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Abstract

In this thesis | explore the effectiveness andasnability of the Village Health Volunteer
system within the East Sepik Women and Childrerésalth Project (ESWCHP), Papua

New Guinea.

The ESWCHP is a well-established project that mtesia health infrastructure for primary
health care services in rural areas of the EasikS&@vince. The ESWCHP supports
Church Health Services, and village women who viglen(Village Health Volunteers) to
provide primary care in rural village settings. 2006, | undertook research to assess the
impact of the ESWCHP. The assessment showedufatpeople were very supportive of
the Project and that it had made a significantjtpesdifference to health in rural villages.
There was however, an overwhelming response torgésearch from Village Health
Volunteers (VHVs) with requests for a greater lesekupport from rural people and the
ESWCHP (in terms of training, payment, and statug] greater consistency of medical

supplies.

In this qualitative thesis research, | revisited #006 data using a combined theoretical
frame of gender and development, participatory hkgreent and Sen’s capability

approach. | developed a detailed method basedaledt’'s Social Relations Approach
(1994) to guide the process of interpretation, ysisland representation of memories,
notes, and data.

Through the analysis of social relations, | examigaestions concerning the effectiveness
of the VHV system in the face of escalating matedwath rates and epidemic levels of
HIV/AIDs, and its sustainability. The analysis sledl that the ESWCHP was facing
compounding gender inequalities that put sustaiitalof the VHV system at risk. The
analysis also showed that on the basis of key thaallicators, the ESWCHP health
infrastructure with its current heavy reliance od\W6 was neither successful nor effective.
Research is urgently needed to identify a sustéenaid effective model of rural health
care to address the rapidly escalating materndghdewl HIV rates of rural people in PNG.
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Acronyms and Glossary

ADB
AusAID
CBD
CHS
DFAT
ESCOW
ESWCHP or ‘the Project’
GOoPNG
MDGs
MM
NDoH
NGO
NZAID
PNG
PDoH
SCIPNG
SCNZ
SRA
UNFPA
VBA
VHV
VHW
WHO

February 2010

Asian Development Bank

Australian Agency for International Development
Community Based Distributors

Church Health Services

Australian Department of Foreign Affairs and Trade
East Sepik Council of Women

East Sepik Women and Children’s Health Project
Government of Papua New Guinea

Millennium Development Goals

Meresin Meri or Meresin Man

National Department of Health

Non Governmental Organisation

New Zealand Agency for International Development
Papua New Guinea

Provincial Department of Health

Save the Children in Papua New Guinea

Save the Children New Zealand

Social Relations Approach

United Nations Fund for Population Activities
Village Birth Attendant (a subset of VHVS)
Village Health Volunteer

Village Health Worker (a name sometimes used for VHVS)

World Health Organisation
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Glossary

Custom or ‘pasin bilong
mipela’

ESWCHP Office

Gender

Haus

‘in-kind’ payment

Kina
Meresin meri
Meresin man
Tok Pisin

Village woman

Voluntia

Wantok

February 2010

Cultural factors or customs (Korare, 2002)

This term is used to mean ESWCHP staff

‘Gender refers to the rules, norms, customs and practices by
which biological differences between males and females are
translated into socially constructed differences between men
and women and boys and girls. This results in the two
genders being valued differently and in their having unequal
opportunities and life chances.” Kabeer (2003, ppl6)

House

A payment received by the VHV in return for services. These
can take many forms such as childcare, working in the garden
(so that the VHV can take time to provide services instead of
working in her garden), money, food or other products. These
‘in-kind’ payments are generally negotiated between the VHV
and the person / family receiving the service at the time of
service. The value of the ‘in-kind’ payment is negotiated as
well and based on perceptions of the value of the service
provided by the VHV

Dollar or money

Medicine woman

Medicine man

Pidgin language commonly used across PNG

Woman within the rural village context whose role is perceived
to be largely reproductive: caring for children and family,
growing food, keeping house, going to market to sell produce,
wife to husband

In the context of this thesis, the term voluntia is used to mean:
volunteer — unpaid health worker whose services should be
rewarded by the community they serve (NDoH, 1991)

Friend or more literally, person who speaks the same dialect

and is from the same family group
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1 Introduction

This thesis provides two things. Firstly it prosgda very personal and cathartic review of
an impact assessment | did in 2006 on the EastkS&j@men and Children’s Health
Project (ESWCHP or ‘the Project’) in Papua New @ain | needed to understand what
went well and what didn’t, and why | was left wiimresolved questions, and a sense of
discomfort about the relations of power | had bfad# created through my presence and
through the way | conducted the research. Secoiidlyovides a documented example of
the application of Naila Kabeer's (1994) Social &eins Approach (SRA) to impact
assessment data within the context of a developmpeséct. As a result, it provides
insights and discussion about potential enhancesrtbat could be made to the ESWCHP
(and similar health projects) and allows for aigué of how | have applied the SRA (there
IS no available guide to the application of the S§vAthis thesis describes the approach |

have developed and followed).

As this thesis centres on the role of the Villageakh Volunteer (VHV) | will describe

what | mean by VHV. ESWCHP VHVs are generally womeéno are trained to provide a
range of curative and preventative health servi(gsengthening malaria controls,
immunisation, providing clean water, birthing kitsnproving family planning, and

promoting healthy living). VHVs undertake thesdiaties within village settings and

alongside their duties as women such as growind,foaring for family, housework etc.
VHVs are unpaid health workers, who are to be rqmmed for services by village
people through ‘in-kind’ payments (NDoH, 1991).

1.1 Structure of Thesis

Chapter One of this thesis sets the scene forebearch. It provides an overview of the
2006 research, the data and experiences, whicanatgsed in this thesis. In Chapter One
| also provide the PNG context and my personaltposility. These underpin this central

thesis question of the sustainability of the VHVdabof primary health care.

In Chapter Two | discuss the theoretical and cotuadrame within which the analysis
takes place; women, gender and development; peataiy development; and the
capability approach.

Chapter Three provides my research approach. ihb@porates the detailed method
developed based on Kabeer's Social Relations Agproa&Chapter Three also highlights
qualitative research methods that have been ussdpjoort the analysis and interpretation
and highlights limitations of this thesis research.
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In Chapter Four | discuss the institutional analysihis involves defining the institution
upon which the analysis takes place, considerimgdb and informal rules, who does
what, how decisions are made and who benefitsavé lelied primarily on transcripts of

VHV responses recorded as data in 2006.

Chapter Five provides the gender analysis and derssiofficial and unofficial gender
policies. The balance of sexes within the institutis also analysed.

Chapter Six provides reflective discussion arisiigm the analysis. This looks
particularly at gender inequality, its relationsh@ the role of the VHV and issues of
sustainability.  Chapter Six also explores issudfecting the effectiveness and
sustainability of the health infrastructure. Tloderof NZAID in ensuring that funded
programmes are effective in improving health outesns also discussed.

In Chapter Seven | provide options and recommernibrecto strengthen and improve
rural health care delivery and effectiveness. @vé&opment Intervention is provided as
practical culmination of the analysis and recomnag¢iotis. This provides a practical
example that could be used in the field throughigpation to enhance the freedoms
VHVS would seek to expand. Enhancing the freed&fl/s seek to expand could

provide a range of grassroots interventions tovi@aptoving rural population health.

Appendices F —J provide the detailed analysis coeditthrough the SRA institutional

analysis process.

1.2 Personal Positionality

In 2006 | was offered the opportunity of going asdaunteer for Save the Children to

PNG, to conduct an impact assessment of the ESW&3HFart of a research team. At the
time, the excitement of the assignment and thei@ilatation in which it was based, along

with the fact that the research framework had lreloped by those who had done this
many times before, meant that | did not take aofotime to consider the theories and
complexities of conducting research in rural PNGiad no specific research training, nor
had | specifically studied gender and developmensarial relations. | undertook the

research as a volunteer for a well known and egpeed development NGO, so felt ‘safe’
in the knowledge that they did research on thegmmmes regularly and knew what they
were doing. | did however, have the experienca laing career working with projects in

health and social settings, and establishing sfyaigrogramme plans and monitoring and
evaluation programmes based on research to ensyjeetpeffectiveness.

The experience that resulted was profound. | lokethg surrounded by locals and

immersed in the local culture, and was quickly d@blenderstand the local pidgin because
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of its similarity to the Nigerian pidgin | had ledras a child. 1 felt immensely privileged
to be able to travel widely with the research teamd to meet with locals within remote

East Sepik rural communities.

| enjoyed the research process, and working closdlly the research team and local
ESWCHP staff, and hearing about life as it waddoals. | resonated strongly with many
of the informal discussions with VHVs, which happdralong the way. Many VHVs the
research team met with highlighted the conflictytii@ced between the religious beliefs
they held (and the imbedded patriarchal institigiovithin the church, community and
family), and their need to expand the freedoms iwitheir own lives, which were largely
dominated by men. My own life has reflected simgauggles. Having been brought up
as a missionary child in Nigeria, much of my lifg¢airney has involved finding ways to
free myself from instilled religious beliefs alongth the associated patriarchal constraints,
to have the freedom of self-determination and toabke to build a better life for my
children and me. My life also reflected a workimgther...working to improve our lives
through studying and working, whilst at the sanmeeti attempting to be a good mother.
Again this was reflected by many VHVs who talkedlod difficulties they faced in trying
to improve their lives through training, volunteggior working, without faltering on their

other duties within their role of village woman.

Many aspects of life in PNG seemed similar to éiel remember it in Nigeria; particularly
the ever-present threat of violence, the vulneitgbdf women, children, the elderly and
the sick, and the power and control held by thasauithority such as the police and army.
These activated a range of memories and assumtdatuiorms that | had developed as a
very young child. The elements of power, who heldnd how it was wielded in PNG
seemed very familiar to me, so it is likely thaerd are a number of assumptions

embedded in my thinking specifically about power.

When | returned to New Zealand | was left with aga of memories and impressions; |
was unsettled by the impression that grew within thee somehow | had unknowingly
created unequal power relations through my presanddahrough the way | conducted the
impact assessment research. | was left with quesin my mind as to where the balance
was. | was increasingly unsettled by memorieshef YHVs of the rural village of
Kunjigini. Many of these VHVs had travelled moigah a day to meet with us; many
looked pale and exhausted, their children sickMye had conducted our research and
moved on without even providing the women with stnimg to eat or drink by way of
thanks. Although we as a research team learmt tieat experience and made sure we

were armed with plenty of food and fluid for womand communities we worked with
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from then on, | began to wonder if we had done shing wrong somewhere. Why, when
| reflected, did | feel all-powerful, and why thigluthe process, did the majority of women
seem powerless and yet were so keen to particthatethey walked for days to do so?
Such gquestions left me wondering about the gendéyedmics that were at play within
the research process, leaving me concerned thathsnl, without realising it, had done
something to compound existing power imbalancesad also left wondering, why did so
many women come to have their say? What was titttiey wanted to change and/or did

their just showing up to meet with us give them enamsome way?

Cornwall (2000) in the search for transformativeelepment, calls for an advancement of
capabilities, empowerment and participation alotgsi gender aware approach. She calls
for more attention to be paid to strengthening the capabsitof women — and men,
particularly those who are more marginal — to ast ‘makers and shapers,’ rather than
simply as ‘users and choosersind identifies a range of skills required to wavkh
difference: advocacy, conflict resolution and assemess training. She writes that °
more fundamental obstacle remains in the queseémitable development. The ethic of
participatory development and of GAD is ultimatalyout challenging relations of power
that objectify and subjugate people, leaving theithomt a voice. Yet the ways in which
‘gender’ is framed in both participatory and ‘gememwvare’ development initiatives
continues to provide a barrier to transformatiqp’ 27-28).

| found these three bodies of development thouitiet Capability Approach, participatory
development, and gender and development) resonatsticlosely with my own personal
philosophical position — a belief that people wemtaind will develop themselves in ways
that benefit them, and that people should be detdraecision making processes that
affect their lives. Because the health system swamtegral to life within the rural health
setting, and services were largely provided byagirs themselves (village women) it is
my belief that the views of village people shoulel ¢entral to project decision making
processes, and yet as this thesis shows they haviedst power and the least influence.
What continues to remain unknown is whether orlaoéls could offer solutions to the
issues they raised. This untapped body of infaonashould be of interest both to the
ESWCHP and funding agencies as critical to theréutlirection of the Project.

Improving the health of women, children and thaimilies, as the ESWCHP is trying to
do in PNG, is immensely complex and challenginge impact assessment | completed in
2006 showed without any doubt the positive imphetRroject has had on the lives of rural
people. However, there are many considerationsnwherking in such a diverse and
complex context, to ensure not only greatest affeness of kina spent, but to ensure that
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VHV’s lives are enhanced and not compromised by til@olvement in the ESWCHP,
and the services they provide.

Kabeer (1994) describes the roles of women and wiinin institutional arrangements as
being positioned through the gender relational etspef social relations (pp280). Kabeer
describes gender relations as being interwoventhrgdoroader set of social relations that
structure the division of resources and resporntdsl She describes many development
interventions as having been designed with the @atien that women would provide a
significant amount of the labour force, while attkame time denying them financial
incentives for their efforts. These interventidre/e perpetuated women’s marginalised

status and resulted in ‘dissatisfaction, confliodl @anmet targets’ (Kabeer, 1999, pp23).

When | looked back over the 2006 research and VeBpaonses | realised that Kabeer’s
description seemed to fit the ESWCHP. ESWCHP Vhise women volunteers who
provided both curative and preventative health isesv within village settings
(strengthening malaria controls, immunisation, pfmg clean water, birthing Kkits,
improving family planning, promoting health livingVHVs provided the bulk of the
labour resource with no financial incentive for mpiso. Instead they were expected to
rely on potentially inconsistent and inadequate maomity support. Many of the VHVs
had seemed dissatisfied and their responses @0thteresearch overwhelmingly called for
more support in terms of payment, medical supptresjing and status in the community.
| began to wonder whether the ESWCHP by design amded the very people it relied
on (VHVs) and if so, whether this had a negativepast on the Project’s overall

effectiveness.

| began to think about the expectations of VHVsnfrdoth the Project and rural
communities. VHVs were expected to be the frome-lhealth care providers in isolated
settings with little in the way of back up or suppimom other health care services. They
were expected to deal with the wide range of haatihes faced by rural people as well as
address the very high, rapidly escalating, matesteath and HIV rates. In the light of the
level of responsibility placed on volunteers; thdtural context VHVs lived and provided
services in, along with overwhelming requests frighiVVs for more support, | began to

question the sustainability of the VHV system.

These questions remained unanswered for me asANES in 2006 and grew as | reflected
on the experience and research process. It istiese questions that my central research

question grew.
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1.3 Central Research Question

The central research question that | have soughinswer with this research is: ‘Is the
ESWCHP health infrastructure, with its heavy rateion VHVs, sustainable, and effective

in delivering primary health care to rural peopleéhe East Sepik Province?

1.4 Aims/Objectives

| have sought to answer this central research ipmedty through the following

aims/objectives:

a. Drawing on Kabeer's Social Relations Approach, esplthe social and gender

relations embedded within the institutional arrangats of the ESWCHP

b. Identify issues of gender inequality and how thesffect sustainability and

effectiveness of rural primary health care prowvisio

c. Utilising threads of Sen’s Capability Approach, gradticipatory development provide
recommendations for reconsidering issues of suatdity and effectiveness and to

improve health care delivery to rural East Sepiggbe.

An important additional aim was to develop a patimethod from Kabeer’'s Social
Relations Approach, and to use this to gain newglns that had not become evident

through the 2006 research process.

1.5 Background to the East Sepik Women and Children’s Health Project,
PNG

Save the Children’s ESWCHP was designed to ‘pytlate an integrated, effective and
sustainable quality basic family health care deliveystem in rural East Sepik’ (SCIPNG,
unpublished, ppl).

The ESWCHP started in mid 1994, growing out of éhiretiatives dating back to the early
1980s. The first of these was the founding of addm Meri scheme 1983-1986 by a
British volunteer working with the East Sepik Coilreé Women (ESCOW). It aimed to
provide a basic health service, mainly first aidl aavisory, to remote areas in the East
Sepik Province. The second was a Community Bassttiliutors (CBD) scheme for
family planning, established by the United NatioRand for Population Activities
(UNFPA) working with ESCOW and the Provincial Dejpaent of Health (PDoH). The
third was a primary health care project aimed aaing village health development
committees that used participatory approaches dmpte a self-help health care ethic in
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the rural communities. This was established by IPDat lapsed due to lack of resources
and issues of dominance by male health workers ¢ttt Sem & Peutalo, 2006).

All three initiatives struggled as a result of mgement issues and difficulties in
maintaining strong linkages within organizationsneen Wewak and the districts with the
lack of a uniform volunteerism ethic. In 1993 ES@@sked Save the Children to partner
with them in an effort to revive the Meresin Merogram. Not long after this partnership
approach, the UNFPA abandoned their CBD projectchvhliowed Save the Children to
take over the effort. These events lead to thedbion of the ESWCHP. That same year,
the ESWCHP introduced Village Birth Attendants (V&A In the period from about 1995
onwards the collaboration between PDOH and ChuehltH Services (CHS) strengthened
while the linkage with ESCOW weakened (Save thddtém, unpublished; Underhill-Sem
& Peutalo, 2006).

The ESWCHP began as an initiative of a women’s grgast Sepik Council of Women,
with the early design bringing together the godlavomen’s empowerment and health
improvement. However, over time the ESWCHP hasedoaway from gender equality
and empowerment of women as one of its centralsg@dhderhil-Sem and Peutalo,
2006). The current goal of the ESWCHP is ‘to inyardbasic family health within East
Sepik rural communities’. To achieve this goag Broject objective is ‘to put in place an
integrated, effective and sustainable quality basialth care system in rural East Sepik
(Save the Children, unpublisiecop 2)'. Project success is measured againsty2 ke

outcomes:

» Changes in key family health, especially matermal ehild health indicators;

* Changes in family attitudes (and practices) towé&achily planning and health
prevention; (Save the Children, unpublished, pp 2);

delivered through the following Project components:

 Institutional capacity building (buildings, vehislepolicy development, management
systems and staff);

* Human resource development (strengthening manadeskiéirbase, training);

e Curative and preventative health services (straamgtly malaria controls,
immunisation, providing clean water, birthing kitgnproving family planning,
expanding the VHV network and servicesind

! ESWCHP Summary Version of the Phase Il Projeciémpentation Document

2 The PDoH Area Medical Supply office manages thelpase, storage and supply of medicines to the
ESWCHP Office (who continue to deliver medical diggpto some VHVSs); and to the CHS for their clgic
and to the VHVs they support. Ensuring the regu@epplies are available to CHS clinics and VHVis ia
critical aspect of ESWCHP coordination activities.
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« Community self reliance in health care (Village Hedevelopment committees and

strengthening the educational component of VHV ises).

The ESWCHP is one of a number of projects manage&dve the Children in PNG
(SCIPNG) as part of its PNG Programme. SCiPNGiveseNZAID funding via Save the
Children NZ (SCNZ), who act as liaison between $&and NZAID.

The ESWCHP works in partnership with the Catholituf@h Health Services based in
Wewak, the Provisional Division of Health, Boram dpdal and the South Seas
Evangelical Church based in Brugam. The ESWCHPno#ice is in Wewak, from

which ESWCHP staff travel from Wewak to rural CHffiaes and clinics and to villages

to support VHVs. The organisational structure ledé ESWCHP is shown on Figure 1

below.

Figure 1: ESWCHP as Defined in Project Documentation

National Department of Health Donor Programs

National Church Medical
Council

Donor Consulting Group

East Sepik Provincial
Government Provincial —— Provincial Health Board
Executive Council

Church Medical Council

Programme Co-ordinating
Group

]

Provincial Division of Programme Co-ordinating
Health Office

Church Health Services

District Health
Management Committees

Managers

District Administrators and Health Church Health Centres and Sub-

centres

Government Health Centres

Church Health Services Aid Posts
and VHV Programmes

Reference: ESWCHP Summary Version of the Project Implementation Document, pp 14

The ESWCHP is described by NZAID, SCNZ and othevettspment agencies as a

programme that works, and is so successful, thatay be extended elsewhere.

The
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ESWCHP has gained support from high profile NZ ggméins and officials, and significant
government funding through NZAID (Save the Childr@®04). The ESWCHP has
received and continues to receive significant fogdirom NZAID as one of its key

development interventions in the Pacific (SaveG@hédren; NZAID,www.nzaid.govt.ny.

The status of the VHV (as volunteer) is enshrinad government policy, Project
documentation and Project organisational strucamé hierarchy. Government policy
expects that these women will be paid ‘in-kind’ toeir services through an agreement
between the Project and the village elders (gelyeman) who continue to oversee their
work in the villages. The 2006 research showetlifihe VHV’s work was not perceived
to be of value to the elders, or the elders wegosed to it (as sometimes in the case of
family planning), ‘in-kind’ payments were often Witeld. Whilst volunteering, these
women also continue to conduct their usual respdigs as women: rearing their
children, growing food, keeping house, caring fanmbers of the extended family, going

to market etc.

Volunteers are known by various terms (VBA, Merddieri and Meresin Man, VHV and
VHW) but share volunteer status in that the positis unpaid and supported by the
communities the volunteer serves. Underhill-SerP&utalo (2006) argue that while the
NDoH National Standards for Volunteers describesattivities undertaken by VHVs are
those of the ‘voluntia’, the naming of grassrootsalth care providers as voluntia
highlights the shift of the ESWCHP from ‘well-undewod gendered PNG grassroots
health care providers to unfamiliar ungendered, roomty people working for
nothing...in effect making the women invisible’ (ppl6instead they propose that the
Project return to using Meresin Man and MeresiniNtemore appropriately identify the
status and responsibility these roles have in impgpoverall grassroots health care. |
have chosen to use the term Village Health Volun{@&HV) or the pidgin version
‘voluntia’ throughout this thesis as this was thert used by Project staff and because it is

the sustainability of this voluntia status thakplere in this thesis.

Approximately 80 percent of the East Sepik Proviisceural, much of it remote, without
road access (i.e. access by plane, boat or on fémthese areas, the only access to health
care for rural people is from VHVs, often withowtanby supports in the form of health
facilities, or hospitals. Without these VHVs, teavould be no ESWCHP, and yet their

participation in Project design and activities {sas evaluation) is not obvious.
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1.6 Papua New Guinea Context

PNG is located approximately 30km north of thedipgCape York, Queensland Australia,
and comprises the eastern part of the island of Meuwnea (abutting the Indonesian
province of Irian Jaya to the west) and a serieslahds including Manus, New Britain,
New Ireland and Bougainville (see Figure 2). PNGione to numerous chronic natural
hazards as well as the occasional acute disastetisn, on a scale greater than any of its
Pacific neighbours. PNG is situated on the bountf@tween the Pacific and Australian
tectonic plates resulting in eight active volcanaes regular earthquakes, tsunamis and
land slides each year (WHO, 2008).

With over 800 languages and approximately 5.3 amillbeople, PNG is one of the world’s
most diverse countries on the planet — geographichlologically, linguistically and
culturally. Parts of PNG are so isolated by eithgwographically forbidding terrain
(mountains or rivers) or dense forests that sondggémous groups have been able to
existed for millennia with little contact with oiders. Up to 85 percent of the country’s
population live in remote rural areas relying obsstence or small-cash crop farming to
sustain their livelihoods. Approximately three gt of the roads are paved making many
villages accessible only by foot or by river canaed travel between areas difficult and
expensive. Almost 97 percent of all land in PNGinsler customary ownership; either to
individuals or through clan ownership arrangemayaserned by land tenure systems
(GOPNG & UNIPNG, 2004).

PNG has three official languages; English, Piddiok( Pisin) and Motu. Many rural
people speak their own dialect along with one @s#hofficial languages (Bolger et al,
2005). The average life expectancy in PNG is S&ry@nd adult literacy is estimated at
approximately 52 percent. Social indicators anagaratively low (ranked 133 out of 175
countries in the UNDP Index) and the level of poyés increasing (GOPNG & UNIPNG,
2004).

PNG’s current population growth rate is currentlyl@ast 2.3 percent, resulting in a
doubling of the population every 30 years. Withpapimately 52 percent of the
population being female, and 40 percent of the [adjon under 15, this creates a heavy
demand on the young female population who bealattyest share of workload associated
with rearing children and caring for the extendaahify (Australian Department of Foreign
Affairs and Trade website; GOPNG & UNIPNG, 2004 jdgw et al, 2005; WHO, 2008).
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Figure 2: Map of Papua New Guinea
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Religion and Traditional Spiritual Beliefs

Churches play a significant role in PNG and in Eest Sepik Province. In the 2000
National Consensus, 96 percent of Papua New Gusndantified themselves as Christian
(Gibbs, 2002). There are four main groupings afirches in PNG. The Papua New
Guinea Council of Churches includes Lutheran, dathtnited and Anglican Churches
and others. The Evangelical Alliance includesAlpestolic, Baptist, Nazarene, Salvation
Army and a growing number of Pentecostal church@he Seventh Day Adventists
provide for a group all of themselves (Gibbs, 2002)

Churches in the 1980s introduced education, provitEalth and other services that now
either continue to be provided by the Church orehbeen taken over by government
institutions (Fountain et al, 2004). Many churchase built up expertise in the East Sepik
and provide health services. Within the ESWCHP tlarches provide the majority of
health services — the Catholic Church and the S8atts Evangelical Church.

Alongside Christian beliefs there continues to hidespread belief in magic, dreams,
visions, rituals and spells, blessings and misfa$y considered to be quite compatible
with Christianity (Thomas, 2002). Traditional l&## concerning physical and mental
illness are commonly centred on sorcery, witchgrgbirit possession, violation of social
norms and taboos (Koka, Deanne & Lambert, 20049438. Spirits and supernatural
agents are believed to cause illness when an thaavior a group has violated social
taboos or norms or have failed to fulfil culturallgxpected obligations (ibid).
Alternatively, illness caused by sorcery and witelficis often related to frustrations,
jealousy, anger and revenge or payback (ibid).ofiibriliness and death are almost always
attributed to sorcery (ibid), which has considegatignificance for health workers in PNG,
particularly those working with HIV/AIDs.

Stories of witchcraft, sorcery and torture, alonghwpeople going missing are not
uncommon. For example, Peter S. Kiffjgdan 3 2008) of The National, Papua New
Guinea media website describes his experiencetaggsing the torture of a young women
in a settlement near Mount Hagen, because it wasgtit she was a witch. The Age
reports that PNG's Constitutional Review and LaoRe Commission is drafting tougher
laws to combat the ongoing incidence of sorcersteel murders across the country,

through which at least 50 people died in 2008.

® http://www.religionnewsblog.com/20258/witchcraft-11
4 Jan 12, 2009, http://news.theage.com.au/worldfprigughen-laws-on-sorcery-killings-20090112-
7f2y.html
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Sorcery is commonly used to both explain the cadiskness and as a form of treatment.
Traditional treatment involves four main types @&ahling processes: medicines, spells,
rituals and counselling. The type of treatmentliappis dependant on varied beliefs
regarding the cause of the illness. Locals canveestern treatment as a cure for the
symptoms of an illness, with traditional treatmeséen as a cure for the cause (Koka,
Deanne & Lambert, 2004, pp29-30).

Religious and traditional spiritual beliefs may baserious implications for VHVs and
others involved in providing primary health serngda remote rural locations. In 1991,
Margaret Street presented a paper at a VBA workshoporoka, in the Highlands of
PNG. In her paper she summarised efforts acrasgeduarth attendant projects in PNG.
Of interest were the local beliefs surrounding mrakblood of childbirth and causes of
maternal death. Women attending childbirth in s@minces were then not able to cook
for men for a period of time, as the blood was sagrtabu with the potential to harm
health. This was inter-related to compensatiopayback custom. She states that *
former times if a birth helper was affected by blothe father of the newborn killed a pig
and gave some of the meat to the helper as comj@mdar her afflictions. It appears
part of the fear of blood is fear of not being adatgly compensated for the toil, risk and
responsibility of birth attendance. At presentngowomen work for community respect,
others for gifts of food and some for cash paynoéntp to K5. Compensation issues are

resolved by the communif8treet, 1991, pp2)’.

Smith (1994) wrote of his experience in living witital people on Kairuru Islangust off
the East Sepik coast. In his fascinating batdrd Times on Kairuru IslandSmith
describes the importance of understanding his&piyjtual beliefs and sorcery, and even

things such as time from a local perspective.

My experience as a nurse and midwife is that utaedsng the belief system (whatever it
may be) and how best to work alongside it is acalitaspect of providing intimate health
services (such as birthing attendance) in a watytaanotes healthy outcomes for mother
and baby. During my visit in 2006 | expected & ©r hear evidence of the potential
conflict between western birthing techniques aratlitonal beliefs. With the help of

Yvonne (who translated where | couldn’t understdred Tok Pisin), | was able to examine
the ESWCHP training materials for VHVs. These digk include any guidance for

® Kairuru Island was a place | went to, to rest grmiperate on occasion during my 6-weeks in thé Eas
Sepik. | was cared for by Graham Lynch and hiallé@mily and friends; and have very fond memodés
my times there.
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managing situations where traditional spirituakcaltural beliefs (such as those described
by Street (1991) and Smith (1994) above interfacedcollided with the western

approaches that VHVs were trained to provide.

At no time during my visit did | hear this topicsdussed by ESWCHP staff, VHV trainers
and coordinators or by VHVs themselves. This satggeto me that either it was too
sensitive a topic to be discussed openly in mygres, or it was too sensitive to be openly
discussed, or, VHVs were expected to manage thasaisns in their own way as best

they could.

Custom arose in 2 responses to the 2006 rese@®aok. was from a woman Rural Health
Manager, who respondedrly few believe in custom, otherwise awarenessligjoing on
for clean and a safe deliveryHeather, 2006, ppRural Health Managersl) to atiueas
to whether obstetric care had improved. The seeaslfrom a male villager when asked
‘which aspects of health provision have improvedsponded thatmothers are not
trusting and believing the work of the VHV’ (Heatl2006, ppRural People2).

There may have been other more oblique referemmcesstom that | missed in the data.
However, there is no doubt in my mind that situadiovhere traditional beliefs collide with
western approaches occur, probably regularly, &dat WHVs manage these as best they
can. If training and support for ESWCHP VHVs inmsthritical area is absent, then this is
of concern and should be addressed by the ESWCHP.

Gender

Women'’s rights discussions arose in PNG in 1975nv@vereignty was attained. A
gender equality provision was included in the ciusdn guaranteeing men and women
equal treatment before the law (Kidu, 1997; Gaffy89; Dickson-Waiko, 2006). While
PNG has in place a well-developed legal and pditaypnework on women and gender
iIssues, tensions between human rights and custol@aryand gender continue and the
status of women remains low (Garap 1999, Loveri@g&otovojs, 2004; Aisi, 2008).
Women in PNG are amongst the most disadvantagegleoem their country;
disadvantaged in relation to men in that they haesver life expectancy, poorer health,
lower rates of functional literacy, lower enrolmerdtes in primary education, little
visibility in formal political participation, and degal system that favours cultural over
women'’s rights (Underhill-Sem & Puatalo 2006 pp 7).

Women in PNG are born into a difficult and demagdlargely male dominated and

violent society. They learn to work, produce anahage in an extremely tough physical
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and stressful social environment (Garap, 1999). Wwmworkloads are increasing as a
result of farming intensification, the contributiaf women to cash cropping, male out-
migration, an increasing number of children in seaunable to help and larger family
sizes due to higher survival rates (Kidu, 1997hjuries or disabilities resulting from

violence compound the difficult situation rural wemfind themselves in (Garap, 1999).

Inequality in PNG households, including significagparity in the equality of household
members’ workload is common. Women tend to unéertgeater workloads than men as
they have multiple tasks of caring for children,imt@ning gardens and looking after
animals. In addition, women’s responsibilities foe wider community (through projects
such as the ESWCHP) and for income generation hitdken’s education have expanded
and continue to expand thereby further increasimegworkload of women (Loveridge &
Kotovojs, 2004).

Gender relationships are complex often involvingskip links, generational layering, and
infused with power and financial manoeuvrings affigro violence. Underneath these
complex gender relations men work to appropriatenei@s reproductive and productive
power in such a way as to render women, either @gsw sisters or kinsfolk, either
dependent on or indebted to them, be they huskarkiasmen (Underhill-Sem & Puatalo
2006).

In PNG high levels of violence, heavy workloads aligtcrimination in educational and
employment settings impact women'’s lives. Womenamsidered by men to be inferior
and therefore men’s interests take precedence tbeemterests of women and children
(Loveridge & Kotvojs 2004). The most common expldgon given for why women in
PNG are not recognised as equals in the societyultural factors’, or the term more
commonly used in PNG, ‘custom’ or ‘pasin bilong elgd (Korare, 2002, pp 39). These

beliefs are deeply entrenched in many social casit@xd institutions in PNG.

