
 
 

  

 

      
This program guidance note discusses the need to invest in 

nutrition and the multisectoral response required to address 

undernutrition. Referring to PNG’s National Nutrition Policy 

2016-2026 and the role it outlines for the Health sector, the 

note draws upon global knowledge and provides several 

suggestions for actions that the National Department of 

Health could take to operationalize its role in the National 

Nutrition Plan and contribute to achieving the full human 

potential of PNG’s children. 

 

What can the 

health sector do to 

reduce 

undernutrition in 

PNG? 
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Acronyms and abbreviations 

 
BMI 

BCC 

CMAM 

Body Mass Index 

Behavior Change Communication 

Community Management of Acute Malnutrition 

DAL Department of Agriculture and Livestock 

DNPM Department of National Planning and Monitoring 

FAO Food and Agriculture Organization of the United Nations 

GDP 

HMIS 

Gross Domestic Product 

Health Management Information System 

IYCF 

KRA 

Infant and Young Child Feeding 

Key Results Area 

NCD Non Communicable Disease 

NDOH National Department of Health 

NNP National Nutrition Policy  

NNS National Nutrition Survey 

NSAP Nutrition Strategic Action Plan  

MTDP 

PLHIV 

PHA 

Medium Term Development Plan 

People Living with HIV 

Provincial Health Authority 

PNG Papua New Guinea  

SAM Severe Acute Malnutrition 

SBCC Social and behaviour change communication 

SUN Scaling Up Nutrition 

UNICEF United Nations Children’s Fund 

WASH Water, sanitation and hygiene 

WHO World Health Organization 

 

  



 
 

Section I: Undernutrition in PNG 
 

I. Investing in nutrition is critical for human capital formation and economic growth 
 

Undernutrition is the single largest factor contributing to the deaths of young children. It increases 

the mortality risk associated with the major killers of children (respiratory infections, diarrhoea, malaria, 

measles and other infectious diseases). Nearly one-half of all infant deaths are attributable to undernutrition 

(1). It holds back the development of full human potential and is responsible for more ill health than any 

other cause. Put simply, good health is not possible without good nutrition. The repercussions of child 

stunting are far-reaching—affecting educational attainment, workforce capacity and productivity, and adult 

wages—and culminate in decreased likelihood that children will escape poverty as adults. (2-6). 

 

The first 1,000 days from conception to 

age 2 years are the most critical to 

reduce stunting. This window of 

opportunity to improve nutrition is very 

short. Much of the impact of 

undernutrition occurs during pregnancy 

and in the first two years of a child’s life. 

Without appropriate interventions, the 

damage to physical and cognitive 

development, future economic 

productivity and to human development is 

largely irreversible (4). Given practical 

difficulties with identifying pregnancies 

early, adolescence is another potential 

window of opportunity to improve 

women’s pre-pregnancy health and 

nutrition as part of a lifecycle approach. 

 

The consequences of child stunting, or low height for age, are far-reaching and its costs to human 

and economic development are high. Stunting, the indicator of chronic undernutrition, is a measure of 

human capital. Beyond physical growth failure, stunting also affects brain development and cognition and 

has lifelong impacts. The linkages from nutrition status to long-term well-being are clear, and consequently 

stunting prevalence is regarded not only as a measure of long-term undernutrition but a marker for national 

economic growth potential. It affects educational attainment, workforce capacity and productivity and adult 

wages—and culminates in decreased likelihood that children will escape poverty as adults. The annual loss 

in GDP associated with malnutrition can be up to 12% in poor countries, primarily as a result of deficits in 

cognitive development (2-6). It is estimated that malnutrition in all its forms could cost society up to USD 

3.5 trillion per year, with overweight and obesity alone costing USD 500 billion per year (7,8). Indirect 

losses are associated with deficits in cognitive development and schooling, and increased costs of health 

care. In terms of human development, malnutrition (stunting) in early years is linked to a 4.6cm loss of 

height in adolescence, 0.7 grade loss of schooling and 7-month delay in starting the school (10).  

