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Executive Summary 
Overview of the evaluation object 

The first example of a Family Support Centre (FSC) in Papua New Guinea was established at Lae 

hospital in 20031 with support from Soroptimists International. By 2015, there were nominally fifteen 

FSCs in thirteen provinces across the country. UNICEF has provided support to nine of these FSCs 

and thus has commissioned this formative evaluation of the approach.  

Evaluation objectives and intended audience 

This formative evaluation aimed to generate findings and recommendations to improve the on-going 
implementation of FSCs in Papua New Guinea, and determine what worked and what did not work, 
analysing both the constraining and enabling factors. This evaluation is the first formal independent 
assessment of the Family Support Centres since their introduction in 2003. The unit of analysis was 
14 FSCs from 2003 until the present. Nine of the FSCs are supported by UNICEF2 and five FSCs were 
established by other partners3. The objective of the evaluation was to determine the relevance, 
effectiveness, efficiency, sustainability and contribution to equity of the FSC approach. The primary 
users of the evaluation findings are the National Department of Health (NDoH) and Provincial Health 
Authorities/Administrations; Family Sexual Violence Action Committee (FSVAC); Department of 
Community Development, Youth & Religion (DfCDYR); and UNICEF as a key supporting partner. 
Secondary users include wider development partners (UN agencies, bilateral donors), faith based 
organizations, and civil society partners in PNG supporting the FSC approach. 

Evaluation methodology 

The methodology for this formative evaluation was based on qualitative, inductive, and participatory 

approaches. Mixed methods were used with qualitative research methods prioritised over quantitative 

methods. A draft theory of change was developed in consultation with stakeholders which provided a 

framework for the evaluation. The scope was to assess all FSCs based on available data since the 

inception of the approach in 2003, extensive literature review and visits to ten sites.4  

Key findings and conclusions 

Relevance 
The FSC approach was found to be closely aligned with national priorities and there was a high level 
of political commitment, particularly at national level. At provincial and district levels, commitment 
was not always translated into tangible resources, or reflected in planning documents. Most sites 
visited had created an important 'hub' approach from which they were able to refer survivors and 
provide an essential role in facilitating access to health and justice services. However, the introduction 
of the concept of the ‘five essential services’ in 2007 has yet to be incorporated into the Guidelines for 
PHA/Hospital Management Establishing Hospital-Based Family Support Centres (2013).The 
hospital-based FSCs provided an effective service with an appropriate environment within which 
survivors could begin to recover. More could be done to ensure continued relevance of the service to 

 

1 This FSC is now also referred to as the ‘Women and Children’s Support Centre’ 
2 UNICEF was a key development partner in the initial stages of FSC implementation. The focus at that time was on physical infrastructure as the 
government did not have capacity to build FSCs and hardware had been deprioritised by many development partners. The Bradley Report 
recommended establishment of the FSVAC which would then develop a strategy on FSV and support the government to implement the FSC 
approach. 
3 Recently launched Referral Guidelines (Nov 2015) cite 15 FSCs: Tari, Mendi, Buka, Goroka, Arawa, Madang, Vanimo, Alotau, PoM, Kerowagi, 
Maprik, Minj, Mt Hagen, Kundiawa, Lae. 
4 These were:  Mount Hagen, Alotau-Milne Bay, Kiriwina-Milne Bay, Kundiawa-Simbu, Minj-Jiwaka, Kerowagi-Simbu, Buka- ABG, Arawa-ABG,  
Port Moresby and Tari-Hela. The field trip took place between 14th November 2015 and 15th December. 
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users; only two FSCs visited systematically sought feedback from service users to improve the service, 
and only one attempted to establish a survivor support network.  

Effectiveness 
Lack of consistent and comparable data made it impossible to assess trends of service users. 
According to available data, there is a relatively small client load across the FSCs. Evidence from Tari 
shows that outreach activities promoting awareness of the service are successful in increasing uptake. 
The FSC staff in the Highlands were concerned that outreach may result in increased demand which 
would quickly outstrip supply. Although this concern was not evidenced, there were obvious gaps in 
staffing and expertise across the FSCs: for example, low capacity for FSCs to respond to children’s 
needs, too few safe houses available for temporary refuge, and only three sites met (or exceeded) the 
required staff profiles to ensure consistency of services. Two of the provincial Hospital FSCs provided 
the recommended five essential services, while the remaining eight FSCs visited facilitated access to 
them through referrals. All the provincial level sites had good relationships with relevant services 
indicating effective coordination. A much more inconsistent picture was found at district levels, where 
FSCs were variously understaffed and ill-equipped, and in some cases were defunct, never 
established, or buildings entirely co-opted for other uses. In some areas, the presence of an FSC had 
the perverse effect of non-FSC health workers abdicating responsibility for family and sexual violence. 

Efficiency 
There were examples of efficient rationalisation of resources and there were also examples of 
inefficiencies largely due to staff being underutilised within the FSCs where client numbers are low. It 
was not possible to make an overall judgement on ‘value for money’ of the FSC as total costs were 
unavailable and there was inadequate opportunity to gather feedback from service users. 

Sustainability 
The main constraint to replication of FSCs is the lack of clear leadership and management structures 
to ensure that the services provided by FSCs are implemented and operated. In addition, the better 
functioning sites are integrated with the Provincial Health Authorities (PHA) while the guidelines 
encourage FSCs to be self-sustaining, and therefore operate as a parallel system within the PHA, but 
creating barriers to integration. The key enablers of sustainability are strong internal linkages 
between FSCs and other units within the health facility, as well as strong coordination of referrals 
with other service providers. Because information systems across the FSCs are weak there is limited 
opportunity to capitalise on evidence for advocacy and resource mobilisation. In Buka, newly installed 
software has raised expectations of data improvements, while investments are being made nationally 
in standardised data collection and information systems for FSCs.  

Equity 
The FSC approach aligns with a focus on women and children based on the assumption that they are 
most affected by family and sexual violence, rather than with a comprehensive gender or broader 
equity lens. Some sites have incorporated men’s health as a priority but there are no clear links 
between uptake and impact on family and sexual violence. Although not proactively addressing the 
needs of different groups (e.g. through specialist training), all FSCs will treat anyone who self-refers 
as long as their case is related to family and sexual violence. However, there was scant evidence to 
suggest that any of the FSCs have set priorities for responding to the needs of marginalised groups by 
articulating specific criteria or guidelines; and they are not resourced to respond to the barrier of 
distance and transport costs. Gaps remain in responding to the specific needs of women, including 
older women, vulnerable children, transgender people, and people with disabilities. 

Conclusions 

Overall, the FSC approach provides a unique and critical service to survivors of family and sexual 
violence. The health sector, through its recently established Gender and Men’s Health Unit, has made 
great strides in acknowledging and responding to family and sexual violence. However, there remains 
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confusion about the goals of the FSC with regard to their reach at District level and in terms of their 
role in primary prevention of family and sexual violence. The absence of a clear strategy, which goes 
beyond the operational guidelines to outline the purpose, goals and desired indicators for the centres, 
may undermine the success of the model as it renders achievements difficult to capture 
systematically. This is compounded by a dearth of data to track the type of services required and 
numbers of clients seen to inform future planning specifically with regard to staffing and resourcing. 
In many sites there are high proportions of children attending and services urgently need to be 
tailored to meet their specific needs, in terms of [provision of or referral to] psychosocial counselling, 
legal aspects of child protection and social welfare. 

Main recommendations 

The following recommendations are in recognition that strengthening the response to family and 
sexual violence requires collaboration between key partners at all levels.  

For NDOH and Key Partners  

1. Under the broader Family and Sexual Violence (FSV) strategy currently in progress, develop, 
operationalise and coordinate a health sector strategy for FSV, which includes the FSC model.   

2. Develop a phased approach to providing services at a District level that focuses on improving 
the quality of service delivery and increases reach to as many survivors of violence as 
possible.  This needs to be built on a unique understanding of what is required in each 
District, as evidence suggests each area is different.   

3. Continue capacity building for FSV data collection and management, using standard 
indicators, and increased supervision and monitoring visits to FSCs.  

For NDOH and Key Partners in child welfare (UNICEF) 

4. Strengthen the capacity of FSCs to deliver child friendly services through clear guidelines for FSC 
staff on managing child abuse (in the PHA guidelines), together with a systematic capacity 
building programme targeting active FSCs. 

For NDOH, Provincial and District Health Authorities with FSC 

5. Identify and quarantine a percentage of national, provincial, and district health budgets to be 
spent on the FSV response, including FSCs.  

6. Build the skills of key front line health workers at District level (eg maternal and child health and 
sexual and reproductive health staff) to generate a critical mass that can at least identify cases of 
FSV and actively refer them to FSCs.  

7. Build the capacity of FSCs in service provision at the facility level (not training for individuals) and 
consider providing twinning opportunities for FSCs to share lessons learned and best practices. 

For Provincial FSC Implementers 

8. Tailor the FSCs to better meet the needs of clients. Set priorities for responding to the needs of 
marginalised groups by articulating specific criteria and guidelines and establish client feedback 
systems in each FSC.  

9. Encourage the establishment of survivors’ groups at FSC and strengthen peer support 
mechanisms to enhance equitable access to FSCs and referral networks.  

10. Build partnerships with CSOs to undertake outreach, to raise awareness of available FSC services 
and to improve access to available services for marginalised groups. 

For Development Partners 

11. Address barriers to access to FSC services particularly addressing the issue of transport costs, and 
by developing a community based assessment of other key barriers to access to services. 
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1. Introduction 

1.1. Context and background 

Papua New Guinea context 

Papua New Guinea is the largest nation in the Pacific Region and home to over seven million people. 
[1] Administratively it is divided into 22 provinces, with 89 Districts, 313 Local Level Government 
areas and 6,131 wards [2]. 

PNG is culturally extremely diverse with over 800 languages spoken. Topographical obstacles, such as 
high mountains, poor roads, open seas and poor transport infrastructure, coupled with low adult 
literacy rate (60 per cent) combine to present significant challenges to effective health service 
delivery, particularly as the majority of the population live in rural areas [3]. These challenges are 
manifested in low life expectancy (61 men/65 women).  

PNG's relative level of poverty in relation to neighbouring countries is increasing and it now ranks 156 
out of 187 on the United Nations Human Development Index in 2012 [3, 4]. 

Violence against women and children in Papua New Guinea 

Violence against women and children is common across Papua New Guinea. The study on family and 
sexual violence (FSV) prevalence conducted by the Law Reform Commission in 1982 remains the key 
source for baseline data in PNG. Beyond this there are large gaps in available statistical information 
for estimating current levels of violence against women and children in PNG [5, 6]. The Law Reform 
Commission study found that 67 per cent of women in rural areas across the country had experienced 
family and sexual violence in their homes [7, 8]. Smaller studies around the country conducted since 
have found similarly alarming rates of violence against women, usually by men, both within families 
and by others [9-12]. A study of male perpetration of violence conducted in ARB (Autonomous Region 
of Bougainville) in 2012 found that 87.6 per cent of men surveyed admitted to physical, emotional 
and/or economic abuse against their intimate partner [13]. Normative use of ‘culture’ as an excuse for 
male violence against women is widespread [12, 14]. There have been considerable problems with 
regard to marshalling political will at national and provincial levels to provide funding and resources 
to respond to violence against women and children; and to make data collection and better reporting 
possible[15]. In recent years, however, momentum for greater attention to the issue has been growing 
both internationally and nationally (see Figure 1 Timeline). 

When violence occurs within households, children of survivors are also negatively affected. Psycho-
social trauma as a result of witnessing violence can have long term detrimental effects, and children 
may themselves be victims of abuse and neglect [15, 16]. Incidence of child sexual abuse, commercial 
sexual exploitation of children, and underage marriage are reportedly high across the country [17]. 

Around 75 per cent of children report experience of physical abuse during their life time and around 
80 per cent experiencing verbal abuse [18]. General lawlessness has contributed to around 50 per 
cent of children feeling unsafe in their communities at night [18]. Eighty five per cent of men who 
were fathers report that they beat their children [19]. Twenty nine per cent of children are beaten at 
least once a week by male family members [20]. 

Sexual violence is also perpetrated against children with alarming frequency. In some areas, 55 per 
cent of children report experiencing sexual abuse [21]. Young girls are particularly vulnerable and 
those living with relatives or step parents at higher risk of sexual violence perpetrated against them by 
male relatives, sometimes resulting in teenage pregnancy [22]. Between 49 and 74 percent of cases of 
violence presenting at Family Support Centers are children less than 18 years old [23]. Available 
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evidence from domestic violence shelter (Haus Ruth) in Port Moresby indicates that 60% of children 
who come to the shelter with their abused mothers have been abused as well [17].  

Many more children are made vulnerable through the endemic rates of family violence perpetrated 
against women. Thirty nine per cent of youth aged between 13-24 years old grow up witnessing 
violence between family members and experiencing its negative effects [20]. 

Although the majority of reported cases of family and sexual violence in Papua New Guinea involve a 
male perpetrator, violence between and by women is also an issue of concern. This is particularly 
between women who are in relationships with the same man, or in-laws and a male relative’s wife, as 
well as against children. Men, particularly men who have sex with other men, and men living with 
HIV and AIDS are also subject to family and sexual violence, as are transgendered people.  

Anecdotal and ethnographic evidence, as well as growing advocacy and awareness of the issues of 

violence, indicate the seriousness of the situation in PNG and the need for better support services for 

victims and survivors of violence [11].  

Global context of health system responses to Family and Sexual Violence 

In 2005 WHO published a multi-country study showing a consistently high but wide range of  
prevalence of injury among women who had ever been physically abused by their partner: from 19% 
in Ethiopia to 55% in Peru [24]. It also found that  abused women were twice as likely as non-abused 
women to report poor health and physical and mental health problems including ‘functional 
disorders’ or ‘stress-related conditions’, even if the violence occurred years before.  

Subsequent studies have further explored the links between FSV and health and found [25]: 

 Women who have experienced physical or sexual abuse from their partners are almost twice 
as likely to experience depression  

 IPV (intimate partner violence) is linked with unintended pregnancies, with women who have 
experienced IPV being more than twice as likely to have an abortion.  

 IPV is also linked to sexually transmitted infections, including HIV - directly through forced 
sexual intercourse or indirectly as women are less able to negotiate condom use with their 
partner. In some regions, women who experience IPV are 1.5 times more likely to acquire HIV.  

 Women who experience IPV are 16% more likely to have a low birth-weight baby. Violence 
during pregnancy has also been associated with: miscarriage; late entry into prenatal care; 
stillbirth; premature labour and birth; and foetal injury [26]. 

 The impacts on children of IPV against women, including anxiety, depression, future male 
perpetration and female experience of IPV in later life, as well as children’s negative health 
outcomes, such as lower immunisation, higher rates of diarrhoeal disease, and greater infant 
mortality rates [26]. 

The role of the health system in responding to FSV in developing country contexts is slowly gaining 
ground although most evidence of what works in relation to health system programming is still to be 
found in developed country contexts [27]. Nevertheless, WHO recommends that, as far as possible, 
care for women and girls who experience sexual and intimate partner violence (WHO guidelines) 
should be integrated into primary care services [28].  Maternal and child health services are excellent 
entry points since most women and children visit them at some point [29]and they offer: 

 Greater continuity of care than other health settings  
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 Confidentiality and longer appointments with patients 

 More predictable workload of health professionals  

 Philosophy of care that recognises social aspects of ill health [30] 

Emerging evidence around the links between IPV and chronic malnutrition in women and children 
from India also supports the integration of IPV responses through MCH programmes [31]. This 
argument is reinforced by data linking IPV with HIV and subsequent poor PMTCT adherence [32]. 
Further there is evidence on the impact of violence on brain development for children [33]. 

Although there is no consensus on definitions there are generally three approaches to integration[34]:  

 Provider level integration where the same provider offers a range of services, for example a 
nurse in a primary care clinic is trained and resourced to screen for domestic violence, treat 
the client’s injury, provide counselling and refer the client to external sources of legal advice. 

 Facility level integration where the full complement of multi-sectoral services is available at 
the same facility. 

 Systems level integration where there is a coherent referral system between facilities so that, 
for instance, a family-planning client who discloses violence can be referred. 

The FSC approach in PNG lies between facility and systems level integration. 

 

1.2. Object of the evaluation: Family Support Centres in PNG 

Addressing family and sexual violence requires comprehensive coordination across health, law 
enforcement and community development service providers. Survivors require legal support to access 
justice, medical treatment, psycho-social support and often, especially in the case of intimate partner 
violence, assistance with finding emergency shelter and livelihood support to enable them to leave 
their homes [15, 35].   

The development of the FSC approach in PNG emerged from a key recommendation in a 2001 report 

by Bradley commissioned by the Family and Sexual Violence Action Committee (FSVAC) which 

analyzed family and sexual violence in PNG [35]. Family Support Centres were proposed as a 

mechanism to deliver services using comprehensive care protocols under a “one stop shop” model 

[35], (akin to Facility Level integration described above), based on the premise that victims of 

violence usually seek health assistance as a first priority.  Even if they access medical reports from 

health workers with the intent to report an incident to police, many opt not to attend police stations. 

Fear of unsympathetic responses from police, fear of being followed to a police station by their 

attacker or attacker’s family, lack of detailed information about their legal rights or legal processes, 

shame at having been assaulted, and fear of possible retaliatory consequences from the accused party 

or his (or her)5 family all contribute to client attrition from referral systems. This can have a roll-on 

effect to health worker attitudes to survivors, who are accused of being time-wasters [36]. This feeds 

into the same cycle of poor client confidence in reporting systems and outcomes. 

 

5 Although the majority of reported cases of family and sexual violence in Papua New Guinea involve a male perpetrator, violence between women is 
also an issue of concern. This is particularly between women who are in relationships with the same man, or in-laws and a male relative’s wife. 
Women can also be perpetrators of violence against children. Men, and particularly men who have sex with other men, men living with HIV and AIDS 
are also subject to family and sexual violence, as are transgendered people. 
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FSCs were introduced to address referral gaps by providing health centre-based facilities that are 
dedicated safe spaces for women and children to seek treatment, counselling, and legal advice [37]. 
Creating specialised units was also to make facilities more visible, thus ideally generating greater 
awareness and uptake of the services by the community.  

Specialised training protocols, codes of conduct and practice directions are now in place which stress 
the need for safe, respectful environments, confidentiality, and protection of clients’ rights to choose 
how and whether to seek justice after an assault. Ideally, FSCs have strong relationships with 
community development staff such as Child Protection Officers, and other social services, including 
crisis accommodation, where available. Strong relationships with the local police Family and Sexual 
Violence Unit, Sexual Offences Squad, and/or the criminal investigations unit, as well as District 
Courts and Office of Public Prosecution, are critical to aid in making legal referrals [38, 39].   

The first FSC in Papua New Guinea was established at Lae hospital in 2003 with support from 

Soroptimists International. This FSC is now also referred to as the ‘Women and Children’s  Support 

centre’.This was closely followed by the Port Moresby General Hospital FSC in 2004, which was a 

joint initiative between Port Moresby General Hospital under the National Department of Health and 

the Family Sexual Violence Action Committee (FSVAC), with initial support from UNICEF.  

In October 2006, the Secretary for Health issued a circular that required all Provincial Hospitals to 

integrate Family Support Centres into their operations. In 2009, all hospital boards were directed by 

the Secretary of Health to allocate sufficient budgetary funds to enable the establishment and 

operation of Family Support Centres (FSCs) in all main health centres. This was followed, in 2009, by 

a further circular directing all hospitals and health centres to remove fees that were being charged for 

treatment and medical reports for domestic violence, sexual violence and child abuse cases. 
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Figure 1: Timeline of FSC evolution in PNG 
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Legislative and Policy Context 

The FSCs have been rolled out alongside other significant legislative, policy and service delivery 
reforms addressing family and sexual violence. The Papua New Guinea Medium Term Development 
Plan [40] and National Health Plan 2011-2010 [1] both highlight the need for enhanced responses to 
family and sexual violence as part of  longer term sustainable development. In 2002, the Criminal 
Code and Evidence Act were amended to include provisions for sexual offences and other abuses 
against children and to include provisions for prosecution of marital rape respectively. In 2003 the 
Sexual Offences Amendment Act was introduced. This legislation defined rape, made it an offence for 
a man to force his wife to have sex (marital rape), and removed the obligation for an alleged victim to 
provide medical evidence or other external corroboration. It also clarified sexual offences against 
children and made the issue of consent irrelevant for victims under the age of 16. Protection against 
abuse by a person in a position of trust was extended up to the age of 18, more categories of child 
sexual abuse were defined, and special arrangements were introduced for child witnesses giving 
evidence.’ (Bradley 2013). In 2009, Magisterial services introduced the Interim Protection Orders 
(IPO), to assist survivors and the police in preventing further violence in the home and community. In 
the same year, the Lukautim Pikinini Act or Child Protection Act was passed, which included more 
comprehensive orders protecting the rights and wellbeing of all children, regardless of gender.  In 
January 2009, the Chief Magistrate issued Practice Directions for Family and Sexual Violence 
Protection Order Rules, which were “intended to provide consistency in the District Courts and to 
enable the District Courts to issue Interim Protection Orders expeditiously at any time and at no cost 
to the applicant” [41].  

In September 2013, Parliament passed the Family Protection Act explicitly defining acts of domestic 
violence as a criminal offence, and outlining more stringent rules regarding protection orders than 
were previously in place. In the same year the Sorcery Act of 1971 was repealed [42], which allowed 
for sorcery related killings to be prosecuted as murder, attracting the death penalty. 

Between 2007 and 2013, the RPNGC (Royal Papua New Guinean Constabulary) established eleven 
Family and Sexual Violence Units (FSVU) in police stations across the country. 

The Lukautim Pikinini Act (2009) has undergone a review. Its revised version was passed in June 
2015 (superseding the 2009 Act). The new Act requires the establishment of a National Child & 
Family Council, Office and Courts and emphasises greater involvement of families and communities 
in prevention and protection of children. It calls for stronger penalties for crimes against children and 
prohibits corporal punishment and child marriages. 

FSC in the context of decentralisation 

In 2007, the Provincial Health Authority Act was introduced which provided Provinces with 
decentralised powers to manage their own health budgets and programmes, both curative and public. 
In provinces with operational Provincial Health Authorities (for example, Alotau, Western Highlands) 
FSC at Provincial Hospitals are thus governed by the PHA. Provinces which still operate under the 
Provincial Health Administration system (for example Simbu) have no authority over Provincial 
hospital affairs including FSC based there, but are responsible for District health services.  Thus, the 
Provincial Health Administration is responsible for the District FSC at Kerowagi, but not at Kundiawa 
hospital. The situation is more complex in Jiwaka, which was a District of Western Highlands 
Province, when the FSC was established, but is now a Province, although there is no Provincial 
hospital as yet.  

In 2014, the decentralisation process was further developed to establish District Development 
Authorities.  
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Current FSCs 

Today, there are nominally fifteen FSCs in thirteen provinces [31]. Several international and local 

development partners have worked with NDoH and FSVAC on the establishment and running of 

these centres.  

UNICEF has provided support to the establishment of nine of the fifteen FSCs in collaboration with 

FSVAC, four of which have been supported through public-private partnership with Digicel 

Foundation. In 2007, Medicins sans Frontieres (MSF) began to support Lae FSC and introduced the 

‘five essential services’ model of care. These services are: i) Medical first aid; ii) psychological first aid 

iii) medicines to prevent HIV and to prevent or treat Sexually Transmitted Infections iv) Vaccinations 

to prevent tetanus and hepatitis B and v) emergency contraception. MSF withdrew from Lae in 2013. 

The National Department of Health (NDOH) assumed ownership of the FSC approach in 2013 with 

the establishment of the position of the Gender Technical Adviser and the Gender and men’s health 

desk in the Division of Family Health Services. Operational Guidelines for the FSCs have been drafted 

(see below).  

The FSC approach is defined in the National Department of Health (NDoH) Guidelines for 
PHA/Hospital Management establishing hospital-based Family Support Centres (2013), which 
describes them as part of the Government’s strategy to provide multi-sectoral and integrated support 
to survivors of violence.  

Prior to the PHA being developed, provincial hospitals were directly under the NDOH, and Provincial 
Health Services were responsible for province level with Rural Health responsible for district level.  
This devolved structure explains why the evolution of provincial and district level FSCs differs and the 
reason that FSCs were established in districts. 

According to the Guidelines, the purpose of FSCs is to:  

 provide client centred care for the medical and psychosocial needs of survivors 

 create strong linkages and improve access to justice for survivors  

 assist in the prevention of violence through advocacy and community education. 

The FSC approach is located within the health system since the health sector is understood to be the 
first port of call for survivors of family and sexual violence. It is clearly designed to build on the 
comparative advantages of the health system to respond to family and sexual violence and largely 
focuses on secondary and tertiary prevention.  

The guidelines specifically state that ‘Services offered in the FSC are specific to the medical and psycho- 
social needs of its target population. Services not described in this document (e.g. financial assistance for 
families in distress, Apprehended Violence Orders etc.) are best implemented through other more 
appropriate departments and sectors, such as the Social Work and town Welfare Offices.’ Table 1 provides 
a summary of the main functions and principles described in the Guidelines. 
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Table 1: Summary of FSC activities as described in the PHA guidelines  

Safety/Security/Comfort Physical health interventions Psychosocial services 

 Visible and adequate 
security provided for 
clients and staff during 
opening hours of the FSC 
(and for any medical 
records stored there after-
hours).  

 Preference given to female 
security officer/s.  

 FSC to provide an escort 
for clients when moving 
between hospital 
departments if required 
(e.g. if they need an x-ray 
in A&E).  

 First aid as needed 

 Pregnancy prevention 

 STI prevention 

 HIV prevention 

 Tetanus prophylaxis 

 Hep B immunisation 

 Referral and follow-up as 
indicated  

 Psychological first aid: 

Emotional support 

 Counselling (Basic, trauma, 

medication adherence, etc.) 

 Referral when needed 

 Follow-up  

 

Medico-legal support Safe dispatch process Follow-up arrangements 

 Advice regarding options 

 Provision of timely medical 
reports where required 

 Representation as a witness may 
be required if there are court 
proceedings o-legal support 

 

Client safety and confidentiality is 
paramount. The FSC seeks to ensure 
safe dispatch of clients after their 
consultation. 

 FSC 

 Adherence counselling and 
support 

 Emotional support 

 Follow up management of 
lesser injuries (sutures, 
plaster checks, wound 
dressings) 

 OPD if patient has been 
referred to a specialist and 
requires specific follow-up 
e.g. psychiatry, paediatrics, 
O&G etc. 

 Private practitioner if this is 
their choice 

Referral/linkage to relevant 
external agencies 

Police liaison Community outreach 

Should be offered but will be at the 
client’s discretion 

 Collaboration between the 
FSC staff and those of the 
nearest Police Station/Sexual 
Offences Squad (SOS) and 
provincial Office of the Public 
Prosecutor (OPP) is 
prioritised. 

 Regular meetings are 
recommended.  Some police 
stations have already 
established functional FSV 
desks where survivors can be 
seen promptly and in privacy. 

Community outreach 
recommended to potential target 
populations in the communities, 
including very marginalised 
groups (e.g. young women, 
prisoners, the gay community, 
the elderly, refugee groups, the 
disabled, PLHIV, sex workers). 

 



Independent Formative Evaluation of Family Support Centres in Papua New Guinea 
 

12 

 

Services offered in the FSC are specific to the medical and psycho-social needs of its target population 
and articulated in detail in the Guidelines for PHA/Hospital Management establishing hospital-
based Family Support Centres (2013). 

Likewise, potential clients who are not actually the targeted beneficiaries may not receive the most 
appropriate care in a FSC and the guidelines advise that they should be referred to the correct 
departments or agencies. This is to maintain the FSC’s focus on its mandate and core principles. 

 

1.3. Evaluation purpose, objectives and scope 

Purpose of the Evaluation 

The Terms of Reference (ToR) state that the purpose of ‘this formative evaluation is to  generate 
findings and recommendations that will be used to improve the on-going implementation of Family 
Support Centres (FSC) in Papua New Guinea. The evaluation aimed to determine what worked and 
what did not work, analysing both the constraining and enabling factors’. This evaluation is the first 
formal independent assessment of the Family Support Centres since their introduction in 2003.  

As a formative evaluation, findings and recommendations are intended to inform the development of 
key national strategy documents and the responses of a wide range of stakeholders (Government, the 
UN and civil society) who coordinate and implement responses to Family and Sexual Violence. The 
evaluation is timely given that several strategy documents are due to be renewed in the forthcoming 
period including those that will succeed the Government of Papua New Guinea’s Medium Term 
Development Plan 2011- 2017 and the United Nations Development Assistance Framework (to 2017) 
as well as UNICEF’s revised Common Country Programme (2012-2017). Alongside these pivotal 
points, there are ongoing efforts to implement the important relevant polices and legislations 
including the Lukautim Pikinini Act (2009), the Family Protection Act (2014), and the health sector 
gender policy. 

The information generated from the evaluation is needed by government, UNICEF and other 
development partners to build on the strengths of FSCs and adapt future approaches (strategies and 
activities) as required. The primary users of the evaluation findings are the National Department of 
Health (NDoH) and Provincial Health Authorities/Administrations; Family Sexual Violence Action 
Committee (FSVAC); Department of Community Development, Youth & Religion (DfCDYR); and 
UNICEF.  

Secondary users include development partners (UN agencies, bilateral donors), faith based 
organizations, and civil society partners in PNG supporting the FSC approach, regional child 
protection actors and UNICEF Child Protection offices. Lessons learned will also be shared with civil 
society and other partners implementing similar initiatives to address and respond to violence.  

