commitment and
financial commitment. It is only when all three components are present that there is

actual political commitment to a policy (Fox, Goldberg et al. 2011).

Governance is a key component of political commitment. Institutional commitment is
demonstrated by ensuring, and if needed establishing, governance structures to
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enable the delivery of a health policy(Fox, Goldberg et al. 2011). A similar
understanding of governance as a central component of political commitment is also
part of the WHO definition of political commitment which is to provide the legal and

regulatory context for the delivery of a TB DOTS policy(WHO 2006) .

This chapter describes and critiques the PNG governance structures, how they evolved
and functioned, and the impact of these on health service delivery in the period
leading up to the 2006 TB DOTS policy thus providing a central part of the policy

context for the 2006 PNG TB DOTS policy.

6.2 The Rationale, History & Evolution of Governance in PNG

In order to fully understand the PNG Governance structures in the period leading up to
2006, when the PNG TB DOTS Policy came onto the policy agenda in PNG, we need to
briefly examine how and why those structures developed in the preceding 30 years. At
the time leading up to independence from Australia in 1975, PNG was governed by a
centralized, colonial-imposed governance structure, with districts directly responsible
to the Australian colonial administration in Port Moresby (Bonney 1982, Standish

1983, May 2004).

In the two years leading up to Independence, there was pressure from secessionist
groups in Bougainville and the Highlands of PNG to cede from the new nation. The
breakup of the new country was a real possibility (Bonney 1982, Standish 1983, May

2004).
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In response to this threat the new PNG Parliament enacted the 1977 Organic Law on
Provincial Government which established 19 elected Provincial Governments in PNG
(Standish 1983, Axline 1984, Axline 1988, May 2004, PNGNDOH 2011). The 1977
Organic Law legislated the decentralization of full responsibility for provision of all
government services, including health, to the Provincial level (Bonney 1982, Standish
1983, Axline 1984, Axline 1988, Campos-Outcalt and Newbrander 1989). This was not
just for service delivery but also full responsibility for policy formulation and
implementation. This left national departments in the government responsible for
policy advice, monitoring of service delivery, as well as liaison with international

donors.

It should also be noted that immediately after Independence there was a process of
rapid localisation of PNG Public Service positions with Papua New Guineans, many of
whom did not have the required training or experience, taking over positions in the
new PNG government formerly held by colonial expatriates (May 2004). The effect of
wantokism and nepotism in the appointment of these Papua New Guineans
entrenched a low level of skills and capacity in the PNG Public Service (Standish 1983,
Hengene Payani 2000). This resulted in a large number of people at the National and
Provincial levels of government who were not qualified or competent to administer
and deliver programs and services. There were wide-spread allegations of fraud,
corruption and nepotism with “critics of provincial government....having no difficulty in
finding instances to cite of financial excesses and mismanagement, inefficiency,
nepotism and corruption”(May 2004). As a result service provision to rural populations

in particular declined significantly (May 2004).
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However, the devolution of power to the provincial level did not placate the
secessionist movements and in the late 1980s and into the 1990s a bloody civil war
broke out in Bougainville province(May 2003, May 2004). As a result, in a further
attempt to placate these secessionist groups the 1995 New Organic Law on Provincial
Government and Local Level Government took the decentralisation reforms, with
regard to service provision, to the lowest level of government, by legislating that the
provision of all government services in all sectors — education, agriculture, health etc.,

become the responsibility of the LLG, also known as the District(May 2004).

However, there was insufficient planning and preparation for the implementation of
the 1995 New Organic Law. The roles and lines of responsibility at all levels of
government — national, provincial and district (LLG), was not spelt out resulting in
unclear lines of responsibility and accountability - “the implementation of the New
Organic Law was not adequately prepared and lacked guidance from the central level.
From the onset of implementation in 1995, different interpretations emerged among
the provinces, which could not be reconciled by the central government”(Asian
Development Bank 2003). At the same time the level of funding initially promised did
not find its way down to the Provincial level - “the funding levels to provincial, district,
and local level governments initially envisioned under the New Organic Law were

unrealistic and unattainable”(Asian Development Bank 2003).

The 1995 New Organic Law decentralization reforms were also driven by major donors
such as the ADB, as part of the neo-liberal Health Sector Reform policy in favour during
the 1980s and 1990s (Campos-Outcalt and Newbrander 1989). The devolution of

services to the lowest level of a health service was expected to achieve greater
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efficiencies in cost compared with a centralized government controlled and managed

health service, which was deemed inefficient (Smith 1997).

These reforms changed the governance structure in PNG completely. At Independence
in 1975 government was fully centralized. In the next twenty year period 1975-1995
governance was devolved to the lowest political level, the Local Level Government at
the District Level. This was enacted by Parliament through a two stage shift of
authority downwards, initially in the 1977 Organic Law on Provincial Government, and
then further in the 1995 New Organic Law on Provincial Government and Local Level
Government. These politically expedient, pragmatic governance policy responses were
adaptations to the specific contextual geo-political needs of the new country of PNG.
The aim was to keep the country intact, by attempting to involve the country’s diverse
language and cultural groups directly in government. However, the administrative and
technical capacity at the Provincial and Local Level Government (LLG) levels was not
sufficiently developed to provide a workable structure or capacity for the
administration and delivery of vital government services, such as health. Governance

became more fragile and fragmented with each stage of the devolution of power.
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Table 5 - Governance Reforms in PNG & Impact on Health Service Governance

Year

Legislation Enacted by PNG
Parliament

Impact on Health Service
Governance

1975

New PNG Constitution -
Independence

Highly centralized Health Service
—all health policy & service
provision run from National
Department of Health (NDOH),
Port Moresby, directly to
districts. Provincial government
does not exist.

1977

Organic Law on Provincial
Government

Provincial Governments
established and all health service
policy, financing & service
delivery functions devolved to
Provinces. NDOH role is one of
policy formulation and advice.

1995

New Organic Law on Provincial
Government and Local Level
Government

Local Level Government (District
level) becomes responsible for
health service provision. NDOH
still only policy formulation &
advice.

6.3 National Department of Health (NDOH) - Performance & Capacity

In the period leading up to 2006 the NDOH had already suffered the consequences of

wantokism, nepotism and clientelism in appointments of people without the required

technical or managerial skills for the positions they had taken up; and of

misappropriation of funds intended for the provision of health services. The

organizational culture within NDOH was similar to that which had developed in other

PNG government departments. Within NDOH there were low standards of work

performance and an inability or unwillingness by senior management to address

significant lack of performance or misconduct. “The weak areas (within NDOH) are of

a structural and organisational nature, i.e. the structure does not support the delivery

of priority programmes and the organisational culture, similar to that of many other

PNG government organizations, is characterised by a lack of cohesive management,

absenteeism at all levels, poor work ethic, poor morale etc. Communication processes
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within NDOH, with provinces, and with other stakeholders, are also poor.”(Research
Field Notes November 2005). This is the result of “decades of mismanagement and the
recruitment of people without the right skills and the right motivation”(Anonymous 3 -
Interview 2nd June 2008). As another interviewee observed “there are some good
people in the PNG health system, and in general there is money available but not being
spent improving child health or whatever, you have got a huge management problem
at all sorts of levels in the system, staff motivation problem, supervision, discipline, you

name it” (Anonymous 4 - Interview 18th June 2008)

6.3.1 NDOH Senior Executive Management (SEM) - Performance & Capacity
At the SEM level within NDOH there was poor leadership and little strategic direction.

“Teamwork in the SEM is poor. There is little evidence of a relationship that supports
frank and open dialogue on key issues, challenge or debate. The effectiveness of SEM
meetings is limited. Under its Terms of Reference it is to convene on a monthly basis.
This year it has met only three to four times, primarily because the Secretary, who is
the Chairperson, has conflicting commitments. This irregularity has contributed
strongly to a loss of direction and momentum within SEM, with little follow-up and
accountability for actions completed or not completed.” (Research Field Notes

November 2005).

Poor leadership and management at all levels, “which translates into lack of control,
accountability, teamwork, commitment and focus” were recognized in the NDOH
Strategic Plan 2006-2008 as a priority, stipulating that all senior technical people
within NDOH undertake training in leadership and management(Research Field Notes

November 2005). However, it was also noted that “some NDOH program directors and
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provincial health advisers are considered to lack the base educational and personal
competencies to be able to be effectively trained. They are simply the wrong people for
the job and no amount of training will make a difference” (Research Field Notes
November 2005). One interviewee observed “there are 10 senior managers within the
department, and of those there would be no more than 3 whom you could describe as
being reasonably competent, the rest were not. And that was certainly true of the
public health branch. This was in a branch that was responsible for dealing with a
whole range of communicable diseases including TB, HIV and Malaria. The major
business of the health sector, and it had no leadership.” (Anonymous 3 - Interview 2nd
June 2008). For those competent managers there was a definite disincentive to take
any action to address the situation - “they knew everything that was going on but they
didn’t do anything about it because they were scared....the possibility always existed
that something extremely unpleasant would happen to them and sometimes it
did”(Anonymous 3 - Interview 2nd June 2008).

The result was a lack of co-ordination and communication between the technical
branches within the NDOH(Anonymous 3 - Interview 2nd June 2008, Research Field
Notes November 2005). One interviewee observed “there’s not a lot of consultation
between different areas so you can sit in one office and the next office they’ll have the
door closed and there will be no flow and collaboration between the areas”

(Anonymous 2 - Interview 11th April 2008).

It was at this senior executive and national health program branch level in the NDOH
that high level technical advice was meant to be found to inform health policy
formulation and to drive implementation, in the best interests of the government and

people of PNG.
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6.3.2 NDOH Human Resources Management — Performance & Capacity
Underlying the major human resource constraints in the PNG health system was the

“cultural institutions” of wantokism, nepotism and clientelism - “the department
operated in a series of vertical silos. And there usually would be a big man or women
from a particular tribal group (wantok). Throughout the health system these vertical
silos developed which didn’t talk to each other.” (Anonymous 3 - Interview 2nd June
2008). As a result within NDOH, and extending to the wider PNG Health System, there
was no reward for good performance and no management of those who were not
performing(Asian Development Bank 2003) The result was that “cultural
considerations (i.e. wantok) appear to compromise the capacity to provide effective
feedback, or manage poor performance, and whilst disciplinary systems exist they are
not often implemented.”(Research Field Notes November 2006).

In 2003 the ADB identified that “perhaps one of the greatest constraints to progress is
the inability or unwillingness of senior management to exercise personnel management
options in relation to non-performance. NDOH'’s ineffectiveness in this area of
management responsibility is entrenched, supported by non-responsive central
government agencies, in particular Department of Personnel Management (DPM) and
Department of Finance (DOF).” (Asian Development Bank 2003). As a consequence of
this one senior health official noted “human resource capacity is quite weak within
Papua New Guinea. It’s quite weak in terms of the number of staff with technical
expertise and also weak in managerial expertise. Also in terms of project management,
time management, managing staff, supervision is weak.” (Anonymous 2 - Interview

11th April 2008)
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Further, there was no Health Workforce Planning with no reliable Health Workforce
data available in the period leading up to 2006 (Asian Development Bank 2003, World
Bank 2007, Research Field Notes November 2005, Research Field Notes November
2006) at any level of government - National, Provincial and District. There was no
ongoing planning or allocation of health staff based on need. It was noted during the
2006 field visit that “poor management and morale, and difficulties attracting nursing
and medical officers to rural areas have resulted in a number of problems. These
include severely depleted staffing levels, particularly in rural health services; a mal-
alignment in the staffing balances between Provincial Administrative and rural service
delivery. In addition, there appears to be limited planning at the provincial/district
level on how to make the best use of staff; aid-posts close to Provincial Hospitals
remain staffed and underutilized, whilst those in the more isolated areas were not

staffed.”(Research Field Notes November 2006)

One further consequence of this lack of planning and coordination was the existence
of a significant number of “ghost workers” and duplicate staff on the payroll of the
PNG health system. In the absence of any reliable workforce data a World Bank
review in 2007 estimated “there are over 1,000 more nurses on the payroll than is
feasible, and about 1,700 more CHWs on the payroll than our analysis would
suggest.”(World Bank 2007). These “ghost workers” and duplicate workers on the
PNG Health System payroll “have evolved over time, including staff who have
abandoned their posts, deceased staff whose names remain on the payroll, and staff
who change agencies but whose names are not removed from their former payroll.”
(World Bank 2007). Several attempts at conducting so called “payroll cleansing” have

had very limited success (World Bank 2007, Research Field Notes November 2005,
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Research Field Notes November 2006) due to the lack of accountability and
coordination between the three levels of the PNG Health System, along with little
political commitment to undertake such a task. One interviewee commented that
“until there can be recruitment selection on merit, and promotion on merit, and some
sort of performance management system put in place in PNG the public service will
remain as it is.”(Anonymous 3 - Interview 2nd June 2008). Another interviewee
commented that “the whole support for health workers is quite limited, sometimes you
find people who have been working in aid posts who have been out at the aid posts for
6, 7, 8 months, they haven’t even had a piece of communication from anyone, so they
are not getting supported, they often feel very isolated and they can’t get access to
new and emerging information let alone equipment, supplies and other

resources.”(Anonymous 1 - Interview 10th April 2008)

6.3.3 NDOH Financial Management - Performance & Capacity in NDOH
As we have already seen, NDOH was responsible for developing national policies, as

well as liaising with Development Partners (DP) who provided the greatest proportion
of funds for disease control in PNG, including for TB control. There was limited
capacity to manage the finances required to run health programs due to the lack of
high level financial capacity and accountability. This resulted in major irregularities in
financial management and the procurement of goods, and outright misuse of
government funds. The 2003 ADB Health Sector review found “that controls over
procurement and expenditure within NDOH were ineffective and were not conducive to
efficient operation. In particular, there was an inadequate managerial control
framework, inadequate operational procedures and controls that do not ensure
compliance with the Public Finance and Management Act” (Asian Development Bank

2003) As with poor work performance, the misuse of government funds was not
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addressed, due to the “inability or unwillingness of management to take appropriate
action in the event of suspected breach of statutory requirements or ethical business

practice.” (Asian Development Bank 2003)

Often the lack of capacity and ability to plan and manage funds, rather than corrupt
activity, lead to financial short-falls. An example is when ADB funds for rural health
projects had to be used to manage cash flow shortages within NDOH to prevent
various short term crises such as “clearing shipments of medicines off the wharf
because DOF (Department of Finance) was experiencing a cash flow crisis, reopening
NDOH offices following lockout due to non-payment of electric bills, avoiding NDOH
phone disconnections by covering final requests for payment, making up a shortfall in
the cost of travel arrangements for essential purposes, and many other instances”

(Asian Development Bank 2003)

Finally, with regard to health financing, the National Department of Health had and has
no direct responsibility for ensuring funds are appropriately allocated or spent at the
Provincial or District level. Under the 1995 New Organic Law on Provincial and Local
Level Government NDOH has a “liaison and consultation” role only in the Provincial and
District health budget preparation. As a result the NDOH does not have a role in the
budget preparation and approval process, or approving the release of funds, including
donor funds to Provinces and Districts. The central government agency the Provincial
Health Administration and District Administration deal directly with is the Ministry of
Finance when it comes to securing funding releases and also accounting for

expenditure. Again, there is a complete disconnect between the NDOH securing funds
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from global donors, and being able to account for those funds as having been

expended on the health services for which they are intended.

With regard PNG Government recurrent budget for health programs, the performance
of the Department of Finance in ensuring sufficient and continuing funds for health
service provision is crucial. However it was noted in 2005 that “there is ongoing and
continued complaint that funds released by the Department of Finance for recurrent
budget are not released until many months into the financial year, and then in such
quantities to make ongoing expenditure difficult to plan. ... these issues have had a

significant impact on service delivery.” (Research Field Notes November 2005).

The 1995 New Organic Law on Provincial and LLG devolution in effect drove the
inefficiency, lack of accountability, nepotism and corruption, which had been
introduced into the PNG Health Services as a consequence of the 1977 Organic Level,
to the now lowest level of health service provision (Asian Development Bank 2003,
Bolger, Mandie-Filer et al. 2005, Cammack 2008, Research Field Notes November
2005, Research Field Notes November 2006), making the already complex and
dysfunctional health service even more so. It was this level of financial incapacity and
lack of performance within NDOH that provided the context for the development and

implementation of the 2005 PNG TB DOTS policy.

6.4 Provincial Level - Performance & Capacity
Under the 1977 Organic Law on Provincial Government, the provincial hospitals had
been made the responsibility of provincial governments. However, the latter did not

provide sufficient funding. Over the subsequent twenty years curative services
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declined markedly, reaching a crisis point by the 1990s, when Provincial Hospitals were
no longer able to provide even basic curative services (Asian Development Bank 2003,
Thomason and Kase 2009, Research Field Notes November 2005, Research Field Notes
November 2006). To address this decline in curative services the Public Hospitals Act
1994 shifted responsibility directly to the Minister of Health, through the Hospital

Board, with funding coming directly from NDOH.

However, the provision of all other curative health services, as well as preventive /
disease control programs provided through HCs and APs, shifted responsibility to the
Provinces and Districts by the 1995 New Organic Law on Provincial and Local
Government. As a result the PHO became responsible only to the Provincial
Administration “decentralization of government and administrative responsibilities
under the New Organic Law, the Provincial Health Office (PHO) comes under the

Provincial Administration ..” (Asian Development Bank 2003)

However, the 1995 New Organic Law created confusion as it did not clearly spell out
the roles and responsibilities of the Provinces, and this included a lack of clear detail of
the Provinces’ role in the delivery of health services - “the implementation of the New
Organic Law was not adequately prepared and lacked guidance from the central level.
From the onset of implementation in 1995, different interpretations (of the Provinces’
roles & responsibilities) emerged among the provinces, which could not be reconciled
by the central government” (Asian Development Bank 2003). This resulted in health
service provision not being a priority with provincial governments and administrations
- “much has been said about the effect of the decentralisation of authority to the

provinces and districts. There seems to be reasonable agreement in health circles that
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neither politicians nor public officials accept, particularly at the provincial and district
levels, accountability and responsibility for delivery of primary health services and
essential public health functions and that the NOL has led to fragmented

responsibilities within the sector.” (Research Field Notes November 2005)

The most apparent manifestation of this lack of commitment to health by Provincial
Governments was the inadequate budget for health services. Under the 1995 New
Organic Law the Provinces had agreed to allocate 15% of their budgets to health.
However - “many provincial authorities have not prioritized health services through
budget support. Provincial governors have all agreed to allocate 15% of provincial
revenue to health. None have yet done so. Peripheral health services have been
damaged by disproportionate retrenchments of key health staff when savings have

been required.” (Asian Development Bank 2003)

In fact between 1997 and 2004 there was a 17% decline, in real terms, in Provincial
health expenditure — The World Bank reported “Under the decentralizing NOL (1995
New Organic Law), the provinces were to have much more control over the resources
allocated to the health sector. Despite poor documentation of the provinces’
expenditures on health, total provincial health expenditures, the backbone of the rural
health system still declined 17 percent in real terms over this period.” (World Bank

2007)

This lack of funding and commitment to rural health services had a real impact on rural
health infrastructure, i.e. Provincial governments failed in their responsibility to

maintain health infrastructure in their provinces - “A constant complaint repeated in all
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provinces visited is the lack of maintenance and repair of staff houses, health facilities,
and vehicles. Capital investment is a provincial and not a national responsibility.”

(Research Field Notes November 2005)

Added to this lack of commitment to funding and maintenance of rural health facilities
was low capacity and performance on the part of Provincial Health Advisers (PHA) who
manage and provide oversight to the PHO, and are responsible to the Provincial
Administration for overseeing the provision of all those health services for which the
Province was responsible. As with NDOH Branch Heads, the PHA appointments were
significantly affected by the cultural institutions of wantokism, nepotism and
clientelism etc. As aresult “some ... provincial health advisers are considered to lack
the base educational and personal competencies to be able to be effectively trained (as
managers). They are simply the wrong people for the job and no amount of training

will make a difference” (Research Field Notes November 2005).

Poor performance and capacity in the senior health managers, at the Provincial level,
often resulted in a lack of communication, loss of trust and poor performance as well
as an inability to build and foster strategic and important linkages with other key
health service providers and stakeholders. In 2003 the ADB found that in many
Provinces “the PHO would have a poor record of communication with health staff and
local public health stakeholders. The resulting low levels of trust and isolation, both
willed and physical, meant little cooperation could be found” (Asian Development Bank
2003). One result was an incapacity to provide effective supervision and direction to

the lower levels of the PNG health system.
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Further, when Provincial Health staff do try to contact NDOH staff for support they
found support from and communication with NDOH technical staff difficult. “The
provinces are generally not able to make informal contact with key people in NDOH
and generally, not able to access NDOH staff for information or problem solving on an
impromptu basis. Phones are rarely answered, and it is difficult to locate the
appropriate person with the information required. There are complaints from
Provincial staff that they are not resourced with the information required on key health
issues. There is indication that policies are being developed and implemented at
provincial / district level in the absence of guidance from NDOH”(Research Field Notes

November 2005).

This low level of capacity and performance at the Provincial level in the early 2000s
provided the provincial level context for the development and implementation, of the

2006 PNG TB DOTS Policy (Aia, Yadav et al. 2006).

6.5 Local Level Government / District Level - Performance & Capacity

A similar low level of capacity was and is found at the district and local level
government (LLG) level. Under the 1995 New Organic Law on Provincial and Local
Level Government, Districts assumed responsibility for HCs, and LLGs were given
responsibility for APs (Asian Development Bank 2003).In terms of Governance, each of
the 19 Provinces in PNG is divided into Districts, with a total of 89 Districts. Each

District is further divided onto LLG (LLG), with a total of 284 LLGs in PNG.
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Capacity at the District level is crucial in health service provision. In PNG each District
has a District Administration and a District Treasury. The District Administration is
overseen by the Joint District Planning and Budgetary Committee, which was and is
strongly influenced by the Local Member of Parliament. This resulted in “many
complaints that politicians blocked development, making decisions based on nepotism
and favouritism, rather than a commitment or understanding of the health issues.
Under the political system, local politicians are members of the Joint District Planning
and Budgeting Committee, and whilst they are unable to themselves access health
funds, they are strongly influential in what additional sources of funding may be made

available for” (Research Field Notes November 2005).

Within the District Administration, the District Health Manager is directly responsible
to the District Administration for the provision of health programs at the District and
LLG levels, with no accountability to the Provincial or National level for health program
implementation or performance. This, combined with high levels of political
involvement in District Administrations, resulted in “an attitude of ‘non-compliance’
among district level staff, who refused to recognize procedures or the authority of the

provincial health advisers.” (Bolger, Mandie-Filer et al. 2005).

This system of governance meant that those with greater experience in health service
delivery were not able to influence how services would be delivered at the District
level. “Hospital CEOs, senior clinical staff and provincial health advisers with the
knowledge and experience to run the health system (and to whom district staff report
on technical matters) cannot discipline staff in rural areas, nor direct them with regard

to financial and material resources.” (Bolger, Mandie-Filer et al. 2005)
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The same issues with regard to low levels of performance and capacity, which we have
already seen at the National and Provincial levels, extended down to the District level
with wantokism, nepotism and clientelism strongly influencing the appointment of
District Health Mangers. Also, being the lowest level of the PNG health system, there
were even fewer people with the necessary education and personal attributes to take
responsibility for the planning, organization and delivery of health services. “There are
not enough qualified staff in PNG to manage these (health) functions in 89 districts”
(Bolger, Mandie-Filer et al. 2005). The result was that - “While planning has been
devolved to the district level, planning capacity at that level is limited. As a result,
district level plans and budgets tend to be unrealistic and initiatives are not prioritised

or linked well to government policies.” (Bolger, Mandie-Filer et al. 2005).

Significant additional difficulties are created by distance and the major physical
barriers of the PNG terrain in accessing funds. “Even when funds are committed by the
provinces, they often do not reach district health facilities since the latter may not have
access to banks or other means of cashing cheques. These financing and cash flow
problems have contributed to diminished service delivery (especially in rural areas) with

real consequences for overall sector performance.” (Bolger, Mandie-Filer et al. 2005)

During the 2005 field visit it was found that “the general organisational capacity issues
at the district level .... include poor supervision, poor transport, inadequate resourcing
for rural health services, an inability to distribute allocated funds to district health
facilities, poor budgeting, poor planning, erratic cash flow, and fragmentation of

reporting, direction and control leading to blurred lines of accountability. Capacity
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building at the district level is identified as a priority.” (Research Field Notes November

2005)

Performance and capacity was so limited that District Health Offices were seen as a
bottle neck in the PNG Health System. “In a vast majority of the provinces District
Health Offices are so grossly ill-equipped, that attempting to push services through
these offices is creating bottlenecks in the system. In Sandaun (East Sepik) one district
health office is comprised of one district coordinator and a clerk and this is not an
isolated case. This situation is not likely to improve in the foreseeable future...due to
severe financial and human resource constraints. The reform (1995 New Organic Law)
requires a full complement of staff, similar to the provincial health office. Under the
current PNG situation this will continue to be wishful thinking.” (Research Field Notes
November 2006) As one long standing researcher and observer of the PNG health
system stated “/ think a district level or a provincial level where there has been a
general breakdown of service and high levels of corruption and corruption ranges from
a district officer taking a health department vehicle for his own use right through to
taking swags of money, then it is very difficult for a health service to be any better than
the general administration of the country because that’s the context in which they

swim.” (Riley - Interview 10th February 2010)

It was this low level of capacity and performance at the District level which was
present in the early 2000s and provided the District level context for the
implementation of the 2006 PNG TB DOTS policy. The TB DOTS program - the
diagnosis, treatment with DOT, establishing whether a patient has completed

treatment and is cured, or otherwise, actually take place at the primary care level,
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especially in PNG, where 85% of the population live in rural areas with difficult access

to services.

Thus far in this Chapter we have examined closely the impact of the 1997 Organic Law
on Provincial Government, and 1995 New Organic Law on Provincial Level and LLG, on
the performance and capacity of the National, Provincial and District levels of the PNG
Health System. We have found that both Performance and Capacity at all three levels
declined markedly with each of these Organic Laws. The final question to ask in this
chapter is what was the impact of this loss of capacity and performance in the PNG

Health System on Health Outcomes in PNG?
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6.6 PNG Health System Performance against National Health Core Indicators
The National Health Plan 2000-2010 provided the National Health Core Indicators by
which the PNG Health System Performance could be measured over the 10 years of
the Plan (See Table 6).

Table 6 — PNG National Health Core Indicators

To monitor the overall performance of the National Health Plan, 19 Core Indicators
have been identified. These form the basis of the Performance Monitoring Framework,
which is a subsystem of the overall monitoring system and is integrated into the
planning and management process at all levels.

Program Core Indicators

1. General Administration 1. Proporiion of total provincial expenditure on health
2. Proportion of provinces using the Standard 10 Health

Program Budget
2. Urban Health 3. Total hospital expenditure as a proporiion of total health
expenditure
4. Proportion of public hospitals that meet key hospital
standards
3. Rural Health 5. Proportion of total aid posts that are functional
4. Family Health 6. Proportion of deliveries in health facilities
7. Proportion of pregnant women receiving Tetanus Toxoid
booster

8. Proporiion of pregnant women who have aitended the first
amtenatal care visit
9. Proportion of children under 1 year of age receiving third
dose of Triple Antigen
10. Proportion of children under 1 year of age receiving measles
vaccination
11. Proportion of children under 5 years with moderate
malnutrition

5. Disease Control 12. Malaria case fatality rate for children under 5 years admitted
to hospitals or heatth centers.
13. Pneumonia case fatality rate for children under 5 years
admitted to hospital and health centers
14. Proportion of tuberculosis patients complefing treatment.

fi. Environmental Health 15. Proportion of health facilities with intemal water supply

7. Health Promotion 16. Proportion of provincial implementation plans that include
a health promotion component

8. Medical Supplies 17. Proportion of health centers recording shortages of essential
drugs in more than two consecutive months

9. Human Resource Dev't 18. Proportion of health centers receiving at least one
supervisory visit per year
19. Proportion of health facility staff receiving at least one
competency based in-service training session each year

Source: Ministry of Health National Health Plan 2001-2010

Source: (Asian Development Bank 2003)

By the early 2000s several reviews found PNG was in rapid decline with poor
implementation as measured by the National Health Core Indicators (Asian
Development Bank 2003, Bolger, Mandie-Filer et al. 2005, Cammack 2008). In its 2003

review the ADB found that PNG was not meeting any of the National Health Core
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Indicators. It found that “While inputs (measured by financial resources) to the health
sector have increased significantly between 1995 and 2001, output indicators have
shown only a marginal increase over the seven years and suffered a significant fall
between 1999 and 2000 and further in 2001. The performance for 2001 was, for most

indicators, worse than in 1995.” (Asian Development Bank 2003)

By 2005-2006 there had been no improvement in the National Health Core Indicators
as “only 69% of aid-posts were open in 2006 (against 72% in 2005). There has been a
plateau in the percentage of facility births (36%) and a plateau in the percentage of
children under 5 who are moderately malnourished (weight for age) at 30%. The
pneumonia case fatality rate for children under 5 admitted to hospitals and HCs has
worsened to 3.16% from 3.01% in 2005, suggesting possible concerns about quality of

care.”(Research Field Notes November 2006)

These data draw from the PNG NHIS which we know to have major limitations.
However, the following studies on immunization coverage and maternal mortality,
which do not rely on NHIS data, and which used internationally established and
rigorous methodologies, confirm this rapid decline in PNG Health Outcomes in the 10

year period leading up to 2006.

6.7 Immunization coverage in PNG
Immunization coverage is often used as a proxy indictor of health services coverage in
developing countries, especially of maternal and child health services. In 2005 an

immunization coverage survey was conducted by NDOH with support from WHO,
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UNICEF and AusAID (Toikilik, Tuges et al. 2010) using the internationally accepted and
validated Expanded Programme on Immunization coverage survey method of
randomly selecting 30 clusters of several children. The survey found that only 66% of
PNG children had received their third dose of their diphtheria, tetanus and pertussis
vaccination (DTP3) before their first birthday (due by 9 months of age), with coverage
as low as 13% in clusters classified as “hard to reach” (i.e. clusters in rural areas and
situated more than 5 kilometres from a HC). Measles vaccine coverage reached only
55% of children nine months or older. The study concluded that the “less-than-ideal
coverage stemmed from a mixed picture of health service issues and lack of health care
access and utilisation.... For almost 80% of women, three main categories of reasons
were offered: parental lack of knowledge or misconceptions; issues with health

services; and problems with transportation.” (Toikilik, Tuges et al. 2010)

The team that carried out the 2005 immunization cluster survey outlined above also
undertook a parallel study with the goal of identifying the “root causes for obstacles to
higher coverage and local solutions” (Clements, Morgan et al. 2006) page 9. For this
study 30 rural PNG Health Centres were selected using a purposive sampling method
(Clements, Morgan et al. 2006). The study found major health worker and also parent
and child carer personal and attitudinal barriers to accessing immunization services in
PNG. The major health system barriers to immunization were - low morale among
health staff; poor housing; poor staff attitude and behaviour towards clients; poor staff
attendance record; unreliable performance and service delivery; diversion of resources
for personal gain; a lack of accountability for clients' wellbeing;, and a lack of passion
for the health and wellbeing of the children of PNG; reluctance to pass on training to

others; a lack of trust from the community towards the immunization services;
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inadequate community participation; culturally determined behaviour patterns that
lead to community violence and a sense of personal insecurity; and the wantok system

of favouritism(Clements, Morgan et al. 2006).

These findings point to major PNG Health System challenges beyond the immunization
program. The findings confirm that by 2005 the performance and capacity of the PNG
Health System was poor. They indicate a Health System which had poor coverage and
reach, especially to rural and remote areas, where the majority of the PNG population

lived and carried the highest burden of disease from TB.

6.8 Maternal Mortality & Child Mortality in PNG

In 2006 a Demographic and Health Survey (DHS) was conducted in PNG with the goal
of providing accurate measures of infant, child and maternal mortality, as well as a
range of other health indicators (GovPNG 2009). The DHS methodology was
developed in order to establish valid and comparable morbidity and mortality data in
countries where HISs are weak, and has been validated in multiple resource poor
settings (GovPNG 2009). The 2006 PNG DHS surveyed 667 clusters, randomly selected
in each of the 4 regions of PNG, with Household, Female Individual, and Male
Individual Questionnaires applied in each cluster (GovPNG 2009). The 2006 PNG DHS

survey data was not reliant on the routine PNG HIS.

The DHS found a Maternal Mortality Rate (MMR) for PNG of 733 maternal deaths per
100,000 live births (MMR of 711 for urban women, 741 for rural women) (GovPNG

2009). It found that 52% of births took place in a health facility and 46% were still
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delivered at home (GovPNG 2009). This was the second highest MMR in the Asia
Pacific region and high compared to the rest of the world (NDOH 2009). The 1996 PNG
DHS using the same standard DHS methodology had found an MMR of 730 maternal
deaths per 100,000 live births. There was a delay in the release of the PNG DHS to
check and re-check the methodology given this very high MMR. When the 2006 PNG
DHS was finally released in 2009, the high and worsening level of the MMR caused a
national outcry, which prompted the PNG Prime Minister, Sir Michael Somare, to
establish a Ministerial Taskforce to examine the reasons for this very high MMR, and

make recommendations (NDOH 2009).

The Ministerial Taskforce’s key finding was that 88-98% of maternal deaths in PNG
were preventable. (GovPNG 2009). With regard to rural health services, where most
of these mothers were dying, it found that “in PNG Rural health has improved very
little in the last 30 years and is at the core of the problem of low maternal health status
- as demonstrated by: proportion of delivery rooms with running water and sinks
decreased; perennial drug supply problems; reduced doctor supervisory visits; aid posts
closed (in 2000 only 63% of the original aid posts are still open); number of health staff
in rural facilities declined by 25% between 1987 and 2000, especially Community
Health Workers; antenatal coverage much lower (and especially for the lowest asset
quintile); contraceptive use low (especially in the lowest 2 quintiles of income; declining
health infrastructure; rates of supervised deliveries remain low and have not greatly

altered in the last decade.” (NDOH 2009)

The Ministerial Task Force was clear in stating a central cause of the very high

Maternal Mortality Ratio being “the decentralization of government roles and
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responsibilities and financing, under the Organic Law, has seriously compromised the
quality and functionality of health services, including maternal health.... The NDOH as
the national steward and policy maker in the health sector has not had the capacity to

meet its new role under decentralization.” (NDOH 2009)

A recurring reason for women choosing not to access PNG Health Services to give birth
was that “PNG people’s confidence in the existing health system is poor.... Women do
not trust the health system to look after them respectfully and safely. Maternity care
can be disrespectful and contingent upon payment of fees. Offensive and demeaning
language by health personnel, and ridiculing of women’s poverty, clothing, parity,
smell, hygiene, cries of pain, or desire to remain clothed is not only disrespectful, but

abusive.” (NDOH 2009)

The 2006 PNG DHS also found that the Under-Five Child Mortality (USMR) was 74.7
child deaths per 1,000 live births (GovPNG 2009). Again this was one of the highest

U5MR in the Asia Pacific Region.

In a 1999 review of child health services in PNG, Duke (1999) concluded “Most
childhood deaths occur in villages, and most children never receive medical
assistance.”(Duke 1999) The review further linked the continuing high child deaths in
PNG to a Health System that had declined significantly in the years since
Independence, and the decline in health services to the fragmentation caused by the
Governance changes brought about by the 1977 Organic Law and 1995 New Organic

law (Duke 1999).
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These survey results and reviews demonstrate a decline in health outcome indicators
due to low capacity and performance in the PNG Health system. But also, by the early
2000s, the emergence of a lack of trust in, and a lack of engagement with the Health
System by the people of PNG. People preferred to die at home rather than to access

the PNG Health System.

The capacity of the state in PNG to provide services had seriously declined in the 10
years following the 1995 Organic Law on Provincial and LLG to the point where many
Papua New Guineans living in rural areas did not come in contact with government
services. A 2005 European Centre for Development Policy Management (ECDPM)
review of the PNG health sector capacity, commissioned by AusAID, using interviews
and focus groups went so far as to say that “for people living in remote areas the state
is neither seen nor felt. It is easier to seek divine intervention for healing than to seek
medical help because people's capacity to access state help is eroded by its lack of

presence'.”(Bolger, Mandie-Filer et al. 2005)

6.9 Conclusion

In this Chapter we have critically examined the evolution of Governance in PNG as a
core component of political commitment in the period up to the 2006 PNG TB DOTS
policy. We have examined the historical evolution of governance structures in PNG.
We described and critiqued the impact of the governance reforms on PNG Health
System governance, health system capacity and performance, and health outcomes.

We have found that the reforms have resulted in fragmentation of the whole PNG
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Health System with a disconnection between the three levels of the Health System,

and minimal or no responsibility or accountability.

The 2003 ADB review of the PNG Health sector concluded that there was a “slow and

steady collapse of the health system in rural areas.”(Asian Development Bank 2003)

During the 2005 field visit for this research found "the collapse of the PNG health
system. As individual administrative and political entities retreated from their
responsibilities to the collective government, they became both less transparent and
less accountable. This resulted in rapidly weakening inter-governmental processes.
Lines of authority between the three tiers of government are largely absent.
Increasingly dysfunctional central government agencies are threatening the integrity of
government services. The public health sector is failing to deliver services to the rural
populations. Throughout, one constant has undermined the performance of all
government agencies: the avoidance of accountability. The result is that under
decentralization neither politicians nor public officials accept, particularly at the
provincial and district levels, accountability and responsibility for delivery of primary
health services and essential public health functions. The impaired government
processes now facilitate avoidance of accountability and, in the process, also impair
their own integrity — the impairment is both a consequence and a cause of the decline.”

(Research Field Notes November 2005)

The decentralization policy was implemented for politically expedient reasons, not for
the benefit of health care; however it had a major detrimental impact on health

services provision in PNG. The reforms were implemented without any consideration
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for addressing the continuing high burden of disease in the PNG population. It
resulted in a marked decline in health services, rather than improvement, especially in

rural areas.

The major constraint to health service provision in PNG was, and is, not financial.
Financial resources to the PNG Health sector in fact increased in the 10 years leading
up to 2006(Asian Development Bank 2003, World Bank 2007). However, the health
outcome indicators did not match this increase in funding; in fact health outcome

indicators, and health service provision indicators, worsened during this same period.

The resulting health governance structures we have examined in this chapter were the
governance structures in place when the PNG DOTS Country Strategic Plan to Stop TB,
2006-2010 Policy (Aia, Yadav et al. 2006) was formulated and were the structures
under which the resulting Round 6 Global Fund Grant Proposal Form - Sixth Call for
Proposals - Expanding and Implementing the Stop TB Strategy in Papua New Guinea

(PNGCCM 2006) was to be implemented from 2006-2012.

Given this PNG Health System contextual background it is now appropriate to
specifically address and examine the capacity of the PNG Health System to implement
a TB DOTS program. We will specifically examine its capacity with regard to
Component 3 — Standardized treatment with supervision and patient support, and

Component 4 - Effective drug supply and management systems.

Central to the TB DOTS policy in PNG is the question, that if the lack of capacity of the

PNG state to implement policy was known in the early 2000s, how did the PNG DOTS

144



Policy address this lack of capacity? If it was not possible to address the significant
capacity issues brought about by the governance structures, why was TB DOTS
adopted as a policy, and funded to the tune of millions of dollars. If it was known by
the early 2000s that the capacity of the PNG State and Health Service particularly was
such that a comprehensive TB DOTS Program could not be delivered, why did donors

support and fund such a program?
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7 Political Commitment and TB DOTS in PNG — Standardized
Treatment & Effective Drug Supply

“Sustained political commitment and leadership are the foundation for any sound
programme to control TB. The legal and regulatory context defines the potential as well
as the structure and policies of the national TB and DR-TB control programmes.
Political commitment is expressed through adequate financial support and appropriate
infrastructure, including facilities and trained human resources. Coordination among
the different components of public and private health programmes and organizations is
essential for successful programme implementation. Sufficient training and retention of
medical and public health personnel depend on long-term government planning and
support.” (WHO 2006).

7.1 Introduction
The aim of this chapter is to describe and critique the capacity of the PNG health
system to deliver a TB DOTS program. We describe and critique the impact of
governance reforms, a direct result of the particular PNG construct of “political
commitment”, on the capacity of the PNG Health System to deliver two key
components of TB DOTS, in the PNG context:
“Component 3 -Standardized short-course chemotherapy for all cases of TB
under proper case management conditions, including DOT. Proper case
management conditions imply technically sound and socially supportive
treatment services” (WHO 2003).
and
“Component 4 - Uninterrupted supply of quality-assured drugs with reliable
drug procurement and distribution systems” (WHO 2003).
as set out in the 2003 "Treatment of TB - Guidelines for national programmes" (WHO

2003), the WHO Guidelines in place when the 2005 PNG TB DOTS Policy (Aia, Yadav et

al. 2006) was developed.

147



We describe and critique the contextual reality of the PNG Health System and the
capacity of the PNG Health System to deliver components 3 and 4 of a TB DOTS
Program leading up to 2006. We ask, was it possible when developing the TB DOTS
policy in PNG to guarantee “technically sound and socially supportive treatment
services”(WHO 2003) (DOTS Component 3), and “reliable drug procurement and
distribution systems” (WHO 2003) (DOTS Component 4). What were the existing
contextual realities with regard to the PNG Health System? What was the capacity of
the PNG Health system to deliver on these two essential components of a TB DOTS
program? To do this we take each of these two components and, in turn, look critically

at the PNG Health System’s capacity to deliver each of them.

7.2 - Component 3 -Standardized short-course chemotherapy for all cases of TB
under proper case management conditions, including direct observation of
treatment. Proper case management conditions imply technically sound and
socially supportive treatment services (WHO 2003).

The goal of an ‘effective’ TB DOTS Program is to detect 75% of TB cases within a
population and to achieve a cure rate of 85% of all sputum positive cases, and in so
doing bring about a reduction of incidence of TB within populations, with the eventual
goal of stopping transmission within populations (Kochi 1991). In order to achieve this
goal a health system has to ensure a “technically sound and socially supportive
treatment services”(WHO 2003). In other words, adequate health services need to be
provided to a sufficient proportion of the population in order to detect 75% of TB

III

cases, and then the health system needs to have the “technical” capacity to deliver
treatment, i.e. direct observation of treatment (DOT) for six months, as per policy. The

“socially supportive treatment” envisaged in the policy means that communities and
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TB patients are not only able to access, but are also supportive of and engage with the
health service providing the TB DOTS Program. So what was the situation with regard
to TB DOTS Components 3 in PNG in the period leading up to the formulation of the TB
DOTS Policy in 2005? To answer this we need to examine what constituted the
primary care system in PNG, how comprehensive and broad based it was in terms of
population coverage, and also the quality of care the PNG health service was able to

deliver.

