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Health is fundamental to development. In Asia,
where the largest reductions in poverty have been
achieved, 30-50 percent of economic growth
between 1965 and 1990 has been attributed to
favourable demographic and health changes.?

Close linkages exist between maternal and child
mortality and morbidity, human development and
poverty.3 The first two years of a child’s life may
determine disadvantage and inequity for a lifetime.
During these years, nutrition is critical to
cognitive development, growth, freedom from
infectious diseases and survival.

There is extensive literature on the interventions
which can improve maternal and child health:
nutrition, hygiene practices, antenatal, birthing and
postnatal care, emergency obstetric and newborn
care, and prevention and treatment of common
childhood diseases.*

While such interventions are well known,
research into options for delivering them,
especially at the community and district level, are
less readily available. Political will and improved
resourcing are fundamental to achieving universal
access to interventions, but there are other
requirements.

A stronger focus on people is needed,
particularly improved human resources for
maternal and child health, and mechanisms to
make decentralised systems work.The latter is a
challenge in remote areas and involves trying to
bring services as close as possible to where
people live, while balancing the need to have
properly trained, responsible and skilled health
staff, improved coordination and supervision.

Good examples of progress in maternal and
child health are available from many parts of the
world, but examples in Melanesia have received
less prominence. Papua New Guinea (PNG), the
largest country in Melanesia, and the Solomon
Islands share many characteristics. They both
offer positive experiences that are also broadly
relevant to other Pacific Island countries, and to
similar, relatively small countries throughout the
world.

The purpose of this policy brief is to highlight
some examples of progress in PNG and the
Solomon Islands which are in need of continued
and increased support from these governments,
donor countries and Non-Government
Organisations (NGOs).
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PNG and the Solomon Islands: a snapshot

PNG has among the most rugged terrain in the
world. Only three percent of roads are paved and air
transport is often the only mode of transport. About
40 percent of PNG'’s population live in poverty.®
About 80 percent are living in ‘hard to reach’ areas,
limiting easy access to health services and creating
difficult logistics for outreach.®

PNG has a maternal mortality ratio of 733 per
100,000, making it the second highest maternal
mortality ratio in the Asia Pacific region, second only
to Afghanistan.” About 53 percent of mothers
receive delivery assistance from health professions:
nine percent from doctors, 40 percent from nurses,
four percent from midwifes.® The causes of maternal
mortality include postpartum haemorrhage,
puerperal sepsis, ante-partum haemorrhage,
eclampsia and anaemia. Fewer than 35.7 percent of
women are using modern family planning methods.®

The challenges for reducing maternal and child
mortality are many, including difficult geographic
access, fragile health systems, limited human
resources, weak financial governance and
management and poor service delivery in many rural
areas. This history has eroded trust in services,
raising social and cultural barriers and inhibiting
women’s and children’s access to care.

The encouraging news is that in recent years, child
death rates have decreased substantially. In 1990, the
under-five mortality rate was 94 per 1000 live births
and in 2006 it was 75."° The infant mortality rate has
dropped from 69 per 1000 in 1990 to 54 in 2006."
However there has been little change in neonatal
mortality.

These reductions suggest that many of the
interventions introduced in the last 10 years are
having an impact on child health in PNG.These
include the better coordination and integration of
child health programs, training for paediatricians to
be leaders of child health in their provinces, training
of child health nurses and improved vaccination
coverage — especially for measles.There have been
no deaths from measles reported in the past three
years.'?

The Solomon Islands is still recovering from civil
unrest between 1999-2003 which caused major
disruptions to the health system. Services are being
rebuilt but progress has been made in the area of
maternal and child health."

The under-five mortality rate has dropped from
121 per 1000 live births in 1990 to 70 in 2007."
The infant mortality rate has dropped from 86 to
53.° The reported maternal mortality ratio is 140
per 100,000 births, down from 550 in 2000.
Some 85 percent of births are attended by a
healthcare professional. '’

According to WHO, a reduction in childhood
mortality and morbidity from diarrhoeal diseases
in the Solomon Islands is attributed to the
improved status of sanitation, water supply,
personal hygiene and breastfeeding. A reduction in
mortality due to neonatal causes is attributed to
the improved status of maternal health services,
supported by improved paediatric care and
immunisation.’® The fall in maternal deaths has
coincided with the increased training and
deployment of midwives throughout the country
(see following example).

Accessing formal education is a major problem for
women, with only 17 percent literate.While school
enrolment figures for girls are increasing, they are
still among the lowest in the region.'

