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Executive Summary
A brief overview of the research methods and tools used to conduct the work precedes a more detailed analysis
of the research findings. The findings are analysed by sector or theme and also by location. We begin by
analysing the views of the communities their views need to be paramount in any future community programs or
development interventions that follow on from this research. Due to what can be perceived as a challenging
context, communities are often thought to be too difficult to reach, due to poor infrastructure, topographic or
security concerns, and often they are perceived as difficult to engage with. This means there is a lack of data
from community research and community engagement across all stages of development programs is reduced.
Most communities we engaged with were cordial and accommodating and provided valuable information. It was
quite clear that communities would like more contact and information from not only NBPOL but also other
agencies and actors operating in their districts.
This research focused on the needs for health and educational development in line with the country strategic
plans of both New Britain Palm Oil Limited Foundation (’the Foundation’) and VSO in Papua New Guinea (PNG).
The research team clustered communities in an attempt to obtain a variety of conditions which would best
represent the challenges and opportunities communities experience in accessing services. In total the research
team met with 651 people, this included 210 women in women only discussion groups. These groups
represented 40 communities living within a 10km radius of the company’s operational sites.
Some significant variation was seen across the three sites with regards to access and quality of health and
education services. Seventy two percent of communities reported that not all children were able to go to school.
The main barriers for this were reported as project fees, distance to travel, dangers on the journey along with
parents not recognising the need and benefits of education for their children and communities. Once at school
there are significant challenges in terms of the quality of education limited by poor infrastructure, poor facilities
and lack of teaching/educational resources. Teachers are often not well provided for by their employers and may
be unqualified or under-qualified with high rates of teacher absenteeism reported by communities and schools
themselves.
In terms of access to health services those living in the vicinity of Ramu have the furthest to travel with an
average journey of over three hours while in West New Britain and New Ireland the journey is shorter at just over
one hour. Cost of consultation/treatment and lack of transport are the main reasons health services are not
accessed by communities along with a reported fear of modern medicine and a tendency to rely on traditional
medicine. Sanitation and hygiene in communities remains a major challenge and links strongly to ongoing health
problems reported by both communities and health service providers. For women particularly violence remains a
key concern and services for maternal and child health are poor with over half of the women across the three
sites giving birth at home with little or no support.

Finally this report makes key recommendations for short, medium and long term development programs based
on the analysis of the research data. We advocate for a holistic approach to community development that can
move at the right pace for change to be sustainable for communities and service providers. This also allows for
the Foundation to focus and measure its efforts within targeted communities that is consistent with the
community based approach and participatory methodology adopted throughout this research.
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Introduction & Background
Papua New Guinea (PNG) gained its independence from Australia in 1975. It is a young, culturally diverse and
complex country. PNG consists of more than 600 islands with approximately 6.7 million people, more than 60%
of the population of the Pacific Region. It is divided into more than 850 language groups from three distinct
population types, highlands, islands and coastal, with strong cultural identities and traditions.
Currently, PNG ranks 156 of 187 countries listed in the 2012 UNDPs Human Development Index. PNG is offtrack in relation to all of the Millennium Development Goals (MDGs) and service provision in many parts of the
country is weak. PNG has one of the lowest densities of physicians in the world: there are five doctors per
100,000 people. More than 60% of the population do not have sustainable access to safe water. Social
indicators for women are particularly low: maternal mortality rates are very high, there are high levels of
violence against women, and there are only three female Members of Parliament. Adult literacy is 64% and
only 57% of women were literate, compared with 71% of men. The proportion of Papua New Guineans living in
extreme poverty is estimated to have risen from about 25% in 1999 to just below 40% in 2007.
PNG has a United Nations Development Programme’s (UNDP) Gender Inequality Index (GII) of 61.7% (the higher
the GII the lower the development). Maternal mortality is more than double that of any other Pacific Island
country (the second highest globally) and infant mortality is high. Gender violence is a massive problem that
severely affects the lives of the majority of women and girls in PNG. It is estimated that two out of three
women experience domestic violence as a national average and 50% of women have experienced forced sex 1.
PNG’s formal sector is small and its growth resource-intensive. While the country’s economy has grown since
independence (particularly over the last decade), the proportion of Papua New Guineans living in extreme
poverty has grown substantially and infrastructure remains poor. All of this contributes to the challenges,
particularly for rural communities, to participate in the cash economy or to access services such as education
and health.2 (annex 3).
Lack of access to services and to opportunities for participation in development and governance are as
significant in defining poverty as low levels of cash income; this definition is particularly meaningful in PNG,
where more than 87% of the population survive at subsistence level. Economic indicators for poverty also
indicate higher rates in rural areas and this is most extreme in remote and marginalized areas that have limited
to access to cash income, health and education services, markets, transport and food security.
The churches are a part of daily life for people throughout PNG and it would be difficult to understate their
importance to social change and development. Not only do they provide spiritual guidance, they also provide
essential services in health and education in remote rural areas. The PNG Church Partnership Program (CPP)
runs about half of the country’s health and education systems with donor and government funding.
Through a partnership between VSO PNG (VSO) and the Foundation a research study was designed to assess the
current condition of infrastructure, services and factors affecting education and health, with a gender sensitive
approach, to inform future development programs. The Assessment was undertaken in three locations: West
New Britain, New Ireland and Ramu (Madang, Morobe provinces) with intensive periods of field-based study
with local stakeholders and communities. This report summarises the Community Needs Assessment research
that took place between July 2012 and March 2013.
1 Hidden and Neglected, Medicine Sans Frontieres
2 PNG Vision 2050, Government of PNG
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Research Design & Methodology
The Community Needs Assessment aims to help the Foundation to better understand the situations communities’
face, the services they access, and their local context. The research design had to account for a rich tapestry of
perspectives influenced by a myriad of factors. Statistics, data and information in PNG takes many varied forms
and is stored in many different places. Accessibility to, and reliability of, any statistical data on service provision
and outcomes in education and health was a significant challenge in the research.

The cluster approach
Due to the significant geographical area included within the 10km boundary of the NBPOL sites, in addition to
considerations of time and resource that could be devoted to the project, not all communities within the
geographical areas of interest could be included. It was decided that a sample of communities would be selected
using quotas to reflect a representative range of ‘typical’ communities found across sites. Geographical ‘clusters’
were selected to ensure that communities living in selected clusters reflect relevant characteristics seen across
the wider site area. The criteria considered for selecting clusters related to travelling distance to main roads,
larger towns/markets, etc. and to services such as health centres, aid posts and schools. We also aimed to
include a range of communities of different sizes.

It was decided to select ‘cluster areas’ rather than selecting communities at a purely random basis because it
allowed researchers to ‘follow the chain’ of service provision – such as travelling from remote areas to the actual
services that these communities access. This enabled researchers to speak to both the services used, and the
communities using them – enabling findings to be triangulated and validated. In addition, this approach gave
researchers the ability to assess whether issues raised by different groups were more ‘real’ or ‘perceived’.
The VSO research team selected 18 clusters based on available data and sent these to the NBPOL site teams to
assess representativeness and appropriateness (4 in Ramu, 9 in New Ireland and 5 in West New Britain). The
NBPOL teams were very helpful in providing practical information on the chosen clusters and often helped with
making initial contact with local communities. An example of this approach is given here for the Ramu site. The
same process was then carried out for the other sites see Annex 2 for maps of sites and clusters.

Figure 1. Clusters across the Ramu site
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Data verification and triangulation

There are a number of different ways that the research question could have been tackled. Taking into
consideration the requirements of the Foundation, the limitations of existing data, timing and available
resources VSO structured an approach that operates through four main pillars:
• Community Views – listening to communities and understanding the issues they face and opportunities for
change.
• Service Provision – conducting assessments with service providers.
• Stakeholder views – speaking to those with a strategic remit over service provision to understand the context
of current services and future plans.
• Community Statistics – gathering existing data held about communities to help to quantitatively understand
key trends and establish baselines.
Following these four broad pillars, the Assessment aimed to involve a mixed-methodology approach for each of
the three sites. This approach marries the need to provide quantitative information (such as cases of malaria, or
children enrolled in school) with more qualitative perspectives such as what communities see as the main issues
they face. Perspectives were gathered from a broad range of stakeholder groups including communities,
community leaders, health and education service providers, provincial government officers, NGOs, and
management teams at the NBPOL sites.
Using this mixed-methods approach with diverse groups of stakeholders, the Assessment aimed to gather
information on the full ‘chain’ of services available. For example, the stakeholder views provide the context and
the strategy, the service provision shows how this is practically translated, the community views indicate
whether reality satisfies their needs and the community statistics highlight how these activities actually affect
health and education outcomes. Semi-structured interview schedules were designed for each of the relevant
groups and are included in Annex Two for reference.
Assumptions and possible bias
Gender bias in mixed community groups – despite invitations going to all community members and often
meetings being set up and coordinated by female researchers female officers linked to the foundation or other
community based groups the number of women attending the community groups was lower than expected.
Communicating independence - It was important for the VSO research team to communicate its independence
from NBPOL and the Foundation in order to highlight that the Assessment was being carried out objectively. The
research team felt that this was achieved, despite occasional challenges with certain communities, and placed
great emphasis on the importance of this at the start of each interview.
Diversity of areas - The 10km radius of the three sites in this project is a significantly large geographical area
with a population of over 72,000 people. As a consequence, the research team experienced challenges in terms
of access, transport, and also in ensuring balanced representation. Although the cluster sampling approach
recognises the variance between sites, it still must be noted that the views of some of the more extremely
remote communities have not been gathered in certain site areas. Additionally, in West New Britain some of
the planned clusters could not be visited due to severe flooding and in Ramu one cluster could not be visited
due to fast flowing water in a river that needed to be crossed.
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Low number of women only groups in Ramu – This was the first site that we visited and it was here that it
became apparent that we would need to run women only groups to elicit their views due to the dominant
male voices in mixed community groups. Due to time constraints we were unable to return to Ramu to
conduct more interviews with women only groups; so two groups are represented here in comparison to six
each from the other two sites.
Variance in schools surveyed - The number of elementary schools surveyed in West New Britain was low at
just two (compared to eight and nine at the other two sites) but the number of primary schools was high at
17 (compared to eight and nine). This was predominantly due to the timing of the visits to West New Britain
that came at the end of one school term (late November 2012) and the start of the new school year
(January-February 2013). This meant that five elementary schools with visits scheduled were actually still
closed when the researchers visited.
Secondary data - This element of work has proved the most challenging. In order to extract relevant health
and education data for provinces and districts, provincial contacts must be willing and able to provide
requested data to the team. The response from these contacts has been patchy at best, with some
stakeholders providing large volumes of seemingly applicable information that requires a great deal of
sorting and classifying before it can be meaningfully analysed whereas others have been less forthcoming or
data is not available to be shared. What is, therefore, clear is that the Government of PNG services in all
three areas are suffering from unreliable data collection, storage and analysis. No stakeholders have
refused to provide information in principle, however the reality is that monitoring, evaluation and reporting
are low priorities for the service providers and provincial government departments in these areas. There
were a few cases where data was promised to the research team but was never actually made available.
Managing dominant individuals - Some communities are dominated by certain individuals either in positions
of power or who hold high social status without an official position. For example, during the discussion of
health related items groups were often swayed if a nurse or community health worker was present and
occasionally a significant community leader would dominate the discussions. The views of the broader
group were liable to be strongly influenced by that one opinion. Effort was undertaken by the research
team to manage the impact of these individuals using skilled facilitation and participatory techniques
wherever appropriate. The researchers attempted to ensure views from all members of the community
were heard, however, this is a delicate balance and the extractive, short-term nature of the research means
it is not always possible to understand the complex power relations within communities.
Professionalism and capacity - Many of the key informants for the study from provincial governments to
remote aid posts very willingly gave responses and information to the research team. We do need to be
mindful that one of the largest concerns expressed by this group was the low-level of training, skills and
capacity to competently carry out their work. The approach taken by this study was to ask people to selfreflect on their work environment and practice and draw upon personal opinions. We also asked for their
advice on improvements. This may lead to a certain degree of bias in the data reported here particularly in
light of the inability to locate reliable statistical data to verify interview responses.
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Communities
This is a significant area of the research for both VSO
and the Foundation as it was the views of communities
living in the 10km contour of the selected NBPOL
operation sites that we predominantly wanted to hear
and take into account. In order to provide an open,
participative and exploratory environment for
communities to express their views, it was decided that
a series of public focus groups/workshops using a semistructured guide should be conducted in selected
clusters within each site. The topic guides covered a
broad range of areas, with a particular focus on health,
education, gender and community development (copy
available in Annex Two). The discussions lasted
approximately 1.5 to 2 hours and were usually
conducted in a mix of Tok Pisin and English.
The VSO research team, in consultation with the NBPOL
site teams, attempted to include a diverse range of
participants in discussion groups, for example, village
leaders, councillors, chiefs and elected community
officials, pastors, community members and
representatives of NGOs or community groups.
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We interviewed 651 of people in mixed community groups; 441 of these were men and 210 were
women. The meetings were held in 41 different communities and usually represented between one to
four villages or settlements. Eighteen of these communities were classified as remote which was defined
as being both on the periphery of the 10km boundary and with poor road access. Please see the table
below for a breakdown of these figures.
Site
Number of communities
Number of remote communities
Number of residents represented
Number of male participants
Number of female participants

