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Papua New Guinea 

Overview 
This onsite audit is part of the Health Assurance 2017-2018 Onsite Audit Programme to review the aligned 
Australian and New Zealand Panel Physician network and review support services, including TB labs and 
treatment facilities. 

Papua New Guinea (PNG) has a population of over 8 million people. It has a high estimated TB incidence of 
432 per 100,000 population (as reported by World Health Organization in 2015), a high incidence in pre-
migration screening of 200 per 100,000 population and a continuing high incidence onshore in Australia of 
96.6 per 100,000. PNG has the highest rate of TB in the Pacific region, with the close proximity and shared 
borders with Australia presenting a special health challenge to the Department. 

Multi-drug resistant TB (MDRTB) is an enormous problem in PNG and comment on this aspect of health care 
is beyond scope for this report, other than to reinforce the importance of very stringent health screening 
processes for those seeking visas to enter Australia. It is worth noting that, despite the MDR rate of 3.4% 
new cases and a very high 26% previously treated cases, that there have been no drug resistant cases 
referred to the complex case committee for review. 

PNG is resource poor with low per capita expenditure on health. Care provided in the public sector is limited 
by lack of infrastructure and human resources. 

The previous audit visit was conducted by .  
). Goroka was audited 

as it has not been visited since ’ visit in June 2015. As Lae was visited during the previous 
audit visit, this panel was not audited. 

Annual case load for the entire PNG panel is in the order of 1,500 Immigration Medical Examinations (IMEs) 
per annum. Out of that, 40 cases had a MOC audit comment indicating an error. 

 
. Remote high quality radiology reporting was in the past considered vital 

for early identification of possible TB cases and minimising risk to public health. Since medical opinion 
processing times are now short, this is no longer the priority it once was, bearing in mind there can be no 
consideration of auto-clearance from this very high risk and high profile region. 
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PACIFIC INTERNATIONAL HOSPITAL 
 
We revisited Pacific International with view to obtaining some information about general capability. We were 
kindly provided with a one hour tour and were escorted through the hospital by  
and . We did not have the opportunity to interview staff or to bed down into 
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detail of clinical performance, nor was there opportunity to review outcomes. Nevertheless hospital 
management remained accommodating and reasonably open about facilities available.  
 
Below is a summary of pertinent points: 

 
1. 80 bed hospital –  

At the time of our visit occupancy 
rate was very low at 28%. This is presumably due to the fees charged. 

2. Management noted challenges with specialist and medical staffing (most are Indian or from 
Philippines and some visiting specialists also Indian). Information was provided that the 
University of PNG did not train any medical students in 2017 due to lack of suitable candidates 
for the course – this was not verified) 

3. Ratio of nursing staff to patients is on average 3 to 1 during the day and 5 to 1 at night.  
4. Medical records are paper and some reviewed were limited in clinical detail. There is work 

underway to implement an electronic system to digitise medical records. 
5. The Emergency Department has an adjacent ambulance bay, a minor procedures room, and 

there are approximately 1,200 presentations per annum 
6. The two paramedic ambulances were imported from Australia and are well equipped 
7. There are two main areas catering for routine outpatient clinics (ie not ER patients) – one in the 

main hospital building (for cardiology and surgical cases – this is also where visa applicants 
have IMEs) and another in a separate building – this area was very busy with patients and is 
self- contained with a small pharmacy, and X-ray machine, with consultation rooms and waiting 
area. 

8. Surgical capacity includes coronary bypass surgery  is a cardiothoracic surgeon), 
ophthalmology, general surgery (including laparoscopic surgery), orthopaedics, some basic 
neurosurgery (there is no neurosurgeon) 

9. There are three operating suites and a standalone endoscopy unit 
10. There is a cardiac catheter lab for interventional cardiology 
11. The radiology unit includes plain radiographs, CT and MRI scanner 
12. The pharmacy stocks routine, commonly used and basic medications only, but can 

acquire/import other drugs as required by treating clinicians. This is reportedly a quick process.  
Psychiatric drugs viewed were basic. 

13. The surgical ward has isolation rooms (one negative pressure room for infectious patients) 
14. There is a seven bed ICU with one isolation room 
15. There is a maternity unit with a small NICU (this was really just a nursery with two incubator 

beds). There is no neonatologist on staff. About 200 births per annum.  
16. There is no blood bank – all blood would come from POM General. I did not ask if rescreening 

would be carried out prior to administration.  
17. For neurology patients, an EEG machine has been procured and a hospital technician was (at 

the time of the visit) in India undergoing training in its use. The EEG would still need to be read 
remotely and details about who and where would do this were not yet finalised.  

