) 9 f s
o0 390
Wl e

\ONITY S S\ A3USTIGE

NAMIBIA

Health Facility Census (HFC) 2009



REPUBLIC OF NAMIBIA

Namibia
Health Facility Census (HFC)
2009

Ministry of Health and Social Services (MoHSS)
Windhoek, Namibia

ICF Macro
Calverton, Maryland, USA

February 2011

778\ World Health
USAID  Cy TheglobalFund (&) fora teatt

a8/ FROM THE AMERICAN PEOPLE
‘ORAL B



This report presents findings of the 2009 Namibia Health Facility Census (HFC) which was carried out by the
Directorate of Special Programmes (HIV/AIDS/TB/MALARIA) in the Ministry of Health and Social Services
(MoHSS). ICF Macro provided technical assistance. The 2009 Namibia HFC is part of the worldwide MEASURE
DHS project that assists countries in the collection of data to monitor and evaluate population, health, and nutrition
programmes. Financial support for the census was received from the United States Agency for Internationa
Development; the Global Fund to Fight AIDS, Tuberculosis and Malaria; the Government of the Republic of
Namibia; and the World Health Organization.

Additional information about the 2009 Namibia HFC may be obtained from the Ministry of Health and Social
Services (MoHSS), Private Bag 13198, Windhoek, Namibia; Telephone: (264-61) 203-2826; Fax: (264-61) 224-
155; E-mail: doccentre@mhss.gov.na; Internet: www.healthnet.org.na.

Additional information about the DHS project may be obtained from ICF Macro, 11785 Beltsville Drive, Calverton,
MD 20705 USA; Telephone: 301-572-0200, Fax: 301-572-0999, E-mail: reports@measuredhs.com, Internet:
http://www.measuredhs.com.

Recommended citation:
Ministry of Health and Social Services (MoHSS) [Namibia] and ICF Macro. 2010. Namibia Health Facility Census
2009. Windhoek, Namibia. MoHSS and | CF Macro.

Cover photographs, courtesy of Photoshare, left to right: ©2003 Harvey Nelson; ©2003 Harvey Nelson; ©2004
HCP Namibia; ©2005 Alfredo L. Fort.



CONTENTS

Page
TABLES AND FIGURES ...ttt e e e e ettt e e e e e et [
FOREWORD ......ccooiiiitititt ettt ettt e e sttt et e e e e ettt e e e e e e s nasentraeeeeeens XiX
ACKNOWLEDGMENTS ...ttt ettt e e e e e eee e XXi
ABBREVIATIONS ... et xxiii
KEY FINDINGS ...ttt e e e e ettt e e e e e s et ba e e et e e e e ennaaebeeees XXvii
MAP OF NAMIBIA ...ttt e e ettt et e e e e et ee e e e e e e s nnanes XXXil
CHAPTER1 METHODOLOGY
1.1 OVEIVIEW ...t 1
1.2 Institutional Framework and Objectives of the 2009 NHFC .........c.cccocveviiiinienienenn 1
1.3 2009 NHFC Content and Methods for Data Collection...........cccccoccvvieniiciinienennene. 2
1.3.1  Content of the 2009 NHFC ........cccoooiiiiiiiiiiiiiicc e, 2
1.3.2  Methods for Data Collection............cccoeviiiiiiiiiiiiiiiiicc e 3
T4 SAMPIING et et 4
1.4.1  Selection of FACIlItIES .......oovieiiiiiiiiiiiiiiic e 4
1.4.2  Sample of Health Service Providers...........cccccooiiiiiiniiniiiiiiiiiiice 6
1.4.3  Sample for Observations and Exit Interviews..............ccccccoooiiiiiiiiiiicnnnnn. 7
1.5 Census IMpPlementation .............coeeriiiiiiiiii e 9
1.5.17  Data Collection INStrumeNts. ............ccueriiriiiiiiiiiiiiiiieiicece e 9
1.5.2  Training and Supervision of Data Collectors..............c.cccceceriiiiiiiincnininns 9
1.5.3  Data ColleCtion...........cccoiiiiiiiiiiiiii e 9
1.5.4 Data Management and Report WIiting ...........cccocoeeiviininiiniinienieienee, 10
1.5.5  Data ANIYSIS .....coueiiiiiiiiiiie e 11
CHAPTER 2 OVERVIEW OF THE HEALTH SYSTEM IN NAMIBIA
2.1 Population and Economic Development...........ccceecvirieniiiinienieiieienicceeeeeee 13
2101 POPUIAtION ... 13
2.1.2 Economic Development .........c.cooviriieniiiiiiniieiecriececeeeee e 14
2.2 Health Indicators .............coooiiiiiii 15
2.2.1 Mortality and Morbidity.........cc.ocoiiiiiiiiiiiiii 15
2.2.2 Maternal Mortality ..o 15
2.2.3  HIV/AIDS, Tuberculosis, Malaria, and Orphanhood............c..cccccociniininnin, 15
2.2.4  Water and Sanitation .........cc.ccciiieriiiiiiiiiiiiciee e 17

Contents



iv | Contents

2.3

2.4

CHAPTER 3

3.1

3.2

3.3

3.4

CHAPTER 4

4.1

ReSpONSE Preparedness .........cooviiiieiiiiiiieiiceiteecee e 17

23T VISION 2030 ettt e e e e e e e e e 17
2.3.2  Medium-term Expenditure Framework for 2008/09 to 2010/11.................. 17
2.3.3 National Development Plans ............cccoooiiiiiiiiiiiniiiiccc 18
2.3.4 National Health Policy...........ccoooiiiiiii 18
2.3.5 Health Sector Strate@ic Plan ..........c.ccociiiiiiiiniiiiiiinicccecceceeee 18
Namibia Health Care System ...........ccccociiiiiiiiiiiiiicccee e 18
2417 Regional DIireCtOrates. ........coveruieiirieniieiieienieete ettt 19
2.4.2  Public-Private Partnership ..........ccccocoeiiiiiiiiiiiiiiiccceccccee, 19
2.4.3  Overview of the Health System.............ccoooiiiiiiii, 20

FACILITY-LEVEL INFRASTRUCTURE, RESOURCES, AND SYSTEMS

Background and Basic Infrastructure and Resources to Support Utilisation of
Services and ACCESSIDIlItY .......cccueriiriiiiiiie 23
3.1.1 Availability of Services and Human Resources..............ccccoceerviiniininncnnnn. 24
3.1.2  Facility Infrastructure Supportive of Client Utilisation and Quality Services.. 26
3.1.3 Infrastructure and Resources to Support Quality 24-Hour Emergency

SEIVICES it 27

Management Systems to Support and Maintain Quality Services and Appropriate

Client UtIlISation ..........cccoiiiiiiiiii i 30
3.2.1 Management Meetings, Quality Assurance, and Referral Systems................ 30
3.2.2  Supportive Management for Providers .............cccccoceiiiiiiiiiicniniiee 33
3.2.3  Management Practices Supporting Community Involvement....................... 35
3.2.4 Funding Mechanisms that Decrease Financial Barriers to Utilisation of

Health Services..........cccoooiiiiiiiiiiii e 36
3.2.5 Maintenance and Repair of Equipment and Infrastructure........................... 38
Logistics Systems for Vaccines, Contraceptives, and Medicines................cc.ccceeuene. 40
3.3.1 Storage and Stock Monitoring Systems for Vaccines ............c..cccceeviiuiinnnene, 44
3.3.2 Storage and Stock Monitoring Systems for Contraceptive Methods,

General Medicines, and ARVS...........vveiiiiiiiiiiiiiieeee e 45
Systems for Infection CoONtrol ............cccciieriiiiiiiiiiiiiiec e 46
3.4.1 Capacity for Adherence to Standards for Quality Sterilisation or

High-Level Disinfection Processes..............cccccoouiiiiiiiiiiiiiiniciiiiciicce, 48
3.4.2 Appropriate Storage Conditions for Processed Items .............ccccccceevininnnee 49
3.4.3 Infection Control in Service Delivery Area..........cccccocvevirciiniieninciiniencnnne. 49
3.4.4 Adequate Disposal of Hazardous Waste ............ccccocveiiiiiiiiniiniiiiiicnn, 50

CHILD HEALTH SERVICES

Background ..o 53
4.1.1  NHFC Approach to Collecting Child Health Information...............ccccceeeuie. 53
4.1.2  Health Situation of Children in Namibia .............ccccocooiiiii, 54



4.2

4.3

4.4

4.5

4.6

4.7

CHAPTER 5

5.1

5.2

5.3

Availability of Child Health Services..............ccccooiiiiiiiii, 56

Capacity to Provide Quality Immunisation Services............ccccocuervenieniencicneeneenns 57
4.3.1 Capacity to Maintain the Quality of Vaccines.............cccccoceviiiiniiniinnnn, 57
4.3.2  Availability of Vaccines and Vitamin A ..., 58
4.3.3  Availability of Equipment, Supplies, and Administrative Systems for

VacCination SESSIONS .........ooiiiiiiiiiiiic e 60
Capacity to Provide Quality Outpatient Care for Sick Children ...........c.cccccoceniniiins 62
4.4.1 Infrastructure and Resources to Support Quality Assessment and

Counselling for the Sick Child ..., 63
4.4.2  Equipment and Supplies for Assessing and Providing Preventive Care

for the Sick Child ..., 64
4.4.3 Essential Medicines for Treating Sick Children.............cccccoiviiiiinnnne, 65
Management Practices Supportive of Quality Sick Child Services..........c.cccecceeuineen. 68
4.5.1 Facility Documentation and Records ...........ccccecevienieniiniinieninicniencen, 69
4.5.2 Practices Related to User Fees .............ccocoiviiiiiiiiiiiiiiiiicc, 69
4.5.3  Training and SUPEIVISION .........ccccoiiiiiiiiiiiiiiiic s 70
Adherence to Guidelines for Sick Child Service Provision..............ccccccocoiiiiiinin. 72
4.6.1  Full Assessment of HIN€SSes ............ccooiiiiiiiiiiiiiiiii, 72
4.6.2 Classification-Specific Assessments and Treatments............coceeeveececreeneennens 77
4.6.3 Other Observed PractiCes.............ccccociiiiiiiiiiiiiiiii i 78
4.6.4 Reducing Missed Opportunities for Promoting Child Health ....................... 79
4.6.5 Counselling on Child Health Issues and Supporting Continuity of Care ....... 80
Caretaker Opinion from Exit INterviews ...........cccoiiiiiiiiiiiiiiiiieniccciceeee 81
4.7.1  Major Problems during Visit............ccccooiviiiiiiiiiiii, 81
4.7.2 Choice Of FACHItY ....ceouiiiiriiiiiiiiiiecc e 81
4.7.3  Caretaker CharaCteristiCs ............cccoiiiiiiiiiiiiiiiiicce e 81

FAMILY PLANNING SERVICES

Background ...........ooiiiii 83
5.1.1  NHFC Approach to Collection of Family Planning Service Information........ 83
5.1.2  Family Planning Services in Namibia..........cccccoceviiiiiiiniiniiiiiciiccee 84
Availability of Family Planning Services ............ccccccooiiiiiiiiiiiiiiiiiiiiccciccceee 85
5.2.1 Contraceptive Method Mix and Method Availability ............cccccoceenireinnenn 86
5.2.2  Frequency of Family Planning Services...........cccccoceviiiiiiiniiiiiiiiiccne 87
5.2.3 Availability of Family Planning Methods On the Day of the Survey.............. 88
Components Supporting Quality Family Planning Services............ccccoceviniininnns 89
5.3.1 Infrastructure and Resources to Support Quality Family Planning................ 90
5.3.2 Infrastructure and Resources for Examinations ..............cccccecevviiiiiiiininnn, 91
5.3.3  Provision of STI Treatment for Family Planning Clients.........c..ccccccoceenennnene. 93

Contents

\"



vi | Contents

54

5.5

5.6

CHAPTER 6

6.1

6.2

6.3

6.4

6.5

6.6

Management Practices That Support Quality Family Planning Services...................
5.4.1 Facility Documentation and Records .............cccccoiiiiiiiiiiininiiiiee,
5.4.2 Practices Related to User FEes ...........ccoociiiiiiiiiiiiiiiiiiiiiccccce
5.4.3 Training and SUPErVISION ...........cccoiiiiiiiiiiiiiiiiiccc e
Adherence to Standards for Quality Service Provision .............cccccccoieiiiiininnnn
5.5.1 Counselling and Client ASSESSMENt .........ccceerieriiriirienieienecreeeeie e
5.5.2  Method-Specific Assessments and Examinations .............ccccccceevieniennnne.
5.5.3 Counselling of CleNts ............ccooiiiiiiiiiiiiiiiiccccccce e
Client Opinion from EXit INTErVIEWS ......c..ccouiiiiiiiniiiiinienicceeeesie e
5.6.1  Major Problems during Visit...........cccccoeiiiiiiiiniiiiiiiiiiiciceccee
5.6.2 Nearest Facility ........ccccooiiiiiiiiic e

MATERNAL HEALTH SERVICES

Background on Maternal and Newborn Health Care in Namibia ........c...cccccceeee.
6.1.1 Definition of Maternal Health Concepts Used during Collection of
2009 Namibia HFC Information ............cccccoooiiiiiiiiiiiiiiice

Availability and Capacity to Provide Quality Maternal and Newborn Care

SEIVICES it
6.2.1 Availability of Antenatal and Postnatal Care Services.............c.cccccoeninins
6.2.2 Infrastructure and Resources to Support Quality Assessment and
Counselling in ANC and PNC ........cccooiiiiiiiiiiiiiiiicce e,
6.2.3 Infrastructure and Resources for Examinations for ANC and PNC..............
6.2.4 Essential Equipment and Supplies for Basic ANC...........ccccceiiviininiinnene.
6.2.5 Additional Equipment and Supplies for Quality ANC and PNC Services....
Management Practices Supportive of Quality Maternal Health Services ................
6.3.1  Facility Documentation and Records ............cccceevuerienienenienieneeicnnene.
6.3.2 Practices Related to User Fees .............ccccociiiiiiiiiiiiniiiiiiiiccicee
6.3.3  Training and SUPEIVISION ......c..cccuerieriiriiirieniieientenie ettt
Adherence to Standards for Quality ANC Service Provision..........c.cccoceeeerceeneenncen
6.4.1 Appropriate Assessment and Examination for ANC Clients...............c........
6.4.2 Counselling to Promote a Healthy Outcome.............ccccccoiiiiiiiininnnn.
6.4.3  Supporting a Continuum Of Care .........cc.ccceeierieiiiiieniienieeicceece e
Client Opinion of Service Provision .............ceceeeierieienieniiiienieieeeeneeeeee e
6.5.1  Major Problems during Visit.............cccccooiiiiiiiiiiii,
6.5.2  Nearest Facility to HOME ......cc.ccciiiiiiiiiiiiiiiiiiceceecce e
6.5.3 Client Educational Characteristics ..............cccccevuiiiiiiiiiiniiiiiiiiiciice,

Availability of Delivery Services and Capacity to Provide Quality Delivery Care ...
6.6.1 Availability of Delivery Services............cccoviiiiiiiiiiniiiiiiiiiccccee,
6.6.2  Domiciliary Care PractiCes............cceoievuiiiinieiiiiiinieiieieeeeie e
6.6.3 Infrastructure and Resources to Support Quality Delivery Services.............



6.7

6.8

6.9

CHAPTER 7

7.1

7.2

7.3

7.4

7.5

7.6

7.7

7.8

NEWDOIMN Care PraCliCeS ...nn oo 136

Management Practices Supportive of Quality Delivery Services.........c..cccccecvennnenee. 137
6.8.1  Facility Documentation and Records .............cccccocieviiiiniiniiiiniinice. 138
6.8.2  Systems for Quality Assurance, Including Maternal Death Reviews............ 139
6.8.3  Practices Related to User FEes .........coceviriiniininiiiniiniciccecnccceeeee 139
6.8.4  Training and SUPEIVISION .........cccuerieriiiiiinieniieieeieie et 139
Availability of Emergency Obstetric Care.........c.cocveriererienienieieiieneeiesreeeeie 140
6.9.1  The Signal Functions for EMOC ...........ccceeoiiiiiniiiiiiiiieicccecece e 140

STIs, TUBERCULOSIS, AND MALARIA

Background ... 145
7.1.1  NHFC Approach to Collection of Information on Services for Sexually

Transmitted Infections, Tuberculosis, and Malaria...............ccccoevevvvvnenn... 145
7.1.2  Health Situation Regarding STls in Namibia ..........cccccoceviiiiiiinininnnn. 147
7.1.3  Health Situation Regarding Tuberculosis in Namibia .......................... 147
7.1.4 Health Situation Regarding Malaria in Namibia.........c..ccccoceniiiiniinnnn. 148
Availability of STI SEIVICES........cccooiiiiiiiiiiiiiii e 149
Capacity to Provide Quality STI SErvICeS......c.eevieuirienieiiiieiicicccc e 150
7.3.1  System Components to Support Utilisation of Services.............cccccccenee. 152
7.3.2 Infrastructure and Resources to Support Quality Assessment and

COUNSEIIING. ...t e 153
7.3.3 Infrastructure and Resources for Examinations and Treatment................... 154
Management Practices Supportive of Quality Services.............ccccoevciiiiniiinnnnn. 156
7.4.1  Facility Documentation and Records ............ccccovverieniniienieninnicnicneenee. 156
7.4.2  Training and SUPEIVISION .........ccccciiiiiiiiiiiiiiiieiicic e 157
Resources for Diagnosis and Management of Tuberculosis............c..cccceevvenicncnnnen. 158
7.5.1  Tuberculosis DIiagnosis...........cccuteuerieriiiinieniieie ettt 159
7.5.2  Tuberculosis Treatment and Items to Support Treatment ................c......... 160
7.5.3  Tuberculosis and HIV/AIDS SEIVICES ........c.cocueriiiiriiiniiiiniinieieeceeeneen 163
The Malaria Control Strategy...........ccccocuiiieiiiiiiiiiiiiiieic e, 164
7.6.1T  Malaria Diagnosis ..........ccoccuiiiiiiiiiiiiiiiiiiiic e 165
Availability of Services for Malaria...........cccccccoeviiiiiiiiiiiice 165
7.7.1  Malaria Diagnosis and/or Treatment ..............cccccooiiiiiiiiiiiiiiiiee 165
7.7.2  Malaria-related Training for Providers .........c..ccccovveeniiviniiniiicniencccee, 167
Malaria Services for ANC Clients............ccocooiiiiiiiiiiiiiiiiiicccccc 169

Contents

vii



CHAPTER 8  HIV/AIDS SERVICES

8.1 Background ........c.oooiiiiiii e 171
8.1.1  HIV/AIDS in Namibia.......ccocviiiiiiniiiiiiiiiiiicceececeeeeeeesc e 171
8.2 Definitions of HIV/AIDS INAICAtOrS.......c..cocveriiiiiiiiinieiiiicnictcceeeeec e 172
8.3 Basic-Level Services for HIV/AIDS ........coioiiiiiiiiiiiieienecceceee e 172
8.3.1  Counselling and TeStING .....c..cccuerieriiiiiiiiiieceee e 172
8.3.2  HIV/AIDS Care and SUppOrt SErVICES .......cc.covuevuieiiiieiiieiiiiciieieciceee 176
8.4  Advanced-Level Services for HIV/AIDS ..........ccooiiiiiiiiiiiiiiiicciccee 185
8.4.1 Advanced-Level Treatment of Opportunistic Infections and Palliative
Care for HIV/AIDS .....coouiiiiiiiei e 186
8.4.2  Antiretroviral TRErapy .......c.cccooiiiiiiiiiiiiiiii e 188
8.4.3 Prevention of Mother-to-Child Transmission (PMTCT) of HIV ................... 191
8.4.4  Post-Exposure Prophylaxis ...........cccccovieiiiiiniiniiniiiiiiccccecccceee 195
8.4.5 Youth-Friendly Services (YFS) .......cccooviiiiiiiiiiiiiiiiiicccccce 196
8.4.6 Record Keeping and RePOrting ..........ccocuevuieiirieniiienieneeicneeseee e 197
REFERENCES ...t 199
APPENDIX A ADDITIONAL TABLES ........ooiiiiiiiii e 203
APPENDIX B SURVEY PERSONNEL..........ooiiiiiiiiiiiie ettt 385
APPENDIX C  INSTRUMENTS ... .ottt ettt et e e e et eeeeeas 387
AUAIE ¢ttt ettt 389
Observation and Client EXit INtErVIEWS........cc.eeriiiiiiiiiiiinieeicceec e 528
Health WOrker INTEIVIEW ..........couiiiiiiiiiiiiiieni ettt 585

viii | Contents



TABLES AND FIGURES

Page

CHAPTER1 METHODOLOGY
Table 1.1 Result of facility contact by background characteristics..........c.ccccovviiiiiiiiincnennn 4
Table 1.2 Distribution of facilities by background characteristics................cccocooiiiiiiin 5
Table 1.3 Facilities providing Specific SErVICES. ........cccuiriiriiiiiriiiieieeeseee e 5
Table 1.4 Distribution of interviewed providers.............ccoeviiiiiniiiiiienieiceeee e 7
Table 1.5 Distribution of observed consultations ... 8
CHAPTER 2 OVERVIEW OF THE HEALTH SYSTEM IN NAMIBIA
Figure 2.1 Namibia regions and their population...........c.c.cooiiiiiniiiiiniicc 14
CHAPTER 3  FACILITY-LEVEL INFRASTRUCTURE, RESOURCES, AND SYSTEMS
Table 3.1 Availability of basic services and qualified staff to meet client needs........................ 24
Table 3.2 Service and facility infrastructure ............c.coccoiiiiiiiiiiiii, 27
Table 3.3 Service and facility infrastructure to support quality 24-hour emergency services ... 28
Table 3.4 Management, quality assurance, and referral systems..........c..coccovveviiiinicnienennns 30
Table 3.5 Supportive management practices at the facility level.................cccooii, 34
Table 3.6 Management practices supporting community feedback ................cc.cccooii, 36
Table 3.7 Funding mechanism utilised in facilities ...........cccoceviiviniiniincee, 37
Table 3.8 Facility systems for maintenance and repair of equipment and

INFFASEIUCEUE ..o 38
Table 3.9 Storage conditions and stock monitoring systems for vaccines..............ccccceceeeiienien, 41
Table 3.10 Storage conditions and stock monitoring systems for contraceptives, medicines, and

ARVS . 41
Table 3.11 Capacity for processing of equipment: All methods..............cc.ocooiiiiine. 46
Table 3.12 Infection control and hazardous waste control ................cccccociiiiiiiiiiii, 47
Figure 3.1 Availability of Services and Staff to Meet Basic Client Needs ...............cccccciiinin. 25
Figure 3.2 Availability of Items to Support Quality 24-hour Emergency Services ...................... 29
Figure 3.3 Routine Management Committee Meetings at Least Every Six Months .................... 31
Figure 3.4 Quality ASSUraNCe ACHVILIES .......coueeviiiiiiieiiieii et 31
Figure 3.5 Inventory System Used for Stored Medicines .............ccccccoeiiiiiiiiiiiiiiniiiiiiie, 42
Figure 3.6 Elements for Monitoring Vaccine Storage Conditions ...........cocceeeecvirieniencnieneenne. 42
Figure 3.7 Elements for Monitoring Vaccine Stock and Condition...........ccccoeciiiiniiiiniinnene. 43
Figure 3.8 Elements for Storing and Monitoring Stock of Contraceptives..............cccccevuennnnne. 43
Figure 3.9 Capacity to Sterilise or HLD Process Equipment (Any Method) ..............cccccceiiie, 47
Figure 3.10  Facilities with Indicated Elements for Processing Equipment Using

Indicated Method ... 48

Tables and Figures | ix



Figure 3.11
Figure 3.12
CHAPTER 4
Table 4.1
Table 4.2
Table 4.3
Table 4.4
Table 4.5
Table 4.6
Figure 4.1
Figure 4.2
Figure 4.3
Figure 4.4
Figure 4.5
Figure 4.6
Figure 4.7
Figure 4.8
Figure 4.9
Figure 4.10
Figure 4.11
Figure 4.12

Figure 4.13
Figure 4.14

CHAPTER 5
Table 5.1
Table 5.2
Table 5.3
Table 5.4
Figure 5.1

Figure 5.2

Figure 5.3

X | Tables and Figures

Availability of Infection Control Items in All Assessed and Relevant
Service Delivery Areas in a Facility ...........cccooooiiiiiiiiiii 50
Waste Disposal Methods for Sharps Waste............ccoocveriiiiniiniiiinienieiciieneens 52

CHILD HEALTH SERVICES

Availability of child health services............ccccoiiiiiiiiiiii, 56
Health system components required for childhood immunisation services............... 59
Medicines and supplies to support quality care for sick children ...............c........... 66
Management practices supportive of quality child health services ........................... 69
Assessments, examinations, and treatment of children, classified by

diagnosis or Major SYMPLOM .........c.cciiiiiiiiiiiiiii e 73
Provider practices related to health education and continuity of care...................... 80

Children 12-23 Months Who Received All Immunisations, Namibia

T992-2006/07 ...ttt ettt 54
Availability of Vaccines among Facilities Offering Child Immunisation

Services and Storing VacCines .............ccccoviiiiiiiiiiiiiiciccc 60
Availability of Equipment and Supplies for Immunisation Services..........c...c.ccceuee... 61
Availability of Items to Support Quality of Care for Sick Children............................ 63
Availability of Equipment and Supplies for Assessing Health Status and

Management of the Sick Child..............ccooiiii e, 64
Availability of First-line Medicines for Treating Sick Children...........c.cccccooceneniae. 67
Availability of Pre-referral Injectable Medicines.............cccoceviiiiniiniiniiiiinee. 67
Availability of Other Essential Medicines..............ccocooiiiiiiiiiii, 68
Training Received by Interviewed Child Health Service Providers, by

Topic and Timing of Most Recent Training...........coccevieiirienienienienieieeicneeieeens 71
Danger Signs Assessed during Observed Sick Child Consultations ........................... 74
Main Symptoms Assessed during Observed Sick Child Consultations ...................... 74
Elements of Physical Examination Conducted during Observed Sick Child
CONSUMALIONS ...t 75
Essential Advice Provided to Caretakers of Observed Sick Children........................ 75
Observed Preventive Assessments of Sick Children ..............c..cocooiiiiinine. 76

FAMILY PLANNING SERVICES

Availability of family planning services ...........c.ccooieviiiiniiiiniiniccccee 86
Frequency of availability of family planning services.............ccccoceiiiiiniiiiinnnnn. 88
Availability of infrastructure and resources to support services for

temporary family planning methods..............cocooiiiiiiiniiiinic 92

Management practices to support services for temporary family planning methods . 97

Trends in Contraceptive Use among All Women Age 15-49, Namibia

1992, 2000, and 200607 .....eeuveeriiiaiieiieeiie ettt ettt 85
Temporary Methods of Family Planning Provided and Availability of

Method on Day Of Visit...........cccoiiiiiiiiiiiiiiiiiic e 89
Items to Support Quality Counselling for Family Planning ........c..cccccoceviiiiniennenne. 90



Figure 5.4 Items for Infection Control in Examination of Family Planning Clients ..................... 92

Figure 5.5 Conditions to Support Quality STI Services for Family Planning Clients ................... 94
Figure 5.6 Equipment for IUCD Insertion and Removal.........c...ccooiiiiiiniiiiniiicee, 96
Figure 5.7 Training Received by Interviewed Family Planning Service Providers,

by Topic and Timing of Most Recent Training ..........c.cocuevieriieierienenieneeeeee e 98
Figure 5.8 Observed Conditions and Content of Family Planning Counselling ....................... 101

Figure 5.9 Observed Elements of Client History-taking for First-visit Family Planning Clients.. 101

CHAPTER 6 MATERNAL HEALTH SERVICES

Table 6.1 Availability of antenatal care, postnatal care, and tetanus toxoid vaccine............... 108
Table 6.2 Resources to support quality counselling and examinations for

antenatal and postnatal Care ..........c..ccoievuerieriiiiiiin e 110
Table 6.3 Facility practices and resources for diagnosis and management of

common problems and complications of pregnancy ............c..ccccoceceiiiiniinnn. 113
Table 6.4 Management practices supportive of quality maternal health services ................... 116
Table 6.5 Availability of maternal health services...............ccccoooiiiiiii 126
Table 6.6 Availability of elements for quality delivery services ..........c.ccccevvvenieniriinicnenncnn 128
Table 6.7 Availability of medicines and supplies for normal and complicated

ELIVETY .ottt 132
Table 6.8 Management practices supportive of quality facility-based delivery

SEIVICES ..ttt 138
Table 6.9 Signal functions for emergency obstetric care...........ccccoccevvieviiiiniiiniciiiicee 142
Figure 6.1 Availability of Items to Support Quality ANC Services ............ccoceevieviiiieniinennns 110
Figure 6.2 Medicines for Managing Common Problems and Complications

Of PrEGNANCY ..ottt 112
Figure 6.3 Facilities with Standard to Routinely Screen ANC Clients and Capacity

to Conduct Indicated TeStS ...........ccoeiiiiiiiiiiiiiiicc e 113
Figure 6.4 Training Received by Interviewed ANC Service Providers, by Topic and

Timing of Most Recent TraiNing .........coceoieriieiinieniiieeneeeeeese e 117
Figure 6.5 Content of Client History Assessed for First-visit ANC Clients ............c.ccceeeennnnne. 120
Figure 6.6 ANC Assessments for First-visit (N=390) and All Observed ANC Clients ............... 120

Figure 6.7 Counselling Topics Discussed during Observed First Visits and
Follow-up Visits and with ANC Clients at Least Eight Months Pregnant,

When Relevant...........ccoccoiiiiiiiiii 122
Figure 6.8 Topics Reported by Interviewed Clients as Having Been Discussed Either

during This or @ Previous ANC Visit.......c...ccerviriiriiiinieniieieeenceiceeceee e 123
Figure 6.9 Items to Support Quality Delivery Services...........cccccviiiiiiiiiiiiiiiiiiiiiiicceee, 130
Figure 6.10  Essential Supplies for Delivery...........cocooiiiriiniiiiiiicieec e 133
Figure 6.11  Additional Medicines and Supplies for Managing Complications

Of DEIIVETY ... 133
Figure 6.12  Emergency Equipment and Services Available in Hospitals Offering

DEIIVEIY SEIVICES ...ttt 135
Figure 6.13  Training Received by Interviewed Delivery Service Providers, by

Topic and Timing of Most Recent Training........c..cccevvverienieiienieneeieeieneeeen 140
Figure 6.14  Emergency Obstetric Practices in Hospitals and Health Centres Offering

DElIVEry SEIVICES ......ooiiiiiiiiiiiiiiiii e 142

Tables and Figures | xi



CHAPTER 7

Table 7.1
Table 7.2

Table 7.3
Table 7.4
Table 7.5
Table 7.6
Figure 7.1
Figure 7.2
Figure 7.3

Figure 7.4

CHAPTER 8
Table 8.1
Table 8.2
Table 8.3

Table 8.4
Table 8.5

Table 8.6
Figure 8.1
Figure 8.2

Figure 8.3

Figure 8.4
Figure 8.5

Figure 8.6

xii | Tables and Figures

STIs, TUBERCULOSIS, AND MALARIA

Availability of services for sexually transmitted infections...............cccccceviiinninn
Availability of infrastructure and resources to support quality counselling

and examinations for sexually transmitted infections..........c.ccceeeeverienienenieneenne.
Management practices supportive of quality services for sexually transmitted
INFECHIONS ...
Availability of services for tuberculosis.............c.cooveriiiiiiiiiiniii e,
Malaria diagnosis and/or treatment SErviCes .........c.cceoveuereenieniineerieeeieeeeieeene
Provision of insecticide treated nets and malaria-related training for providers.......

[tems to SuppPOrt STI SErVICEeS........ooiiiiiiiiiiiiiii e
Items to Support Quality Examinations for STIS ..........ccccoviirieriniiiniienieicneneeeen
Training Received by Interviewed STI Service Providers, by Topic and

Timing of Most Recent Training ......c..ccceeverieiieiinieneee et
Availability of First-line Anti-TB Medicines among Facilities Providing TB
Diagnostic, Treatment, and/or Follow-up Services.............cccccivviniiniiiinicnnennen.

HIV/AIDS SERVICES

System for testing and for offering results of HIV tests.............cccccooviniiniininnnn.
Availability and documentation of HIV/AIDS care and support services.................
Availability of HIV testing systems and basic clinical care and support

services for HIV/AIDS. ..o
Systems and items to support antiretroviral combination therapy services .............
Availability of services for prevention of mother-to-child transmission (PMTCT)

Of HIVIAIDS . ...
Availability of services for prevention of mother-to-child transmission of
HIV/AIDS among facilities offering ANC Services...........ccoveeverieneeneicicneencennennne.

Components of HIV Testing ServiCes.........coccoiiuiiiiniiiiiiiinieieienieeeeeeeeee
Availability of Basic Medical Care and Support Services for HIV/AIDS ...................
Availability of Items in Facilities Offering HIV/AIDS Care and Support Services
(CSS) @nd STI SEIVICES. .......ccuiiuiiiiiiiiiiiiiiec e
TB Services in Facilities Offering HIV/AIDS Care and Support Services (CSS).........
Availability of Medicines to Treat Common HIV/AIDS-related Conditions

in Facilities Offering Care and Support Services (CSS) ........covevvieuenieniecienciennene.
Record-keeping in ANC Facilities Offering Minimum Package PMTCT Services ...



APPENDIX A ADDITIONAL TABLES
Chapter 1
Table A-1.1.1 Distribution of facility sample frame and final sample selection by region.............. 203
Table A-1.1.2 Distribution of facility staff sample frame and final sample selection

DY type Of faCility «...ooueeieeiiiiiie e 204
Table A-1.2.1 Distribution of interviewed health care providers—unweighted ........................... 205
Table A-1.2.2 Distribution of interviewed health care providers—weighted ................................ 206
Table A-1.3  Sample of observed and interviewed clients................cccccceciiiiiiniiii. 207
Table A-1.4  Facility catchment area............cccoouiiiiiiiiiiiiiiiic e 208
Table A-1.5.1 Staffing patterns for SPA facilities (Clinicians) .............ccccoeeiiiiniiiininiiiiiee 209
Table A-1.5.2 Staffing patterns for SPA facilities (other health care providers)...............ccccccceeeies 210
Table A-1.6.1 HIV/AIDS counselling and related training: Provider type..........c.cccccocveviiiininnnns 211
Table A-1.6.2 HIV/AIDS counselling and related training: Facility type...........cccccooieiiiiiniiniinnns 212
Table A-1.7  Education levels of interviewed health service providers ..........cccccoceoieviniinennins 213
Chapter 3
Table A-3.1.1 Availability of basic services by type of facility ........c..cceevieniiiiniiniiniiiiies 214
Table A-3.1.2  Availability of basic services by region.........c..ccccceciiiiiiiiiniiniiieceeee 215
Table A-3.2  Facility infrastructure supportive of client utilisation and quality services................ 216
Table A-3.3  Facility infrastructure supportive of client utilisation and quality services,

DY TEZION ..ottt 217
Table A-3.4  Routine management Meetings............cccoouiiiiiiiiiiiiiiiie e 218
Table A-3.5  Quality assurance activities with documentation observed......................cccoeis 219
Table A-3.6  Supportive management practices: training and supervision at the

facility level ..o 220
Table A-3.7  Supportive management practices: training and supervision at the

individual provider level ... 221
Table A-3.8  FUNAING OPLIONS.....ccueiiiiiiiiiiiect et 222
Table A-3.9  Components for which fees are charged ...........ccccoceiiiiiniiniiii 223
Table A-3.10  Facility systems for maintenance and repair of equipment ...........ccccevevuirvieneenns 224
Table A-3.11  Facility systems for maintenance and repair of buildings ..........c.ccoceeiiiiniinencs 225
Table A-3.12  Storage conditions and stock monitoring systems for vaccines..............ccccccccceeuneee 226
Table A-3.13  Storage conditions and stock monitoring systems for contraceptive

methods, medicines, and antiretroviral medicines (ARVS)..........ccoovvvvvvveeieiiieiiiinnn. 227
Table A-3.14  Reported reliability of ordering system for comities: orders placed

DY ACHlILY ..o 229
Table A-3.15  System for ordering vaccines and contraceptive methods for facilities

placing their OWN orders ............ccoooiiiiiiiiiiiiiii e 231
Table A-3.16  System for ordering medicines and ARVs for facilities placing their own orders ..... 232
Table A-3.17  System for ordering medicines and ARVs where order is placed by

external QUENOTITIES ..........ccooiiiiiiiii e 233
Table A-3.18  Knowledge and capacity for autoclave processing of equipment.........c.c.ccccceueeuenn 234
Table A-3.19  Storage conditions for sterilised or high-level disinfected items............cccccccceeeieins 235
Table A-3.20  Specific items for infection control that were available in ALL relevant

SEIVICE @IBAS ...evviiiiriiecitie ettt 236
Table A-3.21  Availability of supplies for preventing nosocomial infections..................cccccceeee 237
Table A-3.22.1 Waste disposal methods: infectious Waste..........c..coceeeuerieniiniriiinienieicnicneenn 238
Table A-3.22.2 Waste disposal methods: sharps waste................ccccooiiiiiiiiinii 239

Tables and Figures | xiii



Chapter 4

Table A-4.1
Table A-4.2
Table A-4.3
Table A-4.4
Table A-4.5
Table A-4.6
Table A-4.7

Table A-4.8

Table A-4.9

Table A-4.10
Table A-4.11
Table A-4.12
Table A-4.13
Table A-4.14
Table A-4.15
Table A-4.16
Table A-4.17
Table A-4.18
Table A-4.19
Table A-4.20
Table A-4.21
Table A-4.22
Table A-4.23

Chapter 5

Table A-5.1
Table A-5.2
Table A-5.3
Table A-5.4
Table A-5.5

Table A-5.6
Table A-5.7

Table A-5.8
Table A-5.9

Table A-5.10
Table A-5.11
Table A-5.12
Table A-5.13
Table A-5.14
Table A-5.15
Table A-5.16
Table A-5.17

xiv | Tables and Figures

Frequency of availability of child health services ...........cccccoceeviniiniiiininin, 240
Availability of child health services through village outreach activities.................... 241
Availability of child vaccines and Vitamin A .........cooiiiiiiiiiniiicen 242
Equipment, supplies, and recordkeeping systems for child immunisation services . 243
Availability of equipment and supplies for assessment of the sick child.................. 244
Availability of guidelines and teaching materials................ccccoiiiiiiiiinnn 245
Availability of immunisation services and outpatient care for sick children

ON the SAME dAY ..c.veiuiieiiiiiiiiiete e e 246
Availability of medicines for treatment of the sick child...............cc.cocceiiinins 247
Facility utilisation statistics for outpatient care for sick children.............................. 248
Information on user fees for outpatient care for sick children ...........c.cccocccoceiie. 249
Out-of-pocket payments for sick child consultations ..............cccccceeciininincinnene. 250
Supportive management for providers of child health services ............................ 251
Training for child health service providers (I) ..........ccccccoiiiiiiiii 252
Training for child health service providers (1) ........cc.coceriieniiiiniiniiiiieeee 253
Supportive supervision for child health service providers.............c.cccccooeniininnnn. 254
Observed assessments, examinations, and treatments for sick children.................. 255
Children sent home with diagnosis and appropriate treatment............cccccecueeueenee. 256
Prescriptions and medicines provided for the observed sick child ......................... 257
Observed preventive assessments for sick children..................coo 258
Topics discussed and immunisations received by sick children.............................. 259
Feedback from caretakers of sick children on service problems.............c.c.cccc.cc..... 260
Caretaker choice of facility.........coceeieiiiiiiiiiiiice 261
Educational characteristics of caretakers of observed sick children ....................... 262
Methods of family planning offered ..............c..cociiii 263
Methods of family planning provided...........ccccooiiviiniiiiniinice 264
Availability of family planning methods by type of facility............cccccocoiiiiiiins 265
Availability of family planning methods by region..............c.ccccooiiiiinin. 266
Availability of infrastructure, resources, and systems for quality family planning
SEIVICES ...ttt 267
Availability of observed teaching and visual @ids ...........cc.coceivieiiiiiniininis 268
Availability of teaching and visual aids in facilities that offer family planning

AN STISEIVICES ... e 269
Availability of medicines for treating sexually transmitted infections ...................... 270
Availability of equipment and infrastructure for providing specific

mMethods Of CONraCePLION .........couiiiiiiiiiciicre e 271
Availability of items for providing the intrauterine contraceptive device................. 272
Availability of items for pelvic examination of STl clients...............cccccciiiiinininn 273
Facility utilisation statistics for family planning clients ................c.ccci, 274
Information on user fees for family planning services..............cccooooiiiiiiiinne. 275
Out-of-pocket payments for family planning services .............ccccoecvevieviniiniencnn. 276
Out-of-pocket payments for specific family planning procedures .......................... 277
Supportive management for providers of family planning services......................... 278
Training for family planning service providers on specific topics.........cccccoceevueeneee. 279



Table A-5.18  Supportive supervision for family planning service providers ...............ccccccceieis 280
Table A-5.19  Description of observed female family planning clients ................cccccooiiiii 281
Table A-5.20  User status and principal reason for visit for observed family planning

ClIENES ... 282
Table A-5.21  Method of choice for observed female family planning clients .............................. 283
Table A-5.22  Components of counselling among observed female family planning

ClIENES .. 284
Table A-5.23  General assessments, examinations, and interventions for observed

first-visit female family planning clients ... 285
Table A-5.24  General assessments, examinations, and interventions for observed

first-visit female family planning clients .............cccocooii 286
Table A-5.25  Assessments of client who received contraceptives containing oestrogen............... 286
Table A-5.26  Counselling and client knowledge related to injectable and oral contraceptives .... 287
Table A-5.27  Counselling and client knowledge related to condoms, I[UCDs, and