Significant disparity in services and outcomes still
exists between provinces, and current
interventions need to be supported and expanded
for improvements in maternal and child health to
continue.
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Examples of progress in PNG and the Solomon Islands

The following section uses case studies to highlight examples of progress in maternal and child

health ocutcomes, which could be expanded and supported by governments, donors and NGOs.
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Midwives and nurses frained in child health

A common factor among countries that have An important priority in the Pacific region is to
succeeded in lowering maternal and neonatal meet the existing shortages of human resources,
mortality rates has been the presence of skilled including trained midwives and child health
health workers — doctors, nurses or midwives — nurses.

at births. 20

Example: Solomon Islands Diploma in Midwifery




More training is but one element of addressing
the maternal and child health human resources
crisis in the Pacific. Providing appropriate support
and continuing professional development for
nurses, incentives for service in remote
communities, and safe housing and schooling for
nurses’ children, will all be required to sustain a
rural workforce. In many remote places in the
foreseeable future, it will remain difficult to attract
graduate nurses or midwives to work. In these
locations, properly trained and supported
community health workers can provide essential
maternal and child health services.

A further important consideration is the
approach taken by health workers once they are
practising in hospitals and clinics. PNG health
department research has found considerable
dissatisfaction among patients about the
information and service they receive including a
tendency to chastise pregnant women and
mothers. This has been reinforced by the recent
report of the Ministerial Taskforce on Maternal
Health in PNG.? In one study, fear of health
workers’ responses was identified as a major
reason for mothers of critically ill newborns not

seeking care.?* Nurses and doctors work under
difficult and sometimes extreme conditions, often
with poor resources and limited support. Staff
attitude and behaviour could be addressed within
health training curriculla, and through better
support for rural health workers. In many
provinces, it has become clear that demand for
health services, communication and health
worker morale are enhanced by outreach clinical
services and education between hospitals, district
health centres, local health centres and villages.
Such liaisons, providing opportunities for health
worker supervision and ongoing education, are
essential in a decentralised health system.

There are sometimes difficult barriers to
overcoming the human resource crisis. In PNG,
the Nursing Council has declined to register any
midwifery graduates for the past decade, as the
graduates did not fulfil the statutory (legal)
requirements for registration. One of the
problems was the lack of clinical experience
provided under the current course. At the time
of writing, the curriculum is being revised to
include sufficient clinical training: a timely and
urgent requirement.?®






Community-based health services

The majority of people in PNG and the Solomon
Islands live in rural areas and don't have close
access to formal health care.

Models of community-based services are multiple:

from village volunteers; formally trained
community health workers, midwives, nurses or
doctors within health clinics in communities; and
mobile patrols from health centres. There are
some currently disease specific community-based
models that may have broader relevance to the
care of chronic disease in the community.These
include the Directly Observed Treatment (DOTYS)
strategy for the management of tuberculosis.
Models are not mutually exclusive; several may
coexist for a strong community-based health
system. Community-based health care is not

synonymous with volunteers with limited training.

While some studies from south Asia have used
volunteers with limited (about 2-6 weeks)
training, in PNG, for example, Community Health
Workers (CHWs) have undergone |2 months of
training in a formal school with a standardized
national curriculum. While village health
volunteers is a model favoured by many NGOs,
and one that has received prominence in
published studies from south Asia, it is not the
model adopted by many governments.

Appropriate models of community-based health
services are particularly important to PNG
currently. The model currently proposed by the
PNG National Department of Health in their next
10 year plan is to employ registered nurses, or
community health workers who have undergone
12 months formal training — including training in
IMCI, immunisation and midwifery skills — to
deliver care in community health posts.These
were formerly called aid-posts, and in the 1960s
and 1970s provided health care to the majority of
PNG'’s population. Like aid-posts, the proposed
community health posts would be the lowest level
of the formal pyramidal district health system.

Mobile maternal and child health patrols and
village aid posts used to be a feature of health
services in Papua New Guinea, but these have
declined in the past 20 years.The reasons are
multiple: inadequate resourcing, difficulty accessing
funds through complex centralised channels, law
and order problems in some areas, deteriorating
road conditions in others, and lack of supervision
and support to community health workers. Some
provincial hospitals maintain outreach services. It
is notable that services are better and

communication between provincial hospitals and
district health centres function well where
multidisciplinary teams conduct visits.

