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FOREWORD

These guidelines for the implementation of PHC have been
formulated following a series of Primary Health Care (PHC)
awareness workshops attended by intersectoral teams from all
parts of Namibia. They form consensus of ideas, strategies,
actions, policies and knowledge which must be in place if Primary
Health Care and its aspect of community based health care is to
be effectively developed in our communities.

Our Government is committed to the attainment of "Health for All
Namibians by the Year 2000" and to the achievement of the Goals
for the 1990's outlined in the World Summit Declaration and Plan
of Action. The emphasis which has now been placed on developing

The communities are now the focal point for action and as such
all our planning and resource allocation must take into account
specific needs of our communities. We will need greater
participation of our communities in health and health related
activities if the goal of Health for All Namibians is to be
achieved. In addition, intersectoral collaboration at all levels
must form the basis of our development endeavour. A clear
definition of roles and mobilization of resources (whether the

activities. Further, there will be need for decentralized
pPlanning with joint identification and prioritization of needs
at the community level by all sectors, including NGOs, and the
community.

Plans are now under way to implement community based health care
(CBHC) on a national scale with initial emphasis on eight
selected districts. Since it takes long for the impact of CBHC
activities to be realized, we will require patience, commitment
and the spirit to continue trying to work with our communities
to achieve our set goals. Although achievements to date have
been rapid and on course, the remaining community level struggle
aimed at achieving health for all may be slow, rough and
discouraging at times. This should not lead us to surrender.
Our measure of success should not simply be the distance covered,
but much more the direction taken. We need to ask ourselves: "Is
the flagship of PHC moving in the right direction"?

The PHC approach is the logical choice of the Government because
it guarantees equity, empowerment, self-reliance and
participation at all levels. We need to ensure that conscious
choices are made in order to promote services that are
accessible, affordable and appropriate to our communities.
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These official guidelines are intended for use by all those
involved in community based health care in Namibia and will
facilitate the implementation of PHC programmes within the
Namibian context.

The recommendations which have been made in this Document are
relevant to all actors involved in the implementation of Primary
Health care and should be applied in accordance with the needs
of our communities.

It is my hope that these Guidelines will provide the foundation
upon which we will achieve Health for All Namibians.

. Bam Nujoma
President the Republic of Namibia
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1.1 BACKGROUND

Namibia is a vast country covering 822,145 sq kilometres, and
borders Angola in the North, Zimbabwe and Zambia in the North
East, Botswana in the East and South Africa in the South. It has
a population estimated at 1.5 million, and a population growth
rate of 3% per annum. This population is sparsely distributed
and 30% urbanized. The mainstay of the economy is its mineral
resources and agriculture. The country has a per capita GDP of
US$ 1065 which is one of the highest in Africa. However, there
exists gross regional, and social class disparities.

Important indicators of health such as infant mortality rate
which in this country has been estimated at 103 per 1000 live
births, show that a great deal more remains to be done.

This document highlights the suggested Policy Guidelines for PHC
development and implementation in Namibia.

1.2 HISTO

During the pre-independence era, basic services including health
were fragmented along racial lines resulting in the lack of
evolution of national programmes to address the plight of the
vulnerable groups, especially women and children. Namibia's
administrative set up, had been based on the Representative
Authorities Proclamation of 1980 (Proclamation AG8 of 1980) which
created a two tier system resulting in fragmentation of
administration and basic services.

This led in the emergence of eleven different administrations
with parallel development programmes. This administrative set
up had a negative impact on the health care structure, as it
created parallel systems as follows:

- National health and welfare under the central
administration responsible for health systems in all the
regions except, Ovambo, Kavango, Caprivi and Damaraland.

- Administration for whites.

- Regional administration for Caprivi, Ovambo and Kavango in
the northern part of the country.

The health care services were supported by the churches,
especially the Lutheran and Catholic Missions, who were
responsible for up to 40% of health services in certain regions



particularly in Northern Namibia. As 1is expected, these
administrative arrangements created a complex situation and a
health care system which focused largely on curative services,
and paid less attention to preventive and promotive health
activities. However, in recent years attempts have been made by
some church organizations to start community programmes.

