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Abstract 

The Papua New Guinea Women and Children’s Health Project sought to improve the health 

of women and children between 1998 and 2004. Community development and health 

promotion interventions sought to increase community support for the health of women and 

children. This research investigated the impact of the interventions on community support 

for the health of women and children. Green & Kreuter’s (2005) PRECEDE-PROCEED model 

of health program planning was applied retrospectively to critique the design, 

implementation, and impact evaluation processes. Two years after completion of formal 

Project activities an outcome evaluation investigated the impact. The study identified how 

the community action participation and village health volunteer program activities 

influenced improved interaction between the community and rural health workers. The study 

identified key factors that influenced the success or failure of that interaction on improved 

maternal and child health. 

The outcome evaluation applied a multi-methods approach to assess the interaction of the 

community and health workers, and the community’s use of health services. Data were 

collected from 175 key stakeholders (national, provincial, district, and village) and 93 

communities across 10 provinces. Methods used were interviews, group discussions, site 

visit observations, documents and health record audit. AusAID financed field work 

activities.  

Qualitative data suggested healthier lifestyle practices had contributed to improved physical 

health, and social and economic well-being. New health knowledge initiated attitude and 

behaviour changes, which led to improvements in environment, sanitation and hygiene 

practices. Changes in one community positively influenced nearby communities. Key factors 

that influenced success were a health motivated individual as the catalyst for change; 

empowered leadership through new community governance structure; effective visual tools; 

and village health volunteers linking the community and rural health workers. Failure was 

attributed to poor understanding of community development; limited sharing of information; 

a ‘top-down’ approach; and weak community leadership. The study identified anomalies in 

health information collection processes and lack of village-level baseline data to support 

claims of improved community health status. Gross maternal and child health statistical 

indicators and incidence of illness failed to show any significant change as data cannot be 

disaggregated for village-level outcomes. 

Green & Kreuter’s (2005) PRECEDE-PROCEED model fails to allow for ‘inhibiting factors’ as 

part of the educational and ecological assessment planning phase. Inhibiting factors of pre-
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defined objectives and contractually obligated outputs in a donor funded business model 

negatively influenced Project design and outcomes. Despite the context, this research 

confirmed the Project interventions improved the interaction between the community and 

health system, and influenced improved use of maternal child health services. Therefore, 

sustainable self-reliance in health can be achieved through community led and maintained 

activity. 

 

 

Plate 1: Map of Papua New Guinea  
(Source: University of Texas Libraries) 
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Prologue 

This thesis prompts me to reflect on my experience of 40 years as a health worker, trainer, 

and international consultant. In 1976, with general nursing and midwifery qualifications, I 

embarked on an international journey spanning four developing countries and lasting 28 

years. On arrival in Northern Ghana, I was involved in providing primary health care to rural 

communities at a remote health centre. I soon realised the majority of illnesses could be 

prevented if individuals made changes to their environment, sanitation and hygiene practices. 

The challenge for me was how to raise community awareness of the ‘root’ cause of illness 

and the need for appropriate action to prevent recurrence of common illnesses.  

My efforts turned to giving brief health messages to the crowds waiting for curative 

treatment. However, as a foreigner I was conscious of the huge cultural and language 

barriers faced in attempting to change hygiene and sanitation practices. I grappled with 

problems of traditional beliefs and local treatments that often complicated illness. My 

western public health knowledge was often contrary to local traditional practice. For 

example, customary practice forbade bathing a child with measles until the illness had 

passed. My training taught me to tepid bathe the fevered body to reduce the temperature. 

This was contrary to local traditional belief that bathing the body sends the illness ‘inside’ 

causing the child’s death. A child’s recovery was further complicated by the traditional 

practice of not giving any fluids or food to the sick child often for days at a time. This 

resulted in dehydration and compromised the child’s already poor nutritional status. My 

training told me to replace body fluids as quickly as possible to maintain hydration and 

nourish the body to aid recovery. My attempts to influence change met with limited success. 

An overwhelming workload forced me to identify other ways to provide health care more 

efficiently. Therefore, I trained educated local men and women as primary health care 

workers, and semi-literate women as traditional birth attendants. I soon realised how 

valuable it was for local people to hear health messages in their own language without 

cultural barriers. A combination of health interventions over the next six years influenced a 

change in the community’s health. The most significant was an 80 per cent improvement in 

the nutritional status of children under-five years of age. 

My primary health care experience proved valuable in the late 1980s when training 

community health workers in Papua New Guinea. I contributed to development of national 

curricula and training resources for this new cadre of health worker. The training curricula 

centred on providing effective standard maternal and child health services at village level. 

These new professionals were trained to promote healthier living practices. 
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While supervising at outpatient clinics, mobile maternal child health clinics and aid posts, I 

noticed rural health workers did not give messages on preventive health to waiting clients. If 

a senior expatriate health worker asked for a preventive health message to be presented the 

next day then health workers would oblige. It was obvious to me their presentations were ill-

prepared. Therefore, the audience endured an uninteresting health message that lacked clarity 

and structure. It appeared their presentations were having the opposite effect to the intended 

purpose of preventing illness and promoting healthier lifestyle practices. Consequently, in 

training community health workers I encouraged students to adequately prepare health 

messages before making a public presentation. I also encouraged them to make use of visual 

tools and interact with their audience when presenting health messages. This was intended to 

capture community interest in the topic and aid retention of the message. In later years, I 

further developed my ideas and visual tools to create health education materials for church 

women’s groups, children’s health education programs, and village-level health volunteer 

training resources. I realised good quality training resources would enable people supporting 

community health initiatives to be more effective. 

After three months in China and three years in Indonesia as a consultant, I took up a 

challenge in Papua New Guinea in 1999. I was engaged as the Community Health Adviser 

on the AusAID funded Papua New Guinea Women and Children’s Health Project. My new 

responsibilities enabled me to draw on 22 years of knowledge and experience in health 

promotion and community development. My familiarity with many Papua New Guinean 

health workers at provincial and district level, was beneficial in engendering their 

participation in the development of policy, standards, and culturally appropriate training 

resources for village health volunteers. Donor imposed contractual constraints appeared to 

inhibit effective implementation of community health promotion initiatives. While success 

and ‘ownership’ of the interventions appeared to have occurred at the district and community 

level, this was not so obvious at national level.  

My reason for undertaking doctoral studies was to analyse the long-term outcomes of the 

Project strategies that sought to foster community involvement in improved health of women 

and children in Papua New Guinea. The conventional Project funded impact evaluations had 

not reported this in ways that were convincing to me. Some of the questions left unanswered 

included: (1) Did the interventions improve the interaction between the community and rural 

health workers? (2) Did more effective interaction result in improved health of women and 

children? (3) What factors allowed some communities to make significant changes that 

impacted on their health? (4) Why did some communities take no action after receiving the 
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intervention? The answer to these questions lies within this thesis, which for me has given a 

sense of achievement and closure to this phase of my life’s journey. 

It is my desire that this study will result in increased support for ‘bottom up’ approaches that 

empower individuals and communities to create a healthier environment in which to live and 

improved health status. It is hoped this may lead to increased commitment and action by 

government departments and funding by donor agencies for community health programs 

especially in Papua New Guinea.  

Over the past three years, I have attempted to step back from my involvement in the process. 

I have tried to maintain an open mind when reflecting on and critiquing ‘why’ the 

interventions were successful in some communities and not in others. I had prepared myself 

to finding minimal evidence of positive benefits during fieldwork in 2006. I visited many 

‘successful’ communities and heard numerous stories of ‘how’ and ‘why’ they made 

environment, sanitation and hygiene changes. On one occasion, I was ‘blown away’ and 

‘reduced to tears of joy’ by what I saw and heard. As one community leader expressed it: 

What you see is the product of our changes in behaviour. …This life is far better. 
…On behalf of all my people I want to thank you for all your hard work. …You 
have invested your money wisely. You have planted seed in the right place and 
now it has produced the right kind of outcome [168:02/08].  

 

This was confirmation for me that our efforts under the WCH Project had succeeded. The 

vision of ‘healthy villages’ in Papua New Guinea had been passed on to individuals and 

communities. These people were continuing the challenge to empower others to action for 

change and become self-reliant in health. Further confirmation came the day before I 

completed this thesis as an article appeared in the Papua New Guinea Post Courier 

newspaper. The article talks of how “the people of Gwambot village in … Nawae District 

has moved to introduce healthy living in their community”. The village is “now the model 

for other Morobe communities to follow” [20/11/07]. This is an example of how those from 

‘successful’ communities are empowering others to action for change in ‘unsuccessful’ 

communities. If one woman is empowered to educate her neighbours on healthier lifestyle 

practices, and if one individual in the community is able to prevent the death of another by 

taking quick action to seek health care, then I will have achieved my goals. 
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Chapter One: Introduction 

1.1 Introduction 

This thesis examines the application and impact of community development and health 

promotion interventions within a foreign aid project in Papua New Guinea. The Australian 

Agency for International Development funded Papua New Guinea Women and Children’s 

Health Project was implemented between 1998 and 2004. The Project sought to improve the 

health of women and children by improving the quality and coverage of health services, 

especially at community level. Community interventions were aimed at increasing 

community responsibility for self-reliance in health and partnering with local health workers 

to improve the health of women and children. This thesis investigates whether this was 

achieved. 

Chapter One provides an overview of the study setting in relation to the health of women and 

children in Papua New Guinea. The aim and objectives of the study are presented followed 

by a description of the organisation of the thesis. 

1.2 Papua New Guinea Context 

Papua New Guinea is a very diverse country geographically, culturally and linguistically. 

Economic indicators place PNG as a ‘middle-level’ developing country (United Nations 

Development Programme, 2001). However its social indicators, “reflected in the high 

maternal and child morbidity and mortality rates”, place it amongst one of the poorest in the 

world (AusAID, 1995b, p. 2; World Bank, 2005). The Government of PNG has long been 

concerned about the poor state of women and children’s health (PNG Ministry of Health, 

2000b). So too have international aid agencies, especially the Australian Agency for 

International Development (AusAID, 1995b). 

Papua New Guinea lies within the southern tropical band to the north of Australia covering 

an area of 462,840 km2 (Commonwealth Local Government Forum, 2005). Eighty-five per 

cent of its landmass forms the eastern part of the island of New Guinea. Papua New Guinea 

shares a land border with the Indonesian province of Irian Jaya (now West Papua) (World 

Health Organization, 2004b). The remainder of PNG consists of more than 600 islands to the 

north and east of the main island (World Health Organization, 2004b). Eighty-five per cent 

of the main island of PNG is covered with vast areas of tropical rain forest and wetlands 

(Bolger et al., 2005; Campos-Outcalt, 1989). A wide mountainous chain rising up to 4,500 

metres runs through the central part of the main island and is densely forested in some parts 

(Bolger et al., 2005; Campos-Outcalt, 1989).  
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The population of over 5.2 million is increasing at a rate of 2.7 per cent per annum, with 

average life expectancy of 53 years at birth (Government of PNG, 2002; World Health 

Organization, 2006). Twenty-three per cent of the population are mothers (between 15 and 

44 years) and 14 per cent are their young children (under five years) (Government of PNG, 

2002, 2005). Approximately 80 to 85 per cent of the population live in traditional village 

communities of less than 500 people (Campos-Outcalt, 1989). Many of these rural villages 

are isolated and have terrain that is difficult to access (World Health Organization, 2006). 

The remaining 15 to 20 per cent of the population live in urban centres (AusAID, 2005c). In 

recent years, there has been a considerable population drift towards large urban centres in 

search of a better lifestyle with easier access to basic services (AusAID, 2005c). The 

phenomenon of ‘two-way drift’ with city populations returning to villages for significant 

times has influenced the spread of infections, such as measles and HIV/AIDS. The majority 

of people rely on subsistence farming supplemented by cash cropping (AusAID, 2005c). 

Language, customs and tradition separate more than 800 tribes and clans, each with only a 

few hundred people (Hughes & Windybank, 2005). Papua New Guinea has more than 700 

different language groups and over 1,000 dialects spoken (Hauck, Mandie-Filer, & Bolger, 

2005). English is the medium for education and government communication, whilst Pidgin is 

the most common everyday language (Bolger et al., 2005; Hauck et al., 2005). In 2002 it was 

estimated only 64.6 per cent of the population was literate in any language (Government of 

PNG, 2002; World Bank, 2005).  

Papua New Guinea gained independence in 1975 and is organised administratively into 20 

provincial areas (Commonwealth Local Government Forum, 2005). Each province is sub-

divided into four or five districts. Districts are further sub-divided into approximately three 

local level governments (Government of PNG, 2002). Each local level government area, 

with an average population of 16,000, has approximately 20 wards, each with hamlets, 

villages and non-traditional village areas (Government of PNG, 2002; Commonwealth Local 

Government Forum, 2005). At local government level, a Ward consists of approximately 

three villages or a community of between 1,500 and 2,000 people (Government of PNG, 

2002). Each village, or population of approximately 400 to 600, has one representative on 

the Ward committee (Government of PNG, 2002). In some parts of the country, the 

traditional leaders still play a major role in the local government system (World Health 

Organization, 2004b). 

The country is rich in natural resources of copper, gold, silver, and natural gas, with 72 per 

cent of the country’s annual export earnings coming from the mining sector (AusAID, 

2000d; 2005c; Bolger et al., 2005) Papua New Guinea produces an abundance of timber, 
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coffee, copra, palm oil, cocoa, tea, coconuts and vanilla (AusAID, 2000d; Bolger et al., 

2005). However, these abundant resources have “not resulted in economic benefit for the 

majority” of the population” (Bolger et al., 2005, p. 3).  

A decline in the economic situation over recent years has left the majority of Papua New 

Guineans suffering from decreased living standards (Hughes & Windybank, 2005; Morris & 

Stewart, 2005). Thirty-seven per cent are now considered to be living below the national 

poverty line of US$1 per day (Morris & Stewart, 2005; World Health Organization, 2004). 

Many rural villagers still live with limited access to basic goods and services, and little 

opportunity to improve their living standards (Connell, 1997; Fitzpatrick & Ako, 2007). 

Combinations of factors have contributed to the economic problems, such as limited 

infrastructure and supply of skilled labour, natural disasters, and a weak institutional 

environment (World Bank, 2005). The sudden closure of the Panguna copper mine in the 

North Solomon Province (or Bougainville) in 1989 had a marked effect on export income 

and the economy as a whole (AusAID, 1998; Hughes & Windybank, 2005).  

There is evidence of the growing decay in rural areas (Hughes, 2004; Hughes & Windybank, 

2005). Reduced opportunity for basic education and limiting access to essential primary 

health care services are due to run-down primary schools and closed aid posts1 (Fitzpatrick & 

Ako, 2007). Traditional society structures have broken down, further restricting access to 

essential rural health services, such as increased crime rates and fear of gang related 

incidents (Hughes, 2004).  

1.3 Health of Papua New Guinea Women and Children 

The poor state of women and children’s health can be seen in the high maternal and infant 

morbidity and mortality rates (Morris & Stewart, 2005; PNG Ministry of Health, 2000b). In 

addition to these are the increased prevalence of communicable and preventable diseases, 

and the high incidence of malnutrition in children (Cibulskis, 1998; PNG Ministry of Health, 

2000b; PNG Women and Children's Health Project, 2000b). The social and cultural 

environment of PNG communities makes women and children more likely to be ill compared 

with men (PNG Ministry of Health, 2000b). Women’s role and status in society, limited 

education, the burden of family commitments, and male attitude to women’s health needs 

makes women more vulnerable (PNG Ministry of Health, 2000b).  

                                                      
 
1 A village-based primary health care facility manned by one community health worker serving a 
population of between 500 and 3,000 (Campos-Outcalt, 1989; PNG Ministry of Health, 2000a) 
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1.3.1 Maternal Health 

Papua New Guinea has one of the highest mortality rates in the world for women during 

pregnancy, childbirth, and from related complications (PNG Ministry of Health, 2000b). It is 

estimated more than 1,000 women die during childbirth each year, with approximately 45 

per cent of these deaths occurring in rural areas (AusAID, 1995b). The Maternal Mortality 

Rate (MMR) decreased from 370 per 100,000 live births in 1996 to 300 per 100,000 live 

births in 2002 (Government of PNG, 1996, 2005; World Health Organization, 2006). These 

estimated MMR figures are thought to be conservative, as many women give birth in 

isolation or with only a family member in attendance (PNG Women and Children's Health 

Project, 2000b). These deaths in the village often go unreported. Reports indicate wide 

geographical variations, with the Highlands having a rate of up to two times higher than 

coastal areas with easier health care access (Cibulskis, 1998; PNG Women and Children's 

Health Project, 2000b).  

The most common cause of death in women during childbirth is bleeding and infection 

(PNG Ministry of Health, 2000b). Malaria, malnutrition and anaemia also adversely 

influence the health outcome of the woman during childbirth and her newborn (PNG 

Ministry of Health, 2000b). Other factors that influence a high MMR are lack of effective 

maternal health care services, especially a lack of pre and postnatal care, unsupervised 

childbirth, and inadequate essential obstetric care (AusAID, 2005c; PNG Ministry of Health, 

2000b). On average only 77 per cent of women attend antenatal clinics at least once during 

pregnancy (World Health Organization, 2004b). Of these only 47 per cent of births are 

supervised by a skilled attendant (World Health Organization, 2004b). 

1.3.2 Child Health 

Papua New Guinea’s infant and child morbidity and mortality rates are amongst the highest 

in the Pacific Region (PNG Ministry of Health, 2000b). The Infant Mortality Rate (IMR) 

decreased from 77 per 1,000 live births in 1996 to 64 per 1,000 live births in 2000 

(Government of PNG, 1996, 2005; World Health Organization, 2006). The leading causes of 

infant mortality are pneumonia, neonatal infection, slow foetal growth, hypoxia and 

meningitis (Cibulskis, 1998). 

Every year 14 infants out of every 1,000 babies born alive will die before they reach their 

fifth birthday (AusAID, 1995b). The under-five mortality rate is estimated to have decreased 

from 112 per 1,000 live births in 1990 to 88 per 1,000 live births by 2000 (United Nations 

Development Programme, 2001; World Health Organization, 2006). High levels of illness 
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and death amongst children under-five years are attributed to poor nutrition, acute respiratory 

infections, diarrhoeal diseases, malaria, and measles (PNG Ministry of Health, 2000b). 

Papua New Guinea has one of the highest rates of malnutrition amongst children under-five 

years in the Pacific Region (PNG Ministry of Health, 2000b; World Health Organization, 

2004). More than 27 per cent of these are considered to be moderately to severely 

malnourished. Poor weaning practices, mother’s limited knowledge of nutritional needs, 

anaemia, and frequent infection from pneumonia and diarrhoea are major contributing 

factors to malnutrition among children (PNG Ministry of Health, 2000b). A child’s health is 

further threatened by a lack of dietary Vitamin A lowering their resistance to disease 

(AusAID, 1995b). 

Over the past two decades, there has been an increase in childhood illness and death from 

immunisable diseases, such as tuberculosis, measles, tetanus, and whooping cough (AusAID, 

1995b; PNG Ministry of Health, 2000b). This is the result of a decline in immunisation 

coverage from approximately 70 and 80 per cent in the 1980s to between 30 and 40 per cent 

in the 1990s (AusAID, 1995b; PNG Ministry of Health, 2000b). Many children could be 

saved from an early death if action was taken to address issues such as access to safe 

drinking water, improved nutrition, better hygiene practices, oral rehydration therapy, and 

immunisation (Wyrsch et al., 1998). 

1.4 Papua New Guinea Health Services 

Provision of health care is through a unified system of community aid posts, rural health 

centres and provincial hospitals (PNG Ministry of Health, 2000b). The health system relies 

on a network of over 2,400 village aid posts, 500 health centres and 45 urban clinics, 18 

provincial hospitals and a national hospital (PNG Department of Health, 2006a; Bolger et al., 

2005, p. 8). Providers of rural health care include community health workers, nursing 

officers, health extension officers and doctors (PNG Ministry of Health, 2000c; Campos-

Outcalt, 1989). 

The community’s first point of contact with the health system is through aid posts, each 

servicing a population of between 500 and 3,000 (Campos-Outcalt, 1989; PNG Ministry of 

Health, 2000a). Aid post workers provide basic health care and information on healthy 

lifestyle practices to prevent illness (Campos-Outcalt, 1989; Garner, 1989; PNG Ministry of 

Health, 2000a).  

Health centres provide the next level of health care, each servicing a population of between 

2,000 and 20,000 (Campos-Outcalt, 1989; PNG Ministry of Health, 2000a). Each rural 
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health centre acts as a referral centre for three to five aid posts and provides the community 

with curative and preventive health services (PNG Ministry of Health, 2000a). Church health 

services play a vital part by delivering 45 per cent of rural health services with the majority 

of health facilities (49 per cent) located in more remote areas (Bolger et al., 2005; PNG 

Ministry of Health, 2000b). The Churches also contribute substantially to the training of 

rural health workers (Bolger et al., 2005; PNG Ministry of Health, 2000b). 

District health centres and hospitals act as a referral point for rural health centres and 

coordinate all health services within the district (PNG Ministry of Health, 2000a). Each 

Provincial Division of Health coordinates all health services within the province (PNG 

Ministry of Health, 2000a). The National Department of Health (NDoH) has an advisory role 

to the provinces (PNG Ministry of Health, 2000a). The NDoH has overall responsibility for 

policy and standards, technical advice, coordination of the health information system, health 

planning and data systems (PNG Ministry of Health, 2000a, 2000b). 

Under the 1995 Organic Law, provincial and local level governments’ are responsible for 

rural health services while national government has responsibility for public hospital 

governance (PNG Ministry of Health, 2000b). Governance of district health services is 

through a district administrator. Hospital boards represent the national government in 

governance of provincial hospital clinical services. Provincial and local level governments 

provide the funding and staffing for rural health services. The Provincial Health Adviser is 

answerable to the Provincial Administrator and elected assemblies (PNG Ministry of Health, 

2000b). The provincial health office represents the national Department of Health by taking 

responsibility for implementation of policies, standards and programs (PNG Ministry of 

Health, 2000b). The national government provides drugs and other supplies and equipment. 

Funding of Church health services bypasses the Organic Law to a degree by obtaining 

funding direct from the national government for service delivery and health worker training. 

Figure 1 demonstrates the inter-connection intended for the PNG health system. 

NATIONAL 
DEPARTMENT 

OF HEALTH 

PROVINCIAL 
DIVISION OF 

HEALTH 

DISTRICT 
HEALTH 

SERVICES 
HEALTH 
CENTRE 

COMMUNITY 
AID POST 

 

Figure 1: Inter-connection within the Papua New Guinea health system 
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1.4.1 Maternal Child Health Services 

Maternal Child Health (MCH) clinics provide communities with preventative health services 

(Reid, 1984). Services include screening and monitoring high-risk mothers and children, 

immunisations, nutritional monitoring and family planning services, and health education to 

maximise compliance (Edwards, 1992; Reid, 1984). Over the years, MCH health workers 

have tended to favour child health care over pre and post-natal care and family planning 

services (AusAID, 1995b; Reid, 1984). Health education as part of the MCH clinic routine 

has often been neglected (Alto, 1996; Reid, 1983, 1984).  

A large proportion of MCH clinic services are provided through mobile patrols to villages 

(Alto, 1996; Reid, 1984; Samiak & Vince, 2000). Health centres, urban clinics and hospitals 

also provide MCH services through static clinics (Reid, 1984). Prior to 1989, aid post 

workers were not able to provide MCH services. This was partly due to the lack of adequate 

vaccine storage facilities and limited number of competent aid post workers to provide MCH 

services (Reid, 1984). Efforts over the past decade to reverse this situation were placement 

of competent community health workers at aid posts equipped with vaccine storage facilities 

(International Development Support Services, 2004). This has enabled aid post workers to 

provide effective MCH services to their community (International Development Support 

Services, 2004). 

MCH clinic health workers are usually females, whereas aid post workers in the past were 

predominantly males (Alto, 1996). Closure of aid posts due to staffing shortages and limited 

finances have placed an additional burden for preventive health service delivery on health 

centre staff (AusAID, 1995b). The large number of children seen at MCH clinics influences 

a health worker’s ability to attend to each child’s special needs (Reid, 1984). 

1.4.2 A Decentralised Health System 

At the time of Independence in 1975, a centralised health system existed where the national 

Department of Public Health administered health services through regional and provincial 

health offices (PNG Ministry of Health, 2000a; 2000b; Bolger et al., 2005). District health 

officers maintained day-to-day control over health workers at health centres and aid posts 

(PNG Ministry of Health, 2000b). 

In 1977, the government attempted to decentralise the health system by transferring 

functions to the provinces. This was to improve services to the majority of the population in 

rural areas (Campos-Outcalt, 1989; Newbrander et al., 1988; PNG Ministry of Health, 

2000b). By 1983, management of hospitals and rural health services was transferred to 

provincial governments.  
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The 1995 Organic Law on Provincial and Local Level Governments gave provincial and 

district government greater control over public spending and increased responsibility for 

health services (PNG Ministry of Health, 2000b; World Health Organization, 2004). 

However, implementation of the Organic Law has been problematic (Connell, 1997). 

Provincial and district level government staff lacked the capacity and appropriate skills to 

deliver effective outcomes in their new roles (International Development Support Services, 

2004; PNG Ministry of Health, 2000b). The decentralised health system resulted in limited 

managerial and clinical capacity (PNG Ministry of Health, 2000b; Sialis, Wiyawa, & 

Thomason, 1987). This was exacerbated by poor distribution of scarce funds and supplies, 

limited human resources, lack of supervision and support for rural health workers (Sialis et 

al., 1987).  

The Government of PNG passed the National Health Administration Act in 1997 to assist the 

health sector implement the Organic Law (PNG Ministry of Health, 2000b). Despite the 

efforts of the Department of Health to implement government reforms across all 

administrative levels, progress and impact was variable (PNG Women and Children’s Health 

Project, 1999).  

In 2001, the Review of Rural Health Services highlighted the continued decline in 

governance and quality of rural health services (Government of PNG, 2001; Public Sector 

Reform Management Unit, 2001). The technical nature of health services requires “a high 

level of vertical integration amongst actors at various levels” (Bolger et al., 2005, p. 17). For 

example, the Provincial Health Adviser, who represents the National Department of Health 

in the province, is obliged to report to the Provincial Administrator. Recently, the 

Department of Health established a national office to “coordinate provincial health issues” 

(Bolger et al., 2005, p. 18). The aim has been to help “improve relationships and 

communications between the two levels of government” (Bolger et al., 2005, p. 18) 

1.4.3 Access to Health Services 

Although the infrastructure extends to village level, the majority of the rural population do 

not have adequate access to essential health services (AusAID, 1995b; Temu & Danaya, 

2000). During the 1970s and 1980s, the government actively sought to place rural health 

facilities within a two-hour access of all communities (Connell, 1997). The health system has 

been unable to maintain this enormous challenge (Alto, 1996; Temu & Danaya, 2000). 

Currently 37 per cent of aid posts remain closed to the public and many more operate at a 

diminished level (PNG Department of Health, 2006a). Approximately 95 per cent of the 

recurrent health budget is spent on ‘keeping the doors open’ by paying salaries, maintaining 

buildings and equipment, and purchasing basic supplies (Connell, 1997; PNG Department of 
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Health, 2006b). Those living in isolated rural communities often have to traverse difficult 

terrain to reach a health facility. These people may take between five and eight hours, or 

even days, to access essential health care (World Health Organization, 2004b). On arriving 

they may find the facility closed for the day, the health worker has left the aid post, or the 

drugs needed are unavailable. Other communities are so isolated the only access to a health 

facility is by boat or air transport (Campos-Outcalt, 1989; World Health Organization, 2004). 

This could take days to negotiate, and often at great personal cost, which many are unable to 

afford. 

1.4.4 Quality of Health Services 

Since 1994, there has been a general reduction in the quality and delivery of health services 

(Hughes, 2004; Temu & Danaya, 2000). The financial crisis affected closure of peripheral 

aid posts; staff shortages; poor maintenance of buildings and equipment; lack of transport 

and fuel; and inadequate supply of drugs and medical equipment (AusAID, 1995b; Temu & 

Danaya, 2000). Subsequently the morale of health workers decreased and mobile MCH 

services were reduced to health centre static clinics or as part of outpatient activities (Alto, 

1996; AusAID, 1995a). 

Many rural health workers operate in isolation without adequate road or communication 

networks (AusAID, 1995b; Morris & Stewart, 2005). Low morale and poor attitude of health 

workers is an issue. Inadequate supervision, lack of in-service, poor logistical support, and 

delays in salary payments have attributed to the decline in quality of health services 

(Beracochea, Dickson, Freeman, & Thomason, 1995; Bolger et al., 2005; Thomason, 1993).  

Factors effecting poor quality health services were lack of accountability, inadequate 

supervision, and limited in-service training. Other factors include the limited use of 

evidence-based medicine to improve clinical practice and the community’s under-utilisation 

of services (Bolger et al., 2005). 

Although church-run health services are usually of a better quality than government services, 

their health workers face the same problems as those at government health facilities 

(Thomason, 1993; World Health Organization, 2004). Church health workers often have 

extensive knowledge of local issues and are experienced in working closely with 

communities (Hauck et al., 2005). This enables them to provide leadership in initiating 

community health development activities (Hauck et al., 2005). 
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1.4.5 Village-based Health Workers 

Village-based health workers in PNG provide essential primary health care services to 

communities through an aid post system. This system is believed to have commenced as 

early as 1903, mainly initiated by missionaries (Garner, 1989; Kettle, 1979; Temu & 

Danaya, 2000). Shortly after World War II the aid post orderly was considered a pioneer 

member of one of the best rural health services in the world (Riley, 1987). By 1957, a strong 

countrywide network of aid posts were actively involved in promoting health campaigns 

against problems such as malaria and tuberculosis (Temu & Danaya, 2000).  

The majority of aid post orderlies trained prior to 1980 had no opportunity to upgrade their 

clinical knowledge and skills in line with standard treatments (Riley, 1987). Staff shortages 

often meant nurse aides, trained as ancillary health centre and hospital staff, were placed at 

vacant aid posts without the necessary diagnostic competence (Campos-Outcalt, 1989). 

Occasionally nursing officers are placed at vacant aid posts, despite having very different 

knowledge and skills (Campos-Outcalt, 1989).  

An early 1990s study into the quality of rural health service delivery identified problems at 

all stages of the clinical process amongst rural health workers (Beracochea, Dickson, 

Freeman, & Thomason, 1992; Thomason, 1993). These included diagnostic inaccuracies and 

failure to record a diagnosis. The study highlighted the lack of basic clinical skills, poor 

monitoring by supervisory staff and inadequate in-service training (Beracochea et al., 1995; 

Thomason, 1993). Efforts were made to improve accessibility for isolated communities to 

MCH services. This led to improvements in training competent aid post health workers 

(Campos-Outcalt, 1989; Reid, 1983, 1984).  

In 1987, the Department of Health combined the role of the aid post orderly and nurse aide 

into a new cadre, the Community Health Worker (CHW) (Campos-Outcalt, 1989). The 

CHW was equipped to support community health development initiatives, competently 

diagnose and record health information, and provide quality village-based MCH services 

(PNG Department of Health, 2001). The CHW’s primary role was to “assist the community 

to take responsibility for its own health and well-being” (PNG Department of Health, 2001; 

PNG Ministry of Health, 2000a, p. 16). The CHW identified potential unhealthy situations in 

the community, educated individuals on healthy lifestyle practices, and actioned simple 

solutions (PNG Department of Health, 2001; PNG Ministry of Health, 2000a).  

The Department of Health developed a new CHW curriculum in 2001, which was trialled in 

selected CHW Training Schools during 2002 and 2003. By 2005, all CHW Training Schools 

were using the new curriculum (PNG Department of Health, 2001). 
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1.4.6 National Health Information System 

Health information systems are vital for assessing population health needs, managing health 

service delivery, and evaluating programme coverage and effectiveness (Azubuike & Ehiri, 

1999; Finau, 1994). In PNG information collected by health facilities prior to 1973 was 

limited to specific programmes (Newbrander & Thomason, 1988). By 1978, this was 

expanded to form a national integrated reporting system that included most rural health 

facility activities (Cibulskis, 1998; Newbrander & Thomason, 1988). Decentralisation of the 

health system in 1983 transferred authority for the rural health information system from 

national to provincial level health managers (Cibulskis & Hiawalyer, 2002). This initiated 

improvements in data management within the existing system. Using a well-defined core set 

of indicators, data processing was streamlined in 1989 from a paper-based manual data 

analysis system to a micro-computerised system (Campos-Outcalt, 1991). A review of the 

system in 1994 led to a revised and integrated system (Cibulskis & Hiawalyer, 2002). By 

2000, the system was linked to other health management information systems to improve the 

quality of data collected and the approach to planning and monitoring (Cibulskis & 

Hiawalyer, 2002). This resulted in a centrally managed health information system (Cibulskis 

& Hiawalyer, 2002).  

The Department of Health uses a set of indicators to monitor the health sector’s performance 

(PNG Ministry of Health, 2000a; 2000b). The National Health Information System (NHIS) 

is partially the source of that monitoring framework (PNG Ministry of Health, 2000a; 

2000b). A set of 19 national core indicators are “used to monitor access, efficiency, equity, 

quality and sustainability” (PNG Ministry of Health, 2000b, p. 3). These cover general 

administration; urban and rural health; family health; disease control; environmental health; 

health promotion; medical supplies and human resource development (Cibulskis & 

Hiawalyer, 2002). Performance of health service delivery is analysed by health facility, 

district, province, and nationally (PNG Ministry of Health, 2000a). The information provides 

a valuable resource for program monitoring and planning at all levels of the health system 

(Newbrander & Thomason, 1988; PNG Department of Health, 2006a; PNG Ministry of 

Health, 2000a). The information is publicly disclosed through the Annual Health Sector 

Performance Review (PNG Department of Health, 2006a). However, there is currently a lack 

of village-level data. The current system does not allow for health workers to report 

separately or track changes in health status over time in identifiable villages.  

Rural health facility information is gathered monthly and sent via the district health office to 

the provincial health office, and entered into a computerised database (Campos-Outcalt, 

1991; Newbrander & Thomason, 1988). The computerised program is set to calculate 
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percentages against the latest census population data for immediate analysis (Newbrander & 

Thomason, 1988). The electronic file is forwarded by post to Port Moresby and transferred 

into NDoH’s computer system (Campos-Outcalt, 1991; Newbrander & Thomason, 1988). 

Interviews with provincial and national level senior health officials, during field work in 

2006, confirmed this is still the current practice [1:23/03; 34:19/04; FN:12/05; FN:10/08]. 

While there have been improvements over the years to enhance performance monitoring, 

problems still exist. For example, abandonment of Child Health Registers, inaccuracy of 

catchment population data, and lack of central database updating means some rural facilities 

are omitted entirely. 

1.4.6.1 Key indicators of community use of health services 

Family health services. 

In 2000, the core indicators for measuring family health service delivery were: 1) proportion 

of pregnant women who have attended first antenatal care visit; 2) proportion of pregnant 

women receiving tetanus toxoid booster; 3) proportion of supervised deliveries at health 

facilities; 4) proportion of children under one year of age receiving third dose triple antigen 

vaccination; 5) proportion of children under one year of age receiving second dose measles 

vaccination (at 9 months); 6) proportion of children under five years with moderate 

malnutrition; 7) number of new acceptors of family planning (any methods) for every 1,000 

women of reproductive age, and 8) number of re-acceptors of family planning (any methods) 

for every 1,000 women of reproductive age (PNG Department of Health, 2006a; PNG 

Ministry of Health, 2000a; 2000b).  

Family health service delivery data is generally collected by health centre staff that operate 

both mobile and static MCH clinics (PNG Department of Health, 2006a; PNG Ministry of 

Health, 2000a, 2000b). Antenatal care is assessed using the latest census population data as 

the denominator for women of childbearing age (between 15 and 44 years) (PNG 

Department of Health, 2006a). The number of pregnant mothers receiving first dose and / or 

booster dose of tetanus toxoid vaccine is used to assess the quality of antenatal care (PNG 

Department of Health, 2006a).  

Percentages of supervised births are calculated using the total number of recorded births as 

the denominator (PNG Department of Health, 2006a). Statistics of health centre and hospital 

supervised births are recorded separately to births supervised in the village by a health 

worker (PNG Department of Health, 2006a). This complies with international standards of 

measuring births that occur at a health facility (PNG Department of Health, 2006a). This 
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measure does not include village births supervised by a trained village-level health volunteer 

or the number of unsupervised births (PNG Department of Health, 2006a).  

Community use of child immunisation services is assessed using the latest census population 

data as the denominator for children less than one year of age (PNG Department of Health, 

2006a).  

Common illnesses. 

Core indicators used to measure incidence of disease are: (1) proportion of children under 

five years who died from pneumonia at health facility; (2) proportion of outpatient 

presentations with ‘simple’ malaria at health facility; (3) proportion of children under five 

years presenting with diarrhoeal disease at health facility (PNG Department of Health, 

2006a; PNG Ministry of Health, 2000a, p. 86; 2000b).  

Data on the incidence of acute respiratory infections, malaria, and diarrhoeal disease are 

collected and recorded at all health facilities (PNG Department of Health, 2006a; PNG 

Ministry of Health, 2000b). Morbidity from acute respiratory infections is differentiated by 

those under-five years and all those over five years of age (NHIS form). All other respiratory 

problems are recorded separately (NHIS form). The indicator monitoring pneumonia case 

fatality rate provides the Department of Health with an indirect measure of the quality of 

care at health facility level (PNG Department of Health, 2006a).  

As malaria is endemic to PNG, all clients presenting at any level of the system with a fever 

are required to be treated for malaria (Fitzpatrick & Ako, 2007; PNG Department of Health, 

2000c). Statistics of treatment failure malaria is restricted to those cases that have not 

responded to the first line of standard treatment (PNG Department of Health, 2003a). The 

incidence of malaria morbidity is differentiated by those presenting for treatment of ‘simple’ 

malaria or TFM (NHIS form). Children presenting for treatment of diarrhoeal disease are 

also differentiated by age for those under five years and all those over five years of age 

(NHIS form).  

Although data on these key indicators are collected by aid post staff, it is accepted practice 

not to include aid post statistics when reporting on supervisory health centre statistics 

[9:24/03; 34:19/04]. This was confirmed by national level officers during interviews 

conducted for this study [FN:12/05; FN:10/08]. 
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1.5 Research Study 

This study examined the outcomes of a program that sought to increase community support 

for improvements in the health of women and children in PNG. 

The study objectives were to investigate: 

� The impact of strategies employed under the PNG Women and Children’s Health Project 

in support of community health initiatives2 between one and four years after their 

introduction; 

� How the Community Action and Participation (CAP) and Village Health Volunteer 

(VHV) programs influenced interaction between rural health workers and the 

community, and maternal child health; 

� What factors from CAP and VHV programs influenced the success or failure of the 

interaction between rural health workers and the community in reducing maternal and 

child health morbidity and mortality? 

1.6 Outline of Research 

Green & Kreuter’s (2005) PRECEDE-PROCEED model of health program planning, which 

forms the theoretical framework for this research, was used to examine the community 

health interventions employed under the PNG WCH Project between 1998 and 2004. The 

first stage in this research applied Green & Kreuter’s PRECEDE-PROCEED (2005) model 

retrospectively to critique the design, planning, and re-alignment of community engagement 

strategies (Chapter Three). The model was used to investigatie implementation, process and 

impact evaluation of the CAP and VHV program intervention activities (Chapter Four). An 

outcome evaluation in 2006 provided the major empirical contribution of this research. The 

evaluation identified the long term effects of the WCH Project community health strategies, 

and the factors that influenced their success or failure. This research explored the nature of 

the impact of the interventions on the interaction between rural health workers and the 

community (Chapter Six). The long-term effect on MCH services delivery is examined 

(Chapter Seven). The term ‘village’ and ‘community’ are used interchangeably throughout 

this Thesis. 

                                                      
 
2 Includes intervention activities in support of community action and participation process and village 
health volunteer programs 
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1.7 Structure of the Thesis 

Chapter Two situates community development within the Ottawa Charter framework of 

health promotion as applied to PNG. Green & Kreuter’s (2005) PRECEDE-PROCEED model of 

health program planning is outlined as the theoretical framework for this thesis. Possible 

barriers to implementation of community health promotion initiatives within an international 

aid project are discussed. 

Chapter Three applies the PRECEDE-PROCEED theoretical framework retrospectively to 

critique the design, planning, and re-alignment processes of the WCH Project’s approach to 

community health intervention activities.  

Chapter Four extends the retrospective critique applying the PRECEDE-PROCEED 

framework to implementation, process and impact evaluation of community health 

intervention activities between 1998 and 2004. 

Chapter Five describes the multi-methods approach used in the outcome evaluation in 2006. 

The complex human interaction and behaviours of health workers and the community 

subsequent to the interventions are investigated. Data sources are identified. The sampling 

technique, methods used in data collection and analysis are explained.  

Chapter Six explicates the major qualitative findings discovered during the outcome 

evaluation of the WCH Project community health intervention activities. 

Chapter Seven examines the outcome evaluation quantitative findings to determine if there 

is statistical evidence to support community claims of improved health status.  

Chapter Eight discusses the findings of the study overall, draws conclusions from the 

research and makes recommendations for monitoring and evaluation of future community 

health activities. 

1.8 Summary 

Chapter One has outlined the context of the research study in relation to the health of women 

and children in PNG. The aim and objectives of the research are presented followed by a 

description of the organisation of the thesis. 

The next Chapter describes health promotion and community development within the PNG 

context. An outline of Green & Kreuter’s (2005) PRECEDE-PROCEED model is presented as 

the theoretical framework for this thesis. In addition, the role of foreign aid, in particular 

Australia’s contribution to the PNG health sector, is described. 
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Chapter Two: Literature Review 

2.1 Introduction 

This Chapter relates the literature on promoting health and ‘healthy community’ settings to 

the WCH Project. Health promotion and primary health care are defined. Key principles of 

health promotion and community health development are examined within the Ottawa 

Charter’s guiding principles for health promotion activities in the PNG context. Models of 

health program planning are considered, in particular Green & Kreuter’s (2005) PRECEDE-

PROCEED model of health program planning. Development aid to PNG and Australia’s 

contribution to PNG’s health sector are explored. The influence of Australia’s aid on health 

outcomes is introduced. The AusAID funded PNG WCH Project is introduced. 

An intensive search of the literature was undertaken through computer bibliographic 

literature databases, such as EBSCO, Academic Premier, CINAHL, PubMed, Science Direct 

(Elsevier). Internet search engines Google and Google Scholar were used, and website 

searches of the World Health Organization, AusAID, World Bank, Asian Development 

Bank, PNG Medical Journal, International Journal of Health Promotion, and the Australian 

Health Promotion Association’s Journal. Key words used to search were community 

development, health promotion, ‘healthy settings’, empowerment, capacity building, foreign 

aid, and Papua New Guinea. An extensive review of Australian and PNG government 

documents were also drawn on for this research.  

2.2 Promoting Health 

Health is defined as “an optimal state of complete physical, social and mental well being”, 

which is arguably more than simply the absence of disease (World Health Organization, 

1946). It is the fundamental right of individuals to live a socially and economically 

productive life, and participate in their development through a spirit of self-reliance and 

determination (World Health Organization, 1946, 1978).  

Health education, according to Green et al (1980, p. 9) is “creating the motivation within an 

individual to act on information received”. This allows an individual to avoid harmful 

actions and shape beneficial practices that will help maintain health and well-being (Green & 

Kreuter, 2005; Green et al., 1980). Health education is therefore considered to be any 

combination of learning experiences that help individuals voluntarily adapt their behaviour 

to benefit their health (Dignan & Carr, 1987; Green & Kreuter, 2005). Achieving protection 

and promotion of health is of value to all individuals seeking to live harmoniously in an 

environment of peace and security (World Health Organization, 1946).  
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Health promotion is defined as a “process of enabling people to increase control over, and to 

improve, their health” (World Health Organization, 1986, p. 1). Health promotion includes 

providing health education and information intended to promote health with the ultimate 

goal of behaviour change (Dignan & Carr, 1987). This is seen as going beyond “healthy 

lifestyles to well-being” (World Health Organization, 1986, p. 1). Determinants of health are 

“health behaviours use of health services, social, economic, and environmental conditions, 

and the provision of health services” (Fawkes & Lin, 2003, p. 3). Promoting health can 

impact on the whole community not only individuals and leads to changes in these 

determinants of health (Fawkes & Lin, 2003; Talbot & Verrinder, 2005). Health promotion 

is regarded as “an important component of primary health care” (Moodie, Campbell, & Saan, 

2004; Talbot & Verrinder, 2005, p. ix).  

An important milestone in the promotion of health and primary health care was the 1978 

Declaration of Alma-Ata. This Declaration became the focal point of a worldwide 

mobilisation for social action towards the strategic goal of ‘Health for All by the Year 2000’ 

(Tejada de Rivero, 2003; World Health Organization, 1978). Primary health care is defined 

as a process leading to “progressive improvements in the health of people” by reducing the 

root causes of ill-health (Talbot & Verrinder, 2005, p. 4). The 1978 Declaration of Alma-Ata 

outlines the basic principles of primary health care (World Health Organization, 1978). 

These are: equity; empowerment; community participation maximising self-reliance; 

promotion of illness-free health; inter-sectoral collaboration; global cooperation; use of 

appropriate technology; and affordable health care (Kickbusch & Payne, 2003). It is this 

understanding of primary health care that will be employed throughout this thesis.  

The 1986 Ottawa Charter for Health Promotion incorporated the principles of primary 

health care and identified key pre-requisites for health. These are: peace; food; shelter; 

education; adequate economic resources; a “stable eco-system; sustainable resource use; 

social justice and equity” (World Health Organization, 1986, p. 1). Therefore, an important 

part of the health dimension is the link between health, physical environment, social and 

economic conditions, individual lifestyles, and the spiritual aspect (World Health 

Organization, 1986, 1998a). The Charter states that people can only achieve their full health 

potential when they have control of those things that determine their health. These are: good 

housing; clean drinking water; proper sanitation; sufficient money for basic necessities; basic 

education; access to transport; and employment (World Health Organization, 1986, 1998a). 

Primary health care is seen as addressing key community health issues by promoting health 

and providing preventive, curative and rehabilitative services (World Health Organization, 

1978).  
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Over the years the ambitious goal of seeking to improve the health of the world’s population 

has been misinterpreted, under-resourced, and over-simplified (Tejada de Rivero, 2003). It 

has also created confusion between a holistic approach to health and that of curative care 

focused on disease (Talbot & Verrinder, 2005; Tejada de Rivero, 2003). Health systems 

worldwide, including that of PNG, have given ‘lip service’ to the primary health care 

philosophy while remaining focused on a medical or ‘selective’ model of care (Cueto, 2004; 

Talbot & Verrinder, 2005). Although medical care is one aspect of primary health care, it 

does not address the social conditions or ‘root’ causes of diseases (Cueto, 2004; Talbot & 

Verrinder, 2005). Talbot & Verrinder (2005) contend health workers are more effective 

when applying primary health care principles in every interaction with community members. 

An integral part of health worker’s knowledge should be the relationship between social, 

emotional, and environmental factors in society, and their impact on health problems (Talbot 

& Verrinder, 2005). Ideally, an individual’s first point of contact with the health system 

should provide access to essential services that encompass the philosophy of primary health 

care (World Health Organization, 1978). These include education on prevention of common 

and locally endemic diseases; good nutrition, safe drinking water, and basic sanitation; and 

maternal child health care (World Health Organization, 1978). 

The Ottawa Charter outlines five key strategies guiding health promotion activities 

considered essential for success. These strategies are: (1) Build healthy public policy; (2) 

Create supportive environments; (3) Strengthen community action; (4) Develop personal 

skills; and (5) Re-orient health services (World Health Organization, 1986). These strategies 

underpin the role of organisations, systems, community and individual behaviours and 

capacities (Talbot & Verrinder, 2005). Each of these action areas are reviewed below in the 

context of PNG.  

2.2.1 Building Healthy Public Policy 

Research shows that development of healthy public policies influences the protection and 

promotion of an individual’s health (Talbot & Verrinder, 2005). This is demonstrated in 

Papua New Guinea’s significant history of health legislation through the policy restricting 

breast-milk substitutes. Social, economic and environmental policies, outside of an 

individual’s control, still impact on their well-being. For example, health promotion in PNG 

is considered to be under-funded and under-valued, consistently weakening efforts to 

effectively implement the health promotion policy (Parkes, Whittaker, & Thomason, 2001; 

PNG Department of Health, 2003d). Different levels of government have conflicting views 

about priorities and are often not fully informed (PNG Department of Health, 2003d). The 

lack of collaboration and coordination between NDoH Branches has tended to weaken health 
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promotion activities (Parkes et al., 2001; PNG Department of Health, 2003d). Little attention 

has been paid to supporting health promotion through legislative changes (PNG Department 

of Health, 2003d). All public policies should be examined to ascertain their impact on health, 

and changes initiated if negative impacts are identified (Milio, 1987). Ideally, primary health 

care philosophies should underpin healthy public policy decisions (Talbot & Verrinder, 

2005).  

At the 1995 Yanuca Pacific Island Health Ministers Conference, Pacific Island nations 

adopted the concept of ‘healthy islands’ in support of health promotion (Brear, Powis, 

O'Leary, & Davidson, 2004; Lin, 1999; World Health Organization, 1995). The 1997 

Raratonga Agreement ratified this decision by providing strategic directions (Lin, 1999; 

World Health Organization, 1997). The World Health Organization (WHO) defines a 

‘healthy island’ as a: 

place where children are nurtured in body and mind, environments invite 
learning and leisure, people work and age with dignity, the ecological balance 
is a source of pride, and the ocean is protected (World Health Organization, 
2001, p. 5). 

This holistic approach to health promotion and health protection has been adopted by Pacific 

Island nations as their unifying theme in the 21st Century (World Health Organization, 2001). 

The concept has evolved and expanded as Pacific Island nations have attempted to 

pragmatically define and enact it (World Health Organization & Secretariat of the Pacific 

Community, 2005). Their vision of ‘healthy island’ is for individuals to enjoy better health 

and quality of life by living in a “healthier physical and social environment” (World Health 

Organization, 1995; 1998a, p.13). 

Papua New Guinea’s core government commitments and policies recognised the importance 

of health promotion in implementing the ‘healthy island’ concept (PNG Department of 

Health, 2003d). In 1998, the PNG National Executive Council decision led to declaring that 

year the ‘Year of Healthy Islands’ (PNG Department of Health, 2003d). The Department of 

Health developed a Healthy Islands Framework for Plan of Action in 1999 to guide 

government departments and development partners in implementing ‘healthy island’ 

initiatives (World Health Organization & PNG Ministry of Health, 2000). A multi-sectoral 

national coordination committee for ‘healthy island’ was established in 2000,, with oversight 

for planning and technical support for implementation (World Health Organization, 2000a).  

The National Health Plan 2001 - 2010 encapsulates the vision of the National Constitution 

(1975) for PNG to be: 
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a nation of healthy individuals, families and communities where self-reliance 
prepares all for healthy living in a healthy island environment (PNG 
Department of Health, 2003d, p. 2) 

The Plan places health promotion at its cornerstone for implementing all health programs 

(PNG Ministry of Health, 2000b). Development of a National Policy on Health Promotion in 

2003 provided guidelines for a nation-wide coordinated action “to empower individuals and 

communities thereby enabling them to control the status of their own health” (PNG 

Department of Health, 2003d, p. 2). However, the Department is faced with the challenge to 

make that vision a reality (World Health Organization, 2001). Donor organisations continue 

to support the development of healthy public policy and implementation of the ‘healthy 

settings’ approach (Talbot & Verrinder, 2005; World Health Organization, 1999). 

2.2.2 Creating Supportive Environments for Health. 

The Ottawa Charter for Health Promotion recognises the complexity and inter-relatedness of 

society where health and the environment in which we live are inextricably linked (World 

Health Organization, 1986). Changes in lifestyle have a significant impact on our health and 

social well-being (World Health Organization, 1986). The WHO (1998a) defines ‘supportive 

environments for health’ as protecting “people from threats to their health” enabling them to 

“develop capacity for self-reliance in health”. Homan (2004, p. 33) contends ‘healthy 

communities’ produce ‘healthy people’ who thrive in a ‘healthy environment’, while those in 

an unhealthy environment tend to wither. According to Epp (1996), informal networks are 

fundamental to promoting health, as people with social supports are much healthier than 

those without. Health promotion can generate lifestyle changes that allow us to live in a safe, 

satisfying and stimulating environment (World Health Organization, 1986). “The ‘healthy 

settings’ approach underlying promotion” of ‘healthy communities’ and a healthy lifestyle is 

one way to achieve this (Kickbusch, 2002, p. 2).  

Since the 1990s, the ‘healthy settings’ approach has developed as the framework for a 

comprehensive and integrated approach to health promotion and protection (Lin, 1999). For 

example, in 1991 the Sundsvall International Health Promotion Conference emphasised the 

importance of ‘supportive environments for health’ and sustainable development through 

‘healthy settings’ (World Health Organization, 2003). The WHO classifies a ‘healthy setting’ 

as a place “where people actively use and shape the environment and thus create or solve 

problems relating to health” (World Health Organization, 1998a, p. 19). 

Settings are identified as having boundaries, organisational structure, and people with 

defined roles to enhance health and well-being (World Health Organization, 1998a). The 

idea of ‘healthy settings’ has long been recognised as an ‘entry point’ to specific populations 
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and as a channel for delivery of health promotion programmes (Lin, 1999). The approach has 

been subject to various interpretations and practices throughout the history of public health 

(Lin, 1999). The 1986 Ottawa Charter gave new meaning to the ‘settings’ approach (Lin, 

1999; World Health Organization, 1986). However, its application in Pacific Island nations 

has been relatively easy within a culture that is inherently communal and social in nature 

(Lin, 1999; World Health Organization, 2005).  

Since the mid 1990s, the WHO supported setting up model demonstration sites and 

developed guidelines for a range of ‘healthy settings’ (World Health Organization, 2000a). 

These physical and social settings include cities, villages, schools, marketplaces, workplaces, 

and hospitals as supportive environments for activities focused on health protection and 

promotion (Lin, 1999; World Health Organization, 1999). The WHO also evaluated different 

projects and programs in the Western Pacific Region (World Health Organization, 2000a). 

The PNG Department of Health initiated the ‘healthy settings’ approach following the 

government’s commitment to adopt the ‘healthy island’ concept (World Health 

Organization, 2000a). In 1996 the WHO supported the Department of Health to initiate 

‘healthy village’ settings (PNG Department of Health, 2003d). The Health Promotion Branch 

and the Environmental Health Unit united to mobilise communities, and declared Yalu in 

Morobe Province as the first ‘healthy village’ in PNG (PNG Department of Health, 2003d; 

World Health Organization, 1998b, 2000a). Since then, other villages have taken up the 

challenge and gained recognition as ‘healthy villages’ from the Department of Health 

(Parkes et al., 2001).  

Decentralisation and the 1998 Organic Law had the potential to greatly enhance health 

promotion at provincial and district levels (Parkes et al., 2001; PNG Department of Health, 

2003d). However, weaknesses in the areas of inter-sectoral partnerships, collaboration and 

coordination capacity limited support for effective implementation of the ‘health settings’ 

approach (Parkes et al., 2001; PNG Department of Health, 2003d).  

