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Background: This study sought to assess the individual and contextual factors associated with barriers to ac-
cessing healthcare among women in Papua New Guinea.

Methods: The study was conducted among 14 653 women aged 15–49 y using data from the 2016–2018
Papua New Guinea Demographic and Health Survey. The outcome variable was barriers to accessing healthcare.
Descriptive and multilevel logistic regression analyses were conducted. Statistical significance was declared at
P < 0.05.

Results: Women aged 15–19 y were more likely to experience at least one barrier compared with those aged
40–49 y (adjusted OR [AOR]=1.48; 95% CI 1.18 to 1.86). Women with secondary/higher education (AOR=0.68;
95% CI 0.57 to 0.81), women in the richest wealth quintile (AOR=0.36; 95% CI 0.28 to 0.46) and those in the
least disadvantaged socioeconomic status (AOR=0.46; 95%CI 0.33 to 0.64) had lower odds of having challenges
with at least one barrier to healthcare. However, living in rural areas increased the odds of facing at least one
barrier to healthcare (AOR=1.87; 95% CI 1.27 to 2.77).

Conclusions: This study has demonstrated that both individual and contextual factors are associatedwith barri-
ers to healthcare accessibility amongwomen in Papua New Guinea. To enhance the achievement of the Sustain-
able Development Goals 3.1, 3.7 and 3.8, it is critical to deem these factors necessary and reinforce prevailing
policies to tackle barriers to accessing healthcare among women in Papua New Guinea.
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Introduction
Women play important roles in every society and their health is
of immense importance to the international community.1,2 As
such, international development agendas often place particu-
lar focus on their health. Currently, women’s well-being is being
given the utmost attention in the Sustainable Development Goals
(SDGs). Specifically, SDGs 3.7 and 3.8 focus on ensuring univer-
sal accessibility to sexual and reproductive healthcare services,
as well as the integration of such services into national strate-
gies and programmes by 2030.3,4 Similarly, SDG 3.1 aims to en-
sure a reduction in theworldmaternalmortality ratio to as low as

70 per 100 000 live births by 2030. Despite these targets, globally,
a large number of women still die each year. In 2017, maternal
mortality alone claimed the lives of about 295 000 women.5 A
significant number of women die of diseases such as ischaemic
heart disease, stroke, obstructive pulmonary disease, Alzheimer’s
disease, diabetes, hypertension and lung cancer.6 However, the
majority of these deaths could be prevented through utilisation of
better and accessible healthcare delivery systems. In the West-
ern Pacific, thousands of women face a variety of health prob-
lems at every stage of life. They also face gender discrimination,
often backed by sociocultural norms that serve as obstacles to
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their health and socioeconomic status.7 In the Western Pacific,
there are cross-country variations in terms of women’s health,
with Papua New Guinea (PNG) being among those countries with
the poorest women’s healthcare services.7
In PNG, healthcare is provided by institutions such as aid posts,

health centres and hospitals.8 The hospitals (both provincial and
district) provide emergency and outpatient care, as well as sup-
port to public health programmes. The services provided by rural
health centres and urban clinics include management of chronic
and acute conditions, basic surgical care, deliveries and paedi-
atric care, as well as serving as intermediary referral points be-
tween lower-level district facilities and district hospitals. Health
subcentres (which are based in rural areas) provide the same ser-
vices as health centres, whereas aid posts deliver basic health-
care services such as mother and child care and community-
based health promotion. In remote areas, health services are
extended through outreach, patrols and village health volun-
teer networks.9 Healthcare professionals in PNG include doctors,
health extension officers, nurses, community health workers and
aid post orderlies. The doctor-to-population ratio is estimated at
1 : 19 399, with few doctors posted outside the capital city, Port
Moresby.10 The mountainous nature of PNG’s topography, cou-
pled with its dominant rural and remote settings as well as cul-
tural and linguistic diversity, serve as impediments to accessing
healthcare.8
In PNG, the state of women’s healthcare has been deterio-

