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 Abstract  

Over the last two decades, health sector reforms have been planned in many cases as components of wider Public Sector reforms without sufficient consideration to its impact on human resources issues faced by health services (Alwan et al., 2002; Kolehmainen-Aitken , 1998). This paper will use  the methods of contextualist analysis  ( Pettigrew et al. 1992) to  analyse the effects of Public Sector reform as it unfolded over the last twenty years, on Human Resource Management (HRM) in the health sector in PNG.

Prior to independence in 1975, the Department of Health in PNG was a highly centralized organization, and administered a series of vertical programmes to deliver services. When the decentralization to provinces was implemented, it took five years (1977-1982) for it to be finally completed in the health sector, due  to strong resistance from senior officials at national level and reluctance of some provinces to take on the additional burden of managing  provincial hospitals (O’Reilly, 1991). 

The main principle for the decentralized administration was the idea of a single unified  public service  and various authors have documented the problems and issues that arose in devolving functions to provinces, when there was insufficient capacity at that level (Kolhameinen_Aitken, 1991, 1992; Campos-Oucalt et al, 1995). The devolution of the authority to provincial government , divested  the management of human resources of provincial hospitals to provinces. A number of provinces made attempts to integrate services in their provinces but no single model emerged.
In the face of a macro-economic crisis  in PNG  a Functional and Expenditure Review (FER) of rural health services (2001)  identified the fragmentation of vertical integration of health services and recommended steps be taken to streamline provincial health services. In May 2002, the PSRMU, DPM and NDoH jointly developed administrative instruments as a first step in this process. This work was undertaken in a less than ideal time frame  for such  a massive organizational change and as a consequence ownership, comprehension, and understanding of the follow-up requirements  for implementation by both provinces and national departments did not eventuate. 

In response, the Provincial Health Authorities  Act was passed by parliament in 2007,  to address the fragmentation of the vertical integration of provincial health services in PNG.  This enables a province to voluntarily choose an alternative model and create a Provincial Health Authority to deliver both curative and preventive health services in the province. 
The experience of PNG,  provides national health authorities of  many developing countries  many insights and lessons as they embrace Public Sector reform  and  seek strategies for strengthening health services.
Introduction

Public Sector Reform (PSR) is  instituted to strengthen the way the public sector is managed . The Public sector is broadly synonymous with “ government”  and PSR is the response to improving the manner in which government provides its services. Over the last two decades, health sector reform has been promised as a strategy that would  address  many of the problems faced in countries with low resources in delivering  health services. Such reforms have been planned in many cases as components of wider civil service reforms without sufficient consideration to its impact on human resources issues faced by health services . Concepts such as “ new public management” and “public-private partnership” have been the cornerstone of health sector reforms (Berman et al 2000) . In many cases, these changes have been imposed  on governments of developing countries  as part of structural adjustment packages and economic rescue efforts of the International Monetary Fund (IMF) and Banks( Asian Development Bank and World Bank). Though human resources are the core of the health industry, reforms in human resource management (HRM) have often not been included as a key part of the reform (Wang et al, 2002). However, it is understood in the wider literature of strategy implementation that human resources management is “core” to reform in organizations , especially those  dealing with complex change over multiple levels of the organization (Pettigrew et al, 1992). 
A number of Pacific Island Countries (PICs) have also been involved in health sector reform initiatives over the last two decades.   A significant reform in many countries have been decentralization  or devolution of power to lower levels of government. The complex interplay between structural adjustments (such as decentralization)  and public sector reforms in countries can best be understood using a longitudinal processual case study approach ( Pettigrew  1997). By looking at change  in one country   over time   one can remove the added complexity of teasing out differences in the country context. 
The paper will first introduce the framework for analysis. The case study is situated in Papua New Guinea (PNG), the largest of the Pacific Island countries and  uses the structural changes in public services that have taken place over the last twenty years , to situate its impact on  Human Resources in Health  in the country. The analysis of the findings is integrated with a discussion. The conclusion consider lessons from the case study that are of wider interest to  management of  Human resources in Health .
Methods

A framework for  analyzing organizational change , based on the contextualist principles was proposed initially to analyze change in large corporations (Pettigrew et al, 1987). This methodology has been subsequently used to analyses a series of case studies in the National Health Service in UK (Pettigrew et al, 1995), Business Process Re-engineering (Symonds,1991) and managing human resources ( Nelson, 2005).