New
Ireland
10
4
7,663
73 (71%)
30 (29%)

Ramu

West New
Britain
16
15
5
9
29,678
35,500
231 (66%) 137 (70%)
121 (34%) 59 (30%)

Total
41
18
72,841
441 (68%)
210 (32%)

Table 1. Description of the communities involved in the research

Within these communities we also ran 14
separate women only groups in recognition that
participation and influence of women appeared to
be limited in a wider mixed group. As these
groups tended to be drawn from a range of
different communities, often building on already
organised groups of women we are unable to
aggregate by remoteness. Approximately 10-15
women attended each group discussion; two in
Ramu and six each in New Ireland and West New
Britain.
What aspect of their community they valued
Water/sea
Safe and free
Access to education
Access to road
Fertile land
Lived here for generations
Effective community structures
Access to health facilities
Income generating opportunities
Access to shops and markets
Fish

We began our discussions by asking the
communities to identify what they valued about
their current homes and environment as a warm
up question. The following responses were
recorded and often groups gave several
responses. Whilst there was no major differences
across the sites the table below gives an indication
of the aspects of their environment and
settlement areas that community’s value.

Percentage of Communities
40% (N = 16)
27% (N = 11)
22% (N = 9)
22 % (N = 9)
20% (N = 8)
17% (N = 7)
17% (N = 7)
17% (N = 7)
12% (N = 5)
7% (N = 3)
7% (N = 3)

Table 2. Mixed community groups values
Communities were asked to identify the key challenges or issues that they perceived to be negatively
impacting on them. The following table documents the top 10 concerns and the percentage of
community groups reporting these to be an issue.
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Issue

Percentage of
Community Groups
(N = 41)
50 (N = 20)
45 (N = 18)
38 (N = 15)
30 (N = 12)
30 (N = 12)
28 (N = 11)
28 (N = 11)
20 (N = 8)
15 (N = 6)
12 (N = 5)
-

Drug and alcohol abuse
Access to clean water
Medical Issues
Access to medical facilities
Unemployment
Law and order
Access to education
Land issues
Unwanted/early pregnancy
Women having heavy family responsibility
Women getting an income
Getting goods to market

Percentage of
Women Only Groups
(N = 14)
29 (N = 4)
29 (N = 4)
21 (N = 3)
29 (N = 4)
21 (N = 3)
14 (N = 2)
7 (N = 1)
50 (N = 7)
36 (N = 5)
29 (N = 4)

Table 3. Community concerns
In addition to asking the women only groups about the issues impacting on them they were also asked
to identify issues that are impacting on younger females in their communities. The most common
issue mentioned by 57% (N = 8) of the groups is linked to sexual relations including unwanted/early
pregnancy, rape and multiple children by different partners. Linked to this 21% referred to neglect by
parents and when probed further an example of this was offered as, “Young girls going out with older
men and parents don’t care – especially if she brings back gifts.” Alcohol and drugs was mentioned as
a serious issue by 43% (N = 6) of the groups, 29% commented on challenges with getting an education
and 15% mentioned the journey to school as a hazard for girls.
With regards to communities changing over time, 20% of the communities felt there had been little
change over the last 5-10 years and 10% felt there would be no major changes in the next 5-10 years.
The major changes discussed by the remaining communities are listed in the table below.
`
Issue

More income
Improved education access
Improved schools/clinics
Improved water supply
Improved roads
Better housing
Overcrowding/ influence of
outsiders
More pollution
Loss of tradition and family values
Reduced land available
More social problems
No
15major changes

Community Groups
Women Only Groups
Change in last Change in next Change in last Change in next
5-10 years
5-10 years
5-10 years
5-10 years
%
%
%
%
Positive Changes
25
20
29
0
20
18
50
29
18
25
0
0
15
32
0
0
13
8
0
0
0
8
0
14
Negative Changes
20
32
0
21
15
8
10
10

10
25
0
28

Neutral
20
Table 4. Perceptions of changes in communities

0
21
0
21

0
29
0
14

21

21
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From the above data we are able to identify the issues that are important to women that seem significantly
different to those reported by the mixed community groups. The variation is notable in the perception of access
to education and loss of traditional and family values which can arguably be linked to the women identifying
more social problems than the mixed groups. The disparity also links to the responses gathered when both
groups were asked how decisions are made within communities. All but one of the mixed community groups
reported that leaders were elected and gender was not specifically mentioned as a barrier or influencing factor.
In comparison half of the women only groups felt their views did not influence decisions and half thought they
had some level of influence with just four groups, all based in New Ireland, stating that they had an influence on
important decisions.
Economic Livelihoods.

The table below highlights the sources of income reported by the community and the women only groups.
Source of Income
Garden produce
Cash crops (not including oil
palm)
Palm oil
Paid work
Fishing
Animal husbandry
Trade & roadside market
Royalties
Baking/cooked food
Home brew

% of Community
75 (N = 30)

% of Women
78 (N = 11)

73 (N = 29)

78 (N = 11)

43 (N = 21)
43 (N = 21)
35 (N = 14)
17 (N = 7)
5 (N = 2)
3 (N = 1)
3 (N = 1)

57 (N = 8)
22 (N = 3)
29 (N = 4)
22 (N = 3)
-

Table 5. Sources of income
Agriculture, unsurprisingly, is the largest source of income across the three sites. Twenty one communities (but
none of the women only groups) specifically mentioned palm oil as a source of income. Six of these were in New
Ireland and 15 in West New Britain – none in Ramu.

The other interesting difference to note happens when you examine the data across the three sites. 80% of the
New Ireland communities report having income sources through paid work compared to 53% of West New
Britain and just 33% at the Ramu site. The same trend is seen when analysing the women only group responses.
The comments from both groups on sources of income and how they are changing are also worth noting. Access
and transport to markets was mentioned as a specific challenge and several comments were noted about
changes in climate or “seasons” and a reduction in natural resource availability.

“We used to grow coconuts,
watermelon and peanuts but
[they] won't grow anymore”

16

Comment from community
member in Sankiang, Ramu

“Now have to go right out to
sea for fish - hard to find them
nearby”
Comment from community
member in Pangalu, West New
Britain

17

18
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Education
All but two of the communities interviewed reported
having access to elementary schools. One site in Ramu
and one in West New Britain – both remote sites – did
not have access (defined as over two hours walking
distance). Seven communities, all in Ramu, reported no
access to primary schools and just seven communities
in total reported having access to a high school (usually
grades 9-10) or a secondary school (usually grades 912); three of these are in New Ireland and two each in
West New Britain and Ramu. Just over 60% of the
schools accessed by the communities are government
schools with the rest being predominantly owned and
run by various churches.

Over 90% of children walk to school. For most of these
children the journey is less than 30 minutes (60%) or
between 30 minutes and an hour (30%) but for 10%
(four communities) elementary and primary school
children walk for longer than an hour to and from
school. Three of these communities are in Ramu and
one is in New Ireland.

19
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Schools - how they are structured and managed

Across the 3 sites we were also able to conduct research interviews with 59 different education service
providers as detailed in the table below. The numbers in brackets are the numbers in remote areas.

Elementary Schools
Primary Schools
Elementary and Primary
Secondary/ High Schools
Technical/Vocational
Total

Ramu

New Ireland

West New Britain

Total

8 (2)
9 (2)
1 (1)
0
0
18 (5)

9 (4)
8 (2)
0
1 (1)
2 (1)
20 (8)

2 (2)
17 (7)
0
2
0
21 (9)

19 (8)
34 (11)
1 (1)
3 (1)
2 (1)
59 (22)

Table 6. Summary of education facilities interviewed
The range of the number of children in elementary schools surveyed was 28-240 and the median is 85.
11 of the 20 elementary schools have fewer than 100 pupils (Two in Ramu and West New Britain and
seven in New Ireland). The range of children in primary schools surveyed is 33-1008. 281 is the median
number. The total number of students in all schools surveyed is 16,658.
Ramu
Government
Church
Total

13
5
18

New
Ireland
8
12
20

West New
Britain
10
11
21

Total
31
28
59

Table 7. Summary of schools visited by region and governing agency
Of these schools 31 are government schools and
28 are church. No other agencies were offering
education services in the clusters selected for this
research.
The average class size across the whole sample is
36 students per class. Notably the 18 largest class
sizes are in Ramu and West New Britain (seven in
West New Britain and 11 in Ramu). 17 of these
schools have between 38 to 80 children per class
with just one school in West New Britain having
160 children per class, due to having to merge
multiple classes into one classroom. So the
average per site varies considerably with Ramu
and West New Britain having an overall average of
40 children per class and New Ireland 26. The
largest classes are seen generally in secondary
and primary schools and outside of remote areas.

57 of the 59 schools reported having a Board of
Management (BOM) but just 25 of these had at

20

had at least one female member (comments
about the female members’ influence and input
into the schools was positive). Possibly linked to
this, as community representatives are often
members of BOMs, 81% of schools report that
their relationships with local communities are
good or satisfactory. The remaining 20% of
schools believe that parents don’t understand
their role enough in supporting children’s
education and this is also mentioned as a
significant factor in student dropout rates. 18
schools have already carried out some kind of
outreach to communities to raise awareness on
the value of education.

