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ABSTRACT 

 

This study seeks to determine which societal and political factors impede effective 
implementation of HIV/AIDS policy in Papua New Guinea (PNG) and, using those findings, to 
put forth suggestions on how to improve the HIV/AIDS response. The epidemic in PNG is 
incontrovertibly projected to surge in the absence of a more aggressive response, thereby 
bringing about a slew of negative consequences for PNG. In order to provide a more 
comprehensive analysis and set of suggestions, this project examines HIV/AIDS policies at the 
international level (specifically Uganda and Swaziland), the PNG national level, and the local 
level, Karkar Island. Karkar, located off the northern coast of PNG, functions as a case study 
representing the country at large and permits deeper understanding and more practical 
suggestions than would be possible studying PNG as a whole. This study produces two major 
findings. First, the comparison of the HIV/AIDS experiences of Uganda and Swaziland reveals 
that early, aggressive action minimizes the long-term financial and political burden of 
responding to HIV/AIDS. If Karkar Island is to prevent a calamitous surge in HIV prevalence, it 
should combat the epidemic preemptively. Secondly, exploration of the circumstances on Karkar 
Island reveals that there are six challenges to implementation of HIV policy on Karkar. On the 
side of civil society, the factors of religion, isolation, and stigma all have a dynamic influence, 
and on the side of policy, the factors of funding, communication, and leadership are influential. 
This study offers specific suggestions for overcoming each identified challenge on Karkar and 
strongly urges a two-pronged approach, calling on Karkar civil society and government to 
respond simultaneously and cooperatively. A summary chart of challenges and suggestions can 
be found in the appendix. Because it is shown that Karkar Island functions as a microcosm of 
PNG at large, some of these suggestions may be relevant to other areas of PNG and could help 
avoid an outburst of the HIV/AIDS epidemic altogether.  
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DEDICATION 
 

“It’s hard for people with HIV to come out and talk about it. But when I 
go and tell them, ‘The virus in your blood is in my blood. We are the 
same. We may come from different villages, we may have different 
families, but you and I, we are the same.’ And when I tell them this, it 
makes them feel stronger.” 

 
 
There have been countless times when, late at night in the library when I am tired and frustrated 
and overwhelmed, I have read Selan Kangol’s interview from start to finish. SK, as he likes to go 
by, is the only person on Karkar Island who is open about being HIV-positive. Every single time 
I read through my interview with him, it brought a smile to my face, and quite often some tears 
as well. Every single time it reminded me why I care so much, why this is so important, and why 
I should maintain hope. Surprisingly, I did not meet SK until the end of my second summer on 
Karkar. Looking back on it, I cannot imagine my project without him. I cannot imagine spending 
so much time writing this thesis without the comforting knowledge that there is someone on the 
other side of the world who cares as much as I do—and likely even more—about combating 
HIV/AIDS on Karkar and in Papua New Guinea. SK has dedicated his life to supporting his 
fellow HIV-positive friends. SK, thank you for your inspiration. This is for you.  
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On a small island off the northern coast of Papua New Guinea, a young woman came 

home from the doctor’s office to find her village had disowned her and her husband was on the 
verge of murdering her. Her fault? Agreeing to get an HIV test. The test results were 
inconclusive, and that apparently was enough for her village and husband to deem her unworthy 
of life. She fled the island for her life, and returned only several months later with her mother 
and the most recent lab results, showing that in fact she did not have HIV. Just as she was 
suddenly dismissed, she was again received back into the village. But if she had actually been 
HIV-positive all along—what would have become of her then? Would she have eventually died of 
AIDS, too afraid of the stigma against her to seek out treatment? Would she have submitted 
herself to the hands of her husband? Would she have committed suicide from shame and 
humiliation? What would have become of her? 

In another village on this same island, Karkar Island, is a man who tested HIV-positive 
on July 16, 2008—he proudly recites the date. From that day on, he has dedicated himself to 
supporting other HIV-positive individuals on the island, none of whom have publicly disclosed 
their HIV status…yet. The doctor on the island is clinging to hope. “Last year, I didn’t have any 
positive experiences with people testing positive. Either they didn’t come back or their families 
said they’d kill them or something like that. But this year has been better, like families caring for 
them and calling me to check in.” 
 Karkar Island, and all of Papua New Guinea for that matter, sits on the fringe between 
hope and despair. Will stigma and inadequate political response continue to hover over the 
population, swallowing HIV-positive people without a sound? Will civil society and government 
break loose from the current bleak trajectory and overcome HIV/AIDS? What options does 
Karkar have?  
 

Research 

Questions 

The study seeks to answer two questions: Which societal and political factors impede 

effective implementation of HIV/AIDS policy on Karkar Island in Papua New Guinea? 

What can be done to overcome these challenges? The dependent variable is the 

implementation of HIV/AIDS policy, measured in terms of availability of HIV testing, provision 

of antiretroviral treatment, mobilization for behavior change, provision of condoms, and delivery 

of HIV knowledge and awareness to the public. The independent variables, the factors 

influencing how well HIV policy is implemented on Karkar Island, were revealed as I conducted 
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my study. Identifying these variables was, in fact, the principle goal of my study: before 

constructing policy suggestions, I first had to determine what stood as a challenge to the policy.  

I started with the hypothesis that ethnic fractionalization is the key factor inhibiting the 

implementation of effective HIV/AIDS policy on Karkar Island. Because Papua New Guinea is 

one of the most ethnically diverse countries in the world, I had hypothesized that tribal conflicts 

would prevent access to health services and would prohibit cooperation among tribes. This 

hypothesis was proven false, at least on Karkar Island: no data collected there indicated that 

ethnic fractionalization affects how HIV/AIDS policy is implemented. 

Findings 

After reviewing and analyzing all the data collected, two major findings emerged. Firstly, 

from my many interviews and data collection on Karkar Island, I found that HIV policy 

implementation on Karkar is impeded by both societal and political factors, and therefore any 

effective response must address both categories. Secondly, from analyzing comparison studies, I 

found that Karkar has several possible trajectories from which it can choose, but one of those 

trajectories is by far the most cost effective and rational option. 

The first finding changed the scope of my project. Originally, my research question only 

asked which societal factors impede implementation of HIV policy on Karkar Island. Because 

HIV/AIDS is so often considered a “social” challenge rather than a technical one, my research 

questionnaires were geared in that direction and my initial interviews focused only on civil 

society. While societal issues did prove to play an important role, once on the ground I began to 

recognize that the complexities of HIV/AIDS policy lie neither with civil society nor with 

government alone. So I realigned my project to gather information on the influence of both civil 

society and government on the HIV response. 
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In constructing a more aggressive response to HIV/AIDS on Karkar Island, I suggest a 

two-pronged approach where civil society and government work simultaneously to combat 

HIV/AIDS. If the response were to come solely from civil society, individuals may be willing to 

change sexual behavior and de-stigmatize HIV/AIDS, but there would be no infrastructure or 

financing to effectively overcome the epidemic. Likewise, if the response were solely political 

but there were no support from civil society, the government would expend money and political 

capital to no avail because individuals would refuse to get tested and would continue behavior 

norms that permit rapid transmission of the virus. Therefore, the response must be two-pronged. 

The civil society and government responses must go hand-in-hand in order to effectively combat 

the epidemic. Without one, the other would be futile. 

On the side of civil society, I identified three factors that pose as challenges to HIV/AIDS 

policy on Karkar Island. First, I found that religion plays an important yet complex role: the 

approach to HIV varied among churches and even within them. While some policymakers seek 

to exclude religion from HIV/AIDS policy, I argue that the presence of churches is so strong that 

it would be naïve and counterproductive to exclude them. Instead, churches should be engaged 

and encouraged to take action, especially since they interact with nearly the entire population on 

Karkar Island. Also contrary to mainstream HIV policy, I suggest not making condom usage a 

priority; comparison cases have shown condoms to be less essential to overcoming HIV than 

most policymakers assume and quarrelling with churches over the issue is an inefficient use of 

political energy. 

 I also identified geographic isolation as a challenge to implementing HIV policy on 

Karkar Island; the restrictions of isolation are rather self-evident. I did, however, devise a 

possible policy option where Karkar’s isolation would be used in a beneficial manner to propel 
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social mobilization, a crucial part of any HIV response. Thus, while geographic isolation 

impedes access to HIV services, the isolation may prove to be helpful in mobilizing mass 

behavior change to combat HIV. Stigma was the third societal factor I found to impede effective 

HIV policy. Stigma against HIV/AIDS causes rejection of HIV testing, shunning of those who 

are openly HIV-positive, and ignorance about the virus. To combat stigma, I suggest 

jumpstarting a grassroots movement to educate the public, including HIV-positive people in all 

HIV policy decision-making, stationing HIV-positive people at the hospital and clinics, 

promoting the HIV support group on the island, and seeking guidance from outside support 

groups.  

On the side of politics, I found, to no surprise, that there is insufficient funding to 

implement the existing HIV/AIDS policies. I do not blame the Papua New Guinean 

government—it is relatively impoverished and lacks strength and capacity. Instead, I suggest 

HIV service providers seek additional funding from politicians’ discretionary budgets and from 

international donors. Secondly, much of the reason why HIV policy implementation on Karkar is 

dysfunctional, I found, is due to lack of communication between policymakers and health 

providers. To improve coordination, I suggest specific measures to strengthen the district-level 

AIDS committee and to re-shape the work of the provincial-level AIDS committee.  

Lastly, leadership emerged as a highly volatile factor, the impact of which is neither 

systematic nor predictable. Nevertheless, political leaders can be highly influential on HIV 

policy— in positive and negative manners. Though the unpredictability of individual leaders 

complicates policy, as an over-arching proposal I suggest citizens should pressure policymakers 

to take leadership and make HIV/AIDS a priority; policymakers should publicly promote testing, 

faithfulness, condom usage, and elimination of stigma; and the government should set up more 
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checks and balances to monitor the use of funding. A summary chart with all of these challenges 

and suggestions can be found in the appendix.  

Again, responding to HIV/AIDS should engage both civil society and government. Only 

with a two-pronged approach where both sides simultaneously work towards the same goal will 

Karkar be able to effectively combat HIV/AIDS. While the research revolves around Karkar 

Island as a case study, I suspect that some societal and political suggestions put forth could be 

applied loosely to other parts of PNG or perhaps even the entire country. In Chapter IV I discuss 

the extent to which Karkar functions as a microcosm of PNG as a whole. Though not a perfect 

match, Karkar represents PNG at large quite well, and hence some suggestions for Karkar could 

likely be adapted to other parts of the country.  

The second major conclusion I found not from my interviews on Karkar but from my 

comparison studies of other countries’ responses to HIV/AIDS. In order to assist Papua New 

Guinean policymakers and civil society in identifying possible trajectories, I cross-compared 

four countries’ experiences in dealing with HIV/AIDS relative to HIV prevalence and strength of 

policy response. The figure comparing the trajectories of Uganda, Thailand, Cuba, and 

Swaziland can be found towards the end of Chapter II. Using these past experiences of other 

countries, I identified three options for Karkar at this point: 1) continue to respond weakly and 

face high HIV prevalence and all its repercussions, 2) react in concert with the rise in prevalence, 

that is, react more aggressively as the prevalence rises, or 3) preemptively take on an aggressive 

response now while HIV prevalence is low and while the costs of fighting the epidemic are 

relatively low.  

Without question, the last option would be the best for Karkar and for PNG as a whole. In 

comparing the way in which other countries have dealt with HIV/AIDS, it is highly apparent that 
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early aggressive response is cheaper, requires less political energy, and takes a significantly 

smaller toll on the country’s population.  

 

Figure 1: Karkar’s Possible Trajectories 
 
 

 

 

 

 

 

 

 

 

 

Policymakers and civil society could learn from other countries not only which tactics are most 

successful at combating HIV/AIDS, but also that early and aggressive response is, in the long 

run, the most cost-effective and rational trajectory.  

 

Methodology 

The goal of this research was to examine HIV/AIDS policy in Papua New Guinea and 

determine which factors are inhibiting effective implementation of HIV/AIDS policy. Because of 

my limits on research time and scope, I scaled the project down to a case study, rather than the 

whole country. During the months of July and August of 2009, I lived on Karkar Island, located 
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off the northern coast of Papua New Guinea. While teaching in a middle school there, I began 

explorative research on HIV/AIDS policy, started establishing contacts, and learned the local 

language, Melanesian Pidgin (known as Tok Pisin). Throughout the following year, I developed 

my study and methodology. I received funding from the Stanford Undergraduate Advising and 

Research Office and the Center for Democracy, Development and the Rule of Law to return to 

Papua New Guinea to carry out my research. I spent July and August of 2010 mostly on Karkar 

Island, but I also conducted research in the Highlands of PNG, in the coastal town of Madang, 

and in the capital city Port Moresby.  

Most of the field research consisted of interviews. Before leaving for PNG, I designed 

three questionnaires tailored to various interviewee categories. Once on the ground, though, my 

discussions were tailored to each interviewee, and many interviewees did not fall into those 

categories anyway. Thus, each interview was unique.  I sought to gain input from all relevant 

actors in the HIV/AIDS epidemic, so I interviewed a variety of people:  

o nurses and doctors from all the clinics on Karkar, from Madang, and from Goroka 
o HIV/AIDS policymakers at the national, provincial, and district levels 
o HIV-positive individuals 
o leaders from the Catholic Church and Lutheran Church 
o the National AIDS Council director and deputy director 
o officials from intergovernmental organizations (UN Development Program, World 

Health Organization, and the World Bank) 
o HIV statistician at the National Department of Health 
o founder of the Pacific Health Education School 
o representative of an international donor agency 
o teachers, students, and villagers 

 
In total, I conducted approximately 40 interviews. I also collected quantitative data from a 

hospital and from the National Department of Health. The National AIDS Council supplied me 

with policy reports and the government’s action plans.  



 
 

 9 

In addition to field research, I conducted literature research to understand what has 

already been learned about PNG’s HIV epidemic. Another important aspect of my project was 

the case comparison. In 2005 Executive Director of UNAIDS Peter Piot “encouraged PNG 

political leaders he met there in early 2005 to look at the Ugandan model as a way to tackle the 

emerging epidemic within the country” (Cullen 158). This study builds on that suggestion. I 

researched the HIV/AIDS policies of other countries, some of which have been successful in 

combating HIV (Uganda, Cuba, Thailand) and one of which was unsuccessful (Swaziland).  

These comparisons were useful in designing my policy suggestions for Karkar Island. While 

some of Uganda’s successful policy tactics are not applicable to Karkar, others can be adapted 

and hence I have incorporated them into an action plan for Karkar. 

The limitations of this study are discussed in depth in Chapter VI. In short, the research 

was limited to a case study of an island because there simply was not enough time to expand the 

research. With more time, this research project likely would have covered a larger region, 

included more quantitative data, and examined more cases from which to draw comparisons. 

Still, I was able to collect a considerable amount of information during my time and with that, I 

have identified challenges and constructed a set of suggestions for improving implementation of 

HIV policy. Also in Chapter VI, I anticipate and refute several counter-arguments, namely 

concerning the importance of HIV/AIDS and the feasibility of my societal and political 

suggestions. Though not perfect, these suggestions offer a basic framework for Karkar Island to 

generate a more aggressive response to its HIV/AIDS epidemic. 
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Background  

The Country 

Papua New Guinea is located in the Pacific and shares an island with Indonesia. The 

population of 6.5 million makes up one of the most diverse nations of the world with over 1,000 

tribes sharing the land. “PNG as a nation is an abstraction that means little to most Papua New 

Guineans, who communicate in over 800 different languages, live in isolated areas with few 

external links or bonds, and whose identities tend to be defined within community and kinship 

relations” (Worth & Henderson 300). Because tribes are set apart by language and often 

impenetrable terrain, Papua New Guinean culture is highly tribe-centric. This is best exemplified 

by the “Wantok system” throughout PNG (“one-talk” refers to the language that unites a tribe). 

According to this system, a person is expected to show utmost loyalty to any member of the 

same tribe, regardless of the demand, the circumstances, and whether or not the individuals have 

ever met. Tribal loyalty often leads to rivalry with other tribes. “The extreme ethno-linguistic 

fragmentation of the country is noted by every observer of PNG, and is obviously the root cause 

of the failure to generate strong collective action at a national level” (Fukuyama 9).  After 

several centuries of being the target of missionary expeditions, an overwhelming percentage of 

Papua New Guineans now belong to the Catholic Church and Protestant churches. However, 

traditional sorcery beliefs still linger and coexist with the newer Christian beliefs.  
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Figure 2: World map marking Papua New Guinea 

 

 

After the initial influx of missionary expeditions starting in the 1600s, what is now Papua 

New Guinea was colonized by Great Britain and Australia in the nineteenth century. Germany 

had a considerable influence as well. The Western form of government suffocated the former 

way of governing through “big men” and village consensus, leaving PNG with a chaotic 

blending of foreign-imposed Westminster-style government and traditional Wantok and “big 

men” system at its independence in 1975. The intermingling of Western colonial rule with tribal 

loyalty systems may be one of the greatest reasons why the Papua New Guinean government 

today finds it difficult to design and implement effective policies.  

The lack of effective governance is apparent in many areas. First, the government is 

highly centralized but does not have the capacity to extend its reach to the many rural areas of 

PNG. Even basic public goods like education and health are not available to the majority of the 

country’s population, in large part due to the general poverty of PNG and its government. 

Attempts to devolve political power have often failed because of the “inability of the national 
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government to monitor and hold accountable lower levels of government, due to inadequate 

resources” (Fukuyama 15). Secondly, corruption and pork barrel politics run rampant in PNG, in 

part due to the Wantok system. While tribal connections help strengthen society, they also act as 

justifications for politicians to spend disproportionately on themselves or their fellow tribe 

members. Furthermore, the PNG government has trouble coordinating collective action among 

its highly diverse population. Civil society is strong, but only within tribes and not among them, 

thereby impeding the organization of collective political action. Professor Frank Fukuyama terms 

this phenomenon  “weak state-strong society balance” (11).  

The fact that the government is neither rich nor strong is evident in PNG’s level of 

development: on the 2007/2008 Human Development Index, PNG ranked 145 out of 177.  This 

ranking places PNG alongside sub-Saharan African countries and Haiti in terms of development, 

though PNG’s GDP/capita of $2,563 is higher than most sub-Saharan African countries (Blank 

6). The unusually low level of development relative to GDP is likely due to the fact that 85% of 

Papua New Guinea’s population lives in rural undeveloped areas. Interestingly, “PNG is 

reasonably rich in timber, minerals, energy, and agriculture… The problem is that the country’s 

resources are inefficiently exploited and badly distributed, as a result of a highly dysfunctional 

political system” (Fukuyama 2). Thus, there is potential for PNG to use its own resources to 

climb out of poverty, but currently political barriers are preventing progress in development.  

Socioeconomic indicators paint a rather bleak picture. “Almost 30 percent of Papua New 

Guinea’s 5.7 million [now 6.5 million] inhabitants live below the poverty line. Many people 

migrate in search of jobs and find themselves living in poverty-stricken urban areas with high 

levels of unemployment and crime” (IMPACT 8). In the capital city of Port Moresby, 50% of 

men aged 15 to 24 are unemployed, and in Moresby and other cities, many men rely on crime for 
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a living. Sadly, here crime does pay: those involved with crime can make as much as unskilled 

workers in the workforce (Blank 9,11). Furthermore, “PNG has seen a slowing of investment in 

essential infrastructure such as education, health, communications, law and order, transport and 

roads. As well, it has suffered an overall decline in economic conditions since the mining boom 

came to an end in the late eighties” (Worth & Henderson 294). Education indicators are no more 

promising than economic ones. The literacy rate of adults aged 15 and over is a mere 57% 

(Worth & Henderson 298). The education system is at the point of collapse, despite recent 

reforms. Drop-out rates are very high especially as students get older, but the school system 

anyway does not have the capacity to accommodate more students, as I quickly learned while 

teaching 8th graders unable to advance on to high school because so few spots are offered. PNG 

also has one of the worst track records of domestic violence and gender-based violence. “The 

prevalence of rape both inside and outside marriage is among the highest in the world” (Worth & 

Henderson 299). The faltering economy, broken education system, and high levels of violence 

are examples of the many challenges faced by Papua New Guinea.  

The health care system is also troubled. Though the National Department of Health 

(NDoH) has been commended for being one of the most organized of PNG’s departments, it is 

severely under-funded. An NDoH representative noted that in 2002, “82% of our health budget 

went to just ‘keep the doors open’. This means we had less than 20% of all our health money for 

interventions to prevent or treat illnesses.” At the time he predicted that “if we are to provide the 

same number of staff strength and maintain the same number of facilities, by 2004 we will only 

be able to commit four percent of our health budget to directly treating health, and by 2007 only 

one percent” (Bolger 4). Luckily the NDoH has not had to face such drastic circumstances, but it 

is still overburdened. In theory, the NDoH is heading in the right direction, but it lacks the 
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capacity to effect change.  “While PNG has a fundamentally sound national health policy, 

implementation has fallen short of the mark” (Bolger vi), as evidenced by the fact that health 

indicators are lower for PNG than the rest of the Pacific region. Life expectancy is low at 53 

years old, and the infant mortality rate is high (IMPACT 9).  

The main health challenges facing PNG include malaria, pneumonia, tuberculosis, and 

basic health issues, all of which have grave impacts on the population but have yet to be properly 

addressed.  Among these major health challenges is HIV/AIDS, a virus that is sweeping rapidly 

through the country. The “severity of the epidemic is indicated by the fact that AIDS has been 

the leading cause of mortality and morbidity among adults at the Port Moresby General Hospital 

since 1998. For a number of years, Papua New Guinea has had more HIV infections per capita 

than many other high-prevalence countries in the region” (IMPACT 9). It is HIV/AIDS that 

poses one of the greatest yet largely unforeseen threats to the Papua New Guinean population. 

That is not to say the other health issues merit no attention, because they certainly do and must 

also be addressed. But HIV/AIDS remains an under-researched and under-publicized challenge 

facing PNG and hence warrants investigation and political attention.   

Why HIV/AIDS Matters 

Papua New Guinea’s HIV prevalence rate is currently estimated to be at around 1% of 

the country’s population, though the estimate ranges between 0.8% and 1.4% (“PNG HIV 

Prevalence: 2010 Estimates;” UNAIDS- PNG). For this study, I assume the prevalence rate of 

1%. In 2004, Papua New Guinea was declared to have an official epidemic when the prevalence 

of women at the Port Moresby General Hospital surpassed 1% (UNGASS 2010 9). While this 

may not seem like a calamitous percentage, the predictions for PNG’s surge in HIV prevalence 

in the coming years are frightening.  
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As deputy director of the PNG National AIDS Council foretells it, “in the rural areas it is 

a sleeping giant, and all of a sudden it’s going straight up.  That’s where the danger is” (Tapo).  

In a study conducted by the Australian Agency for International Development (AusAID) in 

2006, experts “estimated that the HIV prevalence rate amongst adults will reach over 10%, and 

there will be over 300,000 people who will have died of AIDS-related conditions by 2025” 

(Worth and Henderson 293). This 10% prediction, shown in the graph below, may be an over-

estimation considering that the predictions for recent years turned out to be higher than the actual 

figures, but there is no doubt that PNG is heading towards a violent outbreak of an epidemic. 

WHO Representative Dr. Renault spent over a decade working on the African HIV epidemics. 

Upon arrival at his new post in PNG, his immediate impression was foreboding: he predicted that 

“the country was likely to experience an African–style epidemic” (Cullen 154). 

 
Figure 3: HIV Prevalence Predictions 2005-2025 
Source: AusAID 2006 in Worth & Henderson (297) 

 

With an eruption of HIV/AIDS, there would inevitably be a slew of negative 

implications. Higher HIV prevalence levels imply a greater number of people developing AIDS 
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and dying from it. These AIDS-related deaths would mostly be in the age group 15 to 49, 

throwing the normal age distribution off balance and weakening the labor force. A study 

published in 2002 by the Centre for International Economics estimated that by 2020, PNG’s 

labor force would be between 13% and 38% smaller than it would be without AIDS (Cullen 

161). The epidemic would also overwhelm PNG’s already strained health care system. “By 2025 

it is estimated over 120,000 people will be requiring care and treatment for HIV and AIDS and 

even when assuming limited health care access, over 70% of medical hospital beds will be 

occupied with AIDS patients” (Worth & Henderson 300).  

Society’s most vulnerable populations would be struck the hardest. “Under the baseline 

scenario, maternal orphans will number just under 19,000 in 2010, rising to 117,000 in 2025” 

(AusAID 2006 in Worth & Henderson 297). Not only are AIDS orphans less likely to attend 

school and access healthcare, but UNICEF found that children’s food consumption drops by 41% 

when they become orphaned due to AIDS (Worth & Henderson 298). Women are also at great 

risk in the face of an impending HIV/AIDS epidemic. They are already marginalized in PNG due 

to the extreme prevalence of gender violence, so the high rate of rape would cause women to be 

disproportionately vulnerable to infection. Furthermore, women would undoubtedly be the 

principal caretakers if family members were to fall ill to AIDS.  These predictions and 

implications are discussed in greater depth in Chapter III, but suffice it for now to quote the 

former director of the PNG National AIDS Council Secretariat: “Given the current situation in 

PNG, we could go the same way as many Sub-Saharan African countries. There’s need for a 

more aggressive lead from government to fight this disease” (Cullen 154).  
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Figure 4: Sign at a University from National AIDS Council 
Seen at University of Papua New Guinea, Port Moresby  
Translation: “Look out for yourself for AIDS. Do not be promiscuous; stay with only one person 
or use condoms.” 
 

 
 

Papua New Guinea is not at the level of many sub-Saharan African countries—yet. PNG 

is an especially important case to study because, unlike most countries around the world that 

have been struggling with HIV/AIDS for 25 years, Papua New Guinea’s epidemic is fairly 

“young” due to limited transmissions among PNG’s isolated and dispersed population. While 

most sub-Saharan African countries reached double-digit HIV prevalence rates by the early 

1990’s, PNG’s surge in the epidemic has yet to come. This is an extraordinary advantage for 

Papua New Guinea. PNG has the unique chance to observe how nearly every other country in the 

world has dealt with AIDS, allowing PNG to adopt practices that have proved to be successful 

while avoiding tactics that have brought other countries into despair. In this sense, PNG is in a 

privileged yet fragile position: fragile because of the alarming predictions of its epidemic, and 

privileged because its epidemic is still small and still holds the opportunity to change its 

trajectory. For this reason, I compared the HIV/AIDS responses of four countries to determine 
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which tactics would be most successful on Karkar and which trajectory option would suite 

Karkar best.  

Papua New Guineans and world leaders alike fear for the future of the country in the face 

of AIDS. Peter Piot, Executive Director of UNAIDS, said boldly to a congregation of Papua 

New Guineans: “The choice for you is also clear to me. You have an emerging epidemic and it is 

either you act now and stop the epidemic in its infancy, or pay a very high price much later” 

(Cullen 154).  

 

Thesis Overview 

This thesis contains six chapters. In the first, I have discussed the methodology of this 

study and provided some context about PNG. I also have begun explaining the threat HIV/AIDS 

poses to PNG and why the study of HIV/AIDS policy is so important for the future of Papua 

New Guineans.  In “Chapter II: HIV/AIDS Across the Globe,” I briefly discuss the biology of 

HIV/AIDS to familiarize all readers with the virus and how it interacts with society. I then 

explore the HIV/AIDS policies of four countries: Swaziland, Cuba. Thailand, and Uganda. In 

Swaziland I identify a “worst case scenario,” and in Uganda I identify a success story with high 

relevance to PNG. Cuba and Thailand, though successful, faced unusual circumstances that 

dictated the manner in which they overcame the HIV epidemic. I included these case studies to 

show that there is no one answer to combating HIV; each country, each city, each island even, 

must tailor HIV/AIDS policy to its specific needs. Still, successful tactics can be shared and 

adapted from one place to the next, as I eventually suggest with regard to Uganda and Karkar 

Island.  



 
 

 19 

In “Chapter III: HIV/AIDS in PNG: Disease, Culture, and Politics,” I shift the focus to 

Papua New Guinea and discuss in great depth the predictions of the surge in PNG’s HIV 

epidemic and its expected implications. Already briefly mentioned in Chapter I, here the 

forecasts are explored even deeper and justify the study of HIV/AIDS and a more aggressive 

policy. Though this study revolves around a small island as a case study, Chapter III maintains a 

national-level perspective and explores first societal factors relevant to HIV in PNG and then the 

political structure of HIV/AIDS policy.   

Chapter IV narrows the scope to Karkar Island, the case study of this research. I discuss 

basic background information on the island and the extent to which it functions as a microcosm 

of PNG at large. I follow with a briefing on Karkar’s current HIV/AIDS status: how it is 

transmitted, how many people have tested positive, and how many people are expected to be 

infected, regardless of whether or not they have gotten an HIV test. In order to contextualize 

what could be feasible in terms of providing HIV/AIDS services, I report on the existing health 

care system on Karkar.  

“Chapter V: Challenges to HIV Policy Implementation on Karkar” represents the bulk of 

my research. I identify the factors impacting HIV policy implementation and determine the 

extent to which they are influential. This chapter relies heavily on my own data and interview 

materials to arrive at these findings.  Like in Chapter III, I distinguish between societal 

challenges and political challenges to Karkar’s HIV policy, though I also point out the overlap 

between the two categories.  

In the final chapter, I discuss the limitations of my study and refutations of possible 

counter-arguments. I then use my findings from the previous chapter to generate suggestions for 

both civil society and government on overcoming the challenges to implementing HIV policy. 
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For each societal and political challenge identified in Chapter V, there are several suggestions for 

overcoming it in Chapter VI. All the proposals are tailored to Karkar Island though they draw on 

lessons learned in Uganda and Swaziland. I conclude with a tribute to the people of Karkar 

Island for whom this thesis is written.  
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This chapter provides a review of literature that forms the groundwork for the analysis in 

later chapters. This chapter is divided in two parts. I first briefly delve into HIV/AIDS as a 

sickness: what it is, how it is contracted, and its implications. I discuss societal factors that 

make HIV/AIDS a fast growing and dangerous epidemic. I then expand the scope of this work 

to the global policy scale, where I discuss HIV/AIDS policies that have been implemented 

around the world. I focus on two countries, Uganda and Swaziland, to showcase how countries 

have approached the HIV/AIDS epidemic very differently. This comparison will help 

contextualize possibilities that lie ahead for Papua New Guinea, which will be discussed in 

greater depth in the following chapters. 

HIV/AIDS: Biology & Society 

HIV versus AIDS 

Human Immunodeficiency Virus (HIV) is an infectious disease that, upon entering the 

body, slowly weakens the body’s immune system. Symptoms of HIV are not visible for a long 

time; while a person may be infected, it may be nearly impossible to know for the first few years 

without a test. This characteristic of HIV makes it an exceptionally threatening virus: because an 

individual may not be aware of his or her HIV status, he or she may unknowingly spread the 

virus to others, allowing HIV to disseminate.  