Contextualism assumes that change is historical, contextual and processual ( Pettigrew et al, 1995). Contextualism is a method of analysis rather than a method of change and consists of vertical and horizontal levels interconnected through time.  The vertical level refers to inner and outer factors: inner contextual factors comprise strategy, culture, structure and politics of the organization  ( the Department of Health and/or Ministry of Health ) whilst outer factors are linked to national, economic, political and social contexts , in this case , the National Government ( including National Agencies) and/or Provincial Governments of the country.  Horizontal level refers to temporal connection through past, present and future. The value of a such contextualist frameworks for the analysis is that it allows the examination of organisational  change in terms of who is involved, why and what are the underlying politics of the issues.    Pettigrew (1992) has shown that  to make strategic change in the content  (in this case, human resource management) entails the management of the process as well as its context.  This requires a historical understanding of the context, content and process because change evolves over time and issues of the present are resultants of its previous history (Pettigrew, 1985). 

The case study methodology provides an opportunity to understand complex organisational phenomenon.   A case study is an empirical inquiry that investigates a contemporary phenomenon within the real life context and typically uses multiple sources of evidence (Yin , 1994). Surveys  are limited in their ability to investigate the context or to obtain information not specifically sought and case studies have been used to complement survey research. While in some respects case studies are specific to a situation, they provide valuable contextual information that allows the testing of generic models and frameworks for understanding the problems and issues.  

This case study is situated in the period 1975-2007 and the main event is the implementation of  decentralization to provinces and local government in PNG. A range of data collection methods and a number of data sources were used. The authors were able to triangulate data by confirming/disconfirming the evidence using multiple documents, participation in meetings and discussions at national, provincial and district levels. Much of the contextual material  (historical background and organisational issues) are available in the published and fugitive literature made accessible to the authors. 
The case study uses three phases based on time and key events to discuss the vertical dimension of the framework, the context. The first period is from 1975-1985, when provincial decentralization was first implemented in PNG. The focus was in ‘making decentralization work’. The second period is from 1986-1999, a period when there was further structural change in moving decentralization to local government (district level). This period also covers a time when there was economic and social instability and  resource constraints for the public sector. The final period ( 2000-2007), looks at  recent developments in  public sector reform and its impact on human resource management in the health sector. Table 1 captures the time periods and the context of the case study. 
Table 1. Historical Events and context of change in Public Sector Reform in PNG
	Period and major event(force for change)
	Outer Context 
[National: economic, political and social context]
	Inner context
[Organizational: Strategy, structure, culture and politics]

	1975-1985

Post Independence :Making decentralization work
	Post independence power sharing with provinces; Central agencies (Departments of Finance, Planning and Public service commission ) retain their influence. Sound economy.
	Highly centralized Health service resists decentralization.  Restructure of Department of Health. Provincial Health given powers for managing health personnel.

	1986- 1999

Decentralization to districts 

Economic downturn
	Political push for Local Government. “ New Organic Law” and “ Public services management act” passed in 1995. Single National Public Service , Department of Personnel management created.  Macro-economic crisis and resource constraints for public sector 
	Major managerial problems especially with Provincial hospitals. National Health Administration Act (1997) and Public Hospitals Act(1995) passed. National Department takes over management of Provincial hospitals. Some test decentralization  of health function to districts.