2.2.3 Strengthening Community Action 

A ‘community’ is defined as a social system grouped around family or clan identity, culture, 

geographical boundary, or shared beliefs, values and common interests (Ife, 2002; Minkler & 

Wallerstein, 2002). “Identification as members of the community”, and “participation in the 

life of that community”, gives one a ‘sense of belonging’ or ‘sense of community’ (Ife, 2002; 

Talbot & Verrinder, 2005, p. 41). A ‘sense of belonging’ “has implications for the process of 

community development”, as everyone affected by the life of the community participates in 

the action taken to initiate change (Talbot & Verrinder, 2005, p. 108).  
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According to Homan (2004, p. 40) theories of community change integrate a variety of 

principles derived from “theories of empowerment, organisational change, action, and 

culture”. ‘Empowerment’ is described as a social action process whereby people “gain 

mastery over their lives and the lives of their communities” (Minkler & Wallerstein, 2002, p. 

288). Community empowerment begins with empowered individuals, inspired by a process 

of ‘conscientisation’, or critical consciousness raising that engages them in “critical self-

inquiry and self learning” (Oakley, 2001, p. 29), and shared information and experience with 

others (Freire, 1972; Laverack, 2006; Rahman, 2001; Talbot & Verrinder, 2005). The 

writings of Paulo Freire have influenced the theory of empowerment education (Freire, 

1972). The theory has been used to engage people, supported by a group, to identify and 

critique the ‘root’ causes of their problems (Wallerstein & Bernstein, 1988). In envisioning a 

healthier society, individuals are able to participate as a united force for social change in 

achieving their goal (Wallerstein & Bernstein, 1988). Only by organisation and mobilisation 

will communities be empowered to take control of their lives and achieve social and political 

change (Laverack & Wallerstein, 2001). 

Working in partnership with communities can empower individuals to have more control 

over issues affecting their health by initiating and sustaining “improvements in their social 

and physical environments” (Talbot & Verrinder, 2005, p. 33). Community development 

therefore, is the process of working with people so they themselves identify and agree on 

appropriate action to address key problems affecting their community (Homan, 2004; Ife, 

2002; Minkler & Wallerstein, 2002). Through community action people, organisations, and 

communities gain control over their lives and the life of their community (Homan, 2004; Ife, 

2002; Wallerstein & Bernstein, 1988). Increased knowledge and skills allows individuals to 

make decisions about factors influencing their health considered an essential part of the 

participatory health promotion process (Ife, 2002; Talbot & Verrinder, 2005).  

Principles underpinning community development encourage the community to develop 

structures and processes that are uniquely their own (Homan, 2004; Ife, 2002). This activity 

can empower people to action for change and produce ‘healthy community’ settings (Ife, 

2002). It is the people ‘on-the-ground’ who know what they need and the best way to 

overcome their problems (Ife, 2002; Oakley & Kahssay, 1999). Once they get involved in 

bringing about changes their confidence and capacity to advocate for further change is 

enhanced (Ife, 2002; Talbot & Verrinder, 2005). Increased capacity to advocate for change 

will alter power relationships within a community, and between communities (Ife, 2002; 

Talbot & Verrinder, 2005). Improved health outcomes can be achieved. However, 

individuals need the support of community groups and organisations to give “direction and 
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structure through strong leadership” (Laverack, 2006, p. 115). Similarly leaders need strong 

participatory support of community members if they are to be effective (Laverack, 2006).  

Oakley, Bichmann, & Rifkin (1999) suggest activities that promote and sustain these 

principles. For example, establishment of village health committees, and deployment of rural 

health workers to community health posts. Key elements in the community action process 

are development of leadership, building on people’s capacities, and creating a network of 

support for change (Oakley et al., 1999). Papua New Guinea’s national policy on health 

promotion acknowledges community participation as integral to health promotion (PNG 

Department of Health, 2003d). The policy recognises health promotion as the ‘entry point’ to 

enabling individuals and communities to control their own health status (PNG Department of 

Health, 2003d). Department of Health commitment to the concept of community 

participation in health development acknowledges that responsibility for health and well-

being rests with the community (Patterson & Galowa, 1997; PNG Department of Health, 

2003d). Those communities with the ability to take control of the development process can 

direct actions to meet their needs ensuring ‘ownership’ and sustainability (Green & Kreuter, 

2005; Homan, 2004; Ife, 2002).  

During the period of Australia’s colonial rule of PNG, government patrol officers or ‘Kiaps’ 

played a significant role in health programs (Temu & Danaya, 2000; Turner, 1980). ‘Kiaps’ 

regularly inspected villages and “enforced laws that ensured villagers lived healthier 

lifestyles” (Temu & Danaya, 2000, p.14; Turner, 1980). Their dedication and commitment is 

widely acknowledged even by health workers and community members today as having 

contributed to a reduction in the incidences of malaria and diarrhoea (Temu & Danaya, 2000; 

Windybank & Manning, 2003). 

The Department of Health recognised the critical role played by social and economic factors 

in providing a supportive environment for improved community health (PNG Ministry of 

Health, 1996). Village development committees were identified as an appropriate vehicle for 

involving community members in broad-based development activities, and were introduced 

to PNG as early as 1979 (Patterson & Galowa, 1997). The village development committee is 

a community-based organisational mechanism empowering local participation in the 

development process, based on an understanding of the community’s needs (Howard, Bogh, 

Morgan, Pruss, & Shaw, 2002; Patterson & Galowa, 1997). The committee involves the 

community in deciding on priority needs, making decisions about possible solutions, and 

contributing time and resources to making improvements to their community (PNG 

Department of Health, 2003b). In 1989 the Department of Health began promoting the 

concept as a vehicle for delivery of primary health care to the community (Patterson & 
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Galowa, 1997). The Department trained village leaders in five provinces (25 per cent) 

(Patterson & Galowa, 1997; PNG Department of Health, 2003d). Over the years, leaders in 

selected communities within Western Highlands Province have experimented with the 

concept. Leaders in these communities further developed and expanded the model to create a 

‘village health and development committee’ (PNG Department of Health, 2003b). The 

sharing of their experiences with community leaders from other provinces influenced 

establishment of similar committees in other communities (PNG Department of Health, 

2003b). 

Studies have shown activities generated or imposed by outside agencies without community 

commitment and ownership of activities rarely continue beyond the life of the program (Ife, 

2002; Kreuter, Lezin, Kreuter, & Green, 2003; Parkes et al., 2001). Problems occur when 

development agencies view empowerment only within the confines of ‘projects’ (Ife, 2002; 

Parkes et al., 2001). This under-estimates or ignores the “much deeper power structures 

which have a much greater bearing on peoples’ lives” (Oakley, 2001, p. 22; Parkes et al., 

2001).  

2.2.4 Developing Personal Skills 

Empowerment of individuals is the essence of change to improve health (Green & Kreuter, 

2005; Oakley & Kahssay, 1999; Wallerstein & Bernstein, 1988; World Health Organization, 

1986). The 1986 Ottawa Charter advocates for an ‘enabling’ approach to health promotion 

(O'Connor-Fleming & Parker, 2001). Embedded in the principles of community 

development and health promotion is the empowerment of individuals to bring about 

personal and social change (Ife, 2002; Talbot & Verrinder, 2005; Wallerstein & Bernstein, 

1988). If people are able to gain control over their lives they need knowledge of rights and 

access to information and resources, advocacy skills, supportive relationships and power to 

make decisions (Epp, 1996; Wallerstein & Bernstein, 1988). Active participation in the 

learning process is central to ensure learning occurs within the context of the individual’s life 

(Talbot & Verrinder, 2005).  

Papua New Guineans are concerned about their health and want to be involved in 

improvements to their health status. However, they lack awareness and basic knowledge of 

environment, sanitation and personal hygiene behaviour practices that can improve their 

health status (AusAID, 1995b; PNG Department of Health, 2003d). Health workers, teachers 

and community leaders are recognised as the main providers of health information (PNG 

Department of Health, 2003d). In an environment of language diversity and low literacy 

levels, dissemination of information requires a more effective use of diverse communication 

channels (PNG Department of Health, 2003d).  
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2.2.5 Re-orientating Health Services 

The Fifth Global Conference on Health Promotion in Mexico in 2000 acknowledged health 

promotion and prevention as an integral part of health service delivery (World Health 

Organization, 2000b). Health promotion principles were considered essential to increased 

effectiveness of health interventions, promoting quality of care, and improved public health 

practice (World Health Organization, 2000b). Health service delivery requires effective 

infrastructure that utilises health workers skilled in health promotion to communicate, 

network and collaborate, advocate, negotiate, and motivate for change (Moodie et al., 2004; 

Talbot & Verrinder, 2005). Inter-sectoral collaboration is also essential (Oakley & Kahssay, 

1999). Health workers can identify structures, both within and outside the health sector, that 

have the greatest impact on improving health outcomes through re-orientation (Oakley & 

Kahssay, 1999; Talbot & Verrinder, 2005). Those in the health workforce with a health 

promotion role can support by helping to ‘drive’ health improvement activities at various 

levels (Talbot & Verrinder, 2005). Those outside the health system who can assist are 

community development workers and village-level health volunteers (Talbot & Verrinder, 

2005).  

Activities in support of health promotion to influence lifestyle changes in PNG have been 

hampered by a lack of recognition, advocacy, coordinated approach, and resources (PNG 

Department of Health, 2003d). Evidence of this was the lack of designated provincial and 

district positions to coordinate and manage health promotion activities (PNG Department of 

Health, 2003d). Also evident is the limited number of health promotion activities planned 

and budgeted for in provincial and district plans (PNG Department of Health, 2003d). 

Health workers in PNG perceive themselves as the key providers of health information (PNG 

Department of Health, 2003d). However, their focus is on provision of curative services 

rather than raising awareness of prevention of illness and promoting healthier lifestyle 

practices (PNG Department of Health, 2003d). Vital to the health promotion role of health 

facility staff is providing individuals with information to improve health status (Alto, 1996; 

Garner, 1989). Formation of collaborative partnerships between government, non-

government, and community groups has the potential to strengthen the role of health workers 

in educating about health (PNG Department of Health, 2003d).  

Studies in Senegal and Nepal promoting people’s involvement in community development 

activities acknowledged the key role community-level health workers play (Oakley et al., 

1999). These studies also highlighted the need to appropriately train and support health 

workers if they are to be successful in promoting healthy lifestyle changes (Oakley et al., 

1999). Health workers’ acceptance of, and support for, village-level health volunteers was 
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shown to influence healthy lifestyle changes in individuals and communities (Garner, 1989; 

Oakley et al., 1999). Studies in Senegal, Bolivia, and Nepal demonstrated village-level 

health volunteers providing the link between their community and district health services 

(Oakley et al., 1999). Village-level health volunteers can effectively raise awareness and 

disseminate knowledge about health, encourage self-help actions, and increase the use of 

existing rural health services (Garner, 1989; Moir et al., 1985; Parkes et al., 2001). Oakley et 

al. (1999, p. 132-133) emphasise the “need for health indicators to assess the extent of 

community action” and estimate the effects on the population’s health.  

2.3 Models of Health Program Planning 

The past two decades have seen a rapidly growing body of research into health education and 

health behaviour change (Green & Kreuter, 2005; Health Education Resource Exchange, 

1998). Earp & Ennett (1991) contend understanding complex behaviour change processes is 

essential when seeking to design, achieve and sustain a successful community health 

promotion intervention. Efforts to encourage healthy behaviours often compete with 

powerful forces involving social, psychological and environmental conditioning (Earp & 

Ennett, 1991). Alongside information, the benefits of behaviour change must be sufficiently 

compelling to individuals or communities to bring about change (Earp & Ennett, 1991).  

There are a variety of conceptual models and theories available to health educators. The ten 

most commonly used theories and models can be categorised into individual, interpersonal, 

and community or group models of health behaviour change (Glanz, 2002). However, no 

single theory or conceptual framework dominates research or practice (Earp & Ennett, 1991; 

Glanz & Rimer, 1995; Glanz, Rimer, & Lewis, 2002; O'Connor-Fleming & Parker, 2001). 

The decision about what theory or model to use should derive from a ‘diagnostic’ 

understanding of the behaviour problem (Glanz, 2002). This is most useful when the goal is 

to gain the greatest health behaviour change for multiple health issues (Glanz, 2002). 

The multi-disciplinary nature of health promotion and the diversity of health promotion 

interventions and settings necessitate accountability for program planning and evaluation 

(O'Connor-Fleming & Parker, 2001). There is a variety of program planning and evaluation 

models available to aid in maximising the effectiveness of outcomes (O'Connor-Fleming & 

Parker, 2001). Some of the contemporary health program planning models used are Ewles & 

Simnett’s seven-stage model, Galbally’s integrated model, and Nutbeam’s staged model, 

Bartholomew, Parcel and Kok intervention mapping model and Green & Kreuter’s 

PRECEDE-PROCEED model (Glanz & Rimer, 1995; O'Connor-Fleming & Parker, 2001). Over 

the past two decades, many of these have been used in a variety of health promotion settings 
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applying “a step-by-step approach to program planning” (O'Connor-Fleming & Parker, 2001, 

p. 86).  

Ewles & Simnett’s seven-stage model provides a rudimentary and logical systematic 

framework for planning but is deficient in its use of detail and as an analytical tool 

(O'Connor-Fleming & Parker, 2001).  

Galbally’s integrated model focuses on the health status of the targeted population / sub-

population avoiding “the traditional health promotion focus on population-wide approaches 

to risk factors and disease” (O'Connor-Fleming & Parker, 2001, p. 93). The model uses four 

principles for planning. These include identifying population’s health status and needs, 

matching these to a relevant program, achieving organisational change within settings, and 

utilising a mix of methods (O'Connor-Fleming & Parker, 2001, 94).  

Nutbeam’s staged model builds on elements of other models filling the gaps between 

research and practice. Nutbeam includes the addition of staff development training in 

capacity building, social mobilisation, advocacy and dissemination of results (O'Connor-

Fleming & Parker, 2001).  

Bartholomew, Parcel and Kok’s intervention mapping model provides a system for 

integration of theory, empirical findings from literature, and information collected from the 

target population. Its strength is the emphasis on detail especially “the application of theories 

to underpin strategy selection” (O'Connor-Fleming & Parker, 2001, p. 95).  

Green & Kreuter’s PRECEDE-PROCEED model provides a comprehensive program planning 

framework that applies theory using an expanded diagnostic phase and an environmental 

aspect (O'Connor-Fleming & Parker, 2001). The strength of this model is its emphasis on 

outcomes in relation to the quality of life issues rather than on inputs. This model has been 

effectively applied in a broad range of settings worldwide. 

One of the greatest challenges facing health promotion workers is mastering appropriately 

and effectively the use of theories and models to effect change (Glanz et al., 2002). Glanz et 

al. (2002) recommend the use of a combination of theories to address adequately the health 

issue. Success or failure of the intervention hinges on appropriate selection and application 

of theory (Glanz, 2002). The greatest challenge is to identify the theory that best fits the 

issues and the target audience for which the intervention is being designed (Glanz, 2002). 

Effective use of theories involves their integration into a comprehensive planning 

framework. Glanz et al. (2002) recommend the PRECEDE-PROCEED model as the best 

available planning model that integrates and applies a range of theoretical frameworks. The 
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PRECEDE-PROCEED model combines individual, interpersonal and community / group 

models and theoretical frameworks of health behaviour change into one planning framework 

(Green & Kreuter, 2005). For example, the PRECEDE-PROCEED model uses health belief 

model, trans-theoretical model, social cognitive theory; diffusion of innovations, and theories 

of community organisation and organisational change (Gielen & McDonald, 2002). 

Therefore, for the purposes of this research study Green & Kreuter’s (2005) PRECEDE-

PROCEED model was deemed the most appropriate theoretical framework. 

2.3.1 The PRECEDE-PROCEED Model 

The PRECEDE-PROCEED model provides a logical framework designed to guide the planning 

and evaluation of health education and health promotion programs (Green & Kreuter, 2005). 

Green and colleagues (2005) developed the model in the 1970s as a framework for 

evaluating cost-benefit effects of health education programs aimed at behaviour change 

(Green & Kreuter, 2005). The framework was initially known by the acronym ‘PRECEDE’ 

which stands for “Predisposing, Reinforcing, and Enabling Constructs in Educational 

Diagnosis and Evaluation” (Green & Kreuter, 2005, p. xxi). This was based on the premise 

that an educational diagnosis should precede an intervention just as a medical diagnosis 

precedes a treatment plan (Green & Kreuter, 2005). Over the decades the model has been 

applied in a variety of settings such as communities, schools, health clinics and workplaces 

(Green & Kreuter, 2005). A wide range of programs advocating for health behaviour change 

have applied the model’s principles and guidelines (Green & Kreuter, 2005; Kreuter et al., 

2003). In 1991, Green and colleagues added to the framework the acronym ‘PROCEED’  

recognising the importance of environmental factors as determinants of health behaviour 

(Green & Kreuter, 1991, 2005). The acronym PROCEED stands for “Policy, Regulatory, and 

Organisational Constructs in Educational and Environmental Development” (Green & 

Kreuter, 2005, p. xxi). This further evolved the model into a comprehensive program 

planning framework (Glanz, 2002; Green & Kreuter, 2005; Kreuter et al., 2003). Green & 

Kreuter (2005) argue strongly for multi-disciplinary input into the planning process so that 

different perspectives are brought to any behaviour problem. In combination these can 

generate sound and effective program interventions. 

For the purposes of this thesis, the PRECEDE-PROCEED model was selected to retrospectively 

critique WCH Project community health interventions in PNG between 1995 and 2004 

(Green & Kreuter, 2005). This period covers the planning process, implementation and 

evaluation of the Project. Health program planners combined inductive and deductive logic 

to analyse forces influencing attainment. A series of diagnostic steps are used in health 
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program planning (Phase One to Four) that lead to implementation and evaluation (Phase 

Five to Eight) (See Figure 2.). 

 
 

 

Figure 2: Green & Kreuter’s (2005, p. 10) generic representation of the Precede-
Proceed model of health program planning 

Phase One or social assessment is the first of four phases in the PRECEDE section of the 

model. This phase investigates the quality of life health issue of the target audience and 

reviews their socio-cultural situation. Phase Two or epidemiological assessment uncovers the 

behavioural and environmental factors most likely to influence the health issue and their 

complex interaction with genetic disposition. It translates the priority problems and factors 

into measurable objectives. Setting measurable program objectives with numerical targets 

during the planning stage guides the allocation of resources, and aids evaluation of program 

effectiveness. Phase Three of PRECEDE or educational and ecological assessment seeks to 

identify the myriad of factors that potentially influence health behaviour of the target 

audience. These causal factors are categorised into predisposing, reinforcing and enabling 

factors that collectively influence behaviour and environmental changes. Phase Four or 

administrative and policy assessment and intervention alignment, is the last phase in the 

PRECEDE section of the model. It identifies the readiness and capacity of the organisation to 

fully support the planned intervention and identifies possible barriers to effective 

implementation. Chapter Three of this thesis provides a retrospective critique of WCH 

Project community health activities against these four phases of the model.  
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At Phase Five the program planning framework launches into the PROCEED section of the 

model. Phase Five or implementation is the first of four phases that provide a series of 

evaluations to assess program effectiveness. Phase Six or process evaluation is applied 

continuously throughout the implementation process. Process evaluation allows for 

appropriate adjustments to the intervention while the program is still in progress. Phase 

Seven or impact evaluation assesses the immediate impact of the program and identifies 

outcomes against measurable objectives. Chapter Four of this thesis examines the 

implementation, process evaluation and impact evaluation of the WCH Project community 

health activities between 2000 and 2004.  

Phase Eight of the PROCEED model or outcome evaluation takes a step back to assess overall 

impact of the program. Outcome evaluation examines changes in indicators of health and 

quality of life in the target audience. Chapter Six of this thesis provides an outcome 

evaluation of changes in lifestyle, behaviour and environment practices two years after 

completion of formal Project activities. Chapter Seven of this thesis analyses key health 

indicators of maternal and child health between 1999 and 2005, and incidence of common 

illnesses between 2000 and 2005. 

2.4 Development Aid to Papua New Guinea 

This description of foreign aid to PNG, and more specifically Australia’s contribution to the 

health sector, serves to provide context for the WCH Project. This covers the design phase of 

the WCH Project and the period during which the Project was operating. Significant 

developments to improve aid effectiveness especially in support of PNG’s health sector were 

introduced between 2001 and 2003 (Morris & Stewart, 2005). 

Papua New Guinea receives development assistance from many development agencies and 

through various modes. Donor agencies include: World Bank; Asian Development Bank; 

World Health Organization; Australian Agency for International Development (AusAID); 

New Zealand Agency for International Development; United States Agency for International 

Development; Japan’s International Cooperation Agency; the European Union; and the 

United Nations Agencies (includes UNDP, UNICEF, UNFPA) (Bolger et al., 2005; 

Hnanguie, 2003). Since 2005 the Global Fund for AIDS, tuberculosis and malaria has 

become a major player in the provision of aid to PNG. 

In terms of volume of aid and breadth of coverage, Australia is the largest single donor to 

PNG, followed by Japan and the European Union (AusAID, 2000b, 2003b). Papua New 

Guinea’s health sector receives over 70 per cent of donor support from Australia, focused on 

provision of primary health care and disease control (AusAID, 2003b). The mode of aid to 
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PNG is through loans or grants; budget aid; multi-lateral or bilateral aid; tied aid; technical 

assistance; food aid and emergency assistance (Hnanguie, 2003; New International, 1983). 

Bilateral aid is generally implemented through projects and programs with clearly defined 

objectives, activities and outputs allowing the donor to exercise control over its use 

(AusAID, 2002a; New International, 1983). 

Australia’s overseas aid program aims to assist developing countries to reduce poverty and 

achieve sustainable development, as well as advancing Australia’s national interests 

(AusAID, 1997, 2001a, 2002b). The Australian government’s overseas aid program is 

delivered through the Australian Agency for International Development or AusAID 

(AusAID, 2003b; Morris & Stewart, 2005). Most Australian aid is delivered through a 

variety of programs such as: bilateral country or regional programs; non-government 

organisation co-operation programs; volunteer programs; disaster emergency relief; 

humanitarian and refugee programs (AusAID, 2005a; Morris & Stewart, 2005). The highest 

priority countries are PNG, other Pacific Island nations and the poorest regions of East Asia 

(AusAID, 2002a). Health, education and agriculture are the key focus areas (AusAID, 

2002a).  

Papua New Guinea’s geographical proximity to Australia, its degree of political stability and 

economic development influences Australia’s national interests and security (Morris & 

Stewart, 2005). Australia has consistently provided bilateral development cooperation 

support to PNG, its closest neighbour, since the end of World War II (Morris & Stewart, 

2005). Australia’s development cooperation program to PNG aims to enhance quality 

governance, encourage sustainable economic growth, and address causes of conflict and 

social instability (AusAID, 2002b, 2005c; Morris & Stewart, 2005). Persistent poor 

governance and service delivery in PNG, and low rates of economic growth, have 

undermined this goal (AusAID, 2005c). After seven years of economic contraction (1996 to 

2002), PNG experienced “modest economic growth” in 2003 (Morris & Stewart, 2005, p. 1). 

Australia’s contribution increased significantly after the signing of the 1989 Development 

Co-operation Treaty partnership agreement (AusAID, 2000c). Australia’s aid contributes to 

development and self-reliance, which is consistent with the Government of PNG’s Medium 

Term Development Strategy, policies and priorities (AusAID, 2000c, 2003b; Morris & 

Stewart, 2005). Australia contributes more than 80 per cent of total donor resources, which is 

viewed as significant and genuinely responsive to PNG’s development priority needs 

(AusAID, 2000c; 2003b, p. x-xi). Australia’s annual aid budget to PNG now stands at over 

$300 million. Nineteen per cent is allocated to the health sector, which represents 25 to 30 

per cent of PNG’s overall health budget (AusAID, 2000b, 2000c, 2005b).  
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According to Hnanguie (2003), a number of donor practices have contributed to undermining 

and weakening the development management capacity of governments. Up until the 1990s, 

Australia’s aid to PNG had been in the form of budgetary support (AusAID, 1998, 2000c). 

Studies suggest this adversely affected incentive to develop and implement effective 

economic development policies (AusAID, 1995b, 2003b; Morris & Stewart, 2005).  

In the late 1990s, the Australian Government revised its approach by shifting from budgetary 

support towards a programmed assistance approach through traditional projects targeting 

priority sectors (AusAID, 2000b, 2003b; Morris & Stewart, 2005). The goal was to establish 

more effective, transparent accountable processes, a more cooperative approach to planning 

and implementation, and to strengthen institutional links between the nations (AusAID, 

2000b; Morris & Stewart, 2005). Benchmarks and indicators were progressively introduced 

to assess performance in terms of broader development impact rather than against specific 

outputs (AusAID, 2003b). Hnanguie (2003) contends this places additional burdens on an 

already weak system as the process does not strengthen development of local ownership or 

build management and service delivery capacity (AusAID, 2003b p. xi; Bolger et al., 2005; 

Morris & Stewart, 2005).  

2.4.1 Australia’s Aid Program within the PNG Health Sector 

Health is considered a top priority for Australia’s aid policy to PNG. The mid-1990s 

financial crisis and decline in the capacity of the health system to deliver basic care 

influenced a shift in the aid focus (AusAID, 2003b). This was aimed at preventing further 

decline in health services and living standards in PNG (AusAID, 1995b, 2003b). Australia’s 

aid policy objectives aimed to improve basic health of those most in need by increasing 

access to, and raising the quality of, health services (AusAID, 2002b; Morris & Stewart, 

2005). Identified ways to achieve this were advocating for health, and dialoguing with 

agencies and institutions with the potential to impact health outcomes (AusAID, 2002a; 

2002b). Providing system-wide support to sustain capacity to deliver appropriate quality 

health services, and directly supporting priority cost-effective health programs were also 

considered essential (AusAID, 2002b). Priority areas included primary health care, disease 

prevention and health promotion (AusAID, 2002b).  

In the 1990s, Australia’s aid policy emphasised investing in institutional strengthening, 

training, and promoting basic and cost-effective methods of disease treatment and prevention 

(AusAID, 1995b). The policy also supports encouraging community participation in health, 

and targeting poor and isolated communities (AusAID, 1995a; 1995b). Support for health 

promotion over the next decade was focused on ‘healthy settings’ development and 



 

  33 

community action (AusAID, 2002b). Key principles included linking health promotion to 

disease control, family health, water supply and sanitation programs (AusAID, 2002b). 

In recent years, Australia has strengthened its collaboration with other PNG development 

partners in support of the health sector to improve the quality of its aid program (AusAID, 

2002b, 2003a). At Department of Health request, Australia recently shifted funding and 

support for essential health services from ‘project’ mode to the sector-wide approach 

(SWAp) (AusAID, 2002b; Morris & Stewart, 2005). The sector-wide approach is 

mechanism government and development partners to improve public sector efficiency and 

effectiveness (Asian Development Bank, 2002). This encourages increased local government 

ownership and responsibility for planning, management and outcomes (AusAID, 2003a). It 

also assists development partners to more efficiently manage and coordinate their aid 

contribution within the health sector through a common framework and coordinated 

activities (AusAID, 2003a). Since 2001, the SWAp modality of development aid has been 

rolled-out within the health sector (AusAID, 2003a). AusAID worked through the Health 

Sector Support Program to work with the Department of Health on implementation (AusAID 

2003a). According to Morris & Stewart (2005), PNG must become “fully engaged and 

supportive of donors working collaboratively together” if the benefits are to be realised 

(Morris & Stewart, 2005, p.32). 

Australia and other development partners currently support the government of PNG in taking 

the lead, through the Health Sector Improvement Program (AusAID, 2003a; Morris & 

Stewart, 2005; PNG Department of Health, 2000a). Development partners collectively 

agreed to monitor and review a single set of priorities (AusAID, 2003a, 2005c). In 2003, the 

PNG Department of Health established a Development Partner Coordination Group to 

coordinate the contribution of development partners (AusAID, 2003a). Since 2005, 

additional support from Australia has been through establishment of a capacity building 

service centre, managed by an Australian contractor (AusAID, 2005c; Bolger et al., 2005). 

The centre provides technical assistance and other forms of capacity building support in an 

effort to achieve the PNG Government’s strategic health sector priorities (AusAID, 2005c; 

Bolger et al., 2005).  

2.4.2 Mode of Aid Delivery 

Since 1989, Australia’s aid to PNG has been delivered largely through bilateral projects that 

have been managed and administered by Australian managing contractors (AusAID, 2002a, 

2005a). Each project is subject to a partnership agreement, or Memorandum of 

Understanding (MOU), signed by both countries (AusAID, 2002a, 2005a). The MOU details 

the rationale and principles for the contributions of both governments to the project 
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(AusAID, 2002a). The development partnership agreement, or MOU, indicates joint 

ownership of the project design, supported by policy dialogue between the two governments 

(AusAID, 2005a, 2005c). 

AusAID contracts individuals and Australian commercial companies to deliver its 

contribution to the recipient country through management of technical personnel and 

resources (AusAID, 2002a, 2005a). The contract binds the Australian managing contractor to 

partner with the recipient government in project implementation according to an agreed 

design (AusAID, 2002a, 2005a). A logical framework matrix or Logframe outlines how the 

project will address the identified development issue (AusAID, 2002a, 2005a). The project 

design document sets out the objectives, key activities and expected outputs, and acts as a 

reference for annual planning (AusAID, 2002a, 2005a). Milestones, or activity 

implementation events, serve as indicators of achieved objectives providing AusAID with 

verification of service delivery (AusAID, 2002a). AusAID uses milestones to monitor the 

project and determine when payments are made to the managing contractor (AusAID, 2002a, 

2005a).  

This project / program model of management and delivery of Australian aid is a complex 

mix of relationships between stakeholders (AusAID, 2002a). These include the recipient 

government and counterpart agency, Australian Managing Contractor and Team Leader, 

AusAID Desk officers (based in Canberra) and AusAID Post officers (based in recipient 

country) (AusAID, 2002a). The relationship mix can be challenging and may prove to be 

difficult within teams, between external advisers and counterparts, and often between these 

players and AusAID (AusAID, 2002a). For example, the relationship between external 

advisers and AusAID is strained when AusAID attempts to micro-manage a project during 

implementation (AusAID, 2002a). 

Papua New Guinea has struggled to develop a sense of national identity since gaining 

nationhood in 1975 from the Australian Territorial Administration (Denoon, 2005). For aid 

to be effective and sustainable, it needs to complement and support the work of the recipient 

government to meet its responsibilities and objectives (Morris & Stewart, 2005). Australia 

has sought to target its aid in response to the country’s development needs and priorities 

(Morris & Stewart, 2005). However, successive PNG governments have continued to 

struggle with increasing economic and social problems (AusAID, 2003b; Bolger et al., 

2005). In addition, weak governance and poor institutional capacity have challenged PNG in 

achieving self-reliance (AusAID, 2003b; Bolger et al., 2005). 

Critics of Australia for inadequately preparing PNG for self-reliance need to consider the 

country’s limited development in the 1970s (Morris & Stewart, 2005). Consideration should 
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be given to the antagonism towards colonisation, and the belief financial assistance was the 

key to the country’s development (Morris & Stewart, 2005). Australia has often been 

criticised, especially by PNG, for ‘tying’ aid so that the benefits ‘boomerang’ back to 

Australian companies (Morris & Stewart, 2005). This has been attributed to a lack of 

commitment and ‘ownership’ of project interventions (Morris & Stewart, 2005). Morris & 

Stewart (2005) argue the expanse of Australia’s aid program across multiple sectors has 

tended to undermine locally led improvements. The availability of aid, its flexibility and 

willingness to respond to emerging issues failed to strengthen the government’s capacity to 

perform (Morris & Stewart, 2005). Aid has tended to provide a substitute for local resources, 

creating a sense of expectation of funds ‘available on request’ (Morris & Stewart, 2005). 

Many lessons can be learnt from AusAID’s experience as a donor in PNG, in particular the 

essential element of local ownership and leadership (AusAID, 2002a; Morris & Stewart, 

2005). Morris & Stewart (2005) identified a number of factors as contributing to successful 

outcomes. These included involving all parties early on in planning, evaluating the 

appropriateness and effectiveness of the intervention, and the flexibility to deal with 

changing country conditions.  

According to Morris & Stewart (2005), a change in the mode of aid delivery can influence 

“substantial gains in recipient ownership, efficiency, effectiveness, and sustainability of 

outcomes”. Since 2003, AusAID has encouraged the devolvement of local programme 

management to the PNG based Australian desk officers, thus eliminating management by 

Canberra based desk officers.  

2.4.3 Constraints to Implementing Aid Projects 

Constraints to implementing projects in PNG are donor imposed agenda, over-ambitious and 

inflexible project designs, limited recipient government administrative capacity, and donor 

contractual requirements. 

2.4.3.1 Over-ambitious project designs  

Donors’ preference for contributing aid through special projects enhances their control over 

outcomes, and reduces the risk of discrepancies between original design and final product 

(Sogge, 2002). AusAID requires consideration of a broad range of issues when designing 

projects and these tend to generate large, complex and overly ambitious designs (AusAID, 

2002a). The resultant Project Design Document becomes the agreed blueprint for the life of 

the Project, influencing considerably the contractual environment between AusAID and 

managing contractor (AusAID, 2002a, 2005a). 
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In the past, AusAID project and contract modality was not sufficiently flexible to respond 

effectively to changing circumstances and in a timely manner (AusAID, 2002a). However, in 

2001 AusAID began applying greater flexibility in response to changing circumstances, and 

a less prescriptive approach to project design (AusAID, 2002a).  

Aid delivered through traditional contracted projects requires completion within a specified 

timeframe, usually between two and five years (AusAID, 2002a). This inhibits a longer term 

perspective on sustainable outcomes, as AusAID contractual payments require observable 

short term productivity (AusAID, 2002a). This is counter-productive, especially when 

seeking to achieve long-term effective and sustainable intervention at community level 

(AusAID, 2002a; Green & Kreuter, 2005; Waddington, 2001). AusAID has taking steps to 

rectify these issues and simplify the contract and payment processes (AusAID, 2002a). 

2.4.3.2 Donor contractual requirements 

Traditional project aid has clearly defined objectives, specified activity inputs and expected 

outputs that are donor driven (AusAID, 2002a, 2005a). Donor contractual requirements 

usually link payment of external technical advisers to satisfactory achievement of project 

inputs within a specified timeframe. AusAID efforts are highly focused on detail, to which 

contract payments for Australian managing contractors are linked (AusAID, 2002a, 2005a). 

External advisers are obliged to oversee implementation of project activities themselves 

usually with token support from recipient country counterparts. This often results in failure 

to generate a sense of ‘ownership’ of Project activities within the counterpart agency (Morris 

& Stewart, 2005).  

Projects are both time and labour intensive. Project activities may prove counter-productive 

for the Government of PNG in terms of ownership and sustainability, building better 

management capacity and service delivery (AusAID, 2003a; Bolger et al., 2005). During the 

1990s, numerous complex AusAID projects created pressure on PNG management systems 

and their capacity to deliver (AusAID, 2003b; Morris & Stewart, 2005). AusAID projects 

were viewed as driving line agencies in the PNG system rather than helping to strengthen 

PNG’s systems and capacity (Morris & Stewart, 2005, p. 48).  

AusAID reporting requirements generate a large volume of project reports (AusAID, 2002a). 

Some projects for example, generate more than 50 technical adviser reports during the life of 

a project (AusAID, 2002a; Grammig, 2002). These tend to occupy significant staff time, and 

create excessive management and administrative overheads (AusAID, 2002a). Up to 60 per 

cent of an Australia team leader’s workload may be fulfilling AusAID reporting 

requirements (AusAID, 2002a). 
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2.4.3.3 Limited local government administrative capacity 

AusAID acknowledged project designs tend to “assume an unrealistic level of counterpart 

agency capacity” (AusAID, 2002a, p. 7). In PNG, local government administrative capacity 

is often weak and over-taxed (Morris & Stewart, 2005). This inhibits timely implementation, 

influences the quality of activities, and can potentially influence the creation of duplicate 

operating systems (Morris & Stewart, 2005).  

A donor-imposed agenda influences the level of cooperation and collaboration of the 

counterpart government agency (Sogge, 2002). Recipient country counterparts feel drained 

by the high demand for time, access to information, logistical support for numerous technical 

advisers, and participation in project activities (Sogge, 2002).  

According to Sogge (2002) recipients may welcome aid overtly while concealing their 

resistance, as donors demand compliance if funds are to continue. When aid is delivered to 

developing countries that have inherent problems the outcome may be viewed as a failure to 

effectively implement (AusAID, 2002a). For example, strengthening government capacity to 

more effectively manage and deliver health services takes time to achieve sustainable results 

(AusAID, 2003a). Project designs that incorporate this as a key goal may be viewed as 

having failed to achieve in light of donor expectations (AusAID, 2003a). AusAID seeks to 

minimise risks by actively engaging the recipient government in the project design process, 

anticipating counterpart commitment and input contribution (AusAID, 2002a). Papua New 

Guinea senior government officials readily acknowledged the need for external support 

(Bolger et al., 2005). However, lower level counterpart officers may not have the same level 

of commitment or capacity to support (AusAID, 2002a).  

2.4.4 PNG Women and Children’s Health Project 

This thesis investigates the performance of the PNG Women and Children’s Health (WCH) 

Project on community health outcomes, in particular increased community support for the 

health of women and children. The WCH Project was an Australian bi-lateral aid project 

implemented between July 1998 and December 2004 (AusAID, 2004).  

The 1993 joint PNG / Australia health sector study recommended Australia’s aid program 

address a number of issues (AusAID, 1995b). These included health service management, 

women and children's health programs, disease control, environmental health and health 

promotion (AusAID, 1995b). Secondary and tertiary services were also targeted with 

additional assistance for disadvantaged provinces (AusAID, 1995b). The WCH Project 

design reflected some of these recommendations by setting objectives for strengthening 

provision of an affordable and sustainable level of MCH services (AusAID, 1995b). This 
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was envisaged as being achievable through enhanced quality and coverage of services, and 

reduced maternal and infant morbidity and mortality (AusAID, 1995b, p.14). 

The key objective of the WCH Project was to  

reduce the levels of morbidity and mortality for women and children by 
enhancing the quality and coverage of women and children’s health services, 
particularly at the community level, throughout PNG (AusAID, 1995b, p.14).  

Key intended outputs were “improved access to health services; health services with better 

trained staff; and improved health facilities for women and children in districts and villages” 

(PNG Women and Children's Health Project, 1999, p. 6). 

AusAID initiated the tendering process in Australia and assessed the capacity of interested 

agencies and organisations to manage implementation of the project. The International 

Development Support Services, in collaboration with the Burnet Institute and ACIL 

Australia Pty Ltd., won the contract. Four country-based international technical advisers 

were engaged to assist with implementation following signing of the MOU in 1998 (PNG 

Women and Children's Health Project, 1999). In 1999 I was one of those technical advisers 

employed to coordinate the Project’s community health initiative activities input. 

The changing political and economic environment and foreign aid development context 

resulted in a ‘re-scope’ of Project objectives and outputs mid-way through the project in 

2001. While the re-scoped Project design retained the original overall framework, goal was 

re-defined as “improve the health of the women and children of Papua New Guinea” (PNG 

Women and Children's Health Project, 2002, p. 3). The purpose was further clarified as 

building: 

capacity for the achievement of family health initiatives in the National Health 
Plan through support, at national, provincial, district, health facility and 
community level, for programs in women’s health and safe motherhood, child 
health, reproductive health and nutrition (PNG Women and Children's Health 
Project, 2002, p. 3). 

Although the Project focused on improving the health of women and children, the 

fundamental problems of sanitation, hygiene, and housing affect all members of the 

community. Therefore, to effect change in increased community support for the health of 

women and children requires behaviour and attitude changes in individuals and the wider 

community. 
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2.5 Summary 

This Chapter examined literature on promoting health and ‘healthy community’ settings. 

Health promotion and primary health care were defined. The principles of health promotion 

and community health development were examined. The Ottawa Charter’s five key 

strategies guiding health promotion activities, considered essential for success, were 

investigated within the PNG context. Models of health program planning were considered. 

Green & Kreuter’s (2005) PRECEDE-PROCEED model of health program planning, that forms 

the theoretical framework for this thesis, was examined. Development aid to PNG, 

Australia’s contribution to the PNG health sector, and the influence of Australia’s aid on 

health outcomes were explored and the influence on outcomes introduced. The AusAID 

funded PNG Women and Children’s Health Project was introduced. 

Chapter Three retrospectively analyses the design, planning and re-alignment of WCH 

Project community strategies against Green & Kreuter’s (2005) PRECEDE-PROCEED model 

of health program planning. 
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Chapter Three: A Review of WCH Project Intervention 
Design & Re-alignment 

3.1 Introduction 

Green & Kreuter’s (2005) PRECEDE-PROCEED model of health program planning provides a 

research derived framework for designing, planning and evaluating health programs. This 

Chapter applies the model retrospectively to analyse the WCH Project design, planning and 

re-alignment of community strategies. Events and WCH Project documentation relevant to 

the community engagement strategies are reviewed and analysed. This chapter analyses the 

social, epidemiological, educational and ecological factor, as well as providing a critique of 

administrative and policy assessment of the WCH Project design (Green & Kreuter, 2005).  

A thorough examination of a broad range of historical documents and reports provided the 

background to this section of the thesis. Archival documentation, external and internal 

reports, government and organisational documents were examined to provide a detailed 

historical analysis. Events leading up to the design of the Project (1990 - 1995) through to 

the re-alignment of the strategic approach prior to implementation (1999) were appraised 

against the PRECEDE-PROCEED model. 

I was engaged as the community health technical adviser to the WCH Project 

implementation team in May 1999. Therefore, I played an integral part in the re-alignment of 

the community engagement intervention strategies. 

3.2 Social Assessment 

Phase One of the PRECEDE-PROCEED planning framework analyses the quality of life of the 

target population through a social assessment and situational analysis (Green & Kreuter, 

2005). This allows for identification of people’s perceptions of their own needs and quality 

of life. People’s capacities to problem solve, the resources available to them, and their 

readiness to change are identified (Gielen & McDonald, 2002; Green & Kreuter, 2005). The 

use of multiple data collection techniques in this step helps gain insight into the intrinsic 

relationship between people and their environment. This can ultimately influence their health 

and quality of life (Green & Kreuter, 2005).  

In 1995 international consultants, in consultation with senior government health officials 

undertook a situational analysis and social diagnosis sourcing secondary data (AusAID, 

1995a; 1995b). They identified the serious state of health of women and children in PNG as 

the relevant quality of life concern (AusAID, 1995b). The alarmingly high rates of maternal 

and infant mortality were of grave concern to the PNG Government at the time (AusAID, 
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1995b). Women were dying from pregnancy and childbirth related complications, and 

infants were dying immediately after childbirth or within the first five years of life (AusAID, 

1995b; PNG Ministry of Health, 1996). These problems became the focus of the WCH 

Project. 

The PRECEDE-PROCEED model however, is based on the principle of active participation of 

the intended audience in all stages of the planning process (Green & Kreuter, 2005). This 

provides valuable insight into social and economic determinants affecting quality of life, and 

is a critical factor in gaining commitment to sustainable change (Green & Kreuter, 2005). It 

also enhances the community’s capacity to address other issues in the future (Gielen & 

McDonald, 2002; Green & Kreuter, 2005).  

The WCH Project designers identified health workers as the target audience for the Project, 

with individuals in the wider community (women, children, and men) as the ‘grass roots’ 

beneficiaries (AusAID, 1995a, 1995b; PNG Ministry of Health, 1996). The Project design 

documentation assumes the target audience would agree with Project goals, rather than 

engaging them in initial planning (AusAID, 1995b).  

According to Green & Kreuter (2005) the success of a program depends on two factors. 

These are the implementing agency’s strengths, and the degree to which the target audience 

are engaged from the commencement of the planning process (Green & Kreuter, 2005). 

AusAID’s contract with an Australian commercial company requires commitment to 

‘partnering’ with the relevant recipient government sectors for Project implementation 

(AusAID, 2002a). The contracted company is constrained by an agreed Project design that 

inhibits the flexibility to adjust Project focus prior to implementation through target audience 

consultation.  

3.3 Epidemiological Assessment 

Green & Kreuter (2005) emphasise the need to identify specific health problems with the 

potential to influence the priority health issue. Therefore, Phase Two of the model allows 

program planners to focus on the relationship between quality of life and the health status of 

the population (Green & Kreuter, 2005). Genetics, behaviour and environmental problems 

for example, are identified as adding value to the process of developing measurable 

objectives. Factors influencing the pattern of behaviours and lifestyle of the target audience 

are identified (Green & Kreuter, 2005). Environmental factors are those outside the 

individual or target audience that can be modified to support behaviour change and improve 

health or quality of life (Green & Kreuter, 2005).  
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Analysis of data gained through the social assessment is combined with a secondary analysis 

of relevant statistics, records and survey reports (Green & Kreuter, 2005). This provides 

program planners with the rationale for prioritising health problems contributing to social 

problems, and allows for setting appropriate goals and measurable objectives (Green & 

Kreuter, 2005).  

The WCH Project designers identified a number of health, lifestyle and environmental 

problems influencing the health of women and children. These included high maternal and 

infant morbidity and mortality rate, increased prevalence of communicable and immunisable 

diseases, and high incidence of malnutrition in children under-five (AusAID, 1995b; 

Cibulskis, 1998). Lifestyle and social issues included low female literacy levels and poor 

education, poor social status and social disintegration, low economic status and over-

population (AusAID, 1995b; Cibulskis, 1998). Environmental problems included poor 

hygiene (personal and environment) and diet, limited access to clean water and inadequate 

sanitation (waste and faecal matter) (AusAID, 1995b; Cibulskis, 1998). Geographical 

isolation and lack of transport was exacerbated by poor road infrastructure (AusAID, 1995b).  

Community support for health services was deteriorating, aggravated by limited quality 

services and concomitantly reduced compliance with health advice (AusAID, 1995b). This 

was due to factors relating to the community, but also the accessibility and availability of 

essential health services and the quality of health care provided (AusAID, 1995b). A number 

of factors influenced the community’s use of health services and timing in seeking qualified 

assistance. These were distance of health facility from residence, absence of health staff, 

attitude of health workers towards community members, and limited health prevention 

advice given (AusAID, 1995b). Other factors that influenced were incorrect diagnosis and / 

or treatment, lack of drugs to treat adequately, and the inability of rural families to pay for 

services (AusAID, 1995b). Factors influencing use of maternal health services were limited 

access to care, limited quality emergency obstetric care, and lack of supervision by a skilled 

birth attendant (AusAID, 1995b; PNG Ministry of Health, 1996). Statistics showing low 

rates of family planning compliance, antenatal attendance and skilled attendant at birth, and 

low immunisation rates prevented attainment of national health targets (AusAID, 1995b; 

PNG Ministry of Health, 1996). All these factors influenced the serious decline in the health 

of women and children (PNG Ministry of Health, 2000b). Therefore, improving the health of 

women and children was deemed to be of major importance to PNG (AusAID, 1995b; PNG 

Ministry of Health, 1996).  
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3.4 Educational and Ecological Assessment 

Phase Three of the planning process builds on previous assessments by identifying those 

factors that influence health, behaviour, lifestyle and environmental change (Green & 

Kreuter, 2005). These causal factors can be grouped into three categories, namely 

predisposing, reinforcing and enabling factors (Green & Kreuter, 2005). The process of 

classifying determinants of behaviour change aids identification of appropriate intervention 

strategies to achieve desired changes and address target audience needs (Green & Kreuter, 

2005).  

The predisposing, reinforcing, and enabling factors identified by WCH Project designers 

were confirmed by Project technical advisers prior to implementation (PNG Women and 

Children's Health Project, 1999). Predisposing factors were community compliance. These 

included cultural beliefs about cause of illness, lack of awareness about health and 

preventive measures, limited education, and women’s low value in society (PNG Ministry of 

Health, 2000b). Limited capacity to take responsibility for health was influenced by attitude, 

need and desire to change, and a lack of confidence in the quality of health services 

(AusAID, 1995a, 1995b). 

Reinforcing factors identified were improved health of individuals, admiration and approval 

of peers, recognition by community leaders, and pride in the community’s health status 

(AusAID, 1995a; 1995b). Others included the need for respect and support of health 

workers, confidence to act based on personal knowledge and skills, and empowerment of 

others for self-reliance in health (AusAID, 1995a; 1995b). 

The enabling factors identified were accessibility, availability, and affordability of health 

services, and the quality of health services provided (AusAID, 1995a, 1995b). Factors in 

relation to the community included basic health knowledge and skills, resources available to 

facilitate action for change, and empowerment for action (AusAID, 1995a; 1995b). 

Again the project designers and PNG government assumed these factors rather than seeking 

verification (AusAID, 1995b). Project design documentation indicates information was 

gained from seven (30 per cent) relatively successful community health programs as 

background information. There appears to have been limited involvement of provincial and 

district level community health program staff in identifying factors influencing health, 

behaviour, lifestyle and environmental change (AusAID, 1995a, 1995b).  
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3.5 Administrative & Policy Assessment, and Intervention 
Alignment 

The administrative and policy assessment, and intervention alignment phase, or Phase Four 

of Green & Kreuter’s (2005) planning process identifies the most appropriate and clearly 

defined intervention strategies. These must align with the priority health issue and 

assessment made of required resources (human, financial, and equipment) (Green & Kreuter, 

2005). Organisational capacity to fully support the planned intervention, possible barriers to 

effective implementation, and the target audience’s readiness for change are also determined 

(Green & Kreuter, 2005). This ensures the intervention is adequately resourced prior to 

implementation (Green & Kreuter, 2005). Relevant policies in support of the intervention 

may need to be formulated or changed. 

The WCH Project designers identified community level support of individuals advocating 

for a healthier lifestyle as an important part of primary health care (AusAID, 1995b). The 

designers assumed raised awareness of women and children’s health issues among 

community leaders would better equip them to identify and address priority community 

issues. The designers anticipated this would be achieved in partnership with local health 

service providers. District level health workers were expected to mobilise community 

support by working collaboratively with village-level committees and health volunteer 

programs supporting MCH activities (AusAID, 1995b). The educational capacity and 

promotion of key players in the Project was ignored during the design process or, considered 

too contractually or politically difficult to address. 

As implementation was to occur simultaneously with improving the quality of health care 

and service delivery, Project community activities were designed to complement key MCH 

activities (AusAID, 1995b). The goal was for community members to become better 

informed about the cause and prevention of common illnesses (AusAID, 1995b). This would 

enhance their understanding of the need to seek appropriate and timely care, and willingness 

to act on preventive and health promoting information (AusAID, 1995b; PNG Women and 

Children's Health Project, 1999). Therefore, intervention design strategies underpinning 

community activities were anticipated to remove some of the barriers preventing rural health 

workers working effectively at community level (AusAID, 1995b). The strategies were 

expected to assist both government and non-government sectors to develop and implement 

appropriate and effective community health prevention programs (AusAID, 1995b). The 

Project design document indicates the central government’s capacity to ‘absorb’ or work 

effectively with the Project was considered adequate (AusAID, 1995b). The proposed 

Project activities were concordant with Department of Health priorities (AusAID, 1995b). 



 

  45 

The key objective of WCH Project community engagement strategies was to “foster 

community involvement in, and support for, the health of women and children” (AusAID, 

1995b, p.14). The five key strategies identified were support for the: (1) village birth 

attendant program; (2) men’s health educator program; (3) village health promoter program; 

(4) culturally appropriate community level health education materials; (5) two grant schemes 

to support community health development activities through community-based and non-

government organisations3 (AusAID, 1995b; PNG Women and Children's Health Project, 

1998). 

Donor support for the WCH Project ensured financial and equipment resources were 

available and adequate. Human resource capacity to support coordination of implementation 

from national to community level was restricted to one external technical adviser supported 

by national level counterparts. However, there were risks based on limitations evident within 

the administrative leadership identified through this process. As the strategic approach 

changed and the limited capacity of national counterparts was realised, it became obvious the 

Project was considerably under-resourced (International Development Support Services, 

2004; PNG Women and Children's Health Project, 1999). On-going discussions between the 

WCH Project and AusAID about expanding the level of Project adviser support, both 

external and local, received a positive response. This was confirmed under the 2001 ‘re-

scoped’ Project document (AusAID, 2001b). 

An assessment of the readiness of the target audience for change, and their willingness to 

collaborate and cooperate with implementation activities was unknown. The reason being 

they were not fully engaged at any stage during the planning process. Time, logistics and 

financial pressures of a donor aid project design generally preclude involvement of lower 

level target audiences. It is of paramount importance to involve the target audience in 

aligning any health promotion intervention with the priority health issue amidst changing 

circumstances (Gielen & McDonald, 2002; Green & Kreuter, 2005). However, this did not 

occur until just prior to implementation of the WCH Project community strategies.  

It was envisaged the WCH Project would complement a number of existing and proposed 

projects supported by AusAID and other donors (AusAID, 1995b; PNG Women and 

Children's Health Project, 1999). A two-year delay in commencement of project input meant 

most activities initiated under other projects had ceased to function. Figure 3 outlines the 

events leading up to commencement of Project implementation activities. 

                                                      
 
3 Non-government organisation is defined as all voluntary, non-profit community organisations 
(includes churches) operating primarily to support integral human development.  
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 1994 Government of PNG acknowledged poor state 
of health in women and children 

 
 

1995 AusAID assigned Design Mission team for  
WCH Project 

 
 

1996 Previous AusAID projects: 
Child Survival Program 

Population & Family Planning Project 
 
 

1997 WCH Project design document finalised 
 
 

 Both governments signed bilateral agreement 
 
 

 AusAID tendering process initiated 
 
 

1998 Memorandum of Understanding signed by 
both governments 

 
 

 Engagement of  
WCH Project implementation team 

 
  

Figure 3: Events leading to commencement of WCH Project activities 

Prior to implementation of community engagement activities, a number of events occurred 

that impacted on the WCH Project strategic approach. A 1998 mid-term review of the 

National Health Plan 1996 – 2000 indicated achievements in core family health indicators 

(antenatal and immunisation coverage, and family planning usage) (PNG Department of 

Health, 1998). However, these were well below set targets (PNG Department of Health, 

1998). Factors contributing to low coverage were attributed to political instability, 

devaluation of the Kina4, drought5, and slow implementation of the 1995 Organic Law 

(AusAID, 1995b; International Development Support Services, 2004). The Organic Law 

resulted in decentralisation of structures and functions transferring administration and 

funding to provincial and district levels (AusAID, 1995b). This limited the role of central 

level for policy development, standard setting, monitoring and evaluation (Bolger et al., 

2005).  

                                                      
 
4 Papua New Guinea currency 
5 Mainly in highlands region 
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Revitalising routine MCH services and increasing community support for these services was 

seen as a priority objective (AusAID, 1995b; PNG Department of Health, 1998). The goal 

was to reduce maternal mortality rates by one-half and child mortality rates by one-third 

(AusAID, 1995b). Immunisation coverage would be increased to 80 per cent for all antigens 

(AusAID, 1995b). All hospitals would be made ‘baby-friendly’, severe and moderate 

malnutrition would be reduced by one-half, and safe water would be provided to all 

(AusAID, 1995b).  