 

The returns on investing in reducing undernutrition are high. In 2015, 159 million children globally 

were stunted in their physical and cognitive development, yielding poor learning outcomes and, eventually, 

premature death and disability with significant long-term economic consequences. Nutrition investments 

support poverty reduction efforts and have the potential to augment GDP in developing countries by at 

least 2-3 percent (10). One case of stunting averted 21 percent of GDP per capita based on estimates of the 

impact of childhood stunting on adult wages (11). 

 

Box 1: Indicators of undernutrition 

The three key indices of physical growth used as measures 

of child undernutrition are: 

 

Stunting or low height-for-age representing chronic 

undernutrition; 

Underweight or low-weight-for age representing a 

combination of long-term and immediate-term 

undernutrition; and 

Wasting or low weight-for-height, representing acute 

under-nutrition. 

 

Each of the above indicators is expressed in standard 

deviation units (Z-scores) from the median of the reference 

population (below two standard deviations of the mean for 

each respective measure) 

 



 
 

II. Multisectoral efforts are required to improve nutrition outcomes 
 

The causes of child undernutrition are multiple and span many sectors. There are two immediate 

causes of child undernutrition: (i) Nutrient intake: not having enough, or the right kinds of, food intake; 

and (ii) Burden of infectious disease, which influences the body’s energy needs and ability to absorb and 

store nutrients. In turn, nutrient intake is influenced by several factors including child care and feeding 

practices, food availability and security, while the burden of infectious disease is affected by environmental 

factors, particularly water supply and sanitation, hygiene practices and the availability and utilization of 

health services. Underlying these are social and institutional factors including gender equity, and economic, 

institutional and political factors that contribute to economic growth, a key enabler of pro-nutrition 

interventions, and influence public policy, political willingness and institutional capacity to mount an 

effective response to undernutrition. 

 

Figure 1: Pathways to reduce child undernutrition (1) 

 

Since the determinants of undernutrition span many sectors a multisectoral response is required to 

address stunting. As the underlying drivers of nutrition status are multisectoral ─ spanning agriculture, 

social protection, health, WASH, and education ─ so too must be the interventions to address them. (12).  

There is strong evidence of a package of nutrition interventions that address the immediate determinants of 

foetal and child nutrition and development spanning the first 1,000 days from pregnancy through the child’s 

first 24 months to improve nutrition outcomes. These interventions, termed nutrition-specific interventions, 

while effective would result in a decrease of only 20% in global stunting if implemented at 90 percent 

coverage. (13,14,4). Furthermore, faced by widespread structural, financial, and capacity constraints, most 

countries are nowhere near achieving 90% coverage of the package of essential nutrition services. 

Nutrition-specific interventions are simply not enough to reach global targets for stunting reduction. 

(4,13,15)  

 

To achieve ambitious nutrition and human development goals, nutrition specific interventions must 

be complemented by nutrition sensitive interventions. In order to get beyond the potential 20% 

reduction in stunting afforded by nutrition-specific intervention–we must increase our capacity to translate 

nutrition-sensitive principles into practice across all key sectors. Nutrition-sensitive interventions target the 



 
 

underlying determinants of undernutrition such as poverty, food insecurity, access to health care, water and 

sanitation services and call for applying a nutrition lens to existing sector interventions with a view to 

improving their impact on nutrition outcomes (15). These initiatives to address nutrition can strengthen 

nutritional outcomes in three ways: i) Accelerating action on determinants of malnutrition; ii) Integrating 

nutrition considerations into programs in other sectors, which may be substantially larger in scale; and iii) 

Increasing ‘policy coherence’ across sectors. (16) 

 

Interventions in a number of key sectors can contribute to reduce stunting. Health, agriculture and 

food security, social protection (especially social safety nets), poverty reduction (although it is not a 

traditional “sector”), education (especially girls’ education), water and sanitation are the key sectors that 

can contribute to improved nutrition. Gender and governance issues are crosscutting across several of these 

traditional sectors and need special consideration. Factors of success common across all sectors include: 

an explicit design focus on making an impact on nutrition, being informed by an evidenced-based theory 

of change; high-quality implementation that is true to its design; addressing multiple pathways; and 

incorporating well-designed and well-implemented behaviour change communication (BCC) (12). Figure 

1 depicts how nutrition-specific and nutrition -sensitive interventions effect nutrition outcomes. 