Many women accept this subordinate role as ineldthit there is a growing number of
women showing a greater level of interest in rdogiviraining, particularly in literacy,

health, agriculture, marketing and the managemémhioro-enterprises (Heather, 2006;
Garap 1999) and who are lobbying for change thraugimen’s groups, church activities

and a greater involvement in politics (Korare, 2002

Carol Kidu, the only female member of parliamenPiNG suggested that one of the most
significant catalysts for change are the women #wwes who have overcome gender

stereotypes and negative cultural attitudes to ldpvtheir talents and contribute to the
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community in ways that were traditionally reserdfedmen. Women who have made this
step become examples to other women who want tesditat barrier. She argues that
there is a significant role that men can play akdis, husbands and mentors, and that by
their encouragement, support and guidance they wempoapable women to venture into

fields of endeavour and into decision-making rg¢kasiu 1997).

‘As the traffic slowed, | glanced at the small commotion nearby — an armed
policeman was chasing a lady selling betel nut. As he pushed her, her betel nut
scattered and some bystanders grabbed them. The rest were confiscated by the
policeman. She shouted in defiance but to no effect. The traffic moved on and
so did | — but my heart stayed with the woman trapped in a frustrating cycle that

denied her access to her potential.’

Lady Carol Kidu, MP, PNG

Excerpt from a paper presented at 1997 Waigani Seminar

Labour markets around the world have a hierarch&talicture in which sectors;
occupations and activities are segregated by geifdéorld Bank, 2001). These
inequalities between women and men are ‘perpetdatgdly by taboos and prejudices in
the labour market’ (Kabeer, 2003, pp 28). In patthal societies such as PNG, this means
that organisations culture; rules and outcomesrardelled on male values and attitudes.
They are often inimical to women, fail to recognas® reward their contributions to the
organisation, and therefore recreate and reprothecgender hierarchies and inequalities
dominant in the wider community (March et al, 1999)

While PNG traditions or customs still dictate muwdhpeople’s lives, there is little doubt
that women are viewed and treated differently fromir female ancestors. Cultural
notions have been greatly distorted to justify efed consideration of a wide range of
issues relating to gender violence and abuse. Wé&ting and other forms of abuse are
linked to women’s high morbidity and mortality ratand to the death or disabling of
unborn children. The growing practice of modery-gelygamy is dysfunctional and
violent with an increase of violent assaults betweg/es causing serious injury, death or
imprisonment (Garap, 1999).

Women in PNG are known to be subject to intolerdéels of violence (Brouwer et al,
1998; Garap, 1999; Kidu, 2000; Macintyre, 2000; &er 2002; Loveridge & Kotvojs,

2004, Bott et al, 2005). Violence against womea ignificant problem at all levels of
society, with high rates of violent crime, ongoitigpal disputes in rural areas and
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widespread domestic and sexual violence againstemoand children. Many women
suffer physical injuries that result in permaneatnage and disability, including loss of
sight, loss of hearing and harm to reproductiveansg(Loveridge & Kotovojs, 2004).
Research conducted by Ellseberg & Heise ®(aied in Bott et al, 2005) found that 67

percent of women in PNG had been subject to phlyagsault by an intimate male partner.

In many areas of rural PNG, intolerable insecuatfects the every day lives of women.
Their freedom of movement is restricted for feavimlence and/or rape, they are not safe
in their own homes and they do not have confidendbe law or legal system when they
are victims of violent crime (Brower et al, 1998Yiolence committed toward women
includes not only violence from an intimate partrimrt also managers hitting subordinate

staff, rape and sexual assault, sexual harassmérttiscrimination (Garap, 1999).

Women in PNG have limited access to political poaed few have been successful in
election campaigns. At the national level only rfomomen have been elected to
Parliament since PNG achieved independence in 197%his power imbalance is
commonly reflected at the grassroots level wheren niypically hold public political
power. Women have minimal opportunity to partitgpdirectly in community decision
making processes and at times suffer threats ly fmeh and women if they successfully
enter into the male domain (Loveridge & Kotvojs 200 This context has significant

implications for primary health care delivery bymen volunteers in rural PNG.

Health in Papua New Guinea

Papua New Guinea’s population health status idavest in the Pacific region (WH®
Providing health care in such a diverse and togagcally challenging country is
problematic and the health challenges facing PN& eavormous. Although up to 87
percent of the population live rurally, in receneays, rural health services have
deteriorated significantly. The poor road infrasture and rugged terrain pose formidable
challenges to the effective delivery of health g8y and access to widely scattered rural
communities is often difficult, slow and expensi&HO®). Skilled medical and other
health practitioners are insufficient and underouvesed, with the shortage and skewed
distribution of human resources now a critical eswf national concern (Bolger et al,
2005).

®Physical Assault on Women by an intimate male partselected population-based studies, 1982-2003,
study cited in Bott et al, 2005.

" http://www.wpro.who.int/NR/rdonlyres/F2B227BB-554460-8910-
426A1F43B1F3/0/PAPUANEWGUINEA.pdf

8 http://www.wpro.who.int/NR/rdonlyres/F2B227BB-554460-8910-
426A1F43B1F3/0/PAPUANEWGUINEA.pdf
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PNG’s national health system relies on one natitwapital, 18 provincial hospitals, 500
health centres, 45 urban clinics and a network48f02aid posts (approximately half of
which were closed in 2003 due to lack of staff angplies) (ibid, pp3). The numbers of
mobile maternal and child health patrols and vélagd posts, which used to be a feature
of health services, has declined in the past 2Qsyealhe reasons for this include
inadequate resourcing, difficulty accessing fund®ugh complex centralised channels,
law and order issues in some areas, deterioratiagimg in others, and lack of supervision

and support to community health workers (Cant e2@09, pp 7) such as VHVSs.

The National Department of Health (NDoH) is respbliesfor the management of the
hospitals while provincial and local governments agsponsible for all other services
(rural health centres and sub-centres, rural halspaind aid posts) with approximately half
of the rural health centres and sub-centres, ogettat Church Health Services (CHS).

The CHS also provide training for many of PNG’s Itteavorkers including nurses and
community and VHVs (Bolger et al, 2005; Austral@RAT, 2008).

In the 1970’s the World Health Organisation (WHQObprmoted training of Traditional
Birth Attendants (TBA) to improve rural access falled birth attendants. However, in
1999, WHO concluded that there was no evidencettietraining of TBAs had led to
reductions in maternal deaths. However, effortsPikistan in training TBAs and
integrating them into an improved health systemw&tb that the TBA system was
achievable and effective in reducing perinatal mddyt with a plausible reduction in

maternal mortality (Cant et al, 2009, pp 7).

In PNG, a qualitative study of village birth attamds (or VHVs) undertaken in 2001 found
that while some VHVs were motivated to help womerthieir community some stopped
assisting because of family or financial pressuoeslack of support. Difficulties

encountered by the women included that they werequipped to deal with obstetric
complications. An additional issue was the efiemtess of these volunteers, with

consistency and accountability for tasks withogutar supervision lacking (ibid).

There is some evidence that the VHV model of bhasalth care can increase community
participation, health seeking and knowledge and thave an important role. In some
countries they have been shown to reduce neonadhlity, and in some settings they
may improve maternal outcomes. VHVs within heattinastructure systems compliment
the health post or health centre model that form qfaa formal district health network, but

cannot replace it. To advance rural populationlthean PNG, strengthening the
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community health services within the governmentcburch-run health system is with
properly trained nurses and community workersusiat (Cant et al, 2009, pp7,8).

Whilst questions about the effectiveness of VHVsaudressing and improving health
statistics remain, major challenges to rural vildgpalth continue to escalate. Widespread
lack of awareness at the rural village level regaydisk-related and health-promoting
behaviour continues, with little involvement by &aocommunities in health-promoting
activities (WHO). Key risks include behaviour and environments iharease risks of
communicable disease; risks of non-communicableadis created by chewing betel and
smoking and risks associated with unsafe sexuahetr (GoPNG & UNIPNG, 2004;
WHO, 2008). Communicable diseases, including maland tuberculosis, remain the

major cause of morbidity and mortality in all agewgps (WHG?).

The maternal mortality rate is a key indicator bé tstate of national health services.
Maternal mortality rates have doubled over the diestade placing PNG amongst the worst
performing countries in the world for maternal dhesatand highlighting the poor state of
the health service (ibid). Recent projected diatisshowed 700-900 maternal deaths per
100,000 live births, compared to Australian ratésamund 8 per 100,000 live births
(NZAID*: Mola, 2009). About 53 percent of mothers recadetivery assistance from
health professions: nine percent from doctors, dfzgnt from nurses and four percent
from midwives (Cant et al, 2009, pp4). Child mditi and mortality are high (WH,
and antenatal clinic attendance and supervisedeatglstatistics need to be dramatically

improved to halt the downward trend in child matyain PNG.

The statistics for HIV in PNG vary wildly dependiran who is providing them and
surveillance is poor. However, recent statisticsught to be among the most reliable of
the statistics available show that PNG has thedsgrates of HIV/AIDS in the Pacific and
has a generalized epidemic of HIV/AIDS. Table bwé the massive scale of the
epidemic in PNG compared to the rest of the Pacific

Table 1: Cumulative Reported HIV Cases by Sex and Region

Region Cumulative cases Male Reported Female Reported
per 100,000 Cases Cases

Papua New Guinea 437.4 12,432 14,598

Micronesia 64.0 254 84

® http://www.wpro.who.int/NR/rdonlyres/F2B227BB-558460-8910-
426A1F43B1F3/0/PAPUANEWGUINEA.pdf

1% http://www.who.int/countryfocus/cooperation_stgatecsbrief_png_en.pdf
1 NZAID Health Strategy 2008-2013.
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Polynesia 54.3 250 105

Melanesia (excluding 34.6 414 222
PNG)

Source: Secretariat of the Pacific Community, Reportingiétrto Dec 2008,
http://www.spc.int/hiv/index2.php?option=com_docéask=doc_view&gid=249&Itemid=148 (accessed
1 February, 2009)

The number of people with HIV infections is risiaggan exponential rate along with often
closely associated illnesses of TB and pneumonfeese rates are projected to continue to
grow and are likely to result in correspondinglygthirates of ill health, deaths and
increased poverty. Urgent action is required featively address underpinning issues of
gender inequality related to heterosexual HIV tnaission in PNG (Schoeffel Meleisea,
2009).

The Millennium Development Goals (MDG) Progress &tefor PNG 2004 states that
overall progress toward achieving MDG targets hesnb'disappointing’ and the state of
the supporting environment toward achieving sologpess toward the targets (along with
monitoring and evaluation capacity for each of MBGs) ranges from ‘Very weak’ at
worst to at best ‘Fair’ (GoPNG & UNIPNG, 2004 pp-42). Key MDGs that depend on
primary health care delivery through programmeshsas the ESWCHP and VHVs
specifically include: Goal 4: Reduce child mortgliGoal 5: Improve maternal health and
Goal 6: Combat HIV/AIDS, malaria and other diseasEfforts to reduce child mortality
(Goals 4, 5 and 6) are supported by the educatidreempowerment of women (Sen 1999),
Goals 2 and 3. The eight MDGs are shown in Tald®fg with a comment summarising
the status of progress toward meeting MDGs 3-6complete list of the MDGs, Targets

and Indicators is provided in Appendix D.

Table 2 The Millennium Development Goals and Progress

The Millennium Development Progress
Goals

Goal 1 - Eradicate extreme poverty
and hunger

Goal 2: Literacy rates in PNG at 61.7percent with the
East Sepik Province above the national average at 66.9
percent (GoPNG & UNIPNG, 2004, pp 14)

Goal 2 - Achieve universal primary
education
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Goal 3: Female youth literacy projected rates just above
Goal 3 - Promote gender equality 60percent, compared with male youth literacy projected

and empower women rates of just under 65percent (GoPNG & UNiPNG, 2004 pp
18)

Goal 4. PNG remains the worst of the Pacific Island
nations with infant mortality at 64 per 1000 live births
with the East Sepik Province far worse than the national
average (GoPNG & UNIPNG, 2004 pp22)

Goal 4 — Reduce child mortality

Goal 5: 700-900, per 100,000 live births - a very high
Goal 5 - Improve maternal health maternal mortality rate by Pacific standards™.

(Mola, 2009)

Goal 6: Recorded cases of HIV/AIDS have risen
exponentially with numbers recorded as 72 in 1990 to
28,294 in 2008 or 437.4 per 100,000". Malaria still
represents the highest health burden (GoPNG & UNIPNG
pp 28)

Goal 6 - Combat HIV/AIDS, malaria,
and other diseases

Goal 7 - Ensure environmental
sustainability

Goal 8 - Develop a global
partnership for development

The health system is funded through a range ofonali and provincial taxation
programmes. In addition key funding agencies itdiclg NZAID (the lead donor), AusAid
and the Asian Development Bank (ADB) work in co@ten with the Government of
Papua New Guinea (GOPNG) to advance a coordin&aithrsector wide approach.

Prioritising the allocation of these scarce furglprioblematic with the large majority spent
on health infrastructure and salaries rather tihantfline service delivery. For example,
in 2002, 82 percent of the health budget was spestlaries, facilities and equipment and
basic supplies leaving only 18 percent of the budlgehealth treatments. By 2007, it is
anticipated that only one percent of the healtreagiure predicted to be spent directly on
health treatments by 2007 (Bolger et al, 2005).

Despite significant investment key health indicatancluding immunisation, mortality
from malaria, malnutrition and the availability ofedical supplies continue to decline.
Targeting funding to address these key health a@tdis is further compromised by

difficulties obtaining accurate and timely healtlatsstical information. Funding that is

12 These are projected rates as data are not readillable beyond 2000 and estimates are basechmaide
and infant mortality rates
** http://www.spc.int/hiv/index2 php?option=com_docréizask=doc_view&gid=249&Itemid=148
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insufficient and poorly targeted to meet the edoadaburden of disease is stretched even
further as the country struggles to service thelthhedemands of a population that is

growing at a much faster rate than the countrytaiags (national GDP).

1.7 Overview of the 2006 Research

SCNZ and SCiPNG commissioned the 2006 researchiyjam preparation for a formal

NZAID mid term review of the ESWCHP (Save the Creldl unpublished). | was an ideal
candidate for the review as not only was | studyingard the Masters of Development
and keen to volunteer, | was also a qualified nasé midwife who had gone on to
specialise in project management and monitoring ewauation in health and social

service settings.

The 2006 research aimed to understand the perceiveakct of the ESWCHP, from the
perspective of people who received and/or providedl health services. The research
also aimed to glean any insights or ideas fromigpéants as to how the Project could be

improved.

The research was organised by Leonard Chan, thegrdPhme Manager Pacific, SCNZ,

and overseen in Papua New Guinea by Bill Humphtagn Programme Manager,

ESWCHP, SCIPNG. The research team comprised asmesearch lead, Yvonne Tawai,
and Ronah Kami. Yvonne was well known and heldsm®rable ‘mana’ across the East
Sepik. Yvonne had played a pivotal role in Progsttup and been involved in the Project
for over 20 years (including assisting other resdeenrs such as myself). Yvonne was
unusual in the patriarchal East Sepik in that she flom one of the matriarchal tribes in
New Ireland. She was patrticularly helpful in hetpme to stay safe, to understand the
social relations and gender dynamics at play, andentify how best to work with women

in the heavily male dominated culture of the Easpi& Ronah Kami was the Project
Database Coordinator responsible for Project heddth, and hailed from a small village
about two hours drive from Wewak. Ronah was nowslh known across the community,

and appeared to be more linked in to the ESWCHRtuley and organisational structure.
None of the team to my knowledge (including myske#yl undertaken any specific training
in research practice. Both women were fluent ieirttown languages, Tok Pisin and

English. | had a basic to moderate ability to ustéend and speak Tok Pisin.

Research Approach Used in 2006
An Evaluation Framework Workshop was conducteduimeJ2006 involving Project staff

and stakeholder agencies (church health leadergingral government representatives) to
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prepare for the 2006 research. At the workshopk#yefoci of the research was agreed,;
the key questions were developed (a set of 20)liakdd to log-frame output indicators;
and respondent groups identified. The questiorss r@spondent groups are listed in

Appendix A.

Once | arrived in PNG and had an initial briefimgprh the Programme Manager, the
research team finalised the questions and develgpedtionnaires with more detailed
questions to use to lead focus groups and intesrielihe questionnaires for village people
and VHVs were translated into Tok Pisin by Yvonrew@i. The Programme Manager
selected four geographical areas for us to visitbirama, Kunjigini, Kambot and

Angoram as this covered the various church heatthiger areas. A map including the
areas visited is shown on Figure 3 below, and aileetmap of the East Sepik Province is

provided in Appendix B.

Figure 3: Map of the East Sepik Province and the Six Areas Visited

North

West Sepik Province

PACIFIC OCEAN

East Sepik Province

.

///
Albinama
( eKunjigini

ik River
Sepl © ‘. *Kambot

Wagu Lakes

Reference: Hand drawn by the author from a photocopy of the East Sepik Province District Map
provided by the ESWCHP. No scale provided. Fullmap (upon which this drawing is based) is
provided as Appendix B.

As the research progressed, we found that we ndededravel time than expected and
that we could complete more interviews and focusigs over the six-week period. Also,
Yvonne felt that some of the more problematic atead not been included in the four
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areas nitially chosen, so with the permission ¢ rogramme Manager we added
Ambunti and Wagu.

The research team was based in Wewak, the largest in the East Sepik Province,
situated on the coast. The areas the researchuis#ted along with the type of health

service and the access description are summarnskeable 3 below.

Table 3 Summary of health services and catchment areas visited

Catchment area Type of health service Description
Albinama in the South Seas Evangelical Accessible by road
Maprik District Church Health Service Provides a focal point for a large

collection of isolated villages accessible
mainly by foot

Kunijigini in the Catholic Church Health Accessible by road

Wosera District Service Provides a focal point for a large
collection of isolated villages accessible
mainly by foot

Kambot in the Catholic Church Health Accessible by road and river
Angoram District Service Remote area

Provides a focal point/transport and
communication hub for a number of
isolated villages

Angoram in the Government Health Accessible by road
Angoram District Centre Small town

Key transport link between rural people
living on the river and Wewak town

Ambuntiin the Seventh Day Adventist Accessible by road and river
Ambunti District Church Health Service Remote area

Ambunti fown developed around the
government health facility and other
government functions

Provides a communication and fravel hub
for locals and tourists

Wagu in the Ambunti | VHVs only Small group of very remote villages
District accessible only by boat

Our visits aimed to obtain information from VHVsyral health centre managers and staff,
and rural people from 10 villages in each catchnaeed. The research team arranged for
rural people and village health volunteers to ceggte when the research team was
scheduled to be there (either at a central villagat the local health centre). In some
areas people came from miles around including fudlages that we had not targeted or

made contact with.

Overall, 307 rural people participated and providedponses to either interviews or

guestionnaires or both. Of the participants 64 @etr were women and 36 percent were
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men. A summary of the participants by catchmeea @nd by gender is shown in Table 4
below. The analysis of participants by their sé#ntified role within the community is

attached as Appendix C.

Table 4: Participants by Catchment Area and Gender

Catchment area Total participants | Women Men
Albinama in the Maprik 84 55 29
District, including Brugam
and Marienberg

Kunijigini in the Wosera 91 64 27
District

Kambot in the Angoram 16 - 16
District

Kambuku in the Angoram 28 26 2
District

Angoram in the Angoram 36 20 16
District

Ambunti in the Ambunti 28 23 5
District

Wagu in the Ambunfi 24 8 16
District

Totals 307 196 11

It was interesting to note that 28 uninvited pgsaots (26 women and two men) came
from Kambuku of their own volition to participate our research at Kambot (where only
men had chosen to participate). The large majofitye uninvited Kambuku participants
were either Village Birth Attendants (VBAs), ComnilynBased Distributors (CBDs) or
Meresin Meri/Man (MM) and had to walk approximatébur hours (from memory) to
attend, so clearly participating in the researchcess was of value to them. Their
responses were gratefully received, albeit withessorprise, by the research team.

To undertake the research, people were organidgedraspondent group by type and
gender, provided with the relevant questionnaird divided into small focus groups.
Each group was provided with a pen and paper, vgsdato discuss the questions
collectively and come up with one answer for eagksjon. They were also invited to
write down any comments, issues or suggestionsatbeg not covered by their answers to
the questionnaire. Some rural health staff and ¥iXére interviewed individually. All
the information provided by respondents was put ota spreadsheets by the research
team (Heather, 2006).
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Analysis of the information found overwhelming respes with regards to two key
themes:

* VHV’s needing greater consistency of medical siggpland

* VHV’s needing more support (in terms of status, aadion and ‘in-kind’ or other
payment).
Two other themes emerged that were not as prondundgewere significant:

 VHVs and rural people not receiving adequate serfiom local government health

facilities (in the way of medical supplies to VHWsclinic services);

» Specific case studies highlighted by respondentoasnon examples of the difficulties

village people and VHVs faced.

These themes were discussed at length with therdroge Manager and a set of
recommendations agreed upon which are documentétkinarrative report of the 2006
research (Heather, 2006).
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2 Theoretical and Conceptual Frame

To consider whether the ESWCHP VHV system is snatde, | have chosen as the main
underpinning conceptual frame, women, gender andldement specifically through the
gender analysis framework of Kabeer's Social Refeti Approach. | extend the

discussion of women, gender and development &pesific application within PNG.

| then broaden the theoretical and conceptual fraoye describing participatory
development and capability approaches, which irdemg and compliment the SRA in the

analysis.

This thesis is set in the context of rural primhealth care funded by NZAID. 1 briefly
outline what is meant by primary health care, ahd tritical role NZAID plays in
enhancing development and health outcomes thravwgB$WCHP.

2.1 Women, Gender and Development

A brief review of policy approaches to women, geraled development is necessary as a
foundation for understanding the implications of men’s involvement within the
development context. Women, gender and developmeRNG, like in many countries
around the world, has gone through phases: welfammnen in development (WID);

empowerment approach; and gender and developmém)(®ickson-Waiko, 2006).

The welfare approach dominated Third World develeptrfrom the 1950s to the 1970s
and was the first to include a focus on women. Wk#are approach can be traced to the
social welfare model used in many Third World comst by colonial authorities. The
purpose of the welfare approach was to bring womendevelopment as better mothers
(Moser, 1993, pp 59). It was based on three assongp that women are passive
recipients of development, rather than participantsthe development process; that
motherhood is the most important role for womersagiety; and that childrearing is the
most effective role for women in all aspects of remnic development (ibid, 59-60).
Women'’s roles in reproductive activities were stegsgiving rise to projects that assisted
women in homemaking, caring and nurturing, and @skld practical needs particularly in
the areas of food, aid, malnutrition and family rpleng (Karl, 1995; Dickson-Waiko,
2006). The role of women in production was largghored (Kelly, 2002).

Prior to 1973, PNG government policies and processaried a welfare orientation
reflecting a ‘traditional’ Western perception thebmen were primarily concerned with

reproduction and household maintenance (DicksoraWdai 2009, pp282). Welfare
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advancement initiatives resulted in community ai#s across PNG, involving mainly
men. During the 1960s and early 1970s courses tielmlugh women’s clubs and
churchwomen’s groups became popular (ibid). Théfane approach implemented in
PNG during this period had some benefits for PN@&weo, and continues to be considered
appropriate in areas such as health and nutrifind,is sought after by grassroots women
themselves (ibid).

It appears likely that the welfare approach infeeshthe early beginnings of the ESWCHP
with the establishment of the Meresin Meri scheméhe early 1980s (to improve basic
first aid and health knowledge), and the followi@BD scheme to advance family

planning.

By the 1970s, numerous studies had showed that wdraé been adversely affected by
development projects. Women’s status was declimingeveloping countries and the
welfare approach had failed to bring about antigigdasting change. Frustrations with
the welfare approach’s limitations led to the depetent of the Women in Development
(WID) approach. WID advocates called for greatetegration of women into the

development process moving away from previous apsans that entire households

would benefit from projects aimed at men.

Three policy approaches emerged from the WID dismuequity; anti-poverty; and
efficiency (Karl, 1995; Moser, 1993). The equippeoach began during the early years of
the United Nations Decade for the Advancement ofm&io held between 1976-1985.
Proponents of the equity approach advocated forrg¢hegnition of women’s economic
contribution alongside their reproductive role (lgeR002 pp 16). The equity approach
focussed on raising women’s status by reducing uakty between women and men.
Active participation of women in the developmenbgess was promoted to address
women’s strategic gender ne&dslirectly through top down state intervention (Karl
1995). This approach however remained unpopulah wiévelopment agencies and
criticised as being irrelevant to the daily liveésTaird World women as a result of its basis
in Western feminism (Kelly, 2002). ‘Politicallyhe majority of development agencies
were hostile to equity programmes precisely becadigbeir intention to meet strategic
gender needs, whose very success depended on aicitimgdistribution of power’
(Moser, 1989 pp181).

1% The term ‘strategic gender needs’ is a concepeldped by Maxine Molyneaux and refers to what women
require in order to overcome their subordinatioar{K1995).
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The anti-poverty approach was developed as annatiee to the equity approach and
aimed to reduce income inequality through increasmhomic equality. The anti-poverty
approach focussed on enhancing productivity to meehen’s practical gender neédls
and linked women’s poverty to under-developmenteiad of female subordination. The
equity approach did not challenge existing so@é#&trons or customs so whilst women’s
workloads may have increased, this was not oftenrapanied by an increase in status or

benefit to women'’s lives (Kelly, 2002).

The third and now most predominant WID approachhes efficiency approach, which
emerged in the late 1980s in the wake of the debisc Development planners began to
realise that women’s participation was essentiaht success of development projects.
The efficiency approach aimed to ensure that dgveémt was more efficient and effective
through women’s economic contribution and equatedhen’s participation with equity.
The efficiency approach assumed that women werender utilised labour force which
could be exploited at low cost, with women'’s timearg elastic and able to be stretched to
include tasks that fell on them as social servidined (Karl, 1995). Much like the anti-
poverty approach, women’s workloads increased brkivg longer hours and performing
more unpaid work, resulting in little overall beihéd women’s lives. It was during this
time period (late 1980s-early 1990s) that the ESWCHmMe into being. It appears that the
ESWCHP is predicated on the assumption that womealgacity can stretch to
accommodate the demands of providing primary heath to their communities, for little

or no return for their additional workload.

WID programmes tended to treat the symptoms rakizer the underlying causes of gender
discrimination and inequality. Critics of WID poji perspectives acknowledged the
greater visibility of women in the development pss, but criticised the often resulting
ad-hoc, or ‘add-on’ solutions which resulted indnlsm and marginalisation of women’s

strategic needs (Karl, 1995; MacDonald et al, 199Fant, 2000). Where women were
confined to economically devalued roles in the dstinearena, they and their daughters
had shorter life expectancies, poorer health stangsfewer life choices when compared
with men and boys in their own cultures and elseehePoorer women were far more
likely to experience conflicting demands on theimd from these managing both

reproduction activities and production activitiesthwtheir attempts to balance them

leading to a variety of adverse outcomes including:

!> The term ‘practical gender needs’ is a concepeliged by Maxine Molyneaux and ‘refers to what
women require in order to fulfil their roles andka; for example training and access to child sareices’
(Karl, 1995 pp97).
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» Longer working hours than men in their families;
» Greater fatigue and nutritional deprivation; and
* Withdrawal of children, especially daughters, freamool in order to relieve their

mothers from domestic chores (Kabeer 2003).

Unintended marginalisation of women in developnm@opggrammes led agencies to rethink
WID and consider new ways of bringing women frone thargins into the centre of
economic development programmes and organisatiditss rethink required increased
women’s participation in development programmesl, fam women’s perspectives, needs

and concerns to become fundamental to the prod¢ets/elopment.

Frustrated with the failure of WID approaches tméprabout improvements in the lives of
women in the South, Southern feminists began toweate for women of the South to
organise themselves to effect change (Kabeer, pp2P3). The first post-WID approach
(also known as the ‘women and development’ or #repowerment approach’) aimed to
strengthen women'’s self-reliance by means of supmpgrassroots mobilisation (Chant,
2000 pp 8). The earliest and most well known prgmt of the empowerment approach
was Development Alternatives with Women for a Nexa EDAWN). Founded in 1984,

this group brought together women researchers etdsas from around the world (Kelly,

2002, pp20). DAWN emphasised the importance téisg to the voices of women from

the South, and addressing the strategic needs ofewdy changing the distribution of

power at all levels.

The empowerment approach was the first frameworkatee arisen from the South and
represented a drastic shift away from previous @ggres in which power was
concentrated in the hands of Western developmemtnpls and practitioners. The
empowerment approach was potentially very transftise as it directly challenged
existing social relations and distributions of povemd associated resources. For this
reason it was not particularly favoured by develeptragencies and governments (Kelly,
2002) such as PNG.

Criticisms of WID over time became building blocks a new gender and development
(GAD) paradigm (Chant 2000). Rather than focussixgiusively on women, supporters
of GAD emphasised the importance of transformingqual gender relations. GAD
advocates called for a focus on ‘gender relatiomsd the integration of a gender
perspective in all development activities, and latewvels of the development planning

process. GAD focused on empowerment of the disadgad and on the transformation
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of unequal social relations that inhibited the ambeanent of freedoms (Parpart et al,
2000). The GAD approach understood women to batagef change and stressed the
need for women to work together to be more effecipolitically, moving away from
earlier approaches where women were often passoipients of development assistance
(Rathgeber 1990).

As the GAD approach developed it became clear peatasive societal attitudes were
embedded within development organisations and buoraaies often recreating and
reproducing gender inequalities and hierarchiesis Bwareness resulted in a call for
organisations tomainstream’ gender — to integrate gender concems every aspect of

an organisation’s priorities and proceduregMarch et al, 1999, ppl0) challenging

existing allocations of authority and resourcesyal as cultural norms.

Efforts to persuade policy makers and plannersi@fimportance of gender issues, had not
resulted in more women obtaining positions of powéhin development agencies, and
discriminatory incentives, procedures and actiwastance continued to effectively block
women’s advancement. Consideration of women’srradtese vision of development
continued to be severely limited. Activists’ ancthslars’ attention began to turn to the
analysis of institutions, and how rules and prastiecnight be challenged and changed
(Young, 2002). While the family was seen as thedmnstitution, which set the tone for
gender relations within a society, it was becontlggr that other institutions were equally

gendered and reproduced women'’s inequality in wgrdiegrees (ibid, pp324).

Gender analysis frameworks emerged initially inpoese to the realisation of the
significance to development of the differing rolesmen and women and the socially
constructed inequalities of gender. A number afligts (Boserup, 1970; Kabeer, 1994)
illustrated failures of development interventioatiyibutable at least in part to the neglect

or lack of knowledge or women’s productive and ogjoictive roles (Karl, 1995).

A suite of practical gender analysis frameworks soals have been developed to assist
agencies in understanding the social relationseoidgr in the work place and in project
planning including well known tools such as the Wad Analytical Framework, the
Moser Framework, the Women’'s Empowerment (Longwegnfework and the Social
Relations Approach (SRA) (March et al, 1999).

2.2 Social Relations Approach

In looking for an approach upon which to researghcemtral thesis question, the SRA was

attractive in that it provided a complete framewdok institutional analysis and social
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relations with the goal of human wellbeing and depment (March et al, 1999; Kabeer,
1994). The central problematic of the SRA is nohven’s integration into development,
but rather, ‘the social structures, processes aftdtions that give rise to women’s
disadvantaged position in a given society (RazavMBler, 1995, pp27)’. The SRA
provided a framework for development with genderaasentral component, which |
considered critical to the analysis of the issuel/¥ faced as they provided services in the
field. | wondered whether looking at the problepigender inequality, sustainability and
effectiveness through the lens of social structupescess and relations might uncover

insights | had not seen as a result of the 200&arek process.

The Social Relations Approach (SRA) to gender aaebpment planning was developed
by Naila Kabeer at the Institute of Developmentdits, Sussex University, UK in

collaboration with policy-makers, academics, antivests, primarily from the South.

Whilst | was unable to find literature that defimly specified the academic body of
thought from which the SRA was initiated, the kteeire suggests that the SRA is a gender
analysis framework embedded within GAD that focuseshe empowerment of women.
The SRA emphasises the transformation of the sogiations of gender through women’s
self empowerment. ‘Because there are risks ant$ cosurred in any process of change,
such change must be believed in, initiated, anectid by those whose interests it is meant
to serve. Empowerment cannot be given; it mustdde generated. All that a gender
transformatory policy can hope to do it to providemen with the enabling resources
which will allow them to take greater control ofethlives, to determine what kinds of
gender relations they would want to live withindaie devise the strategies and alliances
to help them get there’ (Kabeer, 1994, pp97). pbkcy implications of social relations
analysis, therefore, involve the political projeat women’s self-empowerment, with

emphasis placed on women’s NGOs and participataynmng (Razavi & Miller, 1995,
pp32).
The SRA was first published by Kabeer Reversed Realities; Gender Hierarchies in

Development Though¥erso, UK, 1994 and has been used by governmgpartments
and NGOs for planning programmes in a number ohtraas (March et al, 1999 pp 102).