When Australian Project technical advisers arrived in June 1998 to commence 

implementation, they raised a number of concerns with the strategic approach to community 

activities. Concerns included the limited capacity of national counterparts to coordinate, 

monitor, and sustain community-level program activities after Project completion (PNG 

Women and Children's Health Project, 1999). There was no counterpart position allocated to 

support Project community health activities (PNG Women and Children's Health Project, 

1999). In light of the reduction in staff ceilings imposed by financial constraints, it was 

unlikely this would be rectified (PNG Women and Children's Health Project, 1999). Project 

technical advisers discussed their concerns with relevant stakeholders at national and 

provincial level (PNG Women and Children's Health Project, 1999). These included the (1) 

overwhelming scope of activities; (2) centrally coordinated ‘top-down’ approach; (3) cultural 

appropriateness of standardising traditional practices; (4) training, certification and 

regulation of village-level programs from national level; (5) idea of developing separate 

categories of health volunteers (PNG Women and Children's Health Project, 1998, 1999). 

The scope and coverage of community activities were intended for nation-wide 

implementation. Coverage would include all “19 provinces, 89 districts, 284 local level 

governments, nearly 6,000 wards and tens of thousands of villages” (PNG Women and 

Children's Health Project, 1999 p. 54).  

The Project design had been produced within the AusAID commercial contracting mode 

(AusAID, 2002a). This design required a hierarchical structure with a centralised ‘top-down’ 

management-controlled approach to engaging community support for improved maternal and 

child health (AusAID, 1995b; PNG Women and Children's Health Project, 1999). This was 

not congruent with community-based development contemporary best practice, the 

Department of Health’s ‘healthy settings’ approach, and application of WHO ‘healthy 

islands’ policies (Green & Kreuter, 2005; Ife, 2002; PNG Department of Health, 2003d; 

Talbot & Verrinder, 2005; World Health Organization & PNG Ministry of Health, 2000). 

Each of these latter philosophies however, is consistent with the approach advocated by 

Green & Kreuter (2005). Green & Kreuter’s (2005) model supports a much less structured 

‘bottom-up’ approach, with the community participating in the planning, implementation, 
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and evaluation processes. In addition, the feasibility of such a ‘top-down’ approach under 

decentralisation and within the current financial climate presented pragmatic concerns to 

Project advisers (PNG Women and Children's Health Project, 1999).  

Lessons learned from international and Papua New Guinea health volunteer programs 

demonstrated community ‘ownership’ as essential if activities are to be sustained (Alto, 

1996; Green & Kreuter, 2005; Parkes et al., 2001; Polly, 1999). Responsibility for health 

volunteers ideally resides with the community, supported by local health workers through 

training and supervision. PNG’s 1997 new Organic Law made this even more pertinent 

(PNG Women and Children's Health Project, 1999; Polly, 1999). 

The idea of establishing three nationally coordinated and managed health volunteer program 

units proposed in the WCH Project design was considered inappropriate (PNG Women and 

Children's Health Project, 1999). It was envisaged these units would implement and monitor 

expansion at the community level. At the time the Department of Health did not have a 

policy on village-level health volunteer activities (PNG Women and Children's Health 

Project, 1999; Polly, 1999). In addition, the capacity and resources of the NDoH were 

limited in providing on-going support and monitoring of village-level health volunteers from 

national level (PNG Women and Children's Health Project, 1999). 

Project technical advisers proposed several variations so that strategies would be more 

closely aligned to the actual situation (PNG Women and Children's Health Project, 1999). 

These included combining activities related to development of three separate health-

volunteer training programs (village birth attendant, men’s health educator, and village 

health promoter) into one single activity to reduce overlap (PNG Women and Children's 

Health Project, 1999). It was suggested the strategic focus develop and expand health 

volunteer programs, building on what already existed or was emerging (PNG Women and 

Children's Health Project, 1999). This approach was more congruent with community 

development approaches (Green & Kreuter, 2005; Ife, 2002; Talbot & Verrinder, 2005). The 

concept was further explored with the support of the target audience under a formal review 

process during the 1999 national forum (Ashwell, 1999; AusAID, 2001b).  

Project designers had identified health workers as the main target audience for community 

engagement activities. Project technical advisers refined this to target the managers and 

implementers of community-based health initiatives (PNG Women and Children's Health 

Project, 1999). The reason was these people supported ‘grass roots’ beneficiaries to increase 

their awareness of the need for improvements in community level maternal and child health 

(AusAID, 1995b, 2001b).  
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Although Project designers had not previously involved the target audience in developing 

intervention strategies, Project technical advisers addressed the situation prior to 

implementation (AusAID, 1995b, 2001b). An extensive consultation process engaged key 

stakeholders from national to community level (PNG Women and Children's Health Project, 

2000a; Polly, 1999). AusAID agreed to a review of the current situation, and await the 

outcomes of consultation. 

Department of Health technical advisers and project officers within Family Health Unit and 

Health Promotion Branch were also consulted (PNG Women and Children's Health Project, 

1999; Polly, 1999). Project advisers attempted to engage their support, and explore strategic 

linkages between implementation of the WHO ‘healthy settings’ approach and the proposed 

Project strategies (Ashwell, 1999; Polly, 1999). It appeared the limited capacity of national 

counterparts. For example, in understanding these concepts influenced the level of co-

operation and collaboration that was forthcoming (International Development Support 

Services, 2004). Chapter Four provides an in-depth examination of the process of 

collaboration that occurred throughout implementation. 

A national forum and technical workshop in July 1999 fed directly into a re-alignment of 

intervention strategies (Ashwell, 1999). These meetings engaged a broad spectrum of 

opinions from key local and international leaders, and experienced provincial and district 

level managers of community-based health initiatives (Polly, 1999). The forum actively 

sought participants’ technical support, co-operation, and collaboration in identifying a 

culturally appropriate strategic approach. Participants represented government, Church, 

NGOs and community-based organisations across provincial, district and community levels 

(Ashwell, 1999; Polly, 1999). Their collaboration re-focused planning into a ‘bottom-up’ 

process (Green & Kreuter, 2005; Ife, 1995; Talbot & Verrinder, 2005). 

The forum and technical workshop defined the role of village-level health volunteers in PNG 

and developed a policy framework (Ashwell, 1999). Key strategies for implementation and 

expansion of a nation-wide village-level health volunteer program were recommended 

(Ashwell, 1999; Polly, 1999). Technical workshop participants designed a national 

curriculum for training health volunteers, and produced a revised manual on program 

management (Ashwell, 1999; Polly, 1999).  

The Secretary for Health challenged forum participants to “link up national community 

initiatives such as village-level health volunteer programs to the formal health services” 

(Ashwell, 1999, p. 4). His statement provided participants with incentive to contribute to 

crucial changes in the Project (Ashwell, 1999). This helped change the balance of power for 

communities through increased knowledge, empowerment, and greater self-reliance in health 
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(Green & Kreuter, 2005; Ife, 2002; PNG Department of Health, 2000b; Talbot & Verrinder, 

2005). Figure 4 demonstrates the relationship between Project technical advisers and key 

stakeholders and their role in the re-alignment process. The solid black lines show the reach 

and strength of engagement of WCH Project technical advisers’ with key stakeholders and 

the target audience. 
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Community Health Educator / 
Researcher – May 1999 onwards 

• Responsible for coordination & 
implementation of community 
initiatives under WCH Project 

• Drafted history of village-level 
health volunteer programs in PNG 

• Co- facilitated National Forum & 
Technical Workshop 

• Reported on Forum & Workshop 
• Collaborated with Short Term 

Adviser in drafting strategies for 
community initiatives 

Short Term Adviser - 
July – September 1999 

• Conducted Review of VBA/MHE/VHP 
• Co- facilitated National Forum and 

Technical Workshop 
• Advised on strategies for 

implementation of community 
initiatives under WCH Project 

• Developed VHV Policy 
• Developed VHV Program 

Implementation Guidelines (based on 
review by Technical Workshop 
participants) 

NATIONAL 
DEPARTMENT OF 

HEALTH 

Health Promotion 
Branch 

Health Improvement 
Branch 

Healthy Islands 
Unit  

CAP Technical 
Officer 

Family Health 
Unit  

Reproductive Health & Child 
Health Technical Officers 

• Assisted with facilitation at National 
Forum & Technical Workshop 

Women’s & Children’s 
Health Project 
July 1998 onwards 

Australian 
Team Leader 

Provincial Division of 
Health 

District Health 
Services 

Church Health 
Services 

Village-level Health Volunteer Programs 

Technical Workshop (July 1999) 
Co-facilitator: Researcher & Short 
Term Adviser 
Participants: Representatives from 
National, Provincial, District & 
community level  
Achievements: 
• Drafted generic national curriculum 

& task analysis 
• Revised VBA/CBD Program 

Implementation Guidelines for VHVs 

National Forum (July 1999) 
Co-facilitator: Researcher & Short 
Term Adviser 
Participants: Representatives from 
National, Provincial, District & 
community level  
Achievements: 
• Agreed to combine all current health 

volunteer roles into one  
• Agreed to the name ‘Village Health 

Volunteer’ to include all volunteers 
• Drafted VHV Policy 

NGOs / CBOs 
International, 

National, 
&Community 

LEGEND 
Strong collaboration 

  Limited collaboration 
              Line of management 

 

Figure 4: Titles, roles, and relationships of individuals in the 1999 review of WCH Project community engagement strategies  
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The development of a national policy for village health initiatives and VHVs set the scene 

for linking VHVs to the formal health services (PNG Women and Children's Health Project, 

2000a; Smith, 2004). Project technical advisers also supported officers within Health 

Promotion Branch by contributing to development of policies on health promotion and 

community participatory action (Polly, 1999; Smith, 2004). 

The 1999 review of health volunteer programs combined lessons learned from PNG and 

international community health development programs with input from the national forum 

(Polly, 1999). This gave clear direction to the WCH Project and Department of Health for 

revising the strategic approach to health volunteer activities (Polly, 1999). The revised 

strategic approach incorporated the new combined role for health volunteers and focused on 

activities that would foster community involvement in maternal and child health. In framing 

strategies, consideration was given to the Project’s focus and constraints in terms of 

contracted expected outcomes, and available resources, with the ideas in the design (PNG 

Women and Children's Health Project, 2000a; Polly, 1999). The re-aligned strategies aimed 

to: (1) partner with NDoH to support VHV programs focused on maternal and child health; 

(2) strengthen and expand the scope of existing VHV programs; (3) support the development 

of new and expanding VHV programs; (4) re-orientate health workers through in-service 

training (AusAID, 2001b). These strategies were combined with existing Project strategies of 

developing culturally appropriate health education materials and NGO grant scheme 

supporting community health development initiatives (AusAID, 2001b). AusAID re-iterated 

their support through a 2001 review or ‘re-scope’, that drew on international consultants who 

endorsed the re-aligned community engagement approach (AusAID, 2001b).  

Figure 5 presents an analysis of Green & Kreuter’s (2005) PRECEDE-PROCEED model against 

the WCH Project planning process. The multi-directional relationships between health, 

lifestyle, and environmental problems, interacting on the health of women and children in 

PNG are demonstrated. 
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Quality-of-life 
concern: 

HEALTH OF 
WOMEN AND 
CHILDREN  

Poor maternal health 
High maternal mortality 
Poor infant health 
High infant mortality 
Poor child health 
High child mortality  
Malnutrition 
Anaemia 
Diarrhoea 
Communicable diseases 
Immunisable diseases 

Behaviour 

Environment 

HEALTH PROGRAM 
PROGRAM  

Policy regulation organisation 
Policy – Healthy Islands, Family 
Health educate community, nil for 
partnership in health. 
Resources – time, budget, personnel 
(NDoH, local & International) 
Circumstances – attitude, 
commitment, technical capacity. 

Predisposing factors 
Knowledge of health 
Basic health skills 
Beliefs (cause of illness) 
Values (women & children) 
Attitude (need/desire to change) 
Health seeking behaviour 
Confidence (demand quality 
health service) 
Capacity (take responsibility for 
own health) 

Reinforcing factors 
Improved health of individuals / 
families & community 
Admiration & approval of peers 
Recognition by community leaders 
Pride in healthy community status 
Respect & support of health workers 
Confidence to act based on 
knowledge & skills 
Confidence to empower others to act 

Enabling factors 
Accessible health services 
Available health services 
Quality health services  
Affordable health care 
Basic health knowledge & skills  
Empowered to take action 
Resources available to facilitate 
action for change in community 

Low level of literacy 
Poor education 
Poor social status 
Social disintegration 
Low economic status  
Overpopulation 
Geographic isolation  
Poor road infrastructure & transport  
Poor hygiene (personal & environment) 
Poor diet 
Lack of access to clean water  
Poor sanitation (waste and faecal matter) 
Lack of health literacy & skills 
Lack of access to health services  
Poor quality health services 
Lack of preventive health service coverage (MCH) 
Poor use of health services 
Poor community compliance with health advice 

Educational Strategies 
Strengthen capacity of Dept. Health 
to support VHV Programs 
Strengthen & expand scope of VHV 
Programs 
Support development of new VHV 
Programs 
Re-orientate health workers through 
in-service training – CAP Process 
Develop and disseminate IEC 
materials 
Support community initiatives thru 
NGO Grants Scheme 

Genetics 

Health 

 

Figure 5: WCH Project community health program planning process analysed against Green & Kreuter’s (2005) PRECEDE-PROCEED framework, 
identifying factors influencing the health of women and children in PNG. 
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Figure 6 summarises the events that occurred during the initial stages of WCH Project 

implementation that led to the adoption of the re-aligned strategies.  

 
 1998 Situational analysis conducted 

 
 

 Department of Health requested help with 
community engagement process 

 
 

1999 Analysis of village-level health volunteers 
 
 

 Review, forum and technical workshop 
Development of policy, guidelines and revised 

strategies 
 

2000 VHV Policy and CAP Process approved by 
Department of Health 

 
 

 Establishment of VHV technical working group 
 
 

2001 ‘Re-Scope of WCH Project activities 
AusAID confirmed revised community 

engagement activities   

Figure 6: Events leading from commencement of WCH Project activities to re-aligned 
strategic approach  

Figure 7 highlights the significant international and national events, which took place 

between 1990 and 2003 and influenced the Project’s strategic approach to community 

engagement activities. 
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YEAR DONOR AGENCIES GOVERNMENT OF PNG DEPARTMENT OF HEALTH  

2003 AusAID – WCH Project & Health 
Services Support Program 
Technical adviser support development 
of policy and action plan 

WHO – Technical adviser support for 
policy and action plan 

 Developed Healthy Islands Action Plan  

Health Promotion Policy developed 

2002 AusAID - WCH Project  
Re-scope document approved (included 
community strategies) 

 Declared Tun village (WHP) a ‘healthy 
village’  

2001 AusAID - WCH Project 
Reviewed Project approach 

Re-scoped Project strategies 

WHO – Technical adviser support for 
Healthy Islands & Madang meeting 

AusAID – Health Services Support 
Program 
Technical advisers support community 
participation and healthy settings 
approach 

� National Health Plan 20001 – 2010 
� Hosted Regional Healthy Islands 

Conference in Madang (March) 
Madang Declaration, an outcome of 
this conference 

Coordinated community participation 
practitioners meeting (May) 

Declared Kiam village (WHP) a ‘healthy 
community’ 

Model healthy villages established in 
Madang & Simbu 

2000 AusAID - WCH Project 
CAP Process, Guide/Kit field tested 

Trained master trainers in CAP Process 

Established VHV Technical Advisory 
Group 

� Parliament approved Healthy Islands 
Framework (Feb) 

� Multi-Sectoral National Coordination 
Committee for Healthy Islands 
established (Feb) 

VHV Policy approved 

CAP Process approved 

1999 AusAID - WCH Project 
Reviewed VBA/MHE/VHP activities 

National Forum & Technical Workshop 

Revised community strategies  

CAP Process, Guide/Kit developed 

WHO – Technical adviser support for 
Healthy Islands 

 Developed Healthy Islands Framework 
(Dec)  
Healthy market setting initiated at 
Gordon’s market, Pt. Moresby 

Health Promotion Branch collaborated 
with WCH Project to develop CAP 
Process 

Family Health Unit collaborated with 
WCH Project for National health 
volunteer forum & technical workshop 

1998 AusAID - Population Family Planning 
Project 
Reviewed VBA & CBD activities / 
Implementation Guidelines developed 

AusAID - WCH Project  
Inception Phase commenced (July) 

Baseline study conducted (Oct) 

� PNG National Executive Council 
decision No. 10/98 endorsed (Jan) 

� Mid-term Review of National Health 
Plan 1996 – 2000 (June) 

� 1998 declared Year of Healthy Islands 
� Signed MOU for WCH Project 

(August) 

Established Healthy Islands working 
groups 

National Health Expo theme ‘Towards 
Healthy PNG Islands’ (March) 

Request technical assistance of WCH 
Project for CAP Guide/Kit (Nov) 

1997 AusAID - WCH Project Design 
Document approved 

  

1996  � Demographic Health Survey 
� PNG National Health Plan 1996 – 

2000 (May) 

Healthy Island settings approach 
initiated 

Environmental Health Unit & Health 
Promotion Branch mobilised 
communities using PHAST model in 
Yalu village, Morobe 

1995 AusAID - Design Mission for Women & 
Children’s Health Project 
AusAID - Child Survival Program 
Phase 2  - AusAID funds key elements 
(mid 1995 to end 1996) 

� Signed Yanuca Declaration pledging 
commitment to Healthy Islands 
concept 

� New Organic Law on Provincial & 
Local Level Governments 

� Reconfirmed commitment to Mid-
Decade Goals for Children (Sept) 

 

1994  � National Executive Council endorsed 
Health Review Study Report (June) 

� Financial crisis hits PNG (Civil unrest 
in Bougainville) 

 

1993 AusAID – Collaborated with Health 
Sector Review 

AusAID - Funds Child Survival Program 
(Phase 2) 

� Commitment to Mid-Decade Goals 
� Joint PNG/Australia Health Sector 

Study 
� Signed bilateral agreement with 

AusAID for nationwide Child Survival 
Program (Phase 2) 

 

1992    

1991 U.S. AID Child Survival Support 
Project activities commenced  
(Phase 1) 

 1st National VBA meeting (standards & 
curriculum developed) 

1990  � Signed Declaration on Survival, 
Development & Protection of Children 

 

 

Figure 7: Timeline of significant events between 1990 and 2003 influencing WCH 
Project community engagement strategies  
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3.6 Discussion 

The WCH Project technical advisers, working within the context of a donor funded aid 

project, were constrained by a number of factors. They were presented with a pre-determined 

set of priority health issues and ways to address these. Added to this were constraints of pre-

defined goals and objectives, and a contractual agreement limiting adjustment to program 

planning. Involvement of the target audience was limited (Green & Kreuter, 2005). The 

contractual environment failed to allow time and flexibility to fully engage the target 

audience in the planning process. This affected the ability to gain full cooperation and 

collaboration for implementation, and develop target audience ‘ownership’ of the 

intervention. Nor did it allow for flexibility to adapt to changing circumstances.  

AusAID further constrained implementers through a typical contract that required ‘input’ 

activities and expected ‘outputs’ according to an agreed design within a given timeframe. 

This approach placed pressure on external technical advisers to implement activities, with or 

without the support of counterpart officers. It did not allow time for Project advisers to 

establish relationships, work at the pace of national counterparts, or collaborate with the 

target audience. By restricting consultation to central level, it was left to senior health 

officials to interpret the needs of lower level stakeholders. This approach had the potential to 

impact significantly on the target audience’s cooperation and collaboration, and the success 

or failure of intervention activities (Green & Kreuter, 2005). Again this can have a 

significant influence on the target audience’s claim to ‘ownership’ of, and the long-term 

sustainability of, the intervention (Green & Kreuter, 2005; Ife, 2002; Talbot & Verrinder, 

2005).  

Based on experience, the original ‘top-down’ design would theoretically have failed because 

of a lack of ‘ownership’ and involvement of the target audience in design of the intervention. 

The re-aligned approach supported a ‘bottom-up’ approach that was more consistent with the 

principles of community-based health development (Green & Kreuter, 2005; Ife, 2002; 

Talbot & Verrinder, 2005).  

Involvement of the target audience in re-aligning the intervention amidst changing 

circumstances was achieved through the formal process of the 1999 national forum and 

review (PNG Women and Children's Health Project, 2000a). This positively influenced the 

level of cooperation and collaboration in implementing Project activities (PNG Women and 

Children's Health Project, 1999, 2000b).  

Project technical advisers confirmed behaviour and environmental factors influencing the 

priority health issue identified in the original design (AusAID, 2001b). This was achieved 
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through an extensive review process prior to implementation and framed against statistical 

data through improved data collection methods (AusAID, 2001b; Gielen & McDonald, 2002; 

Green & Kreuter, 2005). The review identified the most culturally appropriate intervention 

strategies, re-assessed the required resources and their availability to help implement the 

interventions (Green & Kreuter, 2005; PNG Women and Children's Health Project, 1999). 

The national policy on village health initiatives and VHVs gave clear direction to the 

Department of Health for existing and future community-based health activities.  

The policy environment enabled Project advisers to effectively identify and manage issues 

and concerns raised. The forum and technical workshop provided opportunity for the target 

audience to contribute to development of culturally appropriate strategies. This provided a 

more feasible approach to program implementation, and theoretically would influence a 

more sustainable outcome (Green & Kreuter, 2005). However, the motivation and 

educational capacity of key players during implementation presented Project technical 

advisers with immense challenges to overcome within a politically difficult climate and a 

business model of donor aid. 

3.7 Summary 

This Chapter analysed the WCH Project design, planning and re-alignment of community 

strategies against Green & Kreuter’s (2005) PRECEDE-PROCEED model of health program 

planning. The original Project design’s objectives and expected outcomes were pre-

determined. The contractual environment did not allow time and flexibility to fully engage 

the target audience in the planning process. The design’s ‘top-down’ approach was revised 

through a formal process that engaged the target audience in re-aligning Project strategies 

through a more ‘bottom-up approach.  

Chapter Four extends the retrospective critique by analysing the Project’s CAP process and 

VHV program activities during implementation and evaluation processes between 1999 and 

2004. The collaboration between Project technical advisers and Department of Health 

counterparts that was part of implementation are explored. 
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Chapter Four: A Review of WCH Project Implementation 
and Evaluation Processes 

4.1 Introduction 

This Chapter continues the critique of WCH Project community strategies analysing 

implementation, and process and impact evaluation against Green & Kreuter’s (2005) 

PRECEDE-PROCEED model. Events and documentation relevant to the WCH Project, in 

particular the CAP process and VHV program activities are reviewed and analysed. The 

collaboration between Project technical advisers and Department of Health counterparts, 

which was a key part of implementation, will be explored.  

Relevant reports and documentation produced under the WCH Project between 1998 and 

2004 were an important source of reference material for this section of the thesis. A record 

audit of other relevant reports and documents produced by health related Projects, Agencies 

and Organisations were also examined. These included documentation produced by the 

AusAID funded Health Services Support Program, World Health Organization, United 

Nations Children’s Fund, local non-government organisations and Church health services. 

Other relevant reports and documents produced at national, provincial, district and 

community level were identified and reviewed, especially those produced between 1995 and 

2006. Participant observation and personal recollection of events were used to aid in analysis 

of the historical strengths and weaknesses of implementation against the PRECEDE-PROCEED 

model (1999 – 2004).  

In my role as the WCH Project external technical adviser responsible for community health 

activities, I played an integral part in the implementation and evaluation processes. Between 

May 1999 and March 2002, my responsibilities covered Project input in support of the CAP 

process and VHV Programs. One community technical officer in the NDoH Health 

Promotion Branch’s Healthy Islands Unit provided counterpart support for CAP process 

activities. Coordination of VHV Program activities was the responsibility of technical 

officers in the NDoH Health Improvement Branch’s Family Health Unit.  

In January 2002, the Project engaged a local technical adviser as VHV Program Coordinator 

to work alongside me. In April 2002 I relinquished responsibility for CAP process activities 

to the newly appointed external and local Project technical advisers. This freed me to 

concentrate on VHV Program activities. On completion of Project VHV program activity 

input in December 2003, I handed over responsibility to the appointed NDoH Family Health 

Unit officer for VHV Program coordination. Local and external Project technical advisers 
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continued to oversight other Project community activities till December 2004 when the 

WCH Project contract was formally completed.  

I realised my personality and previous developing country experience influenced the way I 

managed implementation of community activities and interacted with counterparts and target 

audience. Throughout this Chapter I have attempted to look critically and fairly at my role, 

and that of others. However, I am conscious that my own style of approach influenced the 

cooperation and collaboration from counterparts and the outcome of the interventions. 

4.2 Implementation 

Phase Five of Green & Kreuter’s (2005) PRECEDE-PROCEED model for health program 

planning considers implementation. Green & Kreuter (2005) explain the key ingredients of 

effective implementation include a well thought-out plan, an adequate budget, and solid 

organisational and policy support. Constructive training and supervision of staff 

implementing the program, and careful monitoring and process evaluation are also essential 

(Green & Kreuter, 2005). Sensitivity to peoples’ needs, flexibility in changing 

circumstances, and maintenance of a long-term perspective are also necessary according to 

Green & Kreuter (2005). 

Donor aid project designers must develop plans under serious limitations of time, contractual 

obligations and without a long term investment in outcomes. The WCH Project technical 

advisers recognised the need to re-visit the design and adapt strategies to the changed 

circumstances of the past three years (PNG Women and Children's Health Project, 1999).  

The WCH Project appeared initially to have an adequate budget. This allowed Project 

technical advisers the freedom to strengthen existing, and support new, VHV program 

initiatives between 1999 and 2002. Training and supervision of staff and careful monitoring 

of Project activities had been incorporated into the original design. However, there was 

limited organisational capacity within the NDoH to coordinate intervention activities after 

Project completion. 

Project capacity, although originally considered adequate, was soon realised as under-

resourced, with only one external community health technical adviser (AusAID, 1995b, 

2001b; PNG Women and Children's Health Project, 2000a). Also with national counterpart 

capacity limited, Project technical advisers would need to carry the full burden of 

responsibility for implementing activities. ‘Re-scope’ of the Project enabled engagement of 

additional technical advisers, two local and one external, which greatly enhanced the 

Project’s capacity to implement community activities. This however, did not enhance 
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national counterpart capacity. The pressure to meet contractual requirements resulted in the 

Project’s local advisers taking over the role of national counterparts. Limited NDoH capacity 

and resources to effectively manage and coordinate community health initiatives influenced 

national level ‘ownership’, integration and institutionalisation of the interventions (PNG 

Women and Children's Health Project, 1999). Counterpart staff had limited understanding of 

how the relationship between the CAP process and VHV program activities were 

conceptualised and achieved elements of the national ‘healthy islands’ initiative. This 

hindered the successful integration of these interventions within the Department’s own 

strategies (PNG Women and Children's Health Project, 2004).  

Although no policy existed for VHV or CAP process initiatives at commencement of Project 

implementation, Project technical advisers were able to contribute to their development 

between 1999 and 2004. Project advisers supported their counterparts within the NDoH 

Health Promotion Branch by contributing to the development of the National Policy on 

Health Promotion and the Healthy Village Implementation Guidelines (Ashwell, 2003; 

AusAID, 1995b; PNG Department of Health, 2003d; Smith, 2004).  

Project technical advisers trained and supervised counterpart staff and provincial and district 

health officers. This was achieved by training master trainers in the CAP process and trainers 

of VHVs. External Project technical advisers supported local Project technical advisers 

through ‘on-the-job’ training and supervised them to more effectively monitor community 

health initiatives. As a Project technical adviser, I made every attempt to strengthen the 

capacity of my NDoH counterpart technical officers to more effectively coordinate and 

monitor community health initiatives. The resultant mix of success and failure are explored 

in more detail later in this Chapter. The WCH Project managing contractor staff and AusAID 

officers monitored overall Project activities and output. The Department of Health’s internal 

weaknesses are recognised and acknowledged by donor partners (Bolger et al., 2005).  

4.2.1 CAP Process Intervention 

The role of the aid post orderly includes provision of curative care, health education, and 

support for community health development activities (Campos-Outcalt, 1989). However, 

most aid post workers focus primarily on their curative care role to the exclusion of other 

areas (Parkes et al., 2001). The Department of Health attempted to shift the focus off 

disease-centred service provision in 1987 by introducing a new cadre of health worker, the 

CHW (PNG Department of Health, 2001). The strengths of the CHW training program were 

promotion of a healthier community lifestyle and providing aid post level preventive health 

services for women and children (PNG Department of Health, 2001). The health system 

failed to capitalise on the benefits of this new CHW cadre (Parkes et al., 2001). The limited 
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number of graduate CHWs based at aid posts, and lack of community healthy lifestyle 

changes occurring in communities was evidence of this fact (Parkes et al., 2001; PNG 

Women and Children's Health Project, 1999). The Department of Health acknowledged the 

need to support a change in approach that strengthened rural health workers’ capacity to 

work more effectively with communities. The aim was to empower health workers to step 

outside their disease-oriented role and work more as promoters of healthier village lifestyle 

(PNG Department of Health, 2003d). 

Since 1996, technical advisers from NDoH’s Health Promotion Branch and Environmental 

Health Unit, in collaboration with the WHO, had been attempting to mobilise communities 

to become healthy communities. Use of a modified version of the WHO Participatory 

Hygiene and Sanitation Transformation approach had met with some success (Wood, 

Sawyer, & Simpson-Hebert, 1998). The approach builds confidence in individuals to take 

action to improve environmental sanitation by using a seven-step process for the prevention 

of diarrhoeal disease (PNG Department of Health, 2003d; World Health Organization, 

2000a). The result was improvements in water supply, sanitation and hygiene behaviours. 

Technical officers recognised the need to document their modified version, which was 

proving successful and culturally appropriate, and acknowledged their lack of capacity to do 

so (AusAID, 2001b). In late 1998 the Department of Health requested technical assistance 

from the WCH Project team. The Department sought to improve community participatory 

action in support of the government policy of ‘healthy settings’. The WCH Project activities 

emphasised improving aid post workers’ knowledge and skills that more effectively motivate 

communities to take responsibility for their own health (PNG Department of Health, 2000a, 

2003b; Wood et al., 1998). Technical assistance took the form of developing guidelines and 

motivational tools, and training in the use of these guidelines and tools. 

4.2.1.1 Development of CAP resources 

My national counterpart CAP technical officer assisted me to utilise community 

development principles and techniques in creating a uniquely Papua New Guinean approach 

to community mobilisation for health (PNG Department of Health, 2000a). A broader 

approach to community mobilisation for health, which expanded on the previous 

environmental sanitation work, became known as the CAP process (PNG Women and 

Children's Health Project, 2001). Exposure to the issues and achievements of the Department 

of Health’s efforts in establishing ‘healthy community settings’ gave me valuable insights in 

the Department’s needs (PNG Department of Health, 2000a, 2003d).  
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The CAP process utilises a six-step process enabling communities to actively identify 

priority needs and solutions, plan for participatory action, implement and evaluate 

achievements. The six steps in the CAP process are: (1) Get to know the community; (2) 

Assess community needs; (3) Decide on priorities for action; (4) Plan for change; (5) Take 

action together; (6) Evaluate the action and participation (PNG Department of Health, 

2000a).  

Thorough field-testing occurred in July 2000 at three pilot sites that included remote 

highland and lowland rural communities. National level counterpart technical officers 

assisted me in co-facilitating field-testing of the CAP process, guide and tool kit (See Plate 

4). This guided me in developing lesson plans, which I later used to develop a CAP Training 

of Trainers Manual. The manual was trialled by us during training of provincial and district 

level master trainers between August 2000 and March 2002. 

 

Plate 4 CAP process Guide and sample page of Tool Kit 

The theme of the CAP Guide was to mobilise participatory community action utilising 

activities in the CAP tool kit that emphasised improved health practices (PNG Department of 

Health, 2000a). This would help motivate community action in support of improved health. 

The CAP Tool Kit used black and white line drawings to help people understand the ‘root’ 

cause of illness and identify ways to improve health. The concept could be adapted to 

whatever problem was identified as a community priority needing to be change. 
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Teaching a community to use CAP process 

 
Helping community members to prioritise health 

needs 

Figure 8: Example of drawings used in VHV training materials supporting use of CAP 
process 
(Source: PNG Department of Health. (2003). Village health volunteer participant's manual 
(unpublished). Port Moresby: Papua New Guinea National Department of Health / Women and 
Children's Health Project.) 

Formal Department of Health approval for the CAP process, guidelines and tool kit was 

gained in November 2000 (PNG Department of Health, 2003b; PNG Health Services 

Support Program, 2001). In May 2001 the six-step CAP process was accepted as the official 

Department of Health ‘entry point’ when seeking to establish ‘healthy community’ settings. 

This was re-iterated in the Healthy Village Implementation Guidelines in 2003 (PNG 

Women and Children's Health Project, 2001).  

4.2.1.2 Building capacity through CAP process 

The Project provided technical assistance and financial support for training health and 

community development workers in the CAP process. The CAP Training Trainers Manual 

was used to train eight national level master trainers, 88 provincial level trainers, and 

numerous rural health workers between August 2000 and March 2002 (Smith, 2004). 

Initially the emphasis was on training aid post health workers, but this changed in 2002 to 

include non-government organisational staff, community development workers, and 

community leaders (Polly, 1999; World Health Organization & PNG Ministry of Health, 

2000). Although 1,189 individuals were trained in the use of the CAP process between 

August 2000 and December 2004, only 28 per cent were aid post workers (Smith, 2004).  

Project technical advisers facilitated the majority of trainings, supported by national 

counterparts. However, it is estimated only 35 per cent of master and provincial trainers 

actually participated in co-facilitating training (Smith, 2004). The need for Project advisers 

to achieve quality outcomes could have influenced their control of the training environment. 

Discussions with local trainers in 2006 revealed national level trainers and Project technical 

advisers are viewed as experienced senior health advisers commanding respect and awe. 

Therefore, local trainers tend to ‘step back’ and allow the visitors to take responsibility for 
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facilitating training, which is in line with PNG culture. The lack of local trainer participation 

exacerbated the ‘top-down’ approach to community health development, which may have 

influenced the outcome of activities. Chapter Six further explores the long-term outcome of 

this approach at community level.  

The initial training approach allocated two days to reviewing steps in the CAP process, using 

the guide and tool kit as resources. Participants practiced, using the tool kit, to identify 

priority needs and solutions. This was followed by two and half days of practical application 

in a community setting. Participants worked with community members to work 

progressively through the tool kit activities seeking to motivate their interest in initiating 

change.  

Donor expectations of timing for Project activity inputs and expected outputs meant training 

continued alongside revision of the guide and tool kit between 2002 and 2003. This meant 

the training approach varied considerably over the years, with different teaching styles and 

varying quality. In 2002, the approach and focus of training shifted (Refer to 4.3.1 on page 

88 for details). In addition, the content changed in line with the new information included in 

a re-write of the guide and tool kit. Therefore, it was almost impossible to gauge the full 

impact of CAP training over the long term.  

4.2.1.3 Institutionalisation of CAP process 

Institutionalisation of the CAP process began in 2001 when the Department of Health 

adopted it as the recognised approach to establishing ‘healthy community’ settings (PNG 

Women and Children's Health Project, 2004). Content of the revised version of the CAP 

Guide was incorporated into the revised CHW and general nurse training curriculums (PNG 

Women and Children's Health Project, 2004). On completion of Project activities in 

December 2004, Health Promotion Branch technical officers took on responsibility for 

coordination of CAP process activities (International Development Support Services, 2004; 

PNG Women and Children's Health Project, 2004). In 2005, two local Project community 

technical advisers were engaged by the AusAID funded Health Services Support Program 

and attached to the Health Promotion Branch. These advisers provided continuing support 

for the transition and increased the sustainability of the CAP activities. 

4.2.2 VHV Program Intervention 

The revised Project VHV program strategies were consistent with the Department of 

Health’s policy on health promotion and ‘healthy village’ settings (AusAID, 2001b; PNG 

Department of Health, 2003b, 2003d). The Project focused on strengthening existing and 

newly formed VHV program initiatives. Efforts concentrated on developing national policy, 
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standards and generic training materials, alongside strengthening management and training 

capabilities. 

In 1999, there were 25 health volunteer programs actively operating, managed by local and 

international organisations. Project activities supported expansion of VHV program 

initiatives to 44 by 2001 and 73 by 2003 (Ashwell, 2003). Twenty-eight new programs were 

established during the life of the Project, with 20 former programs re-ignited (Ashwell, 

2003). Figure 9 shows the expansion of existing and new VHV program initiatives resulting 

from WCH Project support between 1999 and 2003.  
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Figure 9: Expansion of VHV Programs between 1999 and 2003 

Standards for VHVs. 

The newly developed policy gave guidance to developing national standards (Ashwell, 2003; 

PNG Department of Health, 2003c). The policy ascribed the title ‘village health volunteer’ to 

all village-level health volunteers working in PNG. Roles and responsibilities were clarified, 

and the focus shifted from ‘assisted birthing practice’ to ‘health education’ that promoted a 

healthier lifestyle (Ashwell, 1999; PNG Department of Health, 2000b). Technical advisory 

group participants greatly assisted me in the development of national standards for VHVs 

and village health initiatives (VHI). The document, Minimum standards for village health 

volunteers in Papua New Guinea, was completed in 2003 (PNG Department of Health, 

2003c). (See Plate 5.) 
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VHV educating parents on family planning 

 
 

VHV educating community on safe motherhood 
practices 

Figure 10: Example of drawings used in VHV training materials depicting role of VHV 
(Source: PNG Department of Health. (2003). Village health volunteer participant's manual 
(unpublished). Port Moresby: Papua New Guinea National Department of Health/Women and 
Children's Health Project.)  

Partnerships between VHV programs and Department of Health.  

Technical advisory group meetings helped to develop a strong network and partnership 

between VHV programs and the Department of Health (Ashwell, 2003; AusAID, 2001b). 

This enhanced their cooperation and collaboration in VHV program activities within 

provinces, and between provinces within the Regions (Ashwell, 2003). Health volunteer 

program partners were government (provincial and district level), church, international and 

local NGOs and community-based organisations. Project support focused on VHV programs 

strengthening and expanding their scope of activities, and monitoring the effectiveness of 

program activities (Ashwell, 2003; PNG Women and Children's Health Project, 2002).  
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Plate 5: VHV policy and minimum standards 

4.2.2.1 Building capacity  

The Project sponsored an extensive array of activities between mid 2000 and the end of 

2003, in which I was the coordinator or main facilitator. Support for capacity building VHV 

program managers included technical advisory group meetings, program management 

training, and training in enhanced teaching skills using newly developed resources.  

Technical advisory group. 

The process of engaging VHV program managers in addressing their own problems was 

considered paramount to building management capacity (PNG Women and Children's Health 

Project, 1999; Polly, 1999). Their involvement helped create a sense of ownership of the 

intervention, and contributed meaningfully to developing culturally appropriate resources 

(AusAID, 1995b; Green & Kreuter, 2005; Polly, 1999). The Project supported establishment 

of a technical advisory group, which met six-monthly with managers of community-level 

health initiatives (Ashwell, 2003; Polly, 1999). The group incorporated a mix of government, 

church, NGOs and community-based organisations. I became the main facilitator of these 

meetings as my national Project assistant and Department of Health counterparts felt ‘out of 

their depth’. I encouraged them to facilitate sessions or activities as often as they were 

comfortable. If I was aware they were very familiar with the content of a particular session, 

or part thereof, then I would encourage them to facilitate that session section. I would remain 

in the background, always available to step in at any time they faced difficulty in continuing 
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the facilitation. I made sure I did this in a culturally appropriate manner so as not to cause 

them embarrassment in front of other health officers of similar or lower rank. 

Training program managers. 

Many VHV managers and trainers also gained exposure to a ‘successful’ community in 

Western Highlands. Therefore, I engaged staff of the Nazarene Health Ministry’s successful 

community-based health care program in Western Highlands to share their knowledge and 

experience with others (Ashwell, 2003). The program’s training centre provided an ideal 

venue demonstrating innovative ways for improved village lifestyle. The nearby ‘successful’ 

healthy community provided participants with valuable insight into effective ways to engage 

community support for improved health and VHVs (Ashwell, 2003). A two-week course 

provided program managers with knowledge and skills to more effectively manage a holistic 

approach to community health development. The newly developed VHV Program 

Manager’s Guide was used as reference material (Ashwell, 2003). Program managers 

enhanced their knowledge of ways to engage community support for VHVs, and to 

encourage community partnership with local health services (PNG Women and Children's 

Health Project, 2002). A site visit to the nearby ‘successful’ community provided 

opportunity to hear from community leaders how they achieved sustainable changes. Fifty 

four individuals attended the course between 2001 and 2002 (Ashwell, 2003). 

Training trainers. 

The majority of health workers involved in training VHVs lacked basic adult learning 

techniques and skills, which limited their ability to teach effectively illiterate adults. 

Therefore, I designed a training program to help remediate this problem. Managers of each 

VHV program nominated current and potential trainers to attend such a program. Those with 

no teaching experience attended a two-week course, while experienced trainers attended a 

one-week refresher course. Theoretical and practical components of the training allowed 

participants opportunity to test out their new knowledge and skills. A total of 319 provincial 

and district level trainers were trained between 2001 and 2003. This helped develop a pool of 

district level trainers that provincial level coordinators could use to assist newly formed 

VHV program initiatives (Ashwell, 2003).  

Ever increasing work pressures meant I had to relinquish my role as key facilitator of VHV 

training activities in early 2002. My national Project assistant and NDoH counterpart became 

main facilitators for the training trainer courses. They used the draft copy of the VHV 

Training Trainers Manual as their guide (Ashwell, 2003). Trainings were conducted in the 

national capital so that I was close-by should they require my assistance. Despite their initial 
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fear and panic, I saw their confidence and self-esteem grow with experience and perhaps, 

because of my absence!  

Training VHVs. 

The Project also sponsored training of new VHVs and re-training existing health volunteers 

as VHVs using the newly developed training resources and national standards (Ashwell, 

2003). Provincial and district VHV program initiatives were regularly monitored by my local 

Project technical adviser assistant, our NDoH counterpart, and myself. Although each VHV 

program initiative retained primary responsibility for their program’s activities, adherence to 

national policy and standards, and generic training materials was encouraged (AusAID, 

2001b). 

4.2.2.2 Development of VHV resources 

The Project supported development of standards, generic training materials, and supportive 

teaching aids and resources to ensure quality training of VHVs at community level (Ashwell, 

2003). These were developed, led by myself, using a consultative process that involved 

managers of community health initiatives, and provincial and district level health officers. 

Two local artists employed by the Project worked closely with me. 

Trainer’s manual. 

A manual for training health workers to teach VHVs was developed and revised following 

field testing by course facilitators between 2002 and 2003 (Ashwell, 2003). Discussions in 

2006 with health workers who train VHVs indicated the VHV Training Trainers Manual still 

remains a user-friendly manual and reference for training trainers of VHVs. 

Training resources. 

The 1999 national VHV curriculum formed the basis for development of a national set of 

generic VHV training materials in 2002 (Ashwell, 2003). Between 2000 and 2002 the 

technical advisory group provided me with valuable feedback and advice in developing 

training materials and support resources. This ensured production of culturally appropriate 

material, and led to a sense of ‘ownership’ by VHV program managers and implementers. 

The VHV Trainers Handbook (set of five modules) and the VHV Participant’s Manual (set 

of five pictorial modules) were developed, tested, refined and are still being used today 

(Ashwell, 2003). These were considered by the technical advisory group to be suitable for 

training individuals with varying levels of literacy ability. The VHV Trainer’s Handbook 

modules have lesson plans and detailed English content supplemented with black and white 

line drawings (See Plate 6). Topics cover management, community support, healthy lifestyle 
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practices, safe motherhood and child health, and prevention of common health problems 

(Ashwell, 2003). The VHV Participant’s Manual pictorial modules utilises the line drawings 

with Pidgin text (See Plate 7).  

 

Plate 6: Set of five modules in VHV Trainer’s Handbook 

 

Plate 7: Example of VHV Participants Manual (left) reflecting content from Trainers 
Handbook (right) 
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Support resources. 

Support materials, such as flipcharts, referral cards, teaching posters, and health education 

pamphlets utilising line drawings from VHV training manuals were produced. A series of 

nine flipcharts pictorially summarised the key content of the VHV Trainer’s Handbook. Five 

colour-coded pocket sized cards were also developed to assist VHVs in referring clients to a 

health facility. These were used when referring someone with a need, such as a medical 

emergency, antenatal care, immunisation, family planning, or minor medical problem. 

Posters and pamphlets were developed that utilised line drawings with limited text in either 

English or Pidgin language. The main emphasis of these materials was on topics relevant to 

safe motherhood, nutrition, immunisation and a healthier lifestyle.  

 

 
VHV advising parents to seek help from health 

centre staff for sick child 

 
Community transporting woman with obstetrical 

complication to health centre 

Figure 11: Examples of drawings used in VHV training materials depicting role of 
VHV in the community  
(Source: PNG Department of Health. (2003). Village health volunteer participant's manual 
(unpublished). Port Moresby: Papua New Guinea National Department of Health / Women and 
Children's Health Project.) 

4.2.2.3 Linkage of VHV activities with CAP process 

The 1999 review of health volunteer initiatives identified the majority of VHV programs 

operated with limited or no community support, or ownership of volunteers (Ashwell, 2002, 

2003). In communities where VHVs existed prior to the WCH Project the CAP process 

proved to be an effective strategy for changing the situation (PNG Department of Health, 

2003b). However, this proved to be more difficult than first anticipated. The CAP process 

gave health workers the motivation tools to aid community action for self-reliance in health. 

Program implementers had been exposed to the ‘successful’ healthy community in Western 

Highlands. It became obvious to me by 2002 that additional tools were necessary if VHV 

program implementers were to more effectively re-engage community support for VHVs.  
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Based on the UNICEF ‘Triple A’ program tool, the Nazarene community-based health care 

program in Western Highlands developed a ‘healthy community’ visual tool (UNICEF, 

1998; PNG Nazarene Health Ministries, 1989). I worked with the technical advisory group in 

2002 to adapt and expand this tool to better reflect indicators of a ‘healthy community’ 

setting (Ashwell, 2002). The Healthy Family and Healthy Community visual tools 

incorporate concepts from the CAP process, Department of Health ‘healthy community’ 

indicators, and VHV training material drawings. These tools aid identification of priority 

health areas for change against a core set of indicators. The Healthy Family tool includes 

indicators of environmental cleanliness, access to nutritious food, provision of basic 

household needs, and needs of the mother and child. Figure 12 provides a sample of the 

Healthy Family tool. 

 

Figure 12: Sample of Healthy Family visual tool 
(Source: PNG Department of Health. (2003). Village health volunteer participant's manual 
(unpublished). Port Moresby: Papua New Guinea National Department of Health / Women and 
Children's Health Project.) 
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Similarly, the Healthy Community tool includes indicators of village management and its 

environs, access to community services, social welfare and infrastructure. Both these tools 

were adopted by the Department of Health in 2003. Figure 13 provides a sample of the 

Healthy Community tool. Both of these visual tools can be found in the Department of 

Health’s (2003b) Healthy Village Implementation Guideline as the instruments guiding 

implementation of ‘healthy family’ and ‘healthy village’ settings (PNG Department of 

Health, 2003b). 

 

Figure 13: Sample of Healthy Community visual tool  
(Source: PNG Department of Health. (2003). Village health volunteer participant's manual 
(unpublished). Port Moresby: Papua New Guinea National Department of Health / Women and 
Children's Health Project.) 
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4.2.2.4 Systems for monitoring and accreditation of VHVs 

Community development research identifies the importance of involving the community in 

the process of monitoring and evaluating community based health initiatives (Green & 

Kreuter, 2005; Ife, 1995). Therefore, I replicated this ‘bottom-up’ approach to engage the 

community in assessing progress towards a healthier lifestyle when developing a VHV 

monitoring system (Ashwell, 2003). The role of the VHV in supporting communities in this 

process was also considered. Ideas from current PNG health volunteer reporting forms and 

training module drawings were used to design a number of forms to support a VHV 

monitoring system. Members of the technical advisory group assisted me in development of 

these forms. The forms were field tested by VHV program implementers who provided me 

with valuable feedback.  

Capitalising on the CAP process, a community monitors their progress towards the goal of a 

healthier lifestyle using the tools Healthy Village and Healthy Family. The VHV Monthly 

Activity Report form allows the community to monitor the role of the VHV in supporting 

improved health in their community. The Antenatal Record / Referral and Birth Record form 

records obstetrical history for each pregnant woman in the community, and used as a referral 

letter. Active VHVs identified pregnant women in their community and used the form to 

record their obstetrical history, which allowed for easy identification of high-risk women. 

These VHVs also encouraged pregnant women to attend antenatal clinic at the nearby health 

facility and show the health worker their obstetrical record form. This helped health workers 

understand what the VHV was capable of doing, and how valuable this form was in making 

their work easier. Therefore, a partnership for improved maternal health developed between 

the VHVs and rural health workers. 

Health system monitoring included tools for aid post and health centre staff to monitor VHV 

activities at community level through the VHV Supervisor Report form. Details of each 

training course conducted were recorded in the VHV Program Training Record. The 

information was transferred to the VHV Program Register, which provided complete details 

of each VHV supported by the Program. Activity information was to be summarised six 

monthly and forwarded to district, provincial and national level health offices through the 

VHV Program Report. This was designed so national level technical officers could 

coordinate and monitor village health initiatives across the country. Figure 14 shows the 

monitoring process devised to commence at community level, and pass up through all levels 

of the health system. 
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Figure 14: Process of monitoring health volunteer activities from community level and 
through all levels of the health system  
(Source: PNG Department of Health. (2003, p. 208). VHV Training trainers manual (unpublished). 
Port Moresby: Papua New Guinea National Department of Health / Women and Children's Health 
Project.) 

I became aware, during monitoring visits in 2002 and 2003 and during field visits in 2006, 

that many program managers do not fully understand the system. This was despite my efforts 

over the years to explain how the system works and how to use the tools. Whilst they 

maintained records of program training activities, they failed to complete the register and 

pass information on to national level. A review of national records in 2006 indicated in the 

two-year period since completion of Project activities the majority of VHV programs had 

failed to report. My best efforts at developing an easy to use data monitoring system did not 

work. Factors that influenced this could be limited education and managerial capacity, low 

levels of ownership of the system, or lack of reporting skills. Discussions with VHV 

program managers in 2006 indicated their confusion with “too many forms” and limited 

understanding of the importance of the monitoring system tools. They also felt they had 

limited time to practice using the forms correctly during 2002 and 2003 [81:30/05]. Other 

de-motivating factors included lack of ownership of monitoring system and tools, limited 

supervision, reporting load, and lack of national level response to their reports. 
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The Project was required to develop an accreditation system for VHVs, and trainers of 

VHVs. This Western process appears premature when the monitoring forms were not fully 

understood. However, this was part of the agreed Project activities and technical advisers 

were obligated contractually to achieve this outcome. The Minimum Standards for Village 

Health Volunteers in PNG states the VHV can gain national Department of Health 

recognition as a VHV in PNG (PNG Department of Health, 2003c). The accreditation system 

required the VHV to satisfactorily complete theoretical and practical training, and 

demonstrate competence as an active VHV in their community (PNG Department of Health, 

2003c). In this system the community ultimately decides if the VHV can work in their 

community (Ashwell, 2003). The process could take an individual at least 12 months to 

complete. I helped establish a national database to record those accredited (Ashwell, 2003). 

However, approval of the system by the Department of Health in 2002 and completion of 

Project VHV program activities in 2003 gave little time for VHVs to complete the 

requirements for accreditation (Ashwell, 2003). Investigations in 2006 revealed only a small 

percentage of VHVs had met the national requirements for accreditation. Examination of the 

records indicated these were VHVs attached to a program with a manager / trainer that 

actively encouraging VHVs to achieve national recognition. 

Similarly, an accreditation system for trainers of VHVs was based on the satisfactory 

completion of theoretical and practical training, and demonstration of competence to 

effectively train VHVs (PNG Department of Health, 2003c). Again, this was a very Western 

process that required considerable resources and an annual assessment of competence and 

attendance at a refresher training course. Investigations in 2006 revealed only a small 

percentage of VHV trainers had met the national requirements for accreditation. 

Examination of the records indicated these were trainers attached to a program with a 

manager actively encouraging their trainers to achieve national recognition. 

4.2.2.5 Institutionalisation of VHV program activities 

Department of Health approval of the VHV policy, standards and national training materials 

was seen as an important step in institutionalising the VHV intervention (Ashwell, 2003; 

PNG Women and Children's Health Project, 2004). In 2003 the NDoH distributed advice to 

all levels of the health system. Officers were encouraged to take a leading role in 

coordination and support of VHV program activities. The NDoH also sought additional 

support for VHV activities at community level. The Secretary for Health formally requested 

support from 20 provincial and 89 district administrators, as well as 305 local level 

governments (International Development Support Services, 2004). The Family Health Unit 

demonstrated ownership by appointing a national level technical officer to coordinate, 
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monitor, and provide technical support for VHV Program implementation (Ashwell, 2003; 

PNG Women and Children's Health Project, 2004).  

4.2.3 Collaboration 

Himmelman (2001) outlined a framework of coalitions, power relations and democratic 

governance. This framework can be used to describe the collaborative process used to 

engage the Department of Health and key stakeholders in achieving Project community 

objectives. Himmelman (2001) describes coalition as an organisation formed by 

organisations working together for a common purpose. Partnership between relevant sections 

within the NDoH and the WCH Project implementation team was seen as paramount in 

sustaining activities after Project completion. Formation of a partnership became a key 

strategy for the survival of Project community activities (Polly, 1999). A coalition was also 

formed with key stakeholders of VHV program initiatives through the technical advisory 

group (Ashwell, 2003). 

According to Himmelman (2001, p. 277), the four basic strategies used by organisations 

when working in a coalition are “networking, coordinating, cooperating and collaborating”. 

Each of these strategies “evolves from, or builds upon another” (Himmelman, 2001, p. 277). 

Each should be viewed as similar and useful. This is deemed to be in relation to the time 

required, level of trust needed, and amount of one’s own territory to be shared at each level 

(Himmelman, 2001). Networking is seen as an exchange of information for the mutual 

benefit of others (Himmelman, 2001). Coordination takes this one step further by adding the 

element of altering activities for a common purpose (Himmelman, 2001). Cooperation 

extends this concept by adding the “sharing of resources for mutual benefit” (Himmelman, 

2001, p. 277). Collaboration incorporates all three and extends the concept to include 

willingness “to enhance the capacity of another for their mutual benefit and a common 

purpose” (Himmelman, 2001, p. 277).  

Project coordination of VHV program activities demonstrated all four strategies at different 

levels of the health system. Each was either applied in sequence or in tandem depending on 

the situation and level of engagement required for Project activities at the time. At national 

level, my role involved collaborating with NDoH technical officers within the Family Health 

Unit and Healthy Islands Unit. I sought to coordinate Project community activities with my 

national counterparts’ cooperation and collaboration. While collaborative support was on-

going from the CAP technical adviser between 1999 and early 2002, it was not until early 

2002 that counterpart VHV technical adviser collaborative support was forthcoming.  
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My responsibilities for coordinating Project community activities attempted to extend 

collaboration to those involved in community health initiatives at provincial and district 

level. This included government health technical officers, and those working with Church 

and NGOs to coordinate VHV program activities. The formation of a coalition in the 

technical advisory group provides an example of networking, cooperation and collaboration 

for the mutual benefit of all partners. The participation of provincial and district level health 

officers at the group meetings helped them establish a nationwide network with others 

involved in similar activities. They cooperated and collaborated with me by contributing to 

development of VHV standards and training resources.  