18. The dialysis unit has two haemodialysis beds. 
19. We noted a small rehabilitation area which had suitable equipment but the paramedical staffing 

(occupational and physiotherapists) was unclear. No patients were seen. 
20. There is a guest house for relatives if out of town 
21. There are plans for an oncology unit. 
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Attachment A 

Discussion Paper: Options for Provision of Health Care Services in Regional Processing Countries 

7 September 2016 

Introduction 

Several different models of health care service provision in regional processing countries are 
considered in this discussion.  The particular health care settings that exist in each of the regional 
processing countries are also discussed.  This paper is a living document and will be updated in 
response to changing circumstances and as new information become available. 

Principles of health care 

Principles of Health Care include refocusing health services to incorporate the following principles 
(Attachment B sets out a framework for the delivery of services to regional processing countries): 

a. Refugees and asylum seekers should have access to quality health care that is safe.   

b. While health care can be aligned to local systems, refugees and asylum seekers will 
need extra assistance, beyond local health care.   

c. Rather than directly commissioning services, funding should be applied to a health 
insurance, managed care, or personalised funding model that provides patient choice, 
and delivers incentives for people to maintain their health and seek early treatment. 

d. There are cogent reasons why health care should not be directly commissioned by the 
Department of Immigration and Border Protection (DIBP) in Australia, in particular for 
settled refugees.  Such work should be channelled through foreign aid.  

e. Regardless of whatever health insurance health maintenance or personalised funding 
model is put in place, extra funding will be needed to support high cost emergency care, 
and medical emergency evacuation to third countries.   

f.  
 

 
   

g. It is reasonable to consider that health outcomes for refugees relying solely on the local 
health systems in the regional processing countries would be similar to locally reported 
outcomes, including morbidity and mortality rates.  Comparative morbidity and 
mortality rates are set out at Attachment C. 

h.  
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Models of Health Care 

Department of Foreign Affairs and Trade (DFAT) as health services funder.   

It makes sense for additional funding required to be delivered through DFAT, and to draw upon our 
foreign aid function rather than through DIBP commissioning. 

It is not logical for a settled refugee to continue to have even indirect dealings with this Department, 
or its contractors, on matters unrelated to DIBP’s border protection and migration functions.  Having 
the right funding source may lead to better health outcomes for individuals, by separating health 
from migration matters.   DFAT also has a deep understanding of local countries and their cultures, 
while being able to monitor expenditure and ensure it is spent for the purpose intended.   

An insurance or health maintenance model.   

Providing choice and control to consumer will enhance individual responsibility.  Given the small 
number of refugees and asylum seekers there is not a natural insurance market.  However, by 
creating an insurance body, allocating benefits, and giving people the choice of a provider, 
individuals have more control over their own health.    

This model could be achieved by funding the health insurance company directly,  

  

A mixed model would be to use a major insurance company as an intermediary to ensure primary 
care, and distribute funding to hospital services as required and provide refugees and asylum 
seekers with some choice and incentive to maintain health.   

Organisations such as BUPA and Medibank Private have skills to maintain an insurance system, and 
could be approached if there is no existing insurer willing to take on the health risk.   

The problem with parallel health systems 

The United Nations High Commissioner for Refugees (UNHCR) advises against setting up parallel 
health systems for refugees and asylum seekers, instead recommending that host countries’ health 
systems be used.  The principle espoused by the UNHCR works well when a refugee or an asylum 
seeker has made their own way to a receiving country.  

 
    

Existing Safety Mechanisms 

All health systems present a safety risk to patients, irrespective of how well funded and developed 
they may be.  Medication errors, patient falls and hospital-acquired infections are examples of 
iatrogenic (caused by doctors and other health professionals) harm to patients.   

 
  

The delivery of primary care to refugees and asylum seekers by an Australian Provider.   The contract 
for settlement services aligns care to refugees with Nauruan service standards, which may influence 
drugs prescribed and treatment offered.   

 Health practitioners are credentialed by IHMS 
through their international system, and staff have high levels of skill and training.  Clinics and 
equipment are well maintained.  While secondary referrals are made to the (Republic of Nauru) RON 
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hospital, an IHMS primary care doctor still makes appropriate referrals, and assesses the quality of 
the response received.   

If specialists have provided an inadequate assessment, the settlement clinic will pursue this matter.   