School Learning Improvement Plans (SLIPs) were
reported to be in place in 50 of the 59 schools
(Vocational Centres are not expected to have a
SLIP) although actual implementation of these was
generally delayed or details were vague about
ownership and accountability. The 8 schools not
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having a SLIP in place were a mixture of
elementary and primary schools across the 3 sites.
In terms of funds and budgets the secondary
schools and the vocational centre had the largest
income and expenditure and reported that they
only received money from government subsidies.
The rest of the schools operated on a wide range
of budgets from zero for a couple of very new
schools to K250,000 per annum with an average
budget of around K60,000 per annum. Many
schools report a mixture of funding sources from
subsidies to project fees. 39% the schools
reported receiving money from other sources. A
couple of schools reported receiving money
directly from a local MP and a few reported
receiving money from other development actors
or charitable sources e.g. AusAID, EU, rotary, etc.
Three schools in Ramu and one in New Ireland
reported receiving financial support or other
assistance (books, help with water pumps) from
NBPOL. The most common complaint amongst

schools is that their subsidy is received late with
just over 50% of schools reporting this as a
problem. In addition 35% of schools didn’t have
enough money through the subsidy to implement
planned activities.
Given that schools subsidies are directly linked to
number of students on the school census the size
of school budget correlates strongly to the
number of classes and the number of staff. There
was a large variation in the size of schools with
the smallest schools having just 1 untrained
teacher and the biggest school having 35 qualified
staff. Out of the schools studied elementary
teachers are almost twice as likely to be female
than male (17 females versus 10 male qualified
staff identified). Interestingly in New Ireland
there were substantially more female primary
school teachers than male – 22 females to 9 male
whereas in Ramu and West New Britain the
figures were more or less split evenly.

Access to schools
In terms of access to school 31 communities (15 of these remote) said that not all children were able to
go to school. This represents 83% of remote communities and 72% of the whole sample. On the surface
some strikingly different results were found when we ask the same questions of the women only groups
with just 2 of the 14 saying not all children are able to go to school. The explanation given for this was
that since school fees had been abolished all children were able to go to school but some chose not to,
however, these initial positive responses are somewhat contradicted by subsequent items where reasons
for not attending school were discussed. A difference here may relate to the hypothetical understanding
of access for all following the free education policy (Universal Basic Education or UBE) of the current PNG
government compared to the reality of most communities given the additional barriers and patchy
implementation of this policy.
The following table details the various reasons given by schools themselves, the community groups and
also women only groups for children not attending school and an aggregated ranking based on number of
positive responses across all 3 groups.
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Reason

% of schools

% of
communities
50
52
43
35
30

Cost
41
Parents not supportive
19
Distance to school
34
Children working at home
10
Dangers/harassment on the
10
journey
Lack of child interest
0
25
Family issues
12
17
Difficulties at school
0
22
Ill-health/disability
8
15
Lack of food for children
7
2
Peer pressure
0
7
Waste to educate girls
5
0
Embarrassment of being overage
5
0
Table 8. Reasons children don’t go to school

% of women
only groups
64
43
14
36
29

Aggregated
Ranking
1
2
3
4
5

28
0
7
0
7
0
0
0

6
7
8
9
10
11
=12
=12

Cost remains the biggest barrier to education across all sites. 70% of communities in this survey reported
issues with the cost of sending their children to elementary and primary schools. Variation in attendance at
high school across the sample was not significant enough to analyse. Although the data was not
consistently available for all communities across the three sites there is a tendency for school project fees
to be reported as lower in New Ireland with an average of approximately 50 Kina or less per child or per
family. In West New Britain and Ramu the average range is 100-200 Kina with the highest reported fee
being 250 Kina.
Lack of parental support for education is the second most significant factor whilst distance to school was
rated as a barrier by the communities and schools. This becomes increasingly significant as children
mature and move from elementary to primary and then to high schools. Children working, or otherwise
not interested in education, appears to be an interesting indicator of the value given to education within
the communities and households represented here. Danger on the journey to school and/or harassment
(particularly of girls) was also a significant factor.
From the data gathered it would seem that a child’s gender plays a significant role in attendance and
progress through formal education in PNG. Whilst the majority of schools, communities and women only
groups report that schools do offer equal access to boys and girls the barriers for girls are particularly
threatening or problematic. Relationships and early pregnancy, harassment on the way to school and
safety concerns are cited as fairly common challenges girls face. Two of the 14 women only groups, both
in West New Britain, reported violence and abuse as a challenge facing girls.

“Teachers swear at and sexually abuse
girls. Dangers of traffic accidents”
Comment from female community
member in Valoka, West New Britain
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80% of schools (47 out of 59) say that girls and boys have equal access to education. Eight schools were
not able to offer any information about the ratio of girls to boys and a further four guessed that it was
split equally. If we deduct these schools from the analysis 72% (34 out of 47) of schools have less than
50% female students. Three elementary and three primary schools across the three sites report having
less than 30% female students registered. Most schools recognised that whilst access at the school was
equal communities had strong preferences for sending boys to school and ensuring that boys completed
their education through primary and on to secondary.
Out of the total 16,658 children attending
the 59 schools surveyed 79 (less than 0.5%)
“The mentality of community - girls
children with special needs were reported.
not encouraged - girls are for the
The majority if these were described as
village -teachers talk to parents to
having sensory impairments although often
encourage girls to come to school”
the type of disability or impairment was not
known to the interviewee. 15 schools
Teacher, Community School, Ramu
reported making special arrangements for
inclusion activities and 6 said they had
specific special needs resources although
these included activities such as sitting the student at the front of the class or not including them in work
parades. 19 schools believe there is equal access for children with a disability but 68%, believe there is
not. Some of the teachers and members of the community thought that children with disabilities were
better off being taught in special needs schools as mainstream school did not have the facilities nor
appropriately trained teachers. Only one school reported using sign language with a deaf child. Four
schools suggested that training teachers in special needs education would improve the situation for
children with disabilities and one school discussed the need to build a special classroom.
Quality of education
60% of communities were not satisfied with the quality of education available whilst 38% reported they
were.
Curriculum (incl. OBE)
Poor infrastructure/facilities
Teacher behavior/ attitudes
Teachers not well trained
Lack of materials
Poor toilet conditions
Poor environment

% of communities
48
48
35
28
25
10
8

% of women’s groups
7
50
21
0
21
36
0

Table 9. Summary of areas of community dissatisfaction with education services

Overall poor infrastructure and facilities, such as classrooms, school buildings, access to water and power
was the most significant area for dissatisfaction. 60% of communities specifically report that school
water supplies are not adequate (similar to 57% of schools surveyed) and 40% believe that school
sanitation is not adequate (compared to 52% of schools). The introduction of Outcome Based Education
across PNG and the current curriculum were rated poorly by the communities. The poor behaviour and
attitudes of teachers along with a lack of teaching materials and resources is also high. For women and
girls poor (or non-existent) toilet facilities are also a major source of concern.
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The schools themselves said they would benefit from improved infrastructure/facilities (100%), improved
classrooms (58%), improved sanitation (35%), better water supply (52%), better more reliable power
supply (68%) and housing for teachers (70%). Given the qualitative nature of this research comparing
across the schools was not possible, however, there does appear to be a sub-set of schools (N = 14/24%)
generally they are in remote areas (N = 9) who have problems with sanitation, water and power. The
schools with no power, water and/or sanitation are more likely to be located in Ramu or West New Britain
than New Ireland.
To explore the teacher behaviour and attitudes item further we need to look at rates of teacher
absenteeism and also the supply and number of teachers across the sites.
Site

Remote?

Elementary

Secondary/
Total
Vocational
Ramu
Remote
2
1 (1)
0
3 (1)
Non-remote
7 (3)
1 (5)
0
8 (8)
New Ireland
Remote
3 (2)
1 (2)
1 (2)
5 (6)
Non-remote
2 (3)
2 (3)
0
4 (6)
West New Britain Remote
4 (1)
1 (2)
0
5 (4)
Non-remote
1
4 (5)
0 (1)
5 (6)
Total
19 (9)
10 (18)
1 (3)
30 (31)
Table 10. Number of communities reporting that schools do not have enough teachers (%)

These figures refer to community perceptions of
there not being enough teachers – not to official
figures or to vacant posts. We can, however,
compare these figures to those reported by the
schools themselves. 47% of elementary schools
and 45% of community’s record that they think
elementary schools need more teachers. 52% of
primary schools but only 25% of communities’
record that they think primary schools need more
teachers. What is significant is that 75% of all
communities report that teacher numbers are not
satisfactory and this is a problem for all
communities not just those in remote areas.
Many schools report that they do not have
enough teachers to manage the number of
students and this is equally reported across both
remote schools and those considered nonremote. Exactly half of the schools in remote
areas (11 out of 22) reported teacher shortages
and just over half (20 of 37) of non-remote
schools.
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Primary

There is a noticeable discrepancy in perception of
teacher shortages across communities and schools
themselves. At elementary level communities
tend to overestimate the shortages but at primary
level and secondary level they tend to
underestimate. This could be related to distance
and level of contact with the different schools,
with primary schools tending to cover larger
catchment areas and so many parents have less
day to day contact. Equally this could indicate
that there are children not enrolled in elementary
school that schools are not aware of. Many
schools reported that they had too few
classrooms and a lack of teacher housing so the
perception of lack of facilities to support new
teaching positions may well also be influencing
the responses of the elementary schools
themselves. This warrants further investigation as
the qualitative and randomised sample of this
research is not able to explain this discrepancy in
a meaningful way.
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Teacher absenteeism is also a commonly recorded complaint from the communities and is seen across all
three sites and in both remote and more urban locations. 80% of communities regard teacher
absenteeism as an issue with 60% of these stating it is a big issue with students often sent home or
supervised by another teacher. Just under 20% of communities think that absenteeism is a pay day issue,
i.e. teachers not attending school for all or part of the day once a fortnight when they get paid. We can
compare this data to that obtained by the schools whereby 39% reported absenteeism as a major
problem and 22% reported absenteeism as a minor infrequent problem with comments also linking this
to payday. Like many other employers in PNG the Ministry of Education pays salaries every fortnight.
Most teachers have to go into a bank branch to collect their pay. Because banks are located away from
schools, teachers have to be absent from their classes, often for the whole day or a few days. This is a
relatively robust finding and we can be certain that this is having an impact on schools, learners and their
communities.
39 of the 59 schools (66%) state that
teachers do not have adequate training to
ensure that children receive a good quality
of education (16 elementary, 21 primary
and two secondary/technical schools). We
specifically asked which subjects schools
found it most difficult to teach.
Subject

English
Maths
Science

‘30% time teachers are absent - mostly
pay; housing problems; transport; child
care; personal’
Teacher, Primary School,
West New Britain

Number of Schools
N = 59
35 (59%)
35 (59%)
22 (37%)

Table 11. Subjects schools find most difficult to teach
The problems were reported across all school types and across all three sites equally with no discernible
pattern identifiable. Other specific topics were mentioned once or twice such as personal development,
community and culture and environmental studies but these were not persistently reported across the 59
schools.
In accordance with Language Policy elementary schools should be teaching in a locally chosen language
(usually Tok Pisin or Tok Ples) with bridging to English so that children can learn in English by the end of
lower primary. Many primary schools report that children are not able to learn in English. Some say that
English is a taught subject rather than a medium of instruction. In elementary schools there are a
number of issues with teaching in accordance to the Language Policy. In some communities there is more
than one local language, especially where there are settlers and some elementary school teachers do not
have the English skills required to teach the bridging curriculum successfully. Many schools report a lack
of materials for teaching English.
The difficulty in teaching maths and science was reported as mainly due to inadequate teacher training in
the two subjects. Most schools would like some form of Continuous Professional Development, through
in-service training, conducted locally. Lack of laboratories and equipment were seen as the biggest
constraints to teaching Science.
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Language of Instruction
Elementary
Primary
Secondary
English
1
13
3
Tok Pisin
2
4
0
Local and English
0
2
0
Local and Tok Pisin
1
0
0
Tok Pisin and English
9
11
0
Local, Tok Pisin and English
7
4
0
Total
20
34
3
Table 12. Language of instruction in schools surveyed

Vocational
0
0
0
0
2
0
2

Total
17
6
2
1
21
11
59

With regards to resources 33 (56%) schools reported having not enough, or no text books, or books that were out
of date. All but one school had a blackboard although many schools reported that theirs needed replacing or
repair and over half the schools (54%) reported having no or not enough stationery, particularly exercise books.
Interestingly when asked what would make teachers jobs easier the most common response (61%) was to provide
more materials and equipment and 40% of schools said access to a computer.
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Health

29
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A total of 21 health providers were seen across the three sites.