Facilitation of training courses and monitoring visits to VHV programs gave me the 

opportunity to network with health facility staff, active VHVs and community leaders. 

Health facility staff cooperated and collaborated with the Project by testing the newly 

developed training resources.  

4.2.3.1 National level 

Project leaders began negotiations in 1998 with senior Department of Health officials to 

identify and appoint a national level officer to coordinate and monitor VHV program 

activities (PNG Women and Children's Health Project, 1999). Three different national level 

Family Health Unit counterparts were appointed between 1999 and 2003. These officers 

were already fully occupied with other official duties. My efforts failed to gain their interest 

to collaborate with me in implementing Project community health activities. Contributing 

factors may have been their full time workload, lack of knowledge and experience in 

teaching, or limited capacity to facilitate training sessions. For example, as community 

health nurses their experience was limited to management and delivery of clinical services. 

This placed them in an untenable position with community health promotion activities, and 

contributed to their minimal cooperation and collaborative support.  

After training my counterparts as master trainers, I attempted to engage them in planning and 

facilitating activities. However, these counterparts preferred to observe proceedings, rather 

than co-facilitate with me. Their limited formal education, planning and group facilitation 

capacity appears to have caused them embarrassment and re-enforced their lack of self-

confidence and sense of failure. Their limited cooperation may have been exacerbated by my 

personality and style of working. I tend to take over when others failed to fulfil expectations. 

The contractual pressure on me, and other Project advisers, to achieve outcomes ‘on-time’, 

may have compounded my reactions. I was conscious that progressive Donor payments were 

linked to Project activities and outcomes. Limited cooperation and action from national 

counterparts and the pressure of time constraints resulted in me taking full responsibility for 
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resource development and coordinating activities. This meant the Project team could achieve 

the required donor expected outputs in the time required.  

The availability and ease of the Project’s access to funding for implementing activities was a 

brief morale booster to national counterpart staff. However, these officers soon realised once 

the Project activities ceased they would face difficulties of routine official duties with little 

authority and few resources. Their inability to function effectively when poorly supported 

and overworked appeared to add to their resistance to any activity viewed as being outside 

normal duties. My experience suggested if there was monetary gain or other tangible 

benefits, such as Project paid travel allowance, then interest was high. They were keen to 

travel and at times assisted Project advisers with liaising with provincial and district officers. 

Once in the field however, they were reluctant to take the lead in facilitation of training 

sessions. 

Counterpart support from Health Promotion Branch for CAP activities was different, despite 

similar logistical limitations. The technical officer appointed to coordinate and monitor 

community participation program activities cooperated and collaborated well. This officer 

was attempting, remarkably successfully, to initiate community participatory action across a 

population of five million spread over more than 460,000 km2. His vision and commitment 

to empower his people to live a healthier lifestyle was the driving force behind his work 

ethic. He cooperated and collaborated with me by contributing significantly to development 

of the CAP process and resources. He understood the benefit that could be gained from the 

Project’s input and valued my technical contribution. He took the lead in coordinating and 

facilitating training courses, which allowed me to take a lower profile and support his efforts. 

The vision and commitment of this one officer significantly and positively influenced the 

outcome of WCH Project community activities. Our partnership resulted in a shared 

workload and responsibility. The weakness in the relationship between Family Health Unit 

technical officers and me was due to a number of factors. Their unwillingness to get 

involved was due to their limited capacity to manage, facilitate and ‘own’ training activities. 

In 2001, the Project engaged a short-term technical adviser who was well known and 

respected by national Family Health counterpart technical officers. However, this appeared 

to have no impact on their interest or support for Project activities. Counterpart support from 

the Health Promotion Branch CAP technical officer however, continued unabated and spilled 

over to fill the gap from Family Health counterpart officers. Thus, the collaboration was very 

strong as indicated by the thick black line in the Figure below. Figure 15 demonstrates these 

strengths and weaknesses in the hierarchical relationship between Project advisers and key 

national counterparts between 1999 and 2001. 



 

  80 

Family Health 
Services Unit 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Community Health Educator / Researcher – 
May 1999 onwards 

Responsible for coordination & implementation of all 
community initiatives under WCH Project 

• Developed CAP process, guide/Kit & training 
manual and field tested 

• Facilitated training in CAP process (Regional TOT 
+ District level) 

• Main facilitator of six monthly VHV technical 
advisory group meeting 

• Coordinated funds for VHV Program activities 
• Developed guidelines for NGO grant scheme 
• Co-developed health worker in-service training 

manuals (included CAP process training & support 
for VHVs) and facilitated training 

NATIONAL 
DEPARTMENT OF 

HEALTH 

Health Promotion 
Branch 

Health Improvement 
Branch 

Healthy Islands Unit 
CAP Technical Officer 

Advised on development of CAP 
and VHV training materials  

• Assisted facilitation of CAP 
training (Regional & District) 

Technical Officers  
(Reproductive, Maternal & Child Health)  

• Observed &/or participated in VHV technical 
advisory group meetings 

• Advised on development of CAP materials 

Women’s & Children’s 
Health Project 
July 1998 onwards 

Australian  
Team Leader 

LEGEND:  

Very good collaboration 
Weak collaboration 
Line of management 

Figure 15: Strengths and weaknesses in the hierarchical relationship between the Project and national counterparts, 1999 to 2001. 
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The year 2002 saw a change in national counterpart technical officers in Family Health and 

Health Promotion. At the same time, the WCH Project team of technical advisers was 

expanded. This changed the dynamics of the relationship between Project staff and national 

counterparts. Distant clan links between one local Project adviser and my national 

counterpart Family Health officer strengthened cooperation and collaboration. This provided 

an opportunity for me to build this counterpart’s management and monitoring capacity. ‘On-

the-job’ training in facilitation and exposure to monitoring community level activities built 

her self-confidence, and strengthened her capacity to better manage her responsibilities. The 

resulting partnership between us provided on-going co-operative and collaborative support to 

me in my role as a Project technical adviser.  

The sudden death of my national counterpart CAP technical officer in early 2002 coincided 

with engagement of international and local community development advisers. These two 

advisers relieved me of responsibility for CAP process activities from this point forward. 

This allowed me to concentrate my efforts on more efficiently implementing Project VHV 

program activities. While additional technical adviser support was essential, the change in 

personnel may have negatively influenced the outcome of CAP program activities between 

2002 and 2004. Figure 16 shows the strengths and weaknesses in the hierarchical 

relationship, and role of key individuals during 2002 and 2003. 
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Family Health 
Services Unit 

 
 

Village Health Volunteer Adviser (2002) /  
Researcher – May 1999 onwards 

Overall responsibility for coordination & 
implementation of all community initiatives under 
WCH Project, especially Village Health Volunteer 
activities 

• Finalised development of VHV Training Trainer 
Manual & conducted training 

• Finalised developed VHV training materials 
• Finalised development of VHV Minimum Standards 
• Developed VHV monitoring system 
• Main facilitator of six monthly VHV technical 

advisory group meetings 
• Coordinated training for VHV program managers 
• Coordinated funds for VHV Program activities 
• Coordinated monitoring of VHV Program activities 
• Prepared materials for printing and distribution 

NATIONAL 
DEPARTMENT OF 

HEALTH 

Health Promotion 
Branch 

Health Improvement 
Branch 

Technical Officers 
• Observed &/or participated at 

VHV technical advisory group 
meetings 

• Assisted with facilitation of 
CAP training 

• Advised on IEC development VHV Technical Officer  
– January 2002 onwards 

Counterpart to WCH Project Advisers 
• Assisted facilitation &coordination of 

VHV Technical Working Group 
meetings 

• Co-monitored VHV Program 
Implementation 

• Advised on development of VHV 
training materials 

Women’s & Children’s 
Health Project 
July 1998 onwards 

Australian  
Team Leader 

Local Artist  
– 2001 onwards (2 years) 

• Developed line drawings for 
VHV Training materials 

• Revised line drawings for 
CAP Guide/Kit 

• Developed line drawings for 
IEC materials 

Community Health Program 
Coordinator (Local Adviser) 

– Nov. 2001 onwards 
• Facilitated District CAP training 
• Advised on revision of CAP guide/Kit 
• Assisted with monitoring NGO Grant 

activities 
• Co-coordinated & monitored 

community health liaison officers (in 
Provinces) 

Community Health Adviser  
- April 2002 onwards 

• Coordinated District CAP training 
• Revised CAP guide/Kit  
• Coordinated NGO Grant activities 
• Coordinated / monitored community 

health liaison officers (in Provinces) 
• Coordinated IEC materials development 

IEC Specialist 
- September 2002 - March 2003 

• Developed health education materials 
for health workers & community level 

• Developed training manual on use of 
IEC materials & conducted training 

• Developed VHV teaching aids (Feb-
March 2003) 

VHV Program Coordinator (Local 
Adviser) – January 2002 onwards 

• Co-facilitated training VHV trainers 
• Assisted facilitation & coordination of 

VHV technical advisory group meetings 
• Co-monitored VHV Program 

implementation 
• Advised on development of VHV training 

materials 

LEGEND:  
    Very good collaboration 

Line of management 

 

Figure 16: Strengths and weaknesses in the hierarchical relationship between the Project and national counterparts, 2002 to 2003. 
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The WCH Project was very strongly led by female external advisers within a male 

dominated society. Project pressure to achieve ‘on-time’, senior technical advisers’ lack of 

ownership of Project activities, and gender appeared to influence our relationship. For 

example, local male senior health officials were at times required to do things they were not 

necessarily always comfortable with doing, or wanted to do. Project advisers’ efforts were 

unsuccessful in seeking to improve coordination and cooperative support between and within 

NDoH Branches did not succeed.  

The process of handing over responsibility for VHV program activities began in early 2003. 

Throughout 2004, my national Family Health Unit counterpart coordinated and monitored 

VHV activities with support from other Project advisers (Ashwell, 2003). The CAP process 

activities continued to be led by other Project technical advisers until completion of the 

Project in 2004. Temporary appointment of counterpart Health Promotion Branch technical 

officers in 2002 may have influenced their level of commitment to Project activities. 

Contributing factors may have been their unfamiliarity with the community development 

approach the Project was supporting, and insecurity of their appointment. The fact Project 

activities were strongly led by female technical advisers may have influenced the limited 

counterpart cooperation between 2002 and 2004. 

Lower level NDoH counterpart technical officers viewed WCH Project activities as an 

imposition. This was confirmed during interviews with senior officers and national level 

counterparts in 2006 [193:31/08]. The need for these officers to be involved in Project 

activities placed an additional burden on their time and energy distracting from their official 

duties. Despite Project activities intended to support and enhance existing NDoH activities, 

interviews in 2006 identified that national level staff viewed this differently [53:04/05]. 

Counterpart technical officers were already constrained in fulfilling their official appointed 

responsibilities. The addition of Project activities highlighted their lack of skills training and 

experience, which may have contributed to poor self-esteem and strengthened their 

resistance. National counterparts recognised the contractual requirements of Project technical 

advisers to complete input activities on time. They expressed their anger and frustration by 

their lack of willingness to fully cooperate. Counterparts felt coerced to commit to activities 

in which they had no interest. They also realised Project activities would continue with or 

without their cooperation and support so opted to limit their cooperation.  

4.2.3.2 Provincial and district level  

Counterpart staff at provincial and district level were different, despite having minimal or no 

qualifications or experience, and limited capacity to effectively manage community 

activities. Their isolation from central level meant they were under no pressure to support 
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Project advisers to achieve outcomes in the time required, and on a day-to-day basis. 

Therefore, they cooperated and collaborated with Project technical advisers as they 

recognised the benefits to themselves of improved management and teaching capacity.  

Provincial support for community activities was strengthened by an increased level of 

awareness gained during training in the use of the CAP process in 2000 (Smith, 2004). 

Participants were senior family health officers at provincial level, together with health 

promotion and VHV program officers from those provinces. Additional support for 

community activities was provided through the Project’s engagement of provincial level 

community health liaison officers. Their role was to liaise between the provincial health 

office and motivated communities. However, only 11 provinces fully utilised this 

opportunity (Smith, 2004). Evaluation in 2004 revealed mixed results. The key was the 

individual’s capacity to liaise effectively with the community and the health office, and the 

provincial health office’s commitment and support (Smith, 2004). 

Membership of the VHV technical advisory group increased representation from 14 VHV 

program initiatives in 2000 to 33 in 2003. This appeared to be a result of participants 

experiencing benefits of group participation, and with new VHV program initiatives 

emerging, so the number of participants increased (Ashwell, 2003). Figure 17 demonstrates 

increased participation in the technical advisory group between 1999 and 2003. 

Ju
l-9

9

Ju
n-

00

Feb
. 0

1

Ju
l-0

1

Nov
. 0

1

M
ay

-0
2

M
ay

-0
3

VHV ProgramsParticipants0
5

10
15
20
25
30
35
40
45
50

N
o

s.
 r

ep
re

se
n

te
d

Date of meetings

VHV Technical Advisory Group

VHV Programs

Participants

 

Figure 17: Increase in participation in VHV technical advisory group between 1999 
and 2003. 
Ashwell, H. (2003). Evaluation of the impact of WCH project input to village health volunteer 
program (unpublished). Port Moresby: Papua New Guinea Women and Children's Health Project. 

Group members indicated the approach taken by the facilitators was a powerful and effective 

tool. Participation in the group built their individual management capacity and motivated 

them to try out innovative ideas (Ashwell, 2003). They appreciated the opportunity to 
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contribute to the meetings, participate in developing resource materials, and enjoyed the 

camaraderie of the group. This resulted in a countrywide network of VHV program 

initiatives and strengthened partnerships between provincial and district level officers 

responsible for community activities (Ashwell, 2003). Figure 18 shows the strength of 

collaboration within and outside the VHV technical advisory group between 2000 and 2003. 
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Family Health 
Services Unit 

 

Community Health Educator /  
VHV Adviser / Researcher  

– May 1999 onwards 
Responsible for coordination & 
implementation of all community initiatives 
under WCH Project 

• Main facilitator and coordinator of six 
monthly VHV technical advisory group 
meeting 

NATIONAL 
DEPARTMENT OF 

HEALTH 

Health Promotion 
Branch 

Health Improvement 
Branch 

Technical Advisers 
• Observed &/or participated 

in VHV technical advisory 
group meetings 

Village Health Volunteer  
Project Officer - 2002 onwards 

Counterpart to WCH Project VHV Advisers 
• Assisted facilitation & coordination of VHV 

technical advisory group Meetings 
• Advised on development of VHV training 

materials, standards & monitoring system, 
etc. 

Women’s & Children’s 
Health Project 
July 1998 onwards 

Australian  
Team Leader 

Provincial Divisions of 
Health 

District Health 
Services 

Church Health 
Services 

Village-level Health Volunteer Programs 

Six monthly VHV technical advisory group  
Co-facilitators: Researcher, VHV Program Coordinator, & NDoH 
VHV Project Officer 
Participants: Representatives from national, provincial, district & 
community level  
Achievements: 
• Reviewed & revised draft VHV training materials 
• Reviewed & revised VHV Program Implementation Guidelines 

(renamed VHV Program Managers Guide) 
• Reviewed & revised draft VHV Minimum Standards  
• Advised on development of monitoring system (+ forms), 

teaching tools, healthy community assessment (+ forms), referral 
system, accreditation process, etc. 

• Reported on six monthly progress & plans for next six months 
• Developed VHV network & partnerships at all levels 

NGOs/CBOs 
International, 
National & 
Community 

VHV Program Coordinator (Local 
Adviser) – January 2002 onwards 

• Assisted facilitation & coordination of 
VHV technical advisory group meetings 

• Advised on development of VHV training 
materials, standards, & monitoring system, 
etc. 

LEGEND:  

Very good collaboration 
Line of management 

 

Figure 18: Strength of collaboration within and outside the VHV technical advisory group between 2000 and 2003 
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4.3 Process Evaluation 

Evaluation is built systematically into each step of the PRECEDE-PROCEED model’s planning 

process (Green & Kreuter, 2005). The final three phases (Six, Seven, and Eight) in the 

PROCEED part of the model are dedicated to a more formal process of evaluating 

implementation and achievements against objectives (Green & Kreuter, 2005). Phase Six of 

the model or process evaluation allows program implementers to keep information gathered 

at the forefront of implementation for continual review (Green & Kreuter, 2005).  

Despite contractual constraints, WCH Project plans and policies allowed for some adaptation 

to personalities and changing local circumstances (Green & Kreuter, 2005). Project technical 

advisers were able to take up opportunities as they arose and to respond to feedback during 

the implementation process. This meant they could regularly reflect on and evaluate progress 

to date against set Project aims and objectives (Green & Kreuter, 2005). Based on the 

findings, and whilst remaining within contract requirements, minor adjustments were made 

to planned intervention activities while still in progress (Green & Kreuter, 2005). 

Regular monitoring of achievements against contractual objectives occurred through 

required AusAID reports and annual activity plans in line with Department of Health annual 

planning processes (AusAID, 2005a). This kept me and other Project staff continually under 

pressure to perform. 

External AusAID consultants undertook external evaluation of overall achievements against 

Project objectives (AusAID, 2004). Indicators of achievement against expected outcomes 

were developed, and agreed upon by AusAID and the managing contractor. Evaluation by 

the target audience and local counterparts was not a part of AusAID requirements, so this did 

not occur. 

4.3.1 CAP Process Intervention 

Although the CAP process was an addition to the original design, the 2001 ‘re-scoped’ 

Project strategies allowed this intervention to be included as a key Project community 

activity. Feedback from training participants between 2000 and 2004 fed into adjustments to 

the training approach, guide and motivational tool kit.  

Process evaluation resulted in revision of the CAP Guide and motivational Tool Kit and 

adjustment to training to include a range of community development workers (Ashwell, 

2003). Changes in Project staff altered the community development approach used and 

resulted in a substantial re-write of the guide and tool kit. This influenced the content of 

training. Observational skills in the office environment, intuitive knowledge and cultural 
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experience indicated that hierarchical dominance of external technical advisers caused 

submissive behaviour in local Project advisers and counterparts.  

The content of the CAP Guide changed significantly during the re-write in 2002 by Project 

technical advisers. The focus shifted in an effort to stimulate critical awareness, ‘re-

empower’ individuals to become actors in their own development, and reach a wider and 

more educated audience (Smith, 2004). The focus moved towards informing the community 

on current health indices so individuals could ‘more effectively’ decide on how to manage 

their own health (Smith, 2004). This included an overview of PNG’s current disease status 

and mortality rates in comparison with other Pacific Island Nations. For example, maternal 

mortality rates, and use of a risk management matrix were considered essential at the time 

(Smith, 2004).  

The number of activities in the motivational Tool Kit was reduced from 18 to 15. Two 

activities were added to aid identification of risk management strategies and examine ‘root 

causes’ of illness (Smith, 2004). The volume of drawings was also considerably reduced. 

The revised version of the CAP Process Guide and Tool Kit was completed in 2002 in 

English, followed by a Pidgin version in 2003 (PNG Women and Children's Health Project, 

2001; Smith, 2004). Changes in personnel and resources influenced a shift in the style of 

training to a more didactic approach that limited audience participation. Interviews with 

health workers in 2006 indicated there was little active involvement of participants in 

training sessions [11:24/03; 159:01/08]. They explained how national facilitators spent much 

time talking ‘at’ participants during training sessions because of the large volume of 

information they wanted to impart. 

4.3.2 VHV Program Intervention 

I was responsible for process evaluation of Project VHV Program activities between 2000 

and 2003. This occurred through six monthly technical advisory group meetings that 

involved provincial and district level program managers (Ashwell, 2003). Training course 

participants gave valuable feedback to facilitators, which fed into adjustments to resource 

materials, training content and approach. Their feedback ensured products were modified 

and refined against the experience of using resources.  

We learned that an effective way to engage community support was through the CAP 

process and village health development committees. The partnership between the community 

and local health service was identified as influencing sustainability of village health 

initiatives. Community level training was also recognised as essential for building capacity 

and effectiveness of health volunteers.  
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District and provincial level health workers frequently expressed their concerns during 

process evaluation activities over central government’s role in supporting community level 

activities. Could these be sustained after the Project finished? District and some provincial 

level officers revealed to me they felt empowered and strengthened in their capacity to better 

manage village-level initiatives. However, national level officers tended to distance 

themselves. This is explored in more depth later in this Chapter. 

4.4 Impact Evaluation 

Phase Seven of Green & Kreuter’s (2005) PRECEDE-PROCEED model for health program 

planning considers impact evaluation. There was no specific milestone to reflect impact 

evaluation of VHV program input as part of the contractual agreement between the 

managing contractor and AusAID. However, I saw the value of such an evaluation and the 

need to document the impact of Project activities. Therefore, in 2003 I conducted an 

evaluation of the impact of WCH Project support for VHV Programs (Ashwell, 2003). 

Project management agreed to support this and review other areas of Project input, including 

a 2004 review of CAP process activities (Smith, 2004).  

4.4.1 CAP Process Intervention 

In 2004, other Project technical advisers responsible for CAP process activities conducted a 

review of CAP intervention activities. The Review of Community Action and Participation 

Program acknowledged substantial in-roads had been made in achieving the Department of 

Health’s vision of ‘healthy village’ settings. Success was attributed to creating a community 

development tool, empowering communities, and re-orientating of health workers towards a 

health promotion approach (Smith, 2004). Other achievements included on-going national 

and provincial government support through institutionalisation, and partnerships fostered 

with stakeholders at all level within the health system (PNG Women and Children's Health 

Project, 2004; Smith, 2004). Community leaders, particularly in remote communities, had 

demonstrated a ‘hunger’ for information by embracing the CAP process concept and 

identifying solutions to priority problems (Smith, 2004). District level health workers saw 

the CAP process as providing a pathway for health programs to reach individuals at village 

level. The Review estimated that 62 per cent of action plans developed during training had 

commenced during implementation of the WCH Project (Smith, 2004). 

The Review also identified a number of problems. The health system’s ‘clinical view of 

health’ was outside the cultural and social context of people’s lives (Smith, 2004). The 

absence of health indicators to evaluate changes in community health, and the Department of 

Health’s limited direction in implementing ‘healthy village’ settings were identified. The 
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lack of national and provincial level inter-departmental and multi-sectoral partnerships in 

community health development were also highlighted (Smith, 2004).  

Project output indicators of CAP process activities were confined to the proportion of those 

who had produced an action plan against all trained in CAP process (Smith, 2004). This 

related to training participants rather than changes to the community per se. There was no 

assessment of how many communities completed implementation of these action plans, or 

the outcome of their actions. An individual may develop action plans on behalf of their 

community. However, if the community are not involved in the process they are unlikely to 

action the plan or claim ownership of any changes initiated. 

4.4.2 VHV Program Intervention  

A VHV program impact evaluation in 2003 utilised a mixed-methods approach drawing on 

qualitative and quantitative data. This included a documentation review, written feedback 

questionnaire, and use of the ‘most significant change’ technique (Sigsgaard, 2002). Eighty 

three per cent of active VHV Program managers across PNG provided valuable feedback 

through a questionnaire. ‘Significant event’ stories of personal empowerment experiences 

and enhanced program management were combined with the perspective of communities and 

VHVs obtained during monitoring visits. During the life of the Project the number of VHV 

programs had expanded from 25 to 73 (Ashwell, 2003). Existing VHV programs had been 

strengthened, and their scope expanded through the technical advisory group, training, and 

development of resource materials (Refer to section 4.2.2.2 for details). Newly emerging 

programs had been supported with training resources and financial support to train VHVs.  

Findings identified changes in people’s lives, health, and behaviour, and the community’s 

participation in support of health development initiatives. These were considered to have 

contributed to a reduction in maternal and infant mortality. Changes in people’s lives were 

attributed to empowered individuals, a hunger for knowledge, and a better understanding of 

health. Health workers acknowledged lives had been saved by new knowledge and quick 

action. Changes in people’s practices included attitude change with men valuing women, 

healthier family and village environments, and VHVs linked to the health system with 

support of rural health workers (Ashwell, 2003).  

Use of the CAP process in communities with active VHVs had stimulated these communities 

to initiate action. This had resulted in enhanced self-reliance, a competitive spirit between 

communities, establishment of model ‘healthy village’ settings and increased community 

support for VHVs. Other positive changes reported were rejuvenation of existing VHV 

programs, formation of a network and partnerships between VHV program initiatives, and 
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renewed community trust in health services. Village health volunteers had been trained in a 

broad range of health promotion topics and communities were reporting a reduction in 

morbidity and mortality. 

A number of key issues were identified in areas with little community action following CAP 

process training. These included limited community and health worker support for VHVs in 

some areas, coupled with frequent requests from VHVs for remuneration and legal 

responsibility. Key lessons learned included the use of CAP process as ‘entry point’ into 

communities prior to introducing the idea of using VHVs to educate the community about 

healthy lifestyle practices. 

The Project strengthened the management and training capacity of VHV program managers 

and trainers. However, there was no obligation for them to train VHVs, despite having 

access to Project funds for such activities. Those programs that did apply for Project funding 

reported successful training of VHVs and positive results occurring in their communities. 

My investigations during 2000 and 2003 indicated a variety of reasons for not applying to 

the Project for funding support. These were lack of motivation, applications made too late, 

and other reasons (Ashwell, 2003). The majority of VHV trainers were health workers 

already engaged in a full-time position. Therefore, training VHVs presented them with an 

additional burden and numerous obstacles to overcome which appeared to overwhelm some.  

Project activities provided program managers with tools to record details of all VHVs 

‘trained-to-date’ through the VHV Program Register. However, many did not utilise this tool 

effectively. By 2003, the majority of VHV programs were unable to provide the Project with 

accurate records of active volunteers trained prior to Project input (Ashwell, 2003). Without 

this baseline data it was not possible to accurately assess achievement of Project input 

against outcome indicators to meet contractual obligations. These added further pressure to 

the Project team, including myself. The Project had to rely on reports of current activities 

supplied by VHV program managers in their six monthly reports to national level (Ashwell, 

2003; PNG Department of Health, 2003c).  

The expanded VHV curriculum, new training materials and more competent trainers enabled 

VHV’s to better educate the community on healthier lifestyle practices. The accreditation 

process was not approved until the end of 2002, and Project VHV activities were completed 

at the end of 2003. Therefore, there was insufficient time for the VHVs to achieve 

accreditation that could take up to 12 months to fulfil the requirements (Ashwell, 2003; PNG 

Department of Health, 2003c). This would indicate the Project’s outcome indicator of 

proportion of VHVs accredited compared with VHVs trained could be deemed a failure. The 
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quality of VHV activities’ indicator can only be assumed as achieved based on evidence of 

the quality of resource materials and training program managers and trainers. 

The technical advisory group strongly recommended the Department of Health make 

positions available at national, provincial and district level to coordinate VHV program 

activities. Other recommendations included advocating CAP process as ‘entry point’ for 

establishing ‘healthy community’ settings, and strengthening partnerships and linkages at all 

levels of health system. The expansion of community initiatives through VHV programs, 

maintenance of VHV standards to ensure quality at all levels, and maintenance of the 

national databases were also recommended. 

Discussions and observations in 2006 indicated VHVs are continuing to support their 

communities to initiate healthier lifestyle practices. However, the evidence suggests the 

Department of Health and VHV program managers have yet to claim ownership of the 

monitoring system tools and accreditation process. 

4.5 Discussion 

The re-aligned WCH Project community engagement strategies were more congruent with 

the principles of empowerment for self-reliance in health, community development and 

health promotion (Green & Kreuter, 2005; Ife, 2002; Talbot & Verrinder, 2005). They also 

aligned with the PNG Department of Health policy on health promotion and ‘healthy village’ 

settings (PNG Department of Health, 2003b, 2003d; World Health Organization, 2002). The 

Project team and AusAID considered strengthening health workers’ capacity and developing 

quality resources as having contributed to achieving the Project’s over-arching objective 

(AusAID, 2004; International Development Support Services, 2004; PNG Women and 

Children's Health Project, 2004). Figure 19 summarises the input activities in relation to the 

CAP process and VHV program interventions and demonstrates their inter-relatedness. 
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Figure 19: WCH Project input in support of the CAP process and VHV program and 
their inter-relatedness. 

A more ‘bottom-up’ approach was utilised in implementing the VHV Program activities. 

This supported education for change and training of local trainers designed to lead to 

progressive improvements in the health of the community (Talbot & Verrinder, 2005). The 

VHV training resources had effectively educated about management and prevention of 

prevailing health problems, and promoted healthier lifestyle practices supporting improved 

maternal and child health (Talbot & Verrinder, 2005). These were congruent with the 

principles of primary health care focused on the underlying influences on health (Talbot & 

Verrinder, 2005). 

The VHV program was claimed by the Project team to have achieved the reactivation, 

institutionalisation, and standardisation of VHV activities (PNG Women and Children's 

Health Project, 2004). However, the contractual outcome indicators of achievement were 

the: (1) number of VHVs trained in a new area of curriculum; (2) number of new VHVs 

trained; (3) proportion of VHVs accredited compared with VHV trained; (4) number of 

active VHVs; (5) VHV dropout rate; (6) quality of VHV activities (Ashwell, 2003). It was 

not possible to reliably measure these, putting pressure on Project staff with dual, and at 

times, conflicting goals. 

Project technical advisers were further constrained by a contract designed to achieve 

expected outcomes within a given timeframe. This failed to take into consideration the 

processes involved in community development that empowers communities to make changes 
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(Talbot & Verrinder, 2005). According to Talbot & Verrinder (2005, p. 111) “the process of 

participation in change” is as important as the outcome. The VHV program managers did 

claim ownership of the intervention. However, the adoption of social justice and 

empowerment principles of community development needed more time (Talbot & Verrinder, 

2005). It was not possible to assess this as the implementation timeframe and Project 

evaluation were limited. The limited timeframe and donor expectations negatively influenced 

sustainability of outcomes by failing to take into consideration a long-term perspective on 

community development. Although Project advisers continued to maintain a long-term 

perspective on intervention sustainability, NDoH counterparts’ ownership of the 

interventions suffered.  

The time pressure on Project advisers to achieve, NDoH counterparts’ lack of ownership of 

Project activities influenced relationships. The issue of gender may also have negatively 

influenced Project outcomes, as female Project advisers dominated over male senior health 

officials. Project advisers’ efforts to initiate changes within NDoH were not always 

successful, especially in seeking improved coordination between and within NDoH 

Branches.  

The timeframes also frustrated overloaded national counterparts and created tension between 

Project technical advisers and their counterparts. This resulted in activities being 

implemented with or without their cooperation and collaboration. Despite this, Project 

technical advisers managed to satisfy donor agency requirements while attempting to remain 

flexible in adapting to changing circumstances.  

Implementation of community level activities, under a traditional donor aid project design, 

limits engagement and involvement of the target audience. The need for short-term 

productivity negates a long-term perspective or sustainability (Green & Kreuter, 2005). Time 

constraints also influence the ability to implement a ‘bottom-up’ approach to strategic 

planning and implementation. This is especially so for interventions designed to take place at 

community level. Therefore, this influences ownership and sustainability of interventions at 

all levels of the health system (Ife, 2002; Talbot & Verrinder, 2005).  

Project technical advisers effectively engaged provincial and district VHV program 

managers, and strengthened their capacity to support community health initiatives. This was 

demonstrated by their cooperation and collaboration in implementing Project activities and 

claim to ‘ownership’ of the intervention (Ashwell, 2003; Green & Kreuter, 2005). Their 

participation in the six-monthly technical advisory group meetings contributed to the 

development of culturally appropriate training resources. It also developed and strengthened 

a network of VHV program initiatives across the country, which contributed to enhanced 
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sustainability of the intervention. They may have found the Project less onerous and 

challenging than did national counterparts working with Project advisers on a daily basis. 

Green & Kreuter’s (2005) PRECEDE-PROCEED model was found to be limited in identifying 

‘inhibiting’ factors, which negatively influenced the Project design and outcomes. These 

were the pre-defined Project strategies, activities and contractually obligated outcomes, and 

limited timeframe. My research suggests the need for the addition of a new category under 

Phase Three of the PRECEDE-PROCEED model, namely ‘inhibiting factors’ as demonstrated 

in Figure 20. In this case the inhibiting factors were AusAID’s business model of funding, 

contractual obligations, counterparts, and gender. 

 

 

Figure 20: A modified version of Green & Kreuter’s (2005) PRECEDE-PROCEED model 
of health program planning. 

 

4.6 Summary 

This Chapter has provided a retrospective critique of WCH Project community strategies 

analysing activities in implementation, process and short-term impact evaluation against the 

PRECEDE-PROCEED model (Green & Kreuter, 2005). Despite contractual constraints 

technical advisers were able to achieve Project objectives with limited counterpart 

cooperation. The introduction of a more ‘bottom-up’ approach to implementation 

successfully gained target audience ownership of the interventions. AusAID’s business 

Inhibiting 
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model and contractual obligations created ‘inhibiting factors’, negatively influencing Project 

design and outcomes. 

Analysis of the WCH Project community health interventions against Phase Eight of Green 

& Kreuter’s PRECEDE-PROCEED model (2005) is continued in the outcome evaluation 

process conducted in 2006. The next Chapter begins this evaluation process by describing 

the multi-methods approach used to investigate the outcomes of the CAP process and VHV 

program activities. 
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Chapter Five: Outcome Evaluation Methods 

5.1 Introduction 

The WHO defines health promotion evaluation as “assessment of the extent to which health 

promotion actions achieve a ‘valued’ outcome” (World Health Organization, 1998a, p. 12). 

This refers to the extent to which the intervention “enables individuals or communities to 

exert control over their health” (World Health Organization, 1998a, p. 12). Evaluating a 

health promotion intervention allows us to learn from our experiences and judge the work of 

our efforts (Oakley, 2001). Program goals and objectives help guide effective evaluation of a 

health promotion intervention (O’Connor-Fleming & Parker, 2001). 

The various levels of evaluation are process, impact and outcome (Green & Kreuter, 2005; 

O’Connor-Fleming & Parker, 2001). Process evaluation measures the quality and reach of 

the intervention activities in relation to the goal (O’Connor-Fleming & Parker, 2001). While 

impact evaluation measures the immediate effect of activities against program goals, an 

outcome evaluation measures the long-term impact of those intervention activities 

(O’Connor-Fleming & Parker, 2001). Therefore, an outcome evaluation helps us establish 

whether the intervention changed health-related outcomes, such as knowledge, attitude, 

behaviour, and service usage (Oakley, 2001).  

A number of standards or criteria are applied when evaluating a community health program 

intervention. These can be classified as effectiveness of the intervention in meeting the goal; 

appropriateness in relation to identified need; acceptability by recipients; equity in relation to 

the needs of all individuals; and efficiency in relation to costs and benefits (Oakley, 2001).  

According to Nutbeam (1998), measurement of change can be assessed according to three 

types of health promotion outcome. All of which are aimed at increasing a person’s control 

over the determinants of health (World Health Organization, 1986). These include achieving 

improvements in personal health literacy, public policy and, organisational practice, social 

norms and community actions (Nutbeam, 1998; O’Connor-Fleming & Parker, 2001). 

Changes in behaviour and the environment need also to be considered (O’Connor-Fleming & 

Parker, 2001). It is also important to determine if the changes can be attributed to the 

intervention (Nutbeam, 1998). 

Those evaluating the impact of health promotion interventions are able to draw on a “vast 

spectrum of approaches” (Nutbeam, 1998, p. 28). These range from “highly structured, 

methodology-driven evaluations” (Nutbeam, 1998, p. 28), such as randomised control trials, 

“through to much less rigidly structured, highly participative forms of research and 
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evaluation” (Nutbeam, 1998, p. 28). Difficulties arise when a community health promotion 

intervention seeking to empower a community is subjected to a ‘scientific’ evaluation 

(O’Connor-Fleming & Parker, 2001). Evaluations need “to be tailored to suit the activity and 

circumstances of individual programs” according to Nutbeam (1997, p. 12). This is because 

“no single method can be ‘right’ for all programs” (Nutbeam, 1997, p. 12). 

The complexity and changing nature of communities repudiates experimental control of 

variables and impedes freedom to select randomly the intervention areas (Nutbeam, Smith, 

& Catford, 1996). Therefore, the classical application of a randomised controlled trial to 

evaluate the outcome of a health promotion intervention is inappropriate (Nutbeam et al., 

1996). A randomised control trial tends “to eclipse the value and relevance of other methods 

of outcome evaluation, and of evaluating the process of change” (Nutbeam, 1997, p. 12). 

The WCH Project community development and health promotion interventions sought to 

effect change in health behaviour by increasing community support for maternal and child 

health. Therefore, any evaluation of the long-term impact of these interventions needs to 

identify what changes have occurred (Peersman, 2001; Nutbeam et al., 1996). In addition the 

evaluation needs to determine the type and extent of health behaviour changes, and if 

observed changes can be attributed to the interventions (Peersman, 2001; Nutbeam et al., 

1996). Therefore, for the purposes of this thesis an outcome evaluation utilising mainly 

qualitative data was deemed the most appropriate method. The comparison of quantitative 

data has been included to highlight the problems in relying on only one style of 

methodology.  

This Chapter begins the long-term evaluation process by describing the multi-methods 

approach used to investigate the outcomes of the WCH Project community health 

interventions in 2006. The outcomes of the CAP process and VHV program activities were 

analysed two years after cessation of Project activities. The complex interactions and 

behaviours of health workers and the community subsequent to the Project were examined. 

Data sources were identified and sampling techniques, methods of data collection and 

analysis are explained.  

5.2 Design  

The research draws on both qualitative and quantitative research techniques and data. 

Qualitative methodology plays a major part in describing, and providing evidence of, the 

interaction between the community and the health system. These methods are designed to 

best reflect an individual’s experiences in the context of their everyday life (Denzin & 

Lincoln, 2000; Sandelowski, 2004). The addition of quantitative data adds insights that may 
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not otherwise have been revealed using only one technique (Bryman, 2007). Statistical data 

is combined with, and richly informed by, descriptions of ‘significant events’ into a synthesis 

of outcomes and explanations of how these were derived (Davies & Dart, 2004; Sigsgaard, 

2002). A review of documents pertinent to the WCH Project adds to findings through a 

retrospective critique of design, re-alignment and implementation of the interventions. This 

was presented earlier in Chapters Three and Four.  

The collection, synthesis and analysis of qualitative data used a pragmatic approach 

described as the rapid assessment, response, and evaluation (RARE) model. This approach is 

commonly used to evaluate health interventions in a developing country context (Robert T 

Trotter II, Needle, Goosby, Bates, & Singer, 2001). The RARE assessment model was 

originally designed in 1999 as a qualitative evaluation tool for key public health issues 

(Robert T Trotter II et al., 2001); for example, the United States HIV/AIDS epidemic in 

African American and Hispanic communities (R T  Trotter II & Needle, 1999).  

The RARE model is highly adaptable through combining a range of methodological tools 

and techniques. It aims to gain a more holistic understanding of the natural context by 

tapping into local inhabitants’ knowledge and combining that with modern research expertise 

(Cole, 2002; Robert T Trotter II et al., 2001). The model is designed to allow the researcher 

to learn from the people as opposed to ‘studying’ people. The model recommends combining 

data gathered from both the community and the health agency (Needle et al., 2003; Robert T 

Trotter II et al., 2001). Needle et al. (2003) states the RARE assessment process was 

designed to complement traditional epidemiological survey methods. This mixed-methods 

approach is also consistent with Green & Kreuter’s (2005) PRECEDE-PROCEED model of 

health program planning. The PRECEDE-PROCEED model uses local knowledge to enhance 

scientific knowledge and generate culturally appropriate interventions with community 

ownership (Green & Kreuter, 2005). The RARE process enables the researcher to combine: 

(1) qualitative and quantitative sampling frames for validity and reliability of data; (2) 

promote triangulation of data gathered from various sources; (3) make systematic analyses of 

the qualitative data; (4) ensure community participation in the process; (5) use evaluation to 

determine the impact of the intervention (Needle et al., 2003, p. 139).  

Use of the RARE rapid assessment methods is an in-expensive way of rapidly collecting 

relevant data (Needle et al., 2003). Methods commonly used include key-informant 

interviews, focus group discussions, direct observations, mapping and geo-coding, and rapid 

‘street intercept’ assessment interviews (Needle et al., 2003; R T Trotter II & Needle, 1999). 

Qualitative data in this study was collected using informal interviews, community group 

discussions, and opportunistic observations of behaviours and interactions.  
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Stories of ‘significant’ events and community interaction with the health system were 

collected as a creative way of relating experience and knowledge. Originally developed as a 

tool for continuous monitoring, the ‘Most Significant Change’ technique involves the 

researcher ‘prompting’ the storyteller to reflect on changes (Davies, 1998; Davies & Dart, 

2004; Sigsgaard, 2002). The listener records what happened, who was involved, where and 

when did it happen, and why it is a significant change. What difference has it already made 

or is expected to make in the future are also asked. The technique engages people at different 

levels to critique and systematically select the most significant stories as a way of 

determining the development program’s impact. For the purposes of this research, the 

technique was used in a limited way to gather evidence of outcomes. Initial attempts to 

engage provincial and district officers in a systematic critique of the stories proved 

unsuccessful. This was due to the setting, time pressures, and limited capacity of local 

officers. Papua New Guinea culture inhibits people from publically critiquing others. 

Therefore, I was limited in gaining their comments on the changes. However, an informal 

discussion with these officers provided the necessary insight into the full impact of the 

changes. 

5.2.1 Measuring ‘Success’ of a Community Health Intervention 

How best to define and measure successful health outcomes have been challenging 

researchers for decades. For example, changes in health behaviour and the environment, and 

what may have influenced those changes (Nutbeam, 1998). Health promotion interventions 

are usually directed towards increasing an individual’s control over their health (World 

Health Organization, 1986). Directing action towards changing social, environmental and 

economic conditions helps individuals “achieve their fullest health potential” … “by taking 

control of those things which determine their health” (World Health Organization, 1986, 

p.1). The best way is to judge the intervention’s ability to modify risk factors and 

behaviours, and the personal, social and environmental factors shaping them (Nutbeam 

1998). Therefore, a successful health outcome can be defined as “a change in the health of an 

individual or group which is attributable to an intervention” (Nutbeam, 1998, p. 29).  

Green and Kreuter (2005) define ‘effectiveness’ as the: 

proportion of people intended to receive the program who successfully 
changed as intended. In public health programs, one is particularly interested 
in the level of change for those who were initially intended to receive the 
program, not just in the change for those who actually participated in it (Green 
& Kreuter, 2005, p.241).  

For the purposes of this thesis, a classification of demonstrated outcomes was based on the 

amount of change in the community that could be attributed to WCH Project strategies: 
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� ‘Successful’, or ‘highly effective’, describes a community that has made significant 

changes; 

� ‘Moderately successful’, or ‘moderately effective’, describes a community that has made 

some changes;  

� ‘Less successful’, or ‘less effective’, describes a community that has made limited 

changes; 

� ‘Unsuccessful’, or ‘ineffective’, describes a community that has made no changes.  

The contrast between demonstrated outcomes helped to identify the facilitating, enabling and 

reinforcing influences that altered the outcomes (Green & Kreuter, 2005). For the purposes 

of this study, the term ‘successful’ was assigned to a community based on the criteria for a 

‘healthy community’ setting under the PNG healthy islands framework (PNG Department of 

Health, 2003, p.5). Assessment was according to the degree to which that community had 

met the minimum requirements for a ‘healthy community’ setting. The ‘Healthy Community’ 

visual tool was used to guide this process and thematic analysis helped to confirm the 

assessment. 

Key health indicators were used to assess the extent of the qualitative impact of the 

intervention in reducing maternal and child morbidity and mortality. As the study 

progressed, the impact on the incidence of common diseases was included.  

5.3 Setting and Context in PNG 

The evaluation was conducted in PNG between March and September 2006. The setting for 

this research was the communities and rural health workers scattered across PNG’s 

extremely rugged landforms. The study covered ten of the 20 provinces in PNG. These 

communities investigated were along the coast, in the hinterland, and up mountain ranges. 

Communities on the outer islands were also investigated. Travelling to such isolated 

communities required a variety of transport. For example, my research assistant and I canoed 

up inland streams and along the coastline traversing rough seas in an outboard motorised 

dingy. We walked over mountain ranges, flew over treacherous terrain in a light aircraft, and 

drove on badly deteriorating roads in a four-wheeled drive vehicle (See Plates 8 and 9). 

The four Regions of PNG were each represented in the research study. In the Southern 

Region, the study included the provinces of Milne Bay, Gulf, and Oro. The provinces of 

Western Highlands, Enga, and Southern Highlands were researched in the Highlands 

Region. Morobe, Madang, and East Sepik Provinces were researched in the Momase Region, 

with East New Britain Province representing the Islands Region. 
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The research study covered 19 of the 89 districts (21 per cent) in PNG. In Milne Bay 

Province the districts of Alotau and Samarai Murua were studied, with Kikori District in the 

Gulf Province. In Oro Province the districts of Ijivitari and Sohe were researched, with Mul 

Baiyer District in Western Highlands Province. In Enga Province, the Kompiam District was 

studied, with Nipa Kutubu District in Southern Highlands Province. The districts of Huon 

Gulf, Markham, and Nawae were researched in Morobe Province. In Madang Province the 

districts of Madang, Sumkar, Raikos and Usino Bundi were studied. The districts of Maprik, 

Ambunti Drekikier, and Wosera were researched in East Sepik Province, with Pomio District 

in East New Britain Province. 

The study extended to rural health facilities and isolated communities. Twenty health centres 

were initially targeted. Health workers responsible for maternal child health service delivery, 

health promotion activities, and community health initiatives were interviewed. The study 

also included aid post workers if there was an aid post nearby serving the community 

sampled. Two communities within each of the sampled health centre’s catchment area were 

studied. Forty communities were initially targeted. Individuals from each of these 

communities, for example community leaders and VHVs, were interviewed or participated in 

a community group discussion. 

 

Plate 8: Travelling back to base camp after community group discussion, East New 
Britain Province 
[Photo: A. Dio] 
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Plate 9: My research assistant, guide and I travelling to isolated communities along the 
coastline, East New Britain Province 
[Photo: A. Dio] 

 

5.3.1 Sampling 

A multi-level targeted sampling technique was used to identify communities and rural health 

facilities, nearest to, and servicing specific communities within sampled provinces and 

districts (Teddlie & Yu, 2007; Robert T Trotter II & Schensul, 1998). One district within 

each province was sampled from a range of between two and eight districts per province. 

Two health facilities within each district were sampled from a range of between four and 16 

health facilities per district. Two communities within each health facility catchment area 

were sampled. Figure 21 shows the sampling technique. This model was replicated in all ten 

provinces investigated.  
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NATIONAL  
Senior health officials; Donor agency officials 

PROVINCIAL  
Health officers; 

Church & NGO program managers 

DISTRICT  
Health officers; 

Church & NGO program managers 

HEALTH CENTRE A  
Health workers 

HEALTH C ENTRE B 
Health workers 

COMMUNITY A  
Leaders; village committee; VHVs

COMMUNITY B  
Leaders; village committee; VHVs

COMMUNITY A  
Leaders; village committee; VHVs

COMMUNITY B  
Leaders; village committee; VHVs

 

Figure 21: Multi-level targeted sampling technique used to identify communities and 
rural health facilities within the sampled provinces and districts 

The criteria guiding the evaluation encompassed the community itself and the health system 

ranging from health facility and district health services to provincial level. Community 

health initiatives that existed prior to the Project, grew out of Project support, or inspired by 

demonstrated impact of another initiative were all researched. Selection also included some 

provinces that had received supervisory support from the WCH Project’s field level support 

team (FLST) to determine if additional input had altered the impact on community health 

initiatives. The sample selection process was reviewed and approved independently by the 

PNG Department of Health and AusAID. 

Specific communities, and the nearby rural health facility within each of these districts, were 

targeted. This was based on possible demonstration of a range of outcomes as a result of the 

broad range of community health activities during the life of the Project. Identified 

communities included those that seemed to demonstrate a strong and successful link with 

rural health services, a moderately successful link, and a less than successful link. This was 

used to help identify why the impact was successful in some communities and not in others. 
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Selection of districts was also influenced by practical limitations of time, transportation, 

security concerns in a volatile tribal climate, and finances.  

Based on these criteria an initial sample of six provinces and districts were selected that best 

represented the four regions within PNG. As data collection progressed the same criteria was 

applied to additional provinces and districts included in the study. Table 1 provides the 

matrix used to guide selection of sampled provinces and districts. During conduct of 

fieldwork, information came to light suggesting other factors were influencing the outcomes 

in different settings. The initial target of 20 health facilities and 40 communities expanded to 

include 44 health facilities and 73 communities. Health facilities included six district 

hospitals, 21 health centres and 17 aid posts. This provided extensive evidence of the full 

impact, both intended and unintended.  

Table 1: Matrix used for sampling of provinces and districts 

PROVINCE DISTRICT Supported by Possible Status WCH Project  
Input 
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East New 
Britain 

Pomio �   �   � � � � 

Milne Bay Alotau � �   �  � � � � 
 Samarai-

Murua 
� �   �  � � �  

Southern 
Highlands 

Nipa-Kutubu   �  �  � � �  

Gulf Kikori �  �   � � � �  
Madang Madang  � � �   � � �  
 Sumkar  � �  �  � � �  
 Raikos  � �  �  � � �  
 Usino-Bundi  � � �   � � � � 
Morobe Huon Gulf � �    � � � � � 
 Markham � �    � � � �  
 Nawae � �    � � � �  
Enga Kompiam  �   �  � � �  
Western 
Highlands 

Baiyer-Mul � �  �   � � �  

East Sepik Maprik  � � �   � � �  
 Ambunti-

Dreikikier 
 � �  �  � � �  

 Wosera  � �  �  � � �  
Oro Ijivitari � �   �  � � � � 
 Sohe � �    � � � �  
 
The majority of individuals interviewed were indigenous Papua New Guineans, except for 

three expatriate officers assigned to the Department of Health and AusAID. Health workers 
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and community members were encouraged to engage in dialogue and examine the reasons 

for the changes. The data was collected, synthesized and analysed using the multi-methods 

and pragmatic approach described as the RARE model.  

5.4 Data Collection 

Data was collected from a variety of sources. These included: 

Qualitative data: Informal interviews with 175 key stakeholders at national (n = 18), 

provincial (n = 62), district (n = 34), health facility (n = 58) and community (n = 3) level6; 77 

discussions with key community level stakeholders7 provided a collection of stories around a 

‘significant event’ illustrating impact; opportunistic observations of interaction between 

community and health worker8; and 15 site visits to communities where no-one was 

available for interview. 

Quantitative data: Review of census population figures for 77 communities collected from 

PNG National Census Unit. Relevant health statistics for national, provincial (n = 10), 

district (n = 19) and health facility (n = 44) level obtained from Department of Health’s 

national health information system.  

5.4.1 Document Review 

Archival retrieval of a broad range of historical documents and reports was undertaken. 

These documents aided detailed examination and analysis of the events leading up to the 

design and during implementation of WCH Project community health interventions. A 

detailed record audit was undertaken of relevant reports and documents produced by the 

Project and other health related Projects, Agencies and Organisations. National, provincial, 

district and community level reports and documents produced between 1995 and 2006 were 

examined. Six-monthly village health volunteer program activity reports were also examined 

at national level. This included statistical data of trained health volunteers who were actively 

supporting their community and working in partnership with the rural health services. 

                                                      
 
6 Includes donor agency officials, senior health officials, and health facility staff 

7 Includes community leaders, VHVs, and rural health workers 

8 Includes health worker interaction with community, VHV interacting with health worker; VHV interacting with community; interaction during a training 

session, or community meeting 
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5.4.2 Field Visits 

Data collection took place over a six-month period between March and September 2006. The 

behaviours and responses of participants were recorded using field notes in an unstructured 

format (Bell, 1999). The challenges of terrain, lack of privacy, and accompanying officials 

meant field notes were often completed at the end of the day. Informal discussions occurred 

at odd times giving me rich insights into the culture and reasons why changes occurred. 

These discussions took place as we walked along a narrow village path, climbed mountains, 

bumped over ocean waves, or traversed rough dirt tracks in a vehicle. ‘Head notes’ 

(Ottenberg, 1990; Sanjek, 1990) were used when there was no paper and pen at hand which 

were later consolidated into written materials as soon as this was practicable.  

Care was taken when making hand-written notes during interviews and discussions not to 

distract from the interaction and story telling. For example, the priority was the discussion 

not note taking. On occasions, the nature of interactions during a community group 

discussion did not allow me to clarify points raised until after leaving the community. Every 

opportunity was used to gain confirmation of the information provided to us from people 

with local knowledge of the situation. For example, we sought out local health workers, 

VHVs or other individuals familiar with that community for triangulation of the information.  

The use of rapid assessment methods was appropriate for the cultural setting and qualitative 

evaluation. While there may have been missed opportunities to probe more deeply, the 

consistently recurring themes indicated similarity in the impact of the changes taking place. 

A more in-depth approach may not have produced any additional significant findings or 

themes. Time constraints and the isolation did limit the opportunity to return and probe more 

deeply into people thoughts. However, the cultural setting, isolation of many communities, 

logistic and time constraints prevented us from returning to probe more deeply into the 

information shared. 

Hand written notes and tape-recorded interviews were typed up on return to base on 

completion of each provincial visit. At the end of each provincial visit, I reflected on the 

evidence obtained with my research assistant. We summarised the key points, identified 

emerging themes and compiled a brief report for relevant officials within the Department of 

Health and AusAID. 

During visits to rural health facilities and nearby communities, provincial staff and district 

health officers familiar with community health initiatives reportedly taking place 

accompanied us. A local health worker escorted us to the selected community and introduced 
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us to the community leadership. Although this may have introduced bias, health workers and 

individuals from nearby communities confirmed community leaders’ story of changes.  

 

Plate 10: Visit with aid post worker, Madang Province 

 

Plate 11: Taking notes while interviewing VHVs, Southern Highlands Province 
[Photo: M. Kehalie] 
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5.4.3 Informal Interviews 

Key informants from within the health system and the community were identified and 

interviewed guided by a core set of questions. (Refer to Appendix 2 for core set of interview 

questions.) At national level, interviews were conducted with 17 senior Department of 

Health officials, and one AusAID official conversant with the Project. Provincial level 

interviews were conducted with 38 senior provincial health officials, and 24 senior managers 

from church health services and non-government organisations. Thirty-four district level 

interviews were conducted with 27 senior district health officials and seven community-

based organisations.  

Rural health workers involved in supporting community initiatives were identified and 

interviewed. This was to identify the linkage between the services they provide and the 

community support or activity in relation to those services. Of the 58 rural health workers 

interviewed, 41 were from government-managed health services and 17 were from church 

managed health services. The health workers interviewed included the officer-in-charge and 

the maternal child health service coordinator, who often had additional responsibility for 

community health education activities. 

