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I. INTRODUCTION TO THE FINAL TECHNICAL REPORT

Introduction

The National Health Plan Technical Assistance (NHP TA) Team, supported by the Asian
Development Bank, has been working with the national Department of Health (DOH) of
Papua New Guinea since April 1995 to develop the fourth National Health Plan (NHP) for
1996-2000.

This is the third report prepared by the NHP TA Team. The first report summarized the
initial preparations and policy issues to consider in developing the 1996-2000 National
Health Plan. The second report focused on the technical evaluation of the health data
available in PNG.! This third report presents a framework for future budgeting and resource
allocation under the NHP, outlines an implementation strategy, and provides suggestions to
improve the process of developing subsequent five year national health plans. Although the
NHP has not been approved by the national government, the May 1996 draft represents the
format and content of the final version that will be forwarded to the National Executive
Council for approval on May 29, 1996.

The comments and recommendations are presented in four parts. The first is a review of
health sector financing and estimates of future levels of health funding. This is then linked to
recommendations for allocating the national, provincial and district health budgets to meet the
priorities of the 1996-2000 NHP. It includes a brief discussion of equity and efficiency and
suggests guidelines for budget adjustments under alternative scenarios of increasing or
decreased funding.

The second section is a strategy for implementing the priorities of the PNG National Health
Plan at the national, provincial and local government levels. These recommendations expand
upon the implementation guidelines that are included as Chapters 21 and 22 in Volume I of
the NHP. It describes a process for developing annual implementation plans in support of
the NHP and introduces a national and provincial level “performance card” to assess progress
toward those goals.

The third section, which builds upon, and partially overlaps with the implementation
guidelines, comments on the process of drafting the 1996-2000 NHP. It specifically
identifies problems in the development process, proposes alternative approaches, and
suggests how to improve the short and long term planning capability of the National
Department of Health over the next five years. A major part of this is a recommendation for
an integrated information system which links health care needs to the planning and budgeting
process.

1 RAND DRU-1097-ADB, June 1995 and RAND DRU-1223-1-ADB, October 1995, Revised March 1996.



The fourth section suggests ways to improve the 2001-2005 NHP process based on lessons
learned in the current planning process. Priorities will continue to be important as will the
process of building consensus and developing technical skills. Perhaps the greatest area
needed for improvement is better data collection to inform and guide future National Health
Plans, including the next NHP.

Context for Development of the National Health Plan

At the time of this writing, the NHP has been forwarded to the National Executive Council.
The 1996-2000 National Health Plan is in three volumes. Volume I sets the priorities, goals
and objectives for the national health system for the next five years. Volume II is a technical
document which presents data on the demographics and health status of the people of Papua
New Guinea (PNG) and the utilization and capacity of the national health system. Both of
these volumes have been distributed to the provincial departments of health, other national
ministries, including the Department of Finance and the Department of Planning, donor
agencies, the church health services, and non-governmental organizations (NGOs) involved in
the delivery of health care. Volume III is the implementation strategy. This volume repeats
the last two chapters of Volume I and adds details on the development of the provincial and
district annual implementation plans.

The 1996-2000 National Health Plan has been drafted during a period of major economic and
organizational transition for Papua New Guinea. However, these circumstances are not so
unique that they limit the ability to generalize or to propose a future planning strategy. On
the contrary, the changes that are occurring may require two to three years of transition and
will greatly influence the ability to achieve NHP objectives.

First, in September 1995, the country celebrated the twentieth anniversary of independence, a
milestone that recognized the major improvements, but also the major challenges, that face the
country. In the National Department of Health, the major conclusion is that the health status
of the population is not continuing to improve. By some measures, there may even be
declines in health status and the ability of the national health system to deliver effective
health care.

Second, the NHP was drafted during a period of economic crises. When a new national
government was elected in mid-1994, the leaders adopted a policy of realigning expenditures
with revenues, rather than financing national expenditure through increasing debt. From early
1993 through mid 1994, national expenditures exceeded revenue by more than ten percent
annually. The 1994 mid-year correction forced a sharp drop in government expenditures that
has continued through 1996. During this period, the national government accepted financing
from the World Bank and the International Monetary Fund which imposed a number of fiscal
and policy adjustments. This Structural Adjustment Program requires, among other
conditions, that the 1996 national budget limit debt to one percent of total national
expenditures. As a result, the 1996 national budget that has been recommended by the Prime
Minister freezes salaries and personal emoluments at the 1995 levels and sets strict budget



ceilings for total expenditures. The budget has also recognized the importance of increased
funding for development and capital improvement projects and has explicitly required
separate recurrent and investment budgets. The final budget was approved before the end of
1995 but specific departmental programs and issues have not been completely resolved. A
visit by World Bank representatives in March 1996, for example, found other programs had
not been implemented as rapidly as expected.

The third factor is passage of a new Organic Law on Provincial and Local Level Governments
in June 1995. The major objective of this national legislation is to stimulate development by
involving communities in setting local priorities and allocating resources to those projects. At
the same time, the national government intends to reduce the national functions, expedite the
flow of funds to the local level, and decentralize technical expertise.

This means that the scope of health functions will be redefined at all levels of government.
One concrete result is that programs associated with more then one quarter of the DOH
budget, 21 million kina out of a national ceiling of 73 million kina, will be transferred to the
provinces. The DOH will retain major responsibility for policy and setting standards. It
must also work diligently to support and upgrade the capability of the provincial and local
level government staff who will be responsible for the direct delivery of health care.

The National Health Planning Process

The overall NHP planning process began by reviewing the existing experience and data to
establish priorities for the 1996-2000 National Health Plan. The prime sources for
consideration were:

» Lessons from past experience
* Health care needs
* Available resources and constraints

Lessons from Past Experience

After the publication of the previous NHP (1991-1995) was finalized, a series of week-long
workshops were carried out. The purpose of these workshops was to develop provincial five
year plans. Interviews with staff at DOH and in the provinces indicated that these
workshops were successful in developing a common understanding of planning concepts and
processes, but they were less successful in producing provincial level five year health plans.
In fact, only a few of the provinces completed a provincial document and even these do not
appear to have been used to reinforce priority programs or to allocate budgets.



The lessons learned from the 1991-1995 process can be summarized as:

* All health care workers must be informed of the priorities of the NHP

* The priorities of the NHP must be translated into programs that are understood by
the health worker and can direct day-to-day activities

» The NHP must set objectives and targets that are flexible enough to adapt to local
conditions

» The NHP must set objectives and targets that can be achieved

* A provincial process that duplicates the national planning process makes it difficult to
focus on the major objective of improving health

Health Care Needs

To determine the program priorities of the NHP, the DOH evaluated the health status of the
people. The epidemiologic data shows that the leading causes of mortality and morbidity
have not changed since the last planning period. In some cases, death rates or disease rates
are increasing. While the disease incidence and prevalence may vary from province to
province, the NHP used this information to identify the greatest burden of disease. The next
step was to 1dentify approaches that satisfied three criteria.

* Diseases that affect the largest number of people.
» Health problems that have effective methods of prevention and treatment.
* Interventions that are within resource constraints.

Available Resources and Constraints

The last consideration was to focus on programs that are feasible. There needed to be
practical solutions that are easy to implement down to the district level. To be practical the
programs must consider the available resources.

The resource needs and constraints can be summarized into five categories. Money,
particularly under the current economic conditions, is a major constraint that is easily
identified. But there are other resource needs and constraints that are just as significant. The
five categories are:

* Budget: which includes total financial resources, how those resources are allocated
across program and functional areas, and government disbursement policies

* Human Resources: which includes the clinical, management and analytic skills of the
health workers

+ Capital Resources: which includes facilities and equipment, upgrades and maintenance

* Infrastructure: which includes the systems that support the delivery of services, such
as pharmaceutical supply and distribution or communication systems.

* Information: which includes the collection and analysis of data to evaluate the
performance and changes in the health sector



It is not sufficient simply to acknowledge these constraints. The national health planning
process must evaluate the level of each resource and, if possible, include programs to
overcome constraints and limitations. The final step, which is included in the section on
Allocating Resources to Finance the National Health Plan, is to determine whether the goals
of the NHP are feasible given the expected financial resources.

Planning Principles for the 1996-2000 National Health Plan

The first objective of the NHP planning process was to establish a limited number of
planning principles to guide the NHP development process. These have been stated
throughout the NHP, but are important enough to repeat. These are:

* Set priorities
* Build consensus and establish ownership
e Promote practical solutions

Set Priorities
The 1996-2000 NHP focuses on setting priorities. The Volume I document is about half the

length of the 1991-1995 NHP. A count of specific goals and objectives is also almost half the
number of the previous plan.

The overall goal of the NHP is to improve the health status of the people of Papua New
Guinea. The 1996-2000 National Health Plan establishes five policy priorities. These are to:

* Increase services to the rural majority

» Expand promotion and preventive health services

* Reorganize and restructure the national health system

* Develop staff professional, technical and managerial skills
* Upgrade and maintain investment in health infrastructure

All of the goals, objectives, and strategies in the NHP support one or more of these policy
priorities. The NHP also begins to prioritize projects within program areas. For example,
increased immunization coverage and reductions in maternal mortality are the major goals of
Family Health Services. Safe water supply is the priority of Environmental Health.
Improving the management and operations of hospitals, supporting rural health facilities, and
maintaining equipment and facilities will be the focus for Curative Health Services.

The responsibility for implementing the programs that can lead to change in the health sector
may rest at either the national, provincial, or district level. Setting policy, establishing
standards, and monitoring and evaluation, is primarily the role of the national government.
The provincial and local governments are responsible for most direct service delivery.
Therefore, the implementation plans for each level of government will differ.



Build Consensus and Establish Qwnership

A major objective of the NHP development process was to solicit input from a broad range of
constituencies. By this measure, the 1996-2000 NHP also represents an improvement. The
process had the advantage of building upon both a July 1993 mid-term review of the progress
towards the goals of the 1991-1995 NHP and a March 1995 Ministerial Advisory Committee
document, National Health Policy - Reforms for the Future. Because of these two activities, a
large number of people had already begun to assess the accomplishments and problems of the
national health system. The 1996-2000 NHP continued this by restructuring the Ministerial
Advisory Committees and charging them with the responsibility to make specific initial
recommendations regarding priorities and objectives.

These subcommittee recommendations were broadly disseminated for comment. Summary
reports were presented at the Second Annual National Health Conference in July 1995.
Shortly thereafter, provincial planners and administrators were invited to a three day
workshop to carefully review the full text of the subcommittee reports. Comments from
both of these forums were incorporated into the first draft of the NHP. Draft two of the
NHP was distributed at a planning workshop at the end of November 1995. Attendees
included staff of the National Department of Health, the National Department of Finance, the
Regional Health Support Units, Provincial Health Administrators, and representatives of
non-governmental organizations and donor agencies. By this process, the DOH has begun to
build a solid consensus for the goals of the NHP and improved the communication that
should enhance cooperation to accomplish the objectives. The third draft of the NHP
collected comments and suggestions from provincial staff and the Technical Assistance Team.
These comments were evaluated and the final draft was completed by the DOH Senior
Executive Management Team.

Promote Practical Solutions

The third planning principle of the NHP process has yet to be implemented. This is the
challenge of converting the consensus on priorities into programs and effectively
implementing those programs to produce measurable improvement in the health status of the
people of Papua New Guinea.

The implementation process needs to be developed within the context of four major
considerations:

1) Implementation must reinforce the priorities established by the 1996-2000 NHP,
2) Implementation must be possible within the constraints of national, provincial and
local level government funding,



3) Implementation must match the skills and capabilities of staff at the national and

provincial level who will administer, oversee day to day management and deliver the
health services, and

4) Implementation must incorporate an ongoing monitoring and evaluation mechanism.

The 1996-2000 NHP should not become a document which sits on the shelf of the provincial
administrator and is unknown to the community health workers.