Namibia, like many countries in Africa, faces numerous health
problems many of which are easily preventable. The most common
child killers in Namibia, for example, include - Malaria,
Diarrhoea, Acute Respiratory Infections (ARI) and Measles.
Malnutrition is a major contributory factor to these deaths.

Other common problems include: Tuberculosis, Sexually
Transmitted Diseases, HIV infections, AIDS, and problems related
to pregnancy. Social problems such as alcoholism and teenage
pregnancy pose a major threat to communities. Many households
are headed by women, consequently resulting in additional burden
on women. The recent Household Health and Nutrition Survey
conducted by UNICEF in the North West Region and Katutura found
that 41% of households are female headed. The survey also found
a high to moderate malnutrition rate of 30% and severe
malnutrition rate of 6.8%.

These statistics give us a rough indication of some of the health
problems existing in the country. It is obvious that gaps exist
in the health information system and many problems may be
underestimated.

1.3 ACCESS TO HEALTH SBERVICES

The access to health services in this country has been poor due
to a number of factors, which include the following:

Distance to facilities.

Lack of public transport.

Poor education.

Lack of Primary and Community Based Health Care
Programmes.

Sparsely distributed populations.

- Poverty of some groups.

Testimony to the lack of access are the low immunization coverage
as illustrated in the National Immunization Coverage Survey,
conducted in December 1990 and showed coverage by one year of age
as follows: BCG 85%, DPT; 53%, Polio; 53%, Measles 41% and fully
immunized 26%. It should, however, be emphasized that these
figures were a major improvement on the coverage estimates prior
to independence. The Ministry launched a major immunization
campaign in 1990 and has since increased immunization activities
countrywide.



The Ministry of Health and Social Services has now adopted the
Primary Health Care approach in the delivery of health services
and since independence major restructuring activities have been
undertaken.

The Directorate of PHC has been formed with an organizational
structure including EPI, CDD, AIDS, Malaria, T.B., Maternal and
Child Health, Family Planning and Nutrition.

The Directorate will continue to develop its capacity to provide
training for PHC, attain self-sufficiency in the production of
health learning materials and establish and continually update
an efficient Epidemiology and Health Information System. Strong
regional health offices and solid formal structures for district
health management will ensure a stable health delivery and
support for PHC/CBHC.

Some of the developments which have now been initiated include
a National Malaria Control Programme, a T.B. Prevention and
Control Programme, AIDS Prevention and Control Programme, a Safe
Motherhood Programme and Community Based Health Care. These will
shift the emphasis towards preventive and promotive activities
within communities rather than the previous emphasis on
institution based action in clinics and hospitals.

Together with restructuring there is a major endeavour to re-
orient staff and enable them to appreciate their responsibilities
to the community as a whole and not just to patients who present
themselves at clinics. New attitudes to health promotion,
disease prevention and working with communities will be a
predominant feature of the new approach.

1.5 MOHSS POLICY

The Government of Namibia recognises that health is a fundamental
human right and is committed to the achievement of the goal of
Health for All Namibians by the Year 2000.

The Honourable Dr. Nickey Iyambo, Minister of Health and Social
Services issued the first major policy statement in March 1990,
intended to clarify the policy options and principles underlying
the future restructuring and development of health care and
social services in the Republic of Namibia. The Policy Statement
states in part as follows:

THE _OBJECTIVES: SLATION U ING
POLICIES

The Ministry of Health and Social Services shall formulate
appropriate policies and initiate new legislation for the
regulation and management of health and social services to
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facilitate the restructuring of health and social services
to meet the needs of Namibians from all walks of life.

Health and social services are by their very nature dynamic
- changing rapidly with newer technological developments
and the needs of different communities. Policies of the
Ministry of Health and Social Services shall accordingly be
formulated dynamically and in a flexible manner in the
future with the needs of Namibian communities in mind and
in consultation with these communities and health workers.

The Ministry shall in due course determine priorities and
formulate strategies and detailed plans of action for the
development, strengthening and smooth running of health and
social services programmes aimed at achieving the goal and
objectives of the Ministry.

THE APPROACH: PRIMARY HEALTH CARE

Primary Health Care services shall be the focal point of
health care services provided to communities in Namibia and
shall include at least:

- The promotion of proper nutrition and an adequate
supply of safe water;
- Maternal and child care, including family

spacing;

- Immunization against the major infectious
diseases;

- Basic housing and basic sanitation;

- Prevention and control of 1locally endemic
diseases;

- Education and training concerning prevailing

health problems in communities and the methods of
preventing and controlling them;

- Appropriate treatment for common diseases and
injuries; and

- Community participation in health and social
matters.