Health Centres/Clinics
Aid Posts
Total

Ramu

New Ireland

2
2
4

3
6
9

West New
Britain
3
5
8

Total
8
13
21

Table 13. Summary of health facilities interviewed
In New Ireland one clinic and one aid post were managed by NBPOL. Each health provider, on average,
delivers services to over 200 patients per month with the exception of four aid posts where the range fell
in between 100-200 patients per month. Staff housing was provided in some form at most locations
although half of the locations reported that accommodation was very poor or in need of substantial
repair. Gathering a range of community opinions and comments on health issues was also a core part of
this research and similar questions were asked of both the mixed community groups and the women only
groups.
Access to health services
People living around the Ramu site generally have furthest to travel to reach an aid post or health clinic.
The service providers rate the average journey as 3 to 12 hours on foot or a mixture of walking and road
transportation. In a few cases the journey takes a whole day of walking down the mountain to the Aid
Post (e.g. Bibua and Dumpu) In both New Ireland and West New Britain the average journey is 1 hour
and 20 minutes. Lack of transport and distance to walk are the most common barriers to accessing
health services as reported by the health providers surveyed here (76%).
Data on the distance to the nearest health facility from communities is unreliable as distances and time
taken to walk were used interchangeably and guesses within the groups were often very different. 18
communities said they would walk to the nearest health facility and 22 said their journey would involve
using a motor vehicle. A further nine communities said they travel for more than an hour to reach a
health facility and five of these are dependent on walking. The maximum walk is estimated to take the
whole day for people travelling across mountains in Ramu. It is, of course, likely that we were not able to
reach the communities that are an eight hour walk away and so their views are not represented here.
Communities were asked to give explanations why some people may not be able to access health
facilities. It is evident that distance and transport are key factors along with cost, a lack of awareness,
embarrassment and a tendency to rely on traditional medicine (or a fear of modern medicine).
medicine).
Reason

Number of
% of
Number of % of women’s Aggregate
communities communities women’s
groups
ranking
groups
Cost
27
68%
12
86%
1
Rely on traditional medicine
17
42%
2
14%
4
or fear of modern medicine
Long distance
14
35%
5
36%
2
Lack of transport
10
25%
6
43%
3
Ignorance/ laziness
6
15%
3
21%
6
Embarrassment
5
36%
6
Shortage of drugs
5
12%
7
Officer absent
3
8%
8
Other
10
25%
4
29%
5
Table 14. Community reasons for why health facilities may not be accessed
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12 of the health providers reported problems with their funding. Most frequently this was around late
payments or not enough money being received. These centres are spread across the three sites and are
managed by either the government or churches. In addition to core funding 15 of the health providers
received additional support from a range of NGO’s and four of them each received support from AusAID
and the Asia Development Bank. While half the clinics rated the support they got as good or satisfactory,
key areas for more support were identified as more equipment and buildings/infrastructure. Staff
training, medical and non-medical training were the 3rd and 4th priorities.
In terms of staff capacity and skills the following table demonstrates their expressed needs in terms of
training and development.
Health
Centre

Sub
Health
Centre
1
1
1

Clinic

Aid Post

Total

Clinical
6
1
8
16
Management
3
1
5
Building
3
1
5
Maintenance
Lab Technician
3
1
4
Table 15. Overview of health service providers training and development needs
Clinical training was the most frequently requested form of training across all of the health services
although within this broad category a wide range of specific skills were captured, e.g. diagnosis,
prescribing, suturing, etc. Management training was also mentioned by five respondents as a key
intervention that would make their jobs easier and again this covered a wide range of issues that may
only have been relevant to one site, e.g. HR practices, supervision of staff, financial management, etc.
Buildings were also felt to be in a poor state of repair so requests here often linked to roof repairs, for
example, or maintenance of medical and/or non-medical equipment.
All but two of the health providers reported insufficient staffing levels with 12 of the 13 aid posts staffed
by a single person. This means that frequently the aid posts are closed when the staff member is
engaged in outreach activities, or is ill. Workloads are also high with aid posts offering out of hours and
weekend cover. Many Aid Post Officers reported being in post for years without a break – 14 years in the
most extreme case.
Approximately 70% of all staff across the 21 facilities is female and problems associated with the gender
of the staff member were frequently reported. Women reported a preference for women health
workers and men can be reluctant to discuss their issues with women health workers.
In an emergency nearly everyone stated that they would try to get to a health centre or hospital if they
could afford it and had access to transport. For some groups this would be a long walk (five-six hours) or
an expensive journey (up to 250 Kina from Ramu to Lae). For some, transport options depend on
availability of an ambulance usually provided by either NBPOL or the Catholic Diocese while for others,
who depend on travel by boat, if the sea is rough options are limited or reduced to zero. The health
service providers report that ambulance provision is patchy across the three regions with 12 providers
having access, but two of these not working satisfactorily.

31

Harim Singaut Bilong Komuniti
Quality of health services

We asked every service provider to rate their facilities; their equipment and their services (please see
Annex 4 for the detailed breakdown by health service provider). To interpret this data involves some
understanding of the purpose and scope of the different health service providers. Health centres are
intended to cope with a broader range of patients requiring more intensive or longer term treatment and
so necessarily cover a relatively wide catchment area, although within this there is a large amount of
variation and some would refer complex cases to larger health centres/hospitals. Aid posts are intended
to provide a more immediate response to a smaller catchment area and are likely to refer patients onto
health centres and/or clinics as appropriate, for example aid posts report they are most likely to make
referrals for obstetric complications and complex treatment. So we would not, for example, expect to
see all aid posts having inpatient services or laboratories. We can, however, use this data to highlight
where services are missing and also where services are not of an acceptable standard.
In terms of services those services offering inpatient facilities (N = 11) nine are not providing any food for
patients and two are rated as not satisfactory. Seven health providers, mostly aid posts, describe their
outpatient facilities as not satisfactory and 10 of 13 aid posts are not offering maternal and child health
(MCH) support. 4 of the 11 services that do have delivery rooms rate these as not satisfactory or poor.
12 of the 13 aid posts are not offering Voluntary Confidential Counselling and Testing (VCCT) services for
HIV and AIDS but one in Ramu does. All the other health centres and clinics offer this service.
One health centre and 9 aid posts function without any power and 9 have either no water or an
inconsistent or unreliable supply. Given the challenges with power, and the different remit of the various
services, unsurprisingly the cold chain for vaccines and other pharmaceuticals functions well only among
the larger centres.
The aid post and clinic operated in collaboration with NBPOL are rated as satisfactory, good or even
excellent by their staff for services, equipment and facilities. These are perhaps models that could be
used for training and development.
Communities also reported the elements of health facilities that they were not happy with from their
own experiences. These experiences will also influence who and how services are accessed. The most
significant finding here is that 95% (38) of communities commented that relevant drugs were not always
available. 12 of the 14 women only groups also reported that drugs were often not available.

Supply of medicines and medical supplies was a challenge for all locations apart from the aid post funded
by NBPOL in Madak, New Ireland. With 10 providers (7 aid posts and 3 centres) reporting that medicines
run out every month. The most common 10 items that service providers (at least a third of them)
reported supply issues with, are shown in the table below and a full list is available in Annex 4.
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Medical Supply

Associated Medical Condition

Ergometrine Maleate Injection
Acriflavine 1% In 70% Alcoholic,
100ml
Artesunate Or Artemether Tablet
Oral Rehydration Salts
Artemether Injection 40mg, 1ml.
Pyridoxine Tablets
Iron Dextran Injection
Depot Medroxyprogesterone Acetate
Intramuscular Injection, 150mg/1ml

Pregnancy/birth
Skin conditions

Number of HSP reporting
supply issues
(N = 21)
12 (57%)
9 (43%)

Malaria
Diarrhoea, dehydration
Malaria
Multiple uses
Anaemia
Contraception

9 (43%)
8 (38%)
8 (38%)
7 (33%)
7 (33%)
7 (33%)

Chlorhexidine Compound Antiseptic,
Chlorhexidine Gluconate 0.015% and
Cetrimide 0.15% Sachet Of 25ml Box
Of 20 Sachets
Antibiotic Compound Eye Ointment

Antiseptic for skin wounds

7 (33%)

Eye infections

7 (33%)

Table 16. Medical supplies most frequently out of stock at health providers
When asked how they manage when supplies run out the most common answers reported were:
•
•
•
•
•

Refer patients to other centres
Try to obtain drugs from other hospitals, centres or aid posts
Manage pain with warm water or bush medicines
Buy from pharmacies if money available (may involve an overnight journey)
Ask patients to buy from pharmacy if they can afford the journey

Given the above overview of the status of health service providers in the 3 sites it is to be expected that
better equipment (N = 8) and more supplies (N = 5) were popular responses to the question, “What
would make your job easier?”
40% of people consulted were also unhappy about
the waiting time and 25% unhappy about the fees.
Officer absence or other questions about the staff
attitudes or performance also contributed to 30%
of communities feeling unhappy with the service
received. Approximately 50% of communities
reported feeling unhappy with the treatment they
have received from health officers at health
facilities. Women only groups particularly
highlighted issues with infrastructure that limited
both access and quality of hygiene/services and a
lack of trained nurses.

“Staff could be more
helpful. Staff should not
swear and shout at mothers
in labour. Try to shorten
waiting time.”
Woman from Tarobi, West
New Britain
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Both mixed community groups and women only groups were asked what other services they would like
to be available to them. Responses are summarised in the following table.
.
Issue
Number of
% of
Number of
% of women’s
communities
communities
women’s
groups
groups
Improved infrastructure
16
40%
3
21%
Better ante-natal, delivery and
10
25%
8
57%
post-natal services
Establish or upgrade health
13
32%
3
21%
facility in community
Water supply
10
25%
1
7%
Electricity supply
9
22%
1
7%
Better qualified staff
3
8%
5
36%
x-rays
6
15%
1
7%
Resident doctor
5
12%
0
0%
Provide/improve in-patient care
6
15%
0
0%
Specialist services
5
12%
0
0%
More consistent drug supply
4
10%
1
7%
Ambulance
4
10%
0
0%
Table 17. Community views on what additional or improved services

In particular people commented on the need for power and water supplies at every health facility,
including aid posts. The women’s top priority was for clinics to be set up at aid posts for pregnant women
and also outreach services covering the whole spectrum of maternal and child health services at these
much more accessible locations. Aid posts are not usually able to offer a place to stay and food (or a
place to cook) for patients. Female nurses were acknowledged as important along with better qualified
staff and specialist services.
Common diseases
The table below shows the most common diseases reported by the mixed community groups and also the
women only groups.
Disease
Malaria
Breast, Cervical or Uterine Cancer
Diarrhea
TB
Back and joint pain
Asthma
Coughs/flu
HIV and AIDS/STIs
Skin diseases
Pregnancy and Obstetrics
Lifestyle
Water- borne diseases

Percentage of
Communities

Percentage of
Women’s Groups

Aggregate Ranking

98 (N = 38)
42(N = 17)
58 (N = 23)
38 (N = 15)
28 (N = 11)
32 (N = 13)
38 (N = 15)
10 (N = 4)
15 (N = 6)
15 (N = 6)
2 (N = 1)
20 (N = 8)

78 (N = 11)
86 (N = 12)
36 (N = 5)
50 (N = 7)
29 (N = 4)
21 (N = 3)
29 (N = 4)
21 (N = 3)
21 (N = 3)
29 (N = 4)
7 (N = 1)

1
2
3
4
5
6
7
8
9
10
11
12

Table 18. Most common diseases reported by communities
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There was little differentiation in either the community or women’s groups about which diseases affected
which groups although some commented that malaria and/or diarrhea affected children more commonly.
Other diseases which were mentioned infrequently (<4 times) were malnutrition, polio, unsafe abortions,
eye problems and hernias.
Malaria is the most commonly identified medical concern, followed by cancers with the most common
comments referring to female cancers such as breast, cervical and uterine. TB, asthma and back/joint
pain were also perceived to have a high prevalence. All of these are reported similarly across all 3 three
sites. Obstetric complications and issues around pregnancy were reported by both the community and
women only groups in West New Britain and Ramu but were not mentioned at all by the New Ireland
communities. To investigate this further we also asked communities to discuss the main causes of death
which highlights some more detail on the above.