II. ALLOCATING RESOURCES TO FINANCE THE NATIONAL HEALTH PLAN

One of the first steps for implementing the 1996-2000 NHP is to assess the available
resources and constraints, particularly the financial constraints represented by the likely level
of health sector financing. This section has four parts. First, it presents estimates of the
level of health sector expenditure for the 1996-2000 plan period. Second, it discusses equity
and efficiency criteria for allocating financial resources across programs and regions. Third, it
estimates costs of achieving the NHP program targets, and fourth, it applies the equity and
efficiency criteria to recommend guidelines for budget decisions under scenarios of increasing
or decreasing health sector budgets.

Financing Projections

The following section presents projections of the public sector health service requirements
for recurrent expenditures and the probable range of government and donor agency funding.
These estimates should be considered basic guidelines for future budgeting and program
development.

Methodology and Assumptions

It is impossible to project the exact levels of funding for the health sector over the next five
years. Yet some estimates of funding are required for the purpose of strategic planning.
Most often the best predictor is past experience. The major assumptions use the historical
and current patterns of total national government expenditures as they have influenced health
sector funding.

To estimate the level of future funding for health, three factors were considered. These were:
1) total government expenditures and net lending; 2) percent of total government expenditures
allocated to health; and 3) the health sector’s share of government expenditures.

These projections start with the Department of Finance planning estimates that total
government expenditures will increase by three percent per year through 1998 (DFP 1995).
This rate is extrapolated through the year 2000 to give the five year projection.

Because the health component of government expenditures has shown a relatively consistent
decline over the past 15 years, the initial projections are based on the assumption that the
national government allocations to the health sector will continue to decline at that same rate.
The health sector’s share of total government expenditures declined from approximately 9%
in 1985-86 to 8% in 1995, or roughly 0.12% per year. Extrapolating at this rate implies a
health sector share that would decline to 7.5% of the national budget by the year 2000.



This projection ignores other potential sources of revenue and their impact. Donor assistance
could increase the level of national government funding. If donor contributions are much
higher than in previous years, the national government might reduce its support of the health
sector below the projected shares of the national budget. In this case, the projections will
overstate the government component of health expenditures. An alternative approach is to
extrapolate the historical levels of combined donor plus government health expenditures.

It turns out that there is not much difference in the projected total health sector expenditures
between the two approaches. The different assumptions result in only a five percent
difference in projected total health expenditures.

A much more important source of projection error is the problem of unanticipated shocks.
These shocks can be either increases or decreases in funds due to changes in government
revenues, donor contributions or crisis-driven competing demands for the health expenditures.
Reviewing the past 15 years of total health sector expenditures, the effects of expenditure
shocks have caused health expenditures to vary within a range of plus or minus 20% of the

long term trend in expenditures.2

In the worst case scenario, the government health expenditures are as far below their long
term trend as in the lowest years in recent history. This provides an estimate from 89 million
kina in 1996 to 113 million kina in 2000.

In the best case scenario, government health expenditures are as high above their long term
trend as in the highest years in recent history. Not surprisingly, there is a big increase in the
projected government health expenditures over the plan period, from 134 million kina in 1996
to 170 million in 2000.

This 1s a substantial difference in estimates. The cumulative difference is nearly 300 million
kina over the five year period of the NHP.

It appears that a midpoint trajectory provides the best estimate. Current budget approvals,
although incomplete, provide for a total of at least 100 million kina in 1996. This includes 45
million kina for the national Department of Health, 42 million kina for Provincial Hospitals,
and 8 million kina for Public Investment Programs. There is another 21 million kina for
programs that were budgeted by the DOH but which should be transferred to the provinces
under the new Organic Law. An unknown amount will be allocated from provincial and
district autonomous budgets. However, these provincial sources of funds are not secured for
health services. It is possible that variability in health funding at the provincial and district
levels will cause most of the uncertainty in health sector funding over the next five years.

2 RAND DRU-1223-1-ADB, October 1995, Revised March 1996.



Equity, Efficiency and Future Resource Allocations

Equity in health requires that all people share equally in the benefits of the health sector.
Efficiency in health requires that resources be used where they save the most lives. Both of
these objectives influence the health sector’s priorities. Countries must often choose between
these two competing objectives. But in PNG both equity and efficiency can be readily
improved. Shifting health resources from curative to preventive programs will improve
efficiency; shifting health resources from urban to rural areas will improve equity.

This section outlines how these criteria can be applied to the priorities of the NHP.

Equity and efficiency criteria can be applied to resource allocation decisions among provinces.
However, we must measure the costs and effectiveness of local health activities before making
recommendations to improve either their equity or their relative efficiency. The national
health information system provides some indication of the benefits of the provincial health
sector activities, but there is very little reliable information on costs at the local level.
Therefore the task of evaluating the levels of expenditures and the effectiveness of
interventions among provinces and districts will be left to the provinces and districts
themselves as part of the implementation strategy. The implementation strategy which is
described in the next section, specifies how provincial and district health officials will develop
local targets, implementation plans, and necessary budgets to ensure that the priorities of this
National Health Plan are reflected in local implementation plans.

Costs of Achieving Targets in the NHP

This section addresses the following question: What are the costs of achieving the 1996-2000
National Health Plan targets?

The projected costs of supporting and maintaining the delivery of health services over the
five year plan period start with the assumption that the real health expenditures of the
national government in 1995 represent a minimum baseline budget. This baseline budget
includes budgets of the DOH, hospitals, provincial divisions of health and provincial
governments, plus donor development funds.

This baseline budget is then analyzed by program area and the projections are subject to the
goals and constraints of the NHP. The goals are the measures of improvement in health
status and outcome, specifically such target indicators as the level of immunization coverage
or disease reduction. The major constraints are the budget guidelines that limit administrative
costs and that shift resources to preventive and rural health services.
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Administration and Planning

The Department of Health is committed to keeping the costs of administration and planning
at or below 5% of the baseline budget.

Preventive Services

The budget for preventive services uses the 1995 budget as a minimum baseline for projecting
annual preventive service needs. However, to achieve the NHP provincial and district health
indicator targets, this baseline budget will need a supplement of approximately 5.4 million
kina per year over the baseline allocation.

This is calculated by trending the baseline budget forward to cover inflation and then adding
the estimated cost of increasing services to meet the national targets. The additional average
increase of 5.4 million kina per year represents a 15% increase in preventive services
expenditures. Over the five years of the plan, these expenditures should save as many as
15,000 lives.

Preventive Services
(Kina*1,000)

-1994 1995 1996 1997 1998 1999 2000

Baseline preventive services i 30,216 34,047 ‘35,749 37,537 39,414 41,384 43,454
Support NHP family health targets 2,375 2,375 2,375 2,375 2,375
Support NHP disease control targets 2,500 2,500 2,500 2,500 2,500
Support NHP equipment targets 800 500 500 500 500
Total 30,216 34,047 41,424 42912 44,789 46,759 48,829

The assumptions used to estimate the costs and benefits of supporting the NHP provincial
and district targets with these supplements are summarized below:

Family Health: To achieve the NHP’s Family Health Targets, MCH
patrols must reach an additional 10% of the 800,000 households in the
country; cold chains must be maintained, aidposts and MCH patrols
need adequate drug supplies; and the MCH and aidpost personnel need
improved training and supervision. These require the following: 95%
of refrigerators must be functional; half of the proposed Human
Resource Development (HRD) training and supervision activities must
be funded; and half of the supplemental drug costs must be funded. By
achieving these targets, PNG will save approximately 1,600 lives
per year at a cost of 2.4 million kina per year.

11



Disease Control: The disease control targets require improved drug
supplies and clinical skills (especially in rural clinics); better
supervision of aidposts by clinic staff; and better supervision of clinics
by hospital-based health officers. This will require half of the
supplemental drug costs (on top of family health drug requirements),
and half of the HRD rural training and supervision budgets. By
achieving these targets, PNG will save approximately 1,100 lives
per year at a cost of 2.5 million kina per year.

Health Equipment: To achieve the clinic radio targets by the year 2000,
160 radios will be required in the first year, and the equivalent of 100
radios will be required each additional year to repair or replace old
radios. Radios will enhance clinical support, provide supervision, and
expedite drug and equipment orders and deliveries and orders. At 5,000
kina per radio, this will require 800,000 kina in the first year, and
500,000 kina per year after that. By achieving these targets, PNG
will save 200 to 400 additional lives per year, at an average cost of
575,000 kina per year

Curative Services

The cost of curative services are determined principally by the technical requirements of
maintaining hospitals and specialist services at approved levels. Again, these costs are
estimated by a combination of increasing the 1995 budget to adjust for inflation and adding
estimates of the cost of reaching curative services NHP targets. This represents a 21 percent
increase between 1996-2000. These costs are summarized below:

Minimum Cost Estimates — Curative Services, 1996-2000
(Kina*1,000)

1994 1995 1996 1997 1998 1999 2000

Vote 241 (hospitals) 38,927 41,670 43,754 45941 48,238 50,650
Other curative services 48,040 14,679 8,486 8,910 9,356 9,823 10,315
Total curative 48,040 53,606 50,156 52,664 55297 58,061 60,965

12



Medical Supplies and Equipment

The costs of sustaining drug supplies at historical levels are indicated in the next table.
Because most of the pharmaceuticals and supplies must be purchased overseas, these
expenditures are sensitive to the value of the kina. About a quarter of the 16,000 kina for
hospitals and clinics is to reestablish spending at levels that existed before the devaluation of
the currency in 1994.

Medical Supplies and Equipment
(Kina*1,000)

Medical Supplies and Equipment 1994 1995 1996 1997 1998 1999 2000

Aid post/MCH patrol requirements from

current budgets 3,500 3,500 3,500 3,500 3,500 3,500

Aid post/MCH patrol requirements from

supplemental budgets* 3,000 3,000 3,000 3,000 3,000

Hospitals’ and clinics’ curative services 11,500 16,000 16,000 16,000 16,000 16,000
Total 18,000 15,000 22,500 22,500 22,500 22,500 22,500

* Included in the Health Indicator Target Requirements

Of the 22.5 million kina needed annually, 6.5 million kina are earmarked for rural preventive
and promotive drug requirements. Hospital and clinical curative services drugs should be
procured only after these priority supplies are procured.

In 1995, barely half of this 6.5 million kina supported the rural preventive and disease control
requirements. Consequently, 3.0 million kina in supplemental drug costs have been added to
the budget for achieving the NHP targets.

Human Resource Development (HRD)

Half of the projected HRD costs are imbedded in the costs of achieving health plan targets for
preventive and curative services. Those HRD costs deal principally with improving clinical
skills and supervision of rural health workers. Additional HRD requirements include an
integrated system of human resource information, planning, and evaluation. This component
represents about half the cost of the HRD plans. These two components of the HRD costs
are budgeted as follows:

13



Human Resource Development

(Kina*1,000)
1994 1995 1996 1997 1998 1999 2000
Rural pre- and in-service training* 2,000 2,000 2,000 2,000 2,000
Human resource information, 3,000 3,000 3,000 3,000 3,000
planning and evaluation
Total 5,400 5,000 5,000 5,000 5,000 5,000

* Included in the Health Indicator Target Requirements

Other Health Services

Other health services includes support for church health services. While there is a need for
churches to better integrate their funding and delivery of health services, they remain a
principle provider of rural health services. Their budgets are set at their real 1995 levels so
that increases represent adjustments for inflation.