IMPIANTS. ..o 288
Table A-5.28  Client feedback 0N SEIVICES...........cocviiiiiiiiiiiiiiiiieccee e 288
Table A-5.29  Client choice oOf facility ......c..coceriiiiiiiiiiiii e 289
Table A-5.30  Educational characteristics of female family planning clients ....................ccoo. 290
Chapter 6
Table A-6.1  Availability of antenatal care and other family health services on the

day Of the SUIVeY ......c..cciiiiiiii 291
Table A-6.2  Availability of antenatal care and tetanus vaccine Services........c...coceeeevuereeneennens 292
Table A-6.3  Availability of observed items to support quality antenatal care services................ 293
Table A-6.4  Availability of specific medicines and guidelines for antenatal and

POSENALAl SEIVICES ...ttt 294
Table A-6.5  Capacity to provide anaemia screening with antenatal care .........c...c.ccccevceeniennns 295
Table A-6.6  Capacity to test urine protein with antenatal care ............cccccooeviiiiiiinicncnnn. 296
Table A-6.7  Capacity to test urine glucose with antenatal care ..........c..cccccoveereenieiinicnecncnnne. 297
Table A-6.8  Capacity to provide blood grouping with Rh factor with antenatal care................. 298
Table A-6.9  Capacity to test for syphilis with antenatal care ..............cccccccoviiiiiiiin. 299
Table A-6.10  Utilisation of antenatal care and postnatal care services ..............cccccceceeviiiininnnns 300
Table A-6.11  User fees for antenatal care ServiCes.............cccvcverieriieiinieniniieneeneeie e 301
Table A-6.12.1 Out-of-pocket payments for antenatal care services: First-visit clients.................... 302
Table A-6.12.2 Out-of-pocket payments for antenatal care services: Follow-up clients.................. 302
Table A-6.13  Supportive management for providers of ANC..............ccocoviiiiiiiniiiiiiicccee 303
Table A-6.14.1 Training for antenatal care service providers: (1) .........ccceovveviriieniieniiencnieneeeenee. 304
Table A-6.14.2 Training for antenatal care service providers: (1) ........cc.cceviiniiiiniiniieiiiinies 305
Table A-6.15  Supportive supervision for antenatal care service providers..............ccccceceeviennnnen. 306
Table A-6.16  Characteristics of observed antenatal care clients..........cccccoceveeviniiniiniicniennns 307
Table A-6.17  General assessments, examinations, and interventions for observed

first-visit ANC Clients.........ccoooiiiiiiiiiii 308
Table A-6.18  Assessment of current health status of observed antenatal care clients................... 309
Table A-6.19.1 Health education for antenatal care clients: Insecticide-treated bed nets .............. 310
Table A-6.19.2 Health education for antenatal care clients: Intermittent prophylactic

treatment (IPT) of Malaria .........coocuiiiiiiiiiii e 310
Table A-6.20.1 Observed content of ANC counselling by type of facility .......c..ccccceceniiiiniininnins 311

Tables and Figures | Xxv



Table A-6.20.2 Observed content of ANC counselling by region..............cccccooiiiiiiiiiiinn. 312
Table A-6.21  Reported health education received and knowledge related to

warning signs during pregnancy by type of facility ............c.coccoviiiiin 313
Table A-6.22  Reported health education received and knowledge related to

warning signs during pregnancy by region.............cccoccooiiiiiiiiiin 314
Table A-6.23  Client plan for place of delivery ... 315
Table A-6.24  Use of individual health passports..............cccccoiieriiiiiiiniiiniiicceee 316
Table A-6.25 Outcome of observed consultations................ccccoiiiiiiiiiiiiii 317
Table A-6.26  Client feedback on service problems...............cccociiiiiiiiiiiiiie 318
Table A-6.27  Client choice of facility .........cocveriiiiiiiiiiii e 319
Table A-6.28  Educational characteristics of antenatal care clients...............cccccoeviiiiiiiiinnn. 320
Table A-6.29  Emergency maternity transportation SyStems ..............cocvereeruerveneenieeveeneeneenenene 321
Table A-6.30 Availability of equipment, infrastructure, and staff for quality delivery

SEIVICES ...ttt 322
Table A-6.31 Locations where delivery equipment is sterilised or disinfected.............................. 323
Table A-6.32  Sterilisation and disinfecting capacity for delivery service equipment in

facilities that report equipment ProCessing ............ccccoouevieiiiiiiiiieniciiieicceceee 324
Table A-6.33.1 Storage conditions for sterilised or high-level delivery equipment:

Facilities where items are present anywhere in facility...........c..ccccooiniinin. 325
Table A-6.33.2 Storage conditions for sterilised or high-level delivery equipment:

Facilities where items are present in delivery service area ............ccccccceeeenicniennen. 326
Table A-6.34  Delivery service providers.............coccoiiiiiiiiiiiiiiiiiiciceeeece e 327
Table A-6.35  Availability of medicines and supplies for quality delivery services ..........c..cc......... 328
Table A-6.36  Availability of services, equipment, and supplies for complications of

labour and delivery: All facilities ..........coceevieriiiiiiniiiece e 329
Table A-6.37  Capacity to conduct caesarean SECtiON.............coeeieicrieiiiiiiiei e 330
Table A-6.38  Newborn care practiCes.............ooieiciiiiiiiiiiiiiei e 331
Table A-6.39.1 Emergency obstetric practices: All facilities offering delivery services..................... 332
Table A-6.39.2 Emergency obstetric practices: Hospitals and health centres offering

deliVery SEIVICES. .......c.ooiiiiiiiiiiiii e 333
Table A-6.40  Utilisation of delivery Services.............ccooiiiiiiiiiiiiiiiiiiicc 334
Table A-6.41  User fees for delivery SErviCes .............ooeviiiiiiiiiiiniiiiiiiiiiciciiecceeeeeee 335
Table A-6.42  Supportive management for providers of delivery services ...........c.cccccceeirvinienns 336
Table A-6.43.1 Training for delivery service providers: Topics related to delivery and

NEWDOIN CAIe ... 337
Table A-6.43.2 Training for delivery service providers: Topics related to HIV/AIDS ....................... 338
Table A-6.44  Supportive supervision for delivery service providers.............coccceevviniieninccnienncnn 339
Table A-6.45  Use of partograph by delivery service providers .............cocecivvienienieiinicnenenne. 340
Chapter 7
Table A-7.1  Availability of services for sexually transmitted infections (STls) in facilities

reporting No primary STl SErVICES .......c...cooiuiiiiiiiiiiiiiic 341
Table A-7.2  Availability of systems, infrastructure, and resources to support quality

services for sexually transmitted infections ...............cccocoiiiii 342
Table A-7.3  Availability of specific tests for diagnosis and medicines for treatment of sexually

transmitted INfECtIONS ..........cccooiiiiiiiii 343
Table A-7.4  Information on user fees for services for sexually transmitted infections................. 344
Table A-7.5  Supportive management of service providers for sexually transmitted infections.... 345
Table A-7.6  Training for providers of services for sexually transmitted infections ..................... 346

xvi | Tables and Figures



Table A-7.7  Supportive supervision for providers of services for sexually transmitted

INFECHIONS ... 347
Table A-7.8  Utilisation of services for sexually transmitted infections and sources of

data on sexually transmitted infections.............cccceoiiviniiniiiiniee 348
Table A-7.9  Lab capacity to provide services for tuberculosis ...............cocoeeiiviniiniiiiiniinnenns 349
Table A-7.10.1 Supportive management of TB services: Laboratory diagnostic services................. 350
Table A-7.10.2 Supportive management of TB services: Clinical services .............ccccccceviniiininnns 351
Table A-7.11  Tuberculosis treatment and/or follow-up using DOTS strategy..............cccccceveunnenn 352
Table A-7.12  Items to support management of tuberculosis .............c.cccccooiiiiiiniiiiiiins 353
Table A-7.13  Resources and supplies for diagnosing tuberculosis ...........c..cccccecerviniininiiniennns 354
Table A-7.14  Tuberculosis and HIV SEIVICes...........c..cuiiiiiiiiiiiiiiiicccceccee e 355
Table A-7.15  Tuberculosis infection control plans ............c.cccoceeviiiiiiiininece 356
Chapter 8
Table A-8.1  Pre- and post-test counselling for HIV: Components in any testing site.................. 357
Table A-8.2  Tuberculosis treatment at HIV service sites using DOTS ...........cccoooiiiiiiiiniinn. 358
Table A-8.3  Treatment and/or follow-up for tuberculosis using any treatment strategy.............. 359
Table A-8.4  Resources and supplies for diagnosing tuberculosis ...........c..ccccceceriniininiiniennn 360
Table A-8.5  Malaria diagnosis and treatment ..........c.ccccuerviriiriieiinienenee e 361
Table A-8.6  Diagnosis and treatment of sexually transmitted infections at HIV

service sites: Treatment ProtoCols ...........cceoverieiiiiiiiniiiiiic e 362
Table A-8.7  Supportive management practices for providers of TB, malaria, or STI treatment .. 363
Table A-8.8  Isoniazid for preventing tuberculosis in HIV/AIDS clients.............cccccooeiiiiinnnns 364
Table A-8.9  Primary preventive treatment (Cotrimoxazole preventive treatment) for

preventing opportunistic infections in HIV/AIDS clients.............ccccoooiiiiiininnne. 365
Table A-8.10  Availability of trained providers to support advanced services for

HIV/AIDS. ...ttt ettt ettt et e et e et e et e e ne e e e e 366
Table A-8.11  Protocols and guidelines to support advanced services for HIV/AIDS..................... 367
Table A-8.12  Availability of advanced care and support services for HIV/AIDS .........c.cccoceevuenuenn 368
Table A-8.13  Availability of treatments for opportunistic infections and conditions..................... 369
Table A-8.14  Availability of medicines for advanced care of people living with

HIV/AIDS ..o 370
Table A-8.15  Laboratory testing capacity for monitoring HIV/AIDS clients..............ccccccceceeiniens 371
Table A-8.16  Facilities with links to home or community-based care for HIV/AIDS

CHENES ... 372
Table A-8.17.1 Youth-friendly services for HIV/AIDS (Facilities with HIV testing system)................ 373
Table A-8.17.2 Youth-friendly services for HIV/AIDS (All facilities, without free-standing

VCT FaCHlIIES) ..o 374
Table A-8.18.1 Components supporting antiretroviral therapy services: Record-keeping

aNd Staff.....ooiii s 375
Table A-8.18.2 Components supporting antiretroviral therapy services: Medicines and

[@ab CAPACILY ... 376
Table A-8.19  Protocols and guidelines for antiretroviral combination therapy services................ 377
Table A-8.20  Post-exposure prophylaxis (PEP) ..........cccociiiiiiiiiiiiiiiiiiiiccccciccce 378
Table A-8.21.1 Availability of service records for PMTCT Services ...........cccccooeeiiiiiiiicncncnieeenes 379
Table A-8.21.2 Availability of service records for PMTCT services facilities providing ANC ............ 380
Table A-8.22.1 Availability of service records for PMTCT + SEIVICES ........c.coveevuievenienieniinieniiennen 381
Table A-8.22.2 Availability of service records for PMTCT + services in facilities with ANC............. 382
Table A-8.23  Facilities with record-keeping and reporting systems for monitoring

HIV/AIDS treatment, care, and SUPPOIt..........ccceviiiiiiiiiiiniiiiccceee e 383

Tables and Figures | xvii






FOREWORD

The 2009 Namibia Health Facility Census (2009 NHFC) is the first facility-based survey to cover
all health facilities, both public and private. More than 400 health facilities participated in the census.

The facilities surveyed include hospitals, health centres, clinics, free-standing voluntary HIV
counselling and testing centres, and sick bays. These facilities are managed by the Ministry of Health and
Social Services, missions and nongovernmental organisations (NGOs), the private sector, the Ministry of
Defence, and the police.

The 2009 NHFC was designed to provide detailed information on the availability and quality of
facility infrastructure, resources, and management systems and on services for child health, family
planning, maternal health, and selected infectious diseases, namely sexually transmitted infections,
tuberculosis, and malaria. The survey also provides information on the capacity of health facilities to
provide quality HIV/AIDS services.

The survey collected several types of data, using checklists on general infrastructure and supplies,
interviews with health care providers and clients, and direct observation of client-provider interactions.
Together, these approaches provide a comprehensive overview of the health care system in Namibia.

The 2009 NHFC has collected important information for planners, policy-makers, and
programme managers to assess the capacity of health facilities to provide quality services to the children,
men, and women of Namibia. The information is also very useful in determining the strengths and
weaknesses of health facilities in the endeavour to provide intervention measures for improving health
care delivery.

It is against this background that the Ministry of Health and Social Services takes pride in
presenting the results of this survey.

Dr. Richard Nchabi Kamwi, M.P.
Minister
Ministry of Health and Social Services
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UNGASS United Nations General Assembly Special Session
UNICEF United Nations Children’s Fund
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USAID

VCT
VDRL

WHO

YFS

United States Agency for International Development

Voluntary Counselling and Testing
Venereal Disease Research Laboratory (test)

World Health Organization

Youth Friendly Services
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KEY FINDINGS

The 2009 Namibia Health Facility Census
(2009 NHFC) is an assessment of all health facili-
ties in Namibia. It was designed to provide infor-
mation on the general performance of facilities
that offer maternal, child, and reproductive health
services as well as services for specific infectious
diseases, including sexually transmitted infections
(STIs), HIV/AIDS, tuberculosis (TB), and malaria.

Information was collected, using facility audit
guestionnaires, interviews with health service pro-
viders, observations of client-provider consulta-
tions, and exit interviews with clients, to assess the
capacity of facilities to provide good quality ser-
vices and also to assess the existence and the
strengths and weaknesses of infrastructure and
systems to support these services. The health facil-
ity census also sought to assess adherence to stan-
dards in the delivery of curative care for sick chil-
dren, family planning, and antenatal care (ANC).

The 2009 NHFC provides national- and re-
gional-level information for hospitals, health cen-
tres, clinics, stand-alone voluntary counselling and
testing (VCT) facilities, and sick bays offering
maternal and child health (MCH) and HIV/AIDS-
related services.

The Directorate of Special Programmes
(HIV/AIDS/TB/Malaria) in the Ministry of Health
and Social Services (MoHSS) conducted the 2009
NHFC, with technical assistance from ICF Macro
under the MEASURE DHS project. Financial sup-
port for the census came from the United States
Agency for International Development, the Global
Fund to Fight AIDS, Tuberculosis and Malaria,
the government of the Republic of Namibia, and
the World Health Organization.

Below is a summary of the key findings of the
2009 NHFC:

FACILITY-LEVEL INFRASTRUCTURE, RESOURCES, AND
SYSTEMS

e A full package of basic services—which in-
cludes outpatient care for sick children and for
adult STIs, temporary methods of family plan-
ning, ANC, immunisation, and child growth
monitoring—is available in seven of every ten
facilities. Facility-based, 24-hour delivery ser-
vices are available in nine of every ten hospi-
tals, in about six of every ten health centres,
and in three of every ten clinics.

e Three of every ten facilities have regular sup-
plies of water and electricity as well as client
comfort amenities such as a basic level of
cleanliness. About six of every ten facilities
have safe onsite water supply year-round, i.e.,
water from any source piped into the facility
or water from a protected well/pump or other
outlet that is within 500 meters of the facility.

e Two-thirds of facilities report holding routine
management meetings at least once every six
months; however, only one-third of facilities
have documentation of a recent management
meeting.

e Almost all hospitals, health centres, and clin-
ics routinely charge some form of user fees for
adult curative care.

e Almost all hospitals have functioning equip-
ment (or chemicals) for the sterilisation or
high-level disinfection (HLD) of re-useable
instruments. Close to nine of every ten facili-
ties have an adequate final disposal system for
sharps waste.

CHILD HEALTH SERVICES

e Eight of every ten facilities offer all three ba-
sic child health services—outpatient curative
care for sick children, childhood immunisa-
tions, and growth monitoring. Three-quarters
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of facilities that offer child immunisation ser-
vices and also store vaccines had all basic
vaccines (BCG, DPT/pentavalent, polio, and
measles) available on the day of the visit.

Nine of every ten facilities offer outpatient
curative care for sick children. Among the fa-
cilities offering outpatient curative care for
sick children, close to nine of every ten have
treatment guidelines for sick child services;
however, less than one-third have Integrated
Management of Childhood Iliness (IMCI)
counselling cards available for providers.

All three first-line oral medicines (ORS, the
first-line antimalarial (Coartem), and at least
one oral antibiotic) are available in three-
quarters of facilities that offer sick child ser-
vices. Three-quarters of facilities offering ser-
vices for sick children have all pre-referral
medicines—at least one first-line injectable
antibiotic (chloramphenicol, ampicillin, clox-
acillin, or penicillin), at least one second-line
injectable antibiotic (ceftriaxone or gen-
tamicin), and intravenous solution with perfu-
sion set.

Three of every ten facilities offering curative
care for sick children provide their staff with
routine training related to child health ser-
vices, and only 10 percent of interviewed child
health service providers in these facilities re-
ported receiving training in IMCI during the
12 months preceding the assessment.

Complete evaluation of sick children for gen-
eral danger signs (the sick child’s inability to
eat or drink, vomiting everything, and febrile
convulsions) during sick child visits are not
routinely done. During only 12 percent of all
observed sick child consultations did providers
evaluate sick children for all three of these
IMCI general danger signs.

About nine of every ten observed children di-
agnosed with pneumonia were given an anti-
biotic, while slightly over eight of every ten
children with cough or other upper respiratory
conditions also were provided antibiotics.
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Providers seldom give caretakers essential
information for taking care of the sick child at
home. For example, only one in every ten
caretakers received all three IMCI recommen-
dations regarding fluid intake, food intake, and
symptoms for which the sick child must be
brought back to see a health provider.

Providers are taking advantage of sick child
visits to promote preventive health interven-
tions: About nine of every ten observed chil-
dren had their immunisation status checked,
and almost all sick children were weighed.
Visual aids to educate caretakers are, however,
available in only half of facilities that offer
sick child services and are rarely used during
consultations in any case (only 7 percent).

Caretakers’ major complaint about services is
the waiting time to see a provider.

FAMILY PLANNING SERVICES

Nine of every ten facilities in Namibia offer
temporary modern methods of family planning
(FP); the majority of these facilities (eight of
every ten) offer FP services five or more days
per week. The most commonly offered tempo-
rary FP methods are the progestin-only in-
jectables, combined oral contraceptive pills,
male condoms, and progestin-only oral con-
traceptive pills.

Nearly all FP facilities assure both visual and
auditory privacy during family planning coun-
selling sessions. Visual aids for client educa-
tion on family planning are widely available;
however, only half of these facilities had fam-
ily planning service guidelines available in the
service delivery area on the day of the survey
visit. Items for infection control (soap and
running water or else hand disinfectant, clean
latex gloves, disinfecting solution, and sharps
box) are available in the family planning ser-
vice area in about two-thirds of these facilities.

In eight of every ten family planning facilities,
family planning providers routinely diagnose
and treat STIs. Generally, in these facilities
medicines for treating syphilis, trichomoniasis,



chlamydia, and gonorrhoea are readily avail-
able.

Up-to-date family planning registers are found
in three-quarters of FP facilities.

Only a small proportion of family planning
facilities provide routine training for family
planning service providers; however individ-
ual supervision of these providers is quite
widespread.

Few family planning clients have major issues
with their visits to health facilities. Waiting
time to see a provider is the problem that cli-
ents most often mention.

MATERNAL HEALTH SERVICES

ANC services are available in eight of every
ten facilities; they are least likely to be avail-
able in hospitals. Two-thirds of facilities offer
ANC, postnatal care (PNC), and tetanus
toxoid (TT) vaccine. Practically all ANC fa-
cilities provide TT services every day that
ANC services are offered.

Overall, only one-fifth of ANC facilities have
visual aids, ANC guidelines, and individual
client health passports —items considered im-
portant for provision of quality ANC counsel-
ling. Individual client health passports are
more likely to be available than either ANC
guidelines or visual aids.

Most ANC facilities have the essential equip-
ment and supplies (blood pressure apparatus,
foetoscope, iron and folic acid tablets, and TT
vaccine) for basic ANC. All infection control
items (soap and running water or else hand
disinfectant, latex gloves, disinfecting solu-
tion, and sharps box) are available in six of
every ten ANC facilities. Hand disinfectant is
the item most likely to be missing. Medicines
for managing common complications of preg-
nancy (a broad spectrum antibiotic, an anti-
helminthic, a first-line antimalarial, an anti-
hypertensive, and at least one medicine for
treating each of the following STls: trichomo-
niasis, gonorrhoea, chlamydia, and syphilis)
are individually relatively available in most

facilities; however, only one-quarter of ANC
facilities have all these medicines.

In nine of every ten facilities, ANC service
providers routinely offer STI treatment. On the
day of the survey visit, the great majority of
ANC facilities (87 percent) had medicines to
treat each of the four common STIs—syphilis,
gonorrhoea, chlamydia, and trichomoniasis.

Seven of every ten ANC facilities have up-to-
date ANC registers, but up-to-date postnatal
care registers are less widely found. Only 15
percent of ANC facilities have documentation
indicating that they monitor ANC coverage.

First-visit ANC clients are more likely to be
counselled or educated on nutrition, pregnancy
risk signs and symptoms, delivery plans, ex-
clusive breastfeeding, and postpartum family
planning during ANC consultations than are
follow-up clients or even clients who are at
least eight months pregnant. On average, de-
livery plans are discussed with only four of
every ten ANC clients who are at least eight
months pregnant.

Normal delivery services are available in two-
thirds of facilities, including 98 percent of
hospitals. Caesarean sections are available al-
most exclusively in hospitals. The majority of
facilities have transportation support for ma-
ternity emergencies; private facilities are less
likely to have transportation support than
MoHSS and mission/NGO facilities.

Two-thirds of facilities that offer normal de-
livery services have all infection control items
(soap and running water or else hand disinfec-
tant, sharps box, disinfecting solution, and
clean latex gloves) at the service site.

All basic equipment and supplies for conduct-
ing normal deliveries (scissors or a blade, cord
clamps or ties, a suction apparatus, antibiotic
eye ointment for the newborn, and a disinfec-
tant for cleaning the perineum) are available in
the delivery area in only four of every ten fa-
cilities offering delivery services. The avail-
ability of each of these items individually
ranges from 68 percent of facilities having
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STI

suction apparatus to 95 percent of facilities
having scissors or a blade. A complete set of
items to manage common complications and
serious complications of delivery is not widely
available in facilities offering normal delivery
services.

Newborn respiratory support (infant-sized
Ambu bag or equivalent) is available in six of
every ten facilities that offer delivery services,
including 95 percent of hospitals. An external
heat source is available in one-quarter of these
facilities, including 98 percent of hospitals.
Practices that are considered supportive of
newborn health, such as weighing the new-
born, providing vitamin A to the mother, and
rooming-in, are common.

Up-to-date delivery registers are available in
half of delivery facilities, most commonly in
hospitals. Overall, only one-fifth of delivery
facilities conduct reviews of maternal and/or
newborn deaths or near-misses. Among hospi-
tals, however, 70 percent conduct such re-
views.

AND TUBERCULOSIS SERVICES

available at STI service sites in these facilities.
Nearly nine of every ten STI facilities have
male condoms available at the STI services
site; female condoms are less widely available.

TB diagnosis, treatment, and/or follow-up ser-
vices are available in 87 percent of facilities,
including almost all health centres and eight of
every ten hospitals. Six of every ten facilities
that offer TB treatment and/or follow-up ser-
vices say that they follow the DOTS strategy.
Of facilities following the DOTS strategy,
about six of every ten had all first-line TB
medicines available on the day of the visit.

On average, better than eight of every ten fa-
cilities that offer TB diagnostic, treatment,
and/or follow-up services routinely refer all
newly diagnosed TB cases for HIV testing.

HIV/AIDS SERVICES
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STI services are available in over nine of
every ten facilities. In almost all facilities of-
fering STI services, these services are offered
as part of general outpatient curative services.
In about eight of every ten facilities, STI ser-
vices are also available in FP services sites,
and in three-quarters of facilities they are also
available in ANC sites. Specialised STI clinics
are not common.

The syndromic approach is the most widely
used method to diagnose and treat STIs in
Namibian health facilities. On the day of the
survey visit, about nine of every ten ST facili-
ties had at least one medicine for treating each
of the four common STIs.

Nine of every ten STI facilities provide STI
counselling under conditions that ensure both
visual and auditory privacy. STI guidelines are
available at the service delivery site in nine of
every ten STI facilities. STI-related visual aids
and educational materials also are widely

Practically all health facilities in Namibia have
an HIV testing system. Among these, eight of
every ten have HIV testing capacity on-site or
in an affiliated lab. Three-quarters of facilities
with an HIV testing system have an informed
consent policy for HIV testing, and nine of
every ten have a register recording HIV test
results.

One-fifth of facilities with an HIV testing sys-
tem have youth-friendly HIV testing services.
Six of every ten facilities providing youth-
friendly HIV testing services have at least one
provider trained in youth-friendly services.
Four of every ten facilities with an HIV testing
system have guidelines or policies for youth-
friendly services.

Care and support services for HIV/AIDS cli-
ents are available in nine of every ten facili-
ties. On average, seven of every ten facilities
offer primary preventive treatment for oppor-
tunistic infections, such as cotrimoxazole pre-
ventive treatment.

On average, 18 percent of all facilities provide
antiretroviral therapy (ART) services, includ-
ing seven of every ten hospitals and a little
over one-third of health centres. Items to sup-



port ART services, such as national ART
guidelines and other guidelines for the clinical
management of ART, are widely available in
these facilities.

Services to prevent mother-to-child transmis-
sion (PMTCT) of HIV are available in three-
quarters of all facilities, including eight of
every ten hospitals and nine of every ten
health centres. Only half of facilities reporting
that they offer PMTCT actually offer all four
components of the minimum PMTCT pack-
age, however. Close to nine of every ten ANC
facilities report offering PMTCT services.

Overall, services for post-exposure prophy-
laxis (PEP) for health workers are available in
eight of every ten facilities in the country.
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METHODOLOGY 1

Paul Ametepi, Efraim Dumeni
1.1 OVERVIEW

The 2009 Namibia Health Facility Census (2009 NHFC) is an assessment of all health facilities in
Namibia, designed to provide information on the general performance of facilities that offer maternal,
child, and reproductive health services as well as services for specific infectious diseases, including
sexually transmitted infections (STIs), HIV/AIDS, tuberculosis (TB), and malaria.

Information to provide a comprehensive picture of the strengths and weaknesses of the service
delivery environment for each assessed service was collected from facilities managed by both the public
(government) and private sectors (non-governmental (NGO), private-for-profit organisations, and faith-
based organisations) in all 34 districts of the country.

The 2009 NHFC provides national- and regional-level representative information for hospitals,
health centres, clinics, stand-alone voluntary counselling and testing (VCT) facilities, and sick bays
offering maternal and child health (MCH) and HIV/AIDS-related services. Findings can supplement
household-based health information from the Namibia Demographic and Health Census conducted in
2006-07, which provides information on health and the utilisation of services by the overall population.

1.2 INSTITUTIONAL FRAMEWORK AND OBJECTIVES OF THE 2009 NHFC

The Directorate of Special Programmes (HIV/AIDS/TB/MALARIA) in the Ministry of Health
and Social Services (MoHSS) implemented the 2009 NHFC. The census received technical support from
ICF Macro under the MEASURE DHS project. Financial support for the census was received from the
United States Agency for International Development, the Global Fund to Fight AIDS, Tuberculosis and
Malaria, Government of the Republic of Namibia, and the World Health Organization.

The objectives of the 2009 NHFC were to—

o Describe how well prepared facilities are to provide quality reproductive, and child health
services as well as services for some infectious diseases (HIV/AIDS, STls, malaria, and TB).

e Provide a comprehensive body of information on the performance of the full range of public
and private health care facilities that provide reproductive health, child health, tuberculosis
(TB), malaria, and HIVV/AIDS services.

o Help identify strengths and weaknesses in the delivery of reproductive health, child health,
TB, malaria, and HIV/AIDS services at health care facilities, producing information that can
be used to better target service delivery improvement interventions and to improve ongoing
supervisory systems.

o Describe the processes used in providing child, maternal and reproductive health services and
the extent to which accepted standards for quality service provision are followed.

e Provide information for periodically monitoring progress in improving the delivery of
reproductive, child health, and HIVV/AIDS services at Namibian health facilities.
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e Provide baseline information on the capacity of health facilities to provide basic and
advanced HIV/AIDS care and support services, and on the record-keeping systems in place
for monitoring HIV/AIDS preventive, diagnostic, care, and support services.

Data collection instruments were developed to respond to the following basic questions:

1. To what extent are facilities prepared to provide high-priority services? What resources
and support systems are available?

For each high-priority service, the 2009 NHFC used Facility Audit Questionnaires and Provider
Interviews to collect information on whether a facility has the capacity to provide the service at acceptable
standards.

Capacity is measured by the presence of essential equipment and supplies in a location reasonable
for providing a service. Quality of services, which is one aspect of capacity, is measured by the following
characteristics of facilities: training and supervision of staff, availability of service delivery protocols and
client education materials, availability and use of health information records, the service delivery
environment, and facility systems for maintaining equipment and supplies.

The census assessed support systems for general management, quality assurance, logistics for
medicines, equipment maintenance, infection control, and systems for monitoring activities (such as
tracking service coverage rates and referrals). Interviewers asked whether a facility had these support
systems in place and also recorded data on whether those systems were functioning.

A facility’s basic infrastructure can affect the standard of health services provided and influence
clients to use the facility. The 2009 NHFC collected data on whether facilities had electricity, water, and
client amenities; it recorded what services the facility offered and on which days of the week; and it
assessed staffing levels.

2. To what extent does the service delivery process follow generally accepted standards of
care?

NHFC interviewers observed interactions between clients and providers to assess whether the
process followed in service delivery meets standards for acceptable content and quality. Observers sat in
on consultations for sick children, family planning services, and antenatal care (ANC). They recorded
what information was shared between the client and the provider and what processes the provider
followed when assessing the client, conducting procedures, and providing treatment.

3. What issues affect clients” and service providers’ satisfaction with the service delivery
environment?

Each observed client was subsequently asked to participate in an exit interview to ascertain the
client’s perception of information shared and services received. This information provides further insight

on the quality of the client-provider interaction. Also, providers were interviewed about their satisfaction
with the work environment.

1.3 2009 NHFC CONTENT AND METHODS FOR DATA COLLECTION
1.3.1 Content of the 2009 NHFC
The 2009 NHFC focussed on basic health services, particularly those important for women and

children. Four high-priority health services, all interrelated to some extent, were assessed: child health,
family planning, maternal health, and specific infectious diseases (STIs, HIV/AIDS, TB, and malaria).
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In each of these four areas, the census assessed whether components considered essential for
quality health services were present and functioning. The components assessed are those commonly
promoted in different programmes supported by the government and development partners. The 2009
NHFC also assessed whether more sophisticated components were present, such as higher-level
diagnostic and treatment modalities or support systems for health services that are usually introduced after
basic-level services have been put in place.

The child health component of the census was designed to assess the availability of preventive
services (immunisation and growth monitoring) and outpatient curative care for sick children, with a
focus on the process followed in providing services to sick children. Service provision was compared with
the standards set in the guidelines for the World Health Organization’s Integrated Management of
Childhood IlIness.

The family planning component focussed on the process followed in counselling and providing
contraceptive methods to family planning clients.

The maternal health component assessed counselling and screening during ANC visits, the
delivery service environment, and care during the postpartum period.

The infectious disease component assessed the availability of services for diagnosing and treating
STls as well as HIV/AIDS, TB, and malaria diagnostic and treatment programmes.

1.3.2 Methods for Data Collection

Four main types of data collection tools were used: Facility Audit Questionnaires, Observation
Protocols, Client Exit Interviews, and Health Worker/Provider Interviews.

Using the Facility Audit Questionnaires, interviewers collected information on the availability of
resources, support systems, and facility infrastructure elements necessary to provide a level of service that
generally meets accepted national and international standards. The support services assessed were those
that are commonly acknowledged as essential management tools for maintaining health services. The
Facility Audit Questionnaires include MCH (including family planning), HIV/AIDS, laboratory, and
pharmacy modules. The HIV/AIDS modules assessed systems in place for the provision of HIV/AIDS
services, including HIV counselling and testing, care and treatment, referral, and follow-up. Interviewers
also collected information on health facility policies and practices related to collecting and reporting
HIV/AIDS-related records and statistics for services provided to clients through the health facility.

The Observation Protocol was tailored to the service being provided. For sick child, ANC, and
family planning consultations, the observer assessed the extent to which service providers adhered to
standards of care, based on generally accepted practices for good quality service delivery. The
observations were recorded in a checklist. Observations included both the process used in conducting
specific procedures and examinations and also the content of information (including history, symptoms,
and advice) exchanged between the provider and the client.

After clients were observed receiving a service, they were asked to participate in an Exit
Interview as they left the facility. The Exit Interview included questions on the client’s understanding of
the consultation or examination as well as on his or her recall of instructions received about treatment or
preventive behaviour. The interviewer also elicited the client’s perception of the service delivery
environment.

In the Health Worker/Provider Interview, service providers were interviewed regarding their

qualifications (training, experience, and continued in-service training), the supervision they had received,
and their perceptions of the service delivery environment.
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1.4 SAMPLING

Data were collected from all functioning health facilities in Namibia. In each facility visited, data
were collected from all or a sample of health service providers available on the day of the visit, as well as
from a sample of sick children, family planning clients, and ANC clients.

1.4.1 Selection of Facilities

Since the total number of facilities in the country is relatively small, the 2009 NHFC visited all
facilities. A master list of 446 health facilities in Namibia was obtained from the division of the MoHSS
that is responsible for health facility registration in the country. The list included hospitals, health centres,
clinics, stand-alone VCT centres, and sick bays; these facilities were under various management
authorities, including government, private-for-profit, mission, NGOs, ministry of defence (MoD), and the
Namibia police. Small doctor’s consultation rooms were not included in the assessment.

Table 1.1 presents a breakdown of the facilities visited and results following contact with those
facilities. Some of the facilities on the list were under construction when interviewers visited them; others
on the list proved to be duplicates, while still others could not be enumerated for technical reasons. As a
result, data were successfully collected from a total of 411 facilities, representing 92 percent of facilities
on the master list. Table 1.2 presents the percent distribution by background characteristics of the
facilities that were successfully assessed. Table A-1.1.1 provides additional information on the
distribution of facilities in the master list and the facilities visited. Table 1.3 provides summary
information on the percentages of facilities offering the various services assessed.

Table 1.1 Result of facility contact by background characteristics

Percent distribution of facilities according to result code by background characteristics. Namibia HFC 2009

Percent distribution of result of contact

Duplicates
Background Facility Respondent an existing Consulting  Non-existent Total Number of
characteristic missed Complete  not available Not openyet  facility Closed room’ or other percent’ facilities
Type of facility
Hospital 0 98 0 0 0 2 0 0 100 46
Health centre 0 96 0 0 4 0 0 0 100 49
Clinic 0 90 1 0 2 4 1 2 100 327
VCT 0 100 0 0 0 0 0 0 100 15
Sick bay 0 100 0 0 0 0 0 0 100 9
Managing authority
MoHSS 0 97 1 0 1 1 0 0 100 314
Mission/NGO 2 88 0 0 8 0 0 2 100 48
Private 0 70 0 0 3 16 6 6 100 70
MoD/Police 0 100 0 0 0 0 0 0 100 14
Region
Caprivi 0 91 6 0 0 3 0 0 100 32
Erongo 0 88 0 0 0 7 2 2 100 43
Hardap 0 100 0 0 0 0 0 0 100 23
Karas 0 93 0 0 0 0 4 4 100 28
Kavango 2 88 0 0 9 0 0 2 100 66
Khomas 0 73 0 0 4 18 0 4 100 49
Kunene 0 100 0 0 0 0 0 0 100 29
Ohangwena 0 97 0 3 0 0 0 0 100 34
Omaheke 0 100 0 0 0 0 0 0 100 16
Omusati 0 96 0 0 0 2 2 0 100 52
Oshana 0 100 0 0 0 0 0 0 100 21
Oshikoto 0 100 0 0 0 0 0 0 100 22
Otjozondjupa 0 97 0 0 0 0 3 0 100 31
Total 0 92 0 0 2 3 1 1 100 446

' A few facilities turned out to be consulting rooms and so were not included in the assessment.
? Due to rounding, some of the total percentages may not add up to exactly 100 percent.
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Table 1.2 Distribution of facilities by background

characteristics

Percent distribution of facilities and number of
facilities, by background characteristics, Namibia

Table 1.3 Facilities providing specific services

Percentage and number of facilities providing specific
services Namibia HFC 2009

HFC 2009
Percent

Background distribution Number

characteristics of facilities = of facilities

Type of facility
Hospital 11 45
Health centre 11 47
Clinic 72 295
Free-standing VCT 4 15
Sick bay 2 9

Managing authority
MoHSS 74 306
Mission/NGO 10 42
Private 12 49
MoD/Police 3 14

Region
Caprivi 7 29
Erongo 9 38
Hardap 6 23
Karas 6 26
Kavango 14 58
Khomas 9 36
Kunene 7 29
Ohangwena 8 33
Omaheke 4 16
Omusati 12 50
Oshana 5 21
Oshikoto 5 22
Otjozondjupa 7 30
Total 100 411

Percent of Number of
facilities facilities

Service provided offering services |offering services
Childhood

immunisation (EPI)’ 80 327
Curative care for sick

children 85 348
Family planning

(TFP)? 88 361
Antenatal care 74 303
Delivery 62 256
Sexually transmitted

infections® 90 371
TB* 84 346
Reported HIV testing

system® 98 402
HIV/AIDS care and

support services® 87 359
Antiretroviral therapy

(ART) services” 17 71
Minimum package of

PMTCT?® 37 151

' Routine series of DPT/Pentavalent, polio and measles
available in the facility.

2 TFP refers to temporary methods of family planning.
Facility provides, prescribes or counsels clients on any
of the following: contraceptive pills (combined or
progestin-only), injectables (combined or progestin-
only), implants, intrauterine contraceptive devices
(IUCDs), male condoms, spermicides, diaphragm, or
rhythm method.

3 A client with signs and symptoms that may be a
sexually transmitted infection may receive services for
diagnosis and/or treatment from this facility.

* This may be diagnosis only, treatment and/or follow-
up only, or both.

® Facility reports conducting the HIV test in the facility
or in an affiliated external laboratory, or has an
agreement with a testing site where the test results are
expected to be returned to the facility.

© Providers assigned to this facility provide treatment
for any opportunistic infections or symptoms related to
HIV/AIDS * (such as treatment for topical fungal
infections, cryptococcal meningitis or Kaposi sarcoma),
or provide (or prescribe) palliative care for patients
(such as symptom or pain management, or nursing care
for the terminally ill), or provide nutritional
rehabilitation services, including the prescription or
provision of fortified protein supplements, or provide
care for paediatric HIV/AIDS patients.

7 Facility reports that providers in the facility prescribe
antiretroviral treatment and/or provide clinical follow-
up for ART clients. Outreach ART facilities are not
included in this definition since providers come to
those facilities from another facility to provide the
service.

& Minimum package of PMTCT includes the availability
of the following in the facility: a documented HIV
testing system, plus ARV prophylaxis for mother and
infant, plus counselling on infant feeding and maternal
nutrition for HIV-positive mothers, plus counselling or
availability of family planning.
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Throughout the report, indicators are presented by type of facility, managing authority, and region
to allow for the analysis of geographical differentials. The regions, and the districts they comprise, are as

follows:
Caprivi Katima Mulilo
Erongo Swakopmund, Walvis Bay, Omaruru, Usakos
Hardap Aranos, Mariental, Rehoboth
Karas Luderitz, Karasburg, Keetmaanshoop
Kavango Rundu, Andara, Nyangana, Nankudu
Khomas Windhoek district
Kunene Opuwo, Outjo, Khorixas

Ohangwena  Engela, Eenhana, Okongo
Omabheke Gobabis

Omusati Tsandi, Outapi, Okahao, Oshikuku
Oshana Oshakati
Oshikoto Onandjokwe, Tsumeb

Otjozondjupa Otjiwarongo, Grootfontein, Okahandja, Okakarara
1.4.2 Sample of Health Service Providers

A health service provider is defined as one who provides consultation services, counselling,
health education, or laboratory services to clients. Health workers were not eligible for observation or
interview if, for example, they only take measurements or complete registers and never provide any type
of professional client services. The sample of health service providers was selected from providers who
were present in the facility on the day of the census and who provided services that were assessed by the
NHFC. In facilities with fewer than eight health service providers, efforts were made to interview all of
the providers present on the day of the visit using the health worker interview questionnaire. In facilities
with more than eight providers, efforts were made to interview an average of eight providers, including all
providers whose work was observed. If interviewers observed fewer than eight providers, then they also
interviewed a random selection of the remaining providers to obtain an average of eight provider
interviews. Data were weighted during analysis to account for the differentials caused by over-sampling
or under-sampling of providers with a particular qualification in a facility type or region. In a few cases
the staff present on the day of the census may not be representative of the staff who normally provide the
services being assessed.!

Table 1.4 provides general information on the weighted proportion of the providers interviewed
as a percentage of the total number of providers assigned to facilities and present at the time of the census,
by background characteristics and provider qualification. It also gives the weighted and unweighted
number of interviewed providers used for the analysis. Tables A-1.2.1 and A-1.2.2 provide additional
information on the unweighted and weighted number of interviewed providers.

