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The health care system in Papua New Guinea is fragile, and surveillance systems infrequently meet international
standards. To strengthen outbreak identification, health authorities piloted a mobile phone–based syndromic surveillance system and used established frameworks to evaluate
whether the system was meeting objectives. Stakeholder
experience was investigated by using standardized questionnaires and focus groups. Nine sites reported data that
included 7 outbreaks and 92 cases of acute watery diarrhea. The new system was more timely (2.4 vs. 84 days),
complete (70% vs. 40%), and sensitive (95% vs. 26%) than
existing systems. The system was simple, stable, useful,
and acceptable; however, feedback and subnational involvement were weak. A simple syndromic surveillance
system implemented in a fragile state enabled more timely,
complete, and sensitive data reporting for disease risk assessment. Feedback and provincial involvement require improvement. Use of mobile phone technology might improve
the timeliness and efficiency of public health surveillance.

P

apua New Guinea has been described as a fragile state
(1). Health care systems in such settings are characterized by limited infrastructure, lack of equity, management capacity issues, and inadequate disease information
(1). In Papua New Guinea, insufficient investment by
government, weak management and leadership capacity,
and an inadequate number of health care personnel play a
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crucial role in the suboptimal performance of the health
care system (2). Despite these limitations, the country is
working toward reaching the minimum requirements of
disease surveillance for the International Health Regulations (IHR 2005) (3).
Health indicators for Papua New Guinea illustrate
some of the country’s challenges: 87% of the population
lives in rural areas, the number of primary health care facilities has decreased by 40% over 20 years (2), and only 3%
of roads are paved. The average life expectancy is 53 years,
and the maternal mortality rate of 733/100,000 live births is
likely underestimated. Communicable diseases remain the
primary causes of illness and death in all age groups, and
outbreaks are frequently reported. Lack of health system
access and preparedness are particular problems in remote,
rural settings (4,5), whereas migration to informal, periurban settlements and weak infrastructure have been identified as risk factors for disease outbreaks in urban areas (6).
When compared with other countries in the region, Papua
New Guinea often sees more severe effects from outbreaks
of commonly occurring pathogens, particularly in remote
settings (4,7–11). Special populations, such as internally
displaced persons, may be particularly vulnerable to disease outbreaks.
The Papua New Guinea National Health Information
System (NHIS) monitors trends for public health syndromes (12); in recent years, the Hospital Based Active
Surveillance (HBAS) system has been the cornerstone of
surveillance for suspected cases of measles, poliomyelitis, and neonatal tetanus (13). However, the surveillance
system for diseases targeted for elimination or eradication is not achieving globally established performance
targets (14), and systems for the timely monitoring of endemic diseases, such as diarrheal diseases, are also weak
(15). Syndromic surveillance offers a useful adjunct to
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diagnosis-based disease surveillance in developing countries (16) and has recently been successfully implemented in the Pacific region (17). These systems can be used
to detect outbreaks early, to follow the magnitude and
geographic distribution of outbreaks, to monitor disease
trends, and to provide reassurance that an outbreak has
not occurred (1).
The use of mobile technology to support the achievement of health objectives has the potential to transform service delivery globally (18). Electronic reporting of infectious disease surveillance data has been shown to improve
both timeliness and completeness of reporting (19). Health
information systems are potential benefactors of mobile
health solutions for accelerating vital event monitoring in
the Asia-Pacific region (20). In recent years, greater competition within the communications sector has dramatically
increased mobile phone network coverage in Papua New
Guinea (21). After the delayed detection of serious outbreaks with high mortality rates in rural areas (4,5,9), including an ongoing nationwide cholera outbreak for which
the timeliness of surveillance was poor, Papua New Guinea
health authorities piloted a mobile phone–based syndromic
surveillance system (MOPBASSS) for timely outbreak detection. We describe the system, evaluate its attributes, and
determine whether it met its objectives.
Materials and Methods