‘Social relations analysis commences with the psenthat development planning needs to
take account of both the relations of production #éme interrelated range of relations
through which needs are met (Razavi & Miller, 199p,28)’. A critical concern of social
relations analyses are the social relations emlukddéhe range of institutions through
which social groups acquire resources: the houdelled community, the market and the
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state (Kabeer, 1994, Fernando, 1997). Poor peoftes) women, are often excluded from
formal institutional allocations of resources. té#sl they draw on other resources, access
to which is determined by their social relationsiieia play a critical part in their survival
strategies. The interconnectedness of genders,atdisnicity and nationality commonly
place women in a complex situation in which it ificult to identify and articulate their
strategic interest& These interests may not be as immediately olsviouvomen, or to
sympathetic policy makers, as needs emerging outexasting daily routines and

responsibilities might be (Fernando, 1997).

Institutional arrangements typically place menivifeged positions, providing them with
greater power and creating embedded inequalitiden may de-emphasise the gender
inequalities that exist and through their greatsreas to resources, manipulate them to
promote and defend their own interests. These ugldtges are generally socially
constructed religious, cultural and biological nermidely held in society at large and
subscribed to by both women and men.

The SRA provides a framework for analysing existiggnder inequalities in the
distribution of resources, responsibilities and pgwand for designing policies and
programmes which enable women to be agents of ohrdevelopment. The SRA gives
emphasis to identifying and analysing how diffeesn ‘social relations of every day
life’ (Fernando, 1997, ppl54) interact with the iabceconomic and political relations
between men and women. The SRA sees ending wonseverdination as more a

reallocation of economic resources, but insteadlu®s the redistribution of power.

The main concepts of the SRA are described in Ka{d&94) and March et al (1999). |
have summarised these in Chapter Three, Researttioti#e as the basis for the detailed

practical research method that | used.

Understanding the social relations inherent in m@stitution or community can identify

mechanisms by which marginalised people can chtoset as agents to effect positive
changes to their lives. The analysis must lookamdy at issues of inequality, but also at
positive and equal relations and how these canuppasted and enhanced, building on
solidarity, reciprocity and autonomy (March et 4099). Social relations are ever
changing. Conflictual and collaborative aspectsgehder relations involve men and

women in a constant process of negotiation andgaregion. The priority therefore, must

'8 “The term ‘strategic interests’ refers to what wesmrequire in order to overcome their subordination
(Karl, 1995, pp 97)
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be to provide women with greater bargaining powdhiw this process of negotiation
(Kabeer, 1992; Razavi & Miller, 1995).

The SRA provides a useful framework to help identiife power or relations of authority
and control that result from unequal distributidnresources within an institution (lyer,
2005), and on the basis of these relations, pbmtway toward effective greater equality
through institutional change. Participation ofdbcommunities is required to identify the
institutional relationships and inequalities foe tSRA analysis, and from there, to identify
the appropriate mechanisms through which to efbesitive change and greater equality

and advance the freedoms in their lives in a waytthey value (Sen, 1999).

2.3 Women, Gender and Development Policy Framework in PNG

PNG has a well-established legal and policy frantekwbat requires the promotion of

equality in opportunity to participate in and bendéfom development. A number of

national policies and programmes relating to worm@mpowerment and gender equality
issues exist, the development of which, was guibgdhe National Women’s Policy.

These include the Medium-term Development Stratélgy; Gender Equity in Education

Policy; the National Platform of Action; and ThecHig Plan of Action (Aisi, 2008).

The Eight Point Plan

In 1973, ‘Women’s equal participation’ became pdra national ‘Eight Point Plan’. The
conceptual basis of women’s equality was the WIpraach, which while recognising that
women were active participants in the developmerdcgss, was concerned with
fundamental issues of equality which transcend ldgweent (Dickson-Waiko, 2009,
pp284). The Eight Point Plan highlighted the intance of women'’s equal participation,
in the new independent state.

The Constitution

When PNG sovereignty was obtained in 1975 commitn@mender equality and equal
treatment before the law was cemented within thas@mtion (Dickson-Watson, 2006;

Garap 1999). The state constitution formalisedr#hetionship of women with the state by
stating as its second goal: ‘for all citizens towdn@an equal opportunity to participate in,
and benefit from, the development of our countKing et al, cited in Dickson-Waiako,

2009, pp284). The Eight Point Plan was integratéd the constitution as the ‘Eight
Aims’. PNG joined the UN and the WID approach @téd by the UN and many bilateral
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donors. Pressure on the national government frddnadd bilateral donors resulted in
development programmes and activities (such asitigaprogrammes) for women (ibid).

The constitution provided official recognition ofomen’s disadvantaged position in
society in calling for a rapid increase in the dqaticipation for women in all forms of
economic and social activity. However, despite tbfficial recognition of women’s

subordinate status and, development for women basnced to remain a low priority
(ibid, pp 285).

National and Provincial Women’s Councils

In 1975 a coordinator was appointed to oversee BNi@volvement in the UN
International Year activities, which including hold the first national convention for
women, from which the National Council of Women wasmed. In 1979 the National
Council of Women Incorporation Act paved the waytfte establishment of 20 provincial
councils of women. The National Council of Womeaswecognised as an alterative
vehicle through which women’s programmes, inforomtiand education would be
advanced (ibid, pp286).

Between 1982 and 1987 the National Women’s DevetopirRProgramme (NWDP) was
established. This first coordinated governmerdtsgy for women emphasized training,
and numerous workshops and training programmes wene on topics from food

preparation to family health and family planningchinology and literacy. The NWDP
reflected a shift in approach from welfare to ‘élgaad productive partners’ arising from
the changing discourse on WID. Women'’s Officersenappointed in each province, and
volunteer community women’s organisers (CWOs) apigai in the districts to mobilise

women and set up provincial councils of worlfen

A National Women'’s Coordinating Committee (NWCC)saset up in 1983, to advise the
government on policy, programmes and training famen. The membership of the
NWCC included representatives from women’s chundugs and other women’s groups
such as the Young Women’'s Christian Associationhe NWCC was successful in
establishing a women’s agenda within both the hwoescy and civil society and in raising
awareness about women'’s patrticipation in developmé&me NWCC paved the way for

the creation of the national Women'’s Policy.

" Interestingly the idea of rural community volureemerged at this time. The CWOs were volunteers
who were given a daily allowance to cover transgarh and food costs and who undertook the grounklwo
in rural areas (Dickson-Wiako, 2009)
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The national Women’s Policy was launched in 199IbWang ten years of development
and extensive consultation through women’s leadgrsational and local levels, the
National Council of Women, churchwomen’s groups aya/ernment agencies and
departments (Dickson-Waiko, 2009). The Nationalmvéa’s Policy aimed to contribute
to ‘increased participation by women as both bemgiles and agents in the development
process and improvement of the quality of lifeddir (Loveridge & Kotvojs, 2004).

The Women'’s Policy reflected the WID approach, desty women as ‘both beneficiaries
and agents in the development process’ (Dicksorkdy&2009, pp285). The Women’s
Policy placed responsibility for improving planniran policies and programmes that
impacted women on a number of key government deggts, such as Health, Education,
Agriculture and Planning. Some implementation @nven’s projects and activities has
been evident in New Ireland, Oro, Gulf and SandBtovinces, but national attention to

gender issues has remained ad hoc (Dickson-WazaKks).

Since independence however, politicians appearntg pay lip service to gender and
development policies. Despite the National Womgrakcy and becoming signatories to
the United Nations Convention on the Elimination @scrimination Against Women
(CEDAW) in 1994 and, the Bejing Platform of Action1995, governments have pursued
development strategies that do not support gengigaliey (Korare, 2002). Instead male
dominance in politics has been promoted with celtand tradition used as legitimising
rationale behind their actions. As a result, worhame continued to be excluded from
major decision-making and the issues of importatacevomen continue to be largely
ignored (Dickson-Waiko, 2009).

Since 1972, only five women have succeeded in bamprmembers of parliament.

However, the number of women attempting to enterpiblitical arena has grown. In 1977
10 women stood for election, and in 2002 there vé@re&vomen candidates. Women often
face severe difficulties gaining political party mmation so are forced to stand as an
independent, and often find it difficult to raiséet resources needed for political

campaigning (Thomas, 2002).

Bureaucratic structures required to implement them&n’'s Policy and women’s
development have not been well developed. Soménmes have well-organised councils
to advance women’s development, but the majorifyeap to be indifferent to addressing

the women'’s development issues (Dickson-Waiko, 2009
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Review of the National Women'’s Policy is well oveed Critical changes have occurred
since its inception including decentralisation alvgrnment responsibilities and systems
and the ratification of CEDAW and the Bejing Platfoof Action mentioned above. A
new commitment is needed that will address gendenstreaming within state; provincial
and local level government. Issues of lack of dowtion between policymakers,
women'’s civil society groups and NGOs need to bdregbed. Greater national focus on
gender and development issues is required so thatew ‘regardless of class, ethnicity,
religion and locality, begin to experience real raes in their lives’ (Dickson-Waiko,
2009, pp294).

2.4 Participatory Development

Participatory development has evolved over timamiean different things to different

people. For some, participation means a ‘warmee@fidogetherness, common purpose
and mutual understanding; for others it is a mameaye tool that can help shift costs to
recipients whilst enhancing project effectivenedsor yet others, participation evokes
recognition and enhancement of people’s abilitygpeak out, to act and determine their

own development through fundamental changes in posiations (Cornwall, 2000 pp8).

There is a continuum of how the term participai®mmterpreted and used by development
agencies. This continuum ranges from passiveggaation, where people are involved
merely by being told what is to happen, to self-ifigdtion where people take initiative
independently of external institutions (Pretty £t1095) and is summarised in Table 5

below.

Table 5 Types of Participation

Type Summary of characteristics

Passive participation | People participate by being told what is to happen or has happened.

Participation in People participate by answering questions posed by extractive researchers
information giving using questionnaire surveys or similar. People do not have the opportunity to
influence proceedings, as findings are not shared nor checked for accuracy.
Participation by External people listen to people’s views. External people define both
consultation problems and solutions and may modify these in light of people’s responses.
External people do not share decision making with local people.
Participation for People participate by providing resources such as labour in return for food,
material incentives cash or other incentives
Functional People participate by forming groups fo meet predetermined objectives.
participation Involvement tends to be after major decisions are made.
Interactive People participate in joint analyses, which leads fo action plans and the
participation formation of new local institutions or the strengthening of existing ones. These

groups take control over local decisions and have a stake in maintaining
structures or practices.
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Type Summary of characteristics

Self-mobilisatfion People participate by taking initiatives independent of external institutions to
change systems. The develop contacts with external institutions for resources
but retain control over how resources are used.

Abridged from Pretty et al (1995), ppé1

However, what remains fundamental to participatggroaches is the ideological position
that requires the involvement of local people iy decision-making processes that affect
their lives (Beazley & Ennew, 2005; Brock & Petf007) i.e. ‘everyone who has a stake
has a voice and a choice’ (Cornwall 2003, pp 1325).

Participatory development first appeared in the B950s and 1960s when postcolonial
governments began to attempt to mobilise their s for development at local and
community levels. Throughout the 1970s and 198figipatory development became
widespread. Non-governmental organisations (NGQ® on greater responsibilities and
provided services that had previously been provitlgdthe state. NGOs became
innovators developing grassroots participatory agapines and methods. Self-help groups
started appraising, planning, implementing, momtprand evaluating, inventing new
methods for themselves (Chambers, 2005 pp 98).thBylate 1980s a new stream of
participatory development had emerged, known asicimtory Rural Appraisal (PRA).
Typically PRA approaches and methods involved @ af visuals and tangibles done by
local people themselves, often in small groupsm&aof the most well known and most
widely adopted were semi-structured interviewinggus group discussions, preference
ranking, mapping and modelling and seasonal artdrigal diagramming. These methods
highlighted local people’s previously unsuspectepabilities. Marginalised people
showed far greater ability to describe, preserdgm@im and analyse their realities than
development practitioners had previously thoughsspgge (Chambers, 2005 ppl01).
Participatory development sought to expose thersitye which allowed differences
between people and communities, encouraging anliegdocal people to express their
realities (Mohan, 2002).

By the 1990s, participatory development had entexkedost every field development
activity. PRA methods and approaches continuedvimve. Activities and processes
called PRA becamesimply part of what participatory development hasb and remains:

a braided stream of ever-mingling methods, appreachnd traditions. Participation, in
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name if not in reality, is now part of almost evegvelopment activit(Chambers, 2005
pp100-101).

One of the strengths of PRA is that when sensitivsled it can open up discussion and
allow for action in areas of human deprivation a@adfering which have previously been
ignored or regarded as difficult or threatenindRAPhas enabled such sensitive subjects as
sexual and reproductive health, violence and abasdsdefecation to be ‘aired, analysed
and tackled’ (Chambers, 2005 pp 97).

Pretty et al (1995) suggest that long term econ@nd environmental success arises when
people’s ideas and knowledge are valued and pasvgiven to them to make decisions
independently of external agencies (pp60).

However, ‘the question of who participates and Wkaefits raises a number of awkward
questions for participatory development. Distirsdimng, how, at what stages, and in what,
becomes crucial for determining the shape ‘paritogm’ takes in practice...” (Cornwall,
2000, pp8, 11). Some organisations, whilst appgaparticipatory, in fact exclude
members of the community, avoiding much neededeaingés to embedded discriminatory
institutional and structural constraints (MohanQ20) When located in the gender context,
participation could serve to recreate existing g@endequalities and exclude those already
marginalised. Simply increasing the numbers of wonmmvolved does not necessarily
address the more fundamental issues of power, batw®men and men, and between
women and women. Ignorance of existing local irditjgs by development practitioners
may result in their reinforcement. Existing povgructures may be reinforced due to
development practitioners’ reliance on these tongatcess to marginalised people.
Constraints on women’s participation are well knowrExamples include logistical
constraints, constraints on women'’s time, throughdcial constraints including seclusion,
norms about women'’s capabilities, the absence‘ofitecal mass’ of women and cultural

taboos preventing women from speaking (Cornwald@0

Innovative NGO experience shows that where spacee&ed for women’s own voices to
be heard, either through participatory processes, needs identification or by

organisational practices that encourage partiopata different set of needs come into
view. Previously hidden categories of women'’s iseleave been identified along with the
interconnectedness between the different aspectgoofen’s lives (Kabeer, 1994). An

example of the convergence of ‘outsiders’ percegtiof women’s needs, and those
identified by women themselves can be found withRigs and Participation project in the
Northern Thai Highlands. The project found thatilsthrwomen were well aware of the
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role livestock played in their lives, this had maen sufficiently recognised or supported
by government liaison officers or development ptiacters. Development practitioners
and government officers were keen to explore aeaoigincome generating farming
activities with the women. However, women relied their income from livestock and
preferred caring for pigs over the more monotonand strenuous tasks associated with
crops such as rice. The demand for pork was higie region and the slaughtering of
pigs an important part of spiritual and culturakets. The project resulted in improved
support to women’s pig rearing activities and inya relationships between village
women and government officers, and a greater |l@fetrust surrounding women'’s

participation (Martins & Ratanakeree, 1993).

Rowlands also highlights the critical need for ggsation through this quote of rural
women in the Honduras: ‘we knew what was happening to us and that we hdihdo
our own solutions. People from the outside couldo’that for us...they would only know
what we had told them about things, but the peajple knew about our problems were us’
(Rowlands, 1997 pp2). The women quoted knew tbblpms they faced, and they knew

how to resolve them.

Ruth Saovana-Spriggs is a Bouganvillean who workigh rural women to help them tell

their stories to ensure that aid programmes angegrowere appropriate to meet their
needs. She argued that too often lack of locamwkemge and participation when aid
projects are designed and implemented (Saovangg3pgi O’'Collins, 2002) reduced their

effectiveness.

Pretty et al (1995) argue that if the ‘objectiveasachieve sustainable development then
nothing less than functional participation will 8cé’ (pp62). Unfortunately | saw no
evidence of functional participation during my 20@§it, nor was functional participation

part of the 2006 research process.

As mentioned in Chapter One, over 300 people chos@articipate in the impact
assessment research in 2006, some who had notirbea, and chose to participate of
their own volition, at some significant cost to ieelves. This highlighted to me how
important participation was to them. When | loack now at how | conducted the 2006
research, | see that the participation of ruralpte@and VHVs was limited to information
giving only. Whilst rural people and VHVs providettheir views in response to
predetermined questions, they had no involvemeioin their responses were used, and

were not consulted in the outcomes or recommenuafiom the research.
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2.5 Capability Approach

Cornwall (2000) highlights the need for a greatevel of attention to be paid in
development to strengthening the capabilities ofmneo and men, in particular those who

are marginalised, to create a gender-aware apptogudrticipatory development.

Sen’s (1999) capability approach (CA) treats thledioms of individuals as the building
blocks of development. The CA pays particulderdgton to the ‘expansion of the
capabilities of people to lead the kind of livegythvalue - and have reason they value’
(Sen 1999, ppl8). ‘Capabilities are people’s pidéfunctionings, and functionings are
beings and doings’ (Robeyns, 2005, pp 65). Seunearthat development should focus on
‘expanding the substantive freedoms that people’hggen, 1999 pp 297) for leading a
valuable life. Development should enable the exmamof capabilities such as being able
to be healthy, be involved in politics and holdipodl views, working, being physically
safe and enjoying positive states of bein@.he capability approach stipulates that an
evaluation of individual or social states shoulccde on people’s real or substantive
freedoms to lead the lives they find valuable.s Tireedom is called a person’s capability.
Someone’s capability hence refers to her empowsdyrien power that she has to be the
person she wants to be and to have the kind oslieewants to leadRobeyns (2001, pp
4). The CA requires people to be viewed and acagents’ — people who act and bring
about change who have the ability to set and putseg own goals and interests and
whose achievements can be judged in terms of dveir values and objectives (Kabeer,
1999; Robeyns, 2005). Agency encompasses the ingganotivation and purpose, which
individuals bring to their activity, their sense afency, or ‘the power within’ (Kabeer,
2001, pp21, cited in Paterson, 2008). Agency ke tthe form of bargaining and
negotiation, deception and manipulation, subversaowl resistance, as well as more
intangible, cognitive processes of reflection andlgsis, exercised by individuals as well

as by collectivities (Kabeer, 2003).

Sen describes a variety of social institutions geargovernment, non governmental, and
community) as contributing to the process of depelent precisely through their efforts to

enhance and sustain individual freedoms. Sen igigll the important contribution that

access to resources can make to people’s well beimgqualities in access to resources
can be significant causes of inequalities in cdpegs (Sen, 1999).

Robeyns (2005) argues that an analysis of gendsuality should not only map the

gender inequalities in functionings and capabsitieit also analyse which inequalities in
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resources cause gender inequalities in capabilares functionings. This is especially
important in assessing which policies create orucedgender inequality because
intervening in the distribution of resources isractal way of affecting the distribution of

capability well being.

CA aligns and supports the SRA in that it attemyotsunpack gender inequality by
identifying institutional impacts on freedoms, walhview to self-determined advancement
of capabilities that people have reason to vallikis thesis research is trying to uncover
the freedoms VHV’s would seek to advance, and itlehbw the Project might support

the advancement of these freedoms to the beneafiHdfs and rural communities.

Understanding the freedoms VHV seek to expand feilin part of the creation of a
development intervention for VHVs in Chapter Sewerpartial response to the central

question of this thesis.

In this chapter | have summarised three theorefiGahes; gender and development,
participatory development and the capability appnpaand discussed their relevance as
underpinning components of my analysis. Within geader and development discourse,
Kabeer's Social Relations Approach stands out aseful framework from which to
analyse social and power relations within an ingthal context. In the next chapter I will
describe the detailed methodology | developed fkaheer's SRA as a practical guide to

the analytical process. First though I will revidve role of NZAID in the Project.

2.6 The Role of NZAID and Primary Health Care

Health is fundamental to development. In Asia, iehthe largest reductions in poverty
have been achieved, 30-50 percent of economic proetween 1965 and 1990 has been
attributed to favourable demographic and healtingba (ADB, cited in Cant et al, 2009,
pp3). Close linkages exist between maternal arnld ohortality and morbidity, human
development and poverty (UNICEF, 2008, pp2). NZA®the major funding agency for
the PNG health sector wide approach and specifitak ESWCHP has a key role in
ensuring that development goals are enhanced dnevad.

NZAID uses the ESWCHP as a case study in its cuhealth strategy documenEnding
Poverty begins with Healttas an example of NZAID’s ongoing commitment tcaltle.
‘In the remote East Sepik province in PNG, NZAIDinsesting $10.2million dollars to
2011 in a Save the Children NZ project which trauitage health workers to deliver
primary health care to their communities’ (NZAID, pp 6).
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The Ministry of Health, NZ has on its website a @iment that attempts to define what is
meant by primary health care as part of a reviedeuaken for the Ministry of Health and
the Treasury in 1999 (Malcolm et al, 1999). Thiewment states that the World Health
Organisation (WHO) ‘has defined primary health case

» Based on a philosophy of equity and social justice

» A strategy concerned with intersectoral collabaorati

* Alevel of care that is the first point of contaath the health system

* A set of activities that includes basic clinicahsees

* This view is widely accepted both internationalhdan New Zealand’ (Malcolm et al,
1999 pp2).

Malcolm et al (1999) go on to describe the operatic@omposition of primary health care

as comprising:

* Generalist care — the provision of basic clinieabvies

* Comprehensive holistic care-concerned with all elspef individual and family, and
provided by an interdisciplinary team

» Continuing care — concerned with the continuindtheaf individuals and families
within the context of their family and community

» Accessible care — the point of first contact andnseof entry to the wider health
system on an equitable basis

* A strong emphasis on community participation anghimnity development’ (pp2).

The NZAID Health Strategy 2008-2013 states thaimi@ry health care includes as least:
education concerning prevailing health problems #mel methods of preventing and
controlling them; promotion of food supply and peomutrition; an adequate supply of
safe water and basic sanitation; maternal and tigidth care, including family planning;
immunisation against the major infectious diseag@syention and control of locally
endemic diseases; appropriate treatment of comnseasks and injuries; and provision of
essential drugs; and involves health and all rdlatectors and aspects of national and

community development.’

The NZAID strategy goes on to state that the keyuiees of primary health care are:

* ‘itis affordable — basic health care that is unsadly available

* itis acceptable — community participation in defqmand implementing health
priorities
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* itis accessible — equitable access to basic heatthby all in a community giving
priority to those most in need

* itis intersectoral — health care that cuts acatissspects of the community, not just
the health sector’ (NZAID, pp5)

The NZAID websité® states thatworldwide, 70 percent of those living in 'extreme
poverty' are women and children. One third of aimen and girls experience physical
and sexual violence and girls are twice as likeyylmys to die from malnutrition and
preventable diseases. Empowering women is esséntiase caught up in this cycle of
poverty, violence, hunger and inequality are todide to fulfil their role in society
Women are increasingly being seen as active agdnthange affecting and improving
their lives: the dynamic promoters of social transformationd tten alter the lives of both
women and men(Sen 1999, pp 189). Sen shifts the focus of womerpatients’ or
recipients of the development process to agentewélopment processes and change that
affects their lives. He notes that empirical dgltaws that women’s wellbeing is strongly
influenced by women'’s ability to earn an independent incomejriid émployment outside
the home, to have ownership rights and to havealite and be educated participants in
decisions inside and outside the fam{igen 1999, pp191).

Enhanced women’s agency through empowerment archedn can have dramatic effects
on child mortality rates (Sen 1999, Kabeer 1993jeracy is more powerful an influence
in reducing child mortality than any other knowrrighle (Sen 1999, pp 196). Data from
25 developing countries suggested that 1-3 yearmatkernal schooling reduces child
mortality by 15 percent while an equivalent levélpaternal schooling achieved a six
percent reduction (Kabeer 2003, pp 129). Sevewdies show that mothers’ education

consistently affect the chances that:

*  Women will attend antenatal clinics;
« Births will be attended by trained medical persdnne
* Complete immunisation of children will take place

e Sick children will receive timely and effective meal care (Kabeer 2003, pp 130)

In light of the above, enhancing women’s empoweinaed in particular women'’s literacy

must surely be considered as a central goal foE®M/CHP to achieve reduction in child
mortality rates alongside addressing other keytheadlicators (such as maternal mortality
rates) through creating a health infrastructure.

18 Accessed 22 June 2009

February 2010 Page 53 of 176 Ruth Heather



Carol Kidu, PNG MP promotes literacy dsst and foremost as the people’s pathway to
developmental knowledge in childcare, nutritioralkie housing, agriculture, environment
and so oh(Kidu 1997*9).

Evidence also suggests that women’s empowermentl@aayto the health and education

outcomes promoted by the MDGS. Poorer women wa@arpowered are more likely:
* To seek out contraception and maternal health sesyi

* To ensure the survival and health of their childred other family members;

* To promote the education of their children;

« To reduce gender discrimination against daughtetsealth and education and seek a

better life for them than they may have had theweseland

* To negotiate successfully for ‘safe sexual prastit®th within and outside marriage
so as to reduce risks of HIV-AIDS (Kabeer, 2003)

2.7 Conclusion

In this chapter | have described three theorefremhes: women, gender and development
which provides the main theoretical and concepfi@he and participatory development

and the capability approach.

Kabeer's SRA provides a framework for analysing soeial relations of gender within
institutions such as the ESWCHP, with a focus @ha@mpowerment of women to achieve
the outcomes they desire. Kabeer sees women asgeeys for social change. She writes
that ‘the capacity of those who have a stake inll@hging the status quo to deal
with...resistance cannot be taken for granted; it teabe built up through processes of

empowerment’ (Kabeer 1999 cited in Paterson, 2pp51).

Participatory approaches require participation kadlership of development recipients,
allowing space for local people to be involved gvelopment activities that impact their
lives. Sen’s capability approach interweaves whik two previous approaches in that it
too promotes local people as agents of change Agehan the way that from their

grassroots perspective, adds value to their liva2articipatory approaches and the
capability approach align and support the SRA. avehsummarised this alignment by

providing the following three quotes:

19 www.pngbuai.com
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Kabeer: the expansion in people’s ability to make stratddgcchoices in a context where
this ability was previously denied to thefoited in Paterson, 2005, ppl1l).

Cornwall (2003): éveryone who has a stake has a voice and a chp&325).

Sen (1999): No longer the passive recipients of welfare-enhagmdnelp, women are
increasingly seen, by men as well as women, aseaetgents of change: the dynamic
promoters of social transformations that can altbe lives of both women and men’

(pp189).

Lastly | have briefly outlined what is meant inghihesis by primary health care, and the
critical role of NZAID in ensuring development ahdalth outcomes through its funding
of the national sector wide health approach andispally the ESWCHP.

In the next chapter, | expand on the SRA and desdtie research approach used to

conduct the institutional analysis.
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3 Research Approach

3.1 Introduction

In this chapter | discuss the research approachtendethodology | used for qualitative
interpretation and representation of the 2006 data.

The conceptual and theoretical frame of women, gemadd development complimented
by participatory development and the capabilityrapph sets the context for the research
approach. The SRA provides a framework throughclwho identify the power or
relations of authority and control that result fraamequal distribution of resources,
allowing for an understanding of the configuratafrrelations at play within an institution
(lyer, 2005). The CA requires a viewfinder thatlsefreedoms that people want to extend
for themselves and that they see add value to tiveis. These can then be addressed
through participation: hearing the voices of thenownity and in particular the VHVs
who provide the basic services the ESWCHP wass&t provide and refining the project

to assist them in enhancing their capabilities.

This research is qualitative in nature and aimsniderstand not what can be counted (as in
quantitative research), but instead how human ke{ngmely VHVs and rural people)
experience their world and how their experiencecff that which can be counted (ie rural
health statistics). Qualitative methods are chareed by in-depth, intensive approaches
seeking subjective understanding of social real@ualitative methods are shaped by the
research question and the researcher; the attuthe researcher to the research subjects,

and the intended outcome or consequences antidifateyer and Limb, 2001).

This thesis involves qualitative review of the détam the 2006 interviews and focus
groups, along with my recollections from participavbservation. It also involves

recollections of my relationship with the reseateAm and the many discussions we
shared, first hand information | gleaned from m#pants in informal discussions and my

own reflections on discussions, events and relahigns.

The qualitative research process for this thesmngenced not with interviews or focus
groups (as these were conducted in 2006) but wiihlitqtive interpretation and
representation of the data. Qualitative Methodologies for Geographef®wyer and
Limb, 2001), Jackson and Crang discuss the rigoappsoach required when interpreting
qualitative data. They suggest that there areard And fast rules to interpretation and

avoid providing a step-by-step guide. Instead @ré§2001) provided details of the
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interpretive process he went through involving mméps and thematic coding systems
produced during his analysis; much of which wasilammo the process that | intuitively

went through and it was affirming to read this detethe literature.

Jackson highlighted issues for consideration inititerpretive process (Jackson, 2001 pp
210) to provide for rigour and transparency. Ifdunany of the issues Jackson raised
useful in guiding and cross-checking my interpefiwocess; in particular:

* The need to distinguish between different levelsaafing at various degrees of
abstraction;

* Avoiding ‘cherry picking’ of selective quotes thiglusystematic coding and
interpretation;

» Stating clearly how the process of interpretati@swonducted

* Including discussion of the silences of absencesfofmation in the data

« Considering personal positionality in relation e interpretive process as an integral
part of the research process

* Reading each interview transcript in turn, follow®dreading across transcripts to
search for similarities and differences, conneaiand contradictions among the
various participants

* Acknowledging that many different readings can dstex

« Being explicit about the methods used to interfiretdata (Jackson, 2001 pp 210).

Where possible, | have integrated consideratich@dge issues into the methodology in this

chapter.

Two key points arise when this research is consttlan the context of the issues above.
Jackson (2001) advises that qualitative researcktrengthened through a process of
interpretation and validation. Jackson also advibat the ‘interpretation of qualitative
material should pay as much attention to the sdsnabsences and exclusions’ (Jackson,
2001, pp 207) within responses as to the more oisvibemes that arise. | have not been
able to seek validation of my interpretation frothey team members, nor test with them
where the possible gaps or silences might be.ve @stead relied on my recollections of
the testing of assumptions and interpretations @62 (with the research team and

ESWCHP Manager) and must accept the limitatiorthisfresearch.

Jackson (2001) describethe need to acknowledge that many different readiogn
coexist and concomitantly, the impossibility ofraye, definitive interpretatiogpp 201)'.
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For example, one of the An example of the differeaidings | sought to uncover: | knew
from informal discussions with the research teamh /e VHVs that in some areas many
VHVs were unhappy with the support they were rdogifrom CHS. In 2006, the Project
had recently transferred the responsibility of mabsupplies to some of the CHS as a
trial, with the aim to extend this to all CHS owene. Many VHVs informally stated to
me that this transfer had resulted in delays iresgto medical supplies; VHVs having to
collect medical supplies rather than them beingivdedd; delays as a result of
communication difficulties (ie VHVs did not havecass to radio, so were not always
aware of when the supplies were available to b&egiaup from the CHS) and in some
cases CHS retaining VHV medical supplies for CHiicd so minimal or no supplies
were available to VHVs. | got the sense that VHI/d not feel comfortable making
blatant, written statements about this; ratheraine through subtly in the responses to
guestions about the length of delays in receivingdical supplies from CHS. For
example, to the question ‘how long to you have taitwbefore your supplies are
replenished?’ responses includéddepends on the transport for us to come andoget
supply — it will take one or two weeks after thnreenths’and‘small amounts of supplies
finish quickly’(Heather, 2006, pp VHVs75).

These may seem like small issues, but in PNG theseritical. Primary health care is
difficult if not impossible without critical meditaupplies, placing the VHVs in a difficult

position facing expectations from their communitigst not having the supplies to deliver
the service. Also, collecting medical suppliessome VHVs meant either a walk of a day
or more, and for others, an expensive canoe trbdfficulties obtaining access to canoes
and fuel (generally owned or appropriated by meApain, these were significant costs
that the VHVs would have to bear in order to previthese volunteer services.

Collectively they represent critical issues of ausbility of rural health care.

These VHV responses indicated critical issues: loibacting VHV ability to provide a
basic health service, and also indicating the maigiation of VHVs in being able to

voice their needs safely, and have these needs met.

Where possible | have identified as many differgosgsible readings from responses as |

could, and searched other responses to confirroroea my interpretation.

A further consideration of importance here is rgprgation. Some raise questions about
the role of the researcher which can be viewednasad ‘unequal power relation as they
interpret the lives of others’ (Dwyer & Limb, 200f@p9). Others raise questions about

whether interpretation is actually possible, buhea a range of ‘truths’ exist and suggest
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that it is knowing whose truth is represented isatwis important (ibid). This thesis

undoubtedly embodies ‘my truth’ as | have interpdethe theoretical frames, the data,
literature, and health statistics along with myotlctions and my personal positionality.
As a result, this thesis offers not simply the fiesgentation’ of the voices of others, but the
construction of new ideas, new linkages and suggesthat go beyond what the people
have said in their responses or | have interprigtexigh the analysis.