! For example, the census may have taken place at the same time as a special training event for a group of specialists
or on a day when evaluations took a certain type of provider away from services.
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Table 1.4 Distribution of interviewed providers

Percent distribution and number of interviewed providers, by background

characteristics, Namibia HFC 2009

Percent
distribution of ~_ Numberof

Background interviewed interviewed providers

characteristics providers Weighted ~ Unweighted

Type of facility
Hospital 38 634 369
Health centre 18 298 311
Clinic 40 674 903
Free-standing VCT 2 41 59
Sick bay 2 32 37

Managing authority
MoHSS 74 1,236 1,286
Mission/NGO 14 242 210
Private 9 151 128
MoD/Police 3 50 55

Region
Caprivi 3 55 76
Erongo 8 135 165
Hardap 8 127 144
Karas 6 103 94
Kavango 13 211 215
Khomas 13 213 146
Kunene 4 69 83
Ohangwena 8 133 166
Omaheke 3 50 58
Omusati 12 200 170
Oshana 8 133 107
Oshikoto 9 149 109
Otjozondjupa 6 101 146

Qualification of provider
Specialists’ 0 3 2
Medical doctors (non-specialists) 4 68 47
Medical assistants 0 7 11
Registered nurse/midwife 29 494 526
Enrolled nurse/midwife 34 564 574
Nurse assistant/auxiliary 1 21 19
Social worker 0 1 2
Pharmacy staff? 1 11 6
Other technical staff® 0 3 2
Community HIV counsellors 20 329 328
Other community providers* 5 91 105
Laboratory staff® 1 14 13
Other 4 72 44
Total 100 1,679 1,679

' Obstetrician/gynaecologists, surgeons, physician specialists, paediatricians, and

pathologists

* Pharmacy staff include pharmacists and pharmacist assistants.

3 Other technical staff include health inspectors/environmental health officers,

environmental health assistants, occupational therapists, physiotherapists, and

medical rehabilitation officers/instructors/workers.

* Other community providers include community health workers/fhome-based

care givers/community-based resource person (CBRP), lifestyle ambassadors

(TB/HIV), and field promoters.

® Laboratory staff include laboratory scientists, laboratory technologists, and

laboratory technicians/assistants.

1.4.3 Sample for Observations and Exit Interviews
The sample for observations was mainly convenient, meaning that clients were selected for

observation as they arrived, because in most cases it was not possible to know in advance how many
eligible clients would attend the facility on the day of the census. Where many clients were present and
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eligible for observation, the rule was to observe a maximum of five clients for each provider of a
particular service, with a maximum of 15 observations in any one facility for each service. In practice,
however, interviewers observed fewer clients than were eligible for observation at some facilities. This
occurred primarily where multiple services were being offered to clients at the same time in different
locations in the facility.

For antenatal care and family planning services, when several eligible clients were waiting (or
were expected to come in for services on the day of the interview), interviewers tried to select two new
clients for each follow-up case. The day’s caseload and the logistics of organising observations did not
always allow them to meet this objective.

For child health services, only children under age 5 years who presented with an illness (rather
than an injury or a skin or eye infection exclusively) were selected for observation.

Interviewers attempted to conduct an exit interview with every observed ANC and family
planning client, as well as with caretakers of observed sick children before they left the facility.

Table 1.5 shows the weighted percent distribution of observed consultations as well as the
weighted and unweighted numbers of observed clients, by service. Details on the characteristics of these
clients are presented in the relevant chapters of this report.

Table 1.5 Distribution of observed consultations
Percent distribution and number of observed consultations for
outpatient curative care for sick children, family planning and
antenatal care, by type of facility, Namibia HFC 2009
Percent
distribution of Number of .
observed observed consultations

Type of facility ~ consultations Weighted Unweighted

OUTPATIENT CURATIVE CARE FOR SICK CHILDREN
Hospital 7 108 98
Health centre 19 288 258
Clinic 74 1,148 1,222
Total 100 1,544 1,578

FAMILY PLANNING
Hospital 11 112 55
Health centre 20 199 183
Clinic 68 672 780
Total 100 983 1,018
ANTENATAL CARE

Hospital 8 70 42
Health centre 25 212 182
Clinic 67 577 655
Total 100 859 879

Interviewers compiled information on the total number of clients seen on the day of the
assessment of each service of interest. The observations were weighted accordingly to adjust for over- or
under-representation of observations. In a few cases the clients present on the day of the census might not
be representative of the clients who normally receive the service being assessed.’

Tables A-1.4 through A-1.7 describe other aspects of service delivery, including the size of the
facilities’” catchment populations (Table A-1.4) and the median number of staff assigned to facilities and

% For example, if the assessment coincided with a special event, such as a health fair, or a specific campaign.
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present on the day of the assessment, by provider and facility type (Tables A-1.5 through A-1.5.4). Tables
A-1.6.1 and A-1.6.2 report the percentage of interviewed staff that provide counselling related to HIV
testing and have received training on that topic. Table A-1.7 shows the median number of years of basic
education and technical training (or qualification) as reported by the interviewed providers.

1.5 CENSUS IMPLEMENTATION
1.5.1 Data Collection Instruments

The 2009 NHFC instruments were based on generic questionnaires developed by the MEASURE
DHS project and were adapted for Namibian health services after consultation with technical specialists
from the MoHSS, NGOs, and other key stakeholders knowledgeable about the health services and service
programme priorities covered by the NHFC. All questionnaires were drafted in English. Clients exit
interview gquestionnaires were translated into Damara, Oshiwambo, Kavango, Otjiherero, Silozi, and
Afrikaana, the six vernacular languages commonly spoken in Namibia.

The 2009 NHFC instruments were pretested in two phases between February 16, 2009, and
May 3, 2009. A total of 16 interviewers comprising nurses, nurse-midwives, and programme officers
underwent two separate 1-week intensive training sessions in the application of the questionnaires. The
instruments were then used to collect data, as pretest, in three facilities in Windhoek district. The
questionnaires were then finalised for main fieldwork and data collection.

1.5.2 Training and Supervision of Data Collectors

Data collectors were primarily recruited in all 13 regions of the country from among nurses,
nurse-midwives, and programme officers experienced in survey data collection. A total of 56
interviewers/data collectors completed a 3-week training programme from June 22 to July 10, 2009, at
Heja Lodge, near Windhoek. Training included classroom lectures and discussions, practical
demonstrations, role-playing, and field practice. A consultant from ICF Macro facilitated the training. At
the end of the 3-week training, 12 teams were formed, each consisting of a team leader and three
interviewers. Each team was allocated a vehicle and a driver. Additionally, the census had a pool of four
interviewers on standby as reserves.

The Deputy Minister of Health, the Honourable Petrina Haingura, officially launched the census
on the last day of the training, July 10, 2009. All relevant stakeholders were invited, including the news
media.

Census sensitisation

Prior to the start of data collection, management of all health facilities in the country were
informed about the census via government regional offices, private hospital head offices, and newspapers.
The purpose of this prior contact was to seek the support and cooperation of the facilities in giving the
interviewers access to the facilities. As a result no facility refused to participate.

1.5.3 Data Collection

Data collection commenced on July 13, 2009, and ended October 16, 2009. One interviewer in
each team was selected to be the team leader, and he or she had the added responsibility of checking all
administered questionnaires before leaving each facility. Each team was given a list of facilities to visit,
giving each facility’s name, type, and location. Information on the intended visits was passed on to the
facilities at least one week before the visit.
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All 12 data collection teams were assigned facilities in Khomas region during the first week of
fieldwork. This approach ensured that all teams were within easy reach during the initial phase of
fieldwork, should they encounter any unexpected challenges. A debriefing session was held after one
week of data collection before the 12 teams were deployed to their respective regions.

On average, data collection took one day per facility. Every effort was made for teams to visit
facilities on days when services of interest would be offered. Whenever any of the services of interest was
not being offered on the day of the visit, the teams returned on a day when the service would be offered to
observe and interview the clients who came on that day. If, however, the service was offered on the day of
the visit but no clients came, the teams did not revisit the facility.

Each interviewer ensured that the respondent for each component of the facility audit was the
most knowledgeable person for the particular service or system component being assessed. Informed
consent was obtained from the facility in-charge, from all respondents for the Facility Audit
Questionnaires, and from observed and interviewed providers and clients. Where relevant, the data
collector indicated whether a specific item being assessed was observed, reported to be available but not
observed, not available, or uncertain whether the item was available. Equipment, supplies, and resources
for specific services were recorded as available only if they were in the relevant service delivery area or in
an immediately adjacent room.

Fieldwork supervision was coordinated at MoHSS headquarters. Quality control was ensured by
periodic field visits and spot checks by five national technical supervisors who were members of the
NHFC Technical Working Group. Field check tables generated by the data entry programme were also
used to check the quality of the collected data, and where necessary national staff communicated with
team leaders and sorted out any emerging problems. In addition, there were regular teleconferences
between the technical supervisors and the technical team at ICF Macro.

1.5.4 Data Management and Report Writing
Data management and analysis were carried out as follows:

e Management of questionnaires in the field. After completing data collection in each
facility, the interviewers reviewed the questionnaires before handing them over to the team
leader, who then reviewed them a second time. During routine supervisory visits, national
supervisors reviewed completed questionnaires one final time and also picked up the
questionnaires for completed facilities.

e Data sorting and editing at headquarters. Once the questionnaires from each facility were
received at headquarters, the questionnaire receptionist sorted them to ensure that they were
in the correct order and none were missing. The data entry supervisor/office editor then edited
the questionnaires to eliminate any mistakes that would prevent the data entry programme
from accepting information during data entry. Where there was a problem with the
guestionnaires from a facility, the data collection team was consulted so that the problem
could be rectified.

e Data entry. Four data operators entered the data under the supervision of one data entry
supervisor and office editor, the Census Technical Manager. The data operators used CSPro
software, developed by ICF Macro, for data entry. They entered each questionnaire twice
(100 percent verification) to ensure that the data had been accurately keyed in. Data entry
took place from July to November 2009. MoHSS staff reviewed all ‘Other’ responses and
recoded them into categories relevant for data analysis.
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o Data processing. The design of the tabulation plan and the preparation of the programmes
for producing statistical tables were carried out from October through December 2009. Data
analysis, including clarification of unclear information, was carried out from December 2009
through May 2010. During data analysis the analysis plan was revised on the basis of
feedback from the NHFC management team to ensure that the analysis was appropriate for
the Namibian health system.

o Development of the final report. The final report was drafted with input from staff of the
MoHSS, US Centers for Disease Control (CDC), the Joint United Nations Programme on
HIV/AIDS (UNAIDS), the United Nations Population Fund (UNFPA), the United Nations
Children’s Fund (UNICEF), and the Namibian National Institute of Pathology (NIP) during a
1-week report-writing workshop. ICF Macro provided technical guidance.

1.5.5 Data Analysis
The following conventions were observed during the analysis of the NHFC data:

o Assessing the availability of items. Unless specifically indicated, the 2009 NHFC
considered only observed items to be available. Items that were reported as being available
but were not observed or seen by the interviewers were not considered to be available.

o Observations. Many facilities provide routine services for clients, such as taking blood
pressure, separately from the actual consultations, and there is often an interval between these
events and the time when the primary provider assesses the client. It is not always logistically
possible to follow a client through the entire system, so whenever these services were
observed being provided outside the consultation room on the day of the census, the observed
client was assumed to have received these services. Where this system is used, multiple
providers contribute to the services that each client receives. The provider who ultimately
diagnosed and prescribed was defined as the primary provider.

Observers used a checklist to assess whether a practice occurred or a piece of information
was shared between the provider and the client. They did not attempt to verify whether the
practice was correct or if the information shared was correct or complete.

e Provider information. Frequently, providers indicated that they ‘personally’ provided a
service that the facility did not offer. It may be that providers were indicating services that
they provide outside the facility. For the 2009 NHFC, only providers that provide the service
in the particular facility where he or she was found during the census were included in the
analysis for that service.

o Development of aggregate variables. Aggregating the data into subsets makes it possible to
analyse many pieces of information and to see how they relate to the overall capacity to
provide services. It also enables analysts to monitor changes in a facility’s capacity to provide
services and in its adherence to standards because there may be improvements in some items
but not in others. There are not yet generally accepted aggregates of the health information
collected in the NHFC. The aggregate variables presented in this report represent an initial
phase in the process of defining useful health information aggregates. They will be refined as
users provide feedback on which aggregate variables are useful to policymakers and
programme implementers.
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Conventions followed in developing HIV/AIDS indicators

In large facilities HIV/AIDS services are frequently offered at a variety of service sites. For
example, HIV testing may be offered to clients who come to a clinic for voluntary counselling and testing
on HIV; HIV testing may also be offered to sick clients attending outpatient clinics and clients admitted
to inpatient units. Among the items identified as supporting the quality of services related to HIV/AIDS,
some need only be present at a single location in a facility, with the assumption that all service sites can
access the item. Examples include medicines, laboratory tests, and facility-level policies. Record-keeping
is necessary for clients who receive services from any site, but the records may be kept in different
locations depending on the organisation of a facility and the security of the records. Likewise, some items
such as service statistics and client records may be kept in one central location or in several places,
depending on the organisation of a facility.

For this assessment it is assumed that, if a service site offering services knows where the records
are, and the existence of records at that site is verified, this validates that records are being kept for clients
receiving services from the service site.

It is not reasonable, however, to assume that providers will run around a facility in search of soap
and water or hand disinfectant to clean their hands or to look for guidelines or protocols to remind them
of important information when providing services to a client. Thus, some items need to be in the vicinity
of each relevant service delivery area. These include infection control equipment and guidelines and
protocols.

The analysis of the quality of HIV/AIDS and related services for this assessment follows the
above general conventions when determining if a facility meets the standards defined as those necessary
to provide quality services.
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OVERVIEW OF THE HEALTH SYSTEM IN NAMIBIA 2

This chapter provides an overview of the health care system in Namibia and its general
organisation as a context in which to view the findings of the 2009 Namibia Health Facility Census.

Information is presented regarding the following:
e Population and economic development

e Health indicators

o Health issues—response preparedness

o Health care systems

Information in this chapter is drawn from a variety of official sources from the government of the
Republic of Namibia, such as Vision 2030, national development plans, the Poverty Reduction Strategy,
the National Health Account, the Health Sector Strategic Plan, and the National Health Policy, and from
international documents that include Namibia, such as the 2007 United Nations General Assembly
Special Session (UNGASS) report on Millennium Development Goals (MDGSs).

2.1 POPULATION AND ECONOMIC DEVELOPMENT
2.1.1 Population

Namibia is situated in the south-western part of Africa. It has a surface area of 824,116 km?. The
country is divided into 13 administrative regions. The population of Namibia was estimated at 1,830,330
in the 2001 census. The population is spread unevenly across the country. Sixty percent of the population
lives in the north-central and north-eastern areas of the country. About two-thirds of the population lives
in rural areas and engages in subsistence farming and livestock production. Namibia has a well-
established network of modern infrastructure such as roads, rail, telecommunication, and port facilities.

According to the CBS population projections of 2001, the population of Namibia is expected to
increase to 2,180,000 by 2011. Forty-three percent of the population is under the age of 15 years, while
less than 4 percent of the population is over the age of 65 years. The average life expectancy has declined
from 61 years in 1991 to about 48 years currently, mainly due to HIV/AIDS. About 17 percent of children
under the age of 15 are orphaned, with one living parent or none (MoHSS and Macro International, 2008).
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2.1.2 Economic Development

With a gross national income per capita of US$4,200 for 2008 (World Bank, 2008). Namibia is
classified as an upper middle income country. The Namibian economy comprises two sub-economies.
The first is the more formal and modern economic sector, which includes mining, livestock production,
and fishing. The second sector is the informal, subsistence sector, consisting of agriculture and herding.
The mining sector is a major contributor to the Gross Domestic Product, accounting for 13 percent in
2008 (ADB, 2008). Namibia is highly dependent on the Southern African Customs Union (SACU)
revenue pool, which has resulted in a surplus of balance of payments in recent years. These revenues are
expected to decline, however, owing to the current global economic challenges.

The country has one of the greatest income inequalities in the world, as evidenced by the Gini
coefficient of 0.6, and the 37 percent unemployment rate (World Bank, 2008; NPC 2008). The income
disparity is associated with Namibia’s colonial history and the continued unequal distribution of
productive resources and capital since independence. A Gini coefficient value of 0 indicates a completely
equal distribution of income, while a value of 1 represents a completely unequal distribution (that is, one
person has all the income). Namibia’s Gini coefficient has improved somewhat, from 0.7 in 1993/94 to
0.6 in 2008, reflecting a reduction in the disparity between the rich and the poor. Still, the gap between
the “haves’ and the “have-nots’, remains worrisome. To close this gap, ordinary people, especially at the
household level, need access to productive resources in order to generate income.

14 | Overview of the Health System in Namibia



2.2 HEALTH INDICATORS
2.2.1 Mortality and Morbidity

According to the 2001 census, life expectancy at birth was estimated at 50 years for females and
48 years for males. Life expectancies have declined significantly from the 1991 estimates, which were 63
years for females and 59 years for males. These, in turn, had declined from 1991, when life expectancy
overall was an estimated 61 years.

Currently, the infant mortality rate stands at 46 deaths per 1,000 births, while the under-five
mortality is at 69 deaths per 1,000 live births. The infant mortality rate decreased from 57 deaths per
1,000 live births to 46 in 2006-07. The under-five rate mortality rate decreased from 83 deaths per 1,000
live births in 1992 to 69 deaths per 1,000 live births in 2006-07 (MoHSS and Macro International, 2008).
Namibia is unlikely, however, to reach its goals of reducing mortality to 19 infant deaths and 38 under-
five deaths per 1,000 live births by 2015.

The proportion of children that are immunised against measles has increased from 76 percent in
1992 to 84 percent in 2006-07 (MoHSS and Macro International, 2008). Namibia is likely to be
immunising up to 85 percent of children against measles by 2015.

2.2.2 Maternal Mortality

Maternal mortality has been on the rise since the beginning of the 1990s. In the 2006-07 Namibia
Demographic and Health Survey, the maternal mortality ratio was estimated at around 449 deaths per
100,000 live births." It is unlikely that the target of 337 deaths per 100,000 live births by 2015 will be
met. Still, the proportion of births that occurred in a health facility is steadily increasing and is currently at
around 80 percent, according to the 2006-07 NDHS. It is therefore likely that the target of 95 percent by
2015 will be achieved by 2012. The increase in deliveries taking place in health facilities, however, could
not compensate for the combined effect of limited access to emergency obstetric care, HIV/AIDS, and
poverty on maternal health.

Antenatal care (ANC) coverage is increasing; according to the 2006-07 NDHS, 70 percent of
women with a live birth in the 5 years preceding the survey made four or more ANC visits. It is possible
that the target of 80 percent by 2015 will be met very soon. Most MDG reproductive health indicators
have improved, and reaching the set targets is likely for most of the indicators.

2.2.3 HIV/AIDS, Tuberculosis, Malaria, and Orphanhood

Namibia has a generalised, mature HIVV/AIDS epidemic, with HIV transmitted primarily through
sexual contact between men and women. The first case of HIV infection was reported in 1986. It is
estimated that the HIV prevalence of the general population ages 15-49 years in Namibia was 13.3
percent in 2008-09, resulting in about 6,130 AIDS-related deaths in that year (MoHSS, 2009a). AIDS-
related deaths account for approximately 23 percent of all deaths in Namibia (crude death rate from
population projections for 2008-09). In the financial year 2008/09 approximately 5, 830 people were
newly infected with HIV—an average of 16 new infections each day.

The HIV/AIDS prevalence rate among pregnant woman has gone down, from 12 percent in 2000
to 5 percent in 2008 for the age group 15-19 years, and from 20 percent to 14 percent for the age group
20-24 years. This suggests that, over all, the number of new infections is declining.

! The 2006-07 NDHS warns that the MMR of 449 maternal deaths per 100,000 live births should be viewed with
caution because of the wide confidence intervals (between 341 and 557 maternal deaths per 100,000 live births).
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Namibia offers provider-initiated testing and counselling (PITC) and voluntary counselling and
testing, commonly known as VCT. Provider-initiated HIV testing and counselling involves the health care
provider specifically recommending an HIV test to patients attending health facilities. In these
circumstances, once specific pre-test information has been obtained, the HIV test would ordinarily be
performed unless the patient declines it.

HIV counselling and testing is generally offered for two purposes—first, as a prevention strategy
for people who want to know their HIV status and, second, as an entry point for treatment, care, and
support. PITC is provided in health facilities. VCT is provided in community-based stand-alone sites and
outreach posts, as well as in health facilities.

In March 2002 Namibia introduced services for prevention of mother-to-child transmission
(PMTCT) of HIV as a pilot project at two state hospitals—Oshakati Hospital in the north and Katutura
State Hospital in Windhoek. Since then services have been rolled out to all 34 district hospitals and 206
health facilities and clinics. Some 256 of the 335 health facilities in Namibia have ANC services. Of these
256, 74 percent (189 facilities) were providing PMTCT services in 2007. This translates to a coverage
level of 56 percent of all health facilities in Namibia. PMTCT is integrated into ANC services, making it
possible for pregnant women attending ANC to obtain PMTCT services easily. The ‘opt-out’ testing
strategy has accelerated the uptake of PMTCT services.

Condoms play a fundamental role in combination HIV prevention strategies. The government
provides condoms for free distribution in workplaces, communities, and health facilities by a wide range
of service providers, including government agencies, civil society, the private sector, and development
partners. Namibia also has a well-established condom social marketing programme that has contributed to
scaling up condom distribution and availability nationwide. By 2007 Namibia had distributed a little over
21 million male condoms and about 340,000 female condoms (MoHSS, 2008a). Despite much
improvement in condom availability, distribution, and education, rates of condom use have continued to
be low and inconsistent. In the 2006-07 NDHS 41 percent of women and 57 percent of men reported
using condoms at the last sex. Similarly, 62 percent of women and 78 percent of men ages 15-49 who had
had sexual intercourse with a non-marital, non-cohabiting partner in the 12 months prior to the NDHS
reported using a condom.

Approximately 250,000 children 18 or younger are orphans or vulnerable children. Around
69,000 of these children, or 28 percent, had been orphaned by AIDS by the end of the FY2008/09
(MoHSS, 2009a). Development partners give the country enormous support in the fight against
HIV/AIDS. In addition, there is a political will and commitment from the government that fosters an
environment in which partner organisations can thrive and continue investing resources in the country.
Owing to this, various resources, ranging from human to financial, have been put in place at the national,
regional, district, and facility levels in an effort to combat HIV/AIDS. Monitoring and evaluation systems
also were put in place to ensure that evidence informs planning.

The tuberculosis (TB) burden in Namibia has increased notably over the last two decades. This
increase has a direct correlation with the HIV epidemic, since HIV is the major risk factor for the
development of TB. Approximately 59 percent of people with TB in Namibia are co-infected with HIV
(MoHSS, 2010a). TB is a major threat to persons living with HIV/AIDS and has the capacity to reduce
the success of the scale-up of antiretroviral therapy. The joint management of TB and HIV is considered
an important component of the HIV treatment, care, and support strategy.

Namibia is experiencing a transition in the malaria epidemiological situation due to significant
declines in both malaria morbidity and mortality. This was achieved through a combination of
interventions, which includes malaria vector control, effective case management with artemisinin-based
combination therapy, community mobilisation and advocacy, and epidemic monitoring and response.
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This progress recently encouraged a call for malaria elimination in the country. Malaria control is
constrained, however, by the lack of human resources at all levels—national, regional, district, and
facility levels—especially the lack of epidemiologists, entomologists, surveillance officers, spray men,
and statisticians. The programme has limited resources to achieve universal coverage in vector control.
The programme is further challenged by inadequate cross-border malaria control and inadequate
partnerships in malaria control. Still, for the past four years, there has been a consistent annual decline in
the number of malaria cases and in deaths due to malaria.

2.2.4 Water and Sanitation

Increased access to clean drinking water is one of the Millennium Development Goals that
Namibia, along with other nations worldwide, has adopted. The source of drinking water is an indicator of
whether it is suitable for drinking. According to the 2006-07 NDHS, 88 percent of households in Namibia
have access to an improved source of drinking water. By comparison, in 2000, 79 percent of households
had access to an improved source. Urban households are more likely than rural households to have an
improved water source. Generally, the water available to households in Namibia is safe; about 90 percent
of households do not treat the water before drinking.

About 34 percent of households have access to improved sanitation facilities. Households in
urban areas are more likely than those in rural areas to have improved facilities. There was no significant
change in the proportion of households without toilet facilities between the 2000 NDHS and the 2006-07
NDHS.

2.3 RESPONSE PREPAREDNESS

The government has consistently focused its development strategies on combating ignorance,
disease, and poverty. Investing in health is recognised as central to improving the quality of life, but the
government faces socio-economic challenges in strengthening the country’s health services. In response,
the government has adopted the following enabling policies and strategies, which include commitments at
both the national and international levels.

2.3.1 Vision 2030

Namibia Vision 2030 provides the long-term development framework for the country to become
a more prosperous and industrialised nation, developed by its human resources, enjoying peace, harmony,
and political stability. It clearly spells out the country’s development programmes and strategies to
achieve its national objectives. One main area of the Vision is to improve the quality of life of the people
of Namibia to the level of their counterparts in the developed world by 2030. Vision 2030 advocates
health for all, so that by 2030 Namibia is a healthy nation in which all preventable, infectious, and
parasitic diseases are securely under control and where the people, sound of mind and body, are
empowered physically and mentally to continue contributing effectively to the development process in
their families, communities, and the nation as a whole.

2.3.2 Medium-term Expenditure Framework for 2008/09 to 2010/11

Health for all is one of the expenditure priorities in Namibia. Improving the health of the nation is
a major facet of the fight against poverty. In addition to continuing current levels of service and ensuring
that buildings and equipment are properly maintained, the government is making additional resources
available to ensure that adequate ambulances and outreach services are available for patients who need
them and to maintain its partnership with mission hospitals. Given the continuing scourge of HIV/AIDS
in the nation, funding to prevent and treat the disease is being increased. In recognition of the fact that
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disease does not stop at national borders, the government will be contributing to the Southern African
Development Community Regional HIV/AIDS Fund.

2.3.3 National Development Plans

The national development plans are the main vehicle to translate the Vision 2030 into action and
to make progress towards realising the Vision.

Namibia is currently implementing National Development Plan 3. One of its key result areas is
quality of life, which is derived from the Vision 2030 objective that aims to ensure a healthy, food-secure,
and breastfeeding nation, in which all preventable, infectious, and parasitic diseases are under control and
in which people enjoy a high standard of living, with access to quality education, health, and other vital
services, in a context of sustainable population growth and development.

Health is both a resource for and an outcome of sustainable development. The health of a
population cannot be maintained without a responsive health system and a healthy environment. The
government of the Republic of Namibia has put in place an integrated National Health Service to meet the
needs of all Namibians and committed itself to achieving health for all Namibians by making health care
accessible, affordable, and equitable.

2.3.4 National Health Policy

Health and social well-being are fundamental human rights. Consequently, the ultimate goal of
the Namibian government and of the Ministry of Health and Social Services (MoHSS) in particular is to
attain a level of health and social well-being for all Namibians that will enable them to lead economically
and socially productive lives. This will be achieved by using a cost-effective developmental social
welfare and primary health care approach, which includes promotive, preventive, curative, and
rehabilitative services in collaboration with communities, individuals, and other partners.

2.3.5 Health Sector Strategic Plan

The Health Sector Strategic Plan is a medium-term plan with a span of five years, covering the
years 2009 to 2013. In providing health and social services, the Ministry seeks to attain one overarching
goal—to increase life expectancy from 49 years to 55 years by 2013. This strategic plan articulates and
sets out the key objectives, activities, and resources necessary to effect the planned organisational
transformation and to institutionalise the balanced scorecard? as the tool of strategy implementation that
will transform the MoHSS into a leading public provider of quality health and social welfare services in
Africa.

The strategic themes form the underpinning context and underlying tapestry for the initiatives that
will transform the MoHSS into a world-class organisation. The strategic issues facing the Ministry are
grouped into five broad categories: service provision, human resources management, infrastructure
development and management, governance, and financial management.

2.4 NAMIBIA HEALTH CARE SYSTEM

The goal of health sector reform is to improve the quality of health services provided to
communities. It is a sustained process to bring about fundamental and evidence-based changes in national

% The balanced score card, derived from a corporate sector, is a strategic planning and management system designed
to align an institution’s activities to the vision and strategy of the organisation; in so doing it improves internal and
external communications, as well as monitors the organisation’s performance against strategic goals.
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health policy and institutional arrangements. Reforms involve district health services, secondary- and
tertiary-level referral hospital services, the role of the central MoHSS, human resources development,
central support systems, health care financing, the mix of public and private services, donor coordination,
and combating HIV/AIDS. These nine elements are grouped into three components: district health
services, secondary and tertiary health services, and central support to central ministries and the regions.

The MoHSS has adopted the primary health care (PHC) approach to the delivery of health
services to the Namibian population. The approach reflects all eight components of PHC:

e Promotion of proper nutrition and adequate supply of safe water
e Maternal and child care, including birth spacing

e Immunisation against the major infectious diseases

e Basic housing and basic sanitation

e Prevention and control of locally endemic diseases

e Education and training in the prevention and control of prevailing community health
problems

e Appropriate treatment for common diseases and injuries
e Active community participation in health and social matters
2.4.1 Regional Directorates

As part of the health sector reform, restructuring has meant that authority is to devolve to the 13
Regional Management Teams and their districts at the operational level. The 13 regional directorates
oversee service delivery in 34 health districts. The role of the district is to ensure efficient and effective
implementation of the regionally directed programmes and projects.

Public health services are provided through all district hospitals, health centres, and clinics. Three
intermediate hospitals and one national referral hospital provide support to the district hospitals. Because
of the vastness of the country, the sparse distribution of the population, and lack of access to permanent
health facilities in some communities, outreach services are provided across the country.

Secondary and curative (care) services are maintained and strengthened to provide an integral
national system of referral support for PHC services. The three intermediate/referral hospitals are
Oshakati Hospital in Oshana region, Rundu Hospital in Kavango region, and Katutura Hospital in
Khomas region. Windhoek Central Hospital serves as the overall national referral hospital.

2.4.2 Public-Private Partnership

Since PHC includes diverse interventions, both inter-sectoral and multi-sectoral collaboration
have been recognised as important aspects of health and social care delivery. While the MoHSS provides
policies and guidelines and the necessary basic resources, private and faith-based facilities continue to
make important contributions to the well-being of the nation.
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2.4.3 Overview of the Health System

While the health system is dominated by the public sector (both in terms of coordination,
financing, and service delivery), it is pluralistic in nature and includes active public, not-for-profit, and
for-profit sectors. The following sections provide an overview of each of these sectors.

Public sector

The Public sector provides universal coverage and is predominantly financed through general
taxation. This sector is structured according to a three-tier hierarchy comprised of central, regional and
district levels. The central level consists of eight national directorates, whose main functions include:
policy formulation and review, policy planning and monitoring, strategic planning, resource mobilisation
and allocation, and standard setting. The regional level oversees a total of 34 districts and consists of 13
directorates that are charged with functions that include the provision of leadership and management
support to the entire region; translation of central level policies and strategies into operational plans for
implementation at the regional and district levels; coordination of implementation of services, programs,
and activities to ensure equity and access to care among districts; and provision of technical support to
district level managers and staff. Largely responsible for service delivery, the district level functions
include the implementation of the district health package and management of the district resources, such
as financial and human resources. With 1 national referral hospital, 3 intermediate hospitals, 30 district
hospitals, 44 health centers, and 265 clinics, the public sector is the lead provider of health care.

Because of the vastness of the country, the sparse distribution of the population, and lack of
access to permanent health facilities in some communities, outreach services are provided across the
country. Secondary and curative (care) services are maintained and strengthened to provide an integral
national system of referral support for PHC services. The three intermediate/referral hospitals are
Oshakati Hospital in Oshana region, Rundu Hospital in Kavango region, and Katutura Hospital in
Khomas region. Windhoek Central Hospital serves as the overall national referral hospital.

In addition to its stewardship and service delivery role for the public sector, the government of
the Republic of Namibia implements a medical scheme for civil servants, which is the largest insurance
program in Namibia. This program, called the Public Service Medical Aid Scheme (PSEMAS), is
financed both by employees and by the National Treasury.

Not-for-profit sector

The not-for-profit sector plays a significant role in health promotion and service delivery.
Financed largely by external aid, NGOs are largely involved in the delivery of community-based health
care. Churches manage mission health facilities under contractual arrangements with the government,
which finances a significant share of their operating budgets.

For-profit sector

The for-profit sector plays three principal roles in health care; as financiers, risk-pooling agents,
and health care providers.

e As financiers, employers contribute to both comprehensive and partial coverage of health
insurance for employees and their dependents.

e As risk-pooling agents, there are a variety of medical schemes available—those with open

policies (sold to any employer and individuals) and those with closed policies (limited to a
single industry or employer). Medical schemes in Namibia contract administrative services
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(including policy design, enrolment, claims payments, and financial reporting) through a third
party. In addition, all schemes, with the exception of PSEMAS, contract with disease
management firms for developing protocols and review of patient data to determine provider
compliance, conducting the approvals process for pay-outs and reimbursements to public and
private providers. All medical schemes are regulated by the Namibia Financial Institutions
Supervisory Authority (NAMFISA), a government agency.

As service providers, the for-profit sector is regulated by the Hospital and Health Facilities
Act of 1994. In 2006, there were 844 private health facilities and private medical practitioners
registered with the MoHSS. These include 13 hospitals, 75 primary care clinics, 8 health
centers, 75 pharmacies, and 557 medical practitioners (including dentists, psychologists, and
physiotherapists). The majority of these services are provided in urban areas.
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FACILITY-LEVEL INFRASTRUCTURE, 3
RESOURCES, AND SYSTEMS

Joyce Nangula Namuhuja, Greatjoy Mazibuko, Josua Nghipangelwa

3.1 BACKGROUND AND BASIC INFRASTRUCTURE AND RESOURCES TO SUPPORT UTILISATION OF
SERVICES AND ACCESSIBILITY'

This chapter reports on resources and critical support systems and infrastructure at the facility
level, all of which enhance the provision of good quality services. Although health services can be offered
under a variety of conditions, certain elements of the infrastructure and components of the health system
are essential to ensure the consistent quality of health services, their acceptability, and hence their
utilisation.

The chapter is divided into three parts as follows.

The first part provides information on whether facilities have the staff and resources needed to
support good quality services and appropriate service utilisation. This information includes availability
of—

e A basic package of health services and qualified staff

o Facility infrastructure that supports client utilisation and ensures the delivery of satisfactory
services

e Access to good 24-hour emergency services

The second part of the chapter considers management systems for supporting quality services and
the appropriate utilisation of services. These include—

o Systems for addressing management issues
e Staff development through training and supervision
o Community participation and funding mechanisms to decrease financial barriers to utilisation

Finally, the chapter considers support systems that are critical to the quality of services at
facilities, including—

e Logistics systems to support the maintenance of equipment and infrastructure
e Auvailability of medicines, vaccines, and contraceptive methods
o Systems and practices for infection control

! This chapter excludes free-standing VCT facilities since these are specialised facilities focusing mainly on HIV
counselling and testing and are known not to offer any basic health services.

Facility-Level Infrastructure, Resources, and Systems | 23



3.1.1 Availability of Services and Human Resources

The availability of a basic package of health services, the frequency with which these services are
offered, the presence of qualified staff, and the accessibility of the health care system all contribute to
client utilisation of services in a health facility. The Namibian health care service delivery system
comprises a network of facilities providing both preventive and curative health services. Most hospitals,
health centres, and clinics are expected to offer the full range of basic services. Such services include
outpatient services for all age groups, maternal and child health care services such as antenatal care
(ANC), delivery, postnatal care, family planning and gynaecological management, treatment of sexually
transmitted infections (STIs), immunisation, and child growth monitoring. However, some facilities (such
as the Communicable Diseases Clinics) specialise in HIV/AIDS-related service delivery and may not
offer all the other services. If a facility does not offer all of these services, it should not be assumed that
the facility is working below standard. It does mean, however, that clients may have to visit several
different facilities to meet all of their family’s basic health needs. Table 3.1 and Figure 3.1 provide details
on the availability of basic services and qualified staff. Additional information describing specific
services that are available, by type of facility, managing authority, and region, is provided in Tables A-
3.1.1and A-3.1.2.

Table 3.1 Availability of basic services and qualified staff to meet client needs
Percentage of all facilities that provide basic services at minimum frequencies and 24-hour delivery services, with qualified
staff, by background characteristics, Namibia HFC 2009
Percentage of facilities with:
All basic services at
minimum
All basic services at  frequencies, plus
minimum facility-based
All basic services  frequencies plus  24-hour delivery
provided at facility-based services, and at
Background minimum 24-hour delivery  least one qualified Number of
characteristics All basic services' frequencies” services staff® facilities
Type of facility
Hospital 11 11 11 11 45
Health centre 87 87 49 47 47
Clinic 80 75 25 24 295
Sick bay 0 0 0 0 9
Managing authority
MoHSS 80 75 28 27 306
Mission/NGO 89 89 54 54 28
Private 22 22 2 2 49
MoD/Police 0 0 0 0 13
Region
Caprivi 93 75 18 18 28
Erongo 44 44 11 11 36
Hardap 62 62 24 24 21
Karas 72 64 28 28 25
Kavango 88 86 51 51 57
Khomas 18 18 6 6 33
Kunene 82 82 50 36 28
Ohangwena 91 81 3 3 32
Omaheke 81 81 75 75 16
Omusati 80 80 12 12 49
Oshana 65 60 10 10 20
Oshikoto 86 77 18 18 22
Otjozondjupa 59 55 41 41 29
Total 71 67 26 25 396
! The basic services include: outpatient curative care services for sick children and for adult STIs, temporary methods of
family planning, antenatal care, child immunisation, and growth monitoring.
? The services and defined minimum frequency are: outpatient curative care services for children offered at least five days
per week, STI services at least one day per week, and preventive or elective services (any temporary methods of family
planning, antenatal care, immunisation, and growth monitoring) at least one day per week.
* Qualified staff (Namibia specific) includes specialists (including surgeons, obstetrician/gynaecologists, paediatricians,
physician specialists, and pathologists), medical officers, medical assistants, enrolled nurses, enrolled midwives, registered
nurses, and registered midwives.
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Figure 3.1 Availability of Services and Staff
to Meet Basic Client Needs (N=396)
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Basic services

The basic services of outpatient curative care for sick children and for adult sexually transmitted
infections, temporary methods of family planning, antenatal care, child immunisation, and child growth
monitoring are offered as a package by seven of every ten health facilities (including sick bays) in
Namibia (Table 3.1). Clinics and health centres (80 percent and 87 percent, respectively) are more likely
than hospitals and sick bays to offer the full package of services; similarly, MoHSS- and mission/NGO-
managed facilities (80 percent and 89 percent, respectively) are more likely than private and MoD/Police
facilities to offer the package of basic services. At the regional level, facilities in Caprivi, Kavango,
Kunene, Ohangwena, Omaheke, Omusati, and Oshikoto regions (ranging between 80 and 93 percent) are
more likely to offer all basic services than facilities in other regions, particularly Khomas region (18
percent).

Looking at the individual services by type of facility, sick bays in general do not offer any of the
child health services or ANC (0 percent of sick bays), and hospitals are less likely than health centres or
clinics to offer these basic services (Figure 3.1, Tables A-3.1.1 and A-3.1.2). For example, only 18
percent of hospitals offer ANC services, compared with 85 percent of clinics and 91 percent of health
centres. Although there are wide variations in the availability of the individual services by type of facility,
the “big picture’, showing 77 percent of all facilities offering ANC and 93 percent of all facilities offering
STI services (Tables A-3.1.1 and A-3.1.2), indicates that health care services are fairly widely available in
health care facilities in Namibia.

The findings also show that almost all facilities have at least one qualified provider assigned to or
employed by the facility.
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Basic services at minimum frequencies

The 2009 NHFC defines services at minimum frequencies as follows: outpatient curative care
services for children offered at least five days per week; STI services at least one day per week;
preventive or elective services (any temporary methods of family planning, ANC, child immunisations,
and child growth monitoring) at least one day per week. Overall, two-thirds (67 percent) of all facilities
offer the full range of basic services at minimum frequencies. The availability and distribution of basic
services at minimum frequencies follow a pattern similar to that of the availability of services in general
(Table 3.1).

Basic services at minimum frequencies plus 24-hour delivery services

About one-fourth of all facilities offer the full range of services at minimum frequencies and also
offer 24-hour facility-based delivery services (Table 3.1). About the same proportion of facilities
(25 percent) offers all of these services and also has at least one qualified provider working in the facility.
In general, health centres (47 percent), facilities managed by missions/NGOs (54 percent), and facilities
in Kavango (51 percent) and Omaheke (75 percent) regions are more likely than others to offer basic
services at minimum frequencies, offer 24-hour delivery services, and also have at least one qualified
provider working at the facility. Additional information on facility-based, 24-hour delivery services is
presented in Tables A-3.1.1 and A-3.1.2. It is of interest that, although clinics are not expected to offer
24-hour delivery services, 29 percent report doing so.

3.1.2 Facility Infrastructure Supportive of Client Utilisation and Quality Services

Relatively good health services can be provided even in minimal service delivery settings.
However, both clients and providers are more likely to be satisfied with a facility if basic amenities and
infrastructure components, such as a constant and clean supply of water, regular electricity supply, and a
clean environment for clients, are available. These components also help staff provide better services.
Table 3.2 provides summary information on these infrastructure components by facility type, managing
authority, and region. Additional information is available in Tables A-3.2 and A-3.3.

Eighty-four percent of facilities have client comfort amenities (basic level of cleanliness, no
broken equipment, and no obvious dirt or boxes lying around). There is little difference by type of
facility; however, private facilities (92 percent) are more likely to have client comfort amenities than
facilities managed by other authorities, particularly MoD/Police facilities. At the regional level, facilities
in Otjozondjupa (52 percent) are least likely to have client comfort amenities.

Regular water supply, defined as year-round water supplied in the facility by tap or water from a
protected well or pump with water outlet within 500 metres of the facility, is available in over half (57
percent) of all facilities. MoD/Police and private facilities are more likely to have regular water supply
than other facilities. Clinics are less likely than other facility types to have regular water supply.