Objectives of the Evaluation 

The objective of the formative evaluation is to determine the relevance, effectiveness, efficiency, 
sustainability and contribution to equity of the programme. These criteria were prioritised by 
UNICEF, as the evaluation commissioner. The first four criteria are established OECD DAC 
Evaluation Criteria for Evaluating Development Assistance.  For the fifth criteria, Equity, the 
evaluation considers the extent to which the FSC approach has incorporated an equity lens based on 
geography, gender and disability. In determining whether FSCs are equitable or not, the evaluation 
attempted to assess the degree to which marginalized populations could access the FSCs (women with 
disability, sex workers, rural and remote populations) as well as accessibility of services to children.   
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Objectives (from the Terms of Reference) 

The evaluation will assess the relevance, effectiveness, efficiency and sustainability of the FSC 
approach which aims to provide integrated services to survivors of violence, and strengthen 
community capacity to prevent and respond.  

Specifically, the evaluation will: 

 Assess the extent to which services provided at FSCs comply with relevant national policies 
and guidelines. 

 Determine effectiveness of the FSC approach to deliver health, psychosocial and legal benefits 
for adult and child survivors as compared to other service delivery models. 

 Assess the extent to which coordination and information mechanisms (systems), financing 
and human resource development are adequate to enable FSCs to perform key functions. 

 Assess the extent to which the FSC approach has added value (by comparing cost per client 
through FSC and through other service delivery models) and assessing the extent it has 
enhanced access to services and strengthened community support for survivors of violence in 
the areas where it has been implemented vis-à-vis other areas where the approach has not 
been implemented. 

 Assess the extent to which gender sensitive and child friendly approaches, procedures and 
skills are used in FSC as compared to other service delivery models. 

 Assess the extent to which the FSC approach has contributed to broader development results 
(e.g. reduction of violence) in targeted areas. 

 Establish lessons learnt that will allow the replication and scaling up of the approach to the 
national level. 

Scope of the Evaluation 

The evaluation covered all FSCs. The TOR specify that ‘the unit of analysis was the nine UNICEF-
supported FSCs6 located in Mount Hagen, Alotau, Kundiawa-Simbu, Minj-Jiwaka, Kerowagi-Simbu, 
Maprik-East Sepik, Buka- ABG, Daru- Western Province, Port Moresby and the remaining five FSC 
established by other partners (Tari, Vanimo, Buin, Lae and Pogera7)’ from 2003 until the present. 
Seven of the sites above were visited, with the exception of Daru and Maprik. Kiriwina and Arawa 
were also selected as sites by UNICEF, since they had received funding at some point since 2003. 
Finally, after consultations with stakeholders in Port Moresby, the decision was made to replace 
Maprik with Tari in Hela Province. In total, ten sites were visited. See Figure 2 below. The schedule of 
the teams is included in the Annex 9. 

 

6 UNICEF was a key development partner in the initial stages of FSC implementation. The focus at that time was on physical infrastructure as the 
government did not have capacity to build FSCs and hardware had been deprioritised by many development partners. The Bradley Report 
recommended establishment of the FSVAC which would then develop a strategy on FSV and support the government to implement the FSC 
approach. 
7 Recently launched Referral Guidelines (Nov 2015) cite 15 FSCs: Tari, Mendi, Buka, Goroka, Arawa, Madang, Vanimo, Alotau, PoM, Kerowagi, 
Maprik, Minj, Mt Hagen, Kundiawa, Lae. 
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Data was also collected from Angau hospital FSC through key informant interview and available 
documentation. 

National, regional and global good practices informed the evaluation wherever possible, although 
evidence on what works to address violence against women in the health sector is scarce, both in 
developed and developing country contexts. 

Scope of work (from the Terms of Reference) 

The evaluation will analyse the implementation of the FSC approach as assessed against its core 
mandate, objectives and outcomes. The evaluation will cover the period from 2003, when the FSC 
model was first implemented, until present. The unit of analysis will be the nine UNICEF-supported 
FSCs located in Mount Hagen-Western Highlands, Minj-Jiwaka, Kundiawa-Simbu, Kerowagi-Simbu, 
Alotau-Milne Bay, Maprik-East Sepik, Buka- ABG, Daru- Western Province, Port Moresby, and the 
remaining five FSC established by other partners (Tari, Vanimo, Buin, Lae and Porgera). It will also 
reference the utility of the approach since it has been adopted by other development partners, and as 
per the Circular by NDoH to budget and plan for FSCs. The desk review, key informant interviews and 
other evaluation activities will cover the country in its entirety.  

 

 

 

Figure 2: Map of PNG showing Family Support Centres visited 
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Changes to the Terms of Reference 

Three changes were made to the process set out in the original Terms of Reference: 

Site selection: During the stakeholder workshop (18th November) the issue of site selection was 
revisited with a clear requirement that the evaluation include either Lae or Tari. Subsequently, it was 
decided to replace the visit to Maprik with a visit to Tari, as Maprik was cited as ‘no longer 
functioning’.  

The terms of reference state that the ‘the evaluation will seek to assess the value add of FSCs by 
comparing the approach with similar initiatives in similar countries. The evaluation should also 
compare services provided at FSC with other services providers including other hospitals, health 
centres and police.’ Because of time constraints, a comprehensive comparison of services was not 
feasible, but the Evaluation Team acknowledged the importance of comparison of models and 
attempted to collect evidence derived from available documentation from non FSC health facilities in 
PNG and international literature where it exists. In addition, the team visited two hospitals without 
FSCs to explore their approaches to the issues of Family and Sexual Violence (Mingende Rural 
Hospital, Simbu and Kudjip Nazarene Hospital, Jiwaka). 

Finally, and also related to the comparability limitations above, the ToR also state that the team 
should ‘Assess the extent to which the FSC approach has added value by comparing cost per client 
through FSC and through other service delivery models and assessing the extent it has enhanced 
access to services and strengthened community support for survivors of violence in the areas where it 
has been implemented vis-à-vis other areas where the approach has not been implemented’. The 
paucity of costing data rendered estimations of per capita costs impossible. Although the team 
endeavored to collect as much financial data as possible, it proved to be in vain, as no FSC was able to 
provide its own staffing and running costs. Added value was assessed qualitatively in terms of the 
perceived benefits of the FSC in addressing violence.  

1.4. Methodology 

The methodology selected for this formative evaluation was based on qualitative, inductive, and 
participatory approaches deemed most appropriate for gaining insight from multiple perspectives and 
experiences, recognising that each FSC had a different story to tell [43].   

Mixed methods were used with qualitative research methods prioritised over quantitative methods for 
this evaluation, as they are better suited to capture the broad range of interconnected processes and 
issues related to the functioning of the FSCs as well as the needs of service users and providers within 
Papua New Guinea’s complex context. The inductive starting point lent itself to an open-ended and 
exploratory process. The participatory approach enabled data collection to respond to the sensitive 
nature of family and sexual violence, and provided the evaluation team members with the flexibility to 
adapt and evolve conversations and interviews to the needs of participants. 

A suite of tools were developed to assist the evaluation including semi-structured question guides for 
different categories of respondents; focus group discussion guides and institutional checklists (see 
Methods and Tools below for a description and Annex 7 for the tools in full). These guides were used 
consistently for all interviews and group discussions across the two teams to ensure rigour and 
comparison across all sites. All material collected was then sorted and categorised according to the 
summary data evidence matrix (Annex 10). 

Approach 

The evaluation adopted a conceptual theory-based approach. In the absence of a logical framework or 
strategy for the FSC approach a draft Theory of Change was developed (Figure 5) based on a model 
from the Lancet (2014) which illustrates the various components required to achieve  a 
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comprehensive health systems response to Violence Against Women (Lancet 2014). Core components 
of this framework (namely: client centeredness; leadership and governance; health service delivery; 
infrastructure; human resource development; protocols, referrals and coordination) were blended 
together with the Guidelines for FSCs at Provincial hospitals to arrive at key outcome statements for 
each of the main domains of FSCs: client centred; political commitment; secondary prevention and 
health services; access to justice and; primary prevention. The term ‘Women centred’ was amended in 
the ToC to ‘client centred’ specifically to enable the ToC to address the needs of all users, particularly 
children. 

Programme Theory of Change and Key Assumptions 

The FSC approach is currently loosely governed by the Department of Health Guidelines for 
PHA/Hospital Management establishing hospital-based Family Support Centres (2013). These 
guidelines state that the purpose of the FSC ‘is to provide, in one location: 

 Safety and client-centred care for the medical and psycho-social needs of survivors of family 
&/or sexual violence with respect and empathy, and  

 To assist prevention of family/sexual violence through advocacy, community education and  

 To create strong linkages/access to justice for survivors’. 

The three domains of intervention described here address both primary and secondary prevention but 
the guidelines themselves focus on secondary prevention and the health sector’s roles and 
responsibilities for this.  

In the absence of a log frame for the FSCs and to help crystallise thinking about the desired outcomes 
of the FSC approach, a draft Theory of Change (ToC) was developed (3.2) which blended the three 
objectives of the National Guidelines  together with the major components of a health sector response 
to GBV presented in the Lancet [27] (see Figure 3 below), which highlights the key areas of action 
required by the health sector for a comprehensive response to GBV.  
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Figure 3: A model of the health sector response to GBV presented in the Lancet by Moreno et al 

 
The ToC underpinned the evaluation framework and helped to guide the evaluation. An evidence 
matrix was also developed to guide the two teams’ data collection and to ensure consistency and 
comparability of data as far as possible (Annex 10). This matrix lists the type of evidence required 
under each of the components described in the ToC clustered under each of the OECD DAC criteria. 
As such it holds the components of the evaluation together by mapping the evaluation questions, 
methods and data sources.  

The draft theory of change was presented to the participants of the FSC data management workshop 
(some of whom were members of the Evaluation Reference Group) for validation.
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Figure 4: Theory of Change for the Evaluation of FSCs 

 
FSC Inputs 

FSC components and pre-
conditions for effectiveness 

 
Outcome statements for intended changes 

 

  Training on client needs and 
situations 

 Awareness raising to make 
communities aware of services 

 Mechanisms for service users to 
provide input into decision making 

Client Centred: 
-Client profile and needs (sorcery, 
trafficking, transgender, msm, 
children) 
-Opportunities for participation 
-Attitudes of staff 

 
FSCs deliver services adapted to their client profile 
FSC services freely available to all clients 
Service users have opportunities to shape the service 
 

  FSC leadership and FSVAC activities 
to advocate to policy makers 

Leadership and Governance 
  

Leaders advocate for FSV prevention and FSC services 
PHAs provide adequate resources to the FSCs 
FSCs appear in Provincial Plans 

  Number of staff 

 Level of training of staff in GBV 
recognition, service delivery, 
protocols etc. 

 Active monitoring of referral 
mechanism effectiveness 

 Regular coordination meetings or 
other mechanisms with other 
sectors/actors 

 Risk assessment and management 
(for safety of service user and 
deliverers) 

 Regular and predictable funding 
flows 

Health Service Delivery  
The five  essential services: acute  
first aid; emergency prophylaxis; 
psycho social; vaccinations – 
Health workforce 
development:- /staff 
levels/training 
Infrastructure:-building, eqpt, 
supplies 
Protocols and Guidelines:- 
Referrals-inter and intra 
sectoral co-ordination; 
operations committee/FSVAC 
committee 
Information and data 
collection 
Financing  

FSCs adequately staffed according to guidelines with 
appropriate sills, knowledge and attitudes. 
FSC sites comply with NDoH guidelines 
Standardised data collected and used for planning 
5 essential services consistently and effectively delivered 
Standardised multi-sectoral referral pathways in place  
Effective  multi-sectoral co-ordination systems in place 
(FSVACs) 
Effective intra sectoral co-ordination systems in place (Health 
system) 
Regular follow ups ensure PEP adherence 
Safe dispatch of clients assured after services received 
 
Financing for FSC integrated into provincial budgetary process 
 

  Training in access to legal redress 

 Effective relationship building with 
justice sector stakeholders 

 Information dissemination and 
awareness raising among clients 

Access to Justice  
-referrals and coordination 
-Outreach and awareness of 
providers and clients 
  

FSC staff keep and maintain thorough medical records 
FSC staff provide legally compliant medical reports as required 
Service users  are aware of and claim their legal and  human 
rights 

  Staff trained and resourced to 
provide external outreach activities 

 Effective collaboration with other 
stakeholders (e.g. NGOs) 

Primary Prevention- 
Community based services 
Advocacy and outreach 
 

 
Effective partnerships established between FSCs NGO/CBOs 
for advocacy on prevention of FSV 
FSC conduct outreach activities for FSV prevention 

 

Enabling factors: 
Conducive national and 
international policy environment 
The National Department of Health 
Protocol on Domestic Violence 
Support for FSV training and 
specialised units within RPNGC 
Development partner policies and 
funding support for programs to 
address family &Sexual violence  
• UN program processes including 
the extension of the 2012-2015 
UNDAF (to 2017) 
• UNICEF’s revised Common 
Country Programme (2012-2017). 

 

Constraints and risks:  
Limited capacity and resourcing of 
government agencies to address 
family violence and VAWG. 
Limited infrastructure and staff 
Social norms which place 
community over individual 
Poor inter- and intra –sectoral 
coordination 

 

Risks/ Assumptions: 
Decentralisation of health services 
supports FSC 
Coherent, coordinated and resourced 
FSC implementation plan, established 
and implemented 
Functional system of M&E and 
accountable reporting 
Effective communication outreach 
through hospital networks, government 
agencies, development partners and 
NGOs 
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Methods and Tools 

The evaluation included a mixed methods approach combining a comprehensive review of 
documentation with participatory qualitative approaches to collecting primary data from key 
stakeholders at all levels.  These complementary approaches were deployed to ensure that the 
evaluation: 

a) Responded to the needs of the evaluation users and their intended use of the evaluation 

results; 

b) Integrated gender and human rights principles throughout the evaluation process, including 

participation and consultation of key stakeholders (rights holders and duty-bearers) to the 

extent possible; 

c) Utilised both qualitative data collection and quantitative data (where available) and analysis 

methods that can provide credible information about the extent of results and benefits of 

support for particular groups of stakeholders, especially vulnerable and marginalized groups. 

The sampling strategy aimed to include all UNICEF-supported FSCs, although this was not possible in 
the final determination of site visits for reasons discussed above. Data was disaggregated by relevant 
criteria (wherever possible): age, gender, marginalized and vulnerable groups, etc. 

The data collection tools were designed around the evaluation questions, indicators and data sources 
articulated in the Evaluation Matrix (see Annex 5) including: 

i. Desk and literature review of 49 key documents provided by UNICEF plus an additional 8 
sourced by the evaluation team (see Annex 12) prior to primary data collection including FSC, 
FSVAC, NDoH and UNICEF policy, strategy and action plan documents, relevant UNICEF 
country programme materials (design, plans, monitoring and reporting) that include 
references to the FSC approach, and relevant secondary data. 

ii. 152 individuals participated in the evaluation. Key informant interviews (semi-structured 
interviews) with individual or small groups of stakeholders including UNICEF, FSC service 
providers, FSVAC, NDoH, wider government, national and international NGO and civil society 
organisations and donors who work on GBV issues in PoM and in the provinces of the FSC 
sites. See Annex 8 for a list of evaluation participants. 

iii. One focus group discussion was facilitated with a small group of service users , and one with 
wider GBV stakeholders . 

Gender equality and human rights issues were addressed throughout the evaluation data collection 
and analysis as well as by a specific evaluation question addressing them in the Evaluation Matrix. 

See Annex 3 for detailed descriptions of the approaches to: 

 Literature review  

 Stakeholder consultations 

- In-depth interviews 

- Focus group discussions 

 Observation checklists 

 Triangulation of data 

 Identification of stakeholders 
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 Evaluation Team 

 Evaluation Management, Roles and Responsibilities 

Quality Assurance 

The evaluation was undertaken within the frameworks of the UNEG and UNICEF quality standards. 
The Country Office was responsible for quality assurance with oversight and guidance from UNICEF 
Regional Office. IOD PARC backstopped the process while the Team Leader was responsible for the in 
country work and delivery of the final report. IOD PARC quality assured the evaluation through 
internal mechanisms, and thorough consideration of all feedback provided on the draft report. In 
order to ensure the independence of the evaluation, the Country Office evaluation manager and 
consultants exercised final judgment on how to address comments from the reference group. This was 
done in a transparent manner, with an explanation behind their rationale shared openly with 
members of the reference group.  

1.5. Key limitations  

Several limitations constrained the evaluation as listed below together with efforts made to overcome 
them 

 As already mentioned above in Changes from the Terms of Reference, due to time 
constraints, a comprehensive comparison of services was not feasible. However, the 
Evaluation Team attempted to collect evidence derived from available documentation from 
non FSC health facilities in PNG, together with international literature where it exists. In 
addition, the team visited two hospitals without FSCs to explore their approaches to the issue. 

 Lack of preparedness of stakeholders. Most of the sites visited were either not aware that the 
evaluation was to take place or given insufficient advance notice to enable them to organise 
FGDs or discussions with service users. 

 Lack of NDoH strategy guiding the FSC approach, meaning there was no common framework 
against which to measure progress. 

 Lack of standardised indicators against which to measure progress and no baseline data. This 
extended to differences in categorisation (e.g. children counted in different age ranges across 
districts), resulting in non-comparable data where it was available. 

 Lack of monitoring system and documentation for FSCs in general and no specific UNICEF 
monitoring documents for their supported FSCs. 

 Lack of documentation of the FSCs initiative in general: the evaluation intended to track 
progress from inception in 2003 but there was a lack of documentation particularly recording 
efforts preceding 2009. It was not possible to ascertain why UNICEF had selected the sites it 
had supported or how these had been monitored or how much money had been provided 
throughout the period. There was a lack of overall financial data and the absence of 
consistent service user and financial data at the sites. Although the terms of reference 
required the team to measure cost effectiveness, without detailed input and outcome data this 
was not possible. Added value was assessed qualitatively in terms of the perceived benefits of 
the FSC in addressing violence. 
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1.6. Data Protection and Ethical Considerations 

The nature of the data collection in-country was qualitative and managed through existing 
relationships with UNICEF and wider stakeholders. Ethical clearance by national or sub-national 
bodies was not required but the evaluation process did maintain high standards of data protection 
and ethical principles throughout including following UNICEF’s Guidelines on Ethical Standards in 
Research. 

 All internal documents provided to the review team by UNICEF and other stakeholders were 
held in confidence and not distributed beyond the team members.   

 Participants in the evaluation were informed of the purposes of their participation and how 
the team would use the data that they provided. 

 Consent was sought from participants to quote them, to use attributable data and to attribute 
comments and feedback to them. Where permission was not granted, data is presented in a 
generalised or non-identifiable manner. 

 Limited participation of children was expected and no direct interviews with child survivors 
were conducted.  

 A minimum standard is usually implemented in this type of data collection which ensures 
that all participants were provided with an information guide on services in their area. In the 
context of this evaluation, the women who participated in data collection processes were 
either already linked to the Family Support Centres or informed of these services where not.  

 A further ethical consideration of note is IOD PARC’s commitment to providing feedback to 
participants post data collection in order to reduce the one-way extractive data processes that 
evaluations can sometimes generate. To this end, we note further challenges with this 
commitment because the privacy of participants will be protected through their anonymity in 
the data collection. However, we encourage NDoH to share the Executive Summary of this 
report at least to all those FSCs involved in the exercise. 
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2. Findings 

Major findings from the evaluation are presented below. They have been compiled and triangulated 
based on evidence from primary and secondary sources including stakeholder interviews. However, it 
should be noted that the evaluation process was seriously constrained by a paucity and inconsistency 
of data:  neither UNICEF nor NDoH had clear strategic plans underpinning their support to the FSCs, 
nor were any consistent monitoring reports or financial records made available to the team.  

2.1. Relevance 

 How closely is the FSC approach aligned with current government priorities, policies, 
strategies guidelines and national and international commitments? 

 How relevant is the One Stop Shop approach to expanding access to services for survivors of 
violence in Papua New Guinea? 

 How client centred are the services provided by the FSC? 

Relevance of the FSC approach was determined by the degree to which it was prioritised in national 
policies and plans and the degree to which political commitment for it could be determined. Further, 
assessments were made regarding the degree to which services were client centred, and allowed for 
participation of service users, and the overall relevance of the ‘One Stop Shop’ approach in the 
country context. 
 

Finding  1: the FSC approach aligned closely with national priorities and there was a high level of 
political commitment, particularly at national level. At Provincial levels and below this commitment 
was not always translated into tangible resources, or reflected  in corporate and annual plans, 
which may have been due to a lack of  clarity among a range of stakeholders about the purpose and 
status of FSCs.

 
 
Alignment with national and international policies 
The FSC approach aligns closely with government priorities and policies: The National Policy on 
Women and Gender Equality 2011-15 notes the importance of addressing violence against women and 
children as a development priority [44], and the Gender Equity and Social Inclusion Policy includes it 
as a critical personnel management issue [45]. The National Health Plan 2010-20  specifically notes 
the need to address family and sexual violence under Key Response Area 7 ‘Promote healthy lifestyle’ 
with specific action area dedicated to: 7.1 ‘Increase health sector response to prevention of injuries, 
trauma and violence with an impact on families and community’ and 7.1.2 ‘Increase the roll-out of 
and access to family support centres to reduce the impact of violence in the home and community’ [1]. 
Family and sexual violence was also acknowledged to be a critical component of both KRA4 Improve 
Child Survival and KRA5 Maternal Health.  The NDoH Health Sector Gender Policy seeks to 
mainstream GBV across the document noting that ‘NDoH shall integrate gender perspective, 
including a focus on gender based violence and implement gender sensitive activities in all its 
programme areas’ [46]. 
 
Internationally, there is increasing momentum for a comprehensive response to Violence Against 
Women and children. In 2008, the UN launched its UNiTE campaign to End Violence Against 
Women, and more recently, the new Sustainable Development Goals (2015) include action against 
GBV as a goal in its own right ‘5.2 eliminate all forms of violence against all women and girls in public 
and private spheres, including trafficking and sexual and other types of exploitation’ and, specifically 
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for children goal 16.2 ‘end abuse, exploitation, trafficking and all forms of violence and torture against 
children’.[47] 

The NDoH PHA/Hospital Management guidelines 2013 set out the basic approach to establishing, 
staffing and running FSCs [39]. All hospital FSC staff interviewed had seen them and were complying 
as far as they were able, although not all executives or nursing managers consulted by the team were 
familiar with them.  

As the timeline (Figure 1) shows, there has been increasing momentum for responses to GBV in Papua 
New Guinea since 2003. 

Political commitment and leadership 

At National level the Gender and Men’s Health unit was established in 2014. This unit has assumed a 
positive and proactive role in supporting the FSC approach and has been instrumental in securing 
training and Human Resource development opportunities for FSC staff as well as improving the 
information and monitoring system.  

A high level of political commitment for Family Support Centres was noted at most sites, although 
this commitment has yet to be translated into inclusion of FSCs in corporate and annual health plans 
or dedicated budget lines. In Alotau, the mayor had supported the FSC with small financial grants in 
2015, and in Buka a Regional Member had provided some money to complete the building. 
Nevertheless, the majority of staff placed in the centres are government staff paid for by the Provinces 
denoting a clear commitment to the service offered.  

In the hospital sites the FSC is located under Medical and Curative Services and questions about the 
appropriateness of this were a recurring theme. One respondent from  the Western Highlands 
Provincial Health Authority stressed ‘we need to change the perception that Family and Sexual 
Violence is a health issue alone’ and another noted ‘the PHA is about achieving better health 
outcomes, so we need to focus more on primary prevention.’ This sentiment was echoed by the 
medical officer in Alotau hospital: ‘Medical response is the end point of family and sexual violence—
we need to look back and focus more on primary prevention (see below ‘Primary Prevention and 
Changing Social Norms).  

While Provincial FSCs enjoyed political support from the Health Authority or Administration, the 
same could not be said of the District based FSC. In both Kerowagi and Minj several government 
respondents thought that the FSC was an NGO, and in Jiwaka there was a clear expectation that 
responsibility for the FSC lay with the FSVAC. Both sites were very much perceived to be spaces 
owned by the individuals in charge rather than a District owned service. In order for these sites to be 
aligned to provincial or district level governance they must first be owned by the provincial or district 
government itself. 

Finding 2: The criteria to be a 'One Stop Shop' was not comprehensively met by any of the sites, but 
most of the FSCs had created an important 'hub' approach from which they were able to refer 
survivors and provide a unique and critical role in facilitating access to health and justice services.

 

The ‘One Stop Shop’ approach 

The ToR required the team to assess the relevance of the One Stop Shop approach to the PNG context. 
While there is no agreed blueprint for a One Stop Shop, a comprehensive example of such a service is 
given in Box 1 below, where all relevant services are available at one site.  



Independent Formative Evaluation of Family Support Centres in Papua New Guinea 
 

24 

 

Although the notion of FSC as a One Stop Shop was frequently mentioned in documentation and 
interviews with stakeholders, none of the sites visited were found of be a true example of such (Box 1).  

Box1: Isange One Stop Centre, Kigali, Rwanda 

An example of a well-resourced and functioning OSC is the Isange One Stop Centre (IOSC) in Kigali, 
set up jointly by the UN and Government of Rwanda. Located in in the Kacyiru Police Hospital (KPH), 
the OSC is staffed by one coordinator, nine psychologists, one gynaecologist, six social workers, three 
medical doctors with medical forensic expertise, four general practitioners, one psychiatric nurse, and 
one police officer. They provide a free 24-hour service, seven days a week with provisions for 
emergency contraception, HIV prophylaxis, STI prevention, and other medication. Every survivor 
who arrives in the IOSC is initially seen by a social worker that provides information and access to 
medical, psychosocial, and police services. Once the survivor is assessed and examined the case is 
processed according to her/ his needs. There is a safe house available with three beds and basic 
provisions. 

Bernath, T. and Gahongayire, L. (2013) Final Evaluation of Rwandan Government and ONE UN 
ISANGE One Stop Centre, UNICEF, Available at: 
http://gate.unwomen.org/evaluationadmin/manageevaluation/viewevaluationdetail.html?evalid=46
98 

Most of the FSCs, apart from Lae, PoMGH and Tari, served rather as a hub from which point relevant 
services, be they health or justice related, could be accessed. This function is critically important as it 
enables survivors to access a range of services without having to repeat and relive their experiences 
again and again. Thus, while FSCs are not comprehensive One Stop Shops as described in Box 1, they 
do serve a unique and critical role in facilitating access to services for survivors, mostly women and 
children. 

Evidence from field observations shows that the physical spaces of all of the provincial hospital sites8 
were appropriate in that they were welcoming and offered calm and pleasant environments for clients 
to be attended to.  The majority of clients are women across all sites and this is reflected in the staffing 
profile, although Arawa, Buka and Mt Hagen FSCs have specific men’s desks.  

  

 

8 For information on District FSCs refer to Effectiveness section 
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 Finding 3: While the hospital sites provided a welcoming and pleasant environment across all the 
sites, there were only two FSCs that systematically sought feedback from service users to improve the 
service, and only one which attempted to establish a survivor support network. Linked to this is the 
ability of the FSC staff to respond to complex issues including how they relate to the reported increase 
in the number of children attending the centres. 

 

Client centred 

An important aspect of a service’s relevance is the extent to which it is client centred; this means that 
the services are adapted to the users’ actual and perceived needs; are freely available to all clients and 
provide opportunities for clients to comment on the service. All FSC sites provided free services, 
although anecdotal evidence showed that in Kundiawa some service users were being charged for 
legal services (Interim Protection Orders), but not by the FSC staff.   Of all ten sites only Buka had a 
systematic feedback system which enabled clients to comment anonymously on the service they 
received and to make suggestions for improvements. These comments were regularly collected and 
addressed at management meetings so that services could be shaped to users’ needs.  

Only one of the sites reported having a survivors’ network where women (and children) can meet for 
peer support, and this represents a missed opportunity. Lessons from the HIV sector show that peer 
support can be an important aspect of care and recovery and can provide useful links between service 
users and providers [48]. 

Box 2: Mother to Mother (m2m) programme in Uganda  
The Mother to Mother programme in Uganda trains HIV positive mothers to work alongside doctors 
and nurses as members of the healthcare team. In one-on-one and group sessions, Mentor Mothers 
provide health education and psychosocial support to other HIV-positive mothers. They provide an 
important link between the community and the health services. An evaluation of the m2m programme 
collected information from 62 health facilities in Uganda divided into two groups: 31 of the health 
facilities were supported by m2m’s Mentor Mothers programme while another 31 control health 
facilities were without m2m presence. Results showed that m2m’s Mentor Mother programme had 
higher retention-in-care of HIV-positive women; greater uptake of early infant diagnosis test for HIV; 
and significantly greater psychosocial wellbeing.  
 

As anticipated, the variation of client profile and need across the different sites was striking and 
demonstrates how staff in different areas need to be able to manage these needs accordingly in order 
to offer a relevant service. In Simbu and Jiwaka, sorcery was a significant concern. For example, one 
of the survivors interviewed had sought refuge at the FSC for 3 weeks having been seriously assaulted 
after accusations of sorcery. She was awaiting repatriation to Madang.  The FSC at Kerowagi had 
provided asylum to 27 clan members accused of sorcery. PNG Voice for Change, a Human Rights 
NGO operating in Jiwaka, noted that between September and November, 129 families had been 
displaced, amounting to 804 individuals and 220 houses had been burned down all related to 
accusations of sorcery. Safety and security for survivors in this regard is paramount and was assured 
in all sites by both hospital security and effective relationships with the police. 