Cause of death
Malaria
Cancers (Cervical, uterine, breast)
TB
Pregnancy and Childbirth
Asthma
Diarrhea
Mouth cancer
Delays in getting treatment
Sanguma/sorcery
Car Accident
Water - borne
Strong cough

% of communities
65 (N = 26)
20 (N = 8)
30 (N = 12)
28 (N = 11)
35 (N = 14)
20 (N = 8)
8 (N = 3)
15 (N = 6)
8 (N = 3)
12 (N = 5)
5 (N = 2)
10 (N = 4)

% of women’s
groups
43 (N = 6)
78 (N = 11)
43 (N = 6)
43 (N = 6)
7 (N = 1)
14 (N = 2)
7 (N = 1)
7 (N = 1)
-

Aggregate
Ranking
1
2
3
4
5
6
7
=8
=8
=9
=9
10

Table 19. Main causes of death reported by communities
This demonstrates that perhaps while the prevalence of some illnesses is lower the impact and
severity leads to more deaths. For example complications linked to pregnancy and childbirth now
becomes the 4th aggregate ranking in terms of causes of death. Two communities and two women
only groups in New Ireland are now also rating pregnancy and childbirth as a “major cause of death”
bringing this site more in line with the other two. In addition to this some novel issues are highlighted,
namely, mouth cancers, delays in getting treatment, car accidents and issues associated with
Sanguma/sorcery.
In terms of the most frequently seen issues at health facilities again these corroborate with community
views to some extent. The following table summarises the most common health issues (existing
and/or emerging) reported by service providers and the final column compares these to the most
common health issues reported by community groups.
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Malaria
Pneumonia
Skin Diseases
STI/HIV
Diarrheal
TB
Shot wounds
Female cancer
HIV

Health
Centres /
Clinic

Aid Post

Total
(%)

Aggregate
Ranking for
HSP

Aggregate
Ranking for
community
groups

6
4
2
4
2
4
2
2
1

7
4
5
3
4
1
2
1
1

13 (62%)
8 (38%)
7 (33%)
7 (33%)
6 (28%)
5 (24%)
4 (19%)
3 (14%)
2 (9%)

1
2
=3
=3
4
5
6
7
8

1
9
8
3
4
2
8

Table 20. Most common diseases reported by health service providers
Whilst both the communities and service providers rated malaria as the number one health issue, service
providers report that despite wide spread mosquito net distribution people are not using the nets as
instructed. The second most common response from communities, female cancers, was mentioned only
three times amongst the service providers. Similarly the communities perceived that mouth cancer was
also an emerging health issue (rated 7th) but this wasn’t identified by the service providers. TB was
acknowledged by both service providers and community groups.
Understandably pneumonia may not be identifiable to non-clinical groups and we can perhaps link this to
community reports of “asthma” or even “strong cough” as a cause of illness and death but skin diseases
and STI’s and HIV/AIDS were also reported differently across the services and communities. This is
particularly interesting given the relatively high number of people reporting having been exposed to
health education and awareness on HIV and AIDS (see section 7.5 Outreach provision) and may reflect
the gap between information and actual behaviour change/attitude change. It may also be that HIV and
AIDS awareness has not included broader STIs.
Sanitation and hygiene
When community groups were asked for suggestions on how
deaths could be prevented the 2 most common responses
were to increase health awareness and hygiene (32%) and to
introduce mosquito nets (25%) which would seem to be
sensibly linked to some of the frequent recorded causes of
death. 15% requested for the Aid Posts to be updated and
there were a lot of specific community issues linked to water
supply and access in the event of an emergency. In total 50%
of communities have access to clean water, 10% have access
to poor quality water and 30% have no clean water. Over a
third of community’s access water from a creek or a river and
this is of variable quality. Just four communities have a well,
two are connected to mains water and four use a water tank.
Water availability tends to be more difficult in the dry season
in all of the three sites.
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“Have 2 tanks in
community. In dry
season go 2km to
head of river for
water.”
Community member
from Fissoa, New
Ireland
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Sanitation in communities remains a serious concern. While all the communities in Ramu reporting
having pit toilets four communities still continued to use the bush. New Ireland and West New Britain
communities tend to use a range of pit toilets, the bush and the sea or a river.

Ramu
New Ireland
West New Britain
Total

No.
Number of
Number of
communities
communities
communities using
using pit toilets using the bush
the sea or river
15
4
0
9
5
6
11
9
3
35
18
9
Table 21. Toilets in communities

Communities were very able to link the use of the bush and water sources as a cause of sickness in all
three sites although one community in West New Britain reported that everyone uses pit toilets
following a successful campaign in the village conducted by an NGO.
Linked to sanitation we also asked for information on how rubbish was disposed of in each of the
communities we visited.

Rubbish Pit
Ramu
New Ireland
West New Britain
Total

9
8
10
27

Sea river
or creek
0
3
5
8

Back of house
7
6
3
16

Burn
1
5
5
11

Table 22. Rubbish disposal in communities
Some communities were aware that they were risking contaminating their own or another
community’s water supply. Others appeared to be less aware of the possible hazards both to water
and health and also to the environment more generally.
Water supply and water contamination was a concern for over 70% of the health service providers
across all three sites. Some were concerned about increasing rates of diarrhoea and dysentery and
others about the lack of tanks and contamination of water supplies. Again replicating the data
collected from community groups, water and sanitation rank highly as areas of immediate concern
and need in communities across the three sites.
Pregnancy and childbirth

Pregnancy and childbirth seems to pose a particularly high risk to women across the three sites.
Approximately a third of communities routinely access the support of a health centre or hospital in
pregnancy and childbirth. A further third would seek support from untrained women and family
members in their village and the rest have very little or no support. When asked what would happen
in an emergency situation in pregnancy or childbirth 60% (27) of the community groups said that they
would need to get transport, if possible, to get the woman to the a health centre or hospital. For
different villages this might mean getting a PMV, stopping a vehicle on the road, hiring an ambulance
or vehicle or boat (usual cost between K50 – K250) or relying on free transport, if it is available. Two
community groups (both Ramu) said they would transport the woman by sack stretcher or
37
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Two groups said the woman would just have to stay in the village, without any treatment, as there is no
available means of transport (one in Ramu, one in New Ireland).

Where most women
Number of
Ramu
NI
give birth
communities
Health centre
37% (N = 15)
1
8
Hospital or clinic
10% (N = 4)
Home
35% (N = 14)
7
2
Home with VBA*
18% (N = 7)
7
Table 23. Where women in communities give birth

WNB
6
4
5
-

Data given by the mixed community groups is presented in the above table. This informs us that just
under half of women give birth at a health facility and just over half give birth at home – the majority of
those giving birth at home are not accessing any form of support. The same questions were asked of
the women only groups and given the location of these discussions the answers verify the above. More
women in Ramu give birth at home, with or without Village Birth Attendants, than in New Ireland and
West New Britain.
In addition to health facilities 62% (N = 25) of community groups and 86% (N = 12) women only groups
said they would also use traditional remedies. A much smaller number of groups said they might use
bush or mama doctors or even retired professionals (N = 3-6).
When asked directly about maternal child health three aid posts classified this as a constant major issue
and four classified as a constant minor issue although this didn’t come up without specific prompting.
Outreach provision
Outreach provision had reached just over 50% of communities with a small percentage also receiving
some maternal child health services (40% of community groups but just 25% of women only groups
report receiving this service.) Just two or three villages report having received outreach services from
eye clinics and 40% have never experienced any outreach services.
38% of communities and 23% of women only groups report never having experienced any health
awareness exposure or being included in any health education activities with the majority having been
exposed to at least one common topic.
Topic

Number of
communities

% of
communities

HIV and AIDS
Malaria
Health and Hygiene
Gender related topics
Pregnancy and childbirth
Family planning
TB
Medicines/herbal medicine

18
8
7
3
2
2
-

45
20
18
8
5
5
-
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Number of
women’s
groups
10
5
4
1
1
3
2

% of women’s
groups
77
38
31
8
8
23
15

Table 24. Outreach and health education activities reported by communities
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From this we can see that HIV and AIDS is by far the most common focus of health education with malaria
and hygiene coming a close second and third. These interventions are spread across the 3 sites with little
variation according to province. Surprisingly women report having received no health education on
pregnancy and childbirth.
With regards to community links and contact 90% of health providers reported positive relationships with
communities and 66% are actively engaged in health promotion on a range of topics as outlined in the
following table.
Health
Sub HC
Clinic
Aid Post
Total
Centre
Malaria
3
1
1
3
8
MCH
3
1
1
1
6
Good Hygiene
3
1
1
5
10
HIV and AIDS
3
1
1
2
7
TB
3
1
1
1
6
Cancer
3
1
1
5
Table 25. Health promotion activities reported by service providers

If we compare these reports by health providers to those of the communities there are some
discrepancies in terms of services offered and services received. This is likely explained by
supplementary outreach offered by NGOs on specific topics such as HIV and AIDS (which is the most
likely health education communities report receiving). From community reports it seems evident that
these messages are far more likely to be reaching women than men and this is something that could
perhaps be addressed in terms of the methodology and engagement practices of the health education
teams.
By far the most common additional health service reported by health centres and aid posts are Village
Birth Attendants (VBAs) who are operating in collaboration with almost half of the providers surveyed
(N = 10) although concerns were raised about the lack of training they received. Six of the
respondents were aware of patients using traditional medicine particularly in situations where hospital
medicines are not working or available. Only one health centre reported contact with a Community
Health Worker.

39

40
40

40

Harim Singaut Bilong Komuniti

Family &
Sexual Violence
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Family and sexual violence impacts on both education and health
and as such deserves some targeted attention. This was rated as a
constant major issue by eight of the service providers and as a
constant minor issue by four but probing was required to elicit
these responses. Interestingly comments around this show various
levels of awareness from service providers with some stating it is
not an issue and others aware that it is a serious issue but that
people are unlikely to seek support from health services.