Acquired immunodeficiency syndrome (AIDS) develops after 10-15 years of HIV 

infection (WHO HIV/AIDS Programme). The progression to AIDS is marked by a weakening of 

the immune system that is visible with a variety of symptoms. These symptoms include weight 

loss, upper respiratory tract infections, chronic diarrhea, persistent fever, severe bacterial 
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infections, and sometimes even tuberculosis (UNAIDS Fast Facts). The weakened immune 

system gives rise to opportunistic infections. There is an especially high rate of co-infection of 

AIDS and tuberculosis (TB), and children with HIV/AIDS are especially susceptible to 

pneumonia. Without treatment, most AIDS-infected individuals die 2-5 years after the 

progression of their HIV into AIDS. 

Transmission 

 HIV/AIDS is transmitted among humans in a variety of ways. The most common form is 

through sexual intercourse, whether it be heterosexual or homosexual, vaginal or anal. The virus 

is transmitted when bodily fluids from each person come in contact. During heterosexual 

intercourse, women are more susceptible to contracting HIV/AIDS because “the expanse of soft 

tissue in women’s bodies provides greater opportunity of infection” (Firth Murray 69). On the 

other hand, transmission is in fact more likely during anal sex than during vaginal sex for either 

gender: because of the high concentration of white blood cells around the rectum, and because 

anal sex often results in cuts around the rectum, there is a higher chance of transmission through 

anal sex than vaginal sex.   

 Another common form of HIV transmission is parent to child transmission (PTCT) 

before, during, or after childbirth. This form of transmission occurs when a mother passes the 

virus onto her child through the exchange of bodily fluids. The most common time of infection is 

during delivery, accounting for 70% of perinatal infections (Maldonado). After childbirth, there 

is still a chance of transmission through breastfeeding, especially if the nipple is cracked or 

bleeding. Of all HIV infected pregnant women, about 25-30% of children will get infected from 

their mother (Maldonado).  
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 Other methods of transmission are through external bodily fluid exchange. If not properly 

screened, donated blood may carry the virus and infect the receiver. Injecting drug users may 

acquire HIV/AIDS through sharing an infected needle. In some traditional cultures where groups 

of young men or young women are initiated together, part of the ceremony may include 

tattooing, mutilations, or other procedures puncturing the skin. Often the same stick, needle, or 

knife is used for the whole group, allowing easy transmission of the virus among all those in the 

group.  

Prevention & Treatment 

 For each method of transmission of HIV, there are several methods of preventing the 

transmission. For sexual intercourse, the most obvious and safe form of prevention is abstinence. 

Beyond that, male condoms and female condoms, “when used correctly and consistently, are 

highly effective in preventing HIV and other sexually transmitted infections (STIs). A large body 

of scientific evidence shows that male latex condoms have an 80% or greater protective effect 

against the sexual transmission of HIV” (WHO HIV/AIDS Programme). Another less safe 

option is preemptive withdrawal of the penis before excretion, though as mentioned this method 

is not reliable and much less safe than condom use. Circumcision of the penis also reduces the 

risk of HIV transmission (UNAIDS Fast Facts).  

 Parent to child transmission can only be prevented to a certain extent: during pregnancy 

and childbirth, an infected mother may be given large doses of antiretroviral treatment (ART) 

that reduces the risk of transmission. To further curb the risk of transmission through childbirth, 

a caesarian section can be done (if the necessary resources are available), which limits the 

amount of bodily fluids that are exchanged between mother and child. Following childbirth, the 

child may receive ART for a short period of time (UNAIDS Fast Facts). WHO suggests that 
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while the risk of parent to child transmission without any intervention is 20-45%, “the risk of 

MTCT can be reduced to less than 2% with a package of evidence-based interventions including 

ARV prophylaxis and treatments combined with elective caesarean section and avoidance of 

breastfeeding” (WHO PMTCT). Preventing transmission through external bodily fluid exchange 

is straightforward: donated blood must always be screened for HIV, and clean needles or knives 

must always be used when injecting drugs or making tattoos.  

 As of now, there is no cure for HIV/AIDS, though research is quickly progressing. In 

fact, some German doctors claim to have cured a man of HIV in December 2010, though the 

validity of their claim is still under question (Saenz). While there is no definite cure for HIV, 

there is treatment available that slows the advancement of AIDS and lessens the burden on the 

body. Antiretroviral treatment (ART), which was first widely available in 1996, combats HIV by 

preventing the virus cells from multiplying within the body. The ART regimen is often a strain 

on the body with mild side effects including nausea, vomiting, headaches, and increased body 

weight (UNAIDS Fast Facts). An HIV-positive individual using ART has a lower level of virus 

in their body, thereby reducing the risk of transmission, but it is certainly still possible to spread 

the virus even while on treatment.  

Because HIV is a virus that is very active and can adapt well, misuse or inconsistent use 

of ART can quickly lead to drug resistance. “However, with good and continued adherence to 

treatment, the progression of the HIV in the body can be slowed down and almost halted. 

Increasingly, people living with HIV are kept well and productive for very extended periods, 

even in low income countries” (UNAIDS Fast Facts). In a study implemented "in Uganda, a 

combination of antiretroviral drugs and co-trimoxazole reduced mortality by 95% in comparison 

with no intervention” (AIDS Epidemic Update 16). If one tallies all the extra years of life that 
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have been saved from AIDS-inflicted individuals using ART, the total would come out to 11.7 

million lifeyears added globally between 1996 and 2008 (AIDS Epidemic Update 18). With these 

remarkable increases of longevity of life due to increasing ARV treatment, it is apparent that 

continuing such treatment is necessary and will help mitigate the consequences of early AIDS-

related death around the world. 

Socio-cultural characteristics of HIV/AIDS 

Though HIV/AIDS in and of itself is simply a medical condition, the characteristics of 

the disease have made it a social issue unlike any other disease. “HIV carries with it tremendous 

stigma because, unlike many other illnesses, it is transmitted through sexual practices” (Worth & 

Henderson 301). Because sex is a taboo topic in most cultures, HIV/AIDS is often also taboo and 

many cultures refuse to discuss the disease openly. The judgmental silence around HIV/AIDS 

has fostered extreme stigma in many parts of the world and among many groups of people. This 

stigma, in turn, stunts progress combating the epidemic. If there is heavy stigma towards 

individuals infected with HIV, people may fear that discrimination and will refuse to get tested. 

If they do not get tested, they will not know their status, and likely will go about spreading the 

virus to others. The virus then runs in a vicious circle: many people get infected, but only a few 

are willing to get tested, and so the virus keeps spreading exponentially. 

 Cultures where it is common to have multiple sex partners, multiple spouses, or where 

the sex work industry is especially strong are particularly vulnerable to the HIV/AIDS epidemic. 

Since most infections occur during intercourse, having multiple sex partners allows the virus to 

quickly disseminate in an exponential fashion.  

 Gender disparities also play an important role in the HIV epidemic. Practices like female 

genital mutilation often lead to transmission from one woman to the next. In many cultures 
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where there is “male privilege, sex outside of marriage, and violence, married women are at risk 

of contracting HIV” (Worth & Henderson 294). In these situations, women cannot insist that 

their husband wear a condom, even if he has multiple wives or multiple sex partners. When 

children and young women are married to older men, they are especially vulnerable due to their 

lack of power in the marriage (Firth Murray 69). In rape, the ability of a woman to insist on a 

condom is practically nonexistent. Gender disparity is further relevant to the HIV/AIDS 

epidemic because unequal access to education and health services often means women are less 

knowledgeable about HIV/AIDS, methods of transmission, and ways to protect themselves from 

the virus. On a biological level, as mentioned earlier, women are more susceptible to being 

infected during sexual intercourse because of the greater expanse of tissue exposed in the vagina 

relative to the penis.  

Not only is the HIV/AIDS epidemic complicated by social stigma and gender differences, 

it also has a two-way correlation with socioeconomic status. Those who are poor, less educated, 

and who have less access to health services are particularly vulnerable to HIV/AIDS. At the 

same time, those infected with HIV/AIDS must constantly combat sickness, spend resources on 

medical care, and often cannot hold a job. Thus, the lower rungs of socioeconomic classes are 

predisposed to HIV, but HIV also pushes infected individuals down to that rung through 

joblessness and resources spent seeking medical care. “There is a growing awareness of the 

circular relationship between HIV/AIDS and security. The disease is a root cause of instability 

and insecurity, but it is also a byproduct of poverty, conflict and weak states” (Dupont in Worth 

& Henderson 300).  

Because HIV/AIDS is most often transmitted during the most productive time in life—

during young adulthood—it sets off negative implications for all aspects of society. “In the short 
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term, impact will be felt at the household level, as people living with HIV and AIDS find 

themselves unable to fulfill their social and economic contributions to society and the economy. 

In the long run the formation of social capital – the fabric of society and the force that generates 

economic growth—may deteriorate” (Worth & Henderson 295). These long-lasting effects of 

HIV/AIDS make it one of the greatest threats facing the global community.  

 

Global HIV/AIDS Policy: Many Challenges, Few Successes 

HIV/AIDS was first discovered in the late 1970’s and has since then become one of the 

most devastating worldwide epidemics in recent history. In sub-Saharan Africa alone, 22 million 

people live with HIV, making up 2/3 of the world’s total HIV population. While it is currently 

concentrated mostly in sub-Saharan Africa, it can be found in every country of the world. And 

every country of the world has dealt with the epidemic differently. In this section I explore two 

case studies showcasing very different approaches to the HIV epidemic. One country, Swaziland, 

never put forth an aggressive response to HIV/AIDS and is certainly paying the price with 

extremely high levels of HIV prevalence. Another country, Uganda, was able to muster up a 

government-motivated grassroots response within the first few years, and the success of its 

policy is marked by the dramatic reduction in HIV prevalence. Two other countries, Cuba and 

Thailand, are also notable success stories but are not applicable to Papua New Guinea for reasons 

discussed later on. Uganda’s situation applies more directly to PNG and is thus selected as the 

exemplary HIV/AIDS response. 

Swaziland and Uganda are displayed in an effort to drive home the point that Papua New 

Guinea can and should actively make a choice when responding to the HIV epidemic. PNG 

could choose a passive approach like Swaziland’s. In the short run, this approach would be easier 
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and more convenient for the government, but in the long run, PNG would undergo disastrous 

implications of that inaction. Or PNG could take a stance as strong or perhaps even stronger than 

Uganda. Because PNG is still in the early stage of the epidemic, acting aggressively now would 

be cost-effective and could perhaps avoid an outbreak of the epidemic altogether. In any case, it 

is helpful to contextualize Papua New Guinea’s possibilities with two concrete examples of 

HIV/AIDS policy.  

 

Swaziland: A story of trouble 

 
While the HIV/AIDS epidemic has invaded nearly every country of the world, some 

countries have undergone particularly difficult bouts of the epidemic. The quintessential example  

of a nation distraught by HIV/AIDS is Swaziland, where insufficient policy response has resulted 

in a disastrous 26% prevalence rate, the highest in the world. 

The country is small, with a population of 1.2 million and a land area of less than 7,000 

square miles. Compared to most countries in the southern Africa region, Swaziland is doing well 

economically, with a GDP per capita (PPP) of $4500 according to the CIA Factbook and a 

medium level of development according to the Human Development Index (UNAIDS 

Swaziland). Politically, it is relatively stable with power shared between the king and the chosen 

prime minister. One may expect a country that is economically secure and politically stable to 

overcome the challenge of HIV/AIDS, especially among such a small, condensed population. 

But that was certainly not the case in Swaziland. 

The HIV/AIDS epidemic arrived in Swaziland in the 1980’s and launched into high gear 

in the early 1990’s. Once it settled in, the epidemic raced at lightning speed. By 1995, 10% of the 

adult Swazi population was infected with HIV, and by 2000, the figure had shot up to 20%. 
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While the acceleration of HIV transmission has since slowed down, over a quarter of the adult 

population remains infected. AIDS claims the lives of at least 7,000 Swazis every year and it has 

left 70,000 children orphaned (UNAIDS- Swaziland). These figures make Swaziland the country 

with the highest HIV prevalence in the world.  

Judging from what is reported in official documents, it appears the Swazi government 

recognized the threat of the epidemic and sought to respond to it. However, the response was a 

lot of talk and very little action. In 1989, King Mswati III established the Swaziland National 

AIDS Programme, which focused on spreading education and awareness. The program 

underwent structural reforms and new action plans every few years, attempting to incorporate 

condom usage, blood screening, and HIV surveillance. “However, it is unclear how much was 

actually achieved at this time, as by 1996 HIV prevalence among pregnant women had increased 

rapidly to 26.3%” (Avert).  

By 1999, with the situation only getting more grim every year, King Mswati desperately 

declared a national state of disaster and called upon a crisis team to handle the situation. In 

writing up the new HIV plan, “the government announced in the strategic plan that 2000 and 

beyond “will be the time of delivery” for HIV/AIDS policy in Swaziland. This statement 

suggests previous efforts were ineffective in delivering the necessary change, and indeed by 

2000 HIV prevalence was 34.2 % for pregnant women in Swaziland” (Avert). 
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Figure 5: Swaziland HIV prevalence rate for ages 15-49 1990-2008 
Source: UNAIDS- Swaziland 

 

By 2000, the Swazi government had drafted a series of proposals, structured and re-

structured their response team, and listed a number of approaches towards combating HIV/AIDS. 

But the education and awareness campaigns had not produced any observable behavior change 

among the people. Condoms were available but “some influential community leaders [had] 

undermined the government's message… Religious and traditional leaders [had] also described 

condoms as ‘unSwazi’” (Avert). Over four percent of the population was newly acquiring HIV 

every year, and the overall adult prevalence rate was well over 20% by 2000. There was no 

visible effort to bring in anti-retroviral drugs, though they were available and being circulated 

elsewhere in the world. In short, little had been accomplished in the first 14 years of the 

epidemic.  

This past decade has witnessed a step towards improvement, but at this point in the 

epidemic even a dramatic move by the Swazi government will be swamped by the monstrosity of 

the epidemic. The UN commended the 2001 “institutionalization of National Emergency 

Response Council on HIV/AIDS as the leading organisation that coordinates the response to 

HIV,” declaring it a “major achievement” (UNAIDS RSTESA). In 2003, Swaziland pushed for 
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country-wide provision of ART, and by 2007 it had reached 42% of those needing the treatment 

(UNAIDS RSTESA). The results of these more recent efforts are gradually being felt: the 

number of yearly AIDS-related deaths began decreasing in 2006, and the number of yearly new 

infections is slowly coming down as well.  

Swaziland suffered from insufficient political will to solve the crisis. Despite some 

actions on his part, “Swaziland's king has been criticized for his ‘blatant disregard’ for the 

factors contributing to the AIDS epidemic in his country and living a lavish lifestyle, while his 

country is in such a dire situation” (Avert). In fact, a US Agency for International Development 

review of national response to HIV/AIDS in Swaziland mentioned nothing about the initial 

responses in the late 80’s and early 90’s. It begins the assessment of national policy only in 1999, 

a clear indication that King Mswati III made very little effort to combat HIV/AIDS until the 

prevalence was already over 20% (USAID- Swaziland). Civil society also did not take 

aggressive action to combat HIV/AIDS, likely due to strong traditions of monogamy and male 

dominance (“Swaziland: A culture that encourages HIV/AIDS”). 

While the HIV/AIDS rampage is slowly being brought down to a more manageable level, 

Swaziland is paying a hefty price for waiting so long to take effective action. First, by the time 

the country decided to tackle HIV/AIDS, the prevalence rate was so high and the amount of 

damage so great that the undertaking was very expensive. In just five years, the government’s 

budget for HIV funding increased fifteen-fold. In 2001, the Swazi government invested $1.5 

million towards HIV/AIDS, but by 2006 the budget had surged to $21 million! In just those five 

years, HIV changed from consisting on only 0.1% of government expenditures to 0.8%. By 

2001, Swaziland no longer had the option of a moderate response; it needed to invest enormous 

sums of money into helping the quarter of the country that was HIV-positive and protecting the 
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other three quarters of the population from being newly infected. This information can be found 

in the appendix. 

Secondly, the epidemic has caused a downward spiral effect in the competency of 

Swaziland’s government. “The huge scale of AIDS-related illness and deaths is weakening the 

government’s capacity to deliver healthcare and other services, with serious consequences for 

food security, economic growth and human development” (Avert). As the government is spread 

thin and becomes less competent, and as citizens become more vulnerable due to lack of social 

services, the epidemic is permitted to run even more rampant. This is true, of course, for any 

government combating HIV/AIDS. But in Swaziland the lack of aggressive response for 15 years 

was the greatest mistake, dooming the country to a colossal epidemic.  

The results of ineffective and delayed response to the epidemic have not only taken a toll 

on Swaziland’s governing capabilities, but they have also greatly affected the country’s standard 

of living. Young adults who should be running the economy have been nearly obliterated by the 

epidemic. Of women aged 25 to 29, 48.9% are HIV positive (USAID 1). Not surprisingly, “in 

2000 life expectancy was 61 years; now it is 32 years” (“Swaziland: A culture that encourages 

HIV/AIDS”). The economic effects of HIV/AIDS on young adults are far-reaching: fewer old 

and experienced workers means fewer skilled workers and a smaller labor force. Along the same 

lines, people have no incentive to save and accumulate capital because they fear dying at such a 

young age; this in turn reduces investment and stunts economic growth. 

The age distribution in Swaziland is highly distorted: 39% of the population is under the 

age of 14 and only 3.7% of the country is over the age of 65. Children are particularly vulnerable 

to the side effects of HIV/AIDS. Four fifths of Swazi children have lost at least one parent, and 
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one third of children have lost both parents (USAID 2). With little economic support, these 

children are often forced to drop out of school and become self-sufficient by any means possible.  

Despite the high rates of HIV prevalence in Swaziland, stigma still hovers around 

HIV/AIDS. While in other countries, notably South Africa, high HIV rates affected every citizen 

and thus helped reduce stigma, Swaziland has not yet been able to overcome stigma (USAID 2). 

The government’s failure to respond aggressively at the beginning of the epidemic helped brew 

both the high prevalence rates and the stigma that is rampant today.  

Swaziland is a frustrating case. It has a small population condensed in a small country, 

and it is much wealthier than most of its neighbors.  It did not face the political denial of 

HIV/AIDS that South Africa did, nor did it struggle through civil war and massacres like 

Zimbabwe. Like Botswana, Swaziland simply failed to address the issue before allowing the 

prevalence to spike well over 20%. Now those two countries, which objectively were capable of 

dealing with HIV/AIDS, have the highest HIV prevalence rates in the world. (Swaziland has 

26% and Botswana has 25% HIV prevalence.)  The Swazi government had enough political will 

to discuss HIV/AIDS, but apparently not enough to respond aggressively and effectively to the 

epidemic. While King Mswati had expressed his interest in combating HIV/AIDS, his first 15 

years of dealing with the epidemic showed no positive results.  

Swaziland has been left with massive proportions of the population infected and nearly 

every citizen affected, whether directly or indirectly. With a 26% prevalence rate and the disease 

continuing to run rampant, the HIV response is extremely expensive for the government. As 

discussed earlier, funding for HIV/AIDS programs have swelled in the last decade. And the 

results are barely visible. At this point, the task of combating HIV/AIDS is so immense that 
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Swaziland will be forced to continue investing large portions of its budget and political energy 

for many years to come.  

Next, we look at very different responses to the epidemic, where aggressive policy action 

helped drastically reduce the epidemic before it reached unmanageable dimensions.  

Cuba and Thailand: Unusual stories of success 

 There are few developing countries across the world that effectively dealt with 

HIV/AIDS, but those that managed did quite a remarkable job. Cuba was the fastest country to 

respond. From the very inception of HIV/AIDS on the island, the ubiquitous Cuban government 

reacted aggressively against the deadly virus. It implemented forced testing and within just a few 

years, almost the entire sexually active population of Cuba had been subjected to forced testing 

and obligatory disclosure of sexual contacts (Perez 563).  Once the government tracked down the 

HIV positive individuals on the island, they expelled them from their homes, their jobs, and their 

families, placing them in one of several quarantine camps spread throughout the island (Burr 42). 

This response of forced testing and quarantine raised serious concerns about human rights 

violations, and the quarantine camps were eventually closed down.  

But the policy was wildly successful at combating HIV. Cuba’s prevalence rate was 

never higher than 0.15%, and today it is only 0.1%, compared to the global prevalence of 3% of 

and the Swazi prevalence of 26% (UNAIDS- Cuba). In fact, UNAIDS has difficulty fitting 

Cuba’s numbers onto graphs: they are simply so much lower than any other nation’s. Even 

AIDS-related death rates are lower: there are 35 times fewer AIDS deaths per capita in Cuba 

than the United States (Burr 45). There is no question: Cuba successfully combated HIV/AIDS 

well before it became a widespread problem.  
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Unfortunately, Cuba’s success story is not applicable to Papua New Guinea or most any 

other country. Cuba was set apart by the fact that its communist government was ubiquitous and 

all-powerful. It could require testing and force individuals into quarantine, and there were no 

political controls to restrain the ability of the government to do so. The government held a tight 

grip on the country and could control its citizens, even if that meant committing human rights 

violations. Papua New Guinea’s government is certainly neither strong enough nor ubiquitous 

enough to take on such an approach (leaving aside the human rights considerations). It has 

neither access to all of its population nor the policy-making strength necessary to take such 

extreme measures. Thus, while Cuba was successful at fighting HIV, it is not a helpful 

comparison when constructing policy for PNG.  

Thailand’s experience with HIV/AIDS, another success story, is also not very applicable 

to the PNG because of the nature of its epidemic. Thailand underwent an explosion of the virus 

in the late 1980’s, largely due to its burgeoning sex industry. Brothels were illegal but existed 

anyway. Though it took quite a few years for the government to react, by 1991 the government 

had identified the sex industry as the leading cause of HIV transmissions. To address HIV, the 

Thai government teamed up with the police force to enforce mandatory use of condoms in all 

brothels. The government brokered a deal: if brothels began using condoms 100% of the time 

and agreed to HIV education programs, the government would permit the brothel to exist, despite 

laws banning prostitution. If the brothel was found to not be using condoms, the government 

would shut it down. Men seeking STI treatment were asked which brothel they had used, and 

then health officials would visit the brothel, provide free condoms, and provide information.  

Most brothels agreed to the deal, and the results were drastic. Condom usage in brothels 

increased from 14% to 90%, and the rate of new HIV infections fell five-fold from 1991 to 1995. 
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The decisiveness of the government, the coordination with the police force, and the organized 

commercial sex network all helped make the Thailand intervention successful (Levine). While 

Thailand’s response to HIV/AIDS was effective, it was very targeted towards the country’s large 

sex industry. Such an approach would not be effective in PNG because PNG has a much smaller 

sex industry and the main mode of transmission is through non-commercial sex. Like Swaziland, 

PNG needs a broader approach to the epidemic, not one focused on a specific mode of 

transmission.  

While both Cuba and Thailand were successful in combating HIV/AIDS, neither case is 

highly applicable to PNG. Uganda, however, is a success story where the circumstances much 

more closely match those of PNG and Swaziland. All three have governments that are limited in 

their scope and strength and the main mode of transmission in these countries is through non-

commercial heterosexual intercourse. 

 

Uganda: An applicable story of success 

Compared to Swaziland, Uganda is much poorer with a GDP per capita (PPP) of $1200, 

compared to Swaziland’s $4500, according to the CIA World Factbook. The population size is 

over 30 times greater and the population density is twice that of Swaziland, also according to the 

Factbook. Uganda is home to over 10 languages and even more ethnic groups. With less money, 

more people, more land to cover, and more ethnicities to coordinate, one would expect Uganda 

to struggle more with HIV/AIDS than Swaziland. But the data depict a very different outcome.  

The average Ugandan can expect to live 20 years longer than the average Swazi 

(UNAIDS- Uganda). Instead of Swaziland’s 26% national adult HIV prevalence, “Uganda has 

experienced substantial declines in prevalence, and evidently incidence” (Hogle 2). In fact, after 
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its HIV peak in 1991 with a prevalence rate of 15%, Uganda managed to reduce the rate to just 

5% in 2001, where the figure still lay in 2008 (Hogle 2) (see Figure).  

What explains this stark contrast in outcomes of the epidemic? How can Uganda’s 

success be imitated? The “dramatic decline in prevalence is unique worldwide, and has been the 

subject of curiosity since the mid-1990s, and recently of even more intense scientific scrutiny” 

(Hogle 2). In order to understand the different trajectories of the HIV/AIDS epidemic, I briefly 

examine first what projects were implemented in Uganda, and then which factors contributed 

most to the success of the projects.  

 

Figure 6: HIV Prevalence Rate of Pregnant Women as Proxy for Overall HIV in Uganda 
Source: Hogle 1  

 
  

 Uganda was struck with the HIV/AIDS epidemic in the same year as Swaziland. From 

the very onset of the epidemic in 1986, the Ugandan government under President Museveni 

endeavored to bring the issue of HIV/AIDS away from being a taboo topic and into the national 

spotlight. Though the infection was new to the world and little was known about it, Uganda 

immediately took a strong stance. The country’s program is summarized briefly by USAID:  
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In 1986, Uganda established a National AIDS Control Program (ACP), which launched 
an aggressive public media campaign that included print materials, radio, billboards, and 
community mobilization for a grass-roots offensive against HIV… The Uganda AIDS 
Commission prepared a National Operational Plan to guide implementing agencies, 
sponsored Task Forces, and encouraged the establishment of AIDS Control Programmes 
in other ministries including Defense, Education, Gender and Social Affairs. As of 2001, 
there were also reportedly at least 700 agencies—governmental and nongovernmental—
working on HIV/AIDS issues across all districts in Uganda… A national sentinel 
surveillance system, which has tracked the epidemic since 1987, began with four sites 
and by 2000 included 15; also of importance, there has been surveillance of AIDS cases 
since 1986 (Hogle 4).  
 
While Swaziland’s response to HIV/AIDS was a lot of talk and little action, Uganda 

actually implemented the plans it discussed. It was led by the top but reached out to the 

grassroots level. President Museveni generated positive energy around the issue and engaged 

religious leaders, tribal chiefs, and other civil society leaders to join the movement to change 

sexual behavior. The AIDS Commission delegated responsibility of battling the epidemic to 

several ministries to ensure a united front, and also engaged the private sector to encourage a 

cross-sectoral response. Admittedly, Uganda was still not quick enough: the epidemic was able 

to infect 15% of the population by 1991 before receding to 5% by the mid 1990’s. Still, the fact 

that Uganda was able to halt and reverse the spread of HIV/AIDS merits a close investigation of 

what allowed Uganda’s HIV/AIDS response to be so much more successful than Swaziland’s 

and any other country’s response.  

First and foremost, Uganda’s success can be attributed to the speed with which it reacted. 

By 1986 the government had already set up an agency to respond to HIV/AIDS and had invested 

political and financial capital into it. Because it reacted while the epidemic was still in its early 

stages, the ACP’s budget has remained fairly constant over the years. From the information I was 

able to gather, it appears that the Ugandan national government invested $7 million in 1990, and 

by 2005 it was still only spending $12 million. These figures contrast starkly with Swaziland, 
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where records show that the budget for HIV/AIDS spending increased fifteen-fold in five years. 

In 2001, it appears the Swazi national government set aside $1.5 million for HIV/AIDS, but by 

2006 that investment had shot up to $21 million. The validity of some of this data is not 

confirmed and thus these figures and sources can be found in the appendix. Still, it is highly 

apparent that Uganda’s response has been much less volatile and demanding on the government 

in large part due to the timing of the response.  

 In a report from 2002, USAID identified seven factors that it believes helped distinguish 

Uganda’s program from all others. Firstly, there was heavy political support, especially from 

President Museveni. His “charismatic directness in addressing the threat placed HIV/AIDS on 

the development agenda, and encouraged constant and candid national media coverage of all 

aspects of the epidemic” (Hogle 4). With a president devoting much of his time to the epidemic 

and several sectors of the government cooperating to monitor and run the programs, fighting 

HIV/AIDS became a “patriotic duty” (Hogle 4). While Museveni’s personal contribution of 

“frank discussion de-stigmatized the disease,” (Patterson 29), Uganda’s success was not purely 

agency-based. If so, other countries with “good” leaders at the time would have been able to 

experience similar declines in HIV prevalence. Other factors also played key roles in 

contributing to Uganda’s success. 

The second factor highlighted by USAID was the unusual balance of centralized 

organization versus diffused implementation of the AIDS projects. In 1986 the Ugandan 

government created a National AIDS Control Program (ACP) that organized the national 

HIV/AIDS response while delegating out the actual projects and ensuring that the movement was 

felt on the ground. The goal of this diffusion was not so much to distribute actual services or 

goods, but rather to spread ideas promoting change of sexual behavior (abstinence, faithfulness 
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to one partner, etc) and to debunk the stigma surrounding AIDS. To do this, the ACP distributed 

media concerning HIV/AIDS awareness and education, typical of a grass roots-led movement. 

Then “the ministry of health targeted a variety of local officials for AIDS education,” training 

thousands of “traditional healers and birth attendants, religious leaders, teachers, and leaders of 

youth groups” (Patterson 31). Training so many people allowed the government to delegate the 

task of educating the public, promoting behavior change, and destigmatizing HIV/AIDS. 

Because so many avenues were used to access the citizenry, the government was able to not only 

disperse information to everyone, but even to mobilize country-wide behavior change, as 

demonstrated in the graphs below.  

Figure 7: Ugandan Sexual Behavior in 1989 vs 1995 
Source: Hogle 9 

 

Uganda’s success may also be attributed to the way in which it targeted high-risk groups 

and addressed stigma surrounding the infection. Many of these projects were facilitated by the 
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government’s diffused approach to combating HIV/AIDS. For example, to access at-risk youth, 

the government arranged for training of all teachers to incorporate HIV/AIDS into their curricula 

(Hogle 5). Projects also aimed to address women’s susceptibility to HIV by empowering them 

and ensuring their education.  

The fourth factor was strong support from religious organizations: the Islamic, Protestant, 

and Catholic communities all provided health services and social services for HIV-inflicted 

individuals. As these organizations had leaders on the ground constantly interacting with 

citizens, they were able to create a strong support network and implement small projects for the 

communities they serve. In fact, the UN selected the Islamic Medical Association of Uganda, 

which actively educates rural communities and trains local religious leaders, as a “Best Practices 

Case Study” (Hogle 7). Christian mission hospitals were also actively engaged; they were among 

the first to develop AIDS care and support programs in Uganda. Furthermore, there was a fusion 

of religious authority with political power: among the first three leaders of the Uganda AIDS 

Commission was an Anglican and a Catholic Bishop (Hogle 7). 