5.4.4 Community Group Discussions 

Consultation occurred with key community level stakeholders from 77 communities9. A core 

set of more specific and culturally appropriate questions were used to guide these 

discussions. Discussions took place in 58 communities. In our travels, we occasionally met 

individuals from other communities reported to have made changes. As geographical, 

logistical or security reasons prevented us travelling to their community, we took the 

opportunity to interview these individuals from 19 communities. We also visited another 15 

communities where people were not available for interview. (Refer to Appendix 2 for core 

set of questions for community group discussion.) 

Wherever possible the involvement of a number of individuals who best represented a 

variety of groups from within a given community was sought. These groups were usually 

made up of community leaders, individual community members and VHVs. The term 

‘community leader’ refers to individuals with authority to speak on behalf of their 

community. This included local government and Ward councillors, village health 

development committee members, religious leaders, schoolteachers, women and youth group 

                                                      
 
9 The term ‘community’ refers to a group of families or clan members with similar interests living 
within a specified area 
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leaders, health workers and VHVs. Attendance at community group discussions ranged from 

between five to more than 100 adults, with a good mix of women and men. Although culture 

dictates men take a prominent lead in discussions, women spoke up towards the end of our 

discussion emphasising points of view they felt the men had failed to mention. Senior 

community leaders took the lead in expressing their opinion on behalf of the community. 

Other leaders also publically expressed their opinion indicating whether they agreed or 

differed.. Occasionally, individuals who were reticent to speak publically waited until the 

opportunity presented itself after the group discussion and spoke privately to us. I was aware 

there could have been those who were not able to express their opinion openly. Therefore, I 

tried to be culturally sensitive at all times and sought out those I sensed were reticent to 

express their opinion in public. This helped us to gain representativeness in community 

group discussions. 

Most community group discussions took place in the open, under trees, or on a raised 

platform made from local bush materials (See Plates 12 and 13). As the majority of 

community site visits were opportunistic, interviews often began with one or two 

individuals. A common characteristic of PNG communities is that others come to see what is 

happening and find out why there are visitors in their community. They joined in on the 

discussion and offered insights into the events that had occurred in their community. 

Therefore, an informal interview with one or two community members often evolved into an 

informal community group discussion with over 100 people. 

 

Plate 12: Community group discussion, East Sepik Province 



 

  111 

 

Plate 13: Community leaders group discussion, Oro Province 

In East Sepik Province community group discussions became a very formal affair as 

community leaders were keen for everyone to know what was being shared. The entrance to 

where the meeting would take place was decorated with flowers and palm branches. Special 

food and drink was available for the visitors to partake. Before we sat to talk, the community 

leaders proudly walked us through their village, pointing out the significant changes they had 

made. They also took us inside their community health development office building to show 

us their vision, action plans, health profile and record of achievements to date. Their 

enthusiasm and pride in their achievements was evident.  

5.4.5 Participant Observation 

The study involved the use of non-participant observation, in which we observed the 

interaction between local health workers and community leaders or VHVs. The behaviours 

and responses of participants were again recorded using field notes in an unstructured format 

(Bell, 1999). Health worker activities and relationships with community members and VHVs 

were observed and noted during visits to health facilities and during community group 

discussions. This provided opportunity to observe interactions providing real-life data as a 

rich source of information. These observations complemented the verbal record of 

informants by capturing what people were actually doing and combining this with what they 

said they were doing.  
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5.4.6 Monitoring Tools 

The visual tools Healthy Family and Healthy Community, developed under the Project, were 

used to assess the status of individual families and villages visited. These forms were also 

used to stimulate discussion around significant changes that had taken place in communities 

as a result of the intervention. We found where health workers had used these as 

motivational tools for community action there was evidence of success. In the majority of 

‘successful’ communities identified during the research, we found community leaders were 

using these tools to monitor and evaluate community progress. Of the 47 ‘successful’ 

communities identified, 100 per cent were found to be using these tools to motivate, monitor, 

and evaluate their progress. (Refer to Chapter Four, pages 72 and 73, for sample of visual 

tools.) 

5.4.7 Stories of ‘Significant Events’ 

In an attempt to capture local understanding of significant community events over recent 

years, community leaders were encouraged to tell their story of changes. Following our visit 

to sampled communities, accompanied by provincial / district health officers and health 

facility staff, we were able to confirm these stories and observations. Their excitement in 

observing, what to them were dramatic changes, redirected their thoughts and seemed to 

overpower the conversation. Therefore, the ‘Most Significant Change’ technique was 

modified and adapted for this evaluation ensuring it was culturally appropriate for the setting 

(Sigsgaard, 2002).  

The provincial and district health officers accompanying us were asked to assist by critiquing 

stories collected and to rank them according to significance. However, it soon became 

obvious that it was not feasible to continue to apply this technique as originally planned. The 

field situation, cultural issues, time pressures, and the limited capacity of those health 

officers accompanying us led to a decision to adjust the way we used this technique. Stories 

of significant events were collected as planned. However, we seized the opportunity 

following each community discussion to informally discuss with our accompanying officers 

the cultural insight and significance of the changes. Key themes were identified using a 

content analysis technique.  

5.4.8 Health Indicators 

De-identified statistical data was collected from the PNG 2000 Census and the national 

health information system (NHIS) from each province, district, health centre and community 

visited. The census information system is linked to the health information system. Population 

data is used as the denominator for calculating percentage of health centre coverage 
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especially for key maternal and child health indicators. The results of the analysed data are 

presented in tables and diagrammatically using histograms in Chapter Seven.  

Data gathered from the NHIS provided relevant health statistics for selected core indicators, 

covering the period between 1999 and 2005. This included the year the intervention 

strategies were re-aligned through to eighteen months after completion of the Project 

implementation of intervention activities.  

Key maternal and child health indicators were selected to determine if there was statistical 

evidence of increased community use of MCH services. The data covered the period 

between 1999 and 2005. Indicators included: 

� Antenatal coverage – number of pregnant women attending for 1st visit and receiving 

Tetanus Toxoid immunisation; 

� Supervised childbirth coverage – number of supervised births at a health facility; 

� Immunization coverage – number of vaccinations of Triple Antigen 3rd dose, and 

Measles (at 9 months); 

For the purpose of this study, key incidences of illness indicators were selected to determine 

if there was statistical evidence of improved community health. Health facility outpatient 

attendances for the three most common illnesses of malaria, diarrhoea and pneumonia were 

used. The data collected covered the period between 2000 and 2005. These included: 

� Percentage of outpatient attendance for diarrhoea (<5 and others),  

� Percentage of outpatient attendance for pneumonia (<5 and others),  

� Percentage of outpatient attendance for and malaria (treatment failure malaria). 

Health centre data on these indicators from district level was analysed and compared across 

years. The NHIS provided raw data and percentages of coverage based on the latest census 

population figures. This data was triangulated against the national census figures to confirm 

accuracy.  

Aid post workers were not able to supply us with numerical data of the incidence of illness, 

as they do not keep a copy of the monthly tallies sent to the supervisory health centre. Health 

centre data does not differentiate data by aid post. Neither is aid post data included in health 

centre reports supplied to the NHIS. Health centre staff record information by hand directly 

onto the NHIS forms. Therefore, obtaining copies of data of health indicator tallies from 

health centre staff also proved extremely difficult, time consuming and ultimately futile. This 

would have meant manually copying the tallies for each MCH indicator as rural health 
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facilities have very limited access to electricity or photocopier facilities. Initial attempts to 

sight health facility records appeared to distract the interviewee, as these records were 

neither readily available, nor commonly scrutinised by outsiders.  

During a visit to one health centre, the annual maternal and child health statistics were 

observed on a white board located in the conference room. This provided an opportunity to 

record the data without distracting from the interview process. We found when visiting other 

health centres, district and provincial health offices, they too were not able to produce MCH 

indicator statistics for the health centres. Therefore, I obtained the information from the 

national level health information system’s computer-generated data print-outs that provided 

statistics for each of these health facilities.  

Health centre data was compared over a seven year period to determine if statistical analysis 

confirmed community claims of improved health and MCH service usage. One health centre 

in each of three provinces representative of the Islands, Highlands and Momase lowland 

Regions were selected for detailed analysis. Health centre selection was based on observed 

evidence of significant changes in nearby communities apparently resulting from the 

intervention. Analysis of the data from each of these health centres is reported graphically in 

histograms. (Refer to Appendix 5 for detailed data used to formulate histograms in Chapter 

Seven.) 

Data from two health centres within one district were compared. This was designed to 

identify points of difference between communities with sustained changes against those who 

have lost interest and failed to sustain initial changes. A similar analysis was undertaken to 

compare data across districts within a province. This was to determine if the changes had 

impacted on health activity within that district where the selected health centre was located. 

This comparison was limited to East New Britain and East Sepik as there are many gaps in 

the data from Western Highlands. An analysis of national data from 2001 and 2002 was 

compared against the 2005 annual health sector performance review. 

5.5 Management of Field Work 

I endeavoured to be culturally sensitive and to respect the customs, beliefs and culture of 

Papua New Guineans. Although I had 17 years working experience in PNG, and good 

speaking and writing skills in the ‘Pidgin’ language, it was my choice to work with a local 

research officer. She advised me on culture and language, and her good networking skills 

assisted in engaging community and health worker support for this research. This ensured 

that neither language nor culture were barriers to high quality data collection.  
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English and Pidgin were used as the languages for data collection. Interviews with health 

workers were conducted in English, while the Pidgin language was used to converse with 

community groups. The local research officer was able to confirm understanding and 

accurate translation of verbal transcripts of interviews from Pidgin to English. An additional 

local dialect was only required for two interviews with community members. For this, a local 

person familiar with both the local dialect and Pidgin was present to interpret. Two other 

individuals fluent in the local dialect, Pidgin, and English were present during the interview 

and confirmed the interpretation. 

Our experience in East Sepik left me wondering if I had understood the full meaning of 

community comments. This is because individuals spoke a form of Pidgin that verbalises the 

first half of a sentence leaving the listening to deduce the unspoken words. At the end of 

each community group discussion, I confirmed with the local community development team 

accompanying us the correct interpretation of the community’s contribution. After 

completing community discussions in this district, I seized the opportunity to brainstorm 

with the community health development team. I found this a useful way to clarify my 

understanding and validate my interpretation of the content discussed during our visits to 18 

communities over the two-day period. The session proved to be extremely beneficial for me, 

as it summarised and verified the analysis of what appeared to be happening in these ‘highly 

successful’ communities. It also helped the local community development team gain a clear 

picture of the extent of the impact of their efforts in working with these communities. 

Grateful thanks were exchanged by both parties for the successful outcome of this exercise. 

Confidentiality was maintained at all times during interviews and within the constraints of 

community group meetings. Audio tape recordings were used only when interviewing senior 

health officials at national, provincial and district levels. Field notes supported interviews 

with health workers and VHVs, and for community group discussions. Verbal and written 

consent was obtained for each interview and group discussion, and when interpretation was 

required. Written consent was obtained for all photographic records likely to be made public. 

Copies of the plain language statement and consent forms were provided to all participants in 

the language of their choice, either English or Pidgin. (Refer to Appendices 3 and 4 for plain 

language statement and consent forms in English and Pidgin languages.) 

5.6 Ethics 

Initial approval to proceed with the research was given in 2004 by the PNG Department of 

Health. AusAID in PNG gave formal approval for the use of information and documentation 

produced under the WCH Project between 1998 and 2004.  
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The Government of PNG Medical Research Advisory Committee and Charles Darwin 

University Human Research Ethics Committee provided ethical clearance for the research 

study in August 2005. The PNG Department of Health also approved conduct of the study 

in-country in February 2006. This was supported by Branch Directors of Human Resource 

Management, Health Improvement and Health Promotion. Authority to visit selected 

provinces and districts was sought and gained from each relevant Provincial Health Advisor 

prior to entry. AusAID approved and financially supported this field work and evaluation. 

They were each provided with a report of first level results in December 2006. 

Once in the field, AusAID requested extension of the study to other provinces and districts 

reportedly demonstrating impact from the Project intervention. Approval to extend the study 

was sought and gained from the relevant authorities within the PNG Department of Health 

and Provincial Divisions of Health. AusAID specifically requested the inclusion of the 

districts Kompiam (Enga), Maprik and Ambunti Dreikikier (East Sepik), and funded this 

extension of field work. Based on reports of activities in other provinces the districts of 

Ijivitari (Oro province), Madang and Usino-Bundi (Madang Province) were included. The 

addition of these four provinces brought the total number of provinces visited to ten which is 

50 per cent of the country. 

Information gleaned from provincial and district health officers during field visits revealed 

communities in other districts had made some changes. These communities were 

investigated to help identify other possible reasons for limited or lack of success. Therefore, 

an additional 10 districts and 31 communities were included, expanding the study sample to 

19 districts and 93 communities. (Refer to Appendix 1 for letters of ethical approval and 

support for research.) 

5.7 Data Analysis 

The data from observations, interviews, group discussions and documents were synthesised 

into text to identify impact attributable to intervention outcomes eighteen months after 

Project completion. Data was categorised according to source and method used to collect it. 

Information gleaned during interviews and community group discussions were recorded 

‘word-for-word’, as much as was practicable without interrupting the flow of information. 

All of the audiotaped interviews were transcribed verbatim.  

We utilised every opportunity during data collection to pull together a synopsis of the 

findings. Opportunities occurred during breaks in community visits, travelling between 

appointments, or on return to district or provincial bases. This began the analysis as I tried to 

identify some explanation why the intervention proved ‘successful’ in some communities 
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and not in others. We involved local health workers, district and provincial health officers 

travelling with us in these discussions. The process enabled me to clarify my own 

understanding, and to illuminate and explore points of significance with them. It also helped 

identify possible clues to explain reasons for ‘success’ or ‘failure’ in motivating changes, 

and gather our thoughts on the emerging themes. 

Text from the transcribed interviews and discussions was examined for recurring themes, 

with significant words and phrases highlighted. The two visual tools Healthy Family and 

Healthy Community were used to guide evaluation of the level of ‘success’ in communities 

against key indicators. The key themes that emerged and the pattern of similarity between 

‘successful’, ‘less successful’ and ‘unsuccessful’ communities became evident. Words and 

phrases were examined more closely to identify related sub-themes and have been 

exemplified in quotations.  

Opportunistic observations of interactions and stories of significant events provided ‘real-

life’ situations, and were a rich source of data for analysis and interpretation. Stories 

illustrating changes that had occurred in the community over recent years gave insights into 

the interaction between local health workers and the community. The results are presented in 

Chapters Six and Seven. Selected examples of significant change stories, presented as case 

studies in Chapter Six, provided an in-depth exploration of specific situations or individuals. 

The context of each case study and the issues generated are explored. 

5.8 Summary 

This Chapter described the pragmatic approach used to collect new empirical evaluation 

data. A combination of qualitative and quantitative data was used to gain a comprehensive 

understanding of the impact of WCH Project community interventions. Interviews, group 

discussions, observations and stories of significant events provide a ‘real life’ view of the 

communities’ perspective of the impact resulting from the intervention.  

This research thoroughly investigated all stakeholders that were part of the Project‘s strategic 

approach to community health. The extensive fieldwork conducted as part of the outcome 

evaluation in 2006 included a wide spectrum of representatives from the community and 

health sector. Triangulation of data was confirmed at every opportunity. The large number of 

interviews conducted (175) and the 73 communities sampled represent a significant sector of 

the population spread across half of Papua New Guinea’s provinces.  

One of the inherent weaknesses in the RARE approach is its reliance on individuals with 

expertise in local cultural knowledge and the rapidity of assessment (Robert T Trotter II et 
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al., 2001). This could compromise the validity and reliability of data collected. My extensive 

experience in PNG reduced the problem of cultural barriers in this research. The use of a 

local researcher officer in the field helped support my research. The methods used to collect 

field data were consistently applied across all communities sampled. We sought to maintain 

an open mind when reflecting on and critiquing ‘why’ the interventions were successful. 

This was especially so as we had not anticipated such significant changes. Six months of 

data collection proved ample time to conduct a thorough study. 

This could have biased the findings as we had both played a significant part in 

implementation of the intervention. The validity of the findings was triangulated by 

interviews and observations, and compared against NHIS data. The district and provincial 

health workers triangulated the researcher’s interpretation of the findings. The findings of 

this research can only be applied to communities with a similar cultural context.  

Analysis of key maternal and child health indicators attempted to identify the extent of the 

intervention’s impact on maternal and child health morbidity and mortality. The next 

Chapter describes the community findings against themes that emerged in the analysis. 

Chapter Seven analyses key numerical indicators of maternal and child health morbidity and 

mortality. 
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Chapter Six: Qualitative Findings of Outcome Evaluation 

6.1 Introduction 

Phase Eight of Green & Kreuter’s PRECEDE-PROCEED model involves taking a step 

backwards to evaluate the long-term outcomes of a program intervention (Green & Kreuter, 

2005). Achievement of this is by assessing changes in indicators that determine the health 

and quality of life of the target population (Gielen & McDonald, 2002; Green & Kreuter, 

2005). This Chapter presents the qualitative findings, while quantitative findings are 

examined in Chapter Seven. The study investigated the impact on the interaction between 

rural health workers and the community in support of improved maternal and child health. In 

addition, the factors influencing the success or failure of the identified changes are explored.  

The findings reported in this chapter were gathered through 175 informal interviews and 77 

community group discussions. This included opportunistic observations of interaction 

between community and health workers, and 15 site visits to communities where no one was 

available for interview. 

The term ‘successful’ was assigned to a community based on the PNG healthy islands 

framework criteria for a ‘healthy community’ setting (PNG Department of Health, 2003). 

Assessment of each community was according to the degree to which they had met the 

minimum requirements. The ‘Healthy Community’ visual tool guided the assessment. 

Thematic analysis helped to confirm the assessment. 

Throughout this Chapter, I quote extensively from my handwritten field notes of community 

interviews and group discussions and combined with my personal observations recorded in 

field diaries. Selected stories of ‘significant events’, gleaned from conversations with 

individuals and community leaders, are used to demonstrate the effect of changes. 

6.2 Impact on Communities 

Evidence of significant changes within ‘successful’ communities was seen in the provinces 

of East New Britain, Madang, Enga, Western Highlands, and East Sepik. In Milne Bay, we 

learned of changes occurring in communities scattered across numerous small islands. 

Logistics and time prevented us from investigating all these ‘successful’ communities. While 

in the provinces of Southern Highlands, Gulf, Oro, and Morobe we observed some evidence 

of change, although the number of ‘successful’ communities was minimal. 
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6.2.1 Reduced Incidence of Illness 

Discussions with community leaders identified improvements in the health of individuals 

within communities who have made behaviour and environment changes. Individuals 

commented, “now we understand why we get sick” [15:25/03] and “we needed to change” 

[162:01/08]. In addition, “a better understanding of health has helped us to change from our 

old ways” [164:02/08]. Previously it was commonly believed ‘sanguma’ or sorcery caused 

illness but now it seemed villagers now understood of the ‘real’ (root) cause of illness 

[168:02/08].  

Informants reported experiencing benefits of a cleaner environment and improved hygiene 

practices. This they believe has helped reduce the incidence of diarrhoea, malaria, 

pneumonia, and skin problems in their community. For example: 

…we now realise that we were making ourselves sick by the things we were doing 
or not doing. We now understand that the flies eat the animal and human ‘pekpek’ 
(faeces) and then come and sit on our food and make us sick with diarrhoea, so we 
fenced the animals and cleaned the environment and the flies have reduced. …the 
changes we have made have reduced sickness (in our families) [164:02/08]. 

…many people were often sick and our children died from malnutrition or illness. 
We all work together to help each other keep the village clean … and now we 
don’t get sick so often. The health centre is empty because people are not getting 
sick [133:17/07]. 

…we were not getting sick so often. We were no longer wasting time taking our 
sick family member to the health centre for treatment or spending money buying 
expensive medicines [15:25/03]. 

 
Local health workers confirmed these claims as they had noticed a reduction in clients 

seeking medical treatment for these illnesses since these communities made changes 

[24:29/03].  

Increased knowledge and understanding of origins of disease, and the link to village lifestyle, 

had impacted on motivation to change, such as: 

…it is saving us a lot of time and money. …training in the CAP process changed 
our thinking …CAP helped motivate us so (now) we have a desire to change our 
attitude and way of doing things because we can see the benefit to us and our 
families. …the changes we have made have reduced sickness (in our families), and 
this life is far better (than we had before) [165:1/08]. 

…we have changed our ways … everyone wanted to change because we were not 
satisfied with our old traditional ways. Now we are happy …change has come to 
each of us. …We are keen to change. You have helped us to understand the reason 
for change and see the need to change [168:02/08]. 
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The motivation of people in ‘successful’ communities showed in their statement: 

…if we don’t keep going (maintaining changed practices) then sickness will come 
(back) so we can’t give up now” [15:25/03]. 

 

 

Plate 14: Example of an ‘unsuccessful’ village environment, Oro Province 

 

Plate 15: Example of a ‘successful’ village environment, Madang Province 
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6.2.2 Healthier Lifestyle 

6.2.2.1 Environmental improvements 

In PNG, land is a family’s most valuable asset and is only passed down the family clan line 

to younger generations [164:02/08]. It is unusual for land to be sold [164:02/08]. Most 

families live in clusters of houses scattered across the landscape with no community 

planning. As the population increases, the immediate village area becomes crowded. This 

forces each family to plant gardens far from the house. It also prevents construction of pit 

latrines and holes for refuse disposal near the house. The area between houses is considered 

communal property so no one takes responsibility to maintain the area or define boundaries.  

Leaders of ‘successful’ communities in two provinces reported the decision to relocate all 

families within their community to a more central area (See Plate 16). They explained how 

each family had been allotted a section of land to build a new house. For example: 

…now we have a more organised village …means there is space for each family 
[164:02/08]. 

…we decided to space our houses so there is more space between houses for each 
family to make their own ‘healthy family’ setting [119:11/07].  

…then each family can beautify their area and keep it clean. There is space to 
build a pit latrine and grow vegetables near the house [165:02/08]  

 
Some families have had to share their most valuable possession, for the sake of community 

cohesiveness. The leaders believed the process of sharing land helped bring peace and 

harmony to their community. 

Discussions with informants confirmed a common community perception that people 

consider the government is responsible for providing and maintaining vehicular access to all 

communities. Lack of government resources and action means vehicular access for many 

isolated communities is difficult. Roads have become impassable from lack of maintenance, 

erosion, or overgrown with long grasses. Many ‘successful’ communities investigated 

explained how they have ‘tired’ of waiting for government action so have taken matters into 

their own hands. They have manually carved out a wide access road to the village area, 

which they regularly maintain. Others have carved a wide road through the centre of the new 

village area, erected a fence of local timber and planted vines and colourful shrubs along the 

fence line. (See Plate 16 – 17.) 

In traditional PNG villages, living occurs in an environment where the ground around the 

house is swept bare of any dirt or blade of grass (See Plate 17). One female community 
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member in a ‘less successful’ community explained how this “helps me to see clearly where 

the children or animals have defecated so I can remove it easily” [181:22/08]. 

Community leaders and health workers explained it is common practice not to cut back the 

long grasses from the house (See Plate 14). Nor is it the cultural practice to plant flowers or 

colourful shrubs around houses or along the road side [120:11/07]. Until western packaged 

food items entered the scene, most waste was biodegradable so waste disposal did not 

present the problem it does today.  

During visits to ‘successful’ communities, we consistently observed freshly cut lush green 

grass growing around houses, in communal areas, and along pathways. Leaders explained 

how ‘beautifying’ their environment had become the ‘norm’, lifting their spirits giving a 

sense of pride in the picturesque appearance of their community. 

…we have pride in our environment …this life is far better …we have changed our 
ways …now there is cooperation and harmony …and we have pride in our village 
[168:02/08]. 

 
Some villagers in East Sepik reported having located a variety of grass that does not require 

regular cutting so they planted this grass. 

‘Successful’ communities, who spoke of peace and harmony amongst members, had lush 

green grass growing around houses and communal areas. In ‘unsuccessful’ and ‘less 

successful’ communities, we noticed bare ground around the houses and in communal areas 

(See Plate 17). Leaders in ‘successful’ communities explained how community disharmony 

requires people to spend much time in communal discussion until conflicts are resolved 

[75:18/05]. They usually sit on the ground in the communal areas preventing grass from 

growing. In ‘successful’ communities where there is peace and harmony, lengthy communal 

discussions to resolve conflicts are not necessary, so the grass has time to grow. Our 

observations indicated grass growing could possibly be a sign of peace, harmony and 

contentment within the family or wider community. A senior health worker working with a 

non-government organisation confirmed this from her recent research findings in this area 

[75:18/05]. Other explanations could include community preference for bare ground or to 

quickly identify and remove a child’s stool, poisonous snakes and spiders. 
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Plate 16: Dividing up the land for family allocation, East Sepik Province 

 

Plate 17: Bare ground around houses and in communal areas, Madang Province 

 

6.2.2.2 Improved housing 

House design has changed as individuals realise the benefits, for example: 

…now we understand that if we sleep in a house with windows we do not get sick 
so often with cough (and) …if we wash with soap we have less skin problems 
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[119:11/07]. 

…we now realise that traditional houses with no windows collect mosquitoes and 
make us sick (with malaria) so we decided to change. So we built new houses 
raised off the ground with windows …we cleaned up the environment, cut the 
grass, planted flowers, made pit latrines and dug rubbish holes [160:01/08]. 

 
As families have access to more money, traditional housing made of local grasses (See Plate 

18) is being replaced by more semi-permanent products of bamboo and galvanised iron 

[161:01/08]. This extends the life of the house beyond the two-year lifespan, and aids 

collection of rainwater for family use. Families that are more affluent are building houses 

with more permanent products, such as local sawn timber and galvanised iron roofing. 

Community leaders spoke of their ultimate vision for all families to have permanent housing 

with electricity [160:01/08] 

 

Plate 18: Traditional houses without ventilation gradually replaced by ventilated 
housing raised off the ground, East Sepik Province 

 

6.2.2.3 Improved hygiene practices. 

It has been accepted practice in the past to defecate in the bush behind the house, in the 

garden, or on the beach. No thought is given to covering faecal matter with soil or sand. Our 

observations revealed that in 58 of the 73 communities classified as ‘successful’ and 

‘moderately successful’ investigated individuals were now defecating in a pit latrine (See 

Plate 19). Similarly, observations revealed these same communities were disposing of waste 

materials by burning or burying in newly constructed communal refuse holes (See Plate 20). 
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Observations revealed 39 ‘successful’ communities of the 73 locations sampled had removed 

pigs to a fenced enclosure. This was reported to have occurred following introduction of the 

CAP and VHV interventions. Community leaders explained: 

…before there were many sick animals making people sick so we decided to fence 
the pigs and chickens and stop the sickness. …nobody can keep new pigs until they 
have built a fence for them [162:01/08].  

…flies are reduced after we fenced the animals and cleaned the environment 
[164:02/08]. 

…now there are no pigs around our village because we ate them all [15:25/03] 

 

 

Plate 19: Evidence of improved sanitation practices, Enga Province 
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Plate 20: Teaching the children to dispose of waste matter, East New Britain Province 

A continual problem facing families in rural communities is access to clean drinking water. 

One ‘successful’ community demonstrated their resourcefulness by digging a drain from the 

nearby stream through the village allowing the water to run alongside the road (See Plate 

22). Each family now has access to water for daily household needs, although they still need 

to access drinking water from the main source. One highly motivated individual initiated a 

successful application to an international aid agency for two community water tanks. Other 

‘successful’ communities had raised funds to purchase piping and water tanks, and sought 

technical advice from district and provincial environmental health officers. 
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Plate 21: Finding innovative ways to collect clean rain water for family use, Madang 
Province 
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Plate 22: River water channelled through village for multiple household use, Enga 
Province 

When researching ‘successful’ communities we noticed families had built a raised platform 

out of local bush materials outside the entrance to their house. Informants explained they use 

the rack as a drying area for the family’s cooking and eating utensils (See Plate 23). The rack 

protects utensils from contamination of dirt, flies, and animals licking them, which happens 

if they are left on the ground. 
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Plate 23: Dish rack made of local bush materials, Western Highlands 

 

6.2.2.4 Improved diet. 

Many of those interviewed from ‘successful’ communities explained how their diet had 

changed over recent years “from filling our stomachs with only ‘kaukau’ (sweet potato)” 

[133:17/07]. For example: 

…now we enjoy eating often meals with new foods such as chicken, fish, rabbit, 
beans, peanuts, carrots and cabbage …we now understand that it is important to 
eat a lot of different kinds of foods to prevent illness [132:17/07] (See Plate 29). 

 
To help people access these ‘new foods’, leaders of a community in Lumusa District, 

Western Highlands, established a farm raising fingerlings, chicks, rabbits and seedlings. The 

community freely supplied interested individuals with initial stocks, but any future requests 

come at a cost. Vegetable and fruit seedlings are also farmed and available for free 

distribution to nearby families. The chairperson of the village committee spoke with pride of 

his responsibility for oversight of these farms [132:17/07]. 



 

  131 

 

Plate 24: Easy access to fresh vegetables from household garden, East New Britain 
Province 

Other ‘successful’ communities in East Sepik, Madang, Enga, and East New Britain were 

observed raising egg-producing chickens, or farming fish, as a source of protein. Leaders 

explained: 

…before our cultural beliefs restricted children and pregnant woman from eating 
certain foods. Now they can eat any kind of food and we have seen the changes (in 
them) and they are now healthy [164:02/08]. 

…feelings have changed …also the way we behave. A better understanding of 
health has helped us to change from our old ways [162:01/08]. 

…we needed to change, our thinking has changed; our attitude has changed. Look 
around and what you see before you is the product of our changes in behaviour. 
We have changed our lifestyle. Very big changes have come (to our communities). 
We have put our ideas into action. …Cooperation has brought peace in our 
community [168:02/08]. 

 
One leader in a ‘successful’ community reported how better nutrition in children had 

improved their learning ability. For example: 

…now a lot of our children get educated (because) …good living is impacting on 
education. …our children are healthier and better nourished which helped them 
improve their learning ability and so we are seeing them go on to higher grades in 
school [164:02/08]. 

…we have put our ideas into action …the changes we have made have reduced 
sickness and helped us to get enough money to put our children into high school. 
Now we have a lot of children in high school [168:02/08]. 
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6.2.3 Improved Social Cohesion and Leadership 

Changes leading to improved health have had unintended consequences on other social 

areas. These included improvements in relationships, the economy through increased crop 

production, children’s’ education and reduction in social problems. Comments from 

informants demonstrated improvements in relationships, such as: 

…before we didn’t smile, we didn’t wear neat clothes, women and children died. 
Now there is motivation to do things for ourselves, more cooperation with each 
other. …before we use to isolate ourselves, but now we have more time to spend 
working with (helping) each other. …cross fighting (amongst ourselves) has 
finished. We have done away with it …before a man could not come and sit in my 
house area. Now he is free to work on my house. …before there were land 
disputes and we never shared land. Now we share land so each family has an even 
share [164:02/08]. 

 
This had resulted in more respect and better cooperation: 

…because we have finished with our differences, …our leaders are working and 
every one knows their responsibility, so we don’t need to tell them to do 
something, …people are willing to work because our community is organised and 
our leaders are listened to and obeyed [165:02/08 

 
Fewer bouts of illness have resulted in individuals having more strength and energy to spend 

working longer hours in their vegetable gardens and on crop production. Sale of the extra 

produce at local markets gives the family greater freedom to spend the increased income. 

They now have freedom to increase food intake, choose from a wider variety of foods, 

purchase store goods and better clothing, and pay children’s school fees. Informants claimed 

they can tell which people have more money as they are now “dressing better and smarter” 

[15:25/03].  

Leaders in selected ‘successful’ communities in East Sepik and Oro encouraged each family 

to contribute annually to a community fund. They have used the money to cover costs of 

community improvements, such as a water supply project or construction of a building for 

communal use. If a family does not have cash to contribute, they can contribute ‘in kind’, 

such as a kilogram of vanilla. The village committee sells the vanilla and deposits the cash 

against that family’s contribution record. In one ‘successful’ community, the local level 

government supported their efforts by installing a water tank. 

Leaders of ‘successful’ communities in East New Britain and East Sepik explained how 

increased respect for authority, especially amongst young people, had reduced social 

problems. There had been a reduction in the incidence of criminal offences and domestic 

violence. For example: 
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…marijuana, smoking and drinking alcohol was a problem with our youth but 
now it is not a problem. …our youth now respect the adults. They don’t go raun 
n’abau’t [Pidgin for ‘not involved in just wandering around from place to place 
‘hanging out’ (and potentially getting into trouble). …Sindaun gutpela pasin i 
kamap [Pidgin for ‘our community is now stable and happy – we are getting 
along fine’] [162:01/08]. 

 
Leaders in one community explained how they now occupy their youth in a communal 

sawmill project since learning how to use the CAP process. As the youth have contributed 

meaningfully to their community through this project, they also increased their income and 

self-confidence. Leaders explained how local youth group members also support families by 

selling their manual labour to work in gardens and on crop plantations. Leaders reported the 

youth now give more respect to others in the community and obedience to their elders. 

Observations revealed a change in the cultural role of women in those communities that have 

made changes. Male leaders proudly explained, “our women are allowed to speak up in 

community meetings” [15:25/03]. Women now have a voice in community decisions 

[164:02/08], and are allowed to take a leadership role [164:02/08]. Male leaders in an Engan 

community explained how their cultural practice of not listening to women’s advice is now 

‘a thing of the past’. For example: 

…we have noticed the small changes our wives have made in the home after 
learning about healthier practices from the VHV. We have seen how these 
changes have reduced illness in our immediate family. The information is good so 
we have begun to take notice of what is being said, and to support and encourage 
our women to do these new things. Now we allow the women to speak out in 
community meetings, because we like what they are doing. Now we realise the 
women are not dying in childbirth …our children are better nourished and 
healthier [119:11/07]. 

 
Leaders acknowledged a change in attitude had helped them take up the challenge to be more 

responsible for community health and development. For example: 

…we used to think community development came from the parliament (referring to 
government services) …but nothing ever came [162:01/08]. 

…development means money from an outside source, so before we were not 
prepared to work for nothing [15:25/03]. 

…we used to want the government to come and give us things. So now we are fit to 
do the work ourselves. After some time we decided to make changes that didn’t 
cost us any money such as cleaning the village, fencing the pigs, planting flowers. 
Then we saw it was helping us because not so many getting sick and going to the 
health centre. …we are now very happy with these changes that have come about 
and improved the health of all our families [165:02/08]. 

…we see this ‘healthy island program’ as the way to bring development to our 
area. …we are very grateful for this ‘program’, which has made a lot of changes 
in our community. Our houses and our families are now in order so peace and 



 

  134 

harmony reigns. Before people were full of their own importance …now 
everything is quiet. It has brought peace to us (our community) …now we have 
pride in our environment [164:02/08]. 

…but we need fresh talk to motivate and enthuse us that will re-activate us 
[160:01/08]. 

 
Many ‘successful’ communities have established a health development committee to 

coordinate activities. Leaders believed this had strengthened their authority, improved 

cooperation and respect, and increased participation in weekly community activities. For 

example: 

…CAP brought awareness into our community. …now with the committee there is 
structure [referring to duty statements]. …we have a plan of where we want to be 
five years from now. …we can’t move ahead unless everyone understands (where 
we are going and what is happening) so we move ahead together and a miracle 
has come up. …our interest is in developing our own house area. …we are 
motivated to work. …before some people would come for community work (one 
day per week) but not everyone. This was a problem. People wouldn’t listen to our 
leaders and take action as directed to do. So CAP has helped motivate us, we have 
a desire to change our attitude and do the work because we can see the benefit to 
us and our families [165:02/08]. 

…the councillor’s work is much easier now. People are willing to work, our 
community is organized and our leaders are listened to and obeyed [165:02/08]. 

 
Empowered leaders in selected ‘successful’ communities have drawn up by-laws to help 

leaders enforce compliance to the new code of community behaviour. They are now able to 

better ‘police’ the community, as it is obvious to everyone which family is not maintaining 

the agreed changes. Those who repeatedly failed to comply with the new standards incurred 

a penalty or fine that they paid in cash or kind. However, the embarrassment of knowing the 

whole community was aware of their misdemeanour appeared to be having more of an effect 

on maintaining compliance. In some districts, the new community code of behaviour forbids 

consumption of alcohol, smoking marijuana and the practice of sorcery. 

6.2.4 Improved Maternal and Child Health 

Community leaders and local women across 16 of the 19 districts sampled districts spoke of 

how women are no longer dying in childbirth in their villages. For example: 

…a lot of women used to die in childbirth before we had trained VHVs to help us. 
Now no women die in childbirth. …Dispela em i gut pela [Pidgin for this program 
training VHVs is very good] [181:22/08]. 

…it is now rare for a woman or newborn to die in the village during childbirth. 
…People and children are not dying like before. Now we die from old age 
[161:01/08]. 
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We observed confirmation of this statement in two ‘successful’ communities where the 

community profile showed the annual record of community deaths on the wall in the office 

of the village health development committee. Leaders spoke of how “our women now go to 

the health centre for antenatal care and to give birth with support of VHV” [161:01/08]. 

Provincial and district level senior health officers reported a significant reduction over the 

past two years of obstetrical emergency helicopter transfers from one isolated district. They 

estimated at least a 60 per cent reduction in cost of emergency helicopter hire, although no 

raw data was available to verify this.  

Statements by community leaders and health workers indicated changes in attitude and 

support for the health of women. For example: 

…before men could not touch a woman in labour. Now the men help carry a 
haemorrhaging woman to the health centre. Before a lot of women died in 
childbirth (in the village). … In 1997, only about 30 children per month would 
attend MCH clinic. Now in 2006 it has increased to 300 per month. The children 
are much healthier and fully immunised. Now with family planning we are seeing 
less births and healthier children [92:14/06]. 

…(the community arranges) transport to bring women in labour to the health 
facility for childbirth [169:03/08]. 

…we collect ten toea (AUD$0.05) from the market sellers on Wednesday and 
Saturday for the village ‘fund’. These funds are used for any community need such 
as … referral of a woman in difficult labour. The money helps to pay for the hire 
of a boat and to buy fuel [12:25/03]. 

 

6.3 Impact on Health Workers 

Community leaders attributed success in initiating changes to district level program 

managers who “involved the health workers, and trained male and female VHVs” 

[92:14/06]. Rural health workers in East Sepik spoke of how they: 

…used to see between 80 and 100 patients a day, but now we are resting most of 
the time. Before we had no time to stop to cook, eat and rest. Now we want to 
thank you for bringing this program to communities in our area and making our 
work easy [166:02/08]. 

 
In contrast, while investigating an ‘unsuccessful’ community in East New Britain we 

observed more than 30 clients seeking treatment from the aid post worker. They were queued 

outside the clinic waiting under the trees in the sun. While waiting to interview the aid post 

worker, our team attempted to ease his workload by providing curative treatment for some of 

these clients. My previous PNG experience as a practicing health worker enabled me to 

identify most of those seeking treatment as suffering from malaria, diarrhoea, or hepatitis. 
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The aid post worker informed us he had already run out of his three-monthly supplies of the 

most commonly used drug for treating malaria. 

The district health officials accompanying us reported 21 people from this community had 

died over the past six months. Three recent deaths were from cerebral malaria and 

meningitis. Discussions with this aid post worker revealed he spends between nine and 12 

hours each week day providing curative care to his community. This overworked aid post 

worker had no time to provide health education to individuals or the community. Community 

leaders, VHVs and district health officers confirmed his statement, and added the sudden 

increase in acutely ill people in their community was relatively recent [27:30/03]. Without 

providing verifiable numerical data, they described how previous aid post workers had time 

to give health education and support leaders in community health initiatives. The traditional 

belief in sorcery as the cause of illness and strong opposition from local Kivung cult leaders 

in East New Britain halted progress for change in some communities. Highlighting the 

strength of their resistance to change was the story of recent physical violence against a 

former local government official. This was in response to his choice to move his family 

away from the main village area and establish a ‘healthy family’ environment. He believed 

failure to enforce healthy hygiene practices was the result of weak village leadership 

complicated by politics. 

A contrasting situation was observed in a ‘successful’ community within the same district 

where climate, geography, and demography are similar. Here the aid post worker spends 

most of her working day educating individuals on healthier lifestyle practices and supporting 

the community leadership to initiate changes. Community leaders in this village claimed 

“only two or three people a week need to seek medical treatment from the aid post worker” 

[32:01/04]. The aid post worker explained how the aid post is open one or two hours each 

working day should any individual require curative health care [32:01/04]. Sometimes days 

pass without her seeing any clients, and those who do come are usually from other 

communities that have not made changes. On the day of our visit we observed no clients 

waiting at the clinic.  

A similar situation was observed at a health centre in the highlands that services a population 

of 1,60210. A number of nearby communities have successfully made changes. These 

included cleaning the environment, constructing pit latrines, digging holes for refuse 

disposal, growing a variety of vegetables, farming chickens and fish. During our visit to the 

                                                      
 
10 Government of Papua New Guinea. (2002). Papua New Guinea 2000 Census Unit Register: 
P09CUR.xls (21/03/02), Port Moresby: National Statistical Office of Papua New Guinea. 
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nearby health centre on two separate occasions we observed no out-patient clients or in-

patients. Health workers explained how they have noticed a decrease of between 50 and 75 

per cent in their workload since nearby communities made changes. The previous day these 

same health workers reported treating fifteen out-patient clinic clients when they use to treat 

between 30 or 45 clients a day. They also reported the number of malnourished children in 

the area had also dropped considerably since families started feeding their children a more 

balanced diet. Individual comments from community members supported these statements: 

…before a lot of people got sick with malaria, pneumonia, diarrhoea and typhoid, 
but now very few get sick [132:17/07]. 

…hardly anyone comes sick to the health centre anymore. The health centre has 
very few in-patients. Nobody comes sick anymore [134:18/07]. 

 

6.4 Characteristics of ‘Successful’ Communities 

Certain characteristics, that appeared to be contributing to the positive effects, were absent in 

‘less successful’ or ‘unsuccessful’ communities. These were: (1) motivated individuals as 

catalyst for change; (2) community leaders empowered through governance structure; (3) 

effective visual tools; (4) VHVs providing a link between rural health workers and the 

community. 

6.4.1 Motivated Individuals 

The following case study shows the influence of a motivated individual on her community to 

initiate changes that improved health, lifestyle, social cohesion and leadership.  

Case study 1: A motivated individual initiates changes in her village. 

The village, situated at mouth of an estuary on J. Bay, is thirty minutes by outboard dingy 
east of the district township and health centre. The community has a population of 164 
with 33 households11. The village is home to Ana, a highly motivated community health 
worker who holds the position of district health education officer. Ana is the daughter of 
the village chief, and at the time of this story, she was president of the District Council of 
Women.  

Prior to 2002 the village was void of flowers and grass, as bare red dirt blanketed the area 
between local kunai grass houses. Pigs roamed freely amongst human habitation, people 
defecated on the beach or in the bush, and rubbish was left lying about. Illnesses, such as 
diarrhoea, dysentery, malaria and pneumonia were common. People in the village believed 
sorcery was the cause of illness, and lived in fear of neighbouring clans. Village 
leadership lacked cohesion and community relationships were strained, so there was little 
cooperation for community activities. Women received little respect and had no voice in 

                                                      
 
11 Government of Papua New Guinea (2002) Papua New Guinea 2000 Census Unit Register: 
P18CUR.xls (21/03/02), Port Moresby: National Statistical Office of Papua New Guinea. 
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community decisions. People refused to work for others without payment, and 
‘development’ was perceived as a way to gain money from an outside source. 

During 2002 Ana learnt the CAP process and how to train VHV trainers, and gained 
exposure to a ‘successful’ ‘healthy village’ in Western Highlands. She dreamt that one day 
her community would make changes enabling people to live a healthier and happier life 
free of illness. Ana was part of a team that developed two visual tools that encapsulated 
the CAP process and depicted key indicators of a ‘healthy family’ and ‘healthy 
community’. She saw the potential benefit of using such tools to help individuals 
understand the need for environment and behaviour changes, and to measure progress. In 
her role as health educator, she travelled freely to communities within her district. She 
trained community leaders to use the CAP process, and local women to work as VHVs in 
their community. She handed out copies of the visual tools and encouraged individuals to 
begin making changes. She was politely told to go work in her own village first, and if she 
was successful there others would consider taking action. 

Initially her community rejected her advice, as they did not understand how these actions 
would benefit them. Her father told her not to force people to change, rather: 

…let them go their own way and when they see the benefit of the changes you 
have made (around your house) they will come around and want to follow your 
way [14:25/03]. 

This wise advice proved to be true as within a brief period other individuals and 
neighbouring villagers decided to follow her example. The chief and other village leaders, 
Ana’s uncles, set up a committee to coordinate activities. In the first week after training, 
the whole community had either killed or fenced all the pigs in the village away from 
human habitation12. Each family cleaned the area around their house. They constructed pit 
latrines for each family to use and dug holes for disposal of refuse. They planted grass 
between the houses and in communal areas. They planted colourful shrubs and flowering 
plants around their houses and alongside pathways. They carved a road from their village 
towards neighbouring villages for ease of access. Each family made a small vegetable 
garden close to their house, and raised chickens or ducks to give variety to their diet.  

Soon they realised their family members were not getting sick so frequently. The children 
did not have diarrhoea as often as before. Family members were not experiencing a bout 
of malaria as often as before. This meant they no longer needed to seek curative treatment 
at the health centre or pay for expensive medicines. The time and money saved allowed 
them more time in their gardens. Everyone had more energy to work because they were 
not weak from illness. Crop production of vanilla, cocoa and coconuts began increasing, 
and they now had more money in their pockets after selling their crops. They could spend 
more on food for the family; buy better clothing and education for their children. They 
said “It was hard work but it did not cost us any money” [15:25/03].  

Now they understand sorcery is not the cause of illness and their own unhygienic practices 
contributed to illness. They have decided it is worth continuing to keep the environment 
clean so they can enjoy the benefits. The leaders explained how “hardly anyone gets sick 
anymore with diarrhoea, dysentery, malaria, and pneumonia” [15:25/03]. They claim the 
incidence of malaria has been almost completely ‘wiped out’ in this village. A senior 
health worker stated health facility records show no confirmed cases of malaria from this 
community over the past five years. The leaders expressed great pride in their 
achievements and gratitude for the work of female VHVs in educating their community. 

                                                                                                                                                      
 
12 Brief report of Pomio District CAP supervisory visit by D.Dawadawareta (unpublished, March 
2002) 



 

  139 

In recent years, a newly appointed district health manager, Gerie, has supported Ana. Gerie 

reported that while studying at university in 1999 she learned of the Department of Health’s 

national vision of a ‘Healthy PNG’. Her motivation was to see her district become a healthier 

place to live and work. She was keen to impart her understanding of this concept to her staff. 

In 2005 she trained senior health workers from each facility in her district in community 

health development skills using the CAP Process. Her goal was to shift the health service 

focus in her district from curing illness to promoting healthier practices. She challenged each 

health worker to help establish ‘healthy settings’ in their health facility catchment area. 

The officers working under Gerie used the health radio network to report on progress weekly 

to the district health office. In her role as district health educator, Ana was responsible for 

monitoring these reports and giving supportive and encouraging feedback. This has been a 

source of empowerment and motivation for health centre staff. In early 2006, Gerie 

organised for these same senior health workers to learn how to train, support and supervise 

VHVs. They now effectively support VHVs within their health facility catchment area in 

Pomio District of East New Britain, and train other health workers to do the same. The next 

case study shows how a senior health worker utilised his position of authority to influence 

changes in a large number of communities.  

Case study 2: A senior health manager’s influence on communities in his area 

Nick is the senior manager of church health services in his district. For many years he has 
had a desire to help his people live a healthier lifestyle but was unclear how to go about 
achieving it. While attended a VHV program managers training course in 2001 he gained 
exposure to a ‘successful’ community in Western Highlands. This he says gave him the 
information he needed to help implement his dream.   

He began by setting an example with his own family in the village. He worked with his 
local community leadership, encouraging them to begin working towards achieving a 
healthier community. In 2002 Nick was part of a team that developed the two visual tools, 
depicting key indicators of a ‘healthy family’ and ‘healthy community’. These tools 
provided what he needed to encourage and support local communities. Training in the use 
of the CAP process in 2003 further informed and empowered him.  

Since 2002 Nick and his team of three health workers have raised awareness of the need 
for a healthy lifestyle in over 96 communities. After a brief meeting with the village 
leadership, Nick leaves them with a challenge to “come and see us if you want to know 
more” [159:01/08]. When the leaders come seeking more information he asks them to 
select five people to attend training. Others in the community are encouraged to observe 
the training. The five-day course covers topics relevant to implementing the Department 
of Health’s vision of a healthy PNG through ‘healthy villages’. The CAP process was 
used as a motivational tool. Leaders learnt how to build leadership capacity and manage 
community initiatives through a village health development committee structure. On 
completion of training, a certificate is awarded to the community as a whole, not to 
individual participants. This helps motivate the community to claim ownership of the 
changes made. 

After three months, Nick re-visits the community to help them assess their progress 
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against the Healthy Community visual tool. Nick supports the leaders in discussing and 
resolving issues. A monitoring visit is made every three months. Community leaders say 
this has motivated and empowered them to continue to initiate and monitor changes for 
improved health and social well-being. 

 

6.4.2 Empowered Leadership through New Governance Structure 

The WCH Project encouraged health volunteer program managers to visit the ‘successful’ 

community in Western Highlands between 2001 and 2002. The leadership of this community 

had been strengthened and empowered to initiate sustainable lifestyle changes through a new 

local governance structure they named the Village Health and Development Committee or 

VHDC. Exposure to this concept appears to have inspired other ‘successful’ communities to 

establish their own style of village development committee. Our visits to these communities 

identified a common structure. The existing structure of the local level government Ward 

committee is used as the basis for the new committee. Health workers and community 

leaders explained how at local government level each village has one representative on the 

Ward committee. Under the new governance structure, the Ward committee representative 

for that village is usually elected as the chairperson of the new VHDC.  

A respected leader with specific responsibilities represents each sector of society on the 

committee. These included education, health (includes water supply, sanitation), agriculture, 

infrastructure, economy, women, youth, law and order. Each committee member has a duty 

statement to guide them in their role. The VHV is often a member of the committee, and 

usually given responsibility for health matters in the community. The committee plans, 

coordinates and monitors community action. Figure 22 shows the sectoral responsibilities of 

committee members.  
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Figure 22: Structure of a village health and development committee showing sectoral 
responsibilities of committee members13 

Discussions and observations in ‘successful’ communities indicated those communities who 

adopted these governance structures now have an empowered and motivated leadership 

initiating changes. For example, in one ‘successful’ community the leaders recorded their 

vision and goals on paper for all to see. A map showing how they would like to see their 

community in five years supported this. An action plan outlined the proposed activities 

guiding them step-by-step towards achieving their goals (See Plate 25). Local health workers 

learnt this during CAP training, and shown this system to their leaders. Similar community 

development visions, goals, and action plans were observed during site visits to seven other 

nearby ‘successful’ communities. 

Each community had an office building with their plans proudly displayed on the walls (See 

Plate 26). Leaders believe the new structure strengthened their leadership role and generated 

renewed respect. This helped the community claim ‘ownership’ of the changes and 

commitment to future plans: 

…we own these change so we are determined to maintain them [17:27/03]. 

…everyone is now involved in working. No one person is forcing us to work. Not 
like before when the Kiaps policed the villages. We are of ‘wanbel’ [Pidgin for 
one mind]. There is coordination and we are organised. …we are proud of our 
environment [165:02/08]. 

                                                      
 
13 Generic structure of village health development committee as identified during site visits to 
communities in 2006. This model was observed in East New Britain, Madang, Enga, Western 
Highlands, East Sepik, and Oro Provinces. 
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Plate 25: Community priority needs, action plan and map of vision displayed in a 
public place, East New Britain 

 

Plate 26: Community office of village health development committee and VHV, East 
Sepik Province 
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6.4.3 Effective Visual Tools 

Rural health workers working with ‘successful’ communities explained how they use the 

Healthy Family and Healthy Community visual tools (Refer to pages 72 and 73. They 

explained how these tools provide a pictorial guide that helps “raise awareness in 

communities of the need to make changes” [90:14/06]. The tools allow individuals to identify 

their priority needs, decide on appropriate solutions, and act on their decision. For example: 

…Papua New Guineans need to see something in picture or drawing to be able to 
think through concepts and ideas. The drawings in the CAP kit are tools, also the 
‘healthy family’ and ‘healthy community’ (visual tools). They help motivate them 
into action because they can see clearly what their ultimate goal is [179:21/06]. 

…un-educated people don’t understand figures or bar charts. They need pictures 
to motivate them to talk more on problems in their community. We show the 
picture and ask them why this has happened in their community. The picture 
stimulates discussion and they are able to come up with lots of reasons for the 
problems. …we have to adapt to each situation as people interpret things 
differently. Isolated and illiterate people are different to those with access to 
education and services. We need to make the message practical and applicable 
especially when we are raising awareness in the community on health matters 
[159:01/08]. 

 
During interviews we noticed how individuals in ‘successful’ communities responded to 

questions by pointing to indicators on the Healthy Community and Healthy Family tools. We 

noticed the content of the tools appeared to be clearly imbedded in their thinking. Even 

though they did not have the tool in front of them, and we did not prompt them, they could 

tell us the key indicators. It was obvious they had visualised the order of the indicators as 

they describe particular line drawings and stated what the indicator illustrated. Achievements 

were reported according to the indicators explaining what had changed. They explained 

which indicators they were currently working on, and which ones they planned to work on at 

a future date. Once a community had made some changes, health workers encouraged the 

use of the tool as a ‘checklist’ to monitor progress. The next case study illustrates how a 

VHV used these tools with families in her community to initiate changes.  



 

  144 

 

Case Study 3: A VHV uses the ‘healthy family’ visual tool to motivate changes in her 
community 

Beth is an educated female leader in her community and a highly motivated advocate for 
healthy living. Her village, a three hour walk away from the nearest health centre, has a 
population of 443 with 59 households14. Beth gained inspiration from attending CAP 
process training and exposure to a ‘successful’ community in Western Highlands in 
2000. Beth actively began raising awareness amongst her neighbours of the need to make 
changes towards living a healthier lifestyle. She distributed copies of the Healthy Family 
tool to each family. She encouraged them to identify what they already had and decide 
what they needed to achieve for their goal of a ‘healthy family’ setting. 

Beth’s enthusiasm rubbed off on the community. They began to organise for each family 
to participate in cleaning and beautifying the environment. They set up a committee to 
coordinate their activities, as one leader explained: 

…before we were always sick and going to the health centre for medicine so 
much so that the health workers were always looking at our faces. We spent a 
lot of money and time going to get medicine. Our children were always sick. 
There was rubbish and faeces laying everywhere and no clean water for us to 
drink. Then Beth came and told us to clean up the village, plant flowers, put 
rubbish in a hole. We started to take her advice and do what she said. Since 
2000 nobody has died in our village from sickness, only old age. Now we have 
toilets and rubbish holes, water tanks, houses with windows and off the ground, 
flowers and grass. Beth used the ‘healthy family’ form so we could SEE what 
we needed to do [181:22/08]. 

Although Beth previously trained as a village birth attendant, in 2005 she was able to 
upgrade her knowledge and skills by training as a VHV. Now she supports and 
supervises other VHVs in her area as well as sharing her health knowledge as a VHV. 