“Only seen one case. Think
women stay at home if they
have been bashed.”
Aid Post Officer, New Ireland

During the discussions with women only groups specific questions were asked about violence against women
and more general family violence.
Does violence against
women happen in the
community?
A lot
Sometimes
A little
Mainly verbal

Number of
women’s groups

Ramu

New Ireland

West New
Britain

6
2
1
2
0
2
3
0
1
3
0
2
Table 26. Community reports of violence against women

3
0
2
1

Although only two women only groups were interviewed in Ramu both said that violence against women
happens a lot. When asked what a woman subjected to violence would do 10 groups said ‘keep quiet’;
two groups said ‘report it’; one group said ‘talk to other women’; one group said ‘go home to family for a
few days’. Both groups which said ‘report it’ were in West New Britain where there are female
community police based in Kimbe who will deal with these issues and where Meri Strongim Meri are
working on plantations. Meri Strongim Meri is an NGO set up to empower and support women in PNG.
Given the high incidence reported of violence women only groups were also asked where they could go
to get support and whilst a number of options were listed, e.g. village leaders (nine groups), police (four) ,
church (three) many also indicated that this wasn’t really an option in practice. The majority of women
felt that the intervention would not be effective or they would be sent home. Fears were also expressed
about the reaction of perpetrators if a woman made a report.
Women were asked to identify the causes for family and sexual violence and also gave their views on the
support and assistance needed to help stop the violence.
Cause of violence?
Number of
What can help stop violence?
Number of
women’s groups
women’s groups
(N = 14)
(N = 14)
Alcohol
11
Counselling/welfare services
6
Drugs
Money issues

8
5

Church intervention
Village committees take action

5
5

Women’s behavior

3

Support for women to take action

3

Jealousy

3

Communities devise and enforce laws

3

Forced sex in marriage

1

Awareness raising for men

2

Other

3
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Charge perpetrators
Ensure boys and girls stay in school
(include sex education)
Tables 27 and 28. Causes of violence and what can help stop violence

1
1
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Other Stakeholders
& NGOs
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This element of the Community Needs Assessment involved interviews with key stakeholders in the three
site areas. This stage aimed at gathering the views of those with a relatively ‘strategic’ remit over
activities in the community. Therefore, the stakeholders included in this stage are fairly senior and have
a broad responsibility over activities in a number of districts – such as Provincial Education Advisors or the
Hospital’s CEO. Interviews were conducted in the areas of education, health and community
development and from government and non-governmental organisations.
Meetings were held with local NGOs to gather views regarding service provision. This was done in order
to get an independent and neutral view. The type of NGOs included in the assessments at each site
depended on the number and types of NGOs in the local area. The interviews with NGOs followed a
similar pattern to the stakeholder views standard assessment and a full list of those interviewed is in
Annex 1.

Education
Discussions with government officials within the education sector at provincial and district levels show
that most are not satisfied with provision of services. Among the issues pointed out were:• Inadequate finance (though the ‘new’ government subsidy through Universal Basic Education (UBE)
was positively welcomed)
• Lack of teaching materials
• Lack of or inadequate infrastructure (classrooms, water, toilets etc. – since the introduction of UBE
enrolment has increased by an additional 10% per year)
• Lack of co-ordination and resources to support schools (e.g. transport – one Standards Officer reports
that he is responsible for over hundreds of elementary schools but is unable to visit a lot of them
because there is no transport available especially for schools where access is only by air)
• Inadequate teacher training, especially at elementary level
• Attitudinal issues in teachers such as absenteeism and behavioural misdemeanours
• Lack of support from parents for their children’s education (included in this was impact of traditional or
cultural constraints)
• Impact of oil palm income on communities and individuals (positive in terms of wealth creation but this
also fuels social problems such as alcohol/drug use, sex work, etc.)
• Lack of on-going monitoring and evaluation of education services – little or no data available
All stakeholders recognised the value of researching community needs and were in full support of this
project, however, attempts to obtain data from the stakeholders were generally not successful. Where
data was provided to the research team it was often old, unreliable and of little significant relevance to
the research. All interviewees felt that NBPOL had, mostly, a positive impact on education.
Health
Discussions with government health officials raised similar issues to those in the education sector. A
provincial health advisor in New Ireland added that the community needs assessment would be useful to
him as it would:
• be very useful for planning
• help us really see the health needs
• help in getting communities become partners in health
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Another provincial health advisor from West New Britain stated that:
• the general state of health in the province was “appalling”
• housing for staff is a major challenge
• priority issue was to review HR policies and awards for staff
• speculation on diseases allegedly caused by NBPOL operation should be investigated
• general hospitals need to improve service and be equipped to international standards, all are below
standard at the moment. One hospital is referred to as “ples blong dai” (place of death).
• health seeking behaviours is generally, very good in PNG and should be encouraged. “People want to
go to the health facilities, it’s just staff attitude that is discouraging them.”
To summarise the stakeholders at the provincial levels were all very interested in the current research
due to a lack of data and information upon which they can base their strategic plans. The current state of
education and health services across the three provinces was rated poorly by those responsible for
managing and developing services. Statistics and data were not made available to the research team
despite repeated attempts, frequent visits and a will to engage and support the research.

NGO’s
There was a mixture of Non-Government Organisations with which interviews were conducted. Most of
these had a specific reason d’être, which in some cases had no direct relevance for the research being
undertaken. Where NGO’s made valuable comments it was observed that their views were similar to
those expressed by stakeholders. Their concerns for service provision for communities for health,
education and general community developments needs can be summarised in three main elements:
• Lack of capacity building for teachers and health workers
• Poor infrastructure
• Lack of resources
The NGO-s also expressed other concerns:
•
•
•
•
•
•

Damage to rivers
Damage to traditional hunting grounds
Loss of traditional resources e.g.; water, river, forest, firewood, gardening land is scarce
People now live on money, meaning buying everything rather than growing or exchange
Land settlement scheme
Law and order issues (drug and alcohol abuse)
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Recommendations
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The following tables provide a summary of the key challenges identified in relation to health and
education outcomes for the three sites studied with links to the reporting structure used in the previous
sections of this report. The lengths of intervention relate to the likely time for both input and also for any
measurable impact to be identified in a given community. Short term interventions are likely to see
results in a year or less, medium in 1-2 years and longer term interventions need to be looking at impact
across 3-5 years and longer. Any intervention would need to be preceded by a specific, focused baseline
assessment and selection of relevant services or communities for pilots.
The recommendations are linked to the Millennium Development Goals (MDGs). In summary these are:
1. Eradicate extreme poverty and hunger
2. Achieve universal primary education
3. Promote gender equality and empower women
4. Reduce child mortality
5. Improve maternal health
6. Combat HIV/AIDS, malaria and other diseases
7. Ensure environmental sustainability
8. Develop a global partnership for development
The recommendations are also linked to PNG Vision 2050 as articulated in the National Health Plan and
the National Educational Plan (Annex 3)
Education

Key challenge

Length of
intervention

Suggested intervention/project

School structure and management (MDG 2)
Poor school
Long
Long term support to schools offering training
management and
on rights and responsibilities of BOMs and help
low numbers of
strengthening planning, financial management
women on
and prioritise implementation
boards
Lack of
Medium
Support school Standards Officers to visit
supervision and
schools with transport and possibly a skilled
support for
counterpart to develop and improve practice
school
and procedures
management
Access to schools (MDG 2 and 3)
School fees
prevent children
from attending

Short

Danger on
journey to school
– particularly for
girls

Short

50

Direct cash transfers to schools to cover school/
project fees. Could be dependent on an
agreement between schools and parents re
attendance and support
Organise community escort rota so that children
are accompanied on the journey to school
following model developed in other areas of
PNG

Applicable to each
site
R
NI WNB
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Education
Key challenge

Length of
intervention

Distance to
school prevents
children from
attending
Parents not
supportive and
children working

Short

Communities not
valuing education

Long

Difficulties at
school, ill-health
and disability
Girls not
attending school

Long

Long

Short

Long

Suggested intervention/project

Provide transport to those remote areas that
currently are not able to access schools or who
have an exceptionally long journey to school

Community education (possibly through BOMs)
and support developing positive community
engagement and developing and implementing
SLIP plans for schools
Further research evidence to support this
statement and identify what communities
would value and lobby for inclusion in
curriculum e.g. English and Maths
Provide tools and a manual for teachers to be
able to identify potential difficulties with
children and suggest a variety of interventions
Build toilets and ensure water supplies at target
schools and evaluate impact on girls enrolment
and attendance
Community engagement and awareness on
gender roles and rights of the child

Applicable to each
site
R
NI WNB



































































Quality of education (MDG 2)
Poor
implementation
of SLIPs

Medium

Teachers
unqualified or
under qualified

Long

Not enough
teachers

Medium

Teacher
absenteeism

Short

English not well
used as language
of instruction

Medium

High teacher attrition rate mean 3 year SLIPs
are often not implemented – more support
given to schools to break these down into 1 year
plans with specific targets would give greater
ownership and lead to more robust
prioritisation and implementation
Support development of pre-service and inservice teacher training courses and course
delivery at the relevant institutions and district
levels
Construction of teacher housing
Facilitate BSP to visit schools to assist teachers
to set up remote banking (cell phone based
systems)
Structured interventions with teachers inservice to facilitate early years teaching of
English language skills (e.g. Jolly Phonics) and
develop their capacity
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Education
Key challenge

Length of
intervention

Low standards in
English and
Maths leading to
lack of interest in
attending school
Lack of teaching
resources

Short

Not enough
classrooms

Medium

Poor access to
power and water

Medium

Medium

Suggested intervention/project

Baseline assessment of English and Maths
standards in elementary and primary schools
(linked to a structured intervention such as
scripted lessons)
Support provision of teaching aids, equipment
and relevant and appropriate text books.
Support teachers and schools to make their own
resources
Assist schools to build additional classrooms
based on a needs analysis

Assist schools with water tanks, pumps and
access to power plus training in maintenance
Health

Key challenge

Length of
intervention

Suggested intervention/project

Applicable to each
site
R
NI WNB





















Applicable to each
site
R
NI WNB

Access to health services (MDG 6)
Cost of accessing
health services

Health services
too far away
and/or no
transport
available
Poor training of
staff in health
centres and aid
posts

Short

Subsidise costs for health service provision

Long

Further research and advocacy to key decision
makers across central and provincial level
governments and also to donor organisations to
review current policy and practice
Support reliable transport to health centres and
aid posts for those communities most in need

Short

Medium

Long
No cover for
health providers
in aid posts
Poor ambulance
facilities
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Medium

Short

Set up NBPOL clinics as model clinics offering
outreach and advice to others possibly with an
additional free “hotline” for others to call into
for advice
Support in-service training for health providers
Support rotational cover across districts to
enable aid post workers to take leave
Provide ambulance service across the sites
possibly facilitated through the hotline
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Health
Key challenge

Length of
intervention

Suggested intervention/project

Applicable to each
site
R
NI
WNB

Quality of health services (MDG 6)
Poor inpatient
services

Medium

Support building of kitchens at facilities that offer
inpatient services

No VCCT services
at aid posts

Long

Poor access to
water and power

Medium

Provide training for aid post workers and/or
support outreach teams to visit particularly remote
aid posts and reach out to communities with rapid
testing kits, counsellors, etc.
Assist with water tanks, pumps and access to
power plus training in maintenance

Poor supply of
medical
equipment

Short

















































Support existing outreach services working with
communities to raise awareness to also include
behaviour change programmes
Sanitation and hygiene (MDG 6 and 7)







Poor sanitation
leading to
diarrhoea and
dysentery



















Medium

NBPOL run clinics to stock and be able to dispatch
frequent short-fall items on request – again
possibly through hotline
Analyse cold chain and rationale for shortage of
supply across the service providers and support
based on findings and recommendations

Common diseases (MDG 6)
Malaria

Female cancers

Short

Long
Long

STI and HIV/AIDS

Poor water supply

Distribute mosquito nets and educate households
on use

Immunise children and young women against
cervical cancer
Provide in-service training for health providers on
diagnosis and treatment of female cancers

Medium

Short
Short
Short

Support communities to build pit latrines and
educate on their management and encourage use
Support communities to build rubbish pits and
educate on their management and encourage use
Support communities with water tanks, pumps, etc.
and educate on clean water practices and general
hygiene
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Health
Key challenge

Length of
intervention

Suggested intervention/project

Applicable to each
site
R
NI WNB

Pregnancy and childbirth (MDG 4 and 5)
No maternal and Long
child health
outreach at aid
posts
Little or no
Long
support for
women giving
birth at home
Outreach provision (MDG 6)

Provide training for aid post workers and/or
support outreach teams to visit particularly
remote aid posts/health centres and reach out
to communities
Train Village Birth Attendant volunteers in areas
with poor uptake of services and poor access to
other health facilities and link to health facilities

Men unlikely to
attend or benefit
from outreach
provided
Poor access and
utilisation of
community
health worker
model

Targeted outreach for men addressing a range
of issues using a gender sensitive approach

Medium

Long

Replicate other programmes that have used this
model for communities and successfully link
volunteers into health facilities

Family and sexual violence

Key challenge

Length of
intervention

Lack of
awareness and
knowledge of
issue

Long

Communities,
men, women and
children, accept
violence

Long

Women
disempowered to
identify and
intervene
Abuse of alcohol
and drugs

Medium
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Long

Suggested intervention/project

Awareness raising programmes with suggested
interventions needed with a range of
stakeholders, including health and education
providers, police, village management
committees, courts, etc.
Community level interventions to understand
and review gender roles and educate about
rights and responsibilities with long term
mentoring and support to village committees
and women’s groups
Support and replicate the existing Meri
Strongim Meri program within and beyond
plantations
Awareness raising programmes with suggested
interventions needed with a range of
stakeholders, including health and education
providers, police, village management
committees, courts, etc.