This matters because we have already seen that in PNG over 85% of the population
live in rural areas, surviving largely by subsistence agriculture, many in quite difficult
geographical settings. The provision of a comprehensive TB DOTS service thus faces
major logistical challenges. We have also seen that rural PNG has some of the highest
TB incidence rates in the world. A well-conducted study found an incidence of 1290
per 100,000 people per year in Gulf Province (Cross, Coles et al. 2014). A Western
Province study, based on Health Centre TB registers, found an incidence of around 500

per 100,000 people per year (McBryde 2012).

In the first section of this Chapter we examine the capacity of the PNG Health System,
in 2005, to deliver Direct Observation of Treatment (DOT). The delivery of Direct
Observation of Treatment, according to the WHO Policy (WHO 2003), requires a well-
functioning Primary Health Care (PHC) structure providing broad population coverage,
in order to diagnose 75% of TB cases, and undertake DOT to achieve an 85% cure of

those TB cases (WHO 2003).
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7.2.1 Provision of Direct Observation of Treatment (DOT) in PNG
In PNG population coverage with basic PHC services, the basis for successful delivery of

DOT, is provided by three key components of the PNG Health System. The PNG Health
System is organized in a pyramidal PHC structure:

1. Aid Posts (AP) form the broad base of this PHC structure. With officially
2,400 APs throughout PNG, each AP serves a population of 500 to 3000
people (Campos-Outcalt, Kewa et al. 1995). Staffed by a Community
Health Worker CHW they provide a basic package of curative and
preventive services to villages throughout PNG.

2. Health Centre (HC) - APs are supervised by a HC which serves a
population of between 5,000 and 20,000 people (Campos-Outcalt, Kewa
et al. 1995). HCs are staffed by a varying combination of Health
Extension Officers (HEOQ), Nurses and CHWs. In the PNG Health System
a CHW has undertaken a 6 to 12 month training program, and a Nurse a
three year training program. The HEO is a cadre of health worker who
falls between a Nurse and Doctor, having completed four years of
training, and able to undertake procedures requiring greater skills than
those of a nurse, e.g. performing a vacuum extraction of an obstructed
labour. These higher-level skills are required in the remote rural
communities of PNG where access is difficult and doctors are absent.
Each HC is managed by an Officer in Charge (OIC) who has an important
role within the HC, as described later.

3. Health Patrols are conducted by HC staff to “clinic points” in those
remote or inaccessible villages within the catchment region of the HC,

that do not have easy access to an AP or HC. These patrols are meant to
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be conducted at least monthly. Health Patrols fill in the gaps in

population coverage, where there is no AP or HC.

This combination of APs, HCs and Health Patrols is designed to provide broad-based
population coverage of PHC services and forms the basis for the potential to diagnose
75% of TB cases and provide the DOT of TB patients that will ensure an 85% cure of TB

cases, set as the goals for a successful TB DOTS Program.

This PHC structure, based on APs, Health Patrols and HCs are the basis of the PNG
Health System. It was the official policy approach of the PNG Government and
National Department of Health through which the PNG National Health Plan 2000-

2010 would be delivered (GovPNG 2000, Asian Development Bank 2003).

7.2.2  Aid Posts — Impact of Governance Reforms & Poor Capacity
In 2006 “Aid-Posts (AP) are (still) the first point of contact of the community with the

PNG Health Service. Staffed by Community Health Workers CHWSs and responsible to
and employed by the District and Provincial Governments they are meant to provide
basic curative and preventative services to the rural population of PNG. The Aid-Post
CHW s refer more complicated cases to either Health Centre (HC) or Provincial
Hospitals. The strength of Aid-Posts is their proximity to villages and thus a capacity to
deliver a basic package of curative and preventive interventions at the community

level” (Research Field Notes November 2006).

The number of Aid Post (AP), and therefore access to health services, actually

increased in the years immediately after Independence. It was estimated that by
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1982, 93% of the PNG population was within 2 hours walk of an AP (Reilly 1990, Duke

1999, Pincock 2006).

Under the 1995 New Organic Law on Provincial and Local Level Government (LLG) the
funding, staffing and maintenance of APs became the responsibility of Provinces and

LLG. However, there was a low level of commitment to health by Provincial and LLG.

These governance reforms brought about significant changes in the management,

functioning and performance of APs.

As Provincial and LLGs suffered budgetary constraints, APs were closed to save on
salaries and maintenance (Duke 1999, Asian Development Bank 2003, Pincock 2006,
Research Field Notes November 2005, Research Field Notes November 2006). As a
result, during the late 1990s, there was a decrease in the number of APs in PNG. So
that by 1998 in the eastern Highlands Province of PNG 82 (56%) of the 147 APs were
closed and many others were derelict, with few drugs and no regular supply of
vaccines etc.(Duke 1999). Retrenchments and staff simply leaving their posts meant
even those APs still officially open were often unmanned (Duke 1999). “APs get closed
because there are problems - sometimes the health workers don’t get paid for a long
time so they leave, it’s too remote so they leave and they don’t get any shipment of
drugs for like a year, so they just close. Like, the plumbing might bugger up and what’s

the point, people move. (Adepoybi - Interview 12th April 2008).

During the period from 1995 to 2005 the closure of significant numbers of APs
continued throughout PNG, albeit with variations in the proportion of closures in the

different parts of PNG. “The loss of Aid-Posts (throughout PNG), from 75% open in
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1995 to 63% open in 2000, is continuing. As the loss of basic services coverage is
extended, unmet demand from the more remote populations increases” (Research Field

Notes November 2005).

By 2006 the National Newspaper (3rcl October 2006), quoted the PHA from Eastern
Highlands Province as saying that “Sixty percent of rural Aid-Posts in Eastern Highlands
province have been closed down due to a number of internal and external factors.
Some of the internal factors include lack of regular maintenance, staff postings, staff
industrial issues and retrenchment exercises. Another major contributing factor is
ineffective deliveries of basic medical equipment and supplies. External factors include
law and order, politics, tribal fights and land compensation issues, lack of political and

community support” (Zachery Per 3rd Oct. 2006).

The 2006 field visit found that APs are “described as the backbone of the nation’s
health and yet a large proportion are closing down. Because of its importance, the
status of the Aid-Post system needs to be reviewed to address the declining trend. The
roles of Aid-Posts must be broadened to include more preventive and promotive
activities. With the continuing high burden of disease and emergence of HIV/AIDS in
rural populations, PNG cannot afford this rapid decline in the provision of primary level

rural health services” (Research Field Notes November 2006).

Due to the large number of closures of APs by 2006, instead of being within two hours
walk of an AP, as was the case at Independence, “some villages now must travel up to
4 days to reach medical aid” (Pincock 2006). One interviewee noted that “the system

is broken and it’s continuing to deteriorate, APs which are the first line of health service
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delivery, a lot of them are shut, and so people are forced to walk over mountains,
across rivers, on little mountain paths, to get to the next, closest health service provider
and that may just be another AP, and APs are generally staffed by a person called a

CHW” (Anonymous 1 - Interview 10th April 2008).

In PNG the further people have to walk the less likely they are to access treatment. A
study conducted in 1998 in the Wosera District of East Sepik Province examined the
effect of distance to a HC on attendance for treatment when sick. The study found
that when people had to walk further than 3.5 km there was a 50% decrease in
attendance for significant illnesses such as pneumonia and diarrhoea (Miiller, Smith et
al. 1998). People in PNG are not able, due to terrain, geographical isolation, fear of
violence, and cost of transport to travel long distances to access health services, even

in the case of life threatening illness (Miller, Smith et al. 1998).

This marked decline in the number of APs and the resulting low level of coverage with
health services provided the context, at the PHC level, for the development of the
2006 TB DOTS policy. With 50% to 60% of APs closed, the population coverage of and
access to the PNG Health System was limited, kept declining, and had been declining

significantly in the ten years leading up to the adoption of the 2005 PNG TB DOTS

policy.

7.2.3 Health Patrols — Impact of Governance Reforms & Poor Capacity
In those rural and remote villages where there was no fixed AP or HC, Health Patrols

were carried out regularly, usually on a monthly basis, from the closest HC to

designated “clinic points” in rural and remote villages that do not have an AP or HC.
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This meant that there was population coverage with health services, even in the more
remote parts of PNG. It was the combination of Aid-Posts, with regular Health Patrols
where needed, that provided a comprehensive PHC service. “The Health Patrols were
often the only contact rural villages had with the provision of services by the
government. ... It is through outreach (health patrols) that most children, mothers and
the community in general come into contact with preventive and public health

activities” (Research Field Notes November 2005)

Health Patrols, by achieving population coverage, are seen as essential to
implementing the 2000-2010 PNG National Health Plan (GovPNG 2010), and are an
indicator in the PNG National HIS. “Outreach Patrols from all HCs in PNG are a priority
... and are essential to achieving the NDOH Public Health Strategic Directions.
Outreach is an indicator in the NHIS and is to be reported and reviewed on a quarterly

basis”(Research Field Notes November 2006).

Following the 1995 New Organic Law on Provincial and LLG there was a rapid, dramatic
decline in the number of Health Patrols to rural villages. “Although they are considered
very important by the HC staff, outreach services are often not carried out due to lack
of resources. Sufficient transport and an operational budget in the HCs would go a

long way to assure that patrols are carried out” (Research Field Notes November
2005).

By 2006 the PNG HIS indicated that “only 50% of outreach patrols planned are actually
carried out and there is no indication of this improving. This critical activity appears to

be given low priority in HC activities” (Research Field Notes November 2006).
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The 2006 field visit confirmed that “in those HCs visited there had been no
Patrol/Outreach activities in the previous twelve months to the designated clinic points.
Further there had been no supervisory visits by Provincial Health or District Health staff

to those HCs in the preceding twelve months” (Research Field Notes November 2006).

By 2006, 50% or less of Health Patrols were being carried out. Again this decline in
health service coverage of rural and remote villages in PNG by Health Patrols was the

context for the development of the 2006 PNG TB DOTS policy.

7.2.4 Health Centres — Impact of Governance Reforms and Poor Capacity
Besides Aid Post and Health Patrols, the third and equally important component in the

provision of Primary Health Care services in PNG, and therefore also central to the
implementation of a TB DOTS policy, is the Health Centre (HC). As we have already
seen in the PNG PHC hierarchy HCs are placed above APs serving a population of 500
to 3,000 (Campos-Outcalt, Kewa et al. 1995). The 1995 New Organic Law on Provincial
and Local Level Government resulted in the funding, staffing and maintenance of HCs

becoming the responsibility of LLG (Districts) (Asian Development Bank 2003).

7.2.4.1 Health Centre - Staffing and Management
Each HC is staffed by a varying combination of HEOs, Nurses and CHWs. Managerial

responsibility for each HC is with an Officer in Charge (OIC), either a HEO or Nurse, who
takes responsibility for the management of the HC, and provides oversight of the
implementation of the HCs Annual Activity Plan (AAP). The AAP sets out the activities
the HC will conduct in each 12 month period; this includes provision of curative
services, health prevention / promotion activities with regard to disease control

programs (HIV, Malaria, TB DOTS etc.), supervision of APs and conducting Health
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Patrols to the designated “clinic points” in rural and remote villages. The AAP activities
are also meant to determine the amount of money the HC receives from the District
and Provincial Administration for that year. HC AAP’s are meant to be developed in
consultation with the PHA and PHO so that the HC AAP aligns with the Public Health
Strategies as outlined in the 2000-2010 National Health Plan (Research Field Notes

November 2005, Research Field Notes November 2006).

Before and for a short period after Independence, each District had its own DH, staffed
by a District Medical Officer. With the decline in rural health services DHs no longer
have doctors working at this level and are now staffed by HEOs, Nurses and CHWs, and

are, in effect, large HCs within the PNG Health System.

7.2.4.2 Health Centre - Officer in Charge (0IC)
The OIC role is crucial to the efficient and effective functioning of the HC. “The role of

the OIC in each DH or HC is the crucial person in communicating information about the
activities outlined in AAPs. The OIC is also crucial in submitting requests for (HC) funds,
ensuring the appropriate acquittals are returned to the Provincial (Health Office) and
also for other crucial administrative responsibilities such as signing requisitions for

medications. (Research Field Visit Notes May 2007)

As with management skills at National, Provincial and District levels the performance
and capacity of OICs is generally poor because OIC appointments were, and are, often
based on nepotism and wantokism, rather than ability. “/n some of the DHs and HCs
the OIC was absent for several weeks at a time for various reasons - on PHO activities,

retired but not replaced as yet, suspended for inappropriate use of funds, etc. So AAP
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activities are not happening and staff not being informed of AAP activities. Therefore
the OIC can be a major source of “the bottleneck” in implementing the AAPs and

achieving the Public Health Strategic Directions” (Research Field Visit Notes May 2007).

In Provinces with access and transport difficulties it is not possible for the HC OIC to be
involved in the preparation of the AAP e.g. “In Western Province due to difficult access
and cost of transportation it is not possible to involve the OIC in the preparation of the
AAP” (Research Field Visit Notes May 2007). In these settings HC staff are not even

aware of NDOH Public Health Strategic Directions and new policies.

7.2.4.3 Health Centre - Human Resources
Human Resources are a major problem in HCs throughout PNG. During the 2007 field

visit it was noted that “the human resource problem at Provincial and District level is
well known and well documented. Districts are unable to attract or retain medical
officers and current production rates are not expected to make an impact on the
shortage of nurses and CHWs. The skills mix at centres is poorly considered, and good
staff are unable to adequately perform their roles through lack of essential
complementary staff and resources. Morale is frequently poor and staff discouraged”

(Research Field Visit Notes May 2007).

In rural and remote areas where access and transport to many HCs are difficult “there
is serious doubt about the provision of services in these facilities i.e. staffing levels,
adequate provision of essential medicines, vaccines and equipment” (Research Field

Notes November 2006).
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Despite these constraints “you do have health facilities out there that have got staff,
who come to work every day, and they are not delivering much in the way of health
care because they don’t have drugs or nobody shows an interest in what they are
doing, or they don’t really know what they are doing, and nobody is motivating them
and there is an essential piece of equipment that is broken and has been broken for 2

years”(Anonymous 4 - Interview 18th June 2008).

7.2.4.4 Health Centre - Supervision & Support
The PNG National Health Plan 2000-2010 emphasizes the importance of supportive

supervision and on-site training (GovPNG 2000). Two of the PNG National Health Core
Indicators are:
“18. The proportion of HCs with staff receiving at least one supervisory visits per
year” and
“19. Proportion of Health facility staff receiving at least one competency based
in-service training session each year.” (Asian Development Bank 2003)
Under the Public Health Administration Act of 1997, which outlines the roles and
functions of the National, Provincial and District level health services in PNG; the
Provincial level was required to conduct regular supervisory visits to each of the HC
within the Province. This was, and is still is, meant to provide oversight of

implementation of the HC AAP as well as on-site training in existing and new health

programs(Research Field Notes November 2006).

Under the Public Hospitals Act of 1995 Medical Officers are meant to conduct
supervisory visits to HCs also on a regular basis, with a view to ensuring curative and
treatment protocols are being carried out in accordance with NDOH treatment

guidelines.
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However, by 2005 “the percentage of HCs that had at least one medical officer visit per
year declined from 37% in 2003 to 26% in 2005 (provincial range: 9%-60%). The
percentage of HCs that have received at least one supervisory visit from the PHO per
year declined from 50% in 2003 to 44% in 2005 (provincial range: 10%-90%)” (Research
Field Notes November 2006). There was “a continuing downward trend for support
and supervisory visits from provinces to districts and health facilities by medical officers
and provincial health staff. Supervision in general is not a priority in the majority of the

provinces” (Research Field Notes November 2006)

The reality was that by 2005 these supervisory visits had declined significantly. The
governance reforms of the 1995 New Organic Law on Provincial and LLG meant that
there was a complete disconnect from the National to the Provincial, as well as from
the Provincial to the LLG (HC and AP) level. A lack of supervision by managers from the
District and Provincial level meant that national policies and programs such as TB DOTS
had no effective means of reaching the HC and AP level, or of effectively being

monitored should such a policy come onto the PNG health policy agenda.

7.2.4.5 Health Centre - Funding, Infrastructure and Staff Morale
Funding of Health Services was not a priority at both the Provincial and LLG levels. By

2005 very little recurrent budget was actually getting down to the primary care level -
“overwhelmingly there are minimal resources reaching the HCs, Sub-HCs and Aid-Posts
from recurrent (PNG Government) funding arrangements. Many places rely on donor
contributions through the Health Sector Improvement Program (HSIP) i.e. the donor
funded Health Sector, SWAp) for the most basic services” (Research Field Notes

November 2005).
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As a result of funds not reaching the HC level there has been a lack of maintenance in
both the HC and also HC staff housing. “A constant complaint repeated in all provinces
visited is the lack of maintenance and repair of staff houses, health facilities, and
vehicles. Capital investment is a provincial and not a national responsibility. At facility
level, the poor infrastructure and equipment, the inadequate supply of essential drugs,
the lack of functioning transport, the unavailability of cash for outreach activities, and
the lack of supportive supervision impede health services delivery. Health staff are
often demotivated by the lack of response to their problems as well as deteriorating

living conditions” (Research Field Notes November 2005).

Despite these major constraints there were still “dedicated staff working under
intolerable conditions: poor water supplies, poor management and supervision, a lack
of information and communication, limited finances, equipment, resources and

accommodation” (Research Field Visit Notes May 2007).

7.2.4.6 Health Centre - Communities and Quality of Care
There was at the HC level little engagement with communities to involve the

communities in the provision of services and to carry out Health Promotion activities
and campaigns. During the 2006 field visit this research draws on it was noted that
“the services offered at HCs are often limited to treatment services only .There was no
evidence of engagement with communities to plan and participate in other Health
Promoting activities such as Healthy Villages Projects or Village Health Volunteers

(VHV).With a few commendable exceptions there is a seeming disconnect between
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Health Workers and Health Promotion activities” (Research Field Notes November
2006).

All of these factors, along with inadequate ongoing staff training to maintain
professional standards, have an impact on the community’s perception of the quality
of care provided in HCs. Those people who are able to do so, by pass what they
perceive as poor quality care. “Problems with declining quality of training of key
cadres have contributed to a real and perceived loss of quality of care in many centres.
Patients are bypassing these centres to seek services from hospitals or larger HCs,

where the quality of care is seen to be better”(Research Field Notes November 2006).

7.2.4.7 Capacity to provide Direct Observation of Treatment
In PNG PHC services to the broad population is based on APs, Health Patrols and HCs.

It was this broad-based PHC System that provided the basis for a TB DOTS program,
and particularly the DOT competent of TB DOTS, that would meet the WHO TB DOTS
policy requirements (WHO 2003).

However this research finds that the PNG Health Systems capacity to undertake DOT
for six months had declined significantly due to:

1. Aid Post closures — by 2005, 50% to 60% of APs had closed across PNG. The
majority of these AP closures had taken place in rural areas with the highest
incidence of TB in the ten years before the 2006 TB DOTS Policy.

2. Health Patrols, which had provided regular patrols to those areas not served by
an AP or HC, were not taking place for a variety of reasons — lack of funding and
transport, lack of supervision and accountability for HC programs and activities

from the Provincial or District level.

162



3. Health Centres had been in decline in the period since Independence but this
had accelerated with the reforms of the 1995 New Organic Law, leading to low
staff morale due to little of no funding reaching HCs, poor and deteriorating HC
and staff housing infrastructure and maintenance, high levels of absenteeism
and “ghost workers”, and as a result a decline in quality of care and perceived
quality of care by communities, as well as low levels of engagement by the
community with their health and health services.

4. The key Health System components at the HC and AP level (Human Resources,
Financing, and Service Delivery) had declined considerably.

5. There is a lack of Leadership and Political Commitment at the National,
Provincial and District level to address these major policy issues.

A national PNG TB DOTS policy must address these fundamental Health System
contextual issues to be able to provide DOT to achieve 80% population coverage and

cure 75% of TB cases.

7.3 7B - “Component 4 - Uninterrupted supply of quality-assured drugs with
reliable drug procurement and distribution systems” (WHO 2003)

Similarly, with regard to TB DOTS Component 4 — Effective Drug Supply & Management
System, the capacity of the PNG Health System to provide and manage an effective
drug supply and management system had been in significant decline in the decade
leading up to the adoption of the 2006 TB DOTS Policy. The PNG Health System was

not able to provide an effective regular supply of drugs to HCs and APs.
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In order for the PNG Health System to deliver Component 4 - Uninterrupted supply of
quality-assured drugs with reliable drug procurement and distribution systems of a TB
DOTS Program, we need to understand why these regular stock-outs were (and still
are) taking place, i.e. what were the constraints in the PNG pharmaceutical supply

chain that a TB DOTS policy needed to address.

7.3.1 Organization of Pharmaceutical Supplies in PNG
The 1995 New Organic Law on Provincial and LLG had a significant impact on the

provision of pharmaceuticals and drugs to the Provincial and District level in PNG. The
Medical Supply Branch (MSB) in the National Department of Health (NDOH) became
responsible for:
1. Purchase of all pharmaceuticals for the PNG Health System through a
competitive tendering process, and

2. Maintaining regulatory control over all pharmaceuticals imported into PNG.

The MSB supplies pharmaceuticals to the Provinces. Based on requisitions submitted
to the MSB by the Provincial level Area Medical Stores (AMS), pharmaceuticals are
shipped to the AMS. The MSB no longer has responsibility for pharmaceuticals once
they reach the AMS. The AMS is then responsible for the distribution of the
pharmaceuticals to Provincial and DHs, HCs and APs. HCs and APs complete and
submit requisitions to the AMS, based on need. The AMS is then meant to supply
pharmaceuticals to HCs and APs, in a timely fashion (Research Field Notes November

2006).

However, by the late 1990s the inability of the AMSs to supply essential drugs to HCs

and APs reached crisis point with frequent "stock outs" of essential medicines
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(Anonymous 1 - Interview 10th April 2008, Ongugo - Interview 22nd November 2010,

Duke 1999).

This had not improved by 2006 with less than 60% of HCs having an adequate supply of
essential medicines. It was noted in field notes for this research that “availability of
adequate supplies is affected by the inefficient system as a whole (procurement,
distribution, management at AMS and facility level, non-coordinated push/pull system).
Drug availability has been unacceptably low during the past five years with the NHIS
reporting the national average of months that hospitals and HCs are adequately
stocked (i.e. none of the key medicines is out of stock) varies between 56 and 59%.

There is high variation between provinces” (Research Field Visit Notes May 2007).

7.3.2 Aid Post and Health Centre Medical Kits
By 1998 the shortage of drugs and supplies to APs in rural PNG had reached a point

where APs were not able to provide a basic level of medical care due to drug
shortages. As a result, in 1998 the ADB took on responsibility, through its Health
System Development Project (HSDP), to assemble and supply AP Medicine kits, via a
private contractor, as well as providing transport for the distribution of the AP Kits.
This AP Kit supply mechanism was completely separate from the Government’s AMS
routine drug and medical supplies requisition scheme that was meant to supply

APs(Asian Development Bank 2003, Research Field Visit Notes May 2007).

In 1999 AusAID commenced a similar project to supply HC medicines kits. Again the
preparation and supply of HC Kits was by a private contractor, bypassing the AMS
requestion mechanism. Initially seen as an interim measure this had, by 2006, become

an integral element of the pharmaceutical supply chain to HCs (Anonymous 1 -
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Interview 10th April 2008, Adepoybi - Interview 12th April 2008, May - Interview 17th

June 2008, Research Field Visit Notes May 2007).

The result was that by 2006 medical supplies to rural and remote HCs and APs were
being delivered by three separate supply mechanisms, due to the significant ongoing
managerial problems in the AMS. One system through the PNG NDOH AMS routine
pharmaceutical requisition system; one through a private contractor to supply HC kits;
and another also through a private contractor to supply AP kits. The latter two had
initially been established as a short term measure until the AMS system had been

strengthened (Research Field Notes November 2006).

7.3.3 Area Medical Store — Provincial Level
The effects of a lack of accountability, a lack of responsibility for actions, and low

management capacity had a significant impact on performance in the Area Medical
Store (AMS). During the field trip for this research it was observed that whilst medical
supplies were reaching the provinces, these supplies were not distributed from
Provincial Health headquarters to facilities in a timely manner with drugs being held up
for weeks or even months (Research Field Visit Notes May 2007). The lack of transport
to distribute drugs was the most common reason given for this hold up. But also
inadequate stock management practices at AMS lead to wastage of supplies (expiry;
damage, high risk for theft) and stock-outs. Performance of AMS is below standard
e.g. long lead times as reported by clients; not service oriented; lack of communication
etc.(Research Field Visit Notes May 2007). This was confirmed by interviews and
reports (Anonymous 1 - Interview 10th April 2008, Anonymous 2 - Interview 11th April

2008, Adepoybi - Interview 12th April 2008, Ongugo - Interview 22nd November 2010).
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As part of the fragmentation of the health system, supervision of the provincial level
AMS from the national level NDOH Medical Supplies Branch (MSB) was very weak.
Similarly, accountability for performance by the AMS to the MSB was weak, as with
other components of the PNG Health System (Research Field Visit Notes May 2007).
The MSB and AMS also suffered significant human resources, as well as governance
and organizational, weaknesses and challenges, with a high staff vacancy rate, and
high rates of staff absenteeism(Research Field Visit Notes May 2007). Those provinces
with trained pharmacists (i.e. greater human resource capacity) had fewer problems

with the management and supply of drugs (Research Field Notes November 2005)

In summary it was found during the 2007 field visit that distribution of pharmaceuticals
from AMS to hospitals and provinces, and from provinces to health facilities was
fragmented and ad-hoc; distribution plans are not available in most places; money to
pay for transport is not released on time and/or insufficient (in one provincial transit
store visited, the HC kits about to expire were piling up). Consequently supplies
available in the system were not reaching health facilities and patients (Research Field
Visit Notes May 2007). This was especially so in the mostly rugged rural and remote
areas of PNG (Research Field Visit Notes May 2007). The absence of essential
medicines was a major factor in people not attending HCs and APs(Research Field Visit

Notes May 2007, Research Field Notes November 2005)

7.3.4 Medical Supplies Branch of National Department of Health — National Level
At the MSB national level there was no comprehensive drug management information

system in place that provided routine information for assessing performance of the
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medical supply system “including, e.g. supplier lead times, analysis of which items
consume the largest share of the budget, province’s share of distributed supplies in
money terms, lead times and order fulfilment rate per AMS, availability of vital supplies
in the system” (Research Field Visit Notes May 2007).

As “estimates of national requirements for procurement purposes are based on
unreliable and incomplete data; either too much or too little is being procured and
emergency procurement at higher prices becomes necessary” (Research Field Visit

Notes May 2007).

The problem with drug supply “is not one of financing for pharmaceutical supplies in
PNG. The recurrent budget and donor partner funding levels for drugs in PNG was
sufficient to meet the needs of the PNG Health System and population” (Research Field

Visit Notes May 2007).

7.3.5 Capacity to provide quality-assured drugs with reliable drug procurement and
distribution systems (DOTS 4)
To summarize, with regard to the PNG Health Systems capacity to deliver TB DOTS

Component 4, this research has found:

1. Frequent “stock-outs” — drug supplies to the Primary Care level are not
organized to guarantee a regular supply of drugs; frequent disruptions to drug
supply occur with periods where over 60% of HCs do not have essential
medicines.

2. No druginformation system, resulting in frequent over- and under-ordering of
drugs, with the need to purchase emergency supplies at higher cost to the PNG

Health System.

168



3. Poor or absent communication and accountability with regard to drug
procurement and distribution.

4. Inadequate Human Resources to manage the drug supply in PNG with
insufficient trained pharmacists and pharmacy technicians to ensure
appropriate management of pharmaceutical supplies within the PNG Health
System.

5. There were sufficient levels of funding from donors and the recurrent budget
to supply the required pharmaceuticals to the PNG population.

6. In order to maintain supplies of drugs to the Primary Care Level, parallel
pharmaceutical supply systems are required via AP Kits and HC kits, with donor
funds and managed though the private sector, to ensure drugs reach APs and
HCs.

7. There is a lack of Leadership and Political Commitment at the National,

Provincial and District level to address these major policy issues.

7.4 Conclusion

The capacity of the PNG Health System to deliver primary care services had declined
during the 1980s and 1990s. The New Organic Law of 1995 and the resulting
governance reforms entrenched clientelism, wantokism, nepotism, low standards of
management and corruption in the PNG Health System, accelerating this decline in the
ten years before the 2006 TB DOTS Policy. The PNG Health System was not immune
from the impact of the governance reforms. There was limited leadership and political
commitment to address these fundamental structural governance barriers. This
provided the policy context for the 2006 TB DOTS Policy that needed to be addressed

to successfully implement the policy.
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“The slow and steady collapse of the health system in rural areas. The causes for these
failures (in the health system) are complex, including cultural and social issues in
personnel management, but many are rooted in the breakdown of the vertical
integration of health services brought by the New Organic Law. Decentralization can
alleviate overloading of central government and improve access to decision-making
and participation by more people. However, decentralization can also lead to
deterioration in the use and control of resources if the administrative capacity is
lacking, which is the case in Papua New Guinea.” (Research Field Notes November

2005)
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Part 4 - Agenda Setting of 2006 PNG TB
DOTS policy

Part 4 of this thesis deals with Objective 3 - To describe and critique the 2006 PNG TB
DOTS Policy Agenda Setting Process from 2004 — 2006. Part 4 examines in detail the
role of various policy actors — the power relationships between PNG and international
donors, the influence of international advisers on the PNG policy process, and the
sequence of events in this period which moved TB DOTS onto the policy agenda in PNG
in the period from 2004-2006 resulting in the 2006 PNG TB DOTS Policy:

e Chapter 8 - Agenda Setting and International Actors in the 2006 PNG TB DOTS
Policy describes and critiques the policy actors at the regional and global level
who exert significant influence and power in the 2006 PNG TB DOTS policy
agenda setting process.

e Chapter 9 - Agenda Setting within PNG 2004-2006 in the 2006 PNG TB DOTS
Policy describes and critiques the agenda setting process in the 2006 PNG TB
DOTS policy, the role of key policy actors and entrepreneurs in PNG in that

process PNG during this period.

The first relevant research method for Part 4 of this thesis is the multiple streams
framework which finds that policy making does not proceed neatly in stages, steps or
phases (Kingdon 2011). The multiple streams framework identifies three independent
policy making streams which flow through the policy process all at once, each with a

life of its own (Kingdon 2011):
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1. The problem stream refers to the process by which, out of multiple policy
problems confronting society and government, one particular policy problem
becomes of sufficient importance as to come to the attention of policy makers
(Buse, Mays et al. 2006).

2. The policy stream consists of “the ongoing analyses of problems and their
solutions together with the debates surrounding their proposed solutions.”
(Buse, Mays et al. 2006).

3. The politics stream “operates quite separately of the other two streams and is
comprised of events such as swings of national mood, changes of government
and campaigns by interest groups.” (Buse, Mays et al. 2006).

The politics stream takes place at the political level, when a problem becomes
sufficiently important to require a policy to respond to the problem. It is only when
these three streams come together in what is a policy window that the policy moves

onto the government’s policy agenda.

It is the context, actors, process, content methods (Walt and Gilson 1994, Buse, Mays
et al. 2006) adaption of the three streams framework to resource poor settings which
enables to undertake an analysis of the power structures and relationships in the
policy process which makes this method also relevant in this Part 4 of the thesis.
Critically examining and understanding the role of power in relationships in the policy
process is crucial in low and middle income countries, where complex external power
relationships with aid donors, technical adviser’s etc. influence the policy process. This
framework enables the researcher to critically examine and understand the dynamic
and complex PNG TB DOTS policy process — the actors (internal and external) including

the power relationships between those actors, the complex PNG policy context
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(cultural institutions, governance and health system), and the capacity to formulate
and implement health policy in PNG, which means this framework provides a relevant

method to undertake analysis of the 2006 TB DOTS Policy in PNG.
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8 Agenda Setting and International Actors in the 2006 PNG TB DOTS
Policy

8.1 Introduction

The aim of the next two chapters is to describe and critique the agenda setting process
leading to the adoption of the 2006 PNG TB DOTS policy. We are interested in the
roles, the interactions and relationships between the policy actors within PNG, but just
as importantly within the region and globally, in the agenda setting process for the
2006 PNG TB DOTS policy. We are particularly interested in understanding where

power lies in these relationships and how it is exercised.

The aim of this chapter is the describe and critique the roles international policy actors
played, why they took those roles at that particular point in time, as well as their
interactions with each other during the period from 1997 to 2006, leading up to the
adoption of the 2006 PNG TB DOTS policy. These roles and interactions provides the

international policy context for this agenda setting analysis.

To identify the global and regional actors in the 2006 PNG TB DOTS Policy process we
start by examining how and by whom the PNG health sector is funded. Whilst it is the
PNG Government, through the National Department of Health, the provincial and
district level governments who have statutory responsibility for health policy
formulation and implementation in PNG it is the funders of the PNG health services
who exercise the most power in the health policy agenda setting process in PNG. If
these actors do not agree to fund the policy then it is a policy in name alone and has

no chance of implementation.
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We use the multiple streams framework (Kingdon 2011) which identifies three policy
streams — the problem stream, the policy stream and the politics stream, which come
together in a policy window for the policy to come onto the policy agenda. As a major
component of each of the streams takes place at the regional and global level by and
with international donors we use the context, actors, process, content method
adaption of the multiple streams framework to analyse the power relationships which
drove the 2006 TB policy process. It is the part of the policy process which takes place
outside of PNG, dominated by the global and regional actors, which we analyse in this
chapter. Given the power exerted by these policy actors we deal with this regional and

global process before moving to the agenda setting process within PNG.

8.2 PNG Dependence on Donor Assistance for Health Service Provision
PNG was, and remains, dependent on donor partners (DPs) for one third to half of its

Annual Health Budget, (Table 7).
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Table 7 — Total PNG Health Expenditure / Appropriation 2001-2005

2001 exp | 2002 exp 222; 2004 exp 222; 2&?}?2 zggg
Government 264.7 2433 280.5 324.9 3413 | 395.1 392.0
DPs 109.2 179.3 1313 150.3 1296 | 189.0 122.6
Total (nominal) 374.0 4226 411.8 475.2 470.9 | 584.1 514.6
Share of total Government/DP
Exp/App 10.6% 10.8% 10.5% 10.9% 96% | 11.6% | 8.7%
Government share of Exp/App 70.8% 57.6% 68.1% | 68.4% 725% | 67.6% | 76.2%
REAL EXPENDITURE (base year 2001)
Government 264.7 217.6 218.7 2482 | 258.1 2901 | 289.8
Development Partners 109.2 160.4 1024 114.8 98.0 138.8 90.7
TOTAL (Real) 374.0 378.0 321.1 3630 | 356.1 4331 | 3804
Total Real Exp/App per capita 69.8 68.9 57.0 62.7 59.8 70.8 62.2
Personnel Emoluments 179.1 167.6 159.7 1704 | 1566 166.8
Goods/Services/Capital/Transfer 104.8 210.4 161.5 102.6 189.1 2029

Source: NDOH Planning and Administration, Final Annual Sector Review (ASR) report, 2006; 2006 Public Health Service Report—2006 actuals adjusted to
add in an estimated Kina7 1 million of AusAID spending outside the trust account and not reported to the NDOH

(nominal and real Kina (millions))
Source: (Foster, Condon et al. 2009)

In the period from 2001 to 2006, there was an increase in both PNG Government and
donor partners annual expenditure on Health in PNG for 264.7 million kina to nearly
392.00 million kina(Foster, Condon et al. 2009). However, the “Real Expenditure”, i.e.
the actual amount spent on health, was significantly less than the amount allocated to
health. This was because of the very limited capacity to move health funds, both
recurrent PNG Government and donor funds, from the central Port Moresby Ministry
of Finance to the provincial and district levels. This had a major impact on health

services provision and health outcomes, as we have seen in detail in Chapters 6 and 7.
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8.3 Australia as an International Policy actor in PNG

It became apparent from the interviews and field notes for this research that one of
the major influences or policy actors in TB Control in PNG was and is Australia.
Australia’s role requires close examination (Konstantinos - Interview 7th May 2008,
Adepoybi - Interview 12th April 2008, Research Field Visit Notes May 2007, Research

Field Notes November 2006).

Australia was the colonial power governing PNG from 1918 until PNG independence
from Australia in 1975. Besides being the former colonial power and largest bilateral
donor of development assistance to PNG since Independence, Australia has a common
maritime border with PNG, the Torres Strait. The Australian border extends up to the
high tide mark on the PNG side of the Torres Strait, see Map 9.1. The majority of the

Torres Strait Islands between Australia and PNG are Australian territory.
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Figure 3 -- Map of the Torres Strait region, showing the boundaries between
Australia and Papua New Guinean territory
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Further, there are long-standing kinship links between the citizens of the Western
Province of PNG, and the Australian Torres Strait Islands, which were only separated
by the border determined in 1978. The Torres Strait Treaty of 1978 ensures the
freedom of movement of Australian Torres Strait Islanders and Papua New Guinean
citizens from the Western Province of PNG for cultural ceremonies, trade and marriage
(Burmester 1982, Arthur 1992, Lawrence 1998). For these reasons, Australia has been
the largest aid donor or Development Partner (DP) to PNG since Independence in

1975.
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Table 8 — Net Aid and Australian Aid to PNG and to the Health Sector (AUD millions)

2001 2002 2003 2004 2005 2006
Net ODA to PNG AUD Mns M33 | 3441 | 387 | 3823 | 3549 | 4154
AusAID to PNG AUD Mns 2081 | 3214 | 3215| 3270| 3066 | 3227
AusAID share in total net ODA (%) 721 934 97.8 85.5 86.4 777
Health ODA to PNG AUD Mns 60.6 814 | 564 | 649 | 547 83.2
Health share in total aid (%) 14.7 236 172 170 | 154 20.0
AusAID to health AUD Mns 477 597 | 543 | 43| 36| 389
AusAID share in health aid 787 733 93| 683 705 46.8
Real DP health spend, 2008 AUD per head 121 173 108 118 98 135
Real AusAlID health spend, 2008 AUD per head 95 127 104 8.1 6.9 6.3

Source: (Foster, Condon et al. 2009) page 18

As can be seen in Table 8, Australia, through its then development agency AusAID,
contributed between 70% to greater than 95%, of all annual Overseas Development
Assistance (ODA) to the PNG Health Sector in the period from 2001 to 2005 (AusAID
2006, Senate of Australia Official Committee Hansard 2006, Foster, Condon et al.
2009). This dropped to 46.8% of all Health Sector DP aid in 2006 (Table 8) as a result of
the large 2003 Round 3 GFATM Grant for SUS20m for Malaria Control (Aug 2004 to
31°" July 2009)(GFATM 2004) and 2004 Round 4 GFATM Grant for HIV/AIDS
$US17.5mill (1° Sept 2005 to 31° August 2010)(GFATM 2004), both projects coming
online in PNG in 2006 combined with Global Alliance for Vaccines and Immunisation

(GAVI) funds(Foster, Condon et al. 2009).

8.4 Australia’s Move from Direct PNG Budgetary Aid, to Individual Bilateral Project
Based Aid 1995-2000

Direct budgetary support by Australia to the PNG Government Budget was in place

from independence in 1975 to 1995, amounting to $300 mill per year on average

180




during this period. With direct budgetary support, the PNG Government had total

control over how those funds were expended.

In 1995 Australia took the policy decision to move its development assistance from
direct budgetary support to the PNG Government, to bilateral individual project based
donor support. These individual bilateral projects were managed by private
contractors, not through the relevant PNG Government Departments, such as the PNG
Department of Health.

“AusAID is the biggest donor in the health sector. Australia has provided
general budgetary support of approximately SAus300 million per year to the
government of Papua New Guinea. In a change of policy, budgetary support
has been phased out in favour of project aid between 1995 and 2000. Early in
this transition, AusAID focused on hospital management and operations as well
as providing assistance in the training of health professionals. The Health
Sector Support Program, which provides comprehensive assistance to NDOH
and targets six provinces, came online in 1998-1999. The Women and
Children’s Health Project, designed to improve vaccination coverage and
women and children’s health extension activities nationwide, began
implementation in earnest during the same period” (Asian Development Bank
2003).

Despite this policy change the Australian Government guaranteed that development
assistance funding to PNG would remain at SAus300mill:
“The change from direct budget support from the aid program to jointly
programmed aid was completed in 1999. Australia’s aid program in PNG will be
significantly more effective, transparent and accountable. A maximum
indicative annual planning figure of 5300 million nominal will be provided,
subject to performance against benchmarks” (Downer 9th May 2000)
This was a major policy shift and one that was not fully endorsed by the PNG
government. The projects were much more specific and the private contractors had

full control of the funds. It also meant the PNG Government now had to meet all of its

recurrent budget costs. This marked a major change in the relationship between PNG
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and Australia and how donor assistance between the two countries was delivered and
managed.