Just a little over half of all facilities (55 percent) report having regular electricity, i.e., the facility
is connected to a central power grid, uses solar energy, or has a functioning generator with fuel, and
power is routinely available during regular service hours. All sick bays and practically all hospitals have
regular electricity. By comparison, electricity is available in about half of health centres and clinics.
MoD/Police and private facilities are more likely than government facilities to have regular electricity.
There are wide variations at the regional level; for example, only 21 percent of facilities in Caprivi have
regular electricity compared with 81 percent of facilities in Erongo region.
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Table 3.2 Service and facility infrastructure
Percentage of facilities with client comfort amenities, a regular water supply onsite, and regular electricity, by
background characteristics, Namibia HFC 2009
Percentage of facilities with:
All basic client
All client Regular amenities,
Background comfort Regular water electricity or  regular electric Number of
characteristics amenities' supply? generator’  and water supply facilities
Type of facility
Hospital 84 64 91 51 45
Health centre 89 68 55 30 47
Clinic 83 54 47 26 295
Sick bay 89 67 100 67 9
Managing authority
MoHSS 84 55 47 24 306
Mission/NGO 82 57 71 36 28
Private 92 67 84 59 49
MoD/Police 62 69 92 46 13
Region
Caprivi 86 46 21 4 28
Erongo 78 78 81 56 36
Hardap 95 57 67 38 21
Karas 80 48 52 20 25
Kavango 77 33 51 12 57
Khomas 91 67 67 39 33
Kunene 89 43 39 14 28
Ohangwena 91 34 34 9 32
Omaheke 94 69 50 44 16
Omusati 96 78 61 49 49
Oshana 100 80 50 45 20
Oshikoto 73 59 64 27 22
Otjozondjupa 52 66 66 41 29
Total 84 57 55 30 396
' Facility has basic level of cleanliness; i.e., the floors are swept and there is no obvious dirt or waste, all
counters, tables, and chairs are clean with no obvious dust or waste, and there is no broken equipment, papers,
or boxes lying around making the facility cluttered and dirty.
2 Year-round water supplied in facility by tap or water from protected pump/well and available within 500
metres of facility.
3 Electricity routinely available during service hours or a backup generator with fuel available on day of visit.

Looking at client comfort amenities, regular water supply, and regular electricity together, only
30 percent of facilities have all three items. Overall, hospitals and sick bays, facilities in the private
sector, and those in Erongo are more likely than others to have all items.

3.1.3 Infrastructure and Resources to Support Quality 24-Hour Emergency Services

Not all types of health facilities are expected to provide 24-hour care; however, it is useful to
assess all facilities’ capacity to provide emergency services for 24 hours a day. For purposes of the 2009
Namibia HFC, a facility is said to have basic 24-hour emergency service capacity if it offers emergency
on-site treatment and it has the capacity to monitor a seriously ill client overnight until it is possible to
refer the client to an inpatient setting or another facility. This means that the facility must have at least
two qualified providers, a duty schedule indicating that providers are on site or on call 24 hours a day,
available overnight beds, 24-hour emergency communication, and an on-site water source at least some
times during the year. Table 3.3 and Figure 3.2 provide information on facilities that have the items
described above and meet the above requirements and those that also have a regular, year-round supply of
water and electricity.

Overall, only 17 percent of all facilities have all the basic components to support 24-hour
emergency services. As expected, hospitals (73 percent) are most likely to have 24-hour emergency
service capacity. At the regional level, facilities in Omaheke (63 percent) and Otjozondjupa (45 percent)
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region are more likely to meet all the criteria than facilities in other regions. There is less variation by
managing authority, although government and private facilities (16 and 18 percent, respectively) are less
likely than mission/NGO (25 percent) and MoD/Police facilities (31 percent) to have 24-hour emergency
service capacity.

The basic components described above for 24-hour services, plus a regular supply of water and
electricity, are available at only 9 percent of facilities (Table 3.3). As expected, hospitals are more likely
than other facility types to have the basic components to support 24-hour emergency services, plus regular
water and electricity supply.

Looking at the individual components, all hospitals and practically all health centres have at least
two qualified providers assigned or employed (Figure 3.2 and Table A-3.2), while clinics are least likely
to meet this criterion (62 percent). A review of the availability of overnight beds shows that all hospitals
and seven of every ten health centres are equipped with overnight beds.

Table 3.3 Service and facility infrastructure to support quality 24-hour emergency
services
Percentage of all facilities with basic components to support 24-hour emergency
services and regular supplies of water and electricity, by background
characteristics, Namibia HFC 2009
Percentage of facilities with:
Basic components
to support 24-hour
Basic components emergency
to support 24-hour  services plus

Background emergency regular water and Number of
characteristics services' electricity? facilities
Type of facility

Hospital 73 58 45

Health centre 40 11 47

Clinic 5 1 295

Sick bay 22 22 9
Managing authority

MoHSS 16 7 306

Mission/NGO 25 14 28

Private 18 14 49

MoD/Police 31 23 13
Region

Caprivi 0 0 28

Erongo 17 11 36

Hardap 14 10 21

Karas 20 16 25

Kavango 12 4 57

Khomas 18 3 33

Kunene 7 4 28

Ohangwena 6 3 32

Omaheke 63 25 16

Omusati 10 8 49

Oshana 15 15 20

Oshikoto 27 14 22

Otjozondjupa 45 24 29

Total 17 9 396
T At least two qualified providers assigned to or employed by facility, observed
duty schedule indicating staff are on site or on call 24 hours a day, overnight
beds, 24-hour emergency communication, and onsite water source at least some
times during the year.
2 All basic components plus year-round onsite water source and electricity
routinely available during service hours or backup generator with fuel available.
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Figure 3.2 Availability of Items to Support Quality
24-hour Emergency Services (N=396)
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It is common for health facilities to have health workers living on facility premises. Overall, 55
percent of facilities have providers living on-site. Twenty-four hour emergency communication is widely
available in all facility types.

Key Findings

Basic services: A full package of basic services (outpatient care for sick children and services for adult
STls, temporary methods of family planning, ANC, child immunisation, and child growth monitoring)
is available in seven of every ten health facilities; health centres are more likely than other facility
types to offer all these basic services. Two-thirds of facilities offer these services at minimum frequen-
cies.

A full package of services available at the minimum frequency, together with 24-hour facility-based
delivery services, is available in one-quarter of all health facilities.

Infrastructure and emergency services: Eight of every ten facilities have the basic client comfort
amenities, and approximately six of every ten facilities have a regular, year-round water supply. Half of
all facilities have regular electricity.”

All basic client amenities, a year-round water supply, and regular electricity are all available in 30 per-
cent of facilities. Infrastructure to support provision of 24-hour emergency services is mostly available
in hospitals and in facilities in Omaheke and Otjozondjupa regions.

% The facility is connected to a central power grid or uses solar energy or has a functioning generator with fuel, and
power is routinely available during regular service hours.
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3.2 MANAGEMENT SYSTEMS TO SUPPORT AND MAINTAIN QUALITY SERVICES AND APPROPRIATE
CLIENT UTILISATION

Basic management and administrative systems are required to ensure that health services can
consistently provide, as planned, an acceptable level of quality.

3.2.1 Management Meetings, Quality Assurance, and Referral Systems

Information on the availability of functioning systems for each of the assessed components is
shown in Table 3.4. Further information on the components is shown in Figures 3.3 and 3.4 and
Tables A-3.4 and A-3.5.

Table 3.4 Management, quality assurance, and referral systems
Percentage of facilities with documentation of management committee meetings, quality assurance (QA) activities, and referral systems, by
background characteristics, Namibia HFC 2009
Percentage of facilities with:
Management
committee
meetings at least
every six months  Facility reports ~ Refers clients
and observed QA activities;  outside facility ~ Refers clients ~ Never refers
Background documentation of documentation and referral  but no referral  clients outside ~ Don’t know/ Number of
characteristics a recent meeting observed form observed' form observed? facility missing facilities
Type of facility
Hospital 69 44 80 16 0 4 45
Health centre 57 17 94 4 0 2 47
Clinic 24 9 93 4 0 3 295
Sick bay 22 11 100 0 0 0 9
Managing authority
MoHSS 32 13 94 2 0 4 306
Mission/NGO 50 21 96 4 0 0 28
Private 24 14 71 27 2 0 49
MoD/Police 38 8 92 8 0 0 13
Region
Caprivi 32 0 100 0 0 0 28
Erongo 17 6 92 8 0 0 36
Hardap 33 19 90 10 0 0 21
Karas 28 8 84 12 0 4 255
Kavango 25 23 98 2 0 0 57
Khomas 42 18 82 15 3 0 33
Kunene 18 4 100 0 0 0 28
Ohangwena 56 16 63 3 0 34 32
Omaheke 69 44 94 6 0 0 16
Omusati 33 8 98 2 0 0 49
Oshana 30 5 100 0 0 0 20
Oshikoto 50 9 91 9 0 0 22
Otjozondjupa 21 28 97 3 0 0 29
Total 33 14 92 5 0 3 396
' The facility reports that they refer clients outside the facility for services when necessary and have a pre-printed referral form, or the facility
reports that they routinely send the referred client with their medical record or file to the referral facility.
2 The facility reports that they refer clients outside the facility but do not have a referral form to show, or they report that they write a referral
note on a prescription form, letterhead, or a blank sheet of paper, or they use only verbal means to refer clients.
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Percentage of all facilities

Figure 3.3 Routine Management Committee Meetings at
Least Every Six Months (N=396)
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Figure 3.4 Quality Assurance Activities (N=396)
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Management meetings

To function well, a health facility must have an established system in place for considering and
addressing management and administrative issues. This may involve meetings to discuss scheduling and
day-to-day issues or meetings to discuss broader management issues such as financing, utilisation, or
plans for health-related campaigns. There must, however, be regularly scheduled meetings with specific
staff having defined areas of responsibility. In Namibia service delivery at the district level is managed by
District Co-ordination Committees (DCCs). The 2009 Namibia HFC looked for evidence of a functioning
management system in the form of regular management committee meetings, held at least every six
months, and asked for some official documentation of proceedings. The system is considered to be
functioning if there is a record of committee meetings with documented decisions and follow-up on issues
that are discussed.

Overall, 67 percent of health facilities report having routine management committee meetings at
least every six months; however, only 33 percent have documentation of a recent meeting (Table 3.4,
Figure 3.3). Hospitals and health centres are most likely to have regular management committee meetings
and also have documentation of recent meetings. For example, 96 percent of hospitals report having
regular management committee meetings, and 69 percent had records of recent meetings. All sick bays
report having routine management committee meetings; however, only 22 percent had documentation of
recent meetings available.

Quality assurance

Quiality assurance (QA), an important component of service delivery, refers to a system for
monitoring the quality of care, identifying problems, and instituting changes to resolve those problems.
Quiality assurance systems require an established standard against which quality is measured; there must
also be systematic methods to assess results and develop interventions. The following are examples of
QA activities and approaches:

e A supervisory checklist for health systems, which looks for the presence of equipment and
supplies, the completeness of HMIS accounts, and other process indicators.

e A supervisory checklist for health service provision, which verifies specific content in client
assessments, treatments, or consultations. This is often used for observing the provision of
care.

e A facility-wide review of mortality, a structured system to review the records of each client
who dies. There will normally be a committee established for this purpose.

o Audits of medical records or registers, which check medical records for the presence of
specific items or information and may assess if protocols were followed.

Table 3.4, Table A-3.5, and Figure 3.4 provide information on facilities reporting QA activities
and the specific QA activities that they implement.

Only one-third of health facilities in the country report QA activities, and only 14 percent both
report QA activities and have documentation of their QA activities (Tables 3.4 and A-3.5 and Figure 3.4).
Hospitals (84 percent) are most likely to report QA activities, and they are also most likely to have
documentation (44 percent). There is little variation by managing authority; however, at the regional
level, facilities in Caprivi and Kunene regions are particularly less likely to have QA activities than
facilities elsewhere.
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Referral systems

When clients are referred to another facility without any formal documentation, they risk being
refused services or having services delayed while the referral facility reassesses them as totally new
clients. Thus, having a systematic means to refer clients to a higher-level (or another) facility is an
important aspect of quality of care. Also, if clients are confident that they will be assisted in gaining
access to higher-level (or other) facilities when needed, they may be less likely to bypass lower level
facilities for their health care needs. The 2009 Namibia HFC collected information on whether facilities
have any official printed referral forms, which at a minimum document the reason for referral and list any
treatment already provided to the client. Also included in this category are facilities that routinely give
referred clients their records or a referral note written on a prescription form or letterhead.

Ninety-two percent of facilities report that they refer clients outside the facility and also have
supporting documents in the form of referral forms or other documents (Table 3.4). Hospitals are slightly
less likely than health centres, clinics, or sick bays to refer clients outside and to have referral forms or
documents available. Government, MoD/Police and mission/NGO facilities do not differ in the
availability of referral forms (92 to 96 percent) and are all more likely than private facilities to refer
clients and have referral forms. At the regional level, facilities in Ohangwena region (63 percent) are least
likely to refer clients and have client referral forms.

3.2.2 Supportive Management for Providers

The 2009 Namibia HFC collected information on whether facilities have supervisory and staff
development activities, which are important for supporting quality health care. Summary information on
supportive management practices at the facility level is provided in Table 3.5, with further details
provided in Tables A-3.6 and A-3.7.

External supervision

Supervision from external managers has many benefits. It can help ensure that system-wide
standards and protocols are followed at the facility level and promote an organisational culture that
expects such standards and protocols to be implemented. It provides an opportunity to expose staff to a
wider scope of ideas and relevant experiences, including on-the-job training for some providers. It can
also act as a motivator for service providers, especially if the supervisor is supportive. For the purposes of
the 2009 Namibia HFC, a facility reporting at least one supervisory visit by external supervisors during
the six months preceding the survey is defined as having routine external supervision.

Overall, three-quarters of facilities have routine external supervision; sick bays are markedly less
likely to have routine supervision than other facility types (Table 3.5). By managing authority,
mission/NGO facilities (96 percent) are more likely than facilities managed by other authorities to have
routine external supervision. At the regional level, facilities in Omaheke (94 percent), Ohangwena (88
percent), and Hardap (86 percent) regions are most likely to have routine external supervision, while
facilities in Khomas (52 percent) are least likely.
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Table 3.5 Supportive management practices at the facility level
Percentage of facilities that had an external supervisory visit during the 6 months preceding the survey, and percentage of facilities
where at least half of the interviewed health service providers report receiving routine training related to their work and personal
supervision, by background characteristics, Namibia HFC 2009
Percentage of Percentage of facilities where staff
facilities with report receiving routine: Number of
external Percentage of facilities where at
supervisory visit facilities with | least one eligible
during the 6 Trainingand  supportive health service
Background months preceding  Number of Personal personal  management | provider was
characteristics the survey facilities Training'  supervision®  supervision  practices® interviewed*
Type of facility
Hospital 71 45 89 87 78 56 45
Health centre 87 47 91 85 77 64 47
Clinic 73 295 87 80 71 60 295
Sick bay 44 9 78 56 33 22 9
Managing authority
MoHSS 79 306 93 84 78 66 306
Mission/NGO 96 28 75 96 71 68 28
Private 35 49 63 53 37 18 49
MoD/Police 54 13 77 69 46 31 13
Region
Caprivi 75 28 96 89 86 75 28
Erongo 64 36 75 69 56 42 36
Hardap 86 21 81 90 71 67 21
Karas 76 25 92 92 84 68 25
Kavango 74 57 84 77 63 54 57
Khomas 52 33 79 67 61 42 33
Kunene 79 28 89 68 57 57 28
Ohangwena 88 32 88 94 84 72 32
Omaheke 94 16 94 94 88 88 16
Omusati 76 49 90 90 84 69 49
Oshana 80 20 100 85 85 65 20
Oshikoto 73 22 91 91 82 59 22
Otjozondjupa 66 29 90 55 52 34 29
Total 74 396 87 81 72 59 396
T A facility has routine staff training if at least half of interviewed providers reported they had received pre- or in-service training
related to their work during the 12 months preceding the survey. This refers to structured sessions and does not include individual
instruction received during routine supervision.
2 A facility has routine staff supervision if at least half of interviewed providers reported they had been personally supervised at least
once during the 6 months preceding the survey.
* A facility has supportive management practices if it had at least one external supervisory visit during the 6 months preceding the
survey and staff received routine training and personal supervision.
* Interviewed providers who did not personally provide one of the services assessed by the NHFC (e.g., administrators who might
have been interviewed) are excluded.

Training

To maintain levels of knowledge and technical competence achieved during basic training, health
service providers must continually be exposed to current and new information. The 2009 Namibia HFC
assessed whether, during the 12 months preceding the survey, providers had received any formal or
structured pre-service or in-service training related to the services that they offer. While it is recognised
that providers may receive new information and individual instruction related to their work during routine
supervisory visits, the 2009 Namibia HFC only assessed structured ‘classroom-type’ training. If at least
half of the health service providers interviewed at a facility reported receiving in-service or pre-service
training relevant to their jobs at any time during the 12 months preceding the survey, that facility is
defined by the 2009 Namibia HFC as having routine staff training.

Overall, 87 percent of facilities satisfy these criteria for routine staff training (Table 3.5). Sick

bays are less likely than the other facility types to have routine staff training. Government facilities (93
percent) are more likely to have routine staff development activities than private (63 percent),
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MoD/Police (77 percent), and mission/NGO (75 percent) facilities. At the regional level, nearly all
facilities in Caprivi (96 percent) and all in Oshana (100 percent) have routine staff training.

Supervision of health service providers

In addition to general facility-level supervision, the work of individual health workers must be
assessed so that each provider’s strengths and weaknesses can be identified and appropriate support
provided. If at least half of the interviewed health service providers in a facility reported being personally
supervised at least once during the six months preceding the survey, the 2009 Namibia HFC defines the
facility as providing routine staff supervision. Eight of every ten facilities meet the criteria for routine
staff supervision (Table 3.5). As with routine staff training, sick bays are less likely to have routine staff
supervision (56 percent) than other facility types, at 80 to 87 percent. Mission/NGO (96 percent) facilities
are most likely to have routine staff supervision, while private faculties (53 percent) are least likely. At
the regional level, the weakest level of supervision is among facilities in Otjozondjupa, where only 55
percent meet the criterion.

Overall, seven of every ten facilities meet the criteria for both routine staff training and personal
supervision, and only six of every ten facilities have the complete package of supportive management
practices.’

3.2.3 Management Practices Supporting Community Involvement

Encouraging community input into a facility’s functions makes the facility more accountable to
the community it serves; it also helps the facility to better understand the community’s needs. This
increases chances for better health-seeking behaviour, which in turn may improve the health of the
population. Government policy recommends establishing an interface with communities, starting at the
clinic level.

Community representation

Overall, 41 percent of facilities have routine community participation in some management
meetings (Table 3.6). Other than in sick bays, where community participation in management meetings is
reported in 56 percent of facilities, community participation in management meetings does not vary much
by type of facility. Not surprisingly, it is least common in private facilities (24 percent). Community
participation is most common in MoD/Police facilities (54 percent). At the regional level, facilities in
Omaheke (69 percent) and Ohangwena (72 percent) regions are most likely to have routine community
participation in management meetings. Not all facilities reporting routine community participation in
management meetings, however, have documentation to support that claim. For example, only 17 percent
of facilities overall reported meetings at least every six months and had some observed documentation of
a recent meeting.

Client feedback

The 2009 Namibia HFC also assessed whether facilities have a system to elicit and review client
opinion. Of all facilities, only 12 percent have such a system (Table 3.6). Hospitals (29 percent) are more
likely than other types of facilities to have client feedback systems. Among the different management
authorities, government facilities (9 percent) are at best half as likely as other management types (18-23
percent) to elicit and review client opinion. Client feedback systems, although uncommon in every region,
are virtually non-existent in several regions, including Caprivi and Kunene (both 0 percent), Erongo and
Otjozondjupa (both 3 percent), and Karas (4 percent).

® A facility has supportive management practices if it had at least one external supervisory visit during the six
months preceding the survey as well as routine staff training and staff supervision.
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Table 3.6 Management practices supporting community feedback
Percentage of facilities that have routine community participation in management meetings at least every 6 months, a
system of acquiring client opinion and feedback, or any mechanism for obtaining community input, by background
characteristics, Namibia HFC 2009
Percentage of facilities:
With meetings at
least every 6 Where client That have any
Where community months and opinion is elicited mechanism for
participation in observed and a system for obtaining
Background some management documentation of a review community input | Number of
characteristics meetings is routine  recent meeting implemented’ on services’ facilities
Type of facility
Hospital 44 16 29 62 45
Health centre 43 15 21 53 47
Clinic 39 18 7 41 295
Sick bay 56 22 11 67 9
Managing authority
MoHSS 42 20 9 45 306
Mission/NGO 43 7 21 54 28
Private 24 2 18 37 49
MoD/Police 54 23 23 69 13
Region
Caprivi 32 14 0 32 28
Erongo 39 6 3 39 36
Hardap 52 10 19 57 21
Karas 36 12 4 40 25
Kavango 25 11 14 32 57
Khomas 21 3 24 39 33
Kunene 32 18 0 32 28
Ohangwena 72 50 13 75 32
Omaheke 69 38 50 81 16
Omusati 63 33 14 65 49
Oshana 45 15 10 50 20
Oshikoto 27 9 9 32 22
Otjozondjupa 28 7 3 31 29
Total 41 17 12 45 396
" Some mechanism for eliciting client opinion is reported, and there is documentation indicating that client opinions are
reviewed.
? Either community representation at management meetings or a system for eliciting and reviewing client opinion is in
place.

3.2.4 Funding Mechanisms that Decrease Financial Barriers to Utilisation of Health Services

User fees may have a positive effect on the use of health care services by increasing the funds
available to the facility; they may also have a negative effect by deterring poor clients from using
services. Exemption from the payment of user fees is provided for certain services that include, but are
not limited to, notifiable diseases, preventive and promotive services, and chronic diseases and for
vulnerable groups and pensioners. However, providing exemptions or discounts for poor clients can result
in budget shortages if there is no system for reimbursing these exempted or discounted costs. In any case,
health facilities, if they charge for any services, should clearly display their fees for service. This
improves accountability, reduces the likelihood of corruption, and helps clients calculate the costs that
they will incur in seeking services. Furthermore, it is Namibia government policy to accept patients who
are unable to pay in public facilities, and a waiver mechanism is in place.

User fees and additional sources of funding

All facilities in Namibia are expected to charge some form of user fees. User fees were
introduced to enhance efficiency by encouraging patients and clients to enter the health services at lower
level facilities and hence contribute to the decongestion of secondary and tertiary level facilities.
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Furthermore, user fees were designed to improve the patient’s understanding that he or she needs to value
the services received, an understanding that should contribute to better compliance, cooperation, and
quality assurance. According to government policy, the fees vary among clinics, health centres, and
hospitals and differ between state and private patients. Services such as routine immunisation for infants
are free in government facilities.

Table 3.7 summarises information on facilities charging routine user fees for adult curative care
and those with external funding sources. Details on these funding options and functions for which
facilities charge fees appear in Tables A-3.8 and A-3.9.

Ninety-five percent and above of hospitals, health centres and clinics routinely charge some form
of user fees for adult curative services (Table 3.7). Sick bays do not charge for these services. All MoHSS
and mission/NGO facilities and 73 percent of private facilities charge for adult curative services;
MoD/Police facilities do not. Among facilities charging for adult curative services, only 26 percent
display all fees. Some 26 percent charge for medicines and 59 percent charge for client consultations
(Table A-3.9). Nine percent reported having fees for laboratory tests.

Table 3.7 Funding mechanism utilised in facilities
Percentage of facilities with routine user fees for adult curative care and any external source of revenue or
funding, and percentage of facilities charging user fees that post all fees, by background characteristics, Namibia
HFC 2009
Percentage of
facilities with any
Percentage of external source of Number of
facilities with any  revenue or funding Percentage of = facilities
Background routine user fee for during 2009 Number of  facilities that | having any
characteristics adult curative care financial year' facilities post all fees user fees
Type of facility
Hospital 98 100 45 43 44
Health centre 96 91 47 27 45
Clinic 95 91 295 24 280
Sick bay 0 78 9 - 0
Managing authority
MoHSS 100 92 306 25 305
Mission/NGO 100 96 28 25 28
Private 73 92 49 36 36
MoD/Police 0 62 13 - 0
Region
Caprivi 96 100 28 44 27
Erongo 69 83 36 44 25
Hardap 95 95 21 40 20
Karas 96 88 25 38 24
Kavango 98 86 57 18 56
Khomas 82 85 33 30 27
Kunene 100 100 28 21 28
Ohangwena 100 94 32 28 32
Omaheke 100 94 16 31 16
Omusati 98 100 49 6 48
Oshana 90 80 20 22 18
Oshikoto 100 95 22 14 22
Otjozondjupa 90 93 29 35 26
Total 93 92 396 26 369
! This includes any revenue or funding from sources such as MoHSS and other public ministries, insurance
schemes, reimbursement by employers, government contribution to private for-profit organisations, out-of-pocket
revenue, donor agencies, community programmes, and private/philanthropic agencies.

Ninety-two percent of all the facilities reported an external source of revenue or funding during
the 2008-09 financial year (Table 3.7). This includes funding from the MoHSS and other public
ministries, insurance schemes, reimbursement by employers, government contribution to private for-profit
organisations, out-of-pocket revenue, donor agencies, community programmes, and private/philanthropic
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agencies (Table 3.7 and Table A-3.8). Facilities in Oshana (80 percent) and Erongo (83 percent) are the
least likely among the regions to report external sources of revenue or funding.

3.2.5 Maintenance and Repair of Equipment and Infrastructure

To provide quality services, a facility must have the means to ensure that the facility’s equipment
and infrastructure are in good working condition. Some equipment requires routine preventive
maintenance, while others may require minor repairs or replacement. Buildings and infrastructure also
require routine maintenance and periodic repair. For the purposes of the 2009 Namibia HFC,
infrastructure refers to buildings and road networks within the facility complex. Summary information on
systems for maintenance and equipment repair or replacement is provided in Table 3.8. Detailed
information on what systems are used and which people are responsible for maintaining a facility’s
equipment is provided in Tables A-3.10 and A-3.11.

Table 3.8 Facility systems for maintenance and repair of equipment and infrastructure
Among facilities with major equipment, percentage that have a preventive maintenance program for that equipment, and
percentage of all facilities that have a system for repairing or replacing small equipment and a system for maintenance and
repair of building or infrastructure, by background characteristics, Namibia HFC 2009
Percentage of Percentage of
facilities with facilities with:
preventive Number of System for
maintenance facilities with  System for repair or  maintenance and
Background program for major major replacement of  repair of building or - Number of
characteristics equipment’ equipment’ small equipment’® infrastructure facilities
Type of facility
Hospital 67 45 100 51 45
Health centre 42 12 98 26 47
Clinic 53 38 98 23 295
Sick bay 33 3 89 33 9
Managing authority
MoHSS 45 49 98 16 306
Mission/NGO 73 11 100 61 28
Private 78 32 96 73 49
MoD/Police 17 6 85 31 13
Region
Caprivi 0 1 100 7 28
Erongo 45 11 97 28 36
Hardap 44 9 100 29 21
Karas 73 11 100 36 25
Kavango 62 13 98 37 57
Khomas 92 12 91 52 33
Kunene 25 4 93 7 28
Ohangwena 33 6 97 19 32
Omaheke 43 7 100 25 16
Omusati 57 7 98 18 49
Oshana 60 5 100 30 20
Oshikoto 67 3 100 36 22
Otjozondjupa 56 9 100 24 29
Total 57 98 98 27 396
! Equipment such as generator, steriliser, electric autoclave, x-ray machines, ultrasound equipment, or CT scans.
% Includes only facilities with a functioning generator, electric autoclave or steriliser, x-ray machine, ultrasound equipment,
or CT scans, and facilities where C-sections are performed.
3 Equipment such as stethoscopes, blood pressure cuffs, and sphygmomanometers.
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Major equipment

Fifty-seven percent of facilities that have major equipment* report having a system for preventive
maintenance of the equipment (Table 3.8). Clinics and hospitals (53 and 67 percent, respectively) are
more likely than health centres (42 percent) and sick bays (33 percent) to have a system for preventive
maintenance. Furthermore, mission/NGO facilities as well as private facilities with major equipment are
more likely than government facilities to have a system for preventive maintenance. Twenty-four percent
of facilities have on-site staff responsible for routine maintenance of major equipment, while 23 percent
use external technicians; another 8 percent use both systems (Table A-3.10).

Small equipment

Regarding small equipment, such as stethoscopes and sphygmomanometers, 98 percent of all
facilities report having systems for their repair or replacement (Table 3.8). Such systems are widespread
among facilities of all types; however, sick bays seem somewhat less likely than other facility types to
have a system for repair or replacement of small equipment. It follows, therefore, that MoD/Police
facilities are less likely than facilities managed by other authorities to have a system for repair or
replacement of small equipment. There is little difference among regions. Facilities use different methods
to maintain or replace small equipment, including on-site repair, sending equipment outside for repair or
replacement, and purchasing or paying for new equipment from funds on hand (Table A-3.10). The 2009
Namibia HFC findings show that only 18 percent of facilities report on-site repair, while 79 percent of
facilities send outside for repair or replacement.

Infrastructure

Twenty-seven percent of all facilities report having a system for maintenance and repair of
facility infrastructure (Table 3.8). Half of hospitals have such a system. Private and mission/NGO
facilities (73 and 61 percent, respectively) are more likely to have such a system than government
facilities. There is wide variation among regions; the proportion of facilities with a system for
maintenance and repair of buildings or infrastructure ranges from 7 percent in the Caprivi and Kunene
regions to 52 percent in Khomas.

* Examples of such major equipment are generators, sterilisers, autoclaves and x-ray machines.
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Key Findings

Management meetings: About seven of every 10 facilities report having routine management meetings;
however, only one-third of facilities report having routine management meetings and also have docu-
mentation of a recent meeting. Hospitals and health centres are more likely than other facility types to
have routine management meetings and also to have supporting documentation of recent meetings.

Quality assurance: One-third of facilities report quality assurance activities; however, only 14 percent
of facilities both report having QA activities and have documentation of QA activities. Hospitals are
more likely than other facility types to report QA activities and have documentation of QA activities.

Referral system: Nine of every ten facilities refer clients outside and had observed referral forms or
documents. These are mostly sick bays, health centres, and clinics.

External supervision: Three-quarters of facilities report receiving external supervision during the six
months preceding the survey. Sick bays, as well as facilities in Omaheke, Ohangwena, and Hardap re-
gions are most likely than others to have external supervision.

Staff training: About 9 of every 10 facilities have routine staff training activities, i.e., at least half of
interviewed providers in these facilities report receiving formal pre-service or in-service training related
to their work in the 12 months preceding the assessment.

Community participation: Four of every ten facilities have routine community participation in man-
agement meetings, and only one in every ten facilities has any formal means for seeking client feed-
back. MoD/Police-managed facilities are more likely to have community participation in management
meetings than those of any other managing authority.

User fees: Nine of every ten facilities routinely charge user fees for adult curative services; among
these, one-quarter charge for medicines and six in every ten charge for consultations.

Maintenance and repair: Virtually all facilities have a system for maintenance and repair of small
equipment such as stethoscopes and sphygmomanometers. Among facilities having large equipment,
such as sterilisers, autoclaves, generators, and x-ray machines, a little over half have a system for the
preventive maintenance and repair of this equipment.

One-fourth of all facilities have a system for maintenance and repair of buildings or infrastructure.
MOoHSS facilities are least likely to have systems for maintenance and repair of building or infrastruc-
ture.

3.3 LOGISTICS SYSTEMS FOR VACCINES, CONTRACEPTIVES, AND MEDICINES

To ensure that necessary pharmaceutical commodities are available for daily use, facilities must
have storage conditions that protect such commodities from damage. In addition, these facilities must
have monitoring systems that minimise waste resulting from commodity expiration, and systems to
monitor stock and ensure timely ordering and resupply. Summary information on storage conditions and
stock monitoring for vaccines is presented in Table 3.9. Information on contraceptive methods,
medicines, and anti-retroviral medicines (ARVS) is presented in Table 3.10, and that on inventory systems
for stored medicines is shown in Figure 3.5. Details on each element assessed for vaccine storage
conditions are presented in Figure 3.6, and details for vaccine stock monitoring systems are shown in
Figure 3.7. Similar information on storage conditions and stock monitoring systems for contraceptive
methods is provided in Figure 3.8. Tables A-3.12 and A-3.13 present additional information on storage
conditions and stock monitoring systems for medicines, contraceptives, vaccines, and ARVs. Details on
commodity ordering systems and storage are provided in Tables A-3.14 through A-3.17.

40 | racility-Level Infrastructure, Resources, and Systems



Table 3.9 Storage conditions and stock monitoring systems for vaccines
Among facilities that routinely store vaccines, percentage with adequate systems for
monitoring storage temperature and stocks, by background characteristics, Namibia HFC
2009
Percentage of facilities with: Nl of Gaiiites
Background Adequate cold chain  Vaccine stock with stored vaccines
characteristics monitoring system'  monitoring system” observed
Type of facility
Hospital 32 89 28
Health centre 69 89 45
Clinic 62 81 261
Managing authority
MoHSS 63 83 284
Mission/NGO 67 93 27
Private 22 74 23
Region
Caprivi 69 85 26
Erongo 45 68 22
Hardap 30 80 20
Karas 35 50 20
Kavango 66 80 56
Khomas 33 90 21
Kunene 63 88 24
Ohangwena 83 93 29
Omaheke 79 100 14
Omusati 72 74 43
Oshana 69 94 16
Oshikoto 73 95 22
Otjozondjupa 38 95 21
Total 60 83 334
" Functioning thermometer in vaccine refrigerator, up-to-date temperature chart, and
refrigerator temperature between 2° to 8°C at time of survey.
? No expired items present, and items stored by expiration date.

Table 3.10 Storage conditions and stock monitoring systems for contraceptives, medicines, and ARVs

Among facilities that store methods of contraception, medicines, and ARVs, percentage with good storage conditions and adequate stock monitoring
systems in place, by background characteristics, Namibia HFC 2009

Contraceptive methods Medicines ARVs
Percentage  Percentage Percentage  Percentage Percentage
with all with all Number of with all with all Percentage with all
assessed assessed  facilities with  assessed assessed Number of with all assessed
items for items for stored items for items for facilities with. ~ assessed items for Number of
system for  system for | contracep-  system for  system for stored items for system for  facilities with
Background storing monitoring | tive methods storing monitoring | medicines  system for  monitoring | stored ARVs
characteristics methods' stock’ observed | medicines' stock’ observed  storing ARVs' stock’ observed
Type of facility
Hospital 92 84 25 80 73 45 71 95 41
Health centre 91 89 46 85 78 46 92 97 39
Clinic 89 77 289 81 69 288 93 93 163
Sick bay 75 100 4 89 44 9 - - 0
Managing authority
MoHSS 89 78 294 80 71 305 89 94 210
Mission/NGO 86 86 28 64 64 28 81 100 16
Private 94 78 36 100 71 42 94 88 16
MoD/Police 83 100 6 85 38 13 100 100 1
Region
Caprivi 81 85 26 96 79 28 100 92 13
Erongo 88 76 34 83 67 36 100 89 19
Hardap 80 75 20 67 76 21 100 100 11
Karas 74 70 23 92 72 25 89 100 18
Kavango 86 75 56 65 51 57 81 97 31
Khomas 92 92 26 93 78 27 73 100 11
Kunene 96 84 25 89 61 28 87 87 15
Ohangwena 97 90 30 90 81 31 92 92 25
Omaheke 100 93 15 93 87 15 86 93 14
Omusati 93 65 46 78 73 49 84 89 38
Oshana 88 76 17 70 40 20 93 100 15
Oshikoto 90 81 21 73 73 22 85 85 13
Otjozondjupa 96 84 25 86 90 29 95 100 20
Total 89 79 364 81 70 388 89 94 243

! Items are stored in dry location, off the ground, and protected from water, sun, insect pests, and rodents.
* No expired items present and items stored by expiration date. Information not available for ARVs stored by expiration date; this statistic is therefore
representing only ‘no expired items present’.
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Figure 3.5 Inventory System Used for Stored
Medicines (N=388)

Update inventory daily 49

Do not udate inventory daily,but
maintain distribution record so 29
stock available can be calculated

No inventory records seen 19

Percentage of facilities storing medicines

NHFC 2009
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Figure 3.7 Elements for Monitoring Vaccine Stock and
Condition (N=334)
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All commodities were assessed to ensure the presence of a valid expiration date on at least one
unit. For selected vaccines, contraceptive methods, and medicines, the entire stock was assessed for the
validity of the expiration date, for storage by expiration date, and for concordance with the inventory. If
any of the checked items were found to be out of compliance, the stock monitoring system for that
commodity was marked as not functioning.

It is common for facilities not to update their inventory daily, but rather to maintain a daily
register (e.g., stock cards) of distributed items to tally the distributed items and update the inventory only
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periodically, often monthly. Information on the inventory system used for medicines is presented in
Figure 3.5. Forty-nine percent of facilities update the inventory daily. Twenty-nine percent use daily
distribution registers (or records) and update inventory records only periodically (as opposed to daily).
Facilities taking this approach were defined as having an up-to-date inventory if there was a register/stock
card where the current inventory could be quickly calculated and if this tallied with actual commodity
stocks.

3.3.1 Storage and Stock Monitoring Systems for Vaccines

Vaccines must be stored at an appropriate temperature to maintain their potency. It is the
guidance of the World Health Organization (WHO) and the United Nations Children’s Fund (UNICEF) to
monitor refrigerator or cold box temperatures at least twice daily and to record the temperature on a graph
as proof of monitoring (WHO, 1998). To assess facilities’ vaccine storage conditions, the following were
checked: (1) the presence of a functioning thermometer in the vaccine refrigerator, (2) a temperature of 2°
to 8°C at the time of the survey (the UNICEF recommendation for vaccine storage at the health centre
level), and (3) a temperature graph, completed twice a day, for the prior 30 days. Any facility satisfying
all three items checked is considered as having an adequate cold chain monitoring system.

Storage conditions

Among facilities that routinely store vaccines and where vaccines were observed, 60 percent had
an adequate cold chain monitoring system (Table 3.9). Health centres and clinics, mission/NGO and
MoHSS facilities, and facilities in Ohangwena, Omaheke, Omusati, and Oshikoto regions are most likely
to meet all three criteria for monitoring storage temperatures.

Looking at the individual components, between 82 and 98 percent of facilities that store vaccines
have a functioning thermometer (Figure 3.6 and Table A-3.12); however, the other components for
adequately monitoring vaccine storage are more often lacking. For example, only 64 percent of hospitals
that store vaccines had temperatures in the storage refrigerator in the recommended range of 2°-8°C. Only
46 percent of hospitals that store vaccines had an up-to-date temperature chart. These data suggest that
lower level facilities that store vaccines are doing a better job than hospitals.

Virtually all facilities that store vaccines position their vaccine refrigerator so that it is protected
from direct sunlight (Table A-3.12).

Stock monitoring systems

A facility is considered to have an adequate vaccine stock monitoring system if (1) no expired
items are present and (2) items are stored by expiration date. Vaccine stock monitoring systems were
assessed for the following vaccines: tetanus toxoid (TT), BCG, polio, measles, and DPT/Pentavalent.
Information on stock monitoring systems for these vaccines is presented in Table 3.9. Eight of every ten
facilities that store vaccines have an adequate vaccine stock monitoring system. There is little variation by
type of facility; however, private facilities seem somewhat less likely to have adequate stock monitoring
systems than facilities managed by other authorities. There is also some variation among regions.
Facilities in Erongo, Karas, and Omusati regions have weaker stock monitoring systems than facilities in
other regions. The component driving this indicator down is storage of vaccines by expiration date;
facilities are less likely to store items by expiration date than to have no expired vaccines in stock (Figure
3.7, Table A-3.12).
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3.3.2 Storage and Stock Monitoring Systems for Contraceptive Methods, General Medicines,
and ARVs

Storage conditions

To prevent chemical deterioration and contamination, facilities must store contraceptives and
medicines away from direct sunlight, in dry conditions, and in an area protected from rodents and insect
pests. Overall, storage conditions for contraceptives are good® in nine of every ten facilities that store
contraceptives (Table 3.10 and Figure 3.8). Storage conditions for medicines are good in 81 percent of
facilities that store medicines (Table 3.10). There was evidence of rodents or other pests in the storage
area for contraceptives, medicines, and ARVs in 6, 7, and 7 percent, respectively, of facilities that store
these commodities (Table A-3.13).

The storage conditions were also assessed for ARVs in health facilities with stored ARVs.
Similar to storage conditions for contraceptives, the storage conditions for ARVs are good in nine of
every ten facilities, with clinics and health centres being more likely to have good storage conditions (93
and 92 percent, respectively) than hospitals (Table 3.10).

Stock monitoring systems

Stock monitoring practices were assessed for contraceptive methods, medicines, and ARVs. Eight
of every ten facilities with stored contraceptive methods observed had all items for adequate stock
monitoring systems; seven of every ten facilities with stored medicines observed had all the items for an
adequate stock monitoring system (Table 3.10).

Facilities in Khomas, Ohangwena, and Omaheke regions are those most likely to have adequate
stock monitoring for contraceptives, while facilities in Omaheke and Otjozondjupa regions are most likely
to have an adequate stock monitoring system for medicines (Table 3.10).

Key Findings

Vaccine storage: Six of every ten facilities that store vaccines have all the necessary components to
adequately monitor the cold chain, that is, a functioning thermometer in the refrigerator, an up-to-date
temperature chart, and refrigerator temperature between 2° - 8°C on the day of the visit. Practically all
facilities had a functioning thermometer, three-quarters had an up-to-date temperature chart, and three-
quarters had temperature readings between 2° and 8°C on the day of the visit.

All facilities that store vaccines position their vaccine refrigerators so that they are protected from di-
rect sunlight.

Storage of contraceptives: Nine of every ten facilities that store contraceptives had good storage condi-
tions; the same proportion had no expired items present, and eight of every ten stored items by expira-
tion date.