10



Models of community health workers from other locations

Much of the evidence for the value of community
health workers in reducing mortality comes from
settings where neonatal and infant mortality is

very high. In these settings community-based care,

education and support are likely to have the
greatest impact on survival. Many key basic health
and social interventions are especially suitable for
delivery by community health workers and
through community support groups.The evidence
for this is particularly compelling for reductions
in neonatal mortality. More than 10 years ago,
Indian doctors Abhay and Rani Bang and
colleagues showed that home-based neonatal
care, including management of sepsis, is
acceptable, feasible, and reduced neonatal and
infant mortality by nearly 50 percent among a
malnourished, illiterate, rural study population
where neonatal mortality was very high.”* More

recently, it has been shown that neonates who
received a postnatal home visit had 34 percent
lower neonatal mortality, with most of the mortality
reduction in those who were visited within the first
three days after birth.”

Community interventions can encourage mothers in
seeking health facility care. In a cluster-randomised
trial in Nepal, where female facilitators formed
women'’s groups and led them in action-learning for
perinatal health (around the time of birth) there
were significant improvements in neonatal and
maternal mortality. Women within the intervention
groups were more likely to receive antenatal care,
give birth within a health institution with a skilled
birth attendant, and more likely to have a hygienic
delivery than were controls.?®




Traditional birth attendants

In the 1970s, difficulties in accessing skilled birth
attendants led the World Health Organization
(WHO) to promote the training of Traditional
Birth Attendants (TBAs), who were usually older
women living in villages. However, in 1999, WHO
concluded that there was no evidence that the
training of TBAs had led to reductions in maternal
deaths.2® In Pakistan, training TBAs and integrating
them into an improved health care system was
achievable and effective in reducing perinatal
mortality; and showed a plausible (though not
statistically significant) reduction in maternal
mortality.*®® In PNG, a qualitative study of

traditional (or village) birth attendants
undertaken in 2001 found that they were
motivated to help women in their community
but some stopped assisting because of family or
financial pressures or lack of support. Difficulties
encountered by the women included that they
were ill-equipped to deal obstetric
complications.®' An additional issue in the Pacific
is the effectiveness of volunteers. Even where
volunteers receive nominal payment, consistency
and accountability for tasks without regular
supervision may be lacking. *

Ofther successful community-based models

One specific model of community-based care that
is succeeding is the DOTS strategy for the
treatment of tuberculosis (TB). Having
community-based providers of TB medications
supervised by the formal health system has
proved to be the best model in countries
throughout the world. DOTS is working
effectively in PNG and the Solomon Islands. It
relies on supervision of providers, patient
support, good lines of communication, and
effective drug supplies. DOTS providers are often
respected community members, or in the case of
children, may be the child’s mother.

12



Summary

There is some evidence that the village-based
health worker model can increase community
participation, health seeking and knowledge, and
thus have an important role.They can have a role
in the recognition of serious illness, and facilitate
care seeking. In some countries they have been
shown to reduce neonatal mortality. In some
settings, they may improve maternal outcomes. In
targeted programs like DOTS, community delivery
of drugs can be highly effective in providing

ongoing treatment.Village-based volunteer
health workers will complement the community
health post or health centre model that form
part of a formal district health network, but
they cannot replace it. Strengthening the
community health services within the
government or church run health system will be
most crucial, with properly trained nurses and
community health workers.




Example: Begasin Bugati Rural Development Program

Family Planning

Access to family planning is acknowledged as a spaced births has been estimated to save the lives
key strategy to address maternal mortality. of two million infants and children annually.* It is
According to the Population Reference Bureau, it recommended that couples should wait at least
is one of the most highly effective and two years between the birth of babies.

cost-effective interventions. Preventing closely

14
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The age of a mother also increases the chance of
maternal death, with mortality rates for women
aged |15-19 twice as high as for older women.
Research suggests that pregnant girls aged 10-14
have a risk of mortality five times greater than
pregnant women aged 20-24.° In PNG, 30 percent
of maternal deaths are among teenage mothers.*

The report of the PNG Ministerial Taskforce on
Maternal Health states that fewer than half of PNG
women with two children want any more children,

and after the third child, the desire to have more
children drops dramatically. The report
recommends quality voluntary family service
provision be immediately strengthened as a primary
intervention and urges a target family prevalence
rate of 65 percent by 2020.*"

The following is an example of outreach services
involving data collection, where a key goal was to
improve the accessibility of family planning.

Example: The Solomon Islands Family Health Card

16
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Community Education and Support Networks

Men’s health education

Creating a supportive environment for maternal
and child health requires increased community
education and support networks for women and
children.

In many Melanesian societies, much of the decision
making in the family is the responsibility of men.
With targeted education and awareness, these
decisions could be better informed and potentially
save lives. Men are missing from many health

promotion activities which primarily target women.