Church Health Services
(Kina*1,000)

1994 1995 1996 1997 1998 1999 2000

Church Health Services 13,700 14,385 15,104 15,859 16,652 17,485

Total Budget

These budgets add up to the following total expenditures:

1995 1996 1997 1998 1999 2000

Administration and planning 6,408 6,709 6,957 7,234 7,525 7,830
Preventive services* 34,047 41,424 42,912 44,789 46,759 48,829
Curative services 53,606 50,156 52,664 55,297 58,061 60,965
Medical supplies and equipment 15,000 22,500 22,500 22,500 22,500 22,500
HRD 5,400 5,000 5,000 5,000 5,000 5,000
Church health services 13,700 14,385 15,104 15,859 16,652 17,485
Less double counted supplemental funds 000 -5,000 -5,000 -5,000 -5,000 -5,000

Total 128,161 135,174 140,137 145,679 151,497 157,609

* Preventive services include 5 million kina in supplemental expenditures also counted as 3
million in medical supplies (immunizations, etc.) and equipment (cold chain), and 2 million in
HRD (in-service training and supervision).

14



The allocations among curative and preventive services are as follows:

1995 1996 1997 1998 1999 2000

samosnnas

Share of preventive services* 27% 31% 31% 31% 31% 31%

Share of curative services 42% 37% 38% 38% 39% 39%
* This share includes the double counted 5 million kina in supplemental preventive expenditures.

This shows an important one-time shift in allocation of preventive care resources at the start
of the plan. The true distribution of curative and preventive services will actually continue to
shift toward preventive care as hospital staff devote increasing portions of their time
supporting rural health services.

One positive conclusion is that this level of total expenditure meets the national targets and
falls within the range of the estimates of future health sector funding. However, these costs
are on the high end of the probable range. To use 1996 as a point of comparison, the current
best estimate is that the total national health expenditures should be 115 to 120 million kina
(this assumes the 22 million of transferred health functions will receive funding). Achieving
targets for the NHP is estimated to cost 135 million kina in the same period.

A second conclusion is that funding to meet the priorities of the NHP will shift resource in
the desired policy direction. If this pattern of allocation and expenditure is followed, funding
for preventive services will increase and funding for curative services will fall below the 40
percent maximum set in the NHP. If this is achieved, the health sector budget should produce
improvements in both equity and efficiency.

Planning for Contingencies

Background

Government expenditures on health programs rarely equal their targeted levels.
Consequently, the Department of Health should be prepared to respond to budget shortfalls
or windfalls in ways that ensure the priorities of the NHP determine resource allocation
decisions. This will occur if the equity and efficiency criteria are used to determine budget
reallocations. How to do this falls under four scenarios: 1) small increases in available
budgets; 2) small decreases in available budgets; 3) large increases in available budgets; and 4)
large decreases in available budgets.

1. What to do with small increases?
Small increases should be spent on programs that prevent infectious diseases in rural
areas. A second message is that increased funding should not be used to support

additional personnel. Because it is difficult, and costly, to reduce the size of the health
system workforce, any increases in personnel implies an increase in ongoing costs. This
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introduces the risk that later reductions in funding must be taken from necessary goods
and services.

2. What to do with small decreases?

Procurement of drugs for curative care can be reduced with minimal impact on health
status. This, however, is only possible if low priority drugs can be procured through
private channels and sold through the hospitals. To anticipate this, hospitals and clinics
should rank drugs according to which can be sold. Private pharmaceutical firms should be
alerted to this strategy, and should be notified immediately when Department of Health
pharmaceutical budgets will not reach targeted levels. An alternative strategy is to permit
private pharmacists to operate in hospitals. This may provide a more reliable source of
common drugs and would enhance revenue for the hospital.

3. What to do with large increases?

Large increases in health sector funding can be a windfall for those benefiting from the
increases. But, as with the small increase scenario, the program spending should minimize
future recurrent expense. The strategy for choosing how to plan for large financing
windfalls should include:

a. Choose interventions that have the greatest impact on the most common
infectious diseases;

b. Choose interventions that can be effectively implemented as one-time
mvestments/ improvements;

c. Select interventions that impose a minimal funding burden on subsequent budgets.

Several activities meet these criteria. These include local vector reduction efforts and
physical investments in facilities and other capital. PNG should take the opportunity to
build or replace capital stock that reduces the cost/increases the effectiveness of (rural)
service delivery with the erratic component of national budgets.

4. What to do with large decreases?

Large decreases in budgets should consider that lost health cannot be recovered later on.
Moreover, short term health outcomes define long term health, particularly for women
and children. The following strategies should then be undertaken:

a. Protect high priority projects — immunizations, MCH patrols and other rural
preventive activities must not decline. It may be necessary to pre-fund some of
these high priority interventions, to ensure that the necessary resources are
available, despite shortages throughout the sector.

b. Protect vulnerable populations - women and children’s health must be protected
at vulnerable stages of their life (pregnancy and infancy). This might be done
through intensified targeting and nutrition programs aimed at these groups.
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Set policies for hospitals to increase fees and cost recovery beyond existing

levels.
. Delay physical and human capital investment programs on a temporary basis until

expenditures return to normal levels.
Solicit targeted funds from donor agencies for the most vulnerable populations.
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III. RECOMMENDATIONS FOR IMPLEMENTING
THE 1996-2000 NATIONAL HEALTH PLAN

Conceptually, implementing the NHP has two components. The first component is the
initial communication and dissemination process, in a sense, the “marketing” of the national
health plan. The second component is the ongoing implementation and the monitoring and
evaluation activities. This includes the annual implementation plan, with details of timing,
staffing, and budget, that converts the priorities into programs that are the day to day
responsibility of all health workers. It also includes continuing support for preparation of
the annual implementation plans and a formal monitoring and evaluation process.

Communication and Dissemination: “Marketing the NHP”

The communication and dissemination component has the objective of informing all health
workers. Concurrently, it should also inform the public of the priorities of the five year plan
and the strategies for achieving the plan objectives. To date, the NHP development process
has made a successful effort to communicate with the regional and provincial health leaders.
It has not, however, reached out to the majority of health workers or to the public.

The final NHP will be a thick, three volume document that most people will probably not
read. Therefore, alternative communication strategies must be devised. Given budget
constraints and the difficulty of reaching people, a modest, but two part approach led by the
DOH would be the minimum recommendation.

The recommended first stage would be communication of the priority programs and
objectives to the national health community. These activities would be led by DOH and in
particular, by the Minister and the Secretary of Health. They could include a formal
announcement and press conference. All health workers could be informed through a
summary in the recently established newsletter. Another mechanism would be to prepare a
short brochure or pamphlet, preferably in English, Pidgin, Motu, and other languages, that
could be distributed to all health workers. A more elaborate approach would be for the
Minister, the Secretary, and Senior Executive Management at DOH to hold a series of
regional or provincial “press conferences’ to personally announce the adoption of the NHP.

Depending on the level of detail, a brochure for health workers might be appropriate for the
public and could be distributed through the health centers, subcenters, and aid posts.

Another approach would be to summarize the message in posters, calendars, or other printed
items. A more ambitious program would include television, and in particular, radio
broadcasts. These “public service announcements “ should be considered an investment in
informing the public and supporting the decentralization of decisionmaking to the district and
local level governments. They would also be a “test” health education program.
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The second recommended stage of communication and dissemination would occur later and
should be more specific. This second stage would be led by the provincial and local
government level health staff and focus on the health objectives for the people in that
province. This dissemination and communication would also target both health workers and
the public. Its message would be details of the programs and objectives that are part of the
provincial implementation plans . For example, instead of stating the general objective of
increasing immunization coverage, the second stage would state that the provincial goal is to
have all districts with at least 70 percent coverage in the next two years or to improve the
water supply in fifteen villages. Obviously, such specifics would be a valuable precursor to
the promotive and preventive health education activities that will be a core element of
implementing the NHP.

Annual Implementation Plans

The major difference in the implementation strategy for the 1996-2000 NHP, compared to
the implementation after the 1991-1995 NHP, is that the national department, the provinces
and districts will submit annual implementation plans. There is one National Health Plan, but
21 implementation plans for 20 provinces and the DOH to detail how this will be
accomplished.

These implementation plans must be practical and brief. To assure that they are not merely
exercises that are prepared annually but never used, they must be linked to both the budget
and a monitoring and evaluation process. This does not mean that the plan will change
depending on level of funding. The goal is to develop an implementation plan that is guided
by the priorities of the national plan and which clearly describes the programs to achieve
those objectives.

The focus should be on the provincial and district implementation plans. These
implementation plans then become the proposal to lobby and negotiate for the funds that will
be distributed at the local level. The actual amount of funding will not determine the
priorities, but of course it will affect how many of the priorities can be effectively supported.
The strategy of the DOH is that such preparation will improve the probability that
provincial and district health departments will secure adequate, and even increased levels of
health budget by advance preparation and clearly defined objectives.

This concept is illustrated in the NHP Annual Planning and Budget Cycle diagram which
shows that the provincial annual implementation plan is preparation for the national budget
cycle (see Figure 1).

The challenge for the DOH and the provincial health administrators is to develop

implementation plans that allocate resources and implement programs in a manner which is
driven by the values stated in the national health priorities.
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Figure 1
Annual Planning and Budget Cycle

The ongoing implementation strategy (at the time of this writing) has three parts. The first is
the introduction of provincial annual implementation plans that are linked to NHP priorities
and program standards. The second is the activities that support effective implementation—
the workshops, training and supplies that assure that the implementation plan are developed
and actually used. The third part is the DOH role in ongoing monitoring and evaluation. This
includes oversight of the annual implementation plans and national assessment of progress
toward NHP program priorities and targets.

The implementation guidelines outlined in this section is a proposed process that will depend
on the establishment of provincial and district level health management boards. There have
been no serious objections or criticisms of this structure or the proposed division of
responsibility between national, provincial, and local level governments. Although the new
Organic Law on Provincial and Local Level Government was passed in June of 1995, the
legislation implementing the reforms for the health system has not been approved by
Parliament. For purposes of this technical report, it is assumed that the legislation will be
accepted as it has been proposed. However, it is critical that the legislation be put in place
shortly.
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Under the legislative proposal, the National Department of Health retains responsibility for
policy and standards setting and selected programs that are designated as national priorities.
Hospitals, which have recently been given a separate budget vote and are establishing
independent boards, will gain increasing autonomy. Primary responsibility for design,
implementation and daily oversight of promotive, preventive and acute care services will rest
with the provincial and local level governments.

The 21 brief implementation plans for this NHP will be prepared each year from 1997 to
2000. Because this is a new process, there will be a period of adjustment. However, over the
period of the NHP, the annual implementation plan process will become familiar. The
districts and provincial health workers will become more skilled because these
implementation plans will establish a process to:

» Improve the ability to monitor a variety of health indicators
+  Shift resources to priority programs

» Standardize budget and financial reporting

» Correct problems that are identified

» Link local level performance to the national budget

The process for developing the annual implementation plan has five components:

+ Communication and coordination between the National and Provincial Departments of
Health.

* Program priorities guided by the 1996-2000 National Health Plan

» Implementation based upon resource needs and constraints

»  “Bottom Up Approach” to planning and resource allocation

* Monitoring and evaluation based on standard health indicators

* Linking health indicator performance to future budget allocation

Communication and Coordination

The Department of Health intends to strengthen communication and coordination by
expanding the staff and technical skills of the regional and provincial program liaisons, by
assisting provinces in the implementation of the new Organic Law as it relates to health, and
by acting as an advocate for provincial health concerns in Parliament, with the Department of
Finance, and with donor agencies.

The DOH proposal submitted to the Department of Personnel Management abolishes the
Regional Health Extension Units. Instead, it will place a regional epidemiologist in closer
contact with the provinces by moving the person to a physical location that is either within a
provincial health administration office or a hospital. Program support to the provinces will
be the responsibility of each Division within DOH (i.e., preventive and promotive programs
will have a health education liaison).
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NHP Policy and Program Priorities

The annual implementation plan must allocate resources and promote programs that reflect
the priorities of the 1996-2000 National Health Plan. While the NHP establishes priorities
and objectives to be achieved at the national level over the five year period, the annual
implementation plans must set the year to year targets that will allow them to reach the
national standards.