Stock monitoring: Eight of every ten facilities with stored contraceptive methods observed had all
items for adequate stock monitoring systems; seven of every ten facilities with stored medicines ob-
served had all the items for an adequate stock monitoring system.

® Items are stored in dry location, off the ground and protected from water and direct sunlight, and there is no
evidence of rodents or other pests in the storage location.
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3.4 SYSTEMS FOR INFECTION CONTROL

Universal precautions refer to infection control measures that can prevent cross-infection from
blood and other body fluids. All health workers who may come into contact with body fluids should
exercise these universal precautions, working under the assumption that anyone may have an infectious
condition (CDC, 1987; JHPIEGO, 2003).

The 2009 Namibia HFC assessed conditions for infection control in all service delivery areas
covered by the survey. The survey examined conditions to see whether providers could reasonably be
expected to wash their hands between seeing different clients. It also checked for the presence of a safety
box for secure disposal of sharp items such as disposable needles and blades, which may be contaminated
with HIV or other blood-borne infections.

Summary information on facilities” capacity to process equipment for reuse is presented in Table
3.11, and aggregate information on equipment processing capacity and infection control measures
available in service delivery areas is presented in Table 3.12. Figures 3.9 and 3.10 present details on the
individual elements considered necessary for processing equipment and maintaining infection control in
service delivery areas. Further information on processing methods, storage conditions for processed
items, and infection control measures can be found in Tables A-3.18 through A-3.21.

Table 3.11 Capacity for processing of equipment: All methods

Percentage of facilities with the equipment, knowledge, timer, and guidelines to support quality sterilisation or high-level
disinfection (HLD) of equipment, by background characteristics, Namibia HFC 2009

Percentage of facilities with:

Equipment,
Equipment and knowledge of  Written guidelines
Background knowledge of  process time, and for sterilisation or Number of
characteristics Equipment process time' automatic timer’  HLD present’ facilities
Type of facility
Hospital 96 87 78 38 45
Health centre 17 15 9 4 47
Clinic 6 4 2 1 295
Sick bay 11 0 0 0 9
Managing authority
MoHSS 11 10 8 3 306
Mission/NGO 32 29 18 14 28
Private 47 37 24 16 49
MoD/Police 15 8 8 0 13
Region
Caprivi 4 4 4 0 28
Erongo 19 17 14 8 36
Hardap 33 33 5 14 21
Karas 28 28 28 4 25
Kavango 16 9 5 4 57
Khomas 27 21 15 15 33
Kunene 11 7 7 4 28
Ohangwena 13 13 13 0 32
Omaheke 19 19 13 0 16
Omusati 10 8 8 0 49
Oshana 15 15 10 15 20
Oshikoto 14 14 9 9 22
Otjozondjupa 28 21 21 3 29
Total 17 15 11 5 396

! Processing area has functioning equipment and power source for method and reports the correct processing time (or
the equipment automatically sets the time) and processing temperature (if applicable) for at least one method. Definitions
for capacity for each method assessed were functioning equipment and processing conditions as follows:
— Dry heat sterilisation: temperature 160°-169°C and processed for at least 120 minutes or temperature of at least
170°C and processed for at least 60 minutes.
— Autoclave: process wrapped items at least 30 minutes, unwrapped items at least 20 minutes
— Boiling or steaming: process at least 20 minutes
— Chemical high-level disinfection (HLD): with chlorine base or glutaraldehyde solution and soaked for at least 20
minutes.
? This refers to a passive timer that can be set to indicate when a set time has passed. This may be a part of the
sterilisation or HLD equipment.
? Hand-written guidelines that are pasted on walls are acceptable.
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Table 3.12 Infection control and hazardous waste control
Percentage of facilities that have all items for infection control in all assessed service delivery areas, adequate disposal system for infectious and sharps
waste, and infection control guidelines, by background characteristics, Namibia HFC 2009
Percentage with
guidelines for
Percentage with all Percentage with Percentage with disinfection and
items for infection adequate final waste adequate final waste sterilisation in any
Background control in all assessed disposal system?” for disposal system” for assessed sterilisation Number of
characteristics service delivery areas' infectious waste sharps waste area facilities
Type of facility
Hospital 22 78 78 38 45
Health centre 26 68 85 4 47
Clinic 40 62 88 1 295
Sick bay 56 56 67 0 9
Managing authority
MoHSS 33 63 88 3 306
Mission/NGO 32 61 79 14 28
Private 59 78 82 16 49
MoD/Police 54 46 77 0 13
Region
Caprivi 54 68 86 0 28
Erongo 47 44 56 8 36
Hardap 52 86 95 14 21
Karas 36 68 76 4 25
Kavango 56 47 81 4 57
Khomas 45 85 88 15 33
Kunene 61 46 93 4 28
Ohangwena 22 66 100 0 32
Omaheke 38 75 100 0 16
Omusati 27 53 90 0 49
Oshana 10 65 80 15 20
Oshikoto 5 68 86 9 22
Otjozondjupa 3 100 100 3 29
Total 37 64 86 5 396
" Soap and running water or else hand disinfectant, sharps box, disinfecting solution, and latex gloves in all assessed service areas.
? Infectious waste is collected and disposed of externally, or incinerated, or burned in a protected area or pit, or dumped in a protected area or covered
Pit’ and there is no unprotected infectious waste observed in any service site or waste disposal area on day of survey.
Sharps waste is collected and disposed of externally, or incinerated, or burned in a protected area or pit, or dumped in a protected area or covered
pit, and there is no unprotected sharps waste observed in any service site or waste disposal area on day of survey.

Figure 3.9 Capacity to Sterilise or HLD Process Equipment
(Any Method) (N=396)
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Figure 3.10 Facilities with Indicated Elements for
Processing Equipment Using Indicated Method (N=396)
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3.4.1 Capacity for Adherence to Standards for Quality Sterilisation or High-Level Disinfection
Processes

For most examination equipment, either sterilisation or high-level disinfection (HLD) procedures
are sufficient to prevent the spread of infection. However, to effectively Kill the spores that cause illnesses
such as tetanus, dry-heat sterilisation, an autoclave system, or the less frequently used chemical
sterilisation® is required. This type of system is necessary for processing surgical equipment that will be
reused, such as blade handles and scissors used to cut the umbilical cord. Depending on the size of the
facility, different types of equipment may be processed using different methods; also, equipment may be
processed at more than one location in the same facility. The information presented in this chapter refers
to the primary site in the facility where equipment is processed.

Namibia has a system whereby the final processing of equipment for reuse takes place in central
locations known as Central Sterile Sterilisation Department (CSSD) in a few facilities, mostly hospitals
that serve lower level facilities in a designated geographic area. The lower level facilities (health centres
and clinics) send contaminated equipment to these central locations for final processing, and the
processed equipment is then sent back to these lower level facilities for reuse. Data from the 2009 NHFC
show that, overall, 17 percent of all facilities have functioning equipment or the necessary chemicals for
the processing method used. A smaller proportion of facilities (15 percent) have the equipment as well as
have correct knowledge of the processing time and temperature for the method used in the facility. When
an automatic timer is added to the assessment (where applicable), the proportion of facilities having all
items (equipment, correct knowledge plus automatic timer, where applicable) drops to 11 percent of
facilities (Table 3.11, Figure 3.9). Written guidelines for sterilisation or HLD processing in any service
area were found in only 5 percent of facilities overall and in 38 percent of hospitals.

® With formaldehyde or glutaraldehyde (Cidex®).
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Looking at the data by type of facility, as expected, practically all hospitals have the equipment
required for the processing method used. In addition, hospitals, far more than other facility types, have
correct knowledge of processing time as well as have an automatic timer, if applicable.

The data also show that the most commonly used method for processing equipment is autoclaving
(Figure 3.10); other methods of processing equipment are rarely used. Overall, only 14 percent of
facilities have the necessary equipment for autoclaving. Hospitals are more likely than other types of
facilities to have the equipment for autoclaving (data not shown). Only 11 percent of facilities (but 78
percent of hospitals) have an automatic timer in addition to the equipment and the correct knowledge of
processing time, temperature, and pressure for autoclave processing. Four percent of facilities have
equipment for dry heat sterilisation, 3 percent have equipment for boiling, and 3 percent have equipment
for chemical high-level disinfection (Figure 3.10).

3.4.2 Appropriate Storage Conditions for Processed Items

Facilities must be able to store processed items under sterile conditions. To maintain sterility or
HLD status, items must be (1) stored in a dry location; (2) either wrapped in sterile, dry cloth or placed in
a sterile or HLD-processed container that can clasp shut; and (3) marked with the processing date,
because the sterile/HLD status cannot be ensured after one week unless the item is also sealed in plastic.
Other common storage procedures that may be accepted in some settings (such as keeping processed but
unwrapped items in an autoclave or on a tray covered with a clean cloth) do not ensure sterile/HLD status.

The data show that 83 percent of the facilities (all hospitals, 91 percent of health centres, 80
percent of clinics, and 56 percent of sick bays) had processed items present on the day of the visit (Table
A-3.19).

Among facilities with processed and stored items observed, 83 percent had processed items stored
under sterile/HLD conditions (i.e., wrapped and sealed with time-steam-temperature strip or placed in a
sterile/HLD container that clasps shut, and stored in a dry, clean area). Hospitals and health centres are
more likely than clinics and sick bays to adequately store processed items. By managing authority,
MoD/Police facilities are less likely than others to store processed items under sterile conditions. At the
regional level, facilities in Kunene and Kavango regions are among the least likely to store processed
items under sterile/HLD conditions.

Seventy-three percent of facilities had processed items stored under sterile/HLD conditions and
also had processing dates on the sterilised items. Once again, hospitals and health centres are more likely
than others to have processed items stored under sterile conditions. Compared with facilities of other
managing authorities, MoD/Police facilities are least likely to store processed items under sterile
condition and also have processing dates.

3.4.3 Infection Control in Service Delivery Area

Hospital-acquired (nosocomial) infections often complicate the delivery of health care
worldwide. Strict compliance with infection control guidelines and constant vigilance are necessary to
prevent such infections. The items considered relevant and necessary to prevent these infections include
soap, hand disinfectant, running water, safety boxes for appropriate disposal of sharps waste, disinfecting
solution, and latex gloves. The presence of running water in a service delivery area does not necessarily
imply that providers will wash their hands how and when they should; however, having running water
and soap available in the area where services are provided, or in an immediately adjacent area, increases
the likelihood that providers will use them. Hand disinfectants are another effective means to clean hands
after examining patients. The presence of waste receptacles (pedal bins) also is assessed.
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For the 2009 Namibia HFC, all of these items (excluding waste receptacles) must be present in
all service delivery sites for a facility to qualify as meeting infection control standards. As shown in Table
3.12, only 37 percent of facilities have all infection control items available in all assessed service delivery
sites (22 percent of hospitals, 26 percent of health centres, 40 percent of clinics, and 56 percent of sick
bays).” Figure 3.11 and Tables A-3.20 and A-3.21 break down the availability of specific infection control
items in different service sites.

Running water is available in all sites in three-fourths of facilities; soap is less widely available—
in 64 percent of all facilities. Together, soap and running water are available at all sites in about six of
every ten facilities. Hand disinfectant is the least available item, available at all sites in less than 40
percent of facilities. Altogether, soap and running water or else hand disinfectant was available in all sites
in 73 percent of facilities.

Figure 3.11 Availability of Infection Control Items in All
Assessed and Relevant Service Delivery Areas in a Facility
(N=396)
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3.4.4 Adequate Disposal of Hazardous Waste

Hazardous waste includes infectious waste (such as bandages, cotton wool that may be
contaminated with blood or other bodily fluids), and sharps waste (such as needles, blades, ampoules, and
syringes). Appropriate final disposal of hazardous waste is another important aspect of infection control.
The most effective means for hazardous waste disposal is incineration or else burning and subsequent
burial of the remains. Directly burying items (without burning) in deep pits is also an effective means of
disposal. When assessing whether facilities have adequate waste disposal systems, the most important
issue is verifying that there is a disposal process that eliminates the possibility of contamination through
contact. If the waste is visible and not protected from rodents, other animals, or people, either before or
after being removed, burned, or buried, there is an increased chance that people might inadvertently come
in contact with it, risking infection. Details on waste disposal systems are provided in Figure 3.12, Table
3.12, and Tables A-3.22.1 and A-3.22.2.

" These findings are prior to the implementation of the Infection Control Assessment Tool (ICAT) in November
2009 and therefore may be lower than what is currently available in Namibian health facilities.
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After determining what system each facility used for disposal of hazardous waste, interviewers
assessed the disposal site (or location where waste is stored prior to disposal) for any unprotected
potentially hazardous waste.

Infectious waste

The disposal system for infectious waste is considered adequate if the waste is collected and
disposed of externally, incinerated in the facility or burned in a protected area or pit, or dumped in a
protected area or covered pit, and there is no unprotected infectious waste observed in any service site or
waste disposal area on the day of the survey. By these criteria, two-thirds (64 percent) of facilities have an
adequate disposal system for infectious waste (Table 3.12). Hospitals are more likely than other facility
types to have adequate final waste disposal systems for infectious waste. At the regional level, facilities in
Erongo, Kavango, Kunene, and Omusati (between 44 and 53 percent) are less likely than facilities in
other regions to have an adequate infectious waste disposal system.

The data also show that removal of infectious waste offsite for final disposal is the most common
means of waste disposal in Namibian health facilities (40 percent of Namibian health facilities) (Table A-
3.22.1). Twenty-three percent burn the waste, protected, on facility grounds, 15 percent incinerate the
waste on facility grounds and 12 percent burn the waste, unprotected, on facility grounds.

In terms of removing the waste offsite, there is little difference by type of facility; however,
mission/NGO facilities as well as facilities in Caprivi and Oshikoto are less likely than others to remove
infectious waste offsite for final disposal. These facilities are likely to burn the waste, protected and on
facility grounds (50 percent of mission/NGO facilities, 50 percent of facilities Oshikoto and 61 percent of
facilities in Caprivi). Hospitals are more likely to incinerate infectious waste on facility grounds (51
percent of hospitals).

Sharps waste

Most facilities treat sharps waste differently from the way that they treat other waste. The
disposal system for sharps waste is considered adequate if sharps waste is collected and disposed of
externally, incinerated in the facility or burned in a protected area or pit, or dumped in a protected area or
covered pit, and there is no unprotected sharps waste observed in any service site or waste disposal area
on the day of the survey. Eighty-six percent of facilities have an adequate disposal system for sharps
waste (Table 3.12). Health centres and clinics are more likely to have adequate sharps waste disposal
systems than hospitals or sick bays. Private facilities and MoHSS facilities are among those most likely to
have adequate systems in place. At the regional level, as with systems for infectious waste disposal,
facilities in Erongo are among those least likely to have adequate systems for disposal of sharps waste.
Sharps waste is removed offsite for final disposal in 85 percent of all facilities and in the remainder is
incinerated in the facility (Figure 3.12 and Table A-3.22.2). Hospitals, however, are more likely to
incinerate sharps waste than remove offsite. Other methods of sharps disposal—burning on protected or
unprotected ground or dumping in a protected or unprotected area without burning—are not used.
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Figure 3.12 Waste Disposal Methods for
Sharps Waste (N=396)

Collected & disposed 85
externally (removed offsite)
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Percentage of all facilities
Note: Other methods were not used. NHFC 2009
Key Findings

Processing of equipment:. The Namibian health care delivery system is organised such that the final
processing of equipment for reuse takes place in a central location (CSSD) in a few secondary/tertiary
level facilities. The majority of hospitals assessed meet the criteria for the processing of equipment for
reuse. Autoclaving is the most commonly used method for processing equipment.

Storage of processed equipment: Eight of every ten facilities where processed items were observed
under storage store the items under sterile/HLD conditions. Hospitals are more likely than other facili-
ties to store processed items under appropriate conditions.

Infection control items: All the relevant infection control items were available at all service delivery
sites in just over one-third (37 percent) of all facilities. Running water is widely available; however,
soap or hand disinfectant is less available at service delivery sites.

Hazardous waste disposal: Two-thirds of all facilities have adequate final waste disposal systems for
infectious waste, while nearly nine of every ten facilities have adequate sharps waste disposal systems.
Hazardous waste is removed offsite for final disposal in most facilities. Hospitals are more likely to
incinerate hazardous waste (both infectious waste and sharps waste) than do open burning.
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CHILD HEALTH SERVICES 4

Tamsin Bowra, Leena Haidula, Emgard Kaune
4.1  BACKGROUND
4.1.1 NHFC Approach to Collecting Child Health Information

The World Health Organization (WHO) estimates that over 10.5 million children under age 5 die
annually from preventable diseases. The United Nations Children’s Fund (UNICEF) reported that in 2008
approximately 8.8 million children died before their fifth birthdays (UNICEF, 2009). Many sick children
who are brought to health care providers do not receive adequate assessment and treatment (WHO, 1999).
It is not uncommon for providers to treat the symptoms that are most evident without conducting a full
assessment of a child’s health status or acting to prevent further diseases. For this reason WHO and other
agencies developed the Integrated Management of Childhood IlIness (IMCI) strategy (WHO, 1997). This
strategy advocates using every visit to a health care provider as an opportunity, not only to conduct a full
assessment of the child’s current health and possible underlying problems, but also to provide
interventions, such as immunisation and growth monitoring, that can prevent illness or minimise its
progression.

The IMCI strategy aims to reduce morbidity and mortality among children under age 5 years
through the following three activities:

1. Improving health workers’ case management skills through training and supportive
supervision

2. Improving health systems, including equipment, supplies, organisation of work, and referral
systems

3. Improving childcare at the community and household levels in line with key family practices

Training, follow-up training, and supportive supervision, through a holistic approach, help health
workers assess and appropriately treat major childhood illnesses (including diarrhoea, malaria,
pneumonia, measles, and other severe infections). At the time of the 2009 NHFC, 20 of 34 health districts
in Namibia were implementing the IMCI strategy at the health facility and community/household levels.
WHO recommends that at least 60 percent of providers be trained in IMCI case management to ensure a
critical mass for proper management of sick children. By employing the IMCI framework, the 2009
NHFC is expected to provide useful baseline measures that can later be used to judge progress in
implementing the IMCI strategy across Namibian health facilities. Therefore, this census uses IMCI
protocols whenever possible in examining the delivery of child health services at the health facility level.

This chapter uses information obtained from the 2009 NHFC to address the following four central
guestions:

o What is the availability of outpatient curative services relevant to child health?

e To what extent do facilities offering immunisation services for children have the capacity to
support good quality vaccination services?
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o To what extent do facilities providing outpatient care for sick children have the capacity to
support good quality services that adhere to IMCI guidelines?

e To what extent do health workers who treat sick children on an outpatient basis adhere to
standards for good quality service provision?

4.1.2 Health Situation of Children in Namibia
Vaccine coverage

Immunisation against vaccine-preventable diseases is vital to reducing child morbidity and
mortality. The Expanded Programme on Immunisation (EPI) under the Ministry of Health and Social
Services (MoHSS) is aimed at ensuring that all children are fully immunised by their first birthday.
Children should receive one dose of tuberculosis vaccine (BCG); three doses of the vaccine against
diphtheria, pertussis, tetanus, hepatitis B, and Haemophilus influenza type b [(DPT-HB + Hibl) or
pentavalent]; four doses of oral polio vaccine (OPV); and one dose of measles vaccine. According to the
2006/2007 Namibia Demographic and Health Survey (NDHS) (MoHSS and Macro International, 2008),
however, only 69 percent of children 12-23 months were fully immunised, compared with the EPI target
of 95 percent for all antigens (polio, measles, DPT, BCG) as stated in the 2009 MoHSS EPI Draft Policy.
Figure 4.1 shows immunisation coverage rates for children 12-23 months in Namibia since 1992.

Figure 4.1 Children 12-23 Months Who Received All
Immunisations, Namibia 1992-2006/07
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Measles epidemics have recently been reported in a few regions in Namibia, mainly in the
northern regions bordering Angola. Some of the reasons for these epidemics could be related to health
systems failure, including problems with maintenance of the cold chain, resulting in intermittent supply of
potent vaccines. Another possible reason could be the failure to achieve high coverage with the first dose
at 9 months. If the national campaigns® failed to add to the number of fully vaccinated children, then the

! The campaigns, normally conducted every 3-5 years for measles, are part of the measles control strategy to mop up
children who missed the first dose and those who do not sero-convert with the first dose.
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threshold level of immunisation that would prevent an outbreak may not have been reached. These
disease outbreaks may be an indication of the extra efforts needed to reach remote/underserved areas and
to address the missed opportunities associated with routine immunisation schedules.

Nutritional status

Malnutrition is an underlying factor in a large proportion of the illnesses that cause death among
children under 5 years of age. The 2006-07 NDHS found that three in ten children under 5 years in
Namibia are stunted (short for their age) and one in ten is severely stunted. The prevalence of stunting is
higher among rural children (31 percent) than among urban children (24 percent) (MoHSS and Macro
International 2008).

Childhood mortality and morbidity

The 2006-07 NDHS provides household-based child mortality data as well as information on
what illnesses children experienced and whether they received health care during the two weeks
preceding the household survey visit. Key findings include the following:

e The infant mortality rate was estimated at 46 deaths per 1,000 live births for the period 2002-
2006, which is slightly less than the 51 deaths per 1,000 live births estimated for the period
1997-2001.

e The under-five mortality rate was estimated at 69 deaths per 1,000 live births in 2002-2006,
similar to the 68 deaths per 1,000 live births recorded between1997-2001.

e Twelve percent of children under age 5 had diarrhoea during the two weeks preceding the
survey. The age group most affected by diarrhoea was children age 6-23 months. Of all
children who had diarrhoea during the two weeks preceding the survey, approximately 60
percent were seen by health professionals.

o The recommended treatment for diarrhoeal diseases—other than dysentery, for which
antibiotics are recommended—is fluid replacement. Oral rehydration therapy (ORT) was
given to 69 percent of children with diarrhoea. Altogether, 73 percent of children with
diarrhoea received some form of ORT or increased fluids. However, 20 percent of children
with diarrhoea were given antibiotics.

o Twelve percent of children under age 5 slept under a mosquito net of some type on the night
before the survey; 11 percent slept under an insecticide-treated net (ITN) the night before the
survey.

e Of the 17 percent of children under age 5 who had fever in the two weeks preceding the
2006-07 NDHS, 56 percent sought treatment from a health facility or provider.

e Seventeen percent of children under age 18 are orphaned (i.e., one or both parents are dead).

e Among all children born in the 5 years preceding the survey with a reported birth weight, 14
percent had a low birth weight (less than 2.5 kg).
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4.2 AVAILABILITY OF CHILD HEALTH SERVICES

The 2009 NHFC assessed the availability of three basic child health services: outpatient curative
care for sick children, routine childhood immunisation services under EPI, and routine growth monitoring
services. Table 4.1 provides information on the availability of these services. Tables A-4.1 and A-4.2
provide further details on the frequency of child health services and on community outreach services.

Table 4.1 Availability of child health services
Percentage of facilities offering specific child health services at the facility, by background characteristics,
Namibia HFC 2009
Percentage of facilities that provide:
Curative
Background outpatient care Growth Childhood  All 3 basic child Number of
characteristics for sick children  monitoring  immunisation’ health services facilities
Type of facility
Hospital 66 41 39 32 44
Health centre 98 93 93 93 46
Clinic 93 88 91 87 293
Managing authority
MoHSS 98 90 91 88 306
Mission/NGO 96 93 96 93 28
Private 43 37 43 31 49
Region
Caprivi 100 100 100 100 27
Erongo 69 56 63 50 32
Hardap 100 80 85 80 20
Karas 80 72 80 72 25
Kavango 100 95 100 95 56
Khomas 61 61 61 52 31
Kunene 96 86 86 86 28
Ohangwena 100 91 91 91 32
Omaheke 94 81 81 81 16
Omusati 96 90 90 88 49
Oshana 89 83 89 83 18
Oshikoto 100 91 95 91 22
Otjozondjupa 89 85 78 78 27
Total 91 83 85 81 383
' Childhood immunisation refers to the routine provision of DPT/Pentavalent, polio, and measles
vaccinations to children.

According to findings of the 2009 NHFC, health services in Namibian facilities are relatively
integrated; 81 percent of facilities report offering all three basic child health services as a package (Table
4.1). Outpatient curative care services are available in 91 percent of facilities, growth monitoring in 83
percent of facilities, and childhood immunisation in 85 percent of facilities.

Among facility types, hospitals and, among managing authorities, private facilities are least likely
to offer all three basic services (32 percent and 31 percent, respectively). All three basic child health
services are available in approximately 90 percent of facilities of the Ministry of Health and Social
Services (MoHSS) and facilities managed by mission/non-governmental organisations (NGOs). At the
regional level all three services as a package are most likely to be offered in facilities in Caprivi (100
percent) and Kavango (95 percent) and least likely to be offered in Erongo (50 percent) and Khomas (52
percent).

2 Community outreach refers to any services provided outside of the facility. For immunisations this might include
activities related to campaigns, such as the polio eradication campaign.
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Outpatient curative care for sick children is the most commonly provided of the three basic
services. Outpatient curative care is almost universally available in MoHSS and mission/NGO health
facilities and in Caprivi, Hardap, Kavango, Kunene, Ohangwena, Omaheke, Omusati, and Oshikoto
regions.

There is considerable variation in the availability in growth monitoring services in the different
facility types, among managing authorities, and by region. For example, only 56 percent of facilities in
Erongo region report offering growth monitoring, compared with 100 percent in Caprivi region. There is
relatively less variation in immunisation services by region; however, by facility type and managing
authority, hospitals and private facilities are less likely than others to offer child immunisation services
(Table 4.1).

Information on the frequency of the availability of child health services is shown in Table A-4.1.
The majority of facilities offer each of the services five or more days per week, especially curative
outpatient care for sick children, which practically all facilities offer five or more days a week.

On average, only two in every ten facilities offer any of the child services on an outreach basis
(Table A-4.2). Health centres are most likely to offer these services on outreach. These outreach services
are virtually unavailable in Caprivi and Khomas regions (each 0 percent) and are most likely to be offered
in Oshana region (approximately 50 percent).

Key Findings

Availability of child health services: Eight of every ten facilities in Namibia offer all three basic child
health services (curative outpatient care for sick children, growth monitoring, and childhood
immunisation). Outpatient curative care is available in nine of every ten facilities, while growth
monitoring and immunisation are each available in a little over eight of every ten facilities.

Facilities in Khomas and Erongo regions are least likely to offer all three basic child health services,
whereas facilities in Caprivi and Kavango regions are most likely to provide these services.

4.3  CApACITY TO PROVIDE QUALITY IMMUNISATION SERVICES

This section of the report addresses the following elements, which are important for quality
immunisation services:

e Capacity to maintain the quality of vaccines

e Auvailability of vaccines and vitamin A

e Availability of equipment and supplies for vaccination sessions

o Availability of administrative components for monitoring immunisation activities
4.3.1 Capacity to Maintain the Quality of Vaccines

A lack of vaccine refrigerators, electricity, or other fuel (such as liquefied petroleum gas) are
some of the reasons that facilities cannot or do not store vaccines. If a facility cannot maintain the cold
chain and safely store vaccines, it must collect vaccines from a central location or a nearby facility with a

refrigerator and then use mobile vaccine carriers and icepacks to maintain their temperature on the day(s)
of service. The logistical considerations for maintaining the cold chain frequently result in limited

Child Health Services | 57



availability of vaccination services. Information on vaccine storage conditions, with details on elements
assessed, is provided in Chapter 3, in Table 3.9, and in Table A-3.12.

Temperature monitoring is extremely important in ensuring potent and effective vaccines (WHO,
2000a; WHO, 2004a). Overall, only 60 percent of facilities with stored vaccines observed on the day of
the assessment had an adequate cold chain monitoring system?® in place, and 83 percent had an adequate
vaccine stock”’ observed on the day of the survey (Chapter 3, Table 3.9, and Table A-3.12). Hospitals (32
percent), private facilities (22 percent), and facilities in Hardap (30 percent) and Khomas regions
(33 percent) are among the least likely in each of their categories to have an adequate system to monitor
vaccine storage temperature. Facilities in Ohangwena region (83 percent) and Omaheke region (79
percent) are most likely to have an adequate system to monitor vaccine storage temperature. Thus,
facilities storing vaccines are more likely to have adequate systems to monitor vaccine stocks than to
monitor vaccine temperature.

4.3.2 Availability of Vaccines and Vitamin A

The availability of child vaccines was assessed at eligible facilities (i.e., facilities that provide
immunisation services and also report that they store vaccines). The findings are summarised in Table 4.2
and Figure 4.2. Additional information on vaccine and vitamin A availability by facility type, managing
authority, and region is found in Table A-4.3.

The 2009 NHFC looked for evidence that facilities with vaccine storage capacity have all basic
child vaccines and all components for providing quality child immunisation services.

Vaccines

Al basic EPI vaccines for the seven major childhood diseases® are available in three-quarters of
facilities that offer child immunisation services and also store vaccines; the individual vaccines were each
available in between 84 percent (BCG) and 94 percent (DPT/pentavalent) of facilities that offer child
immunisation services and store vaccines (Figure 4.2, Table 4.2, Table A-4.3).

There are variations by facility type, managing authority, and region in terms of availability of
these vaccines. Compared with hospitals, health centres and clinics are more likely to have all basic child
vaccines (59 percent of hospitals compared with 86 percent of health centres and 75 percent of clinics).
Private facilities are much less likely to have all basic child vaccines (11 percent) than are mission/NGO
(93 percent) and MoHSS (79 percent) facilities.

Vitamin A

Vitamin A is essential for the functioning of the immune system, for healthy growth and
development, and for protection from respiratory infections and night blindness. Many countries have
added vitamin A supplementation to their EPI programmes because WHO recommends routinely
distributing high-dose vitamin A capsules to children. In Namibia the policy is to provide high-dose
vitamin A once every six months, starting at age 9 months and continuing until age 59 months.

® There must be a functioning thermometer in the vaccine refrigerator, an up-to-date temperature chart, and
refrigerator temperature between 2° and 8°C at the time of assessment.

* No expired items present, and items stored by expiration date.

® Polio, diphtheria, whooping cough, tetanus, measles, tuberculosis, and hepatitis B.
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According to findings of the assessment, vitamin A is widely available in health facilities in
Namibia (93 percent), although private facilities are less likely to have vitamin A available in the same
area with vaccines (26 percent) than are mission/NGO and MoHSS facilities, where vitamin A is
universally available (Table A-4.3).

Table 4.2 Health system components required for childhood immunisation services
Among facilities offering child immunisation services, percentage that have all equipment, items for preventing infection, and records indicating good
administrative practices and, among facilities offering child immunisation services and storing vaccines, percentage that have all basic child vaccines
and all components for providing quality child immunisation services, by background characteristics, Namibia HFC 2009
Percentage of facilities offering
child immunisation services
Percentage of facilities offering child immunisation with: and storing vaccine with:
All
components ~ Number of
All equipment, for providing facilities
all items for | Number of quality child | offering child
infection facilities immunisation ' immunisation
All items for control, and = offering child services services and
Background All infection ~ Administrative administrative immunisation All basic child  (including storing
characteristics equipment! control? components®  components services* vaccines® vaccines) vaccines
Type of facility
Hospital 65 82 18 6 17 59 6 17
Health centre 79 49 65 28 43 86 28 43
Clinic 79 63 49 27 267 75 21 261
Managing authority
MoHSS 82 61 52 27 279 79 21 275
Mission/NGO 70 59 56 33 27 93 33 27
Private 38 76 0 0 21 11 0 19
Region
Caprivi 93 74 33 22 27 73 19 26
Erongo 70 65 55 30 20 33 11 18
Hardap 94 82 59 41 17 82 41 17
Karas 80 75 55 35 20 65 30 20
Kavango 79 84 54 43 56 75 32 56
Khomas 63 58 42 11 19 44 6 18
Kunene 83 92 29 21 24 71 17 24
Ohangwena 62 45 69 24 29 86 21 29
Omaheke 100 92 92 85 13 100 85 13
Omusati 80 52 41 9 44 81 7 43
Oshana 88 19 56 19 16 87 20 15
Oshikoto 86 33 38 10 21 95 10 21
Otjozondjupa 48 10 38 0 21 90 0 21
Total 78 62 49 26 327 76 21 321
' Blank immunisation cards, syringes and needles, and vaccine carriers with ice packs (or facility reports purchasing ice).
? Soap and running water or else hand disinfectant, latex gloves, sharps container, and decontaminant.
? Tally sheet or register where vaccines provided are recorded and documentation of either DPT/pentavalent dropout rate or measles coverage.
*Includes all facilities offering immunisations at the facility, some of which also offer immunisation services through village outreach activities.
> BCG, DPT/Pentavalent, polio, and measles vaccines.
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Figure 4.2 Availability of Vaccines among Facilities Offering
Child Immunisation Services and Storing Vaccines (N=321)
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4.3.3 Availability of Equipment, Supplies, and Administrative Systems for Vaccination Sessions

Information on the availability of all the components assessed for quality immunisation services
is provided in Table 4.2 and Figure 4.3. Details on the availability of items by facility type, managing
authority, and region are available in Table A-4.4.

Overall, just one-fourth of facilities that offer immunisation services had all equipment, items for
infection control, and administrative components for providing quality child immunisation services
available on the day of the assessment. Health centres and clinics were relatively more likely to have all
these items—28 percent and 27 percent, respectively, compared with only 6 percent of hospitals. None of
the private facilities had all these items, primarily because they had lacked administrative components,
while 27 percent of MoHSS and one-third of mission/NGO facilities had these items.

Equipment

Among facilities that offer child immunisation services, 78 percent had all the equipment®
necessary to provide quality services (Table 4.2). MoHSS facilities are much more likely to have all
equipment available (82 percent) than private facilities (38 percent). Similarly, facilities in Caprivi,
Hardap, and Omaheke regions are much more likely than those in Otjozondjupa, at the opposite extreme
(48 percent), to have all equipment (Table 4.2).

As for specific equipment, syringes and needles and vaccine carriers with ice packs were
available at 94 and 93 percent of facilities, respectively, while blank immunisation cards were available at
88 percent of facilities (Table A-4.4).

® Blank immunisation cards, needles and syringes, and vaccine carriers with ice packs.
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Figure 4.3 Availability of Equipment and Supplies for
Immunisation Services (N=327)
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Infection control

Infection control is crucial to quality care during immunisations. Among facilities offering child
immunisation services, 62 percent have all infection control items’ (Table 4.2). Private health facilities
are more likely to have all infection control items available (76 percent) than MoHSS and mission/NGO
facilities (61 percent and 59 percent, respectively). Health facilities in Kunene and Omaheke (each 92
percent) are most likely to have all infection control items, while facilities in Otjozondjupa and Oshana
(10 percent and 19 percent, respectively) are least likely to do so.

Looking at individual infection control items, sharps box, latex gloves, and either soap and water
or else hand disinfectant were almost universally available in health facilities. Hand disinfectant was least
likely to be available (58 percent) (Figure 4.2, Table A-4.4).

Administrative components

Measures often used for monitoring immunisation coverage include measles vaccine coverage
rates and the pentavalent (DPT-HB + Hib) dropout rate—the difference between the number of children
who receive the first dose of pentavalent vaccine (DPT-HB + Hibl) and the number who complete all
three doses (DPT-HB + Hib3). Measures of immunisation coverage require an estimate of a target
population, which the National Planning Commission/Central Bureau of Statistics provides based on
projections of household census results. The 2009 NHFC specifically assessed whether DPT/pentavalent
dropout rates or measles coverage information was readily available in Namibian health facilities.

Findings from the assessment indicate that, on the day of the assessment, half of facilities offering
immunisation services had administrative components® for providing quality child immunisation services
(Table 4.2). Health centres are more likely to have these administrative components available (65 percent)

" Soap and running water or else hand disinfectant, latex gloves, sharps container, and decontaminant.
® Tally sheets or registers where vaccines are recorded and documentation of either DPT/pentavalent dropout rate or
measles coverage.
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than other facility types. As indicated earlier, private facilities are lacking these administrative
components when considered together, although the individual components of register and tally sheets are
available in 38 percent and 19 percent of private facilities; monitoring of community coverage is the item
missing in all private facilities (Table A-4.4). Facilities in Omaheke region are by far the most likely to
have administrative components (92 percent), while facilities in Kunene region (29 percent) are the least
likely (Table 4.2).

Key Findings

Vaccines: Three-quarters of facilities that offer child immunisation services and also store vaccines
had all the basic child vaccines available on the day of the assessment. Nine of every ten facilities had
vitamin A available in the area with other vaccines.

Equipment and supplies: About eight of every ten eligible facilities had all equipment for
immunisations (syringes and needles, blank immunisation cards, and vaccine carriers with ice packs),
and six in every ten had all infection control items available on the day of the assessment.
Administrative components (tally sheets or registers, documentation of measles coverage or
DPT/pentavalent dropout rates) were available in only half of eligible facilities.

4.4  CAPACITY TO PROVIDE QUALITY OUTPATIENT CARE FOR SICK CHILDREN

To improve the diagnosis of illnesses and to minimise missed opportunities in the provision of
preventive interventions, IMCI standards recommend that any consultation for a sick child include:

e Assessing immunisation status and providing vaccines that are due
e Assessing nutritional status and counselling caretakers on identified problems
e Assessing overall health status

e Ensuring that the child receives the first dose of any prescribed medicine, including
antibiotics, at the facility and leaves the facility with the necessary medications

e Ensuring that caretakers know how to administer medications and treatments, know how to
treat local infections at home, know about appropriate foods, and know how much food the
child needs both during this illness and when not sick

e Ensuring that caretakers know when to return, either because signs indicate that the child
must be seen immediately or because of scheduled follow-up

The 2009 NHFC assessed the availability of equipment, supplies, and health system components
necessary to adhere to IMCI guidelines and to support quality outpatient care for sick children (WHO,
1997; WHO, 1999). Assessed elements are as follows:

o Infrastructure and resources to support quality assessment and counselling

e Equipment and supplies for adhering to IMCI guidelines for assessment of the sick child

e Essential medicines for treating sick children in keeping with IMCI guidelines

e IMCI job aids, including the chart booklet, recording form, and mother/caretaker cards
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4.4.1 Infrastructure and Resources to Support Quality Assessment and Counselling for the Sick
Child

To support quality assessment and counselling, ideally, the following should be readily available
in areas where sick children receive services: items for infection control, including soap and running
water or else hand disinfectant, sharps containers, and disinfectant; items to support quality services, such
as individual child health cards; treatment guidelines and protocols; and visual aids. Figure 4.4 provides
information on the availability of these items, with further details in Tables A-4.5 and A-4.6.

Treatment guidelines,® which are necessary for quick reference, are available in 86 percent of
facilities offering sick child services (Figure 4.4). Health centres and clinics are more likely to have
treatment guidelines than hospitals (Table A-4.5). MoHSS- and mission/NGO-managed facilities are
more likely than private facilities to have treatment guidelines available. Individual child health passports,
important for continuity of care, are available in 88 percent of all facilities, while visual aids are available
in about half of facilities. All items to support quality child health services are available in only 45
percent of facilities offering sick child services.

The MoHSS is promoting IMCI nationwide; hence, items such as IMCI chart booklets, IMCI
counselling cards for providers, IMCI mother cards, and other visual aids are expected to be widely
available in health facilities. Findings of the 2009 NHFC, however, show that less than half of facilities
offering curative care for sick children had IMCI chart booklets, less than one-third had IMCI counselling
cards, only 8 percent had IMCI mother cards, and 36 percent had other visual aids available (Table
A-4.6). IMCI chart booklets are more likely to be available in health centres (64 percent) than in other
facility types. Facilities in Oshana region (88 percent) are more likely than those in other regions to have
IMCI chart booklets.

Figure 4.4 Availability of Items to Support Quality of Care for
Sick Children (N=347)

Health passport 88

Any treatment

guidelines/protocols 86

Visual aids for

health education 52

All items for supporting

quality of care 45

Percentage of facilities offering sick child services

NHFC 2009

° Any treatment guidelines or protocols on the management of childhood illnesses, including guidelines on malaria.
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4.4.2 Equipment and Supplies for Assessing and Providing Preventive Care for the Sick Child

The 2009 NHFC also assessed the availability of equipment and supplies necessary for evaluating
the status of sick children and for providing preventive interventions, as established by IMCI guidelines.
Figure 4.5 summarises information on these items. Table A-4.5 provides details by type of facility, and
Table A-4.7 provides information on the availability of sick child and EPI services on the same day in the
same facility.

Approximately nine of every ten facilities report providing immunisation services every day that
sick child services are offered; on the day of the assessment, a similar proportion of facilities were
actually providing both services (Table A-4.7). Health centres and clinics are more likely than hospitals to
offer EPI services on the same day that services for sick children are offered.

Overall, three-quarters of facilities offering sick child services had infants scales (100 gram
gradations), while about eight of every ten had a scale for weighing older children (250 gram gradations).
Only 63 percent had both types of scales (Figure 4.5, Table A-4.5).

Although a sick child can be assessed with little equipment, certain minimum equipment is
considered to be necessary for good quality care. The 2009 NHFC assessed whether facilities had a
thermometer, supplies and equipment for providing oral rehydration solution (ORS), and some type of
minute timer for counting respiration rates. Thermometers and ORS packets were universally available,
while timers (either a personal wristwatch or a facility-provided timer) were available in 69 percent of the
facilities.

Overall, only 46 percent of facilities had all assessed equipment'® at the service delivery point on
the day of the assessment.

Figure 4.5 Availability of Equipment and Supplies for
Assessing Health Status and Management of the Sick Child
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4.4.3 Essential Medicines for Treating Sick Children

IMCI guidelines have defined first-line, pre-referral, and other important medications for
managing a child’s various illnesses. The 2009 NHFC assessed the availability of all these essential
medicines. Summary information is provided in Table 4.3 and in Figures 4.6 through 4.8. Table A-4.8
provides details on available medicines by type of facility.