Figure 4 — AusAID support to the Health Sector in PNG Major Activities

1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

WCHP $48 million
HSSP $131 million
MEMP $22 million

HSRF' $33 million

CBAC! $40 million
HSPS2 $4 million

THS' $6 million

UPNG's MSSP! $3 million

WHO technical support! $3
million

HIV/AIDS'3 $16 million

Notes: 1 - ongoing activity
2 — Health Sector Procurement Support Project
3 — Health program response to HIVAIDS

Source: (Foster, Condon et al. 2009)

As can be seen in Figure 4, Australia continued to provide major bilateral project
health sector funding to PNG from 1998 to 2008 across those parts of the health sector
that were essential to the provision of basic health services. The Women’s and
Children’s Health Project (WCHP) (SAus 48mill) provided funding for all key parts of
Women and Children’s Health services in PNG from the national, provincial, down to
the district level, with Australian technical assistance, training and supplies(Asian
Development Bank 2003). The Health System Strengthening Project (HSSP) (SAus131
mill), was the largest single bilateral health project providing broad assistance to the

National Department of Health, and also at the provincial and district levels for
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management and technical support down to the procurement and delivery of drug kits
for HCs and APs from 2001 onwards. These drug kits made up for major deficiencies in
the routine PNG drug supply system from the national level down. The Medical
Equipment Management Project (MEMP) (S22Aus mill) ran in parrallel with the HSSP,
and provided basic essential medical equipment, along with training to maintain the
equipment. Implemented in parallel with the HSSP Project, the Pharmaceutical
Upgrade Project (PUP) (SAus45mill) provided long-term Technical Assistance to the
MSB, AMS’ss and hospitals to address the major constraints with regard to drug
purchases and distribution in PNG(Foster, Condon et al. 2009, Research Field Visit
Notes May 2007). The Medical Officers, Nurses and Allied Health-Workers Project
MONAHP (SAus 11mill) funded doctors, nurses, midwives and allied health
professionals to undertake post graduate studies in PNG, Australia and the Asia- Pacific
Region. The Tertiary Health Services Support Project (THS) (SAusémill) funded
Australian Specialist Medical Teams to travel to PNG to provide Specialist Medical
treatment such as plastic and heart surgery. The PNG Insitute of Medical Research
(PNGIMR) support program (SAus11mill) provided a signifigant proportion of the
research activities and recurrent budget of the PNGIMR. The Central Public Health
Laboratory Project (CPHLB) (SAus8mill) funded a major renovation of the Central
Public Health Laboratory in Port Moresby, as well as the training of staff to work in and
manage the PHL. The University of PNG Medical School Support Project (UPNGs MSSP)
(SAus3mill) funded the provision of Australian Technical Support to the University of
Papua New Guinea (UPNG) Medical School so that the Medical program could be
taught. The WHO technical support (SAus3mill) provided funding to WHO to support
technical assistance to PNG in the areas of Disease Surveillance, HIV and TB, and which

funded the position of Dr Yadav, the WHO Stop TB Medical Officer, who provided
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techincal assistance to the NDOH in developing the 2006 PNG TB DOTS policy. The
HIV/AIDS (SAus16mill) was the major source of funding for HIV activities in PNG up
until the successful 2004 Round 4 GFATM Grant for HIV/AIDS SUS17.5mill (1St Sept

2005 to 31 August 2010)(GFATM 2004).

Australia, through AusAID, remained by far the largest development partner (DP) in
PNG, and to the PNG health sector. If PNG was to successfully fund a TB DOTS Policy,
then AusAID was the logical and most likely source of both initial and ongoing funding.
As such, AusAID’s approval and agreement to fund a PNG TB DOTS policy was

essential.

8.5 The Asian Development Bank and the PNG Health Sector Wide Approach

The ADB was the second largest development partner (DP) to the PNG Health Sector,

with several major rural health projects to build capacity in the rural health services in

PNG dating from 1982:
“Since 1982, ADB has supported a succession of relatively large scale projects.
These have focused on establishing and extending rural health infrastructure
(health centers, APs and staff housing) and rural water supply and the
procurement of medical, transport, and radio communication equipment. The
most recent of these projects also addressed the maintenance and renovation
of health infrastructure and pursued a program of institutional capacity
building within NDOH and the PHOs” (Asian Development Bank 2003).

It was the ADB which proposed to the PNG Government and AusAID that a Health

SWAp would be a more effective mechanism for delivering development assistance to

PNG’s health sector(Asian Development Bank 2003).
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A SWAp is meant to provide a single funding mechanism or account through which all
donor assistance (aid) is channelled to implement agreed specific goals and targets,
usually as set out in the National Health Plan for the Health Sector (Cassels and
Janovsky 1998). Health sector SWAps had gained considerable support as a
mechanism for the delivery of development assistance throughout the 1980, 1990s
into the 2000s (Sundewall and Sahlin-Andersson 2006). A SWAp removes the
significant administrative requirements of a large number of bilateral development
projects — multiple accounts, multiple and varying bilateral project goals and targets,
multiple external project review teams annually etc.(Hill 2002). A SWAp is also meant
to enable and ensure direct involvement by the National Department of Health in the
implementation of health programs where bilateral projects often run in a semi-
parallel manner, separate from the Department of Health (Cassels and Janovsky 1998,

Hill 2002, Sundewall and Sahlin-Andersson 2006, Chansa, Sundewall et al. 2008).

In the year 2000, Australia’s policy on the provision of development assistance to PNG
evolved further with the commencement of discussions with the PNG Government and
the Asian Development Bank (ADB) on the formation of a PNG Health SWAp (Downer
11th May 2004, Asian Development Bank 2003):

“With the PNG Government taking the lead, there has been greater focus in the
health sector on using a sector—wide approach to improve services. Since 1999,
Australia has been funding the Health Sector Improvement Program. This
program has ... brought together the Government of PNG and all key donors,
who have agreed to work towards a single set of priorities that they will
collectively monitor. There is a stronger emphasis on working through
mainstream PNG service delivery mechanisms and government systems, and
using these systems where they are suitably accountable to manage donor
funds. In addition, this approach is progressively integrating technical advisers
into the PNG health system (rather than sitting outside government under the
project model) and looking at ways to introduce incentives to encourage
provincial and national governments to deliver health services more effectively”
(Downer 11th May 2004).
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With the agreement of AusAID and ADB, the two largest donors to the PNG Health
Sector, and the Government of PNG, the HSIP became the single SWAp account or
fund through which these major donors to the PNG Health Sectors agreed to channel
all their Development Assistance (Asian Development Bank 2003, Research Field Visit
Notes May 2007, Research Field Notes November 2006), a process formally introduced

by Australia in 2005-2006.

What was important for the PNG Government and the PNG health sector was that
despite this change in the mechanism by which donor funding would be available to
the PNG health sector, i.e. through a health sector SWAp, the commitment by
Australia to maintain its development assistance at about the SAus300mill level was to
continue. (Downer 9th May 2006, Downer 10th May 2005, Kwa, Howes et al. 2010,

Research Field Visit Notes May 2007, Research Field Notes November 2006).

8.6 The Global Fund to Fight AIDS, TB & Malaria (GFATM) and the PNG TB DOTS
Policy

A more recent major international policy actor in the PNG TB DOTS Policy was the
Global Fund to Fight AIDS, TB and Malaria (GFATM). It was the SUS20m 2006 Round 6
GFATM PNG TB DOTS Grant (PNG CCM 2006) that funded the implementation of the
PNG TB DOTS Policy. Without this Round 6 GFATM Grant there would have been a TB

DOTS Policy in PNG in name alone.
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The Global Fund to Fight AIDS, TB and Malaria (GFATM) was established in 2002 to
mobilize funds to assist developing countries to achieve the specific MDG 6 targets to
reduce the global burden of HIV, TB and Malaria by 2015:
“The purpose of the Fund is to attract, manage, and disburse additional
resources through a new public private partnership that will make a sustainable
and significant contribution to the reduction of infections, illness, and death,
thereby mitigating the impact caused by HIV/AIDS, tuberculosis, and malaria in

countries in need, and contributing to poverty reduction as part of the
Millennium Development Goals” (GFATM 2001)

As can be seen from Table 9 it is also important to note that Guiding Principle A of the
GFATM is that “it is a financial instrument, not an implementing entity.” GFATM
Guiding Principle C is that GFATM needed to “reflect national ownership and respect
country-led formulation and implementation processes”. GFATM Guiding Principle F
states that GFATM grants needed to be based “on the most appropriate scientific and
technical standards that take onto account locals’ realities and priorities”. GFATM
Guiding Principle H2 states that GFATM Grants “will support and reflect high level,
sustained political involvement and commitment in making allocations of its resource”.
GFATM Guiding Principle H3 states that GFATM funded Grants would “support the
substantial scaling up and increased coverage of proven and effective interventions,
which strengthen systems for working within the health sector, across government

departments, and with communities”.
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Table 9 — The Guiding Principles of the Global Fund

A. The Fund is a financial instcrument, not an implcmenting entity.

The Fund will make available and leverage additional financial resources to combar HIV/AIDS, tuberculosis

and malaria.

C. The Fund will base its work on programs thar reflect national ownership and respect country-led formulation
and implementation processes.

D. The Fund will seek to operate in a balanced manner in terms of different regions, diseases and interventions.

E. The Fund will pursue an intcgmtcd and balanced approac h coverin g prevention, treatment, and care and

support in dc;ﬂing with the three diseases.

F. The Fund will evaluate proposals through independent review processes based on the most appropriate
scientific and technical standards that take into account local realities and priorities.

G. The Fund will seek to establish a simplified, rapid, innovative process with efficient and effective disbursement
mechanisms, minimizing transaction costs and operating in a transparent and accountable manner based on
clearly defined responsibilities. The Fund should make use of existing international mechanisms and health

plans.
H. In m;lking its funding decisions, the Fund will support proposals which:

1. Focus on best practices by funding interventions that work and can be scaled up to reach people attected
by HIV/AIDS, tuberculosis and malaria.

2. Strengthtsn and reflect high—lﬁ\’cl. sustained politic;ll involvement and commitment in 111;1king allocations

of its resources.

3. Support the substantial sc;lling up and increased coverage of proven and effective interventions, which
str-:ngthcn systems for working: within the health sector; across government df:partmcn ts; and with
communities.,

4. Build on, C()l‘l‘l]’)lcn‘lt:]'l[, and coordinate with existing regiolml and national pl'(':gr;lms1~ in support of
national policif:s, priorities and p;lrmcrships. including Poverty Reduction Strategies and sector-wide

approaches.
5. Focus on performance by linking resources to the achievement of clear, measurable and sustainable results.

6. Focus on the creation, development and expansion of government/private/nongovernmental organization
(NGO) partnerships.

/. Strengtht:n the participation of communities and pf:oplt:. p;lITiClIl'.U'l_\-' those infected and dirt:ctly affected
by the three diseases, in the development of proposals.

8. Are consistent with international law and agreements, respect intellectual property righ[s, such as TRIPS,

and encourage efforts to make quality drugs and products available at the lowest possible prices for those in

need.
9. Givedue priority to the most affected countries and communities, and to those countries most at risk.

10. Aim to eliminate stigmatization of and discrimination against those infected and aftecred by HIV/AIDS,

L‘SPCL‘iL\I l\’ f:O] womeaen, Child ren &!.I]d \’l]]llt_‘l':ll)IL‘ gl’ﬂl]p:\'.

Source: (GFATM 2001, Sherry, Mookherji et al. March 2009)

In its first five years from 2002, which cover TB DOTS coming onto the policy agenda in
PNG, the GFATM mobilized SUS9.6billion globally for HIV, TB and Malaria programs in

developing countries (Feachem and Sabot 2007). The establishment of the GFATM in
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2002, and the significant funds it made available for TB control, are important
components of the policy window opening for the adoption of TB DOTS policy in PNG.
Further, the GFATM was established when Australia was looking for mechanisms to
continue to maintain SAus300mill per annum of development assistance to PNG. Once
the capacity of the GFATM to successfully deliver development assistance to
developing countries was established, the GFATM became another mechanism by
which Australia could deliver development assistance to PNG.
With Australian Policy moving from direct budgetary support to bilateral project
specific support to deliver its aid to PNG, the establishment of the Global Fund in 2002
provided a new mechanism for Australia to provide funds to PNG in order to maintain
Australia’s funding levels at the SAus300mill per annum level. Further, the Global
Fund governance structure, auditing and reporting requirements, which provided a
high level of accountability, were attractive to AusAlD:
“International health facilities such as the Global Fund to Fight HIV/AIDS,
Tuberculosis and Malaria (GFATM) will be important vehicles for Australian aid
in the health sector. ... The aid program will continue to support the Global Fund
to Fight AIDS, Tuberculosis and Malaria through a contribution of S15 million. In
2005-06, Australia brought forward an additional 52 million of its 2006 pledge
to enable Round 5 grants to proceed, including grants to the Pacific region”
(Downer 9th May 2006).
Australia’s level of funding to the Global Fund increased further to SAus45 mill in the
2007 Australian Government Budget:
“increased funding for the Global Fund to Fight AIDS, Tuberculosis and Malaria

of
up to 545 million in 2007-08” (Downer 8th May 2007).

The founding of the Global Fund to fight AIDS, TB and Malaria (GFATM) in 2002

provided a convenient mechanism for AusAlD to provide funds to the PNG Health
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Sector. It was the combination of these events and policy decisions that meant
significant levels of funding became available to PNG for HIV, TB and Malaria. These

events form an important part of the policy window opening for TB DOTS in PNG.

8.7 World Health Organization (WHO) and PNG TB Control

A further central international policy actor in the 2006 PNG TB DOTS Policy is the WHO.
The first major contribution WHO made to TB control in PNG was the TB DOTS Policy
(Kochi 1991). The WHO TB DOTS Policy dates from the declaration of TB as a global
emergency in 1993 and the subsequent development of the official TB DOTS Policy
(Kochi 1994, WHO 1999, WHO). In 1994 TB DOTS was framed as the policy solution to
this Global Emergency(Ogden, Walt et al. 2003). It was strongly advocated as the only
evidence-based policy solution in the years up to its adoption as the official TB Policy in
1994. This occurred despite major reservations by researchers and practitioners that
this would reduce funding for further research on new drugs and diagnostics for TB
(Brown 1997, Ogden, Walt et al. 2003). TB DOTS was and is the WHO Policy on TB
Control in developing countries since the early 2000s(Blower and Daley 2002, WHO
2006). As such the Global Fund took TB DOTS as “the evidence-based approach”
(GFATM 2001, Feachem and Sabot 2007) to TB Control. As can be seen in Figure 5TB
DOTS received 100% of Global Fund funding for drug sensitive TB. No other TB Control

policy approach was being funded by the GFATM.
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Figure 5 — GFATM Programmatic Results Achieved. Percent of two year targets
reached by Phase 2 Grants

Mean Across Targets | i 92.64%
ARVs 88.0%
Counseling and Testing ' 100.1%

PMTCT 102.2%
Orphans 196.9%
DOTS Treatment 100.4%
MDR-TB
ITNs Distributed or LLNs | 70.1%
Antimalarial Treatment | 75.7% i
Care and Support 194.9%
People Trained 120.3%
0.0% 100.0%

Source: (Feachem and Sabot 2007)

That global policy then needs to be adapted to the country level taking into
consideration the local context, but should not be adapted so as to make the policy

implementable to the point where they are no longer going to be effective:

“in the resource poor context | think having a global program setting the norms

makes sense ... the adaptation at the country level should try to adapt to the

realities of the context of transport, communications and the level of education,

health workers, all of those things, without losing the effectiveness of the
intervention ... On the other hand there is a limit, you can’t water down the
guidelines to make them implementable into developing countries with poor
resources to the point where they are no longer effective” (Anonymous 4 -
Interview 18th June 2008)

The second major contribution WHO made to the development of the 2006 PNG TB

DOTS policy was the technical assistance of a WHO Medical Officer Stop TB to provide

technical expertise to the PNG National TB Control Program (NTP). Dr Rajendra Yadav,
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who was appointed to this position in 2004, became a major policy entrepreneur, on
behalf of WHO and its global TB DOTS Policy, in the policy process resulting in TB DOTS

coming onto the policy agenda in PNG as we will see in the next chapter.

So whilst WHO did not bring a significant amount of funding to the 2006 PNG TB DOTS
policy process it did bring a high level of credibility in global policy development and
the provision of technical expertise. This was attractive to international donors as well

as resource poor governments such as PNG.

8.8 AusAID support to WHO for TB Control in PNG

In 2000 AusAID signed a Memorandum of Understanding (MOU) with the Western
Pacific Regional Office (WPRO) of WHO to fund a position in the WHO Office in Port
Moresby for a TB Medical Officer, supported by a Secretarial Assistant from 2001 to
2005 (Aia, Yadav et al. 2006). The MOU and associated funding for this TB Medical
Officer with WHO in Port Moresby was renewed from 2006-2008 (Aia, Yadav et al.

2006). Dr Rajendra Yadav took up this position in 2004.

In a World TB Day press release, the then Parliamentary Secretary for Foreign Affairs
Mr Greg Hunt committed Australia to spending SAus1.8m between 2001-2008 to
support WHO TB initiatives in PNG(Greg Hunt - Parliamentary Secretary for Foreign

Affairs 2007).

The majority of this was to fund WHO staff positions to support the National TB

Control Programme in PNG. It was this funding through AusAID aid that paid for the
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position of Dr Yadav. The AusAID funding to the PNG TB control program from 2000

up to 2006 was insufficient to cover a national roll out of a PNG TB DOTS Policy.

8.9 Australian Domestic TB Policy Problem- the Australian Torres Strait

TB has not been a major public health problem in Australia for many years, having
been successfully controlled since the 1960s and 1970s, with only small numbers of TB
cases in subpopulations such as migrants and Indigenous Australians (Li, Roche et al.
2004, Simpson, Clark et al. 2006). Australia’s increased interest in TB and TB control in
PNG was influenced and shaped by an increase in TB cases in Papua New Guineans
crossing the Torres Strait border to seek treatment in Australian Clinics in the Torres

Strait.

In 1999, Dr Graham Simpson, the Chest Physician in the TB Clinic at Cairns Base
Hospital in far north Queensland, Australia, reported the first cases of TB in PNG
citizens from the Western Province of PNG who had crossed the border for TB
treatment in HCs in the Australian Torres Strait Islands (Simpson and Knight 1999).
Cairns Base Hospital was and is the major referral centre for complicated medical
conditions (including complicated TB and MDR-TB) for all of North Queensland,
including the Torres Strait, and also conducted regular visits to HCs in the Torres Strait.
In 2006, Dr Simpson reported an increase in the number of TB patients, as well as a
change in the type and severity of TB in PNG patients presenting in the Torres Strait
HCs (Simpson, Clark et al. 2006). There was an increase in the number of TB cases
from 7 in the period 1993-1997, to 44 in the period 1998-2002; MRD-TB cases
increased from 1 to 3, whilst cases of TB with HIV co-infection increased from 0 to 2.

“The most striking finding was the dramatic increase in (TB) cases in people
from PNG. The outer Australian Islands in the Torres Strait are only 3 kilometres
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from the PNG coast, and there is free movement of people across the border

under a treaty arrangement.” (Simpson, Clark et al. 2006)
These data are routinely reported to the Australian National TB Advisory Committee,
which is made up of representatives of the Australian Commonwealth Department of
Health and Ageing, as well as all Australian State and Territory Departments of Health,
whose responsibilities include monitoring and reporting changes in communicable
diseases patterns, new disease outbreaks, and emerging threats in and to Australia, to
the Australian Minister of Health and Government. Whilst these numbers are small by
comparison with the burden of TB in PNG, they had a significant impact on total TB

cases and TB incidence in Australia, given the low TB incidence in Australia otherwise.

As a result, at the Political level in Australia, HIV and TB in PNG were being identified as
a foreign policy issue or policy problem for Australia by 2006. In the Australian
Parliament during 2006, TB and HIV were both being discussed and referred to in
speeches in the Australian Senate; the Senate Foreign Affairs, Defence and Trade
Legislation Committee Estimates meetings; and in direct questions on TB and HIV in
PNG and Australia’s aid response. (Senator Anne McEwen 14 June 2006, Senate of
Australia Official Committee Hansard 2006, Senator Lyn Allison and Senator Helen

Coonan 2006).

These reports were subsequently taken up by the Australian media with headlines

such as of “Papuans bringing diseases to North” of Australia (Parnell 11th June 2007).

As well, published Queensland Department of Health surveillance data reported that

between 2000 and 2006, of the 60 PNG TB patients crossing from the Western
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Province of PNG to seek treatment in Australian Torres Strait Heath Centres, 15 had
MDR-TB (Gilpin, Simpson et al. 2008), an increase in the proportion of TB patients with
MDR-TB from 6.8% (1998 to 2002) to 25%. Again this was taken up by the Australian
media who dramatically reported a “Threat from PNG patient flood”(Parnell 1st March
2008). These media reports about TB in the Torres Strait of Australia followed reports
in 2007 about HIV infections in male Australian tourists and workers returning from

PNG (Elliot 2008).

8.10 AusAID support for TB Control in PNG

So, by 2006 the Australian policy with regard to TB control in PNG had become much
more supportive. By 2006 Australia not only agreed to fund WHO technical support,
i.e. Dr Yadav, but also to support Dr Anastasios Konstantinos, Director of TB services
for the state of Queensland as a consultant to assist in the preparation of the 2006
GFATM PNG TB DOTS Round 6 Grant Application:

“We (AusAID) also assisted acceptance by the Global Fund of a reformulated
USS520.8 million grant proposal for tuberculosis control”(AusAlD 2006) page 8

8.11 Conclusion

PNG was dependent on foreign aid to fund essential health services. There was also
low health policy capacity in PNG generally, and in the National Department of Health
in particular, to develop PNG specific evidence based health policy. This meant that
aid donors, along with those international agencies with existing so called “evidence
based” health policies, combined with advocacy skills, became and were significant
policy actors in the health policy process in PNG. Australia was a major policy actor in

the PNG health sector by virtue of the size of its aid to the sector. Further, Australia
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had an emerging, or re-emerging, policy problem with an increase in TB cases crossing
its common border with PNG in the Torres Strait of north Queensland. WHO, whilst
not a major aid donor, had a ready-made TB control policy, TB DOTS, and the ability to
advocate for this policy using WHO policy entrepreneurs to provide policy solutions to
TB as a policy problem. Finally the Global Fund to fight AIDS, TB and Malaria (GFATM)
emerged in the early 2000s with an ability to mobilize significant levels of funding to
support AIDS, TB and Malaria projects in developing countries. It emerged at a time
when the largest bilateral aid donor to PNG, Australia, was looking for new funding
mechanisms as its policy on aid delivery to PNG evolved. These global and regional
policy actors provide an important part of the regional and global policy context for us
to now describe and critique the agenda setting process for the 2006 PNG TB DOTS

policy at the PNG level in the next chapter.

The policy agenda setting process for the 2006 PNG TB DOTS policy takes place at two
levels — a global level, and a PNG level. These are quite different and distinct
processes. The influence of the global policy actors — WHO, the Global Fund, and
Australia in the agenda setting process far outweighs that of the NDOH and PNG
political level policy process. PNG is dependent on foreign aid to fund essential health
services. There is low capacity within the National Department of Health, as well as at
the Provincial and District levels of government to formulate, fund or implement a PNG

specific, evidence based health policy.

The narrative about the 2006 PNG TB DOTS policy process as presented in the 2006
PNG TB DOTS policy documents is one of a unitary process which takes place wholly

within PNG. This research demonstrates that this is not the case. The PNG part of the
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agenda setting process is truncated and cut off, as the key policy decisions are actually

made at the global level.

The three policy streams actually come together and a policy window opens at the
global level that result in the 2006 PNG TB DOTS policy coming onto the PNG health
policy agenda. The events at the PNG level by which TB DOTS comes onto the policy
agenda are secondary to and would not have occurred except for this global agenda

setting process.
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9 Agenda Setting, Policy Actors and Policy Process PNG TB DOTS Policy
2004-2006

9.1 Introduction

The global agenda setting process for the 2006 PNG TB DOTS Policy involved three key
international policy actors who brought the three policy streams together in 2006.
Firstly, Australia had an emerging TB policy problem with Papua New Guinean TB
patients crossing the Torres Strait border to seek treatment in Australian Clinics.
Secondly, WHO had an “evidence based” policy solution, TB DOTS, which it was
advocating as the policy solution to a global TB emergency. Thirdly, the Global Fund,
established in 2002, was successfully mobilising significant funds, including Australian
funds, for TB control in developing countries. It was the combination of these three
policy actors, the events within these groups and organizations, and their positions of
power in relation to health policy in PNG, which opened a policy window at the global

level for TB DOTS to come onto the PNG Health policy agenda in 2006.

However, from 1997 to 2006 TB was not a health policy priority for the PNG
Government or National Department of Health. The National Health Plan 2000-2010
(GovPNG 2000) explicitly states that HIV and malaria are the health policy priorities.
As such HIV and malaria were the main focus of international donor aid to the health

sector for technical assistance and aid funding.

Despite this from 2004 to 2006 TB control policy underwent an intensive and active

agenda setting process that brought TB DOTS onto the health policy agenda by the end
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of 2006, with TB being declared a “national emergency” by Sir Peter Barter, the

Minister for Health and HIV.

For analysis we continue to use the multiple streams policy agenda setting framework
(Kingdon 2011)as applied in recent global agenda setting research(Walt and Gilson
1994, Buse, Mays et al. 2006) which identifies three policy streams — the problem
stream, the policy stream and the politics stream, which come together in a policy
window for the policy to come onto the policy agenda. It is the part of the agenda
setting process which takes place within PNG from 2004-2006 which we analyse in this
chapter. We describe and critique how the global agenda setting process and the
power exerted by global policy actors on PNG health policy brings TB DOTS onto the

health policy agenda in 2006.

9.2 Policy Entrepreneurs in the PNG TB DOTS Policy agenda setting process
Central to this analysis is the role of three so called policy entrepreneurs. Buse defines
policy entrepreneurs as “key players who work to link particular policy “solutions” to
particular problems and at the same time create the political opportunity for

action”(Buse, Mays et al. 2006).

In the 2006 TB DOTS agenda setting process the first policy entrepreneur was Dr Paul
Aia, a Papua New Guinean medical graduate who had been the Communicable Disease
Control Officer in Western Highlands Province and who in 2004 was promoted to the

position of Director of the National TB Control Program in Port Moresby. As such Dr
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Aia had primary and line responsibility for all matters relating to TB Control Policy in

PNG(Konstantinos - Interview 7th May 2008, Adepoybi - Interview 12th April 2008).

The second was Dr Rajendra Yadav who was appointed WHO Country Medical Officer
(Stop TB), PNG, in September 2004, and held this position until October 2009. Dr
Yadav came from the position of Consultant (Revised National TB Control Program) for
WHO in India. He worked on the Indian TB Control Program from October 1999 to July
2004, acquiring extensive experience in implementing TB DOTS. He was known as a
hardworking and efficient manager. Dr Yadav was the WHO Technical Adviser to Dr

Aia(Konstantinos - Interview 7th May 2008, Adepoybi - Interview 12th April 2008).

The third was Dr Anastasios Konstantinos, Director Queensland Health State TB
Control Centre, who undertook a short term consultancy from January to February
2006. As Director of the Queensland TB Control Centre, Dr Konstantinos was
responsible for the TB Control Services in Queensland, the Australian State that shares
a common border with PNG, in the Torres Strait of north Queensland. He was an
expert in TB DOTS, overseeing its implementation in Queensland. He also oversaw the
treatment of those PNG Western Province TB patients who were crossing the
Australian — PNG Torres Strait border to seek treatment in Queensland Department of
Health Clinics. So not only was he very much aware of the increasing numbers of PNG
TB patients crossing the border, but also of the emergence of MDR-TB in these

patients(Konstantinos - Interview 7th May 2008, Gilpin, Simpson et al. 2008).
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Both Dr Yadav and Dr Konstantinos were employed with funds provided by Australia,
either directly by AusAlID in Dr Konstantinos case, or through WHO in Dr Yadav’s

case(Konstantinos - Interview 7th May 2008).

A close examination of these three actors, their relationship to each other, and their
interactions with donor agencies, especially AusAID and the Global Fund, is central to
understanding how TB DOTS came onto the policy agenda in PNG, and about the

broader PNG TB DOTS policy process from 2004 to 2008.

9.3 The Problem Stream —TB in PNG

According to the multiple streams framework (Kingdon 2011) of the three independent
policy making streams which flow through the policy system all at once, each with life
of its own’ the problem stream is made up of the multiple policy problems confronting
society and government from which one particular policy problem becomes of
sufficient importance to receive the attention of policy makers. “Policy makers learn
about problems through indicators, feedback from existing programmes, pressure
groups, or sudden focusing events such as crises i.e. the perception of problems as
public matters requiring government action.” (Buse, Mays et al. 2006). We now deal
with how TB was perceived and dealt with as a policy problem in the years leading up
to 2006, how it moved from not being identified as a priority disease to become a so
called Tier 1 health policy problem. What was the process by which this major change

happened, and who were the major actors in this process?
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9.3.1 TB NOT aTier 1 Priority Disease in PNG
Applying the multiple streams framework, TB was not receiving attention as a health

policy problem in the period leading up to 2006. In the PNG National Health Plan
2000-2010 (GovPNG 2000) HIV and malaria were identified as the two, so called Tier 1,
priority disease control programs. In the National Health Plan it notes that HIV
incidence cases were increasing rapidly, and that malaria was the commonest
presentation to health facilities in the period leading up to the development of the
Plan. As such HIV and malaria were the Tier 1 priority diseases for GovPNG recurrent
funding and donor aid to the health sector. As a Tier 2 disease TB did not receive any
significant funding, i.e. only small amounts of GovPNG recurrent funding were
allocated to TB, nor was it a priority for donor aid (Konstantinos - Interview 7th May

2008, GovPNG 2000).

9.3.2 Successful PNG GFATM Grant Applications for Malaria (Round 3), and HIV/ADS
(Round 4)

HIV and malaria were the two policy problems dominating the health policy problem
stream and receiving political attention. A 2003 SUS20m Round 3 GFATM Grant
Community-based Malaria Prevention and Control in Papua New Guinea - Nationwide
Insecticide-treated Nets (ITN) Distribution and Expansion of Confirmed Diagnosis and
appropriate treatment of Malaria (Aug 2004 to 31° July 2009) was approved(GFATM
2004). A 2004 SUS17.5m Round 4 GFATM Grant Scaling up HIV/AIDS prevention, care
and treatment through an intensified multi-sectorial community-based programme in
Papua New Guinea (1* Sept 2005 to 31°' August 2010) was also successful (GFATM

2004).
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Both the 2003 Malaria and 2004 HIV/AIDS GFATM Grants included a broad
representative range of sub-recipients in the Grants. The Malaria Grant Application
included several private sector and NGO sub-recipients, most notably Rotary Against
Malaria (RAM), who had a strong track record in implementing malaria bed net
programs in other parts of the world(GFATM 2004). Likewise, with the HIV Grant
Application the principal recipient was the National Aids Council, which was based
outside the National Department of Health, and was directly responsible to the Prime
Minister’s Department. This 2004 Round 4 HIV Grant application had also included
Faith Based Organizations and NGOs who had strong track records over several years
in carrying out HIV activities in PNG, especially in rural PNG where the majority of the

PNG Population lives(GFATM 2004).

9.3.3 Rejection of 2005 Round 5 GFATM PNG TB DOTS Grant Application
Despite TB being a Tier 2 disease in 2005 the National Department of Health submitted

a GFATM Round 5 Grant application for funding to implement a PNG country wide TB
DOTS policy. However, the 2005 Round 5 TB DOTS Proposal was rejected by the Global
Fund. The Global Fund’s reasons for this rejection included(Konstantinos - Interview
7th May 2008, Adepoybi - Interview 12th April 2008, PNG CCM 2006):
1. As TB was not a Tier 1 priority disease, and so not being given policy or funding
priority by the PNG Government and NDOH, it was not a priority for donors i.e.
TB was not on the policy agenda in PNG.
2. There was a lack of capacity to deliver a TB DOTS Program within the National
Department of Health (NDOH), and through the PNG National TB Control

Program in particular.
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3. There was no actual PNG TB Control Strategic Plan or Strategy in place in 2005
that could be submitted as supporting evidence that the existing, though
limited, TB DOTS pilot programs had been effective in the PNG context.

4. The Round 5 Grant application did not include Grant recipients other than the
National Department of Health (NDOH), and did not demonstrate a wide
consultation with and inclusion of, other stakeholders involved in TB control in
PNG.

5. The application needed to include and be seen to carry out joint TB/HIV

activities.

The low priority of TB was further demonstrated in the 2005 Strategic Plan for the PNG
Health Sector 2006-2008(Mann 2006), with four Strategic Directions for the NDOH in
the period 2006-2008:

1. Fully immunize every child under 1 year;

2. Reduce malaria prevalence in districts with high endemic malaria;

3. Reduce maternal mortality in the districts with high maternal deaths; and

4. Reduce the rate of increase in HIV and STI.
These priorities were based on outpatient attendances and the main causes of
mortality in PNG health facilities. This demonstrates that as late as 2005-2006, a

national TB DOTS Policy was not one of the NDOH four strategic policy priorities.

During his consultancy visit to PNG in January and February 2006, Dr Konstantinos
confirmed that “TB wasn’t recognised as being in the first level of importance in the
PNG government at the time ... There was a Tier 1 and a Tier 2 (classification of priority

diseases) and TB was in Tier 2, so it wasn’t in the highest level of importance ... for the
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national health program. Because it wasn’t given a Tier 1 priority in the Health
Department it wasn’t supported by AusAID in getting Global Funds.”(Konstantinos -

Interview 7th May 2008)

Both the Global Fund and AusAID would and could not fund a TB DOTS Program in PNG
whilst it remained a lower disease control priority for the PNG Government and NDOH.
International donors were directing all funding to the two Tier 1 diseases — HIV and

malaria. TB remained a Tier 2 Disease in PNG until mid-2006.

9.3.4 Lack of Capacity within NDOH and NTP to formulate and implement a TB DOTS Policy
A major factor for TB not being a Tier 1 disease in PNG was a poorly functioning

National TB Control Program (NTP). In January and February 2006, Dr Konstantinos
found a circular argument in place in PNG, as well as amongst donor agencies. “The
big reason it (TB) wasn’t put into Tier 1 is because the (TB Control) program wasn’t
functioning. There was also this circular argument that we can’t put it into a Tier 1
unless the (TB Control) program is functional, and that was the big

reason.”(Konstantinos - Interview 7th May 2008)

Dr Konstantinos found a lack of capacity and poor management within the NTP. “Dr
Aia is the actual Director of the TB program so he has to sign everything off in the end

| got the impression that there was a marked lack of advocacy (leadership) in the TB
program, it simply could be that Dr Aia just wasn’t a strong enough advocate or it could
be that he didn’t have the system behind him, whatever the cause. | think that when
things went wrong it was sort of “what can | do.”(Konstantinos - Interview 7th May

2008)
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Only a few months before Dr Konstantinos’ findings, the PNG Health Sector (SWAp)
Independent Monitoring and Review Group (IMRG) had also found and expressed a
deep concern about the capacity of the PNG NTP. “Tuberculosis control is poor in PNG.
The DOTS programme started in 1997 currently covers only 64 health facilities in 15
provinces. Programme data are not timely, are incomplete and not very reliable.
Overall NDOH’s TB Unit is weak and unfocused, which might be one of the reasons why
GFATM is not yet supporting tuberculosis control activities in PNG. NDOH needs to
consolidate its current DOTS pilot provinces and make these work, BEFORE it attempts
to expand to the whole country. The fear is that expanding a non-functioning model to
the entire country will just be a waste of money” (Research Field Notes November

2005)

A lack of capacity within the NDOH to manage and acquit a Global Fund Grant was a
further reason for the rejection of the Round 5 GFATM application. “The government
had originally applied to the Global Fund to get the money itself, but Global Fund said:
“No, you don’t have the capacity to manage and acquit those funds ... the Department
of Health is not transparent, we won’t give you the money.” ”(Adepoybi - Interview
12th April 2008)

As has been noted the capacity to develop and implement Health Policy within the
PNG government, and particularly in the NDOH was very limited. In 2006 meetings of
the NDOH Executive Committee, where final decisions about health policy should take
place, were not being held. There was poor communication between the NDOH
Disease Control Branches and the Executive Branch. Relationships based on the
wantok system took precedence over other relationships, with a high level of nepotism

in appointments. Engagement with and by the Provincial and District levels in the
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Policy Process was limited or non-existent. These fundamental structural governance
constraints to a TB DOTS policy were identified as being central to why TB was a major

health problem.

9.3.5 Lack of a PNG TB Control Strategic Plan in 2005
Further, at the time of submitting the Round 5 GFATM Grant application, there was no

written PNG TB Control Strategic Plan that demonstrated a strategic approach that
would be taken to control TB in the next five years. Also there had been no Situational
Analysis, drawing on the pilot TB DOTS projects which had been underway in Lae and
the National Capital District since 1997, in order to document that a TB DOTS Policy
could be successfully implemented. This lack of a clear and detailed strategic approach
to TB control is clearly acknowledged in the 2006 Country Status Report of the National
TB Program 1997-2005(Aia, Yadav et al. 2006), and Country Strategic Plan to Stop TB

2006-2010(Aia, Yadav et al. 2006).

9.3.6 Need to include a broader group of Grant Recipients
In the Round 5 PNG TB DOTS GFATM Grant application the NDOH was the principal

and sole recipient of the grant. There were no community, NGO or private sector sub-
recipients to work with the NDOH in implementing a TB DOTS program throughout
PNG (Aia, Yadav et al. 2006). The GFATM Grant process clearly indicates the need for a
multi-sectoral and community inclusive approach to implementing GFATM Grants as a
requirement for GFATM applications as set out in the GFATM Guiding Principles

(GFATM 2001).
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The rejection of the 2005 Round 5 PNG TB DOTS application was itself an indication of
the low level of leadership combined with a lack of understanding of the Global Fund

requirements for Grant applications.

9.3.7 The Re-Framing of TB as a Policy Problem in PNG
The first step needed to get TB on the policy agenda in PNG was to re-frame TB as

major health policy problem in PNG in order to convince the key actors at the politics

level in PNG.

When the Round 5 PNG TB DOTS GFATM Grant was unsuccessful, Dr Yadav took the
lead in reframing TB as a policy problem in PNG (Konstantinos - Interview 7th May
2008, Adepoybi - Interview 12th April 2008). He recognized the need to address each

of the reasons given for the rejection of the Round 5 PNG TB DOTS GFATM application.

The Country Status Report of National TB Control Papua New Guinea 1997-2005 (Aia,
Yadav et al. 2006) was developed following the Global Fund rejection as the statement
of TB in PNG as a health policy problem demanding a policy response. A 31 page
document, the Country Status Report provides a clear statement of the very high
burden of TB in PNG, with PNG having the third highest incidence, prevalence and
mortality rates from TB in the WHO Western Pacific Region. “According to the WHO’s
estimates (2004), among the 36 countries and areas of the Western Pacific Region of
the WHO, Papua New Guinea (PNG) ranks third in terms of estimated incidence,
prevalence and death rates (233/100,000 per year, 448/100,000 and 42/100,000 per

year, respectively).” (Aia, Yadav et al. 2006)
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Further, it is important to note that the Report also places the high burden of TB in
PNG as a regional health policy problem justifying a policy response and funding from

regional neighbours, and that addressing TB in PNG has a regional benefit.

9.3.8 The Success of Pilot TB DOTS in Lae & National Capital Districts
The Report then goes further to assemble evidence suggesting that TB DOTS had, in

the period from 1997 to 2005, been successfully implemented in the National Capital
District and Lae District, quoting cure rates of up to 88%(Aia, Yadav et al. 2006). It was
a statement that TB DOTS could be successfully delivered in PNG, thus providing an

evidence-based policy solution to TB as a policy problem.

9.3.9 Existing Constraints to a TB DOTS Policy can be overcome
The Country Status Report acknowledges the quality of TB DOTS pilot projects in Lae

and National Capital District had been poor.

However, the Status Report conveys that existing constraints in the PNG Health System
could be overcome with sufficient staff and funding. “The quality of DOTS
implementation has generally been poor in most of the districts, partly due to lack of
adequate funding and staffing (leading to poor supervision and training) and partly due
to poor geographical accessibility, exorbitant cost of travel and poor communication

networks.”(Aia, Yadav et al. 2006)

9.3.10 Leadership of the PNG National TB Control Unit (Program)
The Country Status Report also attempted to convey that despite the concerns raised

there was effective leadership in the NTP capable of delivering a National TB DOTS

Program. “Over the past 7-8 years (1997-2005), the NTP Unit (National T B Program
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Unit) has introduced the DOTS strategy in several provinces of the country, by
conducting a series of provincial level training. As a result, health facilities from 38
districts (out of the 87 districts of the country) had started reporting under DOTS, until
2005. The population coverage with DOTS was about 47%, based on quarterly reports

received.”(Aia, Yadav et al. 2006)

9.3.11 Authorship of the Country Status Report of National TB Control PNG
The authors of the Country Status Report are Dr Paul Aia, NTP Manager, NDOH, Dr

Rajendra Yadav, Medical Officer, TB, WHO-PNG, and Dr Anastasios Konstantinos. It
was crucial that Dr Paul Aia was the first author, so that at the politics level in PNG, the
PNG Director of the National TB Control Program is seen to be articulating TB as a
major health problem. It was also important that Dr Konstantinos, who has credibility
with AusAID on TB control policy, was also included as an author and supports the
document as the statement of TB as a policy problem, to ensure AusAID and thus the
Global Fund, accept the Country Status Report as a true representation of the policy

problem.

In summary the Country Status Report presents TB in PNG as a major health problem
that must be addressed. The Status Report presents this as a problem that the
National TB Control Program in the National Department of Health has the capacity,
with sufficient funding and human resources, to address with a national TB DOTS
Policy. It was a clear statement of the policy problem as well as pointing to TB DOTS as

a viable policy response or solution.
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9.3.12 What the PNG Country Status Report National TB Program PNG 1997-2005 Doesn’t
Deal With - Omissions

The Country Status Report presents TB as a major health problem. However, the
policy problem was not simply a high burden of TB. Central to the policy problem were
the governance, lack of political leadership and health system challenges faced in

health service provision in PNG that were major factors in a high burden of TB.

These major structural governance policy problems will not be addressed by simply

providing more donor human and financial resources.

The fact was that by 2005 the PNG Health System had been declining, and was
continuing to do so significantly; over 40% of APs, the backbone of the PHC System had
closed. APs were the obvious means of undertaking DOT, a central component of TB
DOTS. Drug supply was irregular and inconsistent. Due to the Organic Laws there was
no accountability, in fact a disconnection, between the NDOH and the Provincial and
District Health Services. There was a lack of political commitment and leadership at
the National, Provincial and District levels to address these fundamental structural
constraints. There was low level of leadership capacity in the National Department of
Health, within the National TB Control Program, and down to the Provincial and
District Health Service levels. Underlying the problem was the wantok system of
patronage and nepotism in appointments at the political and health system levels
resulting in institutionalized incompetent leadership and management capacity and
corruption. These were actually central and key components of the TB problem. If TB
was to be addressed to ensure sustained reductions in TB prevalence and incidence
these structural governance constraints must be identified as central to the policy
problem and addressed in any policy response.
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9.3.13 Dr Anastasios Konstantinos - Key Findings about the PNG Health System
Dr Anastasios Konstantinos, The Director of the Queensland TB Control Centre, was

engaged as a consultant by AusAID to assist the NTP to review and report on the status
of PNG’s current TB control program, i.e. the Country Status Report of the PNG
National TB Program 1997-2005 (Aia, Yadav et al. 2006), as well as to contribute to
writing a strategic plan for TB control in PNG, namely the Country Strategic Plan to
Stop TB 2006-2010 (Aia, Yadav et al. 2006). He visited PNG from 23 Jan 2006 to 3 Feb

2006.

During the interview with Dr Konstantinos for this research, it was apparent at he was
aware of the fundamental governance, cultural institutions and major health system

constraints to health policy formulation and implementation in PNG.