Finally, as the next section highlights, there is an increasing number of children attending the centres 
and most staff interviewed did not feel adequately equipped to meet the needs of children fully. 
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2.2. Effectiveness 

 To what extent has FSC been effective in realizing health, psychosocial and legal benefits 
(outcomes) for women and child survivors as compared to other approaches or models for 
delivering services for survivors? 

 To what extent are coordination and information mechanisms, financing and human resource 

development in place and adequate to enable FSCs to perform key functions? 

 To what extent do communities know or are aware of the services and utilize services of FSCs? 

 What unintended outcomes, whether positive or negative, have resulted from the 

implementation of this approach in the selected communities?  

 To what extent has the FSC approach contributed to shifting social norms around violence 
against children and women? 

 

Finding 4: Two of the provincial Hospital FSCs provided the five essential services on site, while the 
remaining eight FSC were facilitating access to them through referrals. Hospitals with FSCs are better 
equipped to respond to women and child survivors of violence than facilities without this level of 
dedicated resources. 

 

Determining the effectiveness of the services provided by FSC was somewhat limited by the fact that 
the team was only able to meet with three direct FSC service users. Nevertheless, from available data, 
reports and interviews, those sites which were found to be active were providing or facilitating access 
to effective health, counselling and referral services. For a brief overview of each FSC see Annex 11.   

This section is organised by i) findings from Provincial FSC, ii) findings from District Level FSC iii) 
findings from the team’s visit to two hospitals in the Highlands without FSC and iv)  findings in 
relation to the FSC role in primary prevention as required by the Terms of Reference and finally 
unintended outcomes. 

 

Finding 5: With only two of the FSC able to provide the five essential services on site, most relied on 
referrals across hospital departments. All sites had good relationships with the police, Family Sexual 
Violence Unit and Sexual Offences Squad indicating relatively effective coordination. Only 3 sites met 
(or exceeded) the required staff profiles to ensure consistency of services. Data collection and 
management systems were not in place or not used for decision making, and compounded by lack of 
standardisation, and none of the UNICEF supported sites had a specific budget line for operations, 
placing risks to the long term viability of the FSCs. 

 
Unless specifically stated, the information below relates to Provincial Hospital FSCs. 

Service delivery 

The most obvious achievement of the FSCs was the calm and welcoming space they offered to 
survivors of family and sexual violence, mostly women and children. Within this environment, staff 
were able to dedicate ample time to clients to stabilise them emotionally and psychologically before 
proceeding to physical first aid and treatment, if required. All respondents from provincial FSCs 
noted that each client could take from 45 minutes to 3 hours to process thoroughly particularly where 
medical certificates were required. One respondent at Kundiawa hospital acknowledged the much 
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needed counselling services provided at the FSC and went further to say ‘we need an army of 
counsellors in Simbu’.  

All of the sites assessed were aware of the five essential services but not all were able to offer them on 
site. Hepatitis B vaccinations, for example, were not routinely available at Kundiawa FSC or at the 
hospital itself. Kundiawa FSC had no cold chain, so tetanus jabs were provided through A&E. Tari 
FSC had overcome this hurdle by ensuring that a cold box with an estimated requirement of 
vaccinations was available throughout working hours, while Alotau FSC used the children’s ward cold 
chain facilities. 

PoMGH and Tari were the only sites to provide the five essential services at the FSC itself while the 
other FSCs accompanied their clients to the relevant service stations on the hospital compound, for 
example the Obstetrics and Gynaecology ward or the HIV clinic. 

Completion and follow up presented major challenges across all sites. As noted in the Bradley report 
Post Exposure Prophylaxis (PEP) completion rates remain relatively low in all sites [38]. MSF echoes 
this finding from Tari with a PEP completion rate of 43.4% [49]: ‘Accurately reporting PEP 
completion is difficult as many survivors don’t come back for follow-up visits. Often, they do not to 
return after 28 days, and we cannot conclude whether they completed the PEP or not. Making phone 
calls (with the survivor’s permission) has in some cases improved our ability to follow up for this 
information but it remains a challenge.’   

This was also reflected in Mt Hagen which had a completion rate of 9.1% in 2013 (FHI 360 data). 
According to the staff, however, with a recent transport allowance provided by FHI 360 specifically to 
encourage PEP completion ‘adherence is now 80-90%’. If this indeed proves to be the case, there is a 
strong argument for the establishment of a flexible funding facility which could be used by FSCs to 
enable clients to return to the centres to complete their medication and for other necessary follow up 
visits (see Equity and Access). 

Finding 6: There is a significant gap in consistent data. However, according to available data, there is 
a relatively small client load across the FSCs. Outreach activities have been successful in increasing 
take up of services at some sites, while others have done no outreach, citing a concern that demand 
would quickly outstrip supply. Lack of awareness of the services among communities, potentially 
compounded by a lack of understanding of their function among other key health workers and 
stakeholders such as NGOs also influences service uptake. There remains a significant gap in the FSC 
ability to respond to children’s needs. There is a need for more safe houses independent of FSCs. 

 

Client numbers 

Based on available data the following assessment of numbers of clients was made.  

Table 2: Summary Profiles of Provincial FSC staff and clients 

Site 2011 2012 2013 2014 2015-Nov Average 
per day* 

Alotau     216** 1.6** 

Angau From 
2010 

-------- -------- --------- 12,207 7.9 
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Arawa   ---------- --------- 39  

Buka    439----- ------- 1.5 

Kundiawa 436 200 246 346 300 1.1 

Mt. Hagen     647 252 333 1.5 

Port Moresby         1490  6.7 

Tari 964 1395 1229 784 1102 4 

*Average derived by total number of visits divided by 261 days a year at 5 working days a week. Tari works 24/7 
** Over 6 months 

 

As Table 2 shows, fewer than 2 clients were estimated to be seen on an average a day. Excluding Tari 
and Angau which have not received UNICEF support, these figures amount to a total of 4,944 
between 2011-2015. As such the figures  do not align with the 15,000 figure cited as achieved in the 
UNICEF 2011 report[50] and the 17,000 cited in the 2012 Country Office Annual Report (p25) [51]. It 
is not possible to corroborate or refute the figure of 15,000 as no primary data from 2009 was 
available apart from the Kundiawa FSC.  

This relatively small client load is unlikely to be due to lack of need. Consultations with a Maternal 
and Child Health nurse at Mt Hagen revealed that many women with injuries are seen during 
outreach and MCH clinics but their injuries are ignored ‘as they have come for child vaccinations or 
other reasons’ and because these clinics are very busy there is no time to address the matter properly.  
This  demonstrates a clear case for focusing on integrating FSV services within other health services, 
particularly MCH and RH services, as recommended by WHO (2013).  

In addition, figures from Tari show that outreach which makes communities aware of the services 
provided by FSC does serve to increase the numbers of clients. Between Jan and June 2015, 18,598 
people were reached through outreach in communities surrounding Tari hospital and numbers of 
service users increased as a result of this [52]. Tari, Port Moresby Mt Hagen and Buka conduct 
awareness raising about the services offered in the FSC, but there was no evidence that the other sites 
do likewise. In the Highlands this was due to concern that the demand would greatly outstrip supply. 

While the costs and transport implications of outreach are acknowledged, to achieve greater 
effectiveness of the services communities need to be aware them. Active partnerships with Civil 
Society Organisations should be fostered in this regard. The model which FHI 360 supports in the 
Western Highlands and Sepik could be usefully replicated and this serves both a primary and 
secondary prevention function (see Prevention section). 

Types of cases presented 

A crude summary of case numbers and main presenting issues is shown in Table 3 below. This was 
derived from available data copied by the Evaluation Team from FSC sites and presentations at the 
PoM data workshop which explains the varied timelines and descriptors. It highlights the different 
types of services which predominate in different sites. Given the social contexts and profiles of 
violence described above, the FSC model has to be sufficiently flexible to meet very different needs. 
Overall the evaluation confirms that centres were offering appropriate and well calibrated services 
according to their client profiles, although capacity to work with children remains seriously 
underdeveloped. 
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Table 3: Main presenting issues at FSC 

Site Timeframe Total  Main presenting issue 

Alotau Jan-June 2015 216 Child sexual abuse (no.=77) 

Arawa 2013-2015 39 Intimate Partner Violence (no.=12) 

Buka April-September 2015 78 Mental Health (no.=60) 

Kundiawa 2012,2013,2014 792 ‘Domestic violence’ (n.=301) 

Mt Hagen 2013 & 2014 
Jan –Sept 2015 

899 
327 

‘Physical Assault’ (no.=394) 
‘Sexual Assault’ (no.=184) 

Port Moresby (MSF 
records) 

Jan-June 2015 498 Intimate Partner Violence 254 
Sexual violence 190 (over 60% <15) 

Domestic Violence 54 

Tari 2009-2015 6,675 Family violence (no.= 3,530) 
IPV (no.= 3,160) 

Sexual Violence (no.= 3,160) 

 

Child Protection 

Child protection is emerging as a critical issue at FSC. MSF data from PoMGH (2015) showed that in 
the first six months of 2015 190 clients were treated for sexual violence, and of these over 60% of the 
SV cases seen at the FSC were girls under the age of 15 (41 children below the age of 5, 71 aged 
between 5-15).  A similar pattern emerges in Mt Hagen: in 2013, 20 out of 54 clients coming as a 
result of sexual assault were <9 years old (37%) while in 2015, 47 out of 184 clients coming as a result 
of sexual assault were less than 9 years of age (25%). The clinic register book noted that out of 333 
clients attending in the first 9 months of 2015, 116 (50%) were children under 16 years of age. It was 
not possible to compile data by sex of child as this was not always captured. 

Tari (MSF 2015) ‘37% of the Sexual Violence cases seen at the FSC were under the age of 15, 
representing an increase of 5% in comparison with the same period the previous year. 9% of the SV 
cases were under the age of 5’.  

Although service providers mentioned they offered a ‘child friendly service’, this frequently meant 
having toys available. Several respondents asked quietly what child friendly actually meant. From 
observation, only PoMGH FSC had a dedicated room for children with child-sized furniture and 
decoration, and a social worker trained in child psychology and counselling. There is clearly a large 
and currently unmet need for developing the skills of FSC staff in working with children as well as 
increasing awareness around child protection, rights and justice issues.  

It cannot be assumed that children in need will always be able to attend the FSC with a parent or 
guardian. In Kundiawa, a seven year old boy was badly injured due to violence related to accusations 
of sorcery and was admitted to A&E and then referred to the children’s ward. At no point was the FSC 
considered as an appropriate outlet, and the NGO who subsequently took on the case queried ‘What is 
the FSC for?? Is it for women only??’     
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Human resource management and development 

Staffing profiles for set up are outlined in the PHA guidelines and stand at 7 members of staff as 
follows:  

 FSC Coordinator 

 Nursing Officer x 1  

 Community Health Worker x 1  

 Clerk x 1  

 Security  

 Cleaner  

 A female volunteer  

 

Table 4 shows current staff complements across sites. 

Table 4: Staff complements in FSCs 

Site Staff complement 

Alotau 1 Coordinator (SW for hospital clients as well as FSC), 1 Nursing Officer, 1 
Community Health Worker (multilingual, currently on leave) (total 3) 

Angau 1 Medical Officer, 1 Health Extension Officer, 7 Nursing Officers,1Community 
Health Worker, 1 SW,1 data analyst, 1 Hygiene and security, 1 driver (total 14) 

Arawa 1 No part time 

Buka 2 No (1 on leave) 10 volunteer counsellors.  

Kerowagi 1 former District Health Officer 

Kundiawa 1x OIC (vacant) grd 12 
1x Nursing Officer (acting OIC) grd 9 

1x Nursing Officer (study leave at DWU social work course, funded by the 
hospital)    

1x Community Health Worker grd4 (basic counselling certificate and VCT 
counselling cert) 

1x voluntary Health Extension Officer Grd 12 (from Obs&Gynae ward) 
Cleaner 
(total 5) 

Minj 1 District Health Promotion officer (70%) 

Mt. Hagen 1.5 x Nursing Officer,1 x Community Health Worker, 1x data manger (FHI 
funded), 1x male counsellor (FHI), 1x cleaner (total 5.5) 

Port Moresby 1 Coordinator (Social Worker for hospital as well as FSC), 2 Health Extension 
Officers, 5 Nursing Officers (two leaving in 2016), 5 Social Workers (1 

paediatric SW), 2 support staff, 2 admin officers 
4 volunteers plus internships for UPNG Social Work students (total 21) 

Tari 1 nurse in charge, 1 Nursing Officer, 1 x social worker, 2 x Community Health 
Worker, 2 x counsellors, 4 assistants and 1 x nurse aid. 1 cleaner.  (total 13) 
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Currently, only Angau, Tari and Port Moresby meet and exceed these set up staff profiles. These sites 
also see the most clients and have received significant on-site support from MSF. Apart from Tari, 
where FSC staff are currently funded, managed and supervised by MSF, limited supervision or 
management from provincial medical and curative services or the nursing department was found. All 
the FSCs visited sit under medical and curative services, the senior nurse is responsible for 
supervision although the skill set required in the FSC is quite different from standard hospital 
nursing.  

While it is acknowledged that effective management and supervision is a challenge across the whole 
health system, there is a need both to ensure that services provided at the centres are consistent and 
of high quality and that the staff feel they are developing their own skills. The AVID volunteer mentor 
model in Buka is worthy of further investigation. 

In Alotau, and Kundiawa, nurses felt underutilised. One senior doctor suggested a better use of 
human resources would be to encourage the FSC staff to ‘look outwards’ and to do ward rounds or 
participate in key clinics where more clients would certainly be found. On several occasions FSC staff 
noted that ‘there is no career pathway here’ and that they sometimes felt left out or unable to keep 
their nursing skills up to date. Further efforts are needed to ensure that once trained staff are 
supported to remain in the FSC (see Efficiency). 

None of the sites visited were using the PHA guidelines code of conduct but all nurses noted that they 
were obliged to sign and commit to their own professional code of conduct. 

Data collection and management  

A major constraint to assessing the effectiveness of the services and making comparisons across 
centres is the lack of standardised data. Different sites use different interpretations of types of 
violence, different indicators, and different age ranges. This was a serious constraint to the team’s 
ability to gauge the effectiveness of services since inception in 2004 and appears to have been an issue 
for some time: in May 2011 UNICEF ‘supported a workshop for the Family Support Centre 
Coordinators to develop a uniform data collection tool and trial this data’. [50] 

Given the impetus of the recently established Gender and Men’s Health desk under the Family Health 
Services Division at NDoH, it is hoped that a 2015 November data workshop held in Port Moresby will 
remedy this and enable all sites finally to use standardised terminology and indicators for data 
collection and management.  

From discussion with nursing managers and chief executives, limited evidence could be found of the 
existing data being used to inform future services or budget allocation. Indeed, accessing data from 
the inception of each FSC was extremely challenging.   

Financing 

None of the UNICEF supported sites visited had a specific budget line for operations which may 
hamper the longer term viability of the Centres. Buka, Alotau and Arawa had managed to find 
different partners to help them equip their centres. Mt Hagen was using FHI support for data entry 
and management and Minj had received a counsellor from Voice for Change (funded by Oxfam) to 
assist with psychosocial support, while Buka was heavily reliant on volunteers. A specific budget line 
or allocated percentage of operational budget for the FSC is strongly recommended as this would 
serve to ensure that FSCs are incorporated into provincial health plans and would pave the way for 
the future roll out of effective centres at District Level. Without budget allocation there is the risk that 
the FSCs and their staff become side-lined and forgotten.  

Infrastructure 



Independent Formative Evaluation of Family Support Centres in Papua New Guinea 
 

32 

 

UNICEF support to FSCs since 2009 has been through the provision of grants for infrastructure 
building or refurbishment. Over this time they have supported nine sites (TORs), although the 2012 
Country Office Annual report cites 13 (p25). At the time of evaluation, the sites visited in Provincial 
Hospitals (Alotau, Buka, Kundiawa, Mt Hagen, PoMGH, Tari) had adequate space, privacy, 
examination rooms, electricity and water9.  The hospital compound provided the security and this had 
proven to be effective including in Tari, where security is a particular challenge to service delivery. 

In Kerowagi, the FSC site had been used as a refuge for 27 community members fleeing sorcery 
related violence.  A senior health worker noted his concern at this saying ‘the hospital should be a 
calm place where people can recover; these people (refugees) are sometimes loud and they may 
bring disease into the hospital’. This was especially concerning as the FSC has no water or functioning 
bathrooms. The FSC was also an interim home for an NGO worker in the area.  In Minj the FSC was 
home to 5 women, some working at the health centre, the in charge herself and three other people. 

The UNICEF 2012 Country report notes ‘UNICEF will move away from supporting FSC construction 
to increased capacity building and outreach programmes to raise awareness.’ This approach is entirely 
endorsed by the findings of the evaluation. 
 
Referrals and access to justice 

Referral pathways can be intra sectoral (within the health system) or inter sectoral (between the 
health system and other sectors, for example the police). In both cases these appear to be functioning 
effectively. From data sighted at Mt Hagen for the year of 2015 the majority of clients to the FSC had 
been referred by the police or by A&E or the Obstetrics and Gynaecology ward. All FSCs enjoyed good 
relationships with the FSVUs where they existed or where not, with the police, and with community 
development officers. Staff were aware of the protocols required for medical reports and were familiar 
with the medical pro-forma. There was a significant degree of frustration, however, at the low number 
of prosecutions as a result of medical reports. This was felt by the police units FSVU and SOS as well 
as the FSC staff. In Mount Hagen, the SOS mentioned ‘we might get two convictions every three 
years’. This is both because of a serious shortage of judges in country to hear the cases and because 
often medical reports are used to negotiate compensation claims, particularly in the Highlands. 

All provincial hospitals were providing medical reports free of charge, but in Jiwaka there is no facility 
yet authorised to do this.  One respondent from a local NGO reported that she had been referred by 
the District FSC to a doctor at Mt Hagen hospital who charged 200 kina for medical reports. In 
Simbu, the team was also told that the FSVU charges 20 kina for each IPO to be filled in as it is done 
by a volunteer. Clearly there is a need for greater awareness raising at community level as well at the 
FSCs to inform all FSC clients that these services are free of charge. 

Safe dispatch 

A core aspect of the FSC approach as articulated in the PHA guidelines is safe dispatch of clients after 
they have received services. Many women and children are unable to return home straight away and 
stay safe and some, particularly those suffering from sorcery accusations, may never be able to. In, 
Kundiawa and Kerowagi the FSC were also serving as de facto safe houses, while this was initially the 
case in Port Moresby, there is now a time limit on how long women can stay. In Buka and Tari there is 
a safe space for women to stay for up to 48 hours.  Buka and Arawa have well-functioning safe houses 
which act as strong referral partners; indeed, in Arawa, the safe house is more active than the FSC.  

 

9 Reliable running water is a significant issue in Kundiawa. The FSC had no running water at the time of our visit but water was available in buckets 
in the shower toilet and kitchen. 
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Every province noted the need for safe house facilities.  In Mt Hagen and Kundiawa, consultations 
had already begun on how and where to build these facilities. A client consulted at Kundiawa had 
been living in the centre for 3 weeks ‘if it weren’t for the FSC I don’t think I would be alive today’; the 
staff were in the process of facilitating her repatriation. In the past repatriations had also involved the 
staff themselves providing refuge for survivors through their own networks and families. These 
blurred professional and personal lines demand far greater consideration. As noted elsewhere 
(Bradley 2013) there remains a serious need for effective safe houses throughout the country. 

District FSCs 

The District FSCs assessed were either in a state of disrepair and dysfunction (Minj and Kerowagi), 
inactive (Arawa), or non-existent (Kiriwina). The extent to which Minj and Kerowagi had ever 
provided comprehensive services was impossible to assess as limited historical data could be found. 
According to the Minj FSC update report the six months between November 2014-May 2015 had seen 
a total of 363 clients [53] although the records book did not reflect this at all. The only records found 
dated from 2011 when 15 clients were seen between February and July, largely for counselling. 
Furthermore, given that there was no water or electricity or furniture in the centre and that five 
people were living there, it is difficult to conceive that the FSC could have provided any service at all. 
According to one respondent ‘it is a dirty and horrible place’, while another community member noted 
that the FSC manager was usually out elsewhere. This was corroborated by the FSC manager who 
mentioned that in the absence of any funding from the Provincial Health Authority she had to attempt 
to raise funds for the centre herself.  

The Kerowagi FSC had never been completed with no water or electricity so that the two ensuite 
rooms serving as interim safe spaces could not be used. This is in direct contrast to the UNICEF  
report of 2011 which notes ‘On-going monitoring of established Family Support Centres enabled full 
completion and use of the Minj provincial hospital and Kerowagi district hospital’[50]. Nevertheless, 
services were still provided to survivors through the District Hospital and referrals were made to the 
FSC for counselling if the FSC manager was available. 

In Kiriwina, a grant had been provided by UNICEF based on the presence of an AVID volunteer 
worker but when she departed the grant was recalled. In Arawa, the FSC space is in a disused kitchen 
with no ventilation or natural light. A part time nursing officer was attached to the site but effectively 
it has been dormant. While the evaluation team was there some equipment provided by CARE was 
delivered and it is assumed that the site may become more active. 
 
The ambition to roll out FSCs to Districts clearly requires further reflection: allocating a room or a 
house as an FSC without operational agreements with the local district health system has not proven 
an effective strategy. This is corroborated at the provincial level.  For example in Alotau the FSC only 
became operational once the PHA had allocated 2 nursing officers to it, which was three years after its 
refurbishment. In the Highlands, the buildings assigned as FSCs appear to have become co-opted by 
the individuals in charge for their own purposes, rather than functioning as service points for GBV 
survivors. As such they both fail to be effective centres and at the same time have come to present 
significant management challenges to the Provincial Health Administration/Health Authorities.  
 
In Kiriwina (see Box 3) initial discussions with UNICEF in 2006 resulted in an agreement to establish 
a standalone FSC. However, the grant was withdrawn before building had begun. There is still no FSC 
in Kiriwina, and given the very low number of cases of FSV reported it is likely to be more appropriate 
to integrate services into the existing health facility.  This could be through GBV training of health 
workers to focus on primary prevention and counselling services; and to establish a community 
resource centre as the hub for the collection and dissemination of awareness materials and training 
workshops on a range of social development issues. 
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Box 3. Learnings from Kiriwina 

Based on consultations with various stakeholders during the site visit, 26 – 29 November 2015   

Over the last two decades, UNICEF has supported various activities in the Trobriand Islands in Milne Bay 
Province, most notably the Village Birth Attendants programme which was established in the early 1990s. In 
2006, plans to establish an FSC at the Losuia District Health Centre, which serves the Kiriwina-Goodenough 
District (population: 50,000) were initiated by a volunteer attached to UNICEF and based in Alotau, the capital 
of Milne Bay Province. A Child Protection Committee was formed with representation of key sectors at the 
district level, community leaders (both women and men from different villages and church groups), village birth 
attendants, and village health volunteers. Under the chair of the District Community Development Officer, the 
committee held several meetings and discussed plans to build a standalone FSC facility with UNICEF support. 
UNICEF transferred K40,000 into a District Treasury trust account but recalled the funds when the volunteer 
left the country at the end of her term. No further action was taken to follow through with the building plans. In 
2007 and 2008, UNICEF provided support for district training workshops on juvenile justice and basic 
counselling, which were facilitated by Milne Bay Counselling Services. Representatives from all wards were 
involved in the two week training workshops.  

Community perspectives emphasise the importance of domestic violence as a social issue in the Trobriands but 
cases are generally handled within families and communities. Available evidence based on recorded data 
indicates low numbers of family and sexual violence cases presenting at the Lousia District Health Centre 
(approximately 5 per year according to health officials; actual recorded cases indicate only 2 in the first three 
quarters of 2015). District police state that they handle no more than one or two cases of FSV per year; two cases 
were pending medical reports in November 2015. In October 2015, during the national court circuit, the Chief 
Justice convicted the perpetrator of a child rape case and handed down a ten-year imprisonment sentence. 
During his visit, the Chief Justice spoke at a public forum on gender based violence and legislative reforms.  

Comparison Sites 

Two comparison hospital sites (Mingende Catholic Hospital and Kudjip Nazarene hospital) were 
visited which did not have FSCs which provided the team an opportunity to assess alternative health 
system approaches to addressing GBV. These two sites were addressing GBV as part of routine health 
service delivery without specific staff, rooms or protocols. 

In Mingende, an FSC unit was built in 2013 in direct response to the PHA guidelines and with a view 
to providing a safe house for women. The centre has never been staffed and so is unused, but the need 
for such a centre was expressed by key hospital respondents and by service users interviewed. While a 
cohort of staff is trained in Voluntary Counselling and Testing for HIV and related couples’ 
counselling, none has been trained in generic counselling, child counselling or GBV identification. 
Discussions with a midwife revealed that experience enables nurses to pick up on physical and visual 
signs of family violence or problems ‘when the child has a dirty nappy or the mother is not well looked 
after I would suspect something is not right at home’. In these circumstances more time would be 
spent with the client in an effort to provide support. While there are no separate services offered to 
address violence the hospital does have a separate protocol to manage violence and referrals to police 
and PEP is provided in cases of rape.  

At Kudjip Nazarene Hospital the Director of Medical Services noted that ‘violence is an aspect of 
everyday outpatients and surgery. I see at least 1 case a day. We provide first aid and surgery but no in 
depth counselling. I don’t ask any more because the causes are cultural. We ask people to come back 
especially for PEP but return rates are low. These are social and welfare issues which we can’t address. 
Some women who have been raped get Emergency contraception but it depends on the doctor in 
charge on the day and their religious convictions’. 
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Both these sites suggest that an FSC is better than no FSC. Although experienced nursing staff may be 
able to identify and support clients who had suffered abuse at Mingende hospital, the absence of 
dedicated staff to address the issue meant that adequate time to support the client may not be 
available when the midwife already had a busy schedule. At Kudjip, it was felt that the issue was too 
complex socio-culturally for the hospital to address. 

Finding 8: There was no evidence that the FSC approach has contributed to shifting social norms 
around family and sexual violence, primarily because their current functions focus on secondary 
and tertiary responses, i.e. reducing the impact of violence on women, rather than primary 
(violence prevention) activities. However, volunteers from one site were heavily involved in 
outreach for awareness raising, including to the prison, while another site did visit communities by 
joining the public and rural health outreach team, which is a potential route for primary prevention 
in addition to raising awareness of the services. 

 

Primary prevention and community awareness: shifting social norms 

The Terms of reference required the team to assess the extent to which FSC approach have shifted 
social norms around violence against women and children, in other words, their role in primary 
prevention. The FSCs visited do not prioritise primary prevention, with the exception of Mt Hagen 
where the FSC staff regularly join the public and rural health outreach team, and Buka, where 
volunteers support community conversations around a range of social issues including family and 
sexual violence. This is appropriate in that, as noted elsewhere [27, 41] the health sector comparative 
advantage in the FSV response is not in the field of primary prevention but rather secondary and 
tertiary prevention. Nevertheless, there are opportunities for the health sector to contribute to 
prevention messages particularly in raising awareness of the health implications of FSV under public 
health outreach and by developing more partnerships with Civil Society Organizations. A constructive 
example of such a partnership was in Mt Hagen where the FSC works closely with FHI 360. The FHI 
Komuniti Lukautim Ol Meri Project (KLOM) ‘aims to reduce the level of violence against women and 
girls and support survivors of violence through strengthened service delivery that extends into the 
community’. FHI360 works to its own comparative advantage of community based work and is able to 
refer survivors to services where necessary. 

 
While there is an undisputed need for the FSC service there is a lack of clarity about its long term 
goals and about the role the health sector has to play in family and sexual violence. When asked about 
the purpose of the FSCs, respondents noted variously they were ‘to improve women’s human rights’ 
or ‘to help reduce violence against women’. As currently configured, however, the FSCs are 
principally engaged in ‘reducing the impact of violence on women’.  

Emerging discussions about the correct location of FSCs; whether under curative or public health, and 
the wider need to focus on prevention, need to be aired and constructively addressed. Currently, the 
location of FSC under curative health means missed opportunities in reaching at risk populations 
through regular public health programmes such as immunisations, reproductive health   and MCH 
clinics. It is hoped that the upcoming family and sexual violence strategy may provide a platform for 
this and that support be given to the health sector to articulate its own strategy for family and sexual 
violence under this, which focuses on its comparative advantages in both curative and preventive 
health. 

NDoH should be supported to reflect on the short, medium and long term goals of the FSC model and 
more broadly at the health sector’s wider role in addressing family and sexual violence. This could be 
for example, through better integrated services, increased attention to family and sexual violence in 
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pre- and in-service curricula and to identify key partnerships and organizations with whom the FSCs 
could work to promote prevention and cultural change.  

Unintended outcomes 

Finding 9: No operational agreement with the PHA or Administration resulted in two FSCs being 
neither owned nor managed by the Provinces. Ambiguity regarding the responsibility of the FSCs 
has created a vacuum either filled inappropriately, or resulting in no action. The presence of an FSC 
has led to other health workers assuming that family and sexual violence is not their responsibility 
to respond to. 

 

UNICEF support to the FSCs at District level has had a significant unintended outcome - the 
allocation of funds to infrastructure at the District Level without an operational agreement with the 
PHA or Provincial Health Administration which clearly outlines how staffing, equipment and service 
quality will be managed has resulted in 2 buildings which are neither owned nor managed by the 
Provinces. In both Kerowagi and Minj there was a common perception amongst provincial health staff 
that the FSC was an ‘NGO’ and the management of one site had become extremely sensitive. The 
transition of Jiwaka from District to Province and subsequent upgrading of facilities should mean 
greater attention to the FSC but the team found little evidence of intent at the provincial level to direct 
funds or management support to the FSC. While commitment to the issue of family and sexual 
violence was voiced, so too was the belief that FSVAC was the body responsible for the operations and 
improvement of the FSC at Minj. While the historical role of the FSVAC in advocating for the issue of 
FSV and promoting FSC across the country has been critical, the FSVAC is not an implementing body 
or a technical unit and its function appears to be unclear at provincial levels and below.  As noted 
earlier, it is clear that without greater consultation with Districts and commitment to staff and 
management of the centres, building or refurbishing FSCs is neither effective nor efficient. 