	1999- 2007

Political and economic stability;

Public Sector Reforms extended

	Functional Expenditure Reviews. Restrictions and staffing ceilings. Public Service Reforms  ( PSMRU established) 
	Functional Expenditure Review of Rural Health Services( 2001) recommends streamlining provincial health services. New models of Integration tested. Provincial Health Authorities  Act passed ( 2007)


Case study 

Phase One 

This period spans the post decentralization period when functions of  national agencies were  transferred to provinces.
Outer Context : The historical context of decentralization of health services in PNG
At independence in 1975, PNG  inherited a centralized political and administrative system with geographical inequity of wealth and distribution of services  (Axline , 1986).  The impetus for political and administrative decentralization , portrayed development thinking at that time that emphasized, self reliance, greater equity is distribution of wealth and greater political participation (Conyers, 1981). The decision to create a decentralized system in PNG was also a resultant of a number of political factors: (i) the desire to restructure a highly centralized colonial system of government; (ii) a need to unify a country that took account of wide diversity and fragmentation of the society; and (iii) to respond to the secessionist  attempt of the people of Bourganville  (Axline, 1986). 

Soon after independence in 1975, the national government moved towards power sharing with the provinces, using a legal mechanism the Organic Law on Provincial governments (OLPG) of 1977. The intent of the OLGP was to transfer substantial powers away from the national government to highly autonomous provincial governments (Regan, 1991). The creation of administrative structure to correspond to decentralization of political power was set out in the McKinsey Report of 1977 “ Making decentralization work”.  The transfer of public servant from their national department to new provincial departments was initiated in 1978,  for the Department of Health (DoH). However, it took five years (1977-1982) for decentralization to be finally completed (O’Reilly, 1991). Much of the delay can be attributed to strong resistance from senior officials at national level and to reluctance of some provinces to take on the additional burden of managing  provincial hospitals. 
The main principle for the decentralized administration was the idea of a single unified  public service. The central coordinating agencies such as  the Department of Finance, National Planning and Public Service Commission (PSC) “ for the most part retained , if not increased, their influence as a result of decentralization” (Axline, 1986, p 42). Due to the need for a single public service, the PSC imposed the same recruitment , training and personnel functions to the provinces. This meant that personnel management functions of recruitment, transfers, promotions and disciplinary action of health staff  were transferred to the provincial government.
 Inner Context  (Strategy,  structure , culture and politics)

For the Health sector the transfer of function consisted three types : transferred functions ( eg. Rural health services) , concurrent functions (eg. Provincial hospitals and Malaria services), and nationally retained services ( eg. Pharmaceuticals, training ). 
A number of issues related to Human Resources were faced during this period of ‘ making decentralizations work’. They are well described in commentaries by Kohlmeinen-Aitken ( 1991, 1992); Thomason et al ( 1991).  Of relevance to this analysis is the integrated nature of the issues to culture and politics of the organization , the National DOH. O’Reilly ( 1991) identified , the strong resistance to change by senior officials of the DOH due to loss of control and status, fear of being transferred to provinces, non acceptance of change (thinking is as a passing phase) and, passive resistance ( inert action and by passing the province in decision making).  There were also a number of structural and problems of capacity. Even before decentralization, the national DOH did not have accurate records of staff in the provinces, this resulted in allocating positions in “ bulk” to provinces ( O’Reilly, 1991).  Though health staff were placed in the provincial establishment, they continued to be paid from the national DOH, resulting in delays and inefficiency.  In addition other issues identified included: ambiguity and ill defined authority and responsibilities for provincial staff, duplication of positions and services, political interference (O’Reilly, 1991).
Other insight of the impact of decentralization  on service delivery and staffing included, the escalation of the acute shortage of nurses in poor provinces, as nurses took transfers to desirable  location, as they feared there would be no opportunity in the future (Kohlmeinen-Aitken, 1991, 1992) . Disruption of supervision and in service training of  rural health staff by hospital staff  occurred as  they  now belonged to two different departments (national and provincial).  The channels of communication on technical matters, however followed past experiences as technical staff in the provinces continued to communicate directly with technical staff in the  national DOH (Kohlmeinen-Aitken , 1991, 1992). 
Phase 2
This is a period when most public services had accepted decentralization and mechanisms were implemented to strengthen the provincial capacity. It was also a period  of political change with resultant structural change, to win the favour of rural masses through provision of resources to local government. During this period , the economy of the country deteriorated and International Aid became vital for the economy.