The involvement of Melanesian men in the care of
their partners and children is needed through
deliberately targeted programs that counter
traditional gender barriers. This will encourage the
empowerment of women and family support for
the needs of children. Evidence has shown that men
are more likely to be engaged fathers when they
are included in their children’s lives, through the
support of families and friends, and when they feel
positive about themselves and their relationships. 42



In Makira Province in the Solomon Islands,
programs were undertaken to improve men's
education and awareness of reproductive
health. A decreased maternal death rate and
increased contraceptive prevalence rate has
since been recorded. Men’s health worker
training was developed through the use of
male peer educators. A separate male clinic
was established, men were included in
reproductive health decision making and were
encouraged to be nearby for the birth of
their children. These were part of broader
health programs for men. In Central Province,
men’s health programs were developed for
public servants, community leaders, politicians
and church leaders.

The factors for success that were identified
included taking services to where men are —
the workplace, markets, church, travel

Example: Reproductive health education for men: the flow-on benefits for
women and children

settings, ports, truck stops. It also involved
using trained male staff, providing out of
hours services, integrating reproductive
health male clinics with general clinics and
taking a holistic approach that included issues
of lifestyle, masculinity and community, as
well as health. It required support from
stakeholders such as churches and NGOs,
the health department and community
venues such as sports groups. An important
flow-on benefit for women and children was
the changed attitude project staff witnessed
in the men. After receiving the health
‘education, men were more likely to allow
their wives and daughters to attend health
clinics, a key issue for women and children
needing care. Sexual Health and Family
Planning Australia and the Australian
Reproductive Health Alliance have been
major supporters of these men’s programs.




Support Networks

Broader determinants are crucial to understanding
the potential impact of any intervention and the
obstacles to reducing child mortality. A recent
analysis of data from 152 countries found that gross
national income (GNI) per capita, female illiteracy
and income equality predicted 92 percent of the
variance in child mortality. ** In low income countries,
where most child deaths occur, female illiteracy was
more important than GNI per capita, and both were
more important than public expenditure on health.

A recent study from The Gambia showed that
community and social networks, personal support for
caregivers in the home, and financial autonomy were
more important determinants of child mortality than
access to health services. * This study found
non-traditional determinants for child mortality
included:




Strengthening Health Systems

Where maternal and child mortality are high,
health systems are likely to be poor. Dr Clement
Malau, PNG's Health Department Secretary, has
highlighted the urgent need to reinvigorate
primary health care and service delivery to
counter the country’s poor health indicators.An
additional $K4 billion is needed, on top of the
current health budget of $Ké billion. According to
Dr Malau, the system suffers from a lack of clarity
in coordination at the national level, lack of
delineation of national and provincial functions,
serious drug supply and governance issues, in
addition to poor human resource, budget and
asset management."'s

A new National Health Plan is under development
in PNG and is attempting to emphasise services
for the rural majority and urban poor, including the
trial of new community health posts as a means of
extending services. In response to the dramatic
increase in maternal deaths, the PNG Ministerial
Task Force on Maternal Mortality, was convened
late in 2008.The report of the taskforce
emphasises the critical role of health system

strengthening and states that decentralisation in
PNG has seriously compromised the quality and
functioning of health services including maternal
health.*’

The governments of PNG and the Solomon
Islands have recently refocused on child health as
a national priority. In response to the joint launch
in 2006 by WHO and UNICEF of the Child
Survival Strategy for the Western Pacific Region,
PNG and Solomon Islands Governments have
now both developed comprehensive Child Health
Plans. These plans have adopted the Strategy’s
focus on technical interventions, based on the
Lancet Child Survival Series, which emphasises
safe motherhood, neonatal care, breastfeeding and
complimentary feeding, micronutrient
supplementation, vaccination and the Integrated
Management of Childhood llinesses program.“® In
both countries this has been accompanied by
better coordination of child health services,
improved human resources and leadership in child
health, evidence-based policy development, and
reductions in mortality.



Even with imperfect health systems, there are
many examples of countries that have targeted
the most serious health problems in remote or
poor communities. Mexico has taken a pro-poor
approach to health care delivery, combining
vertical interventions with broad-based health
systems strengthening using a so-called “diagonal
approach”. This has resulted in marked reductions
in child mortality over the last 20 years. Tanzania
prioritised local level funding for interventions to
combat diseases affecting women and children,
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with marked reductions in mortality. Similarly, Peru
introduced new vaccines into the poorest areas
before trying to achieve universal coverage, and
Bangladesh and Brazil introduced the Integrated
Management of Childhood lliness strategy in the
poorest regions first.*

These examples illustrate the potential for targeted
approaches to the poorest areas and are in line
with the policy directions in PNG and the Solomon
Islands.
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The Integrated Management of Childhood lliness (IMCI)

The IMCI program promotes the accurate
identification of common childhood illnesses in
primary care settings, appropriate combined
treatment, and timely referral of severely ill
children. In the home setting, it promotes
appropriate care seeking behaviours, improved
nutrition and preventative care, and adherence to
prescribed treatment. It was developed by WHO
and UNICEF to promote an integrated and broad
response to child health needs.