Dr Konstantinos found that the TB Control Program was not functioning because of the
entrenched cultural institutions and governance structures in PNG — wantokism with
patronage and nepotism. “There are a lot of issues in PNG ... -The wrong people seem
to be promoted in PNG. And you have this whole Wantok system in PNG where people
have their allegiances to their villages rather than national strategy, they are all things
that make it a little bit complex, but at the end of the day the TB program was defeated

by the system”(Konstantinos - Interview 7th May 2008).

Dr Konstantinos found that governance and accountability for funds at the Provincial
level was very weak. “There are a lot of issues in PNG - you have the issues on how the

money is fed down to the provinces, at the national level they do have (TB) strategies,
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but the funding goes to provinces in block, they don’t get funding specifically for the TB
program for instance” (Konstantinos - Interview 7th May 2008).

He also identified the need for strong and determined leadership and political
commitment to overcome these major cultural institutions and governance
constraints. “The thing is with political commitment, you almost need to be bloody
minded | think. You need to keep driving home the message, you need to drive home to
the provinces they should be spending their money on TB and sometime it seems like
you are bashing your head against a brick wall. As far as | could see, the national TB
program in PNG had been defeated by that whole process”(Konstantinos - Interview

7th May 2008).

Dr Konstantinos found that at the periphery there were dedicated health workers.
“The thing I noticed in PNG is you have a very dedicated peripheral group of workers
when you go to the peripheral communities and they all see TB as one of their major
priorities, they are very dedicated but they quickly become demoralised because
somewhere in the middle it (support, medications, funding) seems to all

dissipate.”(Konstantinos - Interview 7th May 2008).

Another central finding by Dr Konstantinos was the lack of a basic functioning Primary
Health System. “You need ... a good Primary Health Care system. And | think that’s a
fundamental thing that is lacking in PNG, | think people undervalue how important it is
to have a good primary health care system where people have access to care and

where people start to have some positives from attending a health care system so that

they have more faith in it.” (Konstantinos - Interview 7th May 2008)
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There is no point in creating awareness of the symptoms of TB within the community
when the community does not actually have a health system to which they could
present when they have symptoms. In Western Province he found “there are few HCs
and APs, they are very poorly manned and their upkeep is poor. It’s very hard to sell a
health message where you are wanting to diagnose people with infectious TB when
there is no Health Centre for those people to access and there is no diagnosis ... the
whole issue is they have got nowhere to present.”(Konstantinos - Interview 7th May
2008)

He saw a TB DOTS Program, if done well, could help deliver this PHC system. “I really
tried to push hard the message of the importance of TB control in PNG, both from the
effect on disease, but also as a mechanism of introducing a primary health care

structure in the country, if you do it well.”(Konstantinos - Interview 7th May 2008)

However, these significant constraints identified by Dr Konstantinos are not addressed
in detail in the Country Status Report as being the fundamental policy problem in the
provision of a TB control program. This was because Dr Konstantinos himself was
drawn between presenting his observations and following Dr Yadav's instructions. “Dr
Yadav wanted the picture painted very positive”. (Konstantinos - Interview 7th May

2008)

9.3.14 AusAID Knowledge of the PNG Health System
In Dr Konstantinos’s eyes, AusAID lacked an understanding that a TB DOTS program

needs an effective health system to deliver a TB DOTS Program. AusAID advocated for
raising community awareness about TB and its symptoms, and the need to present to a

HC or AP with the symptoms of TB. However, “that was one of the things that | struck
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in PNG with ... the funders of the aid programs there, | even got this impression from
AusAID, it was an impression that you should be doing more to make people aware of
the symptoms of TB so that they can present, but the whole issue is they have got
nowhere to present, and they’ve got no treatment.”(Konstantinos - Interview 7th May

2008)

He found a lack of awareness in AusAID of the lack of a basic PHC system in PNG.
“While | was there | did a lot of emailing back and forth to AusAID and | tried to redirect
the way they support the TB program. | was critical of their focusing on education
programs to make people present earlier for TB treatment when there was nothing for
them to present to. | argued strongly that it’s important to develop a DOTS program in
PNG because you need to develop a primary health care system anyhow.”

(Konstantinos - Interview 7th May 2008)

In summary the Country Status Report frames TB as being a major health policy
problem demanding attention at the political level. It does makes reference to the
major structural governance constraints, which have been fundamental to PNG having
an extremely weak health system with poor health outcomes, including a high burden
of TB, resulting in limited capacity to deliver a national TB DOTS policy. The Country
Status Report does not deal with these fundamental constraints for a national TB DOTS
policy, but rather implies that these fundamental constraints can be overcome simply
with sufficient funding and human resources. Further there was a seeming lack of
understanding of the actual state of the health system, and the need for a well-

functioning health system to deliver a TB program on the part of the major aid donor.
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9.4 The Policy Stream — Solution to the Policy Problem of TB in PNG

We next examine how TB DOTS became the policy solution to the now identified
problem of a high burden of TB in the Status Report. When applying the Multiple
Streams Framework analysis of agenda setting the policy stream consists of “the
ongoing analyses of problems and their solutions together with the debates
surrounding their proposed solutions.”(Buse, Mays et al. 2006). We now examine how,
from the different TB control policy options TB DOTS became the preferred policy
approach in PNG in 2006. We will see that rather than this being the policy approach
which had the greatest evidence of successful implementation in the PNG context, it
was more the background and expertise in TB DOTS of two central policy
entrepreneurs, and the power of the international groups they represented in the
policy process which lead to this outcome. We describe and critique the role of the

key policy entrepreneurs in the 2006 TB DOTS agenda setting process.

The Country Strategic Plan to Stop TB Papua New Guinea 2006-2010 (Aia, Yadav et al.
2006) was the statement of TB DOTS as the policy response and solution to the high
burden of TB identified in the Country Status Report. A 55 page document, the
Country Strategic Plan provides a detailed outline of the process which took place in
PNG in 2005 and 2006 resulting in TB DOTS becoming a Tier 1 disease and moving onto
the policy agenda. It also outlines in detail the content of the national TB DOTS policy
with specific goals and objectives. Further, it also provides details of the funds
required, and the inability of the PNG government recurrent budget to fund a national

policy rollout.
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9.4.1 Actors, Policy Entrepreneurs and the TB DOTS Policy Process
The relationship between Dr Paul Aia, the Director of the National TB Control Program,

and Dr Rajendra Yadav, World Health Organization Country Medical Officer (Stop TB)
PNG, as a WHO Technical Adviser, was crucial in the development of the Country

Strategic Plan.

As Director of the NTP it was Dr Aia on whom Sir Peter Barter, the then Minister for
Health and HIV, would rely for advice on TB control policy. Without Dr Aia’s approval,
development of a TB DOTS policy could not take place. However Dr Aia depended on
Dr Yadav for technical expertise. “Dr Aia is the actual Director of the TB Program, so he
has to sign everything off in the end. | think that in principle you will find that he relies
heavily on the support work done by Dr Yadav for him to sign off on things.”
(Konstantinos - Interview 7th May 2008). Also “(Dr Yadav’s’) technical advice, | think
it’s of a high standard. And | don’t like to imagine how the (PNG TB Control) program
would be without the WHO technical component.” (Adepoybi - Interview 12th April

2008)

It is apparent from this research that the person who actually drove the policy process,
and developed and wrote the Strategic Plan, was Dr Yadav. “He (Dr Yadav) took the
lead, essentially | went up and we discussed the National Plan, what was needed, |
produced a report for AusAID and that report was also used, he also sourced that
report for input into his National Plan, | think | would have to give him credit for being
the main person who developed that Plan and | gave him some support of some
consultation.”(Konstantinos - Interview 7th May 2008). Also “that consists at the

national level Dr Yadav doing everything, by providing all the Policy (directions) even
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the Strategic Plan (PNG Country Strategic Plan to Stop TB 2006-2010). There are a lot
of people’s names down on that but | know it was Dr Yadav that did it.” (Adepoybi -

Interview 12th April 2008)

However, as a Technical Adviser Dr Yadav had to take a much nuanced approach to
achieving the goal of getting TB DOTS onto the policy agenda generally, but especially
with Dr Aia. “I think the difficulty with Dr Yadav is that he can’t be seen to be the one
who is in charge, in fact if he is seen to be the one in charge it will make his work a lot
harder, he will be slapped over the wrists for interfering, so | think it’s a very difficult
role he’s playing, so his way around it is to humour the current management, as much
as possible, so they will sign off on the things that are needed.” (Konstantinos -

Interview 7th May 2008)

It was Dr Yadav who recognized that each of the issues that had resulted in the
rejection of the 2005 Global Fund PNG TB DOTS grant application needed to be
addressed to maximize the chances of success with a subsequent application
(Konstantinos - Interview 7th May 2008, Adepoybi - Interview 12th April 2008). This
meant:

1. TB needed to become a Tier 1 disease for the National Department of Health
and Government of PNG if a future Global Fund Grant application was to be
successful. To this end Dr Yadav’s relationship with Dr Paul Aia was crucial in
establishing within the PNG politics stream that TB was indeed a major health
policy problem.

2. ATB policy needed to demonstrate leadership and capacity within the NTP to

implement a national TB policy.
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3. There was a need to document that a broad based stakeholder consultation for
developing a TB DOTS policy had taken place, and also that stakeholders were
part of a future Global Fund Grant application.

4. The policy needed to include and be seen to carry out joint TB/HIV activities.

5. There needed to be engagement with, and endorsement by, the key
international policy actors in a TB DOTS policy, if a further future Global Fund
application was to be successful.

The Country Status Report was written so as to address each of these issues.

9.4.2 Broad Stakeholder Engagement
The Foreword to The Country Strategic Plan to Stop TB 2006-2010 describes the

genesis of a PNG TB DOTS Policy as arising from a “a prolonged consultative process
(which began in February 2005), involving major program partners as well as officers
from the national and provincial governments”(Aia, Yadav et al. 2006). The Strategic
Plan makes no reference to the global actors and policy process which had been taking
place at the global level and which had influenced and led to the PNG country level TB

DOTS policy process.

The unsuccessful Round 5 Global Fund application had only the National Department
of Health as the principal and sole recipient. If a further Global Fund Grant application
was to be successful a new application needed to demonstrate engagement with, and

ownership of, a PNG TB DOTS policy process by a much broader range of stakeholders.

The successful malaria and HIV Global Fund applications had included co-recipients
credible to AusAlID and the Global Fund. The 2003 SUS20m Round 3 GFATM Grant for

Community-based Malaria Prevention and Control in Papua New Guinea - Nationwide
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Insecticide-treated Nets (ITN) Distribution and Expansion of Confirmed Diagnosis and
appropriate treatment of Malaria (Aug 2004 to 31° July 2009)(GFATM 2004) included
as co-recipients Rotary Against Malaria (RAM) and the PNG Churches Health Services,
representing the various Faith Based Organisations, which provide the majority of
Health Services in rural and remote PNG. The SUS17.5m 2004 Round 4 GFATM Grant
for HIV/AIDS -Scaling up HIV/AIDS prevention, care and treatment through an
intensified multi-sectorial community based programme in Papua New Guinea (1st
Sept 2005 to 31st August 2010) (GFATM 2004) included the National Aids Council
(NAC), which was outside the National Department of Health, as well as the Faith
Based Organizations, as co-recipients.

In order to now demonstrate a similar broad stakeholder engagement in and support
for a national TB DOTS policy, the Country Strategic Plan outlines four Stakeholder
Meetings between February 2005 and August 2006. It was crucial that the NTP was
seen to convene and coordinate these meetings in order to demonstrate and convey

that the NTP had the capacity to formulate and implement a national TB control policy.

According to the Strategic Plan the TB DOTS policy process commenced with the first
of these meetings the TB Control Program Partners Meeting on 11% February 2005 All
groups involved with or potentially involved with a TB DOTS Policy in PNG were
carefully documented as being in attendance at these meetings. The Strategic Plan
refers to these groups as “Program Partners” from Government (NTP Unit, Disease
Control Branch; TB Clinic, Port Moresby General Hospital; National AIDS Council
Secretariat; PHO, National Capital District; HSIP (SWAp)); International Agencies (WHO
and AusAID); NGOs (World Vision, Hope Worldwide, PNG National Doctors’

Association); and Faith Based Organizations (National Churches Council) (Aia, Yadav et
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al. 2006). The Strategic Plan needed to establish that the TB DOTS policy came from
the representatives of these bodies and was a consensus policy approach to TB

control.

The next step in the process was to document engagement with, and agreement by,
NDOH branches key to TB control. So the second National Department of Health Intra-
and Inter-Branch Meetings 15-22 March 2005 were a series of meetings held within
the NDOH with the following units/branches - National TB Program Unit; Disease
Control Branch; HIV/AIDS Unit; Health Promotion Branch; Central Public Health
Laboratory; Monitoring and Research Branch; MSB; Human Resource Management
Branch; Health Sector SWAp Program; and Health Budget Branch; and also National
AIDS Council Secretariat (Aia, Yadav et al. 2006). The Strategic Plan documented the

support of the technical groups within NDOH for a national TB DOTS policy.

The third National TB Review Meeting and Workshop 21-23 March 2005 next brought
all stakeholders together to form a consensus agreement on the Strategic Plan. Again
all central stakeholders in TB control were present: Representatives from 19 out of 20
provinces in PNG; with representatives from government (Disease Control Branch;
NDOH HIV/AIDS Unit; Health Promotion Branch; TB Clinic, Port Moresby General
Hospital; National AIDS Council Secretariat ; UPNG School of Medical and Health
Sciences); NGOs (World Vision; Hope Worldwide; National Doctors’ Association;
International Agencies (AusAID) (Aia, Yadav et al. 2006). It was emphasized, in italics
that representatives of 19 of the 20 PNG provinces were present. This was an
acknowledgement that the final decision about adopting and implementing a national

TB DOTS policy rests with the provincial governments.
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Inclusion of HIV/AIDS Collaborative Activities

The fourth meeting to discuss and formulate a Draft Country Policy for Collaborative
TB/HIV Activities, held 10-11 August 2006 was nearly eighteen months after the three
initial meetings. By 2006, WHO, in its new Global Plan to Stop TB 2006-2010 actions
for Life — Towards a World Free of Tuberculosis (Stop TB Partnership and World Health
Organization 2006), was emphasizing the importance of addressing HIV and TB in the
one program, not as separate programs. As a result, by 2006, the GFATM was viewing
favourably TB DOTS Grant applications that included at least a reference to
collaborative TB/HIV activities (Feachem and Sabot 2007). This workshop was
attended by stakeholders engaged in HIV and/or TB control with representatives from
government (NTP, Disease Control Branch, TB Clinic, Port Moresby General Hospital,
PHO, Eastern Highlands, Alotau General Hospital, Milne Bay Province, Angau General
Hospital, Morobe Province, National AIDS Council Secretariat); international agencies
(WHO, UNDP, UNAIDS, AusAID); and NGOs (Hope Worldwide, Anglicare, Family Health
International (Aia, Yadav et al. 2006). Also it is important that Dr Fabien Ndenzako,
Medical Officer HIV, WHO PNG, was included as a co-author of the Strategic Plan to
flag that HIV was an important component of the Strategic Plan (Aia, Yadav et al.

2006).

9.4.3 AusAID Engagement with the TB DOTS Policy Process
Dr Yadav recognized the need to have AusAID agree, as the major donor to the health

sector, to support a TB DOTS policy before the Global Fund would fund one. AusAID
was invited to, and was the only donor present, at all of these meetings. We have
seen that AusAID and the Global Fund had commenced working together to support
HIV, malaria and TB programs in the Asia Pacific region (Downer 9th May 2006,

Downer 10th May 2005). Dr Yadav recognized that there were concerns within AusAID
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regarding funding the weak TB Program in PNG, and that someone who carried weight
with AusAID was needed to convince AusAID that investing in TB DOTS in PNG would
lead to beneficial outcomes both in PNG and in the Torres Strait Islands of Australia.
That person was Dr Anastasios Konstantinos, the Director of the Queensland TB
Services. “It was Dr Yadav who pushed to have an AusAID consultant come up there,
and | think there was some resistance in the (PNG) TB program to having an AusAID
consultant involved. There was no real impression in the TB service, that | got, that

AusAID was very supportive.” (Konstantinos - Interview 7th May 2008)

Dr Konstantinos had no doubt about his own role, which was to produce a report to
AusAID that would make a national TB DOTS policy acceptable to AusAID. He also had
not doubt Dr Yadav was instrumental to, and the leader in the policy process for

developing the TB DOTS policy(Konstantinos - Interview 7th May 2008).

9.4.4  Authorship of the Country Strategic Plan to Stop TB 2006-2010
The authors of the Country Strategic Plan are Dr Paul Aia, NTP Manager, NDOH, Dr

Rajendra Yadav, Medical Officer, TB, WHO-PNG, Dr Anastasios Konstantinos, Director

Queensland Control Centre, and Dr Fabian Ndenzako (MO-HIV/AIDA, WHO-PNG).

Whilst the process of developing the Strategic Plan was driven by Dr Yadav it was
crucial that Dr Paul Aia was the first author. At the politics level in PNG, the Director of
the National TB Control Program must be seen to be articulating TB as a policy
problem, as well as being the person managing and directing this policy response

process. It was also crucial that Dr Konstantinos, who had credibility with AusAID on
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TB control policy, was included as an author and supported the Strategic Plan as the

policy solution, to ensure AusAID and thus the Global Fund acceptance.

9.4.5 Provincial Governments and the the Country Strategic Plan to Stop TB 2006-2010
The Provincial Governments’ role within the policy process is also central. The

introduction to the Strategic Plan states that the “the provincial governments can use
this national plan to design their own province-specific strategic plans.” (Aia, Yadav et

al. 2006)

At Meeting 3 - National TB Review Meeting and Workshop, which was held by the NTP
Unit on 21-23 March 2005, it is emphasized that “Representatives from 19 out of 20
provinces in PNG” (Aia, Yadav et al. 2006) attended the Meeting. However, the
Strategic Plan fails to deal with the limitations of PNG’s governance structure. The
Provinces were not compelled to develop a Provincial Plan, nor are they required to
actually participate in any way in the implementation of a Country Strategic Plan. All
their health funding is received in a block grant from the National Treasury and can be
expended on whatever the Provincial Government decides are its priorities. A national
TB DOTS policy did not mean any of the Provincial Governments were compelled to
spend these moneys on TB Control.

This significant limitation on implementation was not identified in the Status Report.
The Strategic Plan also did not address these fundamental structural governance

constraints.

As we have also already shown in detail, there is very limited capacity to develop

health policy, even if there were a willingness to develop and implement a provincial
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TB control policy. Further, there is little political commitment at the Provincial level to
fund a health policy dealing with any major disease, should one be developed. There is
no mechanism outlined in the Strategic Plan to overcome these fundamental

governance constraints to implementing the Plan.

9.4.6 Consideration of Alternative TB Control Policies
In the process of developing the Strategic Plan and also in the interviews for this

research there is no consideration of alternative TB control policy approaches other
than TB DOTS. The process was driven by a TB DOTS Technical Adviser, employed by
WHO which was strongly advocating for TB DOTS. This policy approach was in turn
endorsed by the AusAID consultant who had extensive experience in TB DOTS in
northern Australia. Given this, alternative policy approaches to TB control and
whether alternative approaches may or may not be relevant to the PNG context were
not considered. This decision had already been made at the international level as we
have examined in detail in the previous chapter. The policy actors and the policy
process in that decision were at the international level — WHO, AusAID and Global

Fund.

9.4.7 The PNG Stop TB / TB DOTS Policy - Content
The PNG Country Strategic Plan outlines the content and goal, objectives and targets of

the policy framework for TB control in PNG from 2006-2010.

Of the four components of the framework TB DOTS was the first and central

component. The DOTS target was to detect 70% of smear positive TB cases; to achieve

at least an 85% cure rate in those cases; and to achieve at least 80% population
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coverage with the TB DOTS Program, the so called 70/85/80 target, in the period from

2006 to 2010. (See Figure 6)

The other three components of the Country Strategic Plan to Stop TB 2006-2010 were:
2. Responding to MDR-TB and TB-HIV.
3. Conducting a Drug Resistance Survey (DRS), and

4. Implementing TB-HIV collaborative activities.

It states “The Country Strategic Plan to Stop TB for 2006—2010 is ambitious but
realistic. It is backed by sound analysis of the strategies, actions and resources needed
over the next 5 years.” (Aia, Yadav et al. 2006). There is no detail of the “sound

analysis” on which the goals and targets are based.
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To achieve eimination of TE as a public health problem

To reduce prevalence and mortality by half by 2020

TE target of the UN Millennium Development Goals

by 2050 Core Targets by 2010
T 1. At least T0% detection rate
2. At least B5% cure rate

{relative to 1890) contributing to the achievement of the 3. At least 80% coverage rate

I

Objectives
{1) To achieve the "T0/85/80" targets by {2) To respond to MDR-TE and TE-HIV
2010 a) MDR situation assessed in two provinces.
a) Case detection rate: at least 70% o) Propartion of TB/HIV co-infected cases put
b) Cure rate: at lzast 85% on DOTS and ART: at least 25%

¢) DOTS coverage rate: at least 0%

1 i

Expected Results (1) High quality exg and img of (3) DRS conducted
DOTS ensured. e.g. a) Capacity of lab network for good quality DRS built
a) =80% districts have access to sputum mMICroscopy through training and supply of consumatles
b) =80% labs have satisfactory perfermance b) Two provinces assessed their MDR-TB situation
c) =80% DOTS units have uninterrupted supply of FDC through DRS

drugs in any given year from 2008

c) =50% NS+ cases receiving DOT from community I

volunteers

d) >80% provinces have Provincial TB Coordinators or (4) TB-HIV collaborative activities being implemented
Coordinators. with funds for mobility within § months of a) National TB/HIV Coordinating Committee formed
launch of the new Stop TB Strategy in any province b) =80% Provincial AIDS Councils have included

&) >80% Lab Technicians, TB Coordinators (and TB TB/HIV activities in their Terms of Reference
Coordinators) and Clinical Officers trained ¢ >18% dislricts implementing TB-HIV collaborat

f) =50% Community Health Workers trained activities as per guidelines (including routine

g) >80% DOTS Units submit report with 3 months of end surveillance)
of any quarter

Cross-cutting issues
{CC 1) Confributing to health system strengthening, ensuring adequate technical assistance and cooperation and addressing
TE and poverty and special situations like prisons and children

{CC 2) Engaging all care providers

{CC 3) Empowering people with T8, and communities (including developing and implementing country-driven advocacy,
communications and social mobilization strategies and ensuring community participation in TB care)

(CC 4) Enabling and prometing program-based operational research

Figure 6 — Framework of the Country Strategic Plan to Stop TB for PNG (2006-2010)

Note: Unless indicated, all targets are set for 2010

Source: Country Strategic Plan to Stop TB for Papua New Guinea (2006-2010) (Aia, Yadav et al. 2006)
page 20

In fact the PNG Country Strategic Plan to Stop TB 2006-2010 is based directly on and
follows exactly the WHO Global Plan to Stop TB 2006-2015 — Actions for Life - Towards
a World Free of Tuberculosis (see Figures 6 and 7) (Raviglione and Uplekar 2006, Stop
TB Partnership and World Health Organization 2006). This Global Plan had at its core
the 5 Components of Direct Observation, Short Course (DOTS). However, drawing on
new International Standards for Tuberculosis Care (Tuberculosis Coalition for Technical
Assistance 2006), and newly released WHO Guidelines for the Programmatic
Management of Drug-Resistant Tuberculosis (WHO 2006), the WHO Global Plan also

now included TB control activities that addressed multi-drug resistant TB, as well as

strategies for delivering collaborative TB-HIV Services.
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9.4.8 Health Systems Strengthening
The Global Plan also emphasized the importance of Health Systems Strengthening. It

stated that TB control policy is to “Contribute to Health System Strengthening (by)
actively participating in efforts to improve system-wide policy, human resources,
financing, management, service delivery, and information Systems.” (Raviglione and
Uplekar 2006). It spells out that without strong and effective health systems, TB DOTS
programs cannot be delivered and sustained (Stop TB Partnership and World Health

Organization 2006).

The new Global Plan emphasized the importance of engaging and empowering people
who have TB, and the communities they live in, as well as all care providers,
government and non-government, in TB Control in developing countries. With the
broadening of the previous WHO policy for TB control in developing countries to
include MDR-TB, HIV/TB collaborative activities, health systems strengthening, and
broader community engagement, the Global Plan became known as the “DOTS-Plus

Strategy”.
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Vision
A world free of tuberculosis
Goal

To dramatically reduce the global burden of tuberculosis by 2015 in line with the MDGs
and the Stop TB Partnership targets

Objectives

® Achieve universal access to high-quality diagnosis and patient-centred treatment

® Reduce the human suffering and socioeconomic burden associated with tuberculosis
® Protect poor and vulnerable populations from tuberculosis, TB/HIV, and MDR-TB

® Support development of new tools and enable their timely and effective use

Targets

® MDG 6, Target 8
Halt and begin to reverse the incidence of tuberculosis by 2015

® Targets endorsed by Stop TB Partnership
By 2005: detect at least 70% of sputum smear positive tuberculosis cases and cure
at least 85% of these cases
By 2015: reduce prevalence of and deaths due to tuberculosis by 50% relative
to 1990
By 2050: eliminate tuberculosis as a public-health problem (less than 1 case per
million population)

Components

Pursue high-quality DOTS expansion and enhancement

e Political commitment with increased and sustained financing

o Case detection through quality-assured bacteriology

e Standardised treatment, with supervision and patient support

® An effective drug supply and management system

e Monitoring and assessment system, and impact measurement

Address TB/HIV, MDR-TB, and other challenges
o Implement TB/HIV collaborative activities
e Prevent and control MDR-TB

® Address prisoners, refugees and other high-risk groups, and special situations

Contribute to health system strengthening

® Actively participate in efforts to improve system-wide policy, human resources,
financing, management, service delivery, and information systems

® Share innovations that strengthen systems, including the Practical Approach to Lung
Health (PAL)

e Adapt innovations from other fields
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Engage all care providers
® Public-Public and Public-Private mix (PPM) approaches
@ International Standards for TB Care (ISTC)

Empower people with tuberculosis and communities

e Advocacy, communication, and social mobilisation
e Community participation in tuberculosis care

e Patients' Charter for Tuberculosis Care

Enable and promote research
® Programme-based operational research
® Research to develop new diagnostics, drugs, and vaccines

Figure 7 — Global Plan to Stop TB 2006-2015

Source: (Raviglione and Uplekar 2006)

Each Component in the Global Strategic Plan, with the exception of DOTS Component
1 - Political commitment with increased and sustained financing, had specific target
indicators (see Figure 7). The PNG Strategic Plan did not provide any detail on the
process by which the Global Plan was adapted, or on how the "measureable targets”
were determined so they could be achieved in the period 2006-2010(Aia, Yadav et al.
2006) (See Figure 6). It does not provide details as to how each component could be
achieved in the complex geographical, cultural, social, and political, governance and
health system mix that makes up the PNG context, and that had impacted on the PNG

Health System’s capacity to deliver health services.

With regard to DOTS Component 1 - Political commitment with increased and
sustained financing, there is a very general statement. “The National Government is
committed to high quality expansion and implementation of DOTS because TB control
is one of its top priorities among all health programs. The Government is committed to
fostering sub-national, national and international partnerships, which will be linked to

medium- as well as long-term strategic action plans to Stop TB. This medium-term
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Country Strategic Plan aims to address technical and financial requirements and
promote accountability for results at all levels of the health system.” (Aia, Yadav et al.

2006)

Being explicit about how to address the governance blocks in PNG between the
National, Provincial and District levels needs to be addressed in DOTS Component 1
which was particularly pertinent given the decentralized governance structures. There
was no obligation on the Provinces and Districts to adopt a TB DOTS Policy. Funding
was allocated to the Provinces as block grants, and TB DOTS funding was not allocated
in such a way that those funds have to be spent on TB DOTS activities. The Country
Strategic Plan does not set out strategies to address the political commitment required

to make the governance changes that would ensure this happens.

Rather than identifying a lack of political commitment, governance, corruption and
health system fragmentation as blocks the Strategic Plan only identifies the need for
extra funding and human resources as the major constraints to be overcome for the TB

DOTS policy to be successfully implemented in the 5 year period 2006-2010.

9.4.9 Funding a PNG TB DOTS Policy
In his introduction to the Country Strategic Plan Dr Nicholas Mann, the Permanent

Secretary for Health, states that the Plan has two purposes: “The primary aim of this
plan is to share information with all stakeholders about the Stop TB Strategy that we
plan to expand across the country in the next 5 years. In addition, the National
Department of Health plans to use the plan to mobilize resources to Stop TB in the

country.” (Aia, Yadav et al. 2006) The Plan estimates the funds required for the
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national implementation of the various components of the Plan as SUS25m (see Figure
8). This addresses the increased and sustained financing part of DOTS Component 1 -
Political commitment with increased and sustained financing, whilst not addressing the
understanding of political commitment in terms of the governance and health system

structures necessary to deliver a TB DOTS policy.

Financial support required (in US Dollars)

Activity Year 1 Year 2 Year 3 Year 4 Year 5 Total
Human resources 753,042 1,085,117 1,514,206 1,952,161 2,382,021 7,686,548
Training 535,853 570,095 1,254,837 919,964 1,172,122 4,452,871
Infrastructure and equipment 335,345 338,024 483,231 531,794 621,950 2,311,244
Commodities and products 22 266 0 82,249 0 24 182 128,697
Planning and administration 931,736 1,066,483 1,839,100 1,556,794 1,834,947 7,229,061
Drugs 821,040 846,588 796,260 718,935 768,665 3,230,988
Total 3,399,282 3,907,207 5,969,883 5,679,648 6,803,887 25,039,409

Figure 8 — Summary of Funding Needs for the Program for the next 5 years
Source. Country Strategic Plan to Stop TB for Papua New Guinea (Aia, Yadav et al. 2006)

The Plan also states: “If the level of funding through domestic and external non-GFATM
sources remains constant in the next 5 years, the NTP Unit will receive only about
USS4.17 million over the next 5 years. Thus, the estimated funding gap is US520.87
million for the next 5 years. Full funding of the Plan is essential for the full
implementation of the Stop TB Strategy and national achievement of the MDG and the
WHO targets, as a step towards our vision of a TB-free nation, by 2050. The National
Government will also seek these funds from the Global Fund to fight AIDS, TB and
Malaria (GFATM) and other international donor agencies, as required.” (Aia, Yadav et
al. 2006) (see Figure 9). The Plan leaves no doubt that external Donor Assistance is
vital. Without AusAID and the Global Fund, and their engagement in the PNG TB DOTS

policy process, the PNG TB DOTS policy would not become a reality.
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Activit Financial support required (in US Dollars)

y 2006 2007 2008 2009 2010 Total

a. Funding available * 895,462 882,340 871,392 777,568 743,343 4,170,105
b. Funding required 3,121,032 3,664,681 5,770,158 5,679,648 6,803,888 25,039,407
c. Funding gap (b-a) 2,225,570 2,782,341 4,898,766 4,902,080 6,060,545 20,869,302

* These are at current rates of fund avallability, which seems to be declining in spite of increased commitments to staffing and
operational costs in 2006 because of the 32% budgetary gap for procurement of drugs, which makes procurement unreliable.
Hence, the expansion of the Stop TB Strategy requires external financial assistance for drugs.

Figure 9 - Funding gaps for Country Strategic Plan to Stop TB for PNG 2006-2010
Source: Country Strategic Plan to Stop TB for Papua New Guinea (Aia, Yadav et al. 2006)

9.4.10 Promised Impact of the Country Strategic Plan to Stop TB for PNG 2006-2010
The Strategic Plan promises that: “Full implementation of the Plan will mean:

= 5,000 - 6,000 additional lives will be saved in the next 5 years (2006-2010)
= the country will be closer to the TB target of the UN Millennium Development
Goals ("to have halted by 2015, and begun to reverse the incidence of TB") and
those of the WHO (“to halve the prevalence and death rates in 2015 compared to
the 1990 baseline”)
This is an ambitious but realistic scenario if the required resources (especially, funding
and staffing) can be mobilized. “ (Aia, Yadav et al. 2006)
This promise of significant numbers of lives saved makes a national TB DOTS policy
very attractive to the politics level in PNG as a policy solution to the high burden of TB,
if the donor funds can be sourced to implement the policy. It is the statement of the
high burden of TB in the Country Status Report which establishes TB as a major health
problem. The Country Strategic Plan outlines a TB control policy which provides a
policy solution with the promised saving of 5,000-6,000 lives in 5 years as well as

helping to achieve the MDGs. Applying the Multiple Streams Framework the problem

stream and policy stream are now aligned.
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In summary, whilst it does bring the problem stream and policy streams together the
content of the PNG Country Strategic Pan to Stop TB 2006-2010 was written to achieve
the goal and targets of the WHO Global Plan to Stop TB 2006-2015. It was written
from the global TB control policy perspective, not from a perspective asking which TB
control policy with a realistic and achievable goal, objectives and targets, was best for
PNG with its unique set of circumstances. It addresses TB DOTS Component 1 -
Political commitment, with increased and sustained financing, narrowly only in terms
of the financing of the TB control policy. It does not address the understanding of
political commitment as ensuring the fundamental governance and health systems
structures required to successfully implement a national TB control policy in a way the

PNG health system could sustain.

9.5 The Politics Stream — Policy Actors and Process
We now examine the actors at the politics level in PNG that had a major influence in

TB DOTS moving onto the PNG policy agenda in 2006.

9.5.1 Policy Capacity at the Political Level in PNG
We have seen that the cultural institutions underpinning political commitment and

leadership were influenced and determined by the wantok system, clientelism and
corruption, which resulted in a very high turnover of politicians. As a result,
engagement with the policy process at the political level was very limited. Survival in
parliament for longer than one term, and ensuring the maximization of clientelism in
order to maximize the chances of re-election, was the main concern of PNG politicians.

We have seen that the resulting governance structures at the National, Provincial and
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District levels in PNG meant that meaningful engagement by the political level with the

health policy process was minimal.

Despite these major constraints at the political level, the TB DOTS policy came onto the
policy agenda in 2006. To understand how this happened, we need to examine the

events at the politics level leading up to 2006.

In this context of low capacity for policy formulation, the point where the political level
in PNG built momentum, and became open to a range of health policy initiatives, was
the 2002 election of Sir Peter Barter to the PNG Parliament, and his appointment as
Minister of Health and HIV, from 2002 to 2007. A trained airline pilot, Peter Barter
came from Australia to PNG in 1965, as a volunteer pilot with the Franciscan Catholic
Mission in Aitape, Sandaun Province(Pacific Friends of the Global Fund 2014). He then
joined a local airline, Territory Airlines (Talair), eventually buying the airline. With a
reputation as a hardworking, efficient manager, he developed and broadened the
airline to become a successful multimillion dollar tourism venture. Peter Barter served
two periods in the PNG Parliament. From 1992 to 1997 he was elected as member for
Madang Province, initially as an independent before joining the government and
serving a period as Minister for Health, then as Minister for Provincial and Regional
Affairs. Barter was re-elected in 2002 and made the Minister for Health and HIV, as
well as Minister for Bougainville, in the Government of Sir Michael Somare(PNG
Government 2006). He brought to the role of Minister for Health and HIV a
commitment to health policies that was to benefit Papua New Guineans, especially in
rural areas. The then Prime Minister, Michael Somare, is quoted as saying of Peter

Barter:
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“The people and government salute Sir Peter Barter for dedicating much of his
public and private life to the development of Papua New Guinea. Papua New
Guineans will remember Sir Peter ..... for lifting the profile and commitment of
the public health sector. But | will remember Sir Peter as a colleague who was
always there when his people needed him urgently. His mercy flights with his
helicopter to help an expectant Mother, an injured youth or victims of a natural
disaster are well documented. On a personal level, Sir Peter pushed for the
health sector to be given greater attention. Some of his achievements include
real increases in budgetary and aid supports for HIV/AIDS, more orderly
procurement of drugs and other medical supplies, and the efforts to recruit
doctors from Cuba. More often than not, he has also expended his personal
resources”(Newington College 2009).
The establishment of the Global Fund to fight AIDS, TB and Malaria in 2002, with the
associated rapid increase in the level of funding for HIV, TB and malaria, was a factor in
Peter Barter’s favour as Minister for Health and HIV. Within two years of becoming
Minister for Health and HIV, the two Tier 1 priority diseases in the PNG Health Plan
2000-2010, HIV and malaria, (GovPNG 2000), had secured large Global Fund Grants - in
2003 a Round 3 $US20m GFATM Grant for Malaria Control (1°* Aug 2004 to 31 July
2009) was secured; and a 2004 Round 4 $US17.5m GFATM Grant for HIV/AIDS (1°** Sept
2005 to 31°" August 2010) was also successful. Without these Global Fund grants this
level of funding for disease control programs would not have been possible given the
budgetary constraints of the PNG Government. With the Global Fund also providing
grants for TB control the politics level would now increasingly favour a TB control

policy. However, a 2005 Round 5 TB DOTS Grant application was rejected partially

because TB was not a Tier 1 policy priority.

9.5.2 Policy Window Opens for the 2006 PNG TB DOTS Policy
By 2006 TB in PNG was on the international policy agenda. The politics stream in

Australia was looking for policy options to address TB and MDR-TB in the Torres Strait.

In the global policy stream TB DOTS was being advocated as the “evidence based”
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policy by WHO which had global as well as PNG political level credibility in the
provision of health policy. At the same time the Global Fund was mobilizing significant
levels of funds, and Australia was increasing its funds through the Global Fund for HIV,
malaria and TB control activities in the Asia Pacific region. These factors combined at

the regional and global level for a policy window to open for a TB DOTS policy.

Dr Yadav taking on the role of policy entrepreneur recognized that a favourable report
from an AusAID consultant endorsing the capacity of the PNG NTP to implement a
national TB DOTS policy would address remaining AusAID concerns about the PNG NTP
program. Dr Konstantinos also taking on the role of policy entrepreneur having
credibility with AusAID supported Dr Yadav’s assertions about the capacity of the NTP
to implement a national TB DOTS policy. This favourably influenced the Australian
political level to provide funds through the Global Fund for a national TB DOTS policy.
The global policy agenda setting process was being feed into the PNG policy process by

these two policy entrepreneurs on behalf of the key global policy actors.

The circumstances were now favourable for all three policy streams coming together

i.e. a policy window opening for a national TB DOTS policy.

9.5.3 2006 TB a “National Emergency” in PNG - “Policy Window” Opens and TB DOTS
makes it onto the Policy Agenda in PNG
Peter Barter in accepting the Country Status Report of National TB Control 1997-2005

(Aia, Yadav et al. 2006) endorsed at the politics level that TB was indeed a major health
policy problem. In launching the Country Strategic Plan to Stop TB 2006-2010 (Aia,

Yadav et al. 2006) the politics level endorsed TB DOTS as the policy response to that
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Critical Junctures in the PNG TB DOTS Policy Window Opening

problem, offering significant reductions in deaths from TB and the achievement of the
TB MDGs. With the likelihood of a Global Fund grant if TB became a Tier 1 disease he
declared TB a “national emergency” requiring an urgent response.

“TB is a national emergency. It is estimated that TB kills more adults in Papua
New Guinea than any other infectious disease. Hence, urgent action is
necessary to scale up our efforts to Stop TB in Papua New Guinea. Fortunately,
tuberculosis is a curable disease.

I would like to congratulate the National Department of Health for having
drafted this Country Strategic Plan to Stop TB for the period 2006-2010. The
potential outcomes, given adequate support, are exciting, not only for the
National TB Program but also for all other health programs because of the
cross-cutting effects expected from the interventions and the initiatives
planned.

The Plan makes a compelling case for greater investment in tuberculosis. We
have the chance to save thousands of lives in the next 5 years by
implementation of the Plan, which clearly spells out what needs to be done. We
have an obligation to act and we should do so now! The costs of not doing so
are too serious to ignore. The dual epidemic of TB and HIV can lead to
immeasurable human sufferings, thousands of deaths and a serious effect on
the national economy.

The payoff for this investment is measurable not only in terms of lives saved,
but also in economic terms. The economic savings far outweigh the costs. TB
hits hardest those people who are in their most productive years, destroying
livelihoods and plunging families into poverty. TB is curable and we have a
proven strategy. The cost of medicines for an entire course of 6 months is only
about K60. Within a few weeks of starting treatment, patients can be back at
work, supporting their families.” (Aia, Yadav et al. 2006)

With this statement from the PNG Minster for Health and HIV, TB moves to become a

Tier 1 disease in PNG. TB was now on the policy agenda, the three policy streams

(problem, policy and politics) had converged, and a policy window had opened for TB

DOTS, with funding to follow (see Figure 10).
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Framing TB as a
Policy Problem
(from the Problem
Stream)

Australia Domestic TB problem:
0 TB cases increase across the Torrs Strait border with
PNG
0 Australian Press — “health threats” across Torres Strait
border
PNG National Health Plan 2000-2010
0 HIV, malaria Tier 1 policy priority diseases dominate
problem stream
O TB NOT a Tier 1 disease control policy priority
Rejection of Round 5 2005 GFATM PNG TB DOTS Application
Dr Yadav, WHO Stop TB Medical Officer:
0 Four Stakeholder Consultation Meetings held
0 Country Status Report of National TB Control 1997-
2005 written
= First clear articulation of TB as a PNG Health
Policy Problem — high burden of TB
0 Aclear statement of TB as a PNG health policy problem
2006 - TB declared a “National Emergency” by Minister for
Health and HIV

DOES NOT address PNG Leadership & Governance, PNG
Health System Structural Problems, or weak or absent PNG
policy capacity (formulation & implementation) as the
FUNDAMENTAL POLICY PROBLEM resulting in high TB
incidence requiring a policy response.