rating during recent years. From 2012 to 2016, the prevalence
of women’s antenatal healthcare visits decreased from 66% to
54%.11 Additionally, PNG has recorded the highestmaternalmor-
tality ratio in the Western Pacific, estimated at around 98 to 733
per 1000 live births,12 with most of the deaths resulting from
obstetric haemorrhage, sepsis, embolism, eclampsia and unsafe
abortion.13 In addition, a substantial number of women in PNG
suffer from diseases such as diabetes, malaria and HIV.14 What
worsens the situation is the lack of health practitioners and drugs,
low education, poverty and poor water and sanitation.13 The
health situation of women in PNG highlights the need to intro-
duce health interventions and strengthen existing ones, so as to
improve the health of women. The effectiveness of such interven-
tions requires an understanding of the health situation of women
in the country.
Previous studies of the health situation of women in PNG fo-

cused mainly on issues related to maternal mortality, such as
maternal health indicators,13 the use of safe surgery and anaes-
thesia to reduce maternal mortality,12 the impact of maternal
mortality on children15 and using maternal health telephone
lines to save women.16 A few others have focused on women’s
health in general.17,18 What previous studies seem to have over-
looked is the likelihood of women in PNG facing barriers in their
attempts to access healthcare. This is critical, since women in
PNG face gender inequality, as is evident, for example, in men
dominating the political landscape while women’s issues are
rarely reflected in government policies and decision-making.17
One earlier attempt to investigate barriers to women’s access to
healthcare in PNG was Hinston and Earnest’s study,17 which used
qualitative methods to explore barriers to healthcare access as
infringements of the rights of women. The authors identified
violence, a heavy workload, a lack of economic opportunities and
limited use of health services as barriers to women’s health in

PNG. However, Hinston and Earnest’s17 sample comprised only
70women, which brings into question the generalisability of their
findings to all women in PNG. In the current study, we used na-
tionally representative data to quantitatively investigate the fac-
tors associated with barriers to women’s access to healthcare in
PNG, with the aim of producing findings that reflect the situation
ofwomen in PNG. Globally, the predictors of barriers to healthcare
access among women are age, marital status, educational level,
employment, religion, parity and health insurance subscription,
all of which could be associated with barriers to women’s health-
care access in PNG.18,19

Materials and Methods
Data source
The data used for this study form part of the 2016–2018 Papua
New Guinea Demographic Health Survey (PDHS), which were col-
lected fromOctober 2016 toDecember 2018. The survey adopted
a two-stage stratified sampling technique. The survey used the
list of census units (CUs) from the 2011 PNG National Population
and Housing Census as the sampling frame. Administratively, the
country is divided into 22 provinces and each province is subdi-
vided into urban and rural areas. Each province is also divided into
districts and each district is divided into local level governments,
which are in turn divided into wards. Each ward is composed of
CUs. The average CU size is 50 households, with urban CUs having
70 households on average and rural CUs having 48. The sampling
frame contains information on CU location, type of residence (ur-
ban or rural), the estimated number of residential households
and population by gender. Before sampling, the provinces in
the country were apportioned into urban and rural areas, which
yielded 43 strata; however, the National Capital District only had
urban areas. Samples of CUswere selected independently in each
stratum in two stages. Implicit stratification and proportional al-
location were achieved at each of the lower administrative levels
by sorting the sampling frame within each sampling stratum be-
fore sample selection, according to administrative units at differ-
ent levels, and by using a probability proportional-to-size selec-
tion at the first stage of sampling. Stage 1 involved the selection
of 800 CUs. This was performed through probability proportional
to CU size. The second stage saw the systematic selection of 24
households from each cluster through probability sampling and
this yielded a total of 19 200 households. For this study, we fo-
cused on women of reproductive age (14 653); complete infor-
mation on the variables used in the present study are available
in the Papua New Guinea Demographic and Health Survey 2016–
2018 (pp. 1–2).20 Details of the methodology, pretesting, train-
ing of field workers, sampling design and selection are available
in the PDHS final report (https://dhsprogram.com/publications/
publication-fr364-dhs-final-reports.cfm).