Many countries have adopted IMCI with varying
strategies for implementation, levels of coverage
achieved, government commitment and external
support.While many countries have adopted IMCI
as a case management strategy, few have managed
to implement the community or home-care
components.

The results of the first randomised trial of IMCI
evaluated its impact on mortality and nutritional
outcomes.®? In 10 districts in Bangladesh, IMCI
proved an effective case management strategy,
improving standardised management of common
ilinesses, and increasing health service utilisation.
IMCI was also associated with increased rates of
breastfeeding and nutrition practices, and lower
prevalence of stunting.

Rapid improvement in child survival was seen in the

entire study area over five years.This was
associated with increases in rates of breastfeeding,

maternal education, sanitation, housing,
electricity and mobile phone ownership. In the
final two years of the study the mortality rate
was |3 percent lower in IMCI than in
comparison areas.Although not statistically
significant, this would be very substantial if
applied over a longer period and across the
whole country.

In many countries in the 1990s, the introduction
of IMCI was strongly funded by external donors,
with a focus on in-service training for health
workers in IMCI case management. Within the
last ten years, global donor support for IMCI has
waned, leaving health departments with a
commitment to often complex IMCI programs
added on to their maternal and child health
programs, often incompletely integrated and
now inadequately funded. Now there are even
more vertical programs focusing on individual
diseases, and even greater need for integrated
strategies for child survival.

In many countries, during the early period of
strong donor funding of IMCI, little effort went
into incorporating IMCI training in schools and
colleges of nursing, community health and
medicine. For IMCI to evolve into a sustainable
part of the health culture, program simplification,
and far greater support for health training
colleges and existing maternal and child health
systems must occur.






Increased access to primary and secondary education

Research shows the direct relationship between
girls’ education and reduced maternal and child
mortality.

Statistics show that for each additional year of
education achieved by 1000 women, two
maternal deaths will be prevented.>®* Reduced
maternal death rates are attributed to better
knowledge of health care practices, improved
nutrition, spacing of births and expanded use of
health services.*

Research shows the dramatic impact of maternal
education on child survival. In PNG there is an
inverse relationship between maternal education
and under five mortality rates *° as the following
table shows:

Educational Under-5 deaths/

standard 1000 live births
No education 95
Grade 1-5 79
Grade 6 I 63
Grade 7+ 45

These results are attributable to the fact that

educated mothers are more likely than illiterate
mothers to give birth in a hospital, seek out a
skilled health attendant for their birth, vaccinate
their child, breastfeed their children for longer, take
an ill child to a health centre and send their
children to school.

The report of the Ministerial Task Force on
Maternal Mortality in PNG has strongly endorsed
the PNG Government's recent decision to
introduce universal free primary education by 2010.






Conclusion

Strengthening health systems and improving
human resources for maternal and child health in
PNG and the Solomon Islands are critical goals, if
recent progress is to continue, increase and the
Millennium Development Goals for Maternal and
Child Health are to be achieved.

We strongly endorse the policy directions of the
PNG and Solomon Islands governments, and
encourage donor countries and relevant NGOs to
support these governments in the following ways:

» Strengthen support to health training schools
and colleges to increase the number of
midwives and child health nurses and increase
the number of community health workers with
midwifery and child health skills in both
countries.

* Support the initiatives contained in the
National Child Health Plans in both countries.

* Support government initiatives to reduce
maternal mortality in PNG, and build on recent
progress in maternal and reproductive health in
the Solomon Islands.

* Support expanded family planning.

* Advocate for free education for all children,
especially to improve school participation
among girls.

* Ensure that remote rural areas and poor
urban settlements with the highest rates of child
and maternal health problems are given priority
support, using appropriate, effective and
sustainable models of community-based health
care delivery.

* Support men'’s health education to redress the
gender imbalance in health education, and
promote positive effects for the health of
women and children.

» Support systems for birth registration and
mandatory reporting of maternal, neonatal and
child deaths, and systems for village-based data
recording.
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