Applicable to each
site
R
NI WNB
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In all of the above we would advocate for an approach that escalates interventions in a ‘millennium
village’ approach ensuring change is embedded and sustainable before moving on the next stage. For
example an entry level intervention may be to help communities with pit latrines accompanied by
relevant awareness and education. Once successfully implemented and managed by communities and/or
service providers they then move to the next level of intervention which may be health awareness, etc.
dependent on a comprehensive needs analysis. This approach is advocated given the areas covered is so
vast and the communities diverse and numerous. This would involve commitment from a school, aid
post, health centre and targeted communities ideally synchronised so that input and activities can be
focused and timely.
The impact of any of the above interventions is of course variable and for this to be measurable will
depend entirely on sound needs assessments at the micro level.
While purely philanthropic gestures or charitable donations are not ideal there is some evidence to
support the targeted use of direct cash transfers to generate an immediate buy-in for further
development programs in specific areas and it is only for this rationale that this is suggested here as an
activity. For long term sustainability working with provincial and district level governments will be
essential but not necessarily easy in all areas, nonetheless, it is worth investing time and effort in this
process so that the Foundation works in a way that complements existing development plans and
priorities.
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Annexes

57

57

Harim Singaut Bilong Komuniti
Annex 1 – Participating Communities and Stakeholders

Pilot (Madang Province)
AREA

COMMUNITY

Madang
Alexischaffen Health Centre
Madang
Rempi Aid Post
Madang
Rempi Village community
Madang
St Boniface community
Madang
Hod Village community
Madang
Kusbau Primary School
Ramu (Madang & Morobe Provinces)

TYPE

Pilot Health tool
Pilot Health tool
Pilot Education tool
Pilot Education tool
Pilot Community tool
Pilot Education tool

CLUSTER

COMMUNITY

TYPE

Cluster 1

Romu
Aliveti
Surinam
Dumpu
Dumpu
Kesowai
Kesowai
Kesowai
Kesowai
Ranara
Ranara
Saikiko
Sangkiang
Bumbu
Gusap (St Lukes)
Gusap
Bumpurumpun
Bumpurumpun
Bumpurumpun
Mutzing
Mutzing
Mutzing
Ngaruburamp
Ngintsip (Ngaruburamp)
Sangan
Warasek
Wankun
Wankun
Wankun
Bibuai
Bibuai
Bibuai

Community
Community
Community
Community
Community School
Community
AP
Primary School
Elementary School
Elementary School
Primary School
Community
Community
Elementary School
Primary School
Health Centre
Community
Primary School
Elementary
Community
Primary School
Health Centre
Community
Elementary School
Primary School
Elementary School
Community
Elementary School
Primary School
Community
Elementary School
Primary School

Cluster 2

Cluster 3

Cluster 5
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CLUSTER

Women
Staff

NGO’s

Stakeholders
Madang
Madang
Ramu
Madang
Madang
Madang
Madang
Madang
Ramu
Morobe
Morobe
New
Ireland

COMMUNITY

TYPE

Bibuai
Ragitzaria
Watarais / Papua
Watarais
Watarais (cluster 5)
Bumbu (cluster 2)
Jamie Graham
William Unsworth
Philip Young
Alex Orme
Kelly
Ian
Barry Lalley
John Chitoa
Paul Mabung
Sr Gawi
Judy Muliap
John Ura
Elizabeth Solon
Timothy Jesson
Beda Katamo
Esther Markis
Sharon van Boven
Keith Ziram
Naikuli Tanguli
Jack Aita

Aid Post
Community
Community
Primary School
Women
Women
General Manager
Sustainability Manager
Head of Admin
Lands Officer – RAIL
Geographic Mapping - RAIL
Community Engagement Officer
Bismark Ramu Group
Bismark Ramu Group
Health District Coordinator
CEO - Modilon General Hospital
Health worker – midwife
Provincial Education Planner
Senior Standards Officer
Standards Officer - Elementary
Ramu - District Inspector
Flexible Open Distance Education
Ramu Community Resource Centre
Prof. Asst. to the Education Planner
Senior Service Standards Officer
Prov. Tech. Officer - Health

CLUSTER

COMMUNITY

TYPE

Cluster 1
(Mangai)

Mangai Technical
Mangai
Lemakot
Lemakot
Lemakot
Lemakot
Fangalawa
Poliamba
Poliamba
Poliamba
Panamana
St Joseph’s Trg. Centre
Fissoa

Technical School
Community
Primary School
Elementary School
Nursing TECH. school
Health Centre
Community
Primary School
Elementary School
Clinic
Community
Technical
Community

Cluster 2
(Lemakot)

Cluster 3
(Poliamba)

Cluster 4
(Fissoa)

59

Harim Singaut Bilong Komuniti
CLUSTER

COMMUNITY

TYPE

Cluster 5
(Lamusmus)

Lamusmus
Lamusmus
Lamusmus
Lamusmus
Usil
Usil
Usil
Kimidan
Kimidan
Kimidan
Dalom
Madak
Dalom
Malom
Lelet, Kaluan, Libin, Lavatkana
Lengkamen
Lelet
Libin
Lengkamen
Kaluan
Lavatkana
Lengkamen
Lokono
Lokono
Lokono
Lokono Grassland
Mangai
Lemakot
Fissoa
Limbin
Kaluan
Poliamba
Gareth Disley
Ian Rove Sahoto
Bruno Bolai
Carol Aigilo
Naomi Pelis
Dr Bruce Slonim
Dominc Sahami
Tapas Potuku
Modi Pontio
Rose Elias

Primary School
Elementary School
Aid Post
Community
Primary School
Aid Post
Community
Primary School
Elementary School
Health Centre
Aid Post
Clinic
Community
Community
Communities (combined)
Community
Primary School
Elementary School
Elementary School
Elementary School
Elementary School
Aid Post
Elementary School
Primary School
Aid Post
Community
Women
Women
Women
Women
Women
Women
General Manager
Sustainability Manager
Sustainability Officer
Sustainability Officer
Sustainability Officer
Australian Aid International
Director Health
The Nature Conservancy
Wildlife Conservation Society
Women In Palm Oil (chair)

Cluster 6
(Usil)
Cluster 7
(Kimidan)
Cluster 8
(Dalom)

Cluster 9
(Lelet)

Cluster 10
(Kaut)

Women's

Staff

NGO’s
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CLUSTER

COMMUNITY

TYPE

Rob Roy
George
Alphonse Tay
Andrew Kaiap
Dominic Sahami
Calista Loka

OPIC
Wildlife Conservation Society
Kavieng Hospital CEO
Director of Education
Director of Health
Health Information Officer

CLUSTER

COMMUNITY

TYPE

Cluster 1
Cluster 2

Abandoned – road too bad
Pangalu
Pangalu
Patanga
Patanga
Bola
Bola
Tamare
Saraklok
Saraklok
Kapore
Kapore
Tamba
Tamba
Tamba
Buvusi
Buvusi
Ruango
Ruango
Kimbe
Hoskins
Malalia
Malalia
Malalia
Valoka
Valoka
Valoka
Kalu
Siki
Siki

Community
Primary school
Community
Primary school
Community
Health Centre
Community
Primary school
Aid Post
Community
Primary school
Community
Primary school
Aid Post
Community
Primary school
Community
Primary school
Primary school
Secondary School
Community
Primary school
High School
Community
Primary school
Health Centre
Primary School
Primary school
Aid Post

Stakeholders

West New Britain

Cluster 3

Cluster 4
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CLUSTER

COMMUNITY

TYPE

Cluster 5

Marapu
Marapu
Marapu
Silanga
Silanga
Tarobi
Tarobi
Tarobi
Ubai
Ubai
Ubai
Ubai
Mamota
Mamota
Sraklok
Malalia
Valoka
Taraobi
Ubai
Kalu
Harry Brock
Teup Galode
Lydia Tunian
Sander van den Ende
Diane Mirio
Benjamin Kauka
Dr John Lee
Mark Hadfield
Michael Wecke
Lillian Holland
Ashley Barnes
Rex Kaupa
Provincial Health Advisor
Provincial Education Advisor
Live and Learn
Forcet Ltd
Mahonia Dari
The Nature Conservancy
Caritas PNG
NBPOL WEWC
OPIC

Community
Primary school
Aid Post
Community
Primary school
Community

Women

Staff

Stakeholders
NGOs
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Primary school

Elementary School
Community
Primary school
Elementary School
Aid Post
Community
Primary School
Women
Women
Women
Women
Women
General Manager
Company Secretary
Assistant Company Secretary
Sustainability Manager
Community Engagement and Comm Dev
Training Manager
Company Doctor
Occupational Health Safety & Env Officer
Humana Resources Manager
Senior Lands Officer
Head of Mini-Estates
Projects Officer

Harim Singaut Bilong Komuniti
Annex 2 – Maps of Sites & Clusters

Ramu
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New Ireland
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West New Britain
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Harim Singaut Bilong Komuniti
Annex 3 – Millennium Development Goals and PNG Vision 2050
External Development Objectives:
Health

Education

MDGs

PNG Vision 2050

MDG4: Reduce Child Mortality
Target 4.A:
Reduce by two thirds, between 1990 and 2015, the
under-five mortality rate
MDG 5: Improve maternal health
Target 5.A:
Reduce by three quarters the maternal mortality ratio
Target 5.B:
Achieve universal access to reproductive health



MDG 6: Combat HIV
Target 6.A:
Have halted by 2015 and begun to reverse the spread
of HIV/AIDS
Target 6.B:
Achieve, by 2010, universal access to treatment for
HIV/AIDS for all those who need it
Target 6.C:
Have halted by 2015 and begun to reverse the
incidence of malaria and other major diseases
MDG 7: Environment Sustainability
Target 7.C:
Halve, by 2015, the proportion of the population
without sustainable access to safe drinking water and
basic sanitation
MDG 2: Primary schooling for all
Target 2.A:
Ensure that, by 2015, children everywhere, boys and
girls alike, will be able to complete a full course of
primary schooling
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Ensure that the referral hospitals are adequately
equipped to international standards;
Establish one aid post per ward area;
Provide two health workers per ward area;
Establish one basic health service centre with
two doctors and support personnel per district;
Improve the terms and conditions of
employment of health officers;

Reduce HIV and AIDS prevalence from 1.28
percent of the population aged 15-495 to 0.1
percent;
Reduce tuberculosis prevalence from 51 per 100
0006 to 10 per 100 000 of the population;
Reduce malaria deaths from 65 per 100 0007 to
10 per 100 000 of the population;

Free and Universal Basic Education for all schoolage children from Elementary 1 to Grade 12;
Expand all secondary schools proportionate to
Universal Basic Education targets;
One hundred percent literacy for the adult
population over 15 years of age;
Access to industry and sector-based applied
education for the adult population in the
informal sector;
Expand the national high schools and integrate
them with universities;
Expand teachers, technical, business, forestry,
fisheries, maritime, tourism and hospitality, and
community colleges that are recognised as
institutions of higher education;
Expand the state universities and support private
universities and other institutions;
Establish one multi-disciplinary technical college
in each province;
Establish one vocational school in each district;
Introduce good citizenship, ethics, morality and
personal viability in all education and training
institutions’ curricula;
Improve teacher-student ratio to 1:30;
Improve terms and conditions of academics and
teachers;
Establish public-private partnership in delivering
education;
Introduce environmental sustainability and
climate change as school subjects into the
National Education Curriculum; and
Promote and establish the use of Information
and communications technology (ICT) for
sustainable education.