Outer context
In 1995, the “New Organic Law” on Provincial and Local Government was enacted, to decentralize functions to the district level in PNG. Inadequate guidance and management of the implementation, resulted in lines of authority between the three tiers of government being largely absent and allowing accountability at all levels to decrease (ADB, 2006). The Public Services Management Act, 1995, was established to implement the provisions of the Constitution to give effect to the staffing of Provincial and Local-Level Government Administrations under the Organic Law. The act gives effect to the concept of one National Public Service at all levels of National, Provincial, and Local Level government administration. The Department of Personnel Management (DPM) was created under this act, and made responsible for the proper administration of this act. The policies of the National Executive Council (NEC) under the Public Services Management Act (1995), are  implemented through the formulation of General Orders.  General Orders are made and authorized by the Secretary, Department of Personnel Management.  
Inner context

The devolution of the authority to provincial government under the OLPLG divested  the management of human resources of provincial hospitals to the provinces.  In the first phase of decentralization, Provincial hospitals were concurrent functions, but in 1982, under a NEC policy directive, funds were provided directly to the provinces for delegated functions, including that of provincial hospitals. Due to major problems in staffing and financial control in a number of provincial Hospitals, these hospitals were re-centralized. Under the Public Hospitals Act (1994), these hospitals were then managed by boards of management, with technical input from the NDoH. However, all other hospitals ( eg District) and public health services were the responsibility of the province, and governed under the National Health Administration Act (1997). The functions of recruitment, placement and promotion  of personnel were carried out by the hospital boards (for provincial health staff)  and provincial administrators (for all other staff in the province). 

During this phase of “consolidation” of decentralization a number of issues in the HR function in the health sector were found. National policy on staffing required doctors to be posted only in Provincial hospitals. However, provincial authorities, began to post doctors at health centres and upgrade the institutions to district hospitals.  As such staff were paid by the province, they were not under national jurisdiction  and national standards were not followed (Kohlmeinen-Aitken, 1991, 1992).  Prior to decentralization, the NDoH  decided on new posts and obtained DPM approval for funding and establishment. After decentralization, the role played by NDoH in staffing underserved provinces was not possible, as the decisions were made at province and poor provinces did not have resources. On the other hand the North Solomons  (the wealthiest province) doubled expenditure on rural health staffing and provided funds , and DPM created the positions, increasing the in equity of staffing. In other cases, the increase in staffing was dependant on the ability of the province to persuade DPM, as an overall plan for staffing was not available (Kohlmeinen-Aitken, 1991, 1992). 
With the New Organic Law, district offices were managed by a District Administrator (DA) and this lead to problems in supervision of health staff in the district, by a non technical person (Campos Oucalt et al, 1995) .  This was the case of Western Highlands province (WHP), where decentralization was taken to district level. Issues of role delineation and trust between provincial and district administrators, resulted in rescinding the decision in 1993 and having  all health staff reporting to provincial health department.