Interestingly, Uganda did not focus on the use of condoms. “Changes in the numbers and 

types of partners have much more to do with the decline in HIV infections in Uganda than do the 

rates of condom use which were lower in Uganda than in other African countries in the mid-

1990s” (Cullen 157). The lack of condom usage was partly due to “resistance on the part of the 

President and some religious leaders to promoting condom use” (Hogle 8). Condoms are much 

more widely used in Uganda now than 15 years ago, but it appears condoms were not an integral 

part of the initial HIV/AIDS response. In fact, USAID claims the lack of emphasis on condoms 

may actually have been beneficial to the campaign because of controversy regarding condom 

usage. 
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The last two factors USAID deemed critical to Uganda’s success pertained to the content 

of the interventions: early support for voluntary counseling and testing for other sexually 

transmitted infections. Uganda started its first counseling and testing center in 1990 and set up 

“‘Post Test Clubs’ to provide long-term support for behavior change to anyone who has been 

tested, regardless of sero-status” (Hogle &). These “clubs” helped reduce the stigma surrounding 

the infection, though certainly did not eliminate stigma altogether. Lastly, the Ugandan 

government addressed not only HIV/AIDS, but also other sexually transmitted infections, a rare 

move for most governments (Hogle 7-9). It allowed cross-testing for STIs and helped portray 

HIV as a “normal” sickness. In attempting to understand and apply Uganda’s program 

elsewhere, USAID identifies these seven factors critical to the successful result of the program.  

Others studying the same positive results come up with different theories as to why the 

program was so triumphant. Some cite the lack of corruption within the system: despite rampant 

corruption in most of the Ugandan government, “there have not been reports of diverting AIDS 

resources to patronage” (Patterson 32). Still others claim high levels of foreign assistance are 

what pushed the program to work well. After all, “in 2005, approximately 50 percent of the 

country’s budget came from donor support” (Patterson 32). However, this pattern of large donor 

support for HIV/AIDS programs is quite widespread among developing countries and cannot 

explain Uganda’s unusual success. It appears that a combination of all these factors are what 

allowed Uganda to greatly reduce the national HIV prevalence rate, a feat few countries have 

been able to do. 

Comparing Trajectories 

In comparing the experiences of these countries in dealing with HIV/AIDS, several 

conclusions emerge. First, it is highly apparent that political leadership is highly influential on 
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the output of HIV/AIDS response. While Cuba and Thailand are not directly relevant to Papua 

New Guinea due to drastic differences in regime type and epidemic type, they help demonstrate 

along with Swaziland and Uganda that leadership at the national level is key to overcoming 

HIV/AIDS. In Swaziland, King Mswati III and his regime discussed the epidemic but did not 

take action until 1999, at which point the epidemic was already monstrous and any political 

response was invariably going to be both financially and political taxing. In Cuba, the ubiquitous 

communist government imposed forced testing and quarantine, and while that breached human 

rights norms, the strong presence of the government made it an immediate success. In Thailand, 

the decisiveness of the government to push for 100% condom usage in brothels and the close 

coordination with the police force to enforce that mandate permitted a drastic reduction in HIV 

transmissions. In Uganda, President Museveni mobilized multiple sectors of the government and 

local leaders on the ground to bring about behavior change on all levels, and through this he 

managed to drastically reduce HIV prevalence. Though not included in this study due to its 

inapplicability to PNG, it should be noted that South Africa’s epidemic followed a similar path to 

Swaziland’s. President Thabo Mbeki refused to believe in HIV/AIDS, thereby neglecting 

millions of HIV-positive people testing, treatment, and counseling. Though South Africa is now 

finally addressing the epidemic, the result of Mbeke’s inaction has been disastrous, leaving the 

country with an 18% prevalence rate, 310,000 already dead to AIDS, and 5.6 million currently 

living with HIV (UNAIDS-South Africa). Though it may be obvious that political leadership is 

integral to combating HIV/AIDS, this comparison confirms that point.  

The figure below helps visualize the trajectory of each country. “Higher prevalence” 

indicates when a country’s overall HIV prevalence rate exceeds 10% and “weak” vs. 

“aggressive” policy is my own judgment, indicating the amount of political energy and resources 
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invested into fighting HIV/AIDS relative to the size of the country’s epidemic. Though in this 

figure it appears Thailand was able to conquer HIV without ever having a high prevalence rate, 

that is only because of Thailand’s epidemic was highly concentrated. Among the general 

population, prevalence remained low, but among female sex workers and injecting drug users, 

the prevalence sailed over 30%. Thus, not even Thailand managed to overcome HIV/AIDS 

unscathed.  

Figure 8: HIV prevalence levels and quality of HIV/AIDS policy 1985-present 

 

The second major conclusion was that Uganda, the “success story” most applicable to 

PNG, showed that combating HIV/AIDS requires participation from both government and civil 

society. President Museveni quite heroically led the HIV/AIDS response, but he did so by 

mobilizing members of civil society—religious leaders, teachers, village authorities—to actively 

engage in combating HIV. Uganda’s approach was technical to the extent that it assured citizens 

access to HIV testing and treatment, but to a large extent it was fueled by a country-wide 

mobilization to change sexual behavior.  
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Perhaps the most important conclusion is one drawn from comparing Uganda and 

Swaziland, the two countries most applicable to PNG. In comparing their HIV/AIDS policies, it 

should be noted that Swaziland and Uganda differ greatly in terms of population size, territory 

size, political structure, and wealth. But if anything, Swaziland should have had an easier time 

controlling an epidemic since it is richer, has a smaller population, and has less territory to cover. 

That was certainly not the case. Uganda was largely able to overcome HIV/AIDS, while 

Swaziland continues to flounder in the many negative consequences of a 26% HIV epidemic. 

Because Uganda reacted swiftly and aggressively to HIV/AIDS, its prevalence rate rose to 15% 

but it was rather quickly able to bring the prevalence back down to the more manageable rate of 

5%. Since the start of the epidemic, Uganda has been dedicated to fighting it but has not had to 

invest enormous amounts of money into it. In fact, as can be seen in the chart in the appendix, 

Uganda’s budgeting for HIV/AIDS programming has stayed relatively constant through the 

years. Swaziland, on the other hand, did not initiate an aggressive response until well after its 

prevalence rate had reached high levels. By 1999, with a rate of 20% already, it began 

constructing its response. The price Swaziland has paid for waiting so long is high. Also shown 

in the chart in the appendix, Swaziland has been forced to increase its HIV/AIDS funding 10-

fold in just five years. This type of investment is certainly not sustainable and has taken a large 

toll on the government and on the citizenry. Thus, comparing Uganda and Swaziland reveals that 

early action is essential to keeping costs manageable. 

In comparing Swaziland’s and Uganda’s policies with that of Papua New Guinea, I 

recognize that neither country matches PNG perfectly in population, wealth, or demographics. 

They clearly have very different histories and have developed different cultures. Even so, I find 
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utility in discussing Swaziland and Uganda in relation to the future of HIV/AIDS in PNG. The 

comparison serves to highlight the extremity of possible outcomes that PNG could be facing.  

As will be discussed in much greater depth in Chapter VI, Papua New Guinea is now at a 

fork in the road. It currently stands where Swaziland and Uganda stood in the mid-1980’s, when 

both countries began to feel the effects the epidemic and started formulating their political 

responses.  PNG can choose to go the Swazi route, where in theory a government agency deals 

with HIV/AIDS, but in reality the agency does not manage to arouse adequate support or backing 

for the fight against HIV/AIDS. In the future, combating HIV/AIDS would likely cause political 

and financial investments to increase exponentially, as is the case in Swaziland. There is not 

even a guarantee that PNG would ever overcome HIV/AIDS; Swaziland clearly remains at a 

point near collapse due to its 26% prevalence rate even 25 years after the outbreak of HIV.  

A moderate option would be to respond to HIV/AIDS as it rises, as Uganda did. Under 

this scenario, Papua New Guinea would implement HIV policy in concert with the rise in the 

epidemic. Like Uganda, there would likely be a large increase in the epidemic, but there would 

simultaneously be a policy to respond to it. Financial and political capital invested in the 

HIV/AIDS response would be significant but likely would remain fairly constant like Uganda’s.  

 Lastly, PNG could exceed even Uganda’s example and could preemptively respond to 

HIV/AIDS, even before it becomes rampant. Uganda was somewhat slow in jumpstarting its 

AIDS response, allowing the epidemic to reach 15% of the population before it began receding. 

If PNG acts quickly and decisively, it may be able to prevent the initial upsurge altogether. Not 

only would this save countless lives, it would also help maintain stability of economy and society 

in PNG, and would make the cost of fighting HIV/AIDS considerably cheaper. The decision lies 
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with PNG, but as the next chapter forewarns, the AIDS epidemic is hurling forward at daunting 

speeds, and PNG must decide and act quickly.   
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In the previous chapter, I explored the global HIV/AIDS epidemic and how certain 

countries have responded. In this chapter I narrow the scope and focus solely on Papua New 

Guinea. I first provide information about HIV/AIDS in PNG: how it arrived, current prevalence 

levels, methods of transmission, and perhaps most importantly, predictions of the impending 

epidemic in PNG and expected consequences. These predictions and implications will make 

clear why HIV in PNG matters and why immediate action must be taken if PNG is to salvage 

itself from a full-blown epidemic. I then delve into the many socio-cultural factors that make 

PNG exceptionally prone to the HIV epidemic. Some of these factors can also be found 

elsewhere in the world, but the combination of so many societal challenges makes PNG very 

vulnerable to HIV/AIDS.  

I end this chapter with a discussion of the policy that is already being implemented in 

PNG by a variety of actors. I examine what is being done on the national, regional, and district 

levels of government and also the roles of multilateral organizations and civil society groups. 

Through my research, I identified several barriers inhibiting effective implementation of the 

HIV/AIDS policy. The national-level policy barriers I discuss in this chapter are by no means 

conclusive; since my research focused on a case study, I did not have the capacity to research all 

national-level challenges. Even so, there is utility in understanding some of the issues facing 

national HIV policy. 

Following this discussion of the HIV epidemic and its societal and political barriers on a 

national scale, the following chapter will focus in even more on a specific case study in PNG. 

From there, I can draw out analysis of the current HIV/AIDS response and offer some policy 

suggestions. 



 
 

 51 

HIV Epidemic in Papua New Guinea  

Before determining possible policy actions Papua New Guinea could take, we must first 

understand the circumstances surrounding HIV/AIDS in PNG. This section discusses the history 

of HIV in the country, predictions for a surge in the epidemic, and the implications that surge 

would bring along. I then explore the unique vulnerabilities PNG faces against the threat of HIV, 

namely cultural factors that permit quick spread of the epidemic.  

HIV/AIDS in PNG: Yesterday and Today 

 
HIV/AIDS was first confirmed in 

Papua New Guinea in 1987.  On July 4th of 

that year, Papua New Guineans reading the 

Weekend Nius newspaper were confronted by 

the headline: “A SEXUALLY active Papua 

New Guinean female has been confirmed to 

have the dreaded disease AIDS” (Yadi). The 

newspaper article, which I happened to 

randomly find in the archives section of a 

Papua New Guinean university library, 

dramatically tells how the woman, a 

prostitute, was tested in an Australian clinic. 

There were no testing sites in Papua New 

Guinea at the time. Underneath a picture of a 

Figure 9: 1987 Newspaper article 
announces entrance of HIV in PNG 
Source: Yadi 
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crowd of people and a big question mark is the daunting caption, “AIDS… it is there among 

us...” Although the disease was said to be in the country, and in fact one person had purportedly 

already died from AIDS by then, “the report of the woman having the virus [became] the first 

official and confirmed case” (Yadi). 

Figure 10: Number of annual HIV infections 1986-2008 
Source: UNGASS 2010 
 

HIV prevalence remained low for the following years as demonstrated in the graph. By 

the mid 1990’s, transmissions started to increase and the infected population has been steadily 

expanding since. In 2004, HIV in PNG was declared an official epidemic when the prevalence 

rate of women at Port Moresby General Hospital surpassed one percent. “At the end of 

December 2008 the country recorded a total of 28,294 since the first case of HIV was reported in 

1987” (UNGASS 2010). Since then, even more Papua New Guineans have become infected and 

the current prevalence level is estimated at currently lies between 0.8% and 1.4% (UNAIDS- 
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PNG). It should be noted that because PNG is so rural and there are still not enough testing sites 

to accommodate the growing HIV population, all these figures are rough estimates. While the 

figures try to reflect expected prevalence in the rural areas, it could very well be that there are 

unreported cases that would bring 

up the prevalence rate. For the 

purposes of this study, prevalence is 

assumed to be 1% in accordance 

with the most recent data (National 

AIDS Council June 2010 

Estimates).  

Of the HIV-positive 

population, “females account for 

59% of the cases while 40% are 

males. The median ages are 27 in 

females and 33 years for males” 

(UNGASS 2010). The variation in 

these figures will be further 

examined when discussing gender 

issues in the next section.  In PNG, 

there is geographical variation of 

HIV prevalence. “Ninety-three 

percent of all reported HIV cases in 

the country have been reported from 

Figure 11: New and Cumulative HIV Infections 
Reported 1987-2009 
Source: National Department of Health Draft 2009 
Annual Report 
Note: There appears to be a decrease in number of 
infections in 2009. NDoH attributes the apparent decline 
to missing data (see Draft 2009 Annual Report pg 15)
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eight provinces” out of a total of 20 provinces. Forty percent of the cases are in the capital city’s 

province, while less than 10% of the country’s entire population resides there (UNGASS 2010). 

Indeed, AIDS is the leading cause of death at Port Moresby General Hospital (Eves 151). The 

five highlands provinces in the center of the country also have disproportionately high 

prevalence levels (UNGASS 2010).  

It is well established across most countries that HIV prevalence is higher in urban areas 

(due to increased sexual intermingling, more “modern” sexual culture, sex at a younger age, etc), 

so it is little surprise that the capital Port Moresby follows this trend. What remains to be 

determined is why the prevalence level is so much higher in the Papua New Guinean Highlands 

than along the coastline. During my time in PNG, I asked doctors and government officials this 

question and got a variety of answers, which I discuss later in this chapter. No one answer 

emerged, so this topic should be noted as important and perhaps worthy of a follow-up study. 

Suffice it to say for now that nearly all of Papua New Guinea has been reached by HIV/AIDS, 

but some areas have been hit harder than others. Looking at a larger scale, at the Western Pacific 

countries, it is evident PNG’s epidemic is the worst in the region. “In the Western Pacific, by far 

the greatest number of new HIV infections is occurring in Papua New Guinea” (Eves 150). 

Predictions & Implications 

There is no question: Papua New Guinea’s HIV/AIDS epidemic has not yet reached the 

calamitous size of sub-Saharan Africa’s epidemics. While Swaziland has 26% prevalence, Papua 

New Guinea’s national prevalence rate hovers at 1%. Yes, there is a large difference, and some 

may choose to portray PNG’s epidemic as non-threatening and unimportant, unworthy of this 

attention and this research.  
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But do not be deceived—to reject the magnitude of Papua New Guinea’s emerging 

epidemic would be naïve and dangerous. It is the very nature of HIV/AIDS that it starts slowly, 

seemingly unimposing, until at some point it bursts out, spreading exponentially and infecting 

large populations. It is because of this neglect to pay attention to small epidemics that much of 

sub-Saharan Africa is where it is today.  Countries like Swaziland never managed to grab hold of 

the epidemic as it was surging. Even Uganda’s epidemic was allowed to shoot up for some time 

before being tackled by the Ugandan government. Papua New Guinea’s trajectory is no different. 

Without political or societal intervention, the epidemic will burst out of control in the very near 

future, and the predictions look grim. 

There is widespread agreement about Papua New Guinea’s bleak future with the 

incoming HIV/AIDS epidemic. Former PNG Health Minister Melchior Pep lamented, “We’re 

sitting under a devastating time bomb that is exploding as we speak” (Cullen 153).  As is shown 

in the figure, some have “estimated that the HIV prevalence rate amongst adults will reach over 

10%, and there will be over 300,000 people who will have died of AIDS-related conditions by 

2025” (Worth and Henderson 293). This 10% prediction may be an over-estimation considering 

the figures were already overestimated for recent years, but there is no doubt that PNG is 

heading towards a violent outbreak of the epidemic.  

Because PNG’s epidemic is expected to surge, it is often compared to the monstrous 

epidemics that took root in sub-Saharan Africa. WHO Representative Dr. Renault spent over a 

decade working on the African HIV epidemics. Upon arrival at his new post in PNG, his 

immediate impression was foreboding: he predicted that “the country was likely to experience an 

African–style epidemic” (Cullen 154). PNG natives who have been around since HIV first 

arrived fear the same fate. The former director of the National AIDS Council Secretariat warned, 
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“Given the current situation in PNG, we could go the same way as many Sub-Saharan African 

countries.” He went on to push for stronger action from his fellow countrymen. “There’s need 

for a more aggressive lead from government to fight this disease” (Cullen 154). Officials from 

both PNG and the international arena agree that PNG’s epidemic is bound to explode.  

Figure 12: HIV Prevalence Predictions 2005-2025 
Source: AusAID 2006 in Worth & Henderson (297) 

 

Higher HIV prevalence levels invariably imply a greater number of people developing 

AIDS and dying from it. The predictions are harrowing: by 2025 it is expected over 300,000 

people will have died. These AIDS-related deaths would mostly be in the age group 15 to 49, 

throwing off balance the normal age distribution (Henderson 297). 

 
 
 
 
 
 
 
 
 



 
 

 57 

Figure 13: PNG Population size in 2025 with and without AIDS deaths 
Source: AusAID 2006 in Worth & Henderson (297) 

 

Not only should PNG fear high rates of sickness and deaths due to AIDS, but it also 

should fear the many additional implications of a full-scale epidemic. On an individual level, an 

HIV epidemic presents a double economic trap: the infected individual is sick and less 

productive, and thus has reduced earnings. At the same time, his or her medical expenses shoot 

up. Being infected with HIV incurs the cost of antiretroviral treatment, travel expenses to the 

health facility, and funeral costs for family members who may also have gotten infected. Thus, 

an individual is left sick with fewer earnings and greater expenses. This weakening of the 

individual quickly transforms to a weakening of society as a whole. “The formation of social 

capital – the fabric of society and the force that generates economic growth -may deteriorate” 

(Worth & Henderson 295). 

This decline of social capital and economic growth due to HIV/AIDS is worrisome. The 

epidemic strikes hardest during the most productive years of adulthood, between the ages of 18 

and 40. In nearly every society, this age group is responsible for carrying the weight of the 

nation’s labor. Hence, PNG’s labor force, and thus its entire economy, is at high risk. A study 

published in 2002 by the Centre for International Economics estimated that by 2020, PNG’s 
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labor force would be between 13% and 38% smaller than it would be without AIDS (Cullen 

161). If such a large percentage of the productive population gets infected with HIV and falls ill, 

who will run the economy? Who will work the farmland? Who will run the factory? Who will go 

fishing? Who will mine? Especially since PNG relies so heavily on subsistence agriculture and 

fishing, the loss of labor is detrimental to the very foundation of life—availability of food.  

In addition to a collapse of the economy, PNG could expect the health system to buckle 

under pressure. “By 2025 it is estimated over 120,000 people will be requiring care and 

treatment for HIV and AIDS and even when assuming limited health care access, over 70% of 

medical hospital beds will be occupied with AIDS patients” (Worth & Henderson 300). The 

National Health Plan noted in 2001 that “For every 5% increase in HIV prevalence in PNG, the 

total national spending on health will need to increase by 40%” (Bolger 7). As discussed in 

Chapter I, PNG’s health system is already understaffed, under funded, and fragmented among 

the various health service providers. With the incoming burden of more and more HIV/AIDS 

patients, it could collapse under the pressure. This would not only be detrimental to the HIV-

infected individuals who require testing, counseling, and treatment, but would also have a great 

toll on all the other health problems that Papua New Guinea is plagued with. Where would all the 

tuberculosis patients stay? Who would pay for the anti-malarial drugs?  

A full-blown epidemic would also put at risk the stability of family support networks. 

“Under the baseline scenario, maternal orphans will number just under 19,000 in 2010, rising to 

117,000 in 2025” (AusAID 2006 in Worth & Henderson 297). In most cases, AIDS orphans do 

not finish school (and sometimes do not even begin it), have little access to healthcare (though 

many acquire HIV through birth and hence need care early on), and must survive under much 

poorer living conditions than their non-orphan counterparts. And even more worrisome, 
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UNICEF found that the food consumption of children drops by 41% when they become 

orphaned due to AIDS (Worth & Henderson 298). 

Not only would AIDS leave many children orphaned and in an extremely vulnerable 

position, it would also put women at a great disadvantage. Especially in PNG, where women are 

already burdened with numerous family responsibilities, they would likely take on the role of 

caretaker if someone in the family were to fall ill to AIDS. Amidst the typical female duties of 

caring for all the children, preparing food, fetching water, fishing, washing clothes, working the 

gardens, stitching clothes, and feeding livestock, women would have to spend time and energy 

on caring for those that are ill. And what if the woman in the family falls ill herself? What would 

become of the entire family?  

The predictions and implications are unwavering: if PNG does not respond immediately 

and aggressively to the impending HIV/AIDS epidemic, it will fall prey to a surge in HIV 

prevalence. The impacts would be staggering: large portions of the population would become 

infected with HIV, some would die of AIDS, individuals would be rendered economically 

helpless, the economy would be weakened, the health system may collapse, and family 

functionality could disintegrate. This is not an exaggeration—one has merely to look at the 

implications of HIV/AIDS in Swaziland to understand. Papua New Guinea simply cannot afford 

to stand by. It cannot wait for these effects to kick in.  If Papua New Guinea has any intention of 

salvaging itself from an outburst of the epidemic, it should take immediate action. Suggestions of 

such action are discussed in the final two chapters. But first, I discuss how HIV is transmitted in 

PNG and what makes the country exceptionally susceptible to an HIV epidemic.  
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Societal Barriers to Overcoming HIV/AIDS in PNG 

In addition to the socio-cultural factors discussed in the last section that complicate the 

HIV/AIDS epidemics in all countries, there are a variety of factors that pertain specifically to 

Papua New Guinea making PNG even more vulnerable to the epidemic. This section discusses 

both the recurring factors and the unique factors that contribute to the spread of the epidemic in 

PNG. They include polygamy, the sex industry, gender violence, resistance to condoms, lack of  

support of PMTCT (prevention of mother to child transmission), tattooing, general complacency 

with poor conditions, tribal warfare, migration, and transportation.  

The widespread custom of polygamy greatly contributes to the spread of HIV in PNG. 

“Polygamy is common in many areas of PNG and is generally considered to be a right attached 

to personal power, status and wealth” (Worth and Henderson 294). The causality is 

straightforward: if one man has four wives and has contracted HIV, he will very quickly spread 

the infection to all of his wives. Though polygamy can be found throughout the country, it is 

especially prevalent in the Highlands, which may help explain the high HIV rates in the 

Highlands.  

Beyond official polygamy, there is a strong culture of unofficial extramarital sex in many 

parts of PNG whereby individuals have multiple sex partners. This practice has the same 

disastrous effect as polygamy.  

Professor Mathias Sapuri, dean of the University of PNG’s School of 
Medicine and Health Sciences, highlighted some alarming trends: We 
believe that 45-55 percent of PNG men in the sexually active age range 
of 19-45 are having sex with more than one partner, possibly multiple 
partners. And it’s the combination of multiple sex partners and the 
increasing prevalence of sexually transmitted infections (STIs) that puts 
Papua New Guineans most at risk of a devastating social 
catastrophe…These are not nightmare stories designed to frighten 
people…these are medical facts of an epidemic already deeply 
entrenched in our society.       – Cullen 166 
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Though rather small, the sex industry in Papua New Guinea is also a contributor to the 

epidemic. There appears to be no data on the estimated number of sex workers in PNG, but most 

are confined to the larger cities and along the Highlands Highway.  “Surveys in STI and 

tuberculosis clinics found HIV prevalence ranging from 4 percent in Goroka [city in the 

Highlands] in 2003 to 20 percent in Port Moresby [capital city] in 2004” (Impact 8). As is 

evident, the prevalence level among sex workers is much higher than national averages. 

However, there appears to be reassuring changes in recent years. According to one study, efforts 

pushing for “condom promotion have appropriately addressed the risk of transmission in female 

sex workers and their clients” (Worth & Henderson 299).  This claim is difficult to believe, 

though, because in 2010, only 31.5% of sex workers had been reached with HIV/AIDS 

prevention programmes (UNGASS 2010). Sex workers certainly have higher HIV prevalence 

rates than the average population and are the most likely to spread the virus; hence, they should 

be given extra attention when constructing HIV/AIDS policy.  

Perhaps one of PNG’s greatest vulnerabilities in respect to the spread of HIV/AIDS is the 

very strong culture of gender violence. As discussed in the last chapter, there is an established 

correlation between gender violence and high rates of HIV transmission. Papua New Guinea is 

infamous for being home to abnormally high levels of domestic and gender-based violence. “The 

prevalence of rape both inside and outside marriage is among the highest in the world” (Worth & 

Henderson 299). These factors directly contribute to the spread of HIV/AIDS.  A report by 

University of Papua New Guinea Medical School “details how a high incidence of rape, sexual 

aggression and other forms of violence against women appear to be aiding the epidemic’s 

growth” (Cullen 156). Because gender violence entails force, women can neither insist on 
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condom usage nor prevent sex altogether. Thus, HIV is spread through the unprotected sex 

inherent in gender violence. 

As is the case in many other countries, there is heavy resistance to condom usage in PNG, 

both within and outside of marriages. I identified three main reasons for the strong stigma 

attached to condoms in PNG: a) condoms are often inaccessible to rural populations, hence they 

remain “mysterious,” b) the strong Catholic contingent in PNG often preaches against condom 

use, and c) some people perceive insistence of condom usage by their partners as a lack of love 

or trust. When interviewing nurse Bernadette Max, she explained to me that though she 

supported the use of condoms, she never gives condoms to women. She fears that if a woman 

comes home with condoms, her boyfriend or husband would accuse her of being unfaithful and 

would abuse her. In a study, Australian social scientists Worth and Henderson come to the same 

conclusion that “condom use within marriage is uncommon. A married woman cannot refuse to 

have sex with her husband even if she knows that he is infected… She is likely to be beaten even 

for trying” (Worth & Henderson 299). Among non-married couples, the rates of condom usage 

are also extremely low. Condom usage was reported at “only 4.3% among the antenatal clinic 

attendees at Port Moresby General Hospital who reported having sex with more than one partner 

in the last 12 months” (UNGASS 2010 14). These cultural barriers can also be found in other 

countries; the lack of condom usage due to cultural factors is not unique to PNG.  

As discussed earlier in this chapter, HIV can also be transmitted vertically from mother to 

child before, during, or after birth. Only 12.2% of HIV-positive antenatal mothers in PNG are 

put on treatment to help prevent transmission (UNGASS 2010 25). The vast majority go 

undetected and often pass the virus along to their child. According to a UN report, the lack of 

services for antenatal mothers is due to “a limited understanding of PPTCT [prevention of parent 
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to child transmission] scientific evidence; interpretation of global standards to the PNG context 

is variable; and there is a hesitancy to initiate pediatric HIV care and treatment services as they 

are often perceived as too difficult” (UNGASS 2010 25). 

In addition to transmissions through unprotected heterosexual sex and parent-to-child 

transmission, Papua New Guineans also face the risk of transmission through tattooing. 

Tattooing is a long-standing Papua New Guinean custom in which marks representing certain 

tribes or villages are tattooed onto individuals’ faces. When, as is often the case, the tattooing 

ceremony is done in a group, the same stick or blade is used. Because the stick or blade is 

inserted under the skin and draws blood, HIV can be transmitted when the bloodied stick is 

inserted into another person’s face. While tattooing accounts for some transmissions, it causes so 

few nationwide that it is nearly insignificant. There is little intravenous drug use in PNG, so this 

form of transmission is also not relevant. Because homosexuality is illegal in Papua New Guinea, 

there is little data reporting transmissions, but this figure is expected to be low in comparison to 

heterosexual transmission. In sum, most HIV transmissions in PNG can be attributed to 

heterosexual intercourse and mother-to-child transmission.  

One study points to yet another vulnerable characteristic of PNG and poor countries like 

it. The study claims that “the general public are often complacent about the crisis and people 

tend to look at immediate needs rather than at a virus which could develop into AIDS in ten 

years” (Cullen 159). Especially in rural or poverty-stricken areas, the immediate needs of finding 

food, water, and shelter often override more long-term and intangible concerns like HIV/AIDS. 

Many people in this situation have little certainty that they will be alive in 5 years, with or 

without AIDS. Thus, as was discussed in the last chapter, there is a vicious circle effect tying 

together poverty and HIV/AIDS. The poorer a person, the more he or she prioritizes immediate, 
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pressing concerns and the less he or she focuses on serious but long-term concerns like 

HIV/AIDS.  

PNG is uniquely vulnerable to HIV/AIDS because of the vicious tribal wars that 

characterize the Highlands, which may also help explain the disproportionately high prevalence 

rates in that region. While the coastal regions tend to be pacifistic, Highlanders often fight over 

land or pigs. Some speculate that the increased level of HIV is due to the constant use of rape as 

a tool of war among tribes. Malek Atua, founder of the Pacific Health Education School on 

Karkar Island, told me that he believes that the constant rivalry makes tribes in need of more 

soldiers. Thus men want more wives and more sex so that they can have more sons to protect the 

tribe (Atua). Others attribute the high HIV prevalence in the Highlands to widespread internal 

displacement. Often villages or even entire tribes are uprooted from their homes during tribal 

wars and find refugee with another village or tribe. “When living there, the displaced people can 

and tend to be abused. The main victims are young women. They can be raped or even allowed 

to have sex with young men from the tribe so that their families can live there safely until such a 

time when they are free to return to their original land” (Itaki).  

Fabian Ndenzako, HIV/AIDS Program Director for WHO in the Western Pacific, 

discussed the influence of industry and highways on HIV. “In the Highlands is where most of the 

economic activity is happening, especially mining” (Ndenzako).  The industry brings in young 

men as workers, most of whom are single or who have left their family at home. “In total, half of 

all migrants [to urban areas] were aged 20 to 39 and more than a quarter were less than 20 years 

old” (Blank 12). The congregation of many young men attracts a sex industry or even just 

increased chances of rape, which allows HIV to proliferate. While some men end up in the 

mining industry, most of them do not find jobs.  The World Bank reports “50,000 young people 
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enter the labor market each year… but only about 5,000 find employment” (Blank 12). Being in 

an urban area but unemployed may increase the sexual activity of young men, even more so than 

working men.  

A highway links most of the PNG’s inland cities and then runs down the northern coast. 

Ndenzako explained that the prevalence is disproportionately high along this highway due to 

truck drivers having sex along the road. The high HIV prevalence among migrants and along 

highways is not unique to PNG; it is a recurring theme in countries around the world. When men 

work alone without wives or families, the HIV prevalence there is almost always higher than the 

rest of the country. Though these themes are recurrent, the circumstances in PNG of the mining 

industry and the highway running through the Highlands and along the coast is worth mentioning 

(Ndenzako).  

Papua New Guinea is vulnerable to the HIV epidemic because of polygamy, the sex 

industry, gender violence, resistance to condoms, lack of PMTCT (prevention of mother to child 

transmission) support, tattooing, general complacency with poor conditions, tribal warfare, 

migration, and transportation. In looking at the predictions for the surge in HIV in PNG, the 

implications that surge would bring along, and PNG’s vulnerabilities to HIV, the future looks 

gloomy for PNG. Peter Piot, Executive Director of UNAIDS, adds on to this depressing picture: 

“PNG has everything that’s wrong - lots of migration within the country, family disruption 

within the towns and villages, a lot of sexually transmitted diseases and a sexual culture that 

makes HIV spread very rapidly” (Cullen 155). In order to establish the framework for action 

needed, I now assess what has already been done in an attempt to ameliorate the HIV/AIDS 

situation in PNG.  
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HIV/AIDS Policy in PNG 

 
In this section, I outline policy initiatives introduced by various actors to combat 

HIV/AIDS. Though there has not been nearly enough action on the issue, what has been done 

deserves credit and forms the framework for possible future policy initiatives. I begin with 

national policy, then move to provincial and district policy, and then discuss the roles of civil 

society organizations and international organizations.  