Variables
Outcome variable

The outcome variable was barrier to healthcare accessibility. In
the PDHS, eachwomanwas interviewed to answer four questions
on barriers to accessing healthcare based on obtaining money,
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distance to health facility, receiving permission for treatment and
not wanting to go alone. If a woman faced at least one of the
problems (money, distance, companionship or permission) then
she was considered to have a barrier to healthcare access and
coded as ‘1’. Conversely, if she did not report any barriers she was
considered to have no barrier to healthcare access andwas coded
as ‘0’.18,19

Independent variables

Individual and contextual factors were considered as indepen-
dent variables in this study. These variables were selected based
on their statistical significance in previous studies.18,19 The in-
dividual level factors included age, marital status, educational
level, employment, religion, parity, health insurance subscription
and exposure to mass media (radio, newspaper and television).
The contextual variables were gender of the head of the house-
hold, household wealth status, residence, regional and commu-
nity level socioeconomic status (Table 1). Community level so-
cioeconomic status was generated by aggregating the individual
level data into clusters, except for place of residence and geo-
graphical region, which were taken as they were. It was opera-
tionalised with a principal component comprising the proportion
of respondents with no formal education, unemployed, rural resi-
dent and living below the poverty level (asset index<20%poorest
quintile). A standardised score with mean 0 and SD 1 was gener-
ated from this index, with higher scores being indicative of a lower
socioeconomic position. We divided the resultant scores into ter-
tiles to allow for non-linear effects and provided results that were
more readily interpretable in the policy arena.21

Statistical analyses
The data were analysed with STATA version 14.2 for MacOS (Stat-
acorp college station, TX, USA). Three basic steps were followed
to analyse the data. The first step was the use of descriptive
statistics to describe the sample (univariate analysis) and also the
tabulation of all the independent variables against each type
of barrier to healthcare access. The second step was a bivari-
ate analysis to select potential variables for the regression anal-
ysis. Variables that were statistically significant in the bivariate
analysis at p<0.05 were retained. Afterwards, a three-level mul-
tilevel binary logistic regression analysis was performed to as-
sess the individual and contextual (household and community
level) factors associated with barriers to healthcare access. In
this study, women were nested within clusters (primary sam-
pling units [PSUs]) and clusters were nested within the regions.
We measured the extent of the proportion of the variance ex-
plained by clustering at the PSU and regional level using intraclass
correlation coefficients in STATA.22 Clusters were considered as
random effects to account for the unexplained variability at the
regional level. We fitted four models. First, we fitted the empty
model, model 0, that had no predictors (random intercept). This
was followed by model 1, which contained only the individual
level variables, model 2 with only contextual level variables and
model 3 with both individual and contextual level variables. For
all models, we present the adjusted ORs (AORs) and associated
95% CIs. For model comparison, we used the Akaike informa-
tion criteria test.23 Using the variance inflation factor (VIF), the

multicollinearity test showed that there was no evidence of
collinearity among the independent variables (mean VIF=1.7,
maximum VIF=2.4 and minimum VIF=1.01). The dataset was
declared survey data due to the complex sampling approach em-
ployed. Sample weight was applied in all the analyses to correct
for oversampling and undersampling of the respondents. We re-
lied on the Strengthening the Reporting of Observational Studies
in Epidemiology (STROBE) statement in conducting this study and
writing the manuscript.

Results
Background characteristics and barriers to healthcare
access among women in PNG
Table 1 presents results of the background characteristics of the
study participants in relation to barriers to healthcare accessi-
bility. Women who participated in the study were women of
reproductive age; 19.8% were aged 15–19 y, 65% were mar-
ried, 52% had primary level education, 66.4% were unemployed,
48.0%were Protestants, 50.2% had 1–4 children and 96.1%were
not covered by health insurance. In terms of exposure to mass
media, 58.4%, 60.6% and 72.5% were not exposed to news-
papers/magazines, radio or television, respectively. The major-
ity (81.3%) were in male-headed households, 28.9% were in the
richest wealth quintile, 73.4% were in rural areas, 28.8% were in
the southern region and 33.5% were of low socioeconomic sta-
tus. χ2 analysis showed that all the independent variables had
statistically significant associations with securing permission to
go to the hospital, not wanting to go alone and at least one bar-
rier to healthcare accessibility at p<0.05. Conversely, agewas not
significant in terms of money needed for treatment and distance
to the health facility, but the other variables showed significant
associations (Table 1).