 

III. Reducing stunting is an urgent priority in PNG 
 

Stunting and other forms of child undernutrition are unacceptably high in PNG. With almost every 

second child being stunted (48.2 percent of children under five years of age are stunted), PNG has the 

fourth highest child stunting rate in the 

world with a rate that is more than double 

the global average and the second highest 

prevalence of stunting in the East Asia 

Pacific region, double that of other 

countries with comparable GDP per 

capita.  ‘Hidden hunger’ or micronutrient 

deficiencies are also rampant. 25 percent 

of children aged 6 to 59 months have 

vitamin A deficiency and 48 percent are 

deficient in iron (National Nutrition 

Survey 2005)(17). 

 

While stunting rates are the highest 

among children from poor households, 

they are not insignificant among 

children from wealthier households. 

Regional differences are also 

significant.  Around 28 percent of the children in the country are underweight and 5-15 percent are wasted. 

The burden of stunting is highest amongst the poorest quintile (55 percent). However, stunting rates 

amongst the richest quintile are also high (36 percent) clearly indicating that stunting is a problem that 

spans wealth quintiles. The Highlands region has the highest prevalence of stunting (58 percent), while the 

Islands Region has the lowest rate of stunting at 38.1 percent.  

 

Stunting and other forms of child undernutrition in PNG impose a high economic cost. The costs of 

undernutrition in PNG are now gaining increasing attention. A recent report estimated the economic costs 

of undernutrition to PNG’s economy at USD 508 million (2.81 percent of its annual GDP) in the financial 

year 2015-16 (18). These costs are inflicted through three main pathways: i) losses in productivity from a 

reduction in labor force due to increased childhood mortality , estimated at USD 46 million (0.26 percent 

of GDP); ii) losses in potential income and productivity from poor physical status and reduced cognitive 

function, estimated at USD 459 million (2.54 percent of GDP); and iii) losses from increased health care 

expenditure in treating diseases associated with childhood. This significantly exceeds PNG’s budgeted 

Figure 2: Stunting by GDP per capita 

 

 

 

 

 

 

 

 

Source: World Development Indicators 



 
 

expenditure for 2017 for both the health sector and education sector (USD 385 million and USD 366 

million, respectively) (19). 

 

Stunting is eroding PNG’s growth, development and quality of life: A child born in PNG today will be 

only 38 percent as productive as she could be. Evidence shows that a child will suffer long-lasting 

cognitive and physical impairments if they are undernourished in the first 1000 days of life. Estimates 

suggest stunting contributes to as much as 76 percent of under-five deaths in PNG. Addressing stunting is 

therefore critical to build human capital and unleash the productive potential of PNG’s young and growing 

population. Undernourished mothers are three times more likely to have stunted children, contributing to 

an intergenerational cycle of poverty and inequity. Furthermore, every dollar spent on nutrition in the first 

1,000 days of a child’s life can yield a saving of an average $45 - $166 over the course of a citizen’s life 

(4). 

 

A young and growing and population, high rate of poverty and high rates of under and 

unemployment underscore the importance of human capital to PNG’s future.  53.8 percent of the 

population were 25 and under, (2011 census) 18 percent between the ages of 15-24. The youth bulge, and 

high population growth (3.1 percent per annum), has increased pressure on service delivery and will 

continue to do so as the population ages. Investing in PNG’s young population will support future growth 

and development. Improvements in human capital will further assist the 38 percent of the population who 

live below the international poverty line of $1.90 per day (20).  