The existing strong secondary and tertiary curative care
services in Namibia shall be maintained and appropriately
strengthened and developed to provide an integral national
system of referral support for primary health care
services.

LES G O,

The principles on which health care and social services
shall be developed in Namibia are:

———



EQUITY

ACCESSIBILITY

AFFORDABILITY

COMMUNITY
INVOLVEMENT

In accordance with the Constitution of the
Republic of Namibia, all Namibians shall
have equal access to basic health care and
social services provided by the Ministry of
Health and Social Services. Particular
attention shall be paid to the epidemiology
of health and social service related to
inequalities in Namibia to identify and
accelerate the correction of these
deficiencies.

Services shall be progressively extended to
reach all communities in Namibia. Special
attention shall be given to the
disadvantaged regions in our country, as
well as the development of community based
health worker training programmes to reach
isolated small communities in rural areas.

Primary health care services shall be
provided free of charge to all Namibians.
Fee structures for other services shall make
provision for the wide ranging abilities of
Namibians to pay (or not to pay), in order
to optimize health services income which
shall be appropriated particularly for the
improvement of community health services. No
Namibian shall in any event be denied health
care services because of his or her
inability to pay the relevant fees
applicable to state patient categories.

The new Government places a high premium on
the involvement of communities in health and
social services provided at their level.
This implies communication, consultation and
interaction between health care workers and
communities in respect of attitudes and
actions towards the causes of poor health.
The objective shall be to make the
communities master of sustainable primary
health care programmes in their own
environments.

The Ministry of Health and Social Services of the Republic
of Namibia shall incorporate all existing health and social
services in a rationalized form to address the health and
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social issues facing Namibia in the future. The key
features of the Ministry shall be the following:

- Local 1level primary health care and social
services based in community health centres and
clinics, as well as mobile services to remote
rural health posts or visiting points shall be
appropriately strengthened and expanded
especially in accordance with the needs of
disadvantaged communities.

- District 1level health services comprising at
least one district hospital with its associated
clinical services and primary health care
clinics, as well as rural health posts shall be
established. District health management teams
shall be responsible for identifying the health
and social needs of local communities and
devising solutions to meet these needs - this
shall be done in close consultation and with the
involvement of these communities. District
health managers shall also participate in the
health planning of their specific region. As
much discretionary authority as possible shall be
vested at the district 1level in respect of
functional management and operation of services,
as well as budgetary responsibility.

- Regional management teams shall be established
with the responsibility of providing management
support to district institutions; supervision
and problem-solving support to district health
workers; wmonitoring, guiding and coordinating
the various functional health and social services
activities in districts; staff training and
development support in districts and regional
health and social services planning, in
conjunction with district health managers.

- At a central level, policy formulation, strategic
planning, as well as national coordination of
functions and standardization of stores,
equipment and systems shall take place in close
consultation with regional managers.

- A crucial element shall be the establishment of
a statutory National Health Council which shall
endorse health policies for Namibia at the
highest possible level of Government, while
providing intersectoral liaison at the same level
with other relevant Ministries viz. Education,
Agriculture, Mining and Energy, Labour and
Manpower, Lands and Resettlement, Local
Government and Housing, etc.
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The vital role of health services provided by mission
hospitals in Namibia is acknowledged. These services shall
be strengthened and supported by the Ministry.

1.6

WORLD SUMMIT FOLLOW-UP
NATIONAL PROGRAMME OF ACTION

Namibia is a signatory to the World Summit Declaration and Plan

of Action.

A National Programme of Action with the following

goals elaborated by the World Summit Conference has been adopted.

a) MAJOR GOALS

The major goals being addressed by PHC are as follows:

1'

Between 1990 and the year 2000, reduction of
infant and under 5 child mortality rate by one
third or to 50 and 70 per 1000 1live births
respectively, whichever is less.

Reduction of maternal mortality rate by 50% of
1990 levels.