First-line medicines

First-line medicines include ORS packets, at least one oral antibiotic for respiratory infections,
and first-line antimalarial medicine. All three first-line medicines are available in 75 percent of facilities;
hospitals (93 percent) and mission/NGO-run facilities (85 percent) are more likely to have the first-line
medicines than other facility types and managing authorities (Table 4.3, Figure 4.6, Table A-4.8). The
oral antibiotic chloramphenicol is less widely available in Namibian facilities (13 percent in general, but
available in 90 percent of hospitals) (Table A-4.8). Other first-line antibiotics (amoxicillin, augmentin and
cotrimoxazole) are more widely available. The first-line antimalarial in Namibia is Coartem®, which is
widely available (in 77 percent of facilities). Fansidar® (Sulfadoxine and Pyrimethamine) is available in
also available in 74 percent of facilities. Since malaria is a problem only in certain regions of the country,
facilities in some regions may not stock these medicines.

Pre-referral medicines

Pre-referral medicines** include emergency injectable medications and intravenous solution with
a perfusion set; these allow for urgent treatment and rehydration before either admitting a sick child or
referring a sick child to another facility, if necessary. It should be noted that MoHSS policy authorises
hospitals, health centres, and clinics to provide rapid rehydration for severely dehydrated children using
intravenous solutions.

The 2009 NHFC assessed health facilities for whether they had all pre-referral medicines
available on the day of the visit. About three-quarters of facilities offering outpatient curative care for sick
children had all pre-referral medicines (Table 4.3, Figure 4.7, Table A-4.8). All hospitals and the majority
of health centres and clinics had all pre-referral medicines. Private facilities (29 percent) were less likely
to have pre-referral medicines available than facilities managed by other authorities. There is some
regional variation in the availability of pre-referral medicines; only 45 percent of facilities in Karas had
pre-referral medicines available compared with 92 percent of facilities in Otjozondjupa and 93 percent of
facilities in Caprivi. Penicillin is the most common pre-referral medicine available (85 percent of
facilities), while only 10 percent of facilities had injectable chloramphenicol. Almost all facilities
assessed (94 percent) had intravenous solution with perfusion sets (Figure 4.7).

Other essential medicines and vitamin A

Some other medicines are less crucial for treating serious illness but nonetheless are important for
managing common symptoms and illnesses. These include fever-reducing medicines (paracetamol or
aspirin), vitamin A, iron tablets or supplements, antibiotic eye ointment, and de-worming medicines
(mebendazole or albendazole). Only 12 percent of health facilities nationally had all of these other
essential medicines, ranging from zero percent of facilities in Erongo region to 27 percent of facilities in
Omaheke region (Table 4.3, Figure 4.8, Table A-4.8). Aspirin or paracetamol, vitamin A, and either
mebendazole or albendazole were widely available in facilities. In contrast, iron tablets were available in
only 15 percent of all health facilities (Table A-4.8). This is of major concern because of the importance
of iron in treating anaemia both in sick children and in pregnant women.

L All pre-referral medicines means: having at least one first-line injectable antibiotic (chloramphenicol, ampicillin,
cloxacillin, or penicillin); at least one second-line injectable antibiotic (ceftriaxone or gentamycin); and intravenous
solution (normal saline, lactated Ringer’s solution, or else dextrose and saline 0.9 percent) with a perfusion set.

Child Health Services | 65



66 | Child Health Services

Table 4.3 Medicines and supplies to support quality care for sick children

Percentage of facilities offering sick child services that have first-line, pre-referral, and
other medicines and supplies, by background characteristics, Namibia HFC 2009

Number of
o . facilities offering
Percentage of facilities with: Ui
Background First line Pre-referral All other outpatient care
characteristics medicines'  medicines’  medicines® | for sick children
Type of facility
Hospital 93 100 21 29
Health centre 84 80 11 45
Clinic 72 70 11 273
Managing authority
MoHSS 78 76 12 299
Mission/NGO 85 81 11 27
Private 29 29 10 21
Region
Caprivi 96 93 4 27
Erongo 55 82 0 22
Hardap 45 80 10 20
Karas 55 45 10 20
Kavango 91 79 16 56
Khomas 58 53 11 19
Kunene 70 74 4 27
Ohangwena 88 72 9 32
Omaheke 80 87 27 15
Omusati 72 60 9 47
Oshana 56 69 19 16
Oshikoto 95 77 23 22
Otjozondjupa 75 92 25 24
Total 75 74 12 347

1 ORS, Coartem, and at least one oral antibiotic (amoxicillin, amoxicillin clavulinate,
cotrimoxazole, or chloramphenicol).

2 (1) Injectable chloramphenicol or at least one first-line injectable antibiotic
(ampicillin or cloxacillin or penicillin), and (2) at least one second-line injectable
antibiotic (ceftriaxone or gentamycin), and (3) intravenous solution (normal saline
(0.9% NS), or dextrose and normal saline (5% D/NS) or lactated Ringer’s solution or

lasma expanders or 5% D/W), with perfusion set and sterile syringes.

> Aspirin or paracetamol, vitamin A, iron tablets, mebendazole or albendazole, and
an antibiotic eye ointment.




Figure 4.6 Availability of First-line Medicines for Treating
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Figure 4.7 Availability of Pre-referral Injectable Medicines
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Figure 4.8 Availability of Other Essential Medicines (N=347)
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Key Findings

First-line medicines: IMCI first-line medicines are available in three-quarters of facilities offering
outpatient curative care services for sick children; pre-referral medicines are available in a similar
proportion of facilities. Hospitals are more likely to have these medicines than other facility types.

Among regions the availability of first-line medicines ranges from a high of 96 percent of facilities in
Caprivi region to a low of 45 percent of facilities in Hardap. Similar regional variation exists for pre-
referral medicines.

4.5  MANAGEMENT PRACTICES SUPPORTIVE OF QUALITY SICK CHILD SERVICES

Management practices that support quality curative care for sick children include documentation
and record-keeping, practices related to user fees, and staff supervision and development. Summary
information on the availability of these items is presented in Table 4.4. Table A-4.9 provides sick child
client utilisation statistics, and Tables A-4.10 and A-4.11 provide more details on fees and other payment
systems. Figure 4.9 summarises information on training received by child health service providers, while
Tables A-4.12 through A-4.15 provide details on training and supervision from the perspective of the
child health service provider.
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Table 4.4 Management practices supportive of quality child health services
Percentage of facilities offering curative outpatient care for sick children that have an up-to-date client register and
charge user fees for sick child services, and percentage where health service providers report receiving routine
training related to their work and personal supervision, by background characteristics, Namibia HFC 2009
Percentage of facilities
Percentage of facilities Number of  Where child health service Niumtbzr 6t
offering curative outpatient e cflfiias providers report receiving  facilities with
care for sick children with: offering routine: interviewed
Up-to-date  User fees for curative Training child health
Background patient sick child  ~outpatient care  related to Personal service
characteristics register’ services  for sick children child health? supervision® providers
Type of facility
Hospital 86 100 29 17 90 29
Health centre 84 98 45 36 89 45
Clinic 85 99 273 30 77 272
Managing authority
MoHSS 89 99 299 29 80 298
Mission/NGO 81 100 27 26 96 27
Private 33 95 21 43 57 21
Region
Caprivi 81 96 27 23 77 26
Erongo 95 100 22 23 82 22
Hardap 70 100 20 10 80 20
Karas 85 100 20 30 95 20
Kavango 77 100 56 32 79 56
Khomas 68 100 19 42 63 19
Kunene 85 100 27 15 67 27
Ohangwena 91 100 32 13 88 32
Omaheke 100 100 15 47 100 15
Omusati 94 96 47 36 89 47
Oshana 81 100 16 81 94 16
Oshikoto 86 100 22 41 86 22
Otjozondjupa 92 92 24 13 42 24
Total 85 99 347 29 80 346
' Register has entry within past seven days that indicates child’s age and diagnosis or symptom.
2 A facility has routine staff training if at least half of interviewed providers reported that they had received pre- or
in-service training related to their work during the 12 months preceding the survey. This refers to structured
training sessions and does not include individual instruction received during routine supervision.
3 A facility has routine staff supervision if at least half of interviewed providers reported that they had been
personally supervised at least once during the six months preceding the survey.

4.5.1 Facility Documentation and Records

An up-to-date register is defined as a register that has an entry within the past seven days that
indicates the child’s age and diagnosis (or the symptoms) for which the child was brought to the facility.
Eighty-five percent of facilities providing outpatient curative care for sick children have up-to-date
registers (Table 4.4). There is little variation among the types of health facilities; in contrast, among
management authorities, private facilities (33 percent) are less likely than MoHSS (89 percent) and
mission/NGO (81 percent) facilities to have up-to-date registers. By region, availability of up-to-date
registers range from 68 percent in Khomas region to 100 percent in Omaheke region; this could be due to
the fact that there is a higher proportion of private facilities in Khomas region (Table 4.4).

4.5.2 Practices Related to User Fees

User fees may have a positive effect on health services by increasing the funds available to the
facility, if the revenue is channelled back to the facility. On the flip side, they may have a negative effect
on utilisation by deterring poor clients from using services. This is of major concern in Namibia, a
country with high levels of poverty. In any case, posting user fees in facilities that charge fees is an
element of quality of care, since it increases accountability and makes clients aware of costs associated
with services.
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In Namibia MoHSS policy is to charge user fees for all services except preventive services
(antenatal care, prevention of mother-to-child transmission of HIV, HIV counselling and testing, postnatal
care, family planning, and immunisation). Exemptions are offered for senior citizens and vulnerable
groups (such as people with disabilities, orphans, and vulnerable children). Services should not be denied
to patients who cannot afford the fees.

In line with the MoHSS policy on user fees, 99 percent of facilities offering sick child services
charge some form of user fee for sick child services (Table 4.4). Fifty-eight percent of facilities charge for
consultations, 20 percent charge for medicines and client charts or records, 23 percent charge for client
registration, and 3 percent charge for laboratory tests (Table A-4.10).

Among facilities charging user fees for sick child services, 70 percent do not post any fees at all
(Table A-4.10); only one-quarter post all fees; and 3 percent post only some fees. Hospitals (52 percent)
and private facilities (40 percent) are most likely to display all user fees.

Discounts or fee exemptions are not common. Only half of facilities offering sick child services
and charging any user fees offer discounts or exemptions to clients (Table A-4.10). When asked what the
standard practice is if a child is unable to pay for the services for which fees are accessed, 6 of 10
facilities that charge user fees said they exempt the fee and provide the service, but expect payment later
(data not shown). Only 3 percent report that they will not provide the service if a client is unable to pay;
these are mostly private facilities (25 percent) and facilities in Khomas (21 percent).

Caretakers of sick children were interviewed as they left the facility after receiving services.
Among other things, they were asked whether they belonged to any pre-payment schemes and whether
they paid any fees for the services they received. Among interviewed caretakers, 84 percent of those who
did not belong to any programme paid out-of-pocket fees, compared with only 4 percent of those
belonging to a pre-payment scheme (Table A-4.11).

4.5.3 Training and Supervision
Training

The 2009 NHFC considers a facility to have routine staff training or staff development if at least
half of interviewed providers report receiving pre- or in-service training related to their work during the
12 months preceding the survey. The training must be structured and classroom-based; individualised or
one-on-one instruction received during supervision does not count.

By this definition, only three of every ten facilities that offer services for sick children qualify as
providing routine staff training. Clinics and health centres (30 and 36 percent, respectively) as well as
private facilities (43 percent) are most likely to provide routine staff training (Table 4.4). Among regions
eight of every ten facilities in Oshana region meet the criteria for offering routine staff training compared
with, at the other extreme, only one in every ten facilities in Hardap.

Of interviewed child health service providers, 32 percent report receiving structured training
related to their work during the 12 months preceding the survey (Table A-4.12). Health service providers
in Oshana region (73 percent) are most likely to have received training during the 12 months preceding
the survey, compared with only 15 percent of health service providers in Kunene and Hardap at the other
end of the range.

Regarding specific training topics, 14 percent of interviewed child health service providers report
receiving training in the preceding 12 months in EPIl/cold chain; 10 percent received recent training in
acute respiratory infection (ARI) treatment; and 15 percent received recent training in nutrition/
micronutrient deficiencies (Figure 4.9). Additional training information is provided in Tables A-4.13 and
A-4.14.
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Figure 4.9 Training Received by Interviewed Child Health
Service Providers, by Topic and Timing
of Most Recent Training (N=919)
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Supervision

If at least half of interviewed service providers at a facility report having been personally
supervised at some time during the six months preceding the survey, the facility is considered to have
routine staff supervision. Overall, 80 percent of facilities meet this criterion. Hospitals (90 percent) and
health centres (89 percent) are more likely than clinics (77 percent) to have routine staff supervision
(Table 4.4). In addition, MoHSS- and mission/NGO-managed facilities are more likely than private
facilities to have routine staff supervision. There is some regional variation; over 90 percent of facilities
in Karas, Omaheke, and Oshana regions have routine supervision, while only 42 percent of facilities in
Otjozondjupa do.

Among interviewed child health service providers, seven of every ten said that they had been
personally supervised during the six months preceding the assessment (Table A-4.12). Among those who
had been supervised, the reported median number of times supervised during the six months preceding the
assessment was three (Table A-4.15).

Key Findings

Client registers: A little more than eight of every ten facilities providing outpatient curative care for sick
children have up-to-date client registers; private facilities are less likely than facilities managed by other
authorities to have up-to-date registers.

User fees: All Namibian health facilities providing services for sick children charge some type of user
fees, with the largest percentage (58 percent) charging for client consultations. Among facilities charging
user fees, only one-quarter display all fees. Discounts and exemptions are not common.

Training and supervision: Only three of every ten facilities meet the criteria for providing routine staff
training, while eight of every ten facilities meet the criteria for routine staff supervision.
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4.6 ADHERENCE TO GUIDELINES FOR SICK CHILD SERVICE PROVISION

To assess whether providers adhere to standards for quality services, the 2009 NHFC observed
sick child consultations using checklists based on IMCI guidelines. Observers noted what information the
provider shared and whether recommended procedures were carried out. Table 4.5 summarises providers’
assessments, examinations, and subsequent treatments, classified by diagnosis or major symptoms.
Figures 4.10 through 4.14 show what practices were observed during sick child consultations. Tables A-
4.16 through A-4.22 provide details on observed practices and on information reported by caretakers
during interviews.

4.6.1 Full Assessment of lllnesses

When there are not enough qualified* curative care providers, less qualified persons can be
trained to provide EPI and growth monitoring services as well as initial consultation services for sick
children. This assumes, however, that seriously ill children, with illnesses beyond the scope of these staff
members’ training, will be identified and referred to an appropriately trained provider. Hence, it is
important to know how many facilities depend on referral systems for the management of severe illnesses.
As documented elsewhere in this report (Chapter 3), 98 percent of all facilities in Namibia have at least
one qualified health provider assigned to the facility (Figure 3.1).

The IMCI strategy in Namibia was introduced in 1999, with the main focus on facility-based
IMCI. Later in the same year the focus was expanded to household and community IMCI. The IMCI
strategy is implemented in 20 of the 34 health districts in Namibia (MoHSS, 2009b). IMCI protocols for
assessing a sick child provide valid guidelines for provision of quality services, regardless of whether a
provider has been trained in the IMCI strategy or not.

IMCI general danger signs

According to IMCI guidelines, providers should check for the following general danger signs
whenever assessing a sick child: whether the child is unable to eat or drink, whether the child vomits
everything, whether the child has had febrile convulsions at home or a convulsion is observed in the
facility, and whether the child is lethargic or unconscious.*® If there is any doubt about the child’s ability
to drink, the provider should attempt to give the child something orally. Overall, only 12 percent of
observed sick children were assessed for all three general danger signs (Table 4.5). In general, 44 percent
were assessed for whether they could eat or drink anything (including breastfeeding), 50 percent for
whether they vomited everything, and 18 percent for convulsions (Figure 4.10, Table A-4.16).

2 Qualified health care provider (Namibia specific) includes specialists (including surgeons, obstetrician/
gynaecologists, paediatricians, physician specialists and pathologists), medical officers, medical assistants, enrolled
nurse/midwives, and registered nurse/midwives.

B3 Assessment for lethargy is not a part of the observation checklist because there is often not an observable
component for this assessment.
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Figure 4.10 Danger Signs Assessed during Observed
Sick Child Consultations (N=1,544)
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Figure 4.11 Main Symptoms Assessed during Observed
Sick Child Consultations (N=1,544)
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Figure 4.12 Elements of Physical Examination Conducted
during Observed Sick Child Consultations (N=1,544)
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Figure 4.13 Essential Advice Provided to Caretakers of
Observed Sick Children (N=1,544)
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Figure 4.14 Observed Preventive Assessments of Sick
Children (<24 months N=924; >24 months N=620)
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IMCI main signs and symptoms

IMCI guidelines call for each child to be evaluated for three main symptoms—cough or difficulty
breathing, diarrhoea, and fever—regardless of the reason for the consultation. This information may be
shared when the child’s caretaker discusses the reason for the visit or, if it is not spontaneously
mentioned, the provider may probe for symptoms.

Providers assessed all three main symptoms for half of all observed sick children (Table 4.5,
Figure 4.11, Table A-4.16). Fever and respiratory symptoms were the symptoms most commonly
assessed (for 88 and 91 percent, respectively, of all sick children) (Table A-4.16). Diarrhoea was assessed
in six of every ten sick children. One in every four sick child was assessed for ear pain and/or discharge,
another common childhood condition (Table A-4.16).

Physical examination

After obtaining information on the various signs and symptoms of illness, the provider should
conduct a physical examination. This should include a hands-on evaluation of the child to (1) verify the
presence or absence of fever, by touch or by measuring the child’s temperature; (2) assess the state of
dehydration by pinching the skin; (3) visually check if the child has anaemia by looking at the palms,
conjunctiva, or mouth; and (4) count the rate of respirations if a respiratory problem is suspected.

Providers carried out all four of these evaluations during only one of every ten observed sick
child consultations (Table A-4.16). The one universal physical examination was the checking of
temperature (Figure 4.12). Respiratory rate was counted for 40 percent of all observed sick children. Only
28 percent of sick children were evaluated for dehydration.

Looking inside the ear and feeling behind the ear was done for 25 percent of observed sick
children. Pedal oedema was rarely assessed (8 percent of consultations). Musculature and general
nutritional and physical status were assessed in approximately three of every ten consultations. Additional
information on physical examinations appears in Table A-4.16.
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Assessment of feeding during illness

There is a direct relationship between nutritional status and health. It is not uncommon for a child
to be caught in a cycle of malnutrition and illness, in which malnutrition makes a child more susceptible
to illness, and the illness contributes to further malnutrition. Aggravating this cycle is the tendency for
sick children to eat and drink less. It is also not uncommon for caretakers to limit a sick child’s
consumption of food and liquids.

During observed sick child consultations, providers asked about normal feeding practices (that is,
when the child is not sick) in about four of every ten consultations, regardless of the age of the child
(Table A-4.19). This assessment was least common in health centres, where only 26 percent of observed
sick children were assessed. By comparison, in hospitals 53 percent of sick children’s caretakers were
asked about normal feeding, and in clinics 36 percent were asked.

Essential advice to caretakers

According to the IMCI strategy, a sick child’s caretaker should receive the following essential
advice before leaving the health facility: (1) give the sick child extra fluids during the illness; (2) continue
to feed the sick child; and (3) watch for signs and symptoms indicating that the child should be taken
immediately to a health care provider.

Findings varied from one facility type to another; however, overall, providers offered caretakers
of sick children all three elements of the essential advice during only 13 percent of observed consultations
(Figure 4.13, Table A-4.16).

4.6.2 Classification-Specific Assessments and Treatments

At the end of each sick child consultation, providers were asked about the child’s diagnosis or
major symptoms for which the child was seen at the facility that day, and the treatment prescribed, if
any.’ IMCI guidelines indicate specific symptoms or diagnoses for which antibiotics should be
prescribed or for which children should be admitted to the facility or referred to a higher level of care.

Although a simple observation does not provide enough information to determine the
appropriateness of diagnosis and treatment, certain interventions can reasonably be expected for a given
diagnosis. It is important to note that the 2009 NHFC did not evaluate the appropriateness of providers’
specific actions.

Some 11 percent of sick children were either admitted or referred to see another provider (Table
4.5).

Respiratory illness

Providers should thoroughly examine children with severe respiratory illnesses and hospitalise if
indicated. In most of these cases, recourse to antibiotics is warranted.

Temperature was checked in all children who were eventually diagnosed with pneumonia;
respiratory rate was checked in two-thirds of all children diagnosed with pneumonia (Table 4.5). Overall,
one-quarter of children diagnosed with pneumonia were either referred or hospitalised, and 86 percent
were put on an oral or injectable antibiotic (Table 4.5).

A sick child may be classified with more than one diagnosis.
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All children diagnosed with cough or other upper respiratory illness had their temperatures
checked, and 83 percent were put on antibiotics (Table 4.5). With antibiotic resistance growing
worldwide, rational use of antibiotics should be encouraged to ensure that these drugs are not overused.

Fever

For children with severe febrile illness, IMCI guidelines recommend the use of an antipyretic and
an antimalarial if the child tests malaria-positive on a rapid diagnostic test (RDT), followed by referral to
appropriate facilities for further treatment.”> All children diagnosed with fever, malaria, and/or measles
had their temperatures taken (Table 4.5). Thirteen percent of children diagnosed with fever were either
referred or admitted, and 81 percent were given some form of antibiotic. Nineteen percent received an
antimalarial, albeit only 15 percent got the first-line antimalarial. Ninety percent received medication for
symptomatic treatment (an antipyretic, cough medicine, or other general treatments for symptoms).

Malaria

Among children diagnosed with malaria, half were assessed for all three IMCI main symptoms,
and one-quarter were assessed for all three IMCI general danger signs. Temperature was assessed for all,
and anaemia in about one-third. Overall, 87 percent received some form of antimalarial medicine,
although only half got the first-line treatment of Coartem®. Seven of every ten received an antibiotic,
while 93 percent received oral medication for symptomatic treatment (Table 4.5).

Diarrhoea

There were two categories of diagnoses: (1) any diarrhoea or dysentery, with dehydration; and
(2) any diarrhoea or dysentery, without dehydration. Eight of every ten children in the first category were
evaluated for dehydration, compared with six of every ten children in the second category. The findings
suggest that a good number of observed children were diagnosed as dehydrated (or not dehydrated)
without the provider actually checking. Forty-two percent of children in the first category were either
admitted or referred, compared with one in every ten children in the second category (Table 4.5).

Sixty-one percent of children in the first category and 76 percent in the second category were
given antibiotics. These high rates are of concern because using antibiotics inappropriately can prolong
the episode and ultimately lead to drug resistance. These findings further indicate that antibiotics may be
over-prescribed in Namibia. Oral rehydration salts (ORS) were prescribed for 74 percent of children in
the first category (diarrhoea or dysentery, with dehydration), and 20 percent received intravenous fluids.
Eighty-three percent of children in the second category were prescribed ORS.

Overall adherence to standards

From this brief review, it appears that the type of physical examination conducted, the treatment
provided (including referrals), as well as assessments of main symptoms and danger signs, and advice
regarding eating and drinking during illness do not vary appropriately with the type and severity of illness
or diagnosis.

4.6.3 Other Observed Practices
IMCI guidelines recommend that the first dose of any prescribed medicine, particularly

antibiotics, should be administered at the facility so that treatment can begin immediately. This practice
also provides an opportunity to emphasize the correct dosage to the caretaker and to ensure that the child

15 At the time of the 2009 NHFC data collection, the IMCI guidelines and the 2005 Namibia National Malaria Policy
recommended diagnoses of malaria based on symptoms and suggested use of RDT only where applicable, that is, at
the hospital level.
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is able to take the medicine. Among observed sick children who were prescribed or provided oral
medicines, 42 percent were observed to receive the first dose at the facility (Table A-4.18). This practice
was generally uncommon across all facility types.

Practically all caretakers of sick children (95 percent) were told or instructed by providers how to
administer medicine at home; however, only 17 percent of caretakers were asked to repeat the instructions
to ensure that they understood them (Table A-4.18). Caretakers in health centres and clinics (each 97
percent) were more likely than those in hospitals (57 percent) to be told or instructed how to administer
the medicine.

During exit interviews with caretakers of sick children who received medicine and/or prescription
for home treatment, 96 percent reported being told or instructed by a provider how to administer the
medicine at home; these caretakers also said they felt comfortable that they knew how to provide the
medicine to the sick child at home (Table A-4.18).

4.6.4 Reducing Missed Opportunities for Promoting Child Health

The IMCI approach recommends evaluating children’s growth to provide an objective assessment
of their current nutritional status and to detect any chronic latent nutritional problems. Growth monitoring
includes comparing the child’s current weight with a standard (based on either height or age), eliciting
information on feeding patterns to determine whether the diet is adequate for the child’s age, and
determining whether current feeding patterns pose any risk to the child’s health. The provider should take
advantage of the consultation with the sick child and the caretaker to provide advice if there appears to be
any nutritional problem or to offer encouragement for continuing good practices if the growth of the child
is proceeding well.

Findings of the 2009 NHFC show that practically all sick children were weighed; however,
providers plotted the weight against a standard in only 72 percent of cases (Figure 4.14). Overall, normal
feeding practices were assessed for four of every ten observed sick children overall—44 percent of
children under 24 months and 35 percent of children 24 months and older (Table A-4.19).

Observers also monitored whether providers checked the immunisation status of sick children
receiving services in the facility. Overall, the immunisation status was assessed for nine of every ten
observed sick children, regardless of age (Table A-4.19).

Key Findings

IMCI Assessments: Assessment of sick children for IMCI general danger signs (inability to eat and
drink, vomiting, and febrile convulsion) during sick child visits is poor. All three general danger signs
were assessed during only one of every ten observed sick child consultations, while all three main
symptoms were assessed during half of sick child consultations.

Treatment: The use of antibiotics in children diagnosed with pneumonia or other upper respiratory
illnesses is common. For example, 8 in 10 children diagnosed with cough or other upper respiratory
iliness other than pneumonia, were given antibiotics.

Information to caregivers: Providers seldom gave caretakers essential information on caring for the
sick child. Providers offered caretakers of sick children all three elements of essential advice during
only 1 out of 10 of observed consultations.

All caretakers of sick children were observed being told or instructed by providers how to administer
medicine at home; however, providers asked fewer than two in ten of caretakers to repeat the
instructions.
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4.6.5 Counselling on Child Health Issues and Supporting Continuity of Care
Visual aids

Visual aids for client education are an important part of service provision. The 2009 NHFC
assessed the availability and use of visual aids during client consultations. Findings of the 2009 NHFC
indicate that, overall, half of all facilities offering sick child services had visual aids available (Figure
4.4). However, the actual use of visual aids during sick child consultations is poor: Visual aids were used
during only 7 percent of all observed consultations (Table 4.6).

Supporting continuity of care

Often, health services are organised so that certain client parameters such as a client’s
temperature and weight are measured, other routine services are provided, and information is recorded on
the client’s health card before the provider responsible for the consultation sees the client. Making
appropriate use of client cards by documenting events during consultations increases the accountability of
the health care provider as well as the likelihood that the provider will have all relevant information, both
during the current visit and on subsequent visits, which contributes to continuity of care.

During almost all sick child consultations, providers referred to the client card and also wrote on
the client card after the consultation (Table 4.6). These activities were least likely to take place during
sick child consultations in private facilities.

Table 4.6 Provider practices related to health education and continuity of care
Percentage of observations of sick children in which the provider used visual aids for health
education of caretakers, the provider referred to the child health card, and the provider wrote on
the child health card, by background characteristics, Namibia HFC 2009
Use of individual health card
Percentage of
Percentage of observations Percentage of
observations where provider observations
where visual aids  referred to card ~ where provider Number of
Background were used for during wrote on card observed sick
characteristics health education consultation  after consultation children
Type of facility
Hospital 14 98 100 108
Health centre 3 94 97 288
Clinic 8 93 97 1,148
Managing authority
MoHSS 6 95 99 1,352
Mission/NGO 15 93 97 131
Private 12 56 65 61
Region
Caprivi 26 98 100 29
Erongo 6 99 100 67
Hardap 9 75 99 76
Karas 13 90 90 76
Kavango 5 93 96 359
Khomas 7 82 91 109
Kunene 16 95 99 99
Ohangwena 20 99 100 120
Omaheke 1 99 99 112
Omusati 4 98 99 276
Oshana 1 100 100 61
Oshikoto 6 98 100 69
Otjozondjupa 0 87 100 90
Total 7 94 98 1,544
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Key Findings

Visual aids: Visual aids for client education are available in half of facilities offering services for sick
children; however, the actual use of visual aids is uncommon. Visual aids were used during less than
one in every ten sick child consultations.

Sick child service providers referred to client cards during almost all consultations and, equally, wrote
on client cards after consultation.

4.7 CARETAKER OPINION FROM EXIT INTERVIEWS

Before leaving the facility, caretakers of observed sick children were interviewed about their
opinions of the consultation process, the perceived quality of the provider’s service, and the principal
problems encountered on the day of the visit. The interviewer read a list of issues commonly related to
client satisfaction and asked the caretaker to rate whether each issue posed a major problem, a minor
problem, or no problem at all. Tables A-4.18 as well as A-4.21 through A-4.23 provide information on
caretakers’ opinions and personal characteristics.

4.7.1 Major Problems during Visit

As expected, some caretakers were disgruntled with some aspects of their experience in the
facility. For example, 27 percent of caretakers considered the time that they waited to see the provider to
be a major problem (Table A-4.21). This is more likely in health centres (37 percent of caretakers) than in
other facility types.

Approximately one of every ten caretaker considered availability (or, in fact, lack) of medicines
to be a major problem. A similar proportion considered days that the facility is open and the hours that the
facility is open to be major problems. Caretakers did not consider other issues (such as provider’s attitude,
cleanliness of facility, and privacy) to be major problems for them during the visit.

4.7.2 Choice of Facility

When asked about their choice of health facility, 11 percent of interviewed caretakers said the
facility was not the one closest to home (Table A-4.22). When asked why they did not visit the facility
closest to home, the most common reason cited was that it was inconvenient due to location of work (17
percent of clients). Thirteen percent said they were referred and therefore by-passed the facility closest to
their homes.

4.7.3 Caretaker Characteristics
Twelve percent of interviewed caretakers had no education, close to one-third had primary
education, while a little over half had secondary education. Only one percent had tertiary or university

education (Table A-4.23). Caretakers with secondary or tertiary/university education are more likely to be
seen in private facilities.
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Key Findings

Major problems: Caretakers considered only a few issues to be major problems. Their major complaint
was the length of the wait to see a provider.

Nearest facility: Eleven percent of caretakers said the facility visited was not the one closest to home.
The most common reasons cited for not visiting the facility nearest home was referral and
inconvenience as a result of work.

Caretaker characteristics: Approximately one of every ten interviewed caretakers had no education,
about one-third had primary education, and a little over half had secondary education.
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FAMILY PLANNING SERVICES 5

Philomena Ochurus, Frieda Taapopi, Aina Kuutondokwa
5.1  BACKGROUND
5.1.1 NHFC Approach to Collection of Family Planning Service Information

Family planning is profoundly important for maternal and child health, and it is a key element in
upholding reproductive rights.

The use of contraceptive methods to plan families may be desirable for many reasons, including
the following:

e Couples may wish to limit the size of their families or delay desired pregnancies.

e Spacing births benefits maternal and child health. Studies have shown that spacing births at
least two to three years apart contributes significantly to decreasing infant mortality
(Govindasamy et al., 1993; Rutstein, 2000). Although there are fewer studies on the effects of
spacing births on maternal health, it is generally accepted that too frequent births result in
maternal depletion of essential minerals and vitamins.

e Preventing pregnancies that may worsen chronic or acute illnesses, such as HIV/AIDS, can
benefit women’s health.

Key factors contributing to the appropriate, efficient, and continuous use of contraceptives
include the following (Murphy and Steele, 2000):

e Availability of a variety of contraceptive methods to address clients’ preferences and ensure
that clients can find methods that suit them

e Counselling and screening of clients for appropriateness of methods

o Client education, using visual aids to increase information retention regarding options, side
effects, and appropriate use of the method

e Auvailability of infrastructure and resources necessary to provide quality family planning
services, including guidelines and protocols, trained staff, a service delivery setting that
allows client privacy, equipment for client examination and procedures for preventing
infections

e Availability of other health services relevant for family planning clients, including education
and services for sexually transmitted infections (STIs)

o Programmes for people with special needs to improve their access to and appropriate
utilisation of family planning services
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Wherever maternal health, reproductive health, or child health services are provided, facilities
should strive to increase the appropriate use of family planning and contraceptive services, including
counselling.

The family planning component of the 2009 NHFC gathered information on the following:
e Availability of family planning services

e Quality and standards related to services offered

e Management and technical components supporting quality services

e Providers’ adherence to guidelines and standards for service provision

This information was gathered using Facility Audit Questionnaires, Observation Protocols, and
Provider Interview Questionnaires. Also, through client exit interviews information was also collected
from family planning clients as they left the service facilities. These questionnaires asked clients about
their perceptions and experiences regarding the provision of services, their knowledge of a variety of
issues related to their consultation, and their interactions with service providers.

This chapter provides detailed information on how family planning services are delivered and
about how programmes can improve the availability and quality of these services. It uses information
obtained by the 2009 NHFC to address the following central questions about the delivery of family
planning services:

e What is the availability of family planning services?

e To what extent do the facilities offering family planning services have the infrastructure,
resources, and supportive management required to support quality services?

5.1.2 Family Planning Services in Namibia

As a signatory to the 1994 International Conference on Population and Development (ICPD) in
Cairo, the government of the Republic of Namibia recognised family planning as a human right. In 1995
the government launched the National Policy for Reproductive Health which states that family planning
services should be available, accessible, acceptable, and affordable to all women and men of reproductive
age at all public health facilities (MoHSS, 2001). The First and Second National Development Plans
(NDP I [1995-2000] and NDP 11 [2001-2006]), which aimed to integrate population and development
objectives, embodied many of the government’s family planning policies and programmes.

Furthering its commitment to integrate population and development, the government launched the
National Population Policy for Sustainable Human Development in 1997. This policy seeks to slow the
rate of population growth by increasing the uptake of family planning and raising the status of women, as
well as by developing and utilising human resources. The ultimate goal of the policy is increased quality
of life for the people of Namibia.

As shown in Figure 5.1, the current contraceptive use rates are considerably higher than in
previous years. The increase in the contraceptive prevalence rate can be attributed in large part to the
government’s commitment to provide family planning services free of charge at all government health
facilities. Widespread use of modern methods is considered to be the principal reason for fertility decline
and corresponding reductions in the annual population growth rate in Namibia.
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Figure 5.1 Trends in Contraceptive Use among All Women
Age 15-49, Namibia 1992, 2000, and 2006-07
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5.2 AVAILABILITY OF FAMILY PLANNING SERVICES
The following definitions are used in this chapter:

e A facility is said to provide a family planning method if the facility reports that it stocks the
method and makes it available to clients when they visit the facility, and these clients do not
have to leave the facility to obtain the method elsewhere.

e A facility is said to offer a family planning method if the facility reports that it provides the
method, prescribes the method for clients to obtain elsewhere, or counsels clients on the
method (e.g., periodic abstinence). Thus, the group defined as offering a method encompasses
but is not limited to the group defined as providing the method.

Family planning methods differ in how they function and in their effectiveness, side effects, and
mode of administration. In view of these differences, their acceptability and desirability to users also
differs. To meet varying needs and demands for contraception, a variety of methods should be available at
a frequency that meets common needs.

To understand the context of modern contraceptive use in Namibia, the 2009 NHFC assessed the
availability of family planning services in health care facilities in Namibia.! Tables 5.1 through 5.4
summarise information on the availability, frequency, infrastructure and resources, and management
practices for family planning services. Figure 5.2 provides details on the availability of different methods
of contraception in facilities that provide those methods, and Tables A-5.1 through A-5.4 provide further
details on method availability in facilities that provide specific methods according to type of facility and
region.

! Information is presented in this chapter for hospitals, health centres, clinics, and sick bays. Free-standing voluntary
counselling and testing (VCT) facilities are excluded.
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Table 5.1 Availability of family planning services
Percentage of all facilities offering temporary methods of family planning (FP) and sterilisation, by
background characteristics, Namibia HFC 2009
Temporary methods of family planning (FP)
Percentage
offering
Percentage  counsellingon  Percentage Percentage
offering any periodic offeringany  offering male or
Background modern abstinence temporary female Number of
characteristics method of FP' method method of FP?  sterilisation facilities
Type of facility
Hospital 49 33 49 44 45
Health centre 96 49 96 26 47
Clinic 98 45 98 34 295
Sick bay 33 0 33 0 9
Managing authority
MoHSS 96 47 96 36 306
Mission/NGO 96 46 96 32 28
Private 69 31 69 27 49
MoD/Police 31 0 31 0 13
Region
Caprivi 93 57 93 4 28
Erongo 86 50 86 31 36
Hardap 90 29 90 14 21
Karas 92 56 92 56 25
Kavango 96 42 96 35 57
Khomas 76 48 76 27 33
Kunene 96 18 96 43 28
Ohangwena 91 41 91 22 32
Omaheke 94 56 94 88 16
Omusati 94 43 94 39 49
Oshana 85 60 85 30 20
Oshikoto 91 41 91 36 22
Otjozondjupa 86 28 86 28 29
Total 90 43 90 33 396
' Facility provides, prescribes, or counsels clients on any of the following: contraceptive pills (combined or
progestin-only), injectables (combined or progestin-only), implants, intrauterine contraceptive devices
(IUCDs), male condoms, spermicides, or diaphragm.
? Facility offers counselling on periodic abstinence method and/or provides, prescribes, or counsels clients
on any of the following: contraceptive pills (combined or progestin-only), injectables (combined or
progestin-only), implants, IUCDs, male condoms, spermicides, or diaphragm.

5.2.1 Contraceptive Method Mix and Method Availability

A facility that offers a wide variety of family planning methods is best able to meet clients’ needs.
However, some variation is expected in the methods offered because of differences in provider
qualifications and training, as well as the infrastructure required to provide certain methods safely.
Methods that can be provided safely with minimal training are pills, injectables, and condoms, as well as
counselling on periodic abstinence. Safely providing implants, IUCDs, tubal ligation, and vasectomy,
requires a higher level of skills and more developed infrastructure.

Ninety percent of all facilities in Namibia offer some type of modern method of family planning;
however, the availability of these services varies by facility type and region. Practically all clinics and
health centres (98 percent and 96 percent, respectively) in Namibia offer some modern method of family
planning, compared with only half of hospitals and one-third of sick bays.? The vast majority of facilities
managed by the Ministry of Health and Social Services (MoHSS) and by mission/non-governmental

2 Because only three of the nine sick bays assessed provide family planning, this report will only briefly touch on
family planning services at those facilities.
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organisations (NGOs) offer modern methods (each 96 percent), compared with 69 percent of private
facilities and one-third of facilities managed by the Ministry of Defence (MoD) or the police.

At the regional level the percentage of facilities that offer modern methods ranges from
76 percent in Khomas to 96 percent in Kavango and Kunene.

Counselling on the periodic abstinence method is offered at 43 percent of all facilities. One-third
of all facilities offer permanent family planning methods (vasectomy or tubal ligation).

Among facilities that offer family planning methods, the most common methods offered are the
two- or three-monthly progestin-only injectables and the male condom (each 99 percent), the combined
oral contraceptive (97 percent), and the progestin-only oral pill (94 percent). Eighty-six percent of
facilities that offer family planning services offer the female condom, while only 25 percent offer the
intrauterine contraceptive device (IUCD) (Table A-5.1).

Emergency contraception technically is not considered a family planning method but rather a
backup means of preventing unintended pregnancy after unprotected sexual intercourse. Findings from
the 2006-07 Namibia Demographic and Health Survey (NDHS) indicate that few women have ever used
emergency contraception (that is, among currently married and sexually active unmarried women age 15-
49 who have ever used a contraceptive method). This can be attributed to the fact that emergency
contraception has until now been given only in cases of rape. In 2010, however, the government is
introducing emergency contraception for use by the general public. The 2009 NHFC finds that 36 percent
of facilities (including 57 percent of hospitals) that offer any family planning service report offering
emergency contraception as well (Table A-5.1).

5.2.2 Frequency of Family Planning Services

In addition to offering a range of methods, it is important that facilities offering family planning
services do so regularly enough to meet clients’ needs. With the exception of hospitals, the majority of
facilities that offer family planning services do so five or more days per week (Table 5.2). Private
facilities are more likely to offer family planning services five or more days per week (88 percent) than
MoHSS and mission/NGO facilities. All four of the MoD/Police facilities offering family planning
services offer these services five or more days a week. Frequency of services varies regionally, from a
low of 60 percent of facilities in Kavango region offering services five or more days a week to 97 percent
in Ohangwena region.
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Table 5.2 Frequency of availability of family planning services

Among facilities offering temporary methods of family planning (TFP), percentage
offering any temporary methods on the indicated number of days per week, by
background characteristics, Namibia HFC 2009

Percentage of facilities where
TFP" services are offered:

Number of
Background 1-2 days 3-4 days 5 or more days facilities
characteristics per week per week per week offering TFP
Type of facility
Hospital 27 9 64 22
Health centre 13 4 82 45
Clinic 16 2 82 288
Sick bay 0 0 100 3
Managing authority
MoHSS 16 2 81 293
Mission/NGO 22 11 67 27
Private 12 0 88 34
MoD/Police 0 0 100 4
Region
Caprivi 12 15 73 26
Erongo 16 0 84 31
Hardap 16 5 79 19
Karas 22 0 78 23
Kavango 31 7 60 55
Khomas 8 0 92 25
Kunene 19 0 81 27
Ohangwena 3 0 97 29
Omaheke 13 0 87 15
Omusati 11 0 89 46
Oshana 6 0 94 17
Oshikoto 25 5 70 20
Otjozondjupa 12 0 88 25
Total 16 3 81 358

" Includes contraceptive pills (combined or progestin-only), injectables (combined or
progestin-only), implants, intrauterine contraceptive devices (IUCDs), male condoms,

spermicides, diaphragm, or periodic abstinence method.