One further unintended outcome of the model in general was that where there is an FSC there is an 
assumption that family and sexual violence is being adequately addressed through the centre so that 
other front line staff are not obliged to address the issue, resulting in cases being missed. Integration 
into primary health services remains critically important and front line staff should be supported 
better to identify incidences of FSV at least to refer them on. 
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2.3. Efficiency  

 How efficiently have FSCs used the available resources to deliver high-quality outputs in a 

timely manner, and to achieve the targeted objectives?  

 To what extent are case management and referral linkages working to realise efficient 

psychosocial and justice benefits for survivors? 

The evaluation defines efficiency in terms of the extent to which the FSC approach uses resources to 
achieve the maximum possible outputs, outcomes and impacts with the minimum possible inputs, 
including the degree to which services are coordinated with key partners. The assessment is based on 
qualitative input from site observations and interviews with various stakeholders. A quantitative 
analysis of alternative approaches to achieving the same outputs was not possible due to the limited 
financial data available for review and the lack of clearly defined indicators. Cost efficiency analysis 
requires detailed input costs and anticipated output indicators. Information on donor grants detailing 
financial support for FSCs and itemised budgetary data from respective PHAs identifying specific per 
capita costs of each FSC was not available to the team. This proved to be a major limitation of the 
evaluation’s ability to assess the efficiency of the FSC approach.  

Finding 10: There are examples of efficient rationalisation of resources and there are also examples 
of inefficiencies largely due to staff being underutilised within the FSCs for varying reasons. 

 

Efficient use of available resources 

The evaluation team was able to ascertain that, with the exception of Tari, all recurrent funding for 
FSC operations (staffing, equipment, supplies, overheads) is covered under the government budgets, 
whether Provincial Health Authority or Administration and that, in general, FSCs follow standard 
hospital procurement processes. Efficient use of available resources is thus met by budgetary 
integration of FSC expenditure into recurrent PHA operational costs. Exceptions are where one-off 
donor inputs were provided to meet requirements necessary to provide services efficiently (e.g. 
examination table and lamp in Buka and Arawa were provided by Care International after an 
extended period where both centres were operating without these resources and referring patients to 
Ob/Gyn units within the hospital for medical examinations).  

In some settings (for example, Buka), the hospital accountant works directly with the FSC coordinator 
to ensure running costs are adequately budgeted. Where donor funding is provided to supplement 
staff salaries (e.g. UNICEF support for nurse’s salary at Buka), the funds are held in the hospital trust 
account. It is important to note that budgetary arrangements and costing issues are not only efficiency 
issues but also hold direct significance for the sustainability of the FSC approach.  

In terms of efficiently providing services with the available resources, FSCs are flexible in 
rationalising operations and logistics on the basis of existing arrangements and constraints. For 
example, Alotau FSC does not keep a supply of Hep B vaccines on their premises because they do not 
have refrigeration.  Rather they obtain supplies as needed from the storage point in the hospital, 
which is adjacent to the FSC. In relation to client need, where available evidence suggests that cases 
requiring Hep B vaccines are minimal, this arrangement is an efficient adjustment to the ideal 
provision of the five essential services. Flexible adaptation to existing circumstances within particular 
settings is key to ensuring efficient use of available resources, even when arrangements do not meet 
the optimal FSC guidelines.  
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Human resources 
 
The relatively low caseload at most FSCs visited suggests that enhanced efficiency is to be gained from 
better rationalisation of human resources: either by utilising staff in the wards or by increasing client 
numbers through outreach and service promotion.  It is a difficult balance to strike, since clients may 
come at any time. As one respondent noted in Mt Hagen:  

It is a valuable service for the few women who use it but how efficient is it for running 
the service for one woman a day? (Mt Hagen Women’s Wellness Clinic)   

In a number of settings (most notably Kundiawa, Alotau and Buka) FSCs have become the focal point 
for hospital social work and mental health services. This has implications for the efficient delivery of 
FSC services, as social workers are required to divide time between the FSC and the hospital caseload. 
This is especially a concern for hospitals with only one social worker (Alotau), or only one nurse 
specialised in mental health (Buka), and where internal referrals for counselling might relate to a 
range of patient needs that do not necessarily involve family and sexual violence cases. This occurs in 
Kundiawa, where FSC staff were frequently requested to counsel patients for a wide range of issue 
including non-compliance with drug regimens, trauma due to limb amputation or stress related to 
cancer diagnoses.  

The current low caseload at Alotau FSC was a matter of concern for the nursing officer who felt under-
utilised and isolated from colleagues in the wards, and who missed applying her skills on ward 
rounds. The Alotau FSC staff complement of only three (1 coordinator, 1 Nursing Officer, 1 
Community Health Worker) also represents a constraint on the time required to conduct outreach 
and service promotion while ensuring that the FSC remains operational during opening hours. FSC 
staff and PHA management are aware of striking an appropriate balance between promoting FSC 
services through outreach and maintaining the capacity to deliver within the centre. The issue of FSC 
staffing is currently being addressed by the PHA in its human resources development plan, with the 
intention to appoint an HEO as part of the team.  

The improved efficiency of service delivery at FSCs with Health Extension Officers who can fulfil most 
of the medical tasks required under the five essential services (for instance, Port Moresby and 
Kundiawa) has meant better use of medical staff, improved time management, improved liaison 
between staff, and overall improved benefits for clients. 

Training 

FSC staff consulted had attended or planned to attend specialised staff training during two week 
workshops held at regional centres. The training of selected individuals through this current approach 
of periodic sessional workshops involves inefficiencies where there are frequent staff absences, high 
turnover and staff redeployment to other units within the health facility.   

We invested a lot in one of our OICs who left for some reason. Training individuals is 
not cost efficient. We have to work with the whole team. The former OIC was out at 
least 5 times a year doing training (Kundiawa FSC).  

It’s critical that all health staff should undergo GBV training and identify and 
respond appropriately as the women may be misdiagnosed or miss out on the 
opportunity to be treated and counselled (Mt Hagen Women’s Wellness Clinic).    

Due to staffing issues and the low caseload at Arawa FSC (39 recorded cases since April 2013), the 
centre operated on reduced hours and was only open two days a week. This arrangement can be 
assessed as efficient in that it allowed the only staff member delegated to provide FSC services to 
attend ward rounds, reflecting best use of available, albeit limited, human resources. Plans to upgrade 
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the hospital to Level 4 in 2016 as part of the redevelopment of the Bougainville PHA will include new 
staffing arrangements for FSC services, including the appointment of an HEO. This will likely 
contribute to greater efficiencies in response to anticipated increase in demand for services.    

The efficient use of available human resources in contexts where there are consistently low caseloads 
suggests the importance of improved integration of FSC services within the hospital wards through 
staff training in GBV sensitisation, identification  and case assessment.  

In Kerowagi and Minj the officers in charge are a trained District Health Officer and a Senior Health 
Promotion officer respectively. Neither manager is therefore fulfilling the duties for which they are 
trained and for which they are receiving salaries representing significant inefficiencies. 

Finding 11: In general, referrals within the health sector and to the law and justice sectors are 
working well. Case reporting varies considerably between FSCs with some having very robust 
processes and able to use data to contribute to planning resources, while other FSCs have no 
established reporting and follow up systems. Access to justice for survivors is facilitated by FSC but 
remains hampered by a number of factors, including bottlenecks in wider referral mechanisms, 
slow progress within the legal system, and wider societal attitudes particularly with regard to 
perception of compensation as justice. 

 

Case management and referral linkages 

All FSC staff members interviewed were highly cognisant of the importance of well-managed internal 
referral pathways within the hospital for providing services efficiently, and in most centres these 
pathways are working well. This includes ensuring that clients are supported and escorted between 
different units within the health facility to maintain continuity of care and to reduce the stress felt by 
clients when they need to repeat their story to different disciplines. Depending on the caseload, FSCs 
practice triage assessment to ensure efficient use of available staff and time. This can fluctuate within 
specific time periods and staff are responsive to such trends. For instance, Port Moresby FSC has 
implemented a triage system to improve efficiency in identifying serious cases and managing the flow 
of clients, and staff are able to plan for periods when more clients are anticipated (e.g. Monday 
mornings). Tari operates a triage system where all patients attending the hospital are seen first by the 
triage nurse so that FSC cases are not missed. 

The degree to which individual FSCs manage and maintain thorough medical records varies 
considerably. Some FSCs have no established system of case reporting and no evidence of follow-up 
support beyond initial consultation. Other centres have quite rigorous case reporting and data 
collection systems in place, which contribute significantly to efficient case management and planning 
and budgeting of services in relation to projected numbers of clients and types of cases.  

The issue of low caseload at some FSCs also reflects the efficiency of service provision in responding 
to types of cases in settings where the majority of FSV clients are seeking refuge, counselling, and 
access to justice rather than medical examination and treatment. Furthermore, it raises questions 
about meeting unmet needs, client demand, the extent to which available services are promoted to 
increase public awareness, and the quality of services delivered. One measure of types of cases and 
perceived quality of FSC services is the proportion of clients who seek counselling and support 
services at the safe house compared to the number of referrals made to the FSC from other service 
providers (safe house and FSVU). For example, available evidence shows that in the case of Arawa the 
number of clients who initially access services at the safe house is considerably higher than those who 
access services at the FSC.  The police will bring clients directly into the hospital A&E ward for 
medical examination and treatment if necessary, or refer clients directly to the safe house for refuge 
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and counselling. By comparison, in Alotau, client preference is for accessing non-medical services at 
the FSC in the first instance, and indeed only four of 152 new cases in the reporting period from 
January to June 2015 involved referrals to the safe house.  

While these examples indicate weaknesses in the linkages between referral partners, as well as 
specific management issues among some service providers, they also suggest that referral pathways 
responsive to the particular needs of clients on a case by case basis are better able to improve the 
quality of services and provide more efficient support for achieving psychosocial and justice benefits.    

Medical reports and IPOs 

Efficient case management and referral linkages also entail the provision by FSC staff of legally 
compliant medical reports and IPO statements as required. All provincial hospital FSC staff were 
cognisant of the importance of this aspect of service provision for realising clients’ psychosocial and 
justice benefits. They are also aware that the capacity to issue IPOs and medical reports in a timely 
manner reflects the degree to which both internal and external referral pathways are working 
efficiently. This is an area where there is room for considerable improvement and greater clarity on 
procedures and respective roles and responsibilities of key referral partners in relation to the Family 
Protection Act. And the Lukautim Pikinini Act. Staff at Mt Hagen FSC reported a lack of training in 
the issuing of IPOs, which they identified as impeding their capacity to provide efficient services, as 
well as the need for more training in child protection issues.  The time it takes to issue legal 
documents is a key step in supporting access to justice for clients who wish to pursue that course of 
action. The UN Women project document for Buka FSC sets an estimate of 40 IPOs to be filed during 
a 24 month period, yet this target has not been met. It is unclear from available evidence at the FSC 
whether this projected outcome is a realistic estimate of client need. In addition, staff at Mt Hagen 
Well women centre expressed the need for more training around legal matters as they did not feel 
sufficiently informed about a range of legislative issues. 

Clients bear considerable social and financial costs when the issuing of IPOs is delayed. One such case 
came to the attention of the evaluation team in Buka, where a client reported having to chase up the 
IPO statement between the different referral partners (safe house, FSC, FSVU, district court) over a 
period of several months, which involved transport costs for repeated trips into Buka from her village 
as well as the time involved.  

The aim of FSCs is improved access to justice but the judiciary is slow in processing 
court cases (Mt Hagen Well Women’s Centre). 

Police working in the SOS and FSVUs often do preliminary assessment of cases before referrals to 
FSCs, and they escort clients to the FSC. Many FSCs report an increasing number of referrals from 
police involving sexual assault cases but they identify bottlenecks in the collection of medical reports. 
A high numbers of medical reports remain uncollected at FSCs. One FSC coordinator stated that 
preparing medical reports is “wasting time with the follow-up required.” This is matched by 
frustration expressed by both police and FSC staff in several locations regarding the low number of 
prosecutions (e.g. in Mt Hagen over the last three years only two prosecutions have been made) and 
the number of cases dropped before reaching the court. There is also widespread concern among FSC 
staff that medical reports are being misused by clients’ relatives in the pursuit of monetary 
compensation as way to resolve cases before going to court, especially in cases of child sexual abuse. 
The social factors influencing dropped cases and the misuse of medical reports are serious issues that 
transcend any assessment of efficiency in meeting psychosocial and justice benefits.  

Outreach activities 

Not all FSCs conduct outreach activities for primary prevention on a regular basis as part of their 
activity plans. This often reflects staffing constraints and can be viewed as a measure of efficiency in 
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service delivery in terms of appropriate scheduling of activities based on available staff. Buka FSC is 
able to provide regular outreach services because it has strong support from a pool of trained 
volunteers   and can mobilise activities accordingly.  

Mt Hagen Well Women Centre works in collaboration with FHI 360, whose community based 
prevention and awareness program (KLOM) links communities with the FSC service. 

Regular outreach conducted by the Tari FSC focused on awareness of the service rather than primary 
prevention of family and sexual violence.  

Interviews with key stakeholders suggest that FSC service users are increasingly aware of their legal 
and human rights, and that the increased numbers of clients attest to increased levels of awareness 
and desire to access justice. A considerable number of clients at all FSCs are self-referrals due to word 
of mouth, outreach, and awareness of services. At some FSCs, the reduction of cases between different 
reporting periods has been interpreted to mean that there is greater public awareness of legislative 
reforms and legal and human rights as a result of outreach and advocacy work, which has resulted in 
behaviour change.   

FSVAC multi-sectoral coordination as a measure of efficiency 

All respondents noted that provincial FSVACs had held a more active coordination role at the 
inception phase of the FSCs but over recent years had become inoperative. It was suggested that this 
may have been due to the perception that Family and Sexual Violence was being adequately addressed 
by the heath sector since FSCs were based in the heath sector. Despite the inactivity of provincial 
FSVACs over the last few years, the national FSVAC under the Consultative Implementation and 
Monitoring Council have been instrumental in mobilising the FSC approach and advocating for the 
concurrent establishment of FSVUs within the Police Constabulary. Much work has also gone into 
developing and strengthening linkages between key referral partners, in line with new legislation on 
family protection. It is anticipated that with the implementation of established referral guidelines 
(Guidelines for Family and Sexual Service Providers in PNG, launched in November 2015), there will 
be improved inter-sectoral linkages and coordination. In the context of developing a new national 
GBV strategy, some provincial FSVACs have been reactivated in late 2015, with the provincial 
departments of Community Development taking the lead once again. It remains to be seen how this 
reactivation will contribute to strengthening partnerships for advocacy on prevention of GBV, and 
improving efficiencies in coordinating linkages between referral partners and adhering to protocols 
and procedures.  

We have to be mindful not to do everything by ourselves but to work to strengthen our 
network. There have been many meetings, we have the expertise and resources but it’s 
not brought down to processes. There are two very different levels of operation—ideas 
level and implementation level including monitoring. We need a broader whole of 
network approach with more twinning and sharing between different FSCs so we can 
learn from each other. Doesn’t matter what stage a FSC is at there are still lessons to be 
learned from each other. It would be good to have a newsletter, a means for 
communication between FSCs and referral partners. (Buka FSC) 
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2.4. Sustainability  

 Has this initiative contributed to strengthening on-the-ground capacity to provide services and 
address violence among targeted beneficiaries and in rural areas since the initial intervention 
in 2003? 

 What are the enabling as well as constraining factors that influence replication and 
sustainability at national level and sub-national levels? 

 To what extent are information systems functioning and providing necessary data and 
information for ongoing advocacy and resources mobilization?  

Finding 12: Capacity building has taken place among staff but has faced constraints, such as the 
detrimental impact of staff turnover. This has implications for the service’s sustainability. In 
addition, institutional sustainability of the FSCs depends on staff being integrated into the health 
sector human resources and supplies system. 

 

Capacity strengthening for sustainability 

The sustainability of the FSC approach is supported by incremental and coordinated efforts to 
strengthen capacity for responding to family and sexual violence at national and sub national levels. A 
strong policy and legislative framework also underpins these efforts as does the development of 
operational and referral guidelines for family and sexual violence service providers in all key sectors. 
More readily related to sustainability than capacity building is whether or not staff are on the hospital 
payrolls and FSC operating costs are integrated into the PHA budget.  With the development and 
application of operational and referral guidelines for service providers in all key sectors, on the 
ground capacity will continue to be strengthened provided that FSC staff are aware of the guidelines 
and properly resourced to implement them effectively. 

There is a high degree of sustainability for provincial FSCs which are run by staff on the government 
payroll. The exception to this finding is Tari FSC, which is fully dependent on MSF and faces 
uncertainty about continued management and viability once MSF ceases its operations in March 
2016. Planning for a sustainable and smooth transition is underway but it is not clear to what extent 
the PHA will assume responsibility and which staff positions will be retained. Oil Search is in 
discussion with the PHA about assuming management oversight of the centre. At the same time, 
senior management expressed an interest to expand FSCs to Komo-Magarima and Koroba-Kopiago 
districts.  

Capacity is in place but we need a financed programme of services. Financing must 
come from the government as part of the PHA budget, not from donors (Arawa FSC). 

Even where FSC staff are on the payroll, there are some site-specific staffing issues that will affect 
sustainability unless addressed by respective PHA human resource development plans. For example, 
the Alotau FSC Coordinator is the only social worker at the hospital and is due to take up a new 
position with Community Development in 2016 to lead the provincial FSVAC secretariat under the 
new GBV pilot project. There remains uncertainty about the coordinator position but MBPHA plans 
to create a new social worker position for the hospital under its human resources development plan.   

Contractual arrangements for staff at Port Moresby FSC appear to be the strongest and provide a good 
model of practice for other FSCs. Positions and job descriptions are clearly designated as FSC service 
providers and as such, they highlight the fact that the FSC is a distinct service within the health 
system. In other FSCs, PHA management and staff note the uncertainty around the career pathway 
for FSC service providers within the health system.  
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When MSF were here they moved in and established the clinic like it would be run by 
doctors. We are nurses and Community Health Workers and have to be clear about 
our roles and where our boundaries lie. We have no clear picture about our career 
pathways working in the FSC (Alotau FSC). 

From this evaluation it is clear that the District FSCs in Minj and Kerowagi are neither viable 
nor sustainable in their current form. In both cases there was a lack of ownership of the FSC at 
the provincial level, whether provincial administration or health authority, but for different 
reasons: in Jiwaka, there was a lack of clarity about the FSC as part of the provincial health 
system and in Kerowagi, there was a breakdown of communication between provincial 
management and FSC staff.  

Jiwaka’s transition to a Province provides a great opportunity to reconfigure the service, but 
its success depends on an adequate staffing complement and there appears little appetite for 
this as yet. Indeed, the senior nursing officer at the health centre adjacent to the Minj FSC 
noted that it was not possible to allocate staff there when clients were so few and irregular.  

Finding 13: The main constraint to replication is the lack of clear leadership and management 
(rather than physical) infrastructure to ensure that the services provided by FSCs are implemented 
and operated. In addition the better functioning sites are integrated with the PHAs while the 
guidelines encourage FSCs to be self-sustaining, and therefore operate as a parallel system within 
the PHA. This creates barriers to integration. The key enablers of sustainability are strong internal 
linkages between FSCs and other units within the health facility, as well as strong coordination of 
referral pathways with other service providers. 

 

Enablers and constraints for replication 

Staffing issues are key to the sustainable replication of the FSC approach. The provision of services at 
Buka FSC has been heavily dependent on volunteers since it was first established in 2011 (currently 1 
AVID and a pool of 10 local volunteers), which has been identified as a significant constraint to FSC 
integration within the health system.  However, it is also a unique enabler in that support for 
volunteer training has developed capacity for a strong advocacy and outreach programme. The 
sustained engagement of volunteers depends on donor support. The current grant from UN Women, 
which supports training and allowances, ends mid-August 2016.  A new proposal has been submitted 
to UN Women for continued funding beyond mid-2016.  

The dependency on volunteers, including overseas volunteers, for service provision within the public 
health system also raises important legal and ethical issues that have not been adequately addressed.  

Some concern was voiced about the feasibility of compliance with the FSC guidelines, especially 
regarding the recommendations for numbers and positions of FSC staff, which are regarded as 
difficult to justify within respective PHA organisational structures and human resource development 
plans. Likewise, the guidelines encourage FSCs to be self-sustaining, and thus operate as a parallel 
system within the PHA, which presents difficulties for integrated planning and budgeting.   

Where FSC are reliant on donor funding and material inputs for their initial establishment and 
ongoing operations (Tari, and Buka) long-term sustainability is questionable. In some places this 
dependency has created the perception by the public and other health workers that FSCs are well-
resourced, especially where new infrastructure or refurbishments have been funded by donors.  

The intention to establish FSCs throughout the country at the district level has been articulated as a 
health sector policy directive, and also appears as an indicator in the National HIV Strategy 2005-
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2015, largely in the context of addressing GBV as part of the Millennium Development Goals. This 
intention raises serious questions about current and future capacity and feasibility in diverse settings 
throughout the country, and the sustainability of the approach at the district level in the long-term.  

The Evaluation Team visited one district FSC (Kerowagi) and one FSC that was established at the 
district level (Minj) before the formation of Jiwaka Province. The team also visited Losuia District 
Health Centre where it was confirmed that the intention to establish an FSC in 2007 was never 
realised (see Box on Learnings from Kiriwina). Lessons can be learned from these settings: 

 Focusing on infrastructure without accompanying operational plans and staffing 
arrangements at District level is not sustainable and may cause longer term political and 
administrative challenges.  Infrastructure/office space often represents social and political 
power and as such will always be occupied regardless of whether or not it is used to deliver 
the intended services.  

 Failing to consult adequately with local health authorities about their preferred approach to 
addressing family and sexual violence (e.g. standalone FSC or integrated into existing health 
services) results in poorly staffed and equipped centres.  

 There will always be a need for available psychosocial counselling around FSV and greater 
reflection is needed at District Level about whether the best way to deliver this service is by 
establishing an FSC or building capacity within District Health Centres themselves.    

Key enablers for sustainability include strong internal linkages between FSCs and other units within 
the health facility, including clear protocols for referrals and continuity of care, as well as strong 
coordination of referral pathways with other service providers. Where these are in place (for example, 
Alotau Buka, Mt Hagen—see Annex 11), and where all service providers are working well as a team 
with good coordination and communication, FSCs are more likely to sustain the capacity to deliver 
services that produce beneficial medical and social outcomes for the survivors of violence. The launch 
of the Referral Guidelines in November 2015 represents an important step towards building referral 
networks and strengthening coordination between referral partners in the long term.  

Finding 14: Information systems across the FSCs are not strong but there are examples of progress 
including a site where recently implemented software has raised expectations of significant 
improvements and links to the national health information system, and sites where there are 
initiatives to review case files and work with others to develop systems. In addition, investments are 
being made in national standardised data collection and information systems for FSCs. However, to 
date, information systems have not provided data for ongoing advocacy and resource mobilisation. 

 

Application of information 

There was weak evidence at most FSCs that information systems are being used to inform planning 
for improving services and advocacy and outreach activities. Exceptions include Buka FSC, which has 
recently installed a well-designed software programme for recording detailed case information, 
including detailed case information on demographics, type of case, main presenting issue, services 
provided follow-up, and referrals. The database is being fine-tuned with support from the PHA 
information systems officer and will feed into the hospital database and ultimately the NHIS (Buka 
Hospital is trialling a live data system linked directly to National Health Information System). With 
the new system in place, there is a strong expectation that regular data review and analysis will inform 
planning for improving the provision of services, including primary prevention activities.  

The data manager position at the Well Women’s Clinic in Mt Hagen is supported by FHI360. While 
FSC staff review case records on a monthly basis to inform their practice, the database is not located 
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at the centre and it is not clear whether information is used systematically or integrated into the 
provincial health planning process. Nevertheless, the data has been used to design community 
outreach services (funded by UNICEF) in areas with high incidences of child sexual abuse in the 
Province. Port Moresby FSC is building its information system with the support of undergraduate 
interns from the University of Papua New Guinea Social Work programme.  

The NDOH is supporting the development of a standardised data collection and information system 
for FSCs that will link into the National Health Information System. The development and 
implementation of new proformas for data collection will enhance the capacity for analysis and 
application of information for improved planning and provision of services.      

2.5. Equity  

 To what extent is the FSC approach aligned with principles of equity in addressing the needs 
of different groups? 

 To what extent has this initiative reached different groups including the most marginalized?  

Finding 15: The FSC approach aligns with a focus on women and children based on the assumption 
that they are most affected by family and sexual violence, rather than with a comprehensive gender 
or broader equity lens. Some sites have incorporated men’s health as a priority but there are no 
clear links between uptake and FSV.  Although not proactively addressing the needs of different 
groups (e.g. through specialist training), all FSC will treat anyone who self-refers as long as their 
case is related to family and sexual violence. 

 

Alignment with equity principles 

The evaluation has drawn on available evidence to assess the extent to which the FSC approach has 
incorporated an equity lens based on geography, gender, and disability. In determining whether FSCs 
are operating equitably, the evaluation has attempted to assess the degree to which vulnerable and 
marginalised populations can access FSC services (e.g. children, people with disability, elderly people, 
sex workers, men who have sex with men, transgender people, rural and remote populations).  

Most FSCs operate on the premise that services are aligned with gender equity principles and that the 
majority of people affected by family and sexual violence are women and children. Outreach and 
advocacy work provides opportunities for articulating the issues of GBV in relation to gender equity 
and human rights principles, the PNG Constitution, and legislation for child and family protection. 
Most FSC staff are cognisant of these principles and view their work as upholding them.  

All FSCs provide services free of charge to all survivors of family and sexual violence regardless of 
gender. Port Moresby FSC conducts triage when responding to a large intake of clients. At times 
injuries are assessed as non-FSV related but rather the result of accidents or alcohol-related brawls, in 
which case patients are referred to the hospital A&E department.  

All FSC visited are built at ground level and have ambulatory access with the exception of Buka. None 
of the FSCs report having served clients with special mobility needs. Buka FSC is located in a raised 
building with the entrance at the top of six steps. This issue is being addressed by plans to build an 
access ramp. None of the FSC staff have received training related to service provision for people with 
hearing and visual impairment disabilities.  

Most of the FSCs report that both professional and auxiliary hospital staff have also accessed services. 
In response to this identified need, Port Moresby FSC operates a staff clinic one morning each week. 
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This demonstrates the fact that all kinds of women are vulnerable to FSV, regardless of their 
profession. Often service providers’ own needs are not well catered for. 

More public awareness about the FSC approach through outreach activities, including targeted 
activities to address specific issues, will potentially generate greater uptake of services. It appears that 
as people become more aware of the Family Protection Act and the option of obtaining IPOs, a 
greater number of survivors of FSV will seek FSC services as the avenue to access justice. Likewise, 
greater awareness about child rights and protection under the Lukautim Pikinini Act has resulted in 
an increase of clients accessing services for child abuse cases. However, awareness of legal and human 
rights but does not necessarily equate with claiming them and in some instances, particularly in the 
Highlands provinces, there is evidence of cases where family members of a survivor of sexual assault 
or abuse seek to obtain medical reports to use in compensation claims, while the medical and 
psychosocial needs of the survivor are overlooked or neglected.  

Several FSC service providers expressed concern that men’s needs are not adequately met by the FSC 
model and gender violence is framed in terms of prioritising the needs of women and children. 
Records confirm that the vast majority of clients at all FSCs are women and girls, and it is not 
apparent that the low number of male clients accessing FSC services necessarily means that there is 
an unmet need for a more inclusive service for men. The Mt Hagen facility operates a men’s desk, but 
numbers of users remain low and their needs are not necessarily related to FSV. Buka FSC has 
responded to the demand for counselling services for family groups, including young men, and they 
have established a weekly men’s mental health clinic, which attracts a considerable number of self-
referral clients. They have also initiated outreach activities in prisons for both staff and inmates. At 
Arawa Hospital, the male nursing officer attends to male clients in the outpatient ward rather than in 
the FSC. A men’s hub was established in Arawa in November 2015, which will operate as a referral 
partner in the FSV response network, offering counselling services including for perpetrators issued 
with IPOs, and conducting various training and outreach activities. This initiative is a direct response 
to the identified mental health and counselling needs of the community in the post-conflict context in 
Bougainville, where there is a high incidence of depression and post-traumatic stress disorder. With 
the Gender and Men’s Desk now established within the NDOH, the issues facing men in relation to 
FSV will be the subject of more focused discussion with the development of strategies that address 
men’s perspectives and identified needs and that support primary prevention.  

Both Alotau FSC and Buka FSC provide opportunities for clients to provide written feedback on 
service provision and to make recommendations for improving services.  

I fully support/appreciate & acknowledge what FSC is doing for Bougainville. Most 
men become perpetrators coz of lack of knowledge of so many things which only 
women would know about (Feedback message, typed as written, Buka FSC).   