Individual and contextual factors associated with
barriers to healthcare in PNG
Table 2 presents results of themultilevel logistic regression of indi-
vidual and contextual factors associated with barriers to health-
care concerning securing permission to go to hospital, getting the
money needed for treatment, distance to the health facility, not
wanting to go alone and at least one barrier. The results showed
that women aged 15–19 y were more likely to experience diffi-
culty with wanting to go alone to the health facility (AOR=1.51;
95% CI 1.22 to 1.87) and experienced at least one barrier com-
pared with those aged 40–49 y (AOR=1.48; 95% CI 1.18 to 1.86).
Women who had never married were more likely to have

difficulty in securing permission to go to hospital (AOR=1.50;
95% CI 1.09 to 2.07) and not wanting to go alone (AOR=1.42;
95% CI 1.06 to 1.91) compared with women who were wid-
owed or divorced. Compared with women with no formal edu-
cation, those with secondary/higher education were less likely
to experience difficulties in securing permission to go to hospi-
tal (AOR=0.75; 95% CI 0.064 to 0.89), have difficulties in get-
ting the money needed for treatment (AOR=0.67; 95% CI 0.56
to 0.77), have difficulties with the distance to the health facility
[AOR=0.64; 95% CI 0.54 to 0.76), have difficulties in going alone
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to the health facility (AOR=0.65; 95% CI 0.55 to 0.76) and facing
at least one barrier (AOR=0.68; 95% CI 0.57 to 0.81).
Occupation only had a significant association with difficul-

ties in getting the money needed for treatment, with women
in managerial positions less likely to face challenges in this re-
gard compared with those in manual occupations (AOR=0.49;
95% CI 0.30 to 0.78). The likelihood of experiencing difficulties in
securing permission to go to hospital was lower among women
who professed orthodox faith (AOR=0.84; 95% CI 0.74 to 0.94).
Women who were not covered by health insurance were more
likely to have challenges in getting the money needed for treat-
ment (AOR=1.30; 95% CI 1.05 to 1.61).
Exposure to newspaper and radio were associated with facing

challenges in securing permission to go to hospital, getting the
money needed for treatment, the distance to the health facility
and not wanting to go alone. Women in the richest wealth quin-
tile had lower odds of facing challenges in securing permission
to go to hospital (AOR=0.58; 95% CI 0.46 to 0.72), getting the
money needed for treatment (AOR=0.31; 95% CI 0.25 to 0.39),
distance to the health facility (AOR=0.42; 95% CI 0.33 to 0.53),
notwanting to go alone (AOR=0.50; 95%CI 0.40 to 0.62) and fac-
ing at least one barrier to healthcare (AOR=0.36; 95% CI 0.28 to
0.46) compared with those in the poorest wealth quintile. Living
in a rural area increased the odds of facing challenges in secur-
ing permission to go to hospital (AOR=1.55; 95% CI 1.04 to 2.30),
distance to health facility [AOR=4.10; 95% CI 2.72 to 6.18), not
wanting to go alone (AOR=1.75; 95% CI 1.15 to 2.65) and fac-
ing at least one barrier to healthcare (AOR=1.87; 95% CI 1.27 to
2.77).
The odds of experiencing problemswith distance to the health

facilitywere lowamongwomenwho lived in TheHighlands region
(AOR=0.37; 95% CI 0.23 to 0.59) compared with those who lived
in the Momase region. Women of the least disadvantaged so-
cioeconomic status had lower odds of having barriers to health-
care concerning securing permission to go to hospital, getting the
money needed for treatment, distance to the health facility, not
wanting to go alone and at least one barrier. Further details of
all the models for each of the barriers to healthcare as well as at
least one barrier to healthcare are presented in the Supplemen-
tary Tables S1-S3.
Table 3 presents results of the random effects of the associa-