3.2 Secondary literature

Literature on the practical application of the SRAs not easily found. There were
numerous papers examining or explaining the SRA €iample Razavi & Miller 1995;

March et al, 1999; Gorman et al, 1999; lyer 2005rk&h, 2007). | could find only one

paper that had used the SRA, by Winford Masanja07). Masanjala systematically
applied the social relations framework (alongsitteeomethods) to study the impact of the
HIV epidemic on livelihoods in rural Africa. Magafa then extended the analysis to
consider the role that unequal social relationslaedihoods may play in the transmission
of HIV. This allowed Masanjala to demonstrate tkatial factors associated with gender
differences shape the HIV risk environment...throumgymmetrical sexual relations,
economic inequalities and population movement’ (Mgala, 2007, ppl037). While

Masanjala describes the results of the analysigsaription of the methodology for how
the SRA was used was not included, so whilst tlas imteresting work, | was not able to

use it to assist the development of my methodotogyy analysis.

There were a number of documents from which | vides 0 draw to support my analysis

as listed below:

« ESWCHP Summary Version of the Phase Il Project ém@ntation Document

* Phase Il Program Design Summary: Logical Framework

« East Sepik Women and Children’s Health Project $€Hg, Summary Version updated
for the Second Funding Cycle (May 2006)

» Evaluation Framework, Stage 4, 13, September, 2006

« Gender Advisory Support for Grass-Roots Healthd@tsjin Papua New Guinea
(Underhill-Sem & Peutalo, 2006)

Along with the above documents | was able to rafehe research report (Heather, 2006) |
had written along with the data (Heather, 2006)ngdi from the interviews and
guestionnaires. There were also a number of NDeHRDoH documents that | was able

to refer to whilst | was in the East Sepik but abte to bring back to New Zealand, nor
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able to obtain access to since. These documentsdpd the National and Provincial
policy framework within which the ESWCHP institutioexisted. Margaret Street
however was able to give me a copy of an earliesiop of the National Department of
Health Provincial Guidelines for Village Birth Atidant Programmes (1991), which | have
used as a reference point, and which from memagned very similar to the more recent

version | was able to access while in the EastkSepi

3.3 Summary of Kabeer’s Social Relations Approach Concepts

Before | describe the detailed method that | fokdwto conduct my analysis, | first

summarise the key concepts within Kabeer's SRA4).99

Social Relations Approach Concept 1: Development as increasing human well-
being

In the SRA, development is defined as primarily iaying human well-being through
addressing survival, security, and autonomy, where autonomyamsethe ability to
participate fully in those decisions that shape’smhoices and one’s life chances at both
the personal and collective levg€March et al, 1999, pp103). This requires depaient
interventions to be not only technically sound lsontribute to the broader goals of
survival, security and human dignity, inclusiveatifthose tasks which people perform to
reproduce human labour, those which poor people/ cart to survive and those which
people perform in caring for their environment whicltimately provide for their
livelihoods.

Social Relations Approach Concept 2: Social Relations

‘Kabeer uses the term ‘social relations’ to desctihe structural relationships that create
and reproduce systemic differences in the positmpoif different groups of peopl@arch

et al, 1999 pp 103). Social relations determineenehindividuals sit within the social
hierarchy, what they can do, what powers they fzanethe resources they can access, and
what their roles and responsibilities are. Sordations include gender relations, class,
race, ethnicity etc. Social relations can chariggugh changes at the macro level or
through human action.

Social relations determine access to resourcegpeaaople’s capacity to take advantage of
opportunities of change. Poor people are oftenuebed from formal allocation of
resources so access support for their survivail, Werkload, and their subsistence way of
living through other means such as family or comityumetworks.
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Social Relations Approach Concept 3: Institutional Analysis

‘Kabeer defines an institution as a framework ofesufor achieving certain social or
economic goals’, which ensure the ‘production, feicement, and reproduction of social
relations’, creating and perpetuating ‘social diémce and social inequalitfMarch et al,
1999 pp104). The underlying causes of gender mldglare reproduced across a range of
institutions including the household, family, conmty, market place, the state and the
international aid industry. Kabeer challengesaasyth, the notion that institutions are
ideologically neutral and instead promotes scrutifiythe actual rules and practices of
institutions to uncover core values, assumptiond ambedded gender relations and
inequities. Kabeer also challenges as a mythdba that institutions are independent of
each other. The SRA asserts that changes in atdutional sphere (eg access to
increased resources through a development projgttautomatically impact a range of
other interrelated institutions (such as relatigpshvithin the family and the community).
The SRA institutional analysis looks at five ‘dmstt, but inter-related, dimensions of social
relationships that are common to all institutiomsl aignificant to the analysis of social
inequality: rules, resources, people, activitiesd goower’. These dimensions are

summarised on Figure 4 below.

Figure 4: Dimensions of Social Relationships

Rules: how things get done? Rules allow or constrain:

e What is done

* Howitis done

* By whom it will be done
*  Who will benefit

Activities: whatisd one? «  Who does what?

e Who gets what?
*  Who can claim what?

Resources: what is used, « Human resources (eg labour, education, skills)
what is produced? » Material resources (eg food, assets, land, money)

» Intangible resources (eg information, political mana,
goodwill or contacts)

People: who is in, who is out, Institutions deal with people and are selective about:
who does what? *  Who they allow in and whom they exclude

* Who is assigned various resources, tasks and
responsibilities
* Who is positioned well within the hierarchy

Power; who decides, and « Unequal distribution of resources and responsibilities
whose interests are served? o Official and unofficial rules that promote unequal
distribution

« Authority and control to promote practices which entrench
privileged positions

Adapted from March et al, 1999, pp106-108
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Social Relations Approach Concept 4: Institutional gender policies

The SRA classifies institutional gender policiepeleding on the degree to which they

recognise and address gender issues (March €194):1

Gender blind policiesre those that do not recognise that differenet&den the sexes

exist, and thereby recreate existing gender biaftes tending to exclude women.

Gender aware policie®cognise the differing and sometimes conflictnegds of women

and men along with the differing priorities, andeof, unequal constraints they face when
acting as either participant or beneficiary of depeent activities and outcomes. Gender

aware policies can be further divided as follows:

Gender neutral policy approachesthese policies recognise the different needs and
constraints faced by the different sexes, and hisekhowledge to target and benefit both
sexes, striving to overcome biases within the dgraknt process that exist within a given

society.

Gender specific policies respond to the identified needs of either gender

Gender re-distributive policies aim to transform existing distributions to ceegiender

equity. These policies may work on women’s or reguractical needs or target strategic

gender interests.

Social Relations Approach Concept 5: Immediate, underlying and structural
causes

This brings together all previous concepts and aegl the immediate underlying and
structural causes along with their effects on tagous people involved, for the purposes
of planning a development intervention and documgrthis either in tabular form, or as a

written report.

3.4 Research Method

To enable me to answer my central research quedteoming on Kabeer's SRA (1994) |

needed to create a method, which could be usediqathg for the analysis. Kabeer stated
that a narrow application of the SRA would hightigfow gender inequality was formed
and reproduced in institutions (March et al, 1989,102)’. However, it was not clear
exactly what was meant by a narrow application &htde the SRA provided a structured
framework, no method for how the analysis was ua#ten within the framework is

described. In the absence of such guidance arahiattempt to undertake a ‘narrow
application’ of the SRA | developed the followingt ®f tasks for my overall approach:
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1. Define the ESWCHP using Kabeer’s four key instanél locations of the state, the
market, the community and family/kinship:

a. ldentify the organisations and groups that exishiwithe ESWCHP institution

b. Identify the location of each organisation or grampccordance with Kabeer’'s

four key institutional locations

2. ldentify rules ‘owned’, enacted and monitored bgtedifferent organisation and
group within the ESWCHP institution.

For each rule identified, | attempted to apply @nwrier’ or controller/enforcer of the rule.
In some cases | found that more than one groupaapgé¢o ‘own’ a rule. This suggested
tensions between different groups who shared aandethat it was possible that the rule
would vary depending on the circumstances at hauadso found examples of where a rule
was that an organisation or group owned the agtorittoncept. For example — Village
Leaders ‘owned’ how community services were progidethin the village by agreeing
who was chosen as VHV, and then setting the typdearel of community services,

through their support (or lack of support).
3. Identify the activities conducted by each differgr#titution and organisation

4. ldentify the benefits achieved through the ruled activities and who ‘owns’ these

benefits

5. Bundle together like with like to summarise howesyjlactivities and benefits fall

amongst the institutions and organisations withenESWCHP

6. Assess the available documents, data and the aeabtrapleted above to identify the

presence of gender policies

7. Complete a cause and effect analysis (Concept £andept 6) to explore the
immediate, underlying and structural factors crepthe problems identified in
responses (and documented in the institutionalaigdland document in the table
format suggested (March et al, 1999, pp 110-111)

8. Design a Development Intervention using the suggetstble format (March et al,
1999, pp 112-114).

| conducted an institutional analysis of the ESWCt#hg guidance from March et al
(1999) and Kabeer (1994). Having completed Con8eptstitutional Analysis above, |
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progressed through Concepts 4, 5 and 6, and cosdpbat immediate and underlying

structural causes and effects analysis and a Dewveot Intervention.

Definitions
There are a number of terms used within the SRAdt®mnot defined. | therefore had to

establish my own. Explanations of my interpretamd use of each term are described

below.

Policy Written rule or set of rules, commonly foundgovernmental organisations.
These policies describe the parameters of howtsheswork and within
which activities take place. Sometimes will ddserihe activities that must
take place (eg Village leaders must sign an agreemi¢h the ESWCHP in

order to initiate VHV services)

Accepted way of doing things — may or may not bitemr down, commonly

found in organisations

May be official or unofficial

Rule Established way of doing things, that may aymot be written down
Prescribe the way something must be done.

May be official or unofficial
Activity ~ Tasks or actions

Power Ability of an individual within an institutnh to access and manipulate a range

of resources

Jackson (2001) emphasises the importance of bediplicik about the methods used to
interpret qualitative data so that the processramsparent and limitations are easily
identified. In the paragraphs that follow | detdieé methods | used and the processes |

followed.

To enable interpretation, the 2006 responses hat Bgstematically recorded into a
database by the research team and coded by respande (eg VHV, village man, village
woman and so on) and village. Responses werecatsed so that they remained linked to

the question the response was specific to.
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| firstly reread all the data, to reconnect wittiai this research, and remind myself of the
process | used for coding and recording the inféiona | then systematically reviewed
the data again, documenting my interpretation amalyais on the detailed tables (which
are attached as Appendices F-K). | then revieweddata again, searching for themes or
congruencies crosschecking responses from diffe@des for consistencies and
divergences. Straus, cited by Crang (2001) ‘empbdsthat the constant comparative
method of checking codes against each other wae merification’ than inductive — that
is checking that the categories used were consiatehsupportable, asking how and why
one category of responses differs from or echams finother (pp 219)’. One of the tools
that | used to assist in this crosschecking wasda enap (a useful example of a code map
is provided by Crang, 2001 pp 225). In this wayds able to record topics, subtopics,
isolated comments, congruencies and divergencess 40 create a system of categories
that could be summarised into themes for reflectidm this way, whilst | did not have
access to research team members, the cross chelbhingwas able to do on my own did

go some way toward validating my interpretation.

| summarised themes and divergences from the asdhlmn checked them back against
the 2006 Narrative Report and considered the siitida and differences, and changes to
my positionality. | then considered my detailedlgsis again to provide the reflections

and suggestions that are documented in Chapter Six.

As | reviewed the detailed data, | looked not oatyhow people had responded to the
question they were asked in 2006, but also souganhces and key learnings from their

words, and from similar responses and groupingssgonses.

Considerations

As | prepared to undertake the research, and indeedghout the process, concerns that |
had when | did the original report once again emérgeven though | was applying a

different logic to the analysis. For this reasomale adhered strictly to the SRA where
possible to ensure that, irrespective of the figdjrthey are developed through use of the

SRA, rather than as a result of my previous woik associated assumptions.

Ethical Considerations
This thesis represents a review of research coaduct 2006 on behalf of SCNZ and

SCiPNG. In 2006, | completed an ethics committgpraval application. Discussions
about the research with the VUW Ethics Committe®r@imator at that time concluded

that there were no obvious ethical issues withiseaech design, mainly because the

February 2010 Page 65 of 176 Ruth Heather



research involved largely a paper based processéinthte personal information was not
involved. As a result Ethics Committee approvakwot required.

I have considered the ethics of writing a thesisasunding a current Save the Children
project. | was concerned firstly to know that SCN&s comfortable with me revisiting the
2006 data, and secondly to confer over my integbiggis and finally my
recommendations. During 2008 and 2009 | met infeadjy with the SCNZ Pacific
Programmes Manager to discuss the progress ofebesmrch. My freedom to use the 2006
data again was affirmed verbally in these meetiags, the Pacific Programmes Manager
welcomed my analysis and suggestions for Projelchecement as a healthy part of the
development process. Unfortunately | was not &bleomplete a substantive draft of this
thesis in time for review and discussion beforeRlaeific Programmes Manager left New

Zealand for work overseas.

As Crang (2001) points outhere are many truths and realities, and therens one
correct interpretation. So we have a process ofkinm interpretations of others’
interpretations...however complex and difficult thety be’(pp 216). The writings in this
thesis have been distilled from my experiencesutinout the research process. New ideas
and understandings have been constructed that gonthewhat respondents have said
(Limb and Dwyer, 2001). Mohammed (2001) suggedtat tthe ‘authority of
representation rests not on answering the quesisothis true?’ but instead considering
‘whose truth’ it is’ (pp 113). The views within this thesis are my ttisl, based on my
analysis, my recollections and my positionality {lBy 2001), and do not reflect the views
of Save the Children or any other agency. | hdse attempted where possible to expose
the multiple meanings that exist within or bendhtse ‘truths’. The interpretations | have
made in this thesis are mine alone and may aligdifter with interpretations that others

may make. No changes to the 2006 data have bed® tlmaugh this research process.

In this chapter | have outlined my overall reseapproach underpinned by the theoretical
frame of three complimentary approaches of the geadd development, the capability
approach and participatory development. | haverdssd in some detail the methodology
| have developed and used based on Kabeers SRA, qualitative research

methodologies. In Chapter Four, | define the ESWCHstitution, and describe and

discuss the detailed institutional analysis.
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4 Institutional Analysis

4.1 Introduction

In this chapter | draw on understanding from Kabg#04) to define the ESWCHP
institution, considering what elements of the Headre infrastructure in PNG and the East
Sepik should be included, and those that shouléXatuded. Once | have defined the
institution, | consider the locations of each oinigation within the ESWCHP in accordance
with Kabeer’s institutional location methodologythen discuss the institutional analysis
utilising Kabeer's SRA Concept 3 (March et al (2P00This involves looking at five
distinct but inter-related dimensions of socialatieinships that are common to all
institutions and significant to the analysis of iabénequality: rules, resources, people,
activities and power (and benefits). This chappeovides discussion across these
dimensions. The detailed analyses, are appendeti@ss:

Appendix F: Rules Analysis Appendix I: Activities Analysis
Appendix G: Resource Analysis  Appendix J: Power and Benefits Analysis

Appendix H: People Analysis

SRA Concept 4, Institutional Gender Policies analy®larch et al, 2000) and discussion
follows in the next chapter, Chapter Five. SRA €apis 5 and 6, the Immediate,
Underlying and Structural Causes analysis (Marcdl,e2000) is attached as Appendix K.
Chapter Six provides reflective discussion arisfrgm the detailed analyses and the
Development Intervention. Finally, the analysesmimate in recommendations and
completing a Case Study: Designing a Developmetgrdantion provided in Chapter

Seven.

Throughout this chapter I have relied primarilyfnoject documentation and transcripts of
responses recorded as data in 2006. At pointgd peovided quotes from responses. This
is done so that the perspectives of the particgpparé expressed in the words they used.
Where the words they used did not make grammasiease in the English language, |
have summarised the quote, and indicated thiseirietkt.

Sen and Grown (1987) argue that the perspectivpsafand oppressed women provide a
unique and powerful vantage point from which toreikee development programmes and

strategies. In this same way, the participatiorthef local East Sepik people, the VHVs
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and the responses they provided created a sigmifady of information upon which to
assess the social relations at play within the EGN® @stitution.

4.2 Defining the Institution

In order to conduct an institutional analysis, B8WCHP needed definition. Kabeer
(1994) defined an institution as a framework ofesulfor achieving certain social or
economic goals. This was distinct from an orgamsawhich was the specific structural
form that an institution may take. Using Kabeedsfinition of an institution, the
ESWCHP could be defined in a range of ways, demgndn who was defining it and the
purpose for which it was being defined. How thetiiation is defined (what organisations
are included) is important because this definestope of the analysis. For example, key
aspects of gender inequality could be missed ihoigations that held power were not
included in the institutional analysis. Alternaty, results could be skewed if only those

agencies that held power were included, and thas®w power excluded.

The ESWCHP organisational structure of health sesvis shown in Figure 1 earlier in
this document. | have redrawn Figure 1 and higitéid in green in Figure 5 below, those
organisations and groups thagxperienced as having a part to play in moving health care
resources from the state level to the grass robthea country and kin levels. The
organisations in green are those | have includetflinvimy definition of the ESWCHP

institution.

Figure 5: ESWCHP as Defined in Project Documentation
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National Church Medical

National Department of Health Donor Programs ;
Council

|
Donor Consulting Group

East Sepik Provincial
Government Provincial —— Provincial Health Board
Executive Council

Church Medical Council

Programme Co-ordinating
Group
Provincial Division of Programme (_:o-ordlnatmg e Ml Sarieas
Health Office

District Health
Management Committees

District Administrators and Health Church Health Centres and Sub-
Managers centres

Government Health Centres

Church Health Services Aid Posts
and VHV Programmes

Reference: ESWCHP Summary Version of the Project Implementation Document, pp 14

| have excluded from my definition of the ESWCHRtitution those organisations with
which either | had no involvement, or | could se® abvious interconnection with, or
influence on, grass roots health care provisiohe &xcluded organisation and groups are

shown in transparent boxes in Figure 6 above.

The SRA Concept 3 institutional analysis is shownTable 6 below. The column titled
Organisation/structural form contains those insbns | have included within my
definition of the institution. Table 6 also iddigs the key role of each organisation thus
providing the supporting rationale as to why | haweluded them. Each of these
organisations and groups interrelate and rely och e@ther in some way to provide

grassroots primary health care.

Table é: Institutional Analysis

Key Organisation/structural Key role within the ESWCHP

institutional  form
locations
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Key Organisation/structural Key role within the ESWCHP

institutional  form

locations

State® NZAID Provides the majority of funding for the ESWCHP
National Department of Prescribes national health policy and standards
Health
Provincial Department of Provides health care services and infrastructure
Health essential for ESWCHP to interface with

Market™ Save the Children Nz Receives NZAID funding and supports SCIiPNG

Save the Children in
Papua New Guinea

Catholic Church, South
Seas Evangelical
Church

through providing funding and required
management support and expertise

Receives NZAID funding via SCNZ and in return
provides ESWCHP management and
coordination in support of CHS

Central part of the ESWCHP and provides rural
health services. ESWCHP is transferring
management of VHV networks to these CHS

Community
22

Save the Children in
Papua New Guinea

Village leaders

Local NGO stakeholders
(eg East Sepik Council
of Women)

Women'’s groups

Provides grass roots support and coordination to
VHVs

Liaises and forms VHV agreements with village
leaders

Liaises with and supports CHS and village
leaders and VHVs

Provide support and communication network for
VHVs and CHS

Extended families

Family/ Villages Receive health care and provide support to VHVs
kinship Households Support VHVs through ‘in-kind’ payment
Families Support VHV in providing services (eg arranging

transport for sick patient)
Be a VHV and provide services

Adapted from SRA Concept 3 (March et al, 1999)

To illustrate my definition of the ESWCHP institomi, | have amended Figure 5 to include
the broader range of organisations and groups € hasluded. My definition of the
ESWCHP institution is shown is Figure 6 below. Tiectional arrows indicate in which
direction authority flows. For example, Save thel@en NZ reports up to NZAID on the
progress of the ESWCHP, while it may set direcaond organisational rules for Save the

% These organisations are enshrined in legislation as part of the state and are state funded.

21 These organisations exist based on funding for services. They are supported by donor agencies to provide
health services either for or through the ESWCHP.

22 These groups and organisations are community funded and exist only through community support.
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Children in PNG, which in turn, sets organisationdes and direction of the ESWCHP
Office.

Figure 6 ESWCHP Institution Defined following Institutional Analysis

Church Health Services Aid Posts Some VHVs and Maternal Child
and VHV Programmes Health Programme

National Department of Health 5 ‘
*
Save the Children N2
Savethe ChildreninPNG  |-—————-
| |
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A | |
| |
ESWCHP Co-ordi | |
Provincial Division of Health Church Health Services reting Offce |
| |
| |
| |
N
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|
jcal Supply-Supplies ) SIEN gmaard&b 77777777777777 ] e i
‘ Supplies !
|
Supplies }
|
|
|
|
|
|
|
|

Village people (households, families, extended families and wormen's groups)

Influence
Control
Control of critical health care supplies  ——Supplies —»

4.3 Rules Analysis

Kabeer’s institutional analysis requires firstly assessment of the rules (official and
unofficial) that govern institutional behaviour amdove resources from one place to
another. The detailed rules analysis is shown ppehdix F, and documents the rules |
identified based on my personal experiences anah fanalysing the research data. A
range of rules exists within the institutions thaike up the ESWCHP, which | discuss in

accordance with the key institutional locationslaswn on Table 5.

State
NZAID

From reading Project documentation, and from my tmgewith the NZAID PNG
Programme Manager during my 2006 visit, | was avlaae NZAID provided the majority
of funding for the ESWCHP. | was also aware tmataturn, NZAID required regular
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reports on Project achievement and fiscal manageme&me 2006 impact assessment for
example was conducted to meet a NZAID reportingiregnent of ESWCHP.

When conducting the institutional Rules Analysisgxpected to see NZAID policy
requirements evident within the institutional hretey: embedded in Project
documentation; obvious as a key influence on Pt@etvities and ways of working; in
discussions with Project and CHS staff, and inwlag VHVs were supported. However,
as the analysis progressed, #iesence of rules set by NZAID, except for those noted
above, became increasingly obvious. In fact | ddudd no evidence through the analysis

of any influence from NZAID.

This gap | believe is of particular importance. @glined injEHGDICIEE > NZAID has a
key role in advancing development outcomes in teasaof health and gender. | expected
to see these requirements built into Project docuatien, come through in the analysis of
the interviews with Project staff, CHS staff and V&

| expected to see NZAID official and unofficial esl influence the Project in at least the

following areas:

1) That NZAID required the ESWCHP to provide evidenok the impact of the
ESWCHP through the monitoring of identified key lieandicators of rural people —
ie that key health indicators would be clearly idfead within Project documentation
and well known across the Project, supported wittive monitoring processes, that

eventually fed into performance reporting to NZAID.

| expected to find evidence in the rules analyséd bore out NZAID requirements even if
they were not specifically stated as a requirenoéMiZAID. To illustrate this, | repeat
two questions that were asked of rural health marsagp the 2006 research, and provide
samples of respons@swith an explanation as to what could have comeuih but was

absent.

‘Which aspects of health provision have improved as a consequence of fraining health

managers?’

Sample of responses:

23| have tried where possible when including sampfegsponses, to choose individual responses that
reflect the majority of responses.
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‘Aspects of health provision have improved.’

‘VHV...activities have improved and also immunisatonerage by mission run
health facilities.’

‘Reduced workload especially small/minor ilinestest are treated by VHV and
only major illnesses are referred to health subtesy’

‘Good Mother and Child Health programme conductetih\the help of VHV’
‘Safe Motherhood including antenatal care, supesdisdeliveries, family
planning’

(Heather, 2006, ppRural Health Managers1)
Has obstetric care improved? How do you know?

Sample of responses:

‘Yes, less maternal mortality rate, no record ofiths in the health sub centre
record.’
‘Yes, by seeing increased population in smalldagés that has VHV programm
Many mothers do deliver their babies with the dasise of VBA (VHV).

(Heather, 2006, ppRural Health Managersl)

Whilst interesting, responses do not clearly idgrany prioritisation of activities, nor link
any activities with the role of NZAID as funding eagy. Rural health managers are
relatively senior within the ESWCHP, so some uni@eding or articulation of the link of
efforts to funding could reasonably be expectedt Was a prominent part of ESWCHP. |
would suggest that for a focus on key health indisato become a prominent driver
within the ESWCHP, it would need to be required dasofficial rule in contract and/or
Project documents) by NZAID.

2) Embedding the empowerment of women in all Projetvgies and ways of working,
particularly around gender equality and women’s ewgrment

The NZAID website cites gender equality as one @AND’s priorities. The website
states thatNZAID’s strategic approach is to ensure that worseampowerment and
gender equality are actively pursued in all devebent activities...gender equality is both
an MDG in its own right and also a key means toieghg all MDGs..?*. It is
interesting to note however that the ESWCHP isamat of the projects listed by NZAID

as ‘examples of NZAID’s support for gender equality amsnen’s empowerment (ibid).

2 hitp://www.nzaid.govt.nz/what-we-do/gender-equalitml
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As | reviewed the Project documentation and 2008 débecame obvious that this was a
gap. Only one response out of all responses nmaadigender. So whilst NZAID states
that it enhances gender equality and women’s empoem through it's work, and
through the projects it funds, it does not appearequire this of the ESWCHP. No
official or unofficial rules were evident within ghESWCHP institution that worked to
empower women or support gender equality. Theremeaevidence of gender awareness,
gender training, or even equality in employmentcpcas. The Gender Analysis is

discussed in more detail in the next chapter.

The rules analysis left me with one unanswered tepresvith regard to NZAID. Where
did NZAID sit with regards to the official rule th&HVs were volunteers, and therefore
not recompensed financially for their services? sWiteere an unofficial rule in place by
default as a result of NZAID’s support of the statjuo? As | started to try to answer this
question, | realised it was related to Kabeer'sstjoa in the analysis of ‘who benefits?’ |
will continue this discussion under the Benefitsalysis heading below.

National Department of Health

The PNG National Department of Health provided &cgdramework for rural primary
health care (DoH, 1991). This policy framework idefl the responsibilities of the
National DOH, the Provincial DOH, rural health §ta€Church Health Services, the
community, VHV coordinators and the VHVs. The Dgidlicy defined the status of
VHVs as voluntia, and put VHVs under the managenard authority of the village
committee. Village committee responsibilities wdedined as including such activities as
deciding whether they want to support a VHV prograarin their community; appointing
a committee (that is equally represented by bateseo be actively involved in managing
the VHV; selecting village women to be trained d$\X8; providing a community birthing
house; and establishing the ways in which the édhiWHV would receive payment for
services to the community, whether cash or ‘in-kintthe DoH guidelines state that ‘it
must be remembered that VHV’s are volunteers nat paalth workers and they should
not be asked to do too much work. Their servitesil be rewarded by the community
they serve (DOH, 1991, pp 13).

The DoH policy (1991) also defined the legal arfdcall responsibilities of the community
council for the VHVs particularly with regards wsues of payback or retribution. A letter
of agreement between the ESWCHP and the villagenttiee was to be signed, thus
signalling the commencement of the VHV'’s trainiagd followed by services to village
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people. CHS were to provide training and suppeithh the ESWCHP providing medical
supplies and ‘incentives’ in the way of soaps, kere etc.

This policy framework provided a set of formal ihgional rules that governed how key
aspects of the ESWCHP institution functioned. TEhesstitutional rules were clearly
evident and replicated in ESWCHP documentation, andcted within the Project
organisational structure, priorities and day-to-davities.

Provincial Department of Health

The most obvious official rule pertaining to the dMD was its responsibility for the
allocation of access to and responsibility for sheply of medical supplies. Responsibility
for medical supply was delegated to the PdoH Areadibbal Supply Office (AMS)
Manager. Government health services, the ESWCHB Clihics and VHVs were all
dependant on the AMS for all their medical supplhich were critical to providing
health care. This rule gave the AMS Manager aifstigmt amount of power across the
entire ESWCHP institution — this is discussed fertbelow.

No other rules arising from or surrounding the PDméte evident through the analysis.

Market
Save the Children NZ (SCNZ)

Although | am certain there were official and umo#l rules laid down by, and within
SCNZ, these did not come through clearly in eitResject documentation, or through

responses.

Just prior to leaving PNG, talk within the ESWCHFHi€2 began to include Rights of the
Child, which | deem to be a formal rule. This relEemed new at the time, and efforts to
integrate it into Project in the early stages. r@®newing my notes from the 2006 research,
Project documentation and responses | saw no exadeinthe Rights of the Child, or other
rules | might have expected to see, such as iratbas of human rights, gender equality
and women’s empowerment, and organisational palicie am sure that some of these
rules (such as organisational policies) were icgldut they remained completely hidden
from the analysis. The reasons for the lack oibilisy of SCNZ rules also remained

hidden from the analysis.

| would have expected SCNZ to attach both offiesadl unofficial rules to SCiPNG use of
NZAID funding, and these to be embedded in Pragetivities. It may be that these rules
were in place, but just not evident through thelyss It may be that SCNZ does not
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clearly establish rules for SCIPNG, because théwpsadistinct agencies each creating their
own set of official and unofficial rules. Wheth#is is or isn’'t an important gap remains
an open question. However, exploring a potentegh dpetween these two Save the
Children organisations is not the main thrust o thesis, so | will leave the discussion
here. | would however, raise the point that if &&ve Children or others consider this gap
warrants further analysis, it may also be pertitentonsider whether NZAID rules (both
official and unofficial) seemingly absent from taealysis fall into the gap, and do not get
translated on to SCiIiPNG and the ESWCHP.

Save the Children in PNG (SCiPNG)

In this institutional location, SCiPNG worked tacass greater levels of funding to provide
services. Rules surrounding and set by SCiPNGtlh@ESWCHP Office reflected the
role of a management office and coordinating bdust i had expected to see. The
ESWCHP Office balanced the needs of the variousiggand organisations within the
institution and defined requirements to ensure tpatformance reports met the
expectations of the funding agency (for examplejrgyeasing numbers of VHVs, VHV

training sessions, distribution of medical supplreporting on health statistics etc).

The ESWCHP also determined the coordination presedsat were required in order for
organisations and groups to access Project resoufidee ESWCHP worked in partnership
with the PDoH and CHS to establish rules within abhthese partnerships functioned to
enable CHS to access funding. The importancelafisaship management, coordination
and partnership are shown clearly in the Projega@isational structure (shown in Figure
1). Decisions made by the Programme Coordinatinguf® (chaired by the ESWCHP
Programme Manager) were then dictated out throbghirtstitutional hierarchy. It was
through this group, that it was decided the catctiraeeas would no longer be supported
directly by the ESWCHP Office, but instead VHVs wibueceive support directly from
the CHS. Decisions such as this became formalitutishal rules that changed
responsibilities and practice. Numerous respofrees VHVs indicated their discomfort
with receiving support from CHS instead of dirediigm the ESWCHP. For example in
response to questions about whether VHVs werenget#though medical supplies from

CHS, to be able to treat village people, VHVs state

‘its on the hands of the nurses’; ‘no one was ggttihe medicine from the church’;
‘church are not going on patrol to see them [VH\{$jeather, 2006, VHVpp22).
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Project decisions like this one made by the Prograr@oordinating group, did not allow
for VHV involvement or participation in the decisionaking process. To me, the VHV
responses above conveyed a level of frustratioy. absumption based on responses such
as these was that VHV frustrations were directeal @trceived lack of ability to influence

decisions such as this one, or to influence CHIvies to support VHVs in the field.

| observed clear differentiation between the r@esomen and men within the ESWCHP
institution. This suggested to me that gender daskes existed that placed people in roles
according to gender based expectations. Thisssudsed in the next chapter, Gender

Analysis.
Church Health Services

From my observations in 2006, | noted there wergstaints within CHS regarding who
was able to be involved and who did what, signglline presence of both official and
unofficial rules. Religious doctrines prescribedaage of official and unofficial policies
surrounding social behaviour. To belong to a paldr religion, there were official rules
around religious beliefs and social behaviour. Therch defined religious beliefs and the
extent to which these were to be adhered to asqgbaservice provision. Official rules
within Catholic catchment areas dictated decisi@kimg hierarchy, by gender and
religion. Discussions with the research team, @atholic VHVs clarified that the Priest
was able to dictate any aspect of life within thi&age including whether or not the men
were able to have vasectomies, the women use faphélgning methods or whether
HIV/AIDs education was able to be provided. Foamyple, when asked whether VHVs
gave them what they needed to protect their sexealth, many rural people responded
affirmatively. However in amongst the affirmativesponses was the occasional negative

response such as this one from a village man:

‘it is also against the church belief it will encage prostitution and not being

faithful’; and this response by a village women:

‘yes the VHV gave us enough condom, but only taontreied people and not to

young people(Heather, 2006, ppRural People20).

The priest held the most senior position within @leurch community and was therefore

able to overrule any decision made by others, diolyVHVs and senior CHS managers.