The Policy Solution
(from the Policy
Stream)

Advocated by WHO in the 1990s TB DOTS, emerges from the
global policy stream as the evidence based response to the
global TB emergency.
Dr Yadav, WHO Stop TB Medical Officer:
0 Four Stakeholder Consultation Meetings held
O Country Strategic Plan to Stop TB 2006-2010 written
=  Provides TB DOTS as the policy solution to TB as
a policy problem.
= Will save 5,000-6,000 lives in 5 years; help to
achieve MDGs
Dr Konstantinos, AusAID Consultant, despite reservations, his
report supports AusAID funding of a PNG TB DOTS Policy
No consideration of alternative TB control policy approaches

DOES NOT provide a policy response to the PNG Leadership &
Governance, PNG Health System Structural Problems, or weak
or absent PNG Policy capacity (formulation & implementation)




The Politics Stream

Australia Domestic TB policy problem:
0 TB cases increase across the Torrs Strait border with
PNG
0 Australian Press — “health threats” across Torres Strait
border
Australian Development Assistance to PNG:
0 Main donor, shift from direct budgetary support to
bilateral support to PNG
0 Looking for other mechanisms to provide bilateral
support at the same time that GFATM being founded.
Global Fund to Fight Aids, TB Malaria founded in 2002:
0 Looking to established funding in the Asia Pacific
Region
0 Provided another mechanism for AusAID funds
Sir Peter Barter, Minister for Health & HIV, 2002-2007

0 Major health problem identified - high TB burden
O Promised saving of 5,000 lives
0 Donor funding only available for TB DOTS policy

DOES NOT address the fundamental PNG Governance,
Leadership and Structural Health System Problems

PNG TB DOTS Policy
“Window Opens”

Sir Peter Barter in 2006 declared TB in PNG a “National
Emergency” launching the Country Strategic Plan to Stop TB
2006-2010

2006 Round 6 GFATM PNG TB DOTS Grant Application
successfully submitted

Still DOES NOT address the fundamental PNG Governance,
Leadership and Structural Health System Problems

Figure 10 — Critical Junctures in the PNG TB DOTS Policy Window Opening

9.5.4 The 2006 PNG TB DOTS Policy
The Country Strategic Plan to Stop TB 2006-2010 (Aia, Yadav et al. 2006) sets out the

strategy to achieve coverage of the PNG population with TB DOTS in the five year

period 2006-2010. The Global Fund Round 6 Grant Proposal Form — Expanding and

Implementing the Stop TB Strategy in PNG (PNG CCM 2006) built on and used the

Country Strategy to support the GFATM submission requesting SUS20mill. Thus the
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Round 6 GFATM PNG TB DOTS Grant Proposal(PNG CCM 2006) is the full statement of
the 2006 PNG TB DOTS Policy because in 2006 the GFATM approved funding of this

application.

The goal and targets of the 2006 PNG TB DOTS policy were:

Goal: To reduce morbidity and mortality due to TB in PNG

Objectives:

1. To achieve high quality expansion and implementation of DOTS in order to increase
the DOTS coverage rate to at least 80%, case detection rate to at least 70%, and

treatment success rate to at least 85% - in 66 out of the 87 districts in PNG by Year

2. To address the challenge of TB/HIV co-infection by implementing collaborative
TB/HIV activities in 16 major districts (which constitute 30% of the population) by
Year 5

3. To assess the MDR-TB situation in 2 major provinces (which constitute 16% of the
population) in Years 3-4

4. To contribute to the health system strengthening in 66 out of the 87 districts in

PNG (which constitute 80% of the population) by Year 5

The Goal and Objectives were aligned with the WHO Stop TB Global Strategy which

had exactly the same targets of detecting 70% of sputum smear positive cases and

curing 85% of these cases.
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9.6 Substantial increase in human and financial resources for the 2006 PNG TB
DOTS Policy.

The GFATM approved a massive funding injection agreeing to the full SUS20m
requested in the Round 6 Grant application. This would enable a significant increase in
dedicated TB DOTS staff at all levels of the PNG Health System for the five years
intensive stage of the PNG TB DOTS Grant implementation to establish a strong
supervisory and coordination network including:
“1 Technical Advisor, 6 National, 4 Regional and 40 Provincial Coordinators, 20
Laboratory Technicians, 67 support staff, 66 Senior Pastors and 32 Civil Society
Organizers” (PNG CCM 2006).
These extra staff would be employed for the five year intensive phase of the 2006 PNG
TB DOTS policy i.e. the five years of the 2006 GFATM Grant. After this intensive phase
the Round 6 Grant application stated that there would be no ongoing need for extra
staff, as the NTP will be able to absorb all ongoing TB DOTS activities(PNG CCM 2006).
There would also be an increase in vehicles dedicated to the implementation of the
2006 PNG TB DOTS policy:
“The contractual staff will be assigned vehicles (procured through the WHO
procurement mechanisms) and contractual drivers (2 at the national level, 20
for the provinces, one each), which will be shared with the national and
provincial government officers for joint program efforts” (PNG CCM 2006).

This was a major increase in financial, human and logistical resources for TB control in

PNG.

9.7 Conclusion to Part 4 — Agenda Setting for the 2006 PNG TB DOTS policy

The process by which TB DOTS moved onto the health policy agenda in 2006 took

place at two levels — a global level and a PNG level.
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At the global level, as has been described and critiqued in Chapter 8, key policy actors,
who by the power they were able to exert on the PNG policy process, actually brought

TB onto the policy agenda.

In Australia, PNGs immediate neighbour and largest aid donor, TB and MDR-TB in
Western Province Papua New Guineans crossing the Torres Strait border for treatment
was being identified as an increasing health problem by Australian disease control
surveillance data and the Australian media. By 2006 TB in PNG was receiving attention
as a policy problem at the politics level in Australia. Despite reservations about the
capacity of the NTP AusAID was increasingly open to a PNG TB control policy given the

level of domestic political attention.

Two other global actors in the agenda setting process were the Global Fund and WHO.
Founded in 2002 the Global Fund rapidly began to mobilize significant donor funds for
HIV, TB and malaria control in developing countries to achieve their MDGs. By 2006
Australia was directing significant levels of funding to the Global Fund to be used in the
Asia Pacific Region at the same time as the manner in which it directed and managed
its aid to PNG was evolving from direct budgetary support to bilateral based funding.
As the two major donors Australia and the Global Fund brought significant power to

health policy decisions in PNG in 2006.

WHO brought a policy approach to TB control, TB DOTS, which it had been strongly
advocating since the mid-1990s as the evidence based policy for the control of TB in
developing countries. The policy stream debate about TB DOTS had taken place at the

global level during the 1990s and emerging from that debate the WHO TB DOTS policy
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became the dominant and only approach to TB control. Present in PNG since
independence in 1975, WHO had credibility in providing technical and policy expertise
in disease control. As the only recommended WHO policy approach to TB control it

was the only approach the Global Fund would agree to fund.

At the global level, one of these three actors (Australia) had an identified health policy
problem arising from TB in PNG. One (WHO) had a policy response to that problem.
The third (the Global Fund) had significant funds available for a national TB control
policy. At this global level the three policy streams had started to converge to open a

policy window.

However, in PNG, as has been described and critiqued in this Chapter, TB was not
receiving policy attention as a significant health problem. Due to the rapidly increasing
burden of HIV and the continuing high burden of malaria these two Tier 1 diseases
were the policy problems identified by the National Health Plan 2000-2010 and the

NDOH Strategic Plan 2006-2008.

In order for TB to come to the attention of the politics level it needed to be reframed
as a major health problem. Two key policy entrepreneurs took on the role of
facilitating this process - Dr Rajendra Yadav, WHO Stop TB Medical Officer PNG; and Dr
Konstantinos, Director, Queensland Health TB Program, and AusAID consultant. It was
crucial in this process that Dr Paul Aia, Manager, PNG TB Control Program was seen to
be directing and driving this process. The Country Status Report of the National TB
Control 1997-2005 is the articulation of TB as a major health problem demanding

attention. It is presented by its authors as a PNG TB Stakeholder consensus statement
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that TB in PNG has high morbidity and mortality, and that PNG has the third largest TB
burden in the Western Pacific Region of WHO, so must be addressed as a policy

problem.

The PNG Country Strategic Plan to Stop TB 2006-2010 provides the policy solution that
is "ambitious but achievable”. Again this is framed as a PNG TB stakeholder consensus
policy response. It proposes the WHO TB DOTS approach to TB control and is based on
the 2006 WHO Global Plan to Stop TB 2006-2010. Again the key actors are Dr Rajendra
Yadav, WHO Stop TB Medical officer PNG, and Dr Konstantinos, Director, Queensland
Health TB Program, and AusAID consultant, take the role of policy entrepreneurs whilst
ensuring Dr Paul Aia, Manager and PNG TB Control Program is seen to be directing the

process.

The politics level was weak and policy capacity and decision making was driven by
culturally determined wantokism, clientelism, nepotism and corruption. This
weakness combined with a dependence on foreign aid to fund essential health services
including HIV, malaria and TB gave aid donors significant power and influence in the
health policy process. The appointment of Sir Peter Barter, as PNG Minister for Health
and HIV, 2002-2007 built momentum for new health policies addressing PNG’s major

health problems — HIV, Malaria and TB.

As a result of this intensive agenda setting process, the three policy streams — the
problem stream, the policy stream and the politics stream, came together in mid-2006
with Sir Peter Barter, at the launch of the PNG Country Strategy to Stop TB 2006-2010

declaring TB a “national emergency” and that “TB is curable and we have a proven
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strategy” in TB DOTS. With that, TB moved firmly onto the policy agenda. The funding

of a national PNG TB DOTS policy would definitely now take place.

In this process the fundamental policy problem of leadership and political commitment
with governance and health system dysfunction, along with weak or absent policy
capacity (formulation & delivery) were receiving no attention at either the global or

PNG levels.

This is a case study in agenda setting in a resource limited setting and how the TB
policy process and health policy process generally takes place in such settings. The
power relationships in this process and how power is exercised through the provision

of technical expertise and how funding is allocated is a central finding of this research.
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Part 5 — Political Commitment and
Policy Implementation

In the thesis we have now dealt with the main questions and objectives of the
research:

1) To describe and critique the burden of TB in PNG (Part 2),

2) To describe and critique political commitment (Part3),

3) To describe and critique agenda setting (Part 4), in the policy process resulting in the

2006 TB DOTS policy.

Chapter 10 — Policy Implementation 2007 - 2012.

The aim of this chapter is to examine the implementation of the 2006 TB policy given
the findings, to this point in the thesis, with regard to low levels of political
commitment and engagement in policy formulation, weak governance and
fragmentation of the health system, and the dominant role of global actors and their
policy entrepreneurs. Did the policy achieve its goal and objectives? Were the stated
principles and objectives of the global actors — the Global Fund, WHO and AusAID in

terms of “country lead implementation”, “taking into account local realities and

priorities” to “strengthen health systems” achieved by 2012?
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10 Political Commitment in Implementation of 2006 TB DOTS policy

10.1 Introduction

The aim of this chapter is to describe and critique the implementation of the 2006 TB
DOTS policy with regard to political commitment. How did the policy actors at the
political level in PNG, as well as the global policy actors, deal with and ensure the
necessary health system governance structures were in place to deliver a national TB
DOTS policy? Secondly, did the implementation of the policy achieve the goal and
targets of detecting 70% of smear positive TB cases, achieve at least an 85% cure rate
in those cases, and achieve at least 80% population coverage with the TB DOTS
Program in the period from 2007 to 2012? Thirdly, did the implementation of the
policy achieve the stated goals and principles of the global policy actors who

committed SUS20m in aid funds to the 2006 policy?

The major policy problem in the implementation of the 2006 TB DOTS policy, which
required political commitment, was entrenched corruption, a lack of accountability,
and dysfunction between the national, provincial and district levels of government and
the health system(Bolger, Mandie-Filer et al. 2005). This was having a major impact on
the provision of health services. Up to 60% of Aid Posts had been closed, the capacity
of HCs to deliver even basic services was in rapid decline, health patrols were not
happening, staff morale and performance was low. The community and patients had
little trust in the health system to deliver basic services (Bolger, Mandie-Filer et al.
2005). As a result health outcome indicators were poor with low immunisation

coverage rates (Toikilik, Tuges et al. 2010), high maternal mortality (GovPNG 2009,
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NDOH 2009) and the emergence of drug resistant TB (Gilpin, Simpson et al. 2008,
Phuanukoonnon, Suarkia et al. 2008). This provided the policy context requiring

political commitment in the implementation of the 2006 TB DOTS policy.

To undertake this analysis of political commitment in the implementation of the 2006
policy we apply the Fox et al framework (Fox, Goldberg et al. 2011) in order to assess
the three central components of political commitment:
1) Expressed commitment

e public pronouncements in line with scientific evidence and internationally

recognized standards

2) Institutional commitment

e established bureaucracies,

e adoption of laws and regulations,

e surveillance and monitoring and evaluation mechanisms
3) Budgetary commitment

e disbursement and allocation of funds

10.2 2006 PNG TB DOTS Component 1 - Political Commitment
The Round 6 Grant application in outlining the 2006 policy acknowledged the major
challenges in political commitment in PNG and the resulting significant structural
governance challenges:
“A new “Organic Law on Provincial Governments and Local Level Governments”
mandating decentralization of all governmental services and activities was
introduced in 1995. This law has transferred the responsibility of rural health
services to the local level governments (generally three per district), limiting the

role and responsibility of the National Department of Health (NDOH) to policy
development, technical and quality standards setting, and monitoring and
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evaluation (as defined in the National Health Administration Act, 1997)” (PNG
CCM 2006).

The Policy also acknowledged the devastating impact of the 1995 Organic law on PNG

Health System Governance:
Launched without sufficient preparation for its implementation, it has proved
extremely disruptive for the health system, breaking down the vertical
integration that is essential to ensure a strong link between policy development
and implementation. A recent review of the health sector revealed the lack of a
performance based public service, the lack of prioritization of health services, a

sound health policy but lack of implementation, inadequate supervision, and
inadequate focus on service delivery” (PNG CCM 2006).

These political changes had a devastating effect on the rural health services of PNG
where the components of the PNG TB DOTS policy must be implemented:
“In recent years, rural health services have deteriorated significantly because
many rural health facilities have closed down and the staff have been
retrenched or retired. The shortage and misdistribution of human resources is a
serious issue in PNG. There is an acute shortage of nurses and community
health workers in most rural areas” (PNG CCM 2006).
However, when applying the Fox et. al.(Fox, Goldberg et al. 2011) framework, which
has three components for assessing political commitment(expressed commitment,
institutional commitment, and budgetary commitment), to the 2006 PNG TB DOTS
Policy there is evidence of only one component, which is expressed commitment.
Expressed commitment was evident when TB was moved from being a tier 2 policy
disease to a tier 1 policy disease, when the Minister for Health launched the Country
Strategy to Stop TB 2006-2010. The 2006 PNG TB DOTS Policy acknowledges this when
addressing political commitment as a challenge to the 2006 policy:
“Political commitment: Until 2006, the NTP (National TB Control Program) was
a second-tier priority with limited staffing and funding support from the
Government and its Development Partners. However, this has now changed due

to the reprioritization of the NTP as tier-one priority in June 2006. The challenge
now js to advocate the same to the provincial governments” (PNG CCM 2006).
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It is the last sentence in the above quote - “The challenge now is to advocate the same
to the provincial governments”(PNG CCM 2006) page 39, that is the central policy

challenge in terms of institutional commitment in the 2006 PNG TB DOTS Policy.

The first and major problem in the implementation of the 2006 TB DOTS policy was
that provinces and districts in PNG are not responsible to the national level for any
policy implementation as a result of the 1995 New Organic Law. Policy priorities at all
level of government were elsewhere i.e. wantokism, clientelism and nepotism. The
limited or absent institutional commitment at the provincial and district level to health
policy was reflected in the rapid decline in rural health services in the 10 years leading
up to the 2006 PNG TB DOTS Policy. The institutional commitment component of
political commitment is absent at the provincial and district level in PNG. To change
this required major legislative changes which would re-centralize the control of health
services to the national government, ensuring the restoration of lines of responsibility,
and a performance management system throughout the PNG health system. It is only
then that components 2, 3, 4, and 5 of a TB DOTS Policy could be implemented. An
opportunity to address and reform these governance constraints and implement
institutional commitment to the 2006 TB DOTS Policy came with the Provincial Health

Authorities Act of 2007.

10.3 Provincial Health Authorities Act 2007

An opportunity to support and implement the institutional commitment component of
political commitment came about in 2007 when the PNG Parliament enacted the PHA
Act (GovPNG 2014). Initiated by the Ministry of Health the PHA was a concrete step

towards addressing the fragmentation and lack of accountability within the Health
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System by recentralized authority over the provision of health services. The PHA made
both the Provincial Hospital Boards (curative services) and Provincial Health
Administration (rural health services) responsible to a new PHA which was appointed
by and directly responsible to the Minister for Health. This would recentralize
responsibility for all health services to the Minister for Health, and National
Department of Health, with clearer lines of responsibility and reporting. The PHA was
a direct attempt to address and re-establish lines of reporting and responsibility for
health service provision which the 1995 New Organic law had dismantled. However,
the PHA was voluntary and could not be imposed on Provinces. In 2009 three
provinces Milne Bay, Eastern Highlands, and Western Highlands, passed the provincial
legislation required to bring the PHA into force (GovPNG 2014). Six more provinces
(West New Britain, West Sepik, Enga, Manus, East Sepik and Southern Highlands) had
expressed interest in forming a PHA but to 2014 had not taken steps to do so (GovPNG

2014).

It is important to note that the PHA was not initiated and passed by the PNG
Parliament to specifically address the needs for institutional commitment required to
implement the 2006 PNG TB DOTS policy. The PHA resulted from repeated requests by
some PNG policy actors within the NDOH, as well as internationally, to address the
fragmentation and dysfunction of the health system. This opportunity to support and
implement the institutional commitment component of Fox’s framework had and still

has not been largely taken up by the Provincial governments.

So despite these attempts to establish bureaucracies that would have facilitated the

implementation of the 2006 policy a 2014 external review of the NTP found that the
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NDOH and NTP still only had direct control and responsibility for “the national referral
hospital, 1 specialist, 4 regional hospitals and 16 provincial public hospitals and since
NTP and hospital management are within the same (administrative) structure, it allows
NTP to have easy access to provincial hospital teams to communicate and coordinate
NTP and GF related activities.”(GovPNG 2014) However, “the same is not true for the
coordination of TB control related activities at provincial and district health facilities,
because NTP and provincial and district health facilities are not under the same
structure. Based on the Organic Law, the PHO comes under the provincial
administration and 30 district-level health facilities are under the district
administration. Therefore, NTP and World Vision staff endeavour to work closely with
the provincial hospital, PHO and District Administrators in order to access the provincial

and district health facilities.”(GovPNG 2014)

Despite this lack of political commitment to implement the needed structural
governance changes to streamline lines of responsibility and accountability the Round

6 Grant implementation went ahead.

10.4 Policy Implementation
With the release of the first tranche of funds in September 2007 the implementation
of the Round 6 Grant actually commenced on 1st October 2007 so that agreed

activities (GFATM 17th Oct 2007) to achieve the goals and objectives:

The Round 6 Grant was to be implemented in two phases. Commencing 1st October
2007 the first phase was to scale up DOTS to 9 provinces by 1st October 2009 and was

valued at $US5,007,911 (GFATM 17th Oct 2007, Ahmadova, Heldal et al. 2012). The
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second phase was to increase DOTS coverage to the remaining 11 provinces by 1st
October 2012, and was valued at SUS14m, the balance of the Grant (GFATM 17th Oct

2007, Ahmadova, Heldal et al. 2012). (See Figure 11)

PNG Provincial Schedule for Implementation of 2006 Round 6 TB DOTS Policy

Year Province

National Capital District, Central, Morobe,

2008 Madang, Milne Bay,

Simbu, Western Province, East Sepik,

2009 Southern Highlands
East New Britain, West New Britain, Enga,
2010
Central and Oro
2011-2012 New Ireland, Bougainville, Sandaun, Manus,

Gulf and Western Highlands

Figure 11 — PNG Provincial Schedule for Implementation of 2006 Round 6 TB DOTS
Policy

Source: (Pennas 2008)

The Grant goal and targets were:

“Goal: To reduce morbidity and mortality due to tuberculosis in Papua New Guinea.

Objectives:

1. To achieve high quality expansion and implementation of DOTS in order to increase
the DOTS coverage rate to at least 80%, case detection rate to at least 70% and
treatment success rate to at least 85% - in 66 out of the 87 districts by Year 5

2. To address the challenge of TB/HIV co-infection in 16 of the 87 districts by Year 5

3. To assess the Multi-Drug Resistant TB (MDR-TB) situation in 2 of the 20 provinces in
Years 3-4

4. To contribute to the health system strengthening in 66 of the 87 districts by Year 5.
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The main activities of the Round 6 Grant “will include high quality expansion and
implementation of all 5 components of DOTS and the new elements of the Stop TB
Strategy (in a phased manner, over 5 years, using a package4 approach), through a mix
of government health care providers and church/ NGO/ private networks. This will

involve a sequence of events, province by province, as detailed below:

1. A strong supervisory and coordination network will be set up through the
recruitment, training and deployment of 1 Technical Advisor, 6 National, 4 Regional
and 40 Provincial Coordinators, 20 Laboratory Technicians, 67 support staff, 66
Senior Pastors and 32 Civil Society Organizers.

2. The supervisory network for providing technical assistance and support will be set
up by the World Vision International (for the ACSM/ Community-DOTS components
and Madang Province), the World Health Organization (for the diagnostic and
treatment components), the Hope Worldwide (for National Capital District, Central
and Simbu Provinces), the Capacity Building Service Center (for M&E component),
the City Pharmacy (for the P&SM component) and the JTA International (for
Western Province).

3. Community leaders (especially, the churches) will be oriented and involved from the
beginning so that the strong community networks (especially, the extensive pastor
networks) that are already in existence can be used to strengthen the human
resource capacity for ACSM activities and the establishment of community-based

DOTS network and patient support groups.

4 Package approach will include all the 5 classical components of the DOTS Strategy in addition to other elements
envisaged under the Stop TB Strategy, particularly addressing the challenges of HIV/AIDS and MDR-TB. The Stop TB
Strategy that is planned to be rolled out in Papua New Guinea will have a strong cross-cutting health system
strengthening component to take care of the health system weaknesses that are widespread.
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Cascade training will be done over 5 years: 20 each of trained National Trainers,
Provincial ACSM/ Community-DOTS Coordinators (with assistance from Senior
Pastors) and Provincial Project Coordinators will train about 2000 each of Clinical
Officers, Voluntary DOT Providers and Government DOT Providers, respectively.

At least 80 microscopy centers in 66 districts will be established or strengthened
and over 400 non-microscopy health facilities will be supported for transportation
of sputum specimens to the nearest microscopy centers to improve access to lab
diagnosis.

Collaborative TB/HIV Activities will be introduced and expanded to cover at least 16
of the 87 districts.

The MDR-TB situation will be assessed in two provinces in Years 3-4.

External technical assistance will be sought from International Experts for P&SM,
M&E, ACSM, TB/HIV, Drug Resistance Survey and External Quality Assurance.”(PNG

CCM 2006)

The Principal Recipient (PR) of the Round 6 Grant was the National Department of

Health (NDOH) (GFATM 17th Oct 2007, Ahmadova, Heldal et al. 2012). This meant that

all Grant funds flowed to the NDOH which had responsibility for ensuring funds were

distributed to the Sub-Recipients (SRs) responsible for implementing different

components of the Grant. As PR the NDOH was also responsible for ensuring the Sub-

Recipients were held accountable for the acquittal of funds along with the

implementation of all activities (GFATM 17th Oct 2007, Ahmadova, Heldal et al. 2012).

“The CCM is confident that the Principal Recipient will be able to perform the desired

activities and thereby achieve the objectives. It has sought to ensure this success

through the proposed provision of technical assistance and increased number of
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support staff, managed through strong implementing partners like the World Vision,
the World Health Organization, the Capacity Building Service Center, the City
Pharmacy, the Hope Worldwide and the JTA International. These non-governmental
organizations and private agencies will manage the extensive supervisory network and

cascade training programs that have been planned” (PNG CCM 2006).

The Sub-Recipients were a mix of private for profit companies, consultancy companies,
non-government organizations and faith based organizations. These organizations
applied for funding as SRs, subject to approval from the PNG GFATM Country
Coordinating Committee (CCM) as being capable of delivering their designated
components of the TB DOTS Policy(PNG CCM 2006). In practice, the responsibility for
the delivery of the key components of the 2006 PNG TB DOTS Policy was taken out of

the hands of the NDOH.

The involvement of SRs was partly to address one of the major grounds the GFATM
gave for rejecting the 2005 Round 5 GFATM PNG TB DOTS Grant application. The
Global Fund objected to the NDOH being the Principal (and sole) Recipient in the
Round 5 GFATM PNG TB DOTS Grant application. The NDOH had excluded all other
stakeholders in TB control in PNG including the private sector, non-government sector,
and people living with or affected by the disease, violating the GFATM Grant criteria.
However, the focus on Sub-Recipients would also addressed another reason given for
the rejection of the 2005 Round 5 GFATM PNG TB DOTS application; the low
managerial capacity within the NDOH and PNG Health System to deliver a national

PNG TB DOTS policy.

260



The Round 6 Grant application stated that after the five year Round 6 Grant “The
Government is confident that it will be able to sustain the NTP through its own
resources and assistances from its usual development partners because the recurrent
costs are likely to be lower and affordable once the program has gained and developed
momentum” (PNG CCM 2006). In 2006 there was no identified need for any future
funding requirements for TB control after the 2006 Round 6 Grant ended on 1%

October 2012.

10.4.1 2006 PNG TB DOTS Component 2 — TB Case detection through quality-assured
bacteriology

In order to be diagnosed as having TB, under the TB DOTS policy, a patient must have a
positive sputum smear using the Zeil-Nielsen staining technique. This requires
microscopists who are trained in this technique to be within reasonable access to the
AP or HC where TB patients would be presenting with symptoms of TB. WHO was the
designated sub-recipient charged with sole responsibility for delivering this
component:

“The World Health Organization will focus on lab diagnosis and treatment

components by recruiting, training and deploying contractual 1 National

Laboratory Coordinator, 4 Regional Laboratory Coordinators, 20 Lab

Technicians (for remote areas) and 20 Provincial Project Coordinators to assist
the NDOH and Provincial Health Offices” (PNG CCM 2006)

10.4.2 2006 PNG TB DOTS Component 3 - Standardized treatment, with supervision and
patient support

The third component of the TB DOTS Policy requires a diagnosed TB patient to be

directly observed each time they take their TB medication to ensure treatment

compliance and therefore increase cure rates. An Advocacy, Communication and

Social Mobilization (ACMS) component of the TB DOTS Policy aimed to raise

261



community awareness so that people with signs and symptoms of TB present to a

health facility for sputum microscopy.

This third component of the 2006 PNG TB DOTS Policy was awarded to World Vision,
an international faith based organization, which had built an extensive network over

some years throughout PNG:
“The World Vision International will focus on ACSM and Community-based
DOTS by networking with local level governments, administrators, churches,
village-level pastors and other community volunteers through a network of 1
Technical Advisor, 20 Provincial ACSM/ Community-DOTS Coordinators, 66
Senior Pastors and 32 Civil Society Organizers, who will twin with the Provincial

Health Promotion Officers and provide them with technical assistance and
support for these efforts” (PNG CCM 2006)

10.4.3 2006 PNG TB DOTS Component 4 - An effective drug supply and management system
An uninterrupted supply of TB drugs is required throughout the six months TB
treatment to ensure high cure rates. Disruption or failure of drug supply results in

relapse, and possible development of drug resistant forms of TB.

City Pharmacy, with the largest chain of private pharmacies in PNG covering most
provincial capitals, became the sub-recipient responsible for TB drug Procurement and
Supply Management (P&SM) down to the HC and AP level:
“The City Pharmacy will assist the government by setting up a strong P&SM
system closely coordinated by a network of contractual National Logistics
Coordinator and Assistant (one each) and 20 Provincial Project Assistants for

P&SM, who will provide technical assistance to the existing government
National and Provincial Logistics Officers” (PNG CCM 2006)
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10.4.4 2006 PNG TB DOTS Component 5 - Monitoring and evaluation system, and impact
measurement

The fifth component of the TB DOTS Policy is monitoring and evaluation (M&E), and
measuring the impact of the TB DOTS Policy. A robust HIS is required to ensure that
data on the correct indicators to monitor and evaluate the implementation of the TB

DOTS policy is being collected and analysed in a timely manner.

The Capacity Building Service Centre (CBSC) was the Sub-Recipient responsible for the
M&E component of the 2006 PNG TB DOTS policy. The CBSC was a partnership
between AusAID, the National Department of Health and a private contractor, Jane
Thomason and Associates International:
“The Capacity Building Service Centre will support the Principal Recipient in the
recruitment, management and performance assessment of one contractual
National M & E Coordinator, one National M&E Assistant and 20 Provincial
Project Assistants for M&E (one per province). Through these staff who will be
placed with the NDOH and the Provincial Governments, it will support the
setting up of database management and communication hubs to assist in the
establishment of a strong M&E network in the government health system”
(PNG CCM 2006) page 40
In short, the 2006 policy responded to the failings of TB DOTS Component 1 — political
commitment, and the resulting fundamental governance and health system
governance constraints, by contracting the delivery of four key DOTS components to
Sub-Recipients able to bypass, whilst nominally working with and within, the broken
health system. By bypassing the PNG state the policy reinforced these institutional
failings. The policy fails to articulate how policy “Objective 4. To contribute to the

health system strengthening in 66 out of the 87 districts in PNG (which constitute 80%

of the population) by Year 5” (PNG CCM 2006) was to be achieved.
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10.5 Relationship between the NDOH (Principal Recipient) and Sub-Recipients

A senior World Vision worker stated in her interview that the staff of NDOH, and
especially the National TB Control Program, resented the role taken by the SRs in
implementing the key components of the 2006 PNG TB DOTS policy. “It was like the
pride was hurt of the government, it was a bit humiliating to know you don’t have the
capacity to acquit those funds. Our mere presence is telling these workers that they
are incompetent, basically if they were competent why would we be there?” (Adepoybi

- Interview 12th April 2008)

This had an impact on the way the NDOH related to and worked with the SRs.

The NDOH staff attitude was “You are employed to do this so you do it. It’s a problem
calling someone to come in to do someone else’s job, because that person is going to
feel disempowered and they get paid less, the constant refrain is you guys are here for

5 years, then what? it’s true.” (Adepoybi - Interview 12th April 2008)

Further, the implementation of the 2006 PNG TB DOTS policy required the recruitment
of a large number of new staff employed under contract by the Sub-Recipients. Many
of these SR positions required prior health experience and paid higher salaries than the
NDOH. “We wanted to avoid taking people from the Department of Health and putting
them into these sub recipient positions, leaving a skeleton staff in the National
Department of Health. ... (However), for the last one, which was for district TB
coordinators, | would say all of the staff working in (National Department of Health) 7B
sections around the county applied because the money is more” (Adepoybi - Interview

12th April 2008). The Sub-Recipients had to fill these positions as this was a GFATM
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requirement to be met before the next round of money would be released (Adepoybi -

Interview 12th April 2008).

10.6 Differences between Global Fund and AusAID

A further major problem in the early stages of the implementation of the Round 6
grant was the difference encountered between the management and reporting
requirements of the Global Fund Grant compared to AusAID. AusAID had been the
largest donor to the Health Sector for many years, and managers in PNG had become
used to its requirements. “AusAID is notorious for not demanding a high level of
performance, they can’t be classed as performance based. Funding pretty much

comes” (Adepoybi - Interview 12th April 2008).

By contrast, the Global Fund set very high and stringent requirements for reporting.
The Fund required quarterly reports on all the 2006 PNG TB DOTS activities — on
workshops, trainings, field visits, supplies purchased etc. Many of these data
requirements were to enable comparison between Global Fund grant implementation
in different parts of the world. They were not framed around the Health Information
needs of the recipient country programs. A large part of Component 5 — Monitoring
and evaluation, and impact measurement, activities were directed at collecting data to
meet Global Fund needs. There was also a strict audit of management of Global Fund
moneys. If agreed timelines and indicators were not met then the next tranche of
funds was not released. This was a new experience for both the NDOH as PR and also

for the SRs used to the AusAID approach (Adepoybi - Interview 12th April 2008).
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10.7 Global Fund Implementation Performance Grading of the Round 6 Grant

The Global Fund grades the performance of its Grants using a scale which indicates the
quarterly performance of the Grant against the agreed, and required, GFATM
performance indicators. These performance indicators are the Grant implementation
deliverables — drugs supplied, trainings completed, new TB cases detected, cured TB
cases etc. The performance grades are:

Al — Exceeds expectations

A2 — Meets expectations

B1 — Adequate

B2 - Inadequate but potential demonstrated

C — Unacceptable

If the Grant performance is “C” — unacceptable, then the Global Fund does not

authorized the release of the funding for the next quarter.

Based on this Global Funds own quarterly implementation performance grading
system the Round 6 TB DOTS Grant, from the commencement of implementation in
the fourth quarter 2007 up to 2011, the quarterly implementation performance was
consistently in the range between B1 and A1(GFATM 2012). So according to the Global
Funds own assessment the Round 6 TB DOTS Grant was meeting the Funds minimal

requirements for implementation during this time period.
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10.8 Global Fund Office of Inspector General (OIG) Review of 6 PNG GFATM Grant
However, the performance grade of the Global Fund Round 3 Malaria Grant (GFATM
2004) and Round 4 HIV/AIDS Grant (GFATM 2004) both had several quarters which

were recorded as “C” — unacceptable, was recorded(OIG GFATM 2014).

As a result in October and November 2010, the Office of Inspector General (OIG)
conducted a detailed audit on six Global Fund grants in PNG from Rounds 3, 6 and 8,
including the 2006 Round 6 PNG TB DOTS Grant(OIG GFATM 2014). The audit made
several major findings with regard to the Round 6 Grant implementation which by the
time of the OIG audit had completed 3 years, and the first phase, of the 5 years of the

Round 6 implementation:

Firstly, it noted a lack of capacity within the National Department of Health which
resulted in dependence on foreign technical assistance to ensure the TB DOTS policy
was being implemented. “The success of the three Global Fund supported-programs
was driven by the use of technical assistance and support from the sub-recipients for
major parts of the program. However, the National Department of Health as PR did
not have a clear action plan on how to transfer knowledge from the technical
assistance support in order to build in-country capacity” (OIG GFATM 5 July 2012). The
use of foreign technical expertise and sub-recipients outside the government health
system “gave the appearance that the Global Fund had facilitated a parallel system in
the country, whereas in fact this was due principally to an absence of capacity in the
National Department of Health. The reliance on technical assistance, however, should
be complemented with capacity building of national and local staff for long term

sustainability”.(OlG GFATM 5 July 2012).
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Secondly, despite the Round 6 Grant implementation being in its third year, with
health system strengthening as a central focus, the OIG audit noted that the health
system was still very weak. “For the three diseases (HIV, TB, malaria), patient access to
the provision of good quality care was hindered by the fact that: staff were often
inadequately trained; frequent stock-outs occurred; there was a lack of treatment
compliance.” (OIG GFATM 5 July 2012) As a result “there were risks of increasing
resistance to malaria drugs; an increasing incidence of multi-drug resistance to TB; and

co-infections of TB and HIV”(0OIG GFATM 5 July 2012).

Thirdly, the quality of health data was very poor. “The National Department of Health
faced issues with the quality and accuracy of data collection and reporting; data
analysed and collected were not accurate”(0IG GFATM 5 July 2012). The OIG audit
emphasized that “supervisory visits should be strengthened at provincial level, and
there is a need for on-site training in the use of management tools and the accuracy of
data reporting. For the TB program, new monitoring tools should be made available
and distributed as soon as possible” (OlG GFATM 5 July 2012). Data collected by the
National HIS was not adequate to track progress against Global Fund program
indicators and extra staff needed to be hired to collect these data to meet the Global

Funds reporting needs(OIG GFATM 5 July 2012).

Fourthly, there were inadequate human resources to deliver the TB DOTS policy.
There was “a lack of medical and paramedical staff at national and provincial level”.
This resulted in “the use of community health workers to assist nurses and doctors (due
to limited numbers available) which has contributed significantly to TB program

outcomes in Papua New Guinea” (OIG GFATM 5 July 2012). However, as doctors and
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nurses received all TB DOTS training (Adepoybi - Interview 12th April 2008) the “CHWSs
were not all trained in TB DOTS. This lack of training was critical, as CHWs that are self-
taught use the Stop TB Guidelines (blue book) as a reference source, and this guideline

had not been updated.”(0IG GFATM 5 July 2012)

Finally, the OIG found within the NDOH that there had been fraudulent use of Global
Fund Grant moneys which took various forms:

e “Non-compliance with grant agreements and approved work plans, such as the
purchase of health products based on an unapproved procurement and supply
management plan.

e lack of supporting documentation for expenditure on goods and services, and
to support Progress Update and Disbursement Requests, resulting in delayed
and incorrect reporting.

e Unreconciled differences between the expenses reported to the Global Fund and
those in local financial records.

e Inadequate control over bank and cash operations and weak monitoring of
advances.

e Instances of non-compliance with grant requirements and guidelines on
procurement, including records maintenance and procurement planning.

e Weak monitoring controls over third party activities and sub-recipients.”(O1G

GFATM 5 July 2012)

The OIG audit identified SUS2.7m of “unsupported and ineligible” expenditure of which
SUS2.3m was not sufficiently accounted for by the NDOH as PR, and smaller sums by

SRs (OIG GFATM 5 July 2012).
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As a result in November 2010 the Global Fund invoked its “Additional Safeguard
Policy” over the PNG portfolio developing an action plan of safeguards which included
the suspension of the Global Fund Round 6 TB DOTS Grant except for life saving
activities such as drug supplies ...”the OIG concludes that the internal control
environment requires significant improvement due to non-compliance with applicable
policies, operating standards, sound commercial practices, the terms of the grant
agreements and weak financial controls. .... the OIG could not provide reasonable
assurance that oversight arrangements ensured that grant funds had been used for the
purpose intended and that value for money had been secured.” (OlG GFATM 5 July

2012)

The findings in the OIG audit of the Global Fund Grants were a further indication of the
low level or absence of the institutional commitment component of political
commitment to address the governance reforms needed to “establish bureaucracies,
laws and regulations” in the Fox et al framework on political commitment to actually

deliver the national implementation of the TB DOTS policy.

10.9 NDOH Resigns as Round 6 Grant Principal Recipient

As a result of the OIG audit the NDOH, in a letter to the Global Fund dated 15 April
2011, resigned from its role as the PR for Global Fund supported programs in PNG,
including for the Round 6 TB DOTS Grant (OIG GFATM 5 July 2012, Ahmadova, Heldal
et al. 2012, GovPNG 2014). The PNG Global Fund Country Coordination Mechanisms
(CCM) oversaw the selection process for a new PR for the Round 6 Grant. This resulted

in the selection of World Vision International as the new PR in June 2011(GFATM 17th
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February 2012, World Vision 2013). From June 2011 World Vision International took
primary responsibility for the implementation of the TB DOTS policy receiving the
balance of the Round 6 Grant funding of SUS7.4m (World Vision 2013).. As a result
World Vision now provided human resources to the central and provincial level
required to oversee and coordinate the implementation of the Round 6 activities. It
also reported directly to the Global Fund the required Round 6 Grant quarterly

performance indicators.

The NDOH and NTP no longer had any direct responsibility for the implementation of
the TB DOTS policy. The revised role and responsibilities of NTP was to monitor and
report on NTP activities, only provide “oversight” of the Global Fund grant and
coordinate sub-technical working groups represented by major development partners
such as World Health Organisation (WHQ), AusAID, JTA International, World Vision and
Hope Worldwide and provincial TB coordinators and physicians from TB burden
provinces (Adepoybi - Interview 28th January 2010, Ahmadova, Heldal et al. 2012,

GovPNG 2014).

In the 2006 Round 6 Grant agreement the Round 6 Grant had been meant to finish on
October 1% 2012. In agreeing to WV as the new PR the Global Fund, taking into
consideration delays which occurred during the transition of PR-ship from NDOH to
World Vision, approved an extension of the Grant from October 1, 2012 to June 30,

2013 (GovPNG 2014).
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10.10Round 6 TB DOTS Implementation Outcomes

The Round 6 Grant concluded on 30" June 2013°. The central guestion is by June 2013
had the Round 6 Stop TB Grant achieved its four objectives? We draw on independent
external reviews of the NTP to provide an independent assessment of the four Round 6
Grant Objectives by 2013-2014:

2006 DOTS Policy Objective 1 - To achieve high quality expansion and implementation of
DOTS in order to increase the DOTS coverage rate to at least 80%, case detection rate to at
least 70% and treatment success rate to at least 85% - in 66 out of the 87 districts by Year 5.

Firstly, DOTS Component 5 - Monitoring and evaluation system, and impact
measurement provided the data for the evaluation of the other TB DOTS Round 6
Grant indicators. The 2014 Joint External Review found that the quality of the DOTS
data was “still extremely poor”(GovPNG 2014). In 2013 only 212 of 294 Centres
providing DOTS returned reports. Data collection was being driven by Sub-Recipient
employed M&E staff who had no long term contracts or indication of being absorbed
into the government health system. With caveats about the quality of data the 2014
Review relied on 2011 and 2012 data as the only available data in 2014 to undertake
its evaluation of the performance of the NTP(GovPNG 2014), confirming the findings of
the OIG in 2009(0IG GFATM 2014) and the 2012 WHO External Review of
Programmatic Management of Drug-Resistant TB with regard to poor quality and lack

of timeliness of health data (Ahmadova, Heldal et al. 2012).

With regards to DOTS Component 2 - Case detection through quality assured

bacteriology, the 2014 Joint External Review of the NTP stated that sputum smear

> As the end of the Round 6 Stop TB Grant came to an end a further Grant was being prepared. An
application for bridging funds beyond June 2013 was being prepared for the Global Fund to continue
funding. This is dealt with later in this Chapter under Postscript.
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performed is “the bedrock for monitoring and evaluation activities, providing
diagnostic certainty and the ability to confirm cure. A well-functioning DOTS program
is dependent on high rates of quality assured sputum smear microscopy and well-
functioning microscopy centres” (GovPNG 2014). By 2012 despite the Round 6 grant
roll out, sputum smears were performed on <50% of adult pulmonary TB cases with
high rates of “sputum not done” cases (GovPNG 2014). This was due to the
inadequate and poorly performing sputum microscopy services. Whilst smear
microscopy using the Zeihl-Neelsen method had been established for many years only
112 of the established 139 microscopy centres were functioning in 2014(GovPNG
2014) despite the Round 6 inputs. The reasons for the 27 non-functioning microscopy
units were either because of “a lack of a trained microscopist, or poor infrastructure,
e.g. no space for the microscope or reagents. So sputum samples from these centres
were sent to other functioning microscopy centres in the province thus overburdening
the workload of these centres, delaying patient diagnosis and leading to a high rate of
“smear-not-done” among enrolled cases”(GovPNG 2014). Again this 2014 outcome
was despite the extensive inputs to improving sputum microscopy services during the

Round 6 Grant.