 

IV. PNG has committed to addressing its high burden of undernutrition and stunting 
 

High-level commitment to nutrition in PNG, a Human Capital Project Early Adopter, has increased 

considerably in recent years, and PNG is committed to a multisectoral response. PNG is a member of 

the Scaling Up Nutrition movement.  The recently adopted multisectoral National Nutrition Policy, 2016-

2026, frames nutrition as a core development issue. The institutional responsibility for nutrition now rests 

with the Department for National Planning and Monitoring. As a central agency, the Department of 

National Planning and Monitoring has considerably greater leverage to lead and coordinate actions across 

sectors than a line Ministry. The recently launched Medium Term Development Plan III (MTDP III 2018-

2022) includes an ambitious target to reduce stunting among children under 5 years from current levels of 

48 percent to less than 30 percent by 2022. PNG is a Human Capital Project Early Adopter, with the Deputy 

Prime Minister designated the country’s human capital champion (16). 

 

Despite this commitment, the current state of response to undernutrition in PNG needs to be 

strengthened considerably to meet the country’s ambitious targets for stunting reduction.  There are 

opportunities to improve policy coherence for nutrition. MTDP III clearly identifies the reduction of 

stunting as a policy priority. Undernutrition is positioned as a food security concern in MTDP III, however, 

although its causes in PNG extend well beyond food security. This points to the importance of advocacy to 

position nutrition appropriately as a core development issue with causes that extend across multiple sectors, 

and to sensitize key actors at national and sub-national levels. At the implementation level, a multisectoral 

response to address undernutrition is not yet in place, although the National Nutrition Policy presents clear 

guidance on this front.  

 

 

 

 

 

 

 

 

 



 
 

 

Box 2: PNG’s multisectoral approach to nutrition (17) 

The National Nutrition Policy draws together a multi-sectoral response to address  

malnutrition in PNG. The objectives of this policy are: 

 

Objective 1: Strengthen nutrition governance, coordination, communication, partnerships and research to 

effectively plan, implement, monitor and evaluate nutrition activities across sectors. For successful 

implementation of the policy all the members acknowledge and embrace their responsibility. Stakeholders 

at all levels from the community to the national level, including the public sector (sectoral ministries and 

institutions, regional secretariats and local government authorities), higher learning and training 

institutions, professional bodies, private sector, development partners, civil society, media and the 

community. 

Objective 2: Improve nutrition capacity including pre-service training, cross sector in-service training, 

supportive supervision, work force development, career structures and operational resources. This would 

be achieved by developing national pre-service (including undergraduate and postgraduate) training in 

nutrition and dietetics, developing criteria for national registration of nutritionists and dietitians and 

ensuring that nutrition is adequately covered in existing health and other courses delivered by all training 

institutions. 

Objective 3: Implement and strengthen interventions to prevent, control and treat under nutrition, including 

low birth weight, stunting, wasting and underweight across the lifecycle (focusing on adolescents and 

women of childbearing age, pregnant and lactating women, children under 5, pre-school and primary school 

children. 

Objective 4: Strengthen interventions to prevent and control micronutrient deficiencies including iron, 

vitamin A, iodine, zinc and other micronutrient. 

Objective 5: Implement interventions to prevent and control overweight and obesity to reduce the risk of 

diet related lifestyle diseases. To prevent, control and treat under nutrition, including low birth weight, 

stunting, wasting and underweight across the lifecycle (focusing on adolescents and women of childbearing 

age, pregnant and lactating women, children under 5, pre-school and primary school children). Health, 

Education, Agriculture &Livestock, Community Development sectors shall develop and implement 

comprehensive strategies to prevent and manage under nutrition, specifically stunting, wasting, low birth 

weight, and low BMI among women. 

Objective 6: Strengthen interventions to prevent and control malnutrition among vulnerable groups, in 

particular, people living with HIV (PLHIV), TB, mental illness and disabilities, and people living in 

institutions.  