 
Figure 14: Actors Working to Combat HIV/AIDS in PNG 
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National Policy 

There are mixed reviews on the role of the Papua New Guinean executive branch in 

responding to HIV/AIDS. The government, headed by long-time Prime Minister Sir Michael 

Somare, appears to voice great ideas but his actions are less clear. In 2006 he affirmed a three-
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fold budget increase for the National AIDS Council, a clear indication of support. He also 

“called for an immediate expansion of treatment and care for people living with HIV, and urged 

leaders of civil society, interfaith groups and the private sector to work more closely with the 

government to stem new HIV infections sweeping the Pacific island nation. ‘The epidemic is 

increasing its hold on Papua New Guinea,’ he said” (“Papua New Guinea strengthens its national 

AIDS response”). Somare concretely showed support for combating HIV/AIDS in July of 2010, 

when there was a sudden lack of funding for antiretroviral treatment. His government pledged to 

direct 6 million Kina (USD 2 million) towards funding ART, an impressively large sum. This 

circumstance is discussed in greater depth later in this chapter.  

From these actions, Prime Minister Somare appears to be an advocate of the fight against 

HIV. Others, however, fiercely disagree. In 2007 and 2009, Somare underwent attack because he 

supposedly “did not know what was happening in his country or he was ‘simply ignorant’” of the 

epidemic (Jackson). Chairman of the Parliamentary Committee on HIV/AIDS, Jamie Maxtone-

Graham MP, complained that “the Prime Minister and his Government are not seriously 

concerned at addressing the increase in HIV/AIDS cases” as evidenced by the fact that “the 

National Aids Council budget had been cut” in 2008 (Jackson). However, as is explained later, 

this budget cut may be due to negligence on the part of the NAC. Still, Somare reportedly took 

19 months to appoint a director for the National AIDS Council Secretariat. This information 

suggests that while Prime Minister Somare tends to be supportive in the fight against HIV/AIDS, 

he is not always consistent in doing so. HIV/AIDS is a looming threat to PNG and inconsistency 

in policy could prove to be highly detrimental to the country.   

There is a government agency dedicated entirely to the fight against HIV/AIDS: the 

National AIDS Council (NAC). As Philip Tapo, Deputy Director of the NAC, explained in an 
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interview, “We diagnosed the first case [of HIV] in 1987, and from there, there was no National 

Aids Council.  It was just a small center within the Health Department.  But as the epidemic 

became known, it was so fast moving that they quickly moved in order to respond to this.  They 

moved from the little center into this organization, the National Aids Council.” Tapo claims the 

move was “quick”—but by quick he means 10 years. It was not until 1997, 10 years after the 

entrance of HIV into PNG, that the NAC was established through an act of parliament.  

The mandate of the NAC is to coordinate the HIV/AIDS response across regions and 

across sectors. The NAC wrote up a National Strategic Plan for the 2006-2010 period, and in 

mid-2010 released the new National HIV Strategy for 2011-2015. These documents “highlight 

the importance of strengthening coordinated responses, strengthening the evidence base for 

interventions, and improving monitoring and evaluation activities” (Impact 11). However, these 

documents seem to be vague guidelines for policy that should be undertaken and do not actually 

put forth concrete plans. In his interview, NAC Director Wep Kanawi explained the NAC has a 

variety of duties in addition to writing up HIV plans and strategies: it is also charged with 

distributing informational materials, coordinating HIV/AIDS work at the provincial level, 

disbursing funds to the provinces, signing off on international organizations’ work on 

HIV/AIDS, and gathering and analyzing data collected by the provinces.  The NAC may also be 

credited for helping push through parliament the HIV/AIDS Management and Prevention Act of 

2003, which, among other changes, made counseling mandatory before and after any HIV test on 

any PNG citizen (Impact 10). Thus, those trained to test for HIV are now also trained to counsel 

the patient before taking the test and after the results of the test come through, whether the test 

comes back positive or negative.  
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Figure 15: Informational Brochure Distributed by NAC and PNG Red Cross Society 
Found in lodge in Madang town 
 
 

Finding data on the budget of the National AIDS Council proved to be surprisingly 

difficult. During my interview with Deputy Director of the NAC Secretariat Philip Tapo, he gave 

me an overview of the funding from recent years, but that data does not correlate with 
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information found in the 2011-2015 National HIV Strategy Implementation Framework. There 

seems to be a discrepancy between how much of the budget is funded by the national 

government and how much is funneled to the NAC through international donors. Because of the 

lack of clarity on this data, the information is listed in the appendix and not here in the thesis. 

Nonetheless, I present what I learned: the funding for the NAC varies greatly year-by-year, as 

explained by Tapo. “In 2006 it was only 1.5 million kina [$600,00]… And then it slowly grew 

up. In 2007-2008, it was the highest: [the government] gave us 22 million kina [$8.8 million].” 

Unfortunately the increase in HIV funding did not last long. “We [the NAC] were not able to 

acquit properly, we didn’t have the capacity as an emerging organization… There was 

mismanagement around this place by the former management, and it actually made government 

reduce the funding.” The budget for the National AIDS Council was slashed three-fold in 2008. 

“Now with the new leadership of a new director, and some of us coming on board, the trend is 

moving back… In 2009 we got 9 or 10 million kina, and this year [2010] it’s about 12 million 

kina [$4.8 million].” The table showing these figures and how they measure against total GDP 

can be found in the appendix.  

As mentioned, a large amount of funding comes from international donors, but from the 

data collected I am unsure whether any international funding is included in the budgets listed 

above. Though donors enjoy some flexibility in how they implement projects, the Director of the 

NAC told me that he signs off on all projects. Thus, HIV/AIDS operations within the country 

remain more or less centralized through the National AIDS Council. 

Regional & District Policy 

In addition to the National AIDS Council, PNG has set up Provincial AIDS Committees 

(PACs) and District AIDS Committees (DACs). Each of PNG’s 20 provinces has a PAC which 
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is charged with a variety of duties. As the HIV/AIDS Response Coordinator at Madang Province 

PAC explained, “We here coordinate HIV responses in the province. We work with stakeholders, 

the implementers of the programs. We help coordinate their programs and we do monetary 

evaluations of the program’s activities. From there we submit reports to the National Health 

Department” (Mari 7/2/10). “Stakeholders” may include clinics, NGOs, and activists ranging 

from theater groups to youth groups to women empowerment groups (Mari 7/2/10). In addition 

to supporting these stakeholders in their HIV-related programming, PACs are expected to 

“collect data, both clinical and analytical. They’re supposed to use that data at the provincial 

level to form their decisions at the provincial level, and then forward this data to the national 

level” (Magoola). 

The work of PACs across the country is financially supported by the National AIDS 

Council. The size of the budget ranges from 80,000 kina to 220,000 kina ($32,000- $88,000) per 

province per year. The allotted budget depends on both the activities planned by each Provincial 

AIDS Committee and the province’s size, though it is unclear whether that refers to the total 

population size or the HIV-infected population size. While the National AIDS Council currently 

funds the PACs, NAC Deputy Director Philip Tapo hopes that PACs will soon turn to the 

provincial governments for financial assistance and thereby take more ownership of their 

projects.   

Underneath the PACs in each province, there is theoretically a District AIDS Committee 

in each of the country’s 89 districts. Emphasis should be placed on the word “theoretically” 

because it is evident most of these DACs exist in name and not in reality. When I asked Philip 

Tapo, the Deputy Director of the NAC, about the apparent weakness of DACs around the 

country, his response was crisp and direct: “That’s true.  They don’t exist.  There’s nothing.  So 
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we have these 89 districts.  Out of all the country, there are probably only two that are 

functioning… But the rest, no” (Tapo). That is two functional districts out of a total of 85 

districts—in short, PNG’s HIV programs at the district level are largely dysfunctional. Matricia 

Mari, a high-ranking official at the Madang Provincial AIDS Committee, is frustrated with the 

situation. “The government has plans [to strengthen DACs]. But since I’ve been in this office 

since July 2002, I struggle very much always asking for officers to be based at the district level. 

At PAC meetings we address it, but not much help has come yet” (Mari).  

While I found unanimous agreement that DACs are nonexistent and therefore ineffective, 

there is hope in that the government recognizes this weakness. The NAC would like “the 

provincial government to take ownership of the districts the way we [the NAC] take ownership 

of the provincial level as part of the decentralization process” (Tapo). The Director of the NAC 

Secretariat Wep Kanawi is proud of one of his most recent projects. “For grants of 20,000 kina 

and below, rather than processing those here at the National Aids Council, instead I’m delegating 

those to Provincial AIDS Committees, and possibly further down to District AIDS Committees, 

where they can actually put their programs together” (Kanawi). These are clear signs that 

although DACs are currently powerless, there is at least political will to inject them with life.  

 

Faith-based Organizations 

 In addition to the public sector response, there are also numerous civil society 

organization working to combat HIV/AIDS in PNG. Perhaps the most prominent ones are the 

religious organizations: “42% of all health services in this country are actually provided by 

churches… The government [sometimes] gives funding to churches, for example, to cover some 
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of the recurrent costs, like salaries, and so forth.  But really, these [churches] are really the ones 

that are serving the rural, hard-to-reach communities” (Ndenzako).  

AngliCare is the principal Anglican organization providing healthcare. “Under the 

education [and] prevention awareness component it provides peer education (about 300/year), 

adult literacy, health education and life skills training (about 80/year), production of multi-media 

presentations, drama programs, community/workplace awareness and school based programs in 

secondary and tertiary schools and other programs… AngliCare employs 55 staff, plus ancillary 

staff” (Blank). Though it is faith-based and non-governmental, AngliCare receives some of its 

funding through the National AIDS Council (which in turn gets some money from the national 

government and some money from outside donors) (Schuele).  

Lutheran Health Services (LHS) also plays a large role in providing healthcare. Maoik 

Kayok, chairman of LHS, explained “as we are working on health business, we are working side-

by-side with the government.”  The LHS has set up clinics and a district hospital providing 

health services for a variety of medical conditions. Of all the LHS clinics, only one offers 

volunteer testing and counseling and, as of August 2010, antiretroviral treatment (Schuele).  

Funding for LHS does not come from the national government. Instead, it comes mostly from 

outside donor agencies, most notably the Bavarian Lutheran Church in Germany (Kayok). The 

LHS stations one medical coordinator in each region, though the medical coordinator I met did 

not appear to be well prepared or well trained. He had not trained other religious leaders as he 

was supposed to and had a false understanding of the size of the HIV epidemic in his region. A 

representative from one of the German donor agencies implied this shortcoming is a general 

trend in LHS. “In leadership, Lutherans are weak. Absolutely weak” (Schuele).  
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The Catholic community is smaller but also reaches out to the citizenry. It has set up a 

National Catholic AIDS Office and is supported by the government through the National AIDS 

Council. In the rural areas, “every two or three years the one from the diocese who is in charge 

of health will come and give talks for the schools.” Apparently at some point the Church was 

also offering counseling in HIV. As a Catholic priest explained, “We used to have a Christian 

Institution for Counseling in Goroka, but it collapsed maybe 12 years ago” (Father Jan).  

While it appears the faith-based organizations are doing a lot of much-needed work, not 

everyone is happy with their role. Wep Kanawi, Director of the National AIDS Council, fumed 

when I brought up the subject: 

Now the Catholic Church was given 8million kina [$2.5 million] or so. Only 2 million 
kina out of that has been used to actually create the VCT sites, and even of those in the 
number of provinces up there in the highlands, and the rest have now invested in term 
deposits, and they are using the proceeds from there to actually build their homes and buy 
cars, and do that, and run their conferences… And I said to them, you are denying 
services to the community for HIV/AIDS, and that money was given to you for that, and 
if you do other things with it, and you’re telling us you can’t do condoms, you can’t do 
this, you can’t do that. But you’re quite happy to keep 6millions in term deposits and 
cream off the proceeds from there for all your things….hang on…hang on….am I even 
on another planet!?  What the frigging hell is going on!  Those are the sorts of questions 
I’m asking myself.  (Wep Kanawi Interview) 
 

As is apparent, there is no easy answer to the role of religious organizations. Further 

complicating the issue is condom usage, which will be discussed in more detail later in this 

thesis. For now, suffice it to say that there is little agreement among and within churches on 

condoms. A Lutheran pastor told me his Church is generally “accepting of family planning. We 

don’t reject condoms, but we think the use of them must be controlled. They must be used for the 

right purposes, for family planning and HIV” (Pastor Norm). The chairman of Lutheran Health 

Services, however, was disgruntled at the idea. “Now they are using [condoms] for AIDS, and 
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that’s no good... Well, that’s good to prevent this deadly disease, but condoms are not meant to 

be like that.  Purpose of condom is to size the family” (Kayok).  

The Catholic contingent also seems to be torn on the issue. A catholic priest explained, “I 

mean, in principal, we are against it… If we talk about prevention, we would not talk about 

condom as a way of prevention as a principal.  We would talk about it as another treatment.  We 

would urge first abstinence from sexual relationships, faithfulness in marriage” (Father Jan). 

While this is the view of most Catholic leaders in PNG, the priest I interviewed personally felt 

the controversy over condoms is “unfortunate.” It also appears the Catholic Church is slowly 

starting to accept condoms, especially after the Pope announced that he approved of the use of 

condoms in HIV prevention in November of 2010. In any case, this topic will be discussed in 

more detail in the following chapters.  

Civil Society Groups  

In addition to the faith-based organizations, there are other civil society groups joining in 

the battle against HIV/AIDS. Though they operate within the country, many of these 

organizations are funded by outside donors. For example, Family Health International (run by 

USAID) supports “Friends That Care, a community-based organization, in producing a music 

CD featuring HIV/AIDS prevention messages for awareness raising among most at risk 

populations” (Impact 7).  Family Health International also provides funding and guidance for 

“IGAT Hope, a newly formed NGO coordinating programs for people living with HIV/AIDS 

(PLWHA), in adapting and printing … a manual that is now considered an important reference 

tool for PLWHA, their families and care providers in Papua New Guinea” (Impact 7). Another 

prominent organization is the Poro Support Project. (“Poro” means “friend” in Melanesian 

Pidgin.)  Poro Support “provides care and counseling, referrals, voluntary testing, condom 
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distribution and life skills training services and operates a drop in center for commercial sex 

workers and men who have sex with men. It employs more than 60 staff through PNG. Poro 

Support…receives funding from Save the Children and AusAid” (Blank).  

A comprehensive list of the national, international, and faith-based organizations working 

in the capital city can be found in the World Bank’s “Rapid Youth Assessment in Port Moresby, 

PNG” of 2008 (Blank). When I asked the HIV and Health Specialist at the UN Development 

Program and the Director of the National AIDS Council if such a list exists for the entire 

country, both said no. In fact, neither was familiar with the World Bank’s list, so I provided them 

with it (Magoola; Kanawi).  

 

Bilateral & Multilateral Donors  

While small NGOs play an important role in HIV/AIDS policy on the ground, foreign 

countries and international organizations are absolutely integral to the fight. “Development 

partners contribute more than 85% of the HIV response funding to PNG” (Ndenzako). Though 

foreign-funded, these organizations most often seek to work with alongside the Papua New 

Guinean government. World Health Organization HIV/AIDS Representative for the South 

Pacific explained in an interview, “We support the national response through the National HIV 

Strategic Plan.  This plan gives a vision that is needed to be supported, so using that strategic 

plan, you allocate the funding that you have” (Ndenzako). In addition, most of the organizations’ 

projects must be approved by the National AIDS Council, which helps keep AIDS programming 

consolidated and centralized (Kanawi). However, there is also at times contention between the 

government and outside organizations, as will be discussed in relation to the Global Fund.   
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Some international organizations work on HIV/AIDS projects directly on the ground, 

rather than through the top. These include World Vision, Red Cross, and Clinton Global 

Initiative. Most international organizations, however, work from the top, investing either funding 

or technical assistance into the battle against HIV/AIDS in PNG.  

 AusAID is the most substantial donor, having given “more than 150 million Australian 

dollars over the past 12 years” towards HIV/AIDS programming in PNG. Peter Barter, the 

Chairman of the NACS, commended AusAID for providing “direct funding to our major 

stakeholder partners such as faith-based organizations, government departments, NGOs etc to 

undertake all HIV/AIDS activities in Papua New Guinea. This is done through a rigorous 

screening process managed by NACS” (Barter).  

The Global Fund to Fight AIDS, Tuberculosis, and Malaria is the chief donor to all 

antiretroviral treatment in the country. As Peter Barter explained, “This Fund has in fact rescued 

GoPNG [Government of PNG] over the past 6-7 years as it has had to purchase all the ART 

drugs which have been dispensed to our people who have tested positive and are now living with 

the virus. Without this help these people would be dead. This Fund has provided up to 40-50 

million US dollars to fund these programs. I have just learnt that this generous Funding Source 

will now no longer provide assistance to our HIV/AIDS programs” (Barter).   

As Peter Barter said, just last year the Global Fund decided to stop funding ART in PNG 

due to poor reporting of government expenditures and inconsistencies in the budget, along with 

more structural and technical concerns. Upon acquiring the Global Fund’s letter explaining their 

withdrawal of funds, I found their explanation for not funding: “Failure to disburse Round 3, 4 

and 6 Global Fund grants to the implementing agencies; Collapsed supply chain system for 

medical supplies and commodities; budget assumptions need to be clarified; some unit costs 
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have not been provided and others seem too high; situational analysis is lacking in analytic rigor 

and therefore the evidence base for the interventions is questionable,” among other reasons 

(Global Fund TRP Review Form).  

This dispute unraveled during my stay in PNG. In an interview with health workers at the 

Madang HIV clinics in July 2010, they revealed to me their great concern that their supply of 

ART was low due to the lack of ART funding and that, without replenishment in their supply, by 

August 2010 they would be able to sustain only those already on ART and could not provide it 

for any new patients (Sister Daing). Sir Peter Barter, chairman of the National AIDS Council, 

immediately wrote a persuasive letter to the Department of National Planning and Monitoring 

pleading for funding on behalf of the many AIDS patients left without ART (Barter). 

Thankfully, and to their credit, the government of PNG recognized the severity of the 

situation and promised to direct 6 million Kina ($2 million) towards providing ART to AIDS 

patients (“GoPNG Releases K6million”). This is a large sum for PNG and the government 

deserves ample credit for taking responsibility and providing a back-up solution when the Global 

Fund refused to disperse funds. I am not sure whether the government followed through with 

delivering the money for ART and what the response has been from the Global Fund; it would be 

interesting to follow this situation and see what comes of it. Regardless, while the 6 million Kina 

for ART is fantastic, it is not a sustainable solution for PNG’s budget and the government will 

need to continue looking for outside financial support.  

Other organizations assist the government from a more technical standpoint, including 

the World Bank, the UN Development Programme, Asian Development Bank, UNAIDS. These 

organizations offer a variety of services including “technical assistance, specialist manpower 

assistance, IT equipment, training, international and domestic conferences, leadership, salary 
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costs, VCT [volunteer counseling and testing] training,” leadership training, and civil society 

strengthening (Barter). A representative of the UNDP partitioned the HIV/AIDS work among 

UN agencies like this: UNDP and “UNAIDS are specifically looking at HIV management, which 

is the strengthening and capacity development.  UNICEF and WHO are looking at treatment care 

and support, and UNFPA is basically taking the lead in HIV prevention” (Magoola).  

These international organizations continue to provide invaluable support to PNG in 

combating HIV/AIDS. Their work does, however, arouse some concerns. As can be expected, 

the scope of most of these organizations is restricted to the national level. As Dr. Ndenzako of 

WHO disclosed, “The policy, the guidelines, the standards, the forms, you know…are laid out to 

national. We are stronger at the national level (Ndenzako). Because they communicate solely 

with the national level of government, international organizations have difficulty accessing rural 

areas, home to 85% of PNG’s total population and a substantial portion of the HIV-positive 

population. “UNAIDS representative in PNG, Dr Nil Plange, offers some hope in a seemingly 

desperate situation: ‘If two percent of the country’s population [more likely 1%] is infected with 

HIV and 98 percent is not, we have to protect this group which is the majority. But to date our 

efforts are not reaching the provinces and rural areas’” (Cullen 155). This concern leads to 

several questions: How are international organizations going to get their money and their 

expertise out to the rural areas? Should they work through the government or intentionally 

bypass the government to try to reach the rural population? 

 

Chapter Summary  

This chapter narrowed the scope from a global assessment of the HIV epidemic to the 

scope of a single country: Papua New Guinea. Projections of a violent outburst of the HIV 
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epidemic can no longer be ignored: the predictions come from domestic and foreign experts alike 

and the expected consequences are nothing short of dire. Unfortunately PNG is burdened with a 

variety of socio-cultural factors that make the country exceptionally vulnerable to the epidemic. 

These vulnerabilities will have to be taken into account when constructing policy to combat 

HIV/AIDS.  To better understand PNG’s political options, this chapter also discussed the role of 

all actors involved: the public sector at the three levels of government, faith-based organizations, 

civil society groups, and international organizations. Understanding where all these actors stand 

on the topic, what their strengths are, and which challenges they face allows for more accurate 

policy speculation later in the thesis. 

In the next chapter, the field of view gets even smaller. I focus on a small island in Papua 

New Guinea and explain how it functions as a microcosm of the country at large. Having a case 

study will allow me to better asses the circumstances of HIV/AIDS on the ground and determine 

which barriers inhibit effective implementation of policy. From there, I will better be able to put 

forth suggestions. 
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 The preceding chapters have discussed the HIV/AIDS epidemic on a global scale and on 

the Papua New Guinean national scale. In an effort to form a deeper understanding of the 

complexities of HIV/AIDS policy, this chapter tightens the scope even more to focus on a case 

study, Karkar Island.  The first section briefly discusses Karkar Island and shows how it is and is 

not representative of the country as a whole. As will be demonstrated, Karkar provides a high-

resolution image of “typical” rural Papua New Guinea. The second section discusses the 

HIV/AIDS epidemic on Karkar. Pinpointing the epidemic on one specific location within PNG 

permits deeper analysis into the functioning of HIV/AIDS policy on the ground and the cultural, 

religious, political, and logistical complexities it faces. Lastly, I discuss the current health care 

system on Karkar in order to better understand its feasibilities and restrictions when designing a 

more aggressive HIV/AIDS response. With the establishment of Karkar as a case study in this 

chapter, in the next chapter I will systematically evaluate Karkar Island’s HIV/AIDS epidemic 

and identify some societal and political challenges to implementing policy.  

 

Case Study: Karkar Island 

 
In many ways, Karkar Island, the focus of this case study, functions well as a case study 

illustrating the rest of Papua New Guinea. As will be discussed in this section, Karkar maintains 

the same ethnic diversity, religious composition, and remoteness as most of the country. While 

Karkar’s lush vegetation allows a profitable industry not found in most parts of the country, the 

basic level of development that persists on Karkar resembles the lack of development in the 

country as a whole. Karkar Island’s remote location parallels the fact that 85% of the country’s 
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population lives in rural areas, but Karkar is slightly different from PNG at large in that it is 

remote and an island, causing a more unusual set of circumstances. However, PNG has no 

shortage of islands, so this also is not a rarity. All in all, some differences set Karkar apart from 

the rest of the country, but most of the island’s characteristics are representative of the country as 

a whole. This section discusses these similarities and differences in depth, and the figure below 

offers an overview.  

 

Figure 16: How Karkar does and does not illustrate “average PNG” 
  

 

Karkar is a volcanic island located 30 kilometers off the northern coast of Papua New 

Guinea and measures 25 km by 19 km. Karkar is one of over 70 islands in Papua New Guinea. 

The island’s 65,000 inhabitants live on both the coast and in the mountainous interior.  Much like 

Karkar Island Papua New Guinea 
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the rest of the country, which is famous for being home to over 1,000 tribes, Karkar boasts its 

own ethnic diversity with two distinct tribes: the Waskias and the Takias. The tribes are 

geographically separated with the Waskias in the northwestern half of the island and Takias in 

the southeastern half.  

 In the past there was violent fighting between the two tribes, but in recent years, only 

nonviolent rivalry remains. They commonly criticize one another: though the accusations are 

purely stereotypes, Waskias complain that the Takias are aggressive, conceited, and too 

interested in money. Takias retort that the Waskias are also conceited and that they are not 

business-oriented enough (Tabel students; Christine Atua). Despite the continual jeering between 

Takias and Waskias, rarely do serious tribal conflicts break out; there is much intermarriage 

between the two tribes, and people move around freely from one side to the other. This mutual 

tolerance between tribes is commonly found in the coastal areas of PNG; the Highlands are more 

accustomed to violent tribal warfare (Matricia Mari). However, these are generalizations, and 

both tribal friendliness and tribal warfare can be found in the coastal and Highlands regions.  

 Papua New Guinea is well known for its linguistic diversity, with over 860 languages. 

Karkar is no exception: Waskias and Takias have completely distinct languages. Most people of 

both tribes first speak their tribal language and then also learn Melanesian Pidgin, or Tok Pisin. 

Interestingly, many Takias prefer to communicate in their native language while Waskias tend to 

prefer Tok Pisin. While in theory all students should also learn English in school, they often do 

not because a) their teachers are not capable of teaching English, b) learning a third language is 

difficult, and/or c) students often do not stay in school many years and are rarely in class every 

day. So nearly every Karkar resident speaks both their native tongue and Pidgin, and some also 

speak English.  
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PNG has been subjected to a very strong missionary influence over the last 150 years and 

hence nearly every resident of Karkar Island is Christian. Many belong to a Protestant 

denomination, including Lutheranism, Seventh Day Adventists, Four Square, and Assembly of 

God. For the sake of narrowing the research topic, and because Lutherans make up the majority 

of the Protestant population, in this study I focus on the Lutheran Church more than the other 

Protestant denominations. There is also a Catholic population on Karkar, most of whom live in 

villages near the island’s Catholic mission. This religious demographic on Karkar mimics that of 

PNG at large, where a majority of citizens are Protestant (and of those mostly Lutheran) and a 

smaller but still substantial percentage is Catholic.  

In addition to the many Christians on Karkar, there is a small but growing population of 

Baha’i followers. Coexisting with Christianity are lingering beliefs in sorcery. Rather than 

contradict Christianity, sorcery beliefs complement them: many Karkar Islanders are devout 

Christians and yet still fear witches who come out at night and blame sudden deaths on curses 

placed on the deceased. Very rarely are these beliefs voiced to outsiders or white people because 

of the history of missionaries and other outsiders suppressing traditional sorcery and enforcing 

Christianity. Thus, sorcery on Karkar Island is kept secretive from foreigners but is certainly still 

present.  

 While most Papua New Guineans are subsistence farmers and have no industry on which 

to rely, Karkar’s soil is unusually fertile, allowing for the growth of two agricultural industries: 

cocoa and coconut (“Madang Provincial Data”). The businesses are quite profitable for the 

owners of the five or six plantations, most of whom are white Australians who have been in the 

country for several decades.  
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There are blatant differences in wealth between plantation owners and the rest of 

Karkar’s population. Nevertheless, the plantations provide the only jobs on Karkar Island outside 

of health and school services. According to one source, the cocoa and coconut industries involve 

up to 70% of households on Karkar (“Madang Provincial Data”). In most cases, the land belongs 

to the plantation owners and local villagers do the labor of collecting and sometimes shelling the 

coconuts and cocoa pods. While the pay may be low, jobs are rare and highly valued. Some 

plantation owners choose to invest in their surrounding communities: they help children get to 

school and offer free truck rides to local villagers. Still, the wealth disparity between locals and 

plantation owners is quite evident. This inequality is representative of the rest of Papua New 

Guinea, where the Gini coefficient is on the higher end of most countries at 50.9 (“Gini Index”).  

 Despite running cocoa and coconut businesses, Karkar offers a humble standard of living. 

While inhabitants are not “wealthy” per se, they are not starving either. Regardless of whether or 

not they are involved in cocoa or coconut production, nearly all Karkar Islanders are subsistence 

farmers and have gardens where they grow their own food. Some have pigs and chicken. There is 

no running water or electricity; the few with jobs sometimes have generators that they can turn 

on for a few hours at a time for electricity. There is a relatively small supply of cash on the 

island; needless to say, there is no bank or ATM. Cash is only used to buy simple things (like 

rice, soap, and vegetables at the market) and exchange of food and other goods is often done by 

barter.  

Much of the development on the island is due to the plantations; they bring infrastructure 

to benefit their plantations, and that development often becomes a public good. The island’s one 

road follows the coastline and encircles the whole island. It was primarily made to ease the 

transportation of cocoa and coconut from the plantations to the various processing plants on the 
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island, but it now also functions for public transportation. Cell phone towers were installed just 

three years ago, and now some people, mostly those who have jobs and can afford it, are using 

cell phones. While there are 84 elementary and 36 primary schools in the district (a few of which 

are on the mainland, not on Karkar Island), there is only one high school in the entire district 

(“Madang Data”). Thus, while Karkar’s infrastructure of roads, cell phone towers, and schools 

sets it apart from more remote parts of PNG, it is clearly still rural and lacks the basic 

development found in PNG towns and cities. 

When Karkar Islanders seek more services and infrastructure than Karkar can offer, they 

can travel to the nearest town on the mainland, Madang (to clarify: Madang is the name of both 

the town and the province). Madang offers electricity, running water, and even two internet 

cafes. Some Karkar Islanders may go for medical services: there is a fully equipped hospital with 

a variety of surgeons and specialists. They also may go to Madang for bank services and for food 

and clothes shopping.  

Figure 17: Map showing Madang Province, Sumkar District 
Source: “Madang Provincial Data” 
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boat costs the equivalent of $14 one way, which is much too expensive for the common Karkar 

Islander. For most people the trip takes half a day: first an hour-long ride in a small motorboat—

only an option in good sea conditions when the boat is less likely to capsize—and then a bus for 

1.5 hours to get to town. Altogether, this trip costs $8 one way, also quite a sum for subsistence 

farmers without cash income. Additionally, it is difficult to get to town and back in one day, so 

any visit to town requires overnight either in a hotel or with family. As a result, trips to the 

mainland are reserved for the few who can afford the travel and who can find places to stay 

overnight in town. Many Karkar Islanders never see Madang, or any town for that matter. Thus, 

Karkar remains remote like the many other remote island and inland areas throughout Papua 

New Guinea.  

In summary, Karkar functions well as a representation of the rest of the country because 

of its ethnic diversity, linguistic diversity, and strong Christian influence mixed with traditional 

sorcery beliefs. Karkar stands apart from PNG in that it is home to two agricultural industries, 

which have led to slightly more development than is likely found in other rural areas, while still 

much less development than is found in the few cities and towns of PNG. All in all, Karkar 

remains in a very undeveloped state and represents the rest of Papua New Guinea well. The 

diagram at the beginning of this section highlights the similarities and differences between 

Karkar Island and “average” Papua New Guinea.  