Local specialist opinions.  Local specialists in Nauru, and visiting specialists from Fiji or Taiwan, are 
aware of the options that refugees have for transfer to Pacific International Hospital (PIH).  

A specialist referral may be provided to the more advanced facilities in PIH rather than proceeding to 
local services. This avoids potential medical errors that may have occurred if an elective procedure 
was under taken at the local hospital with its limited facilities 

Similarly at Manus Island, refugee numbers at the East Lorengau Transit Centre have been low 
recently. Lorengau refugees are able to access the IHMS clinic facilities at the Regional Processing 
Centre, avoiding the need for primary reliance on the Lorengau Hospital.   

 

 
   

 
 

 

 

 
 

 
 
 

 
   

 
 

 
 

   

 
 

 

  

Lack of psychiatric care.  Mental health systems have developed support for people with psychoses 
and mood disorders, who often have families to support them but are not set up to deal with people 
who have experiences trauma related issues.  The range of psychotherapies and pharmacotherapies 
can be limited.   

Evacuation options. A range of existing evacuation destinations is available to local people including 
Fiji, Thailand and India.  Funding for this is limited.  The use of air ambulances is restricted for cost 
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reasons.  Any system for asylum seekers and refugees would need to have a funding mechanism for 
evacuation when required.   

  

 
 

 
  

 
 

 
   

   

 
 

   

 
 

 
   

 
   

For this reason, where care can be aligned wherever possible, the provision of additional health 
insurance, or personalised health funding administered through an insurer, could insure that 
patients have access to the necessary care so exposures to the risks of the PNG health system would 
be minimised.  

A future model 

As indicated, in both Nauru and PNG, a preferred model would be to provide health insurance or an 
equivalent model (the creation of a Health Maintenance Organisation (HMO), or a “personalised’ 
funding model.)  Key aims would be to improve personal choice and control over health care, to 
improve outcomes, and to fill significant gaps in the Nauru and PNG health systems.  

For the model to work it would be necessary to: 

i. Create a policy and have a mechanism to fund private and visiting practitioners on a fee 
for service basis. 

j. In some areas fund some “fixed costs” such as a basic clinic with the capacity to 
immediately stabilise a patient prior to evacuation would be needed. 

k. These facilities could expand depending on the number of patients who choose to 
receive clinical care.  

l. Refugees could seek care with a range of providers and steps could be taken to 
encourage both local and foreign providers to have clinics available for this purpose. 

FOI DOCUMENT #6

s. 33(a)(iii)



5 
 

The scope of health insurance or HMO funding will change from time to time as capacity is 
developed in the public sector, but would seek to fill gaps. 

The current list of areas to be covered would include: 

m. Neonatal and maternity care delivered at the PIH or at a third country. 

n. Elective surgery consultation can be local, but the delivery of surgical procedures at this 
time should be funded through insurance at a modern facility.  This eventually will 
include the RoN hospital for some procedures when new operating theatres are in use, 
and standards met.  

o. Modern minimally invasive surgery procedures that are currently not available in the 
public health system in Nauru and PNG.   

p. Mental health care.  

q. Quality primary care.  A health maintenance approach does require consistency in 
primary care and good judgement to oversee long term health problems, and consider 
the need for specialist referral and input  

Further consideration of other areas to be covered could be systematically reviewed based on 
current diagnoses and anticipated future needs.    

 

FOI DOCUMENT #6









s. 47E(d)

s. 47E(d)

s. 47E(d)

s. 47E(d)

s. 47E(d)



s. 47E(d)

s. 47E(d)







s. 47E(d)

s. 47E(d) s. 47E(d)



s. 47E(d) s. 47E(d)

s. 47E(d)

s. 47E(d)

s. 47E(d) s. 47E(d)

s. 47E(d)

s. 47E(d)

s. 47E(d) s. 47E(d)

s. 47E(d)

s. 47E(d)

s. 22(1)(a)(ii) s. 22(1)(a)(ii)

s. 22(1)(a)(ii)

s. 22(1)(a)(ii)

s. 22(1)(a)(ii)

s. 22(1)(a)(ii)







s. 47E(d)

s. 47E(d)

s. 22(1)(a)(ii)



s. 22(1)(a)(ii)



s. 22(1)(a)(ii)

s. 22(1)(a)(ii)



s. 22(1)(a)(ii)

s. 22(1)(a)(ii)





s. 47E(d)

s. 47E(d)

s. 47E(d)