Objective 7: Strengthen interventions that protect resilience and support recovery of households from the 

impact of nutrition emergencies and other vulnerabilities 

 

 

 

 

 



 
 

Section II: Health and Undernutrition in PNG 

 

V. Nutrition and health are inextricably connected and nutrition is central to meeting 

health sector goals 
 

Nutrition is central to meeting the health sector’s goals, as well as Sustainable development Goals 

(SDGs) 2 and 3. Good nutrition is a pre-requisite for good health, and good health is essential for 

nutrition. Undernutrition is the single biggest contributor to child mortality, and one of the world’s most 

serious health challenges. While poor nutrition in all its forms leads to poor health, chronic undernutrition 

or stunting, indicated by low height for age leaves individuals underweight, weakened, and vulnerable to 

infection. (21). Equally, health is important to achieving nutrition, and poor health exacerbates 

undernutrition and increases the risk of being stunted. (21).  
 

The pathways from health to nutrition are well understood and the evidence of the interaction is 

strong. Malnutrition and disease are inextricably 

linked with bi-directional pathways in a “vicious 

cycle” (Figure 3). For example, malaria frequently 

causes iron deficiency and anemia, measles and 

diarrheal infections increase the body’s vitamin A 

requirements and can precipitate severe forms of 

deficiency (e.g., blindness), parasitic infections 

(e.g., hookworm) cause iron deficiency and anemia 

both bacterial and parasitic infections can reduce 

absorption of vitamin A from the gut. Infections 

often suppress appetite and decrease the amount of 

food that is consumed, leading to lack of catch-up 

growth, weight loss, and micronutrient deficiencies 

and maternal infections and poor health (e.g., 

HIV/AIDS, depression) that limit the ability of 

women to care properly for their children. Disease 

exacerbates malnutrition by causing nutrition 

depletion (through diarrhoea, malabsorption, loss of 

appetite, and diversion of nutrients for the immune response) and further damage to the immune system. 

(21). Good nutrition protects individuals against fatal and nonfatal infections. (21). The reverse linkage 

from poor health to poor nutrition operates primarily through changes in metabolism, malabsorption, and 

appetite loss, as well as behavioral changes affecting feeding practices. The relationship between poor 

nutrition and health status operates largely through a compromised immune system, due to micronutrient 

deficiencies and growth failure. The reverse linkage — from poor health to poor nutrition — operates 

primarily through changes in metabolism, malabsorption, and appetite loss, as well as behavioural changes 

affecting feeding practices. (21).  

 

 

VI. The evidence based interventions delivered through the health sector to reduce 

undernutrition is strong and well known 

 
A globally recognized package of ten evidence-based cost-effective health sector interventions to 

reduce undernutrition exists. There is a globally recognized cost-effective package of nutrition-specific 

interventions. Nutrition specific interventions address the immediate determinants of foetal and child 

nutrition and development spanning the first 1,000 days from pregnancy through the child’s first 24 months. 

(4,15,16). It is estimated that this package when delivered at 90% coverage in countries with a high burden 



 
 

of undernutrition will result in a decrease of 20% in global stunting (13,15).These interventions are largely 

delivered during contact points with the health system such as antenatal and postnatal care, well and sick 

child services, or community-based health outreach services.  

 

The health sector is also best placed to reach target populations in the critical first 1,000 days of life 

window for intervention. The highest priority target populations for nutrition are pregnant women and 

children from 0 to 24 months, i.e., before they begin schooling. (4,15,16). These groups are also the priority 

targets for many public health interventions, e.g., antenatal care, immunization.  

 

The health sector has a stewardship role to play in mobilizing multisectoral action for nutrition. Even 

for interventions such as fortification of foods with micronutrients (e.g., salt iodization and fortification of 

staple foods with iron and other micronutrients), not directly under the health sector. The health sector still 

has a stewardship role to play in terms of policy development and enforcement of guidelines and regulations 

that are in line with international standards. (22)  

 

VII. Delivering nutrition-specific interventions at scale necessitates strong health systems 

and an explicit focus on integrating nutrition 
 

Weak health systems are the main constraint to reducing undernutrition through direct nutrition 

interventions. Although the evidence base on ‘what works’ to reduce undernutrition is clear and the role 

of the health sector in reducing undernutrition is well known and accepted, what is often lacking is the 

capacity to deliver interventions at scale and at sufficient quality levels. All of the challenges that constrain 

the achievement of universal health coverage also constrain the delivery of direct nutrition services.  