5.2.3 Availability of Family Planning Methods On the Day of the Survey

Stock-outs of family planning methods can contribute to discontinuation, unwillingness to adopt
any type of contraception, and unintended pregnancies. The 2009 NHFC assessed the availability of
contraceptive methods on the day of the visit, among facilities that report providing these methods. As
seen in Figure 5.2, the majority of facilities providing the most popular methods had them in stock on the
day of the visit. For example, 97 percent of facilities that provide oral contraceptive pills had them
available on the day of the assessment. In addition, 98 percent of facilities that provide progestin-only (2-

or 3-month) injectables had them available in the facility on the day of the assessment.
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Figure 5.2 Temporary Methods of Family Planning Provided
and Availability of Method on Day of Visit

Combined oral contraceptive
Progestin-only oral pill
Progestin-only (3-month injectable)
Progestin-only (2-month injectable)
Progestin-only (2- or 3-month injectable)
Male condom
Female condom

Intrauterine contraceptive device
Emergency contraceptive pill

Each method provided

available day of survey
Percentage of facilities providing indicated family planning method

W Method provided and available [CMethod provided, not available

The denominator for each method is different. For example, the denominator
for combined oral contraceptive is 339 facilities. NHFC 2009

There are some gaps, however. Among the facilities that report providing progestin-only oral
contraceptives, 92 percent had the method in stock on the day of the visit (Figure 5.2). Similarly, among
the facilities that report providing female condoms, 85 percent had female condoms in stock. And only 25
percent of facilities that report providing the IUCD had them in stock on the day of the survey. Of the
facilities that report providing emergency contraceptive pills, 78 percent had them in stock at the time of
the visit.

Additional information on the availability of methods by facility type and region can be found in
Tables A-5.1 through A-5.4. Regionally, availability of all provided methods on the day of the survey
ranged from 96 percent of facilities reporting family planning provision in Caprivi region to 52 percent of
facilities in Erongo region and 53 percent in Oshana region (Table A-5.4).

Key Findings

Availability of family planning services: Nine of every ten facilities in Namibia offer (i.e., provide,
prescribe, or counsel for) a modern method of family planning; MoHSS- and mission/NGO-managed
facilities are most likely to offer family planning services. The most commonly offered methods are the
progestin-only injectables, male condoms, combined oral contraceptives, and progestin-only oral pills.
Just 25 percent of facilities that offer family planning services offer the IUCD. Only one-third of
facilities that offer family planning services provide permanent methods.

FP services are available five or more days a week in eight of every ten facilities that offer such
services.

The majority of facilities providing the most popular methods had them in stock on the day of the visit.

5.3  COMPONENTS SUPPORTING QUALITY FAMILY PLANNING SERVICES

Facilities must have adequate infrastructure and resources available to support quality counselling
and services for family planning clients. They should also have the equipment and supplies needed to
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provide each family planning method they offer. Because family planning clients are sexually active, it is
also important to make services for sexually transmitted infections (STIs), HIV counselling and testing
services, and antiretroviral therapy (ART) services available to those who need them.

5.3.1 Infrastructure and Resources to Support Quality Family Planning

To provide quality counselling to family planning clients, facilities should ensure some level of
privacy and should have individual client health cards or records, family planning guidelines or protocols,
and relevant visual aids for client education. Since counselling about family planning often takes place in
a location different from where procedures (such as IUCD insertions and removals) are conducted, the
conditions for counselling are assessed separately from those for procedures. Table 5.3 provides
aggregate information on the availability of items needed to support quality counselling; information on
the availability of each specific item needed for counselling is provided in Figure 5.3. Details on the
availability of specific items for counselling are provided by facility type in Table A-5.5; Tables A-5.6
and A-5.7 provide details on the availability of visual aids and guidelines by facility type.

Only 36 percent of facilities offering temporary family planning methods have all items
(including privacy, individual client cards, written guidelines, and visual aids) to support quality family
planning counselling (Table 5.3). This is principally because many facilities do not have written family
planning guidelines available at the service delivery site (Figure 5.3, Table A-5.5).

None of the hospitals in Namibia that offers temporary family planning methods has all items to
support quality family planning counselling. Health centres and clinics fare somewhat better, with all the
necessary items available at 38 percent of health centres and 39 percent of clinics. MoHSS facilities that
offer temporary family planning are the most likely to have all items to support quality counselling
(42 percent). By comparison, only 6 percent of private facilities and 19 percent of mission/NGO facilities
that offer family planning have all the necessary items (Table 5.3). Facilities in Oshana region are most
likely (76 percent) to have all of these items, while facilities in Otjozondjupa are least likely (12 percent)
to have these items.

Figure 5.3 Items to Support Quality Counselling for Family
Planning (N=358)

Visual and auditory privacy 95
Individual client cards 81
Written family planning guidelines 49
Visual aids 85
All items for counselling 36

Percentage of facilities offering family planning services

NHFC 2009
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Family planning is often a sensitive issue to discuss. Counselling clients under conditions where
they cannot be overheard improves communication and, ultimately, the likelihood that the method
provided is suitable for the client. Privacy for counselling is almost universally available, with 95 percent
of facilities counselling family planning clients under conditions where both visual and auditory privacy
are possible (Figure 5.3).

Individual client cards or records are important for monitoring a client over time. Because
facilities often do not store clients’ records, but rather give them to the clients to keep, the 2009 NHFC
assessed the availability of blank cards for new family planning clients. Blank individual client cards were
available at 81 percent of facilities that offer family planning. Health centres (84 percent) and clinics (83
percent) are more likely to have blank client cards than hospitals (59 percent) or sick bays (33 percent)
(Table A-5.5).

The 2009 NHFC assessed whether facilities have written family planning guidelines or protocols
with information on eligibility screening and correct procedures for different methods. The guidelines
were considered available for use only if they were in the family planning service delivery area or an
immediately adjacent area. About half of facilities that offer family planning have family planning
guidelines or protocols available at the service site or immediately adjacent (Figure 5.3). Health centres
(53 percent) and clinics (52 percent) are more likely to have family planning guidelines than hospitals (9
percent) and sick bays (0 percent) (Table A-5.5).

Visual aids are also important elements in good family planning counselling. They are available
in the family planning service delivery area in 85 percent of facilities that offer family planning, including
approximately 89 percent of health centres, 86 percent of clinics, and 68 percent of hospitals (Figure 5.3,
Table A-5.5).

5.3.2 Infrastructure and Resources for Examinations

Uniquely among temporary family planning methods, the IUCD requires a pelvic examination
before insertion. In addition, a physical examination may occasionally be helpful to evaluate problems
with a method or simply for routine checkups unrelated to use of family planning methods. Such
examinations require an adequate level of infection control as well as the infrastructure and items needed
to examine the client.

Table 5.3 provides aggregate information on items for infection control and pelvic examinations.
Figure 5.4 gives information on the availability of each specific item needed for infection control as well
as for pelvic examinations. Details on the availability of specific items are provided by facility type in
Table A-5.5.

Family Planning Services | 91



Table 5.3 Availability of infrastructure and resources to support services for temporary family planning methods

Percentage of facilities offering temporary family planning (TFP) methods that have the infrastructure and
resources to support quality counselling, infection control, pelvic examination, and STI treatment, by background
characteristics, Namibia HFC 2009

Percentage of facilities with:

All items to All items for Conditions for FP providers Number of
Background support quality infection quality pelvic  routinely treating  facilities offering
characteristics counselling' control? examination’ STls TFP
Type of facility
Hospital 0 50 14 36 22
Health centre 38 62 2 62 45
Clinic 39 67 2 88 288
Sick bay 0 67 0 67 3
Managing authority
MoHSS 42 65 0 84 293
Mission/NGO 19 56 4 74 27
Private 6 74 21 65 34
MoD/Police 0 75 0 75 4
Region
Caprivi 58 73 0 92 26
Erongo 19 71 3 65 31
Hardap 37 95 5 84 19
Karas 17 65 9 70 23
Kavango 38 84 4 84 55
Khomas 20 76 8 60 25
Kunene 30 78 0 93 27
Ohangwena 62 48 0 90 29
Omaheke 47 87 0 100 15
Omusati 28 67 0 83 46
Oshana 76 35 0 71 17
Oshikoto 50 20 5 95 20
Otjozondjupa 12 20 0 72 25
Total 36 65 3 81 358

! Visual and auditory privacy, individual client cards, written guidelines related to family planning, and visual aids
related to family planning.

* Soap and running water or else hand disinfectant, clean latex gloves, disinfecting solution, and sharps box.

* Private room offering visual and auditory privacy, examination bed, examination light, and vaginal speculum.
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Figure 5.4 Items for Infection Control in Examination of
Family Planning Clients (N=358)

Soap | 82
Running water | 85
Soap and running water | 75
Hand disinfectant | 60

Soap and running water or

A 88
else hand disinfectant |
Clean latex gloves | 90
Disinfecting solution | 77
Sharps box | 929
All items for infection control* | 65
Percentage of facilities offering
temporary family planning methods
* Soap and running water or else hand disinfectant, latex gloves, disinfecting solution, sharps box NHFC 2009




Items for pelvic examination

The 2009 NHFC assessed four items needed to conduct a quality pelvic examination for family
planning clients: visual and auditory privacy, an examination bed or couch, an examination light, and a
vaginal speculum. Only 3 percent of facilities that offer any temporary method of family planning
services have all these items available at the service site, including 14 percent of hospitals and only
2 percent of health centres and clinics (Table 5.3). Seven of the 13 regions actually have no facilities that
meet the requirements. The items most commonly missing are vaginal speculums and examination lights;
these are available in only 4 percent and 36 percent, respectively, of family planning facilities overall,
although the availability of these items varies greatly by type of facility (Table A-5.5).

Infection control

The 2009 NHFC assessed the presence of items for infection control in areas where family
planning examinations (such as pelvic examinations and the provision of implants, IUCDs, and
injectables) most often take place. Items assessed for infection control were hand-washing supplies
(running water and soap or else hand disinfectant), clean or sterile latex gloves, disinfecting solution, and
a sharps box. All these items are available in the family planning service area in approximately two-thirds
of facilities. Half of hospitals in Namibia have all the assessed infection control items available at the
family planning service site compared with over 60 percent of each other facility type. Private and
MoD/Police facilities are more likely than facilities managed by the MoHSS and mission/NGO-managed
facilities to have all the assessed infection control items (Table 5.3).

At the regional level Hardap region has the highest proportion of facilities with all the assessed
infection control items, while Oshikoto and Otjozondjupa regions have the lowest coverage, each at only
20 percent (Table 5.3).

5.3.3 Provision of STI Treatment for Family Planning Clients
Counselling for STI prevention, STI diagnosis, and treatment are essential components of quality
family planning care since family planning clients are sexually active. Figure 5.5 provides information on

the availability of items needed to provide STI services to family planning clients. Table A-5.8 provides
details, by type of facility, on the availability of medicines for treating specific STIs.
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Figure 5.5 Conditions to Support Quality STI Services for
Family Planning Clients (N=358)

FP providers routinely treat STls |81
Written guidelines for STI services |82
Visual aids for STls |81

Availability of medicines for treating*

Trichomoniasis | 91
Gonorrhoea | 95
Chlamydia |99
Syphilis | 99
All four STIs |87

Percentage of facilities offering
temporary family planning methods

* Among facilities offering FP and where FP providers routinely treat STIs (N=290) NHFC 2009

STl services by family planning providers

Family planning providers in 81 percent of facilities that offer family planning services routinely
diagnose and treat STIs (Tables 5.3, Figure 5.5, and Table A-5.8). This is more likely to be the case in
clinics than in other types of facilities; this may be because the lower level facilities have integrated
services by virtue of limited numbers of service providers. Regionally, all family planning facilities in
Omaheke region have family planning providers who routinely treat STIs, while the rest of the regions
range between 60 percent in Khomas region and 95 percent in Oshikoto region. MoHSS facilities (84
percent) are somewhat more likely than private facilities (65 percent) and mission/NGO facilities
(74 percent) to have family planning providers diagnose and treat STIs (Table 5.3).

Medicines to treat STls

Medicines for treating four common STIs (specifically, trichomoniasis, gonorrhoea, chlamydia,
and syphilis) are individually available in nearly all facilities where family planning providers routinely
treat STIs (Figure 5.5). In fact, 87 percent of these facilities had all medicines necessary to treat all four
common STIs available on the day of the survey.

Guidelines

The majority of facilities (82 percent) that offer family planning services have written guidelines
for diagnosing and treating STIs available in the family planning service area (Figure 5.5). Guidelines for
the World Health Organization (WHO) syndromic approach are found in family planning service areas in
75 percent of facilities. Clinics and health centres (79 and 69 percent, respectively) are relatively more
likely to have the WHO guidelines than hospitals and sick bays (45 and 33 percent, respectively).
Guidelines for the diagnosis and treatment of STI other than the WHO syndromic approach guidelines
were available in about half of facilities (Table A-5.6).
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Visual aids

STI- and HIV-related visual aids for client education were available in 81 percent of facilities that
offer family planning (Figure 5.4), but only about one-third have informational materials on STIs for
clients to take home (Table A-5.7).

Key Findings

Items to support quality counselling: Only one-third of the facilities offering temporary family
planning have all items needed to support quality counselling; in fact, no hospitals meet the criteria.
Family planning guidelines at the family planning service delivery site is the item most frequently
missing.

Infection control: Approximately two-thirds of family planning facilities in Namibia have all relevant
infection control items available at the family planning service area; health centres and clinics fared
better than other types of facilities.

Visual aids: Eight of every ten facilities that offer family planning services have STI- related visual
aids for client education.

STI services by family planning service providers: Family planning providers in eight of every ten
family planning facilities routinely diagnose and treat STIs. Medicines for treating all four common
STIs (trichomoniasis, gonorrhoea, chlamydia, and syphilis) are available in 87 percent of facilities
where family planning providers routinely treat STIs.

5.3.4 Availability of Equipment and Supplies for Specific Methods

A variety of equipment and supplies is desirable in order for facilities to effectively provide
different contraceptive methods safely and to monitor clients. Figure 5.6 shows aggregate information on
the availability of items for providing IUCDs. Tables A-5.9-A-5.11 provide additional details on the
availability of equipment and supplies for specific methods—including implants as well as IUCDs—and
for pelvic examinations.

As indicated in Figure 5.6, among facilities that provide IUCDs (i.e., excluding facilities that only
prescribe the method or refer clients elsewhere), only 25 percent actually had 1UCDs available in the
facility on the day of the survey. An even smaller proportion (10 percent) had all the basic equipment
needed for IUCD insertion and/or removal. Latex gloves, as one of the basic items, were universally
available, while tenaculums were available in only 25 percent of the facilities providing IUCDs.

Among facilities offering methods that contain oestrogen, the great majority (94 percent) have an
apparatus to measure blood pressure at the family planning service delivery site, including 95 percent of
hospitals, 94 percent of clinics, and 88 percent of health centres (Table A-5.9). Almost all facilities
providing injectable contraceptives have sterile needles and syringes (Table A-5.9).
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Figure 5.6 Equipment for IUCD Insertion and Removal (N=20)

Clean or sterile latex gloves | 100

Antiseptic solution | 90

Sponge holding forceps | 65

Speculum | 70

Tenaculum

25
Uterine sound 35
All basic items 10

IUCD available 25

Percentage of facilities providing [IUCD

NHFC 2009

Key Findings

Items to support provision of services: The great majority of facilities offering oestrogen-containing
methods have a blood pressure apparatus available at the family planning service delivery site.

Almost all facilities providing injectable contraceptives have sterile needles and syringes.

Only 25 percent of facilities that provide IUCDs had IUCDs available in the facility on the day of the
survey; only 10 percent had all the basic equipment needed for IUCD insertion and/or removal.

5.4  MANAGEMENT PRACTICES THAT SUPPORT QUALITY FAMILY PLANNING SERVICES

Management practices that support quality family planning services include proper
documentation and record-keeping, practices related to user fees, and staff supervision and development.

Table 5.4 provides summary information on management practices. Utilisation statistics for
family planning services are provided in Table A-5.12. Information on user fees for family planning
services appears in Tables A-5.13 through A-5.15. Details on staff training and supervisory activities are
provided in Figure 5.7 and Tables A-5.16 through A-5.18.
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Table 5.4 Management practices to support services for temporary family planning methods
Percentage of facilities offering temporary family planning (TFP) methods that have an up-to-date client register and that
charge user fees for FP services, and percentage of facilities where interviewed FP service providers report routine training
and supervision, by background characteristics, Namibia HFC 2009
Percentage of facilities that offer Percentage of facilities where Number of
TFP methods with: staff report receiving routine: | faqilities with
Observed Number of interviewed FP
Background up-to-date User fees for facilities Personal service
characteristics client register FP services offering TFP Training’ supervision® providers*
Type of facility
Hospital 50 23 22 5 86 22
Health centre 73 2 45 9 91 45
Clinic 77 7 288 7 76 287
Sick bay 33 0 3 0 100 3
Managing authority
MoHSS 77 2 293 7 80 292
Mission/NGO 89 0 27 4 96 27
Private 41 59 34 12 47 34
MoD/Police 25 0 4 0 100 4
Region
Caprivi 96 0 26 12 76 25
Erongo 58 10 31 3 71 31
Hardap 58 26 19 0 79 19
Karas 70 26 23 9 87 23
Kavango 76 5 55 5 80 55
Khomas 68 36 25 16 68 25
Kunene 67 0 27 11 67 27
Ohangwena 90 0 29 3 86 29
Omaheke 87 0 15 13 100 15
Omusati 72 2 46 2 89 46
Oshana 88 0 17 18 94 17
Oshikoto 100 0 20 0 85 20
Otjozondjupa 48 0 25 4 44 25
Total 74 8 358 7 78 357
' Register has entry within past seven days and indicates visit status (first or follow-up) and service provided.
2 A facility has routine staff training if at least half of interviewed providers reported that they had received pre- or in-
service training related to their work during the 12 months preceding the survey. This refers to structured sessions and does
not include individual instructions received during routine supervision.
3 A facility has routine staff supervision if at least half of interviewed providers reported that they had been personally
supervised at least once during the six months preceding the survey.
*Includes only providers of family planning services in facilities offering family planning services.
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Figure 5.7 Training Received by Interviewed Family Planning
Service Providers, by Topic and Timing of Most Recent
Training (N=788)
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5.4.1 Facility Documentation and Records

The 2009 NHFC assessed the availability of up-to-date family planning client registers, which are
the most common source of data for health information systems. A register was defined as up-to-date if
there was an entry within the past seven days with information indicating the method or service provided
and the client’s status (that is whether it was a first visit or a follow-up visit).

Three-quarters of facilities offering family planning services had up-to-date client registers,
including the majority of mission/NGO and MoHSS facilities (89 percent and 77 percent, respectively)
(Table 5.4). Fewer than half of private facilities and only one-quarter of MoD/Police facilities had up-to-
date client registers. Availability of up-to-date registers varies across regions. All facilities in Oshikoto
region have up-to-date client registers, but only about half of facilities in Otjozondjupa (48 percent) have
the registers.

5.4.2 Practices Related to User Fees

According to the National Policy on Family Planning in Namibia, family planning services in
MoHSS facilities should be free of charge. There should be no charge for any MoHSS-supplied
contraceptive method, even when provided through a private facility. According to the 2009 NHFC
findings, a small proportion of facilities (8 percent) do charge fees for certain aspects of family planning
services such as registration, consultations, client passports, and tests. Six of every ten private facilities
charge user fees for the various components of a family planning visit (Table 5.4).

About half of private facilities charge for consultations and methods (56 and 50 percent,
respectively); a smaller proportion charge for tests, registration, and client passports (35 percent,
21 percent, and 15 percent, respectively) (Table A-5.13). No mission/NGO or MoD/Police facilities
report charging fees, but 2 percent of MoHSS facilities charge fees for family planning services. Hospitals
are the most likely to charge user fees (23 percent). Among regions facilities in Khomas are most likely to
charge user fees (36 percent). In 7 of the 13 regions no facilities report charging user fees (Table 5.4).
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5.4.3 Training and Supervision
Training

Since the types of contraceptive methods offered and conditions for providing methods change
over time, continual training for providers is important. Training aims to improve the quality of
counselling, management of complications or side effects, and providers’ judgment and skills in assessing
which contraceptive methods are most suitable for individual clients.

A facility is considered to provide routine staff development activities if at least half of the
interviewed family planning service providers at that facility have received any structured training
relevant to family planning during the 12 months preceding the survey; this includes both pre-service and
in-service training but excludes individual instruction received during routine supervision. Overall, only 7
percent of facilities meet these criteria for providing routine staff development activities. Facilities in
Oshana and Khomas regions (18 percent and 16 percent, respectively) are relatively more likely to
provide routine staff development than facilities in other regions; no facilities in Hardap and Oshikoto
meet the criteria for training (Table 5.4).

Among the interviewed family planning service providers, only a small percentage (11 percent)
reported receiving any family planning-related training during the 12 months preceding the survey; only
15 percent received training during the period 13 to 35 months preceding the survey (Table A-5.16). This
reflects the small proportion of facilities meeting the criteria of providing routine staff development. The
topics covered—counselling on family planning, family planning-related clinical issues, symptoms or
side effects of methods, and family planning for HIV-positive women—received nearly equal attention,
with only 8 to 9 percent of providers trained on each in the 12 months prior to the survey and 11 to 14
percent of providers trained on each in the 13 to 35 months prior (Figure 5.7).

Supervision

Supervision of individual staff members helps to promote adherence to standards and to identify
and solve problems that contribute to poor services. If at least half of the interviewed family planning
service providers at a facility were personally supervised during the six months preceding the survey, the
facility is considered to have routine staff supervision. Supervision of family planning providers is
common. About three-quarters of family planning facilities meet the criteria for routine staff supervision.
Compared with other facility types and managing authorities, clinics and private facilities are least likely
to have routine staff supervision. All facilities in Omaheke region and 94 percent in Oshana region meet
the criteria for routine supervision. In contrast, only 44 percent of facilities in Otjozondjupa region meet
the criteria (Table 5.4).

Family Planning Services | 99



Key Findings

Up-to-date client registers: Up-to-date client registers were available in about three-quarters of
facilities offering family planning services on the day of the survey; Mission/NGO and MoHSS
facilities are more likely than other managing authorities to have up-to-date client registers.

User-fees: Only 8 percent of facilities offering family planning services charge a user fee for family
planning services; these are mostly hospitals, private facilities, and those in Khomas, Hardap, and
Karas regions.

Staff development: Only 7 percent of facilities offering family planning services meet the criterion for
providing routine staff development activities, whereas about three-quarters meet the criterion for
having routine staff supervision.

5.5  ADHERENCE TO STANDARDS FOR QUALITY SERVICE PROVISION

To assess whether family planning providers adhere to service standards, NHFC personnel
observed family planning client-provider interactions using observation check-lists that are based on
commonly accepted guidelines for screening, counselling, and conducting procedures for family planning
clients. The observers collected information to address the following questions:

o Did providers talk about topics essential to determining the appropriateness of the methods
discussed, and, where appropriate, did they conduct the physical examination needed to
screen clients for method appropriateness?

e Did the conditions and procedures followed for provision of specific methods meet NHFC
criteria for quality service provision?

The observers noted what information the provider shared with a client and where appropriate,
whether an examination was conducted prior to dispensing a method. They did not assess whether the
information was correct or whether findings were appropriately interpreted. Table A-5.19 gives
information on the proportions of first and follow-up visits and the percentage of clients who reported
having never been pregnant. Information on clients’ family planning use and the principal reason for
visiting the facility are provided in Table A-5.20. Table A-5.21 gives details on family planning clients
who received, were prescribed, or continued using their main method at the end of the visit.

Exit interviews were conducted with all observed family planning clients, both new and
continuing. These clients were asked questions regarding the method they received to ascertain their
understanding and knowledge of that method. Clients who left the facility with only a prescription for a
method also were asked questions about that method. When two methods were prescribed or received, the
client was asked questions about both methods.

Figures 5.8 and 5.9 provide information on observed conditions and content of family planning
counselling. Details on consultations for first-visit clients are provided in Tables A-5.23 and A-5.24.
Information from observations of specific methods or examinations is provided in Tables A-5.25 through
A-5.27.
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Figure 5.8 Observed Conditions and Content of Family
Planning Counselling (N=983)
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Figure 5.9 Observed Elements of Client History-taking for
First-visit Family Planning Clients (N=161)
Client history
Age 75
History of pregnhancy 84
Current pregnancy status 49
Desired timing for subsequent birth 26
Breastfeeding status* 43

Regularity of menstrual cycle 63

Medical history

Smoking 5
Symptoms of STls 30
Any chronic illness 31

Percentage of observed first-visit family planning clients

* Among those ever pregnant NHFC 2009
5.5.1 Counselling and Client Assessment
Sixteen percent of observed female family planning clients were making their first visit; the
remaining 84 percent were follow-up visits. Only 12 percent of all observed clients had never been

pregnant. Private facilities had a greater proportion of clients who had never been pregnant, at 32 percent,
compared with only 18 and 11 percent of clients at mission/NGO and MoHSS facilities (Table A-5.19).

Family Planning Services | 101



Privacy is important to family planning counselling; most of the family planning counselling
sessions were conducted under conditions that assured visual (93 percent) and auditory (90 percent)
privacy. By comparison, clients were assured of confidentiality during just 44 percent of consultations,
and providers explicitly asked or discussed with clients any concerns that they may have with their family
planning methods in 61 percent of the consultations. Overall, only 32 percent of observed family planning
consultations met all conditions for quality counselling (Table A-5.22)).

Visual aids were used in 18 percent of family planning consultations; they were more likely to be
used in hospitals than in other types of facilities. The need for return visits was discussed with 94 percent
of clients (Figure 5.8, Table A-5.22).

Frequently, health services are organised so that measurements of blood pressure and weight and
other routine activities take place before the client sees the provider, and the information is recorded on
individual client cards. Thus, client cards play an important role in making this information available to
providers during consultations and also in avoiding unnecessarily collection of this information multiple
times. Client cards are also crucial for monitoring family planning clients over time. In 84 percent of
consultations family planning providers reviewed individual client cards (health passports), and they
wrote on the cards during or after 99 percent of consultations (Table A-5.22).

During a family planning visit, especially during a client’s first visit, providers are expected to
elicit information about the client’s personal and health history to help them make an informed
recommendation on contraceptive methods. This constitutes screening clients for the medical
appropriateness of specific methods. During observed counselling sessions providers assessed most
first-visit clients for pregnancy history and age (84 and 75 percent, respectively). In addition, they asked
63 percent of first-visit clients about regularity of menstrual cycles. Providers were less consistent in
assessing the client’s desired timing for a subsequent birth (26 percent of family planning consultations).
Current pregnancy status was assessed in only 49 percent of first visits, and only 43 percent of the first-
time clients were asked their breastfeeding status (Figure 5.9).

Clients” medical history was assessed infrequently; approximately one of every three first-time
clients was asked about current symptoms that would suggest STIs or asked about any chronic illnesses.
Only 5 percent were asked about smoking (Figure 5.9).

Only 13 percent of first-visit clients were asked about their partner’s attitude towards family
planning or partner status (i.e., asked about other partners for self or partner, and about absence of
partner). Considering the current drive toward reducing HIV/AIDS rates, condoms were not discussed as
frequently as would be expected. Providers talked about any issues related to STIs during only half of first
visits, and only half of first consultations involved a discussion about using condoms to prevent STIs or
as a dual-purpose method to prevent both pregnancy and STIs (Table A-5.24).

Key Findings

Conditions of client counselling: About nine of every ten observed family planning counselling
sessions were conducted under conditions that assured privacy; however, clients were assured of
confidentiality in fewer than half of family planning counselling sessions.

During observed counselling sessions family planning providers were likely to assess first-visit clients
for pregnancy history and age; however, they were less consistent in assessing the client’s desired
timing for a subsequent birth. Despite the current drive toward reducing HIV/AIDS rates, condoms
were discussed only in about half of the counselling sessions.
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5.5.2 Method-Specific Assessments and Examinations

Almost all family planning clients using oestrogen-containing methods had their blood pressure
measured,® and 82 percent were weighed as part of the consultations. All clients visiting hospitals were
weighed and had their blood pressure measured (Table A-5.25).

5.5.3 Counselling of Clients

Whether they are new or continuing users of contraception, family planning clients should receive
certain information during their visits to a health facility. The provider should explain or review with the
client how to use the method, the possible side effects, what to do for problems, and when the client
should return for a follow-up visit.

After their consultations were observed, family planning clients were interviewed about issues
commonly related to client satisfaction. Specifically, they were asked if they had a problem with their
method upon their arrival at the facility and, if so, whether the provider had discussed and addressed the
problem. Details on components of counselling that were observed and reported by clients are presented
in Table A-5.26.

Comparing observations of consultations with what clients reported at exit interviews reveals
some minor discrepancies. Among users of hormonal methods, client reports agree with the observational
data on whether the provider discussed a follow-up visit, which was almost universal (observed in 95
percent of consultations and reported by 95 percent of clients at exit interviews). Client reports and
observational data in other areas, however, were somewhat inconsistent. For example, there was a small
difference concerning discussion of side effects. While 46 percent of clients reported that providers
explained possible side effects, observers say providers offered this information during 41 percent of
interactions (Table A-5.26).

5.6 CLIENT OPINION FROM EXIT INTERVIEWS

Exit interviews with clients collected their opinions of the services that they received on that day.
Details on client opinions are provided in Tables A-5.28 and A-5.29. Table A-5.30 provides information
on the educational backgrounds and other characteristics of the clients who were observed and
interviewed.

5.6.1 Major Problems during Visit

During exit interviews clients were asked about issues commonly related to client satisfaction.
They were asked to rate whether specific issues posed a major problem, a minor problem, or no problem
at all for them during the visit. Few issues were considered major problems, and by only a small
proportion of clients. Waiting time to see a provider was the greatest problem—considered a major issue
by 18 percent of all family planning clients. All other issues were major to no more than 6 percent (Table
A-5.28).

5.6.2 Nearest Facility

Only 12 percent of clients said that the facility was not the one closest to their home. This implies
that approximately 90 percent of family planning clients visited the facility closest to their home.
Although the actual numbers are small, clients reporting that this was not the closest facility were more
likely to be found at private facilities (Table A-5.29).

® If the client attended a facility where measuring blood pressure is standard procedure before the consultation, the
client was assumed to have had her blood pressure measured, even if this was not observed for the particular client.
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Key Findings

Major problems during visit to facility: Few issues were considered major problems for interviewed
family planning clients. Waiting time to see a provider was the most cited problem.

Nearest health facility: Most interviewed family planning clients (88 percent) were visiting the facility
closest to their home.
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MATERNAL HEALTH SERVICES 6

P.R.T. Biwa, Sadhna Patel, Anna Jonas, Naem Nghitewapo, Israel Tjizake
6.1 BACKGROUND ON MATERNAL AND NEWBORN HEALTH CARE IN NAMIBIA

This chapter provides an overview of maternal and newborn health services in Namibia. It
highlights the key aspects of maternal and newborn care, including the availability of staff and services
for antenatal care (ANC), safe delivery, postnatal care (PNC), and management of obstetric
complications. The chapter addresses the following central questions about maternal and newborn health
services:

1. What is the availability of ANC services, and to what extent do facilities have the capacity to
support quality ANC services?

2. Is there evidence that health service providers adhere to service standards for ANC?

3. To what extent is PNC! available where ANC is offered, and to what extent do facilities have
the capacity to support quality PNC services?

4. What is the availability of delivery services, and to what extent do facilities have the capacity
to support quality delivery services?

5. What are the common newborn care practices in facilities providing delivery services?

To determine which aspects of maternal health to assess, the 2009 Namibia Health Facility
Census (NHFC) draws on the findings and recommendations of Safe Motherhood initiatives such as the
Maternal and Neonatal Health Project, which is promoted by the World Health Organization (WHO) and
other international organisations.

Maternal health status and health care utilisation

Complications of pregnancy and childbirth are among the leading causes of morbidity and
mortality among Namibian women. Recent estimates suggest that there are 449 maternal deaths per
100,000 live births, an increase from 271 per 100,000 in 2000 and 225 per 100,000 in 1992 (Ministry of
Health and Social Services (MoHSS), 1993; MoHSS, 2003; MoHSS and Macro International, 2008).
According to the Report on Needs Assessment for Emergency Obstetrics Care (MoHSS, 2006a) the
leading direct causes of maternal death in Namibia are severe eclampsia (33 percent), haemorrhage (25
percent), and obstructed/prolonged labour (25 percent). HIV/AIDS is the leading indirect cause of
maternal mortality (37 percent).

Namibian women’s rate of use of maternal health services is among the highest in Africa.
Findings of the 2006-07 Namibia Demographic and Health Survey (NDHS) show that 7 in 10 women age
15-49 who had a live birth in the five years preceding the survey had made four or more ANC visits

! The 2009 NHFC accepted any report of offering routine out-patient postnatal examination and services as PNC.
Details on the content of PNC were not collected. Capacity was assessed by whether the facility could identify and
manage postnatal infections and whether the newborn’s weight could be measured.
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(MoHSS and Macro International, 2008). However, most women seek antenatal care relatively late in
pregnancy, with a median gestation of 4.7 months at first visit.

The 2006-07 NDHS also shows that 33 percent of mothers age 15-49 with a live birth in the five
years preceding the survey received two or more doses of tetanus toxoid (TT) vaccine during the
pregnancy for the last live birth.

According to the 2009 National HIV Estimates and Projections report (MoHSS, 2009a), the
national HIV prevalence estimate is 13.3 percent. The 2008 Namibia Antenatal Sentinel Surveillance
Report estimates a prevalence of 17.8 percent among pregnant women, down from 19.9 in 2006.

Delivery in a health facility is less common than antenatal care. According to the 2006-07 NDHS,
about 80 percent of live births in the five years preceding the survey took place in a health facility, with
the vast majority (76 percent) taking place in a public facility. Eighty-one percent of all live births were
assisted by a skilled provider,? 11 percent were assisted by a relative, and 7 percent by a traditional birth
attendant (TBA). Less than 1 percent of live births were delivered with no one assisting.

The above aggregate figures conceal some variations. Regionally, for example, the proportion of
births in a health facility ranges from 54 percent in Kunene to 95 percent in Khomas region. Children
born in urban areas are more likely to be delivered in a health facility than those born in rural areas. In
addition, almost all births among mothers with a secondary education or higher occur in a health facility,
whereas only half of births among uneducated women occur in a health facility (MoHSS and Macro
International, 2008).

Newborn health status

Newborn health is directly linked to maternal health; hence improving birth outcomes depends on
improving maternal health care during pregnancy, delivery, and the postnatal period. In Namibia common
causes of newborn deaths include infections, prematurity, asphyxia, diarrhoea, and congenital anomalies.
Findings from the 2006-07 NDHS show a decrease in the infant mortality rate (IMR) from 51 per 1,000
live births in 2000 to 46 in 2006-07. However, the neonatal mortality rate increased from 20 per 1,000
live births in 2000 to 24 in 2006-07. Rural areas had higher neonatal mortality rates than urban areas
(MoHSS and Macro International, 2008). The MoHSS Strategic Plan 2009-2013 includes an objective to
decrease mortality rates. Indicators under this objective include the maternal mortality ratio (MMR), the
IMR, and the neonatal mortality rate. The goal is to reduce the MMR from 449 to 100 per 100,000 live
births by 2013; to reduce the IMR from 45 to 20 per 1,000 live births by 2013; and to reduce the neonatal
mortality rate from 24 to 15 per 1,000 live births by 2013. The Road Map for Accelerating the Reduction
of Maternal and Neonatal Morbidity and Mortality brings these goals together to focus and intensify
interventions.

Maternal health policy framework

The Road Map for Accelerating the Reduction of Maternal and Neonatal Morbidity and Mortality
highlights the mission “To provide an integrated, affordable, accessible, quality health and social welfare
service that is responsive to the needs of the Namibian population’. The key objectives are as follows:

2 Skilled provider includes doctor and nurse/midwife.
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e To provide quality maternal health care services at all levels of health care delivery

e To increase the utilisation of maternal and neonatal health services

e To provide quality neonatal/newborn services at all levels of health care delivery

e To provide adolescent-friendly health services (AFHS) at all levels of health care delivery
Organisation of maternal health services in Namibia

For effective management, different maternal health services are provided in different health
facilities. Clinics and health centres manage common and low-risk clinical issues, while hospitals manage
the more difficult clinical issues.

6.1.1 Definition of Maternal Health Concepts Used during Collection of 2009 Namibia HFC
Information

Maternal health is not only a women’s issue; a mother’s health has a direct bearing on the health
of her newborn as well. According to WHO, about 15 percent of all pregnancies involve life-threatening
complications (WHO, 2000b). Many complications and subsequent poor outcomes for women and
newborns can be prevented or minimised by providing quality care, including early detection of problems
and appropriate and timely interventions.

With growing evidence on best practices related to maternal morbidity and mortality, some
conventional maternal health practices and interventions have been re-examined in recent years.
Subsequently, there have been changes in programmes, policies, and strategies.

Antenatal care (ANC): All pregnant women are at risk of developing complications. It is,
therefore, important to ensure that all pregnant women have access to preventive interventions, early
diagnosis and treatment, and emergency care when needed. It is now emphasised that ANC should
include birth preparedness, early detection of complications, and skilled and timely interventions to avoid
adverse maternal and neonatal outcomes.

Delivery care: Any delivery may have complications. Hence, the emphasis should be on using
skilled and trained delivery care providers and ensuring that all women have access to life-saving
emergency interventions at the time of labour and delivery. Since in many countries deliveries occur at
home attended by traditional birth attendants (TBAS), extensive efforts and funds were previously
directed towards upgrading the skills of TBAs. However, evidence now shows that in almost all cases the
level of skill attained by so-called ‘skilled” TBAs is less than what is considered safe. In essence, in-
service training for TBAs cannot improve their skills to the level of competency needed.

A skilled attendant, as defined by WHO and other international bodies, is a *health professional—
such as a midwife, doctor, clinical officer, or nurse—who has been educated and trained to proficiency in
the skills needed to manage normal pregnancies, childbirth, and the immediate postnatal period, and in the
identification, management, and referral of complications in women and newborns’ (WHO, 2004b).

Postnatal care (PNC): There is an increasing emphasis on ensuring that women receive PNC
within 48 hours after delivery for early diagnosis of postnatal complications. PNC also provides an
opportunity to counsel the new mother on family planning, to teach her how to care for herself and her
newborn during the postnatal period, to promote exclusive breastfeeding, and to assess the newborn for
problems.

Maternal Health Services | 107



Newborn care: More attention has also been given recently to newborn care, with an increased
awareness of the need to discourage some common practices that are detrimental to newborn health. The
aim is to promote practices that contribute to improved newborn health.

Emergency obstetric care (EmOC): EmOC refers to care provided in health facilities to manage
and treat direct obstetric emergencies that cause the vast majority of maternal deaths during pregnancy,
labour and delivery, and during the postpartum period. Facilities are considered either basic or
comprehensive EmOC if they provide a series of services or interventions known as signal functions over
a designated 3-month period. The 6 signal functions that define a basic EmOC (BEmOC) are parenteral
administration of antibiotics, oxytocic drugs, and anticonvulsants; manual removal of the placenta;
removal of retained products of conception; and assisted vaginal delivery. Comprehensive EmOC
(CEmOC) includes the 6 signal functions plus performance of caesarean sections and blood transfusions.

6.2  AVAILABILITY AND CAPACITY TO PROVIDE QUALITY MATERNAL AND NEWBORN CARE SERVICES
6.2.1 Availability of Antenatal and Postnatal Care Services

ANC is designed to promote healthy behaviours and preparedness during pregnancy, childbirth,
and the postpartum period. It is also important for the early detection and treatment of complications.
Information on the availability of ANC, PNC, and TT vaccine services in Namibian health facilities is
provided in Table 6.1. Table A-6.1 provides information on the availability of various family health
services on the day of the survey. Additional information on the availability of ANC and TT services is
provided in Table A-6.2.

Table 6.1 Availability of antenatal care, postnatal care, and tetanus toxoid vaccine
Percentage of facilities offering antenatal care (ANC), postnatal care (PNC), and tetanus toxoid
vaccine (TT), and percentage offering all three services, by background characteristics, Namibia
HFC 2009
Percentage of facilities offering the indicated services
Background ANC, PNC, = Number of
characteristics ANC PNC TT vaccine and TT facilities
Type of facility
Hospital 18 20 16 16 44
Health centre 93 87 91 85 46
Clinic 86 76 83 73 293
Managing authority
MoHSS 86 77 83 75 306
Mission/NGO 93 79 93 79 28
Private 29 27 22 22 49
Region
Caprivi 96 93 96 93 27
Erongo 56 59 53 53 32
Hardap 85 90 80 75 20
Karas 76 76 72 72 25
Kavango 95 89 95 89 56
Khomas 29 26 26 26 31
Kunene 89 79 82 71 28
Ohangwena 91 66 91 66 32
Omaheke 81 81 81 81 16
Omusati 84 61 82 61 49
Oshana 78 72 78 72 18
Oshikoto 91 86 86 82 22
Otjozondjupa 67 52 59 48 27
Total 79 71 76 68 383
Note: There are three facilities with PNC that have no ANC but are included in the ANC
denominator.
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Approximately eight of every ten facilities in Namibia offer ANC services, seven of every ten
offer PNC, and three-quarters offer TT vaccine; 68 percent offer all three services (Table 6.1). ANC
services are available mostly in clinics (86 percent) and health centres (93 percent) rather than hospitals
(18 percent). In addition, mission/NGO-managed facilities (93 percent) and MoHSS facilities (86 percent)
are more likely than private facilities (29 percent) to offer ANC. Regional comparisons find that over
90 percent of facilities in Caprivi, Kavango, Ohangwena, and Oshikoto offer ANC services compared
with 56 to 89 percent of facilities in other regions. Khomas is the outlier, with only three of every ten
facilities offering ANC services.