 

Health workers spoke of using the visual tools to raise awareness of healthier lifestyle, and 

as a ‘checklist’ so the community can monitor and evaluate progress [90:14/06]. We learnt 

how one team of health workers collaborates with the village leadership to monitor progress. 

The team explained how they discuss with the VHDC members the community’s progress to 

data against each indicator on the Healthy Community tool [159:01/08]. They discuss any 

problems the leadership are experiencing and identify possible solutions. Any community 

member is free to observe the meeting. This appeared to be helping the community to claim 

‘ownership’ of the sustainable changes taking place [165:02/08].  

6.4.4 Village Health Volunteers Providing a Link 

Discussions with leaders and VHVs at 58 ‘successful’ and ‘moderately successful’ 

communities indicated VHVs are acting as role models in their community. VHVs are 

                                                      
 
14 Government of Papua New Guinea. (2002). Papua New Guinea 2000 Census Unit Register: 
06CUR.xls (21/03/02), Port Moresby: National Statistical Office of Papua New Guinea 
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demonstrating, and educating individuals about, healthier practices, and encouraging 

families to use MCH services. For example:  

…I give health education to the women …at women’s groups, and to the youth, 
and men at community meetings. I talk about looking after a clean place at home 
and the whole village, personal hygiene, care of children, spacing children, good 
nutrition, preventing malaria and diarrhoea. I also help the health worker at 
health centre and on MCH clinic …I encourage the women to attend antenatal 
clinic and I take the women to the health centre for delivery [167:02/08]. 

…I refer women and children to the health workers. …I teach the village women 
about good nutrition and feeding children from the three food groups; preventing 
illness; family planning; high-risk pregnancies; and accessing early treatment for 
health care. The sister- in-charge of our health centre asked me to give awareness 
to my village on the CAP process and to help the leaders set up a committee. One 
week after the CAP training, the community met and selected members of the 
village health development committee. Then activities began to happen. Their first 
priority was toilets. Then they cut the bushes away from around the houses, fenced 
the village so the pigs could not come inside. After this I began working with two 
other nearby villages (to make changes) [12:25/03]. 

 
Leaders explained how the VHVs helped initiate changes in their community. For example: 

…the VHV educates us on healthy practices and encourages the women to use the 
maternal and child health services [119:11/07] 

…what triggered us to start making changes was through the health education the 
VHV gave on (importance of) ‘healthy family’ lifestyle [181:22/08]. 

…now the health workers and our VHVs help us to understand what changes we 
need to make [92:14/06]. 

…the awareness given by the VHV has made the changes. Other VHVs are making 
a difference in their hamlets. The VHVs and I encourage the other villages to 
come and see what the VHV has done and go improve the health of their village 
[90:14/06]. 

…we appreciate our VHVs because they help in educating us on health, so what 
we hear we put into practice. …the VHV helps our Ward members (and VHDC 
members) by inspecting and reporting on the need for repairs or clean up around 
the village, who is not keeping their house clean, or using toilet properly 
[160:01/08]. 

 
Health centre staff expressed their appreciation of the work of VHVs, for example: 

…how helpful it has been to have the support of the VHV in accompanying the 
woman from her village to the health centre to give birth, sitting with her during 
the labour, and calling us (health workers) when the birth is imminent. This has 
freed us to attend to other tasks. It has also helped the VHV to gain a lot of 
experience and knowledge from working alongside us in the labour ward. …We 
supervise them doing the delivery [21:29/03]. 

…we work closely with the VHVs. They refer patients to us and we supervise them 
in the health centre to assist the labouring woman referred by the VHV to give 
birth safely. We use the VHVs to give health education and help check the 
antenatal women when we don’t have enough staff [92:14/06]. 
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In many places, the community leadership acknowledged the value of VHVs. Leaders 

explained how they reward the VHV’s service to the community, especially their support of 

pregnant and labouring women. For example: 

…less women are dying in childbirth. The VHVs are helping our pregnant women 
to go to antenatal clinic. We feel the VHV program is very helpful to our people. It 
is saving us a lot of time and money [165:02/08]. 

…we paid money to buy the uniform for our VHV. We have built a birthing hut. 
We give food and help in her garden. We also help to dry her vanilla. [162:01/08]. 

…the community supports the VHV by carrying wood to help build a birth hut, 
cleaning around the birth hut, or help the VHV to do work around her house. In 
the night we go with our VHV to visit the woman in labour [133:17/07]. 

…we work in her garden, help with house repairs, or clean around the birth hut. 
We also help with cleaning around the VHV’s vanilla and cocoa plants 
[15:25/03].  

 
Some communities have built a hut for the VHV to use as her office (See Plate 27). The hut 

also provides a place for pregnant women to give birth in the village with assistance of the 

VHV [97:16/06]. 

 

Plate 27: Village birthing hut constructed from local bush materials and cardboard 
boxes, Madang Province 

Village health volunteers explained how the family of the woman they have assisted to give 

birth safely would give a ‘thank you’ gift. This is usually “specially cooked food of chicken 
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and rice, or toiletries” [97:16/06]. One leader explained how “we look for the best meat we 

can find as a ‘thankyou’ gift for helping our wife give birth safely” [97:16/06]. 

A senior health official informed us of the health insurance scheme operated by a local 

Church health services in Western Highlands. The VHVs receive free health care for 

themselves and family members as a reward for their voluntary services to the community. 

Senior health workers spoke of the role VHVs are playing in influencing a change in attitude 

towards local health workers. For example: 

…we are seeing changes in the attitude of communities and health workers 
towards VHVs. The VHVs selected by the community are respected and supported 
by them. Also those (health workers) involved in training VHVs are supportive of 
the VHVs [9:24/.03]. 

…the leaders requested us to come to the village on a certain day and give health 
awareness, and advise them on their health problems. … This kind of thing never 
happened before. [163:02/08] 

…VHVs are able to fill the gap and talk in mother tongue to their people and do it 
better than us health workers (who are) from outside the area. What they see they 
can speak about. [PHIC:15/06] 

 

6.5 Characteristics of ‘Less Successful’ Communities 

Characteristics associated with ‘less successful’ communities included: (1) limited 

understanding of community development approaches; (2) unwillingness amongst health 

workers to share information; (3) a ‘top-down’ approach to community development; (4) and 

weak community leadership. Observations and interviews with individuals from ‘less-

successful’ and ‘unsuccessful’ communities unearthed no evidence of the characteristics 

found in ‘successful’ communities. There was no evidence of a motivated individual 

initiating change, nor did a VHDC exist that was coordinating community action. There were 

no active VHVs educating the community and no involvement of local health workers 

supporting changes in nearby communities. It was not possible to gather leaders together for 

a group discussion in any of these communities. The leaders were either unavailable at that 

time, not interested in meeting with us, or elsewhere attending to personal interests.  

6.5.1 Limited Understanding of Community Development Approaches 

Evidence gleaned from observations and interviews during visits to ‘less successful’ areas 

confirmed health workers did not have a clear understanding of community development 

approaches. Nor did they appear to fully comprehend the value of preventing the burden of 

illness through promoting healthier lifestyle practices. Compounding this was the apparent 

confusion between the different approaches used by national level Health Promotion and 
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Environmental Health technical officers. For example, WHO’s Participatory Hygiene and 

Sanitation Transformation approach, CAP, and Healthy Islands program activities. The 

Department of Health had encouraged implementation of these approaches simultaneously in 

all provinces. There is evidence to suggest some communities have reportedly made health-

related changes due to NDoH activities as well as, or even in spite of, those of the WCH 

Project. Observations, reports and photos have confirmed this fact. 

Observations and interviews in one province with numerous ‘less successful’ communities 

confirmed a limited understanding among health workers of community development. This 

was confirmed when a provincial health officer assured us he had effectively communicated 

initiating changes for a healthier lifestyle with community leaders. However, a visit to this 

particular community revealed individuals were unaware of the health worker’s efforts. Our 

observations indicated the local leadership had taken no action to initiate changes following 

the provincial officer’s advice. The one family that had taken action towards a healthier 

lifestyle was influenced by knowledge gained previously while living in another province.  

Visits to ‘less successful’ communities revealed health workers were not working with 

VHVs to initiate changes in communities. It was obvious to us that provincial and district 

level VHV program coordinators were not working in partnership with those at health centre 

level. Evidence from observations and interviews at provincial, district and community level 

suggested health workers were not willing to share their learning with others. Less than one 

per cent of health workers who received no other input other than training in the CAP 

process had applied their new knowledge and skills following training. These health workers 

were not exposed to other Project input activities, such as exposure to a ‘successful’ 

community, additional training and support, and visual monitoring tools. In discussing this 

obvious failure to apply knowledge and skills, senior health workers suggested a number of 

possible reasons. The main reason given was a possible fear of change or moving outside the 

health worker’s curative domain comfort zone. Other key reasons were lack of follow-up 

support from trainers or not being in a position of authority to implement knowledge and 

skills. Also mentioned were lack of experience in community development approaches and 

those trained were disinterested or unmotivated.  

Health workers interviewed indicated other factors that may have influenced the outcome of 

CAP training. These included the development of training materials while training was in 

progress, and the approach to training used by different Project technical advisers. It was 

suggested perhaps the training failed to provide participants with a link between the process, 

‘healthy settings’ approach, and their application at community level. Trainers may also have 

failed to provide sufficient guidance for community level implementation. 
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Those individuals who did attempt to implement learning acquired during CAP training 

found their enthusiasm waned. This was especially so when confronted with scepticism, 

opposition, lack of enthusiasm or weak leadership within the community. They became 

discouraged by the lack of follow-up support from national trainers. An international donor 

driven project does not allow time or budget for follow-up support. The majority of 

facilitators were from national level, which made it logistically impossible to give follow-up 

support to rural health participants. 

Only in one province investigated was there evidence that training in use of the CAP process 

alone had resulted in changes at community level. This was reported to be the result of 

strong support from provincial and district health officers through the health radio network 

and supervisory visits. This required substantial provincial and district leadership and 

commitment, as the majority of these health workers are based at isolated health facilities. 

6.5.2 Limited Sharing of Information 

Interviews with health workers in ‘unsuccessful’ areas indicated their focus remained largely 

on the provision of curative care. Educating about illness prevention was often provided as 

an ‘after-thought’ when staff were not busy attending to the large volume of clients seeking 

curative treatment. Health workers indicated they see no point in giving health information 

to individuals because “nobody takes any notice of what we say”.  

Health workers explained how they expect clients to come to the health facility if services 

are required, especially MCH services. Two health workers told how they do not make 

contact with local level government officials or community leaders to motivate changes to 

healthier lifestyle practices. The reason was they are not given money to cover costs of 

kerosene and camping allowance if they need to stay overnight in the village. This contrasted 

with information discussed earlier in this Chapter of health workers in areas with 

‘successful’ and ‘moderately successful’ communities who encouraged linkage with villages. 

We found provincial level officers in ‘less successful’ areas had failed to inform district level 

officers of important changes to VHV policy, standards and curriculum. For example, in 

2006 we learned of unopened boxes of new VHV training materials in one provincial 

storeroom that arrived three years previous. District level trainers and supervisors of VHVs 

had heard of the arrival of these new materials but had not been distributed. Therefore, lower 

level trainers continued to use materials developed in the early 1990s. Another district level 

officer had personally received a supply of training posters from WCH Project technical 

advisers in early 2003, but had failed to open the packages or distribute these. 
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6.5.3 ‘Top-down’ Approach to Community Development 

Observations and interviews with health workers indicated there had been limited effect and 

sustainability when national level officers tried to initiate changes in communities. In areas 

where national level officers had conducted training in the CAP process there was little 

evidence of those communities claiming ‘ownership’ of changes.  

We found evidence where provincial level officers attempted to implement activities at 

community level with no engagement of district level officers. District level officers claimed 

to have been told of the activities taking place but were not included in planning or 

implementation. There was no evidence to suggest the community claimed ‘ownership’ of 

the proposed changes, or was supporting individuals trained as VHVs from their community. 

The following case study from one province illustrates how a ‘top-down’ approach to 

community development has been in-effective in initiating sustainable changes in a specific 

community. 

Case study 4: Example of ‘top-down’ approach to community development 

Approximately 30 kilometres from the provincial capital is the village of Y. The 
community has a population of 2,609 with 168 families made up of people from 12 sub-
clans15. There is an aid post approximately 7 kilometres east along the main road, and a 
health centre approximately 12 kilometres west on the same road. In 1998 Department of 
Health national level officers, with provincial and district environmental health officers, 
began working with families to initiate changes in the community. The officers attempted 
to motivate individuals to actively participate in a project to develop a ‘healthy village’ 
setting. Access to clean drinking water and improved sanitation practices were identified 
as solutions to priority needs. The WHO assisted by supplying water pipes, taps, latrine 
frames and galvanised iron sheeting. However, only one clan, the relatives of a national 
level officer, actually took up the challenge themselves and made any changes. The 
Department of Health declared this a model ‘healthy village’ early the following year, the 
first of such declarations in the country.  

Despite intensive input initially, and occasional encouragement and support since from 
national, provincial and district level, the clan members have not maintained a healthy 
environment. Evidence suggests weak village leadership and lack of ‘ownership’ of the 
interventions has caused the lack of motivation to maintain changes. Frustrated by the 
persistent lack of community action, the provincial health office decided in 2006 to hand 
over responsibility to the local district health office. District officers were charged with 
the responsibility to re-activate the ‘healthy village’ setting in this community. Provincial 
health officers developed a plan of action indicating the support and assistance required 
from various levels to achieve the goal16. District health staff attempted to motivate 
individuals within this community. However, from personal observation it would appear 

                                                      
 
15 Government of Papua New Guinea. (2002). Papua New Guinea 2000 Census Unit Register 
P12CUR.xls (21/03/02), Port Moresby: National Statistical Office of Papua New Guinea 
16 Morobe Provincial Division of Health (2005) Plan of action: Yalu ‘healthy village’ project 2005- 
2009 (unpublished) 
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the community leaders and clan members are not interested in cooperating to achieve the 
provincial goal.  

 

We found evidence of similar failures in other areas where national level officers were 

known to have attempted to initiate change at community level. However, in those areas 

where local health workers had trained communities in the CAP process, supported by 

district level, there was evidence of communities ‘owning’ the changes.  

6.5.4 Weak Community Leadership  

Community level observations and discussions suggested weak community leadership 

engendered little respect and cooperation, as demonstrated by individuals’ lack of support 

for, or involvement in, community activities. For example: 

…hardly anyone attends the Monday community work day and the councillor is 
too weak to reprimand those who do not come to work [27:30/03]. 

 
In ‘less successful’ communities investigated, where politics and jealousy negatively 

affected leadership, we observed little evidence of lasting changes. We learned how some 

leaders resisted change preferring to stay with old traditional ways, or desiring to practice 

local cult beliefs that forbade change. Therefore, those families keen to live in a healthier 

environment have had to relocate their family some distance from the confines of the main 

village. For example: 

…we started to work but community politics came in causing us to slow our 
progress due to disagreement [164:02/08]. 

 
The following case study demonstrates how tension within a community can hinder progress 

and the motivation of individuals to maintain changes. 

Case study 5: Tension within the leadership has delayed progress 

The village of K. began making changes some five years ago, but as time passed their 
enthusiasm waned. The community leaders spoke of some positive changes, such as: 

…We have only changed a little. Now women and children do not die, but still we 
have a long way to go. Change is coming slowly to us. We needed to change but 
we need more change [181:22/08]. 

They explained how the village health development committee is no longer “working 
well. Not everyone contributes on the weekly community work day” [181:22/08]. During 
discussions in the community it became obvious to us there was tension within the 
leadership of the village health and development committee. Two of the leaders publicly 
disagreed on certain issues. This had impacted on individuals causing their motivation to 
dwindle, and for their cooperation and support for community activities to wane. 
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As we walked through the village we noticed how standards varied. Some individuals had 
maintained a clean environment around their house. Others appear to have lost the desire 
to continue, or preferred to retain their old ways of living. They allow their pigs to roam 
freely with the children and the ground is swept bare of any grass around their house.  

 

Failure in some communities was attributed to the false expectations of leaders who believed 

the ‘government’ would reward their efforts of a clean environment. They expected benefits 

of water tanks, pit latrine frames, or free transportation for the community. They became 

discouraged when their efforts failed to produce any tangible benefit from government 

sources. Another case study demonstrates how a once ‘successful’ community failed to 

maintain the initial changes because of weak leadership. 

Case study 6: A once ‘successful’ community failed to maintain changes because of weak 
leadership. 

A one hour canoe ride upstream from the village of M. is the village of P. The village has 
a population of 138 with 27 households17. They were encouraged to make changes after 
noticing the impact of the changes made by their relatives in M. village. The villagers 
cleaned the environment, cut back the long grass from around the houses, and removed 
most of the pigs from the community. They constructed a few pit latrines and a communal 
hole for refuse disposal.  

Progress was slow but before long, they too began to see the benefits of the changes on 
their families, especially improved health of their children. Not so many people needed to 
go the long journey to the health centre seeking treatment for malaria or diarrhoea. Local 
health workers reported that previously many of the children were under-nourished and 
suffering from chronic malaria. Over time, these health workers noticed an improvement 
in the nutritional status of these children and that their enlarged spleens were reducing in 
size. However, today the situation has reversed. The leaders say: 

…thinking has changed for some members who now have high expectations. 
They want money in return for their efforts to clean the environment. 
Participation is not good on community work day as the councillor does not 
enforce it so people do not bother to turn up. If only we understood about the 
importance of health. [16:26/03] 

As I looked around, I could see long grasses encroaching on the houses, pigs roaming 
freely amongst the children as they played. There was evidence of people defecating in the 
bushes behind the houses and along the path into the village. The atmosphere during our 
discussion indicated obvious discontent amongst individuals. The leaders appeared 
ashamed and embarrassed to talk about the previous positive changes. They had been so 
inactive in recent days failing to maintain the previous standard of living. Those who were 
keen to maintain the changes had re-located their family outside the village area. 

 

                                                      
 
17 Government of Papua New Guinea (2002) Papua New Guinea 2000 Census Unit Register: 
P18CUR.xls (21/03/02), Port Moresby: National Statistical Office of Papua New Guinea 
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We found during our visit to this community evidence of weak leadership. There was a lack 

of community cohesiveness, as the male leadership hierarchy dominated over free 

participation. This was exemplified in leaders’ discussions with the visiting team. One very 

angry leader made the atmosphere uncomfortable by his angry outbursts. The tense 

atmosphere caused me to suggest to the health worker acting as our liaison with this 

community “we should leave”, only to be advised to “wait” . It was explained to me after 

leaving the village why one leader was venting his angry at us as the visitors. In his mind, we 

visitors represented the ‘government’, which he felt had failed to reward his community for 

their efforts to clean their environment. His expectation was for the ‘government’ to provide 

free transportation to the nearby township and install community water tanks. However, 

these ‘rewards’ had never materialised. The situation eventually calmed and a number of 

other male leaders spoke out. I was later advised that this is a normal, culturally accepted, 

practice in this place. The body language of the women however, indicated they did not 

agree with what was said by the men. It was not until the end of the discussion that one 

female schoolteacher bravely spoke out on behalf of the women. Her position of leadership 

in the community allowed her the privilege of a voice in community meetings that would not 

have been accorded to other women. 

A contrasting situation was evident in ‘successful’ and ‘moderately successful’ communities. 

In these communities, a strengthened and empowered leadership was accorded respect, 

cooperation, and collaboration of community members with less gender distinction. This was 

demonstrated in the way individuals collaboratively and freely shared stories in a public 

meeting of how their community made the decision to change. They proudly acknowledged 

how their women are now free to speak out at any time during community meetings.  

6.6 Summary of Observed Impact 

Personal observations indicated evidence of environment, sanitation, and personal hygiene 

improvements. Of the 73 communities visited, 39 (53 per cent) were classified as 

‘successful’ communities18. Nineteen (26 per cent) were classified as ‘moderately 

successful’ communities. Fifteen (21 per cent) was classified as ‘less successful’ 

communities. Table 2 summarises the observed impact across 10 provinces and 39 districts 

in the 73 sampled communities visited during 2006.  

                                                      
 
18 Refer to pages 100, 101 and 119 for explanation of how community ‘success’ was assessed.  
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Table 2: Observed impact across 73 sampled communities visited in 2006 

PROVINCES DISTRICTS COMMUNITIES 
  ‘Less  

successful’ 
‘Moderately 
successful’ 

‘Successful’ 

East New Britain Pomio 2 0 5 
Milne Bay Alotau 2 1 1 
 Samarai-Murua 4 0 0 
Southern Highlands Nipa-Kutubu 0 3 2 
Gulf Kikori 1 2 0 
Madang Madang 2 2 1 
 Usino-Bundi 0 0 3 
 Raikos 0 1 0 
 Sumkar 0 0 0 
Morobe Huon 1 1 0 
 Nawae 0 0 0 
 Markham 1 1 0 
Enga Kompiam 0 0 6 
Western Highlands Mul-Baiyer 0 0 4 
East Sepik Wosera-Gaui 0 5 0 
 Maprik 0 1 8 
 Ambunti-Dreikikier 0 0 7 
Oro Ijivitari 0 1 2 
 Sohe 2 1 0 

TOTALS 19 15 19 39 
  21% 26% 53% 

 

The number of ‘successful’, ‘moderately successful’ and ‘less successful’ communities 

varied widely within each district and within a province. For example, during our visit to 

Pomio District in East New Britain we sampled seven communities. Of these, we identified 

five (71 per cent) ‘successful’ communities, no ‘moderately successful’ communities, and 

two (29 per cent) ‘less successful’ communities. Overall, it seemed reasonable to attribute 

‘success’ in initiating sustainable community health changes in 58 of the 73 communities 

sampled (79 per cent) to the outcome of WCH Project strategies. Evidence of the most 

sustainable and significant changes were observed across 37 per cent of districts. These 

included the districts of Pomio, Madang and Usino Bundi, Kompiam, Mul Baiyer, Maprik 

and Ambunti Dreikikier. Six of the 19 sampled districts (32 per cent) showed evidence of 

communities with some evidence of change taking place. In another province, two districts 

(10 per cent) demonstrated small changes in communities, while four districts (21 per cent) 

had no evidence of changes in communities. Figure 23 demonstrates this success across 

provinces.  
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Successful communities by province
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Figure 23: Success across sampled communities by provinces 

Individuals in ‘successful’ communities have influenced their neighbours as others see the 

changes, recognise the benefits, and decide to initiate similar changes. For example: 

…we see the benefits of this program on the health of our people, so we want to 
share it with others [14:25/03] 

…one trouble maker has now changed his attitude and cleaned around his house 
and planted flowers. …now those who were opposing have seen the changes so 
they have come into line and made changes in their house area. …they have 
changed because of group pressure to conform [92:14/06]. 

…four other villages have stated to take action after seeing the changes in T 
village [91:14/06].  

 
Informants claimed the changes are the result of a combination of WCH Project input 

activities. These included: (1) training in the CAP process; (2) exposure to a ‘successful’ 

community; (3) visual monitoring tools, (4) participation in technical advisory group 

meetings; (5) additional training support for VHV program managers and trainers; (6) 

monitoring visits from national level. Interviews with eight VHV program managers 

supported claims that exposure to the ‘successful’ community in Western Highlands 

maximised the impact of the Project. This activity did so by demonstrating for them what a 

‘healthy community’ looked like and how it worked. Others found the visual monitoring 

tools combined with additional training motivated them. 

6.7 Discussion 

The evidence suggests specific activities are taking place in ‘successful’ communities to 

bring about a healthier environment. These are changing health status and disease patterns, 

altering behaviour in relation to MCH, and contributing to social and economic well-being. 
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Community leaders acknowledged new health knowledge has helped initiate attitudinal and 

behaviour changes, and increased social cohesiveness. Realisation of unhealthy practices as 

the ‘root’ cause of illnesses played a major part in encouraging individuals to make 

environment, sanitation, and personal hygiene changes. Positive benefits from these changes 

have resulted in individuals accepting healthier practices as the social norm. Changes in one 

community have influenced nearby communities as they see the benefits to family health. 

‘Ownership’ of the changes and pride in achievements helped sustain these changes over 

time. 

This outcome is consistent with theories of community-based development and health 

promotion (Green & Kreuter, 2005; Ife, 2002; Talbot & Verrinder, 2005). It is also 

consistent with the philosophy of a ‘bottom-up’ approach empowering individuals to change 

the balance of power and increase their self-reliance in health (Green & Kreuter, 2005; Ife, 

2002). A renewed sense of belonging averted their resistance to change and influenced 

individual participation in initiating and maintaining changes (Ife, 2002; Talbot & Verrinder, 

2005). 

It is recognised that access to reliable information is an important factor in changing health 

behaviour (Talbot & Verrinder, 2005; Yajima, Takano, Nakamura, & Watanabe, 2001). A 

better understanding of the ‘root’ cause of illness helped overcome former beliefs that 

‘sanguma’ or black magic causes sickness. Individuals now realise their unhealthy practices 

were making them sick. The benefits from simple, small and inexpensive changes, especially 

improved family health, initiated a desire to change old traditional ways. Improved health 

has influenced other aspects of an individual’s life and social cohesiveness within 

communities. ‘Successful’ villages identified changed health status as influencing social 

cohesion, agriculture, the economy and education. Improved health means time and energy 

resulting in increased crop production and income, access to necessities, and increased 

education for children.  

This is consistent with philosophies of health promotion and community development that 

encourage people to take responsibility for their own health (Green & Kreuter, 2005; Ife, 

2002). Recognition of the role individuals play in influencing their own health through 

healthier behaviour practices is an important component of promoting a healthy lifestyle 

(Talbot & Verrinder, 2005). An individual’s experience of good health is intricately linked to 

their feeling of control over their own life.  

According to Talbot & Verrinder (2005, p. 60), an individual’s satisfaction generates 

“greater participation and, in turn, stronger social capital”. For example, increased trust, 

reciprocity and collective action (Talbot & Verrinder, 2005, p.61). Community 
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connectedness or social cohesion benefits an individual’s relationship with others and the 

wider community (Talbot & Verrinder, 2005). Having a sense of purpose and meaning in life 

gives energy and vitality enabling individuals to act, generating a sense of connectedness to 

their community (Talbot & Verrinder, 2005). This research demonstrated improved health 

and well-being increased individual satisfaction leading to trust, reciprocity and support for 

collective action. In some places, individuals were giving up their most valued possession of 

family clan land for the sake of community cohesion. This research found community 

changes occurred relatively quickly within matrilineal societies as women had more 

influence over initiating changes. Those within partrilineal societies were restricted by male 

dominance and their reluctance to change from traditional ways. The men needed to be 

convinced of the benefits to society before considering introducing change. However, those 

communities with a strong sense of religious affiliation usually began with a sense of 

connectedness that was quickly strengthened following the intervention.  

The philosophy of community development is based on empowering people to work together 

to achieve what the community wants for themselves (Ife, 2002; Talbot & Verrinder, 2005). 

It increases the community’s competence to change the structures influencing their lives 

(Talbot & Verrinder, 2005). This research shows families now live in a cleaner environment 

with increased income, better housing and road access. Improved hygiene practices have 

helped reduce the burden of disease. These were improved sanitation and waste disposal 

practices, with animals fenced away from human habitation and dish racks used to protect 

utensils from contamination. An improved diet through increased protein intake and a wider 

variety of available foods appeared to have improved the health of children and their 

learning ability.  

Community members who identify with the needs being addressed in their community are 

more likely to involve themselves in working towards changes (Ife, 2002; Talbot & 

Verrinder, 2005). This research has shown an attitude change has resulted in more respect 

for others and obedience to authority. Participation and co-operation in community activities 

increased. There has been a reduction in social problems caused by marijuana, alcohol, and 

smoking. For example, the incidence of criminal offences and domestic violence had 

reduced. 

The principles underpinning community development processes utilise key concepts of 

social justice and empowerment (Ife, 2002; Talbot & Verrinder, 2005). As demonstrated in 

this study communities have realised ‘development’ is not likely to come from the 

‘government’. So they have decided to take up the challenge to be responsible for their own 

community health and development. A new governance structure has empowered leaders 
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with authority to initiate changes appropriate to and valued by their community. Those 

communities who took control of the change process by initiating solutions to identified 

community needs have helped create a sense of ‘ownership’ of the changes. Community 

ownership is basic to community development, supporting a sense of community identity 

and sustainability of changes (Ife, 2002; Minkler & Wallerstein, 2002; Talbot & Verrinder, 

2005). Communities demonstrated pride in their achievements and a determination to 

maintain changes over time as they realised the intrinsic benefits to health and social 

wellbeing (Talbot & Verrinder, 2005). They acknowledged the need for fresh impetus from 

outside visitors to enhance their motivation to maintain changes in a healthier community. 

Evidence of the intervention’s success varied between communities, within districts and 

across provinces. A combination of activities appeared to have maximised effect. These 

included CAP process training, exposure to a ‘successful’ community, effective visual tool, 

and additional training for VHV program managers and trainers. Training in the CAP 

process alone failed to provide the desired outcome.  

The evidence suggests changes in ‘successful’ communities have been influenced by a 

number of factors. These were motivated individuals as catalyst for change, governance 

structures, effective visual tools, with support from VHVs and well informed rural health 

workers.  

The link between ultimate vision and immediate outcomes is an important component of 

community health development programs (Ife, 2002; Talbot & Verrinder, 2005). Studies 

have shown having a vision of the future and clear goals for the immediate outcome of 

activities are vital to success in health promotion (Golds, King, Meiklejohn, Campion, & 

Wise, 1997; Kickbusch, 1997; Talbot & Verrinder, 2005). The ‘healthy settings’ approach is 

seen as one way to link vision with action and transform that vision into manageable action 

steps (Kickbusch, 1997). This study identified well-informed individuals, driven by vision 

and commitment, as the catalyst for motivating community action towards healthy behaviour 

changes. In ‘successful’ communities sampled, the catalyst was someone with authority and 

with community respect, usually a health worker, community leader, or VHV. These VHVs 

were activing as role models in their community and working with the community leadership 

to initiate changes. Other individuals were following their example.  

Competent communities are able to recognise and address their own problems (Minkler & 

Wallerstein, 2002; Talbot & Verrinder, 2005). Establishment of a new governance structure 

strengthened the capacity of community leaders and provided impetus for change. The 

structure helped empower and motivate leaders in planning, coordination and monitoring 

changes. This in turn generated renewed respect for leadership and willingness to participate. 



 

  159 

‘Ownership’ of changes has given a sense of pride in achievements and commitment to 

future changes.  

The visual tools have proved to be effective for motivating change and a useful ‘checklist’ to 

monitor progress towards the desired goal. Evidence suggests these tools are providing a 

pictorial guide helping individuals identify priority needs, decide on appropriate solutions 

and motivate action for change. Local ownership of these tools would indicate they have 

been appropriately designed. Combining adult learning principles with social marketing 

techniques will increase effectiveness of community-level health education materials (Talbot 

& Verrinder, 2005). The use of drawings is more appealing, helps clarify ideas difficult to 

express in words and provides vital information that health workers take for granted as 

‘known’ (Talbot & Verrinder, 2005). 

The evidence indicates VHVs are acting as the link between their community and rural 

health workers. Armed with new knowledge and skills they appeared to have the confidence 

and authority to motivate community leaders to take decisive action and initiate healthier 

lifestyle changes. VHVs were also encouraging families to use MCH services such as 

escorting a pregnant woman to the health facility for antenatal care or safe childbirth under 

supervision. 

Health workers can play a vital role in the community development process by developing 

relationships and listening to peoples’ needs (Talbot & Verrinder, 2005). Evidence from this 

research indicates a good relationship between local health workers and VHVs in 

‘successful’ communities was influencing ‘successful’ communities. Community members 

observed the working partnership between the VHV and local health workers. The evidence 

of good relationships was observed to be strongest in communities where local health 

workers had been actively involved in training VHVs. As a result, leaders from these 

communities were more willing to work with these health workers and provide better support 

for their VHVs. The situation was very different for those VHVs in ‘less successful’ 

communities as they were not well supported by their community. One reason was local 

health workers were not involved in training and monitoring VHVs. Therefore, the 

community did not recognise the VHVs, and failed to support and reward them in traditional 

ways.  

Those health workers who understood the relationship between social and environment 

factors and common illness in society were better equipped to influence community changes 

(Talbot & Verrinder, 2005). Health workers with knowledge and skills in health promotion 

and principles of sustainable community development more effectively influenced and 

supported communities initiating changes (Talbot & Verrinder, 2005). In this research, 
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health workers who worked with communities to initiate changes had noticed a reduction in 

their workload with fewer clients seeking curative treatment. This freed the health worker to 

concentrate on providing preventative health care and promoting healthier lifestyle practices. 

Failure of the Project CAP intervention to impact on communities appeared to have been 

influenced by a lack of understanding of community development approaches. This was 

exacerbated by a ‘top-down’ approach. The unwillingness of health workers to share 

information, weak community leadership and opposition in ‘less successful’ and 

‘unsuccessful’ communities has inhibited any progress. 

The Ottawa Charter encourages the use of community development principles in promoting 

the health of the population (World Health Organization, 1986). Evidence from 

investigations in ‘less successful’ and ‘unsuccessful’ communities indicated health workers 

in these areas continued to lack understanding of community health development approaches 

(Ife, 2002) They had failed to understand the value of motivating change for a healthier 

lifestyle to improve the population’s health and reduce their burden of disease. They 

continued to view their role as providing only ‘curative’ care, giving little attention to 

preventative health care services and promoting a healthier lifestyle (Talbot & Verrinder, 

2005). Health education appeared to be seen as an unnecessary intrusion into their busy 

schedule. They had stopped giving health promotion messages as there was no evidence to 

suggest their message had been heard. Studies have found health workers are poor at 

providing health advice to clients (Reid, 1984; Samiak & Vince, 2000). Clearly, the 

dominance of a bio-medical health care model had failed to shift primary health care services 

towards a more holistic approach to health promotion (Talbot & Verrinder, 2005).  

Those only trained in use of the CAP process had failed to apply community development 

approaches they were presumed to have learned. Their lack of experience and 

comprehension in working ‘with’ communities to motivate action for sustainable change had 

failed to take root (Talbot & Verrinder, 2005; Waisbord, 2006). Health workers’ 

understanding of ‘raising awareness’ appears to be talking ‘at’ the community, rather than 

‘with’ the community (Talbot & Verrinder, 2005). There appears to be limited use of an 

integrated approach to motivating community action and involving VHVs in promoting 

healthier lifestyle practices (Talbot & Verrinder, 2005).  

Some health workers appeared reluctant to share information. Knowledge of the CAP 

process as a motivational tool for change and newly developed materials for training and 

monitoring VHVs had not necessarily been shared. Provincial health officials had not passed 

on information and materials to those at district and health centre level implementing 

community activities. The evidence is clear communities trained by national level staff, with 
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support from provincial and district level, have failed to claim ‘ownership’ of changes. This 

is related to the ‘top-down’ approach to community health development demonstrated by its 

ineffectiveness in achieving lasting sustainable changes (Talbot & Verrinder, 2005). This 

confirms literature on which more contemporary health promotion approaches, such as the 

PRECEDE PROCEED model, are based (Green & Kreuter, 2005). These emphasised the 

importance of allowing the community control of needs identification and appropriate action 

to solve priority problems (Green & Kreuter, 2005; Minkler, 2005; Talbot & Verrinder, 

2005).  

A partnership approach to working with communities recognises the expertise of community 

members and the value they bring to the decision-making process (Talbot & Verrinder, 

2005). This ‘bottom-up’ approach to initiating sustainable community health activities, 

advocated by Green & Kreuter (2005), was evident in 80 per cent of sampled districts in 

2006. District health worker support for local health workers partnering with communities to 

initiate changes and support VHVs was evident in Pomio District, East New Britain. Health 

workers in Madang Province are working across non-government and Church organisations 

engaging local health facility staff in initiating community health activities. Local health 

workers are training community leaders in the CAP process. Village health volunteers are 

educating on healthier practices and encouraging use of MCH services. These activities have 

created an atmosphere of partnership and cooperation between health workers and the 

community. This was evident during discussions and observations demonstrating the 

effectiveness of such collaborations in creating healthier communities. Figure 24 

demonstrates the outcome comparison between a ‘bottom-up’ and ‘top-down’ approach to 

community health and development in PNG. 
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Figure 24: Outcome comparison between a ‘bottom-up’ and ‘top-down’ approach to 
community health and development in PNG 

Lack of community cohesiveness and a dominant gendered hierarchy was evident in 

‘unsuccessful’ communities. Community level discussions and observations suggested if 

community leadership was weak then individuals showed little respect and cooperation. This 

was demonstrated by their lack of support for weekly community activities. In communities 

where politics and jealousy had affected the leadership there was little sustainable evidence 

of lasting changes influencing health and well-being. Community development enabled 

people to overcome feelings of powerlessness, build self-esteem and competence allowing 

the community to change successfully their course of action (Talbot & Verrinder, 2005).  

The complexity of a nation-wide community health intervention can be overwhelming and 

fraught with limitations, especially when seeking to evaluate using qualitative and 

quantitative methods. The limitations of these findings are in attempting to attribute 

observable outcomes to the WCH Project, which may be due to other causes. The 

quantitative data does not match the extensive qualitative findings. This is the result of 

weaknesses in the national health information system that fails to collect statistics on 

community health status disaggregated by village. Detailed health services and health status 

data are essential if community health trends are to be tracked over time. 
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6.8 Summary 

This Chapter presented the qualitative findings from the outcome evaluation conducted in 

PNG in 2006. The findings have identified the long-term impact of the WCH Project 

community health interventions. Improvements in health status are contributing to social and 

economic well-being. The impact on the interaction between rural health workers and the 

community in support of improved maternal and child health was examined. Health workers 

are promoting healthier practices and supporting VHVs. Village health volunteers are 

providing the link between their community and local health workers. Individuals have 

increased their use of MCH services. The factors influencing the success or failure of the 

identified changes were also explored. Motivated individuals are providing the catalyst for 

change. Village-level committees are coordinating action for change in ‘successful’ 

communities. 

Chapter Seven provides an examination of the quantitative findings from the outcome 

evaluation in 2006. 

 



 

  164 

Chapter Seven: Quantitative Findings of Outcome 
Evaluation 

7.1 Introduction 

This chapter describes the quantitative findings identified during the outcome evaluation 

conducted in 2006. Anomalies in the health information collection process are explored. 

Indicators of maternal and child health, and incidence of specific illnesses are analysed to 

determine if statistical evidence supports claims of improved community health. A selection 

of key indicators are analysed and compared across all levels of the health system between 

1999 and 2005.  

Initial attempts to obtain data tallies direct from health facility workers, district and 

provincial health officers proved extremely difficult. Thus it was necessary to resort to an 

analysis of de-identified statistical data generated by the Department of Health’s national 

health information system. The PNG 2000 Census provided population which was used as 

the denominator for calculating percentage of health centre coverage.  

National health information system data available for each health centre, district and 

province included in the study was analysed. The data included key health indicators of 

maternal and child health and incidence of illness for the period between 1999 and 2005. 

This is the period between when the intervention strategies were re-aligned through to 

eighteen months after completion of Project activities. The selected maternal and child health 

indicators included family planning coverage; antenatal service coverage (1st visit) and 

tetanus toxoid immunization; childbirth coverage (supervised deliveries); and immunisation 

coverage (BCG, 3rd dose Triple Antigen, 4th dose Oral Polio vaccine, Measles at 9 months). 

Incidence of malaria, pneumonia and diarrhoea are used to analyse community use of health 

services.  

7.2 Anomalies in Health Information Collection Process 

Evidence from interviews in 2006 with health workers and community members was 

combined with observations and a review of MCH service coverage between 1999 and 2005. 

Serious problems within the health information system were highlighted. Anomalies 

identified in the collection process were incompatibility of data across the health system, a 

lack of village-level baseline data, and discrepancies in data reports.  
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7.2.1 Data Incompatibility 

Observations and interviews with health facility staff confirmed aid post health workers kept 

hand-written records of daily curative and preventative service activities. Daily and weekly 

tallies are transferred to the monthly tally sheet and forwarded to the supervisory health 

centre. A copy is meant to be retained at the aid post. Of the 21 aid posts investigated, only 

three (14 per cent) were able to produce a recent daily tally sheet. Not one aid post worker 

could provide evidence of their monthly tally sheets. The reason stated by aid post workers 

was inadequate supplies of health information forms that prohibit making a copy. In one aid 

post one piece of well-used carbon paper was sighted. We were informed that the aid post 

worker’s repeated requests for new supplies had been unsuccessful.  

The lack of copies appears to indicate aid post workers do not fully comprehend the 

importance of using data as a monitoring and evaluative tool. It appears the reason data is 

collected is because the system requires monthly reports be passed to the supervising health 

centre. No provision of carbon copies or a similar low cost system has been made or was 

being used to retain data locally. 

Health centre staff also reported keeping hand-written daily records of curative and 

preventative health service activities. Each month the information is tallied and transcribed 

by hand onto a standardised A3 health information system form and forwarded to the district 

health office. According to national level health officers, a copy is meant to be retained at the 

health centre but staff were unable to provide copies for sighting by the researcher. 

District health office staff reported they forward health facility monthly returns directly to 

the provincial health office without retaining a copy for reference [9:24/03; 186:24/08]. One 

conscientious district health officer was motivated to retain health centre data so she could 

more effectively monitor and supervise her staff [9:24/03]. In some instances the health 

centre monthly returns by-pass the District office going directly to the provincial health 

office. This is because the health facility is closer to the provincial health office than the 

district health office. 

It is difficult to predict which woman will have a complication during childbirth that will 

lead to maternal death. To calculate a significant maternal mortality ratio requires a large 

sample size of annual live births (World Health Organization, 2004a). If the sample size is 

too small, it will limit the applicability of the results (World Health Organization, 2004a). 

One maternal death amongst 260 births calculates a MMR of 400 per 100,000 live births 

while 520 births will give a MMR of 200 (World Health Organization, 2004a, p. 12). A 
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review of 2004 maternal mortality figures identified ten districts (11 per cent) with the 

highest maternal mortality rates shown in Table 3. This highlights the  

Table 3: Districts with highest maternal mortality rates for 2004 

Rating Districts Province Live 
births 

Maternal 
deaths 

Maternal 
mortality ratio 

1 Rabaul East New Britain 1089 5 459 
2 Ijivitari  Oro 2918 10 343 
3 Kandrian 

Gloucester 
West New Britain 2487 8 322 

4 Nuku  Sandaun 2140 6 280 
5 Aitape Lumi Sandaun 2482 6 242 
6 Angoram East Sepik 2942 7 238 
7 Kairuku Hiri Central 2684 6 224 
8 Pomio East New Britain 1811 4 221 
9 Vanimo Green 

River 
Sandaun 2360 5 212 

10 Ambunti 
Drekikier 

East Sepik 2369 5 211 

Source: PNG Department of Health (2006, 2004). Monitoring and Research Branch, Port Moresby: 
Department of Health. 

The list includes three districts reported to have ‘successful’ communities with active VHVs. 

These were Ijivitari (2nd highest), Pomio (8th highest) and Ambunti Drekikier (10th highest). 

A review of 2004 health centre maternal deaths data within these districts identified the 

majority of deaths occurred at the provincial hospitals (PNG Department of Health, 2006a). 

It appears more women were giving birth at the hospital and dying from complications. 

These deaths would have previously been missed in the reporting system.  

Discussions with district and provincial health workers revealed provincial hospital data is 

included in monthly tallies for the district where the hospital is located. Therefore, district 

maternal mortality figures do not present a true picture if a provincial hospital is part of that 

district’s tally. For example, district data including hospital tallies obscures any evidence of 

increased use of health facility services for safe childbirth through increased community 

awareness. 

Hospital based maternal deaths may originate from other districts. For example, in Oro 

Province pregnant women are referred from the districts of Ijivitari and Sohe to the 

Provincial hospital in Ijivitari District. This reflects poorly on Ijivitari District performance 

for 2004 as this District was recorded as the second worst performing district (See Table 3). 

Other factors could have affected maternal deaths occurring at the provincial hospital. These 

include unavailability of competent staff at time of referral, case mismanagement by 

incompetent health workers, lack of resources or improved ascertainment of data. However, 
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it may be that Ijivitari is performing well by attracting these women for obstetric care albeit 

unsuccessfully.  

Interviews with senior health officials indicated the provincial health information officer is 

responsible for the electronic data processing system, coordinating, collecting and analysing 

the data. This system is pre-set to calculate percentages. In East New Britain we found 

financial constraints had meant the provincial administration could not engage a health 

information officer. The administration resorted to employing a part-time data entry person 

who was not a health worker. This could help to explain the errors and abbreviations in East 

New Britain’s data identified when the data set was carefully scrutinised.  

7.2.2 Lack of Village-level Baseline Data 

Health workers at health facility and district level in Pomio, East New Britain, reported that 

aid post data is not always included in health centre reports. Checking with health workers in 

three other provinces showed the situation varied between health facilities and districts 

throughout the ten provinces visited.  

Senior health monitoring officers interviewed, stated they advise all provinces and districts 

against including aid post data in health centre monthly reports. Staff explained they believe 

aid post health workers do not have the skills to competently diagnose illnesses therefore, 

their reports would be inaccurate. National leaders consider aid post data to be inaccurate 

and inappropriate for inclusion in health information system data. Provincial health officers 

in Milne Bay confirmed they had been given this advice directly by national staff [34:19/04]. 

Some health centres however, do include aid post data in monthly report tallies. This was 

found to be the case in Pomio, East New Britain. District health officers explained if aid post 

data is received by the supervisory health centre before completing the monthly report, then 

it will be included. The Pomio District Health Manager confirmed and clarified this was the 

case for government operated health centres within the district. However, senior 

management of church health services in the area instruct their health facility staff not to 

include aid post data in their monthly tallies. This is done despite the fact the health centre is 

the recognised supervisory health facility for that aid post.  

Data collected at aid post level does not identify by village. Similarly, data collected at 

health centre level does not differentiate by aid post. Nor does it allow for any 

disaggregation to identify villages with high or low disease levels.  
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7.2.3 Discrepancies in Data Reports 

Discrepancies were observed in the data. For example, in data supplied by Palmalmal health 

centre in Pomio District, East New Britain, when compared against figures from district and 

national level. Discrepancies in data for selected maternal and child health indicators in 2005 

are highlighted in Table 4. Information from official provincial and national level records 

was compared against data displayed on the health centre staff conference room whiteboard.  

Table 4: Percentage of comparison of key maternal and child health indicators at 
Palmalmal health centre, Pomio, East New Britain in 2005 

Records Antenatal 1st 
visit 

Tetanus 
Toxoid 

immunisation 

Supervised 
births 

Triple 
Antigen 3rd 

dose 

Measles 9 
months 

Health centre 
(whiteboard)  

100.5% 104% 71.3% 715 clients 
(197 births) 

51% 

District level  89% 105% 71% 58% 40% 
National level 108% 114% 89% 79% 56% 

Source: Personal observations (29/03/06); typed data provided by Pomio District health office; 
computer printout supplied by monitoring branch, PNG National Department of Health. 

Clearly, there are problems in the accuracy or comparability of health centre data observed 

on the whiteboard and that provided by the district health office [30:31/03]. Only the 

statistics for health centre supervised births are comparable for two of the three data sets. 

None of the data provided by health centre or district health office matches any of the 

statistics from the national health information system. The health facility whiteboard 

recorded the number of children receiving 3rd dose triple antigen and number of births for 

2005, but failed to indicate percentages. 

Percentages of health facility activity persistently show activity levels over 100 per cent. 

This was found to be the case especially for antenatal visits and supervised births. The 

problem occurs when data of clients attending antenatal clinic for 1st visit is calculated 

against census population data for women of child bearing age. If over-reporting occurs, then 

an incorrect percentage figure is calculated. It would appear this had not been identified as a 

problem at provincial and national level, nor attempts made to rectify it. There is also the 

likelihood that over-estimation relates to inaccurately low population denominators often due 

to poor calculation of catchment populations. This was particularly a problem for 1999 and 

2000 as all population data prior to the 2000 Census was a significant under-estimation due 

to its basis on the 1990 Census. 

Similarly, health facility reports provide the total number of births for the month. In the same 

report are the number of health facility supervised births and number of village births 

supervised by qualified health workers. These two figures were combined to calculate the 
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percentage of supervised births using the total number of births as the denominator. This 

results in a figure over 100 per cent. Again there is the likelihood that over-estimation relates 

to inaccurately low population denominators due to poor calculation of catchment 

populations prior to 2000 Census. Obviously, there are human error problems with health 

centre staff under-reporting, over-reporting, and numerical errors. Transcription errors may 

be occurring when transferring data from daily and weekly hand-drawn tally sheets to the 

monthly health information form.  

National data from the 2001, 2002 and 2005 annual health sector performance review 

documents highlight the unreliability of the data in the health information system. Data 

validity and reliability could be questioned when three separate Department of Health 

documents report five year performance trends which do not match for any year. Table 5 

demonstrates this by comparing national reports stating percentage of antenatal 1st visit 

between 1999 and 2002. While the range of difference is small, it is noteworthy. Variability 

in national reports may also be due to the NDoH practice of correcting data errors as they 

become known, even if the errors are for years that have been previously reported. 

Table 5: Comparison of national records for percentage of antenatal 1st visit between 
1999 and 2002 

Year of Review 1999 2000 2001 2002 
2001 Annual Health Sector Review 63% 62% 58%  
2002 Annual Health Sector Review 61% 60% 56% 57% 
2005 Annual Health Sector Review   54% 55% 

Source: PNG Department of Health Annual health sector performance review for 2001, 2002 and 
2005. Port Moresby: Papua New Guinea National Department of Health. 

A similar situation exists for another key performance measure, the quality of data showing 

supervised birth trends at health centres and hospitals. Not one set of figures matched 

between reports. This suggests simple transcription errors. Table 6 provides a comparison of 

national percentage records of supervised births at health facilities between 1999 and 2002 

(PNG Department of Health, 2002, 2003a, 2006a). These figures only need to be transferred 

from one year’s report to the next, but this was not done accurately. 

Table 6: Comparison of national records for percentage of supervised births at health 
centres and hospitals between 1999 and 2002 

 1999 2000 2001 2002 
2001 Annual Health Sector Review 39 41 38  
2002 Annual Health Sector Review 40 42 39 38 
2005 Annual Health Sector Review   35 35 

Source: PNG Department of Health Annual health sector performance review for 2001, 2002 and 
2005. Port Moresby: Papua New Guinea National Department of Health. 
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7.3 Community Support for Maternal Health 

Selected indicators of antenatal care, tetanus toxoid vaccination and supervised births were 

used to review maternal health care coverage at one health centre in each of three provinces. 

These health centres were representative of the Islands, Highlands and lowland Momase 

Regions. Pomio District in East New Britain was used to represent the Islands Region. Mul 

Baiyer District in Western Highlands was used to represent the Highlands Region, and 

Maprik District in East Sepik was used to represent the lowlands area of Momase Region.  

For the purposes of statistical analysis in this research, selection of each health centre was 

based on the researcher’s observation of significant changes in nearby communities. Local 

informants reported these significant changes as being the result of WCH Project 

intervention. These nearby communities were known to have active VHVs educating on 

healthy lifestyle practices.  

Discussions with leaders from communities revealed VHVs were actively encouraging 

community support for increased use of maternal health services. Leaders claimed pregnant 

women now regularly seek antenatal care at the nearby health centre. These women, 

supported by the VHV, are giving birth under the supervision of a qualified health worker. 

Triangulation of community claims were authenticated by health centre staff. Therefore, 

health centre data was analysed to determine if there was statistical evidence to support their 

claims. Analysis of the data from each of these health centres is reported graphically in 

histograms. (Refer to Appendix 5 for detailed data used to formulate histograms.) 

Data from Palmalmal health centre in Pomio District, East New Britain, was analysed using 

three key indicators of maternal health services. Trends are compared across a seven-year 

period between 1999 and 2005 as demonstrated in Figure 25. Intervention activities were 

first introduced in nearby communities between 2002 and 2003. This included community 

development training for local leaders and VHV training for local women. During our visit 

to this facility in 2006, health workers were observed interacting in a very encouraging and 

supportive manner with local VHVs 

Other factors influencing the statistical outcomes during the study period include increased 

access to funds for MCH activities through the Health Sector Improvement Program, 

continued support for CAP and VHV community activities through AusAID and 

International NGOs. 
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Figure 25: Percentage of key maternal health indicators for Palmalmal health centre, 
Pomio, East New Britain, between 1999 and 2005 

The very high percentage figures for the year 2000 may well be due to problems with over-

reporting, inaccurate additions or transcription errors. Historical investigation suggests in 

2000 health facilities had access to adequate funding for mobile patrols and increased 

supplies of vaccines provided by the WCH Project.  

There would appear to be some improvements in all three areas since 2002 that could be 

attributed to the intervention. Other possible contributing factors are known to be the 

intensive technical support and in-service training provided by the WCH Project between 

2002 and 2004 (Robinson & Sakamoto, 2004).  

Data for the same period from Lumusa health centre in Mul Baiyer District, Western 

Highlands, presents another scenario in Figure 26. Intervention activities were introduced 

during 2002 with community health development training for local leaders, and re-training 

for existing village birth attendants [136:19/07]. This resulted in concerted efforts by 

community leaders to coordinate and monitor significant changes in environment, sanitation, 

and personal hygiene practices. Every family was given the opportunity to access a variety of 

foods ensuring a balanced and nutritious diet. This was achieved through communal fish 

farms, chicken hatcheries, and seedling farms. Health centre and district staff reported VHVs 

were encouraging pregnant women to attend antenatal clinic and give birth under 

supervision. Achieving this presented a challenge as many women live some distance from 

the health centre, and do not necessarily arrive in time for a supervised birth. The interaction 

between health workers and VHVs was observed to be weaker than that in Pomio, East New 

Britain.  
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Figure 26: Percentage of key maternal health indicators at Lumusa health centre, Mul 
Baiyer, Western Highlands, between 1999 and 2005 

The increased coverage in 2000 and 2001 may be influenced by factors such as increased 

funds for mobile patrols and supplies of vaccines. The performance trend since the 

intervention in 2002 shows a dramatic increase in antenatal care in 2003 that has steadily 

declined since then. The trend for supervised births appears to have increased slightly in 

2003 and 2004 and then dropped off in 2005 to below the 2003 level. Interviews with local 

health workers indicated women in isolated communities were giving birth in the village 

under supervision of a trained VHV. This is because of tribal fighting in the area making it 

impossible to travel to the health centre. If the histogram data is correct, clearly health 

worker performance of tetanus toxoid vaccination to pregnant women has not matched 

community use of antenatal service. 

Data from Ilahita health centre in Maprik District, East Sepik, presents a very different 

scenario in Figure 27. Late in 2002, intervention activities were commenced in 

approximately ten communities near the health centre. These activities included community 

development training for local leaders and VHV training for local women. Between 2003 

and 2005, these activities were gradually expanded to include other communities. 

Observations during community visits in 2006 identified motivated leaders had initiated 

changes such as a cleaner environment, improved sanitation and personal hygiene practices. 