With regard to DOTS Component 3 - Standardized treatment, with supervision and
patient support TB DOTS was now present in all 20 provinces as a result of the Round 6
Grant. However, the 2014 Review found that “case holding was poor with treatment
success reported in 69% of new smear positive cases, and 52% of retreatments cases
(based on the 2011 cohort), owing mainly to high rates of “loss to follow up/default”
(19% for new smear positive and 22% for retreatment cases)”(GovPNG 2014). This was

less than the 85% treatment success Round 6 target. Verification of treatment success
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proved difficult because inadequate sputum microscopy and reporting and poor data
management so that the reliability of reported outcomes were questionable so “actual
loss to follow up” rates had been even higher than reported figures(GovPNG 2014).
This was a serious concern, “since these patients are more likely to have poor
treatment outcomes, acquire drug resistance and contribute to on-going TB and MDR-
TB transmission within the community”(GovPNG 2014). The Review found anecdotal
evidence that common causes of default “were a lack of knowledge on importance to
adhere to TB treatment, reliance on traditional healers, religious beliefs, belief that the
disease is the result of sorcery, patients moving to other locations after working in
plantations or after opting for a reputed health facility situated far from their residence
area” (GovPNG 2014) confirming other findings on why TB patients do not comply with
Treatment (Ongugo, Hall et al. 2011). This was despite Round 6 grant funding to

specifically address these issues.

With regard to DOTS Component 4 - An effective drug supply and management system
the 2014 Review found that “stock management practices were universally poor”
(GovPNG 2014). “Stock inventory records were rarely maintained and no stock cards
were in use. For those who have, very few records are updated” (GovPNG 2014). Poor
storage practices observed by the 2014 Review were “boxes of medicines placed on the
floor, without any temperature monitoring and control, no prevention of rodent
damages or water exposure” (GovPNG 2014). Again it was Round 6 Sub-Recipient
employed staff that had no long term indication of integration into the government
health system that drove drug procurement and distribution. These findings

confirmed the findings of the Global Fund OIG in 2009 (OIG GFATM 2014)and the 2012
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WHO External Review of Programmatic Management of Drug-Resistant TB with regard

to TB drug procurement and supply (Ahmadova, Heldal et al. 2012).

2006 DOTS Policy Objective 2 - To address the challenge of TB/HIV co-infection in 16 of the
87 districts by Year 5

The focus of the Round 6 Grant was the scaling up of TB DOTS to the 20 Provinces.
Joint TB/HIV activities were not in the unsuccessful 2005 Round 5 PNG Stop TB
application. However, they were included in the Round 6 Grant application with the
release of the 2006 Global Plan to Stop TB 2006—2015 (Stop TB Partnership and World
Health Organization 2006) which emphasised the need to address TB and HIV jointly
given their close association which then resulted in the Global Fund (Feachem and
Sabot 2007) from 2006 onwards giving favourable consideration to joint TB/HIV
activities in grant applications. As a result the Round 6 grant target was to establish

joint TB/HIV services in 87 districts by the end of the Round 6 Grant.

The 2014 Joint External Review does not make any mention of joint TB/HIV programs
having been established. It found that HIV screening in TB patients was low and that
documentation of HIV test results in the TB register poor(GovPNG 2014). The 2012
WHO External Review of Programmatic Management of Drug-Resistant TB found HIV
testing rates of 24% in TB patients. The 2014 Review found that for TB and HIV co-
infected patients that “ARV treatment was often initiated only after completion of TB
treatment” (GovPNG 2014). The 2013 Mid Term Review of the PNG HIV Strategy
(2011-2015) found that only 17% of TB patients had a record of one or more HIV

counselling/testing episodes (Godwin 28 May 2013).
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2006 DOTS Policy Objective 3 - To assess the Multi-Drug Resistant TB (MDR-TB) situation in 2
of the 20 provinces in Years 3-4

In 2014, after the completion of the Round 6 Grant, the first Drug Resistance Survey
(DRS) took place in 4 selected provinces (National Capital District, Western Province,
Madang and Morobe)(GovPNG 2014). The results of that survey were not available at
the time of writing this thesis. However, there was increasing evidence of MDR-TB and
documented XDR-TB in PNG. Drug Resistance testing was given a boost with the first
GenXpert machines to test for MDR-TB being installed in Daru and Port Moresby
Hospitals in 2012 as part of an Australian Government funded TB control project for
Western Province which was initiated in 2011° which was not part of the Round 6
Grant (Ahmadova, Heldal et al. 2012, McBryde 2012, GovPNG 2014). National PMDT
Guidelines were finalized in 2011 and NDOH commenced procuring second line drugs
for MDR-TB (GovPNG 2014). By 2014, 8 provinces had access to GenXpert testing.

These MDR-TB developments were outside the scope of the Round 6 Grant.

2006 DOTS Policy Objective 4 - To contribute to the health system strengthening in 66 of the
87 districts by Year 5.

With regard to political commitment to “establish bureaucracies, adopt laws and
regulations” (Fox, Goldberg et al. 2011) to ensure health system governance structures

capable of implementing a TB DOTS policy, major challenges remained.

Firstly, in 2014, there was still the ongoing major problem of a lack of lines of
responsibility from the district to provincial, to national levels, impacting significantly
on health service provision. The overall system was functioning significantly below its

potential with health systems management poorly developed, with little or no

®See Postscript at end of this Chapter for further details
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accountability, or encouragement or reward for improved performance. The quality
and frequency of supervisory visits were minimal and staff motivation generally low.
Systems to encourage professional behaviour were ineffective, with high rates of
absenteeism and poor performance outcomes whilst in general. Program activities, for
the most part, fell short of TB control requirements in NTP guidelines for both DOTS
and PMDT (Godwin 28 May 2013, Adepoybi - Interview 28th January 2010, Ahmadova,
Heldal et al. 2012, GovPNG 2014). Despite this “high-functioning facilities were
identified in all provinces, despite formidable local challenges, which demonstrates that
it is possible to deliver care according to international standards. However, these
examples were the exception and improved efforts are required to support these
facilities/individuals and learn from them.” (GovPNG 2014)

Secondly, low human resource capacity, both quantity and quality, was a major
concern in all areas of the TB Programme. There were insufficient TB designated
positions, vacancies not filled, absenteeism, travel and leave without ensuring the
continuity of routine programme functions and technical capacity of staff. The result
was markedly reduced effectiveness of service provision and decreased momentum in
implementation, planning, monitoring and supervision (Adepoybi - Interview 28th

January 2010, Ahmadova, Heldal et al. 2012, GovPNG 2014).

Thirdly, there was a lack of local ownership especially at the provincial and district
level, with little engagement from the provincial and district managers in TB control
activities. In most provinces support and supervision of TB control activities were seen
to be the responsibility of World Vision staff without active support or supervision by
local officials (Adepoybi - Interview 28th January 2010, Ahmadova, Heldal et al. 2012,

GovPNG 2014).
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Fourthly, there was huge dependence on project supported partners for critical
functions with no plans to mainstream these into the NTP with a view to sustainability
(Ahmadova, Heldal et al. 2012, GovPNG 2014). “World Vision, being the Principal
Recipient of the GF Grant, efficiently provides the administrative function. It has
successfully facilitated the expansion of DOTS to a nationwide scale expanding from
nine provinces to 20 provinces trained and implementing DOTS. Together with other
partners like WHO, etc., it ably facilitates meetings and trainings to ensure that targets
are met. Technical assistance is being provided continuously by the WHO Country
Office, putting in place the PMDT (Programmatic Management of Drug-resistant TB)
Guidelines, PMDT Training Modules, making possible the Training of Trainers in 2011,
updating the TB protocol, collecting data and mediating technical assistance. The focal
point for major projects like the DRS (Drug Resistance Surveillance) is the WHO Medical
Officer who provides both technical and administrative support including coordinating
and organizing meetings and trainings together with the PR.” (Ahmadova, Heldal et al.
2012) The 2014 Joint External Review of the National TB Programme of PNG found
“this creates a perception that World Vision is running a parallel implementation
structure that would become unsustainable after the end of the Global Fund Grant”.
(GovPNG 2014). By 2012, despite government commitment to do so, only five out of
the 20 provinces have established TB/Leprosy Officer positions. The remaining 75% of
provinces have no focal person for TB. At the national level, despite a commitment to
do so and Round 6 grant funding for the positions, the crucial Central M&E Officer and
Central PSM (Procurement & Supply Management) Officer, had not been appointment

(Ahmadova, Heldal et al. 2012).
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Finally, as the implementation of the Round 6 Grant came to an end it was found that
the poor Health System and NTP performance may well be contributing to a worsening
of the TB and MDR-TB. The 2012 WHO PMDT Review TB concluded that “the overall
frail DOTS implementation is likely to generate more MDR-/XDR-TB” (GovPNG 2014).
The 2014 Joint External Review of the PNG NTP concluded that “these poor practices
are replicated in many provinces, posing a grave risk of drug resistance multiplication”
(GovPNG 2014).

In summary, the impact of the Round 6 Grant in terms of strengthening the Health
System of PNG was poor. By the end of the Grant there was no documented
improvement in the capacity of the PNG Health System to implement a TB Control
Program. Taking each of the six WHO building blocks of a Health System — Human
Resources, Health System Financing, Health Information Systems, Service Provision,
Leadership and Management, Pharmaceuticals and Medical Technologies (WHO 2007)
there was no measureable improvement in capacity in any of these components of the
PNG Health System despite this being an objective of the 2006 Policy. Parallel
structures, beside and separate from, although notionally working with the PNG
government health system were the only means by which the Round 6 grant could be

implemented.

10.11 Positive Outcomes from the Round 6 TB DOTS Grant

There were positive outcomes from the development of the 2006 TB DOTS policy and
the Round 6 Global Fund Grant to implement the policy. The first was that TB was
recognized to be a disease of policy importance. As a result of the process which had

taken place in 2006 TB had become a policy priority so that it was receiving political
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attention both in PNG and internationally (Ahmadova, Heldal et al. 2012, GovPNG
2014). Drug Resistant TB was also now recognized as a major health policy problem

which needed to be addressed (Ahmadova, Heldal et al. 2012, GovPNG 2014).

Secondly, by 20113 all 20 Provinces had a TB DOTS program in place where there was

no national TB control policy previously (Ahmadova, Heldal et al. 2012, GovPNG 2014).

Thirdly, by 2011 the PNG Government was funding 80% of first line TB drug purchases
(Ahmadova, Heldal et al. 2012) and by 2013 the government was funding the full
procurement cost of all TB medicines (first- and second-line, adult and paediatric), as
well as ancillary medicines and TB laboratory supplies(GovPNG 2014). This PNG
government funding was consistent with TB DOTS Component 1 — Political
Commitment, with increased and sustained financing (Stop TB Partnership and World
Health Organization 2006). It was also a demonstration of the third component of the
Fox et al political commitment framework “disbursement and allocation of funds”(Fox,
Goldberg et al. 2011). There was a decision taken to stop the use of single drug
formulations, except in rare cases of drug toxicity. All new TB patients now receive

guality-assured fixed-dose combination tablets (FDCs)(GovPNG 2014).

Fourthly, GenXpert machines for the rapid testing of Drug Resistant TB had been

installed and were operating in Port Moresby, Daru, Lae and Madang Hospitals

(Ahmadova, Heldal et al. 2012, GovPNG 2014).
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10.12Burden of TB in PNG 2013-2014

The ultimate indicator of the success of the implementation of an intervention such as
the Round 6 TB DOTS Grant is a measured reduction in morbidity and mortality in the

target disease. The reality was that by the end of the Round 6 Grant, the HIS and data
collection was still so poor it was not possible to measure any change. It was also too

short a time frame in which to realistically expect a measureable change.

However it is important to note that TB continues to be a disease of major public
health importance in PNG based on independent studies using methods and data

which are completely separate to the HIS.

A review of Western Province HC TB case records in 2012 found a TB incidence of 500
cases per 100,000 people per year, similar to that in Mozambique and Cambodia
(McBryde 2012). These data were collected as part of an external review of the
AusAID inputs into TB control in the Western Province of PNG. This review used data

taken directly from HCs and did not rely on data from the PNG NDOH.

In a further study in the Kikori district of the remote Gulf province, 274 TB patients
were followed from March to June 2012 to examine the incidence and characteristics
of TB in a remote rural population with the aim of understanding TB in remote PNG
communities (Cross, Coles et al. 2014). The estimated incidence of TB in Kikori was
1290 per 100,000 people (95% Cl 1140 to 1460) in 2012. The proportion of TB patients
co-infected with HIV was 1.9%. Three of 32 TB cases tested were rifampicin resistant.

This is one of the highest recorded TB incidences in the world(Cross, Coles et al. 2014).
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The TB incidence in the Western and Gulf Province studies are significantly higher than
the official PNG National TB incidence, and also the WHO reported TB incidence for the
whole of PNG. The official TB incidence is 347 cases per 100,000 per year(WHO 2014,
UNDP 2015). This was for the final MDG report and is based on 2013 data (UNDP

2015).

Drug resistant TB is an increasing problem and a real challenge given the health system
constraints (Gilpin, Simpson et al. 2008, Ahmadova, Heldal et al. 2012, McBryde 2012,
Cross, Coles et al. 2014). Country Guidelines for Management of MDR-TB were
introduced in 2011 (Dakulala 2010, NDOH NTP 2011). The 2014 Joint External Review
of the NTP found that MDR-TB was present. Some 337 MDT-TB patients had been
started on second line drugs (SLDs) since 2009 with more than 50% of all MDR cases in
Western Province, 8 with XDR-TB and 6 with TB/HIV coinfection(GovPNG 2014). The
number of cases is likely to increase as greater drug resistance testing is carried out

now there are 8 centres with GenXpert machines.

With regard to TB in PNG the 2014 Joint External Review found “Tuberculosis is
rampant throughout PNG, and the National Capital District (NCD) reports the highest
TB rates (over three times higher than any other province). Port Moresby is likely to act
as an epidemic amplifier, also feeding the emergence and spread of drug-resistant TB.
Multi-drug resistant (MDR-TB) strains are becoming more common, with high case
numbers reported from NCD and the Western Province, where extremely drug-resistant
(XDR) TB exists as well. TB/HIV co-infection remains a concern, but seems less common
than previously feared and is concentrated within the Highlands and Southern

regions”(GovPNG 2014).
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Finally with regard to the MDGs, PNG has not achieved its MDG for reductions in TB as

can be seen in Table 10. PNG has not achieved any of its targets for the 8 MDGs.

Papua New Guinea
MDG Goal 6 — Combat HIV/AIDS, Malaria, and TB
Target 6C — Halve by 2015 & reverse the incidence of TB

Year 1990 2006 2013
Indicator 6.9 Incidence rate per year per
100,000 popn (mid-point) 309 353 347
Indicator 6.9 Prevalence of TB
per 100,000 popn (mid-point) 694 248 437
Indicator 6.9 TB death rate per year per
100,00 popn (mid-point) 105 62 3
Indicator 6.1'0 TB'detectlon rate under DOTS 19 57 89
(percent) (mid-point)
Indicator 6.10 TB cure rate under DOTS 60 71 68
(percent) (mid-point) (2012 data)

Table 10 Papua New Guinea Millennium Development Goal TB Targets and Indicators

(Note — 2013 data was latest data available, all data are estimates)
Source: (UNDP 2015)

10.13 Postscript

All policy evolves and changes over time due to a range of factors to do with policy
actors, policy context and the policy process(Buse, Mays et al. 2006). This happened
with the 2006 PNG Stop TB Policy before the completion of the Round 6 Grant in 2013.
Even though these policy developments are not the subject of this research it is
important to briefly touch on these policy developments so as to see how dynamic the
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policy process is and subject to various factors. The Global Fund OIG findings with
regard to fraudulent use of Round 6 Grant funds and a lack of capacity to implement

the Round 6 Grant was a crucial point in the 2006 policy process.

10.13.1 Australia and the “Stop TB in Western Province” Project
Despite having funded the majority of the 2006 Global Fund Round 6 TB DOTS Grant,

TB in PNG continued to receive attention at the political level in Australia. There was
ongoing documentation of TB and MDR-TB in Papua New Guinean patients crossing
the border to seek treatment in Australian Torres Strait clinics (Gilpin, Simpson et al.
2008) and continuing Australian press coverage of this issue (Parnell 1st March 2008,

Parnell 11th June 2007).

In 2010 this resulted in an Australian Senate Foreign Affairs, Defence and Trade
References Committee established an inquiry to examine broad cross border issues in
the Torres Strait including health, trade, climate change, law and order, and
biosecurity, and presented its detailed report entitled The Torres Strait: Bridge and
Border in November 2010 (Senate of Australia November 2010). The Senate inquiry
found that “Tuberculosis presents a particular problem for the Torres Strait. In March
2009, the rate of tuberculosis in Western Province, the PNG region closest to the Torres
Strait, was 552 cases per 100,000 people. Indeed, the most common reasons for health
visits by PNG nationals to the Saibai health clinic were tuberculosis and malaria.
Limited surveys estimate that between 10 and 20 per cent of tuberculosis in PNG could
be MDR TB”(Senate of Australia November 2010). The Committee’s report in
November 2010 characterized TB in Western Province as both a biosecurity and border

protection risk, as well as a major health threat for Australia (Senate of Australia
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November 2010) and charged the Department of Foreign Affairs with responsibility for
addressing these issues. The Australian Senate Report was released within a few
weeks of the Global Fund OIG audit report on the fraudulent use of Round 6 Grant
funds, and the lack of capacity of the NDOH to deliver the Round 6 Grant national roll
out of TB DOTS, and the suspension of the Round 6 Grant until a new Principal

Recipient could be appointed (OIG GFATM 5 July 2012).

In February 2011, within a matter of 2 months of the Senate Committee Report,
Australia and the PNG Government announced an SAus11m Australian funded four
year “Stop TB in Western Province” Project to support the Government of PNG to
strengthen TB control in Western Province, bordering the Torres Strait of Australia
(World Vision 23rd February 2012, AusAID 2012). This was a bilateral (Australia — PNG)
project, completely separate from the Global Fund Round 6 Grant (World Vision 23rd

February 2012, AusAID 2012).

The AusAID press release announcing the Western Province project states that
AusAID’s long term strategic objective was “to support the Government of PNG to
significantly reduce morbidity and mortality from TB and MDR-TB in South Fly/Western
Province and Torres Strait, through sustained quality TB control and strong cross border
coordination, in line with National PNG TB targets” (AusAlID 2012). There was
significant emphasis on “Strong cross border governance arrangements to ensure
coordination, oversight and accountability. This involves development of strong

partnerships and agreed cross border protocols” (AusAlID 2012).
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The Stop TB in Western Province Project was to be implemented by World Vision
which had just taken over the Principal Recipient roll from the NDOH in the
implementation of the Global Fund Round 6 Grant. The AusAID announcement states
that the “approach is based on the WHOQ'’s established global standards for an effective
TB and MDR-TB response. The WHO treatment guidelines have been proven to work
internationally, including in PNG where it has been implemented already in nine
provinces, with success” (AusAID 2012). The Project included the construction of a
new TB isolation ward, as well as the installation of X-ray equipment and a GenXpert
machine, to rapidly test for MDR-TB, at Daru Hospital. The Project also employed “TB
specialist staff, and provided training for as well as managing a network of health
workers to deliver best practice treatment to people in their own communities” (AusAlD
2012). There was also the purchase of a purpose built “sea ambulance” to conduct
monthly TB outreach clinics throughout the South Fly region of the Western Province,
as well as transport TB patients to Daru Hospital when needed, rather than those
patients crossing the border for treatment in Australian clinics. The Project narrative
was that “This approach will enable TB treatment to be provided to Papua New
Guineans in their communities, which has been proven to be the most effective way to

treat TB and prevent the development of drug resistance” (AusAID 2012).

A major difference between the AusAID Western Province Stop TB Project and the
Round 6 Grant was the inclusion of MDR-TB treatment which had not been present in
the Round 6 Grant. This involved AusAID funding the supply and training of health
workers in the use of second line TB drugs (AusAID 2012). This was a new policy
response to the documentation of drug resistant TB in patients crossing the Torres

Strait border (Brolan, Upham et al. 2011, Simpson, Coulter et al. 2011, Vincent 2011)
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and in Western Province itself (McBryde 2012). Official WHO policy was that
treatment of MDR-TB only should commence once DOTS for drug sensitive TB was fully
implemented and functioning successfully throughout a country(Stop TB Partnership
and World Health Organization 2006). This is an example of how health policy can and

does evolve according to the needs within a context and of the actors in the policy.

The Western Province Project narrative makes statements about “supporting
leadership by the PNG government” and “support to strengthen primary health care
services (such as improving the supply of essential drugs and training health workers) is
essential to underpin and complement specific support to manage TB” (AusAID 2012).
This is the same narrative as in the formulation and implementation of the 2006 Stop
TB Policy. As with the 2006 Policy there was still no clear strategy to address the major
health system governance constraints in the PNG health system and resulting low
levels of service provision, which had been a major contributor to the high TB

prevalence and the emergence of MDR-TB.

As the Stop TB in Western Province Project was announced, TB treatment services for
Papua New Guinean patients through Australian Clinics in the Torres Strait were
withdrawn. This received criticism and opposition from doctors (Konstantinos,
Simpson et al. 2011) as well as media attention in Australia (McCutcheon 18 Jul 2011,

ABC Television - The 7.30 Report 19 April 2011).

The Western Province Stop TB Project was “the start of a long term, ten year
commitment by the Australian Government to working with the PNG Government to

control TB in Western Province” which “is expected to result in increased TB detection
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and treatment in the short term and reduce the TB incidence in the medium and long

term”(AusAID 2012).

The Western Province Stop TB Project was a further evolution of the 2006 Policy in
response to Australian domestic political level attention combined with the adverse
findings of the Global Fund OIG putting the Round 6 Grant in jeopardy. Given the
political priority TB in the Torres Strait was receiving domestically in Australia, the

2006 Policy was by 2010 not sufficient for that Australian domestic policy problem.

10.13.2 2013 - Interim Extension of Stop TB Activities 2013-2014
As the end Round 6 Grant approached in June 2013 no planning or provision had been

made for funding of the NTP beyond the life of the Grant(Aia 2012, Lokuge, Salee et al.
2012). Nor were there any concrete plan to integrate the round 6 Grant into routine
into the NDOH disease control activities (Ahmadova, Heldal et al. 2012). There was a
period from June 2013 to October 2013 where there was no funding for the NTP(WHO
2013). In mid-2013 the NTP Technical Working Group, made up of the NDOH and all
Sub-Recipients of the Round 6 Grant, prepared a concept note which made a
successful interim application to GF which was approved in late 2013 for USS 9.5
million for a year from November 2013 to December 2014(GovPNG 2014). This
extension was predicated on World Vision being the Principal Recipient. In February
2015 the Gates Foundation announced an SAus18m donation to be administered by
the Global Fund and managed by World Vision for TB control in PNG along with an

SAus4m donation by World Vision itself (Flitton 16th February 2015).
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10.14 Conclusion

At the conclusion of its implementation on June 30th 2013, the Round 6 Global Fund
Stop TB in PNG Grant (PNG CCM 2006) had not achieved any of the 4 Grant targets.
Based on the limited HIS data the TB DOTS Target 1 — to achieve DOTS coverage of 80%
of the population, a case detection rate of at least 70%, and treatment success rate of
at least 85%, was not achieved. Target 4 - to strengthen the PNG health system in 66
out of the 87 districts was also not achieved. The health system was no stronger as a

result of the implementation of the Round 6 Grant.

Rather than addressing the long standing and ongoing major dysfunction in the health
system, the Grant was implemented by setting up a parallel structure using Sub-
Recipients from the private, faith based and non-government sectors to deliver
interventions. The role of the NDOH as the Round 6 Grant Principal-Recipient,
providing oversight of the implementation of the Grant, including the management
and distribution of the funds to Sub-Recipients, was terminated by the Global Fund
due to fraudulent use of funds and a lack of capacity to perform the PR role. World
Vision was appointed to take on this role causing resentment in and lack of
cooperation from the NDOH. In so doing the fundamental health system governance
constraints were bypassed and not addressed. Underlying this failure to achieve the
Round 6 Grant Targets was a lack of political commitment to establishing health
governance structures in which accountability and responsibility for health service
delivery took precedence over wantokism, clientelism and corruption. The Provincial
Health Authorities Act 2007 provided the provinces with an opportunity to address
lines of responsibility and accountability. This opportunity was largely ignored by the

provinces, continuing the entrenched nepotism and lack of accountability which
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underpinned the inability to implement this national health policy. True political
commitment meets all three areas of the Fox framework — expressed, bureaucratic
and financial. From both the political and bureaucratic level it involves a
determination to build structures and governance arrangements which deliver services
and outcomes with inbuilt accountability which in turn drive policy formulation and
implementation. These were lacking in the 2006 Stop TB policy, both with the

international and PNG policy actors.

Further, the failure to achieve the Round 6 Grant Targets was related to a policy which
was formulated by global policy actors (Australia, Global Fund and WHO) from outside
of PNG. The PNG TB DOTS Policy was based on the needs of these global policy actors
and their international and domestic policy agendas rather than starting with the PNG
policy needs. The result was a policy which in its formulation did not address or take
into account the complex policy context in PNG. By virtue of their funding power these
global policy actors were able to influence and determine the PNG policy agenda, with
little engagement within and by PNG in the policy process at either the political or
health system level. Health policy formulation and implementation in resource poor
settings which do not take into consideration the major policy contextual issues and
constraints may meet the short term needs of aid donors, but do not result in

sustainable outcomes in disease burden nor stronger health systems.

Finally, the comments of a long term, experienced employee of World Vision
summarized why the Round 6 Grant Targets were not met:

“I think the policies that have been developed have not taken into consideration
the context that is here in PNG ... its CHWs at the APs, a weak government
health system, Sangooma (traditional PNG belief about illness causality), there
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is MDR and XDR TB etc. | haven’t really seen any of those being considered
when drafting the DOTS policy for this country. ... DOTS it’s not really working.
Maybe there has not been enough time taken, but we need to look at exactly
why, and we need to be flexible to modify things, | found that policy makers are
not flexible to inputs. This is how it is; this is how it’s going to be. You have to
forget about flexibility when you have timelines to meet.” (Adepoybi - Interview
28th January 2010)
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Part 6 —Discussion and Conclusion

Chapter 11- Discussion & Conclusion brings the key points of the thesis together and
offers suggestions for future research, as well as offering suggestions arising from this
research as to how to address the health policy process in low and middle income

countries such as PNG
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11 Discussion & Conclusion

11.1 Introduction
The aim of this chapter is to bring the key findings of this research together and to
discuss the implications of these findings with regard to political commitment and

agenda setting in health policy in resource limited settings.

The objectives of this research are, firstly, to describe and critique TB in PNG as a
health problem (objective 1). Secondly, to describe and critique what TB DOTS
Component 1 — Political Commitment, meant and how it was exercised in the
formulation and implementation of the 2006 policy (objectives 2 and 4). Thirdly, to
describe and critique the agenda setting process which lead to TB becoming a so called

tier 1 policy priority disease (objective 3).

This thesis sets out to critically understand the policy process by which TB came onto
the policy agenda in PNG in 2006. With a focus on political commitment this research
has examined the policy context, and how and if this was taken into consideration in

the formulation of the 2006 policy.

The thesis particularly investigates power relationships in policy agenda setting in a
resource limited setting. It finds that international policy groups and funding agencies,
through the provision of aid funds and the mechanisms by which those funds were

provided, exert significant influence, and can and do alter policy priorities, shape policy
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formulation and determine policy implementation. Policy transfer from abroad and
the involvement of foreign technical advisers and consultants removed national policy
makers from the policy content development process. The increased resources had
the unintended consequence of weakening the national governments policy capacity
even further. Policy responses to TB can only be effective if both local political
commitment and sustained funding are realised. The intricacies of the 2006 TB DOTS
policy process in PNG provides lessons for a broader understanding of the policy
process in resource limited settings and how policy is formulated and transferred to

resource limited settings.

PNG with a population of 7 million people, most of who live in underserved rural areas,
has some of the worse health indicators in the WPRO of WHO. It remains 156 on the
Human Development Index. It will not achieve any of the 8 MDG targets, including the
MDG 6 targets for TB, by the end of 2015. The limited TB data from the HIS along with
small well conducted incidence studies in Western and Gulf provinces shows that PNG

has one of the highest burdens of TB in WPRO, and possibly the world.

This research makes an original contribution to knowledge about political commitment
and agenda setting in health policy in resource limited settings. There is a very limited
literature on political commitment and agenda setting in the policy process in resource
poor settings. There is a complete absence of research on these in Papua New Guinea.

This is the original contribution of this research.
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11.2 TB as a Health Policy Problem in PNG

Firstly, with regard to Objective 1 - To describe TB as a health problem in PNG the reality
is that the actual prevalence and incidence of TB was and still is not known. Despite
significant aid donor inputs over several decades, HIS data was and is still poor and too
unreliable to provide an accurate measure of TB burden, or control program
outcomes. The reality is that what has been represented as strengthening the HIS
during the Round 6 Grant implementation was in fact a focus on the collection of data
to meet Global Fund reporting requirements. As a result after the 5 years of Round 6
Grant implementation there is still insufficient reliable data to provide accurate

measures of TB burden.

PNG has a fundamental structural governance problem which underpins the poor data
collection, analysis and reporting. These structural problems are beyond the control of
the health system itself, starting soon after Independence due to the need to keep the
new country intact and placate the needs of secessionist groups in a rugged,
inaccessible, and culturally and linguistically diverse country. The 1977 Organic Law on
Provincial Government, and then the 1995 New Organic Law on Provincial Government
and Local Level Government, decentralized responsibility for all government services,
including health, to the lowest level of government which did not have the capacity to
manage or deliver health services. If health information, the health system, and health
outcomes for all Papua New Guineans are to improve, then these fundamental
structural governance problems need to be addressed, especially now with the
emergence of MDR-TB and XDR-TB. Attempts to do so have, thus far, not been

successful.
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Despite these overwhelming constraints, donors such as the Global Fund, DFAT
(Australia) and ADB, have expended large sums of donor assistance on improving HIS
in PNG and continue to do so. Donors to disease control programmes such as TB,
come to PNG with a particular paradigm of how a health system functions, e.g. how
health data are collected, analysed and reported, as well as how TB control must be
carried out i.e. TB DOTS. These paradigms assume the existence of a centralized HIS
with adequate communication between peripheral HCs and the central health
information unit, and then the capacity to undertake analysis and reporting against a
range of programme indicators. However, the current PNG HIS is not capable of
achieving data outputs based on such assumptions, given the embedded structural
governance constraints. This illustrates a divide between donors’ own need for data
and the limited capacity to provide these data. Donors’ own governance structures,
including those regarding data requirements, are not flexible, and not able to be
adapted to the major structural limitations of HISs in low income countries such as
PNG. There is an assumption that a recipient government should restructure itself in
order to meet the data needs of donors; however, this is unrealistic. Attempts to
reform or set up parallel HISs have been demonstrated to be unsustainable. Donors
need to look at how the institutions of government work, especially with regard to
information gathering. Donors are not going to fix the HIS on their own. A broader
PNG driven reform of the health sector governance structures must be the starting

point.

Finally, the 2006 TB DOTS policy did not come about as a result an outcry from within
PNG at the political, NDOH, NGO, TB advocacy or community levels over the

documentation of a marked change or increase in TB prevalence and incidence. The
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PNG National Health Plan 2000-2010 had not made TB control a policy priority.
Malaria and HIV were the two PNG Government and NDOH priority diseases up until
2006. There was no documentation or reporting of a dramatic change in TB incidence
which created within PNG a policy problem of sufficient importance for the political
level to demand a policy solution such as a TB DOTS policy. The HIS was not reliable
enough to document such a change. The momentum for the 2006 TB policy came

from and was driven from outside PNG.

11.3 Political Commitment

The key to an effective TB control policy is political commitment (also referred to as
political will or political leadership). Long term responsibility for TB policy can only rest
with Papua New Guineans. Political commitment is not an arbitrary variable and
cannot be exhibited by or driven by anyone other than the national government. For
this reason political commitment is the first of the five TB DOTS policy
components(Stop TB Partnership and World Health Organization 2006, WHO 2014).
Political commitment is not an element which can be “bought” through donor funding,
nor can it be transferred as part of a policy transfer and adaption process. However, a
major counter-pressure to the need for national political commitment is the influence

of international policy makers.

This research confirms the findings of Fox et al. (Fox, Goldberg et al. 2011) that political
commitment cannot be said to have been exhibited until the elected and appointed
representatives of the country demonstrate:

1) Expressed commitment — giving verbal and written endorsement to the policy;
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2) Bureaucratic commitment — establishing or reforming bureaucratic structures to
facilitate implementation, adoption of laws and regulations to facilitate the policy,
establishing monitoring and evaluation systems to measure change the policy has
brought about; and

3) Financial commitment - ensuring sustained and ongoing funding for the

implementation of the policy.

This research demonstrates two very different understandings of political
commitment.

There is a PNG construct of political commitment and a global construct of political
commitment. This significant difference posed major challenges in the formulation

and implementation of the 2006 policy.

The global actors in this process conceptualize political commitment in terms used by
the health system strengthening movement’s (WHO 2007, Atun, de Jongh et al. 2010,
Atun 2012) construct of leadership and governance which is framed in terms such as —
“Policy environment, regulatory environment, stewardship function, and structural
arrangements for purchasers, providers, and market regulators. WHO judges that
good governance means strategic policy frameworks exist and are combined with
effective oversight, coalition building, the provision of appropriate regulations and

incentives, attention to system design, and accountability” (Atun, Weil et al. 2010).

The PNG construct of political commitment is very different. Political commitment and
leadership is shaped by the deeply rooted cultural imperative of loyalty to wantok

whatever the circumstance (Okole 2003, Kurer 2007, Dix and Pok 2009). This even
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transcends the concept of the PNG nation and the national good. At the political level
wantokism has evolved to the point where the political process of Parliamentary
elections, political party alliances and voting decisions are driven by clientelism.
Decisions at the political level are driven by maximizing benefit for electors. Political
commitment is measured in terms of material returns to supporters in a clientelist
political system. Governance structures have evolved to serve these fundamental
cultural imperatives of wantokism in appointments and in its structure. Health system
governance is a product of these cultural institutions. The result is corruption and
nepotism in appointments with institutionalized low capacity, poor performance, and
lack of accountability throughout the health system. The health system is not
structured so as to be accountable and responsible for the provision of services
(Research Field Visit Notes May 2007, Research Field Notes November 2005, Research
Field Notes November 2006). Essentially the impact of the governance reforms
brought about by the 1977 Organic Law on Provincial Government and the 1995 New
Organic Law on Provincial and Local Level Government created a disconnection
between the three levels of the PNG health system, which has become entrenched in
health service provision down to the HC level. The result was a lack of accountability
between the three levels of the health system — national, provincial and district, and a
lack of supervision from, and accountability to, higher levels in the health system with
absenteeism, poor staff attitudes and behaviour towards clients and low morale.
There was a significant decline in all health infrastructure. Most importantly there
was a lack of trust by the communities in the health service, and a lack of engagement

with the communities by the health service.
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This is why the health system was and is not able to deliver global health initiatives and
achieve targets set by global actors and programs. Global policy actors do not have
the capacity to change this. This change must come from within PNG. It requires a

new form of political commitment at all political levels in PNG.

It is this PNG construct of political commitment and the consequent dysfunction within
the PNG health system which formed the policy context for the development of the
2006 TB DOTS policy. The difficulties and challenges were well documented and well
known by all policy actors in the 2006 policy process. It was well known that the ability
of the PNG health system to deliver even basic primary care services had been in
decline since Independence and the rate of decline had increased since the 1995 New
Organic Law on Provincial and Local Level Government completely devolved
responsibility for service provision, including health to the lowest level of government
which had no capacity to implement policy or provide basic services. As a result, by
2006 up to 50% of Aid Posts (the obvious place to undertake DOT) were closed in parts
of PNG with people having to walk for hours, even days, to attend an Aid Post or HC for
health care. Health Patrols, which were meant to fill health system gaps in remote
villages were not happening in most parts of PNG due to lack of funding, lack of
transport, lack of supervision and low staff morale. This policy context was a direct
result of an absence of political commitment to the provision of basic health services.
Aid donors knew this. Technical consultants funded by the donors, along with multiple

reports, also funded by donors, had repeatedly documented this fact.

Applying the Fox et al. framework to the 2006 TB policy there was definite expressed

commitment to a TB control policy. This took the form of the Minister for Health
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moving TB to a tier 1 policy disease with the adoption of the 2006 TB policy. There was
even increased funding from the PNG recurrent budget such that by 2011 all TB
medications were being purchased by the PNG government. This was a demonstration
of financial commitment.

The 2007 Provincial Health Authority Act was an attempt to redress the fragmentation
of the health system brought about by the 1995 New Organic Law on Provincial
Government and Local Level Government by bringing rural health services and hospital
services back under one authority with clear central reporting and accounting
responsibilities. This was an example of bureaucratic commitment - establishing
bureaucracies and enacting legislation to facilitate the implementation of the policy
(Fox, Goldberg et al. 2011). However, only three provinces or the then 20 provinces
have taken the opportunity to accept this voluntary legislation. The loss of control
over resources which would have resulted from endorsing the 2007 Provincial Health
Authority Act, meant it was not acceptable to the majority of the provinces in PNG.
The second, and most important component, of political commitment, bureaucratic
commitment, was absent. There was no commitment to establishing bureaucracies,

laws and regulations which facilitated the implementation of the policy.

Political commitment to TB is hard to exhibit in PNG because it requires addressing and
discussing overwhelming cultural institutions in a deeply traditional country. In PNG
there is often consensus, a sense of the “common good”, about the need for effective
health policy. However, this is superseded by the cultural, political and institutional
imperatives we have identified and examined in the PNG setting, so that the
governance structures and institutional behaviours ensure there are no structures

capable of delivering those very policies. This is the crux of the policy development
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and implementation dilemma in PNG. “How can national policies, on which there is
little substantive disagreement, be translated into effective programmes and
implemented in a context characterised by differing institutional, political and group
based priorities and interests, and where 'the state'is seen by many as a distant actor,

at best?”(Bolger, Mandie-Filer et al. 2005)

Political instability has undermined the capacity of the PNG state to take advantage of
considerable funding levels for health policies in general, and TB control in particular.
“It also raises questions about the role and functioning of modern state institutions
(including efforts to strengthen their capacity) in societies which are guided
substantially by traditional cultural beliefs, relationships, leadership styles, and
knowledge systems. Other traditional, nonunitary states with diverse and dispersed
populations struggle with similar tensions. The question for PNG is how central or
marginal these factors are to success in the health sector.”(Bolger, Mandie-Filer et al.

2005)

It is only political commitment from the policy actors at all levels of government in
PNG who can ultimately answer this question. What do Papua New Guineans see as
the function of the state and do they value the services delivered by the state as
worthwhile enough to bring about radical changes in the style of political commitment

being currently exercised?

11.4 Agenda setting in the 2006 TB policy
This research shows that donors can and do influence policy formulation and agenda

setting and in so doing may and do neglect local conditions and provide funding which
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both diminishes the role of the state and detracts from the opportunity of the national

government to be politically committed.

TB was not a policy priority disease in PNG before 2006. The National Health Plan
2000-2010 (GovPNG 2000, Mann 2006) identified HIV and Malaria as the PNG
government and NDOH so called tier 1 policy priority diseases. TB was a tier 2 disease.
The 2006 policy was not a policy which was driven from within PNG by groups at the
political, NDOH, NGO or community levels as a result of a documented significant

change in the burden of TB.

The agenda setting process took place largely outside of PNG and was driven by global
actors and their agendas. The press coverage which raised awareness of TB in PNG
was driven by the Australian press, and was framed in terms of a “threat from the
north” to Australia resulting from the documentation of increased TB and MDR-TB in
Western Province Papua New Guineans crossing the Torres Strait border for treatment
in Australian HCs. TB in PNG came onto the Australian policy agenda before it came
onto the PNG policy agenda. The newly established Global Fund was successful in
mobilizing significant levels of funding for the control of HIV, TB and Malaria. It
received funding from Australia which had to be directed to funding HIV, TB and
Malaria in the Pacific region. This increased availability of funds for TB and the
increased influence of international players on policy paradoxically undermined the
opportunity for local adaption of policy and political commitment. WHO was actively
advocating for TB DOTS as the “evidence based” policy solution for the global TB
emergency. The policy priorities agenda of these three key donors came together or

converged in 2006.
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The power to influence the policy agenda setting process in PNG was exerted by these

external actors in two ways.

Firstly, this influence and power was exerted through the significant levels of donor
aid, making up a major portion of the health budget for the provision of even basic
health services across every area of the health system. In the period leading up to
2006 Australia was the largest donor to the health sector(Asian Development Bank
2003, Foster, Condon et al. 2009). By 2006 the Global Fund with the Round 3 Malaria
Grant(GFATM 2004) and the Round 4 HIV/AIDS(GFATM 2004) was also a major donor.
The dependence on aid is such that donor funds determine if, and when, a disease
control program will commence. When donor funds are no longer available disease
control programs simply cease, even if this will result in higher mortality and morbidity
and contribute to the emergence of drug resistant strains of TB. This was the case
when the Round 6 Grant was suspended due to fraudulent use of funds(OIG GFATM
2014) and when there was a six month time period with no funds from June 2013,

when the Round 6 Grant finished, until interim funding was secured (Aia 2012).

The second was through the provision of technical experts or advisers in key roles of
influence with NDOH. Whilst nominally not in “line positions” for disease control
policy formulation or implementation these advisers did, de facto, take on line
responsibility due to the low capacity within the NDOH. They become policy
entrepreneurs for the particular policy of the organization for which they work. The
2004 appointment of Dr Yadav as the WHO Technical Adviser with extensive

experience in TB DOTS in India was a key point in the policy process leading to the
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2006 TB policy. This policy actor came with one policy approach. There is no
indication in this research of a policy debate about which policy approach was best for
TB control in PNG. His appointment, and the managerial skills and knowledge he
brought, meant the concerns of international donors about the NTP were overcome
and resulted in the 2006 TB policy. The 2006 policy had goals and targets determined
by, and taken directly from, the 2006 Stop TB Strategy 2006-2015(Stop TB Partnership
and World Health Organization 2006) of achieving a DOTS population coverage of 80%,
a case detection rate of 70%, and treatment success rate of 85%. Given the PNG
context with limited capacity at the NDOH and fragmentation of the health system
down to the provincial and district level, with every indication that in fact the health
service was declining in coverage and quality, these targets were unrealistic in a five
year grant time frame. These were targets to achieve a global policy, not targets which
had been developed taking into consideration the PNG context and which could be

realistically achieved in such a period.