Harim Singaut Bilong Komuniti
A National Plan for Education 2005 – 2014 (extract)
An outcome identifies in broad terms the planned destination or end points that the
system aims to achieve.
A major outcome is the end point to be achieved at the end of this ten year Plan.
A minor outcome is a point that has to be achieved on the way to accomplishing
the major outcome.

(E, P,S refer to schools: E=Elementary, P=Primary, S=Secondary – technical, vocational, and tertiary not
included here)
Minor outcome E1
Elementary schools established at the community level in order that all children in
Papua New Guinea enroll at age of six years.
Minor outcome E2
A relevant elementary curriculum is developed, implemented and monitored.
Minor outcome E3
A sufficient number of appropriately trained and qualified elementary teachers are
available.
Minor outcome E4
Elementary education is cost-effective and affordable for parents and government.
Minor outcome P1
Sufficient primary school classes established to achieve access and retention targets.
Minor outcome P2
A relevant primary curriculum is developed, implemented and monitored.
Minor outcome P3
Sufficient appropriately trained and qualified teachers prepared for primary schooling.
Minor outcome P4
Primary education is cost-effective and affordable for parents and government.
Minor outcome S1
An appropriate number of well-equipped and resourced secondary schools
established within budget to provide a quality education.
Minor outcome S2
A relevant secondary curriculum is developed, implemented and monitored.

Minor outcome S3
A sufficient number of appropriately trained and qualified teachers and guidance
officers prepared for secondary schooling.
Minor outcome S4
Secondary education is cost-effective and affordable for parents and government.
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A National Plan for Health 2011 – 2020 (extract)

Vision 2050 Seven Pillars
Human Capital Development, Gender, Youth and
People Empowerment

Spiritual, Cultural and Community Development

National Health Plan Linkages
The NHP Vision recognises health as a human right for
all
women and men, boys and girls.
The NHP Vision is for a healthy and prosperous nation
for all.
Better health itself contributes to economic growth
KRA 1 Improve Service Delivery
KRA 2 Strengthen Partnerships and Coordination with
Stakeholders
KRA 3 Strengthen Health Systems
KRA 8 Improve our Preparedness for Disease
Outbreaks and
Emerging Population Health Issues
KRA 7 Promote Healthy Lifestyles
KRA 8 Improve our Preparedness for Disease
Outbreaks and
Emerging Population Health Issues
KRA 7 Promote Healthy Lifestyles

Strategic Planning, Integration and Control

KRA 3 Strengthen Health Systems

PNG DSP Key Health Targets

National Health Plan Key Result Area

By 2030 increase life expectancy from 56 to 70

KRA 4 Improve Child Survival
KRA 5 Improve Maternal Health
KRA 6 Reduce the Burden of Communicable Diseases
KRA 7 Promote Healthy Lifestyles
KRA 8 Improve our Preparedness for Disease
Outbreaks and
Emerging Population Health Issues
KRA 4 Improve Child Survival

Wealth creation

Institutional Development and Service Delivery

Security and International Relations

Environmental Sustainability and Climate Change

By 2030 reduce under five mortality rate from
75/1,000 to below 20
By 2030 reduce Maternal Mortality Rate from 733
per 100,000 to below 100
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KRA 5 Improve Maternal Health
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Amodiaquine Tabs
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Antibiotic Compound Eye Ointment
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Contraceptive Tablets
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Paediatric Co-Trimoxazole Oral Suspension

1
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Co-Trimoxazole Tablets
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Crystal Violet Aqueous Solution
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1
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Doxycycline Tablets
1

Ferrous Sulphate Tablets

1
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1

1

1

1
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1

1
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1

1
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3
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1 12
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Iron Dextran Injection

1

Lignocaine Injection Plain

1

4

1

1

Ergometrine Maleate Injection

6

1

Diazepam Injection

1

4
1

1 7

1

1

Oral Rehydration Salts

1
1

1

1

1
1

Phytomenadione Injection

1

1

1

1

1

1

1

1

1

1

1

Benzylpenicillin

1

1

1
1

1
1

1

1

1

1

1

1 8
6

1

1

Probenecid Tablets

Salbutamol Aerosol Inhalation

1

1

Chloroquine Tablets

Pyridoxine Tablets

1

1

Chlorhexidine
Compound
Antiseptic,
Chlorhexidine Gluconate 0.015% And Cetrimide
0.15% Sachet Of 25ml Box Of 20 Sachets

Promethazine Hydrochloride Tablets

1

1

Chloramphenicol

Benzathine Penicillin

5

1

1

Bleach Powder 7 Gram Sachet Containing 70%
Available Chlorine.

Paracetamol

2

1

1

Artesunate Or Artemether Tablet

Oxytocin Injection

1

0.5%,

Artemether Injection 40mg, 1ml.

Depot
Medroxyprogesterone
Intramuscular Injection ,150mg/1ml

9

1

1

Amoxycillin

Total

Tamba

1

Ubai

Marapu

1

Sarakolok

Lokona

1

Langkamen

Dalom

1

Madak

Usil

Lamusmus

Bibua

Kesowai

Valoka

1

Albendazole Tablets.

Antiseptic Cream
Chlorhexidine 0.1%

Bola

Silanga

1

Kimadan

1

Poliamba Aid Post

Lemakot

Health Centre Supplies Checklist
Acriflavine 1% In 70% Alcoholic, 100ml

Mutzing

Gusap H/C

Annex 4 – Medical Supplies to Health Centres and Aid Posts (1 indicates there is a shortage in supply)
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Health Centre Supplies Checklist
Salbutamol Tablets / Aminophiline Supply
Salbutamol Nebulizer Plastic Ampules
Skin Swab, Alcoholic, Sterile. Pre Injection Skin Swabs
Sulphadoxine 500mg With Pyrimethamine
Tinidazole Tablets
Water For Injection
Gauze Bandage, 5cmx4m
Gauze Absorbent, 100cm X 6m
Semipermeable Water-Proof Plasic Surgical Tape
Bag Dispensing, Clear. Polythene, Resealable
Brush, Nail, Hospital Ward
Gloves, Examining, Five Finger, Non-Sterile, Latex
Hospital Holloware, Polypropylene, Autoclavable, Medicine Measure,
50/60ml Calibrated Every 5ml
Needles, Hypodermic, Sterile, Disposable
Scalp Vein Infusion Sets, Sterile, , Individually Wrapped
Syringe, Disposable, Central Nozzle, With Needle, Plastic
Container, Sharps Disposal, Cardboard, Collapsible 3-4l
Soap, Yellow, Washing, Cake, 100g
Bags, General Waste, Poly Green, 1015 X 1015 Mm
Supplementary Kit
Adrenaline Injection,B.P. 1:1,000, 1ml
Artmether Injection
Artesunate Or Artemether Tablet 50mg
Chloramphenicol Sodium Succinate Injection
Paediatric Digoxin Elixir
Ergometrine Maleate Injection
Ethambutol Tablets
Frusemide Tablets
Isoniazid Tablet
Oxytocin Injection
Potassium Chloride Slow Release Tablets
Potassium Chloride Injection, 2g/8ml
Pyrazinamide Tablets,B.P., 5oomg Bottle 100
Quinine Dihydrochloride Injection
Rifampicin Capsules,
Rifampicin Syrup
Plaster Of Paris Bandage,
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Gusap H/C
Mutzing
LemaKot
Poliamba Aid
Post
Kimadan
Silanga
Bola
Valoka
Kesowai
Bibua
Lamusmus
Usil
Dalom
Madak
Langkamen
Lokona
Marapu
Tamba
Siki
Sarakolok
Ubai
Total
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3
1
1
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2
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0
2
3
4
1
4
3
1
1
4
2
2
2
1
3
2
2
3

Silk, Black Braided (0) Metric 3.5 with Straight 60mm Reverse Cutting Needle,
Syringes
Thermometer, Clinical Stubby, Centigrade (Celsius)
Artemeter tablets
Artemeter injection
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4
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6
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1
6
0
8
1
3
3
5
5
3
4
2
5
3
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6
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1
1
1
1
1

1
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Total

Tamba

1

Ubai

Marapu

1

Sarakolok

Lokona

Langkamen

1

Madak

Usil

1
1

Dalom

Bibua

Lamusmus

Aid Post Supplies Checklist
Acriflavine Emulsion
Albendazole Tablets
Amodiaquine Tablets
Amoxycillin
Antibiotic Compound Eye Ointment
Antiseptic Cream
Asprin Tablets
Benzoin Compound Tincture
Chloroquine Tablets
Contraceptive Injection (Medroxyprogesterone Acetate)
Contraceptive Oral Tablet
Co-Trimoxazole Susp. Paediatric
Co-Tromoxazole Tablets
Crystal Violet Aqueous Solution 1%
Ferrous Sulphate with Folic Acid Tablets
Lignocaine Injection, Plain, 0.5%
Liniment of Turpentine
Oral Rehydration Solution, Powder Form
Paracetamol
Penicillin Benzyl
Phytomenadione Inj
Primaquine Tablets
Quinine Tablets
Salbutamol Tablets
Sulphacetamide Eye Ointment
Sulphadoxine 500mg with Pyrimethamine 25mg
Tinidazole Tablets, 500mg
Water for Injection, 10ml
Bandages
Cotton Wool, Absorbent, 500g
Gauze, Absorbent, 100cm by 6m, 4 ply
Paraffin Gauze (Dressing) Sterile, 10cm by 8cm
Plasters
Dispensing Bags, 125 by 90 by 0.4m
Clamp, Umbilical, Sterile, Disposable
Contraceptive Condom
Gloves, Examinati8on Rubber Non-Sterile
Gloves, Surgeons Latex Rubber Sterile
Needle, Hypodermic Disposable Sterile

Kesowai
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1
1
2
1
1
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VSO PNG
PO Box 1061
Madang
PNG
Tel: +675 422 1924
www.vsointernational.org

NBPOL Foundation
Bebere Plantation
Mosa
KIMBE
West New Britain Province
Papua New Guinea
Tel: +675 985 2177
Fax: +675 985 2003
www.nbpol.com.pg
sustainability@nbpol.com.sg

Partnerships For Development