They were supported by VHVs who actively educated individuals and families about 

healthier lifestyle practices. Community leaders expressed appreciation for the valuable 

service VHVs provide to their community supporting pregnant women to give birth safely in 

the village. Limited interaction between the health workers and VHVs was observed. The 

reason was supervisory support for VHVs was restricted to a team of health workers solely 

responsible for supporting community health initiatives in the area. 
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Figure 27: Percentage of key maternal health indicators at Ilahita health centre, 
Maprik, East Sepik, between 1999 and 2005 

Despite the community’s statements to the contrary, the percentage trend does not indicate 

any significant improvements in community support for antenatal services. Health worker 

performance in providing pregnant women with tetanus toxoid vaccination is not consistent 

with antenatal attendance records. The high percentage of tetanus toxoid vaccination in 1999 

would appear to indicate under-reporting of antenatal services or over-reporting of tetanus 

toxoid vaccinations given. The trend in supervised health facility births may confirm 

community leaders’ statements of VHVs assisting women to give birth in the village.  

7.3.1 Comparison of Two Health Centres within a District 

An analysis of maternal health coverage between two health centres within Pomio District, 

East New Britain presents an interesting pattern. Communities within the catchment area of 

Palmalmal health centre were observed to have made changes and sustained those changes 

over time [17:27/03; 29:31/03]. Observations and health worker interviews confirmed 

communities within the Pomio health centre catchment area made similar changes, lost 

interest and failed to maintain those changes [27:30/03; 29:31/03].  

Figure 28 compares percentage trends for antenatal 1st visit at Palmalmal and Pomio health 

centres between 1999 and 2005. The comparison indicates the antenatal care trend at 

Palmalmal health centre is significantly higher than Pomio health centre. The high 

percentages in the year 2000 appear to be due to over-reporting or inaccurate additions. 
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Figure 28: Percentage of antenatal 1st visit at Palmalmal and Pomio health centres, 
Pomio, East New Britain, between 1999 and 2005 

A similar comparative analysis was done for the trend in supervised births in Pomio District. 

Figure 29 compares data of supervised births at Palmalmal and Pomio health centres 

between 1999 and 2005. Again the 2000 data reports percentages over 100 per cent 

highlighting possible problems with over-reporting, inaccurate additions and transcription 

errors. Inaccurately low population denominators could be due to poor calculation of 

catchment populations prior to 2000 Census. 
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Figure 29: Percentage of supervised births at Palmalmal and Pomio health centres, 
Pomio, East New Britain, between 1999 and 2005 

Supervised births at Palmalmal health centre have steadily increased while Pomio health 

centre shows a slight improvement in 2003 and 2004 that declined in 2005. Palmalmal health 

centre reported increased supervised births from 45 per cent in 1999 to 71 per cent in 2000. 

This is a significant improvement on their 2005 target of 63 per cent [21:29/03]. 
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7.4 Community Support for Child Health 

Selected indicators of triple antigen 3rd dose, oral polio 4th dose, tuberculosis (BCG) and 

measles (9 months) were used to review immunisation coverage at one health centre in each 

of three provinces. These health centres were representative of the Islands, Highlands and 

lowland Momase Regions. Data from the same three health centres used to review child 

health coverage were analysed and reported graphically in histograms. (Refer to Appendix 5 

for detailed data used to formulate histograms.) Intensive training of VHVs on the 

importance of fully immunising children began in this area in 2002. Technical, logistical and 

financial support from the WHO, UNICEF and AusAID greatly assisted the NDoH to 

improve immunisation coverage between 2003 and 2005. Other factors influenced the 

statistical outcomes during the study period. These included increased access to health sector 

funds and continued support for community activities through AusAID and International 

NGOs. 

Interviews in 2006 with leaders of communities demonstrating change revealed VHVs 

actively encouraging women to immunise fully their children before one year of age. This 

claim was supported by reports from aid post and health centre staff claiming increased 

attendances at mobile patrol and static MCH clinics. Immunisation data of children under-

one year of age was analysed to determine if there is statistical evidence to support these 

claims.  

Data from Palmalmal health centre in Pomio District, East New Britain, was analysed using 

four key indicators of immunisation coverage. Trends were compared across a seven-year 

period between 1999 and 2005 as demonstrated in Figure 30. 
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Figure 30: Percentage of immunisation coverage at Palmalmal health centre, Pomio, 
East New Britain, between 1999 and 2005 
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Reports of immunisation coverage well over 100 per cent between 2003 and 2005, highlights 

problems with data. Despite this, the overall immunisation performance coverage does 

appear to have improved. Factors influencing this are known to be improvements in the cold 

chain system by supplies of new equipment, availability of vaccines, technical support and 

training provided under the WCH Project between 1999 and 2004. 

Figure 31 presents data from Lumusa health centre in Mul Baiyer District, Western 

Highlands, showing a very different scenario. Intensive training of village birth attendants on 

the importance of educating mothers to fully immunise children before one year of age 

began in 2002.  

0

10

20

30

40

50

60

P
er

ce
n

ta
g

e 
o

f 
co

ve
ra

g
e

19
99

20
00

20
01

20
02

20
03

20
04

20
05

Immunisation trend at Lumusa health centre

BCG

Triple antigen 3rd dose

Oral polio 4th dose

Measles 9 mths

 

Figure 31: Percentage of immunisation coverage at Lumusa health centre, Mul Baiyer, 
Western Highlands, between 1999 and 2005 

There are limited records for 2002 and no records for 2005. Poor reporting on immunisation 

coverage could be due to on-going tribal fighting in the area known to have restricted 

community access to child health services. Geographical isolation could be impacting on 

health centre access to adequate and reliable supplies of vaccines as air transport is irregular. 

Data from Ilahita health centre in Maprik, East Sepik, presents a dismal picture of reporting 

as demonstrated in Figure 32.  
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Figure 32: Percentage of immunisation coverage at Ilahita health centre, Maprik, East 
Sepik, between 1999 and 2005 

Data shows percentages well over 100 per cent highlighting problems with over-reporting, 

inaccurate additions and transcription errors. Inaccurately low population denominators 

could be due to poor calculation of catchment populations prior to 2000 Census. For example 

1999 data shows 400 per cent coverage of oral polio 4th dose and 150 per cent coverage of 

measles 2nd dose. The 2003 data shows similar problems for triple antigen 3rd dose and oral 

polio 4th dose. Lack of data for four of these years makes it impossible to compare trends 

across seven years. Poor coverage may be attributed to lack of reliable cold chain equipment 

and lack of vaccine supplies, staffing problems, non-collection or reporting of data. 

7.4.1 Comparison of Two Health Centres within a District 

A comparison of child health coverage at two health centres within the same district in 

Pomio, East New Britain, shows a different service activity pattern. Communities within the 

catchment area of both health centres received the same level of project intervention 

activities since 2002. Those communities within Palmalmal health centre catchment area 

have sustained the changes while those within Pomio health centre catchment area failed to 

maintain initial changes.  

A comparative analysis of the trend in vaccination coverage with triple antigen 3rd dose of 

children under one-year was performed. Figure 33 compares data of children vaccinated at 

Palmalmal and Pomio health centres between 1999 and 2005. The trend shows an increase in 

immunisation coverage for triple antigen 3rd dose at Palmamal health centre in 2002 that was 

maintained over time. The trend for Pomio health centre however, reduced at the time the 

intervention was introduced in 2002, increasing significantly to 100 per cent in 2003. A 

number of other contributing factors are known to have influenced this result. These include 

an enthusiastic officer-in-charge, improved cold chain system and access to vaccine supplies, 
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intensive technical support and in-service training between 2002 and 2005. Percentage 

coverage reported as higher than 100 per cent indicates probable errors in data records. 
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Figure 33: Percentage of children under-one vaccinated with triple antigen 3rd dose at 
Palmalmal and Pomio health centres, Pomio, East New Britain, between 1999 and 2005 

A similar comparative analysis of the trend for vaccination coverage with Measles 2nd dose 

(9 months) of children under one-year was performed. Figure 34 compares data of children 

vaccinated at Palmalmal and Pomio health centres between 1999 and 2005. 
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Figure 34: Percentage of children under-one year vaccinated with measles 2nd dose (9 
months) at Palmalmal and Pomio health centres, Pomio, East New Britain, between 
1999 and 2005 

The trend for Palmalmal health centre improved since commencement of the intervention in 

2002; maintained for two years and then decreased in 2005. The trend for Pomio health 

centre steadily increased although the reported percentage over 100 per cent for 2005 

indicates problems with reporting. Again, other factors contributed to the increased 



 

  179 

coverage. These were an enthusiastic officer-in-charge, improvements in cold chain system 

and access to vaccine supplies, intensive technical support and in-service training between 

2002 and 2005. 

7.5 Assessment of Community Health 

Indicators of the incidence of malaria, diarrhoea and pneumonia were used to review 

outpatient service coverage at one health centre in each of three provinces. These health 

centres were representative of the Islands, Highlands and lowland Momase Regions. 

Analysis of the incidence of diarrhoea, treatment failure malaria (TFM) and pneumonia was 

performed to assess community health status. Data analysed over a six year period are 

reported graphically in histograms. (Refer to Appendix 5 for detailed data used to formulate 

histograms.)  

Other factors also contributed to the statistical outcomes during the study period. These 

included improved immunisation coverage, increased access to health sector funds, national 

malaria control programme, and continued support for community activities through 

AusAID and International NGOs 

Leaders and members from motivated communities in East New Britain, Western Highlands, 

Madang and East Sepik reported apparent success following increased awareness of healthier 

lifestyle practices. They commented on noticing people in their community do not get sick so 

often nowadays, especially with diarrhoea, malaria and pneumonia. Health centre staff were 

then asked if they had noticed any change in the number of people seeking curative treatment 

from these communities. These health workers confirmed having noticed less clients seeking 

curative treatment from those communities that made changes. Health Centre outpatient 

attendance data for diarrhoea, malaria, and pneumonia was analysed to determine if there 

was statistical evidence to support these community claims. 

Data from Palmalmal health centre in Pomio, East New Britain, were analysed using the 

incidence of diarrhoea, malaria and pneumonia. Trends were compared across a six year 

period between 2000 and 2005 as demonstrated in Figure 35. 



 

  180 

0

50

100

150

200

250

N
o

s.
 o

f 
cl

ie
n

ts
 t

re
at

ed

2000 2001 2002 2003 2004 2005

Outpatient attendance at Palmalmal health centre

Malaria (TFM)

Diarrhoea

Pneumonia

 

Figure 35: Number of outpatient attendance for malaria, diarrhoea and pneumonia at 
Palmalmal health centre, Pomio, East New Britain, between 1999 and 2005  

The trend shows a decrease in the incidence of malaria between 2002 and 2003, which 

gradually increased through 2004 and 2005. The trend for the incidence of diarrhoea showed 

a significant decrease in 2004, which increased in 2005. A similar trend for the incidence of 

pneumonia showed a decrease in 2003 and 2004, which increased in 2005. 

Figure 36 presents data from Lumusa health centre in Mul Baiyer District, Western 

Highlands, between 2000 and 2005. The trend indicates a decrease in the incidence of illness 

since the intervention was introduced in 2002. The Western Highlands Provincial Division of 

Health conducted an intensive malaria control programme in this District during 2003 and 

2004. This included the supply of bed nets to families and spraying of households. While the 

incidence of diarrhoea and pneumonia has decreased, the incidence of malaria has steadily 

increased. The discrepancy between the community health impact on malaria as compared 

with pneumonia and diarrhoea may relate to the nature of the respective diseases.  
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Figure 36: Number of outpatient attendance for malaria, diarrhoea and pneumonia at 
Lumusa health centre, Mul Baiyer, Western Highlands, between 1999 and 2005  

A previous visit in 2002 and verbal reports in 2006 of changes in nearby communities 

indicated community’ commitment to maintaining improvements in healthier lifestyle 

practices. During our two-day visit to Lumusa health centre in 2006, I noticed the absence of 

clients seeking curative treatment from outpatient staff. There was only one in-patient 

resident in the facility at that time. These health workers reported a significant decrease in 

their workload since changes in environment, sanitation, and personal hygiene practices were 

initiated in nearby communities [134:18/07]. 

Data from Ilahita health centre in Maprik District, East Sepik, between 2000 and 2005 

presents a very different pattern as seen in Figure 37 below. These communities were in a 

swampy area where malaria is endemic. Villages visited had made significant changes to 

control the incidence of malaria, such as cleaning the village environment, and building well 

ventilated houses raised off the ground. Each family in this area had been given treated bed 

nets sufficient for all family members. 



 

  182 

0

500

1000

1500

2000

2500

3000

N
o

. o
f 

cl
ie

n
ts

 t
re

at
ed

2000 2001 2002 2003 2004 2005

Outpatient attendance at Ilahita health centre

Malaria (TFM)

Diarrhoea

Pneumonia

 

Figure 37: Number of outpatient attendance for malaria, diarrhoea and pneumonia at 
Ilahita health centre, Maprik, East Sepik, between 1999 and 2005  

The limited data available from this health centre for malaria and diarrhoea may be due to 

lack of competent staff or skills in record keeping. Construction of a new health facility in 

2005 does not appear to have influenced service delivery. Increased numbers over the years 

may be attributed to increased health worker competence in reporting skills through in-

service training. From the data that is available, the incidence of malaria dropped in 2002 

and 2003, increased slightly in 2004, and doubled in 2005. The incidence of diarrhoea and 

pneumonia both significantly increased in 2003 and again in 2005. The high number of 

clients diagnosed with pneumonia in 2002 may be due to an outbreak of a possible influenza 

type illness incorrectly reported as pneumonia. 

7.6 District Level Assessment of Maternal Child Health 

An analysis and comparison of MCH service data across districts within each of two 

provinces, representative of two regions, was performed. This was to determine if there was 

statistical evidence of increased health activity at district level as a result of the intervention. 

The greatest observed evidence of change as a result of the Project intervention was seen in 

the districts of Pomio in East New Britain, Maprik and Ambunti Drekikier in East Sepik. 

Therefore, all districts in East New Britain province, representing the Islands Region, are 

compared for the period between 1999 and 2005. Similarly, all districts in East Sepik 

Province, representing the Momase Region, are compared for the same period. Data was 

obtained from the national health information micro-computerised system and printouts 

supplied by the Department of Health. 
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7.6.1 Maternal Health Services 

Key maternal health indicators, comparing percentage trends for antenatal 1st visit and health 

facility supervised births, were used to assess community maternal health service usage. 

Figure 38 shows trends for percentage of antenatal 1st visit coverage for all districts in East 

New Britain Province between 1999 and 2005. Figure 39 shows trends for percentage of 

health facility supervised birth coverage for the same period. The geographical isolation of 

Pomio District requires the use of motorised dingy or walking for many hours over 

mountainous terrain to access health facilities. The other three districts have adequate road 

access to health facilities and the provincial hospital. A provincial hospital is located within 

the Rabaul District. A district hospital, operated by church health services, is located within 

the Kokopo District. Ease of access to well-equipped health facilities in the districts of 

Rabaul and Kokopo contributed to their high percentages of maternal health coverage.  
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Figure 38: Percentage of antenatal 1st visit across districts in East New Britain between 
1999 and 2005  
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Figure 39: Percentage of supervised births across districts in East New Britain between 
1999 and 2005 



 

  184 

Percentages well over 100 per cent are indicative again of problems with reporting 

calculations or transcription errors. Inaccurately low population denominators could be due 

to poor calculation of catchment populations prior to 2000 Census. Pomio District however, 

would appear statistically to have performed poorly when compared with other districts, 

except in 2005. This is contrary to observations and local reports gleaned during interviews 

with health workers and community leaders. Removing Rabaul and Kokopo from the 

equation, and factoring in the isolation of Pomio District health facilities, performance trends 

are steady. Coverage for antenatal 1st visit would appear to have increased slightly while that 

of supervised births has remained stable. 

A similar analysis and comparison of maternal health service coverage was performed for all 

districts in East Sepik Province between 1999 and 2005. Figure 40 shows trends for 

percentage of antenatal 1st visit coverage, while Figure 41 shows trends for percentage of 

health facility supervised birth coverage. A provincial hospital is located within the Wewak 

District, which plays a major part in contributing to the large district percentages for these 

indicators.  
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Figure 40: Percentage of antenatal 1st visit across districts in East Sepik between 1999 
and 2005  

 



 

  185 

0

10
20
30
40

50
60
70
80
90

P
er

ce
n

ta
g

e 
o

f 
co

ve
ra

g
e

19
99

20
00

20
01

20
02

20
03

20
04

20
05

Supervised birth coverage in East Sepik

Ambunti Drekikir

Angoram

Maprik

Wewak

Wosera Gaui

Yangoru Saussia

 

Figure 41: Percentage of supervised births across districts in East Sepik between 1999 
and 2005  

Percentages over 100 per cent again highlight problems with reporting. Again inaccurately 

low population denominators could be due to poor calculation of catchment populations 

prior to 2000 Census. If Wewak District is removed from the analysis, then Maprik District 

has performed well for antenatal 1st visit when compared across districts. However, Ambunti 

Drekikier District has performed poorly overall. There is a similar trend for supervised births 

for both these districts. 

7.6.2 Child Health Services 

Analysis and comparison of child health services across districts within two provinces was 

performed using key indicators of immunisation coverage. Community child health service 

usage was assessed using vaccination coverage of children under-one year of age with triple 

antigen 3rd dose and measles 2nd dose (9 months).  

Data was compared across all districts in East New Britain Province between 1999 and 2005. 

Figure 42 shows percentage trends for coverage of children under-one year of age with triple 

antigen 3rd dose. Figure 43 shows trends for percentage for coverage of children under-one 

year of age with measles 2nd dose (9 months). 
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Figure 42: Percentage of immunisation coverage for triple antigen 3rd dose across 
districts in East New Britain between 1999 and 2005 
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Figure 43: Percentage of immunisation coverage for measles 2nd dose (9 months) 
across districts in East New Britain between 1999 and 2005 

Percentages over 100 per cent indicate problems with reporting. Pomio District has 

performed relatively well for immunisation coverage of triple antigen 3rd dose when 

compared with other districts except during 2004. Again inaccurately low population 

denominators could be due to poor calculation of catchment populations prior to 2000 

Census. A similar pattern can be seen for measles 2nd dose (9 months) coverage during the 

same period which was also down in 2004.  

A similar analysis and comparison of immunisation coverage was performed for all districts 

in East Sepik Province between 1999 and 2005. Figure 44 shows percentage trends for 

coverage of children under-one year of age with triple antigen 3rd dose. Figure 45 shows 

trends for percentage for coverage of children under-one year of age with measles 2nd dose 

(9 months). 
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Figure 44: Percentage of immunisation coverage for triple antigen 3rd dose across 
districts in East Sepik between 1999 and 2005  
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Figure 45: Percentage of immunisation coverage for measles 2nd dose (9 months) 
across districts in East Sepik between 1999 and 2005  

Percentages for triple antigen 3rd dose are over 100 per cent highlighting problems with 

reporting. Again inaccurately low population denominators could be due to poor calculation 

of catchment populations prior to 2000 Census. Despite this, Maprik District performed well 

against other districts in 2003 for triple antigen 3rd dose coverage although this declined in 

2004 and 2005. Ambunti Drekikier District performed poorly overall against other districts. 

There is a similar pattern for measles 2nd dose (9 months) coverage in Maprik District when 

compared with other districts, although this increased in 2005. Ambunti Drekikier District 

again performed poorly overall when compared with other districts. The availability of 

vaccine supplies may have been a contributing factor in these trends. 
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7.7 National Level Assessment of Maternal Child Health  

This section analyses and compares national data of maternal and child health services, over 

a five year period between 2001 and 2005. This was to determine if the Project intervention 

activities had any statistical impact nation-wide. The WCH Project community health 

initiatives were implemented across all provinces between 1999 and 2004. Data presented in 

Table 7 below was obtained from Department of Health documentation produced as part of 

the 2006 annual health sector performance. 

Table 7: Summary of national percentage coverage for key maternal health indicators 
between 2001 and 2005  

Pregnant women 2001 2002 2003 2004 2005 5 year 
change 

Antenatal care 54% 55% 56% 58% 58% 7.41% 
Tetanus Toxoid 
vaccination 

84% 83% 88% 86% 87% 3.57% 

Supervised births 35% 35% 34% 36% 35% 1.22% 
Source: PNG Department of Health. (2006). Annual health sector review preliminary national report: 
2005 performance review. Port Moresby: Papua New Guinea National Department of Health. 

There has been a 7.41 per cent increase reported in antenatal coverage over the five-year 

period. Immunisation coverage for tetanus toxoid provided to pregnant women improved 

minimally by 3.57 per cent during the same period. However, the percentage of supervised 

births increased by only 1.22 per cent. Historical factors which therefore have contributed to 

improved service delivery include: intensive rural health worker in-service training 

programs; technical and supervisory support in selected districts; increased funding for MCH 

services; improvements in the cold chain system and increased availability of vaccine 

supplies; technical, logistical and financial support from the WHO, UNICEF and AusAID. 

Table 8 provides national percentage of key child health indicators for immunisation 

coverage between 2001 and 2005 and the percentage of change over five years. There has 

been a 20.31 per cent increase in children under one year of age receiving triple antigen 3rd 

dose, while those receiving measles 2nd dose (9 months) vaccination had only increased by 

10.91 per cent over the five year period. 

Table 8: Summary of national percentage coverage for key child health immunisation 
indicators between 2001 and 2005 

Children under one 
year of age 

2001 2002 2003 2004 2005 5 year 
change 

Triple antigen 3rd 
dose 

64% 71% 79% 73% 77% 20.31% 

Measles 2nd dose 55% 62% 62% 58% 61% 10.91% 
Source: PNG Department of Health. (2006). Annual health sector review preliminary national report: 
2005 performance review. Port Moresby: Papua New Guinea National Department of Health. 
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7.8 Discussion 

7.8.1 Anomalies in Health Information System 

The evidence indicates data supplied by the national health information system is of poor 

interpretive value in terms of monitoring key health indicators. Discrepancies with data were 

identified across all levels of the health system. These included under-reporting, over-

reporting, calculation and transcription errors. Absence of data or inaccurate reporting often 

results in calculations that present percentages over 100 per cent, sometimes as high as 200 

or 300per cent. This could be attributed to the use of inaccurately low population 

denominators to calculate catchment populations prior to 2000 Census. 

Human error in transcribing data from daily tally sheets to the monthly health information 

forms would appear to occur frequently at health centre level. Calculation errors are also 

highly likely at this level. At provincial level, there is a probability of human error occurring 

during computerised data entry. The possibility is reduced considerably as the computerised 

form mimics the hand-written copy of the health information system form. Errors at national 

level are less likely to occur as data is electronically transferred. 

The reliability of data collected at health centre level is questionable. The almost random 

inclusion or exclusion of aid post data with health centre figures makes it impossible to 

compare health centre data over time. The same is true for comparison between health 

centres within a district, making district, provincial and national comparisons problematic.  

The national directive to exclude aid post data from health centre reports because of 

incompetent aid post workers needs to be revisited. An ageing population of aid post 

orderlies is gradually being replaced with the new cadre of competent CHWs. These CHWs 

are better qualified to diagnose and report on illness at aid post level. It is paradoxical that 

these better trained aid post workers are expected to diagnose and treat life threatening 

illness but cannot reliably report on rates of illnesses. These same health workers are 

considered competent to report when working at a health centre, but seem to become 

incompetent when asked to work at an aid post. 

Absence of data reporting on village-level use of rural health services provides no baseline 

for assessing or monitoring changes in health status. This is particularly so when seeking 

confirmation of improved community support for maternal and child health services. 

Indicators of MCH service coverage are indicative of health centre utilisation as aid post 

based health workers only recently began routinely providing such services. Outpatient 

services are provided by both aid post and health centre staff. Indicators of incidence of 

illness reported in health centre tallies may or may not include tallies from aid post statistics. 
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The random inclusion of aid post data in health centre reports therefore renders the statistics 

from health facility level unreliable.  

7.8.2 Maternal Health 

The analysis of maternal health service coverage does not provide significant statistical 

evidence to support community claims of increased use of antenatal and supervised child 

birthing services. The effect is further diminished by the large proportion of districts with 

limited community support for MCH services. Despite some communities having active 

VHVs educating pregnant women on safe childbirth practices, the statistical impact is 

diminished by the large proportion of communities without VHVs. This is reflected in the 

aggregated totals as demonstrated in the national five-year percentage coverage change for 

antenatal service coverage. The national five-year change for supervised births is 

significantly less. This reflects the high proportion of pregnant women from isolated 

communities who continue to give birth in isolated villages. Health worker performance 

vaccinating pregnant women with tetanus toxoid is not consistent with antenatal attendance, 

although the national five-year trend does show a slight improvement. 

Department of Health policy defines supervised birth as any birth taking place under the 

supervision of a qualified health worker at a health centre or hospital (PNG Department of 

Health, 2006a). This does not include data on village births assisted by a village-level health 

volunteer. Health workers interpret this policy differently so data on supervised births may in 

fact include births supervised at village level by health volunteers [34:19/04]. The health 

information system records total number of births, which is all known births occurring 

within the health facility catchment area. It would appear this is poorly reported on. 

Calculation of supervised birth percentage, using the total number of births as the 

denominator, results in a figure well over 100 per cent. Again, this could be attributed to the 

use of inaccurately low population denominators to calculate catchment populations prior to 

2000 Census. 

 Aid post data on village births may randomly be included in health centre figures. 

According to the Department of Health estimates, the supervised birth percentages would 

increase by two or three per cent if village supervised births were included in the 

performance measure (PNG Department of Health, 2006a). 

Reports of maternal deaths are likely to be under-reported as village level deaths and are not 

required to be included in health centre figures. However, there may be over-reporting when 

a women dies en-route from the health centre to the hospital. This could result in duplicate 

reporting by both health facilities as the woman died while under the care of health centre 



 

  191 

staff. The confusion can easily occur when filling in the health centre monthly health 

information system report form. The form clearly states on page 1 to “include … transferred 

patients in total”. Further confusion occurs when completing the section on page 3 of the 

form that states, “report all maternal deaths here, even if they occur in the village …”19. 

The inclusion of provincial hospital data alongside that of rural health centres impacts 

significantly on maternal mortality rates and reflects poorly on district performance. Despite 

quick action by family and health facility staff to transfer a woman with an obstetrical 

complication to hospital, other factors impact on the outcome. Factors contributing to death 

include no experienced health worker available, poor quality emergency obstetrical care, 

health worker incompetence, or the unavailability of equipment and resources.  

7.8.3 Child Health 

Child health service delivery appears to have shown a significant improvement as 

demonstrated in the national five-year percentage change for indicators of immunisation 

coverage (PNG Department of Health, 2006a). Immunisation coverage for measles 2nd dose 

shows a significant improvement, while coverage for triple antigen 3rd dose is more 

significant. A number of factors could have contributed to this. These factors include efforts 

by health workers to educate individuals aided by new resources and advocacy efforts by 

VHVs to increase community awareness on the importance of fully immunising a child 

before one year of age. Other factors include significant improvements in the cold chain 

system, supply of new equipment and adequate vaccines, technical support and in-service 

training that was part of the WCH Project’s contribution between 1999 and 2004. 

7.8.4 Community Health 

The trend in the incidence of disease provides some statistical evidence of improvement to 

support community claims of significant decrease in diarrhoea, pneumonia and malaria. The 

statistical evidence confirms claims of improved community health in the districts of Pomio 

in East New Britain, and Mul Baiyer in Western Highlands. This supports the demonstrated 

evidence of improvements in environment, sanitation and hygiene practices in communities. 

Analysis of data from Palmalmal health centre in Pomio District has demonstrated a 

significant decrease in the incidence of malaria, diarrhoea and pneumonia since 2000. Data 

from Lumusa health centre in Mul Baiyer District shows a significant decrease in pneumonia 

and diarrhoea, while incidence of malaria has increased since 2000. However, limited data 

                                                      
 
19 National health information system form supplied to health facilities by PNG Department of Health 



 

  192 

from Ilahita health centre in Maprik District demonstrates a significant increase in all 

illnesses since 2000. This could be attributed to limited service delivery or poor reporting 

skills. 

Any impact will be diminished if aggregated totals include the large proportion of 

communities within a health centre’s catchment area that have made no changes. These 

communities continue to have a high incidence of illness. There is no direct or precise way to 

measure the impact on health in communities that have taken steps to prevent illness 

occurring. Aid post data from identifiable villages is not tracked over time or reported 

separately. Neither does this occur at health centre level. Aid post data cannot be 

disaggregated by village, making it impossible to measure the incidence of illness across 

communities or identify which communities need assistance. This means there is no 

statistical evidence to support or refute community claims of a reduction in the incidence of 

malaria, diarrhoea and pneumonia. Similarly, data collected at health centre level cannot be 

disaggregated by aid posts so it is not possible to compare performance coverage by aid post.  

Aid post data only reports on those presenting with a suspected illness. It does not report on 

those who took positive steps to prevent the illness occurring. If one or two communities 

within a health facility catchment area made changes that improved health status, this would 

not be detected in the data. Similarly the impact of increased community use of maternal and 

child health services by one or two communities becomes indistinguishable within the health 

facility’s data. 

In areas where there is a high incidence of illness, the curative workload of the aid post 

worker is excessive. These health workers are spending as much as ten hours per day 

providing curative treatments. In areas where changes have occurred decreased illness means 

health workers spend only one or two hours per day giving curative treatments. This frees 

the health worker to spend more time on health education and support for community health 

initiatives. 

7.9 Summary 

This Chapter has provided an analysis of key indicators of maternal and child health and 

incidence of specific illnesses indicative of the community’s health status. Anomalies in the 

health information data collection process were also explored. The statistical analysis failed 

to show any significant difference in maternal and child health indicators or selected 

illnesses since commencement of WCH Project community health interventions in 1999. 

Data collected does not allow for disaggregation by aid post or community. Therefore, the 



 

  193 

Department of Health has no way of identifying communities where significant 

improvements have impacted on the health status of that community. 

Chapter Eight revisits the study aims and objectives, and synthesises the major findings into 

a discussion of the contribution made by this research. 



 

  194 

Chapter Eight: Discussion 

8.1 Introduction 

This Chapter revisits the study aims and objectives, synthesising the major findings into a 

discussion of the contribution made by this research. The research examined the outcomes of 

a program that sought to increase community support for improvements in the health of 

women and children in PNG. The study objectives were to investigate: 

� The impact of strategies employed under the WCH Project in support of community 

health initiatives between one and four years after their introduction; 

� How the CAP and VHV programs influenced interaction between rural health workers 

and the community, and maternal child health; 

� What factors from CAP and VHV programs influenced the success or failure of the 

interaction between rural health workers and the community in reducing maternal and 

child health morbidity and mortality? 

This thesis brings together a critique of WCH Project community health development 

initiatives within the PRECEDE-PROCEED health program planning (Green & Kreuter, 2005) 

framework. It also analyses these as they are constrained by a donor-funded environment.  

In seeking an explanation of the findings, I had to resort to classical material. There has been 

little literature written over the past two decades directly relevant to my objectives. Fawkes 

& Lin (2003) confirmed the scarcity of high-quality published evaluations of health 

promotion programmes in the Western Pacific Region. However, much of the literature from 

PNG, even as early as 1984, remains current.  

8.2 Project’s Strategic Approach  

8.2.1 Community Health Program Planning  

8.2.1.1 Pre-defined goals and objectives 

The WCH Project design presented implementers with pre-defined goals, objectives, input 

activities, and expected outcomes. By the time implementation commenced the proposed 

strategic approach was considered culturally inappropriate, less relevant and not viable as 

significant changes had occurred (AusAID, 2001b; PNG Women and Children's Health 

Project, 1999). 

International donor funded projects commonly present implementers with a design that has 

pre-defined goals and objectives (AusAID, 2002a, 2005a). Contractual requirements limit 
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the flexibility to diverge from set input activities and expected outcomes (AusAID, 2002a; 

Hnanguie, 2003). Implementers are further constrained by a limited timeframe of between 

two and five years to achieve results (AusAID, 2002a; Grammig, 2002). Projects seeking to 

implement sustainable community development and health promotion interventions are 

severely inhibited by limited flexibility to adapt to changing circumstances (AusAID, 2000a, 

2002a).  

Green & Kreuter’s (2005) PRECEDE-PROCEED model provides a logical framework for 

health program planning. Studies have demonstrated a systematic planning process able to 

adjust to changing circumstances and that actively engages the target audience can produce 

effective and sustainable results (Glanz et al., 2002; Green & Kreuter, 2005; Kreuter et al., 

2003; Mittelmark, 2001; Rifkin, 1986). Program planners using such a model can set 

feasible, culturally appropriate and adjustable objectives, by investigating a wide range of 

factors potentially influencing health behaviour, including the social-cultural situation 

(Glanz et al., 2002; Green & Kreuter, 2005; Kreuter et al., 2003).  

8.2.1.2 Lack of target audience engagement  

Project designers, also operating under tight timelines, did not fully engage the target 

audience in the planning process. This ultimately influenced the level of cooperation and 

collaboration in implementation of WCH Project activities. To ensure ‘ownership’ of 

intervention, Green & Kreuter (2005) advocate active engagement of the target audience at 

every stage of program planning, implementation, and evaluation. Laverack and Wallerstein 

(2001, p. 180) emphasise fully involving the target audience in planning for change. This 

ensures program aims and objectives are relevant and able to achieve locally owned and 

sustained results.  

Project technical advisers were able to modify this situation through a formal review process 

prior to implementation. Advisers engaged managers and implementers of community health 

initiatives to contribute to a revised strategic approach. This ultimately influenced their 

‘ownership’ of the intervention at district and provincial level. However, limited national 

level cooperation and collaboration influenced the extent to which the Department claimed 

‘ownership’. 

Green & Kreuter (2005) and Oakley & Kahssay (1999) contend failure to fully involve 

partners in program design and implementation is detrimental to long-term sustainability. 

Morris & Stewart (2005) confirmed these by emphasising the need for Australia’s aid 

program to encourage and support PNG’s ‘ownership’ and commitment to its own 

development. For example, local ownership, flexibility in adapting to changing 
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circumstances, and the need for donor patience in waiting for successful outcomes (Morris & 

Stewart, 2005).  

Grammig (2002) asserts a characteristic of foreign aid projects is for external technical 

advisers to undertake the task of design, implementation, and evaluation. Sogge (2002) 

explains this is underpinned by a false belief that the ‘outsider’ understands the needs of the 

recipient. This assumes lack of knowledge or skills in recipient countries, and is profoundly 

patronising. Hnanguie (2003) contends experience has shown such an approach hinders the 

recipient government’s sense of project ‘ownership’. It also lessens the likelihood of long-

term commitment and continuation of activities at project end. This was confirmed by 

Morris & Stewart’s (2005) review and appeared to have been demonstrated again in the 

attitude of Ministry officials to the WCH Project.  

Since the 1990s, newer forms of aid delivery have been initiated by aid agencies. These 

include a changed approach to project design and contracting requirements, and promoting 

local ownership to a much greater degree. However, Oakley & Kahssay (1999) contend these 

agency activities are implemented ‘for’ the people rather than ‘with’ the people. Hnanguie 

(2003, p. 142) argues donor funded aid projects continue to be designed with little or no 

local input. This confirms rhetorical rather than practical commitment to participation. For 

example, Chapter Three shows how the WCH Project design was contrary to principles of 

community development and health promotion. 

8.2.1.3 Time constraints 

The majority of donor aid projects are implemented over a limited timeframe, perhaps a two 

or three year period (Grammig, 2002). This is too brief a period to build capacity and 

complete community health development. The limited timeframe does not allow opportunity 

to build relationships and skills that are dependant on a longer term commitment. Such an 

approach does not allow for external advisers to work alongside colleagues and counterparts 

at a pace the latter can manage. This can significantly influence ‘ownership’ and 

sustainability of the intervention (Grammig, 2002; Riddell, 2007). The WCH Project design 

exemplifies many of these critiques. Limited cooperation and collaboration of national 

counterpart technical officers with Project advisers provided an example of this. Contractual 

requirements to achieve quality outcomes ‘on time’ and produce numerous reports placed 

pressure on Project technical advisers and influenced national counterparts’ cooperation.  

8.2.1.4 Donor funded business model 

Green & Kreuter’s (2005) PRECEDE-PROCEED model is recognised as an effective 

framework for planning sustainable community health development. However, when 
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strongly influenced by an ‘oppositional’ business model of donor project funding, the 

framework is insufficient to allow for inhibiting factors. These factors are pre-defined 

objectives, input activities and contractually obligated expected outputs within a given 

timeframe. Such a contractual environment severely constrains technical advisers seeking to 

implement at community level and build capacity. This research suggests the addition of a 

new category, ‘inhibiting factors’ to Phase Three of the model needs to be addressed during 

project planning as demonstrated in Figure 46. 

 

Figure 46: Suggested addition to Green & Kreuter’s (2005) Precede-Proceed model of 
health program planning  

 

8.2.2 Community Health Development in Aid Project Environment 

Theoretically, WCH Project design’s ‘top-down’ approach would have failed to gain a 

successful outcome. This was in part due to the lack of involvement of the target audience in 

the planning process influencing ‘ownership’ of the intervention. A ‘top-down’ approach is 

contrary to key principles of empowering individuals to be self-reliant in health (Green & 

Kreuter, 2005; Ife, 2002; Oakley & Kahssay, 1999; Talbot & Verrinder, 2005).  

The PRECEDE-PROCEED model promotes using a ‘bottom-up’ approach to implementation 

(Green & Kreuter, 2005; Kreuter et al., 2003). The WCH Project was able to re-align 

strategies that better supported a ‘bottom-up’ approach, more consistent with the principles 

of community development and health promotion. The new strategies effectively re-aligned 

the original Project objectives so they were more culturally appropriate and achievable. This 

research suggests this influenced the success and sustainability of Project intervention 

Inhibiting 
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outcomes especially at district and community level. Such an outcome would have been 

severely compromised had the original Project design’s ‘top-down’ approach been allowed 

to proceed.  

One strategy used by the Project advisers demonstrates this well. The regular technical 

advisory group meetings engaged district health workers in developing culturally appropriate 

VHV training resources and support systems. This ensured their full involvement in the 

implementation and evaluation process, and resulted justifiably in their claim to ‘ownership’ 

of the intervention.  

Principles of health promotion and community development seek to empower individuals to 

take control over their lives by making decisions that improve health and lifestyle (Catford, 

2004; Green & Kreuter, 2005; Ife, 2002; Kreuter et al., 2003; Mittelmark, 2001; Oakley & 

Kahssay, 1999; Talbot & Verrinder, 2005). Summarising lessons learned from 200 case 

studies of community participation in health programs, Rifkin (1986) notes three approaches 

applied to implementing an intervention. The medical approach, usually directed by health 

workers, has the goal of reducing illness or improving the general environment (Rifkin, 

1986, p. 241). The health services approach seeks to mobilise people to actively participate 

in the delivery of health services (Rifkin, 1986). However, the community development 

approach links health to the social, economic, and political environment. This approach 

actively involves individuals in making decisions to improve their living conditions, 

allowing them to be more self-reliant in health (Rifkin, 1986). Numerous studies have 

demonstrated the link between an individual’s health, physical environment, social and 

economic conditions, lifestyle behaviours, and spiritual life (Oakley & Kahssay, 1999; 

Talbot & Verrinder, 2005; World Health Organization, 1986). This research confirms 

changes to environmental and hygiene practices have influenced people’s health, improved 

social and economic conditions, and changed lifestyle practices. 

According to Waddington (2001, p. 140) we need to view the people we work with as “the 

agents of their own change” A more people-centred approach where development is 

achieved ‘with’ the people rather than ‘for’ the people has frequently demonstrated positive 

long term outcomes (Green & Kreuter, 2005; Oakley & Kahssay, 1999). This is because of 

its holistic approach and active engagement of those who benefit (Oakley & Kahssay, 1999). 

It is not uncommon, despite being paradoxical, for foreign aid programs to use a ‘top-down’ 

approach to community development and health promotion interventions (Oakley & 

Kahssay, 1999). Oakley & Kahssay (1999) further explain the ‘top-down’ approach only 

gains people’s cooperation and collaboration to ensure the donor agency’s program succeeds 

against outcome indicators. Re-aligned WCH Project activity changed this to a ‘bottom-up’ 
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approach and was more likely to create sustainability. Evaluating outcomes in nineteen 

districts (21 per cent) two years after WCH Project activities formally ceased allowed the 

outcome to be studied in depth. This research identified significant change despite little 

outside assistance in 58 (79 per cent) of the 73 communities sampled.  

Evidence from this study suggests that a ‘top-down’ approach to establish ‘healthy 

community’ settings failed to achieve a sustainable effect. The reason was the community 

lack ‘ownership’ and commitment of the changes that had occurred. The evidence collected 

for this research from many disparate villages demonstrated those communities who initiated 

changes themselves had maintained those changes over time. The reason given was their 

sense of ‘ownership’ of the changes and pride in their achievements. This illustrates Green & 

Kreuter’s (2005) predisposing, reinforcing and enabling process and the use of a ‘bottom-up’ 

approach to community health and development (Refer to Figure 24, page 144).  

8.2.3 Combination of Intervention Activities 

My research identified intensive ‘one-off’ training of health workers in the CAP process 

alone failed to achieve a sustainable outcome. Less than one per cent of 1,100 trained in 

CAP process alone had applied their new knowledge and skills. Where evidence did show a 

positive effect from CAP training only, this was reputed to be the result of additional 

intensive provincial and district follow-up support.  

Waisbord (2006) examined the impact of a capacity building intervention on Peruvian health 

worker performance in health promotion that supported improved community health 

practice. Training alone was found to be insufficient, providing no immediate or tangible 

effect on health worker performance (Waisbord, 2006). Waisbord (2006) found a lack of 

coordination between training curricula and workplace performance created frustration 

among participants who received little support to change job performance. According to 

Haaland & Vlassoff (2001, p. 3) transformation generally occurs when “the motivation to 

change is internally generated rather than imposed from outside”. Furthermore, engaging in 

change takes time, energy and considerable personal sacrifice (Haaland & Vlassoff, 2001). 

This has been confirmed by a number of studies in Africa and South America that applied 

transformation theories to learning approaches to promote social change (Fonn & Xaba, 

2001; Onyango-ouma, Laisser et al., 2001; Onyango-ouma, Thiong'o, Odero, & Ouma, 

2001; Pittman, Blatt, & Rodriguez, 2001). 

The evidence presented here demonstrates however, those trained in CAP process, in 

combination with VHV program intervention activities, applied their new knowledge and 

skills successfully. My research suggests the additional practical strategies increased health 
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worker’s application of knowledge and skills. These were visiting a ‘successful’ community, 

use of visual tools, and additional training in management and teaching techniques. The 

mutual enhancement of these activities created a synergy that worked to produce a 

sustainable outcome. Provincial and district level VHV program managers had additional 

stimulus and motivation. This was through attendance at regular six-monthly technical 

meetings, supported by monitoring and support visits from national level. I have confirmed 

therefore, that success in community health development requires a combination of activities 

to meet goals, not just ‘one-off’ training. Figure 47 highlights the three key Project activities 

identified in this research that significantly influenced community changes. These were the 

visual tools, exposure to a ‘successful healthy village’ and VHV training resources. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 47: Outcomes from WCH Project strategies in support of CAP process and 
VHV program activities  

 

8.2.4 Collaboration  

8.2.4.1 Central level 

The relationships between Project technical advisers and national counterparts demonstrates 

evidence of what I have identified as ‘inhibiting factors’ that needs to be added to Green & 

Kreuter’s PRECEDE-PROCEED model (2005). I found my national counterparts did not share 

the same ‘sense of importance’ as we did as external technical advisers, in relation to their 
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everyday responsibilities. Donor contractual requirements, designed to achieve expected 

outcomes in a given timeframe, often placed Project advisers in an impossible situation and 

created tensions with counterparts. My research identified input from international advisers 

was, in some cases, viewed as an intrusion on a national counterpart technical officer’s 

official duties. The additional Project burden and time pressure exacerbated their limited 

capacity to manage. Feelings of ‘being overworked’ created frustration and limited their 

cooperation and collaboration with Project technical advisers. This limited their ‘ownership’ 

of the interventions and sustainability over the long-term. Therefore, contracted external 

technical advisers were forced into the situation of overseeing program activity 

implementation themselves, often with only token support from counterpart officers. This 

further inhibited active engagement of national government leadership. 

Although the PNG Government and Department of Health supported the WCH Project, weak 

governance within NDoH inhibited ‘ownership’ of the community health interventions. The 

issue of gender may have negatively influenced Project outcomes as female Project advisers 

dominated over male senior health officials in a male dominated society. 

Sogge (2002) contends that donor agencies usually have a set agenda for project design and 

implementation that is often independent of the recipient government agency. According to 

Bolger et al. (2005), this creates intense pressure for recipient government counterparts 

attempting to coordinate multiple donor activities that conflict with their work 

responsibilities. Oakley & Kahssay (1999) contend people in developing countries agree to 

collaborate with an external development project from persuasion or incentive of expected 

benefit. While they may participate, they generally have little direct involvement in design 

and management of project input (Oakley & Kahssay, 1999).  

Despite considerable foreign aid support PNG’s health indicators continue to decline. Failure 

to develop local competence or strengthen institutional and organisational capacity had 

influenced thinking about the modality of aid delivery especially inherent problems with the 

project model (AusAID, 2002b). Morris & Stewart (2005, p. 31) contend changes in aid 

delivery modality can substantially influence recipient ‘ownership’, efficiency, effectiveness, 

and sustainability of outcomes. Since the late 1990s, the Government of PNG has worked 

with development partners to improve delivery of foreign aid to the health sector (Bolger et 

al., 2005). Since 2001, the preferred modality of managing donor assistance to the health 

sector has been through a sector-wide approach (SWAp) (AusAID, 2003a). The SWAp 

approach is designed to allow for developing capacity within the Department of Health and 

offers host governments greater flexibility in deployment of development partner resources 

(AusAID, 2003a). The Health Sector Improvement Program has become the mechanism for 



 

  202 

coordinating donor efforts, both financial and technical assistance (Morris & Stewart, 2005; 

PNG Department of Health, 2004). This aims to create a more efficient and effective 

delivery of health services (Morris & Stewart, 2005). However, this has yet to be proven the 

most effective way. 

Oakley & Kahssay (1999) argue that participation, interpreted as ‘collaboration’, is what 

dominates much of current development project practice. Himmelman’s (2001) strategies for 

working in a coalition include making use of networks, coordination, cooperation, and 

collaboration. Collaboration extends the concept to include a willingness to enhance the 

capacity of another for their mutual benefit and common purpose (Himmelman, 2001, p. 

277). Evidence presented in Chapter Four demonstrates how Project technical advisers 

attempted unsuccessfully to engage the active cooperation and collaboration of national 

counterparts in Project activities. The pressures created by the Project on counterparts and 

lack of coordination between NDoH Branches hindered gaining counterpart cooperation and 

collaboration. 

8.2.4.2 Provincial and district level 

A different scenario however, played out at provincial and district level. Project technical 

advisers were able to engage the active participation of managers and implementers of 

community health initiatives. The geographical distance between Project advisers and 

provincial and district officers may have influenced their increased cooperation and 

collaboration. They were not under pressure of daily commitment to Project activities 

alongside current work responsibilities.  

District and provincial level cooperation and collaboration were activated through the six 

monthly technical advisory group meeting. This was pleasurable as participants networked, 

exchanged ideas, and contributed to development of training resources and support materials. 

They realised the benefits to their own work from their involvement, and Project technical 

advisers valued their contribution. This influenced district and provincial health officers’ 

level of cooperation and collaboration and greatly enhanced claims to ‘ownership’ and 

sustainability of the intervention. The technical meeting appeared to create the impetus and 

leadership for many successes described in Chapter Four. Therefore, the extent of district 

and provincial level cooperation and collaboration with Project technical advisers was 

strong. 

8.2.5 Achievement against Objectives 

Project implementation is monitored using a business model through a stringent reporting 

process assessing progress against a logical framework matrix of input and outcome 
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indicators (AusAID, 2002a; Horstman, 2004). As Riddell (2007) points out, this results in 

donor funded project success measured against producing or delivering intended outputs. 

Therefore, most projects are judged as having succeeded (Riddell, 2007). However, Ekins & 

Medhurst (2006) and Riddell (2007) contend the extent to which outcomes are sustained 

following end of program intervention is a more reliable gauge. Undertaking long-term 

evaluation in 2006 allowed me to investigate if there was a successful outcome to Project 

community strategies and determine extent of the success. This performance and its 

assessment were achieved ‘outside’ project timeframes and budget. 

Despite issues with original design and AusAID contractual constraints, qualitative data 

presented in this thesis suggests WCH Project community activities achieved objectives 

against monitoring indicators (International Development Support Services, 2004). The 

sample of ten provinces (50 per cent) and 19 districts (21 per cent) studied as part of the 

2006 investigation determined the range of success. Of the 73 communities sampled, 79 per 

cent were found to have ‘successful’ and ‘moderately successful’ communities maintaining 

changes two years after Project completion.  

The CAP program activities trained 1,189 community health and development workers to 

engage and mobilise communities to take responsibility for their own health. The VHV 

program activities built capacity of district and provincial managers of community initiatives 

over five years through the technical advisory group process. The Project exposed 54 

individuals to a ‘successful healthy community’ and enhanced their management capacity. 

The Project trained 319 provincial and district level health workers as trainers of VHVs. 

The Project strengthened the capacity of one NDoH counterpart to more effectively manage 

VHV program initiatives. Institutionalisation was demonstrated in the appointment of a 

technical officer to coordinate the program from central level. Despite resource limitations, 

program coordination has continued to a limited degree from central level. However, the 

Project was effective in strengthening 25 existing provincial and district level VHV program 

initiatives ‘re-igniting’ 20 former programs and supported establishment of 28 new 

programs. Expansion of the scope and quality of VHV training programs resulted in a more 

holistic approach to community health development. Development of innovative training 

resources and training activities to strengthen health workers’ management capacity 

influenced ‘ownership’ and sustainability of the interventions. This was demonstrated in the 

15 (79 per cent) of the 19 districts samples, and 58 (79 per cent) of the 73 communities 

investigated in 2006. 
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8.2.5.1 Lack of statistical evidence  

The qualitative data from this research suggests the WCH Project had an even greater 

influence than originally intended. However, numerical data on key health indicators over 

five years provides little evidence of improvement in the health of women and children 

across the nation. The relatively small increases in selected maternal child health indicators 

are insufficient to claim a statistically significant impact on improved maternal and child 

health. Where a health facility has had a significant increase in one year, this does not appear 

to have been maintained in succeeding years. Data from health facilities, districts and 

provinces included in this study provides no statistical evidence to confirm the qualitative 

findings of improved community health. This is despite the qualitative data showing 

increased community awareness about health matters and positive action taken to improve 

the health of women and children. Claims of improved health, increased MCH service usage, 

and decreased morbidity and mortality, were confirmed by observation and verbally with 

community members and health workers.  

Cibulskis & Hiawalyer (2001; 2002) claim the current health information system is the most 

complete and accurate data set the PNG Department of Health has ever had. This study 

suggests the data has little interpretive value in terms of effectively monitoring health status 

indicators at village level and may be unreliable. Problems evident in my research included 

under and over-reporting, inaccurate calculations, transcription errors, and discrepancies in 

recorded data across all levels of the health system. 

Although the data is crude it does provide a comprehensive view of the health of Papua New 

Guineans as aggregated data. However, health facility data fails to provide a complete and 

accurate assessment of community health status because it fails to disaggregate by village. 

This is evident when attempting to determine if a village-focused health intervention has 

improved health. A national directive excluding aid post data from the health information 

system fails to give a comprehensive view of village-level use of rural health services. The 

random inclusion of aid post data into health centre figures renders the data unreliable.  

Health workers are unable to determine statistically where an intervention has succeeded in 

improving the health of local communities. This is because aid post data is not separately 

assessed. The effect of a limited number of ‘successful’ communities claiming to have 

improved their health status are diminished by the large proportion of ‘less successful’ 

communities. As health centre data does not disaggregate by village or aid post, this makes it 

virtually impossible to measure improvements in community health. Nor does it allow health 

workers to identify which communities need assistance to improve their health. Health 
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workers need to be engaged in the collection and use of local health information at 

community and health centre level. This is further discussed under Section 8.5.3 below. 

8.3 Health Worker Interaction with Communities  

According to Oakley & Kahssay (1999, p. 16) the concept of community action for health 

implies a partnership between the health services and people. A study by WHO (1991) 

concluded that community-level health workers play a vital role in linking local people with 

the health service. They also play a role in promoting healthy practices and encouraging 

change (Oakley et al., 1999; World Health Organization, 1991). 

The evidence from my research suggests if rural health workers have been involved in 

village health initiatives their interaction with local community members has improved. This 

was especially so where health workers were reciprocally involved in training and 

monitoring VHVs. It was evident in ‘successful’ communities where a key feature of the 

success appeared to be local health workers, VHVs, and the community working together. 

Similarly, in areas where local health workers were not engaged in training individuals from 

the community as VHVs there was little evidence of their interaction with villagers. 

One explanation for this could be the rapport developed between health workers and VHVs 

during training. This rapport had broken the barrier giving health workers confidence to 

relate to others in the community. Their efforts had been rewarded when they noticed a 

reduction in their curative workload from simple changes in environmental and hygiene 

practices. This had freed health workers to spend more time promoting healthier lifestyle 

practices and encouraging other communities to make similar changes that support self-

reliance in health. 

Health worker support for VHVs appears to have encouraged the development of a 

partnership, which has resulted in VHVs better supporting the health system. Their desire to 

support was strengthened by health workers’ encouraging the VHV to work alongside them 

in the labour ward. For example, health workers encouraged the VHV to assist when 

supporting a woman to give birth safely at the health facility. This resulted in VHVs 

accompanying labouring woman to the health facility for child birth. Increased confidence 

had empowered the VHVs to work with local leadership and initiate changes in support of a 

healthier environment.  

The research shows VHVs, empowered by new knowledge and skills, demonstrated 

confidence and authority in motivating community leaders to take decisive action and initiate 

changes. Village health volunteers were reported to be leading by example. They educated 
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the community about a healthier lifestyle and emphasised the need to improve maternal and 

child health through increased use of local health services. During conduct of this research 

community leaders frequently reported the value of the VHV’s service to the community. 

Studies by Oakley, Bichmann, & Rifkin (1999) in Senegal, Nepal, and Bolivia demonstrated 

village-level volunteers as the basic link between district health services and local 

communities. In areas where VHVs are actively working, the evidence from this study 

suggested these VHVs are the link between the community and local health workers.  

This research therefore, suggests the CAP process in combination with active health 

leadership in VHV programs activities empowered people to be more self-reliant in health. 

The VHV program training materials empowered individuals to educate others on healthier 

lifestyle and evaluated changes against the criteria for the ‘healthy community’ setting. 

8.3.1 Intrinsic Rewards 

Evidence from my research shows improvements in environmental and hygiene practices are 

taking place in ‘successful’ communities. The realisation that unhealthy behaviour practices 

are the ‘root’ cause of illness has had a strong influence on encouraging individuals to make 

healthy lifestyle changes. In some instances, far reaching social and cultural changes have 

been made in a relatively short period of time. These changes appear to be contributing to 

improved health and well-being. The benefits, especially improved family health, has 

influenced other areas of society, such as social well-being and increased economic rewards. 