Underpinning the official religious rules, were @iinmal rules. It appeared that there was
an unofficial policy that required people to espotle relevant religious doctrine, or show
their beliefs obviously through their actions (pray singing or attending church etc).
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This was most obvious amongst staff in the Cathidkalth Services. At times | sensed
what could almost be described as an attitude af de trepidation, if discussion moved
into areas against religious doctrine or outsideatthority of the church. It appeared that
women, who espoused the relevant religious doctané participated in appropriate

religious activities, had the greatest chance céargprogression.

Official rules within CHS related to formal quatifitions such as qualified nurses,
occasionally doctors, trained health assistantsosimers. Qualifications created a range of
official rules around authorities and scope of gieti-making, setting qualified staff well
above non-qualified staff (such as VHVs or driverBprmal qualifications seemed to form
a level of protection against personal blame ire@dgoor patient health outcomes.

Rules surrounding management responsibilities W= formal. It appeared that people
were appointed to management positions largelyhenbiasis of ability and experience

rather than necessarily hierarchy within the chuatthough that often went together. For
example, in the Catholic CHS the most senior nua alao the most experience manager,
and held the position of Catholic Health Secretafpar the South Seas Evangelical CHS
the Health Secretary position was held by an egped Pastor. Women held a number of
Rural Health Manager positions, although the dedlarbles analysis (later in this chapter)
shows that the proportion of women managers wastampared to men.

CHS generally had ready access to medical supmiefulances and controlled how,
when and in what context these were made availabla:. example, in 2006, VHVs in
Kambot described how often the ambulance was raitadle when required to transfer a
sick patient to Boram Hospital in Wewak — the maragy other senior staff member for
other activities would have commandeered it fospeal use. CHS control over access to
critical medical infrastructure and supplies coéve significant impact on the health and

well-being of the local population.

Community
Save the Children in PNG (SCiPNG)

In this institutional location, the SCIPNG ESWCH#RW on local people to staff many of
its operations. As a result, many of its rules antivities were directly linked into local
cultures and mores. Within the ESWCHP, many s$ta¥fe familial and or cultural links to
grass roots people, and in fact often live in gdlasettings when not at work in Wewak (ie

for holidays or other leave). This brought una#iccultural rules into the office setting,
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most obviously seen through gender-based allocatianles — discussed in detail in the

following chapter.

The ESWCHP in this institutional location, providedpport directly to VHVs thereby
establishing unofficial rules for the types andelevof support required. This included
working with village leaders to promote and ensargoing support for VHVs from

communities.

The ESWCHP also set official rules for the levelsopport CHSs' were to provide to
VHVs. It seems from responses that these levets weated as unofficial rules by some
CHS and not necessarily adhered to, particularthénarea of medical supply. Instead, the
CHS established its own set of unofficial rulegtsas ensuring CHS clinics had sufficient
medical supplies (even if this meant stripping $spout of VHV medical supply
bundles) prior to providing any supplies to VHVAnother unofficial rule set by CHS was
whether or not VHVs were required to pick up tteipplies from the clinic or whether the
CHS would arrange for delivery. This seemed taé&eendant on CHS willingness to pay
for transport costs. In many cases it appears tthiat cost was transferred to VHVs,
whereas previously, when the VHVS were directlyparged by the ESWCHP, supplies

were delivered.

These unofficial rules and their impact on VHVs eathrough clearly in responses from
both VHVs and CHS rural staff.

Village leaders

Village leaders appeared to own a range of rulesipéng to life in the village and the
roles of men and women. Village leaders decidedthdr or not the village had a VHV,
who the VHV was, and whether or not the villagarported her (through providing her
with a meresin haus, and ‘in-kind’ payments forvesss rendered). The VHV contract

was agreed between the Project and the villagetesadot with the VHV.

Discussions with the research team in 2006 reved#thedl community leaders were
generally men; often older men or men with paracuksponsibilities or influence. This
was at odds with the NDoH official policy requiremighat the community committee

responsible for managing the VHV should reflectdbges equally.

The institutional analysis of 2006 responses inditdhat village people listened to the

VHVs advice if the community leaders were suppesitior example:
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‘| see that the community leaders stand with me mydwork is good(Heather,
2006, pp VHVs12).

There were no responses that directly stated tratwnity leaders did not support them,

but numerous responses about the lack of commsufgort for example:

‘it is altogether hard because the communitiesravesupporting the volunteer work’
; ‘we want to work, but there is no support from ple®ple and the leaderfHeather,
2006, pp VHVs79).

Local NGOs

While the ESWCHP began as an initiative for wometf wtrong links into local women’s

NGOs, there was little evidence of their involvemi@2006. They were not formally part
of any Project meeting, and frustrations from savh¢he older women ESWCHP staff
were voiced at the lack of representation and fisater particularly with the East Sepik
Council of Women. There were no rules that | obsérin 2006, or that were revealed
through the analysis regarding local NGOs. Thdetab Appendix F does not contain a
column for local NGOs. This reflects the absenterubes and participation in the

ESWCHP by local NGOs.

This is another gap highlighted by the instituticar@alysis.
Women'’s Groups

Women’s groups did not feature amongst responges Broject documentation. | do

remember however, VHVs and Project staff mentionivegse groups. My recollection of

these discussions between women were that ‘whéenibn made decisions, the women
just got things done’ and that these groups weneya for women to discuss community

activities, and consolidate support for each other.

This is another gap highlighted by the instituticar@alysis.

Family/Kinship

Village people

The analysis showed that village people generaltyexd rules with village leaders. Where
village leaders generally made decisions, villagepte had the power to enact (or not)
these decisions through their actions. This dyoarauld place the VHYV in an interesting
and at times difficult position, if the village lders and village people were in conflict and
the VHV and/or her services were caught in the heiddn the cultural context of PNG,

and the gender inequality and risks of violencevtomen in general, this could become
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particularly problematic. Underhill-Sem & Peuta(@006) made a recommendation
highlighting how important it was that the ESWCHé&deess personal issues faced by
VHVs: ‘Pay more attention to advocacy activities such egotiating and updating
village contracts; liaising with grassroots healthre providers regarding personal issues
(illnesses, threats from community, family strdirfpp iii). Examples of the complexity in
which the VHVs at times found themselves caugheveksputes over the haus meresin or
birthing hut. In some villages the community cortieg wanted the facility to be built but
the village men did not agree or did not want tddbit, so no haus meresin was built.
This meant that women were then required to givih bn their homes, which were not
always suitable, and undermined the position aatlistof the VHV as shown in a quote
from a VHV... ‘they don’'t come to see me because | don’t hawbaur room or haus’
(Heather, 2006, pp VHVs61). VHVs also spoke of exignces where groups of men
commandeered birthing huts to play cards, gambdedaimk, making the hut unavailable
to the VHV and birthing woman, and put them at nkkhey tried then to access the
facility.

VHVs

| did not observe or see from the analysis, angsrtihat had been put in place by VHVs.
Numerous VHV responses highlighted their successith influence and education rather

than through the setting of official or unofficralles. For example:

‘we give health talk to our community on familympiang and there are changes to
the lifestyle through spacing familiesnd ‘We see that the health talk brings
change to the community, they follow personal mgi¢hey clean the village and
make clean toilet areas. They look after the baaly cook good food to eat. They
all listen and follow(Heather, 2006, pp VHVs12)'.

VHVs were subject to official and unofficial rul&é®m cultural and community mores, the
ESWCHP and CHS. VHVs needed to be able to baldmecanofficial rules of village life
by meeting her responsibilities for child reariggowing food and caring for the extended
family along with housekeeping (Korare, 2004). dddition to this, VHVs needed to
adhere to the rules provided as part of VHV tragniemd meet community expectations for

primary health care services.

The official ‘voluntia’ status may support VHVS' @owerment through training and
service to the community. Their lack of formal dedgthy training, left VHVs, along

with being outside a formal health service, left W84 open to personal blame and
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retribution in cases of poor patient health outcem@&he status and safety of the VHV
were potentially at risk if the community did nefpport their actions, through payment for
services, or in the case of retribution shoulddbexmunity be unhappy with events or the
result of care (for example in the case of mateonahfant death, or death of an adult if the

VHYV is not able to provide adequate health treatinen

Although women have traditionally been healers leirt communities, the services
voluntia are expected to deliver through the ESWGQEklitesent a greatly expanded role
(as discussed earlier in relation to the welfarpre@ach and WID efficiency approach).
Voluntia often work long hours and as a result findlifficult to fulfil their traditional
gender roles in relation to family and productiemderhill-Sem & Peutalo, 2006), placing
them at times at risk of violence. For example, WHhave reported incidences of
violence inflicted by husbands when meals havebeein delivered on time or when
gardens have been left unattend@dhderhill-Sem & Peutalo, 2006 pp 29). The wagtth
the institutional rule has been established by, is that the community pay the VHV
either in cash or ‘in-kind’ (DoH, 1991). If thispment is not forthcoming, the VHV may
find herself unable to meet all her other respahds, and could be placed at risk of
violence from her family and community if they feshe has not met their needs
adequately.

Official and unofficial rules have established therarchy the VHV find themselves in.
As the institutional analysis will show, these waon@ovide the majority of the labour
resources, with the least amount of power and ifoitdd benefit, and are generally
dominated by men. In the context of the violentownities ESWCHP VHVs live and
work in, these unofficial rules relating to theiogition in the hierarchy can make them
vulnerable to violence personally, and / or ill-ggped to deal with violence toward the

people they provide health services to.

Much of the violence experienced directly relateschildbirth (Garap, 1999) and the
results of violence can therefore become part efdbntext of the health care VHVs are
called on to provide. Issues of violence did rne through in the data, as it appears that
is it rarely discussed openly, particularly withtsiders such as myself. However two
response from VHVs may have been referring to vicde We send two of the pregnant
mothers who have bad marks to hospitidkeather, 2006, ppVHV 58) arthere’s no help
from the Police(Heather, 2006, ppVHV 63).

In addition, the VHV may find herself at the heafrfcomplex cultural issues if perhaps the
child she delivers is born to an unwed mother, rémult of infidelity or rape, or if the
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labour has been brought about prematurely due $evare beating. In the latter case
potential health issues for both the mother anddamay arise linked to high maternal
morbidity and mortality rates and to the death mabling of unborn children (Garap,
1999). This NDoH official rule puts VHVs under theanagement and authority of the
village leaders. Should the village leaders detiiégy do not support the VHV in the case
of issues of payback or retribution, the poterfialsignificant abuse and violence cannot

be ignored.

In summary the NDoH Policy put in place officiallipges that determined the institutional
hierarchy and arrangements by which rural primaglth care via ESWCHP, CHS and
VHVs should be delivered. It appears that poli¢af§icial rules) were set nationally and
provincially, and enacted through the ESWCHP an@&GHucture and activities with little
input from communities or VHVs. The official NDopbolicy combined with unofficial
community rules set by culture, community leadard aillage people created variable
environments for VHVs, varying access to medicapdy levels of support, and putting
VHVs at significant risk of violence. VHVs ofteaded problems resulting from unofficial
grass-roots cultural rules, family disputes, disagrents between the women and men of

the village and differences between factions withencommunity.

The rules analysis bore out Kabeer's (1994) argurtieat women (in this case VHVS)
were embedded in communities on which they releedurvive; and that it was the poor
people, usually women, who were excluded from fdramatitutional allocations of

resources.

The rules analysis has also showed that withougxaticit focus by the Project on the
issues VHVs face they can lose traction in thegatiations within the complex social
relations (Underhill-Sem & Peutalo, 2006), whichpicts their ability to deliver health

care and remain safe.
4.4 People Analysis

Kabeer’s institutional analysis (March et al, 198&juired an assessment of which people
are selected to do the roles that they do, whdlasved into the institution to do what
roles, who is not allowed in, and who does whathe Tetailed analysis (attached as
Appendix H) did not show conclusively which peoplere chosen to participate and for
what roles. The Rules, Resources, Activities amstitutional Gender Policies analyses
provided a greater insight than the People Analysils regards to who did what and who
participated in what roles within the ESWCHP.
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4.5 Activities Analysis

Kabeer’s institutional analysis required an assessnof the activities that took place
within the institution; essentially, ‘what gets @onvithin the institution. | completed the
analysis based on a review of the data and the mesnof my experience in 2006. The
detailed activities analysis (attached as Appenglishowed that activities appeared
broadly consistent with those required to manageptiovision of primary health services
in a de-centralised health system (Thomason &08ll; Bolger et al, 2005).

State
NZAID did not feature in the analysis as being olongly responsible for any particular

activities.

The NDoH and PDoH were responsible for regulatoayning and monitoring activities.

Market
SCNZ did not show up through the analysis as bahgiously responsible for any

activities.

The SCIPNG ESWCHP Office was responsible for aitiziconsistent with a coordination
role, such as providing regular liaison with CHSl &HV coordinators, supporting VHV
training events, monitoring CHS progress, holdingprdination meetings with key

stakeholders, and monitoring the overall managemedtprogress of the institution.

The majority of health service activities fell withthe responsibilities of CHS (including
supervision and oversight of VHVs). CHS providegsort to VHVS by way of training,
liaison, and the provision of medical supplies. SCMere also responsible for nurse
assessments on patients referred by VHVs, andpwaint hospital in Wewak if further
medical attention was required. CHS maintained ammhaged resources such as
ambulances, fuel, and a wider range of medical lsegpfhan was available to VHVs.

Community

The SCIPNG ESWCHP Office was responsible for atéigiconsistent with a coordination
role, such as providing regular liaison with CHSl &fHV coordinators, supporting VHV
training events, and supporting VHVs as requirecSWCHP Office staff undertook

regular visits to villages.

Village leaders, local NGOs and women’s groupsivéas were not obvious in the
analysis. The main role of village leaders wasefter into an agreement with the
ESWCHP to establish VHV services, and then to @esend support the VHV. The lack
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of prominence in the analysis of village leadertivadg, may suggest that unless the
Project proactively requires village leaders togsh their agreement, and to provide active
support of the VHV it may not occur. This findirggin alignment with the Underhill-Sem
& Peutalo (2006) recommendation provided above thatESWCHP should®ay more
attention to advocacy activities such as negotgtind updating village contracts; liaising
with grassroots health care providers regarding meral issues (ilinesses, threats from

community, family strains)pp iii).

The absence of activities for which local NGOs avmimen’s groups were responsible

reflects the lack of interconnectedness of the EENW@ith these groups.

Family/Kinship

Village people featured within the analysis as eithroviding support through payment
‘in-kind’, building haus meresin or listening to aththe VHVs had to say and following
their teachings around healthy lifestyles, as ewed by the following quotes from rural
people:

‘There was a change in the community when the VaéhWecinto the village that
slows down the sick and the mother[s] look aftegirtichildren well and the

community was cleaiiHeather, 2006, ppRural People2).
and

‘build good toilet, good water supply, look aftelage and good food{Heather,
2006, ppRural People22)

and

Before there was no changes in the village wherhouses were not ventilated, no
mosquito nets, grass was long near the houses,ropep toilet and water to

drink...now all this have totally change@ieather, 2006, ppRural People23).

Village people also featured in the responses wtierg did none of these things, such as

in this response from a village man:

‘common type of sickness do appear when we fomeermind the community
cooperation from all the people is also required ander to help the VHV’
(Heather, 2006, ppRural Peoplel3).

It was interesting to note that the majority ofp@sses from rural people suggested that
they were quite supportive of VHVs, whereas respsnsom VHVs overwhelmingly

asked for greater levels of support. This confirragain the Underhill-Sem
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recommendation (mentioned earlier) that the Prghould proactively advance advocacy
work with communities to negotiate and update @us. This would include clarification
of expectations and agreement between VHVs andgélpeople as to appropriate levels

of support.

VHVs

VHVs provided the bulk of front-line basic primahealth care and health promotion,
including family planning advice and supplies (wharailable). They did this alongside
the other activities they were responsible for ast pf their role as village women.
Activities undertaken by village leaders and vidgoeople as part of their role within the
ESWCHP were related to supporting VHV servicespugh building haus meresin,

providing access to fuel, and ‘in-kind’ payments $ervices rendered.

While rules are made at the National, Provinciad &HS/Project level, the bulk of the
activities for front-line primary health care fab voluntia, without the corresponding
ability to control these activities (through rulem)d access essential supplies (through
power). They are not paid, so unless they are sughported and protected by village
people, are at risk of compounding levels of regpliactivities just to make ends meet.
Some excerpts from responses of VHVs to questitsitathe issues they face and the

level of support are summarised below...

‘We work seven days a week but get no support ftenmcommunity. We face
problems with our family and our husbands comptagrabout money, who say ‘you
are not paid by that job’ and that we should stbp voluntary job. We don’t have
time to find the small amount of money needed t& kfter our family. We are

finding it hard as we all have kids in school arrd eunning out of money and food.’

‘| find it hard to look after families as well asovking because there is no support
from the community’Heather, 2006, ppVHVs79).

The activities analysis suggested an alignmenthef ESWCHP to the WID efficiency
approach as discussed previously. The efficieppyraach assumed that women were an
under utilised labour force which could be explditd low cost, with women’s time being
elastic and able to be stretched to include tds&isféll on them as social services declined
(Karl, 1995). Women'’s participation was deemedityquThe efficiency approach aimed
to ensure that development was more efficient dfetteve through a greater contribution
from women. The ESWCHP exists in the context oree funding, inconsistent

government funding for rural health services araetdfore relies heavily on donor funding.
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In this context it seems logical for the Projecfital the most cost effective way possible
for providing the majority of the activities reqed for basic primary health care to rural
and remote villages. The Project has done thisutih extending the existing role of rural
women to encompass primary health care deliveny paavides training and some support
through CHS. | would suggest that the processetdérchining the most appropriate cost
effective model for primary health care is the wespbilities of institutions within the

State and Market locations and is related to Kabegrestion of ‘who benefits’. This

guestion is explored in more detail below.
4.6 Resources, Power and Benefits

Kabeer’'s institutional analysis (March et al, 199@quired an assessment of how
resources and power were used and created withimsatution. The detailed analyses are
attached as Appendix G and J and are based oneavref/the Project documentation, the

2006 data and my personal recollections and notes.

Resource Negotiations
All organisations within the ESWCHP institution &ap to be engaged in the process of

negotiation of resources as shown in Figure 7 below

Figure 7: Overview of Resource Negotiations within the ESWCHP Institution

Negotiations

Catholic

Communities

VHVs

Resource negotiations seem to occur within twardistsettings. The first setting is the
negotiation for Project funding, which appearetiake place between the Market and State
located organisations of SCIPNG, SCNZ and NZAID.agdpeared that to confirm annual
funding levels, SCIPNG negotiates with SCNZ to agresource levels; SCNZ then
negotiates with NZAID. (It should be noted heratthhave not had access to SCNZ staff
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to confirm this, so these are my assumptions basedhe institutional hierarchy and
available Project literature.) The ESWCHP Summ¥eysion of the Phase Il Project
Implementation Document (ESWCHP PID) identifiesning sought’ as PNGK18 003
000 spread over 7 years. In light of this, | hagsumed that the ESWCHP PID is a key
negotiation tool for SCIPNG; and that it is thiscdment, once agreed with SCNZ, that is
used as the basis of negotiations for funding betmw@CNZ and NZAID. Whilst PDoH
and CHS stakeholders may have influence in progidime initial resource request
(through the development of the ESWCHP PID, | cosg#@ no evidence of their direct
involvement in negotiations with either SCNZ or NIDA Whilst the negotiations go up
the institutional hierarchy, the decisions come dpfrom NZAID, via SCNZ to SCiPNG,

as shown by the white arrows in Figure 7 above.

The second distinct negotiation setting involvesraes at the State, Market Community
and Family/Kinship institutional locations: PDoHS®/CHP Office, CHS, Communities
and VHS. This second setting also involves negotia between CHS, communities and
VHVs, who constantly seemed to be in negotiationfézilities, vehicles, fuel, medical

supplies and better reward/pay.

Communities and VHVs seemed to negotiate informalhd consistently with the
ESWCHP Office and with CHSs to attempt to incredseresources they have access to.
Every opportunity was taken to conduct resourceoti@gons. Numerous responses in the
2006 data appeared to more aligned to direct régjdies additional resources rather than
responses to research questions; suggesting tiat sspondents saw the research process
as an opportunity to negotiate for additional reses. Examples of these sorts of requests

follow:
Quotes from village women:

‘We have a major need in the village when the mieeliinishes. We are finding it
hard to get the supplies from the health centreauM/you make a schedule for every
month to supply medicine? If you provide your dvamsport, that would make it
easier for the VHV(Heather, 2006, ppRural People28).

‘The VHV needs an outboard motor and a canoe tavddk, especially in getting
medical supplies to the village when there is atsige of medicine{Heather, 2006,

ppRural People44)

‘Should VHVs be paid? Get a kind of payment fradi ke soap and biros?’
(Heather, 2006, ppRural People46)
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‘My concern is, it's about time the VHVs must b&ldar what they are doing. It's
their tenth year now to be as volunteers. This$ meilly motivate them to do their
work’ (Heather, 2006, ppRural People52)

Quotes from VHVs:
‘My need is can the organisation help us by payiagvith some money?’
‘Can we be on payrolllHeather, 2006, ppVHV78).

In addition to these sorts of responses, a hanoffuetters were received requesting

additional resources.

Pressure from Communities and VHVs flows througl€téS who in turn, negotiate with
the PDoH around medical supply and with the ESW@Hiite for resources.

Negotiations between ESWCHP, PDOH and CHS appedretonore formalised. The
ESWCHP Summary Version of the Phase Il Project émgntation Document (Save the
Children New Zealand, Unpublished) identifies tldofving coordination groups who

appear to participate in resource negotiations:

e The Programme Coordination Office, whose purposéoisenable the three main
stakeholders to make joint decisions’(SCIPNG, Udighkd, ppl13). The document
does not identify who the three main stakeholdees Bhave assumed they are the
ESWCHP and the Catholic and South Seas ChurchiH8alvices.

« The Programme Coordinating Group, which meets qugrto make management
decisions as necessary. The group is chaired éyPtovincial Administrator and
includes representatives from ESWCHP, PDOH and CHS.

* The Donor Coordinating Group, which meets on a samual basis. ‘Participants
will include donor and senior departmental représteres. Discussions will focus on

funding responsibilities, bottlenecks, reportingtss etc’ (SCiPNG, Unpublished,
ppl3).
| attended one of the Programme Coordinating Grnoegtings and was present to hear

discussions around Catholic CHS requests for aitiadal vehicle and staff housing, so

was able to see these resource negotiations wnacti

The ESWCHP Office seemed to stand alone as th@antyg all resource negotiations went

through.
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Power
State

NDoH and PDoH policy makers were few in number &kely to be male (Dickson-

Waiako, 2006) with the ability to dictate gendetapae across the health infrastructure
through policy. The key resources that policy makead access to personally, was a
personal salary that would have set them apart fnoost rural people, status and the
ability to wield their power to influence. The pemand influence policy makers were able
to wield was far ranging. However, policy makercess to power, specifically with

respect to the ESWCHP was limited. They had ldtieess to day-to-day decisions and no

obvious ability to directly access or influencejpod funds or resources.
Market

Project funds flowed from state institutions doventihe market level (ESWCHP Office,
CHS) where largely men held decision making autiido determine how these scarce
funds would be prioritised and used. Those antheket level of the ESWCHP institution
wielded the most power and had access to the msstirces. The organisations of the
South Seas Evangelical Church, the Catholic Charah ESWCHP Office were able to
collectively prioritise access and use of resourfssa result, resources (such as paid staff,
infrastructure in the form of staff housing, clinfacilities, vehicles, office equipment,
communications equipment) remained largely at ténel, rather than being funnelled
through the system to rural people via the VHV.isThade the organisations at the market

level very powerful and comparatively resource rich

Village leaders (at the community and family/kinsHevel) had a measure of power
proportionally larger than VHVs but much less thdose within the CHS or the
ESWCHP.

Family/Kinship

There were approximately 420 VHVs within the ESWCHPhe analysis showed that
VHVs had the least power and the least ability ¢oeas critical resources — even those
(such as medical supplies, training, and ‘in-kipdyments) that enabled them to provide
the basic health service. VHVs provided the majaf basic health care services and had
access to the least resources. The analysis htswed that the majority of the labour
resource was provided at the family/kinship leweMHVs with some resources supplied

(as ‘in-kind’ payment) from the community.
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Summary of Resources and Power within the ESWCHP

In summary, the analysis showed that within the EFW resources and power were
closely aligned. Those that had the most power dw@éss to the most resources. The
analysis showed that while policy makers had aifsogmt level of authority, those at the
senior ESWCHP and CHS level had the most power thetefore access to Project
resources. The analysis also showed, that comynl@aitiers had little power or access to
resources, with VHVs the least. This is illustcabe Figure 8 below.

Figure 8: Diagrammatic View of the Balance of Power within the ESWCHP

Able to access governmental
resources and make decisions — likely
to be fewer people with real access to
resources (other than salaries) at this
level

Policy makers
Decisions about funding
and scope

CHS & ESWCHP Office have access
to and control over the majority of the
resources. It appears from the
Institutional analysis that as a result of

this, much of the available resource
remains at this level

Church Health Services & ESWCHP Office
Control access to resources

Communities —
Village leaders

Make agreements with ESWCHP re
VHVs — can control in-kind payments
through their position in the community
and therefore aspects of health care
provision

Provide Health Care services —
negotiate with village people for
payment. Ability to influence
through negotiations only. Very
limited ability to influence access to
health care resources or further
education and in many cases
payment

Just as resource labour did not really go ‘up tm&rc within the institution, in the same
way funds didn’t get funnelled ‘down the chain’th& analysis showed that resources in
terms of funding remained largely at the markeeled the institution, whilst resource

labour (generally women voluntia) remained at themunity level. This is illustrated in
Figure 9 below.

Figure 9: Diagrammatic View of Resource allocation within the ESWCHP
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MARKET
Church health services an
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Control of who does what
(approximately 24 people —
enerally the men make th
decisions)

Funding
resources

Labour
resources

Women

Example of power dynamics — control of medical supply

The PDoH Area Medical Supply Office (AMS) was respible for purchasing, storing,

and delivering medical supplies to the ESWCHP @ffiCHS and VHVs. As a result of
this responsibility the AMS manager was able totirthe supply of medicines, and

health equipment. The level of power experiencedhe AMS Manager was evident in

numerous ways: through his demeanour at Projecticwdion meetings, which | attended
in 2006, and overwhelmingly through the data. A®ravhelming number of responses
signalled issues with medical supply. Frustratioth the AMS was reflected in responses
from all respondent types and across all aspectaseoESWCHP institution, from senior

ESWCHP management staff, through to VHVs. Issaesed in responses ranged from
lack of supplies, to decisions by the AMS not tbwee supplies, but to require CHS staff
to collect them, shifting the cost of transportnfrdAMS to the ESWCHP. For example,
from a woman Rural Health Manager:

‘Can the AMS drivers help in transporting our supplwhen we need them? At
times the AMS transport do not help and we find@un way to move our supplies
to our various sites, eg by hiring PMV and privates’ (Heather, 2006, ppRural
Health Managers10)

Control over medical supply could at times meantrabrover life and death, and lack of
medical supply affected the well being of whole ooumities. For example, if critical
postpartum haemorrhage medicines are not availdbéey a woman could die from

bleeding following childbirth; a village where mek was endemic (due to lack of
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mosquito bed nets and anti malarial treatmentsahtetfor the general lethargy and
anaemic presentation of its inhabitants, and highidence of malaria related mortality
from illnesses such as ruptured spleens (UndeBkilix & Peutalo, 2006). Control over the
supply of medicines impacted the ability of the VY CHS to provide even the most
basic health care and affected the status VHVsegathrough administration of critical

medicines to support their status and empowerméhinithe community.

Just before | left the East Sepik, the AMS Managfrmed the ESWCHP that the AMS
office was closed for the month. Apparently the &Mad ‘run out of kina’, so no supplies
would be available for the next 4 weeks. CHS ahktV¥ who were scheduled to receive
critical life-saving medical supplies, did not raee any that month. The levels of
frustration at the office closure, and lack of camsence to the AMS office for ‘running
out of kina’ was evident amongst all ESWCHP stdffow this had happened and where
the money had gone to was not clear, but ESWCHR&Staff just shook their heads;
apparently this happened at reasonably frequeatvialis. There were many unanswered
questions and frustrations as a result, but whdtrdmain clear, was that the AMS
Manager had the authority to manage money for naédugpplies, and he could provide

supplies or close the office at will.

This uncertainty around the medical supply chaiwmdpced a resulting hoarding response
from nursing staff within CHS. Responses from bGHS staff and VHVs indicated that
CHS would ensure that their supply was sufficieatobe supplying any medicines to
VHVs. The analysis indicated a self perpetuatigge that recreated power at the state
level through the AMS, who controlled whether ot needical supplies were available to a
community, (and had the authority over prioritisatiof funding for medical supplies); a
lesser but nevertheless powerful CHS who controlat scarce medical supplies that
were available and powerless VHV at the kinshipifartevel, who had seemingly no
power over whether they received critical supptiesot.

Kabeer (2003) uses an example of an ‘iceberg’ ltstilate the decisions, resources and
activities that are formally seen and often forpatbunted within an economy as shown in

Figure 10 below.

Figure 10: The ‘Iceberg’ View of the Economy
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Reproduction & Care

Reference: Kabeer 2007 pp 35

All activities in the ‘iceberg’ rely on activitiesf reproduction and care at the household
level that ensure the production and productivifytiee labour power that keeps the
economy working. Applying Kabeer’s ‘iceberg vieaf the economy to the ESWCHP
institution, it could be argued that the activiteegrounding decision making and access to
resources existed as part of the formal activitids]e VHVs participated in all other the
levels — the informal (where goods and servicesraed but not documented in official
statistics); subsistence (where goods and seraieeproduced for their own consumption)
and reproduction and care (unpaid work of repradacnd care in the household) Kabeer
(2003). This model highlights what the SRA indtdnal analysis showed, that whilst
VHVs at the family/kinship level provide the grestteéesource in terms of labour, they
have the least access to formal decision-makingaaedeast ‘counted’ for the work that
they do. This supports Kabeer’s view that ‘insgtdas produce, reinforce, and reproduce
social difference and inequalities’ (March et &99, pp 105).

The SRA institutional analysis of the ESWCHP hights a pattern in that power and
project expenditure remain largely in the middlelaf institutional hierarchy, with project
funding spent largely on salaries, and equipmenhetCHS level, rather than on critical
supplies and support to front-line VHVs. This rafsethe national health spending pattern
(Bolger et al, 2005) where the majority of expeuditwent on salaries, facilities and

equipment with a very small amount going to frorélhealth treatments.

Benefits
NZAID & Save the Children

Kabeer's question of ‘who benefits’ is an importasipect of the institutional analysis.
Benefit within an institution comes largely frometlallocation of resources and power
within it. As stated earlier, the ESWCHP, to deypethe most cost effective mechanism
for delivering rural primary health care, has depeld a system that relies on a large
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number of volunteers, who are largely cost neyteaho salary or funding is supplied to
the volunteers from the Project). This has beessipte, by extending the existing
reproductive role of rural women to encompass headte delivery to their communities —
thus creating the VHV system upon which the ESWGdpends.

The question Kabeer asks ‘who benefits’ is a gooeel owho, overall, benefits from this
institutional arrangement, whereby approximately) 48HVs with rudimentary training

provide primary health care, on a voluntary basis?

As discussed in Chapter Two, NZAID sets expectatitmm the delivery of rural primary
health care. NZAID'€nding Poverty begins with Healtmegards primary health care as
a cost effective and equitable way of improving flealth status of people and combating
poverty.” It states that for ‘every US $1 investedprimary health care..., there is a
US$10 rate of return (pp5)’.

VHVs rely on the rural people they serve rewardihgm ‘in-kind’ for their services.
VHVs receive no payment of any kind from NZAID, teB&WCHP or CHSs. So, for all
intents and purposes, the cost of this primarytheare upon which Save the Children and
NZAID depend so heavily to meet their organisatigals, is largely free. What would
be the ratio of expenditure to return, should aalymis be undertaken on the dollars
invested in VHV’s versus the rate of health dotksturn?

It appears starkly clear that it is not the VHV’Bavbenefit, but that the main benefits are

going elsewhere within the institution.

What is additionally concerning, is that NZAID protas health as a key gateway to
poverty reduction, yet, relies on a system of Imeaklre delivery that does not support
reduction of poverty in the very women providingtitsystem. Ending Poverty begins
with Health(NZAID #includes a quote from Dr Gro Harlem Brundtland,ebtor General
WHO, 1998;

‘We know that the vast majority of human suffeand early deaths in the world are
poverty related...lll health leads to poverty andgrby breeds ill health. People in
developing countries carry 90 percent of the disdasrden yet have access to only

10 percent of the resources used for health (p1).’

If this quote is statistically correct, how themddZAID and Save the Children support a

system that relies on those in poverty to providalth care ostensibly for free (i.e. not

% http://www.nzaid.govt.nz/library/docs/nzaid-endipgverty-begins-with-health.pdf
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reducing their poverty) to help reduce poverty, whee very system within which they are
embedded and providing services prevents them fealucing their own poverty?