Implementation within Resource Needs and Constraints

The annual implementation plans must set realistic targets. While the national objective is to
reach a target level, it is impossible for all districts to attain those levels. Those districts that
are below average should set targets to reach at least the current average performance level.
Those that are at the national average levels should demonstrate further improvement and
attempt to reach target levels. Those that are at or near national targets must maintain, and
possibly improve performance.

Another implementation guideline is that the priorities should apply to all districts and
provinces, and especially to those that have measures of health status below the-minimum
standard. Low performance should be interpreted as an admonition to focus health programs
more narrowly, to increase resources for programs that will achieve the greatest
improvements in health, and if necessary, to discontinue programs, at least for the short term,
which will not lead to substantial improvements in health status, improved quality, or better
outcomes.

Bottom-Up Approach to Planning and Resource Allocation

To increase health services to the rural majority and to implement the new Organic Law
requires that local level governments and their communities decide health allocations.

The proposed structure is District Health Management Teams. These will be established in
each district and report to the Provincial Health Board. They will be responsible for
consulting workers in the aidpost, health subcenter and health center to ensure that priorities,
particularly health promotion and preventive health services, will be supported. They will
also prepare annual budget submissions. This process will strengthen communication at the
district level and assist the District Health Management teams to present a unified package
for consideration at the provincial level. This should assist the Provincial Health Board in its
negotiations with the Provincial government for the health sector budget allocation and
increase the probability that the health sector maintains, or even increases, its allocation of
the social sector funds.
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Monitoring and Evaluation Based Upon Health Indicators

The monitoring and evaluation component is essential as part of the implementation
guidelines because it:

* Identifies minimum, average and target standards for health service delivery

* Provides management tools to help health administrators identify the strong and weak
areas of the district and provincial health systems,

* Establishes guidelines for the restructuring of the health care system; and

* Promotes human resource development

Meeting minimum health service delivery standards is the responsibility of all health workers.
These standards establish the baseline to tell health workers at all levels how well each
province and district is doing. Details of the monitoring and evaluation component are
described later in this section.

Linking Health Indicator Performance to Future Budgets

To be most effective, the implementation strategy must have a process for acting on the
performance results. This will be accomplished by using improvements or declines in the
health performance measures to make budget decisions. The health performance measures
will be used to make decisions on two levels. First, it will influence the allocation of budget
across health programs. Second, it will influence the level of total health funding.

Development of Annual Implementation Plans

It is not possible to introduce all of these implementation steps immediately. The following
describes the implementation strategy for the first implementation plan in 1997 and then
outlines how this process will be used in the later years of the plan.

Development of 1997 Provincial Implementation Plans

Both the National Department of Health and each of the twenty provinces will develop
annual implementation plans that will be tied to the national budget cycle. The goals and
objectives of the implementation plan will not change depending on the level of funding. The
priorities of the national plan that guide the provincial implementation plans apply for the
entire period. The targets and the allocation across programs may change depending on the
availability of funding and other resources.
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In 1996, the implementation strategy is to conduct planning workshops in each province
before the start of the 1997 budget preparation. The objective of these workshops is to have
district and provincial health workers:

* Understand NHP policy and program priorities

* Establish provincial and district targets for priority programs

* Complete budget forms to reflect program priorities

* Be prepared to influence provincial administrators for 1997 budget submissions

All workshops will be conducted by staff of the Policy Planning and Evaluation in DOH
working with regional staff and provincial health counterparts, usually the Provincial Health
Manager.

The process will begin in early May when the PP&E staff meets to plan the workshop
agenda and content. Working with selected staff, such as epidemiologists and financial
analysts, they will develop the implementation plan workbooks.

The provincial health managers and regional health staff will test the workbook and also be
trained as group leaders when they participate in a two day follow-up session. Then, using
teams composed of both DOH staff and the provincial health managers, a workshop will be
held in each province. In order to keep the workshops relatively small, meaning less than 20
participants, there will be two workshops in the four largest provinces: Eastern Highlands,
Southern Highlands, Western Highlands, and Morobe.

A diagram of the NHP Planning Framework is depicted in Figure 2. It outlines the workshop
process. Specifically, it shows how the goal, policy and program priorities of the NHP lead
directly to the Annual Implementation Plan Process. There are five steps needed to complete
a Provincial and District Annual Implementation Plan. These are to select priority programs,
set performance targets, identify activities to achieve the targets, budget, and ongoing
monitoring and evaluation.

The agenda for these workshops for a Provincial and District Implementation Plan is included
in Appendix II (see also Chapters 22 in Volume I). The product of these workshops should
be a brief annual implementation plan that identifies district and provincial program priorities,
sets targets, and defines program activities that meet the program priorities.

The participants will probably not complete the annual implementation plan in the two day
workshop, but they should get to the point of selecting priority programs and setting
performance targets based upon local level conditions. The standard program budget forms
will be introduced and provincial health budgets will be submitted in that form. It is hoped,
but not expected, that districts will also submit program budgets for 1997.
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NHP Planning Framework

relevant health management board, if it has been established) to prepare and submit the annual
implementation plan. Provincial health staff will assist with budget requests. Each regional

epidemiologist is responsible for liaison with provinces and must understand the local

government issues, politics, objectives, and constraints. These staff will also be responsible
for communication with DOH so that the national department is aware of the resources that
are available throughout the health sector.

There will also be a monitoring and evaluation component. The baseline will be 1995 and

1996 performance. Initially, this will be measured by using health indicators that are already
collected. Over time, more measures on the “performance card” will be added.
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The scores on the performance card will be compared to the targets that each district and
province sets for improving the health of its population. The difference between the
provincial and district targets and the performance card measurements is one indication of the
effectiveness of the health sector staff and services. This measurement provides a feedback
loop for further improvement and will be used to revise program priorities, targets, and
budget allocations for the next year.

Develop Annual Implementation Plans for 1998-2000

The implementation strategy will look for improvements in 1997 as the basis for the
implementation plan for 1998. And each year will be another step in the transition to
understanding and implementing the annual implementation plan process. Reaching the
national health care delivery standards may require the entire five year period of the health
plan. The “performance card” of health indicators will be the main tool.

Reaching the targets will be the responsibility of the Provincial Health Boards once those
authorities are established. They will work with the District Health Management Teams to
respond to the local health conditions, and to allocate resources where they are most needed.
District Health Coordinators will be responsible for converting local health priorities into
specific activity targets for each facility in the district. These Provincial Boards and District
Management Teams should be in place by the end of 1996 or early 1997. They will then
have an active role in monitoring progress toward standards and in preparing implementation
plans and budgets for 1998-2000.

Beginning with the planning for 1998, the implementation plan, performance card
measurement and budget process will become more tightly linked.

1. District and provincial health budget allocation should be linked to rankings on the
performance card. Recommendations for the total health sector budget will eventually
be linked to the amount of progress toward the provincial and district targets. The
period 1995-1996 will establish the baseline for reporting and the value of the
essential indicators for all districts. Currently, reporting remains well below the levels
necessary to base budgeting on achievement rates.

2. By the mid-term of the NHP, district and provincial health budgeting will be explicitly
linked to performance against locally established targets and standards. District health
staff will submit program budgets which can be aggregated to the provincial and
national level. With improved health information system data collection, budgets can
be compared to performance to evaluate how effectively resources are allocated.
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3. The DOH, in its policy and oversight role, would use the performance indicators to
make recommendations at the national level for national and provincial health sector
funding. The same information would also be used to approach donor agencies with
suggestions for where their assistance would be most productive. The information
could also be used effectively at the provincial budget level.

4 By 1999 and 2000 of the NHP period, a complete and effective monitoring and
evaluation system should be in place. Mechanisms will be established at DOH to link
performance to future budget support.

The Performance Card: Performance Measures and Health Indicators

The implementation guidelines propose two levels of indicators, one for the DOH and the
other for the provinces and districts. These standards are built around the five policy
priorities and focus on the areas that are the prime responsibility of each level of government.
Therefore, the health indicator performance card for DOH focuses on policy and standards
setting while the performance card for the provinces and districts focuses on rural health
services. In particular, the provincial and district performance card emphasizes indicators for
the priority areas of family health, disease control, environmental health, health promotion
and maintaining the health infrastructure. Both sets of indicators were selected because most
items can be measured with the existing reporting system and changes in the values will
reflect the ability of the health system to improve in the priority areas.

Using these performance cards reinforces the priority policy areas and helps to maintain
focus, but the approach also has limitations. These performance cards only look at activities
that can be measured and sets a single minimum number. Many of the health performance
indicators are not measured very well. The current reporting systems may be incomplete or
unreliable, or it may be that we are not currently collecting the necessary data. The limited
number of indicators means that many important programs appear to be ignored. Others may
remark on the bias toward rural and communicable disease indictors.

Despite these concerns, the importance of the performance card approach is that it retains the
focus on the national policy and program priorities. It sets minimum performance standards
and will allow comparison of performance over time and across the country.

The specific indicators are listed below. Appendix 4 provides the current classification and
status for many of the indicators. It is important to note that these performance cards set a
minimum score. Therefore, reaching these targets will not meet the goals of the NHP. The
progress required to achieve the NHP targets is also included.
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National Department of Health Performance Indicators

Minimum

NHP Policy Priority/Programme Priority Area Score (%)

Health Promotion and Education

*  Develop and implement one HP&E programme per year 100

. Percent of district level workers who receive HP&E in-service training per year 60

. Percent of months (by province ) that currently available health education materials 50
are available at district level*

Develop Staff Professional , Technical, and Management Skills

. Percent participation per year in clinical skills in-service training of health workers at 50
health centers, sub-centers and aidposts

. Percent participation per year in management and technical skills in-service training 25
of health administrators at DOH, regional and provincial levels

Reorganize and Restructure the National Health System

. Percent of districts that submit annual implementation 50

. Percent of districts that submit implementation plans with acceptable adherence of 35
standardized financial reporting

. Percent of provinces that show significant progress in shifting resources to meet NHP 50
priorities

. Percent health facility report completion rates 95

. Percent completion annual health facility survey 90

. Percent of Church Health Service facilities submitting acceptable standard financial 35
reports

. Percent of months per year (by province) that acceptable inventory of drugs are 100

available in health centers and subcenters

* Measurement to begin in 1997.
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Provincial and District Health Performance Indicators

Minimum National
NHP Policy Priority/Programme Priority Area Standard (%)  Target (%)
1. Family Health 50 70 M
Measles immunization rates 50 70 M
Triple antigen immunization rates 50 80
Tetanus toxoid immunization rates 50 80
Antenatal visit rates 25 50
Supervised delivery rates 4.5 9
Family planning new acceptor rates
2.  Disease Control
Tuberculosis treatment completion rates 60 80 M
Malaria mortality rates (*per 10,000 py) 20 10 MD
Pneumonia mortality rates (per 10,000 py) 30 25 MD
3. Environmental Health
Households with access to safe water 10 30 H
Households with access to safe excreta disposal 5 20 H
4.  Health Promotion
Facilities with health education materials 25 50 A
Health KAP survey scores for key preventive health 30 60 H
strategies
5.  Maintaining the Health Infrastructure
Equipment/supplies
Facilities with working radio/telephone 65 90 A
Facilities with working refrigerators 80 99 A
Facilities with working oxygen 80 95 A
Facilities with standard treatment manuals 70 95 A
Percent of months that an acceptable inventory of drugs M
is available in health facilities 40 65
Personnel quality
Facilities with 1+ supervisory visits per year 35 70 AM
In-service training participation rates 50 70 T
Diagnosis and treatment test scores for ARI/malaria 50 70 T
Monitoring system reporting rates
Monthly report 70 85 M

M = Measured through monthly reporting system.