Reduction of severe and moderate malnutrition
among under 5 children to 50% of 1990 levels and
determine the magnitude of the problem of
micronutrient deficiencies and take appropriate
action.

b)  BUPPORTING GOALS

1.

Reduce morbidity and mortality amongst children
caused by the six target diseases; i.e. measles,
tetanus, tuberculosis, whooping cough, polio and
diphtheria through immunization of at least 90%
of children under 1 year of age by the year 2000.

Virtually eliminate neonatal tetanus by 1996
through immunization of at least 95% of pregnant
women with TT and through promotion of clean and
safe delivery.

Reduction by 95% in measles death and reduction
by 90% of measles cases compared to pre
immunization levels by 1996 as a major step to
the eradication of measles in the long run.

Significantly reduce the number of polio cases as
a step towards achievement of the goal of polio
eradication by the year 2000.

Reduce morbidity and mortality due to diarrhoeal
disease by 30% and 50% respectively.



c)

6. Reduction by 30% of mortality due to acute
respiratory infections in children under the age
of five years.

y Special attention to the health and nutrition of
the female child and to pregnant and lactating
women.

8. Access by all couples and communities to
information and services to prevent pregnancies
that are too early, too closely spaced, too late
or too many.

9. Access by all pregnant women to prenatal care,
trained attendants during child birth and
referral facilities for high risk pregnancies and
obstetric emergencies.

10. Reduction of low birth weight (2,5kg or less) or
less than 10%.

11. Reduction of iron deficiency anaemia in women by
30% of 1990 levels.

12. Reduction of iodine deficiency disorder by 50% of
the 1990 levels in all endemic areas.

13. Elimination of vitamin A deficiency and its
consequences, including blindness.

14. Encouragement of at least 75% of women to breast
feed their children exclusively for four to six
months and to continue breast feeding with
complementary food, well into the second year.

15. Growth ©promotion and monitoring will be
undertaken for at least 75% of children under
3 years of age by 1996.

16. Empower communities with knowledge, skills,
attitudes and values necessary for the
improvement of their lifestyles and their health
status.

17. Establish a national health information system

with interministerial assistance and a community
based management information system.

ADDITIONAL SUPPORTING GOALS

In Namibia, additional goals were added to the
original Summit Goal and these are as follows:
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3 A To reduce morbidity and mortality from malaria by
30% and 50% by the year 2000.

2. Control the spread of HIV and reduce the impact
of HIV infection/AIDS on individuals and
community.

3. Reduce morbidity and mortality caused by
tuberculosis by 30% and 50% respectively of the
1990's levels.

Seven operating principles have been adopted to guide the
implementation of this National Programme of Action as follows:

a) A community-based participatory approach with an
emphasis on household and community involvement and
empowerment of the poor leading to increased self-

reliance.

b) A problem centred rather than a sectoral approach
where all relevant Ministries and NGOs contribute to
solutions.

c) Decentralisation to the region, district and community
levels.

d) A focus on coverage of all communities with affordable
and appropriate programmes with particular emphasis on
disadvantaged groups.

e) Convergence and integration of services through
mechanisms for intersectoral cooperation at all
levels.

f) Building adequate capacity to plan, implement, monitor
and evaluate key programmes.

g) Special attention to the situation of girls and women.

The Community Based Health Care in Namibia will enable the health
sector to develop a community based and participatory approach
to provision of basic health services to communities with their
active participation. In addition, it will promote intersectoral
collaboration at community, district, regional and national
levels in order to avoid duplication of effort and maximise the
use of scarce resources available.

The National Programme of Action has elaborated six programme
areas in which there will be need for effective intersectoral
collaboration and active community participation. These areas
are as follows:

- Primary Health Care.

- Nutrition and Household Food Security.
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- Water and Sanitation.

- Early Childhood Development, Basic Education and
Literacy.

- Children in Especially Difficult Circumstances.
- Advancement of Women.

In the implementation of the Primary Health Care Guidelines, it
is expected that operating principles addressed in the National
Programme of Action will be fully incorporated into the various
PHC activities, which inevitably will contribute significantly
towards achievement of the Summit Goals.

1.7

1.7.1 REORGANIZATION

The Ministry of Health and Social Services has reorganized the
central ministry structure to include a Directorate of Primary
Health Care which has divisions and programmes to provide all the
essential elements of health care.