Health System

Papua New Guinea’s population is unevenly distributed among 4 regions; almost 40% of the population lives
in the highlands region. The country’s 20 provinces operate
within a decentralized health system (22). National health
authorities have overall responsibility for health care policy
and standards, providing technical advice, coordination of
the health information system, health planning, and data
systems (22). Primary health care is the responsibility of
provincial governments, and provincial hospitals report to
the national level (2). Health services are provided through
a system of community aid posts, health centers and subcenters, and district and provincial hospitals, as well as a
national referral hospital.
Since 1989, national health authorities in Papua New
Guinea have monitored the performance of the health system by using the computerized NHIS (23). By 2002, this
passive system was centrally managed and regarded as providing quality data for health care monitoring and planning,
with links across all health system levels (12). Data relevant to health management and disease control programs
1812

HBAS System

Since the late 1990s, a hospital-based surveillance
system has been in use in Papua New Guinea (13) and
has monitored suspected cases of measles, neonatal tetanus, and acute flaccid paralysis (AFP). This zero-reporting
system, in which designated reporting sites report even if
there are 0 cases, is driven by surveillance officers from
the provincial health authorities, who visit the provincial
hospitals to review registers and discuss recent patient illness manifestations (signs and symptoms) with the treating
clinicians. The forms are compiled monthly and become
the documentary evidence to determine if surveillance targets are met and whether poliomyelitis can be excluded as
the cause of AFP cases (13). The sensitivity of this system
is suboptimal, and global performance targets are not routinely met (14).
Events-based Surveillance System

System Descriptions

NHIS

are collected monthly on paper-based health records from
each health center and sent through the district health office
to the provincial health office, where the data are entered
into a database. The system then calculates percentages
using census population data as denominators to provide
analysis of disease outbreak and trends (12). Hard-copy
and electronic data are sent to the national level, where they
are re-entered and cleaned before being integrated into the
national system. While reporting completeness is strong
(24), data timeliness and accuracy are not (25).

Information about events (e.g., disease outbreaks,
clusters of deaths in humans or animals) that are a potential
risk to public health is collected, verified, and assessed by
using ad hoc reports transmitted through the health system
but also by recording rumors and reports identified through
informal channels. Documentation of risk assessments began in 2009.
MOPBASSS

The MOPBASSS used in Papua New Guinea was
tested in 2 health centers in Port Moresby in 2010, then
piloted nationwide during epidemiologic weeks 17–26 during 2011. A 2-stage randomization process first selected the
participating provincial, then district, outpatient settings (3
provincial hospitals and 7 district health centers) to participate as reporting sites. The pilot intervention included
the provision of data collection tools, a 1-day on-site training, sample collection materials, guidelines, and mobile
phones. Ethical approval to conduct the pilot was granted
by the Medical Research Advisory Council of Papua New
Guinea (MRAC 10.23).
The MOPBASSS information flow is detailed Figure
1. Table 1 lists the system objectives and syndromes under
surveillance.
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10 sites and public health staff from the 3 provinces participated in focus group discussions. Ten stakeholders (77%)
completed the self-administered evaluation survey. Attributes associated with public health event detection were
defined as follows:
• Sensitivity—the number of measles cases
reported through MOPBASSS compared with
the HBAS and NHIS.
• Timeliness—the average number of days
reporting delay through MOPBASSS compared
with the NHIS.
• Validity—the accuracy of the system to detect
outbreaks, measured by comparing reports across
systems, including laboratory surveillance data.
• Data quality—the completeness of information
recorded in the online database as reported by
stakeholders compared with data in the paperbased collection tool.
• Representativeness—the extent to which the
system accurately described the distribution of
acute public health events in the population.
System Experience

Figure 1. Information flow for mobile phone–based syndromic
surveillance system (MOPBASSS) pilot program, Papua New
Guinea, 2011. SMS, short message service.