A = Measured through annual facility survey

D = Discharge reporting system

H = Measured through Health and Demographic Survey 1996 then 1996 then mini-survey at NHP mid-term
review and year 2000

T = Measured through in-service training records.
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Maintaining Standards

A district scoring system will weight the scores on the performance card to categorize each
district into one of five performance groups. Calculation of the standards is and should
remain a function of the DOH. Calculations based upon available data are also included in the
tables that follow this chapter. Using these scores, provinces are classified into those that are
below minimum standard, at the national average, and those that are above target. The
classification that will be used in the future has four levels and is described in Table 3.

Table 3
Provincial and District Performance Group Definitions
Category Description
Grade A Model districts -- requires high performance scores in total and by all facilities in all fields
Grade B Good districts -- requires good performance scores overall and high performance scores by
most facilities
Grade C Adequate districts -- requires achievement of minimum standards in all five priority areas
Grade D Below standard districts -- below minimum standards in at least one priority areas
Grade E Failing districts -- below minimum standards in all priority areas -OR- ANY indicator
scores below the essential services minimum score

In the short term, the monitoring and evaluation will be performed by DOH, but over time as
the reforms of the new Organic Law are implemented, the monitoring will be a prime
responsibility of the District Health Management and Provincial Health Boards.

The Provincial Health Boards will work with the District Health Management Teams to
respond to the local health conditions, and to allocate resources where they are most
desperately needed. District Health Coordinators will be responsible for converting local
health priorities into specific activity targets for each facility in the district. The individual
health center, subcenter, and aidpost health staff will then have the responsibility to attain
the targets, or to propose a strategy that will ensure the attainment of the targets.

Special attention must be paid to those districts that do not meet minimum objectives. The
general structure of reporting for low performance areas will be:

1. District Health Coordinators will work with health workers to set targets for each
facility.

2. The facility staff must add written comments to regular reports. These will document

efforts taken to meet targets or identify the constraints that prevent them from
achieving the targets.
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3. Districts that consistently fail to meet minimum standards will be monitored by the
Provincial Health Board. Those districts must develop a plan which identifies the
standards that were not achieved, the constraints that have prevented their attaining
the standards, and propose a practical strategy and time frame for achieving the
standards. The correction strategy must be acceptable to the provincial health board.

4. The Provincial Health Boards must review district performance prior to preparation of
their annual budget.

5. Strategies for ensuring attainment of the targets based on facility and district
constraint reports must be incorporated into the budget submission.

Another important component of the monitoring and evaluation is timely completion,
submission and feedback of data. While the national standards will focus on the performance
cards (Appendix 4) administrators may wish to collect more detailed data or to analyze it in
different ways.

Support for Annual Implementation Plan Development

The two day workshops to develop the 1997 Provincial Annual Implementation Plans will
take place from May to June 1996. However, this short introduction is not sufficient to fully
train the provincial and district health workers or to complete the 1997 Implementation Plan.
In particular, the length of the workshop does not permit sufficient time for target setting or
preliminary program budgeting.

Development of the annual provincial plan, development of program budgets at the district
and provincial level, and other attempts to standardize procedures during the period of the
1996-2000 NHP will need additional support throughout the next five years, and in
particular, in the next two years.

The NHP sets policy and standards in four important areas:

1)  Health information systems: the collection and analysis of program data to collect
baseline measures and to assess the effectiveness of programs,

2)  Program budgeting: submission of budgets in a format that permits comparison
across programs, geographic areas, and over time,

3) Manpower: development of a personnel classification and job performance system,
including recommendations for skills and staffing levels required for various
positions, and

4) Infrastructure: standards for equipment and supplies to allow appropriate training
of technical skills, maintaining inventory and reducing amount of non-functioning
equipment.
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Health information systems and program budgeting are essential for the annual
implementation plan process and require skill at the local level. Follow up in both of these
areas, at the district level, is necessary.

At present, the plan is to introduce the standard health information system to all provinces
by the end of 1996. The critical component will be sufficient support to assure that it is
actually implemented. This includes accurate collection of the required data, submission in a
timely manner, and ability to analyze and interpret the data.

Program budgeting will be required at the provincial level for 1997 and will be implemented in
the districts in 1998. However, program budgeting has only been introduced as a concept
with blank forms. There has been no formal training for filling out the forms and
appropriately assigning costs to programs. This must be done if DOH is to link performance
to budgets and to advocate successfully for health sector funding.

Manpower standardization will be a responsibility of DOH. The Ministry has already
submitted a proposed staffing structure to the Department of Personnel Management. Once
a plan has been approved, the task will be to reorganize staff into the positions. This will
include a process of job definition, performance evaluation for those who are currently in the
position or wish to apply, skills training for those who wish to advance, and a personnel
tracking system to monitor all positions and activity.

Infrastructure standardization is primarily a technical process. It involves setting standards
for performance of supplies and equipment, specifying acceptable models, brands or other
features of the products, and assuring that inventory of equipment and parts is maintained.

All of these areas will need support to assure implementation of the NHP. Because of the
shift of responsibilities under the New Organic Law, the most immediate need is health
information systems and program budget support for provincial and district staff. This may
be in the form of additional workshops, special training of regional or provincial liaisons to
supervise information and budget submissions, and funding for computers, software, and
stationary supplies.

Both the manpower and infrastructure standards implementation must originate at DOH.
The manpower program would appear to have sufficient financial support from the Asian
Development Bank and AusAID donor funds. Both of these donors have announced
programs aimed at improving the clinical, management, and analytic skills of health staff. The
Asian Development Bank will also support the establishment of a personnel system to
develop a personnel data base, job descriptions and a performance evaluation process.

At present, the infrastructure standardization appears to focus on pharmaceutical supply and

distribution. Over the period of the plan, this must expand to encompass durable supplies
such as laboratory equipment, radios and refrigerators as well as more disposable supplies.
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DOH Monitoring and Evaluation

Another step of the implementation strategy is overall monitoring and evaluation by DOH.
This is listed as a priority of the NHP. A detailed monitoring and evaluation strategy has not
been developed.

Based on the experience of the recent national health planning process, there are two main
areas that must be emphasized. The first emphasis should be on health information systems
and data on the health needs of the population. DOH must carefully monitor submission of
data for accuracy and respond to problems or successes that can be identified through the
data collection. The second emphasis must be on regular assessment. If the annual provincial
implementation plans are successfully completed and improve each year, DOH will be able to
report progress toward national targets on a regular basis. The National Health Conference
would be an appropriate annual forum.

The 1996-2000 NHP was also aided by the Mid-Term Review and the special Ministerial
Task Force Report. The Mid-Term Review process should be repeated in 1998. It will
provide an early measure of progress and an assessment of whether programs are focused
effectively on the greatest health care concerns.

It will also serve as a formal way to begin planning for the next five year National Health
Plan. The national level assessment will be able to answer such questions as (1) were
priorities sufficiently defined and focused? (2) were budgets matched to program priorities?
(3) were resources allocated effectively to produce improved health outcomes? and (4) how
can the process be improved for the next planning period?
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IV.  STRATEGIES FOR FUTURE NATIONAL HEALTH PLAN DEVELOPMENT

General Planning Recommendations

Although it may be slightly premature to suggest ways to improve the process for developing
the NHP for the years 2001-2005, we are sufficiently through the process to highlight some
major issues. These include improvement in areas that were already identified in preparation
of the 1996-2000 NHP as well as issues that were highlighted during the NHP process.

1. Set Priorities: Relative to the prior health plans, the 1996-2000 NHP has been more
successful at setting priorities. Still, it is likely that it remains too ambitious. It may
contain more goals and objectives than can reasonably be funded; goals and targets
may be unrealistic relative to current measures of performance.

2. Build Consensus and Establish Ownership: The 1996-2000 NHP process has
received praise for building cooperation and establishing ownership. This is largely
through the leadership of the former Minister of Health, the Secretary of Health and
the Senior Executive management staff. Still, further improvements are necessary.

3. Improve Data Collection, Analysis and Dissemination: There is insufficient

information to adequately guide the planning process. This also means that
monitoring and evaluation will be difficult unless information systems are improved.

4. Improve Staff Technical Skills: Planning and management skills must be improved.
This is an issue at DOH that is evident as a result of developing the NHP. Because of
the decentralization under the new Organic Law, it is also crucial for the provincial
and district health staff.

5. Accelerate Process/Allocate Sufficient Resources to Complete the NHP: Sufficient

time and resource support must be allocated to the preparation of the NHP, the
annual provincial implementation plans, and ongoing monitoring and evaluation if the
NHP process and document is to be regarded as a useful activity.

Set Priorities

A major recommendation of the NHP TA Team is that the NHP focus even further and
reduce the number of goals and objectives. The 1996-2000 NHP is still probably too
ambitious for a five year planning period. Also, the targets that have been set for many of the
objectives may be unrealistic. Many were set based upon “where PNG would like to be”
rather than “how much can PNG improve relative to where it stands today?”

It will always be difficult to limit the number of programs and priorities. However, it is
possible, primarily with improved information system, to set more realistic objectives and
targets.
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Build Consensus and Establish Ownership

Again, there were major improvements involving a broad range of interested parties in the
development of the NHP. This is partly because the process had the advantage of both a
Mid-Term Review and a Ministerial Advisory Report that were completed shortly before the
NHP process began. The first NHP Task Force Subcommittees involved a slight
restructuring of the Ministerial Advisory Committees.

There are four lessons from this. First, both the Mid-Term Review and a broad based review,
which includes people outside of the national health system, should be conducted. Second,
strategies should be developed to increase the participation of health workers at all levels of
government, major constituencies such as donor agencies, the church health services, and
hospital boards. Third, the more that can be accomplished through such “pre-NHP”
development processes, the easier it will be to continue to involve a broad range of people

and to build the necessary consensus and cooperation. Fourth, the initial recommendations of
the NHP subcommittees or task force should be prioritized and specific.

The 1996-2000 NHP process attempted to get the NHP Task Force subcommittees to adhere
to a report format, to prioritize recommendations, and to develop resource plans and budgets
to implement the priority programs. The NHP TA Team assessment is that the process was
relatively successful in adhering to a format (adapted from the format established for the
1991-1995 NHP), improved the ability to set priorities, but generally failed at setting realistic
targets and linking priorities to resource needs.

Again, the lack of data limited the ability of the subcommittees to set realistic priorities or to
develop staffing and financial projections for effective program implementation. This will be
a follow-up activity for the 1996-2000 NHP, but value of the input would be improved if
task force members and other participants were provided with reliable data regarding the
health status and utilization characteristics of the population.

Improve Data Collection, Analysis, and Dissemination

Almost all comments on areas to improve the NHP development process return to the need
for more and better data collection, analysis, and dissemination. This need is recognized by
all levels of the national health system. However, it has not been given sufficient priority.

The major areas in need of improvement are:

1. Improve consistency and response rates for existing data collection systems. The
facility discharge data and the recently consolidated form for reporting activities that

were separately reported on the HS1 and HS2 should improve reporting credibility.
Reporting activities should also gain importance if DOH is successful in establishing
the ongoing monitoring and evaluation system that was outlined for implementing the
NHP and developing provincial annual implementation plans .
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2. Develop new data collection instruments. This includes a number of surveys
mentioned in the NHP, including an annual health facility survey and establishment
of a national health manpower database. The DOH must also work with other
departments, such as the National Statistics Office, to incorporate health questions
into national census and special surveys. With concern about levels of financing, it
would be particularly important to conduct a national household survey to assess
current levels of health care utilization and expenditures. Given concerns that the
rural population does not have sufficient access to health services, such household
surveys may be the only way to measure improvements in reaching all segments of
the population.

3. Financial data bases must be developed. The most difficult data collection task for the
NHP TA team was to assemble national budget and expenditure data. Collecting such
data at the provincial level was essentially impossible. This will only become more
difficult with the decentralization under the new Organic Law.