The result was a TB DOTS policy which did not deal with the major governance
constraints and which in order to meet the donors’ objectives, reporting requirements
and time frame by-passed the PNG government health system whilst at the same time
using the health system strengthening terminology as a principal justification and

objective for the policy.

Global Fund Guiding Principle C states that the Global Fund grants need to “reflect
national ownership and respect country-led formulation and implementation
processes”(GFATM 2001). Global Fund Guiding Principle F states that Global Fund

grants need to “take into account local realities and priorities”. Global Fund Guiding
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Principle H3 states that GFATM funded Grants would “support the substantial scaling
up and increased coverage of proven and effective interventions, which strengthen
systems for working within the health sector, across government departments, and

with communities”.

The WHO Global Plan to Stop TB 2006-2015 — Actions for Life - Towards a World Free of
Tuberculosis (Stop TB Partnership and World Health Organization 2006), on which the
2006 policy is directly based, emphasized the importance of health systems
strengthening. It stated that TB control policy is to “Contribute to Health System
Strengthening (by) actively participating in efforts to improve system-wide policy,
human resources, financing, management, service delivery, and information systems.”

(Raviglione and Uplekar 2006).

Further the AusAID consultant Dr Konstantinos’ recommendation to AusAID was that
the TB DOTS provided an opportunity to establish a strong PHC system in PNG. He saw
that TB DOTS Program, if done well, could help deliver this strong PHC system. “I really
tried to push hard the message of the importance of TB control in PNG, both from the
effect on disease, but also as a mechanism of introducing a primary health care

structure in the country, if you do it well” (Konstantinos - Interview 7th May 2008).

The international influence brought to bear by these key actors, while integral to the
TB formulation and policy agenda has arguably undermined the long-term success of
the policy for two reasons. Firstly, the international community influenced the policy
process with both funding and expertise during the initial policy development phase.

PNG response was confined to acceptance and response to advice and funding offers.
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Such a role undermined PNG ownership of TB as a policy problem. Walt (Walt and
Gilson 1994) has pointed to the strong fears of developing countries that policy driven
by external donors with scant regard for local conditions and sensibilities may prove
irrelevant and impossible to implement. Just as importantly, external donors can
develop the policy free from accountability pressures. Second, the structures set up in
parallel to the health system to implement the policy meant the policy failed to
address the fundamental health system governance constraints arguably further

undermining the health system it purported to strengthen.

11.5 The Way Forward
There are several important implications for how policy is formulated and

implemented in resource poor settings which this research brings out.

The first is that there are parts of the PNG health system which do work. During field
visits and interviews it was apparent that there are individuals and groups at the
national, provincial and district level who are competent, perform well and achieve
well in terms of coverage of interventions and outcomes in their areas of responsibility
despite the major health system constraints. Anecdotally these individuals and groups
demonstrate strong leadership and a commitment to their local communities along
with a lack of willingness to accept the status quo in addressing local health problems
and delivering health interventions. There needs to be greater research focused on
these successes to provide evidence for what works and why it works. It is this local
evidence which should be informing policy formulation and implementation. The

successful provinces, districts and HCs where commitment and leadership has been
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exercised, with a track record of achieving outcomes, is where health policies need to
be trialled, and introduced initially on a small scale with achievable targets and an
emphasis on health system strengthening as the starting point. Time-frames for the
roll-out of national programs need to be based on this research which shows what is
achievable within the local context rather than timeframes which suit the funding
cycles of international donors. A smaller financial commitment and one that actually
contributed to the rebuilding of the health system would have had the added benefit
of synergising TB funding with funding for other health issues like restoring the health
system. This was stated in the policy but the implementation actually set up parallel

systems undermining what already existed.

Donors need to make decisions about their policy priorities. Is the donor’s priority to
meet targets for the donor’s programs so as to document success according to donors’
indicators? Or is it about achieving what is stated in the donor’s own charters with
regard to stronger and more sustainable health systems using indicators which are
true measures of outcomes within PNG? I[f it is the later then a new approach which
does truly take into account the policy context using local evidence must be adopted.
There was every indication in 2006 that the health system was not able to implement a
national DOTS policy. The more realistic target would be to take those “successes” in
the PNG system as the starting point and use local evidence about what does work or
not work. Policy formulation and implementation lead times of years, and possibly
decades, instead of a hurried short 5 year time frame for the national roll out of
interventions which are not achievable, even before policy implementation starts.
Future approaches need to initially limit programs to those districts and provinces

which seriously address governance reforms and have high levels of accountability and
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reporting. Future research needs to focus on what works rather than continuing as per

the current approach.

There has been significant research on global health policies, such as TB DOTS and Stop
TB, and the success or otherwise of why these policies do or do not make it onto the
global policy agenda (Quissell and Walt 2015, Shiffman, Quissell et al. 2015). There is
less research on how these policies are transferred to resource limited settings with
limited capacity to adapt and implement the policies. This research is a contribution to
addressing that knowledge gap. It is in the interests of global donors and also recipient
countries to understand what actually takes place in the policy transfer and adaption
process and especially the role of various actors and power relationships when policy

transfer takes place.

As this thesis is being finalized there is the first draft of the new WHO End TB Strategy
(WHO 2015) which will take up from the 2006-2015 Stop TB Strategy(Stop TB
Partnership and World Health Organization 2006). The End TB Strategy sets the goal of
eliminating TB by 2035. The first of four principle of the End TB Strategy is
Government stewardship and accountability with monitoring and evaluation(WHO
2015). In the new Strategy DOTS is not the only approach to drug sensitive TB and
DOTS-Plus as the approach to MDR-TB. There is openness to the promise of new
diagnostics and treatments (Dooley, Nuermberger et al. 2013, Zumla, Schito et al.
2014) now in the pipeline for TB control. The programmatic issues around TB/HIV
coinfection and dealing with drug resistant strains of TB (Maeurer, Schito et al. 2014)
are also not confined to specific policy approaches i.e. only using the DOTS-Plus

approach. Important areas of TB control not addressed in the previous strategies such
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as childhood TB (Marais and Graham 2014, Graham, Grzemska et al. 2015) are now

identified as an important component of the TB policy problem (WHO 2014).

The political level in PNG must also make hard decisions about what political
commitment and leadership is and how it is exercised. This research confirms that
political commitment and leadership are the foundations of health policy. The current
approach to policy and the manner in which the political process plays out does not
serve the people of PNG. The short term materialistic gains of wantokism and
clientelism do not result in governance structures which serve the greater good of
PNG. Only Papua New Guineans can address these fundamental issues and make
changes. This will require the exercise of political commitment and leadership in a way
that focuses on the common good rather than clientelism. PNG is a resource rich
country and generates large revenues each year. Those revenues are not currently
translated into improved health services, education etc. They disappear into the
pockets of elites. It is only by true political commitment and leadership from the
political level that long term change will come about. This change must come from

within and be driven by PNG.

Donors who become part of, and unquestioningly fund, a clientelist system do no
service to the very people they aim to help. Whilst ultimate power to bring about
change rests at the political level in PNG, donors bring significant power to the policy
process as we have seen. The current donor approach of bypassing a weak and
dysfunctional health system by creating parallel structures to meet the donor’s goals
and targets, reporting requirements and accounting needs, in fact undermines and

further weakens the PNG health system. This is not health system strengthening.
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Finally, researchers must develop and include in health policy research on agenda
setting and policy transfer an analysis of local context particularly with regard to
political commitment and governance as the starting point so as to inform the policy
formulation, agenda setting and policy implementation process. The three streams
framework (Kingdon 2011) as adapted and refined to undertake global health policy
analysis by Walt et. al. (Walt and Gilson 1994, Buse, Mays et al. 2006, Walt, Shiffman et
al. 2008) provides a robust and tested framework for such analyses and especially for
understanding critical power relationships in the policy process, as this research
demonstrates. However, recent refinements of these methods by Shiffman and the
applications of those refinements to agenda setting (Shiffman and Smith 2007) have
focused largely on the influence of global networks in the uptake of global health
policies e.g. maternal health(Shiffman 2007, Smith and Rodriguez 2015), TB (Quissell
and Walt 2015) and tobacco control policy (Gneiting 2015). The methodologies
analyse the agenda setting and policy transfer process from the global health policy
perspective with the assumption that the global policy is the most appropriate policy
for the resource poor context. Global health partnerships and global policy context are
the main variables for analysis and whether global policies come onto the policy
agenda. There is little or no consideration of local context as the key variable for
analysis in the transfer and adaptation of the global policy by the resource poor. There
is the unquestioned assumption that the global policy is what is best for the resource
poor to which the policy is being transferred, with little critique or understanding of
this process. This overemphasis and focus on the global policy downplays, and even
excludes, the local context in determining if the policy is formulated and transferred in

such a way as to be implemented and have an actual impact on health outcomes.
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Political commitment and governance are not included as variables in these methods.
It is the least researched and understood, yet the first and central component of TB
control, whether as part of TB DOTS or the new End TB Strategy as this research has
demonstrated. The research undertaken for this thesis, and other recent research
critically examining PNG social and cultural institutions and their impact on health
policy and service provision in PNG (Street 2012, Street 2014), needs to be the starting

point in understanding if global policies are appropriate and implementable in PNG.

Analysis of health policy in low-income countries must evaluate the local governance
structures and cultural context in determining policy outcomes. As | have argued in
this thesis, the local context and governance structures play a vital role in policy
success or otherwise. Models for health policy analysis must incorporate analysis of
local context and governance structures in order to understand the effect these

variables play in determining policy outcomes.

11.6 Conclusion

Analysis of the policy drivers for the development of a TB control policy in PNG must
start from the country’s unique social, historical and political context. A failure to
undertake this contextual analysis resulted in the 2006 TB policy not taking into
consideration and failing to understand the complex local context. The result was a
policy with no local political commitment or ownership in its implementation, which
required parallel structures to be implemented, which had little or no impact on
building a sustainable and stronger health system, and which probably had no impact

on the burden of TB. The governments competing agendas and priorities within this
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context illustrates the complexity of the policy dilemma in PNG. Understanding the
resulting tension contributes to understanding the barriers to political commitment of

key actors in this process.

If they are to effectively address TB donors and recipient governments need to include
an analysis of local context and governance structures as a central component of the
policy formulation and implementation process if implementation is to achieve the
policy goals and targets. The support offered by donors in policy transfer needs to be
cognisant of the long time frame required to develop local capacity in low income
settings. The danger of not doing so is not simply a failure to reduce the burden of TB,
but the development of policies which contribute to the emergence of drug restraint

strains of TB, posing an even greater global public health threat.

Finally, sustainable delivery of health policy requires that all aspects of political
commitment (expressed commitment, institutional commitment, and budgetary
commitment) need to be exercised at the political level in order to ensure governance
structures which enable the delivery of context specific health policy. In the end this is

a matter only Papua New Guineans can address.
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Appendices

1. Profile of Interviewees
There were a total of 18 interviewees for this research. All interviewees signed the
Consent Form after having read the Participant Information Sheet. If the section of the
consent form was not completed then it was assumed that consent had not been given
and the interviewee is not identified. Where the interview volunteered the reason for
not being identified the usual reason was that their employment could have been
affected by having their views expressed publically. The interviewees who gave

permission to be identified were:

e Ms Tope Adepoybi, National Advocacy and Social Mobilization Coordinator,
World Vision, Papua New Guinea. 12" April 2008 & 28" January 2010.

e Dr Tom Konstantinos, Director of Queensland Health TB Services, AusAlID
consultant to PNG National TB Control Program Jan & Feb 2006. 7 May 2008

e Professor Ron May, Emeritus Professor, Department of Political and Social
Change, Australian National University; former Director, National Research
Institute (NRI), Port Moresby, Papua New Guinea. 17" June 2008

e Professor Hank Nelson, Professor of Political Science, Australian National
University, Former Professor of Political Science, University of Papua New
Guinea. 17" June 2008

e Professor lan Riley retired Professor of Community Medicine, School of
Medicine & Health Sciences, University of Papua New Guinea; and former

District Medical Officer, Mt Hagen, PNG. 10™ February 2010
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e Dr Kindin Ongugo, Specialist Physician, East New Britain Province, Papua New
Guinea. 14" April 2008

The backgrounds and organizations of all 18 interviews are set out in the Table below:

Background of Interviewees

PNG Health Sector 7
International NGO in PNG 5
Bilateral Funder 2

Academic / Researcher of PNG Politics /
Policy Process

International TB Consultant 1

Table 11 — Background of Interviewees
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2. Ethics Consent form

THE UNIVERSITY OF School of Public Health

Intemational Public Health
SYDNEY

Edward Ford Building AZ7

University of Sydney NSW 2006

AUSTRALIA

Telephone: +&1 29351 4375

Facsimile: +61 29351 7420

ABN 15 211

Participant consent form
Please read carefully and sign if you agree to participate

Study Title:
TB DOTS Policy — an analysis and critique of its development and the process of its transfer to
low income countries, taking PNG as a case study.

Participant details:
Dr/ProfMriMrs/Miss/Ms (first & last name)

By signing this form | give my free and informed consent to being interviewed for the purpose of this
research project.

| have read the relevant information sheet and understand the nature and purpose of the research and
the following points:

* Approval has been given for this research by the University of Sydney Ethics Committee

* My participation in this project will involve a one-to-one, semi-structured interview. The interview will
run no longer than 45 minutes; it may however be shorter if my time is limited. The interview will be
arranged at a time and a place that | find convenient. During the interview three themes will be
discussed. The themes that will be covered include: (i) the development of the current intemational
TB programme policies, (ii) the role of the various players in the development of current TB
programmes, (iij) the process of TB programme ftransfer between international agencies and low
income countries, using PNG as a case study.

* | agree to the interview being audio-taped.

* | am free to decide whether or not | wish to participate in this interview. | am also free to withdraw or
leave the interview at any time | wish and for any reason. | do not have to disclose my reasons. If
after the interview | request that any of the information obtained not to be used, my request will be
honoured. Again, | do not have to disclose my reasons for this decision.

* | do/do not give my agreement to my name being mentioned in relation to any information provided
by me in any reports or publications from this study. (Cross out the response which is not
applicable).

After consideration of these points, | accept the invitation to participate in this study

Date

MName of participant (printed)

Signature of participant

PARTICIPANT CONSENT FORM — Page 1 of 1
TB DOTS Policy — an analysis and critique of its development and the process of its transfer to low income countries, taking PNG as a
case study.

Contact: John Hall. Mobile: +61 (0) 408716695, Email: jhak451@uni.sydney.edu.au
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3. Participant Information Sheet

THE UNIVERSITY OF School of Public Health

* International Public Health

e Room 306

¥ B8 ¥ S I DNE I Edward Ford Building A27
S

University of Sydney NSW 2006
AUSTRALIA

Telephone: +61 2 9351 4375
Facsimile: +61 29351 7420

ABM 15 211 513 464

Participant information sheet

Study title:
TB DOTS Policy — an analysis and critique of its development and the process of its
transfer to low income countries, taking PNG as a case study.

This study is being undertaken by Dr John Hall and Dr James Gillespie from The School of Public Health
and The Australian Health Policy Institute at the University of Sydney.

Overview

You are being invited to take part in an interview discussing Tuberculosis (TB) Directly Observed
Treatment, Short Course (TB DOTS). DOTS is currently widely accepted as the major intervention for
the control of TB. DOTS has been embraced as the core of the World Health Organization's Stop TB
program and generously underwritten by the Global Fund to Fight AIDS, Tuberculosis and Malaria. This
study looks at the origins and implementation of TB DOTS to examine the development of a major
international health policy. The study then examines how programmes developed by international
agencies are transferred and adapted in low income countries,

Flease take the time to read the following information carefully. This information should provide you with
a full explanation as to why the research is being conducted and allow you to decide whether or not you
would like to participate in this interview. You are free to withdraw or leave the interview at any time you
wish and for any reason. You do not have to disclose your reasons. If after the interview you request that
any of the information obtained not be used, your request will be honoured. Again, you do not have to
disclose reasons for this decision.

What the interviews hope to achieve

These interviews will aim to collect information on how the TB Control programs have been developed.
The study investigates the role of the key parties and the impact of international funding and world health
agencies in the development of TB Programs. Further it examines the process of transferring these
policies to low income countries such as Papua New Guinea. Information obtained from the interviews
will complement information obtained through review of literature and reports related to TB DOTS policy.

Your participation

Your participation in this study will involve a one-to-one, semi-structured interview. The interview should
run no longer than 45 minutes; it may however be shorter if your time is limited. The interview will be
arranged at a time and a place that is convenient for you. During the interview three themes will be
discussed. The themes that will be covered include: (i) the development of the current infernational T8
programme policies, (ii) the role of the various players in the development of current TB programmes, (iii)
the process of TB programme transfer between inlernational agencies and low income countries, using
PNG as acasestudy. The interview will be audio recorded and later transcribed for analysis.

How the information will be used

The information gathered through the interviews will contribute to an analysis and critique of TB DOTS
policy development and the process of its transfer to low income countries, taking PNG as a case study.
It will contribute to the writing of a book on TB Programmes, the publication of articles in peer reviewed
journals and a PhD Thesis being undertaken by John Hall on TB Programmes, at the University of

Sydney.

Confidentiality
Your name will not appear, without your approval, next to any information from the interview.

All data will be stored at the University of Sydney for 7 years, in accordance with international research
regulations. Following which, it will be destroyed. Any paper work will be stored in locked cabinets and
computer files will be password protected

PARTICIPANT INFORMATION SHEET - Page 1 of 1

TB DOTS Policy — an analysis and critique of its development and the process of its transfer to low income countries, taking PNG as

a case study.
Contact: John Hall. Mobile: +61 (0) 407 787 257. Email: johnh@health.usyd.edu.au
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EXECUTIVE SUMMARY

Papua New Guinea has some of the worst health
indicators in the Asia-Pacific region. Maternal
mortality ratio has nearly doubled from 370 in
1996 to 733 per 100,000 live births in 2006.

This review describes the state of health leadership and
management capacity in Papua New Guinea (PNG). The
country has a population of about 6.4 million, over 30% of
whom are under the age of 15 and about 80% live in rural
areas. The country has enjoyed rapid economic growth and
a relatively stable political environment in recent years.

According to the Asia Development Bank, PNG achieved an
unprecedented eight consecutive years of economic growth
in 2009 and sustained private investment despite the global
financial crisis.

The rapid growth of the economy has not, however, reflected
on the health status of the population. PNG has some of the
worst health indicators in the Asia-Pacific region; maternal
martality ratio has nearly doubled from 370 in 1996 to 733
per 100,000 live births in 2006; only about 39% of births
are attended by skilled health personnel; HIV remains a
generalised epidemic with an estimated 34,100 people living
with the virus in 2009 and access to quality health care

is limited for many Papua New Guineans. Unless health
delivery is drastically scaled up, PNG will miss several of its
Millennium Development Goal (MDG) targets.

Under-investment in the health sector by government is
believed to have contributed significantly to the poor state of
health in PNG. Although as a proportion of gross domestic
product (GDP) PNG spends over 3% of its revenue on health
{which is relatively higher than the propartion of GDP spent
on health in many Asia-Pacilic countries), overall health
spending has been on the decline in recent years, reflecting
in reduction of funding to the National Department of Health
(NDoH) in 2009,

Aside from the under-investment by government, weak
management and leadership capacity coupled with an
inadequate number of health personnel plays a crucial
role in the poor performance of the health system. While
the actual number of health personnel in PNG remains
unclear due to a weak information management system,

some 11,142 personnel of different categories reportedly
worked in the health system in 2009. This was made up of
333 medical officers, 2,844 nurses and midwives, 3,883
communily health workers, /718 allied health workers, 409
health extension officers, 1,821 support staff and 1,134 other
cadres of health workers. Approximately 600 nurses, 600
community health workers and 100 midwives are reportedly
required to fill the existing gaps.

The health management and leadership capacity in PNG
has been a source of concern for many years and several
initiatives have been laken to improve it bul with little success.
In general, the compelence of health managers, especially
al the local level, remains weak. Health extension officers
{HEQs} who are largely involved in managing the district
health service do not seem to have sufficient managerial
skills for the lask they are expected to perform. Although
the majority of HEOs have adequate formal education with a
four-year bachelor degree, questions have been raised as to
whether there is sufficient management focus in their training
to enable them to become good local managers.

Apart from deficient managerial skills, the effectiveness

of health managers in the PNG is hampered by the
country's weak administrative and management structures.
The decentralisation of the health system has created
‘management disconnect’ especially at the district level.

District managers are responsible for coordinating and
implementing national and provincial health plans and
standards but they have no control over staff; under the
country's Organic Law on Provincial and Local Governments,
district health staff report to the district administrator — a
political appointee. Similarly, provincial authorities enjoy
considerable autonomy and are not compelled to follow
national directives, particularly in the allocation of provincial
resources. This has resulted in inslances where provinces
have failed to allocate sufficient funding for health care.

The health management working environment also presents
additional challenges to district managers in PNG. One such
challenge is lack of supportive supervision. District managers
need to be supported by senior managers at provincial and
central levels so that they in turn are able to supervise and
support sub-district managers.

In PNG, there is evidence that provincial health offices do
not provide the necessary supportive supervision to district
managers and districts in turn do not sufficiently supervise
and support sub-district managers. Other issues found to
affect management effectiveness in PNG relate lo the poor
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The health management and leadership capacity
in PNG has been a source of concern for many
years and several initiatives have been taken to
improve it but with little success.

functioning of key management support syslems such
as procurement and supply and health information.
Socio-cultural factors associated with PNG's ethnic
diversity also affect the effectiveness of local managers.

In summary, the health management and leadership
challenges faced by PNG are not unique but mirror the
challenges faced by many low-income countries.

The issues affecting the performance of health managers,
especially at the district level, are both individual and

system related. In seeking to strengthen management and
leadership capacity, PNG must not focus only on building
the competence of individual managers but also adopting
an holistic approach that pays equal attention to systemic
and structural issues affecting management performance.
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SNAPSHOT: PAPUA NEW GUINEA

BASIC DEMOGRAPHIC AND SOCIO-ECONOMIC DATA

Population in 200/
6.4 million

GDP per capita
(PPP USD$) in 2007

$2,084 Life expectancy

at birth in 2007

o 60.7 years
Under age 5 mortality in 200/

65 per 1,000 live births

Maternal mortality in 2005

733 per 100,000

Nursing and midwifery Iive blrths
density from 2000 to 2007

5 per 10,000

Doctor density

people
from 2000 to 2007
1 per 10,000
people

Key to acronyms

GDFP gross domestic product

PPP purchasing power parity

USE United States dollars (Adapted from Mofa 2008, UNDP 2008, WHO 2003h)
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INTRODUCTION

Since 2003, HIV/AIDS has been declared

a generalised epidemic. It is estimated that
there are about 23,000 to 91,000 HIV-positive
individuals in the sexually active population of
15-49 years of age.

Papua New Guinea has a population of aboul 6.4 million,
over 30% of whom are under the age of 15 and about 80%
live in rural areas. PNG has enjoyed rapid economic growth
and a relatively stable political environment in recent years.
According to the Asia Development Bank, the country
achieved an unprecedented eight consecutive years of
economic growth in 2009 and sustained private investment
despite the global financial crisis.

The rapid growth of the economy has not, however, reflected
on the health status of the population. PNG has some of the
worst health indicators in the Asia-Pacific region; maternal
maortality is around 733 per 100,000 live births with only
aboul 39% of births attended by skilled health personnel
{Mola 2009, UNDP 2010).

The PMG health system remains one of the most under
performing health systems in the region. Reports froman
Independent Monitoring Review Group (IMRG) indicate that
very little progress has occurred on the health frontin the
last five to ten years (Hasfeldt et al. 2005, 2006, 2007,
IMRG 200&a).

Health care in PNG is provided by the government and a host
of non-state, largely church-based providers. The church health
services provide and manage almost hall of the country's health
services (AusAlD 2009). Private health care is available through
a small private sector and through employment-related health
care programs established by overseas-based companies,
predominantly in the mining sector. Unregulated traditional
healers provide an undocumented amount of health services
(Government of Papua New Guinea 2000).

Communicable diseases remain the major causes of
maorbidity and mortality in all age groups with malaria being
the leading cause of all outpatient visits. Since 2003, HIV/AIDS
has been declared a generalised epidemic; it is estimated

that there are about 23,000 to 91,000 HIV-positive individuals
in the sexually active population of 15-49 years (WHO WPRO

2008). However, HIV prevalence seems to have reduced in
recent years with the most current fact sheet from the PNG
Mational AIDS Council estimating a new national prevalence
of 0.9% in 2009,

Overall about 34, 100 people were estimated to be living

with HIV in 2009 (PNG National AIDS Council 2010). As in
many developing countries, incidence of non-communicable
diseases is rising in PNG; creating a double burden of disease.

A key feature of the health system is decentralisation of
management and service provision responsibilities to provincial
and district levels. The National Department of Health (NDoH)
is responsible for setting policy and standards, procuring
medical supplies, maintaining surveillance and monitoring
syslems, managing public hospitals and regulating church-
operated programs. Provincial and local governments are
individually responsible for the implementation of directives
from the NDoH and for financing their own programs.
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PURPOSE
AND APPROACH

The Sixth National Socio-Economic Development
Plan 2006-2010 recognises that the health
sector and health care services delivery do not
fully meet the requirements of the population,
either in quantitative or qualitative terms.

The purpose of this review was 1o describe the current
situation of health management and leadership capacity
and analyse issues that affect the performance of district
health managers. It was intended to inform the development
ol policy recommendalions for improving management and
leadership performance in six AusAlD priority countries

- Cambadia, Fiji, Lao PDR, Papua New Guinea, Solomon
Islands and Timor-Leste.

The review was conducted through desk review of both
published and grey literalure and discussions with key
individuals. The first six sections provide a brief description
of key aspects of the health system of PNG and the final
five sections attempt to assess management and leadership
capacity using a modified version of the WHO MAKER!
framework (WHO 2007},

Key components of the framework used include numbers
and distribution of managers, managerial compelency, the
management working environment, management support
systems and socio-cultural context in which managers operate.

A summary of key points about management and leadership
in PNG has been provided at the end of this report, Detailed
analysis and discussion of the issues identified will be
available in a separate paper thal brings together all the
issues identified from the six countries. This synthesis will
be available in 2011 from www. hrhhub.unsw.edu.au

1 Managers taking Action based on Knowledge and Effective use of
Resources

ACCESS TO
HEALTH CARE

Health services in PMG are provided free of charge by
government and church-operated providers. Yel many Papua
MNew Guineans have limited access to health care. Access to
reproductive health care, in particular, is considerably limited,
which partly explains the country's high maternal death rate
(Hasteldt et al. 2006).

Key issues affecling access lo health care include geography,

finance, human resources and poor quality of care. PNG has

a harsh terrain which makes it very costly for health and other
services lo be delivered o and accessed by the population.

The geographical isolation coupled with the closure of some
rural aid posts means many patients from remole districls
need to travel significant distances in poor read conditions
to access health care. In 2007 for example, it was estimated
that 827 or nearly one-third of all aid posts were closed.

In provinces such as Bastern Highlands and Enga less than
50% of their aid posls were believed 1o be funclional (Foster
etal. 2009, NDoH 2009).

The dearth of health care workers in rural and remole areas
affects equitable access to quality care. While some progress
has been made in strengthening the medical workforce,
nolably in the paediatric and surgical sub-speciallies (AusAID
2009), the overall human resources for health numbers in
PMG remain lower than required for the country's population.

In principle, primary health care services in PNG are provided
free of charge to the population. However, in practice, all
levels of health care reportedly charge user fees for all services
except essential public health services, such as childhood
immunisation (AusAlD 2009). Some church health facilities
also charge user fees similar to facilities in the government
sector. Parl of the revenue from these fees is used lo improve
services and lo keep local facilities functional.

The level of fee for rural health services is sel locally by the
provincial authorities as there is no national legislation that
deals with eslablishment of fees for rural health services.
The national legislation on fees is applicable only 1o

hospilal services provided under the Hospital Act 1994, In
government health facilities, the fees and fee exemptions
are said to be unregulated and unaudited (McKay and
Lepani 2010). In general, the user fees and related expenses
coupled with the long distance to facilities are significant
barriers to health care access, especially for the poor. There
is currently no system of private health insurance but there
are proposals 1o introduce a compulsory scheme for those
employed in the formal sector (WHO WPRO 2008).
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FINANCING THE
HEALTH SYSTEM

Government health spending represents about 83% of total
health expenditure in PNG (AusAlD 2009). Under-investment
by government is perceived to be a major contributor to the poor
performance of the health system. As a proportion of GDP the
PMNG government spends about 3.5% on average of its revenue
an health. Compared o health expenditure as a proporlion of
GDP in other low income countries this appears relatively high.
For example, countries such as Cambodia, Laos and Fiji, on the
average spend around 2-3% or less of their GDP on health.

Despite the relatively high proportion of GDP spent on health,
total health spending in PNG has been on the decline in recent
times, especially when compared with the rise in the country's
GDP per capita. Health spending, for example, declined from
3.8% of GDP in 2002 to 3.0% in 2003 and 2004. During the
same period, however, GDP per capila (in purchasing power
parity terms) rose by about 15% (Figure 1). More recently in
the 2009 budget, the health seclor emerged as one of the
‘biggest losers’. Although the government injected some

46 million Kina of recurrent funds into hospital management
services, this was offsel by a reduction of 17% of tolal funding

{amounting to 131 million Kina) for the National Department
of Health. Additionally, domestic funding for HIV and AIDS
was cut from 17 million Kina in 2008 to 5 million Kina in
2009 (Batten 2008).

A significant amount of the health budget in PNG goes into
payment of salaries; according to WHO over 80% of recurrent
provincial health budgets were allocated to salaries in 2006
(WHOWPRO 2010}, Like many developing countries, PNG

is reliant on external donor assistance to finance public
spending. In 2001, it received overseas development
assislance worth 7.2% of the gross national product

(USD$203 million).

In 2004, overseas development assistance accounted for
24% of the health budget (WHO WPRO 2008). External
assistance from bilateral partners is provided in the form of
both direct budgetary support and targeled project financing
to both public and non-profit operators. Other assistance is
targeted to specific diseases; beginning in 2005, the Global
Fund to fight AIDS, tuberculosis and malaria has provided
multi-year grants worth USD$91 million (WHO WPRO 2008).

FIGURE 1. GDP PER CAPITA AND GOVERNMENT HEALTH EXPENDITURE
AS A PROPORTION OF GDP IN PAPUA NEW GUINEA, 1990 AND 2000-2004

{Adapted from UNDP 2000, 2002, 2003, 2004, 2005, 2006, 2008)
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HUMAN RESOURCES
FOR HEALTH

With over 80% of the population living in rural
areas, the thrust of the PNG health system is
primary health care.

The actual number of health workers in PNG remains unclear
due to a weak health information management system,
particularly at the national level. However, it is estimated that
some 11,142 personnel of different categories worked in the
health system in 2009. This was made up of 333 medical
officers, 2,844 nurses and midwives, 3,883 community
health workers, 718 allied health workers, 409 health
extension officers (HEOY, 1,821 support staff and 1,134 other
cadres of health workers (see Figure 2); (Yambilafuan 2009).

Geographical disparities exist in the distribution of health
workers, with a significant bias in favour of urban areas,
parlicularly the capital, Porl Moresby. Nationwide, there is
a shortage of health workers, in particular a large number
of vacant positions in rural and remote areas are reportedly
unfilled. Approximately 600 nurses, 600 communily health
workers and 100 midwives are reportedly required to fill the
existing gaps (Yambilafuan 2009),

With over 80% of the population living in rural areas, the thrust
of the PNG health system is prirmary health care (Government
of Papua New Guinea 2000). Three levels of health workers
are in charge of delivering primary health care services —
nursing officers, HEOs and community health workers.

The HEOQ is an intermediate level health worker who, with
minimum supervision, is responsible for a complex mixture
of clinical, communily health and administrative dulies

in a health centre area serving a population of 5,000 to
20,000 (In-country reviewer 2011). The HEQ cadre of health
workforce is unique to PNG and was borne out of necessity
to respond o the health needs and demands of the rural
people. Its origin dates back to the colonial era in the 1950s
when the Australian Colonial Administration introduced the
Medical Assistant personnel to provide health services to rural
people of PNG (Crouch 1982). In essence, HEOs bridge the
gap between doctors and nurses and often operate in senior
and middle management positions (Davy 2007).

The supply of new health workers from training institutions
in PMG is believed to be insufficient to meet current and
future demand (WHO WPRO 2008). From its inception in

1968 to 2004, the University of Papua Mew Guinea Medical
School has trained about 700 doctors, including 100 Pacific
Islanders and 50 expatriates (Watters and Scott 2004), Even
if all the 700 doctors were alive and working in PNG, and
with a population of 5.5 million at that time, there would have
been one doctor to every 7,857 peaple. Based on NDoH
health workforce figures for 2009, PMNG has about 1.3 health
workers? per 1,000 population; significantly lower than the
WHO standard of 2.3 per 1,000 (WHO 2006).

Aside from the low numbers of trained personnel there are
issues with the quality of health worker training in PNG.
Midwifery training, in particular, appears to be of low quality with
all four training schools in the country producing graduates in
the last decade that could nol be registered {(IMRG 2008b).

This may partly explain why some ‘trained’ nurses are
reportedly without work. In general, health workforce
training in PNG is organised at the national level with
linkages to training institutions but with insufficient links to
Central Agencies, such as the Ministry of Finance and the
Department of Personnel Management, which decide budget
ceilings and workforce numbers for the public sector (IMRG
2008b). Training is also not adequately linked to provincial
needs for health workers although the provinces have the
autonomy under the Organic Law lo determine the number
health workers they can afford to hire (IMRG 2008b).

Anather pressing human resource issue is the limited
information and knowledge about health personnel costs in
PNG. The Human Resource Directorate at the NDoH needs
to know this in order lo plan within budgeled employee
expenditure, However, no detailed employee cost analysis
appears to have been undertaken. In the past years,

severe fiscal constraints have resulted in the imposition of

a moratorium by the Public Service Commission on hiring

of new slalfl across the public sector, including the NDoH.
Unlike other countries, migration of health workers does

not appear to be a major issue in PNG, however, there is
evidence of attrition of health workers from the public sector
(Duke et al. 2004), which, coupled with the ageing of the
warklorce (Yambilafuan 2009), poses a challenge to meeling
the current supply shortfalls,

2 Estimates from the HEO Association and PNG Medical Board suggest
about there are about 672 HEOs in PNG (HEQ Association and PNG
Medical Board 200%).

* Health workers include medical officers (333), nurses and midwives
(2,844), community health workers (2,883), allied health workers (718}
and health extension officers (405).
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FIGURE 2. DISTRIBUTION OF HEALTH WORKFORCE BY PROPORTION OF CADRES
IN PAPUA NEW GUINEA, 2009

{Adapted from Yambilafuan 2003)
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HEALTH MANAGEMENT STRUCTURE

One of the unintended outcomes of the earlier
decentralisation efforts was the fragmentation
of organisational and administrative health
structures of the provinces.

The structure of health and human resource management
in PNG can be understood within the context of
decentralisation. Prior to independence, government health
services were managed centrally by the National Department
of Public Health in Port Moresby through its regional and
provincial health offices (1zard and Dugue 2003). However,
following the introduction of the Organic Law on Provincial
and Local Governmenls in 1977 and subsequent revisions
in 1995, the structure of health management changed
significantly with management functions devolved along with
funding and service delivery responsibilities to provincial and
local governments.

Under the Organic Law, district and local governments
currently have the responsibility for managing and supporting
their health services with each having different powers and
functions in relation to health (WHO WPRO 2008). The
Mational Health Plan 2001-2010 outlines the management
responsibilities for each administrative level — national,
provincial and local.

Besides developing and implementing overall human
resources for health policy, the national level is responsible for
developing guidelines and providing support for improving the
capacily of provinces lo prepare stralegic human resource
plans. Italso monitors the implementation of minimum
staffing standards and develops guidelines for improving staff
management (Government of Papua New Guinea 2000).

Within the public sector hospital management is divorced
from management of other health services (health centres
and sub-centres, rural hospitals and aid posts, known
collectively in PNG as ‘rural health services’). The National
Department of Health manages the 19 provincial hospitals
while provincial and local governments are responsible for
all other services.

The provincial government provides staff and funding for rural
health services. Provincial health authorities plan and conduct
training for district health managers in addition to developing

strategic and annual human resource plans. They also monitor
staff composition and provide updated reports on staff. The
provincial health adviser reports to the provincial administrator.
Thus, the Provincial Health Office comes under the provincial
administration and district-level health facilities under the
district administration while the aid posts are the responsibility
of the local government (Izard and Dugue 2003),

Given the nature of the decentralisation in PNG, a significant
proportion of all health management activities is supposed to
occur at the district level, where implementation of minimum
staffing standards is expected to take place.

District health managers are required to maintain a staff
inventory, provide regular reports on staffing, supervise
staff, conduct in-service training and undertake community
awareness and education activities. In practice, very little of
these appear to occur, as district management still seem to
be answerable to provincial managers. The district health
managers report technical matters to provincial health
authorities but they and staff of health centres, sub-centres
and aid-posts also reporl to the district administralor.

Another key feature of the health and human resource
management structure in PNG is the creation of Parallel
Health Boards and diffusion of human resource management
responsibilities. One of the unintended outcomes of the
earlier decentralisation efforls was the ragmentation of
organisational and administrative health structures of the
provinces. The revised Organic Law of 1995 identified

the need to standardise provincial and district health
administrative structures (Table 1).

The Mational Health Administration Act 1997 consequently
came into force leading 1o the eslablishment of health
boards to advise the various levels of government. The
National Health Board advises the Health Minister on health
policy matters, sets national health standards and approves
provincial implementation plans. It also liaises with provincial
health boards and monitors their performance.

The provincial health boards advise the provincial
governments and coordinate implementation of the national
health plan, national health standards, and provincial
implementation plans. Al the district level, the National
Health Administration Act 1997 provides for establishment

of district health management committees to be responsible
for coordinating the implementation of the national health
plan, national health standards and provincial implementation
plans (1zard and Dugue 2003).
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The district health managers report technical
matters to provincial health authorities, but they
and staff of health centres, sub-centres and
aid-posts also report to the district administrator.

Human resource management in the public health sector
in PNG is a shared responsibility between a number of
government agencies: the Mational Department of Health,
Department of Personnel Management, the various national
training institutes and local level health managers (Bolger
et al. 2005).

The Department of Personnel Management was eslablished
as a cenlral government agency under the Public Service
Managemenl Act, 1995, and has a primary responsibility
for public sector management, specifically as it relates

to performance, human resources and organisation
management (www.dpm.gov pg). Since its inception the
department has controlled most staff management practices
in the health sector including recruitment and selection,
discipline and performance management.

The Mational Department of Health and Department of
Personnel Managemenlt are supposed o work collaboratively
in managing the public sector health workers bul
collaboration between the two departments has reportedly
been ineffective (Hasfeldt et al. 2005).

12 A review of health leadership and t capacity in Papua New Guinea I Azante and Hall
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TABLE 1. GOVERNANCE ARRANGEMENTS IN PAPUA NEW GUINEA
{Adapled from Bolger el al. 2005)

Political structures Administrative structures
NATIONAL LEVEL = National Parliament = National Parliament
= National Executive Council = Statutory bodies

= Ministries = National Department of Health
= National Health Board
PROVINCIAL LEVEL = Provincial Assembly » Provincial Administration
s Provincis cutive G el s Provinci= ASLIN,
20 provinces, including the Provincial Executive Council Prowincial Treasury
National Capital District = Provincial Committees = Pravincial Audit Service
= Joint Provincial Planning and = Provincial Health Advisor
Budget Priorities Committee = Provincial Health Board
DISTRICT LEVEL = Joint District Planning and = District Administration

Budget Priorities Committee District Treasury
District Health Manager

District Health Management Committes

Each province is divided into districts.
There are 89 districts in total

LOCAL LEVEL

Each district is divided into local-level governments. There are 284 local-level governments.

WARD LEVEL

Each local-level gavernment has many wards. There are 5747 wards in total.

COMMUNITIES AND VILLAGES

Each ward is rade of many hamlets, villages and non-traditional village areas.
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NUMBER AND
DISTRIBUTION
OF MANAGERS

As in other countries, there are different categories of health
managers at different levels of the PNG health system. They
include senior managers at the national and provincial levels,
hospital administrators and managers of specific units in
hospitals, health centres and sub-centres.

This section of the report attempts to capture the number
and distribution of managers at the district level, specifically,
designated district health managers who run the district
public and primary health care services and members of the
district health management committee or team.

It does not seek to caplure district hospital and facility
managers, unless the same person manages both the
hospital and primary health care services or is part of the
district health management team.

PNG is divided into 20 provinces and 89 districts (Table
2)*. Each of the 89 districts reportedly has a designated
health manager or someone acting in that role (Personal
Communications 2009). Thus, there are currently about
89 district health managers in PNG supported by a number
of District Health Management Committee members. The
district health managers in PNG are predominantly HEOs,
although there are some with different educational and
professional backgrounds.

There is a lack of information regarding the compaosition of
the District Health Management Commitlee. Mot all districts
appear to have functional committees due to personnel
shorlages, particularly in rural and remole areas. In the Easl
Sepik province, for example, Hasfeldt et al. (2006) observed a
district health office which is run by only two people — a district
coordinator and a clerk — due to lack of personnel. The gender
distribution of district managers could not be established

by the review although a list of HEC distribution by province
obtained from the NDoH indicates a substantial number of
women (HEQ Association and PNG Medical Board 20049).

* Table 2 excludes the National Capital District, hence, the 19 provinces
and 86 districts

COMPETENCE OF
DISTRICT HEALTH
MANAGERS

The low performance of district managers
appears to reflect the overall weakness in public
sector management. Public sector management
in PNG is generally seen as being ineffective

by political leadership, public servants and the
public as a whole.

Managerial competence may be acquired through a
combination of training, experience and coaching (WHO
2009a). The plethora of management problems confronting
the PNG health system has raised concerns about the nature
of management education and training that health managers
in general, and middle-level managers in particular, receive.

While the majority of the current cohort of district health
managers are HEOs, in general, health managers in PNG
have different levels of training and backgrounds. Some
have Diploma in Applied Health Science, Health Extension,
Community Health or Public Administration but others have
a Bachelor in Health Management or Health Sciences and
various nursing qualifications (In-country reviewer 2011).

The Divine Word University in Madang, for example, runs a
four-year Bachelor of Health Sciences in Rural Health program
which focuses on training HEOs for district health centres

in rural areas (Hasfeldt et al. 2005). It also runs a four-year
degree program in Health Management designed to graduate
managers or supervisors working in administrative or clinical
positions at provincial, district, hospital and other facility
levels in the health system {Divine Word University 2009).