Public Health Event Detection

MOPBASSS data were extracted from the online database, and analyses were performed to describe outbreak
detection and user experience. Comparisons were made
between MOPBASSS and the NHIS, HBAS, and measles
laboratory databases and included the average reporting
delay (in days), the completeness of reporting, and the
number of measles cases (a frequently reported syndrome
common to all 4 systems). The accuracy of data transcription from forms to the database could only be measured
at the site that provided usable data at the pilot evaluation
meeting. Where no surveillance feedback bulletins were
available to make data comparisons with existing systems
at week 26, comparisons were made by using data from
the next available bulletin so that data could be compared
across all systems. Qualitative and quantitative methods were used to evaluate the system, using established
frameworks (26,27).
Nine facilities submitted weekly data through
MOPBASSS during the pilot phase. Clinical staff from the

Qualitative investigations were conducted to describe
the system and stakeholder experience by using standardized, self-administered questionnaires and stakeholder focus group discussions conducted by persons experienced
in the methodology. Stakeholders included surveillance
focal points from the 10 sites (outpatient nurse coordinators and 1 pediatrician), disease control staff from the 3
provincial health offices, and national surveillance staff.
Data collection included information on training, the online database, case investigation and diagnosis, reporting
using mobile phones, and surveillance guidelines. Attributes associated with system experience were defined
as follows:
• Acceptability—the self-reported willingness of
stakeholders to further engage with MOPBASSS,
as well as indirect measures, including the
timeliness and completeness of reporting.
• Stability—the consistency of the system in
providing access to public health intelligence,
measured by the number of times the system was
unable to provide access to data.
• Usefulness—the extent to which stakeholders
reported MOPBASSS contributes to public
health.
• Portability—user perceptions on how easily the
system could be established in another setting.
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• Costs—the US dollar amount to establish the
piloted system.
Results
Public Health Event Detection
Sensitivity

Using NHIS as reference, we found that MOPBASSS
was more sensitive at detecting measles cases than the
HBAS (95% vs. 26%) (Table 2). However, the low number of notifications for the condition “prolonged fever” in
MOPBASSS compared with a similar syndrome (malaria)
reported in the NHIS indicate the sensitivity for detection
of this syndrome may be low.
Timeliness

The MOPBASSS average weekly reporting delay was
2.4 (range 0–52) days (Figure 2), compared with 84 days
for the NHIS. Of the 156 MOPBASSS weekly reports, 105
(67%) were submitted on the expected Monday; of these,
57 reports (37%) were submitted by the expected time of
11:00 am . Seven sites (87%) received weekly feedback
at least once in the 10-week pilot period; 1 site never received feedback.
Validity

The limited microbiological investigation of acute
public health events made it difficult to assess the absolute
validity of the system. However, the laboratory confirmation of dengue fever virus infection in patients that met the
case definition for suspected dengue hemorrhagic fever
(DHF) indicates the syndromic data for this condition in
this time and place was valid.
Data Quality

Although data transcription from the paper-based
data collection forms into the phone reporting template
and transfer to the database was high quality (98% accuracy), data quality associated with the use of clinical case
definitions was not as accurate. The proportion of weekly
reports where 0 cases were notified for all syndromes decreased during the pilot, starting at 50% in the first weeks
and declining to 15% by the last week of the pilot, which
may indicate that clinicians became better at identifying
or reporting syndromes. Few data-sending errors occurred,
and verification processes ensured no outbreak investigations were instigated erroneously.
Representativeness

Because the participating surveillance sites were the
referral health facilities within their respective districts, it
1814

Table 1. Objectives and targeted syndromes for mobile phone–
based syndromic surveillance system pilot, Papua New Guinea,
2011
System objectives
Identify acute public health events in a timely way
Provide reassurance when events are not identified during
an elevated risk period
Establish baseline data for syndromes of public health
importance
Strengthen links between clinical services and outbreak
response
Complement information generated through the event-based
reporting system
Syndromes under surveillance
Influenza-like illness
Acute watery diarrhea
Bloody diarrhea
Prolonged fever
Acute flaccid paralysis
Acute fever and rash
Hemorrhagic fever
Outbreaks or clusters of unexplained severe disease or deaths

is conceivable that only more severe public health events
would be reported through these facilities. The 2-stage randomization process to select participating sites and the number of participating sites provides some indication that the
timeliness and completeness of reporting that was achieved
through MOPBASSS may be generalizable to other provinces. Given that nongovernment facilities in Papua New
Guinea are frequently managed more effectively than their
government-run counterparts, it is conceivable that this system could function equally well in nongovernment health
facilities.
System Experience
Acceptability