tion between the explanatory variables and barriers to health-
care access. In relation to securing the permission needed for
treatment, the results indicate that 8.4% and 32.6% of variance
was attributable to the variance between PSUs and regions, re-
spectively (model 0). From model 0, individual level variables
alone (model 1) contributed 6.8% of the variation of PSUs and
29.9% of regions. The contextual variables (model 2) alone con-
tributed 4.6% of the variation of PSUs and 27.9% of regions. All
covariates (model 3) explained 4.4% and 27.1% variation levels
for PSUs and regions, respectively. This indicated that most of the
variation in securing the permission needed for treatment could
be attributed to individual level factors.
With distance to health facility, the results indicated that

24.9% and 58.2% of variance was attributable to the variance
between PSUs and regions, respectively (model 0). From model
0, individual level variables alone (model 1) were attributed
with 20.7% of the variation of PSUs and 53.4% of regions. The

contextual variables (model 2) alone contributed 1.9% of the
variation of PSUs and 37.9% of regions. All covariates (model 3)
explained 2.6% and 37.4% of variation levels for PSUs and re-
gions, respectively. This indicated that most of the variation in
distance to health facility could be attributed to individual level
factors.
Regarding getting the money needed for treatment, the re-

sults indicate that 25% and 58% of its variance was attributable
to the variation between PSUs and region, respectively (model
0). From model 0, individual level variables alone (model 1) con-
tributed 21% of the variation of PSUs and 53% of regions. The
contextual variables (model 2) alone contributed 2% of the vari-
ation of PSUs and 38% of regions. All covariates (model 3) ex-
plained 3%and 37%of variation at the levels of PSUs and regions,
respectively. Thismeant thatmost of the variation in not wanting
to go alone could be attributed to individual level factors.
Concerning not wanting to go alone, the results indicate that

11.8% and 39.5% of its variance was attributable to the variance
between PSUs and regions, respectively (model 0). From model
0, individual level variables alone (model 1) contributed 10.0% of
the variation of PSUs and 37.5% of regions. The contextual vari-
ables (model 2) alonewere attributable for 4.5% variation of PSUs
and 29.8% of regions. All covariates (model 3) explained 4.5%
and 30.4% variation at the levels of PSUs and regions, respec-
tively. This indicates that most of the variation in not wanting to
go alone could be attributed to individual level factors.
Finally, with at least one barrier, the results indicate that

14.8% and 40.3% of its variance was attributable to the vari-
ance between PSUs and regions, respectively (model 0). From
model 0, individual level variables alone (model 1) were at-
tributable for 10.6% variation of PSUs and 34.3% of regions. The
contextual variables (model 2) alone were attributable for 4.3%
variation of PSUs and 26.8% of regions. All covariates (model 3)
explained 4.4% and 26.7% variation at the levels of PSUs and re-
gions, respectively. This indicates that most of the variations in
facing at least one barrier could be attributed to individual level
factors.

Discussion
The current study revealed that women aged 15–19 y are more
likely to experience barriers to healthcare. Typically, women aged
15–19 y had a higher likelihood of experiencing difficulties in re-
ceiving permission to go to hospital and not wanting to go alone.
This finding is consistent with previous studies in Nigeria24 and
Malaysia.25 This observation could be attributed to the fact that
younger women in PNG in the age bracket of 15–19 y are likely to
be in school as students, unmarried, unemployed and dependent
on their parents or guardians. This limits their ability to make de-
cisions freely to access healthcare, unlike their older counterparts
(aged 45–49 y), who are likely to bemarried, employed, indepen-
dent, able to afford healthcare and also make free, independent
informed decisions to access healthcare. This finding is, however,
in disagreement with results from a study in Tanzania that found
that ageing was associated with higher odds of facing barriers
to accessing healthcare.18 The disparities in findings could be
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Table 3. Multilevel logistic regression of individual and contextual factors associated with barriers to healthcare among women in Papua New
Guinea (random effects results)