4. Improve staff technical analysis skills. A major difficulty in obtaining credible data is
that health facility and provincial staff do not have the training to collect data
properly. This is then compounded by lack of analysis training for regional and DOH
staff.

5. Upgrade and maintain information system. This must include establishing hardware

and software standards, installing reliable phone, fax, and modem communications,
and allocating sufficient budget to provide forms, print reports, and distribute
materials.

Human Resource Development: Planning and Management Skills

In the long run, training and skills development is a major issue for the national health system.
This is a priority area of the NHP and must be a focus for the Division of Policy, Planning
and Evaluation within DOH. The health planners must gain general and program management
skills, budget and financial analysis skills, and data collection and analysis skills. With
program and budget decisions decentralized, these skills must also be available in the
provincial and district health agencies.

Accelerate Process/Allocate Sufficient Resources to Develop the NHP

Both the 1991-1995 and the 1996-2000 NHP have been developed with technical assistance
support from consultants supported by donor agencies. The 1991-1995 NHP technical
assistance included a full time consultant for an extended period to draft the plan and support
for a series of planning workshops in each province. The donor support for the 1996-2000
NHP was more limited. It funded a technical assistance team with a health planner, an
economist and an epidemiologist for a total of approximately six man months. The DOH
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staff were responsible for establishing the NHP Task Force subcommittees and funded the
three day provincial planners workshop, the regional workshops in late August and the
November two day meetings attended by provincial health staff and donor agencies. Three
drafts of the NHP have been issued. The final version will probably print nearly 1000
copies. There is no guaranteed funding for the NHP Implementation activities, in particular,
regional workshops or support for preparation of the provincial implementation plans.

A long term goal is to develop the capability of DOH and the PNG national health system to
prepare their five year NHP without outside assistance. The current technical assistance has
probably improved that capability. If the priority programs of the NHP are effectively
implemented, particularly human resources development and support for the information
infrastructure, it is possible that DOH staff would have the skills to develop the next NHP
without outside technical assistance. However, this assumes significant improvements in the
two priority areas that were mentioned.

Also, to improve the NHP development process will require a larger budget than was
allocated. This is particularly true if efforts are made to increase participation in the
development process and there is a desire to follow up publication with an organized
implementation process. The immediate need is funding to support preparation for
implementation workshops, the direct expenses associated with such workshops, and then
the additional outreach and monitoring and evaluation activities.

Integrated Health Information, Planning and Budgeting Systems
I. Background

The existing PNG health delivery system is hampered by a range of difficulties. While many
of these difficulties are not new to PNG-isolation of the rural population, uncontrolled
disease vectors, low educational and economic standards of households—there is evidence that
the delivery of health care is worsening.

This evidence comes from both measures of health status and from anecdote and observation.
The factual evidence is seen in the deterioration of data reporting systems, lack of clinic
supervisory visits, and reduced MCH patrols. The anecdotal evidence comes from examples
of declines in professional motivation and morale. The clearest example is the response to the
1994-95 spending reductions. There were two different common reactions from health
professionals in the field. The first reaction, which is often credited to missionary staffed
clinics and sub-clinics, was to maintain important programs by finding ways to economize
their operating budgets, in order to maintain those programs that they considered most
important. MCH patrols and immunizations, perhaps on a reduced basis, have been
sustained despite the disappearance of transportation budgets and the reduced supply of
drugs and other critical materials. The second reaction, which is often ascribed to the civil
servant health professionals, was more fatalistic. Without the budgets for fuel, vehicle
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repairs, and other supplies, the programs that depended on these inputs slowed or stopped.
In the worst cases, health workers continued to collect a salary, but did not deliver services.

II. What needs to be done?

The National Department of Health must facilitate health care delivery in those areas where
the work is done effectively, and actively work to reorganize or replace the health delivery
management in those areas where it is not.

Such an active intervention requires an explicit, accurate and timely feedback mechanism. The
first priority is to simply identify those regions where most health sector resources are not
being spent on the delivery of priority health services.

Identifying regions that are not delivering services effectively becomes more important
because of changes that will occur with the implementation of the New Organic Law. It is
possible that districts or even provinces reduce the amount of social sector funding that goes
to health services or that they use health sector resources for construction or personnel that
may not lead to increases in health service delivery. Where health services are already
“underfunded”, reductions in health sector budgets will have little or no impact on the
delivery of priority health services. There must be a system to identify those areas where
health resources are being wasted and reallocate them more productively.

This feedback may have several other beneficial effects. These include:

a. Incentive effect: Those responsible for administering programs would know that the
succeeding year’s budget will depend on how effectively they can deliver this year’s
services.

b. Facilitating effect: Those who are able to effectively implement programs will be able
to work around budgetary constraints. Those who do a good job should have
adequate budgets to work with.

c. Red flag effect: Those districts that do poorly require special attention. In some
cases these districts may do poorly because of external influences such as floods,
volcanoes, political or social disturbances. Such circumstances will hinder the delivery
of health care services, but should not penalize the health care sector. In cases where
the cause is poor management of the sector resources, an effective feed-back
mechanism should flag those special problems.

III. How can it be done?
A positive budgetary feedback mechanism requires a highly structured set of budgeting and

planning processes and a complex hierarchy of data requirements. The structured planning
requirements are imposed by the tight time constraints of the national budgetary cycle and
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the desire to link the health budget submissions to a review by DOH. The annual budgeting
and planning and evaluation process is a year-round activity that adheres to the following
calendar:

August:
Final provincial and district budgets submitted for parliamentary review

October/November:
National budgets approved

November/December:
DOH, provincial and district plans and targets are revised, based on approved national
budgets

March:
Districts and provinces propose preliminary annual district activity plans and
budgets; DOH reviews previous year annual targets and current performance, sends
preliminary performance reviews to provinces and districts for comments and
clarification.

April:
Incorporate district plans and budgets with provincial plans, priorities and budgets,
give provincial feedback to districts

May:
Propose integrated district and provincial activity plans and budgets to Department of
Health

June:
DOH review provincial and district plans and budgets, and finalize performance
review comparing previous year’s annual targets to current performance. District and
provincial budget submissions considered in light of previous year’s target agreements
relative to performance record.

One of the critical components to this process is the development of specific, budgeted
district implementation plans. These plans need to identify the local priority activities that
should have the greatest impact on the local health status. The plans should also identify a
reasonable set of costs for implementing these activities, and where possible, a set of specific,
measurable achievements that can be used to evaluate whether the district successfully
implemented the proposed activities or not.

A second critical component to this process is that the provinces and districts see direct

effects of their efforts to follow the prescribed planning and budgeting activities. Districts
and provinces that initially follow the prescribed procedures need a reward system. They
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need to believe that the required efforts for this level of planning will be rewarded with much
better budgets than they would receive without the planning and budgeting.

A third critical component is that once provinces and districts have submitted detailed
activity plans and budgets, they need to learn that subsequent year’s budgets will actually be
influenced by how credible their first year projections were. This is done one of two ways:

1) ensure that all provinces and districts that fail to either achieve their agreed upon targets, or
to demonstrate substantial adherence to their previous year’s activity plan, will not be
considered reliable at the time of the subsequent budgeting cycle. Or 2) ensure that a small
but very visible number of districts that achieve their targeted activities are rewarded for their
efforts in the succeeding budgeting cycle, and that a small and equally visible number of
districts that failed to demonstrate their efforts lose substantial portions of their proposed
subsequent budgets.

The last critical component to this process is an information system that can be used both in
the short run and in the long run to ensure that the positive feedback system is based on
fundamentally reliable data. In the short-run, this implies that timely reporting of the existing
MIS data is essential. In the long run, the implication is that the existing MIS data be
routinely compared with reliable population-based data that provide credible estimates of the
broad performance of the health sector, that the number of districts that achieve their targeted
activities are rewarded for their efforts in the succeeding budgeting cycle, and that a small and
equally visible number of districts that failed to demonstrate their efforts lose substantial
portions of their proposed subsequent budgets.

No such data system currently exists. The current population-based reporting system hinges
on a pair of household surveys conducted each decade. These surveys yield provincial
estimates of infant mortality, and generally non-comparable measures of health sector inputs
and processes (MCH patrol coverage, immunization rates, assisted deliveries, etc.) The
frequency of verifying data is inadequate for routine evaluation of the MIS data quality.
Ideally, some population data should be available on an annual basis. A broad set of
population measures that can be used to evaluate the quality of the MIS data should be
collected at least three times per decade, and preferably four. This broad set of measures
needs to include data for measuring IMR, immunization rates, out-reach and extension
services, and the rates of health care provider attended deliveries. Population-based estimates
of self-reported illness symptoms, and health service utilization should also be included.

How these data are most efficiently collected should be responsive to the effectiveness and
reliability of routine data collection efforts. If the local health district officials can themselves
collect routine, population based data that can be occasionally verified with independent
sources (once or twice per decade for the most reliable districts), then a system of district
collected, standard measures could be used, perhaps on an annual basis. Districts that are
unable to demonstrate a reliable population based data collection capability should rely on
externally run regular surveys, conducted 3 to 4 times per decade.
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Summary

This final technical report considers potential budget contingencies, outlines an
implementation process, and suggests areas for improvement in developing the next National
Health Plan for PNG. Most of these suggestions are already incorporated into the NHP.
The challenge will be to adhere to the plan, to fund it out of the limited budgetary resources,
and to increase the skills of the staff who will be responsible for monitoring and evaluating
progress toward the goals and objectives of the 1996-2000 National Health Plan for Papua
New Guinea.

42



APPENDIX 1

Developing Annual Provincial and District Implementation Plans in 1996:

Draft Chapter 22 of the NHP
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CHAPTER 22

DEVELOPING ANNUAL PROVINCIAL AND DISTRICT
IMPLEMENTATION PLANS

The first step of the Implementation Strategy that was described in Chapter 21 is to
develop the annual implementation plans. There will be 21 implementation plans, one for
the National Department of Health and twenty provincial plans. The provincial plans will
include the implementation plans for each of the districts. The first implementation plans
will be developed from May to July 1996. As they will be the first implementation plans,
it is important to establish a formal, but flexible, framework. This framework requires
evaluation of past performance, a realistic assessment of current conditions and local
needs, and a future vision of what can be accomplished.

This chapter outlines the framework for the first implementation plans and provides
details of the provincial workshop agenda and contents. A similar process will be used
for the Department of Health implementation plan. More details on the workshop will be
developed in a workbook that will be used at each of the implementation plan meetings.

Basis for Planning

The first step will be to explain the national health planning process to the provincial and
district staff and to provide information that compares the local situation to the national
average and National Health Plan targets. In many ways, this process will duplicate the
initial national planning process.

Firstly, it must review current health conditions in the districts and province. This
includes outcomes and health status as measured by mortality rates, disease prevalence,
and trends over time. There will also be a review of those programmes and interventions
that can improve the health of the people. These include primary health care
interventions such as immunisation and antenatal care, early detection and treatment of
diseases, and assuring access to necessary medical care.

Secondly, the specific situation of the province and districts will be compared to the five
health policy priorities of the NHP and the targets that have been set over the plan period.
It will be important to communicate how these national policy priorities provide a focus
on certain programmes, but do not require that every province set the same priorities.

Thirdly, it will be important to review and discuss resource constraints. A major part of
this will be a review of national and provincial health budgets and the way they have
been distributed over time. The objective is to communicate the budget objectives of the
1996-2000 NHP. Specifically, we must communicate the expectation that over the next
five years budget allocations will shift to reflect the National Health Plan priorities.
Simple measures will include increasing the proportion of budget for (1) health



promotion and prevention, (2) rural populations, (3) goods and services, and (4) capital
and infrastructure compared to the proportion in personnel emoluments.