All stakeholders reported an interest to continue participation; all but 1 stakeholder reported MOPBASSS was
working effectively to detect acute public health events.
Stakeholders reported the system was fast, simple, effective, and reliable and enabled the timely initiation of verification, assessment, and response processes. Participation
in MOPBASSS was not associated with an excessive time
burden, and the program complemented existing systems.
Data management was considered simple; it is contracted to
the private sector, which removes many person-dependent
steps for health authorities. Timely access to data through
the Internet-based database was beneficial for national
staff, but data access was challenging for provincial staff.
The high completeness of reporting through MOPBASSS
(70% vs. 40% for HBAS) (Figure 2) and the timeliness and
sensitivity of the new system may also reflect its acceptability. The relative validity for outbreak reporting was high;
all outbreaks that were identified through alternative systems were also identified through MOPBASSS. However,
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on several occasions, landline telephone or high-frequency
radio might have been the preferred option for providing
the initial report for selected conditions.
Stability

The system was highly stable during the pilot period,
with no reported issues with the online database. The subscriber identification module card from 1 of the 10 mobile
phones was misplaced, and reporting ceased at this site for
6 months (week 13 to week 39) until it was reported, the
card replaced, and the phone returned. This site also had the
weakest mobile phone network coverage.
Usefulness

MOPBASSS data was largely used by national health
authorities to support inferences about disease patterns that
would not have been possible without it; however, stakeholders reported these data were not widely used at the provincial level. Of the 8 clinical sites surveyed, most found
feedback either very useful (62%) or useful (25%). Despite
some issues with data accuracy, the system provided a certain degree of reassurance that cholera was not circulating
at reporting sites during the nationwide outbreak and was
considered a measure of the satisfaction of public health
decision-makers within the national health authorities.
During the pilot program, MOPBASSS outputs were
increasingly used for risk assessments at the weekly surveillance meeting of the national health authorities. The
system also facilitated international data reporting to regional monitoring systems. Two weeks after training was
conducted at the first established site, a case of hemorrhagic fever was identified, reported, and investigated, which
enabled the laboratory confirmation of 3 cases of DHF,
which is rarely reported in Papua New Guinea. Similarly, a
week after training at a district site, 3 persons meeting the
case definition for AFP were identified and reported (not
through the mobile phone system); <20 cases of AFP are
reported annually from the 20 provinces. Of the 18 cases of
suspected measles reported from provincial hospital sites,
none were fully investigated.
Portability

Stakeholders perceived that the simplicity of the reporting system would likely contribute to its portability and that

the system could easily be established among vulnerable
populations, such as internally displaced persons or refugees. The system could enable national health authorities to
support provincial authorities to work with partners to rapidly establish postdisaster surveillance, particularly if data
collection tools were integrated with those of the NHIS.
Costs

The pilot intervention cost approximately US$45,000,
excluding staff costs. Half the cost was for software development, including the phone template and secure online database. The remaining costs were for investigation
materials, mobile phones, and field missions to establish
the system. There was no cost to the data provider and no
requirement for phone credit.
Discussion
Creativity and flexibility are crucial when implementing programs that overcome the obstacles and constraints
within fragile states (1). Establishing MOPBASSS during
the nationwide cholera outbreak in Papua New Guinea may
have enhanced the program’s acceptability because the
threat level and the perceived value of early detection were
high, but the program’s attributes likely contributed. We
have shown that MOPBASSS reporting was more timely,
complete, and sensitive than reporting through existing
systems. MOPBASSS reporting was simple, effective, reliable, and acceptable and enabled the routine, systematic,
and ongoing reporting of syndromes of public health importance from the district level.
Before the pilot, DHF fever was rarely reported in
Papua New Guinea, despite frequent evidence of dengue
transmission (28). While an association between training
and the identification of DHF is not causal, it is likely that
the surveillance training, the inclusion of hemorrhagic fever into a routine data collection, and the increased availability of rapid diagnostic tools contributed to the early
identification and timely implementation of community
level control measures during this outbreak. However,
because DHF was not reported through the MOPBASSS,
these findings highlight the importance of surveillance
training more broadly rather than an advantage of MOPBASSS. In addition, the pre-positioning of dengue rapid
diagnostic kits enabled a timely preliminary diagnosis