The NZAID Health Strategy 2008-2013 states tiNZAID support for health activities
will ensure that equity of health service deliveagd health outcomes is a central
consideration(pp4). This raises the question of what is considequity of health service
delivery. Does NZAID only look to the outcome eofiprimary health care or does it

consider equity across all aspects of health sededivery?

Ending Poverty Begins with Heal(NZAID?°) is based on the premise that health is a
basic human right and that health and poverty elton are interlinked (pp 5). However,
the way the ESWCHP is set up requires us to askqtiestion ‘is NZAID rather than
reducing poverty through improving health, actuallging the opposite, and instead
creating an ongoing cycle of poverty through itdumteer based health care delivery
system in the East Sepik?” Having seen the VHVsagdtion, and considering their
responses and conversations during my time in #s¢ &epik, it does not seem possible to
me, that many VHVs would have the time to seek rothechanisms for reducing their
own poverty when they have the compounded respititisgof looking after children and

families along with providing VHV services.

ESWCHP & Church Health Services
There is no doubt that the ESWCHP provides greagfiteto rural communities. Villagers

and VHVs spoke of the many lives that had beendsagea result of VHV services, and
healthier village environments and life practicesulting from VHV talks and advice to
village people (Underhill-Sem & Peutalo, 2006; Hhes, 2006). It was clear from
responses that VHVs and communities do derive fsogmit benefits from the ESWCHP

institution including:

a. Training, and status for VHVs with the ability toopnote a healthier lifestyle for
themselves and their families;

b. Greater ability to access medical supplies andtiegthealth benefits;

c. Healthier lifestyle and a reduction in disease assalt of improved knowledge;
and

d. The ability to space families through access toilfamplanning advice and

supplies.

% http://www.nzaid.govt.nz/library/docs/nzaid-endipgverty-begins-with-health.pdf
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However, the institutional analysis showed thaséheho gained the most benefit were the
CHS and the ESWCHP Office staff. From an obsesvperspective this was physically
obvious. CHS and ESWCHP staff had more food, vpéngsically heavier and healthier
than village people, VHVs and their children, amdvelled more freely across the
province. Many of the VHVs were very thin, sicklwith some on the point of
malnutrition.  In 2006, | described the physictdts of some of the VHVs (Heather,
2006), repeated here in Figure 11 below.

Figure 11 Case Study of Physical State of VHVs at Kunjigini

Case Study: VHVs at Kunjigini

The VHVs who attended looked poor and exhausted, and two women in particular looked
malnourished and tired beyond tiredness. They each had young ones of about 8-12 months
old, whom they fed constantly from seemingly empty breasts. The children looked sickly
mewling constantly for sustenance, which was eventually given out of an old bleach bottle.

On discussing this with other research team members, they stated that these women were likely
to be Catholic, with a number of other children.

My midwifery and nursing experience told me that these women, should they get pregnant
again, were at high risk of postpartum heamorrhage (as a result of their poor physical state and
the likelihood of being highly multiparous), and their children lacked the resilience to last
another 12 months within their current environment.

In summary, the benefits analysis shows that theilblution of benefits disproportionately
favours NZAID, Save the Children, the ESWCHP Offased CHS in a way that does not
reflect the balance of health provision labourtle needs of VHVs and the grass-roots

communities they serve.

In this chapter | have used Kabeer’s institutioltdation methodology to define the
ESWCHP institution. My definition of the ESWCHP stitution included all the
organisations and groups that | experienced asviagan obtaining or supplying resources
from the state level to the grass roots to providal health care. | then identified where
each organisation or group was located in the Sthe Market, the Community or
Family/Kinship. With the institution defined, | med on to discuss the analyses of rules,

people, activities, resources, power and benefits.

In summary, the analysis showed that within the EW resources and power were
closely aligned. Those that had the most powereweZAID, SCNZ, SCIPNG, senior

ESWCHP and CHS staff who had the most access taamitiol over Project resources.
Community leaders had little power or access touees, with VHVs the least in the
institution. As a result, resource funding remdinargely at the market level of the
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institution, whilst resource labour (generally pg®d by women voluntia) remained at the
community level. Those with the greatest bene&itrf the institution appeared to be, in
order of benefit: NZAID, SCNZ, SCIPNG, ESWCHP and&staff.

In the next chapter | will discuss the gender asialgonsidering official and unofficial

gender policies, and the roles of women and mehninvihe ESWCHP.
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5 Gender Analysis

Kabeer argues that all activities rely on repronunctand care (see Figure 9), and that
therefore gender analysis is essential for allqmtsj and crucial for healthcare projects
(Kabeer, 1994). She argues thtite’ main distinction between health care produced a
home by women in their capacity as mothers and syiged the work performed by

professional health providers in state or privateahh service delivery, differs not in the

kind of resources produced — both are concernel different aspects of human resource
(re)production — but in the very different institartal relationship which governs this form

of activity’ (Kabeer, 1994, pp 287).

The integration of roles of health care provided amother can easily occur blurring the
productive role of health care provider with th@rozluctive role of wife and mother,
extending the seemingly ‘natural’ roles of womenSome VHVs blurred these

responsibilities in their responses to the 2006aesh, for example:
‘Yes, | will take care of my family as volunte@tfeather, 2006, ppVHV80)

In the above response, not only do the productiveraproductive roles blur, but the roles

of primary care provider (worker) and volunteeoagem to blur.

The ESWCHP institution requires particular attemtiith regards to gender analysis
because of the complex gendered cultural contex@xists within, and because the
backbone of the isolated rural health servicepeyeided by women voluntia.

Voluntia provide services not in the context ofithreles as mothers and wives, nor with
the protection of being a ‘professional’ healthypder in a formal health clinic setting, but
somewhere in between. Outside formal organisationégamily constructs, the potential

for marginalisation and abuse seems enormous.

It seems of concern that women too may not identify edges of production and

reproduction, work and volunteering, thus makingjfticult to negotiate change.

This chapter summarises some of the detailed geetlgions analysis and provides

resulting discussion.

5.1 Official gender policies

Although the Government of Papua New Guinea haBeditthe UN Convention on all
forms of Discrimination Against Women (CEDAW), aitds incorporated into national

policies (such as National Education Plan, The @erdquity in Education Policy,
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National Health Plan, The Medium-term Developmemat8gy, the National Platform of

Action and The Pacific Plan of Action (Aisi, 2008)g plight of women has not improved
and the situation is one of the poorest in the evorConstraints to the development of
women lie in implementation, in an environment doated by men. The obstacles to
removing inequalities for women will take time aadnajor shift in attitudes to improve

(NZAID?, pp8,10).

When | was working with the ESWCHP, interactinghw@HS, and in the rural areas with
village people, | saw no evidence of any Nationallges or action plans trickling down
into NGO documents or local life. Instead | saghhlevels of violence toward women,
heavy workloads borne by women, and discriminaagainst women in education and

employment.

NZAID

Many of the documents easily available from NZAIWebsite espouse gender equity and
related outcomes. The NZAID Health Strategy: 20083, pp 15 states ‘NZAID will
require health activities to address gender coraiides throughout...to promote
strategies which enable equality and empower wom&he NZAID Policy that describes
how gender equality should be addressed is caMeaieving Gender Equality and
Women’s Empowerment. This policy states that tppr@ach NZAID will take is to
‘pursue a dual strategy of combining gender masasiing and specific support for
women’s empowerment to ensure gender equality idemexplicit and visible in all
development programmes, while addressing pervasiygemic and entrenched gender
inequalities and biases’ (NZAID, pp3). On the badithis, | assumed that explicit gender
equality and empowerment of women goals would bdraeto the ESWCHP, which is
largely funded by NZAID. However, gender equabtyd women’s empowerment is not
mentioned in ESWCHP project documentation, nor evidn staff practices or Project
activities. Just prior to my arrival in the Eastp in 2006, NZAID commissioned a
review into gender in grass roots health projettBNG (Underhill-Sem & Peutalo, 2006).
The review made explicit the Project’s moves awaynfits beginnings of gender equality

and women’s empowerment and recommended that thedPshould:

‘Place the empowerment of women back into the aons of the project. Rework the

implementation plan to ensure the empowerment ofemas made explicit...

*" http://www.nzaid.govt.nz/library/docs/nzaid-pngasegy-2008-2018.pdf
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‘Address gender equality and women’s empowermsoesswithin the [ESWCHP] by
closely examining work practices around hiring, aejty building, up-skilling and re-
skilling’ (Underhill-Sem & Peutalo, 2006, pp iii).

National and Provincial Policies

The PNG National Department of Health provides Bcpdramework for rural primary
health care (DoH, 1991). This policy framework ide$ the responsibilities of the
National DOH, the Provincial DOH, rural health §ta€Church Health Services, the
community, VHV coordinators and the VHVs. The efféhese policies have on gender
equality and women’s empowerment within the ESWGQGHdRnot be underestimated. As
Kabeer points out, gender inequalities cannot trébated to poverty or patriarchy alone,
but in fact represent some combination of povestriarchy and public policy (Kabeer,
2003). This is discussed further in Chapter Four.

Save the Children
Save the Children have a documented policy availaiol their website titled: Save the

Children’s Policy on: Gender Equity. On page 5Spbécy states:

‘The Alliance will...promote a more equitable allooatiof government, NGO and
family resources between boys and girls. The Adkawill ensure that its principles
for gender equity are mainstreamed within the ofgation. The principles will be
applied to structures and practices within the #@iice and to its members. The
Alliance will foster an organisational culture thatomotes the equitable participation
and distribution of power between women and mehinvihe organisation including

on decision making bodiés.

While this is an official policy, at no time whenwlas in the East Sepik did | see this
document, hear reference to it, or see the priesipf it in action. In fact, there was some
distress amongst ESWCHP and CHS staff arising ftbe recent visit of Yvonne
Underhill-Sem and Basil Peutalo. Underhill-Sem #&editalo (2006) raised concerns in
their review report about the lack of gender awassnand equality within the Project.
Discussions with Project and CHS staff signallesirtdistress about the report suggesting
that gender inequality was ‘normal’ to PNG, and #seernal consultants coming in, were
not aware of the realities at hand. There wasaesérom these discussions) that Project
and CHS staff felt that there was no need to becooee gender aware. | felt that their
distress might have been caused by a sense ofnoetifkkg quite what to do about the

recommendations in the Underhill & Peutalo repotjle they were also aware that the
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Project would continue to come under review anticcsm because it did not embrace

gender equality in practice.

Searching the data for any reference to genderligguasues or awareness, | found one
response. This was from a woman Rural Health Managresponse to the question: Has
obstetric care improved? How do you know?. Hepoase wai\ot really, because the

level of understanding by women in the villagesasgood, eg women are still bound by

gender issues and attitude problems’ (Heather, 2pp&ural Health Managerl).

It is concerning that the Project seems to haveaunoaway from its roots in gender
equality and the empowerment of women; that geadaality and gender issues are rarely

mentioned or understood.

ESWCHP Project Documentation

The ESWCHP began as an initiative of a women’s gia8COW, with the early design
bringing together the goals of women’s empowernagak health improvement. However,
since its establishment the ESWCHP has moved awam fgender equality and

empowerment of women as one of its central goatgl@thill-Sem and Peutalo, 2006).

Key project documents, that provide the goals, ahbjes and expected Project outcomes
and upon which NZAID funding is based, do not mamtigender equality or the
empowerment of women (Save the Children, unpuldish&he key ESWCHP monitoring
document, the log frame, contained four Projectpoist and over 70 accompanying

activities. Out of all of these gender analysigjaity or empowerment is not mentioned.

During my time in the East Sepik and with ESWCH&#fst saw or heard no evidence of
gender equality policies or gender awareness disdjsand no mention of the Save the
Children Gender Equity policy mentioned above. réh@as one exception. One of the
women on the research team hailed from a matribedtaety, New Ireland. She enacted
gender equality in the way she carried out actsitand worked with the VHVs and
communities. In her presence, and through her tuoglel saw and heard discussions
through which VHVs and other community women obgigufelt empowered. |
remember questions to her from VHVs like... ‘How dawmork in the Project too?’ and ‘If
you can do it, then can we do it too?’ | felt thlas woman was a wonderful resource,
which was underutilised within the ESWCHP. Herwpresence and way of being had an
empowering effect on the women she interfaced wvatig the men. The 2006 review
report recommended that this woman be used to geoadvice and support to the

ESWCHP with regards to advancing women’s empowet@enss the Project.
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5.2 Unofficial gender policies

The analysis suggested that rules around the s activities of men and women
occurred largely through unofficial cultural anchder policies. There was no official rule
or policy that | saw or observed that required rteefulfil certain roles and women other
roles. My simple observations in 2006 showed W@hen tended to be nurses and VHVs,
while men tended to be managers, drivers and généiad access to critical resources
such as vehicles, boats, fuel and medical supplies. example, VHVs clearly stated to
me that transport of a patient generally reliedaamale accessing either a vehicle, a boat
and fuel. This left VHVs at times having to leahe sick patient waiting alone beside the
river, whilst they found a man who could help. Wsomdid not generally have ready

access to transport mechanisms.

Men tended to be involved in leadership and managémoles, and women undertook the
majority of family and health care roles. This @us division in roles by gender meant

that unofficial gender rules were in place througitbe ESWCHP institution.

Within the ESWCHP two churches provide the majoofyhealth services — the Catholic
Church and the South Seas Evangelical Church.giRes doctrines prescribe a range of
unofficial policies surrounding social behaviouBoth Churches have representatives on
Project decision-making committees. The gendeszsr@rescribed by the Churches are
very much a part of the ESWCHP, in that Church esentatives participate in the
ESWCHP at the decision-making and resource allocagvel.

My observations of gendered roles within the ESWQbffce setting were that women
were in roles involving administration, trainingdasupport of VHVs, or involved in the
Maternal and Child Health programme (all seemingiyural extensions of the role of the
village woman in PNG). The one exception to theswhe Acting Programme Director,
who was a woman. The Programme Director had apgmbiher to this position on the
basis of her management skills and abilities. Teatlongst male and female staff in the
office expressed some surprise and disgruntlemegarding her appointment to the
position. | did not go into the rationale for thilssgruntlement with staff as | felt it
inappropriate to do so. But it remains a questierto whether this staff disgruntlement

was due to what they may have perceived a breachafficial gender policy.

Men within the Project Office were largely involvedmanagement (Programme Director,
Chief Accountant and Accountant), coordinating th&tribution of medical supplies, or

employed as drivers.
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The data analysis showed that generally the rolesoommen and men were divided by
provision of services and management includingsi@etmaking authority and access to
resources. Women across all institutions withie EBWCHP were largely involved in
providing services: health services, coordinatienvises along with providing for their
families in the traditional role of the village wam Some women were involved in
management although there were only two that | caoness within the entire ESWCHP

institution.

Men were generally involved wherever decisions edet be made, or where there was
authority / power over resources such as moneyjaalesupplies, vehicle and fuel - this
even extended to use of the medical facility Wéts required for men’s activities.

5.3 Samples of Responses

The 2006 data contained numerous responses thatiedoinsights into how women were

able to use their power, and situations where thexe powerless. Where possible | have
tried to provide samples that reflected the majaoit responses, except where otherwise
stated. In some cases | have altered the exadingoto make the response grammatically

correct, whilst maintaining the intent of the respe.

Examples from the data that demonstrate women'’s use of power
The following examples suggest VHV’s were able tiise the power and influence they
have obtained through training and having accedsSW/CHP, CHS staff and medical

supplies.
From a woman Rural Health Manager:

Obstetric care has improved a lot when these VHihings was conducted in 1999
for the first time. There was a lot of maternahties and complication before this
training but now this has reduced. [VHVs] wereiied to help antenatal mothers
and also help in assessing delivery. We have deenor less deaths and

complications’(Heather, 2006, ppRural Health Manager2).

The following quotes from village men suggest ttiet men have listened to the VHV’s
teachings about healthy communities:

‘Yes we now dig the drains, make houses and aésm#dication house’

‘The medication woman has done a very nice job timed village has changed’
(Heather, 2006, ppRural People21, 23).
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‘When chewing betel nut do not spit around the camty’ (Heather, 2006, ppRural
People43).

‘The VHVs are doing health promotion in the villaged that is reducing sickness
within the community, clean drinking water, gooteto fighting has slowed down in
the village’**(Heather, 2006, ppRural Peoplel, 42)

‘We saw the changes happening, the VHVs helpeddimnunities. The children
looked good. They helped the pregnant mothersat@rmgood delivery so none of the
babies died{Heather, 2006, ppRural People?2).

‘Yes, birth control...Space children from five to wears after another one. | space
my children and my family is healfy(Heather, 2006, ppRural People33, 35)

‘Yes we use condoms to protect oursel{idsather, 2006, ppRural Peoplel3).

This last quote stands alone and is not represeatat responses but | have included it
because it is interesting. | have not noted marcasions in the ESWCHP where the men
follow the women’s advice. Also, the topics of FanRlanning and HIV/AIDs tend to be
sensitive and often problematic. However, thipoese suggests that in this case the man
(and possibly men) has followed the VHV’s advicgameling sexual health and/or family

planning and is using the condoms she has provided.
From village women:

‘When the VHV sees that there is not enough meditiay send them to the big
hospital’ (Heather, 2006, ppRural People8)

Yes, | was referred by the VHV to Boram Hospitabmvishe can’t treat me any
longer when | have a big sore on my Iégeather, 2006, ppRural People8)

Health talk on Family Planning has helped familsgsace their childrer{Heather,
2006, ppRural People34)

These responses seem to indicate that when the N&b/no supplies or sees that the
problem is larger than she can treat herself, siseshfficient influence to be able to refer

the patient on, and her advice is acted upon.

‘VHVs work has changed the people’s lifestyti¢eather, 2006, ppRural Peoplel14)

8 Two responses are blended into one example quote
% Three responses are blended into one example.quote
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‘Yes, VHV are very good because some people ivilthge are shame of telling the
health workers about their sicknegbfeather, 2006, ppRural Peoplel7)

From VHVs:

‘After the training | went back home and there washange in people lives by

reducing the number of sick’

‘| see that the community is happy to hear the theatlvice and they also put it in

action’

‘Today our people are very happy within the comriemibecause | taught the
mothers to space their children. They accept #mailfy planning method, tubal
ligation and the pills that make them have lessdcdn’ (Heather, 2006, ppVHV 2,
14)

Yes | now send all the sick people to the hospotalet help, and refer sickness like
TB and snake bite (pp7, 9)

| call the small group and tell them of how to lcadker the place, like cutting grass,

dig holes for toilets and rubbish to stop malarjpl5

Yes, there is teamwork, when we need medicinellwamiffithe order form and the
CHS get the medicine from Wewak (32)

Men and women work together (64)

There’s no support from the Village Health Distriebordinator or the Local Level

Government staff, but there is support from womgrosips’ pp64

The community support me to buy nails for the haesesin and give me money
when attending training pp70

Many men are going for vasectomies — we are notlisgnthem, but they go by

themselves pp 75

Examples from the data that demonstrate women’s powerlessness

From women Rural Health Managers:
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‘Referring patients to the Health Subcentre esgbcewak is very difficult. We
have boats but we have to stay for hours lookingéhicle’ (Heather, 2006, ppRural
Health Manager3)

‘When the Ward Members invite us to their meetimgs usually talk to the
community about health issues and VHV issues a (t&dather, 2006, ppRural
Health Manager6).

Although this second quote seems to imply thatwbenan rural health manager is using
her power to influence (and she is), it also shtved she waits to be invited, so is only

able to influence at the request of the generalijeritVard Member’s invitation.

From a village man in response to a question albowt health had improved as a

consequence of training VHVs:

‘There is no work cooperation in the village becaysople don't listen{Heather,
2006, ppRural People3)

In response to the question ‘what types of help/olo need that VHVs could provide?’,
the following responses from village men suggesiackalistic expectations of VHVS,
turning VHVs ‘power’ into ‘powerlessness’. The pesses suggested that village men
expected the VHV to be able to use her influencelitain additional resources for the
village:

‘VHVs can help us with the water tank and mosquét

‘We want the VHV to have permanent haus meresinaatashk to supply water for

the patients{Heather, 2006, ppRural People27)

Whilst | am aware that VHVs did hand out mosquigbsnon the occasions when they were
available, VHVs did not generally have access &tyipe of resources required for village
water tanks. It may be that these men saw the 288&arch as a way of negotiating for
additional resources, but to me these responses senewhat worrying. VHV’s were
unlikely to be able to deliver to these men’s exaiens. These quotes point to the types
of issues where ESWCHP staff advocacy may be needsdpport VHVs, and to avoid

negative repercussions for VHVs from unrealistimoounity expectations.
From VHVs:
‘No one was getting the medicine from the churd&8 p

‘No the Maternal Child Health staff don’t involveera6
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No the CHS won't give good medicine for the treatnaed makes lies to the VHV. |
argue with them and they don’t give me back theicmedlorder form 31

No sometimes we get the supplies and sometimesvadaire not receiving enough
medical supplies, we have placed order and aré \stiting, we know that we are

waiting for five, six to eight months 35, 37, 40

It depends on the transport for us to come andgesupplies from the clinic p40
There is a problem, not allowed pills, against theirch 46

Communities not giving any support, we are workingpur own 47, 70

There is no haus meresin so all pregnant mothersogtine health sub centre for
delivery 58

We got some problems on the delivery of the preagmasther. Sometimes some

people are not happy...they say it is not a fortraghbrk pp78

When we came for training, we saw that the famigmimers of the Training
Coordinator had the food that was supposed to beido We were not feeling good
about that. Pp79

5.4 Gender Analysis of 2006 Participants’ Roles

Analysis of the self-identified roles in the 200&ta showed that the male participants held
a range of roles within the community as shown guie 12 below.

Figure 12 Male Participants in 2006 Research: Range of Self Identified roles
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The majority of male participants identified thetrss as ‘village men’; 29 percent of
men identified themselves as having a leadershimammagement role, and seven percent
identifyied themselves as a health worker (sucMagesin Man) as shown on Figure 13

below.

Figure 13 Self Identified roles of Male Participants in the 2006 Research
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Women participants held a smaller range of rolem timen within the community as

shown on Figure 14 below.

Figure 14 Female Participants in 2006 Research: Range of Self Identified roles
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Where only seven percent of men identified theneselas health care workers, the
majority of female participants (57 percent) listbeémselves as nurses, VHVS, meresin
meri, VHV or other health care workers. Villagemen were 41 percent of participants,
while only three women identified themselves asirtg\a leadership role of any kind,
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being ‘women’s leader’ or ‘women’s representatigetwo percent, as shown in Figure 15

below. No women identified themselves as havimgotormal community roles.

Figure 15 Self Identified roles of Female Participants in the 2006 Research
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The comparison between the self-identified rolemmef and women participants is shown
on Figure 16 below. This comparison clearly showat tthe majority of health care
workers that participated in the 2006 research weoenen, which reflects cultural
gendered roles of rural East Sepik society whetednith care is often seen as a natural
extension of a woman’s role. The majority of leatig roles and management roles were

held by men, along with other formal roles in conmityysuch as Police, or teacher.

Figure 16 Comparison between the roles of men and women
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5.5 Gender Analysis across the ESWCHP Institution

Institutional gender biases constrain people’sitgbib make strategic life choices by

ruling out options. Cultural or ideological normmay deny that such inequalities exist or
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that they are unjust. Subordinate groups (sucktéés and poor women and men) are
likely to accept and even collude with their lotsociety if the alternative either does not
appear possible or carries heavy personal andl sosts (Kabeer 2003).

The gender analysis showed that organisationseasttite level within PNG were largely
dominated by men (Kidu, 1997; Dickson-Waiako, 200@jigure 17 below shows the
gender balance of state organisations | have defisebeing within the ESWCHP. Blue
indicates that the vast majority of staff withinetlorganisation are men and green an
unknown gender balance.

Figure 17: Gender Make up of ESWCHP Organisations at the State level

STATE

At the market level, the gender roles were easigniifiable. These was partly because
this was one of the areas within which | spent nebshy time in 2006, but also, because
roles were startlingly clear in project documemtatiand in day-to-day activities. The

gender balance of organisations at the market Isvi#ustrated in Figure 18 below. Once

again the green boxes indicate an unknown genderth@ blue boxes indicate the roles of
men, and the pink, the roles of women.

Figure 18: Gender Make up of ESWCHP Organisations at the Market level

MARKET

South Seas Evangelical Church Catholic Church Health Services ESWCHP Co-ordinating Office

Figure 18 shows that women dominated the roles siostar to their roles as mother and

carer for the family. Women and men were involvedjroups and organisations at the
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community and kinship levels as shown on Figurebé®w. Women’s groups were as
expected dominated by women, and men’s groups,dyy nVHVs were generally women

and village leaders generally men. NGOs gendeeragkwas uncertain.

Figure 19: Gender Make up of ESWCHP Organisations at the Community and Family levels

COMMUNITY FAMILY / KINSHIP
] Village people (households,
‘ Village leaders ‘ VHVS families, extended families)

Local NGOs

Gender seemed to prescribe the roles availableetdifferent sexes. Women were able to

hold the voluntia role as VHVs in the village, goaid roles as nurses, maids or cleaners at
the CHS, or coordinators and managers at the ESWQW#h were able to access a range
of paid roles within the village including police teacher. Men were also able to access
roles of leaders within the CHS or within the ESWRHdrivers, coordinators and
managers. Some men took on the role of VHV, knasrMeresin Man (alongside the
Meresin Meri) although it was very rare for menté&ke on the role of VHV. Men

appeared to have a much greater level of accgsadaoles than women.

Within the ESWCHP institution, men were typicallyjaged in positions with greater
access to power and resources creating and comjpguethbedded inequalities. The
analysis also clarified the absence of responseseof about the need for gender equality,
again bearing out Kabeer's argument that many miémnainstitutions de-emphasise the
gender inequalities that exist and through the@atgr access to resources, manipulate

them to promote and defend their own interests €€ahl1994).

5.6 Gender Equality and Sustainability of the VHV System

The social analysis showed that ESWCHP is faceldl eompounding systems of gender
inequality. In PNG, the negotiation of social telaships, éspecially sexual relationships
are both a finely tuned skill and the source ofsderable violence. Relationships are

complex, involving various kinship links and higtally layered with time depths of many
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years and generations. They are also infused wéfsonality, faith and ethics. This
makes the discussion of gender issues highly senaitd inherently political’(Underhill-
Sem & Peulo, 2006, pp 7).

CHS leader’s involvement at a senior level withie ESWCHP compounded this gender
inequality further. Gender based assumptions avoaten and men’s roles were openly
displayed and discussed as part of religious dustuvhich was then enacted in practice.
VHVs within the ESWCHP were facing compounding itogional gender inequality

resulting from:

a. Gender inequality within the East Sepik culturatms and laid down in National and

Provincial policy

b. Gender inequality embedded within the SCIPNG anWESIP as a result of lack of

gender awareness and overwhelming influence afatienal cultural norms

c. Gender inequality promulgated and reinforced thhotige religious underpinnings of
the Church Health services - a critical part @ BESWCHP institution

Since 1998, various reviews of the ESWCHP haveesdaissues around gender equality
and the sustainability of the volunteer system @htdl-Sem & Peutalo, 2006). The
health infrastructure within the ESWCHP assumes$ YdVs can somehow not only
accommodate additional activities into their evéay responsibilities, but in addition, they

can successfully negotiate for appropriate retarrsérvices.

The institutional analysis confirmed that VHVs hagaeess to very little power, or support
and that is it a day-by-day struggle to maintakirtistatus within their community as the
primary health provider. The ESWCHP VHV systemuasss that communities will
reward VHVs ‘in-kind’ for services provided. Howav it is difficult to see how VHVs
could ever successfully negotiate appropriate nefar services, without the ESWCHP
moving to embrace the GAD approach and addressemgley inequalities as a central

project goal.

In some communities organised religion represehés most rigid constraints against
women'’s freedom and equality (Ghodsee, 2007). giteliis known for its ability to in

some communities provide the basis for discrimorgtexclusion and/or marginalisation,
subordination, violent and harmful practices towardmen, providing an inescapable
landscape for development. Development speciaigparticularly concerned about the
negative impact of religious fundamentalism on wonaerldwide. Control mechanisms

are embedded in these systems to maintain poweugdhr the control of women’s
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economic independence and sexuality, a controlhithvviolence — physical, emotional,
psychological, economic and religious — is rootédnfes-Sebro, 2006; Ghodsee, 2007).
Dollar and Gatti identify the fact that religionateres as statistically significant in
explaining variations in gender inequality acrossrdries (1999). Religion is often used to
deny women'’s fundamental human rights, and it elus justify women’s marginalisation
in decision-making positions, which in turn hasaited women from participating and

influencing civil and political lives (Oxfam, 2008)

In PNG there is significant social pressure to aglle religions beliefs. This is partly due
to the strong role churches play in providing nagicand provincial health and education
services. Church agencies are responsible fom#jerity of primary schools and run two
of the five universities in the country. In thesE&epik Province, 95 percent of the
education and health services are provided by #ibdlic Church (Gibbs, 2002, pp59). .

Religion is a critical factor in political formatmoand has been a defining factor in
education, health, civil society and values. Refigis often an important defining
characteristic of ethnicity (Thomas, 2002, pp7#&)d ethnicity and religion combine to

determine political affiliations (Okele, 2002).

Whilst many women in PNG acknowledge the role tiedgion has played in the demise
of their power, many women consider their faithimportant aspect of who they are, and
that the women’s groups and committees they ppdiei in have given them valuable

leadership experience and confidence (Korare, 2002)

In this chapter | have described the official ambflicial gender policies in PNG, and
within the ESWCHP institution. | have also anatyslee roles of women and men within
the ESWCHP. This analysis has confirmed that wHsIG and the ESWCHP have
gender policy frameworks in place, the status afneo remains low, and limitations to the

roles and capabilities continue to exist for worasra result of their gender.

In the next chapter | will pull all the threads &qed so far together to provide reflective
discussion in response to my central question hasig objectives. | will then close by
providing recommendations and suggestions for @urtictions and further research in

Chapter Seven.
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6 Immediate, Underlying and Structural Causes Analy  sis

Completing Kabeer's SRA analysis framework requires final steps. Concept Five:
Immediate, Underlying and Structural Causes reduihe exploration of the immediate,
underlying and structural factors, which causedpitoblems and the effect of these on the
people involved (March et al, 1999, pp109-110)isTimal analysis combined and focused
all previous analyses into key factors as the basiplanning a development intervention
(Concept Six). As my central question centreshendustainability of the VHV system |
have focussed this final analysis on the VHV.

In this chapter | summarise the Immediate, Undegyand Structural Causes analysis.
The detailed Immediate, Underlying and Structuralu§es Analysis is attached as

Appendix K.
6.1 The Core Problem

The Immediate, Underlying and Structural Causesyaisafirst required the identification
of the ‘the core problem’ from findings from theepious steps of the institutional analysis
as follows. | identified the core problem as:

Lack of sustainability of the VHV role in providing basic health care services to village

people, with the potential to worsen as CHS take over the management of the ESWCHP and
VHVs; and

Limited access to critical health resources by the majority of service provides and service
users within the ESWCHP.
The cause and effects analysis then required #dwifitation of the causes and effects that
created the core problem. Causes and effects amab/sed in the time locations of
immediate and intermediate time location. Strwadtaauses of the problem were analysed
culminating in the overall long-term effects createl have summarised the analysis
below.

6.2 Immediate causes and effects

The immediate ‘causes’ created immediate ‘effedts” VHVsS. Immediate causes
identified are the by now familiar issues of thereased workload of VHVs for uncertain
reward, high community expectations of VHVs andimgstent access to medial supplies.
The effects of these ‘causes’ were fluctuationghtV’s household’s incomes and reduced
ability of VHVs to conduct subsistence farming aber duties expected of her as village

women.
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6.3 Intermediate causes and effects

The intermediate causes were identified throughdtitea as lack of VHV access to means
of communication and transport in the provisionheflth care, the social and cultural
assumptions that VHVs can and want to take on respuities in addition to her

extensive existing responsibilities and ideologinarms about female dependence and

perceived low value of ‘women’s’ work, and therefa@he service provided by VHVs.

The intermediate ‘effects’ of these causes wascthation of gender inequality limiting
VHV’s: access to critical resources, ability tolugnce long-term health care goals, and
negative health outcomes for the community as altres'his in turn created a further a
cycle of effect. Because VHVs were limited, vikageople relied less on them, reducing
their status in the community and further compongdaer limitations particularly with
regards to access of critical resources (such akcmes, vehicles and fuel). In response
VHVs increased their efforts to access criticalotgses and supplies, increasing their
workloads, and meaning that they were even lestal@to communities to provide basic

health care.
6.4 Structural Causes

Structural causes of the core problem arise atiratitutional locations within the
ESWCHP. While some of these structural causesasdy located in one of Kabeer’'s
institutional locations, those directly relatinggender inequality seem to flow seamlessly

between and across all locations.