Phase three

In 1999, a new government came into power and period of economic stability followed. However, PNG was still in economic troubles and  International Monetary organizations imposed many conditions. A number of these measures were part of the Public Sector Reforms that the government implemented.
Outer Context 

The PNG Government announced the policy framework for “The program for recovery and development” in 2002, with three overarching objectives: good governance, export driven economic growth, and rural development, poverty reduction and empowerment through human resources development (ADB, 2006). Although macroeconomic stability was seen , the public sector wages bill was identified as a key issue to improve public sector performance . A  “ Strategic plan for supporting Public Sector Reform”  for 2003-2007 was developed. A Public Expenditure Review and rationalization (PERR) analysis was led by the World Bank in 2003 with participation by the PNG government, ADB and AusAID. This included a “ rightsizing exercise”  of the public sector,  which looked at civil service payroll and size, monitoring of recruitment and addressing  the large pool of unattached staff. A program of Functional Expenditure Reviews (FER), a platform for internal organizational reform aimed at reducing expenditure and improving services was undertaken. The Public Services Reform Management Unit (PSRMU) was established  and entrusted with this work. Fourteen  public sector agencies undertook this review , the health sector conducted a review of its rural health services in 2001.
In response to the PSR, a Public Sector Workforce development initiative (PSWDI) was established in 2004, with focus on addressing the decline of the overall capacity of the PNG public sector workforce. One of its action areas is the development of executive leadership and management capability across the public service.
The inner context
The declining investments in the health sector are seen in the medium term expenditure framework (MTEF). In 2002, 82% of the health budget was spent on paying salaries, maintaining buildings and equipment and purchasing essential supplies. Much of the funding for new investments and preventive health programs were obtained from foreign assistance grants.

The Functional and Expenditure Review (FER) of rural health services (2001) recommended that steps be taken to streamline provincial health services. These recommendations were endorsed by the National Health Conference (Mt Hagen) in 2001 and the Central Agencies Coordinating Committee (CACC)  in  2002. In May 2002, the PSRMU, DPM and  National DOH (NDoH)  jointly developed administrative instruments as a first step in this process, the delegation of responsibility and authority over the district health staff to the provincial health adviser. This draft agreement was discussed with Provincial Administrators  and Provincial Health Advisers of all provinces at a meeting held in Port Moresby (Gateway Hotel) in May 2002, and a resolution to pilot the delegations in at least 10 volunteer provinces resulted. The provincial streamlining work was made one of the first level organizational reform priorities for the MTEF in health.

From June to October 2002, the DPM and NDoH visited each volunteer province and held negotiations meetings with all stakeholders, resulting on the signing of these MOUs in 15 provinces. This work was undertaken in a less than ideal time frame due to pressure brought on the government to adopt  this recommendation as an ADB loan conditionality for the country. One of the consequences of this rushed process was that the ownership, comprehension, and understanding of the follow-up requirements by both provinces and national departments were unclear. While this was in process, it was found that DPM was already approving organizational re-structures that had not been reviewed by the NDoH, and were not technically sound and often were beyond staffing and budgetary ceilings. 

The HR branch of the NDoH , was handed over the material on provincial re-structure  and found that, there was still  much reluctance in the DPM to clearly identify the components of the work that would be the responsibility of NDoH. One of the points raised was that, the DPM procedures require job descriptions (JD) for all positions involved in the provincial re-structure. The HR branch NDoH then decided to develop a library of JDs in close consultation with all the technical branches . This work highlighted the shortcomings of most JDs in the provinces, as their current JDs had not been updated for over 10-15 years. Updating was constrained by the lack of capacity in the HRD and technical units and the DPM did not have spare capacity to assist the NDoH in this either. While this was in process, the NDoH agreed to a different model of streamlining in Western Highlands Province (WHP), due to the enthusiasm and support provided at the highest levels in the province and within DPM, NDoH and   Department of Provincial and Local Government Affairs. This model placed the rural health services and staff under the provincial hospital board of management. It was agreed that it was only a trial process, and when the legislative changes required for the whole of health sector streamlining have been implemented it will be superseded.

