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BACKGROUND

Tuberculosis (TB) is a global public 
health challenge

In PNG, TB is among the top ten leading 
causes of morbidity and mortality

Figure 2 Distribution of Mycobacterium TB in Papua New Guinea.

Source : Papua New Guinea’s TB Crisis | Synergia Foundation  

Estimated TB incidence rates, 2022

Figure 1 Global distribution of tuberculosis

Source: https://www.who.int/



➢In 2011, NDOH introduced TB Management Protocol to 
address the high TB burden

➢TB-IPC guidelines: administrative, environmental and 
respiratory control measures are integral component of this 
policy 

➢However, little is known about the implementation of this 
key public health strategies in healthcare settings

➢Therefore, this research program aims to understand the 
implementation of TB-IPC policy in rural/district hospitals in 
the Highlands & Momase regions of PNG.



Pragmatic 
paradigm

• Mixed methods research

• Sequential explanatory 
mixed methods design 

• Quantitative study 
followed by qualitative 
explanatory component  

Systematic  
literature review

• PRISMA 
framework

• Manuscript 1

Survey research 

• Structured 
questionnaire –
WHO IPCAF

• Observations 

• Manuscript 2

Explanatory 
qualitative multiple 
case study -

• Interview 

• Document 
analysis

• Field notes

• Manuscript 3

Nominal group 
technique: semi-

qualitative 

Ranking & 
prioritisation

Group discussion  

Reasoning & 
explanation

Manuscript 4

Rural and Remote 

Health - Australia

Antimicrobial Resistance & 

Infection control 

Public Health 

Journal-Oxford 

Academic

Australian Journal 

of Primary Health
Publications 

Blog 1: ANU 

DevPolicyBlog

Blog 2: ANU 

DevPolicyBlog

Blog 3:ANU 

DevPolicyBlog
National 

Newspaper

Structure of research program



QUANTITATIVE PHASE
METHODS

➢Survey research 

➢Self administered structured questionnaire –WHO IPCAF & TB IPC framework

➢Site observations

➢Ethics approval: Griffith University Human Research Ethics Committee, Australia, GU Ref No: 
2021/921, and PNG Medical Research Advisory Committee (MRAC), MRAC # 22.01.

➢Informed written & verbal consent was obtained from participants 

➢Approval was also sought from gatekeepers – access staff & document (most challenging 
& time consuming part!!)

➢Study setting: 10/13 district hospitals in the Highlands & Momase regions



DATA COLLECTION & ANALYSIS

➢Data collection was conducted from March to June 2022

➢Statistical analysis: SPSS

➢Descriptive statistics: categorical data- univariate frequency analysis & 
percentages

➢Non-parametric Mann-Whitney U Test: Compare similarities & differences 
between the State & Church Health Facilities



QUALITATIVE PHASE 

Methods, data collection & analysis

➢Explanatory multiple qualitative case study 

➢Study sites: 4 district hospitals: 2 poor & 2 high performing district hospitals

➢Purposive sampling technique: key stakeholders

➢Data collection: data triangulation: interview, document review & field notes

➢Data analysis: Hybrid deductive-inductive thematic analysis, guided by socio-
ecological model & data from fieldwork



RESULTS
QUANTITATIVE FINDINGS

Health setting information 

➢10 district hospitals covering over 40% (10 of 23) of Highlands & Momase regions 
rural hospitals 

➢Average bed capacity was 60 beds per facility (range 20-120 beds)

➢Six were non-government & four were government rural hospitals 

➢Key assessment findings related to health facility-level TB-IPC programs proposed 
by WHO and the National Department of Health in PNG are discussed in the 
following sections.