Barriers Model 0 Model 1 Model 2 Model 3

Getting permission to go to hospital
N 14 653 14 653 14 653
Variance PSU 0.41 0.32 0.21 0.23
Variance region 1.18 1.09 1.06 1.03
AIC 15 685.71 15 559.55 15 618.38 15 526.05
ICC PSU 0.08 0.07 0.05 0.04
ICC region 0.33 0.30 0.28 0.27
Distance to health facility
N 14 653 14 653 14 653
Variance PSU 1.96 1.46 0.10 0.11
Variance region 2.63 2.31 1.90 1.86
AIC 15 128.07 14 994.63 14 840.61 14 787.14
ICC PSU 0.25 0.21 0.02 0.03
ICC region 0.58 0.53 0.38 0.37
Getting money needed for treatment
N 14 653 14 653 14 653
Variance PSU 1.96 1.46 0.10 0.11
Variance region 2.63 2.31 1.90 1.86
AIC 15 128.07 14 994.63 14 840.61 14 787.14
ICC PSU 0.25 0.21 0.02 0.03
ICC region 0.58 0.53 0.38 0.37
Not wanting to go alone
N 14 653 14 653 14 653
Variance PSU 0.64 0.53 0.21 0.21
Variance region 1.51 1.44 1.18 1.22
AIC 16 907.78 16 535.31 16 748.45 16 411.60
ICC PSU 0.12 0.10 0.04 0.05
ICC region 0.40 0.37 0.30 0.30
At least one barrier
N 14 653 14 653 14 653
Variance PSU 0.81 0.53 0.19 0.20
Variance region 1.40 1.19 1.01 1.00
AIC 15 075.49 14 786.58 14 809.11 14 631.64
ICC PSU 0.15 0.11 0.04 0.04
ICC region 0.40 0.34 0.27 0.27

AIC, Akaike’s information criterion; ICC, intraclass correlation; PSU, primary sampling units.

attributed to differences in the geographical settings of these two
studies.
In the current study, educational level was found to be in-

versely associated with healthcare accessibility barriers. Women
who had received at least secondary level education had lower
odds of experiencing at least one barrier to healthcare com-
pared with women who had no formal education. This inverse
relationship is in agreement with results reported from studies in
Ghana,26 Ethiopia,27,28 Tanzania18 and southern Mozambique.29
Education influences labour market outcomes such as employ-
ment and earnings as well as non-market outcomes such as
healthcare accessibility.30 This implies that women’s level of
education in PNG has the potential to determine their type of

employment and earnings, which can influence their ability to
afford healthcare.
Marital status was a significant factor that influenced

women’s healthcare accessibility in PNG. Specifically, we noted
that women who had never married were more likely to en-
counter difficulties in securing permission and not wanting to
go to hospital alone compared with women who were widowed
or divorced. Studies conducted in Malaysia,31 Montenegro,32
Ethiopia,27,33 Nigeria34 and Tanzania18 have reported similar find-
ings. Women who have never married are likely to be younger
and under the influence of their parents compared with those
who are widowed or divorced. However, a study in Japan found
no significant relationship betweenmarital status and healthcare
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access.35 The differences in findings could be a consequence of
disparities in socioeconomic conditions and sociocultural prac-
tices present in each study area.
We also observed that occupation was significant in deter-

mining the odds of encountering barriers to healthcare access.
Women who were in a managerial profession had lower odds of
experiencing barriers in getting themoney to go to hospital com-
pared with women engaged in manual occupations. Managerial
professions require a higher level of education with correspond-
ingly high remuneration. As such, women who are engaged in
managerial professions are likely to be in a better position to af-
ford the cost of healthcare. Suchwomenmay also have the ability
to access information, which comes with increased health liter-
acy.24 A similar finding was reported by Makmor et al.36 and Sun
et al.37
Women who reported never reading newspapers or maga-