Table 2. Notifications for suspected measles cases during MOPBASSS pilot at 3 provincial hospitals, Papua New Guinea, May–
September 2011*
Suspected measles notifications
Hospital
MOPBASSS (clinician based)
HBAS (health office based)
NHIS (clinician based)
Fully investigated
A
6 (100)
0
6
0
B
11 (85)
4 (31)
13
0
C
1
1
0
0
Total
18 (95)
5 (26)
19
0
*Values are no. (%). NHIS was used as reference. MOPBASSS, mobile phone–based syndromic surveillance system; HBAS, Hospital Based Active
Surveillance system; NHIS, National Health Information System.
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Figure 2. Timeliness (black line) and completeness (white bars) of
reporting for mobile phone–based syndromic surveillance system
pilot program, Papua New Guinea, 2011.

during the outbreak of dengue fever before confirmatory
testing and may have demonstrated the utility of rapid
tests as an adjunct to MOPBASSS.
The implementation of new surveillance systems can
be associated with early confusion regarding clinical case
definitions (29). During the MOPBASSS reporting pilot,
problems were noted with the use of several case definitions, including “prolonged fever,” which gave a lower
than expected yield when compared with malaria notifications through the NHIS. Whereas establishing a functional
weekly reporting system was the main priority for the pilot,
diagnostic accuracy and appropriate use of case definitions
can be strengthened through training (30) and should be an
area of ongoing focus.
Regional measles elimination surveillance standards
stipulate that >80% of measles cases should be fully investigated (31); however, Papua New Guinea investigates
only ≈5% of suspected measles cases. Despite the ability
of the MOPBASSS program to provide more timely data
on suspected measles, including instant pop-up messages
on phone screens reminding clinicians to investigate when
selected conditions such as measles are reported, none of
the measles cases identified during the pilot were fully investigated. Laboratory support to MOPBASSS when aberrations are detected requires strengthening and may benefit
from greater involvement of subnational laboratory staff
and the provision of rapid tests for selected conditions.
Geographic representativeness is particularly critical
for outbreak detection systems in settings with dispersed
populations and challenges to health system access and referral (32). Most (87%) of the Papua New Guinea population lives in rural areas, where health system infrastructure
and human resources can be limited in general and specifically for outbreak reporting (33). When the pilot commenced, cholera had spread widely across the country, but
outbreaks had not been identified at participating sites (9).
The system provided reassurance to national health authorities that no acute watery diarrhea outbreaks were occurring
1816