https://aricjournal.biomedcentral.com/articles/10.1186/s13756-023-01237-9



RESULTS 
IPC program in district hospitals

30% (n=3/10) of district hospitals have 
inadequate IPC program

50% (n=5/10) have basic IPC program

20% (n=2/10) have intermediate IPC 
program

No facility has an advanced IPC program

Overall, 80% (n=8/10) have basic & 
inadequate IPC program

Differences in IPC program B/W State & 
CHS were statistically insignificant 
(p=1.00)

https://aricjournal.biomedcentral.com/articles/10.1186/s13756-023-01237-9 

https://aricjournal.biomedcentral.com/articles/10.1186/s13756-023-01237-9


TB-IPC program in district hospital

Similar patterns with IPC program

10% (n=1/10) inadequate TB-IPC program

70% (n=7/10) have basic TB-IPC program

20% (n=2/10) have intermediate TB-IPC 
program

No facility have advanced TB-IPC program

Overall, 80% (n=8/10) of rural hospitals 
have inadequate TB-IPC program

TB-IPC practices between government and 
churches health facilities were statistically 
insignificant (p=1.00)



QUALITATIVE FINDINGS 

Strategic planning for and prioritizing 
TB-IPC policy

 Lack of recognition of TB-IPC policy in 
strategic planning at national and 
provincial level

Absence of TB-IPC policies in provincial 
and health facilities implementation plans

  ‘TB infection prevention and control policy were 
introduced in the healthcare system since 2011 as an 
important TB prevention strategy and should be a priority 
strategy in all health plans.’ (TB Programme Manager, 
003)

Governance, leadership and accountability 
at the provincial and district level

 Lack of supportive supervision, monitoring and 
mentoring from district and provincial health 
level

 Lack of leadership and accountability to 
approve funding for rural health services at 
the provincial health authority level

‘The delay in approving funding is an indication of  lack 
of  good management and leadership in the provincial 
health system.’ (TB Programme Officer, 006)

https://academic.oup.com/jpubhealth/article/46/2/267/7602874



Community attitudes towards the 
delivery of TB control healthcare 
services

Patients delay in seeking healthcare 
due to the influence of traditional 
beliefs

 ‘Traditional belief  is widespread in this village. When 
someone dies from TB, we think he/she has been 
bewitched.’ (Community leader, 002)

Stigma and discrimination amongst 
family members and relatives of TB 
patients

‘Stigma with TB patients is common in the villages. 
Some families do not support the patient due to fear of  
being infected with the disease. Support the treatment 
supporter in the village to make medications available 
to patients at home.’ (HCW, 006)

Capacity to deliver TB control healthcare 
services in rural health facilities

 Shortage of HCWs

 Inadequate funding

 Poor TB-IPC infrastructure – TB wards, 
Laboratory

 Limited HCWs capacity building 

 There is no budget allocated for the TB infection control 
program and maintain the x-ray machine that was broken 

down last year” (TB program officer, 004)



DISCUSSION

Implications of health policy & health services delivery

Need to strengthen the capacity of district hospitals (Marme et al., 2022; Zwama et al., 
2020)

➢Despite the majority (70%) of health facilities with TB control program, there was no 
funding: Delayed implementation of  programs

➢Lack of TB wards (50%): increased risk of  TB infection among HCWs & immune suppressed 
patients 

➢Training were available for senior officers & program managers: Not all HCWs: poor 
compliance with standards & guidelines & power dynamics

➢Shortage of personal protective equipment (PPE): increased risk of  infection for HCWs & 
patients 

Prioritise TB-IPC guidelines into the strategic and operational plans at national, sub-
national & institutional level (Zinatsa et al., 2018; Zwama et al., 2020).



CONCLUSION

➢The findings suggest that implementation of TB-IPC policy is inadequate & 
influenced by multiple interconnected socio-ecological factors leading to 
diverse implementation outcomes

➢A multi-prone approach is crucial to maximise TB control policy 
implementation

➢Investment in TB control program, including HCWs capacity building & 
training, improving physical infrastructure & systematic health awareness in 
rural communities is necessary to control high TB burden in PNG
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