 

HIV/AIDS on Karkar   

Despite minimal differences, Karkar very much resembles “average” rural Papua New 

Guinea. Because many of Karkar’s characteristics align with PNG as a whole, Karkar functions 

well as a case study and will be used to illustrate current HIV/AIDS programs and policy 
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analysis. While a case study is certainly limited in its applicability to other circumstances, it is 

still helpful for gathering information and informing decision-making at a higher level. The 

following section discusses in depth the HIV/AIDS epidemic on Karkar Island and programs 

currently in place. Establishing this information provides the basis for explanatory analysis in the 

next chapter. 

 Arrival and Transmission of HIV on Karkar Island 

Though very little written data is available, the HIV/AIDS epidemic likely entered 

Karkar sometime between 1995 and 2000. Several theories abound on the spread of HIV on 

Karkar. Some say there were very few cases until a team of East Asian construction workers 

came to Karkar to pave the circular road from 2003 to 2007. “By now they’ve all left, but they 

brought HIV and left it here on the island” (Tabb, Douglas). While it is true that laborers are 

more prone to spreading the infection since they often come without wives, this theory could also 

be a result of Karkar Islanders’ very strong racism against East Asians.  

Another theory is the spread of HIV/AIDS through sorcery. Most people infected with 

HIV/AIDS never get tested. Thus, they eventually die without knowing for certain whether or 

not they had AIDS. When someone on Karkar dies of an undiagnosed problem and there is no 

clear explanation for the death, it is often said that they were cursed.  Someone may have 

inflicted the fatal curse on the deceased for a variety of reasons: over a moral wrongdoing, a 

conflict of land ownership, or even a dispute over pigs. Because there is societal resistance to 

HIV testing, and because there is lingering belief in sorcery, many AIDS-related deaths on 

Karkar are attributed to sorcery. This clearly complicates the appropriate cultural response to the 

epidemic, as will be discussed in more detail in the following chapter. 
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In actuality, HIV/AIDS on Karkar and in most of Papua New Guinea is transmitted 

almost entirely through unprotected heterosexual sex. Though discussion on sex is taboo, there is 

much sex among adolescents, as reported by Karkar High School students and a nun presiding 

over a middle school. A study conducted in several provinces across the country showed that 

25% of high school students are sexually active, and of those, one-fourth have more than one 

sexual partner (Friesen, et al). Among married adults, there is much extramarital sex, though this 

topic was more difficult to broach in interviews and thus there is no supporting data from Karkar. 

Referring back to a study cited in the last chapter, “45-55 percent of PNG men in the sexually 

active age range of 19-45 are having sex with more than one partner, possibly multiple partners” 

(Cullen 166). It can reasonably be assumed that Karkar inhabitants follow similar trends.  Of 

course, these adolescent and extramarital sexual encounters would not be the cause of HIV 

transmission if condoms were always used. As will be discussed in more detail in the following 

section, access to and use of condoms is very low on Karkar, thereby permitting the transmission 

of HIV in unprotected sex.  

In addition to transmissions through unprotected heterosexual sex, a small percentage of 

transmissions may be due to tattooing, as was explained in the last chapter. There is no data for 

transmissions due to tattooing on Karkar, but on a national level it caused less than 1% of 

transmissions (2009 NDoH Surveillance). It could reasonably be assumed that the same is the 

case on Karkar. Likewise, there seems to be no intravenous drug use or homosexual sex on 

Karkar, at least none that is observable or discussed. This is of course not a perfect answer, but it 

appears tattooing, drugs, and homosexual sex do not contribute greatly to the HIV epidemic on 

Karkar. There certainly is, however, mother-to-child-transmission, as evidenced by several 

young children being tested and found to be HIV-positive. In conclusion, unprotected 
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heterosexual sex-- among adolescents, married couples, and unmarried sexual partners— and 

mother-to-child-transmission are the chief methods of transmission. 

 

Testing of HIV/AIDS on Karkar 

 When examining HIV on Karkar, there are two different numbers discussed. I first 

consider testing: how many people have taken a test and know they are HIV-positive. I then 

consider estimates of the actual number of people on the island who are HIV positive, whether or 

not they have been tested. As will be discussed, these figures vary greatly because of the small 

percentage of the population that has been tested. Both are important to consider when drawing 

policy conclusions.  

Testing for HIV on Karkar began in 2005 and is only available at one location on the 

island, Gaubin Hospital. All available data on testing is in the table below (Sister Diem). In 

earlier years, there was less data collected and fewer tests conducted. The increase in data 

collection and number of tests in the last two years is due to the arrival of HIV nurse Sister 

Diem, who has been proactively heading Gaubin’s VCT center since the beginning of 2009. 

According to her records, 31 people have tested positive on Karkar, though others within the 

hospital disagree, claiming the number is closer to 40.  
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Figure 18: Table of HIV Testing on Karkar  
Source: Sister Diem 
 
Year # tested, if data 

available 
# tested positive Outcomes of patients 

2005  7 All have died 
2006  6 Information N/A 
2007  3 All going for treatment on 

the mainland 
2008  2 1 going for treatment on 

the mainland; Info N/A for 
other 

March-Dec 
2009 

567 7 2 died; 5 are not getting 
treatment 

Jan-August 
2010 

630 6 2, both babies, going for 
treatment on the mainland  

TOTAL:  31  
 

There is insufficient data to determine a consistent pattern in terms of a rise or fall in HIV 

prevalence over time. What can be drawn from the numbers is that the HIV prevalence rate of 

those tested on Karkar was 1.2% in 2009 and 0.95% in 2010, consistent with the national HIV 

prevalence rate and thereby qualifying Karkar as having an epidemic of HIV/AIDS.  From this 

data, some may be under the impression that 31 HIV-positive people is not many and that this 

research is unfounded and unworthy. The issues lies in the fact that many, many more people are 

infected and simply have not gotten an HIV test verifying their HIV status. Based on the national 

HIV prevalence estimates of 0.8% to 1.4%, an estimated 600-900 people on Karkar Island are 

infected with HIV/AIDS (Dr. Tanja Ihle). While that number still may not sound disastrous, 

remember the predictions laid out in the last chapter: with no interference, the epidemic will soar 

in the coming years. There is not enough data to graph Karkar’s epidemic, but a graph showing 

the number of reported HIV/AIDS cases in Madang Province (of which Karkar is a part) 

confirms the epidemic is already rising.  Because of the nature of HIV/AIDS, it will be much 
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easier and cheaper for Karkar Island (and PNG as a whole) to deal with an epidemic at the 

current scale, rather than one the size of Swaziland’s. 

Figure 19: Reported HIV cases in Madang Province 
Source: Gaubin Trip Report, NDoH 
Note: This graph shows only reported cases, not the total number expected to be infected, which 
is undoubtedly much higher 

 

The discrepancy between the number of those who have tested positive and the number 

of those who are expected to be infected is due to lack of testing. Though 600-900 people are 

expected to have HIV/AIDS, only 31-40 people have ever tested positive on Karkar Island. This 

is because in the five years that Gaubin Hospital has been offering volunteer testing and 

counseling, not once has someone come in with the sole mission of getting an HIV test. 

Everyone who has gotten a test came in for another medical condition and, because of the nature 

of that condition, was asked by the doctor or nurse to get a test (Sister Diem). As Dr. Tanja Ihle 
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of Gaubin explained, all people who get tested “are recommended by the provider 

[nurses/doctors] to have the test done. And hardly anybody comes in because he thinks, ‘Oh I 

want to get the test done.’ If you recommend to people they will go and get the test. That is not 

the problem, only very few people refuse to test. But they themselves hardly ever come” 

specifically for an HIV test (Ihle). Though Dr. Tanja says most people agree to get the test done 

upon recommendation from a nurse or doctor, others at Gaubin disagree. Apparently when the 

antenatal mothers are rounded up every Tuesday for testing, some of them sneak out of the 

hospital complex just to avoid being tested. Gaubin manages to test 50% of the antenatal 

mothers. 

So, who are all the people recommended for testing? They fall into the following groups: 

o All tuberculosis (TB) patients and TB suspects 

o Antenatal mothers  

o Sexually transmitted infection (STI) patients 

o Some community health worker applicants 

o All blood donors  

These groups are tested for the following reasons: Tuberculosis patients are checked 

because worldwide there is a high level of co-infection between HIV and TB. Antenatal mothers 

are checked in an effort to prevent transmission to their child, and STI patients are checked 

because there is also a high rate of co-infection between HIV and other sexually transmitted 

infections. Those applying to be community health workers go through a medical examination 

and are sometimes tested for HIV/AIDS (Sister Diem). Lastly, all blood donations are screened 

for HIV to prevent transmission through blood donations.  
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When individuals in any of these groups come to the hospital, the doctor or nurse asks 

them to get a test. The patient may still choose whether or not to get the test. As Gaubin head 

doctor Tanja Ihle explained, “Last year we really got to all of our TB patients, which is about 

200 per year, and we checked about 50% of the antenatal mothers… If we suspect someone to 

have an STI then we also send them to counseling and testing” (Tanja Ihle). While these groups 

constantly get tested, few others do. Karkar has not yet managed to establish a culture of testing, 

and thus no one comes in voluntarily with the sole purpose of finding out his or her HIV status. 

Even some of those recommended for testing refuse, like the antenatal mothers leaving the 

hospital during testing time. However, it’s a good sign that most people who are asked by the 

doctor or nurse to test actually do go through with it. This shows a growing acceptance of 

testing.  

 

Health Services on Karkar Island  

 
There is an established healthcare system on Karkar consisting of one hospital, three 

clinics, and inactive aid posts. This section examines all of these healthcare providers and 

focuses on HIV-specific services (if at all) at each one.  

Gaubin Hospital 

Gaubin Hospital, which serves as the official Sumkar District hospital, consists of 12 

wards, including a tuberculosis ward and a maternity ward. “The hospital has a 180 bed capacity 

and is usually 100 – 120 beds full at any one time” (Gaubin Trip Report, NDoH). The hospital is 

equipped with a laboratory that can conduct tuberculosis tests and blood tests. Next to the 
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hospital is an education center for community health workers, who are trained for two years 

before being certified and working in a rural area with responsibilities similar to a nurse’s. The 

hospital has a large generator that they run for 8 hours daily to provide electricity for surgeries, 

refrigeration for medications, and light for patients in the evening.  

Figure 20:  Staff members in front of Gaubin Hospital 
Source: Gaubin Trip Report, NDoH 

 

Gaubin Hospital is staffed almost entirely by Papua New Guineans. It is run through 

Lutheran Health Services (LHS), the large Lutheran health provider discussed in the previous 

chapter.  LHS organizes a four-year rotation of German doctors stationed at Gaubin Hospital 

through the German Lutheran partner association. At the moment, there are two well-trained 

German doctors, a couple, who help run the hospital. They have taken on a great deal of 

responsibility and lead all medical services at Gaubin.  
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Gaubin is financed by both national and international funds. The national government 

pays for salaries of some of the workers, while the German missionary organization Difäm gives 

significant financial assistance to help run the tuberculosis and HIV programs at Gaubin. The 

HIV clinic should also be receiving funding from the local District AIDS Council, but, as will be 

discussed later, this is not always the case. Additional funding sometimes comes from 

politicians’ discretionary funds. Most notably in recent years, Member of Parliament Ken 

Fairweather has provided significant amounts of money to renovate the hospital and buy a pick-

up truck for hospital use (Sister Diem). The role of funding and politicians will be explored 

further in the next chapter. 

In 2005, Gaubin Hospital set up an HIV/AIDS voluntary counseling and testing (VCT) 

center. They use the hospital’s laboratory for testing of blood samples, and they have a small 

room that double-functions as an office and a visiting room for patients. An ongoing expansion 

of the hospital will likely provide the VCT center with more space.  

Gaubin distributes condoms free of charge and anonymously through two condom 

dispensers, one located inside of the hospital and one outside. VCT workers “refill them in the 

mornings and afternoons, and every day the condoms run out… About 24-30 condoms per 

dispenser are used per day” (Sister Diem). It should be noted that besides Gaubin Hospital, and 

to some extent the other clinics, it is very difficult to acquire condoms on the island. Some claim 

condoms can be bought at stores, but in my five months on the island I never saw condoms at 

any of the five stores. The fact that Gaubin runs out of condoms every day implies the demand 

for condoms is much higher than the supply.  

Very recently, in July of 2010, Gaubin acquired antiretroviral treatment (ART) to 

administer to individuals with an advanced stage of AIDS. This is an important step in Gaubin’s 
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role as an HIV care provider. As of my departure from Karkar in late August 2010, there were 

still no patients enlisted for receiving ART at Gaubin. Five Karkar Islanders regularly travel to 

the mainland for treatment, and it is hoped they will switch to Gaubin in order to cut down their 

own costs and time spent retrieving medications. The Gaubin HIV team hopes it will attract 

those five currently receiving treatment on the mainland and also other HIV-positive individuals 

who need ART but could not afford to travel to the mainland regularly for treatment. The new 

option of ART provided right there on Karkar should increase use of treatment (Tanja Ihle). 

Gaubin currently does not offer prevention of mother-to-child transmission (PMTCT), a method 

of treatment that helps prevents an HIV-positive mother from infecting her baby during 

pregnancy and delivery. All HIV services at Gaubin are free of charge, including counseling, 

testing, and antiretroviral treatment. 

Figure 21: Sign outside of Gaubin’s VCT Clinic 
Source: Gaubin Trip Report, NDoH 
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There are currently two people on staff at the VCT center: a trained nurse who handles 

both counseling and testing and a Lutheran pastor, who only conducts counseling. The nurse, 

Sister Diem, is well educated, energetic, and proactive in her work. In addition to running blood 

tests and counseling patients both before and after the test, she conducts community outreach to 

villages, gives presentations to schools throughout the island, and constantly refills the condom 

dispensers.  She is supportive of the new condom dispensers since many more are now being 

distributed than was the case when individuals had to come inside the VCT center and ask for 

them.  

Pastor Norm is also trained in counseling. As was noted in the last chapter, it is now 

mandatory than any HIV test in the country be accompanied by pre-test and post-test counseling, 

regardless of results. Thus, it is helpful to have two counselors at Gaubin to share the work. 

Pastor Norm uses his Lutheran background to guide his work: “They come in to find a road to 

help them. I use the Bible to help them find this road” (Pastor Norm). While Pastor Norm said 

most clients have no preference of counselor, some prefer him for the religious aspect of the 

counseling, and some females prefer Sister Diem because they feel more comfortable with a 

woman. Though trained in counseling, it appears Pastor Norm has a different conception of the 

HIV epidemic on Karkar than Sister Diem and the doctors. He believes there are only 200 HIV-

positive individuals on Karkar, whereas the doctors and nurses at Gaubin have estimated the total 

number to be between 600 and 900. Despite this discrepancy, he is very knowledgeable about the 

transmission of HIV/AIDS and shares the counseling work with Sister Diem.  

Pastor Norm, a Lutheran, seems to be supportive of condom usage. “Em I laik bilong 

ol—It is every person’s choice… Condoms have many uses for family planning and for 

preventing HIV” (Pastor Norm). Though tolerant of condoms, Pastor Norm is not supportive of 
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the dispensers where people can anonymously take condoms. He is worried most of the condoms 

picked up in the dispensers are used for non-sexual purposes, such as for fishing bait or to treat 

skin sores. While other hospital workers said condoms are occasionally misused, they do not 

deem it such a large problem. Pastor Norm stated, “Personally I think we should take away the 

dispensers so people themselves come in for them. They should come and I’ll show them how to 

use them” (Pastor Norm). The National Department of Health disagrees with this approach, 

instead recommending “putting the condoms outside the clinic door to allow people to help 

themselves [because] this should increase the uptake” (Gaubin Trip Report, NDoH). As of this 

past summer, it appears the preference of Sister Diem and the NDoH had prevailed since the 

condom dispensers were in use.  

 

Karkar’s Health Clinics 

Gaubin Hospital is located on the southern end of the island within the region of the 

Takia tribe. Also on Takia land is Cavailo Clinic, just a 30-minute truck ride from Gaubin. On 

the northern end lies Mapor Clinic, and in the northeast lies Miak Clinic, both of which are on 

the Waskia side. As is evident, the three clinics are relatively evenly spread out throughout the 

island. They are all much smaller than the hospital; though each has beds for 10-30 inpatients, 

none of them has electricity, they only have nurses on staff and no doctors, and they only offer 

basic services. These services include treatment for malaria, maternity care, and treatment of 

injuries. With no electricity, they cannot conduct blood tests or complex medical procedures. 
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Figure 22: Healthcare providers on Karkar Island 

 

 

 None of the three clinics currently runs an HIV/AIDS program. Miak Clinic recently built 

a sexually transmitted infection (STI) clinic, though when I was on Karkar last, the building had 

been up for well over a year but still stood empty and without use. When Miak nurses were 

interviewed in July of 2009 for this project, they believed the clinic would be opening in a 

month’s time. When the same nurses were interviewed over a year later in August of 2010, the 

response was identical. They appeared to be waiting for a politician to come for an inaugural 
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ceremony. Though it remains unclear when this clinic will open, the Miak STI clinic ostensibly 

plans to incorporate HIV testing and counseling into its services (Lonnie Tabb).   

 Mapor Clinic is another healthcare provider located on the northern end of the island.  In 

2009, it conducted 10 HIV tests, all of which came out negative. While that was a good start in 

addressing HIV/AIDS, Mapor’s generator no longer works so their refrigerator cannot keep the 

HIV tests at the required low temperatures. Thus, Mapor is no longer providing testing. This is a 

clear example of the “domino effect” of underdevelopment: the lack of capital such as a 

functioning generator directly inhibits health services such as HIV testing.  

When asked about their condom policy, Mapor nurses showed little enthusiasm. They 

reported they sometimes place condoms on a table outside of the clinic in the evenings and allow 

any passerby to pick them up (Mapor). When I offered to bring them a condom dispenser, they 

were hesitant to accept it, but then agreed.  This resistance to condoms is common among Karkar 

Islanders and is an integral barrier to addressing HIV/AIDS in PNG, as was discussed in the last 

chapter and will be discussed further into this chapter. 

Cavailo is the smallest of all the clinics. Like Miak and Mapor, it offers few services for 

combating HIV/AIDS. Cavailo does not have electricity, thus it cannot hold HIV tests. Though 

Cavailo cannot offer HIV testing or counseling, it is only a 30-minute drive from Gaubin 

Hospital, where VCT is available. Cavailo does give out condoms when individuals ask for 

them, though the head nurse only gives out condoms when couples come in together, not to one 

person alone. She is worried about the implications of using condoms in relationships, where one 

partner may get suspicious of the other, which could lead to violence.  When I spoke in person 

with the Cavailo head nurse, she was enthusiastic about getting a condom dispenser, despite this 

concern about relationship abuse breaking out over condom usage (Bernadette Max ). I was later 
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told that this same head nurse claimed she keeps a record book of who asked for condoms and 

how many they took (Autumn Albers). In her conversation with me, she neglected to discuss this 

record book, which seems to contradict her excitement for an anonymous condom dispenser 

system. However, her enthusiasm for the dispenser may indicate a growing acceptance for open 

distribution of condoms.  

Aid Posts 

In an effort to provide health services at a more local level, the government has instituted 

aid posts to be placed in communities of over 500 people (Christine Atua). Ostensibly there are 

about 22 aid posts on Karkar Island (Kanam), but very few of them are actually in use: some 

have no medical resources, some have no health worker to attend the aid post, and some have 

workers who take every day off. Even if the aid post is working, its capabilities are minimal: 

with no trained nurse and few medical resources, aid posts can only treat common colds, give 

malaria medicine, and heal small cuts.  

Through interviews, it appears only one aid post on Karkar is functioning well and is a 

valuable resource to those in the village of Kuburne. Though this aid post offers fewer services 

than the clinics or the hospital, and certainly does nothing for HIV/AIDS, it is much closer and 

more accessible than the hospital or clinics, and thus it is used as a primary care center for mild 

illnesses for those in the surrounding area (Tabel student #2). Apparently the government has 

ambitiously set a goal to not only have all the aid posts functioning, but even to turn them all into 

more advanced community health posts by 2015. 
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Health Services on the Mainland  

Since Karkar’s health services are not sufficient for every medical condition, those who 

have enough money and enough time can go to the hospital on the mainland in the town of 

Madang. By PNG standards, Madang Modilon Hospital is well equipped with constant 

electricity, specialist physicians, and a large capacity for inpatients.  

They also have a highly developed HIV/AIDS program, the Id Inad Clinic, with three 

trained staff members and six volunteers, four of whom are people living with HIV/AIDS who 

“assist with counseling, testing, drug adherence, pre-ART sessions” (Daing). Though Id Inad 

Clinic serves patients with all types of STIs, it places much emphasis on HIV/AIDS by providing 

free testing, counseling, antiretroviral treatment (ART), and even prevention of mother-to-child 

transmission (PMTCT). As the nurses explained, “We have HIV clients from Karkar, Bogia, 

from the road towards Lae, Usilo, and on. About 70% of our clients are local from Madang town 

and 30% are from rural areas” (Eric Waisa, Id Inad). However, the clinic workers are well aware 

that transportation costs hinder many people in rural places from accessing the clinic’s resources. 

From Karkar the commute costs the equivalent of $17, not to mention the costs of paying for 

food and accommodation while in town. Most on Karkar and other rural areas surrounding 

Madang have neither the money nor the time flexibility to seek Madang clinic’s advanced 

HIV/AIDS services. Thus they must resort to whatever resources may be closer to home, if any 

are available at all. 

Support Group 

Care for HIV/AIDS patients goes beyond testing and treatment. It also includes 

psychological and emotional care, which is often overlooked when resources are scarce. For a 
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long time, Karkar offered little emotional support beyond pre- and post-test counseling, but just 

recently the Karkar Friends Support Network was started up.  

This support group for HIV- positive individuals has been created by Selan Kangol, a 

Karkar native and, as of August 2010, the only person out of Karkar’s estimated 600-900 HIV 

positive people to be open about his HIV status. He recounts: “From the day I tested positive 

[July 16, 2008- he knows the exact date] I looked around to see what needs we have. I do 

counseling but I also help [other HIV-positive individuals] with needs they may have” like 

buying food for their families and finding phones for them so that they can stay in contact with 

the Support Network. “Friends should be visited every month. I went around in July and gave 

them food and goods, but now I need to go around this month… They will really know we are 

friends” (Selan Kangol). Funding for the group is very limited. In July of 2010 SK—as he likes 

to go by—was able to acquire 100 Kina (USD 33) from the District AIDS Council to buy food 

for HIV-positive individuals on the island, a great sign of support from the DAC, but he received 

no funding the next month. During my stay SK was in the midst of soliciting long-term funding 

from the District AIDS Committee (DAC) but at the time was not yet successful.  

As of August 2010, SK had four HIV-positive individuals actively involved in Karkar 

Friends and had contacted two potential new members of the group. When he was asked by the 

head nurse of Cavailo Clinic to help counsel an HIV-positive woman, SK replied with a smirk, 

“Little did you know I’ve already spoken with her!” Thus, the support group is growing due to 

SK’s dedication and, especially with the possible funding from the DAC, the support group may 

be able to help reduce stigma and improve the wellbeing of HIV-inflicted individuals on the 

island, which in turn could increase testing and decrease transmissions.  
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Chapter Summary 

 
As has been shown in this chapter, Karkar Island, in many ways, is representative of 

Papua New Guinea as a whole: Karkar maintains the same ethnic diversity, religious 

composition, and remoteness as most of the country. Karkar is lucky to have cocoa and coconut 

plantations providing some cash flow on the island, but there is still no running water or 

electricity. While Karkar’s remoteness parallels the fact that 85% of the country’s population 

lives in rural areas, Karkar is slightly different in that it is remote and an island, causing a more 

unusual set of circumstances. However, Papua New Guinea has no shortage of islands, so this 

also is not a rarity.  

 More specifically, Karkar’s HIV/AIDS epidemic is also representative of the country’s 

epidemic. Like all of PNG, Karkar has witnessed the arrival of HIV/AIDS nearly 20 years after 

the rest of the world. Karkar’s main mode of transmission through heterosexual intercourse is 

highly representative of the rest of the country as well. There is only one testing center and this 

can be quite a distance for those living on the other side of the island, but testing is possible and 

with the newest addition of antiretroviral treatment now available at Gaubin, Karkar Islanders 

also now have access to ART. While relatively few people have tested HIV-positive on Karkar, 

the estimated prevalence is right along the national prevalence level. Furthermore, the lack of 

testing is very typical of PNG, where many people either do not have access to testing or refuse 

to do it.  

While the HIV epidemic on Karkar is representative of the situation in PNG as a whole, it 

should be clear that Karkar is in a very different situation than the country’s urban areas and the 

areas straddling the Highlands Highway, where HIV prevalence is much higher and where there 

has been a stronger HIV response. Though these populations represent a minority (only 15% of 
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the country’s population lives in urban areas), they amount to a large portion of PNG’s 

HIV/AIDS epidemic and should certainly be kept in the forefront when constructing PNG’s 

AIDS response.  

The well-known fact that HIV/AIDS in PNG, and in fact in most countries, is highly 

concentrated in urban areas and along routes of mass transport sheds light on the discussion of 

development as a whole. The idea that development is inherently “good” is prevalent and often 

accepted without question. However, both Westerners and those in developing countries have 

argued that much more attention needs to be paid to reduce or avoid the negative consequences 

of development, especially development brought in from the outside. Development may cause 

higher rates of HIV/AIDS transmissions, or insufficient water for a burgeoning city, or rapid loss 

of cultural and linguistic identity. There is no easy answer to the ambiguity of development. In 

any case, I digress on a topic that is certainly related to HIV/AIDS but deserves its own thesis.  

 The picture painted in this chapter may appear calm on the surface, but as was discussed 

in the last chapter, underneath there is a ticking bomb in the form of a pending epidemic that 

could quickly and ruthlessly destroy the apparent calmness. This thesis serves as an appeal to 

recognize the island and the country are at great risk and only quick action can alter the 

trajectory of the epidemic. 
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In the third chapter, I identified key societal and political challenges to HIV/AIDS policy 

at the national level. Many of those challenges apply to Karkar Island, where the HIV/AIDS 

epidemic mirrors that of the nation as a whole. Since multiple sex partners, gender violence, 

resistance to condoms, lack of prevention of mother-to-child transmission, complacency with 

poor conditions, and general weakness of DACs were already discussed in depth, they are 

omitted from this chapter with the understanding that they are all still very relevant to Karkar. 

For the sake of brevity, I do not delve into these topics again, but they should be noted as 

influential on how HIV policy is implemented on Karkar.  

In addition to the PNG-wide challenges, Karkar Island faces another array of societal and 

political issues influencing its HIV/AIDS policy. While some of these issues may not be unique 

to Karkar, in this chapter they are discussed specifically pertaining to the circumstances on the 

island. Each societal and political factor, that is, each independent variable, has a distinct effect 

on the implementation of HIV policy on Karkar, the dependent variable. The identification of 

these independent variables represents the bulk of my work: assessing how and to what extent 

various societal and political issues affect the implementation of HIV policy. This chapter 

mirrors the organization of the third chapter, first identifying societal challenges and then 

political challenges.  

 

Societal Challenges  

 
My thesis originated as a simple question: how and to what extent do ethnic 

fractionalization, religion, and geography affect Karkar’s HIV policy? Since then, I came to 
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realize the dual importance of society and politics in responding to the HIV epidemic, so the 

thesis expanded to include political challenges as well. This section answers the initial question. 

Using the research I conducted on the ground on Karkar, I assess the influence of ethnic 

fractionalization, religion, and geography on HIV policy.  Interestingly, all of the results I 

gathered differ from my initial hypotheses. This section presents my findings.  

Ethnic fractionalization 

 
I began my research with the hypothesis that Papua New Guinea’s ethnic diversity, 

among the highest in the world, was the key factor inhibiting the implementation of effective 

HIV/AIDS policy. I had hypothesized that there was fighting between the tribes on Karkar Island 

and those conflicts prevented individuals from entering the land of the other tribe and accessing 

health and HIV services. Furthermore, I had hypothesized that due to fighting and quarreling, the 

tribes would be unwilling or unable to share public goods, such as a clinic and the treatment 

provided there. I found out I was wrong. At least on Karkar, these causal mechanisms do not 

hold true. While there is some ethnic tension between the Waskias and Takias on Karkar, there is 

much less than I had anticipated. And the little ethnic fractionalization that does exist has no 

effect on the provision of HIV services.  

I found there is actually relatively little fighting between the Waskias and Takias. While 

they had a more violent past, in recent years both tribes have lived in relative peace, despite 

constantly criticizing and stereotyping one another. There is certainly still violence on Karkar: 

during my most recent stay there were two murders and one manslaughter in 10 weeks. 

However, I found that most fighting is among villages within one tribe, not between the two 

tribes. While occasionally the villages involved belong to different tribes, in most cases they are 
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geographically close to one another and hence are from the same tribe. When a particularly fierce 

fight breaks out, there is an impediment to HIV services: most people do not dare go out onto the 

road following a skirmish for fear of getting caught in the crossfire. Thus, if someone wanted to 

go to Gaubin Hospital for HIV services, they would be unable to get there immediately following 

a fight. But in most cases, people are able to move about freely on the island and can get to 

Gaubin where most of the HIV services are offered.  

All the nurses with whom I spoke from the three clinics and Gaubin Hospital agreed with 

this finding, saying they did not encounter any inter-ethnic tension within the health centers 

either. So I found first that there is less ethnic fractionalization on Karkar than I had expected, 

and secondly that even the little ethnic tension present in the form of stereotyping and criticism 

has no bearing on access to HIV services. While fighting among villages may impede the 

implementation of HIV services, I found quite clearly that tribal tension does not impede the 

implementation and delivery of HIV services on Karkar. This almost certainly differs across the 

nation, as evidenced by the discussion of tribal warfare in the Highlands in Chapter III.  

 

Religion 

I began my research with the assumption that the relationship between religious agencies 

and HIV/AIDS has been over-studied and that I should not waste much time researching such a 

mundane topic. I assumed that the churches on Karkar do not support condom use and are 

therefore contrary to the HIV agenda, so there is no use in studying them further. That hypothesis 

was wrong as well. The impact of religion on Karkar HIV/AIDS is complex and should be 

studied for four reasons: 1) PNG is one of few countries that acknowledges and embraces the 

role of churches within its national HIV/AIDS policy. This acknowledgement and the fact that 
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faith-based organizations make up 42% of the country’s health providers (Ndenzako ) and half of 

Karkar’s health providers signifies that the churches play an important role and cannot be 

overlooked. 2) Often stereotypes of the Catholic Church overshadow other churches. Since 

Karkar’s Christian community is so diverse, the influence of each of the Christian denominations 

should be taken into account separately. 3) With respect to the Catholic Church, there is a large 

discrepancy between policy being made in Rome and the policy implemented by a priest on 

Karkar Island. Likewise, there is a large discrepancy between the previous Catholic priest on 

Karkar and the current Catholic priest on Karkar. Religion’s influence is not as predictable as 

expected, since there is a lot of variation of opinion within each church. 4) Regardless of the 

Churches’ policies on condoms, Uganda showed that condoms are not a necessary part of a 

successful HIV response. While they are certainly helpful in curbing the HIV epidemic, much 

progress can be achieved even without them. For these four reasons, I deem it important and 

necessary to evaluate the role of religion in Karkar’s HIV policy.  