Amongst others, these include: crucial elements of knowledge on nutrition counselling missing in the 

training. 

An explicit focus on integrating nutrition in health systems is critical to ensure universal health 

coverage of direct nutrition interventions. Health systems strengthening programs can reduce 

undernutrition through increased coverage of 

direct nutrition services at adequate levels of 

quality. Two of the six building blocks of the 

2007 WHO Health Systems Strengthening 

Framework for Action ─ delivery of health 

services and medical products ─ are directly 

relevant to direct nutrition services. The 

remaining four building blocks offer 

opportunities to affect nutrition and health 

outcomes indirectly through a high-performing 

workforce, a good health financing system, a 

well-functioning information system, and 

adequate leadership and governance of the health 

system. (23). 

 

 

 

 

 

 

 

 

 

 

Box 3. The ten nutrition specific interventions across 
lifecycle 
1. Adolescent health and preconception nutrition 

2. Maternal dietary supplementation – Calcium, 

vitamin A, Iron, folate and Iodine 

3. Micronutrient supplementation or fortification – 

Iron Iodine, vitamin A, Zinc, folate 

4. Breastfeeding and complementary feeding  

5. Dietary supplementation for children – zinc, iron, 

Vit A,  

6. Dietary diversification  

7. Feeding behaviours and stimulation  

8. Treatment of severe acute malnutrition  

9. Disease prevention and management  

10. Nutrition interventions in emergencies 

 



 
 

Table 1. Integrating nutrition in health systems strengthening (23)  

 

WHO Health Systems Building Blocks Opportunities to integrate nutrition 

Health Services  

Delivery of effective, safe, quality health 

interventions.  

 

 Integrate nutrition into health services at all levels of care, i.e., 

community, primary, secondary, and tertiary  

 Leverage common health platforms to deliver direct nutrition 

interventions (e.g., public health campaigns, such as child health days, 

(2) routine health service contacts and well-child health contacts, (3) 

sick child contacts, (4) community outreach, (5) antenatal care contacts, 

(6) intrapartum and postnatal care, and (7) emergency health services) 

 Use community systems to extend nutrition services and messages 

to the most vulnerable populations  

 

Health Workforce  

Sufficient staff that are fairly distributed, 

competent, responsive, and productive.  

 

 Use community systems such as health worker networks to extend 

nutrition services and messages to the most vulnerable populations  

 Build capacity of health staff to assess malnutrition and understand 

key nutrition messages and issues  

 

Health Information  

The production, analysis, dissemination, 

and use of reliable and timely information 

on all aspects of health.  

 

 Implement nutrition surveillance activities, e.g., for acute 

malnutrition in high burden countries  

 Regularly collect anthropometric indicators (for example height, 

weight, mid-upper arm circumference) to inform policymaking and 

resource allocation  

 

Medical products, vaccines, 

technologies  

Equitable access to essential medical 

products, vaccines, and technologies.  

 

 Ensure adequate procurement and stock of nutritional supplies and 

medicines across all types of health structures  

 

Health Financing  

Adequate funding for health, while 

providing incentives for efficiency.  

 

 Ensure adequate levels of financing to achieve universal health 

coverage 

 Consider results-based financing mechanisms to improve demand 

for and supply of quality direct nutrition services (e.g., pay-for-

performance targeted at the supply side, conditional cash transfers to 

increase uptake of services) 

 Include basic and essential nutrition services in insurance 

mechanisms  

 Use external and unplanned events (crises) to increase funding for 

nutrition e.g., Horn of Africa drought leading to increased aid for 

nutrition activities  

 

Leadership and governance  

Existence of strategic policy frameworks, 

combined with effective oversight, 

regulation, and accountability.  