Finding 16: There was scant evidence to suggest that any of the FSCs have set priorities for 
responding to the needs of marginalised groups by articulating specific criteria and guidelines; and 
they are not resourced to respond to those impeded by distance and transport costs. Particular 
issues have emerged across different sites, and FSCs have adapted to meet client-specific needs. 
However, significant opportunities remain to respond to the needs of women, including older 
women, vulnerable children, transgender people, and people with disability. 

 

Reaching different groups and the most marginalized 

While most clients are from the immediate catchment areas of the respective FSCs, transport costs 
represent a major impediment for many service users, particularly if follow-up treatment is required. 
The Alotau FSC reports that a number of clients are coming into the FSC from the outer islands 
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through the health system referral network. When people from rural areas are self-referred, this is 
attributed to previous client satisfaction and the effectiveness of word of mouth in generating 
awareness of FSC services. The FSC has recently initiated outreach activities for staff and residents at 
the NB Oil Palm Estates located outside of Alotau, and is working with the on-site clinic staff to 
establish a system for case referrals and follow-up.    

There was scant evidence to suggest that any of the FSCs have set priorities for responding to the 
needs of marginalised groups by articulating specific criteria and guidelines. However, service 
providers state that they are responsive to the contexts in which they are working and to the 
particulars of each case as they are presented. For instance, it is apparent that some FSCs are dealing 
with a disproportionate number of cases involving sorcery accusations (Kundiawa), while for others a 
major issue is child sexual abuse (Mt Hagen). Port Moresby FSC is developing an adolescent support 
programme for younger clients, particularly girls who are brought to Port Moresby by relatives to be 
live-in babysitters and housecleaners and who subsequently find themselves in vulnerable domestic 
situations.   

With better review and analysis of collected case data, FSC service providers will be able to ascertain 
the specific issues and needs of people within their catchment area and adjust services and advocacy 
work accordingly. The recent audit conducted by the National AIDS Council with support from UNDP 
on institutional readiness to deliver GBV and HIV services [31] focuses particularly on the needs of 
women, vulnerable children, transgender people, and men who have sex with men, and it provides 
detailed recommendations for improving the capacity of FSCs to respond to marginalised 
populations. 
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3. Conclusions  

The Evaluation Team used the outcome statements described in the Theory of Change to assess the 
extent to which the FSC approach had met the evaluation criteria.  

Relevance 

Key Assessment Criteria: 

 Leaders advocate for FSV prevention and FSC services 

 PHAs provide adequate resources to the FSCs 

 FSCs appear in Provincial Plans 

 FSCs deliver services adapted to their client profile 

 FSC services freely available to all clients 

 Service users have opportunities to shape the service 

 

FSCs are well aligned to national policies and plans and the recent establishment of the Gender and 
Men’s health desk and its focus on FSCs demonstrates political commitment at the national level.  
This alignment does not always equate with ownership at the provincial level as evidenced by the lack 
of visibility of FSCs in corporate and annual health plans. FSC staff were found to be funded by the 
through the government health system with the exception of Tari (funded by MSF) and most medical 
supplies and equipment were also government sourced. 

Relevance of the FSC was also measured by the extent to which service users could shape their own 
service, and whether those services were freely available. All sites offered free services to clients, 
although anecdotal evidence of charging for medical certificates and IPOs was found in two locations, 
although these charges were not made by FSC staff. Only two sites had a system for service user input, 
and only one had endeavoured to establish a survivor support group. There is definitely room for 
improving this situation so that services can evolve to meet the needs of their users.  The evaluation 
highlighted the very different profiles of violence and need across the provinces and Districts.  

The model of the five essential services i) Medical first aid; ii) psychological first aid iii) medicines to 
prevent HIV and to prevent or treat Sexually Transmitted Infections iv) Vaccinations to prevent 
tetanus and hepatitis B and v) emergency contraception remains relevant, although in Bougainville 
there was a greater need for mental health and psychosocial counselling than for treatment of sexual 
and physical violence. Reference to the five essential services was common among respondents 
although it is not yet reflected in the NDOH Guidelines for FSC. Greater alignment of terminology and 
approaches would help to avoid confusion in the future. 

While respondents frequently referred to the One Stop Shop approach, no FSC were found to be 
offering the complete suite of services on site. Only two were able to offer the five essential services on 
site and none were offering legal and justice advice in situ. Nevertheless, the FSCs which were 
functioning through inter and intra-sectoral referrals were found to be offering relevant and client 
centred services. Further discussion with NDoH and provincial hospitals and administration around 
the level of ambition they have for FSCs to be One Stop Shops would be a helpful step forward. 
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Effectiveness 
 
Key Assessment Criteria:  

 FSCs adequately staffed according to guidelines with appropriate skills, knowledge and 
attitudes. 

 FSC sites comply with NDoH guidelines 

 5 essential services consistently and effectively delivered 

 Standardised multi-sectoral referral pathways in place 

 Staff keep and maintain thorough medical records 

 FSC staff provide legally compliant medical reports as required 

 Regular follow ups ensure PEP adherence 

 Safe dispatch of clients assured after services received 

 Standardised data collected and used for planning 

 

Of the ten sites visited six were fully functional and compliant with NDOH guidelines.  FSC have 
provided a critical and unique service to the survivors who have accessed them. The FSC model has 
provided a focal point for the health sector’s response to Family and Sexual Violence, has succeeded in 
making the issue of family and sexual violence more visible and has effectively promoted consistent 
provision of the five essential services. 

Only three sites met or exceeded the staffing levels described in the Provincial Hospital guidelines. 
However, in light of the relatively low numbers of survivors accessing the centres, this was not yet 
problematic. Certainly, there is a need to increase the number of users of the FSCs for enhanced 
effectiveness, especially in areas where FSV is known to be a significant issue (for example the 
Highlands). Outreach activities which alert communities of their presence may help in this regard. 
However, this approach will require careful monitoring so that services are not overwhelmed.  

The two hospitals visited without an FSC were managing as best they could by integrating a response 
to family and sexual violence into day to day practice. The extent to which this was achieved depended 
consistent service was not always available and nor was access to the five essential services.  

The District FSCs visited were not functioning effectively. This related both to lack of local ownership, 
and consultation from the outset. While agreements had been made (and were sighted) with regard to 
the physical building, no agreements could be found with regard to the staffing, management and 
operation of the centres. Two of the District sites were perceived to be NGOs and thus not part of the 
health system.  Focussing on FSC infrastructure at District level rather than appropriate FSV service 
delivery appears to be neither effective nor efficient.  Further discussion is needed with key 
stakeholders about the level of service which can reasonably and effectively be provided at District 
Level, based on available resources. The roll out of the District Development Authorities provides an 
excellent vehicle for this discussion. 

Referrals:  

Centres were making the best use of inter and intra-sectoral referrals but there were relatively low 
numbers of clients attending the FSCs. This is more likely to be because of lack of awareness of the 
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service than lack of need. Careful attention is needed to promoting the services but in a gradual way 
so that demand does not outstrip supply. All functional FSCs had good relationships with the police, 
sexual offences squad, community development department as evidenced by triangulated interviews 
with each sector. Effective referrals were made to and from FSCs. There remains a sense of frustration 
among all actors that rates of prosecution are low and that, while the FSCs and referral partners 
increase clients’ access to justice mechanisms, there is not a corresponding number of clients claiming 
their rights, largely because of socio-cultural norms which place compensation and collective 
harmony above individual rights. Nevertheless, achieving higher rates of prosecution is beyond the 
scope of the FSCs. 

Follow up was a challenge for all FSCs particularly for Post Exposure Prophylaxis. Anecdotal evidence 
from Mt Hagen suggests that a major obstacle to follow up is the cost of transport to and from the 
clinic, and the provision of transport fares has greatly increased follow up and adherence to PEP 
protocols. 

Safe Dispatch: 

All FSC visited in the Highlands noted the urgent need for safe houses where women and children 
could receive temporary refuge. In areas where accusations of sorcery are prevalent, however, safe 
dispatch often means survivors leaving the Province entirely.  FSC themselves were serving as refuges 
for some individuals and communities, 

Data: 

The relative paucity of data and lack of consistency across the data which did exist challenged effective 
evaluation of the approach, as noted under ‘Limitations’.  At the time of the evaluation there was no 
standardised data collection and little integration of existing data into the planning process.  The 
NDoH focus on data collection and management should help in this regard but greater attention still 
is needed to ensure that the data collected from FSC informs the health system more broadly through 
its integration into the National Health Information system. Certainly, without regular and consistent 
data it will be difficult to make the case for future investments in FSC.  

The PHA guidelines also include aspects of primary prevention. Where strong partnerships with Civil 
Society Organisations were evident, primary prevention activities were observed, but where the FSCs 
were not linked with CSOs, primary prevention activities were not prioritized. 

Efficiency 

Key Assessment Criteria: 

 Effective  multi-sectoral co-ordination systems in place (FSVACs) 

 Effective intra sectoral co-ordination systems in place (Health system) 

 Financing for FSC integrated into provincial budgetary processes 

 
The Evaluation found that FSVACs at Provincial level had not been active for some years. In spite of 
this, FSC staff were involved in existing and active multi sectoral coordination committees (for 
example Child Protection Committee in Western Highlands). Intra sectoral coordination was reported 
by FSC staff to be working relatively well and FSC had forged positive relationships with key 
departments such as A&E, HIV services and Obs and Gynae. FSC at the provincial hospitals were 
acknowledged by management and non FSC staff to provide added value because they were able to 
provide the amount of time required to process complex cases, which could otherwise not be 
managed. 
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Costs of FSCs are mostly embedded in the Provincial health budget which is not possible to 
disaggregate, making cost efficiency impossible to assess. However, most hospital centres are staffed 
to the minimum requirement laid out in the PHA guidelines, with the exception of those in major 
conurbations and Tari.   Evidence shows that where FSC have developed strong local partnerships 
they have been able to source one-off items (e.g. furniture in Buka) at no additional cost.   
 
FSCs are vulnerable to inefficiencies, however, where training is provided to individuals who then 
leave the service or retire. Evidence from the IRIS (Identification and Referral to Improved Safety) 
intervention in the UK reinforces the importance of working with practice teams rather than selected 
individuals and of constant follow-up and support (see Box 4). This approach, while initially costly, is 
more efficient in the long term since it builds institutional capacity rather than individual capacity.  
 

Box 4: The IRIS intervention  
The IRIS intervention demonstrated that training of health care workers in clinics, combined with the 
provision of technical support to practice teams and the establishment of a simple referral pathway to 
a specialist domestic violence organisation, led to improvements in the clinical response to violence. 
The intervention was implemented from 2007-2010 and targeted doctors, nurses and reception staff 
in 24 clinics in London and Bristol, UK. The evaluations compared the performance of those clinics 
which received the training with 24 control clinics who did not. Following the intervention, the 
number of referrals recorded in the intervention practices was 21 times larger than the control 
practices. Further, intervention practices recorded 3 times more identifications than control practices.  
Source: Feder et al., 2011) ‘Identification and Referral to Improve Safety (IRIS) of women 
experiencing domestic violence with primary care training and support programme: a cluster 
randomized control trial.’ Lancet 2011, published online Nov 19 2011 

Greater efficiencies could be gained initially at District Level by following WHO advice to integrate 
FSV services into existing primary care.  Relatively low numbers of clients accessing services may 
challenge the justification of staff allocation to the centres as budgets get tighter. The efficient 
allocation of staff to centres is challenged by an unpredictable caseload, however some sites were 
already utilising FSC staff where available to provide counselling at ward level. This approach requires 
careful management as the demand for generic counselling is likely to outstrip supply, and could 
jeopardise efficient service provision at FSC when client numbers begin to rise.  

Evidence shows that survivors are accessing primary health services for routine health issues (child 
health clinics, family planning, ante natal etc.) but that they are not always being referred to the FSCs 
due to constraints of time and workload. This underscores the importance of integrating FSV into 
primary care practice and of building enhanced networks between FSC staff and primary care 
workers. 

Coordination is a further measure of efficiency and this is somewhat lacking with regard to the FSC. 
Provincial FSVAC were generally more active before the FSC was established than afterwards. While 
the law and justice sector and health sectors appeared to be working well together as evidenced by 
effective referrals, links to community development and education sectors were less developed. It is 
critical that multi-sectoral coordination is strengthened, particularly with regard to primary 
prevention, in order to avoid the perception that the response to FSV belongs solely to the health and 
law and justice sectors. 

There is a considerable need for more safe houses particularly in the Highlands. While they do not 
exist FSCs are likely to continually be called upon to fulfil this need, which goes beyond their mandate 
and may compromise their efficiency especially as numbers of clients increase.  
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Sustainability 

Most FSC staff at Provincial Hospitals are on the government payroll and medical supplies are 
sourced through the hospital supplies system. There are examples, however, of the FSC service 
depending on volunteers which may render them vulnerable in the longer term.  There is a degree of 
conflict with this and the PHA guidelines which encourage FSCs to be self-funding. FSCs must be 
primarily part of the health system if they are to be sustainable. Additional funds may enhance a 
service, but the service should not be encouraged to depend upon this.  Ideally FSCs will become 
integrated into health system governance and planning procedures, and as such become properly 
institutionalised with a greater chance of sustainability in the future.  

Equity 

Key Assessment Criteria: 

 FSC services freely available to all clients 

 Service users  are aware of and claim their legal and  human rights 

 

While staff interviewed agreed that all survivors of FSV were welcomed in the FSC regardless of age, 
ability, gender or sexuality, most users of the FSC currently are women and children.  Staff attitudes 
were welcoming and friendly and, with the exception of Buka, all FSC were at ground level and thus 
physically accessible.  Transportation costs are a barrier to access especially for those who are not 
local to the FSC and this constrains true accessibility as well as hampering effective follow up.  
 
Some sites were offering specific services to men but the extent to which these services related to FSV 
was unclear. The absence of a clear strategy with specific Gender Equality and Social Inclusion goals 
influences the effectiveness of FSC contributions to equity. 
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4. Lessons Learned about Family Support 
Centres in PNG 

The following lessons have been learned although it is not possible to derive generalisations for 
contexts beyond PNG because of lack of comparable and quality data. 

Overall, the FSC approach provides a unique and critical service to survivors of Family and Sexual 
Violence. However, there remains confusion about the goals of the FSC, with regard to their reach at 
District level and in terms of their role in primary prevention of FSV. Without strategic direction and 
clarity of purpose the approach may flounder in the future.  None of the FSC visited appeared in 
provincial corporate and annual health plans or had dedicated funds allocated to them. 

Nevertheless, the Health Sector has made great strides in acknowledging and responding to the issue 
of FSV, in its Gender Policy, Operational and Clinical Guidelines, and Curriculum for pre- and in-
service training for all health workers.  

FSC at Provincial hospitals were providing largely effective and efficient services but those at District 
sites were not. This was due to a lack of ownership from management at the District level, and a focus 
on infrastructure rather than operations. Future efforts to roll out FSCs at sub national level will need 
to overcome this by detailed consultations and a focus on achieving local political and managerial 
ownership.  

There is an urgent need to establish more safe houses throughout the country. Where safe houses are 
not available FSCs are being used to fill the service gap. While it is acknowledged that this is a critical 
service, it is inappropriate for FSCs to serve as long term refuges especially since staff are generally 
only on duty in office hours and where the sites have no sanitary arrangements or power. 

It is assumed that the health sector is the first port of call for survivors of sexual violence but the 
evidence is not yet sufficiently robust to confirm this. Many referrals to the FSC come from the police 
and this is due to concerted efforts in the law and justice sector to raise the profile of FSV. Low 
numbers of clients at centres reflect the lack of awareness of the services offered rather than the need 
for the services.   

In some sites there is an increasing number of cases of children being presented and services urgently 
need to be tailored to meet the needs of these children, in terms of psychosocial counselling, legal 
aspects of child protection and social welfare. 

Without more systematic awareness raising of the service at community level, client numbers are 
likely to remain low. Health workers from Maternal and Child Health and Sexual and Reproductive 
Health programmes regularly see survivors of FSV but since they are attending clinics which focus on 
other issues, the need for FSV services is overlooked. This represents a significant missed 
opportunity. Greater efficiencies could be achieved therefore, by focusing on integrating FSV into key 
front line health worker pre and in-service training. At a minimum key health workers should be 
trained to identify cases of FSV and to refer them to FSC. The issue of integrated approaches to FSV 
within the health sector does not have to be an ‘either or scenario’. The presence of FSC may serve as a 
perverse incentive for non FSC workers not to address the issue because that is perceived as the job of 
the FSC. Greater focus on mainstreaming or embedding a heath sector response to the issue in a 
systematic and strategic way will serve both to raise the profile of FSV and the unique role the health 
sector has to play in addressing it. 
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Related to take up of services is the need for improved follow up, especially with regard to PEP. In Mt 
Hagen, where a transport funds are available for those most in need, PEP completion rates have 
improved markedly. Identifying and addressing barriers to access is a critical component of the FSC 
approach and one which has not yet been systematically included. 

Secondary prevention is essential and plays to the health sector’s comparative advantage. However, 
more needs to be done to address primary prevention. The health sector’s public health and health 
promotion divisions could be playing a more constructive role in raising awareness of the health 
implications and costs (social, emotional physical and economic) of  FSV, as well as modelling zero 
tolerance at the workplace.  

Equity and inclusion are currently assumed under the FSC but not clearly strategized. All FSC operate 
an open door policy and with the exception of one, all are accessible. Most clients are relatively local 
to the hospitals but out of pocket expenditure, mostly related to transport may serve to exclude those 
with limited financial resources.  The degree to which men’s needs are addressed by FSC varies from 
site to site and it is unclear to what extent those sites offering services tailored to men’s needs relate to 
Family and Sexual Violence.  
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5. Recommendations  

The following recommendations were developed from the evaluation findings and lessons learned. 
They are intended to inform the National Department of Health, the UNICEF country programme,  
and the wider community of government and other development partners involved in addressing 
Family and Sexual Violence in PNG.  

Recommendations are linked to the evaluation criteria findings and these are noted in italics below 
each one. The recommendations are grouped in reference to NDoH and other key partners involved in 
strengthening FSV health services (e.g.: UN, DFAT, FHI, MSF). 

The recommendations are not listed in priority order as it is recognised that strengthening the 
response to FSV requires collaboration and coordination between key partners at all levels of 
management and implementation.  

For NDoH and key partners 

1. Develop a health sector strategy for FSV. 

To further develop, operationalise, and coordinate health services for responding to FSV in PNG, the 
NDoH and Provincial Health Authorities/Administrations should be supported to develop a sectoral 
strategy for FSV which would include the FSC model. This would fall under the broader FSV strategy 
which is currently in progress. Specifically this should involve a participatory workshop for key 
players (Provincial and FSC managers, NDoH, key NGOs) to design a Theory of Change for the health 
sector’s response to FSV.  

This workshop should  include discussion about the desired outcomes for the FSC, and key indicators; 
its organisational location (viz Curative or Public Health); the sector’s role and responsibility, if any, 
for primary prevention; consideration about if and how to promote integration across the health 
system more broadly; the type of services and standards that should be delivered at different level of 
the health system; how far NDoH wishes to pursue a One Stop Shop approach in its truest sense, and 
the cost implications; the role of FSCs as self- sustaining entities or as an integral part of the health 
system; and the establishment of gender and equity standards for the FSC.  

Linked to Relevance findings #1,#2, Sustainability findings #12 #14, Equity finding #16 

2. Develop a phased approach to providing FSV services at the District level. 

Expanding services to the Districts is essential to reach as many survivors of violence as possible. 
Currently the approach has been somewhat haphazard and has focused initially on the physical 
building for FSC rather than on service delivery which has resulted in the building of ineffective and 
inefficient centres.  In depth consultation between District Development Authorities, Provincial 
Health Authorities, provincial health administrations, and health service providers and service users, 
should be the initial stage for determining the best way to deliver services in each District. Evidence 
suggests every area is different so that some Districts may benefit from integrating FSV services into 
existing health facilities and services while others may require a separate building. Consultation on 
the approach to be adopted should be BEFORE infrastructure is refurbished or built.  

Linked to Effectiveness finding #4, #7, Sustainability finding #13 
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3. Continue and strengthen support for information systems. 

Continue capacity building for FSV data collection and management: develop standard indicators, 
and increase the number of supervision and monitoring visits to FSCs.  

Linked to Effectiveness finding#5, Efficiency finding #14 

 

For NDoH and key partners in child welfare (UNICEF) 

4. Strengthen the capacity of FSCs to deliver child friendly services. 

Given the high numbers of children receiving services at FSC, improving staff skills in managing child 
protection issues and offering child friendly services is critical. Clear guidelines for FSC staff on 
managing child abuse should be included in the PHA guidelines for FSC together with a systematic 
capacity building programme targeting each active FSC (rather than individual staff) which aims to 
strengthen FSC staff understanding of legal instruments such as the Convention for Rights of the 
Child, the Lukautim Pikinini Act (2015) and child justice principles as well as technical skills in 
managing child abuse. 

   Linked to Relevance finding #3. Effectiveness finding#6, Equity finding #16. 

 

For NDoH, Provincial and District Health Authorities with FSC 

5. Quarantine a budget for FSC.  

Identify and quarantine a percentage of national, provincial, and district health budgets to be spent 
on the FSV response, including FSCs, will enable more rigorous evaluations in the future and support 
value for money assessments.  

Linked to Sustainability finding#12 

6. Integrate FSV responses into key health programmes, especially at District level. 

Build the skills of a critical mass of key front line workers in programmes such as MCH and SRH at a 
minimum to be able to identify cases of FSV and actively to refer them to FSC. 

Linked to Efficiency finding #9, Sustainability finding #11 

7. Target future training for FSC staff at the facility level.  

Build the institutional capacity of FSCs and the competencies of service providers for team work by 
conducting training for FSC staff at the facility level rather than individual training, and provide 
twinning opportunities for FSCs to impart lessons learned and best practices.       

Linked to Sustainability finding #12 
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For provincial FSC implementers 

8. Tailor the FSCs to better meet the needs of clients. 

Set priorities for responding to the needs of marginalised groups by articulating specific criteria and 
guidelines. Establish client feedback systems in each FSC akin to the Buka system. Collate the 
feedback regularly and feed it into management and supervision.  

Linked to Relevance finding #3, Equity finding #16 

9. Encourage the establishment of survivors’ groups at FSC and strengthen peer 
support mechanisms.  

Survivor groups and peer support mechanisms would enhance equitable access to FSCs and referral 
networks. The establishment of survivors’ groups could be done incrementally through existing CSO 
linkages and networks (for example FHI 360) and gradually expanded. 

Linked to Relevance finding #3, Equity finding #16 

10. Build partnerships with CSOs to undertake outreach.  

Partnerships with CSOs provide important avenues for reaching communities to raise awareness of 
available FSC services as well as the implications and health costs of FSV, and for improving equitable 
access to available services among marginalised groups. 

Linked to Effectiveness finding #6, Equity finding #16 

For development partners  

11. Address barriers to access to FSC services. 

To address barriers to access to FSC services, establish a flexible funding facility for transport costs 
which is available to functioning FSCs to improve follow-up especially with regard to PEP.  Develop a 
community based assessment of other key barriers to access to services (socio-cultural, physical, and 
economic). Closely monitor the adherence rates of FSC clients on PEP as compared with other service 
providers to ensure maximum efficiency. 

Linked to Effectiveness finding #6, #7, #8 and Equity finding #16 
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Annex 1: Terms of Reference 

 
UNITED NATIONS CHILDREN’S FUND (UNICEF) 

REQUEST FOR PROPOSAL 

 

United Nations Children’s Fund, Papua New Guinea 

Terms of Reference for Institutional Contract 

Formative Evaluation of Family Support Centers  

This Terms of Reference is to undertake a formative evaluation of the Family Support Centers (FSC) model for 

delivering integrated support to survivors of violence in Papua New Guinea. The evaluation will cover the 

period from 2003, when the FSC model was first implemented, until present. 

1. Background and Justification: 

Achieved independence in 1975, Papua New Guinea (PNG) occupies the eastern half of the island of New 

Guinea (the western portion of the island is a part of the Indonesian provinces of Papua and West Papua) and 

numerous offshore islands. The country is one of the most culturally diverse countries in the world, with 841 

different languages listed although 11 of these have no known living speakers. It is also one of the most rural, as 

roughly 85 per cent live in rural areas. Strong growth in PNG's mining and resource sector has led to PNG 

becoming the sixth fastest-growing economy. Despite this, many people live in extreme poverty, with about one 

third of the population living on less than US$1.25 per day. PNG is not on track to meet any of the MDGs. The 

majority of the population still live in traditional societies and practice subsistence-based agriculture.  

Demographic, political and economic changes are exacerbating income inequality and disparities in child 

development, survival and protection between communities. The UNICEF report Narrowing the Gaps to Meet 

Papua New Guinea’s MDGs with Equity
10

 found significant disparities based on income, geography, age and 

sex. Using data from the 2000 census, the Narrowing the Gaps report ranked PNGs twenty-two provinces 

according to their performance on 12 indicators related to MDGs 1 to 5. West Sepik, Southern Highlands, Gulf, 

Enga and East Sepik were found to be the five most disadvantaged provinces. The under-five mortality rate 

ranges from 157 per thousand live births in West Sepik province to 27 per thousand live births in the National 

Capital District
11

.  

Violence against children and women 

Papua New Guinea has one of the highest rates of violence in the Asia-Pacific region: 

Violence against children: Seventy five percent of children report experiencing physical abuse and 80% report 

verbal abuse. General lawlessness has contributed to half of the country’s children feeling unsafe in their 

communities; and a recent assessment of childhood experiences of violence among adult males revealed that 86 

per cent had experienced emotional abuse, 67 per cent physical abuse, and 7 per cent sexual abuse as a child. 

 

10 UNICEF Papua New Guinea commissioned a survey of disparities in PNG. It uses available information and databases in PNG to map out which 
provinces and districts are performing poorly in achieving MDG 2015 targets.  
11 UNICEF, 2012 
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Many more children are made vulnerable through the endemic rates of violence perpetrated against women. 

Access to justice for children and women is limited. Traditional systems of compensation are often used as a 

form of conflict resolution. Adolescent pregnancy is also high, which has consequences on their overall health 

and education. Low levels of birth registration is also contributing to vulnerability of children to violence, abuse 

and exploitation. Up to 50% of girls are at risk of commercial sexual exploitation. Commercial sexual 

exploitation of children (CSEC) is increasingly recognized as a significant problem. Many girls are at risk of 

CSEC and around 1 in 3 sex workers are under 20 years of age. Early marriage remains legal, and is commonly 

practiced in many communities, with some girls being married at 12 years of age. Bride price, polygamy and 

extra marital affairs remain common in many parts of Papua New Guinea, further commoditizing girls and 

women. 

Violence against women: Sixty eight percent of women report experiencing family violence, and this figure 

rises to a staggering 90% in some remote communities. Sexual violence is also widespread; up to 1 in 2 women 

report experiencing rape, often by someone known to them. The official Government statistics suggest that over 

50% of reported cases involve more than one perpetrator. 

While, legal and policy framework have improved, the provision of medical, legal and specifically systematic 

psychosocial support services and interventions are lacking in many communities. Many women and children 

lack access to adequate intervention services for a healthy, enabling recovery from the emotional and 

psychological trauma of violence.  

Family Support Centers 

In an effort to provide comprehensive medical, legal aid and psychosocial support for survivors of violence, the 

Government, through the National Department of Health and with UNICEF support, established Family 

Support Centres (FSCs). The establishment of the FSC approach was a key recommendation emerging from a 

2001 report analyzing family and sexual violence in PNG (Bradley Report 2001). A strategy was developed 

soon after which saw the establishment of the National FSVAC. The primary purpose of the Family Support 

Centers is to respond to the high rates of abuse and violence experienced by women and children by providing a 

comprehensive services medical, psychosocial and legal support. FSCs also aim to strengthen community 

capacity to prevent and respond to violence against women and children through community advocacy.  

The Family Support Center approach was first implemented in 2003, with the first FSC established in the Port 

Moresby General Hospital in 2004 as a joint initiative between Port Moresby General Hospital and the Family 

Sexual Violence Action Committee (FSVAC). In October 2005, the Secretary for Health issued a circular that 

required all Provincial Hospitals to integrate Family Support Centres into its operations. Currently there are 14 

FSCs that provide services in twelve provinces. UNICEF provided support to the establishment of 9 FSCs in 

collaboration with FSVAC, four of which were supported through public-private partnership with Digicel 

Foundation. UNICEF support included the training of community advocates, which play a key role in 

awareness raising, as well as in identification and referral of cases of violence to health services and police. A 

number of other development partners are now supporting the establishment and operation of FSCs throughout 

Papua New Guinea.  

FSCs are part of the Government’s strategy to provide multi-sectoral and integrated support to survivors of 

violence. The purpose of FSC is to provide, in one location
12

:  

- client centred care for the medical and psychosocial needs of survivors 

- create strong linkages and improve access to justice for survivors  

- assist in prevention of violence through advocacy and community education 

 

12 Guidelines for PHA/Hospital Management for establishing Hospital Based Family Support Centers, DOH (2013) 
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While FSCs have been in place for some years, there has been no formal evaluation of their relevance, effectiveness, 

efficiency, sustainability and contribution to equity. No formative evaluation of this approach has been conducted by 

UNICEF or other partners, although some studies are available (see Medecins Sans Frontieres report “Hidden and 

Neglected” on FSCs in Lae and Tari; and Child Fund report on Safe Houses as well as recent FHI 360 report on FSC in Mt. 

Hagen). As the approach is being adopted and scaled up by other partners, it is important to understand whether the FSC 

model is effectively and efficiently meeting the intended results.  