Religion turned out to have a much more complex impact on HIV policy than I had 

expected. First of all, as is the case in the rest of the country, faith-based organizations provide 

half of the health services available on Karkar Island. The Catholic Church has not set up any 

clinics on Karkar, which can be explained by the fact that there are fewer Catholics than 

Lutherans on the island. The Lutherans, on the other hand, have greatly contributed to health care 

provision on Karkar. Gaubin Hospital and Mapor Clinic were both established by Lutheran 

Health Services (LHS). They are now funded through a combination of religious funding and 

national funding, but they very clearly belong to the Lutheran church. Were it not for faith-based 

organizations providing services, how much health care and how many HIV services would be 

available on Karkar? There is no doubt: religion plays an integral role in providing health care. 
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The impact of religion on Karkar’s HIV policy is complicated by the fact that Lutherans 

and Catholics co-exist (along with smaller, less influential denominations), and each religion has 

its own approach to HIV/AIDS and condom usage. They both have organizations set up to deal 

specifically with HIV/AIDS or at least with health services in general. As will be discussed, they 

have different perceptions of condom usage.  Assessing religion’s impact is further complicated 

by the fact that within each religion there is great variation of opinions.  

The Lutheran Church appears to be divided in its approach to HIV/AIDS and condoms. 

Lutheran Health Services (LHS) is active in setting up health clinics and testing sites. Though 

they are not always well organized, they have worked to include HIV/AIDS in their health care 

goals and even established Lutheran Life Care, an organization meant to deal specifically with 

HIV/AIDS.  

The position of the Lutheran Church on condoms is somewhat ambiguous. I interviewed 

the Chairman of Lutheran Health Services, Maoik Kayok, in Madang town. An old man with a 

flare of “big chief” importance, Kayok is not supportive of condoms for preventing HIV 

transmission. “Condom is not to prevent the AIDS.  Condom was made for the family planning.  

But now they are using it for AIDS, and that’s no good” (Kayok). When asked about the 

dispensers freely giving out condoms at Gaubin Hospital, Kayok shook his head. “I don’t know, 

but I think [they] will make it worse.” While this is the view of the Chairman of LHS, the official 

policy appears to be more neutral. The “policy says we shouldn’t be against condoms, but the 

policy isn’t very proactive on condoms either” (Ihle 8/20/10). The official LHS opinion therefore 

seems to be ambivalent tolerance but the contrast in opinion of one of the top leaders shows 

divergence within the Lutheran Church on condoms.  
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Gaubin Hospital, which was established by LHS, assumes a more liberal approach than 

its church. According to Gaubin’s Sister Diem, “this hospital is Lutheran, but the Lutheran 

church has no influence on our policy.” Sister Diem, who is in fact Catholic but works at a 

Lutheran hospital, is very supportive of condom usage and has ensured that Gaubin Hospital as a 

whole is supportive of condoms as well. She brought in the two condom dispensers and works to 

keep them stocked. Pastor Norm, the other worker in Gaubin’s HIV Clinic, is Lutheran and is 

supportive of condoms for both family planning and HIV prevention. Though he is opposed to 

condom dispensers, he seems to have no problem with the use of condoms. Thus, while the 

Lutheran Church appears to be at best neutral towards condom usage, some Lutheran health 

services assume a more supportive approach.  

 

Figure 23: Condom dispenser in Madang, similar to the ones at Gaubin Hospital 
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The Catholic Church has a smaller following than the Lutheran Church and hence there 

are no Catholic-run health centers on the island. The Catholics have a considerably stronger 

stance on condoms, however, and some Catholic leaders are vigorously opposed to condoms. In 

a discussion with a nun, she angrily pointed toward the nearby school and proclaimed, “These 

students, they are all happy with the condoms! This really is horrible!” (Tabel Sister) The last 

Catholic priest on the island was similarly dismissive of condom usage. When Gaubin Hospital 

nurses went to each school on the island to present information about HIV/AIDS, the priest 

would not allow the nurses to come to the three Catholic schools on the island for fear that they 

would discuss condoms (Father Jan). This attitude presented a double loss for Karkar: not only 

were young students who engage in pre-marital sex shielded from discussion about condoms, but 

they were also prevented from learning anything about HIV/AIDS. While vehemently against 

condom usage, the six nuns on the island have been able to balance their contempt for condoms 

with the fight against HIV. They run Leadership Trainings at nearby schools and, among other 

topics, they teach HIV awareness (Tabel Sister). Though they include only abstinence and 

faithfulness as preventative measures, the mere discussion of HIV/AIDS is helpful to the cause. 

 Not all Catholic leaders are dead-set against condoms; some are more progressive. The 

current Catholic priest on the island, Father Jan, is troubled by his Church’s disdain for condoms. 

“There is so much controversy. It is unfortunate.” Though he is not supportive of condom usage 

per se, he does view it as a back-up solution when neither abstinence nor faithfulness is an 

option. Now that he is priest, Father Jan permits the Gaubin nurses to come to Catholic schools 

to speak about HIV education and condom usage and even talks to them himself. “I had a day 

with all the Grade 8’s from the Island, so I talked about this… There is one session on HIV and 

sexuality” (Father Jan). Thus, it appears the approach of Karkar’s Catholic community towards 
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HIV/AIDS and condoms is highly variable within the Island and is dependent on who happens to 

be the current leader of the Church.  

There is variation in attitude within the Karkar Catholic community and also of course 

within the greater Catholic community. Especially in light of the Pope’s recent endorsement of 

condoms for HIV purposes in November of 2010, the Catholic Church is torn on how to 

approach condoms. This helps to show that, contrary to what some may believe, the relationship 

between the Catholic Church and HIV and condoms is very multifaceted.  

While the discussion of religion and HIV/AIDS can quickly transform into a discussion 

of religion and condoms, condoms are not necessarily crucial to combating the HIV/AIDS 

epidemic. Uganda proved this when it overcame its epidemic while having lower condom usage 

rates than any of its neighboring countries (discussed in depth in second chapter). So while 

churches’ policies on condoms are certainly relevant, their resistance to condoms should not 

overshadow the fact that organized churches provide a significant portion of Karkar’s HIV 

services and are already an integral part of the HIV response.  

Furthermore, churches by their very nature are supporters of other types of prevention. It 

is within their own values that the Catholic and Lutheran churches support abstinence and 

faithfulness to one partner. Both of these tactics are practical and integral to HIV prevention. 

Again, the discussion over condoms should not obscure the fact that churches are integral to the 

provision of health and HIV services and that they, by their very nature, already support various 

HIV prevention methods.  

In sum, there is no simple relationship between religion and HIV/AIDS. The fact that the 

Lutheran and Catholic Churches have different attitudes and that even within each religion there 

is a wide range of opinions indicates that religion is too variable to have a predictable effect. 
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Religion certainly does impact the island’s HIV response, but there is no single correlation. 

Thus, as will be proposed in the final chapter, any HIV policy for Karkar should include the 

Churches but must be flexible and comprehensive to accommodate the complexity of the issue.  

 

Geographic Isolation 

In many ways, the geography of Karkar Island is a predictable barrier to the 

implementation of HIV/AIDS policy. While I correctly hypothesized that the isolation would 

present a challenge, I also encountered a revelation that may in fact prove to be advantageous 

were Karkar to invigorate its HIV response. In this section I briefly discuss the predictable 

implications and then discuss my new finding.  

Karkar is an island, with the clear implication that it is difficult to bring in services and to 

get people out to access services on the mainland in Madang or even the capital Port Moresby. 

Karkar’s clinics have certainly suffered from the isolation. Were Mapor Clinic on the mainland, 

there is a much higher likelihood it would have electricity and could therefore conduct HIV tests 

since it would have proper refrigeration.  The distance to the mainland is also likely a barrier to 

more effective communication with the Madang PAC. Perhaps if the clinics were closer to the 

Madang PAC, they would have known about the free condom distribution policy and already 

would have a condom system set up.  

Despite the geographic isolation, Gaubin Hospital has made great strides: in 2005 it set 

up HIV testing in its facilities and in June of 2010 it acquired antiretroviral treatment. When I 

was last on Karkar, Gaubin’s challenges were a) to inform the Karkar population that ART is 

now available on the island and b) to convince those who had been going to the mainland for 
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treatment and those who had not started treatment at all because they could not afford the trips to 

the mainland to now come to Gaubin for ART.  

 A contrast to Karkar Island’s geographic isolation can be seen in the closest town on 

PNG’s mainland, Madang. Right in the middle of town, Madang’s HIV clinic has running water, 

electricity, easy correspondence with the rest of Madang’s hospital, and is just down the road 

from the Madang PAC. Admittedly, Madang’s HIV clinic serves a much larger community than 

Gaubin or any of Karkar’s other clinics and likely has a larger budget as well. But the mere 

location of Madang’s clinic allows it to be more effective and efficient.  

Also straightforward is the consequence of only having one testing site and one ART site 

on the island. Though Karkar is not large (15km x 17km), there is only one paved road and there 

is no regular public transportation. People needing rides stand by the side of the road in hopes a 

car will pass by, but one may wait hours without a single car coming through. A person on the 

opposite side of the island to Gaubin Hospital may be lucky enough to find a car early in the 

morning to drive the two hours down to Gaubin and another car to drive back up before it gets 

dark, but that is sometimes not possible to do in one day. (I myself got caught in this bind on 

several occasions. When traveling from Gaubin to the north end of the island to visit and 

interview the nurses at Mapor Clinic, I had to spend the night with friends on that side of the 

island because I could not find a truck ride back to Gaubin in time before dark).  For those living 

inland who must walk several hours just to get to the road, getting to Gaubin is even more 

challenging. Furthermore, rides always cost money. Someone without money to pay for the car 

rides won’t be able to get to Gaubin for an HIV test.   

Isolation from the mainland and difficulty of transportation on the island have predictable 

implications. What is not so obvious are two ways in which Karkar’s isolation may be an 
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advantage to its HIV policy. Firstly, as Dr. Tanja Ihle of Gaubin explained, “there’s not so much 

traffic going and coming, and so the rate of infection is less because the virus” cannot spread so 

easily. “It’s not like a highway situation” (Tanja Ihle). While Karkar’s HIV prevalence rate is on 

par with the country’s at somewhere between 0.8 and 1.4%, Karkar may be somewhat buffered 

from a boom in the epidemic since human traffic flow is quite low.   

The second way in which Karkar’s isolation may be advantageous is, as of now, just a 

theory of mine that has yet to be proven true. I theorize that because Karkar is an island and has 

an enclosed population, it can establish norms and access the entire population much more easily 

than would be the case on the mainland. There is little influx of people, so a cultural norm 

introduced to Karkar would not be diluted by outsiders, and would instead be more likely 

accepted and adopted by the Karkar population. Furthermore, because the population is limited 

“there is a sense of island community... a sense of responsibility for a limited area and number of 

people” (Tanja Ihle). This population stability and sense of community could help facilitate a 

mass movement in behavior change. If Karkar residents were to envision the HIV epidemic as a 

threat to their small island community, they may feel a collective will to combat the epidemic. 

Plus, the population is limited in size, so it would be feasible to access everyone on the island. If 

the entire population were reached and educated, there is a far greater likelihood that the people 

would altogether decide to make a change. Because there would be few people and ideas 

interjecting from the outside, established ideas would be more likely to stay in place in the 

community and become cultural norms. 

On the mainland in Madang, the population has better health care and easier access to 

services. But the “Madang population” is not nearly as well defined and it fluctuates much more 

frequently than the Karkar population. It would likely be more difficult to push for mass 
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behavior change in Madang because they do not have the same controlled, limited population as 

Karkar. As of now this possible advantage of geographic isolation is just a theory; I have not 

found hard evidence that an island such as Karkar can more easily spark social change. In the 

next chapter, I will speculate further how this theory could be applied and tested on Karkar. For 

now, it is helpful to keep in mind that while Karkar’s geographic isolation complicates the 

provision of and access to services, the isolation could also be an advantage to Karkar’s HIV 

response.  

Stigma  

As discussed in Chapter II, the characteristics of HIV/AIDS as a sexually transmitted and 

non-curable disease have caused it to acquire stigma across the world. Karkar is no exception. 

The fact that so few of Karkar’s inhabitants have gotten an HIV test at Gaubin is indicative of 

how stigma makes people shy away from acknowledging the epidemic. As Dr. Tanja of Gaubin 

explained, all people who get tested “are recommended by the provider [nurses/doctors] to have 

the test done. And hardly anybody comes in because he thinks, ‘Oh I want to get the test done.’ 

If you recommend to people they will go and get the test. That is not the problem, only very few 

problem refuse to test [when asked]. But they themselves hardly ever come” (7/6/10).  The fact 

that so few people volunteer to get tested only worsens the epidemic. If people do not get tested, 

they do not know their HIV status and could go about transmitting the virus unknowingly. This 

process quickly escalates into a vicious cycle of lack of testing and rapid transmission. 

Stigma on Karkar is often expressed directly against HIV-positive individuals. As I wrote 

in Chapter I, there was a woman on Karkar whose HIV test was inconclusive. Without further 

reason, her husband threatened to kill her and her village disowned her. Worried for her life, the 

woman fled Karkar. Months later she returned with her mother to find that her test had indeed 
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been negative the whole time. And just like that, she was again accepted into the community. 

Many people on Karkar hold legitimate fear for their lives if they were too get a test and were 

found to be HIV-positive. This fear driven by stigma dissuades testing and even discussion of 

HIV/AIDS.  

Quite understandably, stigma worsens when there is no condolence of the availability of 

treatment. For several years, Gaubin offered HIV testing but not antiretroviral treatment (ART); 

those seeking ART had to travel often to the mainland for treatment. With no hope of easy access 

to treatment, people on Karkar saw little purpose in getting tested. Even if they did go through 

with the test and tested positive, they saw little utility in coming back to Gaubin. As of July 

2010, Karkar now has ART, and there are already some promising signs. Dr. Tanja told me with 

a glimmer of hope, “The last two people who tested positive have come back. I think that’s 

because I could tell them there’s treatment at Gaubin. They can come and get it” (8/20/10). Thus, 

while stigma still chokes much of Karkar’s population and prevents individuals from being 

proactive and getting HIV tests, there is certainly some movement in the right direction.  

From my research, I found that ethnic fractionalization has no impact, religion has a 

varying impact, geography may have a two-way impact, and stigma has negative impact on 

HIV/AIDS policy on Karkar Island. 

 

Political Challenges  

 
Also from my research I found that societal issues alone cannot explain the barriers to 

effective HIV policy on Karkar. The government is the principal actor in providing HIV services, 

but the effectiveness of its actions is blunted by lack of capacity and lack of political will. 
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The HIV/AIDS response on Karkar Island trickles down through three government 

bodies: the National AIDS Council, the Madang Provincial AIDS Committee, and the Sumkar 

District AIDS Committee. Please note that Sumkar District is made up mostly of Karkar Island 

but also includes four villages on Bagabag Island and a small part of the mainland. Because the 

great majority of the district’s population lives on Karkar, Sumkar District policies refer directly 

to Karkar policies in this paper. In the third chapter I discussed policy challenges facing PNG at 

the national level: inconsistent support from the prime minister, limited funding, weakness of 

District AIDS Committees across the country, faith-based organizations providing health 

services but with controversial religious agendas, and the helpful but somewhat disorganized role 

of international organizations.  

This section identifies several policy-related challenges faced on the local level by 

HIV/AIDS policymakers on Karkar Island. There is clear evidence of political weakness: the 

Madang PAC struggles to keep in contact with its clinics, the Sumkar DAC has met only once 

since it was created over a year ago, and some of the political leaders involved with HIV/AIDS 

policy on the island have neglected to even acknowledge the epidemic. In this section, I identify 

some of the sources of this political weakness and categorize them into challenges of capacity 

and challenges of political will. Capacity challenges include the predictably limited funding of 

both the PAC and DAC and the lack of communication and coordination between the Madang 

PAC and the clinics on the ground. These are administrative weaknesses due to the inherent 

limitations of government rather than due to the decisions of individual policymakers.  

Challenges of political will center on local-level leaders who choose whether or not combating 

HIV/AIDS is on their political agenda and to whom to divert their resources. This type of 

challenge is less structured and more dependent on agency, on the political decision-making of 
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individuals. This section discusses these capacity-based and political will-based local-level 

policy challenges.  

 

Lack of funding 

As can be reasonably expected from a low-income developing country, there is a lack of 

funding for HIV/AIDS in PNG. This is the case for both the Madang Provincial AIDS 

Committee and the Sumkar District AIDS Committee. I learned about the convoluted flow of 

money at the Madang PAC during an interview with the HIV Response Coordinator there. After 

I walked into her office unannounced, Matricia Mari, a woman strong in demeanor but 

seemingly disheartened by bureaucracy, was generous with her time and sat me down to explain 

the HIV finance system to me. The PAC gets money from both the National AIDS Council and 

the local provincial government. From each funding source, the PAC receives two different types 

of funding: Development Funds to support clinics and groups running projects to combat 

HIV/AIDS (known as stakeholders), and Recurrent Funding to run the office and pay for 

salaries.  

From what I understood, the PAC is supposed to receive a total of 150,000 Kina 

($50,000) in the form of Development Funds each year. About 60,000 Kina is immediately 

diverted to districts (soon discussed) and the resulting ~90,000 Kina ($30,000) is set aside for 

supporting stakeholders. Dividing the 150,000 Kina among Madang Province’s population of 

365,000, that comes out to 0.40 Kina ($0.14) of HIV spending per person for an entire year and 

$9 per infected person. This data and how it compares with Uganda and Swaziland is presented 

in the appendix, though it was not included in the thesis because of the questionable validity of 

some of the data. In any case, it is difficult to believe just $0.14 per person can affect change. Of 
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course, only 0.8 to 1.4% of the Madang Province population is HIV-positive (assuming national 

HIV prevalence), but as is the case with HIV worldwide, HIV is infectious and a large portion of 

the province’s 365,000 people may be at risk of HIV transmission. Many people in Madang 

Province would benefit from education, awareness, and HIV testing sponsored by the PAC. And 

yet, $0.14 per person per year is not enough to go around. Of all the programming proposals 

Madang PAC receives from stakeholders, it can only afford to fund 25-30% of the proposed 

projects (Mari 7/2/10). 

Figure 24: Flow of HIV Funding from national government to clinic 2010 
Sources: Mari; Kanam 
Note: 1Kina = $0.33 
 

 

The proposals for funding come from a variety of stakeholder groups in the province, and 

it appears that the Madang PAC, despite insufficient funding, is in fact quite responsible with the 

distribution of Development Funds to them. Matricia Mari explained the process:  
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Usually [the stakeholders] present their program, where they want to do that 
program, and how many villages they will reach with their program. They come up 
with a program and a budget. Here in the office we look at it and see if it’s a good 
program and if it will help people understand HIV/AIDS or not before we approve it 
and give them money. You can’t just give money to any program. If they want to 
access funding they have to show us a good program. 
 

 Thus, it appears Madang PAC, with its very limited funding, systematically and fairly 

distributes funds. As of July 2010, Madang PAC was investing funds in 10 activist theater 

groups, one video-producing organization, and several youth and women support groups. But 

again, the fact that only 25-30% of the proposals can be approved to receive funding indicates a 

need for greater financial resources. 

Support for stakeholders is often limited not only due to insufficient funding, but also 

because sometimes the funds are received late or never received at all. As head of Madang PAC 

Matricia Mari lamented, “For the last 6 or 7 months now, we haven’t received our Development 

Funds. Still waiting. That’s how bad it is. But we try our very best with the little funding we have 

to satisfy our stakeholders. Otherwise they will lose interest and go.” When necessary, the 

workers themselves forgo their salaries to ensure the survival of the office. “If we don’t have the 

money to pay for the bills for the office, then we [office workers] chip in” (Mari 7/2). With such 

tight financial restrictions, the Madang PAC is often unable to achieve its goals.  

The Sumkar District AIDS Committee is also weakened by lack of funding. Of the 

Province’s 150,000 Kina for Development Funds, about 60,000 Kina goes directly to the six 

districts in Madang Province every year. (For a map of Madang Province and its six districts, see 

Chapter 4. Note: Sumkar District is made up mostly of Karkar Island but also includes four 

villages on Bagabag Island with one clinic and a small part of the mainland with two clinics. 

Because the great majority of the district’s population lives on Karkar, Sumkar District policies 

refer directly to Karkar policies in this paper.) Sumkar District is no exception: the Sumkar DAC 
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receives only 10,000 Kina ($3300) from the Madang PAC each year. Given that there are 85,000 

people in the District (Kanam), that means $0.04 per person is spent on HIV/AIDS at the district 

level. 

Though this is a small amount, I was impressed that when I asked the PAC official and 

the DAC official separately how much money is transferred from one office to the next, they 

both cited the same amount: 10,000 Kina. Thus, it should be noted with relief that there appears 

to be no swindling of money as it changes from the hands of the Madang PAC to the Sumkar 

DAC.  

Sumkar DAC’s 10,000 Kina supports the HIV/AIDS efforts of the district’s one hospital 

and six clinics. The hospital and clinics vary greatly in number of patients and provision of HIV 

services, but they all theoretically can apply for funding to Bessie Kanam, the Sumkar District 

Program Manager of Health and essentially the head of the DAC since it does not have an 

official leader. Kanam, a smart yet dry woman, reviews the applications and cuts their budget if 

necessary. Usually the clinics that apply first get funding, but Kanam reported to me that “if one 

clinic has already gotten a chance earlier in the year, I try to help out another clinic.” Less than 

half of the money dispersed to clinics is used for awareness promotion. According to Kanam, 

approximately 1/5 of the DAC funds are spent on fuel for cars, 1/5 on stationary, and 1/5 on 

“support materials,” such as equipment nurses may need. The remaining 2/5 are spent on 

“Patrol,” which includes staff allowance and awareness programming in villages (Kanam). Thus, 

if this breakdown of DAC funding is correct, only 4,000 Kina ($1300) is spent among all seven 

health facilities on awareness and education about HIV/AIDS. Regardless of how the money is 

split among the clinics, that amount is very minimal. Bessie Kanam is aware of how little money 
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she can distribute. “We have 7 facilities and if I’m trying to divide [up the money]... this is a 

problem.” 

Knowing how little funding comes through the DAC, the staff at Gaubin have started to 

take matters in their own hands. Because Gaubin is a Lutheran mission hospital, it has been able 

to set up a partnership with a Lutheran charity organization based in Germany, Difäm. The 

organization donated funds for Gaubin’s HIV and tuberculosis programs and even sent a 

consultant to help Gaubin develop the programs. Gaubin appears to be fed up with the 

government and content with the new partnership. “This year I decided not to wait for 

government funds. That NGO we’re working with [Difäm] had some extra funds. When we want 

to expand again, I’ll probably go back to the NGO because that seems to work best” (Ihle). This 

appears to be a promising pathway to expanding HIV/AIDS services, but it may not be a 

sustainable solution for Gaubin since they must continuously re-apply for funding. Furthermore, 

it causes a disconnect between the hospital and policymakers which could be harmful in the long 

run. The clinics on the island currently do not have the capacity to establish such relationships, 

but the idea is promising and should be kept in mind.  

Because so little of the DAC money reaches the clinics, they are constrained from taking 

on a more active role. If Mapor had more funding, it could fix its refrigerator and start offering 

HIV tests again. If any of the clinics had the money, they could pay nurses to conduct more 

awareness and educational programs in the villages. If Gaubin had more money, it could offer 

incentives to get tested or truck rides to the hospital for those on treatment. More funding would 

open up opportunities to combat HIV more aggressively.  

Insufficient funding getting down to the district level seems to be a recurring issue 

throughout the country. The National AIDS Council has recognized this limitation: “By way of 
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response, and looking at the staff strength we have, the financial strength we have, we can only 

effectively run with the provincial governments.  We cannot spread much to the districts” 

(Tapo). 

While international organizations provide heavy financial assistance for PNG’s 

HIV/AIDS programs, that funding is usually harnessed at the national level or directed straight to 

projects on the ground, so it rarely comes into the hands of sub-national governments. Thus, the 

Madang PAC and Sumkar DAC see little of the international financial support and are 

constrained by the limited funding funneled to them from the national government. 

Not only are resources limited, but the small amount of resources that are provided to the 

sub-national HIV policymakers passes through many hands and often dwindles as it goes from 

one hand to the next. Furthermore, the resulting available money may be used inefficiently if it 

does not end in the right hands. This is not so much a structural problem of lack of capacity, but 

rather a problem of leadership, which will be discussed later in this section in more detail.  For 

now, suffice it to say that there is objectively too little funding available for the Madang PAC 

and Sumkar DAC to effectively carry out their roles of implementing and supporting HIV 

programming on the ground.  

 

Lack of communication 

 In addition to insufficient funding, HIV policy implementation is restricted by the lack of 

interaction between local-level HIV/AIDS policymakers and the health providers on Karkar. 

Theoretically, the District AIDS Council should communicate and cooperate with the clinics and 

hospital, but at the moment the DAC is practically nonexistent. The Madang PAC explained: 

“We do not have specific AIDS Coordinators at the district level… Because we don’t have 
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district officers supporting our work, the District Committee is existing in name, not in practice” 

(Matricia Mari 7/2). Since there is no official head of the DAC, Bessie Kanam as the district’s 

Program Manager of Health has taken on the role.  

Bessie Kanam seems to struggle juggling both duties, as would anyone with two jobs. 

Her role as leader of the DAC is the one that falters, especially in terms of communication: while 

she is in basic communication with them about dispersing funds, hospital nurses and members of 

the Karakr Friends Support Network report experiencing difficulty getting in touch with her and 

she has been unresponsive to financial requests. While Bessie Kanam’s behavior could be in part 

explained by a conscious choice to not prioritize HIV/AIDS, it is also due to lack of capacity. 

Kanam already has a job and cannot dedicate all her time to running the DAC. Were the Sumkar 

DAC stronger in manpower and more organized, there would be people focusing solely on HIV 

policy who could better facilitate HIV programming and improve the flow of communication 

between policymakers and health providers.   

 Since the DAC is currently unable to maintain communication with Karkar’s hospital and 

clinics, the Madang PAC stills holds that task, as it has since before the creation of the Sumkar 

DAC two years ago. Such is the case in most of Papua New Guinea: DACs were created to 

lighten the burden on PACs and localize the HIV fight, but nearly all DACs are still ineffective 

or nonexistent, so the PACs continue to carry much of the responsibility. The Madang PAC 

suffers as a result: Matricia Mari lamented that the weakness of the DACs “is our biggest 

problem. If we had workers at that [district] level, our work would be very easy. At the moment 

our work is very heavy” (Mari). The challenge Matricia at the PAC faces is quite understandable: 

throughout Madang Province there are seven testing sites in the province (only one of which is in 

Sumkar District, Gaubin Hospital) and three sites providing antiretroviral treatment (one of 
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which is Gaubin).  Ideally, the PAC would maintain communication with these testing and ART 

sites and the 31 clinics throughout the province that may not yet have testing but are still key 

components of the fight against HIV in the province.  

These expectations of the Madang PAC are idealistic. Though I only have information for 

Karkar and not for the other districts in the province, it became quite apparent to me that Madang 

struggles to maintain communication with even the leader of the HIV response on Karkar, 

Gaubin Hospital. The Madang PAC has been able to coordinate condom distribution with 

Gaubin and has set up counselor training sessions. However, the communication and interaction 

between the Madang PAC and Gaubin appears to still be somewhat shaky, as evidenced by the 

National Department of Health’s report on Gaubin Hospital. When measuring Gaubin’s linkage 

to and support from the Madang PAC, the NDoH reviewers rated the relationship only two out of 

four points (Gaubin Trip Report, NDoH 5). Since Gaubin is currently the only testing site in 

Sumkar District and one of only three ART sites in the entire province, maintaining coordination 

with them should likely be a priority for Madang PAC.  

 

Figure 25: Sign at Madang Provincial AIDS Committee Office 
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 There is a larger gap of communication between the Madang PAC and the three clinics 

on Karkar Island. This is understandable since none of the clinics currently provide HIV testing 

or AIDS treatment. Still, they all have condom policies pertaining to HIV and two out of the 

three have nurses trained in HIV testing and counseling. Furthermore, together these clinics have 

access to most of the population on Karkar and two out of the three clinics reported having done 

awareness outreach in the local villages. Thus, it is clear that the clinics play an influential role, 

but they have very little communication with the local policymakers.  

Among other projects, the PAC is fueling a condom campaign by providing clinics within 

the province condom dispensers and condoms free of charge. However, as I found out, some 

clinics do not know about this offer and do not even know how to get in contact with the PAC 

were they to find out about the offer.  This became evident when Cavailo and Mapor Clinics on 

Karkar started to participate in the condom distribution campaign only after I had for the first 

time informed them about the existence of such program, put Madang PAC in touch with those 

clinics, and arranged to physically bring the dispensers over to the island myself. This showed 

me that there had been very little interaction beforehand. The result of this limited coordination 

is that clinics are not utilized to their full potential. The clinics could be providing more 

condoms, setting up anonymous condom dispensers, dispersing more HIV information in the 

clinics, running awareness programs in villages, and staying up to date with the latest services 

being offered by the provincial and national levels of government. 

 The lack of communication and coordination between the Madang PAC and Karkar’s 

hospital and clinics appears to be a problem of capacity, rather than a problem of political will. 

At the Madang PAC there are five paid workers, two full-time volunteers, and two workers who 

coordinate programs for high-risk groups. With a small staff and seven testing sites to coordinate 
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with, not to mention the 31 non-testing health clinics in the province, the PAC appears to be 

overloaded (“Madang Provincial Data”), they simply do not have large enough capacity to 

coordinate the efforts of so many health providers.  

On the other side of the communication line, Gaubin Hospital and the clinics may be 

constrained from keeping up communication due to lack of manpower and physical 

infrastructure. The clinics are notorious for being under-funded and under-staffed. If they had a 

larger staff team and more money to spend on communications, they would likely have a greater 

capacity to establish and maintain communication with the sub-national HIV policymakers. 

Furthermore, there are no landline phones on the island and mail is extremely slow, so the only 

practical form of communication is by cell phone. However, calling the Madang PAC would 

require a nurse or health worker to use his or her personal money for the cell phone call, so it is 

unlikely many would choose to use their salary money on work matters. Of course, Karkar is an 

island so a personal visit to the Madang PAC is also somewhat complicated. If Karkar’s health 

providers had more staff members, more money, and easier means of communication, they 

would be more able to optimize their role in combating HIV/AIDS.  

The physical infrastructure and weakness of manpower impede communication, which in 

turns impedes effective implementation of HIV policy. These are capacity-related challenges to 

coordination. There may also be some challenges of political will on the part of the clinics. 