The School of Medicine and Health Sciences at the University
of PNG in Port Moresby has introduced a Master in Rural
Medicine, which aims to provide essential clinical, management
and public health skills for doctors seeking postings at the
provincial and district level (Foster et al. 2009). The PNG
Institute of Public Administration, runs a Diploma in Public
Administration which some health managers have underlaken.

Obtaining any of the qualifications mentioned above does not
automalically make someone a district health manager. In
general, health managers work for some time in the health
system (two to five years according to an in-country reviewer)
before being appointed as health manager. In principle,
appointments follow a Public Service General Order of merit
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based appointments where positions are advertised and
candidates openly selected based on merit. An in-country
reviewer made the following comments:

‘ ‘ Becoming a health manager depends on the Public
Service General Order as it is a senior position. Someone
with a four-year degree does not automatically become
a district health manager. He or she needs to get some
years of work experience”

{In-country reviewer 2011).

Despite what appears to be an adequate educational and
professional preparation of district health managers in PNG,
management capacity and performance remains weak at that
level. Health managers reportedly lack financial management
and other skills necessary to function efficiently (AusAID 2009).

The low performance of district managers appears to reflect the
overall weakness in public sector management. Public sector
management in PNG is generally seen as being ineffective by
political leadership, public servants and the public as a whole
{Central Agencies Coordinating Committee 2000). A complex
array of factors — political, social, economic and cultural
affect managerial competency and performance (for discussion
of broad issues affecting management in the public sector
see May 2009).

Efforts are being made in PNG to strengthen health
management competency. For example, the PNG Institute
of Public Administration with the support of development
partners recently conducted a Certificate Course in Middle
Management, which was reportedly well received®, For such
capacity building programs to succeed, however, there is the
need for them to be country-driven and owned and based on
a concrele national training plan.

The NDoH reportedly has no comprehensive training plan
that outlines the training needs of the health sector and how
such needs would be met. Some have argued that the people
usually selected for in-training are not necessarily those who
would be most able to apply the skills they gain from the
training (Hasfeldt et al. 2005).

5 Specific information on the number of district health managers
participating in the program could not be obtained.

MANAGEMENT
WORKING
ENVIRONMENT

Several issues relating to the work environment in PNG affect
management and leadership capacity and performance. Lack
of supportive supervision in the government health system is
one of such issues.

To be effective, district managers should be supported so
that they in turn are able to provide support to sub-district
personnel. In PNG, there is substantial evidence that
provincial health offices do not undertake supervisory visils
to districts and districts in turn, do not provide support and
supervision to sub-districts.

Less than half of provincial health facilities received a
provincial health officer visit between 2002 and 2007 (Burnet
Institute 2007, Foster et al. 2009). Davy (2007) reported that
some community health workers had not been visited by a
district team for years.

A complex set of factors may constrain the ability of health
managers to fulfil their basic responsibiliies such as supervision.
The decentralisation of the health system has provided provinces
with autonomy but it has created a ‘management disconnect’.
Provincial authorities are not compelled to follow national
directives, the result of which is a failure to allocate sufficient
funding and resources to health provision.

The low operating budget of districts makes it difficult

for supervisory aclivities lo be undertaken. The country's
forbidding geography also plays a role; the poor physical
access making direct supervision of staff difficult. High
frequency radios have been identified by the NDoH and
development partners as providing an alternative, less costly
and less time-consuming means of stafl supervision.

In 2006, high frequency radio network coverage in PNG
was estimated to be about 85%. The national health radio
network has reportedly expanded from two to all provinces,
connecting health facilities at district level and below to their
provincial health offices (Foster et al. 2009). With such easy
radio network access one would expect frequent interaction
between health managers but this does not appear to be
the case. A failure to adequately incentivise staff to work in
rural and underserved areas has created chronic shortages
in staffing levels, especially in front-line staff (Hasfeldt et al.
2007). In 2007, these shortages partly led to the closure of
an estimated 827 aid posts (Foster et al. 2009).
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TABLE 2. DISTRIBUTION OF HEALTH PERSONNEL AND FACILITIES BY PROVINCE
IN PAPUA NEW GUINEA, 2009

(Adapted from Yambilafuan 2009)

PROVINCE DISTRICTS POPULATION MERLTH HERLTH HEALTH WORKEE
FACILITIES* PERSONNEL* PER POPULATION
Western 3 208 332 123 91 1:2,256
Gult & 134,678 86 &0 1:2,245
Central 4 225,766 76 63 1:3,584
Milne Bay 4 262,776 146 121 1:2,172
Morthern (Oro) 2 169,121 115 70 12416
Southern Highlands a 791,066 223 164 1:.4824
Egna 5 381,598 160 72 1:5,300
Western Highlands 7 549 531 110 83 1:6.621
Simbu 5] 307 641 72 55 1:5593
Eastern Highlands a 526,645 177 a5 16,196
Morobe 9 691 596 237 140 1:4,940
Madang 51 467,155 213 176 1:2,654
East Sepik =] 417 427 243 184 1:2,209
West Sepik 4 229,937 131 83 1:2,770
Manus 1 54,662 69 54 1:1,012
New Ireland 2 153,076 59 36 1:4,252
East Mew Britain 4 274,916 37 85 13,234
West New Britain 2 253,661 126 102 1:2,487
North Solomons 8 200,276 180 131 1:1.529
Total 86 6,296,860 2,643 1,855 1:3,395
Key to accompany table
Comprised only of aid postz
A Includes only aid-post staff
A review of health leadership and t capacity in Papua New Guinea Azante and Hall
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FUNCTIONING OF MANAGEMENT

SUPPORT SYSTEMS

The performance of health managers in PNG
may be influenced by ineffective payroll systems
which sometimes pay health workers irregularly,
maintain ‘ghost workers’ and do not exclude
health workers who fail to report for duty.

The financing channels and reporting and management
systems at provincial level and below are not standardised.
The different sources of funding for the health system are
not well coordinated. Requests for funds channelled through
the Health Sector Improvement Program go to the NDoH
and funds are deposited and accessed through provincial
Health Sector Improvement Program trust accounts. Local
budgets (functional grants and provincial internal revenue)
from provincial governments are accessed by district health
managers through normal government funding mechanisms.

Support from the Global Fund is channelled through the HSIP.

There are many other channels for accessing support from
other funding bodies including those in the HIV/AIDS seclor.
The multiple mechanisms for requesting and accessing funds
and the cumbersome annual auditing process, sometimes
requiring the on-site reconciliation of original documentation,
put considerable strain on district health managers (Burnet
Institute 2007, Fosler et al. 2009). In addition to the above,
the performance of health managers in PNG may be
influenced by ineffective payroll systems which sometimes
pay health workers irregularly, maintain ‘ghost workers' and
do not exclude health workers who fail to report for duty.

The current health information management system provides
little support to managers at all levels of the health system.
The MDoH administers the nation's performance monitoring
system. Reporting is high with 90% of health facilities
returning information about health outpuls, expenditure,

financial management and management outcomes. However,

reports of significant gaps in the data include disaggregation
of indicators by gender, lack of information on aid poslts

and hospital in-patients and a lack of comprehensive
management indicators relevant to human resource
management (Foster et al. 2009, Hasfeldt et al. 2005).

The procurement and supply management system is
ineffective and leads to frequent stock-outs of essential
pharmaceuticals and medical supplies at all levels of health

service provision (Davy 2007, Hasfeldt et al. 2006).

Considerable efforts have been made by development
partners to improve the procurement and supply
management but such attempts have not been sustainable.
For example, an AusAlD-financed initiative providing ‘drug
Kits" was designed to tlemporarily relieve the situation. The
program was somewhat successful at reducing ‘backlogs’,
but it was ullimately unsustainable as it crealed a parallel
procurement and supply management system.

A Ministerial Task Force was established in 2007 to
investigate the drug and supply issues. In the short term it is
expected that the ‘drug kit’ system will be reinstated (Fosler et
al. 2009). Investment from UNICEF and WHO in cold-chain
management and vaccine distribution has improved stock
availability and quality control, but there is still a lot of work

lo be done in order to strengthen the procurement system
(Foster et al. 2009).
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SOCIO-CULTURAL
CONTEXT

Analysing the interplay between politics and
business in PNG, Kavanamur (2001) observes
that the collapse of quality state enterprise
management is attributable to political
intervention and wantokism.

Health managers in PNG operale in a complex socio-cullural
environment characterised by extreme linguistic and ethnic
diversily. Over /b0 indigenous languages are spoken, each
a defining characteristic of a clan (Nita 2006).

Associaled with this diversily is the country’s wanlok

syslem = a strong syslem of allegiance and a high sense of
obligation to one's clan and extended family, In the public
service, this clan-based allegiance frequently supercedes
the responsibilities of a specific administrative function and
inadverlently leads to conflict of interest and nepotism (lzard
and Dugue 2003).

Analysing the interplay belween politics and business in PNG,
Kavanamur (2001} observes that the collapse of quality state
enterprise management is altribulable o political inlervention
and wantokism. There are perceptions of favouritism based
on wanlok in the management of the districl health services
but also in appointments and discipline of staff.

Anather key socio-cultural issue that may affect leadership
and management capacity in the health sector is gender
based discrimination. A highly masculine society,
discrimination against women is reportedly widespread in
PNG (Nita 2006, UNDP 2007).

Women are significantly under-represented in high-level
decision-making. For example, only one of the 109 Members
of Parliament is a female. Women play a relatively small role
in commerce, either as entrepreneurs and traders or in small-
scale businesses (UNDP 2007).

Although no specific evidence of gender bias with regards
to provincial or district health management was found, the
generally high gender-based discrimination at the national
level in PNG may nol encourage women to seek or lake up
management or leadership positions at the provincial and
district health service levels.
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SUMMARY

Access to health care

Papua Mew Guinea reportedly has one of the most under-
performing health systems in the Asia-Pacific region.
Reports from the Independent Monitoring Review Group
indicate that very little progress has occurred in the health
sector in the last five to 10 years.

Approximately 80% of the population lives in rural areas,
with geography and transport presenting significant barriers
to access.

Financing the health system

Government health spending represents about 83% of total
health expenditure in PNG. In recent times, government
spending on health has been on the decling; in 2009 the
government reportedly injected some 46 million Kina of
recurrent funds into hospital management services but this
was offsel by a reduction of aboul 1/% of tolal funding for
the NDoH.

Human resources for health

It is estimated that about 11,142 health personnel worked
in the country’s health system in 2009. These were made
up of 333 medical officers, 2,844 nurses and midwives,
3,883 community health workers, 718 allied health
workers, 409 health extension officers. 1,821 suppaort slaff
and 1,134 other cadres of health workers.

Approximately estimated 600 nurses, 600 communily
health workers and 100 midwives are reportedly required
to fill the existing gaps. Provincial governments provide staff
for rural health services. The national level develops and
implements overall hurman resources for health policy for
the country.

Management of health personnel is a shared responsibility
between several government agencies including the
Department of Personnel Management and the NDoH.

Health management structure

* The structure of health and human resource
management in PNG can be understood within the
context of decentralisation. Under the Organic Law,
management functions have been devolved along with
funding and service delivery responsibilities to provincial
and local governments.

Ihe NDoH manages provincial hospitals while provincial
and local governments are responsible for managing
rural health services. The decentralisation of the health

syslem has provided provinces with significant autonomy
which has created a ‘management disconnect’. Provincial
authorities are nol compelled to follow national directives,
the result of which is a failure to allocate sufficient funding
and resources lo health provision.

Number and distribution of district health
managers

PMG has 89 districts and each reportedly has a designated
health manager or someone acling in that role, so there
are al least 89 district health managers who together with
members of their respective district health management
committees, manage the primary health care system.

Competence of district health managers

District managers in PNG come to the job with a varying
level of educational and professional qualifications and
experience. In general, health managers work for about
two to five years in the health system before being
appointed a health manager.

The current cohort of district health managers in PNG
are predominantly HEOs. These officers bridge the gap
between doctors and nurses and often operate in senior
and middle management positions.

Management working environment

» A complex array of political, social, economic and cultural
factors influence the effectiveness of managers in PNG
including: weak administrative and management structures,
inadequate supportive supervision, ineflective procurement
and supply, and weak health information systems.

Socio-cultural factors

= Performance of managers at the district level in PNG
appears to be affected by socio-cultural factors particularly
the wanlok system.

= Information from consullations with key individuals
suggesls, for example, that preferential trealment based
on wantok is common in the selection of people to attend
in-service training by provincial health officers.
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APPENDIX
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Abstract Tuberculosis (TB) remains a major health
problem in Papua New Guinea (PNG) and the Directly
Observed Treatment Short course (DOTS) strategy has been
adopted as a framework for controlling the disease. We
review here the local and cultural factors in PNG that act as
barriers to implementing each component of the DOTS
program. Political Will i1s needed to tackle the underlying
conditions that lead to squatter settlements, e.g. poverty and
unemployment, and to build infrastructure for access to rural
populations. Better case detection may be obtained by
addressing the cultural beliefs that delay presentation to

health facilities, as well as providing ongoing training for

laboratory technicians, introducing better sputum micros-
copy techniques and regular service of radiology equipment.
Direct observation of therapy may need to be done using the
traditional clan structure, e.g. clan chiefs and extended
family system in rural areas. Effective drug supply is pro-
vided by the World Health Organisation (WHO) Global
Drug Facility (GDF). Monitoring and Evaluation will
require innovative approaches; perhaps through financial
incentives on completion of the program or texting through
the mobile text messaging for reminders. There are unique
cultural and local issues that need to be addressed when
implementing DOTS strategy in PNG.
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Introduction

Mycobacterium tuberculosis infects 2 billion people and
causes disease m 9 mullion, of which 1.8-2 mullion die
worldwide annually [1, 2]. In PNG TB is the fourth major
cause of death in hospital admissions (Table 1) and the
leading cause of death in HIV/AIDS patients [3]. It has a
higher mortality rate than malaria and HIV [4]. With
documented Multi-Drug Resistant-TB  (MDR-TB) [5].
PNG faces the challenge of controlling TB in a generalised
HIV epidemic with HIV prevalence of 1.2-1.5% [4, 6].
The emergence of extensive-drug resistant TB (XDR-TB)
[7]. whilst not currently documented, is a real future
challenge for TB control in PNG while it is struggling to
address its existing chronic health and social problems. The
current directly observed treatment short-course (DOTS)
strategy in its early version [8] was adopted as the official
approach to TB control in PNG in 1997 [3]. Implementa-
tion has been slow with 40% coverage in 2006 [9] and 14%
in 2007 (Table 2) [10], the quality of DOTS program is also
questionable. In 2006 the Global Fund to fight TB, malaria
and HIV/AIDS announced a $20 million (US) grant to
PNG to roll out DOTS to all 20 provinces over a 5-year
period [11].

It is in this context that this paper discusses the chal-
lenges of providing a TB service in PNG. Using experience
gained from growing up and practising medicine in PNG,
combined with expert reviews and reports, this paper
identifies problems or barriers affecting the delivery of TB
control services and offers potential solutions. The paper
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Table 1 Ten leading causes
of deaths, based on hospital

Ten leading causes of mortality

Number of Rate per 100,000

discharee reports (2000) reported deaths population
1 Pneumonia 957 18
2 Perinatal conditions 834 17
3 Malaria 629 12
4 Tuberculosis 502 10
5 Meningitis 401 8
6 Heart diseases 302 6
7 Diseases of the digestive system 239 5
8 Septicaemia 192 4
9 Anaemia 180 3

Source: Reference [3] (PNG 10 Diarrhoca 179 3

Health Department 2006)

examines the five components of the current PNG DOTS
programme:

1. Political Will

2. TB Case Detection

3. Direct Observed Therapy
4. Effective Drug Supply

5. Monitoring

Each component is critiqued within the current social,
economic and political setting in PNG to identify challenges
and offer suggestions for solutions. These challenges need to
be overcome if TB control is to be achieved in PNG

Political Will
Problems

The success of a TB control program depends on the pri-
ority accorded to it by the government. Although the WHO
declared the TB epidemic a global emergency in 1993 and
described the situation in the Western Pacific as a crisis in
1999 [12], the PNG government has not given TB the
priority it deserves. PNG has the third highest prevalence
of TB in the Western Pacific Region at 430 per 100,000
behind the Philippimes (500/100,000) and Cambodia (664/
100,000) [10]. The lack of prioritisation by the government
was obvious when TB failed to feature in Medium Term
Development Strategy (MDTS) for 2005-2010 [13]. The
funding for TB control over 5 years was only $US 4.17
million with a gap of $US 20.87 million [3]. In comparison,
HIV/AIDS has had unparallel government support with the
creation of National AIDS Council Secretariat, a Parlia-

mentary HIV Committee Chairman and the Ministry of

Health and HIV [14]. DOTS 1s based on evidence from
other countries without consideration for the local envi-
ronment where research data is lacking. This could partly
explain the appalling results in TB control despite having
DOTS for over 10 years.

@ Springer

There are couple of areas where government will/action
is needed: the squatter settlements and rural settings [3].

Burden of TB in Squatter Settlements

Squatter settlements accompanying urbanisation in PNG
are an increasing problem. The rate of urban population
growth is 1.9% annually [15] and in many locations e.g. the
National Capital District (NCD) this occurs predominantly
in the squatter settlements [16].

Rural-urban migration is the main factor responsible for
squatter settlements; a shortage of affordable accommo-
dation in cities and towns which pushes workers in public
and private sectors to seek shelters with squatters [17],
often in poorly constructed homes built close together due
to lack of land. With no formal education, lack of family
planning services, and long held traditional values of
having big families, the end result is large family sizes.
Combining this with the cultural obligation of accommo-
dating visiting clansmen leads to overcrowding, creating an
environment conducive to the outbreak and spread of dis-
cases. The cities of Port Moresby and Lae, both with very
large squatter settlements comprising 7% of the country’s
population accounted for a third of sputum positive TB in
2004 [3].

Burden of TB in Rural Areas

TB is increasingly being diagnosed in rural areas where it
was known to be rare. Although overcrowding is not an
issue in rural areas, behaviour of people, largely from lack
of knowledge contributes to spread of diseases. Unhealthy
behaviour, such as not covering the mouth when coughing
or spitting sputum indiscriminately, helps spread of TB.
The major problem in rural areas is 1solation. Over 80%
of the population live in rural arcas with only 35% living
within 10 km of the main road network. Difficult geogra-
phy is a major constraint for 17% of the population who
have no links with any road infrastructure; in fact, as many




J Community Health (2011) 36:423-430

425

as 20% of the population have never had a ride in a motor
vehicle. Even if they can access a road, only 30% of the
national and 12% of the district roads are in good condition
[18]. The only means of long distance travel 1s often by
light aircraft for many isolated inland communities and
outboard motor-powered dinghies for people on small
islands. For example, in West New Britain Province
(WNBP), no government trawlers are currently in working
conditions to service most of the islands and the south
coast. There is no official road linking the south coast to
Kimbe, the location of the Provincial Hospital which has
the only radiology service for the province. There is limited
air service to the interior and the south coast of WNBP.
From personal experience, transporting emergencies such
as difficult labour or serious trauma from the interior, south
coast and the islands of Bali and Vitu often take 24 h to
organise and the patient commonly succumbs while en-
route.

Public servants working in rural areas are just as isolated
as the people the serve. The government’s failure to
address poor working conditions of primary health care
workers, both in terms of ongoing training and in financial
remuneration, affects their performance, contributing to
poor health outcomes.

Solutions

Political leadership is paramount and is therefore the first
component of a national TB DOTS Program. At the
national level TB must get the same political priority as
HIV/AIDS. TB should be amalgated with HIV/AIDS and
be made one entity, "TB/HIV/AIDS’ as suggested by WHO
in ‘Global Plan to Stop TB 2006-2015" [8]. The two dis-
eases are intrinsically related [19] and therefore should be
overseen by one Parliamentary Committee headed by a
politician as the chairperson. Adequate funding is vital to
drive any TB service program: from diagnosis and treat-
ment to prevention strategies.

Squatter Settlement

The conditions that lead to the squatter settlements i.e. lack
of affordable housing, presence of poverty, and high
unemployment need to be tackled and require a whole of
government approach. Encouraging large employers to
provide housing for a lot of their semi-skilled and non-
skilled workers would be a step in the right direction.
Uncertainty around land ownership, which leads to settle-
ment expansion, should be strictly controlled; helping tra-
ditional land owners regaining control of their land may
also help reduce the rate of expansion. Partnering with
many of the NGOs working in squatter areas will allow
co-ordination of efforts.

Rural Areas

The impact of isolation on rural communities requires
long-term solutions. Accessible roads with affordable
transport are necessary ingredients to link rural communi-
ties to main centres. Incentives to rural transport providers
including subsidies [20] such as exemption on tax for the
purchase of vehicle, fuel and spare parts and lower interest
rate on loans need exploring. The Community Water
Transport Project undertaken by the National Government
will hopefully provide regular and safe sea transport for
island communities [21]. Linking isolated communities to
main centres opens up access to services and increases
economic activity with the potential to reduce poverty [22
and reduce rural-urban migration. The current practice of
involving volunteers from the communities or NGOs and
churches are helpful but the government must fulfil its
responsibility by providing bulk of the primary health care
workers. Incentives to increase performance and retention
in rural areas of primary health care workers cannot be
taken lightly [23].

Case Detection
Problems

PNG has the lowest case detection rate in the WHO
Western Pacific Region (Table 2) [10]. The reasons for late
presentation are mainly two-fold: related to cultural beliefs,
and related to diagnostic capacity after presentation to a
health care facility.

Cultural Beliefs

Deep-rooted cultural beliefs about causations of ill-health
such as sorcery. witchcraft, evil spirits, and spirits of dead
relatives [24, 25] are widely held across many socio-
economic strata in PNG. These beliefs lead many people
to seek non-conventional treatments first, such as using
traditional herbal
medicine, or prayer. A survey in six provinces of PNG
showed that TB cases are likely to present late due partly
to these beliefs and also to lack of knowledge and
awareness about early symptoms of TB [26]. On average
delays in presentation can take between 60 and 120 days
[27].

healers or witchdoctors, traditional

Inadequate Health Facilities

Some of the health care factors that contributing to
late presentation include poor delivery of health care
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such as inadequately trained staff, a non-functioning
health service, poor control of medication dispensing, as
well as isolation and long travel distances for rural
dwellers.

Identification of infectious cases has to be prompt in
order to stop ongoing transmission in the community. At
the present time this is possible through sputum micros-
copy using Zeihl-Neelsen carbolfusin stain and light
microscopy which has inferior sensitivity which is avail-
able in the provincial hospitals and some health centres.
Culture for AFB is the gold standard [28] with better
sensitivity but this can take up to 6 weeks which is not
ideal when diagnosis is required promptly: in addition the
only culture facility in all of PNG is non-functioning.
There is lack of adequately qualified microscopists in most
hospitals in PNG. The rural laboratory assistants (RLA)
who perform microscopy in health centres are helping but
the practice of sending only positive smears to central
provincial laboratory for confirmation may not be the
correct practice as a significant number of infectious cases
can still be missed. Basic radiology equipment for x-rays is
provided but lack of regular service program leads to fre-
quent breakdowns and from personal experience, can often
take months to repair.

Contact screening of not done
actively under DOTS. This is based on the mathematical
modelling by Styblo and Bumgarmer [29] (Styblo’s Rule)
and later by Dye [30] that if at least 70% of infectious
cases are detected and at least 85% are cured, it would
result in incidence rate declining at about 5-10% per year
and declining death rate and prevalence annually. Styblo’s
Law may not be valid in the present PNG environment
[31] as WHO's vision to intensify case detection in the
Global Plan to Stop TB 2006-2015 has not materialised
in PNG.

infectious cases is

Solutions

Control of TB hinges on a case detection rate exceeding
70% [32] and so the National TB Program must have a firm
policy of intensifying case detection activities.

Most of the factors believed to determine health seeking
behaviour need to be answered through local research.
These areas include educating people, addressing their
beliefs (regarding traditional healers and prayers), and
working with the traditional healers of subjects who
believe in a supernatural cause of their illness. Community
health promotion activities must include regular radio and
television programs and health education in school. In rural
areas engaging clan chiefs through the formal system of
government would increase awareness of the illness.

Improving the ability of the health worker to diagnose
early TB should be a priority. Regular in-service training
would increase awareness about TB amongst primary health
workers. Having a protocol to detect TB based on common
symptoms as cough for the lowest cadres of health worker in
rural areas would help minimise delays in diagnosis.

Correct identification of infectious cases is crucial. This
is dependent on improved sensitivity of sputum microscopy
and technique: there must be regular training workshops,
ongoing assessment of proficiency and quality control of
medical laboratory technologists and RLA. Using a path-
way for rural health facilities to categorise sputum as high
probability for TB based on symptoms would help identify
false negative sputum for re-examination by a more
experienced microscopist. Improving sputum microscopy
techniques 1s also important. Adopting better staining
techniques than the traditional Zeihl-Neelsen carbolfusin
stain commonly used in resource-poor countries would
improve sensitivity. Simple measures such as concentrating
the sputum by centrifugation after liquefaction with sodium

Table 2 Case detection rates of smear-positive case in countries with high burden of TB in the Western Pacific Region, 2006-2007

Country DOTS cover-age Case detection rates (%)
in 2007 (%)

DOTS area DOTS + non-DOTS area®

2006 2007 % change 2006 2007 % change
Cambodia 100 62 61 -2 - - -
China 100 80 80 0 - - -
Lao People’s Democratic Republic 100 77 78 1 - - -
Mongolia 100 88 76 —14 - - -
Papua New Guinea 14 22 15 -32 28 31 11
Philippines 100 75 75 0 - - -
Viet Nam 100 86 82 -5 - - -
‘Western Pacific Region 99.6 77 77 0 - - -

* Countries and areas with 100%DOTS coverage have no non-DOTS by definition the figures are the same in the left column

Source: Reference [10] (WHO WPR 2009)
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hypochlorite mcreases sensitivity [33]. Auramine O or
auramine-rhodamine fluorochrome stain based microscopy
using novel light emitting diodes (LEDs) fluorescent
microscopy could be tried as it is more sensitive [34, 35].
Utilising simple techniques such as induced sputum (hardly
used) produce good quality sputum similar to specimens
obtained by bronchoscopy and therefore should be used
more often in cases where obtaining sputum is difficult.
Identifying contacts with disease and instituting treatment
early would break the vicious circle of transmission and re-
infection which could be ashigh as 50% in TB endemic areas
[36] as the risk of acquiring a new infection by old TB is four
times higher than people who have neverhad TB [37]. Active
sase finding saves more lives than DOTS alone [38]. Upto 5
times the number of TB disease cases can be diagnosed
through a program involving both active and passive contact
screening [39]. In PNG contact screening was worthwhile
where screening contacts of children with TB resulted in
identifying adults with TB [40]. Providing practical assis-
tance such as transport for contacts screening should be a
component for the program although data 1s lacking.

Directly Observed Therapy
Problems

Unfortunately adequate treatment for TB means a mini-
mum of 6 months of uninterrupted dosing with multiple
medications which requires a strong partnership between
the patients and healthcare providers or interested parties
under DOTS. The encouraging results in early DOTS trials
in Lae and the National Capital District (NCD) have not
translated to rapid rollout of DOTS. In non-DOTS districts
patients are managed with self-administered TB program.

The reasons for poor compliance can range from patient
factors such as lack of understanding about the illness [41].
poverty, isolation and medication side-effects: health care
provider factors including complicated medication regime,
pill burden and lack of supporting facilities and infrastruc-
ture, lack of commitment and unfriendly attitudes of health
worker [42]and combination of both which is likely to be the
main factor in PNG.

Urban Areas/Squatter Settlement

It is reasonable to assume that most people in urban centres
in PNG would have relatively easy access to health care as
compared to rural dwellers. This was thought to be the
reason for early good results with DOTS in Lae and NCD
|3]. Nevertheless there are some barriers to DOTS 1n urban
centres. Health workers and NGO volunteers have fallen
health facilities are sometime

victim to crime, and

vandalised, affecting supervised dosing. Poor work attitude
by health worker in this difficult environment have con-
tributed to patients missing doses. Squatter residents are
more likely to have social and drug problems and they can
be difficult to locate and work with.

Rural Areas

Isolation, distance, poor road conditions, unreliable trans-
port service and poverty are the main issues for rural
people [18]. Declining numbers of aid posts [43] in rural
areas of PNG are exacerbating the problem. Traditional
beliefs about diseases and easy access to traditional healers
could also be contributing to the problem. Family mem-
bers, in most instances are just as naive as the patient
through lack of knowledge. There is also limited numbers
of NGO personnel as compared to urban areas. Expecting
villagers to become volunteers as DOTS promoters may be
unreasonable unless incentives are provided.

Solutions

Even well coordinated and well-funded DOTS programs
struggle to show benefits over self-administered therapy
[44]. Many factors contribute to this and vary around the
world. Measures to improve
reminders posted to patients, help given to patients by lay
workers, incentives to patients, and education and intensive

adherence have included

supervision of staff m TB clinics [45, 46]. The current
practice of DOTS supporters from NGOs and churches are
helpful but there are not enough of them especially in rural
areas. Encouraging community participation in taking care
of health workers/volunteers and facilities should be a pri-
ority. The use of family members [47, 48] as DOTS sup-
porters in a slightly modified DOTS program might suit
PNG especially in rural areas where the extended family
network is strong and clan leaders are more involved.
Clan chiefs with backing from the government are likely
to have more influence with individuals than the current
system of local level governments; partnering with these
chiefs to help supervise therapy may help boost compliance.
In the interest of public health, legislation to incarcerate
noncompliant patients in health institution as a last resort [49,
50] and compulsory screening of contacts of infectious TB
cases [51] as seen elsewhere in the world, may be necessary.

Effective Drug Supply
Problems

The supply chain of TB drugs from source to treatment
centre is a long and fragile one. Some of the factors that
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contribute to lack of medications at treatment points are:
national poverty, poor communication, poor planning, and
lack of skilled personnel, long distance and isolation. One
of the key figures responsible for ensuring provinces are
stocked well is the Provincial TB Coordinator. Unfortu-
nately, many of the provinces do not have qualified people
occupying these positions on a regular basis. DOTS pro-
gram have been devolved to the provinces without proper
TB coordinators and the potential and the potential for
these programs to fail is very real.

The quality of drugs reaching treatment point sometime
deteriorate because of handling problems along the supply
chain, which reflect a bigger problem in the management
system [52].

Solutions

The WHO is assisting the PNG government in this regard:
essential TB drugs are now obtained through the Global
Drug Facility (GDF) as part of implementing the DOTS
strategy. This has brought the introduction of fixed dose
combination (FDC) anti-TB drugs which will reduce pill
burden and hopefully improve adherence. With expansion
of DOTS, FDC would replace single drug preparation. An

essential component to ensure effective implementation of

DOTS strategy is having properly trained TB coordinators
who will utilise the management principle set under GDF
and continue to produce results with appropriate data for
ongoing qualification of GDF grants. The government
should continue with its responsibility by ensuring a reg-
ular budgetary monetary
activities.

allocation for TB program

Table 3 Summary table

Monitoring and Evaluation
Problems

The health system in PNG suffers from poor Health Infor-
mation System documentation generally which reflects
systematic management problems. There is no proper
standardised documentation system in health facilities.
Recording keeping responsibility is transferred to patients,
who are expected to keep small treatment books which are
often lost. With fewer than 50 General Practitioners around
the country they cannot be relied up on to keep medical
records for 6.5 million people.

The problem of monitoring TB patients after completion
of treatment 1s a challenging one for resource-rich settings.
let alone resource-poor PNG. Once cured, most people just
do not see the logic of continuing time-consuming and
possibly expensive trips to a clinic. This makes it difficult
to monitor and document success of treatment programs.

Solution

Standardising record systems across hospitals and clinics
should be a priority. Training of clinic staff would help in this
regard. DOTS strategy should improve this situation once rol-
led out to all the districts as it 1s addresses management issues.
There is lack of supporting evidence for incentives to for-
mer patients to return for regular review once told that they
have completed treatment. More innovative approaches could
be tried to improve this component of DOTS, such as incen-
tives for those who come for regular check-ups. or using
mobile phone messages for tracking or reminders (given the
high uptake of mobile phones, even by rural populations).

DOTS Issue

Solution

Political will Squatter settlements
Rural isolation

Cultural beliefs that delay
presentation

Case detection

Inadequate health facilities

End poverty and unemployment, increase affordable housing
Build infrastructure for access

Educating and partnering with traditional healers

Training of laboratory technicians, improved and better microscopy

techniques

Regular service program for radiology equipment

Directly observed therapy Squatter settlements
Rural isolation

Effective drug supply Poor supply chain

Protecting facilities and safety of health workers/volunteers
Partner with clan chiefs/families
Use WHO drug facility

Train Provincial TB co-ordinators

Poor health records

Poor clinic reviews

Monitoring and
Evaluation

Use identity card

Financial incentives for completion of treatment, use mobile phone text

message
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The World TB Day (March 24th) should be a significant
date on the health calendar. Celebrations with public
acknowledgements and appreciations of both health worker
and former patients would make the effort more worth-
while. Issuing patients with ID cards in the hope of
improving communications between patients and different
health care facilities should be considered.

In rural settings, the significance of utilising clan leaders
as resource people cannot be underestimated.

Summary

The DOTS strategy has been accepted as the official policy
to tackle TB in PNG and has many advantages. However,
the DOTS strategy cannot be implemented in the same way
in every country. There are unique cultural and local issues
that need to be addressed when implementing this TB
control strategy in PNG. More research is needed to identify
and overcome these local PNG factors before DOTS can be
successfully implemented in PNG. International organisa-
tions, NGOs, and the PNG government need to work hand-
in hand to overcome these obstacles and develop sustainable
and locally appropriate solutions to achieve the global aim
of eradicating TB by 2050 (Table 3).
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N

The Papua New Guinea cholera outbreak:
implications for PNG, Australia and the Torres Strait /,

Australian assistance is needed to control outbreaks in
the short term and to develop infrastructure and health

systems in the longer term

he waorld is currently in the midst of the seventh

documented cholera pandemic, which commenced

in 1960. Since 2000, there has been a global
increase in the incidence of cholera with 7543 deaths
globally in 2010. This pandemic is significantly different to
the previous six pandemics. The fifth and sixth pandemics
had been caused by the “classic” biotype and lasted from 7
to 24 years. This seventh pandemic has been caused by a
new biotype of Vibrio cholerae serogroup 01 called El Tor
and has persisted for over 50 years. It has become endemic
in countries in which cholera had not been reported for
many years.!

The longevity and geographical spread of the current
pandemic has been linked to more mobile populations,
increased maritime trade and increased sea water
temperatures associated with global warming, creating
ideal conditions for the transmission of V. cholere. Itis
within this global context that the cholera outbreak in
Fapua New Guinea must be viewed.

The outbreak of cholera in PNG was first reported in
August 2009 in Morobe Provinee on the north coast.”? By
early 2011 cholera had spread further along the north coast
and then south to cover about half of PNG's provinces
with a total 15414 cases reported, including 493 deaths,
and a case fatality rate (CFR) of 3.2%° Cholera was first
reported in Daru in Western Province in November 2010.
Daru is only 50 kilometres from the Australian border. The
outbreak in Western Province was associated with the
highest number of cases, 3945, and with the highest CFR,
8.8% % Cholera risk factors in the PNG outbreak included
defecating in the open or river, and knowing someonse
who had travelled to a cholera-affected area, whale
protective factors included having soap for handwashing
in the home.* The Torres Strait Treaty signed between PNG
and Australia at the time of independence ensures that
PMNG nationals from 13 specified villages in Western
Province are permitted to cross into Australian territory for
traditional activities such as marriage, trade and fishing,
with an estimated 2000 crossings annually. There has been
concern about the health impact in northern Australia of
these border crossings.”® The Australian media has posed
the transmission of cholera across the Torres Strait as a real
risk.”

Reduced CFRs in a cholera outbreak are associated with
early treatment with either oral rehydration solution, for
mild or moderate dehydration, or intravenous fluids, for

576 MJA 199 (D) - 4 Movember 2013

John J Hall
ME BS, MTH, FAFFHM,
Assodiate Professoe’

James A Gillespie
BA{Hons), PO,
hssodate Professor?

Alexander Rosawell
BSc, MIPH, MAE,
Phil Candidate?

Pilly Mapira
ME B5, M5,
Senior Lecturer®

1 Centre fior Clinical
Epicermiciogy and
Bicstatstics, School of
Medicine and Public Health.
University of Newcastle,
Mewcastle, NSW.
2IMenzias Cante fir
FHealth Policy,

Sydnay Schoot

of PublicHealth,
Univarsity of Sydnay,
Sytney, NSW.
3School of Public Health
and Community Medicine,
Fatwly of Medicine,
Univarsgy of

Maw South Wales,
Syuney, NSW.

& Department of Public
Health, School of Mediane
and Health Srences,
Uninersity of Fapua New
Guinea, Port Moresty,
PapuaNew Guined.

John.Hall@
newcastle.edu.au

doi: 10 560.4/mjal 310516

severe dehydration, and mobilising health services to
deliver these interventions immediately. Other essential
tasks in the initial phase are identification of the source of
the outbreak and securing safe drinking water sources.
Antibiotics have been shown to limit gastrointestinal
shedding of the vibrios but resistance is now a major issue
in their use.! Long-term control is still dependent on
improved (safe) water supply and (safe) sanitation with the
promotion of personal hygiene.! Tiwo oral cholera vaccines
with killed whole cells of V. cholerae been endorsed by the
World Health Organization and may provide a future
control intervention in acute epidemic outbreaks.!

FNG is a case study of the impact of rapid demographic,
social and economic change on population health. From
2014, a multibillion-dollar liquefied natural gas project to
pipe natural gas from the Highlands and Gulf Province to
Port Moresby for export to Asian markets is expected to
more than double the gross domestic product of PNG,
becoming the main source of government revenue.”
Extractive industries {mining, gas, timber) have led to
population displacement and resettlement, which has
placed PNG at greater risk of spread of disease, especially
in growing pen-urban settlements where cholera
transmission has been most intense * Internally displaced
people were among the most vulnerable to excess
mortality.*

At the same time, the more than 7 million people living
in PNG remain among the poorest in the Asia-Pacific
region. In 2012, PNG ranked 156th (out of 187 countries)
on the Human Development Index. It has some of the
worst health indicators in the region compared with its
Pacific neighbours, making slow progress in achieving the
Millennium Development Goals.” Health services in FMNG
are weak, with significant challenges in providing services
in rugged terrain, compounded by inadequate government
investment and strategic planning, corruption, poor law
and order, with chronic shortages {or complete absence) of
essential medicines, lack of skilled health workers in rural
health centres, a continuing high burden of disease from
malaria, tuberculosis (TB) and HIV, acute or chronic
undernutrition in children and low immunisation rates.”!?
In 2010 only 41% of the PNG population had access to
improved water sources, and only 45% had access to
improved sanitation.’” The result is a population with a
poor general health status, espedally among the young,
malnourished and immunocompromised, who are the
most vulnerable in a cholera outbreak.”

It is within this context that the PNG Department of
Health was confronted with the cholera outbreak in
August 2009, National, provincial and some district

cholera task forces were established to develop cholera
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preparedness and response plans for the relevant
jurisdjctions.3 While cholera treatment centres were
established within the grounds of provincial hospitals, the
difficulties of access to rural communities put massive
obstacles in the way of the provision of timely treatment,
referral and accurate surveillance for much of the
population.
Cholera control measures in Western Province and at
the Torres Strait border, based on PNG national cholera
control :itr.'mz.gies3 and mternational evidence, aimed to:
1. train clinical and public health staff in outbreak identi-
fication, verification, reporting, assessment and
response;

2. improve access to safe water and sanitation in the
settlements of Daru, the treaty villages and more
broadly;

3. strengthen national laboratory capacity; F:xtract!ve

4. ensure adequate rehydration supplies and zinc supple industries ... .
ments for the clinical management of the disease across have lcc! to
the country; and D?DUIBUGH

5. improve planning for emerging diseases nationally. displacement

mplementing these procedures was faced with almost and
insuperable challenges. Western Province has almost no rGS(IEttlcmcnt,
which has

road network and is characterised by a large system of
rivers and mangroves, with villages usually located along
rivers with limited communication and resources for
disease surveillance. The vast majority of the population
live traditional lifestyles in remote villages, and drink
untreated river water. Latrines remain uncommon, in part
due to the high water tables. Further factors contributing
to the spread of cholera in Western Province included the
mass gatherings associated with royalty payments from
extractive industries, where thousands of villagers travel to
and stay in the cholera-affected settlements of an already
challenged provincial capital, Daru, for weeks before
returming to their villages. High cholera mortality
associated with a disease previously unknown to the locals
triggered desertion of villages and relocation through and
to non-affected areas, thus further driving transmission.
These constraints in the delivery of cholera control
measures resulted in the high incidence and CFR in
Western Province, as mentioned above.

placed PNG at
greater risk of
spread of
disease

Implications for the Torres Strait Islands and
Australia’s development assistance

Despite media alarmism, the cholera problem has
remained non-existent on the Australian side of the Torres
Strait, thanks to excellent infrastructure, 1009% of the
population having access to improved water supply and
sanitation, and a well nourished population with low rates
of the diseases that cause immunosuppression.'” The
health system functions well, with the capacity and
resources for a rapid and effective public health response
to outbreaks. Higher literacy rates and media coverage
mean health promotion messages can be transmitted and
taken up at an early stage.

In response to the cholera reports in the Westemn
Province of PNG, Queensland Health issued media alerts

Perspectives

outlining education messages as well as strategies to
strengthen the cholera control activities in the Torres Strait
should they be needed.'! Queensland Chief Health Officer
Jeannette Young noted that “The fact that hygiene and
food preparation practices in the Torres Strait are good,
there is ready access to safe drinking water, and there is
safe disposal of human wastes, means the risk of

alocal outbreak is low” ' Queensland communicable
diseases surveillance reports for the weeks after the
Western Province outbreak confirmed that cholera had not
spread across the Torres Strait.**

An Australian response needs to focus on PNG.
Australia has been the largest bilateral donor to PNG since
independence in 1975, with health as a priority sector. The
current PNG-Australia Partnership for Development
program is targeting several key areas, mainly in HIV and
AIDS, TB and malaria through the PNG health sector-wide
approach.' The cholera crisis highlights the need for more
intelligent use of internal and external investment in
health services to build local capabilities. A shift in aid
towards developing better infrastructure, particularly in the
area of water, sanitation and hygiene, along with building
locally appropriate and responsive health systems,
will establish a framework to encourage future PNG
governments to invest the likely bounty of the energy and
minerals boom in sustainable national public health
programs.
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