As in this period , provincial re-structure was also occurring Provinces found that, seeking technical expertise at NDoH was in some cases detriment to their goals and directly approached DPM to negotiate positions and classification. This resulted in  position  with similar responsibilities being advertised at different levels in PNG . For instance the Chief Medical Officer post of two Hospitals ( of near similar complexity and size) were provided two different levels ( one at level 16 and the other at level 14). Positions in health had to abide by the hierarchy at provincial  and district levels , so that all positions had to be below the senior administration at province and district. Some innovative (and richer provinces) provided  supplementary allowances to attract good  staff  form other provinces, rural and poor provinces were often the losers.

Over the next few years, with lobbying by the NDoH, legislative reform was introduced  through the  Provincial Health Authorities Act of 2007 to address the fragmentation of the vertical integration of provincial health services in PNG. This is based on a voluntary partnership between the Provincial government and Minister, where the proposal  shows that the delivery of health services is more efficient through a Provincial Health Authority (PHAu). The structure and key functions of the PHAu is given in Table 2 
Table 2  Structure and Functions of a Provincial Health authority.

	1.
	Unity of service delivery in a province , with respect to provincial sovereignty

	2.
	One board of governance ( not management)

	3.
	Allows one entity to control functions of health services delivered in a province

	4.
	Allows one entity to control staffing of health services delivered in a province

	5.
	One CEO and three directors (Corporate services, Public health services and Curative health services).


At the present, implementation of the PHAu is supported by the NDoH and a number of provinces are implementing the new structure. 
Discussion
The  use of a contextualist approach  allows one to understand the impact on HR management in the health sector in PNG. A number of the problems of HR management are entrenched in the historical issues of decentralization and economic upheaval in the country. Strong lessons for other countries and states, of the impact of Public sector reform on human resources for health can be learnt from the study of the journey of PNG. It is easy with hind sight to identify mistakes and lessons, but it is also important to place HR in health within the broader issues of a whole of government approach to personnel management.  This is clearly demonstrated in this case study.
The politics of  power among central agencies played a primary role in the difficulties faced by the health sector in  implementing the decentralization in the early phases, this is well documented by  O’Reilly ( 1992). By  2001, the  context was that the DPM and DoF had re-centralized public service management. Effort to obtain delegated power over personnel management was often resisted on the grounds that insufficient capacity existed  in the central agency (NDoH) and at provinces  on some key aspects of personnel management (appointments and salary levels), even though the General Orders had such provision available. This lesson shows that, if one is serious about major change , all stakeholders need to be convinced and committed to it. 
The lack of capacity in  HRM  low and middle income country health systems has often been recognized. This case study illustrates this at a number of points of time. In the first wave of decentralization, the DOH was not ready for  major re-structure as it did not possess the information on national staffing and did not have the capacity to provide position descriptions for transferred provincial health staff. Over the years, the capacity of the HR branch has not adequately been strengthened to play a vital role in providing direction and standards for HR management to the provinces. In fact, some of the reluctance of the DPM in delegating powers  to line agencies ( such as Health) was  due to their understanding that officials were not  trained to carry out establishment work. The final example was in the opportunity that was created when provincial re-alignment was agreed by a number of provinces in 2002. The NDoH , could have capitalized on the situation to ensure , national standards were followed in provincial health establishments and in establishing  merit based selection processes, due to lack of capacity at the centre. The lessons for others,  is that for good HR management practices to be established, there is a need for a technically strong   team in HRM at national level. Most countries spend resources in having the capacity in disease control and epidemiological expertise at national level, rarely do they invest in good human resource mangers.
Finally, the case study of  structural public sector reform in PNG represents one of the important trends in strategic human resource management. The other , new patronage is primarily concerned with providing political appointees the necessary power of overseeing the functioning of government. While historically, the emphasis was in protecting the civil service (public service) from the changes in patronage and corrupting influence of the spoils system, decentralization , in the manner practiced in many developing countries creates a situation of where this cannot be ensured. While  the Public Sector Reform agenda includes the strengthening of good governance in the public sector, it needs to start with ensuring good personnel management practices in being followed in decentralized health systems. 
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