because low case numbers were reported from participating
sites during a multijurisdictional and unpredictable cholera
outbreak.
Strong linkage between clinical and public health authorities for outbreak detection is emphasized in the regional strategy for strengthening preparedness for emerging diseases (34). Syndromic surveillance systems have
demonstrated their capacity to strengthen linkage between
clinical services and public health authorities (29). Such
linkages are traditionally weak in Papua New Guinea (35),
but participation in this pilot program appeared to bring
these stakeholders into closer working relationships. MOPBASSS provided opportunities for outpatient nurse clinicians to demonstrate innovation, coordination, and leadership capabilities in making the system work in each setting.
These clinicians may be drivers of stronger collaboration
on outbreak identification and response with subnational
public health authorities. Improving the access to timely
data by subnational staff will further reduce barriers to
timely public health response and increase ownership of
the system, a crucial step toward greater sustainability.
Our evaluation has several limitations. It was not independent, which could introduce measurement bias, and
the short intervention period limited our ability to evaluate
the flexibility and sustainability of the system. Establishing
baseline data for syndromes of public health importance
cannot be achieved in a short pilot but might possible with
sustained MOPBASSS implementation to capture seasonal
and cyclical trends and more informed interpretation of
possible aberrations. Data accuracy was only measured at
the site that provided data for transcription auditing, but the
high accuracy at this site, combined with the user-reported
simplicity of the reporting tools and the lack of transcription errors identified during acute public health event verification processes, indicates that data accuracy problem did
not affect system sensitivity. Contracting data management
to the private sector is simple but can be expensive in a
resource-limited setting, so the lack of cost-benefit analysis
is also a limitation of our review.
The utility of health information systems to provide
data in disasters is being investigated (36). We did not
measure the flexibility of the system formally, but we
believe little additional time, personnel, or funds would
be required to accommodate future modifications, such
as what types of data are collected and how many data
providers are needed for increased population coverage and detection or tracking of low-frequency events.
The potential for strengthening health information systems by using mobile phones is not limited to public
health event detection; other programs may benefit from
the timely sharing of key program data. Adapting the
available technology to remotely load data collection templates would enable greater flexibility and would enable
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additional disease control programs to develop reporting
templates for the same mobile device.
Outbreak identification systems that rely on clinician
reporting have previously demonstrated their effectiveness (37). Automated reporting may decrease the burden
on health care and public health workers and enable more
complete reporting of potential cases of public health importance (16). Data reporting was successfully achieved in
MOPBASSS for 2 main reasons: 1) the responsibility for
reporting was given to the outpatient department setting
that sees clinical cases and was coordinated by a designated
leader, and 2) automated reporting system was simple and
easy to use. Providing peripheral-level staff with regular
feedback is universally recognized as strengthening surveillance programs, as demonstrated by the positive influence of feedback on reporting completeness in the NHIS
(24). Further consideration is required to ensure feedback
can be improved to strengthen the system more consistently and explore how technology may facilitate this process.
Acknowledgments
The authors are grateful to the outpatient staff that contributed to the system at the 10 sites and for the support of health authorities from the National Capital District and staff from 6-mile
and 9-mile clinics for the pretesting of the system.
Mr Rosewell is an epidemiologist at the World Health Organization Country Office in Papua New Guinea. His research
interests include strengthening outbreak detection and response
systems in resource-limited settings, the subject of his PhD at the
School of Public Health and Community Medicine, University of
New South Wales.

2.

3.
4.

5.

7.

8.
9.

10.
11.

12.
13.
14.
15.

16.

17.

18.

References
1.

6.

Newbrander W. Rebuilding health systems and providing health
services in fragile states. Management Sciences for Health, United
States Agency for International Development. 2007 [cited 2013
Jul 9]. http://www.msh.org/resources/rebuilding-health-systemsand-providing-health-services-in-fragile-states
Ascroft J, Sweeney R, Samei M, Semos I, Morgan C. Strengthening
church and government partnerships for primary health care delivery in Papua New Guinea: lessons from the international experience. Health Policy and Health Finance Knowledge Hub. 2011
[cited 2012 Dec 1]. http://ni.unimelb.edu.au/__data/assets/pdf_
file/0003/537375/WP16_Strengthening_church_and_government_
partnerships_in_PNG.pdf
World Health Organization, World Health Assembly. International
Health Regulations (2005). 2nd ed. Geneva: The Organization;
2008.
Rosewell A, Dagina R, Murhekar M, Ropa B, Posanai E, Dutta S,
et al. Concurrent influenza and shigellosis outbreaks, Papua New
Guinea, 2009. Emerg Infect Dis. 2011;17:756–8. http://dx.doi.
org/10.3201/eid1704.101021
Rosewell A, Dagina R, Murhekar M, Ropa B, Posanai E, Dutta SR,
et al. Vibrio cholerae O1 in 2 coastal villages, Papua New Guinea.
Emerg Infect Dis. 2011;17:154–6. http://dx.doi.org/10.3201/
eid1701.100993

19.
20.

21.

22.
23.
24.