Nurses at both Mapor and Cavailo Clinics were initially unfriendly towards condoms and later 

when I asked if they would like a condom dispenser, they both showed hesitation. Condoms are 

naturally a highly sensitive issue, so they should not be judged harshly, but these encounters 

show that political will of individual nurses influences the resulting HIV response and may 

prevent the flow of services from the Madang PAC to the clinics.  
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Leadership  

Nurses and doctors are not the only ones whose opinions directly affect HIV/AIDS 

policy. Government officials at all levels also make choices that determine the strength of the 

HIV response. While lack of funding and poor communication are issues of economic and 

political capacity, leadership is an issue of political will. Lack of funding and poor 

communication are byproducts of the inherent weakness of an impoverished and weak 

government. Political will, on the other hand, is the decision-making of individuals. I identified 

two main factors that determine how helpful a political leader will be in the fight against 

HIV/AIDS: first, whether or not they have political interest in HIV/AIDS, and secondly, whether 

or not they engage in pork barrel politics, the practice of diverting spending to the politician’s 

district in return for political support. In PNG, the latter factor often plays out as part of the 

“Wantok system,” where those with power favor people from the same tribe or village (discussed 

in more depth in Chapter I). Here, I discuss the stance and resulting influence of three politicians: 

the Governor of Madang, the Sumkar District Member of Parliament, and the Sumkar District 

Program Manager of Health.  

 While in office from November 2007 until January 2011, the Governor of Madang, 

Arnold Amet, did not appear to be deeply politically invested in HIV. In the many interviews 

conducted on Karkar, not once did someone report that the governor had acted to combat the 

epidemic. In fact, a nurse at one of the clinics complained that “Arnold never gives money or 

help. I asked him this year but he didn’t respond.” To be fair, Governor Amet had a large 

constituency and likely could not respond to every request, but it is reasonable to ask a governor 

of a large province to take a public stance on the epidemic. While the governor was not active in 

the HIV/AIDS fight, he redeemed himself somewhat by not engaging in harmful pork barrel 
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politics or the Wantok system. He is from a village on Karkar Island, but he apparently never 

came around the island and paid little attention to it (Tabel School Interviews; Kangol). It is 

unfortunate that Karkar did not receive much of the governor’s attention, but that also shows he 

was not unfairly focusing only on those from his village or tribe. In sum, there is little action on 

HIV/AIDS from the office of the Madang Governorship. 

The Sumkar District Member of Parliament, Ken Fairweather, is proactive in supporting 

the combat against HIV/AIDS. Like all members of parliament, Fairweather receives annual 

Discretionary Funds which he may use for whichever purpose he chooses. In 2005, each MP 

received 1.5 million Kina (Bolger 7), but I do not know the most recent amount for 2010. In any 

case, it appears these Discretionary Funds are substantial sums. Last year MP Fairweather chose 

to allot 50,000 Kina ($16,500) of his Discretionary Funds to HIV/AIDS work in Sumkar District 

(and another 50,000 Kina to family planning). The funds were given to the District AIDS 

Committee to disperse, and though the distribution of the money on the part of the DAC remains 

controversial (discussed below), the gesture from MP Ken Fairweather is a clear sign of support 

for combating HIV/AIDS. Also last year, Ken Fairweather bought four pick-up trucks: one for 

each of the three clinics and the one hospital.  The trucks have slogans on them pertaining to 

family planning or HIV awareness, as shown in Figure 26..  

The hospitals and clinics recognize and appreciate the dedication Ken Fairweather has 

shown to combating HIV/AIDS. As Gaubin’s HIV nurse said gratefully, “Ken really helps us a 

lot. If we want money, we know that we won’t get any from the District, so we write directly to 

Ken.” The District agrees with Gaubin in being content with Ken Fairweather. Bessie Kanam of 

the District AIDS Committee told me in a very genuine tone, “Ken is very transparent. Whatever 

he does, the money comes straight to us… I think from the health statistics, Sumkar District is 
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doing much better than other districts because of our Member” (Kanam). It appears there is all-

around support for Fairweather.  

While the MP proactively seeks to strengthen the HIV response on Karkar and in the 

district, there are hints that he may be engaging in pork barrel politics to a certain extent. Tabel 

School has recently received computers, Kuduk Village has gotten water pipe lines, and Moban 

Village now has inland roads. Allegedly all these villages voted for Ken Fairweather in the most 

recent elections, whereas neighboring villages that allegedly did not vote for him, including 

Buson and Mangar, have not received help (Tabel School Interviews). The fact that Ken 

Fairweather is one of the island’s five plantation owners also casts complexity on his choice of 

dispersion of public goods. However, I am hesitant to draw conclusions from this because a) the 

source of this information is not fully reliable and b) none of these services is related to 

HIV/AIDS. With HIV/AIDS policy, Ken Fairweather appears to be distributing resources evenly 

throughout the district, as evidenced by him giving every clinic and hospital a pick-up truck.  

Figure 26: Ken Fairweather donated trucks to clinics 
Source: Autumn Albers 
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The Sumkar District Program Manager of Health, Bessie Kanam, is also the leader of the 

Sumkar District AIDS Council. (Because the DAC is unorganized and has little structure, Bessie 

Kanam, as the only district official involved in health matters, is the appointed leader.) As was 

previously discussed, it is clear that the DAC faces structural constraints in lack of funding and 

lack of capacity since Kanam must balance her role as Program Manager of Health and leader of 

the DAC. There is no question: these two jobs are not meant for one person and this is a serious 

impediment to implementing HIV policy. It appears that in addition to these capacity constraints, 

however, the DAC may also be limited by a lack of political will.  

The Program Manager of Health certainly shows backing for HIV/AIDS, though her 

response could be stronger. She supported the Karkar Friends Support Network by funding the 

counseling training of the Network’s leader, who is now actively supporting and counseling 

HIV-positive people. The Program Manager also contributed 100 Kina ($33) to help buy foods 

and goods for members in the group, another strong sign of support. However, when asked to 

contribute to the Network again the next month, there was no reply from the District AIDS 

Committee and there was an apparent lack of willingness to meet to discuss the topic. Thus, the 

Program Manager certainly shows support but could be more consistent. 

Furthermore, the fact that the DAC is so inactive may be attributable to the Program 

Manager of Health. One of the members of the Committee lamented to me, “We’ve only ever 

had one DAC meeting. We haven’t had any meetings in nearly a year. Bessie [Kanam] is the 

overseer, the one responsible.”  However, this Committee member explained the problem may 

simply be a matter of setting priorities: as discussed, the Program Manager has other important 

duties outside of HIV, and at the moment organizing DAC meetings and taking a stronger stance 



 
 

 138 

on HIV is simply not at the top of her list. She must also attend to other health problems around 

the district and, as was discussed, funding resources are very limited. Still, supporting the 

Friends Network would make only a dent on the District AIDS Committee’s budget and it should 

certainly be possible to organize more than one DAC meeting a year.  

The 50,000 Kina ($16,600) from Ken Fairweather set aside for HIV projects aroused 

some controversy. Since the money was to be used and dispersed by the District AIDS Council, 

Gaubin Hospital sent the DAC a budget proposal for 35,000 Kina ($11,600) to support its HIV 

testing and ART programs. The DAC only gave them 2,500 Kina ($800). This is surprising, 

considering Gaubin is the only testing site and the only antiretroviral site on the island and in the 

whole district. This exemplifies the apparent rift between Gaubin and the DAC. A nurse at 

Gaubin grumbled, “We are supposed to get funding from the District AIDS Committee, but we 

don’t get money from them… The District isn’t responsive to us.” 

The leader of the DAC instead chose to spend some of the money on a training session 

for counseling and testing. She eagerly explained the project to me:  

Last year we had a whole set of training for the volunteers in the 
villages where we can use them. We’ve trained them to work within 
their own communities. [Each] will be responsible to go around to his 
own area and give awareness on HIV/AIDS. So we do that and it does 
not need any money! In the village they just do their routine job, so 
when they are sitting with somebody and maybe that person has a 
problem, the trained person is right there on the spot to talk with him. 

 

While in theory this dissemination of HIV knowledge is a good use of HIV funds, two problems 

arose. First, according to a District AIDS Committee member, 14,000 Kina ($4,600) was spent 

on the training, but the Madang PAC informed me “Training should not exceed K4,000 to 

K8,000 ($1300 to $2600). We run trainings often and they never exceed that amount.” The 

DAC’s training should have been on the lower end since it was just counseling and testing, while 
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the more expensive ones are much more complex and include training for antiretroviral 

administration and prevention of mother to child transmission (Matricia Mari 8/6/2010). Thus, 

there is a large discrepancy in how much the training cost (14,000K) and how much the Madang 

PAC believes a training session should have cost (~4,000K).   

The discrepancy in costs may be attributed to an “allowance” given to the village 

representatives. Program Manager of Health Bessie Kanam again enthusiastically explained:  

I give them a little allowance. Say 20K ($7) per day. They are happy. 
It’s just a reward and incentive for them to continue to give us reports. 
Instead of allowing someone from outside that comes in asks for a lump 
sum of money and you do not know the after result of the money being 
used. There is no report coming back, we get no feedback. We don’t 
even know if people understand the whole idea of what HIV/AIDS is 
and how they can look after themselves. They do not know. So now 
we’ve changed the idea. Instead of giving it to anyone that comes in 
and asks for money, we train people.  
 

At first, this seems logical: dispersing money in small amounts to trained individuals to 

encourage feedback is certainly preferable to dishing out bulk amounts of money and hearing 

nothing back. But there seems to be a disconnect: first I understood that the great advantage of 

the training program is that “it does not need any money.” But apparently the village 

representatives are compensated, and quite a large sum: $7/day, a huge figure for Karkar 

inhabitants. I do not know how often the trained representatives are paid; I highly doubt they are 

paid daily, but even occasional payment of that amount is substantial. Thus, it appears a large 

amount of money may be diverted to certain individuals trained in HIV counseling and testing. 

This leads to the second problem: the lack of transparency and lack of results from the 

training. Apparently village representatives were trained, but there appears to be no transparency 

in how those individuals were chosen. Especially because the village representatives were 

receiving compensation from the DAC, there may be hints of Wantok system or cronyism at 
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play. To be fair though, I did not ask DAC leader Kanam how she chose the representatives, so 

she may have had a legitimate method unknown to those with whom I spoke. Furthermore, 

apparently little has come of the training. A member of the community remarked sadly, “Of all 

those who were trained, we haven’t seen any of them doing anything productive or taking 

proactive steps forward.” Even someone who is certified in counseling himself claimed “These 

trainings aren’t a good use of funds.” 

Some of the other funds were distributed, apparently evenly, among the clinics in the 

District (Tanja Ihle). About 2,500 Kina ($800) went to Gaubin, but I do not know how much 

money went to each of the clinics, none of which have testing or ART services. What happened 

to the money when it got to the clinics and whether there was money still left over from the 

original 50,000 Kina ($16,600) I also do not know. Thus, it is difficult to understand the leader 

of the District AIDS Committee in dealing with HIV/AIDS on Karkar. With the funding of the 

Karkar Friends Support Network and the idea to run a training session, she shows support for the 

HIV cause, but with the refusal to give funds to Gaubin and the inefficient and non-transparent 

use of funds, she appears to lack substantial political will. 

In discussing the role of political leaders in HIV policy on Karkar Island, it is important 

to keep in mind the role of leaders and leadership in political science as a whole. Individual 

leadership in political science literature is often portrayed as a factor not worth studying because 

it is variable and unpredictable. It is certainly true that individuals will act in their interest and 

that politics will never be a hard science because of the inconsistency and personal traits of 

leaders.  However, there is utility simply in acknowledging that individuals influence political 

direction. It is helpful to know that the amount of money Karkar can use for its HIV response 

will depend in part on whether the current Member of Parliament is sympathetic to the cause or 
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not, whether the leader of the DAC cooperates well with Gaubin, and so on. Thus, it is important 

to discuss political challenges that are structural and predictable, like lack of capacity due to 

limited funding and poor communication, and challenges that are individual and unpredictable, 

like political will among leaders.  

 

Chapter Summary 

 
Through my research, I found that Karkar Island faces a multitude of challenges in 

implementing HIV policy. I started with several hypotheses and finished with many more ideas 

of how various factors may impede effective implementation of policy.  Some of the challenges 

to HIV/AIDS programs come from society. While ethnic fractionalization displays little effect on 

the provision and access to HIV services, religion plays an important yet complex role that varies 

among religions and even within religions. Because the relationship is so multi-faceted, it is 

difficult to measure the overall impact of religion on HIV policy, but it is clear that religion 

certainly is influential in a variety of ways. As will be discussed in the next chapter, I believe 

there is an opportunity to engage the churches in a more united and constructive manner.  

The effect of geography on HIV is also somewhat ambiguous since Karkar Island’s 

geographic isolation certainly harms but may also help in the fight against HIV/AIDS. This 

possible use of geographical circumstances to the advantage of HIV policymakers is explored in 

the next chapter. Like religion, geographic isolation certainly influences the implementation of 

HIV policy, but measuring the influence is challenging precisely because of the dual direction of 

the relationship. Thus, I cannot say which societal factor is the most important when combating 

HIV/AIDS; I can only say that religion and geographic isolation play prominent roles.  
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Though I had concentrated on societal factors when planning my study, once on the 

ground I began to recognize the importance of political barriers blocking effective HIV policy. 

As is the case for public goods anywhere, insufficient funding stunts the ability to implement 

effective policy. The lack of funding for the Madang Provincial AIDS Committee and the 

Sumkar District AIDS Committee means only a fraction of stakeholders wanting to get involved 

actually receive funding from the PAC, clinics are under-utilized and unable to offer more 

services, and the DAC does not have the number of staff needed to be effective. Another 

constraint on the capacity of HIV policymakers is the lack of communication they have with the 

clinics and hospital. Since the DAC is so weak, the PAC is still held responsible for 

communicating with all the health providers. This is understandably difficult for the Madang 

PAC, which has only five full-time employees and 38 health providers to communicate with, 

seven of which are testing sites. The lack of coordination again results in the clinics being under-

utilized and unaware of opportunities to increase their scope in combating HIV.  None of the 

three clinics on Karkar knew that the Madang PAC was offering dispensers and condoms free of 

charge. This also leaves the policymakers at the PAC and DAC not fully engaged with the 

situation on the ground and may lead them to make policy decisions with a skewed perception of 

the HIV scenario and how best to deal with it. 

If I had to choose to address either lack of funding or lack of communication, I would 

choose the latter. Even a small amount of money can go a long way when it is channeled through 

efficient organization. Certainly more money would be helpful, but even a large amount of 

money is useless when the chain of supply is broken. Even if the PAC had limitless funds, it 

would be restricted in its effectiveness by the fact that communication and coordination with 

health providers is so weak. Ideally, more funding and better coordination of relevant actors 
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would come hand-in-hand and the whole system would improve all at once. But if one issue 

needed to be addressed first, the groundwork of connecting HIV policy to program 

implementation should be established and then money should come.  

I found that lack of funding and communication greatly reduces the capacity of 

policymakers to effectively implement the HIV policy. When looking at the role of leadership, I 

expected to find similar institutional barriers but instead found individual-driven barriers, such as 

lack of political interest in HIV/AIDS and engagement in pork barrel politics. The importance of 

leadership comes as no surprise: a clear lesson drawn from Uganda’s success in combating the 

HIV epidemic is that the political will of those in power can greatly affect how HIV policy is 

written and implemented. In Uganda, President Museveni launched a fierce campaign to educate 

the public and push for wide-scale behavior change. His constant frank discussion of HIV 

brought it to the national spotlight and helped de-stigmatize the virus. To a lesser extent but in 

the same vein, Member of Parliament Ken Fairweather also uses his political power to combat 

the epidemic: he explicitly chose to prioritize HIV/AIDS by allotting a portion of his 

Discretionary Funds towards HIV work, he bought pick-up trucks for the hospital and each 

clinic, and he is allegedly responsive to requests from the clinics. Program Manager of Health 

Bessie Kanam appears to be at least somewhat dedicated to fighting HIV, but Governor Amet 

pays no attention to the matter. In sum, Karkar is lucky to currently have a very supportive 

Member of Parliament and a somewhat supportive Program Manager of Health, but that political 

support is highly variable and unpredictable among leaders.  Leadership is a factor that has a 

significant impact on the dependent variable, implementation of HIV/AIDS policy, but is often 

too unpredictable to be relied upon.  
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In the next chapter, I re-visit these challenges to HIV policy and put forth suggestions of 

how each could be addressed.  
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Call to Action 

In the past, countries around the world have responded to the HIV/AIDS epidemic in 

different ways: some preemptively attack the epidemic, like Cuba, while others wait for the 

epidemic to take a toll on the country before acting, like Uganda and Thailand. (Though 

Thailand’s overall prevalence never reached high levels, it was not until the prevalence rate 

among high-risk groups, such as female sex workers and injecting drug users, surpassed 30% 

that the government took aggressive—and eventually successful—action.) Still other countries 

seem unable to muster enough political will towards the beginning of their epidemic and thus 

have become helpless victims, like Swaziland. The figure below, copied from the second 

chapter, helps visualize all these possible trajectories. “Higher prevalence” indicates when a 

country’s overall HIV prevalence rate exceeds 10% and “weak” vs. “aggressive” policy indicates 

the amount of political energy and resources invested into fighting HIV/AIDS relative to the size 

of the country’s epidemic. This figure summarizes the HIV histories of these four countries; a 

more lengthy analysis of each can be found in Chapter II.  

Figure 27: Comparative prevalence and quality of policy 1985-present 
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Papua New Guinea, and more specifically Karkar Island, is in the fortunate position to be 

lagging 25 years behind these countries. While HIV policy on Karkar is not very aggressive, the 

overall HIV prevalence rate still falls easily in the “lower prevalence” category; the epidemic is 

still manageable. Thus, Karkar (and PNG as a whole) is currently in the lower left quadrant. As 

was asserted in Chapter III, a sharp increase in HIV prevalence is highly imminent if no 

immediate action is taken. Where it stands now, Karkar has three choices: continue current 

policy, respond concurrently to rise in prevalence, or act aggressively and preemptively. All 

choices are shown in the graph and marked by order of their preference.  

 

Figure 28: Karkar’s Possible Trajectories 

 
 
 

The least preferable choice for Karkar would be to leave its policy as is, inevitably 

permitting a surge in the epidemic. The prevalence of HIV would rise but there would be no 

aggressive policy to counter the rise. If later on Karkar did choose to react aggressively to the 
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epidemic, the response would be more challenging and costly than dealing with the smaller 

epidemic now. Additionally, there would be no guarantee of successfully overcoming 

HIV/AIDS—if Karkar waited too long, it could follow in the steps of Swaziland and be 

indefinitely stuck with a high-prevalence disastrous epidemic.  

A moderate option would be to react in concert with the rise in prevalence, that is, to 

react more aggressively as the prevalence rises. For many, this is a logical approach: as the 

demand for HIV assistance rises, the supply of HIV programming increases to meet the demand. 

This may assure Karkar inhabitants and policymakers that there are no unnecessary investments 

towards combating HIV/AIDS. However, this approach exemplifies short-term irrational logic. 

As was discussed in depth in the third chapter, a sharp rise in HIV prevalence is imminent. 

Waiting for the epidemic to intensify before reacting is unnecessarily more strenuous and more 

expensive than acting immediately; by then the epidemic would be on a steep slope upwards and 

would be challenging to halt. Uganda is the prime example of this approach: it launched its HIV 

response fairly early in 1986, but the epidemic was already well over 10% by then. Even with the 

aggressive policy led by President Museveni, the HIV epidemic was already set on a steep 

upward slope and did not recede to manageable levels for nearly 10 years. Had Uganda reacted 

even earlier when the prevalence was under 5%, the turn-around of the epidemic would have 

been shorter and less costly. Karkar could follow Uganda’s trajectory and ignore the epidemic 

until it takes a larger toll, but in the long run this approach will be costly and slow.  

The best possible option for Karkar would be to do what few have done: a preemptive 

attack on HIV/AIDS. Karkar could react immediately and aggressively now while the HIV 

prevalence is low and while the costs of fighting the epidemic are relatively low. Only Cuba with 

its ubiquitous Communist government has preemptively evaded the HIV epidemic. Not even 
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Thailand managed preemptive action. Though the matrix shows Thailand taking that route it is 

only because Thailand’s overall population never reached 10% prevalence, but the risk groups 

were well over 30% HIV-positive. Thus, even Thailand waited for the epidemic to take a painful 

toll on its population before implementing aggressive policy. Thus far, only Cuba has undertaken 

preemptive action. Clearly the government of PNG does not have the same ability to control its 

population like the Cuban government did. But PNG does have the advantage of history in that it 

can examine how all other countries dealt with HIV/AIDS, draw lessons from that history, and 

immediately enact aggressive policy based on those findings. 

Taking immediate action would be the least expensive approach in the long term for 

Karkar and could help avoid a surge in the epidemic altogether. For this option to work, Karkar 

inhabitants and policymakers would have to be convinced of the fact that, unless immediate 

action is taken, the HIV epidemic will leap in the coming years and that investing public money 

and energy—which, admittedly, is very scarce—into HIV/AIDS is worthwhile. If more 

convincing is needed, Karkar could look at the USAID recommendations for Swaziland, where 

the USAID said “The scale-up [of HIV/AIDS policy] could reduce costs in the long run by 

potentially altering the trajectory of the national epidemic” (“Swaziland: HIV/AIDS Health 

Profile” 3). The benefits of Karkar taking this approach are plentiful: Karkar would avoid 

altogether many new infections and many deaths due to AIDS. The cocoa and coconut industries 

would not be harmed by the lack of middle-aged male laborers. Families would remain intact and 

children would not be stranded as orphans due to AIDS. The three clinics and one hospital would 

not be over-burdened with an influx of AIDS patients. Lastly, doing a small-scale preemptive 

attack rather than a larger-scale reactionary attack on HIV/AIDS would save both money and 

political energy.  
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For all these reasons, I urge Karkar policymakers and civil society members alike to 

immediately scale up the response to HIV/AIDS. I do not make this suggestion lightly or attempt 

to portray it as an easily achievable objective. I recognize an aggressive preemptive response is a 

difficult challenge and will require hard work to find the necessary resources and to muster up 

enough support. But I also recognize that the alternative of insufficient action would have dire 

consequences. Karkar simply cannot afford to lose a significant part of its middle-aged 

generation or pressure the health providers even more. It cannot afford a more expensive and 

taxing response later on. A preemptive attack on the HIV epidemic is the only rational answer.  

To jumpstart the process of constructing and implementing a more aggressive response to 

HIV/AIDS on Karkar, I have brainstormed various ways of addressing each of the societal and 

political challenges identified in the previous chapter. These are merely humble suggestions; I 

am neither a policymaker nor a doctor, but I do have ideas and hope to spark dialogue among 

politicians, health workers, and civil society. To maintain consistency in the organization of 

chapters, I will first discuss possible responses to the societal factors impeding HIV policy 

implementation and I will then explore ways to address the political challenges. First, however, I 

preface my proposals with the acknowledgement that my study has limitations and that therefore 

my suggestions will need to be refined and adapted by decision-makers. I also anticipate and 

refute some counter-arguments before presenting my recommendations. 

 

Limitations of Study 

While I attempted to be as thorough as possible when conducting my research, I was 

restricted by the amount of time I had to conduct field research, the amount of data I was able to 

collect, and my own limited knowledge.  
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Firstly, I acknowledge the inherent limitation of a case study: though all of PNG is 

urgently in need of an aggressive policy to combat HIV/AIDS, I only offer suggestions tailored 

to Karkar Island. My research revolves around Karkar, and I do not want to exceed the 

boundaries of my research. Despite this inherent limitation of a case study, there is also the 

inherent strength in that it offers a high-resolution image, a representative of something much 

larger. In the fourth chapter I showed how in many ways Karkar functions as a microcosm of 

PNG in terms of ethnic diversity, religious composition, geographic isolation, and lack of 

development. Thus, I suspect that while my research hones in on a case study, my findings and 

suggestions can be loosely applied to other areas in PNG or to the broader national level. Surely 

they will need to be adapted to accommodate various circumstances, but they carry at least some 

validity for the broader PNG picture. Even better than applying my suggestions outside of 

Karkar would be a follow-up project expanding this research to all of Madang Province and 

perhaps even to the whole country. With such a project, HIV policy could be construed with the 

entire target population already in mind.   

I also acknowledge that my research includes limited quantitative data. It is not for a lack 

of trying: there is an overall lack of data in PNG and especially in rural areas like Karkar. 

Though I was able to collect quantitative data from the National Department of Health, 

authorities on Karkar Island, and various online articles, I faced significant difficulty finding 

such information, especially pertaining to the budget of HIV programming. The validity of the 

information I did manage to find is listed in the appendix, but I am hesitant to draw strong 

conclusions from that data.   

Another meaningful way to improve this study would be to expand the comparison. 

Because this was a case study and not a direct comparison of two or more cases, I was working 
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with limited variation in the dependent variables, i.e. the societal and political challenges to HIV 

policy implementation. Although I believe I found enough variation of each variable within 

Karkar to make substantial conclusions, the conclusions I drew may be biased one way or the 

other due to the limited opportunity for comparison. The cross-country comparisons certainly 

provided insight, but closer comparison would have been beneficial.  

Other limitations are not due to lack of time and data, but to cultural barriers. For 

example, I was able to collect only very little information about sorcery and how it interacts with 

HIV/AIDS. The phenomenon of sorcery in Papua New Guinea is highly intriguing: it is a 

complex system of cursing and healing, and AIDS-deaths are frequently blamed on curses from 

neighbors or rivals. But as a white foreigner, it was very difficult for me to ask about the topic. It 

is an unwritten but well-known understanding that Papua New Guineans do not talk to white 

people about sorcery, mainly because the first white people (indeed, many of the white people 

who still live in PNG) were Christian missionaries who condemned sorcery and tried to 

extinguish it. Father Jan, a Catholic priest who has lived in PNG for 35 years and is well loved 

by his congregants, to this day cannot broach the subject of sorcery without his Papua New 

Guinean friends immediately ending the conversation. Thus, while I consider myself lucky to 

have been able to gather so much information about the already sensitive topic of HIV/AIDS, 

sorcery was a cultural barrier that I could not overcome.  

All in all, I acknowledge the limitations of my study. I hope the work will be continued 

and the results and recommendations will be further refined. Still, I was able to collect a 

considerable amount of information and with that I have constructed a set of societal and 

political suggestions for improving the HIV response on Karkar. Though not perfect, these 

suggestions offer a sound starting point for Karkar.  
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Addressing Concerns 

Before presenting my recommendations in the next section, I wish to address several  

anticipated concerns.  It may be argued that large amounts of money and political energy should 

not be spent on HIV/AIDS on Karkar when only 35 people have actually tested positive. My 

response is three-fold. First, I draw attention back to the fact that while only 35 people have 

tested positive, an estimated 1 to 1.4% of the island’s whole population is infected. That brings 

the number of infected population on the island to the range of 650 to 1,000, a much more 

significant figure than 35. Secondly, the very fact that only 35 people have tested positive is an 

alarming sign that not nearly enough is being done to encourage testing. If anything, the fact that 

only 35 of several hundred or even a thousand people know they are HIV-positive begs for more 

money and political energy to be diverted to HIV/AIDS. If individuals do not know their HIV 

status, they will unknowingly transmit the virus, exacerbating the epidemic even more. Thirdly, 

as discussed in great depth in the third chapter, Papua New Guinea already has an officially 

declared HIV/AIDS epidemic as of 2002, and it is predicted to surge in the coming years. Karkar 

is no exception. If little is done, many more people would become infected, and combating the 

epidemic then would cost more and absorb more political energy.  Karkar is already faced with 

an epidemic, very few people know their status, and without intervention, the epidemic will only 

get worse. HIV/AIDS is worth the money and political energy. 

Others could argue that it is unreasonable of me to have such high expectations of a weak 

and impoverished government. Firstly, throughout my analysis I do acknowledge the limitations 

caused by the weak capacity and general poverty of the PNG government in terms of shortage of 

qualified manpower, infrastructure, and resources. When constructing societal and political 
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suggestions, I attempted to be realistic and keep in mind political restrictions. Secondly, I have 

no doubt that the suggestions I make are challenging. I preempted my proposals with the 

recognition that they are no easy task and would require mustering up significant support. But in 

the long run, acting now is the most rational option: from looking at past examples of other 

countries’ responses, it is reasonable to argue that preemptive policy for HIV/AIDS is less costly 

than inaction or a weak response. Third, Uganda and Thailand proved that even poor developing 

countries are capable of overcoming HIV/AIDS (and they managed it when the epidemic had 

already escalated considerably). Karkar has a chance at overcoming the epidemic before it 

escalates. Hence Karkar health providers and policymakers can make a persuasive case to ask for 

additional international support now in order not to miss this time-limited window of opportunity 

for a preemptive response.  

 

Societal Suggestions 

 
By this point, the timing of HIV action should be clear: preemptive action will, in the 

long run, be less expensive and more manageable for Karkar. I now turn to the question of what 

that action should look like. The nature of HIV as a non-curable sexually transmitted virus 

loaded with stigma makes it a social issue unlike any other disease. No policy response to 

HIV/AIDS can be effective without addressing the societal complications that surround the 

epidemic. For this reason I re-visit the social factors I identified as challenges to policy 

implementation (i.e. religion, geographic isolation, and stigma), and offer suggestions of how 

they can be addressed on Karkar Island. These suggestions can be found in the summary chart in 

the appendix.  
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Religion 

With respect to religion, the HIV response on Karkar should continue to incorporate 

churches. Gaubin Hospital and Mapor Clinic were established by Lutheran Health Services, and 

for the most part the Lutheran Church excels at providing HIV services and promoting condoms, 

but it is poorly organized and some of its leaders oppose condom usage. The Catholic Church 

has not set up clinics on Karkar and is torn on the issue of condoms, with some staunchly 

opposed to condom usage and some recognizing the value of condoms in fighting AIDS.  

Because the Lutheran and Catholic influence is strong on Karkar, it would be counter-

productive to exclude the churches from the fight against AIDS. Currently both the Lutheran and 

the Catholic Churches on Karkar have internal rifts on the correct manner in which to approach 

HIV/AIDS. This disagreement within each Church weakens their ability to take decisive action 

on HIV.  To consolidate strength, each of the two churches should be encouraged to formulate a 

consistent (and hopefully proactive) approach to combating HIV/AIDS. It would greatly help if 

each Church could convene to sort out their differences internally. With a more united front, 

each Church would be able to choose a response to HIV and act more decisively. The prominent 

role of religious organizations was perhaps one of the most integral keys to Uganda’s success: 

rather than reject the role of religion in fighting HIV/AIDS, Uganda called upon the Muslim, 

Protestant, and Catholic communities to join in the fight. Because the religious organizations had 

leaders on the ground constantly interacting with citizens, they were able to create a strong 

support network and implement small projects for the communities they served. Similarly, on 

Karkar the Lutheran and Catholic leadership interact consistently with almost the entire island’s 

population; nearly every one attends either Catholic or Lutheran church on Sundays and some 

participate in church activities during the week. Were each Church to formulate a cohesive 
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action plan and coordinate outreach to all of Karkar’s inhabitants, they could implement projects 

and help mobilize mass behavior change.  