zines or watching television each week had higher odds of expe-
riencing barriers to healthcare accessibility compared with those
who were exposed to newspapers, magazines and television.
Reading newspapers and magazines and watching television at
least once a week improve information and health literacy, which
have been reported as important determinants of healthcare util-
isation.38 Women who are exposed to mass media are better
informed about their health and how to overcome barriers in
accessing healthcare,which could explain the reason for this find-
ing. Similar findings have been reported in Ethiopia,39 Malawi,40
Bangladesh41 and India,42 where exposure to mass media
was found to significantly influence healthcare utilisation for
diarrhoea.
There was an inverse relationship between household wealth

index and the odds of experiencing barriers to healthcare ac-
cess. Women from the richest households recorded lower odds
of healthcare accessibility barriers compared with women from
poorer households. We observed that the odds of healthcare ac-
cessibility barriers for women decreased as the household wealth
increased. Women in communities with a poorer socioeconomic
status also had higher odds of barriers to healthcare access com-
pared with their counterparts in communities with good/rich so-
cioeconomic status. This finding supports findings from studies
in Afghanistan,43 Uganda44 and Tanzania.18 Women from richer
households have an increased ability to afford the costs asso-
ciated with healthcare access, which are a common barrier to
healthcare accessibility in low- and middle-income countries,
which could explain the situation in PNG.
From the results, place of residence was significant in pre-

dicting the likelihood of encountering barriers to healthcare ac-
cess. Women living in rural areas had higher odds of barriers
to healthcare access compared with women in urban areas.
This finding confirms the findings of studies conducted in Min-
nesota45 and South Africa46 that reported that rural residents
were more disadvantaged in accessing healthcare compared
with urban residents. Women in urban PNG have the benefits
of adequate health infrastructure with reduced patient-to-health
facility distance compared with their counterparts in rural areas
that are often characterised by inadequate health infrastructure
and long distances to health facilities. Barriers to healthcare ac-
cess reported among rural populations include financial barriers,
distance to clinics, lack of available clinics or hospital facilities,
provider–patient relationship problems, low satisfaction with and

lack of confidence or trust in providers or the healthcare system,
language barriers, concerns about confidentiality, concerns
about stigma and resistance to medical interventions.47,48
The likelihood of experiencing difficulties in getting the money

needed for treatment was high among women who were not
covered by health insurance. Globally, health insurance has been
identified as an edge-cutting cost-effective intervention for ob-
viating out-of-pocket payment for health services.49,50 On this
premise, our finding is plausible becausewomenwho subscribe to
health insurancemight only pay the extra amount not covered by
insurance, or pay nothing for healthcare.51 However, those who
have not subscribedmay be required to pay in full for every health
service. As such, encouragingwomen to subscribe to health insur-
ance could reduce healthcare barriers for women in PNG.

Strengths and limitations of the study
This study used nationally representative data to assess the
factors associated with barriers in accessing healthcare among
women in PNG. There was a high response rate and the study’s
methodology followed best practice including using experienced
data collectors andmultistage sampling. The findings can, there-
fore, be generalised to all women of reproductive age in PNG. The
study also employed advanced statistical models that accounted
for individual, household and community level factors. Despite
these, the study designwas a cross-sectional one and, as a result,
causal interpretation cannot be inferred. Finally, since this was a
secondary data analysis, we could not account for the effects of
the health system and health worker-related factors.

Conclusions
This study has demonstrated that both individual and contex-
tual factors are associated with barriers to healthcare accessibil-
ity among women in PNG. It has further indicated that measures
to offset barriers in healthcare need to prioritise female educa-
tion, their wealth status, as well as those in rural settings. Further,
to enhance the achievement of the SDGs 3.1, 3.7 and 3.8, it is criti-
cal to deem individual and contextual factors necessary and rein-
force prevailing policies to tackle barriers to accessing healthcare
among women in PNG.

Supplementary data
Supplementary data are available at International Health online
(http://inthealth.oxfordjournals.org).
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