In the new organogram of the MOHSS a Unit for PHC development and
training community and staff orientation to PHC has been created.
This was intended to allow the Ministry to move rapidly towards
implementing two of the basic strategies or principles of PHC:
Community Involvement and Intersectoral Collaboration for Health.

A Primary Health Care Committee was established. It brought
together staff from all Directorates of the Ministry as well as
from non-governmental and international organizations. This
committee agreed to a sequence of training workshops to sensitize
health workers, other sectors, regions, districts and communities
to their capacity for working together for health and
development.

1.7.2

Following the identified need to refocus health services to the
PHC approach of increasing community participation in health
activities, a practical process for implementation of CBHC was
initiated. This process provided the foundation for the
formulation of these guidelines. A series of workshops and
training activities were conducted as described below:

FIRST NATIONAL INTERSECTORAL WORKSHOP

The first step was the National Intersectoral Workshop in
Oshakati on February 1991, attended by policy makers. This
workshop was officially opened at a public launch by His
Excellency the President on 16 February 1991. The
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president emphasized his Government's commitment to PHC in
Namibia, thus endorsing the highest political commitment
available in the land. This workshop adopted a
participatory approach of deliberating issues. This led to
a shared understanding of concepts, processes and
implementation of PHC. The following were achieved:

o An intersectoral understanding of PHC/CBHC at the
national level.

o An awareness by decision makers on the actual
conditions of communities in rural areas.
o Orientation of over 120 participants from health

as well as other sectors on PHC concepts.

o The development of a draft guideline for the
implementation of PHC/CBHC.

o Action plans for the regions and the districts.

The President in his opening speech, see Annex. I, called
for increased intersectoral collaboration and active
community participation in health and development. The
President stated:

"It is important to note, that Dbecause
Primary Health Care includes such diverse
interventions like improvements in
nutrition, safe water supply, communicable
disease control, adequate housing and
sanitation, amongst many others, Primary
Health Care Programmes cannot be implemented
effectively by workers of the Ministry of
Health and Social Bervices alone. Workers
from other sectors of the economy have to be
brought in as well and must participate
fully in formulating Primary Health Care
Programmes - starting from the planning
stage, and going all the way up to the
monitoring and evaluation phases."

As a second step towards the movement aimed at reaching the
community, regional workshops were held in Rundu, Oshakati,
Wwindhoek and Okakarara, the aim was to develop a shared
understanding of PHC/CBHC concepts at the regional level.
Achievements made included:

o A raised intersectoral awareness in the regions.
o A revised guideline.

As part of this process a core intersectoral team
of 25 facilitators was trained, to act as a nucleus of a
core training team of facilitators. The achievements
included.
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o Creation of a core team of 25 TOFs representing
all the regions in the country.
o Conducting of regional awareness workshops.

o Development of TOF training modules.

8T 88 W

This formed the third step towards reaching the community,
for the implementation. Leaders and intersectoral
awareness workshops were held in 8 districts. This created
a base for the Training of Trainers, who would form the
nucleus for Community Based Health Care Activities. The
achievements included:

o The training of 217 TOTs.

o Development of training curricula and modules for
TBAs and CHWUs.
o District plans of action for the implementation

of PHC/CBHC programmes for the 8 districts.

The TOTs were assigned the responsibilities of identifying
communities where CBHC activities could take place,
carrying out community sensitization and awareness creation
on PHC/CBHC activities, by involving community leadership
and the community's own resource persons. This stage is
currently under active pursuit. The following achievements
are in process:

o Identification and training of CHWs and TBAs.
o Continuous process of training and taking care of
families, particularly children and women.

A number of community based health activities have been initiated
in Namibia in recent years. A review of these activities is a
necessary step towards the development of guidelines for
implementation of PHC/CBHC. The reviews assist in the
establishment of weaknesses and strengths in these programmes.
This facilitates the establishment of uniformity in approaches.
All the PHC programmes in Namibia have largely been run by
churches. These programmes have been identified and listed by
regions below. Critical lessons learnt are summarised.

1.8.1 NORTH EAST REGION

1.8.1.1  NYANGANA AND ANDARA

In these programmes facilitated by the Catholic Mission CHWs were
trained supplied with some basic drugs. This practice tended to
attract them to curative work. Altkough limited drug supply is