Rosewell A, Addy B, Komnapi L, Makanda F, Ropa B, Posanai E,
et al. Cholera risk factors, Papua New Guinea, 2010. BMC Infect
Dis. 2012;12:287. http://dx.doi.org/10.1186/1471-2334-12-287
Watson WJ, Campbell JD. Operation ENZA. The military operation in support of the administration of the territory of Papua and
New Guinea during the influenza epidemic of 1969. Med J Aust.
1970;2:465–8.
Barnes R. Epidemiology of 1964–1965 influenza outbreak in the
Sepik district. P N G Med J. 1966;9:127–32.
Horwood PF, Collins D, Jonduo MH, Rosewell A, Dutta SR,
Dagina R, et al. Clonal origins of Vibrio cholerae O1 El Tor strains,
Papua New Guinea, 2009–2011. Emerg Infect Dis. 2011;17:2063–5.
http://dx.doi.org/10.3201/eid1711.110782
Sithivong N, Izumiya H, Munnalath K, Phouthavane T, Chomlasak
K, Sisavath L, et al. Cholera outbreak, Laos, 2007. Emerg Infect Dis.
2010;16:745–6. http://dx.doi.org/10.3201/eid1604.091493
Nguyen BM, Lee JH, Cuong NT, Choi SY, Hien NT, Anh DD,
et al. Cholera outbreaks caused by an altered Vibrio cholerae O1
El Tor biotype strain producing classical cholera toxin B in Vietnam
in 2007 to 2008. J Clin Microbiol. 2009;47:1568–71. http://dx.doi.
org/10.1128/JCM.02040-08
Cibulskis RE, Hiawalyer G. Information systems for health
sector monitoring in Papua New Guinea. Bull World Health Organ.
2002;80:752–8.
O’Leary MJ. A method for active surveillance of selected communicable diseases. Pac Health Dialog. 2000;7:118–21.
National Certification Committee. Progress report on maintaining
poliomyelitis free status in Papua New Guinea. Port Moresby (New
Guinea): National Department of Health; 2010.
Rosewell A, Ropa B, Posanai E, Dutta SR, Mola G, Zwi A, et al.
Shigella spp. antimicrobial drug resistance, Papua New Guinea,
2000–2009. Emerg Infect Dis. 2010;16:1797–9. http://dx.doi.
org/10.3201/eid1611.101025
Chretien J-P, Burkom HS, Sedyaningsih ER, Larasati RP, Lescano
AG, Mundaca CC, et al. Syndromic surveillance: adapting innovations to developing settings. PLoS Med. 2008;5:e72. http://dx.doi.
org/10.1371/journal.pmed.0050072
Kool JL, Paterson B, Pavlin BI, Durrheim D, Musto J, Kolbe A.
Pacific-wide simplified syndromic surveillance for early warning of
outbreaks. Glob Public Health. 2012;7:670–81. http://dx.doi.org/10.
1080/17441692.2012.699536
Henning KJ. What is syndromic surveillance? MMWR Morb Mortal
Wkly Rep. 2004;53(Suppl):5–11.
Ward M, Brandsema P, Van Straten E, Bosman A. Electronic reporting
improves timeliness and completeness of infectious disease notification, The Netherlands, 2003. Euro Surveill. 2005;10:27–30.
Health Information Systems Knowledge Hub. Health Information
Systems Knowledge Hub 18-month work plan 2012–2013. Brisbane (Queensland, Australia): University of Queensland School of
Public Health; 2011 [cited 2012 Dec 12]. http://www.ausaid.gov.au/
aidissues/health/Documents/his-hub-workplan2012-13.pdf
Watson AHA. The mobile phone: the new communication drum
of Papua New Guinea [doctorial dissertation]. Kelvin Grove
(Queensland, Australia): Queensland University of Technology; 2011
[cited 2012 Oct 25]. http://eprints.qut.edu.au/47170/1/Amanda_
Watson_Thesis.pdf
National Department of Health. A guide to implementing the plan
(Volume IV). National health plan 2001–2010. Port Moresby (Papua
New Guinea): Government of Papua New Guinea; 2000.
Newbrander WC, Thomason JA. Computerizing a national health
system in Papua New Guinea. Health Policy Plan. 1988;3:255–9.
http://dx.doi.org/10.1093/heapol/3.3.255
Cibulskis RE, Hiawalyer G. Development of a national health information system in Papua New Guinea. Boston (MA): Harvard School
of Public Health; 2001 [cited 2013 Jul 9]. http://www.hsph.harvard.
edu/takemi/files/2012/10/RP190.pdf

Emerging Infectious Diseases • www.cdc.gov/eid • Vol. 19, No. 11, November 2013

1817

RESEARCH
25.
26.