Starting with the grassroots level, structural esusf entrenched cultural and social gender
inequalities within communities and intra-househptaver relations. Gender inequalities
devalue the work of women and minimise the impar¢anf ensuring reasonable reward
for services is provided. At the community and kearlocations, structural causes of
gender inequality embedded in ESWCHP policies ardraplemented through everyday
work practices across the institution. At the statel market levels, entrenched systems of
access and control ensure that resources staplavigbin the ESWCHP Office and CHSs
rather than flowing on to front-line grass rootsltie care delivery. At the state level,
structural systems of hierarchy prevent VHVs frorfluencing the policy, resources and
infrastructure by which health care is deliverddeologies of men as the breadwinners,
gender-segmented labour allocations, gender biasstitutional practices are also

structural causes at the state location.
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6.5 Long Term Effects

From the analysis of the data, and above causesféetuds combined to create significant
and worrying long-term effects. VHVs will continte face increasing workloads for little

return, vulnerability to violence with little prateon for them built into the health care

system (through qualifications, training and suppand progressive disempowerment. As
the health infrastructure is strengthened, the V&t rural communities influence and
access to critical resources is weakened. TheatiMeng term effect appears from this

analysis to be worsening health outcomes for ESW@Hients; the rural people of the

East Sepik.

In this chapter | have summarised the Immediatedddging and Structural Causes
analysis. The analysis showed that the problemgesfder inequality and lack of
participation of VHVs and rural people in planniagd policy development threaten the
long term sustainability of the ESWCHP, and mayitas worsening health outcomes for

rural people.

In Chapter Six, | provide the planned developmatgrvention which of itself provides a
suite of recommended actions to address the prabidentified and central question of

this thesis the long term sustainability of the ViEystem of primary health care.
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7 Recommendations for Development Intervention

7.1 Introduction

Using the analysis in the previous chapter | cotepléhe last step in Kabeer’s institutional
analysis, and planned a development interventioon¢€pt Six) (March et al, 1999,
pplll). The planning process required recommenaldpectives, activities and indicators
to address the problems, causes and effects igehtlfrough the Immediate, Underlying
and Structural Causes analysis. These are proagedDevelopment Intervention in the
table format suggested in March et al (1999, ppl142)-

The Development Intervention therefore containci$igedetailed recommendations in the
form of discrete objectives, activities and indmrat The recommended objectives,
activities and indicators link, interweave and itMéne to make up one overall
recommended intervention. For this reason, | ldn@sen not to repeat or try to explain
the Development Intervention below. Rather, | héafe the Development Intervention
complete for it to be considered in its entiretypoae recommendation and many.

In support of the Development Intervention, | haxaded my thoughts and considerations,
and in some cases recommendations for additiosalreh and/or action to be undertaken,
to advance the empowerment of women in the ruralthecare delivery system, and to

improve the effectiveness and sustainability oéktnealth care delivery in the East Sepik.

7.2 Development Intervention

The GAD approach has at its heart, women’s empoeetrnwhich brought about the
realisation that development bureaucracies and oét@ted organisations were gendered
in terms of their culture, rules and outcomes (@0£995). The institutional analysis has
shown that the ESWCHP is threaded with compoundisges of gender inequality, that
that threaten the effectiveness of rural healthvision and the potential negative

consequences for the long-term health outcomesagkgoots people.

Kabeer reminds us that ‘to be useful, the instnai analysis of gender relations must be
linked to the [Project] design and evaluation ofiggpand [Project] planning (Kabeer,
1994, pp 285)'. The Development Intervention iplanning tool that draws together
provided in Table 7F below specifically targets Key themes arising from the data: the
overwhelming responses from VHVs asking for mongpsut and consistency of access to
medical supplies. The Development Interventionowelalso draws together the

implications of the entire institutional analysislt provides recommended actions to
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address the compounding issues of gender inequalitijave written the Development
Intervention as a practical model, so that it cdugdused as a starting point for planning
Development Intervention in the field.

The Development Intervention below was createdhenassumption that if VHVs were
able to advance their freedoms, which as these amnanced, so too would rural health
care delivery be enhanced along with the healtrcavnés of rural people. This
assumption has not been thoroughly tested and goaldde the basis for further research.

February 2010 Page 1192 of 176 Ruth Heather



Objectives

Long-term objective

Ensuring sustainability of village based
basic health care provision

Table 7: Development Intervention

Activities

Place the empowerment of women at the centre of the
goal and aims of the ESWCHP.

Revise project structure, infrastructure and documentation
to ensure the empowerment of women is made explicit

and enacted structurally®

Work, through a participatory approach, to connect policy
makers and VHVs and communities to revise policy
around the role of the VHV, rural health infrastructure and

funding

Identify and access funding mechanisms to support

ongoing sustainability of the role of the VHV

Review funding model so that funding is flexible and

expressly linked to health outcomes

Firmly establish health providers as alternatives to CHS

Indicators

Role of VHV changed to VHW (Village Health Worker)®*

VHWs feel supported in their role and able to balance role of women with role
of VHV

VHWs are able to access critical resources upon which their service depends

(supplies, access to communications, ambulance etc)
Funding available to support revised policy

Statistics on key health indicators are routinely recorded by VHV and show

improved health amongst rural people

Policies are in place to support women VHWSs as legitimate workers and

income earners

Communities actively support women in their role as VHV alongside paid
roles by men within villages (teacher, police, justice) and prevent the role

being overtaken by men

Extent and nature of participation in designing programme goals, objectives,

and directing activities and resources, conducting training programmes
Gender awareness at all levels and within all aspects of ESWCHP
VHW access to further health based training (such as nursing or medicine)

VHWs able to access supplies and support from either CHS or government

(or other) health service

Intermediate objective

Introduce participatory approach to

Re-plan the project to include a pilot of revising project
structure, activities, funding and evaluation mechanisms

utilising a participatory approach

ESWCHP and CHS aware of, and use participatory approaches

Funding support for pilot from key funders (NZAID/AusAID)

%0 «Communities are better off with empowered womenhih a Papua New Guinea setting, this needs aatiexternal support.’ (Underhill 2006, pp 15)
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Objectives

ESWCHP

Activities

Identify opportunities for advancing health services
outside CHS — this could be strengthening government
health services, or seeking to support non religious health
providers

Obtain key funder support for pilot and establishment of
alternative providers

Run a pilot — re-plan the project for a catchment (eg
Albinama) utilising a participatory approach

Pilot group to meet regularly with NDOH and PDOH
officials to translate operational challenges into policy

frameworks at provincial and national levels

Further steps to expand the pilot should be taken following

full evaluation of the pilot

Train staff in gender analysis and participatory

approaches

Indicators

Regular meetings between SCIPNG and other development NGOs to

leverage enhanced funding options to achieve greater returns from funders.

ESWCHP and CHS staff liaise with related development activities in the
province (e.g. rural water supply, transport and communication infrastructure)

to achieve greater efficiencies for VHV and community access

VHVs and communities have demonstrably more knowledge about the
ESWCHP and how it works

Regular meetings between pilot group and government officials resulting in

changes to policy

Increased ESWCHP staff time utilised in liaising with VHVs regarding
personal issues (illnesses, threats from community, family strains) and in
undertaking gender awareness and VHV advocacy within communities
Increased proportion of ESWCHP staff time and financial spend at VHV and
community level (rather than at CHS or ESWCHP level)

Statistics on key health indicators continue to show improved health amongst

rural people
Stabilization or reduction in spend at CHS and ESWCHP level of the project

Numbers of training programmes completed, extent of follow up, participation
of male and female staff (ESWCHP, CHS and NDOH); attention to gender
analysis and participatory approaches content in training programmes;

changes in practice as a result of training programmes

Alternatives to CHS in place to provide supplies and support to VHVs

Immediate objective

Immediate increased support to VHVs
within their communities

Ensure regular and complete replenishment of and

medical supplies

‘Expand the basic medical kit to include materials for

VHVs receive regular complete medical supplies

Increased VHV access to critical supplies and resources (eg radios and
ambulances)

Ruth Heather




Objectives

Activities

Indicators

personal hygiene (bath soap, clothes soap, bleach) as

well as for night work (lamps and fuel) 3% 3%

Provide radios for VHVs within each catchment area to
connect with CHS

Work with communities to increase ‘in-kind’ payment and
support for VHV

Introduce key indicators for CHS that are linked to funding
that show levels of support to VHVs and that require an
increased distribution of critical resources to VHVs and

communities

Work with communities and NGO partners to identify

alternatives to CHS
Train staff in gender awareness

Introduce incentives/consequences performance
management to Area Medical Supply

Increased level of VHV service to communities

Increased CHS and ESWCHP advocacy work with VHV and within

communities
Increased community satisfaction with VHV service and ESWCHP support

Numbers of training programmes completed, extent of follow up, participation
of male and female staff (ESWCHP, CHS and NDOH); attention to gender
content in training programmes; changes in practice as a result of training

programmes
Redistribution of funds to support VHVs (through access to radios, critical
supplies and ambulances)

Area Medical Supply (AMS) staff have performance agreements which
include key indicators for medical supply linked to incentives /consequences

that are important to AMS staff

32 Underhill, 2006
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7.3 Empowerment of Women

The policy implications of social relations anatysnvolves the political project of
women’s empowerment. In contrast to the top-dovemming approach of earlier WID
and WAD approaches, emphasis is placed on womenslviement and participatory
planning (Razavi & Miller, 1995).

For gender equality to occur across the ESWCHRP health infrastructure, significant
attention must be paid to gender equality at alele and across all activities. Gender
equality and women’s empowerment must be place# ba¢he centre of the Project’s
goals and activities and monitoring indicators (tHeg 2006; Underhill-Sem & Peutalo,
2006). ‘Ultimately, what is clear and what needs to betkepmind, is that no technical
tools or frameworks can take the place of, or bedus the absence of, clear objectives in
relation to gender, and a commitment to thg$®arren, 2007 pp 195). Gender equality
and women’s empowerment must be clearly articulateda key focus for all project
activities, with explicit reference to the MDG 3tiwviclear objectives for how both gender
equality and women’s empowerment will be addressgéuin the project. Gender analysis
can provide a critique of supposedly gender-neutstitutions and reveal male bias within
the development process (Rowlands, 1997).

Experience has shown that effective and sustaindelelopment programmes require
democratic and equitable local participation (Se@&wn, 1987). Significant differences
exist between the perceptions of local people aneldpment workers from outside the
local culture (Smith, 1994; Fountain et al, 2004kK et al, 2004).

Fountain (2002), and Saovana-Spriggs & O’Collin80@) provided examples of issues
arising when development activities are planned iarglemented without in depth local
participation and knowledge. Fountain (2002) désd how outsiders’ perspectives of the
1998 Aitape Tsunami and provision of aid were atisodith the local victims’ cultural
understandings. Whilst aid agencies perceiveddineami to be a natural disaster, locals
perceived the disaster as intentional, and viewedaa compensation or ‘blood money’,
creating tension and conflict (Fountain et al, 2008aovana-Spriggs & O’Collins (2002)
described a micro-credit project in Bouganville,erdfunding was provided to individuals
rather than communities. This went against theauswltural way of families and
communities working together, and caused the ureggdeeffect of isolation of women

who had received funding.

Koka, Deane & Lambert also provide evidence ofithportance of understanding local
PNG cultural and spiritual beliefs (2004). Theghlight how western beliefs about the
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causes of mental health illnesses and treatmersedban psychological and physical

illness) differ distinctly from local traditionaldtiefs that are widely centred on sorcery.

These examples highlight the critical importance lotal knowledge and active
participation in project definition, planning andonitoring. Without the depth of local
knowledge and involvement the examples above smmiv,only can key problems be

missed, but also even more importantly, effectsetsons not be recognised.

Cornwall advices that ‘The ethic of participatorgvedlopment and GAD is about
challenging and changing relations of power thgedify and subjugate people, leaving
them without a voice’ (2000, pp 28). Empowered wantontribute to the health and
productivity of whole families and communities atmdimproved prospects for the next
generation (UNFPA, cited in Underhill-Sem & Peut&l606).

Transformative change is required to address thmlselations of gender inequality that
threaten the sustainability and effectiveness ef BSWCHP. Transformative change
would involve the ESWCHP institution acting to r@daess the power imbalance so that
scarce health funds are channelled through théutish, to provide direct grass roots, in
ways that measurably improve community health cuesa This would be a significant
challenge for the ESWCHP as this would requiregaicant those with the power (at the
state and market locations) to re-address powatioak. As Kabeer points otiEhose
whose interests are served by the institutionalfigomation of rules and resources are
also those most likely to resist, and have the cipdo resist change...[institutions] can
be transformed once a sufficient proportion of thedgth a stake in change are prepared to
challenge institutional rules and practicéKabeer 1994, pp 282-283). However, as the
institutional analysis suggests, without taking tbis challenge, the ESWCHP risks the
very health infrastructure and health outcomes thére to provide.

Transformative change would require a gender seesfiarticipatory approach putting
VHVs and their communities at the heart of the ES¥WC Rural people would have a
central voice across all project activities (inchgl design, planning and funding
allocation). Project goals could be inextricabhkéd to evidenced based mechanisms for
improving health statistics (such as empowermemnt education of women) and the
MDGs.

Working with a gender aware approach and partimpatequires skills of advocacy,
conflict resolution and assertiveness (CornwallD®0 A participatory-based gender
analysis should be conducted by the ESWCHP, suggbért gender aware training, which

would assist staff in identifying and addressingues of gender inequality. Issues of
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gender inequality within the ESWCHP institution mhe addressed by closely examining
work practices around hiring, capacity building;skiling and re-skilling. Project staff
at all levels within the ESWCHP institution mustrggender skills through training from a
human rights perspective (Smyth, 1999; UnderhilhSePeutalo, 2006).

Underhill-Sem & Peutalo signalled a warning to BE®WCHP in their report by stating:

‘Once an explicit goal of gender equality and wolm@mpowerment disappears, the
focus on ensuring women'’s issues is lost and wittei focus on the need to support
the core people in this project — the women prangdiritical health and development
services at the most distant ends of a networkt oNly are their needs overlooked
as critical service providers, but so too are gangsues in the organisation. The
result has been a preoccupation with formal heaithdevelopment issues and the
demise of issues related to gender equality andem@srempowerment. As a result,
women (and a few men) who provide the health aneéldement services in rural
villages lose traction in their negotiations witletcomplex social relations that hold
communities together. This could be the undoirgnadtherwise immensely valuable
project’ (2006 pp 8).

One of the concerns | developed whilst doing thalymis was the lack of discussion,
training and support about the potential probleha bccurred when local cultural and
spiritual beliefs clashed, and their potential ictpan birth outcomes. This highlighted the
lack of active participation by local people in [ planning and activities, such as the
development of training material. As a midwifesdw this as a glaringly obvious and

potentially dangerous g&jthat is of concern and should be addressed by $#WCHP.

In the East Sepik it appears that the people dimgvio participate. It remains to be seen
whether the development practitioners of the ESWGHIP participate with the local
people. Chambers (2005) challenges developmantifioners tdaccept participation as
an enduring opportunity to form good relationshgsd to confront and transform over-
centralised power...and above all to meet the ovéiagc challenge: to enable and
empower those who are marginalised, powerless aod @ gain for themselves the better
life that is their right’(pp 115).

Policy Research into Paying VHVs

3 VHVs could be placed in potentially dangerousatitns if they are not able to successfully negetiar
western birthing methods; the woman the VHV isstssj chooses to rely on traditional methods and
birthing difficulties or deaths occur. There amgntially significant implications for VHVs if comunities
blame the VHV for the difficulties or death, andjué&e retribution or payback.
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Numerous responses from VHVs indicated that thengweceiving a lack of support; from
the Project; CHS and from their communities. Mawarticipants directly requested
payments in cash from the Project for the work Meds did. Responses from VHVs
also indicated that they were under pressure flamily and husbands to either get paid or
give up the VHV work, because it did not providesastainable income. Whether
providing cash payment to VHVs is the most appdprimethod of ensuring sustainability
requires further research, but without women’s emgrment and utilising a gender aware
participatory approach to reframing the ESWCHPanable options will not easily be
identified.

Rogers (cited in Kabeer, 1994) made a series aimetendations for improved planning
processes for women. She noted thew awareness of peasants as highly rational
decision-makers is still stopping at the last frentwomen(pp23) and that planners still
saw no reason for offering women incentives toipadte in the development process.
Using examples from a number of development int#reas, she pointed out how
denying incentives to women had undermined proaformance statingin these
projects women are expected to provide a major mdrthe labour force...while all
financial incentives [are] withheld from ther(ibid). The result (as seen so clearly from
so many of the responses from VHVs) was dissatisfacconflict and unmet targets and
potentially for the ESWCHP lack of sustainabilithieh is one of the key stated goals of
the Project (Kabeer, 1994, pp23).

In the initial stages of conducting research fas thesis, | held an informal interview with
Margaret Street, who had been a missionary in PlN@any years, and was employed by
USAID in the early 80s to establish volunteer rurahlth programmes. Margaret went on
to develop midwifery training and accreditationrANG. Margaret was able to provide me
with copies of the early training manuals and Depant of Health policy documents. My
discussions with her were very interesting in tehe believed that rural health care
providers should only ever be volunteers. Margangew was that should VHVs get too
much in the way of reward for services, particylan terms of money (kina) then this
would put the entire rural health infrastructureisk. She believed that should the women
get paid, not only would it be likely that men wdwppropriate the money (either through
taking over the roles or demanding the money froewtomen) but that at some stage, the
money would ‘dry up’. Payment systems in PNG arely reliable (Bolger, 2005) and in
Margaret's view, these women would become very $eduon providing a service for

cash, and should this dry up, services would ngdome provided. | was left wondering,
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how does this compare against the roles of meratiegpaid? How much of this discourse

was based in Christian ideology or Western assumg®

Research is needed to assess the feasibility ameht@d social impact of paying
volunteers, and whether this would potentially bstainable. The research would need to
include policy analysis at a national and proviht@ael, of the role and status of women
in rural communities, money flows and the potentigbacts of change, and the potential

issues highlighted by my discussions with Marg&te¢et above.

This could include research into the relative valoécurrent salaries and facilities spend
by the Project against current medical suppliendy the Project and potential payment
to VHVs. The potential impact of providing paymetat VHVs would have to be

thoroughly examined from a range of perspectivekiding:

a. Impact on role, status and morale of VHVs,

b. Impact on social relations,

c. Potential for increased issues of violence asuatrechanging status of the VHV,
d. Potential unreliability of financial or other paynmedo VHVs and

e. Impact on the health infrastructure, health ses/axed rural health statistics.

The ideal would be to conduct research into suakality from a community self-reliance

perspective, with potential payment to VHVs beimg @aspect.

Leaving aside the difficulties likely in findinga@nsistent funding stream should VHVs be
paid for services, discussions with Margaret Streetd Bill Humphreys (ESWCHP
Manager) identified that there were a range of derifles to be analysed prior to
establishing a sustainable solution for the payraedtsupport of VHVs. Further research
is required into the cultural complexities surromgdVHV safety and the impact on her
life should a sustainable funding stream be foward] cash payments or allowances be
considered. The research would need to identdyirtipact of a payment or allowance on

social relations:
a. Men would seek to appropriate the VHV role
b. There was likely to be increased violence toward/gH

c. Increased cash into the rural village economies ldvalrive other unhealthy

social consequences (such as increased alcohohsiah);
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d. The VHVs perceived that the impact on their livesuld be positive rather than

creating greater risk.
VHV work experience and career progression

It was not clear from my observations, experiencette 2006 data, how women
progressed from VHV to a career in nursing, or actfto any other position in the
ESWCHP or other market activities, that leveragédheir VHV experience. Research
into the effect of VHV work experience toward ruvabmen’s career progression and the
effects of this career pathway on poverty and dgpraknt of the village setting would be
interesting. As stated earlier, close linkagesteketween maternal and child mortality
and morbidity, human development and poverty (NZRIDSmith, 1994; Kabeer, 2003;
Masanjala, 2007; UNICEF, 2008). Research of thisme could broaden understandings
of how women'’s career progression affects boththeald poverty indicators, and provide

foundational information for projects that focusB@TH poverty and health.
Violence and the VHV

As discussed earlier, the ESWCHP VHVs exist witaimiolent society. The VHV may

find herself subject to violence, or be requiredd&al directly with the consequences of
violence. This is an issue, which was not oventigntioned or addressed in ESWCHP
documentation or activities, and yet is of criticaportance to the daily lives of VHVs and

women in rural communities.

Urgent research is required to assess whether Vad¥'sat greater risk of violence as a
result of their status as voluntia, and as a restilbeing required to balance all the
responsibilities of being rural PNG women alongstueresponsibilities to the community
that VHVs have. Research should compare the velgrotections afforded nurses and
other medical staff, through their training, statasd working environments (within
institutions such as hospitals and clinics) witk tmprotected environment of the rural
village within which the VHV provides health cafesults from this research are urgently
required to identify whether the ESWCHP is curngemilacing women who are VHVs at
greater risk of violence than other village womehoware not VHVs, and to provide
critical input into considerations of reframing tlEESWCHP and sustainability of the

current VHV aspect of rural primary health caré®NG.

Also required is research into prevention, to idgnmheasures that could be put in place

alongside primary health care provision to addrasd8 prevent gender-based violence

% http://www.nzaid.govt.nz/library/docs/nzaid-endipgverty-begins-with-health.pdf
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(Bott et al, 2005). The dearth of evidence about effective ways toemddgender-based
violence limits policy makers’ and programme mamagebility to make informed
decisions, and makes it difficult to argue for adting increased resources for prevention
and response. More rigorous evaluations are negueticularly in the area of prevention
of violence(Bott et al, 2005, pp7)'.

7.4 Improving the Effectiveness of Rural Primary Health Care
Research in to HIV/AIDs Prevention & Care using the SRA

Masanjala (2007) used the SRA to identify the domiatext of risky sexual behaviour.
The SRA could be used in the East Sepik to determiho is best placed to influence
sexual behaviour amongst rural people, and thesgbmtithin which prevention, treatment

and monitoring could best be provided.
Improving the Effectiveness of Rural Health Care Delivery

Vinding (1994) bemoans the fact that a common gmbin project design is a lack of
good baseline information. In 2006, my review iifeed that no baseline data on the
ESWCHP was easily available, or in place as patti@fProject monitoring and evaluation
framework. There was though a range of statistisBdrmation available within the
Project database, CHS databases and Provinciathhdatabases that could be used
collectively for monitoring and future Project ptang and design. This information
should be collated and used to establish baselte dGreater efforts should be taken to
put in place a robust monitoring process to morfmject effectiveness against identified
key health indicators.

Ascertaining progress towards the improved heditthe population is hampered by lack
of prioritised and clear monitoring indicators dadk of data and effective data gathering
and monitoring systems (Naidu, 2006; Underhill-S2009). Research into how effective
data collection and monitoring methods might bealdsthed is urgently needed to
facilitate effective monitoring of maternal and Idhhealth status and driving funding to
best effect across the ESWCHP and / or the heattiosin PNG.

Data is available for 72 percent of MDG indicatorgth baseline data available for 47
percent. Recent data (after 1999) is availablé&®percent of the MDG indicators and 53
percent of the indicators have time series datdadla (Naidu 2006, pp 17). In addition,
CHS and Project Office staff gather detailed healiftistical data. This data would
provide an excellent starting point for a resegnabject. An agreed set of key indicators,
established baseline data and time series resesangeded to allow for the assessment of
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trends over time, and to ensure that effectivensasasures are available for decisions for

directing scarce funding to most effect.

Saovana-Spriggs and O’Collins highlight that effextaid means different things to

different people. It has many variables and depeai@s and can easily come unstuck
(Saovana-Spriggs & O’Collins, 2002).  The 2006esesh heralded the significant

improvements to health as perceived by rural peofi®/’s and health staff, issues with

the effectiveness and sustainability of the ESWCHisd came through clearly. But,

without simple indicators to measure improvementdamily health, it was difficult to

determine whether the Project was effective or not.

In 2004 John Bowis, the Chief Executive of SCNZdied the success of the project by

saying:

‘Volunteers in each of the 200 villages will be pogted, mentored and supervised by
qualified health staff of the Church Health Sersicend Provisional Division of
Health. Extensive staff training and improvemaeantiealth facilities will ensure this
sustainable model is fully integrated into existivealth services in five years time. We
are delighted to receive such strong support froAAND and hope this model can be

adopted by other provinces in Papua New Guifiea

In 1991, the DoH issued guidelines for Provincest gtated Experience worldwide has
demonstrated community participation and supportboth attendant programmes is
critical to the success and sustainability of th@segrammes’(DoH, 1991). And yet,
numerous responses from VHVs indicated the lackupiport they were receiving; from
the Project; CHS and from their communities. Qsdtem media releases on the SCNZ
website from 2004 provide the following quotes: fingt from the then Associate Minister

of Foreign Affairs and Trade, Marian Hobbs,

‘The NZ government has committed to $4.2 milliom thes next three years to lift the

health status of children and women in the Eastk3evince of Papua New Guin&a
and the second from Peter Lund, then NZ's High Casaioner to PNG

‘Volunteers have provided over 100,000 consultationemote villages over the past
year and it is hoped that the increased suppothtam will lead to a faster and more

effective health service in Papua New Guiffea

% www.savethechildren.net/new_zealand/newsroom/eaitiative_png.html
37 \www.savethechildren.net/new_zealand/newsroom/goytport_png.html
8 \www.savethechildren.net/new_zealand/newsroom/heaitiative_png.html
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In 2006 | could find no factual or empirical evidgento show whether the ESWCHP had
either lifted the health status of women and ckitdin the East Sepik, or led to a faster and
more effective health service in accordance withséhlaudable aims; nor could | find
evidence that these were in place as key indicéorionitoring purposes. On the other

hand, | could find no evidence that the Project naiseffective either.

Recent figures quoted by Mola (2009), show thatrttagernal mortality rate in PNG has
doubled over the past decade, giving women a 1ha@ae of dying in childbirth. (In this
setting family planning can only be heralded asifa saving prevention option.)
HIV/AIDs rates are rising exponentially. The NZAIBlealth Strategy: 2008-2013

supports these figures stating:

‘In PNG, maternal mortality rates have doubled ovlee last decade to 733 per
100,000 live births placing PNG amongst the woestfgrming countries in the world

for maternal deaths’

‘PNG has the highest rates of HIV and AIDS in theiftaand is only one of four
countries in the Asia-Pacific region to have a gatieed epidemi¢NZAID, pp 7)’;

and commits to giving.

‘special attention to improving capacity to meet thealth needs of poor and
vulnerable groups, to deliver effective, high quyalprimary health care services’
(NZAID pp 12).

In this dire picture, the key indicator measureraenit success must be identified and
focussed on relentlessly. Careful monitoring agfaihese key indicators would allow for
the responsive prioritisation of funding to thoseas that are making the most difference

to rural health outcomes.

The current goals (and components) of the ESWCHP irmsufficient to address this
growing wave of ill-health and death that is begugnto cascade across rural PNG.
Qualitative research methods should be supportegubitative research to assess changes
in maternal and infant mortality rates and the ¢athrs of the burden of disease, and
provide information required upon which to readjast reapply funding to where it will
have the greatest effect. It seems clear thafritjetening health statistics amongst rural
PNG people have not been sufficiently considereth wegards to their potential for

resulting increases in poverty amongst these largdbsistence based economies.

What is clear (from the health statistics quotedvab, is that for the majority of rural

Papua New Guinea people, including those in the Sapik, life is likely to get harder,
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people are likely to become sicker as the populagmws and the burden of disease

increases, and people will find it harder to makieiag.

NZAID and SCNZ must seriously consider their meesizs for delivering aid and health
Projects to rural people in PNG, to ensure theysamectured to effectively address the

significant problems faced.

NZAID has a key role to play in ensuring Projecalgoand measurable objectives are in
place (in return for funding) and in ensuring Pebjeelivery through effective monitoring
and evaluation systems. My experience in lifdhet tyou usually achieve what you focus
on. The ESWCHP seems to focus on infrastructuhéctwappears to be generally what
the institution produces. In place of infrastruetushould be a strong focus on key health
indicators (such as HIV/AIDs and maternal and ibfanortality rates), and overall rural

health outcomes, which after all is what the Priojgfunded to achieve.
Structural and critical review of the ESWCHP

The overall cost of the ESWCHP over seven yearsstgnated at K18 million. The
prioritisation for spend within the budget is showelow (Save the Children New

Zealand, unpublished).

Facilities, equipment and salaries K13,550,916
Health care and supplies K3,025,000
Training managers health staff and volunteers KB,

Community education and liaison K449,000

It would be useful to do further research to idgnithether this prioritisation delivers the
most effective health service possible, or whetieeprioritisation of the spend (ie from
salaries and facilities to health care and medscgplies) would enhance actual health
indicators at grass roots level. It would be ustfwnderstand community views, and in
particular VHV views of how funding should be pit@ed to get most effective health

improvement return for Kina spend. Specific aspetthe research might include:

* Research into the value of current health spesdliaries and facilities vs medical
supplies and support to VHVs

* Introducing competition between church health piexs as a means of improving
rural health service provision

» Structural and project mechanisms for re-allocatimgling from areas of highest cost
/ least impact to areas of lowest cost /highestichp
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» Effective data collection and monitoring methodsupport competition, and funding
flows (Underhill-Sem, 2009).

To my knowledge, three project reviews have beateraken since 2006: the Underhill-
Sem and Peutalo review (2006), the Heather reva®8§) and a further review completed
recently (2009), each considering the impact of tBEWCHP and providing
recommendations for improvement. At the time ating, | am not aware of any changes
to the ESWCHP resulting from either the UnderhifrSand Peutalo review, or the Heather
review. It remains unclear what value these resiéave had other than potentially to
satisfy funders, and whether any of the problemsabutions identified by local people
have been progressed. The cost of these reviewmstisinsubstantial, in terms of
consultancy fees and travel costs, along with dntalst to participants in terms of time
and travel. If these reviews hold little real \@lthen arguably, these funds could be better
allocated to ensuring birthing kits or medical digg are available to VHVS.
Additionally, reviews without obvious results rumetrisk of reducing the confidence of
key stakeholders in the ESWCHP creating long-teamdiing difficulties for Save the
Children along with participant fatigue and dissionment with the Project and reduced
engagement in future reviews and/or participatatydies.

7.5 Summary

On the basis of the SRA’s institutional analysiee ESWCHP with its heavy reliance on

VHVs is neither sustainable, nor effective in addmeg the enormous health challenges
facing rural people in the East Sepik Province.e @evelopment intervention provides a
suite of recommended objectives, activities andcatdrs as a practical example that could
be used, through participation, to commence a ggoérealignment and reframing of the
rural health care delivery and infrastructure fettér health outcomes. Research offers
opportunities to consider options to improve th&etyaof rural women providing health

care in isolated settings, and to create projelctd teduce poverty alongside health

indicator improvements.

Participation, and building the capabilities of theal people involved is critical to the
future health of rural people. Pretty et al (19%yue that achieving sustainable
development requires at the very least functioratigpation (pp62). The ESWCHP
Project Implementation Document (Save the Childrergublished) details its efforts to
become sustainable, through building local CHS ciéypaaccompanied by a gradual
withdrawal of the Project. However, my experienesd the evidence from local
responses and the SRA analysis suggests thattjtfadESWCHP does not actually want
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to release its closely held resources to localisesvand communities. If its stated aims of
sustainability and eventual handover were reallatihe Project was aiming to achieve,
much greater levels of local participation would beident within the ESWCHP
institution. Locals would have a greater and gr@gavshare of the decision-making, with
obvious increases in local services self-deternonaand independence. So on the one
hand, the ESWCHP espouses sustainability, but ¢gfrats institutional arrangements,
reduces the likelihood of local independence andtasuability through limited
participation.

The Development Intervention | have developed cobdd used to assist VHVs in
expanding the freedoms that would add value tor theds. The responses from VHVs
clearly suggested ways that they would want to adeatheir freedoms — through
increased access to resources and participationomeéf’'s well-being is strongly
influenced by women’s ability to earn an indeperiddanome, find employment outside
the home, to have ownership rights, to have literand be educated participants in
decisions within and outside the family. Knock positive effects within communities
have been shown as a result of improved women’tbeialy, particularly in the area of
child survival rates (Sen, 1999, ppl191/195). Trepoases from VHVs clearly identified
areas where they wanted support. The ESWCHP tatepportunity to utilise the voices
of rural women and VHVs and redesign the Projectineolve greater levels of
participation and focussed effort on the enhancémiewomen’s well-being, to the overall

benefit of rural people.
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8 Conclusion

Kabeer's SRA has provided the framework for anysislof gender inequality, power and
resource creation and usage within the ESWCHPtutistn. Kabeer’s institutional

analysis framework has provided insights that weo¢ identified through the 2006
research process. From the 2006 research prodemg i2sues clearly stood out: VHVs

were asking for more support and a greater comgigtef access to medical supplies.

Kabeer's SRA has provided a framework that has ligigted considerable issues of
gender inequality that threaten the sustainabditthe ESWCHP system of health care
delivery to rural people. Issues previously cartagéd by cultural and social norms and

expectations have shone out clearly through thetidas framework.