 

 Develop and implement nutrition policies and guidelines, e.g., 

national nutrition policy, policy/guidelines for community 

management of acute malnutrition (CMAM), food fortification 

legislation, adherence to International Code for Marketing of 

Breastmilk Substitutes  

 Implement quality assurance/monitoring and evaluation of national-

level nutrition-specific guidelines and legislation, e.g., salt iodization  

 



 
 

The experience of countries that have achieved substantial and rapid reductions in stunting point to 

the important role that community involvement and mobilization could play. The experiences of Peru, 

Thailand, Brazil and Vietnam point to the importance of making the invisible problem of stunting visible 

to communities and engaging communities in health promotion, monitoring nutrition status and improving 

access to health, nutrition, population and education services (see program guidance brief on country 

success stories) (24-30). As indicated in table 1, community health workers or volunteers, when adequately 

and regularly supported through the formal health system, can act as catalysts to expand access to direct 

nutrition services particularly in remote rural settings.  

 

VIII. Recommendations for reducing undernutrition through health sector interventions 
 

Ensure the delivery of direct nutrition interventions through the health sector. Of the package of ten 

nutrition interventions identified in the Lancet, eight are delivered through the health system. Two of the 

interventions that form part of the package of ten interventions, i.e., calcium supplementation in pregnancy 

and energy-protein supplementation in pregnancy, are not delivered through the health system in PNG. 

(Health policy 24). However, the quality and coverage of these is very weak and will need considerable 

strengthening. For example, between 2012 and 2016, utilization of outpatient services in PNG has oscillated 

between 1.23 and 1.28 outpatient visits to a health facility per person per year. (31). Under 50 percent of 

women are covered by modern methods of family planning, only 55 percent of pregnant women received 

at least four antenatal care (ANC) check-ups, and immunization coverage rates are extremely low and 

declining. In 2016, only 36.4 percent of children under 1 were immunized against measles and less than 35 

percent received the third dose of the pentavalent vaccine. (32) 

 

The NDOH has an important role in achieving each of the seven objectives of the National Nutrition 

Policy, 2016-2026. The NDOH was instrumental in PNG’s joining the scaling up nutrition (SUN), a global 

movement which unites governments, civil society, businesses and citizens in a worldwide effort to end 

undernutrition. (10) The NDOH has also played a leadership role in the development of the National 

Nutrition Policy (NNP) and the multisectoral direction it embraces. (17). Furthermore, the health sector is 

the implementer for all actions linked with objectives 3,4, 5, 6 and 7. Objective 2 falls also predominantly 

in the health sector, and objective 1 will require support from the health sector. (17). 

 

Table 2: Key Nutrition Strategic Action Plan (NSAP) and NNP objectives where the health sector 

can contribute 

 NNP key objectives Health Sector Contribution NSAP strategic 

directions 

Objective 1: Strengthen nutrition governance, coordination, 

communication, partnerships and research to 

effectively plan, implement, and monitor and evaluate 

nutrition activities across sectors. 

Improved nutrition 

governance and 

multisectoral 

coordination 

Objective 2 Improve nutrition capacity, including pre-service 

training, cross-sector in-service training, supportive 

supervision, workforce development, career 

structures, and operational resources and research. 

Capacity building 

Objective 3 

 

 

 

 

Objective 4 

 

Implement and strengthen interventions to prevent, 

control and treat undernutrition, including low 

birthweight, stunting, wasting and underweight across 

the life cycle. 

Implementation of 

essential nutrition 

interventions 



 
 

 NNP key objectives Health Sector Contribution NSAP strategic 

directions 

 

 

Objective 5 

 

 

Objective 6  

 

 

 

Objective 7 

Strengthen interventions to prevent and control 

micronutrient deficiencies including iron, vitamin A 

and iodine. 

Implement interventions to prevent and control 

overweight and obesity to reduce the risk of diet-

related lifestyle diseases. 

Strengthen interventions to prevent and control 

malnutrition among vulnerable groups ─ people living 

with HIV, tuberculosis, mental illness and disabilities, 

and people living in institutions. 