When religion is discussed, condoms are discussed. The Catholic Church especially 

could be encouraged to consider the use of condoms as one instrument to prevent HIV 

transmission. While the current Karkar priest is ambivalent towards condoms, much of the 

Catholic community is still strongly opposed to them. Karkar’s Catholic leadership could follow 

suite with the Pope’s November 2010 endorsement of condoms for preventing HIV. If more 

people were amenable to using condoms, transmissions would almost certainly be curbed. 

 Even so, policymakers should not dwell too long on the issue. They should not bend over 

backwards to convince churches to accept condoms. Firstly, the churches’ dismissal of condoms 

is deep-rooted and changing this would require much political energy that could be more 

efficiently used on other behavior change issues. Secondly, pressuring churches too much to 

accept condoms would likely estrange the churches from the government. Karkar would then 

pass up on the opportunity to utilize the churches’ connections on the ground to help combat 

HIV/AIDS. Thirdly, churches already support other HIV prevention tactics, such as abstinence 

and faithfulness to one partner. Instead of coercing churches to accept condoms, thereby 

isolating them in the combat against HIV, the churches should be encouraged to emphasize these 

beliefs that they already hold. Not only are abstinence and faithfulness considered virtues in and 

of themselves, but they are also highly effective in preventing transmissions of HIV.  Thus, the 

churches would not be forced to choose between acting on HIV and realigning their traditional 

beliefs.  

 Furthermore, condoms should not be a top priority for Karkar because Uganda proved 

that condoms are not a necessary component to a successful HIV response. Uganda was able to 
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overcome the epidemic without concentrating—in fact, almost ignoring—the condom issue. 

Instead of expending time and energy combating the churches (and thereby distancing them), 

Uganda put that time and energy into pushing for a mass behavior change movement focusing on 

faithfulness to one partner and de-stigmatization of HIV/AIDS. Whether this was the principal 

factor that made Uganda’s approach successful, I cannot judge, but it was certainly one 

important technique that helped Uganda overcome HIV/AIDS. Thus, the churches on Karkar 

Island should be encouraged to support condoms to help reduce transmissions, but this issue 

should not be the top priority.  

 

 

Geographic Isolation 

Needless to say, nothing can change the fact that Karkar Island is geographically isolated. 

As Karkar continues to develop, access to goods and services, including the provision of HIV 

services and HIV patients’ access to the mainland, will improve gradually. It is unlikely that 

HIV/AIDS alone would trigger or justify a rapid acceleration of investment in improved 

infrastructure and therefore, little can be done in the short-run to drastically advance Karkar’s 

infrastructure. However, its current geographic isolation could also be seen as an advantage.  

As discussed in the previous chapter, I theorize that isolation could facilitate the 

introduction and acceptance of behavior change and social norms. That is, isolation from the 

outside world can be redefined as protection from the outside world. Such protection would help 

Societal Suggestions: Religion 
- Continue to incorporate churches in HIV response 
- Encourage each church to convene and formulate a consistent (and 

hopefully proactive) approach to combating HIV/AIDS 
- Support churches in accepting condom usage, but do not make it a top 

priority 
- Encourage churches to emphasize traditionally held virtues, such as 

abstinence and faithfulness 
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Karkar, in its microcosmic bubble, to propel an island-wide movement to change social behavior 

and combat HIV/AIDS from the ground up. In this way, isolation would be transformed from a 

limitation to an opportunity.                                                                                                                                                                                                                                                  

I suggest that Karkar policymakers, health providers, and perhaps even religious leaders 

work together to introduce ideas that will help combat HIV/AIDS. These ideas could revolve 

around behavior changes such as abstinence, faithfulness to one partner, usage of condoms, 

awareness about HIV testing, and diminishing stigma towards HIV-infected people. The work of 

introducing these topics to Karkar’s inhabitants could be initiated by policymakers and then be 

delegated to the clinics and the Lutheran and Catholic leaders. The clinics are dispersed rather 

evenly throughout the island (see map of Karkar in Chapter IV) and, as previously mentioned, 

nearly everyone on the island is Lutheran or Catholic and hence interacts with the religious 

leadership. Thus, Karkar’s population is accessible and clearly defined by the boundaries of the 

island, unlike the mainland where boundaries are less clear and accessing an entire population is 

a more difficult task.  If all the clinics and religious leaders on Karkar coordinate and share the 

work, it should be possible to reach the majority of the population in relatively little time with 

behavior change ideas on abstinence, faithfulness, condom usage, awareness about HIV testing, 

and diminishing stigma.  

Though initiated by policymakers, the behavior change campaign would be implemented 

by civil society leaders. Once introduced, I believe the norms would likely be accepted. Because 

the entire population would have received the same information, and because there would be few 

outside ideas introduced since the island is so isolated, the new norms and ideas would be more 

likely accepted and engrained into Karkar culture. Furthermore, the fact that the entire island 

would be partaking in the grassroots movement may help stimulate a sense of unity for a cause. 
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Societal Suggestion: Geographic Isolation  
- Redefine Karkar’s isolation from the outside world as protection from the 

outside world and take advantage of this isolation for faster and deeper 
acceptance of new norms  

- Coordinate authorities on Karkar (government officials, health providers, 
religious leaders) to propel island-wide social mobilization of behavior change 
and societal norms (abstinence, faithfulness, condom usage, support for testing, 
de-stigmatization of HIV)  

- Use island-wide movement to build sense of community that could transform 
into collective will to combat the epidemic  

Karkar’s inhabitants may feel a stronger “sense of island community,” as Dr. Tanja Ihle 

described it. If Karkar residents were to envision the HIV epidemic as a threat to their small 

island community, they may feel a collective will to combat the epidemic. 

If Karkar could use its geographic isolation to implement a behavior change movement, it 

could make massive strides in combating the epidemic. Karkar inhabitants could, for example, 

choose to engage in abstinence, faithfulness, condom usage, HIV testing, and de-stigmatization 

of HIV. While this may be an idealistic scenario, even if only some of the introduced norms are 

accepted into mainstream Karkar society, I would deem that social movement a success. I 

strongly believe that Karkar’s isolation is an opportunity for progress and will enhance the 

chances for a successful roll out of an aggressive and unified response to HIV.  

Having a framework through which to push for a society-wide behavior change 

movement is crucial to effectively combat AIDS. As Peter Piot, Executive Director of UNAIDS, 

suggested, “Some countries like Uganda have been able to bring down the number of new 

infections, not by sophisticated technology or drugs, but by massive social mobilization. That is 

the key” (Cullen 158). The geographic isolation of Karkar Island may prove to be integral to 

facilitating its own island-wide social mobilization.  
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Stigma 

Stigma is a less defined challenge to HIV policy implementation than religion or 

geographic isolation, but its impact is harrowing: it paralyzes the Karkar population and prevents 

people from discussing HIV/AIDS or getting tested. There are several ways in which stigma can 

be diminished from Karkar society.  

First, as was done in Uganda, authorities on Karkar could jumpstart a smaller-scale 

grassroots movement. Sumkar DAC leader Bessie Kanam has in fact already begun this task by 

training village representatives to deliver HIV awareness and education. Allegedly little has 

come from this training, so the trained village representatives should be encouraged further to 

give presentations, actively encourage HIV testing, debunk false rumors about HIV/AIDS, and 

perhaps even hand out condoms in their villages. Simply educating the Karkar population should 

greatly contribute to reducing stigma against the virus, and that is most easily accomplished by 

individuals already implanted in the villages. If funding permits, a second batch of village 

representatives should be trained to continue spreading awareness of HIV at the local level.  

Another way to break down the stigma that paralyzes the Karkar population would be to 

incorporate HIV-positive people into the fight against AIDS.  

‘The absence of people living with HIV in Papua New Guinea’s AIDS response is 
one of its greatest weaknesses,’ said Maura Mean of the NGO Igat Hope in reference 
to the absence of any people living with HIV on the National AIDS Committee. She 
emphasized that people living with HIV must be directly involved in shaping Papua 
New Guinea’s national policy: ‘It is time for us to come out of the shadows.’ 
(“Papua New Guinea strengthens its national AIDS response”) 

 

Papua New Guinea needs HIV-positive people not only at the national level, but also at the local 

level. Including HIV-positive people in policymaking for Karkar would help focus political 

attention on the particular needs of the infected population, including access to free counseling, 
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availability of free ART, protection from stigma/harassment, a safe haven for a support group, 

and more. Free counseling, testing, and ART are already available at Gaubin, but are not 

publicized or utilized enough. Providing services to those infected—and informing them that 

support is available—would not only help HIV-positive people come to terms with their status, 

but would also set an example for the rest of the Karkar community that people living with HIV 

should not be ostracized but rather supported. Officially, Karkar does have an HIV-positive 

voice in policymaking. Selan Kangol, who is HIV-positive and the leader of the Karkar Friends 

Support Network, is theoretically a member of the DAC. But since the DAC is inactive, he 

currently has little leverage in the island’s HIV policymaking. He and other people living with 

HIV/AIDS (PLWHA) should be included in all policy discussions affecting Karkar, whether 

they take place at the provincial or district level.  

Figure 29: Sign in capital city 
Similar propaganda could be used on Karkar to de-stigmatize HIV/AIDS 
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It would be a good investment to also station HIV-positive individuals at the clinics and 

at Gaubin, perhaps as part-time employees or as volunteers. Madang’s HIV clinic on the 

mainland set an example: at the Madang clinic there are four HIV-positive volunteers who assist 

with counseling, testing, drug adherence, and pre-ART sessions. The HIV nurses at the clinic 

reported enthusiastically: “Before, yes there was a lot of stigma, but now, with the PLWH 

[People Living with HIV/AIDS] workers, stigma has gone down.” One of the HIV-positive 

volunteers sitting with us at the interview chimed in, “Yes, it’s really gone down. Previously it 

was worse” (Sister Daing). Bringing an HIV-positive person onto the staff team at Karkar’s 

clinics and hospital could have the same effect of reducing stigma. German doctor stationed at 

Gaubin Hospital, Tanja Ihle, wants to do this, saying “It’s definitely good to involve positive 

people in medical services and awareness and everything. That can really change people’s minds 

if they come in touch with them.” The subject was broached at an all-staff meeting at Gaubin on 

July 28, 2010, but was met with heavy resistance from many of the staff members. They 

allegedly feared getting infected themselves (though the hospital carries post-emergency 

prevention if an accidental needle prick or other transmission form were to occur) and also 

feared that the stigma may drive non-HIV patients away from the hospital, rather than help 

reduce stigma (though Madang experienced the latter outcome). While there is some credibility 

to the staff members’ fears, it also appears that even they still carry stigma against HIV. Thus, 

Karkar may have to first jumpstart the grassroots movement and get HIV positive people 

involved in policy before being able to bring HIV-positive people into the clinics and hospital.  

Lastly, stigma against HIV-positive people could be reduced if the Karkar Friends 

Support Network were better supported. Firstly, they should receive reliable financial support 

from the Madang PAC or Sumkar DAC. With more money, the Support Network would be able 
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to assist its members with getting to and from the hospital and purchasing food when they are too 

weak or poor to grow their own food. The Support Network also needs greater moral support 

from policymakers and health providers. Gaubin has already offered free meeting space for the 

group; clinics could do the same.  

The Support Network could also reach for guidance outside of Karkar Island. In the 

capital city, Port Moresby, HIV prevalence rates are much higher and there are many more 

established support groups. Even nearby on the mainland in Madang there are support groups. 

While Port Moresby and Madang are still plagued with stigma, they have more experience than 

the Karkar Friends Support Network and could share some insight. They could come to Karkar 

and meet with both the Karkar Friends Support Network and policymakers to see what each side 

can do to eliminate stigma. On a larger scale, Papua New Guinea could ask representatives of 

Uganda’s AIDS team to come to PNG to discuss which specific methods they found to be most 

successful in reducing stigma against HIV/AIDS. While this would not directly impact Karkar, it 

would hopefully be useful for PNG as a whole and the knowledge gained from Uganda would 

eventually trickle down to the whole country, including Karkar.  

If HIV-positive people around the island felt like they were being represented politically 

and recognized the benefits of being a member of the Support Network, they would be more 

likely to join the support group and disclose their HIV status. With more people coming out as 

being HIV-positive, the Karkar population would begin to realize that HIV is not a virus 

condemned to those who are disgraceful sinners; they would begin to recognize HIV simply as a 

medical condition. At the same time, village leaders could spread awareness about HIV and 

clinics could include HIV-positive people to further reduce stigma. 
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Societal Suggestions: Stigma  
- Energize movement at grassroots level: continue training village 

representatives to spread HIV awareness 
- Include HIV-positive people in all HIV policy decision making 
- Station HIV-positive people at clinics and hospital as workers or volunteers 
- Support—both financially and morally—the Karkar Friends Support Network 
- Exchange practical experiences with outside support groups and policymakers 

 

 

 

 

 
 
 
 
 

Policy Suggestions 

There are many opportunities to address the society-related impediments to Karkar’s HIV 

policy. Religious barriers, geographic isolation, and stigma can all be overcome—theoretically at 

least—with a variety of methods. But even if all those issues were resolved, Karkar would not 

defeat the HIV epidemic. Without a strong political framework—including money, coordination, 

and leadership—to implement HIV policy, little would be achieved. Likewise, a strong political 

framework that ignores societal challenges would be useless. The key to combating HIV is this: 

civil society and policymakers need to march hand-in-hand in order to effectively combat the 

epidemic. Without one, the other would be futile.  

Like the last section, I re-visit the political challenges to HIV policy implementation 

identified in Chapter V and put forth concrete ideas of what could be done to address each 

challenge.  

Funding 

Unfortunately there is no easy fix for lack of funding. At the national level, it appears that 

PNG is in fact investing a reasonable amount of money relative to the size of its epidemic and 

the investment of other countries into their epidemics. (These figures can be found in the 
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appendix.) As the funds trickle down through the various bureaucratic institutions, however, the 

amount of money seems to dwindle. It seems that the Madang PAC and Sumkar DAC, limited as 

they are with funds, are attempting to distribute the money as effectively and fairly as possible, 

but somehow the amount of funding per infected person at the provincial level ($9) is far less 

than the amount at the national level ($61). Again, the validity of all this data is questionable and 

hence remains an appendix rather than a concrete measuring tool for the thesis.  

Under the circumstances of minimal funding, those trying to improve Karkar’s HIV 

policy should look for alternative sources of funding. Members of parliament (MP) all receive 

yearly Discretionary Funds with which they have flexibility in allocation. In 2005, each MP 

received 1.5 million Kina ($500,000) per year, though that figure may have changed in recent 

years (Bolger 7). In any case, it is clear MPs have a large sum of flexible spending money, so 

local level policymakers, health providers, and individuals could push politicians to direct that 

money towards HIV/AIDS work. Sumkar District Member of Parliament Ken Fairweather 

exemplified this when he boosted the district’s HIV funding by directing 50,000 Kina of his 

Discretionary Funds towards the cause. Though that was a one-time donation, Karkar inhabitants 

could keep asking politicians like Ken Fairweather to prioritize HIV/AIDS. 

 Karkar could also seek more funding to implement HIV policy from international 

donors. Gaubin Hospital has set up a partnership with the German Lutheran organization Difäm, 

which heavily supports Gaubin’s HIV and tuberculosis programs. Requests for this funding have 

to be renewed constantly, but the funds help Gaubin and serve as an example for the other 

clinics. Admittedly, setting up partnerships with foreign donors is logistically challenging for 

clinics because of communication barriers, but Gaubin has managed it and it remains an 

attractive option.  
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Policy Suggestions: Funding  
- Continue seeking funding from politicians, especially from their 

discretionary funds 
- Continue seeking funding from international donors 
- Make HIV funding information more transparent and accessible to the 

public 

It was surprisingly difficult to find reliable information on the budgets for HIV/AIDS 

programming in PNG. As a suggestion to the country at large, I recommend making this 

information more transparent and accessible to the public. Being able to access this information 

is important for citizens and researchers alike in order to help gauge what can and should be 

done to improve HIV/AIDS policy.  

 

Communication 

 The lack of communication between policymakers and health providers has been a 

significant impediment to effective policy design and implementation on Karkar. Because the 

DAC is relatively inactive, it is unable to maintain close communication with the clinics and 

hospital. The PAC, on the other hand, is over-burdened with six districts to look after and also 

cannot maintain communication with Karkar’s clinics. Better communication and guidance from 

policymakers would help the hospital and clinics more actively address HIV/AIDS. Specifically, 

they could offer more services, provide more condoms, set up anonymous condom dispensers, 

disperse more HIV information in the clinics, and run more awareness programs in villages.  

 First and foremost, communication could be greatly improved by strengthening the 

Sumkar DAC. The DAC should find a leader who has the time and energy to organize and direct 

the Committee. They should hold more regular meetings, delegate responsibility to all DAC 

members to ensure there is enough capacity to maintain communication, and include civil society 

members and HIV-positive people so that there is higher priority set on HIV/AIDS. As was 
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Policy Suggestions: Communication  
- Strengthen Sumkar DAC by 

o Appointing leader who has time and energy to run DAC 
o Holding more regular meetings 
o Delegating responsibility 
o Including civil society members 

- Continue work of Madang PAC by 
o Transitioning communication to newly strengthened DAC instead 

of clinics 
o Continuing to provide funding to stakeholders 

learned from Uganda, engaging health providers and stakeholders helps disseminate the 

HIV/AIDS effort to the local level and helps narrow the gap between policymaking and policy 

implementation.  

 While working to strengthen the DAC, the Madang PAC needs to remain actively 

involved. As the DAC grows stronger, the PAC may be able reduce its effort to keep in touch 

with all clinics and instead just coordinate with the DAC. This should lighten the load on the 

PAC. But the PAC should still be responsible for informing the DAC of all services available 

from the PAC and even from the National AIDS Council, whether they may be free condoms, 

free dispensers, counseling training, ART training, or any other help. Furthermore, the PAC 

should continue to act as a conduit for allocating funding to relevant stakeholders throughout the 

province, including Karkar, to help run HIV/AIDS projects and eliminate stigma.  

 

 

 

 

Leadership 

As I discussed in the last chapter, leadership is a difficult matter in political science 

because it is often neither predictable nor rational. Nevertheless, it is an integral component to 

effective HIV policy; without supportive leadership, little can be accomplished in the way of 

policy.  
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Political leadership has proved a vital component in the struggle to stem the rise of 
HIV infections in other parts of the world. This is clear from the decline of infections 
in Uganda, Senegal and the Gambia where all three political leaders spoke openly 
and constantly about the epidemic in their own countries. This helped to lessen the 
sense of fear and stigma about HIV/AIDS in the local communities, and it 
galvanized them into action as they defined the struggle against HIV as a national 
cause and campaign. (Cullen 162) 

 
If Karkar is to effectively fight off AIDS, it will need to follow suite and find a supportive 

leadership team to lead the way. Karkar is lucky to currently have Member of Parliament Ken 

Fairweather, who has shown much support for HIV/AIDS, and Bessie Kanam, who despite being 

overworked with two jobs and making political decisions which are questioned by some, also 

favors a stronger HIV/AIDS policy. But political leaders are only temporary, leaving uncertain 

how supportive of HIV Karkar’s future leaders will be. Several steps can be taken to further 

promote strong leadership on HIV/AIDS.  

First, voters can make clear to their policymakers that HIV is an important issue. It would 

be naïve to ask Karkar Islanders to vote solely based on politicians’ platform on HIV/AIDS; 

evidently, there are many issues worthy of political attention and to focus solely on HIV would 

be unrealistic. But before voting, citizens can prod candidates to put forth a plan for combating 

HIV/AIDS. They can ask what the planned budget would be and challenge the candidates to be 

proactive. Once in office, citizens can plan demonstrations and even to try to meet with the 

politicians, especially if they work at the local-level. The Karkar Friends Support Network 

actually planned such a demonstration: they arranged for the group and their supporters to 

demonstrate in front of the Sumkar District Government Office to ask for greater support. As this 

was planned for a date after my departure from Karkar Island, I do not know how successful the 

demonstration was. Regardless of the immediate outcome, raising awareness of the importance 
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Policy Suggestions: Leadership  
- Citizens: Pressure policymakers to make HIV/AIDS a priority 
- Policymakers: prioritize HIV/AIDS in political agenda and budget 
- Policymakers: publicly promote testing, faithfulness, condom usage, and 

lack of stigma 
- Set up accountability mechanisms to monitor the use of funding 

of HIV/AIDS and questioning politicians about their intentions are sure ways to engage leaders 

in the movement.  

Secondly, leaders should make HIV/AIDS a patriotic agenda by constantly speaking out 

about it. Karkar citizens should encourage leaders to not only prioritize HIV/AIDS when 

designing their agendas and budgets, but also to publicly promote testing, faithfulness, condom 

usage, and lack of stigma. Karkar leaders—whether they may be the member of parliament, the 

governor, or the DAC leader—can give talks in villages, publicize memos on their position, and 

push for HIV/AIDS political measures. They could get an HIV test themselves, publicize their 

results, and speak out publicly against stigma. This would certainly require a personal sacrifice 

on the part of leaders, but as Ugandan President Museveni showed, frank public discussion of 

HIV/AIDS makes it a priority not only on the political agenda but also for citizens.  

Third, the credibility of leadership could be strengthened by introducing transparent 

accountability mechanisms for HIV/AIDS funds. Karkar has undergone non-transparent and 

perhaps inefficient use of HIV/AIDS funds due to the fact that few people oversee the usage of 

money. To address this issue, local level policymakers could institute more checks and balances 

to monitor the use of funding. The system should be designed to reduce opportunities for 

corruption while ensuring an efficient and effective use of limited resources.  One approach 

could be to have a committee approve HIV spending, such as the DAC if it were active. While 

this adds another level of bureaucracy to combating HIV/AIDS, protecting the allocation of 

scarce funding makes it worthwhile.  
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Discussion 

I have laid out a variety of suggestions for improving the implementation of HIV policy 

on Karkar Island (which can all be found in a summary chart in the appendix). Though I have 

distinguished between societal and political suggestions for organizational purposes, during 

implementation they should not be strictly segregated. In fact, that is what makes HIV policy so 

challenging: it is an issue with a strong societal and political dimension.  And the solution 

therefore must be two-pronged: it must engage civil society and government officials at the same 

time. As the head of PNG World Vision remarked, “We can flood the market place with 

condoms and all sorts of other programs, but if people’s hearts and minds do not change—then 

we are simply wasting our time” (Cullen 156). Likewise, civil society could be open to testing 

and accepting of HIV/AIDS, but if the government does not funnel money to HIV/AIDS 

programs, set up testing sites, or offer support to HIV-positive support groups, then little will be 

accomplished.  

Ideally, all the suggestions would be implemented all at once and Karkar would be on its 

way towards overcoming HIV/AIDS. Unfortunately, that may not be realistic. It is likely that 

civil society and government will need to prioritize their action steps. In that case, for civil 

society I recommend focusing efforts on reducing stigma. As long as there is stigma impeding 

individuals from discussing HIV/AIDS, accepting HIV-positive people, and getting tested, there 

will be little headway in overcoming the epidemic. Karkar, and PNG for the matter, is in no 

place to be doing forced testing and quarantine like Cuba; the participation of the citizenry is 

essential. Thus, reducing stigma should be the primary focus of civil society. Karkar may choose 

to utilize its isolation in propelling the de-stigmatization movement. Though also important, 

engaging the churches in combating HIV would be most helpful only after creating an 
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environment where the population is willing to discuss HIV/AIDS and participate in HIV 

programming.  

If the government were forced to choose one action step over the other, I would 

recommend establishing firm lines of communication and functionality before seeking additional 

funding. Financial resources are limited but could still go a long way if utilized efficiently. The 

underlying problem is the dysfunctionality of the District AIDS Committee and the broken lines 

of communication from the health providers to the DAC and the PAC. Improving the capacity of 

these organizations would increase coordination between policymakers and health providers, 

ensure the efficient use of funds and political energy, and re-energize the combat against 

HIV/AIDS. Without the communication lines in place, throwing more money at the problem 

would be inefficient and to a certain extent irresponsible. Apart from improving the structural 

capacity of the government to communicate and function effectively and efficiently, leaders 

should still use their individual decision-making power to prioritize HIV/AIDS, de-stigmatize the 

disease, and promote testing.  

While this research clearly focuses on Karkar Island, the case study could potentially be 

generalized to apply loosely to other areas of PNG or even to the broader national level. As 

discussed in depth in Chapter IV, Karkar functions as a microcosm of PNG in terms of ethnic 

diversity, religious composition, geographic isolation, and lack of development. Thus, the 

conclusions drawn from research on Karkar are likely similar to what would be concluded at a 

broader level. All societal and political suggestions would certainly need to be adapted to 

varying circumstances, but most of the theory would likely still stand. An important factor that is 

not consistent throughout PNG and hence would merit revised policy suggestions is ethnic 

fractionalization. While on Karkar I found ethnic fractionalization had a minimal impact on 
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implementation of HIV policy, tribal rivalry is much more fierce in the Highlands of Papua New 

Guinea, and I found sources citing ethnic warfare as a direct cause for the higher HIV prevalence 

in the Highlands (Atua; Itaki). Taking advantage of Karkar being an isolated island to mobilize a 

behavior change movement would also not be applicable to most parts of PNG. Thus, the 

suggestions I have outlined are intentionally molded to Karkar and some inherently are not 

relevant to the rest of PNG. With some adaptation and revision, however, most of the 

suggestions could likely be applied elsewhere in PNG.  

There is no doubt: society and policy need to move together; otherwise, they will end in 

gridlock and permit HIV/AIDS to run rampant. If Karkar—and perhaps even all of PNG— is to 

effectively combat HIV/AIDS, it must take on a two-pronged approach, putting both society and 

government to work.  

 

Conclusion 

There are two take-away messages from this thesis. First, learning from the experiences 

of other countries, it is clear that Karkar’s HIV epidemic will increase rapidly in the absence of a 

more aggressive response. Preemptive action combating HIV/AIDS will, in the long run, 

minimize the cost and political burden of overcoming the HIV epidemic. Secondly, an effective 

HIV response on Karkar should come in the form a two-pronged approach. On the side of civil 

society, I propose engaging and cooperating with the organized churches, not prioritizing 

condoms, using Karkar’s isolation to propel social mobilization, and targeting stigma. On the 

side of policy, I suggest looking for alternative non-governmental sources of funding, 

strengthening the Sumkar DAC, and holding leaders more accountable in their response to 

HIV/AIDS. Only with a rapidly implemented two-pronged approach where both civil society and 
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government simultaneously work towards the same goal will Karkar effectively combat 

HIV/AIDS.  

Let me close by saying that I am deeply grateful to everyone who shared information and 

sometimes very personal experiences with me. I am sending this document back to Sister Diem 

and Dr. Tanja at Gaubin Hospital who tirelessly answered my many questions, back to Selan 

Kangol who so bravely leads the Karkar Friends Support Network, back to Matricia at the 

Madang Provincial AIDS Committee and Bessie at the Sumkar District AIDS Committee who 

both work hard but always have more work to do, back to Father Jan who cares more about his 

people than written policy, back to the nurses at all three clinics, back to the teachers and 

students at Tabel School, and back to the National AIDS Council. This is for them.  

There are people on Karkar Island at this very moment who understand much better than 

me the functioning of HIV policy. Yet I hope that the way in which I have collected, analyzed, 

and displayed information in this thesis will prove to be helpful. I humbly hope that my societal 

and political suggestions are a useful framework from which those on Karkar can form their own 

ideas and initiate their own HIV/AIDS policy reforms. At the very least, I hope this serves as yet 

another incentive to aggressively combat HIV/AIDS now, while it is still manageable. 
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 APPENDIX A: Summary Chart 
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APPENDIX B: Funding of HIV/AIDS Programs 

Source: http://www.econsult.co.bw/Summary%20Report.pdf 
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Country Year Nat'l HIV 
Spending 
(USD) 

Nominal GDP 

WB 
HIV 
Spending 
as % of 
GDP 

% 
HIV+U  

Number 
HIV+U 

HIV 
Spending 
per 
infected 
person 

2006 $500,000 T $5,605,000,000 0.01% 0.8% 45,000 $11 

2007 $7,300,000 T  $6,329,000,000 0.1% 0.85% 50,000 $146 
2009 $3,160,000 T $7,893,000,000 0.04% 0.9% 60,000 $53 

PNG  

2010 $4,000,000 T $8,809,000,000  .05% 1% 65,000 $61 
(Madang 
Province) 

2010 $50,000T __ __ 1% 3500 $9 

2001 $1,500,000** $1,290,000,000 0.1% 22% 350,000 $4 
2005 $11,000,000* $2,524,000,000 0.4% 26% 370,000 $30 

Swaziland 

2006 $21,000,000* $2,670,000,000 0.8% 26% 370,000 $57 
1990 $7,000,000 

($77 mil over 
10 yrs) 

$4,300,000,000 0.16% 15% 1,200,000 $6 

1995 $7,000,000 
($77 mil over 
10 yrs) 

$5,800,000,000 0.12% 12% 1,250,000 $5.50 

Uganda 

2005 $12,300,000 $9,000,000,000 0.14% 6% 1,000,000 $12 
 
 
 
Country Year Nat'l and Intl 

HIV Spending 
HIV % Number 

HIV+ 
HIV 
Spending 
per infected 
person 

2001 $6,700,000** 22% 350,000 $19 
2005 $35,000,000* 26% 370,000 $95 

Swaziland 

2006 $50,000,000* 26% 370,000 $135 
1990 $26,000,000 

($260 mil over 10 
yrs) 

15% 1,200,000 $22 

1995 $26,000,000 
($260 mil over 10 
yrs) 

12% 1,250,000 $21 

Uganda 

2005 $105,000,000E 6% 1,000,000 $105 
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NOTE ON APPENDIX B: I have not included the information from Appendix B in the body of 
the thesis because some of the sources are questionable and the resulting data is difficult to 
believe. First, the two graphs make implications on GDP and HIV spending that do not correlate 
completely with data previously presented in this thesis. Information from this same source 
indicate disproportionately large amounts of international funding for Uganda in recent years 
which I was not able to find in other sources. Secondly, as was discussed in Chapter IV, I 
received information about the NAC budget during an interview with the Deputy Director of the 
NAC, but his information for the 2010 budget does not correlate with information found in the 
2011-2015 National HIV Strategy. Specifically, it is unclear whether the figures given to me 
refer to national government funding only or also include international donor funding.  Finding 
this information was surprisingly difficult, and since I was not able to find any other source on 
the NAC budget, I have included this information here but am hesitant to accept it without 
further confirmation. Lastly, there is a large discrepancy between the PNG 2010 HIV spending 
per infected person and the same figure for the same year in Madang Province. Again, this 
implies misinformation on the budget and I am hesitant to draw conclusions from this 
information.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
E http://www.econsult.co.bw/Summary%20Report.pdf 
 
* http://siteresources.worldbank.org/INTHIVAIDS/Resources/375798-
1103037153392/SwazilandMOT22March09Final.pdf 61 
 
** http://www.hsrc.ac.za/Document-478.phtml 37 
 
T Tapo, Philip. Personal Interview. 9 Aug. 2010.  
 
WB All nominal GDP figures are from the World Bank World Development Indicators 
 
UAll HIV figures come from UNAIDS 
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