The analysis has shown, as Kabeer predicted of foosal institutions, that poor people,
often women, are excluded from allocations of resesi (1994). This was most evident in
the responses from VHVs calling for more suppditte analysis showed that, as expected,
women are part of a community, which plays a altgart of their survival strategies. The
SRA institutional analysis identified that the ESWE is faced with compounding gender
inequalities, from outside the institution and with Gender inequality that is embedded in
the East Sepik culture is replicated in Projecudtre, plans, funding priorities and
prioritisation processes, monitoring processes aaivities. Achieving gender equality
requires significant and consistent commitment #mel ESWCHP needs to regain the
ground it has lost over the last few years throxgjbcusing the Project on gender equality
as its central goal. A renewed programme of getrdaring, and gender analysis needs to
be undertaken across the ESWCHP institution (inodCHS) with a focus on

maintaining and advancing gender equality and wésnampowerment.

On the basis of key health indicators and the laiclaccessible data, it seems that the
health care infrastructure with its current heaglfance on women ‘voluntia’ is neither
successful nor effective. Urgent research is reguto identify a sustainable model of
rural primary health care with funding streams citeal. The opportunity of reframing
itself awaits the ESWCHP based on: the impact ass&sts and reviews already
completed; input from development literature; sanihealth projects; and participatory
projects currently underway within the Pacific.dicators such as women'’s literacy should
be seriously considered for inclusion in Projectlgp because of the known link to

improvement of maternal and infant mortality rates.
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A recent article in The Age featured growing conseabout the maternal death rate in
PNG and the status of health infrastructure andaeggological and obstetric care
(Chandler, 200%). Of PNGs 200,000 births a year (with a populatimte that is
increasing so fast that births will have doubled2ih years) approximately 1200 are
unsupervised. Between 1996 and 2006 the mateeadh date has doubled rising to 700-
900 per 100,000 live births, compared to, for exi@mnpight in Australia per 100,000.
Glen Mola, Professor of Gynaecology and ObstrettcBort Moresby General Hospital is
guoted as sayingVaternal mortality is the most sensitive indicatirthe functioning of
the total health system, and the core system autbiel towns and provincial centres has

virtually collapsed (ibid)'.

The escalating maternal mortality rates along whit HIV/AIDS that threaten to break
over the East Sepik, along with an existing burdiediseases (eg malaria, TB, respiratory)
leave the rural East Sepik people in an unacceptabisition. The current health
infrastructure programmes are not working. Thegeuntly need to be reframed so that
they can at least stop the situation from detetilngaeven further and gender inequalities

worsening.

I now believe that the communities and the womepairticular, were trying to tell me that

they needed to be involved. They needed to bealdntthe project, and have a voice over
how their lives were impacted by the goals of thgqet, the way the project was run and
that if we worked more with them, we could find sowery real solutions to some very

real problems.

% http://www.theage.com.au/world/a-mothers-life-20906-fcr6.html
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Appendix A: 2006 Research Key Questions

The following key questions were developed by ttegRamme and Evaluation and Monitoring

Managers as a result of the Evaluation Frameworkkéfmp conducted in June 2006 involving

Project staff and stakeholder agencies. The psaoeslved:

Updating the logframe particularly the output iradars

Completing of an evaluation workshop with staff gradtner agencies to identify and agree

the key foci of the research

Developing an evaluation framework that linked ittentified key questions to output

indicators
Developing key monitoring and evaluation questitamgeted to specific respondent groups

Categorization of questions into types (either rnwitig or evaluation) and sorting by type

and respondent group.

# | Key Questions

1. Has the distribution of medical supplies been improved through increased integration among
key service providers?

2. Has the emergency response improved through greater integration among key service
providers?e

3. Has there been an increase in PDOH funds used for MCH services and for the medical supply
programme in rural areas?e

4. How has integration among key service providers contributed to training programmes for
rural health staff?

5. How has the integration influenced health policy development?

6. How many CHS facilities undertake VHV training for their catchment area?

7. How many VHVs are currently active in the network under CHS management?

8. How many VHVs are receiving sufficient medical supplies from CHS?2

9. What has been the result of increased participation of VHVs in addressing promotive and
preventative health issues on the demand for curative health aspects at health centrese Has
there been a decrease in preventable ilinesses af the centres?

10. | What health practices by rural people have changed as a result of improved services from
staff and VHVs?2

11. | Whatis the acceptable minimum fraining level required for Rural Health Staff to be effective
as VHV frainers?

12. | What is the acceptable minimum training level required for the VHVs to be effective?

13. | What kind of support is being given by the LLGs to the VHVs?2

14. | What role should communities play in order to sustain the VHV network?

15. | What services have improved as a result of improved equipment and supply?2
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# | Key Questions

16. | What types of health practices are being practiced by the communities and individual

families reflecting their inifiative to address health?

17. | What VHV services have resulted/improved from integration among service providers?

18. | Which aspects of health provision have improved as a result of training Health Managers?

19. | Which CHS staff would benefit communities from the training they receive?

20. | Which type of promotive and preventative health issues are being addressed by VHVs?2

Respondent Groups

The following respondent groups were identified agceed during the Evaluation Framework
Workshop conducted in June 2006 involving Projeatff ind stakeholder agencies.

Respondent Group Abbreviation
Area Medical Stores staff AMS
Health Managers HM
Health Policy Makers HPM
Local Level Governments LLG
Meresin Meris staff MM
National Health Information System staff NHIS
Project database staff PD
Provincial Health Information System staff PHIS
Rural Health staff RHS
Rural People RP
Village Birth Attendants VBA
Village Health Workers Database VD
Village Health and Development Communities (VHDC)
Village Health Workers VHV
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Appendix B: Map of the East Sepik

The ESWCHP Programme Manager provided this map to the 2006 research team. eNogefetails are known, although it was referred to as the District Mapguidwy the Council.
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Appendix C: Respondents Analysis

3 D
SEe = £ 5 %
c 52 = = S 3 >
558 §5 § 2 £ 8
<m= N N < < =
Men
Village men 20 1 9 5 16
teacher 1
youth leader 2
Pastor 2
Youth security officer 1
Police 3
Church leader 1
Councellor 6
VHDC 4
Village committee
member 2 1
Ward member 2 2
Meresin man 2
Manager or supervisor 4
Health Board member
Village leader
Community leader
29 16 2 16 5 16
Women 0
Village women 44 3 6
Meresin meri 6 12 6 13 1
Community health
workers 2 1 1
Nurse 1 6 1
VHYV trainer 1
NDO 1
VBA/CBD 9 4 8
VHDC 2
Women's leader or rep 3
Sexual health trainer 1
55 0 26 20 23 8
Totals 84 16 28 36 28 24
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Appendix D: The Millennium Development Goals, Targe ts

and Indicators

Goal 1 - Eradicate Exireme Poverty and Hunger

Target 1a: Reduce by half the proportion of people living on less than a dollar a day

e 1.1 Proportion of population below $1 (PPP) per day
e 1.2 Poverty gap ratio
e 1.3 Share of poorest quintile in national consumption

Target 1b: Achieve full and productive employment and decent work for all, including
women and young people

e 1.4 Growth rate of GDP per person employed

e 1.5 Employment-to-population ratio

e 1.6 Proportion of employed people living below $1 (PPP) per day

e 1.7 Proportion of own-account and contributing family workers in total employment

Target 1c: Reduce by half the proportion of people who suffer from hunger

e 1.8 Prevalence of underweight children under-five years of age
e 1.9 Proportion of population below minimum level of dietary energy consumption

Goal 2 - Achieve Universal Primary Education

Target 2a: Ensure that all boys and girls complete a full course of primary schooling

e 2.1 Net enrolment ratio in primary education
e 2.2 Proportion of pupils starting grade 1 who reach last grade of primary
e 2.3 Literacy rate of 15-24 year-olds, women and men

Goal 3 - Promote Gender Equality and Empower Women

Target 3a: Eliminate gender disparity in primary and secondary education preferably
by 2005, and at all levels by 2015

e 3.1 Ratios of girls to boys in primary, secondary and tertiary education
e 3.2 Share of women in wage employment in the non-agricultural sector
e 3.3 Proportion of seats held by women in national parliament

Goal 4 - Reduce Child Mortality

Target 4a: Reduce by two thirds the mortality rate among children under five

* 4.1 Under-five mortality rate
* 4.2 Infant mortality rate
e 4.3 Proportion of 1 year-old children immunised against measles

Goal 5 - Improve Maternal Health

Target 5a: Reduce by three quarters the maternal mortality ratio

e 5.1 Maternal mortality ratio
* 5.2 Proportion of births attended by skilled health personnel

Target 5b: Achieve, by 2015, universal access to reproductive health

e 5.3 Contraceptive prevalence rate
* 5.4 Adolescent birth rate
* 5.5 Antenatal care coverage (at least one visit and at least four visits)
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e 5.6 Unmet need for family planning

Goal 6 - Combat HIV/AIDS, Malaria and Other Diseases

Target 6a: Halt and begin to reverse the spread of HIV/AIDS

e 6.1 HIV prevalence among population aged 15-24 years

e 6.2 Condom use at last high-risk sex

* 6.3 Proportion of population aged 15-24 years with comprehensive correct knowledge of
HIV/AIDS

* 6.4 Ratio of school attendance of orphans to school attendance of non-orphans aged 10-14
years

Target 6b: Achieve, by 2010, universal access to treatment for HIV/AIDS for all those
who need it

e 6.5 Proportion of population with advanced HIV infection with access to antiretroviral drugs

Target 6¢: Halt and begin to reverse the incidence of malaria and other major diseases

* 6.6 Incidence and death rates associated with malaria

* 6.7 Proportion of children under 5 sleeping under insecticide-treated bednets

* 6.8 Proportion of children under 5 with fever who are treated with appropriate anti-malarial
drugs

* 6.9 Incidence, prevalence and death rates associated with tuberculosis

e 6.10 Proportion of tuberculosis cases detected and cured under directly observed treatment
short course

Goal 7 - Ensure Environmental Sustainability

Target 7a: Integrate the principles of sustainable development into country policies and
programmes; reverse loss of environmental resources

Target 7b: Reduce biodiversity loss, achieving, by 2010, a significant reduction in the
rate of loss

e 7.1 Proportion of land area covered by forest

e 7.2 CO2 emissions, total, per capita and per $1 GDP (PPP)

e 7.3 Consumption of ozone-depleting substances

e 7.4 Proportion of fish stocks within safe biological limits

e 7.5 Proportion of total water resources used

* 7.6 Proportion of terrestrial and marine areas protected

e 7.7 Proportion of species threatened with extinction

Target 7c: Reduce by half the proportion of people without sustainable access to safe
drinking water and basic sanitation

e 7.8 Proportion of population using an improved drinking water source
7.9 Proportion of population using an improved sanitation facility

Target 7d: Achieve significant improvement in lives of at least 100 million slum
dwellers, by 2020

e 7.10 Proportion of urban population living in slums

Goal 8 - Develop a Global Partnership for Development

Target 8a: Develop further an open, rule-based, predictable, non-discriminatory trading
and financial system

Includes a commitment to good governance, development and poverty reduction - both nationally
and internationally
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Target 8b: Address the special needs of the least developed countries

Includes: tariff and quota free access for the least developed countries' exports; enhanced
programme of debt relief for heavily indebted poor countries (HIPC) and cancellation of official
bilateral debt; and more generous ODA for countries committed to poverty reduction

Target 8c: Address the special needs of landlocked developing countries and small
island developing States (through the Programme of Action for the Sustainable
Development of Small Island Developing States and the outcome of the twenty-second
special session of the General Assembly)

Target 8d: Deal comprehensively with the debt problems of developing countries
through national and international measures in order to make debt sustainable in the
long term

Some of the indicators listed below are monitored separately for the least developed countries
(LDCs), Africa, landlocked developing countries and small island developing States.

Official development assistance (ODA)

e 8.1 Net ODA, total and to the least developed countries, as percentage of OECD/DAC
donors’ gross national income

e 8.2 Proportion of total bilateral, sector-allocable ODA of OECD/DAC donors to basic social
services (basic education, primary health care, nutrition, safe water and sanitation)

e 8.3 Proportion of bilateral official development assistance of OECD/DAC donors that is
untied

* 8.4 ODA received in landlocked developing countries as a proportion of their gross
national incomes

e 8.5 ODA received in small island developing States as a proportion of their gross national
incomes

Market access

e 8.6 Proportion of total developed country imports (by value and excluding arms) from
developing countries and least developed countries, admitted free of duty

e 8.7 Average tariffs imposed by developed countries on agricultural products and textiles
and clothing from developing countries

e 8.8 Agricultural support estimate for OECD countries as a percentage of their gross
domestic product

e 8.9 Proportion of ODA provided to help build trade capacity

Debt sustainability

e 8.10 Total number of countries that have reached their HIPC decision points and number
that have reached their HIPC completion points (cumulative)

e 8.11 Debt relief committed under HIPC and MDRI Initiatives

e 8.12 Debt service as a percentage of exports of goods and services

Target 8e: In cooperation with pharmaceutical companies, provide access to affordable
essential drugs in developing countries

e 8.13 Proportion of population with access to affordable essential drugs on a sustainable
basis

Target 8f: In cooperation with the private sector, make available the benefits of new
technologies, especially information and communications

e 8.14 Telephone lines per 100 population
e  8.15 Cellular subscribers per 100 population
e 8.16 Internet users per 100 population

Source: http://www.undp.org/mdg/basics.shtml
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Appendix E: Papua New Guinea Governance System

The PNG governance system is a parliamentary democraeyl lwas the Westminster
model (ie executive power with the National Executive Councibi(edt) headed by a
prime minister). The members of parliament are seledtesugh national elections.
There is a decentralised system of government with three s$winadalevels of

administration: provincial, district and local as shown on Table 1 @Bodg al, 2005;

DFAT 2008).

Appendix D Table 1: Governance Arrangements in Papua New Guinea

Political structures Administrative structures
National level

* National Parliament * National Departments
* National Executive Council e  Statutory bodies
*  Ministries
Provincial level
(20 provinces, including the national capital distr ict)

*  Provincial assembly *  Provincial administration
«  Provisional executive council e Provincial treasury
*  Provincial committees *  Provincial audit services
« Joint provincial planning and budget priorities
committee
District level

Each province is divided into districts. There are 89 districts in total

Joint district planning and budget priorities District administration
committee District treasury

Local Level Government (LLG)
Each district is divided into LLGs. There are 284 LLGs

Ward level
Each LLG has many wards. There are 5747 wards in total

Communities and villages
Each ward is made of many hamlets, villages and non-traditional village areas.

Note: of the 66-77,000 public servants in PNG, less than 1000 are at the ward and community
levels

Bolger et al, 2005 pp2
The National Department of Health (NDoH) and the health sec®part of the broader
system of governance and service delivery in PNG. Alongbel&DoH at the national
level sit other agencies including the ‘Departments of FinaReesonnel Management,
Provincial Affairs and Local Government, National Planning and RumleD@pment,
Community Development, the National Monitoring Authority, the Natide@nomic and
Fiscal Commission, the Churches Medical Council, the Central Ager@oordinating

Committee, the Institute of Medical Research and various edngdastitutes’ (Bolger et
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al, 2005, pp 9). Each of these agencies competes for limited res@nd to ensure that
its policies and priorities are not undermined by cross-governmeetcaions or by the
agendas of other agencies (Bolger et al, 2005; Australian Degdrth Foreign Affairs
and Trade, 2008).
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Appendix F: Rules Analysis

Note: The analysis did not identify any rules held byMZ, SCNZ, SCIPNG and local NGOs. As a result they not included in the table

NDOH

(gender division
not known)

National health
policy

Funds PDOH to
enact policy
Standards
Monitoring
requirements
Training standards

Allocate funding

PDOH

(gender division
not known)

= Provincial health
policy

= Framework for
provincial health
care

= Allocate funding

CHS

Generally led by
men, resourced
by women

Religious
framework

Rules around level
of service, who is
served

Priority for scarce
medical supplies
and health
infrastructure
resources

Roles of men and
women within the
CHS

Level of VHV
support

Level of staffing
and allocate

funding

below, but were identified through the analysisasnstitutional gap.

ESWCHP
Programme
Office

(men & women)

Adhere to
requirements of
funding agencies
to obtain funding
Roles of men and
women within the
ESWCHP

Role of VHV
Dictate
coordination
processes
Agreements with
village leaders for
VHV services
Level of support40
provided to CHS
and VHVs
Provide medical

supplies and

VHVs

(generally
Welaal=la))

= Role as women in
the village setting
(eg care for
children, garden,
extended family

etc)

Village Leaders
(men)

Community
services
Gender roles
within the village
VHV agreement
and training

VHV services
Level of support to
VHV

Level of
infrastructure
provided to VHVs
(birthing hutt and
/or meresin haus)
Protect the VHV
from ‘payback’ if
things go badly
wrong during care

Construct required

Village people
(men, women
and children)

Receive health

services from
VHVs as required
Level of support to
VHV
Decide to pay (or
not) VHVs for
services and the
level of payment
Decide whether to
instigate (or not)
changes to lifestyle
in accordance with
VHV training such
as

Clean up village

and keep water

clean

Create toilet

“0:Support’ means level of resources applied. ldhse of CHS this could mean funding, management for example. In the case of VHVs it is getignased to

mean ‘in-kind’ payment and community agreement uétrel and type of services provided.
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NDOH
(gender division

not known)

PDOH

(gender division
not known)

CHS

Generally led by
men, resourced
by women

ESWCHP
Programme
Office

(men & women)
incentives to VHVs

Determine
integration points
to meet project
indicators (eg
integrate VHV
mgmt with Child
Health and CHS
management)
resulting in
confusing
relationship and
supply chain
issues for
VHVs,and lack of
clarity as to who is
running training
programmes
Level of staffing
and allocate

funding

VHVs

(generally
women)

Village Leaders
(men)

buildings and
sanitation

arrangements

Village people
(men, women
and children)

areas
Level of
infrastructure
provided to VHVs
(birthing hutt and
/or meresin haus)
Decide on a case
by case basis
whether to support
(or not) VHV in
transferring patient
to CHS or Wewak
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Appendix G: Resources Analysis

Organisation Resources used Resources produced

NDoH and Material resources (money, land) Health infrastructure (hospitals, ambulances etc), and medical care
PDOH Human resources (labour, skills) Human resources (doctors, nurses, managers etc)
Intangible resources (political clout / mana, connections) Intangible resources (political clout / mana, connections)
NZAID Material resources (money) Project infrastructure (offices and equipment)
Human resources (labour, skills) Human resources (staff)
Intangible resources (political clout / mana, connections)
CHS Intangible resources (political clout / mana, connections, Health infrastructure
religious faith) Health services
Material resources (money, land) Human resources (nurses, VHVS)
Human resources (labour, skills) Intangible resources (growing support in the community, increased mana
and connections)
ESWCHP Material resources (money) Material resources (money)
Office Human resources (labour, skills) Co-ordination services
Intangible resources (political clout / mana, connections) Intangible resources (political clout / mana, connections)
VHVs Human resources (labour, skills) Basic health services
Intangible resources (time, connections, place in the Resources in line with their role as village woman (producing food, caring
community, mana) for family, keeping house, going to market etc)
Intangible resources (increased connections and mana)
Village Intangible resources (time, connections, place in the Intangible resources (time, connections, place in the community, clout,
leaders community, clout, mana) mana)
Human resources (VHV labour, skills)
Village Material resources (money, land, ‘in-kind’ payments) Health infrastructure within the village (haus meresin)
people Human resources (labour, skills — to build haus meresin) Human resources (VHV labour, skills, improved health amongst village
people releasing human effort and time)
Material resources (increased productivity of the village as a whole as a
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Organisation Resources used Resources produced

result of increased health: for example, in the lakeside village of WAGU,
income was earned from selling coffee and farming crocodile. This meant
that increased food stuffs could be purchased to supplement subsistence
gardening improving the diet and health of villagers. Increased income
also meant that in case of ill health, fuel and transport was available to

obtain health assistance.
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Appendix H: People Analysis

Organisation Who is in? Who is out? Who does what?
NDoH and Not known Not known Not known
PDOH
NZAID Not known Not known Not known but appears to be largely skills based
CHS People that share the People that do not share the Catholics: Priest dictates dogma and at times service provision
same belief system same belief system unless they Manager, most senior Nun
People with connections | have political clout Nurses, women
and mana (people with People who challenge the belief VHV’s are generally women, men taking on the role of VHV or meresin
influence across the system .
man is generally frowned on
community or political i
lout) Unskilled people Women perceived to hold role of village woman which can be extended to
clou
include the role of VHV
People with skills
ESWCHP People with skill base Unskilled people Men generally act as managers, drivers or play a role in the distribution of
Office and connections medical supplies
Women generally take on the roles associated with supporting VHVs and
Maternal / Child Health
In 2006, the Acting Programme Manager was a skilled local woman
VHVs Rural women with Men and children Women (VHVSs) provide basic health care

connections, and
access to material
resources and
community support (to
enable them to travel to

Men commonly can control use of facilities, and control access to vehicles
and fuel when the VHV needs to transfer a sick patient to a Church Health

clinic or hospital.
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Organisation Who is in? Who is out? Who does what?

CHS, take time for

training and to provide

services

Village Men with political clout | Women and children Men make decisions

leaders and connections —often Women influence through their husbands and women’s groups
older men

Village Extended families Unknown Men and women have clearly defined roles within the village.

people
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Appendix |: Activities Analysis

NDOH
(gender division

not known)

Sets national
policy

Funds PDOH to
enact policy

Sets monitoring
standards and
requirements
Funds health care
and training
Provides national
statistical reports
on health status
Provides national
training
programmes for
nurses and
midwives

Pays staff

PDOH

(gender division
not known)

= Provides the
infrastructure to
enable provincial
health care
(training, facilities,
vehicles, fuel,
distribution of
funds and medical
supplies by air,
road or river —
dependant on
availability of
funding)

= Provide funding to
CHS

= Fund and provide
health care at
Wewak Hospital —
facility and staff

= Fund and provide
rural govt health

centres, clinics and

CHS

Generally led by
men, resourced
by women

= Influence policy
through
coordination
meetings and
relationships

= Provide rural
health clinics

= Bid for capability
funding from
ESWCHP (eg for
facilities or
vehicles) through
the Programme
Coordinating
Group and
relationships

= Manage VHV
networks and do
regular ‘rounds’ to
connect with VHVs
and offer support

= Report on health

ESWCHP
Programme
Office

(men and
women)

= Bid for funding
from NZAID and
provide monitoring
reports and project
documentation as
required

= Co-ordinate
relationships to
agree priorities for
funding and policy
through the
Programme
Coordinating
Group

= Assess proficiency
of CHS through
liaison and audit,
and provide
management
advice, support
and expertise to
CHS

VHVs

(generally
Welagl=la))

= Provide basic
health care and
advice to rural
people as
required:
- Medical supplies
- Bed nets
- Referrals to

CHS or Wewak
Hospital

= Refer very sick
patients to health
clinics

= Seek medical
supplies from CHS
when available
and possible

= Provide education
and health
promotion to
village people:

- Health eating

Village Leaders
(men)

Agree on who
should be trained
as VHV

Dictate support for
VHV provided by
village people
Clean the village
Build village toilet
Build haus meresin
and haus karim for
VHV

Use health
buildings as
required for other

activities

Village people
(men, women
and children)

Receive health
services from
VHVs when
needed

Pay (or not) VHVs
for services
Instigate (or not)
changes to lifestyle
in accordance with
VHYV training
Support (or not)
VHYV in transferring
patient to CHS or
Wewak

Instigate (or not)
changes to lifestyle
in accordance with
VHYV training
- Clean up village

and keep water
clean

- Create toilet
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NDOH
(gender division

not known)

PDOH

(gender division
not known)

aid posts — facility,
and staff

Fund and provide
medical supplies to
rural CHS, Govt
Health centres,
and aid posts — by
road, river or air

Pay staff

CHS

Generally led by
men, resourced
by women

statistics based on
VHV, health clinic
and training stats
Provide training
based on
ESWCHP training
programmes
Provide medical
supplies to VHVs
when available
Organise transfer
by ambulance or
air to hospital in
Wewak when
possible

Conduct health
‘rounds’ to
communities
Provide rural
health clinics in
accordance with

religious

ESWCHP
Programme
Office

(men and
women)

= Determine
integration points
to meet project
indicators (eg
integrate VHV
mgmt with Child
Health and CHS
management)
resulting in
confusing
relationship and
supply chain
issues for
VHVs,and lack of
clarity as to who is
running training
programmes

= Pay staff

VHVs

(generally
women)

- Sanitation
- Family planning

= Seek payment ‘in-
kind’ for services
rendered

= Organise and
manage patient
transfer to CHS or
Wewak Hospital
including vehicle
and petrol
(dependant on
petrol being
available from
family and vehicle
available™)

= Liaise with

patient’s family

= Seek supplies from

CHS or

Programme Office

= Undertake training

Village Leaders
(men)

Village people
(men, women
and children)

areas

“1 My experience and observation was that men tetaledntrol vehicles and fuel. If the sick patiemts a woman who was not supported by her maléwedathe
VHV would not be able to conduct a transfer to fiasp
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NDOH
(gender division

not known)

PDOH

(gender division
not known)

CHS

Generally led by
men, resourced
by women

framework and
using ESWCHP
funded facilities
Communicate with
partners/
stakeholders by
radio

Pay staff

Provide facilities
for staff and
patients to stay in
Access information
through
coordination
meetings and radio

connections

ESWCHP
Programme
Office

(men and
women)

VHVs

(generally
women)

and refresher
courses as
provided

Maintain usual role
of woman in village
(eg look after
children, garden,
cook meals for
husband and
children, go to

market etc)

Village Leaders
(men)

Village people
(men, women
and children)
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Appendix J: Power and Benefits Analysis

Organisation

Who decides?

Whose interests are served?

NDoH and PDOH

NDoH/PDoH decide on health infrastructure and health

NDoH/PDoH and PNG locals — how this is balanced is not know

spend and outside the scope of this research
NZAID Agree the Project goals, and funding levels. Agree NZAID, SCNZ, SCiIPNG, CHS, VHVs and local people
Project outputs
CHS Catholic — Priest and Senior Nun Church health leaders, staff
South Seas Evangelical Church — Manager —senior
pastor (male)
ESWCHP Office Shared decision making regarding resources and Church health services
management support The Project expects the interests of the VHV are expected to be
served by the CHS, but | saw little evidence of this other than in
providing training, some supplies and some support
VHVs

CHS, Village leaders,
Village people (re payment ‘in-kind’)

CHS, Village leaders, Village people, VHVs

Village leaders

Village leaders

Men : access to material resources (money, vehicles etc)

Village leaders, village people, VHVs

Village people

Village leaders, village people (through their actions)

Village people, VHVs

Benefits Analysis

PDOH CHS ESWCHP

VHVs Village Leaders Village people

(gender division Generally led by ~ Programme Office  (generally (men) (men, women

not known) men, resourced (men and
by women women)

women) and children)
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Ability to meet its
targets for health
spend and impact
in PNG for
relatively low cost /
high benefit ratio
Staff paid for
services

Staff houses

provided

PDOH
(gender division

not known)

Staff paid for
services

= Funding and
Medical supplies —
able to control
what is supplied to
whom, when

Note: government

health services do

not generally benefit

from the ESWCHP —

which is a source of

contention to them

CHS

Generally led by
men, resourced
by women

Staff paid for
services
Staff houses or
residences
Facilities within
which to provide
services
Access to funding,
medical supplies
and support to
grow their
organisation and
extend their
religious beliefs to
a broader base of
people
Ability to control
medical supply:

- toensure CHS
supplied first —
what is left over
to VHVs

- Some CHS

require VHVs to

collect their

= Staff paid for

ESWCHP
Programme Office

(men and
women)

services
Integration seems
to benefit the
ESWCHP so that it
meets its indicators
but provides
questionable
benefit to VHVs
and communities —
respondents were
very confused as to
who was doing
what, and who to
go to for what.
Supply ordering
process meets the
needs of the
ESWCHP for
monitoring
supplies, but is
problematic for
VHVs —multiple
problems with

ordering processes

VHVs

(generally
women)

Access to supplies
which can then be
used at the VHVs
discretion (medical
supplies, bed nets,
kerosene etc)
Haus meresin from
which to provide a
service

Increased mana to
VHVs — get their
own Haus
Maresin, plus
respect for their
knowledge and
power through
ability to diagnose,
prescribe and
supply medicine,
and refer

Receive
assistance and
therefore share
responsibility for

severely unwell

Village Leaders
(men)

Able to influence
and control VHV
and health

services provided

to village

Village people
(men, women
and children)

Less sickness in
the village as a
result of VHV
training and health
care

Greater access to
medical supplies
and treatment
Assistance during
pregnancy and
birthing

Fewer deaths from
childbirth

Greater access to
family planning
Benefit from health
care from VHV
and can choose
whether to pay for
this care or not
and how much to
pay.

Reduced cost to
families in

accessing health
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PDOH
(gender division

not known)

CHS

Generally led by
men, resourced
by women

supplies...this
may reduce the
number of
supplies
provided to
VHVs as access
to CHS can be
problematic for
VHVs - having
to walk long
distances etc
- Choose which
VHVs to supply
Control over
supplies potentially
increases the
power of the CHS
staff — making
village people
more dependant
on them and less
on themselves and
their VHV
Access to

buildings and

ESWCHP
Programme Office

(men and
women)

Able to report
impact on key
health indicators
for low cost (based
on volunteer
service)
Relationships
embedded in the
project
infrastructure keep
the project in
existence

Access to project
resources (funding

and support)

VHVs

(generally
women)

cases through
ability to refer to
CHS or Hospital
Training means
some VHVs are
listened to by their
community and
have a healthier
lifestyle

VHVs able to
influence the men
to cut the grass
around the houses
and keep village
tidy and sanitary
Training perceived
as benefit to VHVs
Some VHVs
receiving
incentives:soap,

kerosene, biro, salt

Village Leaders
(men)

Village people
(men, women
and children)

care within the

village rather than
going to hospital
(many hours

away)
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PDOH CHS ESWCHP VHVs Village Leaders Village people
(gender division Generally led by ~ Programme Office  (generally (men) (men, women

not known) men, resourced (men and women) and children)
by women women)

vehicles and can

make decisions as
to how and when

they are used
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Appendix K: Immediate, Underlying and Structural Ca  uses and Effects Analysis

Causes and Effects Analysis

Long-term effects * VHV role unsustainable: increasing workload for little return; vulnerability; disempowerment
« VHV and community disempowerment vis a vis health infrastructure hierarchy

*  Worsening health outcomes for ESWCHP recipients (village people)

Intermediate effects « Gender inequalities with regards to access to critical resources and ability to influence (power); inability
to influence long term health care goals and infrastructure, distribution of critical resources and

subsequent outcomes for communities

« Reduced community reliance on VHV as she manages competing priorities; gender inequality leading to

variable community perception of value of service and due payment; variable household income

« Increased reliance on Church Health clinics (at greater cost) further undermining VHV services;

vulnerability

< Significant effort by VHV to access supplies (effort may outweigh value of supplies over time)

Immediate effects e Fluctuations in household income (including food and income from market sales) dependant on

entrenched gender inequalities;

« Reduced ability for VHV to conduct subsistence farming (and other duties such as caring for family) due

to competing village health care needs

The core problem » Lack of sustainability of the VHV role in providing basic health care services to village people — potential
to worsen as CHS take over management of the project and the VHVs

« Limited access to critical health resources by the majority of service providers and service users within

the ESWCHP
Immediate causes at: « Increased workload for VHVs with inconsistent or inadequate return for services
* Household and Community level * Payment for VHV services dependant on entrenched gender inequalities
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Causes and Effects Analysis

« Increased community expectations resulting in VHV vulnerability

* Market level (NGO) « Payment for VHV services dependant on entrenched gender inequalities

< Inconsistent supply of critical resources (incentives, medical supplies, ambulances) to support VHV

services
Intermediate causes at: * Lack of access to means of communications and transport
* Household level
* Household level e VHV role seen as a natural extension to women'’s role of provider / carer / nurturer for family and
«  Community level community;
«  Market level « Assumption that women can and want to take on responsibilities in addition to extensive existing

responsibilities

« ldeological norms about female dependency; perceived low value of service provided by VHVs

Structural causes at: * Payment for VHV services dependant on entrenched gender inequalities

* Household level « Gender inequality enshrined in policy and implemented throughout the ESWCHP and health

«  Community level infrastructure

e Market level « Entrenched systems of access and control at the upper levels of management and leadership,

decreasing as it goes down the chain of command
» State level

< Entrenched gender inequality restricts VHV ability to influence public health policy or infrastructure

- Disproportionate access to and control over critical funds, facilities, vehicles and supplies by those in the

upper and middle layers of the health infrastructure

« ldeology of male breadwinner; gender-segmented labour markets; gender-biased institutional practices;

gender inequalities in intra-household power relations
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