2. Purpose of Evaluation 

The ultimate purpose of this formative evaluation is to 1) generate findings and recommendations that will be 

used to improve the on-going implementation of Family Support Centers in Papua New Guinea. The evaluation 

will determine what worked and what did not work, analysing both the constraining and enabling factors. It will 

seek to assess the value added of FSCs by comparing the approach with similar initiatives in similar countries. 

The evaluation should also compare services provided at FSC with other services providers including other 

hospitals, health centers and police. Findings, recommendations and lessons from this evaluation will be used to 

inform the Government of Papua New Guinea’s Medium Term Development Plan 2011- 2017 and 

implementation of other important relevant polices and legislations including the Lukautim Pikinini Act (2009), 

the Family Protection Act 2014, the health sector gender policy etc. as well as UN pogramme processes 

including the extension of the 2012-2015 UNDAF (to 2017) and UNICEF’s revised Common Country 

Programme (2012-2017).  

Lessons learned will also be shared with civil society and other partners implementing similar initiatives to 

address and respond to violence. The evaluation will be used to adjust current strategies and activities by the 

Government and development partners, including UNICEF. 

The primary users of the evaluation findings will be the National Department of Health (NDoH) and Provincial 

Health Authorities/Administrations; Family Sexual Violence Action Committee (FSVAC); Department of 

Community Development (DfCD); and UNICEF. Secondary users include development partners (UN agencies, 

bilateral donors), faith based organizations, and civil society partners in PNG supporting the FSC approach, 

regional child protection actors and other UNICEF Child Protection offices. 

3. Evaluation Objectives 

The evaluation will assess the relevance, effectiveness, efficiency and sustainability of the FSC approach which 

aims to provide integrated services to survivors of violence, and strengthen community capacity to prevent and 

respond.  

Specifically, the evaluation will: 

 Assess the extent to which services provided at FSCs comply with relevant national policies and 

guidelines  

 Determine effectiveness of the FSC approach to deliver health, psychosocial and legal benefits for adult 

and child survivors as compared to other service delivery models 

 Assess the extent to which coordination and information mechanisms (systems), financing and human 

resource development are adequate to enable FSCs to perform key functions 

 Assess the extent to which the FSC approach has added value (by comparing cost per client through 

FSC and through other service delivery models and assessing the extent it has enhanced access to 

services and strengthened community support for survivors of violence in the areas where it has been 

implemented vis-à-vis other areas where the approach has not been implemented; 

 Assess the extent to which gender sensitive and child friendly approaches, procedures and skills  are 

used in FSC as compared to other service delivery models 

 Assess the extent to which the FSC approach has contributed to broader development results (e.g. 

reduction of violence) in targeted areas. 

 Establish lessons learnt that will allow the replication and scaling up of the approach to the national 

level. 
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The evaluation will also consider the extent to which the FSC approach incorporated an equity lens based on 

geography, gender and disability. Differences in access to support services will be an important dimension of 

the analysis. 

The evaluation will distill lessons learnt and draw concrete recommendations that will guide present and future 

interventions. Good practices are also expected to be documented through the evaluation process. 

4. Evaluation Scope 

The evaluation will analyze the implementation of the FSC approach as assessed against its core mandate, 

objectives and outcomes. The evaluation will cover the period from 2003, when the FSC model was first 

implemented, until present. The unit of analysis will be the nine UNICEF-supported FSCs located in Mount 

Hagen, Alotau, Kundiawa-simbu, Minj-Jiwaga, Kerowagi-Simbu, Maprik-East Sepik, Buka- ABG, Daru- 

Western Province, Port Moresby, and the remaining five FSC established by other partners (Tari, Vanimo, 

Buin, Lae and Pogera). It will also reference the utility of the approach since it has been adopted by other 

development partners, and as per the Circular by NDoH to budget and plan for FSCs. The desk review, key 

informant interviews and other evaluation activities will cover the country in its entirety.  

The evaluation will seek to answer the following key evaluation questions based on above-mentioned criteria. 

These will be further refined by the consultant during the inception phase: 

Relevance 

- How closely is the FSC approach aligned with current government priorities, policies, guidelines, strategies, 

and national and international commitments?  

- How relevant is the integrated ‘One Stop Shop’ approach to expanding access to services for survivors of 

violence to Papua New Guinea context (e.g. cultural dynamics)? 

- To what extent is this approach aligned with principles of equity in addressing the needs of different 

groups? 

Effectiveness 

- To what extent has FSC been effective in realizing health, psychosocial and legal benefits (outcomes) for 

women and child survivors as compared to other approaches or models for delivering services for 

survivors? 

- To what extent are coordination and information mechanisms, financing and human resource development 

adequate to enable FSCs to perform key functions 

- To what extent has the FSC approach contributed to shifting social norms around violence against children 

and women? 

- To what extent has the approach contributed to ensuring sustainable access to the five essential services of 

the FSC (health intervention, psychosocial services, legal aid, referral services, and follow up services) to 

children and women survivors of violence in the selected communities? 

- What unintended outcomes, whether positive or negative, have resulted from the implementation of this 

approach in the targeted areas? 

- To what extent has the initiative contributed to strengthening the local community’s capacity to address 

violence? 

- To what extent do communities know or are aware of the services and utilize services (using household 

survey in Mt.Hagen by FHI360 assess effectiveness of utilization (demand) of FSCs 

- Assess how other health facilities deal with violence against women and children as compared to facilities 

with FSCs) 

Efficiency 

- How efficiently have FSCs used the available resources to deliver high-quality outputs in a timely manner, 

and to achieve the targeted objectives? 
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- To what extent has the FSC added value in terms of results and costs if compared with other districts where 

the approach has not been implemented? 

- How cost effective have interventions been in achieving targeted objectives (based on available data)?  

- To what extent have FSCs established meaningful partnerships or coordination mechanisms with other key 

actors (Government at national and sub national levels, civil society, academia, etc.) that avoid duplication 

of efforts, miscommunication and ensure clearer accountabilities? 

- To what extent is case management and referral linkages working to efficiently delivery psychosocial and 

justices benefits for survivors 

Equity 

- To what extent has this initiative reached different groups including the most marginalized? 

- To what extent have the results of the intervention, intended or unintended, positive or negative, affected 

the different groups including the most marginalized? 

- How does the FSC approach address gender inequalities and the empowerment of women and girls in the 

target areas? 

 

Sustainability 

- Has this initiative contributed to strengthen on-the-ground capacity to provide services and address violence 

among targeted beneficiaries and rural areas after intervention since 2003? 

- What are the enabling as well as the constraining factors that influence replication and sustainability?        

- To which degree have replicable and operational models of FSC been established by UNICEF and/or key 

partners?  

- To what extent are information system functioning and provide necessary data and information for 

advocacy and resources mobilization 

 

NOTE: These questions are a loose guide for the development of a proposal for bidding submission; they can be 

further refined by the selected consultancy team at inception phase. Based on the findings, the evaluation 

consultant is expected to analyses the factors contributing to the success or failure of the approach, distil lessons 

learnt and formulate practical policy and operational recommendations that will help NDoH, FSVAC and 

UNICEF in the conceptualization and implementation of future initiatives.     

5. Evaluation Methodology: 

The methodology will entail a combination of qualitative and quantitative methods and tools for data collection 

and analysis. The evaluation will be participatory in nature; involving consultations and feedback to concerned 

stakeholders, including children and vulnerable groups, to ensure their voices are included. Analysis of 

disparities based on geography, gender and other key variables will be central to the methodology. 

Triangulation of data through different methods and tools and sources is considered fundamental. 

The following phases are foreseen: 

Phase 1: Desk review of key programme and policy documents, including UNICEF reports; relevant national 

and subnational planning documents; and assessments and studies, including published and grey literature, 

leading to the delivery of an inception report detailing the methodology, refined evaluation questions, and work-

plan of the overall evaluation, including the primary data assessment and analysis frameworks. 

Phase 2: Data collection and analysis: focus group discussions will be organized with different stakeholders in 

the target areas including rights holders (recipients of FSC support) and duty bearers (Government, FSC staff, 

partners), ensuring an equity approach to data collection and analysis. Analysis of secondary information e.g. 

key child statistics available through national surveys and administrative data, data from relevant line ministries 

and other relevant sectors. Phase 2 will include the development of a draft report and presentation of 

preliminary findings to the reference group.  
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Phase 3: Reporting: Sharing of draft findings and lessons learned with key stakeholders and with the evaluation 

reference group and subsequent finalization of the evaluation report 

Stakeholders at national and subnational levels including relevant Government Departments, FSVAC, FBOs, 

CSOs, FSCs, NGOs, and Development Partners will be involved in the evaluation process, and this should be 

reflected in the evaluation report to the extent possible. 

6. Management Arrangements 

The evaluation will be managed by the Planning, Monitoring and Evaluation Specialist within UNICEF Papua 

New Guinea whose role will be to oversee the timely implementation of the evaluation work plan and provide 

overall guidance in the management of the evaluation process and will be the main contact point for the 

consultant(s) within UNICEF. The PME Specialist will finalize the ToR, support the recruitment of the 

evaluation consultant(s), and arrange meetings with all key stakeholders for sharing draft ToR, inception report, 

draft and final reports- in consultation with the reference group. The evaluation manager will also be 

responsible for approving the inception report and the final report as well as for finalizing the evaluation 

management response. The PME Specialist will be supported by the UNICEF Deputy Representative who will 

provide overall supervisory support.  

A reference group composed of key stakeholders, including NDoH, FSVAC, MSF, DFAT, FHI, OXFAM, 

DFAT, UNDP WHO and UNICEF, will be formed to support the management of the evaluation and foster a 

participatory and consultative approach to the exercise. The reference group is an advisory body to the 

evaluation manager and consultants. The key functions of the reference group will be to review and provide 

input to the key documents of the evaluation (e.g. ToR, inception report, draft report); to convene and 

encourage the participation of other stakeholders in the evaluation; and to disseminate the evaluation findings. 

However, in order to safeguard the independence of the evaluation, the evaluation manager and consultants will 

exercise final judgment on how to address comments from the reference group. This will be done in a 

transparent manner, with an explanation behind their rationale to be shared openly with members of the 

reference group. 

7. Ethical Considerations 

Consultation with children, women and men during the evaluation process will be underpinned by ethical 

principles enshrined in UNICEF’s Evaluation Technical Note “Children Participating in Research, Monitoring 

And Evaluation”, April 2002 and UNICEF’s Strategic Guidance Note, 2013 which sets out the minimum 

standards for ethical research with children (see http://childethics.com/ethical guidance). The evaluation process 

will also ensure an equitable approach (all stakeholders and genders are consulted).  

The consultant(s) are also expected to adhere to the UNEG Ethical Guidelines for Evaluation and Norms 

and Standards for Evaluation in the UN system. 

8. Work Schedule & Timeline : 

The contract will start from 7 September 2015 until 31 December 2015. The effective work period will be 80 

days over a 17 week period. The team will be expected to engage in weekly meetings (virtual and in person) 

with the Country Office to track progress and make adjustments to the work plan, as needed.  

Activities Timeframe Location 

Desk review and preparatory interviews with 

Evaluation Managers, reference group members and 

other relevant stakeholders. Obtain key programme 

documents from government and partners. Undertake 

review of available documents. Preparation and 

submission of Inception Report (15 pages maximum) 

informed by a desk review and online briefings with 

2.5 weeks Home based/  
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UNICEF PNG. The Inception Report will set out a 

clear evaluation framework listing key evaluation 

questions; methods and data sources; a stakeholder 

analysis and special reference to how and when 

children will be consulted. Key risk and limitations 

of the review will also be cited. 

Finalize Inception and Interim Reports based on 

feedback from Management Group and all 

stakeholders. Undertake consultations with relevant 

partners and finalize data collection tools. 

1.5  week Home based/ 

In-country visits (to FSC locations) by undertaking 

key informant interviews, group discussions etc. at 

all levels including presentation of initial findings to 

key stakeholders 

Ten weeks (5 days 

national level 

stakeholder 

consultations; 30 days 

field visits) (Note: avg. 

3 days per FSC; 

number of days in the 

field may vary 

depending on 

availability of flights) 

In-county, 

Provinces 

Write up of findings for evaluation and presentation 

of draft report (maximum 50 pages excluding 

annexes) 

Two weeks Home based 

Evaluation review and redraft of evaluation report 

based on feedback from relevant stakeholders. 

1 week Home based  

Total effective work period of contract 17 weeks (80 days)  

 

Proposed scheduled for FSC site visits 

Province/District Days and location 

Port Moresby 5 days (interviews; FSC visit) 

Mt. Hagen (Western Province)  All within driving distance. 1 hour drive from Hagen 

to Jiwaka. 1 hour drive from Jiwaka to Chimbu. 3 

hour drive from Chimbu to Hagen.  Jiwaka (Jiwaka)  

Kundiawa (Chimbu) 

Karawagi (Chimbu) (25 km from Kundiawa) 

Maprik (East Sepik)  Direct flight. Return to Port Moresby. Fly to Milne 

Bay.  

Alotau (Milne Bay)  Direct flight to Alotau. Air travel between locations. 
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9. Deliverables /End Product 

The following reports are to be provided: 

a) Draft Inception Report: To be provided to UNICEF and reference group for comments and feedback.  

b) Final Inception Report : To be presented to UNICEF and reference group 

c) Draft Independent Evaluation Report: Provided to UNICEF and reference group following field travel 

and home based work for comments and feedback. The report should adhere to UNICEF’s Evaluation 

Reporting Standards. 

d) Final Independent Evaluation Report : To be presented to UNICEF and shared with reference group at 

the end of the evaluation  

 

9. Qualifications Required: 

A qualified institution is sought to lead the formative evaluation. The institution will be able to suggest their 

preferred composition in the technical proposal but it is suggested that a minimum of two persons are required: 

9.1 Team Leader 

Academic qualifications: 

Advanced university degree in social sciences or related technical field, such as development of children or 

social research.  

Knowledge, skills and experience 

A team leader with 10-15 years’ experience in leading and designing independent evaluations of national scale 

programmes in complex country contexts. Practical experience in child protection programming and child 

protection monitoring and evaluation in developing countries, as well as prior experience leading UNICEF 

evaluations, is an asset.  

The team leader should have a) strong mixed-methods evaluation skills and flexibility in using non-traditional 

and innovative evaluation methods; b) demonstrated commitment to delivering timely and high-quality results; 

c) extensive technical and practical development expertise- knowledge and experience of UNICEF’s work in 

developing/low middle income countries an asset; d) knowledge of the UN Norms and Standards for Evaluation 

and OECD-DAC Evaluation Criteria and an understanding of the CRC (UN Convention on the Rights of the 

Child), CEDAW (Convention on the Elimination of Discrimination Against Women), and human rights based 

approach to programming; e) a strong team leadership and management track record, as well as interpersonal 

and communication skills to help ensure that the evaluation is understood and used; f) good communication, 

advocacy and people skills. Ability to communicate with various stakeholders and to express concisely and 

clearly ideas and concepts in written and oral form. *Language proficiency: Fluency in written and spoken 

English is mandatory.  

NOTE: The Team Leader will be responsible for undertaking the evaluation from start to finish and for 

managing the evaluation team, for the bulk of data collection and analysis, as well as report drafting in English.  

Kiriwan (Milne Bay) Return to POM to fly to Bougainville.   

Buka (Bougainville) Fly to Buka. 4 hour drive to Arawa from Buka.  

Arawa (Bougainville) 

Port Moresby 2 (days) Wrap-up and presentation of draft findings 
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9.2 Technical Specialist 

Academic qualifications: 

Advanced university degree in health, social sciences or related technical field, such as social research.  

Knowledge, skills and experience 

The evaluation team should include a technical specialist with at least seven years of demonstrated experience 

working on issues relating to violence against women and children, including experience working with Family 

Support Centers or similar structures/approaches, public health and/or child protection. Practical experience in 

child protection & GBV programming and child protection monitoring and evaluation in developing countries is 

an asset. *Language proficiency: Fluency in written and spoken English is mandatory. The technical specialist 

will be responsible for providing technical input into the development of the draft inception report and final 

reports. The specialist will also join the Team Leader for the full duration of in-country consultations.  

9.3 Local Researcher 

In addition, a researcher from a local academic institution or think tank/ research institution from Papua New 

Guinea must be recruited into the team to ensure linkages with a national institution for capacity building and 

also facilitation of dialogue with local communities. The local researcher will have at least seven years of 

demonstrated experience conducting complex social research in Papua New Guinea. Capacity handling datasets 

and filling in knowledge gaps through secondary and research studies required. Practical experience in child 

protection programming and child protection monitoring and evaluation is an asset. The local researcher should 

hold an advanced degree (Bachelors) from an accredited university in the social sciences (such as sociology, 

social welfare, social anthropology, public health, development studies). High quality communication, research 

and writing skills required. Written and verbal fluency in English and Tok Pisin required. The local researcher 

will be responsible for supporting the development of the inception report and final report, and will help 

facilitate discussions with stakeholders while in-country.   

NOTE: The contracted consultant or institution will be required to manage translation into Tok Pisin for field 

site visits and meetings independently. 

 

 



Independent Formative Evaluation of Family Support Centres in Papua New Guinea 
 

67 

 

Annex 2: Evaluation Team Composition 
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Jo Kaybryn 
(Technical Director) √√√ √√√ √√√ √√√ √√√ √√√ √√√ √√√ 

Kate Butcher (Team 
Leader) 

√√ √√√ √√√ √√√ √√√ √√√ √√√ √√ 

Katherine Lepani 
(Subject Matter 
Expert) 

√√ √√√ √√ √√ √√√ √√√ √√ √√ 

Moale Vagikapi 
(Local Researcher) 

√√ √√√ √√ √ √√ √√√ √√ √√√ 

Lucy Lwazipola 
(Local Researcher) 

√√ √√ √√ √ √ √√√   

Key: 

√√√ Specialist Knowledge/ Expert Skills / Extensive Experience 

√√ Advanced Knowledge and skills / Significant Experience 

√ Basic Knowledge and Skills / Some Experience 
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Annex 3: Methodology 

Methods and Tools 

The evaluation included a mixed methods approach combining a comprehensive review of 
documentation with participatory qualitative approaches to collecting primary data from key 
stakeholders at all levels.  These complementary approaches were deployed to ensure that the 
evaluation: 

d) responded to the needs of the evaluation users and their intended use of the evaluation 

results; 

e) integrated gender and human rights principles throughout the evaluation process, including 

participation and consultation of key stakeholders (rights holders and duty-bearers) to the 

extent possible; 

f) utilized both qualitative data collection and quantitative data (where available) and analysis 

methods that can provide credible information about the extent of results and benefits of 

support for particular groups of stakeholders, especially vulnerable and marginalized groups. 

Data was disaggregated by relevant criteria (wherever possible): age, gender, marginalized and 
vulnerable groups, etc. 

The data collection tools were designed around the evaluation questions, indicators and data sources 
articulated in the evaluation matrix (see Annex 5) including: 

iv. Desk and literature review of key documents prior to primary data collection including FSC, 
FSVAC, NDoH and UNICEF policy, strategy and action plan documents, relevant UNICEF 
country programme materials (design, plans, monitoring and reporting) that include 
references to the FSC approach, and relevant secondary data. 

v. Key informant interviews (semi-structured interviews) with individual or small groups of 
stakeholders including UNICEF, FSC service provides, FSVAC, NDoH, wider government, 
national and international NGO and civil society organisations and donors who work on GBV 
issues in PoM and in the provinces of the FSC sites. 

vi. Focus group discussions facilitated with small groups of service users of FSCs, and potentially 
group discussions with FSC service providers and wider GBV stakeholders if possible (i.e. 
depending their availability and the priority of the evaluation process not to impinge on their 
daily work). 

Gender equality and human rights issues were addressed throughout the evaluation data collection 
and analysis as well as by a specific evaluation question addressing them in the Evaluation Matrix.  
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Literature review 

The in-depth literature review collated evidence to inform the development of the evaluation 
framework, as well as assessed the quality and quantity of evidence available from both UNICEF and 
stakeholders’ documentation, including UNICEF global and country programme documents, FSC 
reports, NGO impact reports, and law/policy documents at all levels of governance. The Evaluation 
Team also drew on international literature and evidence of the value of one stop centres in responding 
to family and sexual violence. The data and discussion sourced from these documents informed the 
follow up questions during stakeholder interviews, and provided evidence for reference in the analysis 
and report of the evaluation. 

Rationale for literature review: The literature review served several important functions. It ensured 
that the team had a good understanding of the FSC approach, and provided the opportunity to begin 
documenting evidence where available. Importantly it also provided the opportunity to assess the 
level of data and evidence that is accessible at the time, and identify key areas for specific inquiry. 

Limitations: While literature reviews can frequently provide strong insights into the object of the 
evaluation, findings are dependent on the quality of documentation available and the quantity of 
relevant documentation that can be reviewed in the given timeframe.  

Stakeholder consultations 

The Evaluation team took advantage of a data collection workshop taking place in Port Moresby 
during the first week of work. This workshop was attended by staff from Tari, Lae, Kundiawa, Mt 
Hagen and PoM FSCs, as well as staff from the Gender and Men’s Health desk at NDoH. The 
workshop provided an opportunity both to gather data, to interview participants from Lae FSC, a site 
not supported by UNICEF, and to present the proposed evaluation approach. As a result of this 
consultation, a revision was made to the sites being visited with Tari replacing Maprik on the grounds 
that i) Maprik was dysfunctional and ii) Tari had not yet been visited by NDoH and presented a useful 
comparison site. 

On return to PoM after the fieldwork, preliminary findings were presented at NDoH at a meeting 
attended by UNICEF, MSF, NDoH and DFAT. 

In-depth interviews 

The key methodology for consulting individual stakeholders was through in-depth interviews 
conducted with an interview guide to ensure consistency across teams. These interviews were semi 
structured providing room for unique perspectives and allowing stakeholders to input content that 
was not anticipated. Question guides and all data collection tools can be found in Annex 7. 

Rationale: Semi-structured interviews are often well-applied in contexts where the interviewer has 
only one opportunity to meet the respondent and in cases where multiple team members will be 
conducting the interviews. The interview guide or framework allows for consistency of approach 
between different team members and forms a guide to the critical issues that each interview should 
cover (again promoting consistency). In addition the method of a semi-structured interview also 
allows for application of open-ended questions which provides opportunities for respondents to 
disclose the issues that are most important and relevant to them. In general, semi-structured 
interview guides provide a clear set of instructions for interviewers and can provide reliable, 
comparable qualitative data.   

Limitations: There can be limitations to this method for several reasons. The interviewer requires a 
level of skill which allows them to identify opportunities to ask relevant probing questions. Inherent 
in the process is the interviewee’s subjectivity, and the evaluation team will need to consider which 
information provided is able to verified by other sources, and which may represent minority views.  
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Focus group discussions 

Focus group discussions are particularly useful for meetings with groups of individuals sharing 
common characteristics for example, policy makers, service providers and survivors. Unfortunately, 
only one FGD was conducted in ARB as respondents did not have sufficient time in advance of the 
field trip to organise the groups.  

Rationale: Focus group discussions can provide a context where the group dynamics can stimulate 
conversations among the participants.  

Limitations: FGDs require specific skills on the part of the facilitator, and in the context of this 
evaluation where sensitive issues will be discussed with service users, the facilitators will have the 
added need to manage the questions and conversations in such a way that it focusses on the service 
received by the participants, not the specific reasons they have used the service. 

Observation checklists  

An observation checklist for site visits derived from the Guidelines was used by the evaluation team to 
assess the extent to which FSC have been able to adhere to the guidelines and to highlight where gaps, 
if any, occur.  

Rationale: Observation is a systematic data collection approach and one which will inform the 
evaluation team of a number of issues to do with the facilities at the FSC, and how they impact on the 
service providers and users.  

Limitations: In this context the observation part of the methodology is intended to formalise and 
systematise a small range of factors about the physical location and operations of the FSC facilities. 
Therefore it is not a long term or in-depth observation process and provides only a snapshot of what is 
observable on the particular days that the team visits the sites. 

Triangulation of data 

Three types of triangulation methods were applied:  

 cross reference of different data sources (namely interviews, focus group discussions and 
documentation);  

 investigator triangulation – the deployment of multiple evaluators; and  

 review by inquiry participants through the debrief meeting in PoM at the end of the field data 
collection and through consultation with UNICEF and key evaluation stakeholder 
respondents during the report drafting process.  

The triangulation efforts were designed to test for consistency of results, noting that inconsistencies 
do not necessarily weaken the credibility of results, but reflect the sensitivity of different types of data 
collection methods. [7] These processes will ensure validity, establish common threads and trends, 
and identify divergent views. The team consulted funders, managers, policy makers, service providers 
and users in order to triangulate data. Furthermore multiple sources of data will be consulted (see 
Evaluation Matrix).  

Identification of Stakeholders 

The team consulted UNICEF and others to develop a list of key stakeholders to include in the 
evaluation across national, sub-national and local levels (Annex 4). The stakeholders can be 
categorised as follows: 
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 FSC implementers and therefore interested in the effective functioning of the centres at an 
operational level 

 Linked service providers including staff at safe houses, staff at FSVUs, staff at 
Community Development, relevant NGOs and the judiciary,  and therefore interested in the 
effectiveness of referral mechanisms, and how the FSC relates to their working practices and 
objectives 

 Policy makers and donors, and therefore interested in both the effectiveness of the 
existing approaches, and the applicability of lessons for replication 

 Women and representatives of women and therefore interested in the relevance of the 
FSCs to the needs of women and families 

Evaluation Team 

The Evaluation team was comprised of four members (Annex 2). During the first week in PoM, the 
team worked together in order to ensure that the tools were commonly understood and adapted 
where necessary. This  ensured consistency of data collection approaches when  the team split into 
two separate field teams with one team visiting Bougainville and Milne Bay and the other visiting the 
Western Highlands, Simbu, Jiwaka and Hela Provinces. Both teams remained in close telephone and 
internet contact to ensure that emerging issues and findings are shared and tested in both regions. 

Evaluation Management, Roles and Responsibilities 

The evaluation was managed by the Planning, Monitoring and Evaluation Specialist (PME) within 
UNICEF Papua New Guinea whose role was to oversee the timely implementation of the evaluation 
work plan and provide overall guidance in the management of the evaluation process (Annex 6). The 
PME Specialist finalized the ToR, supported the recruitment of the evaluation consultants, and was 
responsible for approving the inception report and the final report as well as for finalizing the 
evaluation management response.  

A reference group (also known as the Technical Working group) composed of key stakeholders, 
including NDoH, FSVAC, MSF, DFAT, FHI, OXFAM, DFAT, UNDP WHO and UNICEF, was formed 
to support the management of the evaluation and foster a participatory and consultative approach to 
the exercise.  The reference group is an advisory body to the evaluation manager and consultants. The 
key functions of the reference group were to review and provide input to the key documents of the 
evaluation (e.g. ToR, inception report, draft report); to convene and encourage the participation of 
other stakeholders in the evaluation; and to disseminate the evaluation findings. 

Quality Assurance 

The evaluation was undertaken within the frameworks of the UNEG and UNICEF quality standards. 
The Country Office was responsible for quality assurance with oversight and guidance from UNICEF 
Regional Office. 

IOD PARC quality assured the evaluation and backstopped the process while the Team Leader was 
responsible for the in country work and delivery of the final report. 

In order to ensure the independence of the evaluation, the Country Office evaluation manager and 
consultants exercised final judgment on how to address comments from the reference group. This will 
be done in a transparent manner, with an explanation behind their rationale to be shared openly with 
members of the reference group.  
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Annex 4: Stakeholder list 

Organisations Key data 

National Agencies 
and Stakeholders in 

Port Moresby 

UNICEF 
Support to FSC and wider operating  environment 

Monitoring of FSC’s 

FSVAC Mapping strengths and gaps 

NDOH Management and monitoring of FSC 

MSF Reports from non UNICEF sites 

DFAT Evaluations and monitoring of non UNICEF sites 

UNDP, UN Women Policy alignment 

Port Moresby FSC Service provider 

DfCD Relationship with primary prevention activities; implementation of Lukautim Pikinini; accessibility and equity 

NGOs: Haus Ruth, Igat Hope, Susu Mamas Accessibility; comparison of models; examples of good practice; referrals 

Law reform commission Legal environment  

DJAG Legal and policy environment 

Royal PNG Constabulary and Women’s 
desks 

Referrals; policy environment; 

FHI 360 Referrals and Primary Preventions 

Lukautim Pikinini Department Child Protection 

Provinces 
Western 

Highlands 
ARB Milne Bay Hela Jiwaka Simbu 

Sub-National 
(Province)13 

Provincial Administration/ Autonomous 
Bougainville Government 

√ √   √ √ 

Provincial Health Authority  or General 
Hospitals,  CEO and Senior Management  

 √ √  √ √ 

FSC Management and Staff  √ √ √ √ √ 

 

13 √ denote names and contact details available pre visit 
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Accidents and Emergency Unit    √  √ 

O&G Unit  √ √    

Maternal and Children’s Health Unit √      

Provincial  Division of Community 
Development  

√ √ √ √  √ 

Provincial FSVAC       

Village Courts √  √ √  √ 

Magisterial Services  √ √ √ √ √ √ 

Police √ √  √ √ √ 

Churches √ √  √ √  

Safe House/Survivors   √    

NGO’s/ FBO’s √   √ √  

Community Focus Groups √     √ 

Women and Children √     √ 

* UN Women (* some sites)  √     

Provincial Council of Women  √     

* Women’s Groups (*Some sites)  √  √ √ √ 

*DFAT (* some sites)       

Key Development Partners   √    

Rehabilitation Centres  √     

*International Volunteers (* selected sites)  √     
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Annex 5: Evaluation Matrix 

 Criteria Indicative Evaluation 
Questions 

Sub-Questions Indicators Data sources Method of Data Collection 

Relevance 1. How closely is the FSC 
approach aligned with current 
government priorities, 
policies, guidelines, strategies, 
and national and 
international commitments?  