The research has shown intrinsic rewards resulting from these changes have led to 

individuals in ‘successful’ communities welcoming improvements which have become the 

social norm (Green & Kreuter, 2005). Changes in one community have influenced nearby 

communities as they have seen the benefits of improved family health.  

It is likely there are other cultural explanations for such transformations. These need to be 

incorporated into the analysis and considered in relation to community motivation and 

support for such initiatives. Two possible explanations are examined in detail below. 

8.3.1.1 Pre-independence ‘carry over’  

It was government practice during PNG’s colonial days to reward those communities that 

made improvements to their own environment. ‘Kiaps’ (government patrol officers) 

regularly patrolled and inspected villages to encourage maintenance of ‘healthy community’ 

environs and healthy lifestyle practices. Community leaders were encouraged to set aside a 

weekly work-day with everyone participating in the activity. Those leaders who cooperated 
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and could demonstrate the community had made positive changes were rewarded, while 

those who failed to cooperate were punished (Denoon, 2005).  

Since Independence this practice has stopped, as leaders no longer enforce community action 

in support of a healthy environment. Lack of authority diminished respect for the leadership 

causing a fractured society with individuals going their own way rather than as a united force 

(Denoon, 2005). Temu & Danaya (2000) affirm the dedication and commitment of ‘kiaps’ to 

enforce laws and ensure villagers lived a healthier lifestyle. Windybank & Manning (2003) 

confirmed this, noting many older Papua New Guineans still believe they had a better quality 

of life during the colonial period.  

Thirty years on this study shows the expectation of government rewards is still there. This 

was especially so in ‘less successful’ and ‘unsuccessful’ communities where people still hold 

to the belief the ‘government’ will reward their efforts to change. When no reward is 

forthcoming they soon lose interest and refuse to cooperate with the village leadership and 

local health workers. This study found evidence of lost interest when no reward was 

forthcoming in ‘less successful’ communities in Pomio District, East New Britain. 

Conversely, these pre-Independence practices have had positive outcomes elsewhere. For 

example, this study shows evidence of healthy lifestyle practices encouraged, and sometimes 

enforced by the ‘Kiaps’, have been resurrected in ‘successful’ villages. ‘Successful’ 

communities have re-introduced the weekly community work-day with leaders who 

encouraged everyone to participate in maintaining a clean village environment. This activity 

has helped re-gain that ‘sense of community’ through mutual cooperation. When the 

community leadership took authoritative action, they felt strengthened and empowered. 

There is physical evidence of change to village layout, planning, as well as governance that 

confirms the roots of this in history (See Chapter Six). 

Leaders in contemporary ‘successful’ communities however, openly state they have ‘tired’ 

of waiting for the ‘government’ to provide for their needs. They had taken matters into their 

own hands and initiated changes without expecting any reward from the ‘government’. Then 

when they realised they had been rewarded with improved health they were encouraged. 

Simple changes at little cost to themselves had such a profound effect on the health and 

social well-being of the community. 

One explanation for this may be that the changes are related to the effects of working 

together to achieve shared and mutually beneficial goals. ‘Successful’ villages with a vision 

of where the community wants to be are united and empowered to develop manageable steps 

to achieve their vision (Golds et al., 1997; Kickbusch, 1997). Imparting the vision to the 
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whole community contributed towards a sense of ‘ownership’, supportive cooperation and 

provided evidence of sustainable gains (Gillies, 1998).  

Talbot & Verrinder (2005) contend applying a community development approach 

emphasising importance of social system as part of the health intervention process improved 

effectiveness. The reason is each community is an intricate web of family and cultural ties 

relying on its social system to maintain that ‘sense of community’ (Talbot & Verrinder, 

2005). Those who have a sense of community felt they ‘belonged’, generating respect, 

cooperation and a willingness to participate in community activities. Evidence collected for 

this thesis suggests improved social cohesion s also increased harmony between neighbours 

and within families.  

The intrinsic rewards from changes to the environment and hygiene practices appeared to 

have helped ‘spark’ an attitude change within individuals. This has increased respect, 

cooperation and support for local leadership contributing to a level of contentment not seen 

in ‘less successful’ villages. It is likely specific and localised historical, cultural and social 

issues are also playing a large part in the motivation of individuals to adopt changes. 

However, these were difficult to determine. 

8.3.1.2 Mimicry of European ways 

The evidence suggests that when making the decision to beautify their environment 

‘successful’ villages have again reflected on pre-Independence days. It appears they have 

decided to imitate how Europeans decorated their environment with colourful shrubs and 

flowering plants. This phenomenon of ‘mimicking’ European ways seen in rapid, radical 

social and cultural transformation has been well documented in PNG over the last 100 years 

(Barker, 1996; Errington, 1974; Lattas, 1992). See for example, Boyd’s (2001) study of the 

dramatic changes in improved lifestyle practices and village solidarity made by the Irakia 

Awa clan in Eastern Highlands. Usually it is associated with efforts by a community to 

improve their lives by ‘development’, and ‘modernisation’ or by adopting Christianity 

(Schieffelin, 1981; Whitehouse, 1994).  

Underlying the transformative efforts and motivating individuals is often the intention of 

eliciting, in a reciprocal fashion, ‘largesse’ from the government or Europeans described as 

‘cargo’ (Errington, 1974). For example, studies by Barker (1996) and Boyd (2001) showed 

the adaptation of western European ideas by PNG villagers seeking improved lifestyle and to 

attract assistance. Changes included building larger houses, removing pigs from the village, 

planting more cash crops, and reverting to colonial models of village government. This is 

highlighted by the following quote by Errington (1974, p.266) who states: 
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…much of the Southern Madang effort to acquire cargo consisted of attempts 
to duplicate ...European standards of physical and social order. Special 
villages were carefully laid out and built with a particular emphasis on 
neatness and sanitation; in some cases a paramilitary order was instituted. 
People were enjoined to live by the Ten Commandments …and to otherwise 
conform to what were regarded as European standards of order. 

This research shows a similar phenomenon taking place as members in ‘successful’ 

communities worked together to re-design their houses and villages especially in East Sepik. 

Evidence indicates the allocation of land allowed each family to develop a ‘healthy family’ 

setting. 

This study suggests individuals making changes were replicating ‘kiap’ times as reflected in 

their physical structures, clean and beautified environment. However, the changes were 

sustained without physical ‘cargo’ arriving because individuals recognised the value of the 

intrinsic rewards from the changes. These were improved health and social well-being within 

their family as well as economic benefits. These communities stopped looking to the 

‘government’ to provide ‘cargo’. Instead they realised the need to take decisive action 

themselves if they were to enjoy positive benefits of change. However, those communities 

that failed to maintain changes continued to hold to their expectation the ‘government’ 

would reward them with ‘cargo’. Once people become reliant on outside support it is not 

easy to re-orientate them towards self-reliance in health (Parkes et al., 2001).  

8.4 Factors Influencing Success or Failure of Intervention 

This study found three key factors creating synergy and technique for change evident where 

the intervention was most successful. Firstly, a health motivated individual providing a 

powerful catalyst for change; secondly, empowered village leadership through a new 

governance structure; and thirdly, the use of visual tools to assist them to identify areas for 

improvement. In areas where the intervention failed to influence change, this failure may be 

attributed to a mismatch of philosophy with health system activity. This is when health 

workers feared to step outside the ‘bio-medical’ model and engage in health promoting 

activities. Evidence of weak community leadership was also seen in ‘unsuccessful’ 

communities sampled.  

8.4.1 Empowered Individuals 

This research has highlighted that people empowered by education and knowledge can make 

decisions and change behaviours, which can ultimately improve health and social well-being. 

Often the catalyst for change has been someone with authority in the community such as, a 

health worker, community leader or VHV. Their enthusiasm has been ‘infectious’ motivating 

others to follow their example.  
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Ife (2002) showed empowered individuals through education and increased awareness 

enabled them to increase their power. Laverack (2003) demonstrated application of the 

empowerment education concept as an approach to building capable Fijian healthy 

communities. The study found when people gained a better understanding of the problems 

affecting their health and their lives they were empowered to find solutions (Laverack, 

2003). A study by Yajima et al. (2001) of Japanese community leaders’ healthy lifestyle 

programme showed increased health knowledge strongly influenced health behaviour and 

attitude changes. Golds et al (1997) study of Australian Indigenous ‘healthy communities’ 

acknowledged the need for individuals to have a vision of the future with clear goals to guide 

actions. My research has identified well-informed individuals with a vision of a ‘healthy 

community’ transformed their vision into reality.  

8.4.2 Empowered Leadership 

This research has demonstrated that in ‘successful’ communities, the impetus for communal 

change has come from the authority generated by new governance structures. Establishing a 

committee to coordinate village health and development led to action, strengthened leaders’ 

management capacity, and renewed a ‘sense of community’ amongst members. Such 

communities were able to identify and address their own problems. ‘Ownership’ of changes 

had given these communities a sense of pride in their achievements, generated commitment 

to maintenance of changes and contributed to future action. Absence of such a governance 

structure was evident in ‘less-successful’ and ‘unsuccessful’ communities where weak 

leadership and lack of community spirit was strongly evident. 

According to the WHO’s (1991) study of community involvement in health, village health 

committees can form the basis for community mobilisation and involvement in health 

projects. Communal action can have a powerful influence on group members who organise 

and mobilise themselves for collective action around specific goals (Laverack & Wallerstein, 

2001). Laverack & Wallerstein (2001, p. 181) contend it may be long after completion of the 

intervention that individuals become aware of increased self-esteem and capacity through 

collective action. 

8.4.3 Effective Visual Tools 

This research demonstrated the Healthy Family and Healthy Community visual tools proved 

to be effective devices to initiate healthy lifestyle practice changes in semi-literate 

communities. My study confirms work by Oakley, Bichmann, & Rifkin (1999) that showed 

use of visuals aids are popular, particularly among communities with limited literacy skills. 

Researchers found these devices to be effective in exchanging information and gaining 
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mutual recognition of perceptions and problems. Similarly, visual tools have proven to be an 

effective device to inform monitoring and evaluating processes. 

8.4.4 Mismatch of Philosophy and Health System Activity 

Health workers in PNG, as elsewhere, have become entrapped in a ‘bio-medical’ model of 

health service delivery placing strong emphasis on curative care. This is done to the 

detriment of preventive and health promoting services. Fear of stepping outside the curative 

arena is compounded when enthused health workers return after training only to be 

discouraged and stifled by senior staff. Oakley, Bichmann, & Rifkin (1999, p. 124) state 

health workers’ medical knowledge enabled them to exert power over health development. 

However, the principles of engaging the community in preventive and health promoting 

development forces a change to the paradigm (Oakley et al., 1999). 

Evidence suggests that in areas investigated with no ‘successful’ communities, health 

workers lacked a clear understanding of community health and development approaches. 

Those trained in CAP process failed to demonstrate application of that knowledge. Similarly, 

a minority of those trained to better manage and train VHVs failed to impart their new 

knowledge to others. This could be explained by the cultural practice that ‘knowledge is 

power’ (Oakley et al., 1999). Therefore, newly gained knowledge must be kept to oneself if 

power over others is to be exerted (World Health Organization, 1991). This concept of 

‘power over others’ by not sharing their knowledge inhibits action that could have a positive 

impact on the health of the community. 

8.4.5 Weak Community Leadership 

Weak community leadership was evidenced in ‘unsuccessful’ and ‘less-successful’ 

communities visited in 2006. Individuals from these communities spoke of how politics and 

jealousy amongst leaders had diminished people’s respect for leaders. This was 

demonstrated by community members’ unwillingness to participate in community activities. 

Similarly, a Senegalese study by Bichmann & Diallo (1999) identified community leaders’ 

financial gain as the factor that inhibited community involvement for lifestyle changes. 

8.5 Lessons Learned 

8.5.1 Inhibiting Factors in Aid Project Design 

The WCH Project put substantial financial resources into capacity building more than 1,600 

health workers in community development and development of training resources. However, 

there is a risk this was only fulfilling donor contractual requirements. A set of pre-

determined design objectives and inputs limited the Project’s flexibility to effectively apply 
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principles of community engagement in health. As a technical adviser, I believed the quality 

of training was compromised by time constraints. Contractual pressures to achieve 

contracted outputs diminished outcomes which required more time and effort. This was 

compounded by the limited capacity of national counterparts. These in turn influenced the 

collaborative process, efforts to build capacity, and failed to secure ‘ownership’ of the 

interventions at national level.  

Future planning for projects should take into consideration the need to allow adequate time 

to fully develop training resource material before embarking on a mass training program. 

Capacity building takes time therefore project designs should allow adequate time for this to 

occur. 

8.5.2 Top-down Approach to Community Health and Development  

The re-aligned Project strategies enabled technical advisers to increase the use of a ‘bottom-

up’ approach. However, the contractual environment imposed on donor projects inhibits 

effective application of community development and health promotion principles. Design 

constraints of set objectives and strategies, inputs and expected outcomes within a limited 

timeframe are against the principles of community involvement in health. Mosse (2004) 

contends that aid projects originate from the policy processes of donor countries and 

agencies. Sogge (2002) notes evidence points to foreign aid having been the problem posing 

as the solution. If this argument is correct it appears the WCH Project was set up to fail. I, as 

an external technical adviser, felt at times set up to fail. 

According to the World Health Organization (1991), training health workers to be health 

promoters requires a paradigm shift from curative to promoting health. If the health system is 

serious about involving the community in meeting the challenge of primary health care, then 

health workers need training. Training must include how to work ‘with’ the community and 

‘ in’  the community (World Health Organization, 1991). As we found, this is frustrated by 

bureaucratic inflexibility, control, and inertia inherent in the project model of aid and 

contracts. The WHO (1991) recommends such projects should emphasise the process of 

involvement rather than seeking to achieve a quantitative impact on a particular health 

problem. According to Waisbord (2006) what is needed is a long-term commitment from 

donor agencies to community health development and strengthening health worker capacity. 

8.5.3 Need for Baseline Data 

Theoretically, if the WCH Project’s strategic community health approach had worked then 

statistical data should have reflected a change in the health of women and children. The 

national directive to exclude aid post data from the health information system needs to be 
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revisited. Research data confirms that the ageing population of aid post orderlies are rapidly 

being replaced by competent well-educated community health workers. Those aid post 

workers trained in the past two decades have the competence to reliably diagnose, record, 

and treat diseases. The WCH Project provided intensive training to upgrade the clinical skills 

for a large proportion of aid post workers between 2002 and 2004. Community health 

workers are considered competent to diagnose and treat when stationed at a health centre, but 

considered incompetent when working at an aid post. Similarly, community health workers 

are considered competent when reporting MCH service delivery at static clinics, yet 

incapable of reporting these same services from the aid post.  

If aid post data over the past decade had been included, then the qualitative data suggests 

statistics would have shown changes in the health status of those communities involved. The 

‘scatter-gun’20 approach of donor agencies’ seeking to influence community health does not 

lend itself to evaluation. A positive effect may have been demonstrated if there was a better 

information system. Also more attention needs to be given to donor project design so the 

effects can be measured. 

It is almost impossible to assess changes in community health without village-level baseline 

statistics for incidence of disease and maternal child health service coverage. In areas where 

one or two communities have taken positive steps to prevent illness, there is no numerical 

way to monitor impact on the community’s health. Similarly, if vector borne disease 

becomes evident in a district, its precise location or individuals at risk cannot be targeted for 

assistance. Aid post and health centre data needs to be disaggregated by village to enable 

comparison across a number of villages. Similarly, health centre staff need to be able to 

disaggregate data by villages if they are to identify which villages are improving and/or 

where assistance is needed because problems have arisen. There is also a crucial need to 

encourage the local collection and use of health information by health workers, both in 

communities and in peripheral health facilities. 

This research has shown a surrogate way to assess the impact of the intervention on the 

health of individuals. Observations in ‘unsuccessful’ communities showed high incidence of 

illness resulted in the aid post worker spending up to ten hours per day providing curative 

care. However, in ‘successful’ communities the aid post worker spoke of a significantly 

diminished curative workload. The reduced curative workload affords the aid post worker 

adequate time to support local communities and promote a healthier lifestyle. Therefore, 

                                                      
 
20 Commonly referred to as a ‘shotgun’ approach when many pellets are fired into the air in the hope 
that one or two might hit the target 
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monitoring the curative workload of rural health workers could be used as a measure or 

confirmation of change in community health status. 

Health centre and aid post staff could record the identity of the community next to the 

individual illness of each person receiving treatment. This would allow for data to be 

disaggregated by community allowing communities to be compared. I found an example of a 

health centre in East Sepik where the staff applied this idea. At the end of that year health 

workers announced to all communities which one was the ‘healthiest’ community.  

The data collected through the health information system is crude. Fawkes & Lin (2003) 

identify the importance of understanding particular populations and observing changes in the 

community over time. Any future planning for community health intervention strategies 

therefore, should take into account the need for baseline data against which to measure 

change over time. Future project design and planning should allow statistical comparison of 

baseline data with evaluation data, using good sampling techniques to ensure this occurs. 

Figure 48 outlines a possible model of successful participatory community health 

development within PNG.  
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Figure 48: A possible model of successful participatory community health development 
within PNG 

The model emphasises the importance of health facility staff working with local community 

leaders and VHVs to help create a ‘healthy village’ setting. District health workers support 

for health facility staff is strengthened by support from provincial health officers. National 

level technical support for provincial activities is under the direction of Health Promotion 

Branch supported by Family Health and Environmental Health Units. Project strategies 

could be designed with intervention activities concentrated on a selected area. Baseline data 

would need to be collected over time measuring changes in health indicators. A number of 

possibilities could be used by health workers to test effectiveness of the intervention: 

� Select a random sample of villages within a health facility catchment area or district to 

receive the intervention. The data of incidence of disease and maternal child health 
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service usage would be collected from ‘participating’ villages and ‘control’ villages. The 

data would be analysed, compared and reported. 

� Select half the villages within a health facility catchment area to receive the intervention. 

The remaining villages would be used as the control group. Data of incidence of disease 

and maternal child health service usage would be collected for all villages, analysed, 

compared and reported. 

� Target all villages within a health facility’s catchment area with the intervention. 

Compare, analyse and report on data of incidence of disease and maternal child health 

service usage against that of another health facility within the same district as a control 

group.  

� Target one district within a province with the intervention. Compare data of incidence of 

disease and maternal child health service usage against other districts within that 

province. 

Baseline data needs to be collected at aid post and health centre level if changes are to be 

monitored effectively and the full impact assessed. Such data would enable health workers to 

identify which villages demonstrate improvement compared with other villages, and 

establish the effectiveness of the strategies being assessed. 

8.6 Conclusion 

The goal of this thesis was to examine the application and impact of community 

development and health promotion interventions within a foreign aid project in Papua New 

Guinea. The thesis explored the community health strategies applied under the WCH Project 

that aimed to increase community self-reliance in health. The design, implementation, and 

evaluation of WCH Project community health intervention activities were examined. The 

thesis described the findings of an outcome evaluation conducted in 2006, two years after 

formal completion of Project activities. The intervention in particular the combination of 

CAP and VHV program activities resulted in communities taking increased responsibility for 

their health through healthy lifestyle changes. Communities have partnered with the local 

health system and increased their use of health services to help reduce maternal and child 

morbidity and mortality. Indeed this research suggests international donor aid projects can 

implement a ‘bottom-up’ approach to community health development despite the constraints 

of donor funding systems and contract environments. The research has demonstrated how 

sustainable self-reliance in health can be achieved through community led and maintained 

activity within an aid project.  
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Appendix 2: Questions Guiding Interviews and Discussions 

2.1 Informal Interview Questions 

1. Did WCHP make any difference to your capacity to provide improved MCH services?  
How did it do this?  

2. What has happened to your capacity since the Project finished? 

3. How did the Project affect your role and workload? 

4. Has the Project made a difference to what is going on now in the health system?  If so, 
how? 

5. What significant outcomes has there been from WCHPs support of community 
initiatives (intended/unintended)? 

6. What have been the significant long-term effects of these strategies (benefits/ill-effects)? 

7. What other things may have influenced these benefits / ill-effects? 

8. How have these strategies impacted on the interaction between health workers and the 
community?  

9. What factors may have influenced the success / failure of that interaction? 

10. Which community activities begun under WCHP have been sustained? 

11. What support has the health system given to community activities since completion of 
WCHP? 

 

2.2 Community Group Discussion Questions 

1. Can you look at this form and tell me which areas your community has seen significant 
changes in over the past 7 years? 

2. What do you think may have influenced these changes?  

3. What do you think have been the benefits of these changes?  

4. What do you think have been the ill effects of these changes?  

5. How do health workers from the nearby health facility relate with your community? 

6. Has this been a positive or a negative experience?  Why is this so?  

7. Which community activities began as a result of input from WCH Project? When did 
these activities start? 

8. What kind of support for community activities do you get from health workers in your 
area? When did this start? 

9. What kind of support for community activities do you get from other sources? What kind 
of support? When did the support start? 

10. Do you think there is a difference in the health of women and children (recently)?  What 
is the difference? 
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Appendix 3: Plain Language Statements  

3.1 Plain Language Statement (English version) 

Project: Evaluation of a program to improve the interaction between community and health 
systems in Papua New Guinea: Its impact on improved maternal child health. 

Chief Investigator: Helen Ashwell, RN RM MPH 

PNG Research Assistant: Doreen Dawadawareta, RN DCH 

Purpose of the study: You are invited to assist us investigate the outcomes of activities that 
were conducted under the Women’s and Children’s Health Project (1998 to 2004) seeking to 
improve rural health service delivery and foster community involvement in support of 
maternal child health care in Papua New Guinea. 

Benefits of the study: The study will benefit the PNG Department of Health in providing 
information about the long-term effects of in-service training for rural health workers and 
how this influences their relationship with the community and contributes to improved 
maternal child health.  It will also provide information about the relationship between the 
Women’s and Children’s Health Project strategies and the application of the Healthy Islands 
concept.  The study will provide valuable information to the Papua New Guinea section of 
the Australian Agency for International Development (AusAID) in supporting future 
community initiatives in PNG and other similar countries. 

What would be expected of you: If you decide to take part in this research you will be 
interviewed.  If appropriate, the interaction of rural health workers and / or individuals in the 
community may also be observed. 

Discomforts / Risks: There are no specific risks associated with this study.  It may cause you 
some discomfort, as we want to audiotape record and / or take notes during the interview 
with the researcher.  This technique will not be used if culturally inappropriate or the 
interviewee prefers that it not be used.  A research assistant and / or another local person 
may also be present.  You can request for an interpreter to assist you if you wish. 

Confidentiality: The researcher will use the information you provide discretely.  The 
audiotape recording will be kept confidential and used only for clarification and 
confirmation of the information provided by you in the interview.  Your name and those of 
any other people mentioned in the interview will not appear in the transcription of the tapes. 

Your participation: We would be grateful if you did participate in this study, but you are 
free to refuse to participate.  Even if you do decide to participate, you may withdraw from 
the research at any time. 

Results of the study: If you wish to be informed about the results of this study, arrangements 
will be made for you to do so.  A transcription of the audiotape recording can also be made 
available and you are welcome to arrange a time to read it if you wish.  Participants will be 
able to verbally confirm their contribution with the researcher at the time of interview to 
satisfy themselves that the record of their input is accurate. 

Persons to contact: If you have any questions about the research, please contact the 
researcher, Ms Helen Ashwell (ph: +61 8 8946 6518) or her Supervisor, Professor Lesley 
Barclay (ph: +61 8 8946 9674; fax: +61 8 8946 7175) by post: c/- Charles Darwin 
University, Darwin, NT, 0909, Australia.  You can also contact the Executive Officer, 
Charles Darwin University Human Research Ethics Committee, Darwin, NT 0909, Australia, 
by phone: +61 8 8946 7064, fax: +61 8 8946 7199, or e-mail: 
hemali.seneviratne@cdu.edu.au. The Executive Officer can pass on any concerns to 
appropriate officers within the University. 
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3.2 Toksave Bilong Dispela Wok Painimaut Projeck (Pidgin version) 

Projek: Dispela wok painimaut em bilong skelim ol wok i bin kamap ananit long Projek 
bilong ol mama na pikinini, na skelim olsem wok i bin karim kaikai na halivim ol komiuniti 
na ol lain bilong helt i wok bung wantaim o nogat. Na long painimaut dispela projek i bin 
halivim long kirapim gutpela sindaun bilong ol mama na o pikinini tu? 

Nambawan lain bilong dispela wok painimaut: Helen Ashwell na Doreen Dawadawareta 

As bilong dispela wok painimaut: Projek bilong ol mama na pikinini i bin stap long 1998 
inap long 2004. As tingting bilong dispela projek i bin bilong halivim ol manmeri long ples 
long wok bung wantaim ol lain bilong helt, bilong kamapim gutpela sindaun bilong ol mama 
na pikinini. 

Wok paimimaut bai i halivim husat? Dispela wok painimaut bai i halivim ol Dipatmen 
bilong Helt long save olsem dispela wok bilong skulim ol wokmanmeri bilong helt i save 
kamapim gutpela kaikai o nogat. Gutpela kaikai bilong dispela wok long skulim ol em i 
olsem – em i halivim ol wokmanmeri bilong helt long wok bung wantaim ol lain bilong ples, 
bilong kirapim gutpela sindaun bilong ol mama na pikinini. Na tu dispela wok painimaut bai 
i soim olsem wok bilong Projek bilong ol Mama na Pikinini i bin strongim Wok bilong 
kamapim Helti Ailan tu o nogat. Narapela samting tu bai i kamap long dispela wok 
painimaut em olsem, bai i halivim ol lain bilong PNG opis bilong AusAID long luksave 
olsem dispela em i gutpela rot biling bihainim yet long sapotim ol komiuniti long PNG na ol 
narapela kantri, o nogat. 

Bai yu mas mekim wanem sapos yu laik halivim mipela? Sapos yu wanbel long wok 
wantaim mipela bai i gat sampela askim, mipela bai i askim yu. Sapos em i orait tu, bai 
mipela i sanbai na lukluk long wok bung bilong ol manmeri bilong ples na ol wokmanmeri 
bilong helt i go olsem wanem? 

Bai i gat hevi i kamap long dispela wok painimaut tu? Nogat sampela hevi tru bai i kamap 
long yu long halivim long dispela wok painimaut. Liklik hevi olsem nogut bai yu les long 
sindaun liklik, taim mipela i askim ol samting long yu. Na tu bai mipela raitim ol toktok 
bilong yu long buk o yusim teip masin bilong kisim ol toktok bilong yu. Sapos yu no wanbel 
o yu pilim olsem i no stret long mipela i mekim olsem – em i orait, bai mipela i no inap 
mekim. Sampela taim tu bai i gat narapela wokman o man/meri bilong ples tu bai i stap taim 
mipela i toktok wantaim yu. Sapos yu no klia long Tok Pisin, em i orait long yu inap askim 
narapela long tanim tok bilong yu. 

Haitim toktok (i no inap long tokaut long toktok yu mekim).Ol wokman/meri bilong dispela 
wok painimaut, bai i haitim ol toktok yu mekim na bai i no inap tru long kamapim tok bilong 
yu long ples klia. Sapos ol i katim teip bilong ol toktok bilong yu, bai dispela samting tu bai i 
stap ples hait na ol bai i yusim long kliaim tingting bilong ol long tok yu bin mekim. i no 
bilong tokaut long narapela, nogat. Nem bilong yu na nem bilong ol arapela husat yu kolim 
nem bilong ol – ol dispela bai i stap ples hait na mipela bai i no inap tru long kamapim. 

Halivim bilong yu:Mipela bai i amamas tru sapos yu wanbel long halivim mipela long 
dispela wok, tasol em i laik bilong yu yet. Na tu sapos yu halivim mipela i go, na yu les na 
yu laik pinis wok hariap – em tu i orait em i laik bilong yu tasol. 

Kaikai bilong dispela wok painimaut: Sapos yu laik save long wanem ol samting ol i 
painimaut long dispela wok, em i orait tasol. Bai mipela inap toksave long yu bihain. 

Bilong kisim save moa long dispela wok painimaut: Sapos yu gat sampela askim long 
dispela wok, yu ken askim Helen Ashwell (ph: +61-8 8946-6518) na wasmeri bilong em, 
Profesa Lesley Barclay (ph: +61-8 8946-9674; fax +61-8 8946-7175) o salim pas long ol c/- 
Charles Darwin University, NT, 0909 Australia. Na tu yu inap askim long Eksekutiv Opisa 
bilong Charles Darwin University Human Research Ethics Committee, Darwin, NT 0909, 
Australia long fon: +61-8 8946-7064, fax +61-8 8946-7199, o email 
hemali.seneviratne@cdu.edu.au. 
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Appendix 4: Consent Forms  

4.1 Interview Consent Form (English version) 

Project: Evaluation of a program to improve the interaction between community and health 
systems in Papua New Guinea: Its impact on improved maternal child health. 

Chief Investigator: Helen Ashwell, RN, RM, MPH 

I ___________________________ agree to participate in the research project.  I understand 
that my participation in this research will involve an interview that is likely to take around 30 
minutes.  I agree for this interview to be audiotape recorded.  If appropriate, I also agree to 
be observed in my interaction with others.  I understand that I am free to withdraw my 
participation from this research project at any time without giving a reason.  I agree that the 
researcher has answered all my questions fully and clearly.  I agree that the research data 
gathered from this project may be published in a form that does not identify me in any way.  
I have had my contribution described to me by the researcher verbally and am satisfied that 
the record is accurate. 

Participant’s signature: _____________________________       Date: 
_____________ 

Position: __________   Department: _____________   District / Province: ______________ 

Note: If you have any questions about the research, please contact the researcher, Ms Helen 
Ashwell (ph: +61 8 8946 6518) or her Supervisor, Professor Lesley Barclay (ph: +61 8 8946 
9674; fax: +61 8 8946 7175) by post: c/- Charles Darwin University, Darwin, NT, 0909, 
Australia.  You can also contact the Executive Officer, Charles Darwin University Human 
Research Ethics Committee, Darwin, NT 0909, Australia, by phone: +61 8 8946 7064, fax: 
+61 8 8946 7199, or e-mail: hemali.seneviratne@cdu.edu.au. The Executive Officer can pass 
on any concerns to appropriate officers within the University. 
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4.2 Tok orait pepa bilong wanwan man o meri (Pidgin version) 

Projek: Dispela wok painimaut em bilong skelim ol wok i bin kamap ananit long Projek 
bilong ol mama na pikinini, na skelim olsem wok i bin karim kaikai na halivim ol komiuniti 
na ol lain bilong helt i wok bung wantaim o nogat. Na long painimaut dispela projek i bin 
halivim long kirapim gutpela sindaun bilong ol mama na o pikinini tu?  

Nambawan lain bilong dispela wok painimaut: Helen Ashwell, RN, RM, MPH 

Mi__________________________ tok orait long halivim long dispela projek. Mi klia olsem 
taim mi halivim long dispela wok, bai ol i askim mi long sampela askim dispela bai i pinisim 
olsem tripela ten (30) minit. Mi tok orait long ol i ken putim toktok bilong mi long teip 
rikoda masin. Mi tok orait long sampela arapela lain ol inap harim na luksave taim mi wok o 
toktok wantaim ol arapela. Mi save sapos mi statim dispela wok bilong halivim ol na bihain 
mi laik lusim – em i orait long mi inap lusim tasol. Mi wanbel olsem ol lain i askim mi long 
halivim long dispela wok, em ol i bin tok klia long mi, na ol i bin bekim ol askim bilong me 
stret. Mi tok orait olsem olgeta samting mi tokaut long en long dispela wok painimaut – em 
ol lain wokman/meri ol inap yusim dispela long wok bilong ol, tasol ol i noken raitim o 
kolim nem bilong mi yet long dispela. Ol lain bilong dispela wok painimaut i bin tok klia 
long mi long ol halivim bilong mi, na mi wanbel long ol toktok em i tru na i stret. 

Hanmak bilong man / meri i mekim dispela toktok: _________________________________ 

Dei mi mekim hanmak bilong mi: _______________________________________________ 

Wok bilong mi: 
__________________Dipatmen______________Distrik/Provins:_________ 

Toksave: Sapos yu gat sampela askim long dispela wok, yu ken askim Ms Helen Ashwell 
(ph: +61 8 8946 6518) na wasmeri bilong em, Profesa Lesley Barclay (ph: +61 8 8946 9674; 
fax +61 8 8946 7175) o salim pas long ol c/- Charles Darwin University, NT, 0909 Australia.  
Na tu yu inap askim long Eksekutiv Opisa bilong Charles Darwin University Human 
Research Ethics Committee, Darwin, NT 0909, Australia long fon: +61 8 8946 7064, fax 
+61 8 8946 7199, o email hemali.seneviratne@cdu.edu.au. 
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4.3 Community Consent Form (English version) 

Project: Evaluation of a program to improve the interaction between community and health 
systems in Papua New Guinea: Its impact on improved maternal child health. 

Chief Investigator::Helen Ashwell, RN, RM, MPH 

I ___________________________ have agreed to participate in the research project by 
giving consent for the information I, and my clansmen provided during interview / group 
discussion, and observation of our interaction with others, to be documented.  I agree that my 
comments, and that of my clansmen, have been audiotape recorded in a culturally 
appropriate manner.  I have had our contribution described to me by the researcher verbally 
and am satisfied that the record is accurate.  I also agree for my/our photographic image to 
be published in a form that identifies us. 

Participant’s signature: _____________________________             Date: ____________ 

Village: ____________________________     District / Province: __________________ 

Note: If you have any questions about the research, please contact the researcher, Ms Helen 
Ashwell (ph: +61 8 8946 6518) or her Supervisor, Professor Lesley Barclay (ph: +61 8 8946 
9674; fax: +61 8 8946 7175) by post: c/- Charles Darwin University, Darwin, NT, 0909, 
Australia.  You can also contact the Executive Officer, Charles Darwin University Human 
Research Ethics Committee, Darwin, NT 0909, Australia, by phone: +61 8 8946 7064, fax: 
+61 8 8946 7199, or e-mail: hemali.seneviratne@cdu.edu.au. The Executive Officer can pass 
on any concerns to appropriate officers within the University. 

 

4.4 Tok orait pepa bilong Komiuniti (Pidgin version) 

Projek:  Dispela wok painimaut em bilong skelim ol wok i bin kamap ananit long Projek 
bilong ol mama na pikinini, na skelim olsem wok i bin karim kaikai na halivim ol komiuniti 
na ol lain bilong helt i wok bung wantaim o nogat. Na long painimaut dispela projek i bin 
halivim long kirapim gutpela sindaun bilong ol mama na o pikinini tu?  

Nambawan lain bilong dispela wok painimaut: Helen Ashwell, RN, RM, MPH 

Mi_____________________________ tok orait long halivim long dispela wok painimaut, 
na ol lain na klen bilong mi tu i orait long halivim. Mipela i orait long ol lain bilong 
painimaut, ol inap long yusim ol toktok bilong mipela na wanem samting mipela i mekim 
long wok bung wantaim ol lain bilong helt, long putim insait long wok bilong ol. Mipela i 
wanbel long ol lain bilong wok painimaut, ol inap putim toktok bilong mipela long teip 
rikoda masin na yusim long wok bilong ol. Ol lain bilong dispela wok painimaut i bin tok 
klia long mipela long ol halivim bilong mipela, na mipela i wanbel long ol toktok em i tru na 
i stret. Mi tok i orait long ol lain bilong wok painimaut ol inap long yusim piksa bilong 
mipela long buk bai ol i wokim long ripot bilong dispela wok. 

Hanmak bilong man / meri i mekim dispela tok: ________________________________ 

Dai mi mekim dispela hanmak: _________________________________ 

Ples: ______________________________Distrikt / Provins: ______________________ 

Toksave: Sapos yu gat sampela askim long dispela wok, yu ken askim Ms Helen Ashwell 
(ph: +61 8 8946 6518) na wasmeri bilong em, Profesa Lesley Barclay (ph: +61 8 8946 9674; 
fax +61 8 8946 7175) o salim pas long ol c/- Charles Darwin University, NT, 0909 Australia.  
Na tu yu inap askim long Eksekutiv Opisa bilong Charles Darwin University Human 
Research Ethics Committee, Darwin, NT 0909, Australia long fon: +61 8 8946 7064, fax 
+61 8 8946 7199, o email hemali.seneviratne@cdu.edu.au. 
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4.5 Photographic Consent Form (English version) 

Project: Evaluation of a program to improve the interaction between community and health 
systems in Papua New Guinea: Its impact on improved maternal child health. 

Chief Investigator: Helen Ashwell, RN, RM, MPH 

I ___________________________ agree to participate in the research project by 
participating in a photographic record of my interaction with others.  I agree that the 
photographic record may be published in a form that identifies me.  I have viewed my 
contribution with the researcher and am satisfied that the record is accurate.  I also 
understand that I am free to withdraw my photographic participation from this research 
project at any time without giving a reason.   

Participant’s signature: _____________________________               Date: _____________ 

Village: _______________________      District / Province: _________________________ 

Note: If you have any questions about the research, please contact the researcher, Ms Helen 
Ashwell (ph: +61 8 8946 6518) or her Supervisor, Professor Lesley Barclay (ph: +61 8 8946 
9674; fax: +61 8 8946 7175) by post: c/- Charles Darwin University, Darwin, NT, 0909, 
Australia.  You can also contact the Executive Officer, Charles Darwin University Human 
Research Ethics Committee, Darwin, NT 0909, Australia, by phone: +61 8 8946 7064, fax: 
+61 8 8946 7199, or e-mail: hemali.seneviratne@cdu.edu.au. The Executive Officer can pass 
on any concerns to appropriate officers within the University. 

 

4.6 Tok Orait Pepa Bilong Kisim Piksa / foto (Pidgin version) 

Projek: Dispela wok painimaut em bilong skelim ol wok i bin kamap ananit long Projek 
bilong ol mama na pikinini, na skelim olsem wok i bin karim kaikai na halivim ol komiuniti 
na ol lain bilong helt i wok bung wantaim o nogat. Na long painimaut dispela projek i bin 
halivim long kirapim gutpela sindaun bilong ol mama na o pikinini tu?  

Nambawan lain bilong dispela wok painimaut: Helen Ashwell, RN, RM, MPH 

Mi _______________________________ i tok orait long halivim long dispela wok 
painimaut na mi wanbel long ol bai i kisim piksa (foto) bilong mi taim mi wok bung 
wantaim ol arapela. Mi wanbel olsem ol lain i askim mi long halivim long dispela wok, em 
ol i bin tok klia long mi, na ol i bin bekim ol askim bilong me stret. Ol lain bilong dispela 
wok painimaut i bin tok klia long mi long ol halivim bilong mi, na mi wanbel long ol toktok 
em i tru na i stret. Mi klia sapos mi statim dispela wok long halivim ol na bihain mi les long 
ol i kisim piksa (foto) bilong mi – em bai i orait long mi inap lusim wok o mi bai tokim ol 
long no ken kisim piksa bilong mi. 

Hanmak bilong man / meri i mekim dispela toktok: _________________________________ 

Dei mi mekim hanmak bilong mi: _______________________ 

Ples: ___________________________    Distrik/Provins: ____________________________ 

Toksave: Sapos yu gat sampela askim long dispela wok, yu ken askim Ms Helen Ashwell 
(ph: +61 8 8946 6518) na wasmeri bilong em, Profesa Lesley Barclay (ph: +61 8 8946 9674; 
fax +61 8 8946 7175) o salim pas long ol c/- Charles Darwin University, NT, 0909 Australia.  
Na tu yu inap askim long Eksekutiv Opisa bilong Charles Darwin University Human 
Research Ethics Committee, Darwin, NT 0909, Australia long fon: +61 8 8946 7064, fax 
+61 8 8946 7199, o email hemali.seneviratne@cdu.edu.au. 
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4.7 Interpreter Consent Form (English version) 

Project: Evaluation of a program to improve the interaction between community and health 
systems in Papua New Guinea: Its impact on improved maternal child health. 

Chief Investigator: Helen Ashwell, RN, RM, MPH 

I _________________________ interpreter, not being a party to the research, certify that I 
was present when the researcher informed the participant of the nature and consent of this 
form and that I have read the contents of this form in the English / Pidgin language and 
interpreted into the local dialect of  _______________________________ (participant and 
/or responsible person) who acknowledged to me that he / she understood the method of 
research and freely and voluntarily signed the consent form.  The participant has had their 
contribution described to them by the researcher verbally and is satisfied that the record is 
accurate. 

Interpreter’s name: __________________________                  Date: __________________ 

Village: ___________________________ District / Province: ________________________ 

Signature: __________________ 

Note: If ou have any questions about the research, please contact the researcher, Ms Helen 
Ashwell (ph: +61 8 8946 6518) or her Supervisor, Professor Lesley Barclay (ph: +61 8 8946 
9674; fax: +61 8 8946 7175) by post: c/- Charles Darwin University, Darwin, NT, 0909, 
Australia. You can also contact the Executive Officer, Charles Darwin University Human 
Research Ethics Committee, Darwin, NT 0909, Australia, or by phone: +61 8 8946 7064, 
fax: +61 8 8946 7199, or e-mail: hemali.seneviratne@cdu.edu.au. The Executive Officer can 
pass on any concerns to appropriate officers within the University. 
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4.8 Tok orait pepa bilong ol lain bai i tanim tok (Pidgin version) 

Projek: Dispela wok painimaut em bilong skelim ol wok i bin kamap ananit long Projek 
bilong ol mama na pikinini, na skelim olsem wok i bin karim kaikai na halivim ol komiuniti 
na ol lain bilong helt i wok bung wantaim o nogat. Na long painimaut dispela projek i bin 
halivim long kirapim gutpela sindaun bilong ol mama na o pikinini tu?  

Nambawan lain bilong dispela wok painimaut: Helen Ashwell, RN, RM, MPH 

Mi_______________________________, mi mam / meri bilong tanim tok. Mi yet mi no 
insait long dispela wok painimaut, mi tanim tok tasol. Mi bin stap taim ol lain bilong wok 
painimaut i bin tok klia long man / meri ol i askim long halivim ol, na ol tokaut klia long 
olgeta samting i stap insait long dispela pepa long tok pisin o tok Inglis na mi tanim tok i go 
long tok ples bilong _________________________________(man / meri i bin bekim askim 
bilong ol) na dispela man / meri i bekim askim bilong ol, em i bin tok save long  mi olsem 
em i klia long dispela wok painimaut na em yet i wanbel long putim hanmak bilong em long 
dispela pepa. Ol lain i go pas long wok painimaut, em i bin tok klia long olgeta samting 
bilong dispela wok na man / meri i laik helpim ol na putim hanmak hia em i bin wanbel long 
olgeta toktok i klia na i stret. 

Hanmak bilong man / meri bilong tanim tok: _____________________________________ 

Dei em i mekim hanmak: ___________ Ples: ___________Distrik/Provins: _____________ 

Hanmak bilong man / meri i tanim tok: ____________________ 

Toksave: Sapos yu gat sampela askim long dispela wok, yu ken askim Ms Helen Ashwell 
(ph: +61 8 8946 6518) na wasmeri bilong em, Profesa Lesley Barclay (ph: +61 8 8946 9674; 
fax +61 8 8946 7175) o salim pas long ol c/- Charles Darwin University, NT, 0909 Australia.  
Na tu yu inap askim long Eksekutiv Opisa bilong Charles Darwin University Human 
Research Ethics Committee, Darwin, NT 0909, Australia long fon: +61 8 8946 7064, fax 
+61 8 8946 7199, o email hemali.seneviratne@cdu.edu.au. 
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4.9 Group Discussion Attendance Record (English version) 

Group Meeting ____Village: ________District: __________ Province: _________   Date:_______ 

We agree to participate in the research project. We understand that our participation in this 
research will involve a discussion that is likely to take around 30 minutes that may be 
audiotape recorded.  If appropriate, we also agree to be observed in our interaction with 
others. We are aware that we can contact the researcher, her Supervisor, or the Executive 
Officer of the Charles Darwin University Human Research Ethics Committee if we have any 
concerns about the research. We also understand that we are free to withdraw our 
participation from this research project at any time without giving a reason. We agree that 
the researcher has answered all our questions fully and clearly. We agree that the research 
data gathered from this project may be published in a form that does not identify us in any 
way. We have had our contribution described to us by the researcher verbally and we are 
satisfied that the record is accurate. 

 

No NAME VILLAGE POSITION SIGNATURE 
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     

 

Note: If you have any questions about the research, please contact the researcher, Ms Helen 
Ashwell (ph: +61 8 8946 6518) or her Supervisor, Professor Lesley Barclay (ph: +61 8 8946 
9674; fax: +61 8 8946 7175) by post: c/- Charles Darwin University, Darwin, NT, 0909, 
Australia.   You can also contact the Executive Officer, Charles Darwin University Human 
Research Ethics Committee, Darwin, NT 0909, Australia, or by phone: +61 8 8946 7064, 
fax: +61 8 8946 7199, or e-mail: hemali.seneviratne@cdu.edu.au. The Executive Officer 
can pass on any concerns to appropriate officers within the University. 
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4.10 Tok Orait Pepa Bilong Wok Bung na Toktok Wantaim ol 
Komunity (Pidgin version) 

Kibung:______ Ples________________Distrik_____________Provins____________ Dei______ 

Mipela i tok orait long wok insait long dispela wok painimaut. Mipela klia olsem insait long 
wok halivim bilong mipela, bai i gat sampela askim, bai i pinisim olsem tripela ten (30) 
minit, na ol bai inap long teipim toktok bilong mipela long rikoda masin. Mipela tu i tok 
orait long ol bai i lukluk taim mipela wok wantaim ol arapela. Mipela save tu mipela i no 
inap kisim moni long wokim dispela wok. Mi save olsem sapos mi statim dispela wok bilong 
halivim ol na bihain mi laik lusim – em i orait long mi inap lusim tasol. Mi wanbel olsem ol 
lain i askim mi long halivim long dispela wok, em ol i bin tok klia long mi, na ol i bin bekim 
ol askim bilong me stret. Ol lain bilong dispela wok painimaut i bin tok klia long mi long ol 
halivim bilong mi, na mi wanbel long ol toktok em i tru na i stret. 

 

NAMB
A 

NEM PLES WANEM WOK HANMAK 

     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     

 

Toksave: Sapos yu gat sampela askim long dispela wok, yu ken askim Ms Helen Ashwell 
(ph: +61 8 8946 6518) na wasmeri bilong em, Profesa Lesley Barclay (ph: +61 8 8946 9674; 
fax +61 8 8946 7175) o salim pas long ol c/- Charles Darwin University, NT, 0909 Australia.  
Na tu yu inap askim long Eksekutiv Opisa bilong Charles Darwin University Human 
Research Ethics Committee, Darwin, NT 0909, Australia long fon: +61 8 8946 7064, fax 
+61 8 8946 7199, o email hemali.seneviratne@cdu.edu.au. 
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Appendix 5: Data used to Formulate Figures in Chapter 
Seven 

Data used in Figure 25 (p. 158): Percentage of key maternal health indicators at Palmalmal 
health centre, Pomio, East New Britain, between 1999 and 2005 

 1999 2000 2001 2002 2003 2004 2005 
Antenatal care 92 182 79 101 97 81 108 
Tetanus toxoid vaccination 119 91 82 65 68 74 114 
Supervised births 60 152 68 64 72 72 89 

Data used in Figure 26 (p. 159): Percentage of key maternal health indicators at Lumusa 
health centre, Mul Baiyer, Western Highlands, between 1999 and 2005 

 1999 2000 2001 2002 2003 2004 2005 
Antenatal care 22 48 26 21 37 24 18 
Tetanus toxoid vaccination 2 6 35 14 10 4 0 
Supervised births 23 40 15 15 17 18 14 

Data used in Figure 27 (p. 160): Percentage of key maternal health indicators at Ilahita health 
centre, Maprik, East Sepik, between 1999 and 2005 

 1999 2000 2001 2002 2003 2004 2005 
Antenatal care 81 41 30 33 21 19 34 
Tetanus toxoid vaccination 204 0 0 0 77 0 26 
Supervised births 14 6 1 0 1 0 1 

Data used in Figure 28 (p. 161): Percentage of antenatal 1st visit at Palmalmal and Pomio 
health centres, Pomio, East New Britain, between 1999 and 2005 

 1999 2000 2001 2002 2003 2004 2005 
Palmalmal  92 182 79 101 97 81 108 
Pomio  82 156 46 45 64 54 49 

Data used in Figure 29 (p. 161): Percentage of supervised births at Palmalmal and Pomio 
health centres, Pomio, East New Britain, between 1999 and 2005 

 1999 2000 2001 2002 2003 2004 2005 
Palmalmal  60 152 68 64 72 72 89 
Pomio  64 110 48 37 46 45 31 

Data used in Figure 30 (p. 162): Percentage of immunisation coverage at Palmalmal health 
centre, Pomio, East New Britain, between 1999 and 2005 

 1999 2000 2001 2002 2003 2004 2005 
BCG 91 96 94 84 142 117 113 
Triple antigen 3rd dose 59 76 58 89 84 81 79 
Oral polio 4th dose 32 53 5 48 35 62 70 
Measles 9 mths 50 79 40 50 70 68 56 

Data used in Figure 31 (p. 163): Percentage of immunisation coverage at Lumusa health 
centre, Mul Baiyer, Western Highlands, between 1999 and 2005 

 1999 2000 2001 2002 2003 2004 2005 
BCG 9 55 17 2 46 13 0 
Triple antigen 3rd dose 14 40 15 0 11 9 0 
Oral polio 4th dose 9 37 10 0 14 4 0 
Measles 9 mths 11 33 8 1 16 12 0 
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Data used in Figure 32 (p. 162): Percentage of immunisation coverage at Ilahita health centre, 
Maprik, East Sepik, between 1999 and 2005 

 1999 2000 2001 2002 2003 2004 2005 
BCG 0 0 0 0 0 0 68 
Triple antigen 3rd dose 0 0 0 0 240 0 4 
Oral polio 4th dose 404 0 0 0 218 0 0 
Measles 9 mths 163 0 0 0 80 0 32 

Data used in Figure 33 (p. 163): Percentage of children under-one year vaccinated with triple 
antigen 3rd dose at Palmalmal and Pomio health centres, Pomio, East New Britain, between 1999 
and 2005 

 1999 2000 2001 2002 2003 2004 2005 
Palmalmal  59 76 58 89 84 81 79 
Pomio  48 63 93 44 100 82 133 

Data used in Figure 34 (p. 165): Percentage of children under one-year vaccinated with 
measles 2nd dose at Palmalmal and Pomio health centres, Pomio, East New Britain, between 
1999 and 2005 

 1999 2000 2001 2002 2003 2004 2005 
Palmalmal  50 79 40 50 70 68 56 
Pomio  62 69 57 62 69 78 118 

Data used in Figure 35 (p. 166): Number of outpatient attendance for malaria, diarrhoea and 
pneumonia at Palmalmal health centre, Pomio, East New Britain, between 1999 and 2005 

 2000 2001 2002 2003 2004 2005 
Malaria 79 82 49 37 51 77 
Diarrhoea 169 107 124 100 27 77 
Pneumonia 207 91 98 69 60 75 

Data used in Figure 36 (p. 166): Number of outpatient attendance for malaria, diarrhoea and 
pneumonia at Lumusa health centre, Mul Baiyer, Western Highlands, between 1999 and 2005 

 2000 2001 2002 2003 2004 2005 
Malaria 106 62 77 114 113 90 
Diarrhoea 152 137 139 99 169 79 
Pneumonia 210 203 260 149 189 86 

Data used in Figure 37 (p. 167): Number of outpatient attendance for malaria, diarrhoea and 
pneumonia at Ilahita health centre, Maprik, East Sepik, between 1999 and 2005 

 2000 2001 2002 2003 2004 2005 
Malaria 63 73 34 48 60 130 
Diarrhoea 133 128 177 314 146 613 
Pneumonia 628 747 1008 1265 520 2777 

Data used in Figure 38 (p. 168): Percentage of antenatal 1st visit across districts in East New 
Britain between 1999 and 2005 

 1999 2000 2001 2002 2003 2004 2005 
Gazelle 69 171 66 80 76 78 63 
Kokopo 96 134 78 87 89 77 85 
Pomio 69 146 66 65 68 70 78 
Rabaul 132 253 98 113 111 78 89 
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Data used in Figure 39 (p. 169): Percentage of supervised births across districts in East New 
Britain between 1999 and 2005 

 1999 2000 2001 2002 2003 2004 2005 
Gazelle 45 103 53 56 52 51 40 
Kokopo 107 110 85 84 96 86 94 
Pomio 49 96 47 46 47 47 51 
Rabaul 197 322 139 124 156 113 138 

Data used in Figure 40 (p. 170): Percentage of antenatal 1st visit across districts in East Sepik 
between 1999 and 2005 

 1999 2000 2001 2002 2003 2004 2005 
Ambunit Drekikier 1 1 1 25  33 29 
Angoram 2 2 2 50  54 60 
Maprik 1 1 0 55  73 54 
Wewak 2 1 2 59  87 62 
Wpsera Gaui 1 1 1 50  55 61 
Yangoru Saussia 1 1 1 45  38 40 

Data used in Figure 41 (p. 170): Percentage of supervised births across districts in East Sepik 
between 1999 and 2005 

 1999 2000 2001 2002 2003 2004 2005 
Ambunit Drekikier 0 0 0 7  7 7 
Angoram 1 1 1 21  13 12 
Maprik 0 0 0 21  27 26 
Wewak 0 0 1 53  70 25 
Wpsera Gaui 0 0 0 14  15 12 
Yangoru Saussia 0 0 0 11  11 12 

Data used in Figure 42 (p. 171): Percentage of immunisation coverage for triple antigen 3rd 
dose across districts in East New Britain between 1999 and 2005 

 1999 2000 2001 2002 2003 2004 2005 
Gazelle 80 83 74 76 93 75 66 
Kokopo 62 55 76 89 95 70 81 
Pomio 50 51 49 73 69 58 74 
Rabaul 39 28 93 131 117 97 92 

Data used in Figure 43 (p. 171): Percentage of immunisation coverage for measles 2nd dose (9 
months) across districts in East New Britain between 1999 and 2005 

 1999 2000 2001 2002 2003 2004 2005 
Gazelle 69 68 70 59 80 60 56 
Kokopo 54 46 82 72 82 58 62 
Pomio 45 50 41 63 61 50 60 
Rabaul 32 24 72 118 90 86 84 

Data used in Figure 44 (p. 172): Percentage of immunisation coverage for triple antigen 3rd 
dose across districts in East Sepik between 1999 and 2005 

 1999 2000 2001 2002 2003 2004 2005 
Ambunit Drekikier 23 14 18 17 30 16 29 
Angoram 37 49 28 63 39 63 60 
Maprik 43 28 45 27 73 51 54 
Wewak 93 58 82 71 68 82 62 
Wpsera Gaui 70 117 63 87 57 63 61 
Yangonu Saussia 58 42 27 35 37 51 40 
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Data used in Figure 45 (p. 172): Percentage of immunisation coverage for measles 2nd dose (9 
months) across districts in East Sepik between 1999 and 2005 

 1999 2000 2001 2002 2003 2004 2005 
Ambunit Drekikier 20 20 19 14 21 18 7 
Angoram 36 49 31 59 34 50 12 
Maprik 52 40 41 30 40 31 26 
Wewak 71 49 63 56 53 55 25 
Wpsera Gaui 64 92 64 61 63 50 12 
Yangonu Saussia 47 48 24 27 34 36 12 
 