The background on health needs, performance and budget becomes the basis for
establishing the objectives of the provincial and district plans. These are driven by
establishing programme priorities and setting local performance targets. The programme
priorities must reflect the NHP priorities, modified by consideration of local health care
needs. Setting targets is driven both by current levels of performance compared to
minimum and national targets and by a realistic assessment of what can be accomplished.

The annual implementation plans will specify targets over the next year and for each year
to the end of the plan period. There will be targets for each of the outcomes and
processes that are listed in the health performance measures. New ones can be added if
they are justified by local health care needs and concerns.

The programmes that are selected should be those that will be important throughout the
five year period of the NHP. Therefore, they should not change very much in each of the
annual implementation plans. However, the ranking among programmes, and the annual
targets, may change from year to year. These changes will be based on an annual review
of the basis for planning: health care needs, performance indicators, and resources by
health.

The budget exercise for the first provincial implementation plan will be to allocate the
1996 budget and to outline the 1997 budgets to meet a number of objectives. These
budgets will be constructed in a number of different ways. The first will use current
budget reporting categories, including functional areas such as salaries or goods and
services. Another budget will use activity classifications. But, perhaps most importantly,
the implementation plans will include budgets that reflect the health policy and
programme priorities. These will include a more detailed budgeting for rural health
services. For example, there will be separate budgeting for health promotion, family
health services, environment and water supply, disease control, and health infrastructure
and maintenance. This will be reinforced by exercises which calculate the percentage
allocation of these budgets and measure movement towards the NHP budgeting
objectives.

Preparation of Annual Implementation Plans
Preparation of the first implementation plans will occur in a series of workshops. There
will be two stages, the first, the training of trainers, will involve national and regional
staff plus provincial health managers. In the second stage, these people will lead
workshops for district health coordinators and other provincial health staff.
Training of Trainers

* The training of trainers will occur over a three week period at a workshop

conducted in Port Moresby. The purpose will be:
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* To train Department of Health staff to conduct a two-day workshop on “How to
Develop Provincial and District Implementation Plans,”

* To develop a workshop manual that will guide trainers for future workshops;

* To ensure that Department of Health trainers conduct the workshops throughout
the country;

* To solicit feedback on implementation planning from Department of Health staff;
and

* To involve provincial health managers in preparation of local workshops.
This will begin with a small group at the Department of Health that will meet to set a
workshop agenda and write the training workbook. Comments will be solicited from
technical experts within the DOH and from the regional staff.
The workbook and workshop agenda will then be pilot tested with a two-day workshop
with provincial health managers as participants. There will be three objectives: 1) to
conduct a workshop, 2) to solicit comments on how to improve the workshop process and
manual, and 3) to prepare the provincial health managers to serve as workshop co-
leaders.
Based on these comments, the workshop agenda, workbook and presentation materials
will be revised.
Provincial Workshops
Two teams of Department of Health trainers plus Provincial Health Managers and
Regional counterparts will conduct a two day intensive course to train provincial and
district counterparts. There will be at least four provincial staff and two representatives
from each district.
The purpose will be to:

* Establish provincial and district ownership of the National Health Plan.

* Support the Department of Health role in planning and evaluation.

* Understand NHP policy and programme priorities.

* Set programme priorities and targets for provincial and district performance.

* Introduce standardised budget and financial reporting process.
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» Revise budgets to match health priorities.

» Improve communication and liaison among DOH, regional, provincial and district
health staff.

At the end of the workshop the local participants will have produced an annual
implementation plan with three components. These are:

+ Baseline health indicators and targets for each year of the 1996-2000 period.

* Programme priorities, strategies, and indicators that will be used to establish the
annual activity plans. The list will also identify key constraints requiring NDOH
input.

» Revised / proposed provincial and district health budgets.

Follow up to the Implementation Plans

This implementation plan becomes a document that will serve as the basis of
communication among health workers and with local government authorities, defines a
performance contract, and sets criteria for monitoring and evaluation.

There are three main audiences for the annual implementation plan. Most importantly, it
must be communicated to all health workers in the province and district. They will be the
ones with the day to day responsibility for achieving the health performance targets that
are established. The second audience is provincial authorities, particularly the elected
leaders, the provincial treasurer and others who are involved in budget and resource
allocation decisions. They must understand the objectives of the health sector and gain
confidence in the ability of the health workers to use resources effectively to improve the
health of the population. The third audience is the Department of Health. The national
department must understand the situation in each of the provinces and must be able to act
as an advocate for the health sector in the allocation of resources.

There must also be an implementation strategy to communicate with each of these
audiences. At the local level, this may be “marketing” summary brochures in the local
language, or seminars sponsored by the health staff. At the national level, it may mean
responsiveness to provincial and district concerns.

However, the most important communication strategy is with the people of Papua New
Guinea. If each level of government effectively implements its annual implementation
plan, there should be improvements in health service delivery and health outcomes. The
reward will be increased public confidence and support for the health sector.
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APPENDIX 2

Provincial Annual Implementation Plan Workshop Agenda
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PNG National Health Plan 1996-2000
Provincial Annual Implementation Plan Workshops
Agenda

Day One - Late Afternoon

Registration/Distribution of Materials 4:30-5:00
Introduction / Opening Remarks 5:00-5:30
Objectives of Workshop 5:30-6:00

Day Two - Morning

Registration 7:30-8:00
Session 1.

NHP Process for Annual Implementation Plans 8:00-8:30
Session II.

How is this National Health Plan Different?: Basis for Planning 8:30-9:30
Session III.

Goals and Priorities of the National Health Plan 9:30-10:30
Tea Break 10:30-10:45
Session IV.

Developing the Annual Implementation Plan

 PartI: Setting Program Priorities and Setting Targets 10:15-12:00
Lunch (To be Provided On-Site) 12:00-1:00
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Day Two - Afternoon

Session IV. (continued)

Developing the Annual Implementation Plan
» Part I: Setting Program Priorities and Setting Targets

* Group Work
Tea Break
Session V.

Developing the Annual Implementation Plan
» PartII. Activities to Achieve Program Targets

* Presentation
* Group Work
Dinner (Individual Arrangements)
Day Two - Evening

Session VI.
Preparation for Implementation Plan Presentation

50

1:00-3:00

3:00-3:15

3:15-3:45
3:45-5:00

5:00-7:00

7:00-8:30



Day Three-Morning

Registration
Introduction / Opening Remarks

Session VIIL.
Oral Presentation of Implementation Plans

Tea Break

Session VIIIL.
Workshop Leader Summary

Session IX.
Developing the Annual Implementation Plan
¢ Part III. Allocate Budget to Achieve Program Targets

Lunch (To be Provided On-Site)

Day Three-Afternoon

Session X.
Monitoring and Evaluation

Session XII.
Revise and Complete Implementation Plan

* Group Work

Session XII.
Group Discussion and Evaluation

Session XIII.
Next Steps and Follow-Up

Closing

Logistics/Per Diem Distribution
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8:00-8:15

8:15-8:30

8:30-10:30

10:30-10:45

10:45-11:00

11:00-12:00

12:00-1:00

1:00-1:30

1:30-3:00

3:00-3:30

3:30-4:00

4:00






APPENDIX 3

Implementation Strategy Workshops:

Timeline and List of Activities
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APPENDIX 4

Provincial Performance Card Based Upon Current Data
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APPENDIX 5

Trip Reports: November 1995 through May 1996

64






TRIP REPORTS: November 1995 to May 1996

There were three trips of the NHP TA Team between November 1995 and May 1996.
Overall, the NHP TA Team was involved in activities to complete drafts and the final
version of the 1996-2000 National Health Plan.

November 1995

Two members if the NHP TA Team, Ms. Susan Maerki and Dr. Jack Molyneaux, were in
PNG for most of the most of November 1995. The primary activity was completing an
edited draft of the NHP Volumes I and II and preparing for the donor meeting held at the
end of November.

Ms. Maerki and Dr. Molyneaux met regularly with the NHP Secretariat, composed of
staff of Policy, Planning and Evaluation and representatives of others divisions within the
Department of Health.

The primary objective was to finalize the format of the NHP, to edit the subcommittee
reports and to compile Volume II, Technical Data.

The Secretariat met two to three times a week throughout November. There were also a
number of meetings which presented recommendations to the Senior Executive '
Management Committee. Particularly with regard to the Table of Contents, the lists of
tables and figures, and chapters to be added.

It was during this period that a decision was made to add additional chapters on policy
priorities, the impact of the New Organic Law, and the implementation strategy. The
NHP TA Team provided first drafts of the policy chapter and the implementation
chapters.

It was also during this time that the national budget was being finalized. Dr. Molyneaux
worked closely with John Izard, a consultant within DOH, to track budget submissions
and the allocation between the DOH and transfers to the provinces under the New
Organic Law.

Ms. Maerki was more heavily involved in editing an production of the draft of the NHP
that was to be distributed outside and to donor agencies.

DOH held a two day meeting at the end of November to discuss the goals and objectives
of the 1996-2000 NHP. The agenda consisted of presentations by each of the major
donors describing activities that they are currently supporting, new projects, and
projections of donor aid. There were also comments by outside agencies, such as the
Department of Finance, on the status of the budget development and the impact of
national and provincial budget ceilings. The Secretary, Mr. Paul Songo, and other
members of the Senior Executive Management, presented highlights of the goals and
priorities of the NHP.
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March 1996

The NHP TA team returned for two weeks at the end of March 1996. In the interim, the
DOH had revised the November 1995 draft of the NHP and was working to finalize the
document for an April submission to the National Executive Council. The NHP TA
Team consisted of Dr. John Peabody, Dr. Jack Molyneaux, and Ms. Susan Maerki.

Throughout the two week period, the team met regularly with the senior Executive
Management to review changes to the NHP document. The overall division of
responsibility was for the NHP TA Team to draft new chapters or sections while the
DOH staff, and particularly, the respective divisions (Promotive and Preventive, Curative
Services, Administration and Policy, Planning and Evaluation) were responsible for edit
to their goals and objectives chapters. The other major objective was to come to
agreement on the schedule and format for the development of the implementation
workshop manual and the schedule of provincial workshops.

The NHP TA team produced revised or new versions of a number of chapters. These
included the Executive Summary, the chapter on Future Financial Resources for Health,
and the two chapters on the Implementation Strategy.

The discussion around the implementation workshops focused on two points 1) reaching
every province while keeping the groups small and 2) completing all the provincial
workshops before the national budget process began. Because the national budget cycle
begins July, this meant finishing the NHP, preparing workshop materials, and scheduling
the workshops in the four months from April to the end of July.

It was decided that the workshop manual development and workshop leader training
would take place in late April to mid May. This was timed to allow for completion of the
NHP. Formal approval by the NEC, and a formal “launching’ in conjunction with the
National Health Conference scheduled for the week of May 13-17, 1996. It was also
agreed that the initial manual development would be done with DOH staff who would
then serve as provincial workshop leaders. They would be assisted by the Regional
Epidemiologists and the Provincial Health Managers.

The Provincial Health Managers were scheduled to test the implementation workshop
manual in a two day workshop scheduled for May 9-10. Based on that feedback the
manual would be revised before the individual provincial workshops were held.

The other major event that occurred during the March visit was the resignation of Mr.

Paul Song as Secretary of Health. Dr. Puka Temu, previously the First Assistant
Secretary, Curative Services, was named as his replacement.
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May 1996

The NHP TA Team returned on April 30 for a three week visit. The team consisted of
Ms. Susan Maerki and Dr. Jeff Luck. The primary responsibility was to develop the
training manual that would be used in the provincial implementation workshops, to
conduct the first pilot workshop and to revise the workbook based upon evaluation of the
pilot workshop.

In the interim, DOH, under the new Secretary, had carefully reviewed the March 1996
draft of the NHP. Dr. Temu and his Senior Executive Management team had moved off-
site for two weeks to review the goals an objectives of the entire document. These
revisions had delayed submission of the NHP to the NEC. At the time of the NHP TA
Team arrival, the goal was to submit the entire NHP document for consideration at the
meeting to be held May 29th. Also because the NHP had been delayed, the national
Health Conference was rescheduled for the week of June 3rd.