2. How relevant is the integrated 
‘One Stop Shop’ approach to 
expanding access to services 
for survivors of violence to 
Papua New Guinea context 
(e.g. cultural dynamics)? 

 

 The FSC approach is 
embedded in the health 
sector initiative, with the 
intent that it is cross-
sectoral. How do the 
issues of primary 
prevention of violence get 
addressed and is it the 
responsibility or 
comparative advantage of 
the health sector to do 
this? If not, how could 
primary prevention better 
be addressed? 

 Are FSC services and 
activities consistent with 
overall policy objectives? 

 Are FSC services and 
activities consistent with 
purpose, rationale and 
core principles as set out 
in guidelines? 

 How relevant is the 
health facility as the point 
of entry for integrated 
support services and case 
management? 

 
FSCs deliver services 
adapted to their client 
profile 
 
Service users have 
opportunities to shape 
the service 
Leaders advocate for FSV 
prevention and FSC 
services 
PHAs provide adequate 
resources to the FSCs 

FSCs appear in Provincial 
Plans 

NDOH and FSVAC 
documentation 
including FSC 
Guidelines 

UNICEF documentation 

PNG Government (law 
and policy) documents 
at all levels of 
governance 

INGO documents 

All participating 
stakeholders,  key 
informants, and 
interviewees 

Lancet 2014 article (key 
source for conceptual 
framework)  

FSC data and material 
(activity plans, reports, 
advocacy tools) 

 

 

Literature review 

Consultation with Reference Group 
week beginning 16.11.15 

Proposal of conceptual framework to 
guide evaluation 

Key informant interviews with reps 
from various sectors (NDOH, FSVAC, 
DCD, Law and Justice, development 
partners) 

Interviews with FSC service 
providers 
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Effectiveness 3. To what extent has FSC been 
effective in realizing health, 
psychosocial and legal 
benefits (outcomes) for 
women and child survivors as 
compared to other 
approaches or models for 
delivering services for 
survivors? 

4. To what extent are 
coordination and information 
mechanisms, financing and 
human resource development 
in place and adequate to 
enable FSCs to perform key 
functions? 

5. To what extent has the 

approach contributed to 

ensuring sustainable access to 

the five key services of the 

FSC to children and women 

survivors of violence in the 

selected communities?  

6. To what extent do 

communities know or are 

aware of the services and 

utilize services of FSCs? 

7. What unintended outcomes, 

whether positive or negative, 

have resulted from the 

implementation of this 

approach in the selected 

communities?  

8. To what extent has the FSC 

approach contributed to 

shifting social norms around 

violence against children and 

How do services for survivors 
at FSC differ from service for 
survivors provided by 
mainstream health services? 
What are the strengths and 
weaknesses of the different 
services? 

 

Are there any bottlenecks to 
the service which hinder its 
effectiveness? 

Are FSCs included in multi 
sectoral coordination 
committees such as HIV? 

 

Is there evidence which shows 
PHA or health sector have 
absorbed FSC into recurrent 
funding budgets? 

How is private sector support 
(e.g Digicel) anticipated to 
continue?  

In particular how are the 
UNICEF outreach workers 
/advocates working at 
community level and how do 
they link with the FSC. 

Do FSC work together with 
health promotion and IEC 
departments as well as the 
Law and Justice and 
Community Devt. sectors to 
raise awareness of the issue? 

WHO recommendations [54] 
specify that services should be 

FScs adequately staffed 
according to guidelines 
with appropriate sills, 
knowledge and attitudes. 
 
FSC sites comply with 
NDoH guidelines 
 
Standardised data 
collected and used for 
planning 
5 essential services 
consistently and 
effectively delivered 
 
Standardised multi-
sectoral referral pathways 
in place. 
 
Effective  multi-sectoral 
co-ordination systems in 
place (FSVACs) 
 
Effective intra sectoral 
co-ordination systems in 
place (Health system) 
 
Client satisfaction 
 
Regular follow ups 
ensure PEP adherence 
 
Safe dispatch of clients 
assured after services 
received 
 
 
 

 

NDOH and FSVAC 
documentation 

UNICEF documentation 

All participating 
stakeholders,  key 
informants, and 
interviewees 

FSC data and material 
(activity plans, reports, 
advocacy tools) 

Literature review  

Interviews with key stakeholders 
from government departments and 
relevant agencies (Port Moresby)  

Interviews with key local informants 
from government departments and 
relevant agencies (provincial/district 
levels)  

Interviews with FSC service 
providers and users 

Interviews with other hospital service 
providers obs and gynae; A&E; MCH 

Interviews with FSC clients, 
guardians, advocates (where 
possible)  

Community consultations (individual 
interviews and focus group 
discussions with reps from churches, 
schools, wards)  

Facility and service observation 
(checklist in the Annex) 
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women? integrated into primary care 
services. Can hospital based 
services provide useful 
lessons for replication at 
lower levels? 

Efficiency 9. How efficiently have FSCs 
used the available resources 
to deliver high-quality outputs 
in a timely manner, and to 
achieve the targeted 
objectives?  

10. To what extent are case 
management and referral 
linkages working to realise 
efficient psychosocial and 
justice benefits for survivors? 

 

The evaluation will define 
efficiency as the extent to 
which the interventions 
converted resources to 
achieve the maximum 
possible outputs, outcomes 
and impacts with the 
minimum possible inputs. 
This includes the degree to 
which services are 
coordinated with other 
players. 

A quantitative analysis of 
alternative approaches to 
achieving the same outputs 
will not be possible, but 
qualitative inquiry can be 
pursued based on perceptions 
of key stakeholders. 

Budgetary data will be 
collected where possible to 
ascertain the costs per capita 
of each FSC, and compared 
where possible between FSCs. 

FSC staff keep and 
maintain thorough 
medical records 
FSC staff provide legally 
compliant medical 
reports as required 

Service users  are aware 
of their legal and  human 
rights 

Effective partnerships 
established between FSCs 
NGO/CBOs for advocacy 
on prevention of FSV 

FSC conduct outreach 
activities for FSV 
prevention 

NDOH and FSVAC 
documentation 
(guidelines, policies, 
standard operating 
procedures etc, where 
available) 

UNICEF documentation 
(funding criteria, results 
frameworks, rationales 
and justifications, 
monitoring reports and 
documents) 

All participating 
stakeholders,  key 
informants, and 
interviewees 

FSC data and material 
(activity plans, reports, 
budgets, advocacy tools) 

Literature review  

Interviews with key stakeholders 
from government departments and 
relevant agencies (Port Moresby)  

Interviews with key local informants 
from government departments and 
relevant agencies (provincial/district 
levels)  

Interviews with FSC service 
providers 

Sustainability 11. Has this initiative contributed 
to strengthening on-the-
ground capacity to provide 
services and address violence 
among targeted beneficiaries 
and in rural areas since the 
initial intervention in 2003? 

12. What are the enabling as well 

As per interview guides for 
selected participants 

 

Who manages information? 
Is it kept securely?  

 
Financing for FSC 
integrated into provincial 
budgetary process 

Provincial Plans 
incorporate FSC activities 

NDOH and FSVAC 
documentation 

UNICEF documentation 

All participating 
stakeholders,  key 
informants, and 
interviewees 

Literature review  

Interviews with key stakeholders 
from government departments and 
relevant agencies (Port Moresby)  

Interviews with key local informants 
from government departments and 
relevant agencies (provincial/district 
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as constraining factors that 
influence replication and 
sustainability at national level 
and sub-national levels? 

13. To what extent are 
information systems 
functioning and providing 
necessary data and 
information for ongoing 
advocacy and resources 
mobilization? 

FSC data and material 
(activity plans, reports, 
advocacy tools) 

levels)  

Interviews with FSC service 
providers 

 

 

 

 

Equity 
(including 
Gender) 

14. To what extent is the FSC 
approach aligned with 
principles of equity in 
addressing the needs of 
different groups? 

15. To what extent has this 
initiative reached different 
groups including the most 
marginalized? 

 

How much FSC service time 
is provided to service users on 
average? 

How are disabled women, sex 
workers the elderly and 
women from remote 
communities catered for? 

Is data collected on 
residence? How far do women 
and children travel to reach 
the service? Are there any 
other costs that make access 
to the service prohibitive? 

What is staff attitude to 
marginalised populations 

Extent to which 
prioritisation has criteria 
and guidelines 

Services adapted to client 
profile (sorcery, 
trafficking, infants etc) 

FSC services freely 
available to all  survivors 
of FSV 

Level of priority given to 
most vulnerable 
including disability and 
remote areas 

Level of priority given to 
gender equality 

 

NDOH and FSVAC 
documentation 

UNICEF documentation 

All participating 
stakeholders,  key 
informants, and 
interviewees 

FSC data and material 
(activity plans, reports, 
advocacy tools) 

Literature review  

Interviews with key stakeholders 
from government departments and 
relevant agencies (Port Moresby)  

Interviews with key local informants 
from government departments and 
relevant agencies (provincial/district 
levels)  

Interviews with FSC service 
providers 
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Annex 6: Evaluation Implementation Plan 

Implementation Plan and Timelines 

The following table shows a summary workplan.. 

Activities and Deliverables Timing 

 

Inception meeting to clarify and document agreed scope, 
proposed methodology, deadlines and deliverables 

Early Nov 

Policy and programme document review, preliminary 
logistics and facilitation preparations 

1st -13th Nov 

Draft inception report, evaluation plan, Logic Model or 
ToC, data collection logistics and timeframe, development 
of tools, UNICEF feedback and revision 

6-13th  Nov  

Data collection and analysis  16th-Nov-15th Dec 

Participatory workshop for debrief and ToC development 14th Dec 

Analysis and report writing Dec – Jan 

Quality assurance (by IOD PARC and by UNICEF) January 

Draft report delivered Jan 29th  

Feedback and revisions Mid-Feb 

Final report delivered February 29 2016 

 

Deliverables 

 Draft inception report 13th November 

 Final inception report 21st November 

 Data collection 16th November to 9th December 

 Preliminary analysis 9-13th December 

 Debrief of preliminary findings and framework for future ToC 14th December 

 Draft Report 29th Jan 2016 

 Final report 29th Feb 2016 
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Annex 7: Data Collection Tools 

Consent Form for FSC service users 

 

Title 

Assessment of UNICEF-supported Family Support Centre services in Papua New Guinea 

Consent statement 

I have been informed about the purpose of the assessment and have had the opportunity to ask 

questions about the work including my involvement.  All questions I have asked have been answered 

to my satisfaction and I agree to take part in the discussions. 

Yes [ ] No [ ] 

Participant Number....... 

Date ...................................................... 

Province ................................................ 

This is a true record of the participant’s consent: 

Interviewer’s name ...................................................... 

Signature ................................................................... 
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Questions for service providers 
 
Health services 

1. Please tell us about the history of this FSC, how it was initially established, the steps taken, the 

process involved, where the support was coming from. (relevance, effectiveness, efficiency, 

sustainability, equity) 

 
2. Current profile: (effectiveness, efficiency, sustainability) 

 Types of staff 

 No. of staff 

 Pre and in-service training 

 Code of conduct 

 Supervisory visits 

 Management committee 

 Funding sources  

 
3. Please describe the services that this FSC provides and talk us through the procedures. 

(effectiveness, efficiency) 

 Essential services 

 Any fees charged 

 Average no. of users per day 

 Records on no. of users last month, last year 

 Time spent with each client  

 

4. What is working well in providing these services and what are the constraints you are facing 

and how you are dealing with them? (effectiveness, efficiency, sustainability) 

 
5. We are interested in knowing how you work with other units in the health facility and how the 

services offered here are coordinated with other health services. What system is in place for 

communication, coordination, management, ongoing support? How are internal referrals 

managed? (effectiveness, efficiency, sustainability) 

 A&E 

 Ob/Gyn/MCH 

 Antenatal 

 STI 

  
6. We are interested in learning about how people access services at this FSC. Can you provide 

two examples from recent cases that you have dealt with (without revealing identify or specific 

circumstances of the case)—one where a person has come directly to your facility to access 

services, and one where a person has been referred to this facility from another department 

within the health facility (A&E, ANC, STI). (effectiveness, equity) 

 
Access to justice 

7. Please tell us more about your referral system with other agencies and service partners. 

(effectiveness, efficiency, equity) 

 Police 

 Village courts/district courts 

 Social welfare 
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8. What is your understanding of how service users access police/village courts/district courts? 

What are the issues as you see them? (effectiveness, equity) 

 
Prevention 

9. We are also interested in the prevention and outreach work that the FSC does and how it 

carries out awareness and advocacy in the community. (effectiveness, sustainability, equity) 

 Volunteers 

 Partnerships 

 Linkages to schools, churches  

 

10. What was the initial response from the local community when the service was first 

established? Have community views toward the FSC changed over time in either positive or 

negative ways? What do you think are the main reasons for these changes? (relevance, 

effectiveness, sustainability, equity) 

 
11. What is your sense about whether the FSC has been able to reach the people most in need of 

services and support? Any ideas about how this might be improved? (equity) 

 Location 

 Gender 

 Disabilities 

 Sorcery-related 

 
12. Based on the issues, challenges and achievements you have told us about this FSC what 

changes would you like to make to improve service delivery? What are your hopes and plans 

for the future? (relevance, effectiveness, efficiency, sustainability, equity) 

 
13. Are there any other points you would like to make? 

 

Question prompts for service users  

(effectiveness, relevance and equity) 

1. How did you know about this service? 

2. Were you able to go straight to the FSC or did you have to register at the Hospital first? 

3. How far did you come to get here and how did you get there? On foot, by bus, taxi, 

friend/family  

4. Did you have to pay for the service? If so, how much and to whom? 

5. How did the staff treat you/your child? 

6. Did you get what you needed from the service? (prompt…treatment, information, referrals, 

safe house) 

7. Were you referred to a different department in the hospital? If yes which one? 

8. Did you attend? If not, why not? 

9. Were you informed of your legal rights in respect of FSV? 

10. Overall, what are the best things about this service? 

11. Were there any aspects of the service you think could be improved? (prompt…timing, cost, 

attitudes. Physical space and confidentiality) 
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Questions for policy makers and programme managers 
 

1. How has the province planned for and implemented the policy directives for establishing the 

FSC model within the health system for supporting survivors of family and sexual violence? 

(relevance, effectiveness, efficiency, sustainability, equity) 

 Management structure 

 FSVAC (active?) 

 

2. How does the FSC approach align with provincial priorities, policies, and strategies? 

(relevance, effectiveness, efficiency, sustainability) 

 

3. How are FSCs reflected in Provincial Plans and the Key Results Areas? (relevance, 

effectiveness, efficiency, sustainability) 

 

4. What have been the issues of integration and coordination within key departments in the 

health system? (effectiveness, efficiency) 

 

5. What information, data management, reporting systems are in place for the FSCs? 

(effectiveness, efficiency) 

 

6. How are FSCs resourced—recurrent costs, staffing, equipment? Where are funds coming 

from? (efficiency) 

 

7. What is your view on the capacity of FSCs to use available resources to deliver high-quality 

services in a timely manner to achieve the desired objectives? (efficiency) 

 

8. How is the broader multi-sectoral approach being maintained to support links with other 

services providers? (effectiveness, sustainability, equity) 

 

9. What is your sense of awareness and demand for the services and how well is the FSC 

approach meeting the needs of different groups of people in need of support? (equity) 

 

10. How well has the FSC initiative contributed to strengthening on-the-ground capacity to 

provide services and address family and sexual violence since the programme was first 

established in the province/district and what is needed at this stage to strengthen the 

approach? (sustainability) 
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Focus group discussion schedule.  Outreach advocates 
 

Time required: 60-90 minutes 
 
Purpose: To gain deeper insight into the outreach advocates experience of community based 
prevention work and their links with the FSC 

 
Output: Facilitators summary of the conversation held with clients 

 

Instructions: 
 
The ideal number of clients in a FGD is 8-10. This usually allows for enough people for a discussion, 
and for both anonymity and participation by the members of the group. 

 
Welcome the group and thank them for their participation. Explain that they are taking part in an 
assessment of the Family Support Centre approach to responding to FSV.  
Their contributions will help the FSC to think about its role in preventing FSV. One of the key issues 
is how community outreach work links with the FSC. Reassure the participants that they do not have 
to provide personal details about their reasons for volunteering as advocates. We are interested in 
their opinions about the service they provide and the relationships they have with the FSC. 

 
Use the list of questions below to facilitate discussion, using your own follow-up questions to elicit 
more in-depth responses if necessary. Observe the reactions to the questions, as well as record the 
responses. 

 
 
 

1. What outreach activities do you conduct and where? 
 

2. What is your relationship with the nearest FSC? How often do you meet, whom do you meet… 
 

3. Is there a referral system you can use if members of the community ask you for support re 
FSV? 

 
4. What services do you think should be available that are not offered by the clinic or 

other service providers? 
 

5. How often do you receive training? 
 

6. If someone asks for help about FSC do you counsel them or refer them? How will you 
decide? 

 
7. What is the best thing about your work as an advocate? 

 
8. What more do you feel needs to be done to prevent FSV? 

 
9. Which sectors could be more active in your area and how? 
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Observation checklist for site visits 

This checklist for site visits is derived from the NDOH Guidelines for PHA/Hospital Management of 
Family Support Centres. Information collected will help to assess the extent to which FSCs are able 
to implement the guidelines, and to identify where gaps occur and reasons why. The checklist will be 
completed in consultation with FSC managers and service providers.   

Checklist to be completed through consultation with FSC staff and observation 

 Name of FSC………………….  Location…………………… 

 

Staffing 

 Current numbers and mix of staff including gender and position 

 Current numbers of volunteers/outreach advocates including gender 

 Outreach training? 

Operations Management Committee / FSVAC 

 Members 

 Frequency of meetings 

 Code of Conduct 

 Do all staff uphold the code of conduct? 

Operations Manual and Protocols 

 Do all staff follow operations manual and protocols? 

Opening hours and times  

(Fee schedule?)   

Facility Infrastructure 

 Site location in relation to other services    

 Ambulatory access  

 Lighting  

 Signage  

 Entrances/exits  

 Reception area  

 Waiting area  

 Consultation rooms  

 Examination rooms  

 Office space  

 Toilet/shower/sink/water source  

 Transit stay rooms  

 Decoration/toys  
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Security arrangements 

 Guards 

 Door and window locks 

 Lockable cabinets 

 Escort between service areas 

Communications and IT equipment 

Phone/fax/radio 

Computer/printer/internet access 

Transport 

What transport arrangements are available? 

Clinical supplies 

Supplies are in stock and consistently available 

• Emergency pregnancy prevention  

• STI prevention  

• HIV prophylaxis  

• Analgesics and sedatives  

• Vaccines: tetanus & Hep B  

• Future family planning  

• Reliable supply of male and female condoms  

• Other 

Data and Information Management System 

 How/where are records kept? 

 Who can access them? 

 What data is captured: sex, age, address, disability?  

 What mechanisms exist for clients to provide feedback on the service? 
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Annex 8: List of people met 
Consultation Register:  National /Provincial Agencies and Key Partners 

16-20 November 2015 PORT MORESBY  

No. Date Names Designation Organisation 

1 16/11/15 Baba Danbappa Resident Representative UNICEF 

2  Vathinee Jit Jaturunt Deputy Resident Representative UNICEF 

3  Asefa Dano Chief of Child Protection UNICEF 

4 17/11/15 Lara Andrews First Secretary Health DFAT 

5  Daisy Rowaro Programme Manager DFAT 

6  Mercy Masta Programme Manager DFAT 

7  Ume Wainetti National Programme Coordinator CIMC/FSVAC 

8 18/11/15 Cathleen Alua Technical Officer Gender NDOH 

9  Carol Ulka Nursing Officer/Acting 
Coordinator 

Kundiawa FSC 

10  Sebastian Robert Technical Adviser NDOH 

11  Jackson Pilyo Technical Officer Men’s Health NDOH 

12  Dr. Lincoln Menda Medical Doctor Angau Hospital -Lae 

13  Maryanne Ajakali Data operator analyst Angau Hospital -Lae 

14  Okello Gerard Data Management Specialist VSO - Madang 

15  Simon Yanis Director Office of Lukautim Pikinini 

16  Tessie Soi Clinical Manager Port Moresby FSC 

17  Angela Herb Head of Mission Medicine San F 

18  Abdul Wesley Medical Coordinator MSF 

19 20/11/15 Job Eremugo A/Coordinator FSVU Dept. of Police (RPNGC) 

20  Jeffrey Buchanan Resident Coordinator UN Women  

21  Danielle Winfrey UN Gender Coordinator UN Women 

22  Bessie Maruia Project Coordinator – EVAW UN Women 

23  Delilah Sandeka Coordinator - Safe City, Law & 
Justice 

UN Women 

24  Susan Ferguson Counsellor –Gender DFAT 

25  Anou Borey GBV Advisor UNDP 
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23-25 November 2015 - ALOTAU 

No. Date Names Designation Organisation 

26 23-25 November Billy Naidi CEO  MBPHA 

27  Dr. Perista Mamadi Deputy Clinical Director Medical MBPHA 

28  Lynette Walakina FSC Nursing Officer MBPHA 

29  Chelsea Magini Social Worker MBPHA 

30  Sunema Bagita Principal Advisor  Community Development 

31  Mamele Gilamatau  Case Manager Kedu Seif Haus 

32  Sharon Mua Deputy Prov. Administrator MB Administration 

33  Thelma Sosken OIC FSV Unit 

34  Tauana Giligoro Programme Officer MB Counselling Services 

35  Dr. Grace Kariwiga Ob/Gyn Specialist MBPHA 

36  Dr. William Mataio Emergency Department MBPHA 

37     

23-25 November 2015 – Mt Hagen 

No. Date Names Designation Organisation 

38  Dr. James Kintwa CEO WHPHA 

39  Rose Lesley OIC Well Women’s Clinic (WWC) WHPHA 

40 23-25/11/15 Dr Madison Dat A/g Director Clinical Health Services  

41  Benson Safi A/g Director Public Health  

42  Dorries Kaewa SIC Nursing Officer  

43  Dolyn Kiaka Nursing Officer  

44  Margaret Akima Community Health Worker  

45  Patrina Lee Coordinator FHI 360 

46  Felix Umba Deputy Coordinator   FHI 360 

47  Serah Dot A/g Unit Supervisor WHPHA 

48 24/11/15 Joseph Neng Provincial Administrator  Western Highlands Provincial Administration 

49  Christine Goimba Guidance Officer  WHPA 

50  Peter Nepil  A/g Manager – Div. of Community 
Development  

WHPA 

51  Dorothy Wisil Police Women (FSVU) WHP Police 
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52  Serah Nickson Police Women (FSVU) WHP Police 

53  Remigius Kombega Investigator (SOS) WHP Police 

54  Benjamin Madu Investigator (SOS) WHP Police 

55  Christine Sombe Investigator (SOS) WHP Police 

56 25/11/2015 Sr. Yamu A/g Deputy Director Nursing  WHPHA 

57  Kesa David  Skills Trainer Mercy Works – WHP 

58  Danny Aiyoka  Skills Trainer Mercy Works – WHP 

57  Lucy Tome Trainers Helper Mercy Works – WHP 

60  Josephine John Skills Trainer Mercy Works – WHP 

61  Alphonse Gende Radio Programmer Mercy Works – WHP 

26-27 November 2015 – Kundiawa 

No. Date Names Designation Organisation 

62 26/11/2015 Jerry Kubu Coordinator Rural health Simbu Provincial Admin. (SPA) – Division of Health 

63  Mathew Kaluvia CEO Kundiawa General Hospital 

64  Carol Ulka Coordinator  FSC -  Kundiawa General Hospital 

65  Jan Jaworski Surgeon Kundiawa General Hospital 

66  Harry Poka Director Medical Services Kundiawa General Hospital 

67  Jean Kupo Social Worker Kundiawa General Hospital 

68 27/11/2015 Wendy Chris Survivor Kundiawa FSC 

69  Margaret Kondyagle HEO (O&G) Kundiawa FSC (as needed) 

70  Katrina Aiwa Children Protection Officer Simbu Provincial Admin. – Div. of Community 
Development  

71  Jimmy Drekore Director - Founder  Simbu Children’s Foundation 

72  Tobby Gomek Community woman Kundiawa-Gembog District 

73  Nancy Fabian Community woman Kundiawa-Gembog District 

74  Clement Kawa Clerk of Court Kundiawa District Court 

75  Paul Essy  Juvenile Court Clerk Kundiawa District Court 
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27-28 November 2015 – Kiriwina 

 

 

 

 

 

 

 

 

30 November – 2 December 2015 – Kerowagi & Kundiawa (Follow-up) 

No. Date Name Designation Organisation 

87 30/11/2015 Anton Bal Bishop Kundiawa Catholic Diocese 

88  Lyna Gene HEO/Director Kerowagi –FSC 

89  Peter Mugua Community Health Worker Facilitator Family Violence Committee 

90  Hellency Peter Counsellor Kup Women for Peace  

91  Angela Apo Pro-Coordinator  Kup Women for Peace  

92  Freda Wavim Buke SIC –Outpatient Kerowagi Dist. Health Centre 

93 01/12/2015 Titus Tul Windinge District Health Officer Kerowagi Dist. Health Centre 

94  Bonny Kagl Laboratory Technician Kerowagi Dist. Health Centre 

95  Nera Simwa STI-HIV/AIDS Officer Kerowagi Dist. Health Centre 

96  Andrew Mogli Sergeant Public Staff Kerowagi Police 

97  Paula Konigu Community woman Kerowagi District 

98  Helen Linah Community woman Kerowagi District 

99 02/12/2015 Margaret Kaile Principal Advisor Simbu Provincial Health  

100  Mary Miul Sergeant, Officer In Charge Kundiawa Police FSVU 

101  Philip Gena Sergeant, Second in Charge   Kundiawa Police FSVU 

No. Date Name Designation Organisation 

76  Janet M Sambuba Station Commander  Police 

78  Ridley Mwaisiga District Health Manager Health  

79  Susan Kabeuya District Comm. Dev. Officer Community Development 

80  Sr Bokawau Molowi Nursing Officer – SIC Health 

81  Caroline Matheson Women’s Leader Community  

82  Christine Kilala Women’s Leader Community 

83  Ainesa Towowoda Children’s Worker Community 

84  Lydia Tobwenina Children’s Worker Community 

85  Ethel Musamusa Women’s Leaders Community 

86  Mark Sailoa A/District Administrator District Administration 
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102  Elise Kai Senior Constable Kundiawa Police FSVU 

103  Leo Sipa Constable Kundiawa Police FSVU 

104  Philip Deputy Coordinator Callan Services 

105  Susan Kuno Inclusive Education Officer Callan Services 
 

1-3 December 2015 – Buka  

No. Date Name Designation Organisation 

106  Essah Barnabas FSC Coordinator Buka Gen. Hospital 

107  Christine Nnelau  FSC Nursing Officer Buka Gen. Hospital 

108  Charmaine McBrearty FSC (AVID) Social Worker Buka Gen. Hospital 

109  Juliana Tsevin FSC Counsellor Buka Gen. Hospital 

110  Dr. Hilda Tinimia SMO Ob/Gyn Buka Gen. Hospital 

111  Anne Sawa HSSO Care International 

112  Sr Virginia Lahis Seif Haus Coordinator NCFR 

113  Cicely Kekun Seif Haus Counsellor NCFR 

114  Joyce Tserana OIC FSV Unit Police 

115  Katherine Pukena Gender Coordinator  Community Development 

116  Otim Julius WPS Advisor UN Women 

117  Aileen Sagolo  Programme Officer UN Women 

118  Jane Kurika Programme & Admin Assistant UN Women 

119  Dr. Cyril Imako CEO Buka Gen. Hospital 

120  Sr Lorraine Garasu Director NCFR 
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3-4 December 2015 – Minj: North and Anglimp South Waghi 

No. Date Name Designation Organisation 

121 03/12/2015 Kolix Main Admin. Officer Jiwaka Provincial Admin. Div. of Community & Ward 
Development 

122  Joyce Tai Project Officer – Community 
Development 

Jiwaka Provincial Admin. Div. of Community & Ward 
Development 

123  Allan Alam Manager Jiwaka Provincial Admin. Division of Law and Justice  

124  Peter Komni Officer In Charge  Minj Health Centre – South Whagi 

125  Agnes Kerry District Health Promotion Officer  Jiwaka FSC 

126  Molly Bang Supervisor  Jiwaka Provincial Admin. District Health Services  

127  Jenny Walep Manager Jiwaka Provincial Admin. Division of Health   

128  Rosen Kiap Women’s Representative  Jiwaka Provincial Women’s Ecumenical Council 

129  Horim Piamia Snr. Inspector  Jiwaka Provincial Police  

130  Christina Dirye Supervisor Paediatric Unit Kudjip Nazarene Hospital 

131  Erin Meiar Director Medical Services  Kudjip Nazarene Hospital 

132 04/12/2015 Sophie Kilipi  Project Coordinator (EVAW) Voice for Change (NGO) 

133  Rose Kants Coordinator Human Rights 
Advocate  

Voice for Change (NGO) 

134  Wendy Kosi Counsellor FSC Minj /Voice for Change 

135  Freda Gapeno Community woman Mission Resort  

136  Alice Paul Community woman Mission Resort 
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4-5 December 2015 – Arawa 

No. Date Name Designation Organisation 

137  Noelyn Kutono FHS Programme Officer Arawa Health Center 

138  Getrude Namaga Counsellor Seif Haus 

139  Christine Hamei Counsellor Seif Haus 

140  Sr Isabella Vilena Counsellor Seif Haus 

141  Alicelisabella Winn FSV Desk Police 

142  Alphonse Pemuko Male Advocacy Project 
Coordinator 

NCFR 

143  Dr. Velosi District Health Manager Arawa Health Center 

 

7-8 December 2015 – Tari 

 

No. Date Name Designation Organisation 

145 07/12/2015 Dr Hamiya Hewali Provincial Health Advisor/A/g 
CEO Hela Provincial Hospital   

Hela Provincial Health  

146  Thok Johnson Medical Team Leader MSF (Holland) 

147  Claire Lembo  Nurse Supervisor Tari FSC –MSF 

148  Josephine Mangobe Outreach Officer Tari FSC- MSF 

149  Godfrey David Outreach Officer Tari FSC- MSF 

150  Sgt. Alice Ango OIC  Police FSVU –Tari 

151 08/12/2015 Michael Conlon Programme Manager Oil Search Foundation 

152  Veronica Bernard Public Health Officer Oil Search Foundation 
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Annex 9:  Province data collection itineraries 

 
 Team 1 Team 2 

 16-20 Nov Port Moresby (S/holder & FSC) Port Moresby (S/holder & FSC) 
 Sat 21 Nov Port Moresby Port Moresby 

Sun 22 Nov Fly to Mt Hagen Fly to Alotau 

Mon 23 Nov Mt Hagen Alotau 

Tues 24 Nov Mt Hagen Alotau 

Wed 25 Nov Mt Hagen Alotau 

Thurs 26 Nov Kundiawa Fly direct to Kiriwina 

Fri 27 Nov Kundiawa Kiriwina 

Sat 28 Nov Options - Mt Hagen/K/K Kiriwina 

Sun 29 Nov Drive to Kerowagi Fly PoM Sun and fly Buka Sun 
Mon 30 Nov Kerowagi Buka 

Tues 1st Dec Kerowagi Buka 

Wed 2nd Dec Drive to Jiwaka Drive to Arawa 

Thurs 3rd Dec Jiwaka Arawa 

Fri 4th Dec Jiwaka Arawa 

Sat 5th Dec Mt Hagen Drive to Buka fly to PoM 

Sun 6th Dec Fly to Tari  PoM – Contingency 

Mon 7th Dec Tari PoM – Contingency 

Tues 8th Dec Fly to PoM PoM – Contingency 

Wed 9th Dec PoM PoM – Contingency 

Thurs 10 - 15 
Dec 

Data Analysis + Debrief Data Analysis  
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Annex 10:  Evidence matrix 

Data Collection summary findings sheet for Provinces 

Province………………………. 