Develop or strengthen interventions that protect 

resilience and support recovery of households from 

the impact of nutrition emergencies and other 

vulnerabilities. 

 

To operationalize the multisectoral policy, enhance the NDOH’s nutrition stewardship role. For 

example, one of the core elements of the NNP is to support the establishment of skilled labour force in 

nutrition extending beyond the health sectors to also include education, agriculture and community 

development. (17) Given its expertise and understanding of nutrition, Health is well positioned to lend 

stewardship to build such capacity in other sectors that have as yet no experience with, or capacity  to 

deliver nutrition-related interventions. Furthermore, currently, nutrition is included under the family health 

branch in the NDOH and the NNP proposes that nutrition be restructured and revived as a separate branch 

of the health system from district to national levels. This will help to raise the profile of nutrition. While 

DNPM is the main lead entity for the operationalization and monitoring of the NNP, given the technical 

expertise within the Health sector, along with other technical experts and development partners, the sector 

could lend stewardship to the development of appropriate in-service training packages for all sectors. (17)  

Ensure integration of nutrition into the National Health Plan under development. The development 

of a nutrition strategy by each of the departments (Health, Education, Agriculture & Livestock, Community 

Development) is one of the next steps recommended in the NNP. As NDOH does so, it will be important 

to ensure its full integration with the forthcoming National Health Plan. The current National Health Plan 

(33) emphasizes a ‘back to basics’ approach to provide strengthened primary health care for all and 

improved service delivery for the rural majority and urban disadvantaged. This reflects the ongoing need 

to rehabilitate the foundations of the primary health care system to achieve objectives across eight key 

results areas (KRAs). Full integration of the nutrition strategy and actions might warrant an update of the 

current policy to position nutrition as a key element of the health services. (33) 

 

Effectively integrate nutrition throughout the health system as also noted in the NNP. In addition to 

the broad guidance in the NNP, the health sector could draw upon the guiding principles in Box 6 below 

as well as table 1 outlining guidance on integrating nutrition considerations throughout the health system. 

 

PHA leadership, and strong technical collaboration between NDOH, PHAs and other actors at the 

provincial level and below, will be critical in ensuring the delivery of nutrition-specific interventions 

and catalysing nutrition actions. As the responsibility for ensuring the delivery of primary health care 

services rests with PHAs, their leadership role in expanding access to and quality of health and nutrition 

services is vital, as well as in ensuring the integration of nutrition throughout the health system from 

hospital and clinic to communities.  



 
 

 

 

  

Box 6: Guiding Principles on Strengthening Delivery of Nutrition-specific Services (22) 

 

1. Interventions should be prioritized based on (a) what the primary nutrition problems are 

within a country or local context, and (b) the existing human and institutional capacity to 

implement health and nutrition programs.  

2. Capacity building and training is critical at the community, clinic, educational (pre- and in-

service) and national policy level. Capacity includes knowledge and motivation of health care 

workers, adequate staffing and physical space to deliver services, and supply chains for just-in-

time delivery products, equipment and maintenance. Programs that increase demand for a 

certain health or nutrition product (e.g., iron folic acid supplements for pregnant women), must 

ensure that the supply of commodities will meet increased demand.  

3. Community acceptance at a minimum, and ideally community participation in nutrition 

activities are important for effective uptake of interventions. Knowledgeable local health staff 

and/or formative research can assess the cultural acceptability of interventions and how they 

can work within existing norms for maximum comprehension and acceptability.  

4. Community health workers, especially those who are paid and trained, comprise an essential 

avenue for the expansion and delivery of nutrition services, particularly in terms of reaching 

the most vulnerable and geographically isolated populations.  

5. What gets measured gets managed — or more accurately — only what gets measured has a 

chance of being managed. Nutrition indicators, such as micronutrient program coverage 

indicators and nutritional status indicators, should be a part of HMIS systems and regularly 

compiled at levels where prompt action can be taken to improve delivery. Measuring nutrition 

can also generate political support for addressing demonstrated problems.  
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