However, development of the implementation strategy manual and the pilot workshop
remained on schedule. For the first two days, the NHP TA Team met with staff of
Policy. Planning and Evaluation and the other DOH staff who had been selected as
workshop leaders. Discussion centered on the topics to be covered during the two day
workshops and the important messages to be conveyed. At the end of the two days, the
group had prepared a preliminary agenda and estimated the time allocation for each
session.

For consistency, it was decided that the workshops should follow a format that was
guided by a formal presentation using overhead transparencies. This then allowed the
development of both a trainer’s manual and a participants manual which duplicated the
presentation overheads. The trainer’s manual included talking points for each overhead
while the participant’s manual included space to take notes.

The overall goal of each provincial implementation workshop was to have a first draft
implementation plan that could be used by provincial health staff to prepare the 1997
provincial health sector budgets.

To this end, the workbook agenda covered each step in the implementation plan process
and incorporated group exercises that would lead to selecting priority programs and
setting program targets for each year of the NHP. The budget exercise was eliminated
from the final draft of the manual. Instead, the standard program budget forms were
introduced and an example was prepared for those who wanted to complete extra work.

The planning group continued to meet every morning to review materials that were

prepared by the NHP TA Team. The final day was spent organizing the presentations for
the pilot workshop and staging a shortened run-through of the sessions.
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The pilot workshop was held May 9-10, 1996 at the Granville Hotel in Port Moresby.
Funding was available for one person from each province, plus regional staff, but some
provinces had asked to send additional people at their own expense.

The Secretary of Health, Dr. Temu, opened the workshop and stayed to answer questions
in an extended first session. Members of the SEM were present throughout both days.

The evaluation of the pilot workshop was consistent on three points: 1) the workshop was
valuable and generated enthusiasm for the priorities of the 1996-2000 NHP, 2) two days
was too short a period to cover all the material and 3) the priority and target setting
exercises required more explicit directions and work group time.

Because of the desire to conduct all the provincial workshops before the beginning of the
1997 budget cycle, it would not be possible to extend the length of the workshops. In
response to the second criticism, it was decided that the Regional Epidemiologist would
take the lead in preparing the calculations that were used for the target setting exercises.
Some workshop time would be devoted to completing the forms, but there was a desire to
assure that participants focused on choosing priority programs and setting targets for
those programs rather than doing the math that was required to calculate trends and rates
of change.

Based on this evaluation, the workshop manual was revised slightly. Directions on
completing the target setting and budget forms was moved to the appendix. Some other
small changes were made to the trainer’s manual that added more talking points to some
of the overheads. The NHP TA Team also prepared completed target setting forms for
the first two provincial workshops which were scheduled for May 16-17 and May 20-21.

The final task for the NHP TA Team was preparation of Volume III of the NHP. A late
decision was made to add Volume III, the Implementation Strategy, to the formal
submission of the NHP. This volume includes the final version of the Chapters 21 and 22
of the NHP which describe the development of the national and provincial performance
cards and the format for the provincial implementation plan workshops. The majority of
Volume III is a reproduction of the trainer’s manual that was developed for the
workshops.
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APPENDIX 6

Standard Health Budget Across all Levels of Government
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STANDARD HEALTH BUDGET
ACROSS ALL LEVELS OF GOVERNMENT

Accurate and complete information on health sector funding is an essential
management tool to monitor the implementation of health plans. This information is
also required to help direct internal resources where needed and to assist the
Government in programming outside assistance.

The decentralisation of responsibilities and authority in the health sector under the
reforms currently being implemented has, as a consequence, the muitiplication of the
budgeting process and spending authority to 89 Districts, the 20 Provinces and the
National Department of Health.

At this time, each of these three levels has a different budget structure. In addition,
a review of the 1996 budgets submitted by the Provinces and Districts has revealed
that few were able to adhere to their prescribed budget structure. It then becomes
very difficult to produce a national picture of health sector funding.

To improve upon this difficult situation, and to give the National Department of Health
the capability to monitor and manage comprehensive funding of the health sector, a
standard health budget, to be used at the District, Provincial and NDOH levels has
been developed. '

The standard health budget, comprising 10 programmes, reflects national health
policy and the nation’s priorities to improve rural health services and to shift
resources from curative services to preventive health care and health education.

The current budget structure from each of the three levels is reflected in the single,
standard health budget. The standard budget is, in fact, the least common
denominator of the three current budget structures. All three levels will find the
programmes and activities that reflect their roles and responsibilities.

The standard budget will provide the uniformity needed to produce a national picture
of health sector funding. It will also greatly simplify the budget process as well as
financial reporting.

The use of the standard budget form serves a two-fold purpose:

» To help you. The standard budget form may be used to draw-up a draft
budget prior to working out the details for the final budget submission to your
Provincial Legislature and the Department of Finance.

»  To monitor funding trends. The approved health budget should be carried onto

the standard budget form and a copy submitted to the Department of Health
so that national heaith funding may be monitored.
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With the 1996 - 2000 National Health Pian coming on line this year as well as the
implementation of the new provincial reforms, the time is well suited to implement
a standard health budget.

PROGRAMME DESCRIPTIONS
1. GENERAL ADMINISTRATION

The first programme applies to all three levels of Government. It includes both
recurrent costs and investment. The principal components of this programme are:

Recurrent Costs

Management & Administrative Services
Supervision

Health Information Systems
Management Information Systems

O 0 OO0

The above include personnel emoluments for all administrative staff and
administrative support staff, operating costs for all administrative offices
(utilities, communications, stationery supplies, printing, photocopying), travel
costs associated with supervision (vehicles, fuel, travel allowance, etc.), and
normal maintenance costs associated with maintaining well-functioning offices.

Investment

Administrative offices - new construction

Administrative offices - renovation / important maintenance
Plant and Equipment

Staff Housing

O O O o

The above investment items are limited to administrative functions only.
Projects funded through outside grants or loans should be correctly identified.
Facility / equipment should be named.

2. URBAN HEALTH FACILITIES

This programme applies to all urban health facilities. It includes both recurrent costs
and investment. The principal components of this programme are:

Recurrent Costs
0 Base / Provincial Hospitals

o} Urban Clinics
0  Specialist Services
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Investment

o O O o

Urban health facilities - new construction

Urban heaith facilities - renovation / important maintenance
Plant and Equipment

Staff Housing

Each urban health facility should figure individually. The above recurrent costs
include personnel emoluments for all medical staff and support staff, operating
costs for all urban health facilities (utilities, communications, office and other
supplies, ambulance costs, etc.), travel costs associated with supervision
(vehicles, fuel, travel aliowance, etc.), and routine maintenance costs
associated with maintaining well-functioning health facilities.

Specialist Services include foreign SMOs, and areas / facilities such as Mental
Health, NOPSE, etc.

Large investment items should be detailed by facility and/or type of equipment,
etc. Projects, grants and loans should be properly identified.

3. RURAL HEALTH FACILITIES

This programme applies to all rural health facilities. It includes both recurrent costs
and investment. The principal components of this programme are:

Recurrent Costs

o) Rural Hospitals

o} Health Centres & Health Sub-Centres

o] Aid posts

0 Church Health Services

Investment

o] Rural health facilities - new construction

o] Rural health facilities - renovation / important maintenance
0 Plant and Equipment

o) Staff Housing

Each government rural health facility should figure individually, except aid posts
which should be grouped. Recurrent costs include personnel emoluments for
all health staff and support staff, operating costs for all rural health facilities
(utilities, communications, supplies, ambulance costs, etc.), travel costs
(vehicles, fuel, etc.), and routine maintenance costs associated with
maintaining well-functioning health facilities.

Church Health Services should be listed seperately as a transfer.
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Large investment items should be detailed by facility and/or type of equipment,
etc. Projects, grants and loans should be properly identified.

4. FAMILY HEALTH SERVICES

This programme applies to the following services:

O O 0OO0OO0OO0OOo

Village Health Patrols

Village Birth Attendants
Community School Health Visits
Immunisations

Safe Motherhood

Family Planning

Nutrition

The above should include all recurrent costs associated with providing regular
extension services. ldentify as to activity or project and give funding source.
Provide adequate details.

5. DISEASE CONTROL

Covered under this programme are:

O 0O 0O O0o0OOo

Tuberculosis control

Diarrhoea & Cholera control
Leprosy control

Yaws control

Diabetes, Cardivascular Disease
Disaster Management

Malaria control

STDs / AIDS prevention
Typhoid control

Acute Respiratory Infections
Cancer prevention

Public Health Laboratory

O 0O OO0 0O

The above should inciude all recurrent costs associated with specific services
and/or activities in these areas. List individually. Identify as to activity or
project and funding source. Provide adequate details.

6. ENVIRONMENTAL HEALTH AND WATER SUPPLY

Covered under this programme are:

©C 0O O0OO0O0

Water supply

Waste managment
Quarantine

Vector control

Environmental health impact
assessment and management

Excreta disposal
Food sanitation
Occupational health
Housing

O OO0 o0
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The above should include all recurrent costs (ie maintenance) associated with
specific services and/or activities in these areas. List individually. Identify as
to activity or project and funding source. Provide adequate details.

Investments should be listed individually as, for example, the installation of
new water supply tanks / systems, by village or facility.

7. HEALTH PROMOTION AND EDUCATION

Covered under this programme are:

O O oo

Production of materials (print, video, etc.)
Distribution of materials

Radio / TV broadcasting

Public, school meetings / forums / expositions

Production costs will most likely be found at the national level but distribution
costs, radio broadcasting, meetings, forums, etc. will also be borne at the
provincial level.

Include all recurrent costs associated with specific services and/or activities in
these areas. List individually. ldentify as to activity or project and funding
source. Provide adequate details.

8. MEDICAL SUPPLIES AND EQUIPMENT

Covered under this programme are:

C O OO

Medicines & Medical Supplies
Medical Equipment

Distribution of Supplies & Equipment
Area Medical Stores

This is primarily a national function but some distribution costs may be met at
the provincial and/or district levels. Monitoring of medical supply availability
may also occur at the provincial level.

9. HUMAN RESOURCE DEVELOPMENT

Covered under this programme are:

6]
o
o

Pre-Service Health Training
In-Service Health Training
Specialty Training Abroad

This is primarily a national function. However, some projects may operate at
the provincial and district levels. Church run training centers should be listed
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as transfers. ldentify as to activity or project and funding source. Provide
adequate details.

10. SUPPORT SERVICES

Covered under this programme are:

o] Health Radio Network
o Research
o] Grants to Other Organisations

Distinguish between recurrent and investment costs (maintenance of radio
facilities as opposed to new equipment). Other organisations do not include
Church Health Services but, for example, NGOs and NPOs such as St John's
Ambulance Service, Red Cross, Susu Mamas, etc.

CHART OF ACCOUNTS

All public sector accounting must follow the Department of Finance chart of
accounts. In the standard health budget, all figures will also be assigned according
to the DOF chart of accounts, grouped as: :

items 110
items 120
item 135
Items 220
Other

Personnel Emoluments
Goods & Services

Other Operational Expenses
Capital Formation
Transfers + All Other

Each line item will be identified as either an Activity or a Project.

in addition, the source of funding for each line item should also be specified.

preliminary list:

National Funding, Administrative Support Grants

92a
92b

Provincial & Local Level Administration
Provincial & Local Level Staffing

National Funding, Development Grants

93a
93b
94

97b

Provincial Infrastructure Development
Local Level Gov’t & Village Services Grants
Town & Urban Service Grants

Special Support Grants

Mining Agreements

Provincial Funding from internal revenues

Donor funding: AusAID, ADB, UNICEF, JICA, etc.
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