Name……   Type of respondent (FSC service provider, HS provider, user, community, manager, other)      Date…….. 

Criterion Evidence req’d Evidence/doc Key comments summary 

1. Relevance -leadership; political commitment 
-client centred: participation of users; 
appropriate for all clients/sorcery 
trafficking children etc 

  

2. Effectiveness: 
2a) Service delivery 
 
 
 
 
 
 
 

-nos. of users 
-compliance with 5 essential services 
(first aid, psychosocial, hep B & tetanus 
vacc, ecp, pep.) 
-time spent per client 
-Referrals 
-Access to Justice/ safe houses/medical 
reports provided/collected 
-Prevention 

  

2b) HRD -Types of staff 
-Nos. of staff 
-Trainings attended 
-Code of conduct signed 
-in-service training 
-mgt. meetings 

  

2c) Infrastructure -Building 
-Rooms 
-Security 
-Supplies 
-Water 
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-Privacy 
-Furniture 

2d)  Data management -data available 
-monitoring reports 
-meeting reports/minutes 

  

3) Efficiency -costs  
-coordination; intra-health 
-coordination inter-sectoral NGos/FBOs, 
police/justice  
-Referral pathways 
-FSVAC meetings 

  

4) Sustainability -how many staff are on recurrent govt. 
pay roll 
-changes in services since MSF left 
-what  items paid for by PHA 
-what items depend on external funding 
-FSC linkages with hospital and other 
clinics 

  

5) Equity -who uses the service? Sex, age, 
location, disability, sex worker msm… 
-fees? 
-transport 

  

6) Impact -any changes in women and children’s  
health outcome data 

  

7) Unintended outcomes    
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Annex 11: Overview of FSC visited 

SUMMARY PROFILE OF FAMILY SUPPORT CENTRES VISITED 
(Alphabetical Order) 

Alotau  

Demographic, social, 
political context 

Capital of Milne Bay Province, a maritime region of PNG comprising 
many small, remote island groups; provincial population 210, 412; district 
population including Alotau town 74’644; Milne Bay pilot province for 
new national GBV strategy; strong political support for FSC from 
provincial government and Provincial Health Authority (PHA)    

Year established and 
current status 

Initially established in 2009 when existing building refurbished (UNICEF 
funding); offering sporadic and limited services for two years, primarily 
social welfare services; become fully operational in 2012 when PHA 
appointed two Nursing Officers 

Facility location and 
description 

Located at top end of hospital grounds near back exit; same building as 
transport office and children’s ward and close to outpatients and A&E; 
reception/office area; inner waiting room with kitchen sink, two lounge 
chairs, desk with computer, coffee table, toys; one room for consultation 
and examination, fully equipped; office also used for consultation; 
toilet/shower  

Number and type of 
staff Equipment 

1 Coordinator (SW for hospital clients as well as FSC), 1 Nursing Officer, 1 
Community Health Worker (multilingual, currently on leave); AVID 
volunteer counsellor in 2014;   

VSO volunteer in 2014; MBPHA new HR development plan being put in 
place, currently addressing FSC staffing needs and will integrate into new 
organisational structure 

Equipment and 
supplies 

Fully equipped for medical examinations although room is small; drugs 
supplied initially by MSF; overstocked with NorLovo for pregnancy 
prevention (exp. Feb 16); drugs ordered as needed through hospital 
dispensary and Hedu Clinic; Hep vaccines stored in fridge in children’s 
ward; dressings and minor wound stitching equipment 

Services provided 
onsite 

Five essential medical services provided onsite but serious injuries and 
medical emergencies referred to A&E and Ob&Gyn; PHA executive and 
FSC staff emphasise it is not one-stop-shop in terms of provision of 
comprehensive services (legal, welfare, primary prevention); HIV and STI 
cases referred to Hagu clinic on hospital grounds  

Numbers of clients 
seen by age and sex 
and types of cases 

2014 ~100 

First 6 months of 2015: 152 new clients, 64 return; 13 male clients; 
majority domestic violence cases; 26 child sexual abuse cases; 8 child 
abuse (non-sexual) cases 
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Active referral 
pathways 

Good internal referral pathways and ensured client escort between units; 
FSVU handles about 50 cases per month and refers cases requiring 
medical treatment to FSC; good understanding of referral network with 
partners; weak partnership with safe house  

Sources of funding 
and support 

Staff salaries and overhead costs funded by PHA; UNICEF funding for 
initial renovation and establishment of FSC; MSF support for training; 
AVID and VSO short-term support with volunteer placements 

 

Arawa  

Demographic, social, 
political context 

District headquarters of Central Bougainville; two local level governments 
and 19 wards; population 14,900; originally the administrative seat of 
North Solomons Province, developed to accommodate employees of 
Bougainville Copper Ltd., the company that operated Panguna mine; 
infrastructure largely destroyed during the Bougainville Conflict in early 
1990s; reconstruction commenced following the signing of Peace 
Agreement in 2001 and establishment of Autonomous Region of 
Bougainville in 2005; FSV issues associated with post-traumatic stress 
and depression as result of Bougainville Conflict; Nazareth Centre for 
Rehabilitation has trained large network of volunteer counsellors in 
response to mental health needs and operates several safe houses 
throughout the province, including one in Arawa, as well as Men’s Hub in 
Arawa, which opened in November 2015 

Year established and 
current status 

Refurbishment of disused space at Arawa Hospital commenced in 2010 
with UNICEF funding; first cases recorded in 2013; Arawa Hospital 
undergoing major transition and upgrade to level 4 in 2016; FSC will have 
two rooms in new building with plan to provide integrated and client-
centred medical services by specialists in wards with case management 
and counselling provided by FSC; FSC services will come under new 
division of Rural Health Services  

Facility location and 
description 

Currently located in old kitchen and disused storage space adjacent to 
vaccine cold storage but with same entrance and shared back exit; no 
signage; 1 inner room used for consultation and examination but no air, 
no window, no bed, only 1 chair; no water, sink, toilet, shower; 1 single 
bed in partitioned area off of main room but no door and no curtain; 
main room has table and 4 chairs; no security 

Number and type of 
staff Equipment 

Currently only 1 Nursing Officer Coordinator (part-time); plan to 
revitalise FSC with new staff under hospital upgrade and PHA HR 
development programme  

Equipment and 
supplies 

Poorly resourced; no medical equipment or supplies within FSC; Care 
International provided examination table, lamp and equipment in 
November 2015 

Services provided 
onsite 

Currently only open two days a week; only 39 cases recorded since 2013; 
majority of cases received counselling only; clients requiring medical 
services are examined and treated in wards by specialist MO, who also 
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produces medical reports 

Numbers of clients 
seen by age and sex 
and types of cases 

Most clients come from Arawa and Kieta; all recorded cases are female 
clients (total 39); majority of cases are domestic violence; average age of 
clients 28 years; male clients go straight to male nurse in outpatients 
ward; FSC record book does not capture all FSV clients accessing services 
at hospital 

Active referral 
pathways 

No strong evidence of good referral pathways between partners and FSC 
directly but FSVU brings clients directly into wards for examination and 
treatment; Meri Seif Haus does bulk of counselling and referrals to FSC; 
few cases referred out from FSC to Meri Seif Haus 

Sources of funding 
and support 

UNICEF funding for initial refurbishment of existing FSC; hospital 
upgrade to Level 4 funded by ARB health development programme and 
Australian Government; Care International provided examination table, 
lamp and equipment in November 2015  

 

Buka 

Demographic, social, 
political context 

Interim provincial capital of Autonomous Region of Bougainville (ARB); 
capital of North Bougainville District with six local level governments and 
27 wards; located on southern coast of Buka Island; separated from 
northern tip of main island of Bougainville by Buka Passage; population 
73,091; FSV issues associated with post-traumatic stress and depression 
as result of Bougainville Conflict; Nazareth Centre for Rehabilitation has 
trained large network of volunteer counsellors in response to mental 
health needs and operates several safe houses throughout the province, 
including one in Buka; strong political support for FSC from ARB and 
Provincial Health Authority (PHA)   

Year established and 
current status 

Established in 2011 in small office in main building of Buka General 
Hospital; construction of standalone building on hospital grounds 
commenced in 2012, completed in August 2013  

Facility location and 
description 

Standalone raised building located in corner of hospital grounds near 
warehouse and standalone STI clinic; one main entrance (six steps); one 
side entrance/exit; open door policy—no security guard or locked door 
during opening hours; reception/waiting room; large centre room for 
meetings/kitchen; 1 counselling room; 1 examination room; 2 private bed 
rooms with toilet, shower; male and female toilets; 1 resource room; 1 
admin office with 2 desks, computer, locked filing cabinet, internal 
hospital landline phone 

Number and type of 
staff Equipment 

1 MH Nursing Officer (coordinator plus only MH Nursing Officer for 
hospital); FSC coordinator position not confirmed position in hospital 
organisational structure; second Nursing Officer returning from training  
in Dec 2015, will be assigned to work at FSC as employee of hospital; 
volunteer counsellors: 5 men, 5 women, weekly roster with at least 4 
volunteers (3 women, 1 man) on site daily (funding support until August 
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2016); 1 fulltime AVID counsellor (until August 2016) 

Equipment and 
supplies 

Was not able to provide medical services until examination room was 
properly equipped in mid-2015; anti-psychosis drugs stocked by MSF; no 
supplies of PEP at time of evaluation 

Services provided 
onsite 

5 essential services provided but FSC focuses on mental health 
counselling in response to client needs 

Numbers of clients 
seen by age and sex 
and types of cases 

66 clients treated for DV injuries in 2013; 439 cases since Aug 2014, 
majority of which are mental health counselling (300); 78 cases recorded 
for six month period April—September 2015 (60 mental health; 13 
physical abuse; 4 rape; 1 sexual assault; majority of cases are women 
clients; case load increasing due to increased public awareness of services  

Active referral 
pathways 

Strong referral pathways within hospital, chain of care not broken; prior 
to provisioning of examination room in mid-2015 all cases requiring 
medical examination were referred to Ob/Gyn and Surgery; STI cases 
referred to STI clinic; strong links with Safe House; need to improve links 
with FSVU 

Sources of funding 
and support 

UNICEF and Digicel Foundation funding for building construction; UN 
Women funds volunteer training and allowance (up to August 2016); 
Regional Member contributed K10,000 in 2013 for roofing, projector and 
laptop; hospital provided most furniture and equipment; FSVAC 
provided K7045 in 2013 for curtains, beds, tables, opening ceremony; 
Care International provided examination equipment; PALJP provided 
funding for furniture, air conditioning, fridge and filing cabinets (K14,500 
in 2012), sink and plumbing in exam room (2015), and replaced stolen 
water pump in 2015; UNICEF to partially fund salary and orientation 
training and placement for 1 Nurse Counsellor for 18 months 
(K30,893.71) commencing in 2016; hospital holds FSC Trust Fund; not 
funded through recurrent hospital budget. 

 

 

Minj 

Demographic, social, political 
context 

Jiwaka Province is one of two recently created new 
provinces in Papua New Guinea. Jiwaka Province was 
declared by GoPNG in May 2012. The capital of Jiwaka 
is Minj and has a population of 194,109 (2011 census). Prior 
to its new status, it was previously a district of Western 
Highlands Province, known as Anglimp-South Wahgi 
District. 

Year established and current 
status 

The Jiwaka FSC was established in 2010 with the assistance 
of UNICEF. It has not been functioning as an FSC, with only 
minimal counselling provided. The facility is used more as a 
refuge centre for women and girls. 

https://en.wikipedia.org/wiki/Jiwaka_Province
https://en.wikipedia.org/wiki/Papua_New_Guinea
https://en.wikipedia.org/w/index.php?title=Minj&action=edit&redlink=1
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Facility location and description The FSC is a standalone building located adjacent to the 
Minj Health Centre (proposed new provincial hospital). All 
FSC clinical matters are addressed by the Minj Health 
Centre. Since the FSC was regarded as a standalone project 
the Health Centre provided minimal assistance apart from 
water and power. However these services were disconnected 
due to high costs of bills. The facility has a number of rooms 
however there is no furniture, no running water, no 
electricity and no staffing. In addition internal management 
issues has impacted on effective functioning of FSC services.  

Number and type of staff 
Equipment 

1xDistrict Health Promotion Officer (DHPO) 

Equipment and supplies Nil 

Services provided onsite Nil, apart from minimal counselling by the DHPO. . 

Numbers of clients seen by age 
and sex and types of cases 

N/A Mostly psychosocial counselling; recent requests for 
drought relief; violence resulting from accusations of 
sorcery. 

Active referral pathways The FSC has established good relations with the Police in 
referring patients however outcomes are not known.  

Sources of funding and support No funding is provided to FSC from provincial health to the 
centre.  

 

 

Kerowagi 

Demographic, social, 
political context 

Kerowagi District is one of six districts in Simbu Province, Papua New 
Guinea. Its capital is Kerowagi and the district has three Local Level 
Government (LLG) areas.  

Kerowagi is located geographically towards the western part of the 
province. The District is approximately 40-45minutes drive from 
Kundiawa township, the capital of Simbu Province. Kerowagi District has 
a total population of 93,107 (2011 census). 

Year established and 
current status 

The Kerowagi District FSC was established in 2010 purposely created to 
serve the rural communities within the district area.  

Facility location and 
description 

The Kerowagi FSC is a small standalone building, situated at the rear of 
the Kerowagi District Health Centre. It’s in a secluded area well suited for 
client’s privacy. The building itself is secured with grill bars attached on 
each windows and the main entrance door. While the building is intact 
with adequate number of rooms including 2 ensuites as transit 
accommodation with a common kitchenette, sadly the facility has 

https://en.wikipedia.org/wiki/Districts_and_LLGs_of_Papua_New_Guinea
https://en.wikipedia.org/wiki/Simbu_Province
https://en.wikipedia.org/wiki/Papua_New_Guinea
https://en.wikipedia.org/wiki/Papua_New_Guinea
https://en.wikipedia.org/w/index.php?title=Kerowagi&action=edit&redlink=1
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incomplete plumbing. The FSC is not fully functional, i.e. no staff, no 
resources, no medical supplies, no equipment, no power and no water 
including the non-delivery of the five (5) Essential services. Largely due 
to internal management issues over some years has caused disruption of 
FSC services.  

Number and type of 
staff Equipment 

1x HEO who only provides counselling and referrals to Police and local 
NGO where required. Most clinical issues are addressed by the Kerowagi 
Health Centre.  

Equipment and 
supplies 

Nil 

Services provided 
onsite 

No clinical services apart from minimal counselling. 

Numbers of clients 
seen by age and sex 
and types of cases 

N/A. mostly psychosocial counselling; violence due to accusations of 
sorcery 

Active referral 
pathways 

Not functioning effectively.  

Sources of funding 
and support 

Nil 

 

Kundiawa 

Demographic, social, political 
context 

Kundiawa is the capital of Simbu Province, Papua New 
Guinea with a population of 11,553 (2013), located in the 
Kundiawa-Gembogl District.     

Year established and current 
status 

The FSC’s in Kundiawa were established in 2008. The 
Kundiawa FSC is fully operational and resourced by the 
Kundiawa General Hospital and is an integral part of the 
Hospital unit.       

Facility location and description The FSC is located at the rear of the General Hospital 
grounds. It is secluded and has an air of privacy, with the 
building itself well secured. However the Centre can be also 
be provided with a static security if required. The Centre 
itself is well setup with adequate furniture and storage 
spaces and a friendly and welcoming reception/waiting 
area. It has adequate rooms for counselling and medical 
examinations including two ensuites which are transit 
accommodation for clients. There is no running water 
supply which is a broader issue for Kundiawa town. The 
facility however has a standby water tank and buckets are 
provided for convenience.   

https://en.wikipedia.org/wiki/Simbu_Province
https://en.wikipedia.org/wiki/Papua_New_Guinea
https://en.wikipedia.org/wiki/Papua_New_Guinea
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Number and type of staff 
Equipment 

The Kundiawa FSC has two fulltime staff: 1x Nursing Officer 
/acting Coordinator FSC, 1x Community Health Worker. 
There is 1x social worker (on study leave) and 1x HEO (part 
time) from the O&G unit, who assists as required.   

Equipment and supplies The Centre is well supported by the Hospital management 
for equipment and medical supplies. UNICEF has also 
assisted the Centre with administration equipment (fax, pc, 
stationary supplies) and funds for the fit out of the Centre.  

Services provided onsite It provides most of the 5 Essential services apart from the 
PEP, where clients are referred to the Prapra unit 
(HIV/Aids) for tests and treatment.  

Numbers of clients seen by age 
and sex and types of cases 

From 2012-15 792 clients seen. Majority of cases IPV, high 
numbers of cases related to sorcery accusations. 

Active referral pathways The Centre has sound referral pathways (internally within 
the hospital). However for external referral pathways this 
needs strengthening. Due to recent leadership changes in 
2015, there has been limited networking with the external 
stakeholders but that said there is positive relations with the 
Provincial Police.    

Sources of funding and support The FSC is an integral unit of the hospital hence annual 
budget allocations are provided for the ongoing operations 
including staff emoluments.     

 

 

Mount Hagen Well Women Clinic 

Demographic, social, political 
context 

Mount Hagen, the third largest city in Papua New Guinea 
is the capital of Western Highlands Province. The Highlands 
Highway is the main arterial route to connect Mount Hagen 
with the coastal cities of Lae and Madang. It has a Total 
Population 46,256 (2013). Mt Hagen is politically 
administered by a Governor who is an elected National 
Member of Parliament.   

Year established and current 
status 

The Mt Hagen FSC better known as Well Women’s Clinic 
(WWC) was established in 2010.  

Facility location and description WWC/FSC, is centrally located in the Hospital grounds and 
is easily accessible to other medical wings i.e. O&G and 
MHC. The Centre provides integrated health services for 
women, including: the family support Centre, cancer 
screening and related health issues affecting women in 
Western Highlands Province. The services are provided to 
women from nearby Jiwaka Province (recently declared a 
separate province in 2012). The WWC is fully functional 

https://en.wikipedia.org/wiki/Papua_New_Guinea
https://en.wikipedia.org/wiki/Western_Highlands,_Papua_New_Guinea
https://en.wikipedia.org/wiki/Highlands_Highway
https://en.wikipedia.org/wiki/Highlands_Highway
https://en.wikipedia.org/wiki/Lae
https://en.wikipedia.org/wiki/Madang
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with most of its operations funded by Western highlands 
Provincial Health Authority.     

Number and type of staff 
Equipment 

The Centre employs a team of 4 staff; 2x Nursing Officers 
(Nursing Officer), 1x Community Health Worker 
(Community Health Worker) and 1x male counsellor (part 
time). One of the senior Nursing Officer’s divides 50% of her 
time to patients seeking cancer screening in addition to her 
FSC coordination role.  

Equipment and supplies The Centre is well resourced and has adequate office 
accommodation including: medical examination and 
consultations rooms, reception and waiting area, a cancer 
screening section and extra rooms for office administration 
and counselling.     

Services provided onsite All the five Essential services are provided by the clinic. 

Numbers of clients seen by age 
and sex and types of cases 

899 clients seen between 2013 and 2014. In 2013, 20 out of 
54 clients coming as a result of sexual assault were <9 years 
old (37%) while in 2015, 47 out of 184 clients coming as a 
result of sexual assault were less than 9 years of age (25%). 
The clinic register book noted that out of 333 clients 
attending in the first 9 months of 2015, 116 (50%) were 
children under 16 years of age. 

Active referral pathways The Centre has an effective referral pathway system 
internally within the Hospital (MCH, O&G, Tininga Clinic 
(HIV/Aids) and externally with the relevant authorities e.g.; 
Police FSVU, Churches Mercy Works and close liaison with 
FHI360 for community outreach, Dept. of Family and 
Community Development (DFCD).     

Sources of funding and support WHPHA provides most resources including staff, with the 
exception of Database Manager (funded by FHI 360) with 
some office supplies. The MSF has extended selected 
specialist counselling training to this FSC.  

 

Port Moresby 

Demographic, social, 
political context 

Capital of PNG and location of country’s premier tertiary hospital, Port 
Moresby General Hospital, and numerous private sector health service 
providers; largest city in PNG with population estimated over 500,000 
due to rural-urban migration; representative of PNG’s ethnic diversity 
with over 800 distinct language groups;   

Year established and 
current status 

Established in 2004 following development of FSVAC strategy; provided 
mainly counselling services in renovated space on hospital grounds 
(UNICEF funding of K120,000); moved to current location in 2012 
(AusAID funding for renovation); became fully operational in 2014 with 5 
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essential services (MSF support for training, examination equipment and 
supplies); planned extension in 2016 (Australian Government funding) 
will allow for expanded services to meet need and increased demand 

Facility location and 
description 

Located in two single story renovated buildings on grounds of Port 
Moresby General Hospital; main gated entrance to enclosed site with 
hospital security guard; currently 3 examination rooms, 5 consultation 
rooms (including one for children with appropriate resources), reception 
area with waiting cubicles, administration cubicle, data entry office, 
coordinator’s office, kitchen, toilet/shower, outdoor waiting area; 
renovations planned for 2016 will include two new examination rooms 
and kitchen  

Number and type of 
staff Equipment 

Current staff includes 1 Coordinator (SW for hospital as well as FSC), 2 
HEOs, 5 Nursing Officers (two leaving in 2016), 5 SWs (1 paediatric SW), 
3 administrative officers; hospital security and cleaners; 4 regular 
volunteers plus SW student interns from UPNG  

Equipment and 
supplies 

Fully equipped to provide five essential services; drugs and medical 
supplies stocked by MSF and hospital dispensary 

Services provided 
onsite 

Five essential medical services supported by internal referrals to Heduru 
Clinic, Ob/Gyn, and Surgery as required; counselling and social support 

Numbers of clients 
seen by age and sex 
and types of cases 

Over 120 clients per month but varies from day to day; Mondays can be 
very busy with up to 30 clients in one day; not all are emergency medical 
cases but clients seeking counselling and access to justice; available data 
shows 1490 cases in 2015 up to November; average of 6.7 clients per day 
(including follow-up); majority are female clients; increasing number of 
children   

Active referral 
pathways 

Reinforcing established referral networks with partners (Police FSV 
Units, Public Prosecutor, Welfare Office); 50% of referrals from police, 
30% from other medical entry points, 20% self-referrals  

Sources of funding 
and support 

UNICEF funding of K120,000 for initial renovation and establishment in 
2003; AusAID funding for renovation in 2012; MSF support in 2014 and 
2015; Australian Government funding for transport and fuel plus planned 
extension in 2016; hospital budget for staff salaries, security, and 
overheads; City Pharmacy, Friends Foundation, volunteers for various 
contributions of support  
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Tari 

Demographic, social, 
political context 

Tari is the capital of Hela Province, one of two new provinces declared by 
GoPNG. Hela Province has three Local Level Governments. The new 
province has a total population of 15,413 (2013). Tari-Pori was previously 
one of six districts in Southern Highlands Province.  

Year established and 
current status 

The Tari FSC was established in September 2009 by the MSF in close 
collaboration with the provincial government (previously Southern 
Highlands Provincial Government). The Tari FSC is fully funded and 
operational, including; (administration, security personal, clinical and 
counselling staff, resources, medical supplies). All these are ably 
supported by MSF (Netherlands) over the years. The MSF will conclude 
its operations at Tari FSC and Hospital in March 2016. It is expected that 
the Hela Hospital will take over. Update: As of 22.1.16 the Hela Provincial 
Hospital positions were advertised in the local media. (i.e. addressing HR 
issues and MSF transition for Tari Hospital take over).    

Facility location and 
description 

The Tari FSC is placed centrally within the Hospital buildings and 
occupies a wing that was previously the Hospital ablution block. This 
block was renovated by MSF to accommodate the FSC. Since the 
inception the FSC is fully furnished and equipped, has a range of rooms 
for consultation/counselling and medical examinations, including an 
ensuit to accommodate clients (max of three (3) clients with children at 
any one time. All five key Essential Services are offered. The Facility has 
electricity and running water.  

Number and type of 
staff Equipment 

There are thirteen staff working in the FSC; 2x Nursing Officer’s, 2x 
social workers, 2x Community Health Worker’s, 2x counsellors, 1x nurse 
aid (triage) and 4x assistants.   

Equipment and 
supplies 

The Facility is stocked up with medical and general supplies.  

Services provided 
onsite 

All five Essential Services  

Numbers of clients 
seen by age and sex 
and types of cases 

Total 6,675  from 2009-2015 
Family violence (no.= 3,530) 
IPV (no.= 3,160) 
Sexual Violence (no.= 3,160) 

Active referral 
pathways 

The Tari FSC faces challenges in this area due to limited service providers 
in Tari with exception of Tari Police FSVU who has been supportive.   

Sources of funding 
and support 

MSF only. 
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Annex 12: Literature  

In addition to the documents provided by UNICEF, a further 9 have been sourced by the Evaluation 
Team 

Data sources  Copy obtained 

Abramsky T, Devries K, Kiss L, Francisco L, Nakuti J, Musuya T, et al. 
(2012) ‘A community mobilisation intervention to prevent violence 
against women and reduce HIV/AIDS risk in Kampala, Uganda (the 
SASA Study): study protocol for a cluster randomised controlled trial.’ 
Trials 2012, 13:96. 

 

Bott S. Morrisson A and Ellsberg (2005) ‘Preventing and responding to 
gender-based violence in middle and low income countries: a multi-
sectoral literature review and analysis’ World Bank Policy Research 
Working Paper 3618, June 2005 

 

Columbini M, Mayhew S, Watts C.(2008) ‘Health-sector responses to 
intimate partner violence in low- and middle-income settings: a review 
of current models, challenges and opportunities.’ WHO bulletin. Vol 86, 
No8 577-656. 

 

Garcia Moreno C, Hegarty K, Lucas d’Oliveira AF, Koziol-Maclain J, 
Colombini M, Feder G. (2014)  The health-systems response to violence 
against women. Lancet 2014; published online Nov 21. 
http://dx.doi.org/10.1016/S0140-6736(14)61837-7  

 

Jewkes (2014) What works to prevent violence against women and girls? 
Evidence review of the ef-fectiveness of response mechanisms in 
preventing violence against women and girls. London: DFID 

 

Amnesty International. 2006. Papua New Guinea: Violence Against 
Women: Not Inevitable, Never Acceptable!  
http://www.amnesty.org/en/library/asset/ASA34/002/2006/en/dom-
ASA340022006en.pdf  

 

Jolly, Margaret, Christine Stewart, and Carolyn Brewer. 2013. 
Engendering Violence in Papua New Guinea. Canberra: Australian 
National University Press.  

 

Law Reform Commission of Papua New Guinea. 1992. Final Report on 
Domestic Violence. Parliamentary Report No. 14. Boroko: LRC.  

 

WHO (2005). WHO multi-country study on women's health and 
domestic violence against women. Initial results on prevalence, health 
outcomes and women's responses. Geneva: WHO. 
http://www.who.int/gender/violence/who_multicountry_study/en/ 

 

MSF (2016). Return to Abuser. Gaps in services and failure to protect 
survivors of family and sexual violence in Papua New Guinea. 
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