27.

28.

29.

30.

31.

1818

Ashwell HES, Barclay L. Problems measuring community health
status at a local level: Papua New Guinea’s health information
system. Rural Remote Health. 2010;10:1539.
German RR, Lee LM, Horan JM, Milstein RL, Pertowski CA,
Waller MN. Updated guidelines for evaluating public health
surveillance systems: recommendations from the Guidelines Working Group. MMWR Recomm Rep. 2001;50:1–35; quiz CE1–7.
Buehler JW, Hopkins RS, Overhage JM, Sosin DM, Tong V. Framework for evaluating public health surveillance systems for early
detection of outbreaks: recommendations from the CDC Working
Group. MMWR Recomm Rep. 2004;53(RR-5):1–11.
Senn N, Luang-Suarkia D, Manong D, Siba PM, Hannan McBride
WJ. Contribution of dengue fever to the burden of acute febrile
illnesses in Papua New Guinea: an age-specific prospective study.
Am J Trop Med Hyg. 2011;85:132–7. http://dx.doi.org/10.4269/
ajtmh.2011.10-0482
Paterson BJ, Kool JL, Durrheim DN, Pavlin B. Sustaining surveillance: evaluating syndromic surveillance in the Pacific. Glob Public
Health. 2012;7:682–94. http://dx.doi.org/10.1080/17441692.2012.6
99713
Venkatarao E, Patil RR, Prasad D, Anasuya A, Samuel R. Monitoring
data quality in syndromic surveillance: learnings from a resource
limited setting. J Glob Infect Dis. 2012;4:120–7. http://dx.doi.
org/10.4103/0974-777X.96778
Centers for Disease Control and Prevention. Progress toward the
2012 measles elimination goal—Western Pacific Region, 1990–
2008. MMWR Morb Mortal Wkly Rep. 2009;58:669–73.

32.
33.

34.

35.
36.

37.

Magnus M. Essential readings in infectious disease epidemiology.
Sudbury (MA): Jones & Bartlett Publishers; 2012.
Malau C. Health systems in fragile states—implications for reproductive
health, sexual health and HIV in PNG. Forum on Reproductive Health
and HIV/AIDS in PNG, National Botanical Gardens, Canberra, Australia; 2005 [cited 2012 Oct 25]. http://www.arha.org.au/events/PNG_forum/Clement%20Malau%20presentation%20%5BRead-Only%5D.pdf
World Health Organization. Securing our region’s health: Asia
Pacific strategy for emerging diseases. Western Pacific Regional
Office of the World Health Organization [cited 2012 Oct 25].
http://www.wpro.who.int/emerging_diseases/documents/Securing_
our_regions_health_APSED/en/index.html
Thomason J, Kase P. Policy making in health. Australian National
University Epress; 2011 [cited 2012 Dec 15]. http://epress.anu.edu.
au/wp-content/uploads/2011/05/ch0761.pdf
Aung E, Whittaker M. Preparing routine health information systems
for immediate health responses to natural disasters. Brisbane; 2010
Nov. Report no. 12 [cited 2012 Dec 15]. http://www.uq.edu.au/
hishub/docs/WP12/HISHUB-WP12-FULL-13-WEB-24Sept12.pdf
Durrheim DN, Harris BN, Speare R, Billinghurst K. The use of
hospital-based nurses for the surveillance of potential disease outbreaks. Bull World Health Organ. 2001;79:22–7.

Address for correspondence: Alexander Rosewell, World Health
Organization, Port Moresby, Papua New Guinea; email: arosewell@
yahoo.com

Emerging Infectious Diseases • www.cdc.gov/eid • Vol. 19, No. 11, November 2013