Among facilities offering ANC services, about two-thirds offer the services one or two days per
week, 10 percent offer the services three or four days per week, and only two of every ten offer ANC
services five or more days per week (Table A-6.2).

Eighty-six percent of facilities offering ANC report offering TT services five or more days per
week, while eight percent provide TT services one or two days per week (Table A-6.2). Practically all
ANC facilities (95 percent) provide TT every day that ANC is offered.

Key Findings

Service availability: Eight of every ten facilities offer ANC services. Clinics and health centres are more
likely than hospitals to offer ANC. At the regional level facilities in the Caprivi, Kavango, Ohangwena,
and Oshikoto regions are more likely to offer ANC services than facilities in other regions, while Khomas
region has the lowest percentage of facilities offering ANC services.

Two of every ten ANC facilities offer ANC services five or more days per week, and 95 percent of ANC
facilities offer tetanus toxoid vaccine every day that ANC is offered.

6.2.2 Infrastructure and Resources to Support Quality Assessment and Counselling in ANC
and PNC

To support quality assessment and counselling of ANC clients, the following are necessary:
individual client cards, ANC guidelines or protocols, and visual aids for client education. Table 6.2,
Figure 6.1, and Table A-6.3 present information on the availability of these items.

An individual ANC card is used to monitor maternal and foetal condition during pregnancy and
to keep track of the care given. It is an important tool for identifying risk factors for referral, assessing
quality of care, ensuring standardisation of antenatal care, and helping in planning. Blank individual client
cards (health passports) are available in nine of every ten facilities offering ANC services (Figure 6.1,
Table A-6.3).

Written ANC guidelines, which include details on how to manage common pregnancy-related
problems, are available in only one-third of facilities offering ANC services, with hospitals being least
likely to have ANC guidelines available. Visual aids for ANC client counselling are available in about
half of facilities that offer ANC services (Figure 6.1, Table A-6.3).

Overall, only two of every ten facilities has all three items—client cards, ANC guidelines, and
visual aids—to support quality ANC assessment and counselling. All three items together are least likely
to be found in hospitals (11 percent) and in facilities in Otjozondjupa region (6 percent). Availability of
all items is also low in private facilities (7 percent) (Table 6.2).
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Table 6.2 Resources to support quality counselling and examinations for antenatal and postnatal care
Among facilities offering antenatal care (ANC), percentage with all items to support quality counselling for
ANC and postnatal care (PNC), infection control, physical examinations, and basic ANC interventions, by
background characteristics, Namibia HFC 2009
Percentage of facilities offering ANC services with
All items to All items for All items for All essential Number of
Background support quality infection physical supplies for facilities
characteristics counselling' control? examination® basic ANC* | offering ANC
Type of facility
Hospital 11 44 44 89 9
Health centre 30 49 44 93 43
Clinic 20 63 30 74 253
Managing authority
MoHSS 22 61 32 78 265
Mission/NGO 19 50 8 69 26
Private 7 79 86 57 14
Region
Caprivi 12 73 15 85 26
Erongo 21 68 42 68 19
Hardap 16 84 68 68 19
Karas 32 74 63 79 19
Kavango 23 83 15 81 53
Khomas 11 56 67 67 9
Kunene 12 84 12 64 25
Ohangwena 34 41 34 79 29
Omaheke 31 85 77 92 13
Omusati 27 56 24 76 41
Oshana 21 21 50 79 14
Oshikoto 15 15 20 80 20
Otjozondjupa 6 6 22 72 18
Total 21 61 32 77 305
! Visual aids for health education, guidelines for ANC, and individual client card or record.
? Soap and running water or else hand disinfectant, clean latex gloves, disinfecting solution, and sharps
box.
* Private room offering visual and auditory privacy, examination table, and examination light.
*Iron and folic acid tablets, tetanus toxoid vaccine, blood pressure apparatus, and foetoscope (Pinard).

Figure 6.1 Availability of Items to Support Quality ANC
Services (N=305)
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6.2.3 Infrastructure and Resources for Examinations for ANC and PNC

The 2009 NHFC assessed whether facilities have the necessary supplies, equipment, and
conditions for infection control and for conducting client examinations in the ANC service area.
Aggregate information on these elements is provided in Table 6.2, and summary information on specific
equipment and supplies is given in Figure 6.1. Table A-6.3 provides details on each item by facility type.

Infection control

Six of every ten facilities offering antenatal care have all items necessary for infection control in
the ANC service delivery area® (Table 6.2). Clinics are more likely than other facility types to have all
items for infection control available. Private facilities are more likely than facilities managed by MoHSS
or missions/NGOs to have these items. Only 6 percent of facilities in Otjozondjupa region have all items.
As is evident in Table A-6.3, each of these items is available in between 61 percent (hand disinfectant)
and 90 percent (latex gloves) of ANC facilities.

Just 13 percent of facilities providing ANC services have a table cloth/plastic on one or more
surfaces, which is prohibited under infection control policies; the small proportion of such facilities
indicates general compliance with the policy.

Client examinations

The basic physical examinations performed during ANC visits include palpating the abdomen,
examining the breasts, and sometimes conducting a pelvic examination. Hence, visual and auditory
privacy, an examination bed/table, and an examination light are necessary. Practically all facilities that
provide ANC services can ensure both visual and auditory privacy during a client’s physical examination.
In addition, an examination bed/couch (where a client can lie down flat for examination) is available in
almost all ANC facilities. However, only 35 percent have an examination light (Table A-6.3).
Consequently, only 32 percent of all facilities have all three items needed for physical examinations.

Private facilities are far more likely to have all items for physical exam (86 percent) than MoHSS
facilities (32 percent) or mission/NGO facilities (8 percent) (Table 6.2).

6.2.4 Essential Equipment and Supplies for Basic ANC

A functioning blood pressure apparatus and foetoscope are essential equipment that should be
available at all times in ANC service areas. Other essential ANC supplies include iron tablets, folic acid
tablets, sulfadoxine-pyrimethamine (SP), blood specimen bottles for the Rapid Plasma Reagin (RPR) test
apparatus, dip sticks for urine protein testing, and TT vaccine. The 2009 NHFC assessed the availability
of five of these items: a blood pressure apparatus, a foetoscope, iron tablets, folic acid tablets, and TT
vaccine. Each individual item was available in 91 to 98 percent of ANC facilities (Figure 6.1).

Three-quarters of ANC facilities had all five essential items (Table 6.2, Table A-6.3). There is not
much variation in availability among regions; however, facilities in Omaheke region (92 percent) stand
out compared with facilities in Kunene, at the other end of the range, where only 64 percent of facilities
have all essential supplies.

¥ Soap and running water or else hand disinfectant, clean latex gloves, disinfecting solution, and sharps box.
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Key Findings

Guidelines: ANC guidelines are available in only one-third of facilities offering ANC services.

Infection control: Six of every ten facilities had all assessed items for infection control in the ANC
service area; clinics and private facilities were more likely than others to have all items available. Less
than 10 percent of facilities in Otjozondjupa region had all assessed infection control items.

Privacy: Practically all ANC facilities can ensure both visual and auditory privacy during a client’s
physical examination.

Essential supplies: The essential supplies of a blood pressure apparatus, a foetoscope, iron tablets,
folic acid tablets, and TT vaccine were each individually available in over 90 percent of ANC facilities.

6.2.5 Additional Equipment and Supplies for Quality ANC and PNC Services

Other elements that support quality antenatal and postnatal care services include diagnostic
capacity and availability of medicines to treat common infections. Figures 6.2 and 6.3 provide summary
information on the medicines and laboratory capacities available in facilities. Aggregate information is
available in Table 6.3, and Tables A-6.4 through A-6.9 provide details on each item assessed, by type of
facility.

Figure 6.2 Medicines for Managing Common Problems and
Complications of Pregnancy (N=305)

Antibiotic* | 95

Either albendazole or mebendazole | 87

At least one medicine for:

Trichomoniasis | 90
Gonorrhoea | 95
Chlamydia |07
Syphilis E:
Treatment for each of 4 main STIs | 87

Percentage of facilities offering ANC

* Amoxicillin or augmentin or cotrimoxazole NHFC 2009
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Figure 6.3 Facilities with Standard to Routinely Screen ANC
Clients and Capacity to Conduct Indicated Tests (N=305)

Anaemia
Urine protein
Urine glucose

Blood grouping

Syphilis

Percentage of facilities offering ANC

Il Standard to screen & have test capacity [C1Standard to screen

Note: “Standard to screen" in this figure is the sum of both bars. For example, for
anaemia, the “Standard to screen” will be 91 percent, while “Standard to screen &

have test capacity” will be 88 percent. NHFC 2009
Table 6.3 Facility practices and resources for diagnosis and management of common problems and complications of pregnancy
Among facilities offering antenatal care (ANC), percentage where ANC providers can diagnose and treat sexually transmitted infections
(STls), percentage with medicines to manage common complications of pregnancy, and percentage with the capacity to conduct specific
diagnostic tests, by background characteristics, Namibia HFC 2009
Percentage Percentage with . . .
where ANC  all medicines for Percentage W‘th capacity for‘ conducting Number of
providers treating the indicated diagnostic test facilities
Background routinely treat pregnancy Urine Urine Blood offering
characteristics STls complications'  Anaemia’ protein’® glucose*  grouping®  Syphilis® ANC
Type of facility
Hospital 56 78 89 78 78 33 89 9
Health centre 81 44 95 100 100 56 95 43
Clinic 94 20 94 98 98 57 92 253
Managing authority
MoHSS 92 25 95 98 98 55 94 265
Mission/NGO 85 23 96 100 100 65 96 26
Private 100 29 71 79 79 57 64 14
Region
Caprivi 100 46 100 100 100 100 100 26
Erongo 89 21 89 95 95 26 47 19
Hardap 79 21 89 89 89 5 89 19
Karas 89 42 58 100 100 11 95 19
Kavango 91 19 100 100 100 68 100 53
Khomas 100 56 67 56 56 22 67 9
Kunene 100 32 100 100 100 60 100 25
Ohangwena 93 17 100 100 100 83 100 29
Omaheke 100 77 100 100 100 100 100 13
Omusati 88 10 95 100 100 68 90 41
Oshana 93 14 100 100 100 0 100 14
Oshikoto 95 10 100 100 100 80 100 20
Otjozondjupa 78 11 100 100 100 22 83 18
Total 91 25 94 98 98 56 92 305
' At least one broad-spectrum antibiotic (amoxicillin or cotrimoxazole) and either albendazole or mebendazole and methyldopa (Aldomet)
and first-line antimalarial and at least one medicine for treating each of the following—trichomoniasis, gonorrhoea, chlamydia, and
syphilis—all present.
* Includes any test—haemoglobinometer or calorimeter or centrifuge with capillary tubes or filter paper methods.
> Dip sticks for urine protein or else acetic acid for checking urine albumin and flame for heating acetic acid
* Dip sticks for urine glucose or Benedict’s solution for urine glucose testing with stove for boiling Benedict’s solution were assessed.
® Anti-A, Anti-B, Anti-AB, and Anti-D reagents, plus an incubator, Coomb’s reagent and glass slides all present.
® Either Venereal Disease Research Laboratory (VDRL) test or polymerase chain reaction (PCR) test with functioning rotator or shaker, or
RPR test.
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Sexually transmitted infections (STIs), pre-eclampsia and eclampsia (hypertensive disorders of
pregnancy), anaemia, and vaginal infections can directly affect both maternal and newborn health. Basic
essential obstetric care (BEOC) requires that a facility provide early treatment for complications of
pregnancy to prevent these conditions from progressing to more serious conditions. Standards for
treatment may vary depending on ANC policies and the qualifications of the service provider.

Treatment of STls

Antenatal care service providers in 91 percent of facilities offering ANC services routinely treat
STIs (Table 6.3). This is more likely to be the case in health centres (81 percent) and clinics (94 percent)
than in hospitals (56 percent). Facilities in Otjozondjupa and Hardap regions are the least likely to have
ANC providers who routinely offer STI services.

Trichomoniasis, chlamydia, gonorrhoea, and syphilis are four of the most commonly seen STIs in
health facilities. Most ANC facilities (87 percent) have at least one medicine to treat each of these STIs
(Figure 6.2, Table A-6.4). Health centres (93 percent) are more likely than other facility types to have at
least one medicine for each of these STIs.

Management of pregnancy complications

A facility is considered to have all medicines for managing common complications of pregnancy
if it has all of the following: at least one broad-spectrum antibiotic*, albendazole or mebendazole,
methyldopa (Aldomet), the first-line antimalarial, and at least one medicine for treating each of the four
common STIs (gonorrhoea, syphilis, chlamydia, and trichomoniasis).

Only one-quarter of facilities offering ANC had all medicines for managing pregnancy
complications (Table 6.3). However, there is wide variation in the availability of all medicines by facility
type and region. For example, only 20 percent of clinics but 78 percent of hospitals have all medicines for
managing pregnancy complications. Further, facilities in Khomas (56 percent) and Omaheke (77 percent)
are more likely than those in other regions to have all medicines; for example, approximately one of every
ten facilities in Omusati, Oshikoto, and Otjozondjupa have all medicines for managing pregnancy
complications.

There is also wide variation in the availability of individual medicines. For example, 95 percent
of facilities have a broad-spectrum antibiotic, compared with 76 percent that have a first-line antimalarial
available (Figure 6.2, Table A-6.4). Methyldopa, for the management of elevated blood pressure during
pregnancy, is largely available in hospitals (89 percent) but less so in clinics (33 percent), perhaps
because clinics are not expected to manage pregnancy-induced hypertension.

Testing capacity

The 2009 NHFC also assessed whether facilities have the capacity® to test ANC and PNC clients
for anaemia, urine protein, and urine glucose and the lab capacity to diagnose syphilis and other common
STls.

Ninety-four percent of ANC facilities have the capacity to test for anaemia, 98 percent have the
capacity to test for urine protein and urine glucose, and 92 percent have the capacity to diagnose syphilis
(Table 6.3, Tables A-6.5 through A-6.9). Only 56 percent, however, have the capacity to do blood

* Amoxicillin or amoxicillin/clavulinate or cotrimoxazole.
® Facility has the capacity to conduct the test in-house or in an affiliated laboratory, or facility has a system to have
the test done elsewhere and receive results back.
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grouping. Mission/NGO-managed facilities are most likely to have the capacity to conduct each of these
tests.

Capacity to conduct a test does not necessarily imply that facilities offer or provide these tests to
clients. Figure 6.3 and Tables A-6.5 through A-6.9 present information on proportions of facilities that
report routinely screening ANC clients for these conditions, along with the proportions that actually have
the testing capacity. For example, as shown in Table A-6.9, while 92 percent of ANC facilities have the
capacity to test for syphilis, only 81 percent report that they routinely screen ANC clients for the
condition. Further, 78 percent have the laboratory capacity to conduct syphilis diagnostic tests and also
routinely screen ANC clients for syphilis. Private facilities are least likely to have the capacity to test for
syphilis and to have the standard of routinely screening ANC clients for syphilis.

Ninety-four percent of ANC facilities have the capacity to test for anaemia, and 91 percent have
the standard to screen ANC clients for anaemia. In combination, 88 percent of ANC facilities have both
the capacity to conduct anaemia tests and the standard to screen (Table A-6.5).

While 56 percent of facilities offering ANC services have the capacity to do blood grouping and
Rh factor testing, only 35 percent report that they have the standard to offer blood grouping and Rh factor
testing to ANC clients; further, only 17 percent have the capacity to conduct the tests and also have the
standard to offer these tests. A higher proportion of mission/NGO facilities have the capacity to conduct
blood grouping and Rh factor testing (65 percent); however, private facilities are more likely both to have
the capacity to conduct the tests and to have it as a standard to offer these tests (Table A-6.8). These
generally low percentages can be explained by the fact that not all laboratories are expected to do these
tests, especially if the laboratory is in a district with a blood transfusion facility. Blood grouping and Rh
factor testing are, by mandate, part of blood transfusion services. In addition, some district laboratories
are not able to conduct these tests and therefore refer these services to the national lab in the region.

In general, compared with other managing authorities, MoHSS and mission/NGO facilities are
more likely than facilities under other management to also to have the capacity to conduct tests for
anaemia, urine protein, urine glucose, and syphilis and also to screen ANC clients routinely with these
tests.

Key Findings

STI services by ANC providers: Antenatal care service providers in majority of facilities offering
ANC services routinely treat STIs. Health centres and clinics are more likely to have ANC providers
that routinely treat ST1Is than are hospitals.

Medicines to treat common STIs: Among facilities offering ANC services, only one-quarter have all
medicines to manage pregnancy complications. However, there is wide variation in the availability of
all medicines by facility type and region, as well as in the availability of the individual medicines.

Laboratory testing capacity: Close to 9 in 10 of ANC facilities have the capacity to conduct anaemia
tests and the standard to routinely screen ANC clients for anaemia.
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6.3  MANAGEMENT PRACTICES SUPPORTIVE OF QUALITY MATERNAL HEALTH SERVICES

Management practices that support quality antenatal and postnatal care services include
documentation and record-keeping, posting of user fees, as well as staff supervision and development.
Table 6.4 and Figure 6.4 provide summary information on facility management practices and training
received by ANC service providers. Tables A-6.10 through A-6.12.2 provide details on ANC service
utilisation, user fees, and clients’ out-of-pocket payments for ANC services. Table A-6.13 provides
information on supportive management for ANC service providers, while Tables A-6.14.1 through A-
6.15 provide detailed information on training and supervision.

Table 6.4 Management practices supportive of quality maternal health services
Percentage of facilities offering antenatal care (ANC) that have an up-to-date client registers, documentation of monitoring ANC
coverage, and user fees for ANC, and percentage of these facilities where interviewed ANC providers report receiving routine training
related to their work and personal supervision, by background characteristics, Namibia HFC 2009
Percentage of facilities
Observed up-to- Percentage of facilities offering ANC where staff
date client registers’  offering ANC that have: report receiving routine:
Documen- Number of
tation of facilities with
Postnatal ~ monitoring Number of Training interviewed
Background care ANC User fees for | facilities related to Personal ANC
characteristics ANC (PNC) coverage ANC offering ANC ANC? supervision® | providers*
Type of facility
Hospital 67 67 11 22 9 38 88 8
Health centre 77 51 26 14 43 56 91 43
Clinic 68 24 14 11 253 55 76 249
Managing authority
MoHSS 70 29 15 8 265 56 80 260
Mission/NGO 92 42 23 0 26 54 96 26
Private 14 14 0 100 14 29 21 14
Region
Caprivi 88 50 27 0 26 64 76 25
Erongo 68 21 0 5 19 56 78 18
Hardap 63 26 32 68 19 12 76 17
Karas 58 42 37 26 19 58 84 19
Kavango 74 28 13 4 53 42 74 53
Khomas 22 22 0 56 9 44 44 9
Kunene 44 20 0 20 25 48 64 25
Ohangwena 86 10 3 3 29 41 90 29
Omaheke 77 31 38 31 13 77 100 13
Omusati 56 27 7 0 41 76 90 41
Oshana 93 57 0 0 14 79 86 14
Oshikoto 80 35 35 0 20 68 89 19
Otjozondjupa 72 22 22 0 18 50 50 18
Total 69 29 15 12 305 54 78 300
' Register has entry within past seven days that indicates, at a minimum, whether this was the first or a follow-up visit for ANC and,
for PNC register, number of days postpartum.
2 A facility has routine staff training if at least half of interviewed providers reported that they had received pre- or in-service training
related to their work during the 12 months preceding the survey. This refers to structured sessions and does not include individual
instructions received during routine supervision.
3 A facility has routine staff supervision if at least half of interviewed providers reported that they had been personally supervised at
least once during the six months preceding the survey.
* Includes only providers of ANC in facilities offering ANC services.
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Figure 6.4 Training Received by Interviewed ANC Service
Providers, by Topic and Timing of Most Recent Training
(N=559)
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6.3.1 Facility Documentation and Records

A client register was considered up-to-date if it had an entry within the seven days prior to the
assessment that indicated the type of client visit (first visit or follow-up visit). Among facilities offering
ANC services, seven of every ten had up-to-date ANC registers, and three of every ten had up-to-date
PNC registers (Table 6.4). Health centres were more likely to have up-to-date ANC registers than other
facility types (77 percent of health centres versus 67 percent of hospitals, for example). Private facilities
were less likely to have up-to-date ANC and PNC registers (14 percent each) than MoHSS facilities (70
percent with up-to-date ANC registers, and 29 percent with up-to-date PNC registers).

According to findings of the assessment, health facilities in the country rarely monitor ANC
coverage rates. Only 15 percent of ANC facilities had documentation of this activity (Table 6.4). Not a
single facility in Erongo, Khomas, Kunene, or Oshana reported monitoring ANC coverage; in other
regions levels ranged from 3 to 38 percent.

6.3.2 Practices Related to User Fees

User fees may have a positive effect on service utilisation by increasing the funds available to the
facility. At the same time, however, they may have a negative effect by deterring poor clients from using
these services. Displaying user fees (or advertising that there are no fees for certain services) contributes
to the quality of care by letting clients know the cost of services before the service is rendered. It may also
contribute to transparency and thus facilitate clients’ utilisation of health care services.

In Namibia ANC services are supposed to be provided free of charge in all government and
mission/NGO facilities. According to findings of the assessment, overall, 12 percent of ANC facilities
charge for ANC services; this includes no mission/NGO facilities and 8 percent of MoHSS facilities but
all private facilities (Table 6.4). Five regions have no facilities that charge for ANC services; in the
remaining regions levels range from 4 percent of facilities in Kavango to 68 percent in Hardap.
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Information on specific items for which facilities charge is presented in Table A-6.11. Among
ANC facilities that charge user fees, on average, only 25 percent of facilities publicly display all fees.

ANC clients were interviewed as they left the facility after receiving services. They were asked,
among other things, if they paid any out-of-pocket fees for the services that they had received. Ten
percent of first-visit ANC clients and only 2 percent of follow-up clients reported paying out-of-pocket
user fees, which averaged 47 Namibian dollars (Tables A-6.12.1 and A-6.12.2). For first visits out-of-
pocket fees paid by clients were higher in health centres (approximately N$82) than in clinics (N$46).

6.3.3 Training and Supervision
Training

Service providers were interviewed and information gathered on their qualifications and on the
training and supervision that they had received. Generally, a facility is classified as providing routine staff
development activities if at least half of interviewed ANC providers said that they had received structured
training relevant to ANC during the 12 months preceding the survey. This includes formal pre-service and
in-service training, but it excludes individual instruction received during routine supervision. Half of
ANC facilities meet these criteria (Table 6.4). Health centres and clinics are more likely than hospitals to
have staff development activities. Facilities managed by the MoHSS or by mission/NGQOs are more likely
than private facilities to have routine staff development activities.

Interviewed ANC service providers most often reported training in intermittent preventive
treatment (IPT) of malaria for pregnant woman (28 percent of interviewed ANC service providers), STI
diagnosis and treatment (19 percent of ANC providers), prevention of mother-to-child transmission
(PMTCT) of HIV (19 percent), and nutritional counselling for HIVV-positive pregnant women (15 percent)
(Figure 6.4, Tables A-6.14.1 and A-6.14.2).

Supervision

Supervising individual staff members helps to promote adherence to standards and to identify
problems that contribute to poor services. Providers were asked whether they had been supervised by a
supervisor at least once during the six months preceding the assessment. A facility is considered to have
routine staff supervision if at least half of interviewed providers report that they have been personally
supervised at least once during the six months preceding the survey. The data show that supervision of
ANC providers is quite common, with 78 percent of facilities meeting the criteria for routine staff
supervision (Table 6.4). Mission/NGO as well as MoHSS facilities are most likely to have routine staff
supervision (96 and 80 percent, respectively). The rate of personal supervision at private facilities is very
low, with only 21 percent of facilities meeting the criteria.

The median number of times a provider was supervised during the 6-month period was three
(Table A-6.15). Reported numbers were high at MoHSS- and mission/NGO-managed facilities (74 and
80 percent of interviewed ANC providers) and relatively low at privately managed facilities (30 percent
of interviewed ANC providers) (Table A-6.13).

118 | Maternal Health Services



Key Findings

Up-to-date client registers: Seven of every ten ANC facilities have up-to-date ANC client registers,
but only three of every ten have up-to-date PNC client registers. Private facilities are less likely than
MoHSS or mission/NGO facilities to have up-to-date ANC and PNC registers.

User-fees: Overall, one of every ten ANC facilities charges fees for ANC services. Those charging
fees include all private facilities but just 8 percent of MoHSS-managed facilities; ANC services are
supposed to be provided at no cost to clients in MoHSS-managed and mission/NGO facilities.

Staff development activities: Half of ANC facilities have routine staff development activities, and
three-quarters have routine staff supervision.

6.4  ADHERENCE TO STANDARDS FOR QUALITY ANC SERVICE PROVISION

To assess whether ANC providers adhere to service standards, NHFC personnel observed ANC
consultations, using checklists based on elements of focused ANC. The observers noted whether
providers shared information on a topic and whether a physical examination was conducted. They did not
assess whether the information shared was correct, whether an examination was properly done, or
whether findings were appropriately interpreted.

6.4.1 Appropriate Assessment and Examination for ANC Clients

Summary information from the observation of ANC consultations is provided in Figures 6.5
through 6.8. Tables A-6.16 through A-6.22 provide details on assessments, examinations, and
interventions for ANC clients.

Client history

During a woman’s first ANC visit, the provider is expected to elicit a basic medical history to
assess the client for pre-existing risk factors. During observed consultations, the majority of first-visit
ANC clients were asked about their age (94 percent), date of last menses (97 percent), and any additional
information or problems related to prior pregnancies (98 percent). They were asked less often about any
complications during prior pregnancies (60 percent of clients with previous pregnancies) and what
medicines the client was taking (78 percent). Three-quarters of first-visit ANC clients were assessed for
all five of these items (Figure 6.5).°

® The denominator includes first-visit clients with no previous pregnancy (requiring only 4 of the items to be true),
as well as first-visit clients with a previous pregnancy (requiring all 5 items to be true). Because of the high
percentage of clients with no previous pregnancy that have all 4 items, the percentage with ‘all relevant’ items is
higher than 60 percent.
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Figure 6.5 Content of Client History Assessed for First-visit
ANC Clients (N=390)
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Monitoring progress of pregnancy

All ANC clients should receive periodic assessments to monitor the progress of their pregnancies
and to identify any danger signs or risk factors. This includes monitoring for both maternal and foetal
conditions, such as the assessment of blood pressure and vaginal bleeding. Figure 6.6 provides
information on the percentage of first-visit and all ANC clients who received these assessments during
their visits. Tables A-6.17 and A-6.18 provide this information by facility type.

Figure 6.6 ANC Assessments for First-visit (N=390) and All
Observed ANC Clients (N=859)
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Laboratory testing capability is necessary (and required in some cases) for facilities to be able to
provide certain screening and preventive interventions. If a facility itself does not have the capacity to
provide the service, it should have a referral system in place to provide ANC clients with access to the
service.

To meet defined minimum standards, each ANC visit should include the following components:
counselling on vaginal bleeding as a risk factor for which help should be sought, measuring blood
pressure, and conducting urinalysis to check for urine protein and glucose. First-visit clients should also
be tested for anaemia.

According to findings of the 2009 NHFC, providers are more likely to measure blood pressure,
conduct blood tests, or conduct urinalysis than to counsel clients about vaginal bleeding (Figure 6.6,
Table A-6.17).

All ANC clients (first-visit and follow-up clients) had their blood pressure measured during an
ANC visit (Table A-6.18). Ninety-four percent of first-visit and 70 percent of all observed ANC clients
had their blood tested for anaemia. However, across all facility types, only a small proportion of all ANC
clients (27 percent) were counselled or asked about vaginal bleeding (Figure 6.6). Six of every ten ANC
clients who were at least five months pregnant were asked if they felt foetal movements (Table A-6.18).

Three-quarters of all ANC clients were either given or prescribed iron pills or folic acid tablets.
Only half of observed ANC clients received explanations about the purpose of the iron or folic acid pills
(Table A-6.18).

Key Findings

Content of ANC: During ANC visits 94 percent or more of first-visit clients were asked about their
age, date of last menses, and any additional information or problems related to prior pregnancies; only
six of every ten who had ever been pregnant were asked about any complications during prior
pregnancies.

Assessment during visit: All ANC clients (first-visit and follow-up) had their blood pressure measured
during the observed ANC visit; Ninety-five percent of first-visit clients and two-thirds of all observed
ANC clients were tested for anaemia. Only one-quarter were asked or counselled about vaginal
bleeding.

Three-quarters of all ANC clients were either given or prescribed iron pills or folic acid tablets; only
half of observed clients received an explanation of their purpose.

6.4.2 Counselling to Promote a Healthy Outcome
Counselling topics

ANC providers are expected to routinely counsel clients on nutritional needs during pregnancy as
well as on signs and symptoms that may indicate a problem with the pregnancy. It is reasonable to assume
that all topics may not be discussed during every visit, since most women make multiple ANC visits.
Thus, the content of counselling for first and follow-up visits is assessed separately.

Observations reveal that nutritional issues were discussed during three-quarters of first-visit
consultations and only one-quarter of follow-up consultations (Figure 6.7). Progress of the pregnancy was
discussed with 55 percent of first-visit clients and with 45 percent of follow-up clients. Delivery plans
were discussed with 84 percent of first-visit clients but only 35 percent of follow-up clients.
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Unfortunately, delivery plans were discussed with only 42 percent of ANC clients who were at least eight
months pregnant. Exclusive breastfeeding was discussed with only 23 percent of ANC clients who were
at least eight months pregnant, although 70 percent of first-visit clients did receive such counselling.

Figure 6.7 Counselling Topics Discussed during Observed
First Visits (N=390) and Follow-up Visits (N=469) and with
ANC Clients at Least Eight Months Pregnant (N=288),
When Relevant
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Family planning after childbirth was even less widely discussed with ANC clients; it was
addressed with only four of every ten first-visit clients, with less than two of every ten follow-up clients,
and with just two of every ten clients who were at least eight months pregnant (Figure 6.7). Only three of
every ten ANC clients at least eight months pregnant received any counselling on pregnancy risk
symptoms.

Observed ANC clients were interviewed as they left the facility after receiving services. They
were asked, among other things, about health topics that were discussed during the current or previous
ANC visits to the facility. Three-quarters of interviewed clients reported that a provider discussed
delivery plans with them; four of every ten said that a provider discussed family planning, while seven of
every ten said that a provider discussed exclusive breastfeeding during the current or a previous ANC
visit (Figure 6.8).

Interviewed clients were also asked to mention specific warning signs that were discussed during
the current or any previous ANC visit. Forty-eight percent said that they had discussed warning signs and
symptoms of some kind during the current visit or previous ANC visits; however, few were able to name
specific danger signs that they had discussed. Vaginal bleeding was the most commonly mentioned
danger sign (36 percent of interviewed clients) (Figure 6.8). Other danger signs, such as fever, headache,
and swollen face or hands, were each mentioned by less than one of every ten interviewed ANC clients.
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Figure 6.8 Topics Reported by Interviewed Clients as Having
Been Discussed Either during This or a Previous ANC Visit
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Malaria is endemic in only certain parts of the country; therefore, information on malaria is not
expected to be a component of ANC counselling in most facilities. Information on insecticide-treated nets
(ITNs) and intermittent prophylactic treatment (IPT) is presented in Tables A-6.19.1 and 6.19.2.

Not surprisingly, only a small proportion of observed clients were counselled on ITNs. Only
16 percent of first-visit ANC clients received counselling on the importance of using ITNs (Table A-
6.19.1). These clients are mostly in Caprivi (84 percent), Kavango (14 percent), Kunene (12 percent),
Ohangwena (64 percent), Oshana (11 percent) and Oshikoto (27 percent) regions. Ten percent of first-
visit ANC clients were given an ITN free of charge, and mainly in Caprivi, Ohangwena and Oshikoto
regions.

In addition, only 12 percent of first-visit and 16 percent of follow-up ANC clients were either
prescribed or given IPT (Table A-6.19.2). There is some regional variation; ANC clients in Kavango,
Kunene, Ohangwena, Omusati and Oshikoto are more likely to have been given or prescribed IPT.

Key Findings

ANC Counselling: First-visit ANC clients, in general, received more extensive counselling in all
topics compared with clients on follow-up visits.

The counselling topics most commonly discussed with first-visit ANC clients were nutrition, delivery
plans and exclusive breastfeeding. The topic most commonly discussed with follow-up clients,
including clients at least eight months pregnant, was the progress of the pregnancy.

On average, counselling on family planning after childbirth and exclusive breastfeeding were the
topics least discussed with follow-up clients during observed ANC visits.
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6.4.3 Supporting a Continuum of Care

A continuum of care, including monitoring changes between visits, is important to quality ANC.
One of the more reliable ways to achieve a continuum of care is to maintain a record of relevant history
and findings, as well as of interventions or treatments provided. Frequently, health services are organised
so that a client’s vital signs (blood pressure and weight) are measured and the information recorded on the
client’s card or chart before the client sees the main ANC provider. Details on providers’ use of individual
client cards during ANC visits are provided in Table A-6.24.

Providers looked in the health passports of all first-visit clients during the consultation and also
wrote in the health passports of all first-visit ANC clients. Providers looked in the health passports of nine
of every ten follow-up clients during the consultation, to check history from previous visits; still,
providers ended up writing in the health passports of all observed follow-up clients.

Providers at MoHSS and mission/NGO facilities looked at and wrote in all clients’ health
passports. This pattern changes for private facilities, however. Providers in privately managed facilities
looked at the health passports of only 42 percent of first-visit clients, but they did write in the health
passports of all first-visit clients. For follow-up clients, providers in private facilities looked in and wrote
in the health passports of only 22 percent of follow-up clients.

Outcome of ANC visit
Information on the outcome of observed ANC visits is presented in Table A-6.25.

Eighty-four percent of all observed ANC clients went home after their meeting with the provider,
while 13 percent were referred elsewhere in the same facility. Intra-facility referrals were far more likely
at hospitals—65 percent of ANC clients observed at hospitals. Some regional differences stand out.
Clients were more likely to be referred within a facility in Khomas (53 percent), Kunene (22 percent), and
Hardap (20 percent) than in regions such as Caprivi, Oshana, and Otjozondjupa, where there were no
intra-facility referrals.

Overall, only 2 percent of observed ANC clients were referred to another facility, although in
Hardap region 13 percent of clients were referred elsewhere.

6.5 CLIENT OPINION OF SERVICE PROVISION
6.5.1 Major Problems during Visit

As part of the exit interview, observed ANC clients were asked their opinion of the services that
they had received and about any problems that they had encountered that day. The most common client
concern was the waiting time to see the provider, reported by 27 percent of interviewed clients (Table A-
6.26). There is little difference by type of facility. The interviewed clients did not consider other areas of
possible concern, such as availability of medicines, cost of services, and attitude of providers, to be major
problems.

6.5.2 Nearest Facility to Home
One of every ten interviewed ANC clients reported that the facility they were currently visiting
was not the one closest to their home. The most common reason cited by those clients for not visiting the

nearest facility to their home was that the nearest facility either had no services or poor services
(approximately three of every ten such clients) (Table A-6.27). The second most frequently cited reason
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was that the nearest facility was inconvenient to visit due to work (18 percent of clients for whom this
was not the closest facility).

Hardap region (22 percent), as well as Otjozondjupa and Omusati regions (both 13 percent), had
the highest proportion of clients who bypassed their closest facility. In both Hardap and Otjozondjupa the
vast majority (84 and 86 percent, respectively), of these clients reported that this was because their closest
facility had no or poor service.

6.5.3 Client Educational Characteristics

One of every ten observed ANC clients had no education; about one-quarter had primary
education; and two-thirds had secondary education (Table A-6.28). Clients interviewed in hospitals were
the most likely to have secondary education, while those interviewed in health centres and clinics were
more likely to have only primary education.

Two-thirds of clients with primary, informal, or no education at all can read and write, while one-
third cannot read or write.

6.6  AVAILABILITY OF DELIVERY SERVICES AND CAPACITY TO PROVIDE QUALITY DELIVERY CARE

The 2009 NHFC assessed the availability of emergency obstetric care, the presence of standards,
equipment, and supplies, and health system components to support quality delivery services. The
following aspects were assessed:

e Availability of delivery services

e Home delivery care practices

e Infrastructure and resources to support quality delivery services

e Practices related to signal functions

e Documentation of delivery procedures and outcomes
6.6.1 Availability of Delivery Services

Table 6.5 provides information on the availability of maternal health services as well as details on

the availability of emergency transport and services supporting safe home delivery. Additional
information on emergency maternity transportation systems is provided in Table A-6.29.
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Table 6.5 Availability of maternal health services
Percentage of facilities that offer specific maternity services, transportation for maternity emergencies, and services supporting safe home delivery and traditional
birth attendants (TBAs), by background characteristics, Namibia HFC 2009
Services supporting safe home
Facility-based maternity services delivery
ANC, normal Documented
ANC and delivery  Transportation official
Normal normal services, and  support for Any home program
Background Antenatal care  delivery Caesarean delivery Caesarean maternity delivery supportive of | Number of
characteristics (ANC) services section services section emergencies' services’ TBAs® facilities
Type of facility
Hospital 18 98 80 18 18 84 41 2 44
Health centre 93 83 2 80 0 89 37 17 46
Clinic 86 60 0 58 0 82 25 14 293
Managing authority
MoHSS 86 71 7 62 1 88 31 14 306
Mission/NGO 93 89 18 86 14 93 39 21 28
Private 29 27 20 4 2 47 4 0 49
Region
Caprivi 96 85 4 81 0 100 26 30 27
Erongo 56 41 13 22 0 72 25 3 32
Hardap 85 65 10 60 5 100 45 0 20
Karas 76 68 16 56 4 96 52 0 25
Kavango 95 79 5 73 4 93 43 18 56
Khomas 29 26 13 13 6 45 6 0 31
Kunene 89 89 11 79 0 86 11 4 28
Ohangwena 91 63 3 53 0 94 31 34 32
Omaheke 81 100 13 81 0 88 31 6 16
Omusati 84 63 4 57 2 73 18 22 49
Oshana 78 72 11 61 0 50 44 17 18
Oshikoto 91 64 14 55 5 95 14 14 22
Otjozondjupa 67 70 19 48 0 85 26 0 27
Total 79 67 9 56 2 83 28 13 383
! The facility has an ambulance, or there is a system in place whereby the facility provides some support for emergency transportation to a referral site.
* This may be either a routine service or services only for emergency cases.
* Any official activity with TBAs for which the facility has any documentation.

Normal delivery

Two-thirds of all facilities offer services for normal deliveries (Table 6.5). Normal delivery
services are universally available in hospitals (98 percent) but not as widely available in health centres
(83 percent) and clinics (60 percent). There is a large difference in availability of delivery services by
managing authority; only one-quarter of private facilities offer normal delivery services, compared with
nine of every ten mission/NGO facilities and seven of every ten MoHSS facilities. There are also notable
variations among regions; for example, all facilities in Omaheke region offer normal delivery services,
whereas only one-quarter of facilities in Khomas region and four of every ten facilities in Erongo region
offer services for normal deliveries.

Caesarean sections

Caesarean section deliveries are available in only a small proportion of facilities—only one of
every ten. As expected, mainly hospitals (80 percent) provide caesarean section services. Only 7 percent
of government facilities provide the service, compared with 18 percent of mission/NGO facilities and 20
percent of private facilities. This is because most government facilities are lower-level health centres that
are not expected to offer this service under normal circumstances. Overall, only 2 percent of all facilities
offer ANC, normal delivery services, and caesarean sections together.
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Transport for maternity emergencies

Transportation during maternity emergencies is crucial to the welfare of both the mother and
newborn. One way of improving outcomes during such emergencies is to provide rapid transport to a
facility where the appropriate service is available. Without a facility-supported emergency transportation
system, the expectant mother and her family are forced to find their own means of transport during an
emergency. Even when a facility does not offer delivery services but does offer ANC, it is desirable to
have emergency transport available. For many home deliveries, the facility where a woman receives ANC
may be the nearest health care delivery site where emergency help can be sought.

Eighty-three percent of all facilities have a system of emergency transportation’ to another
facility during maternity emergencies (Table 6.5). There is little variation among types of facilities in the
availability of such a system; however, private facilities are significantly less likely than facilities
managed by other authorities to have transportation support for maternity emergencies (47 percent of
private facilities versus 88 and 93 percent of MoHSS and mission/NGO facilities, respectively). Khomas
region has the smallest percentage of facilities with transportation support for maternity emergencies (45
percent).

Among facilities with transportation support for maternity emergencies, 27 percent have an
ambulance or other facility-based vehicle, and 86 percent report using a vehicle that is based at another
facility; 3 percent hire vehicles, and 16 percent have other arrangements to support the cost of emergency
transportation (Table A-6.29). Khomas region has one of the smallest percentages of facilities with an
ambulance or other facility-based vehicle among facilities that provide emergency transportation support.
Karas region is among the most prepared—96 percent of facilities have emergency transportation support
and, among those, 54 percent have an ambulance or other facility-based vehicle.

6.6.2 Domiciliary Care Practices

In Namibia most deliveries take place at health centres and hospitals. Although traditional birth
attendants (TBAs) are not officially recognised health care workers, they are present in the community,
and efforts are made to train them to refer pregnant women to health facilities and to assist in case of
emergency deliveries. Research has shown that every pregnancy is at risk; therefore, every pregnant
woman should receive skilled care during labour and delivery. The concept of domiciliary care operates
on the understanding that skilled care can be provided at the community level with linkages to facilities.

According to findings of the 2009 NHFC, only 28 percent of facilities in Namibia have services
supporting safe home delivery (Table 6.5). Hospitals (41 percent) and health centres (37 percent) are
relatively more likely than clinics (25 percent) to provide home delivery services. Further, MoHSS
(31 percent) and mission/NGO facilities (39 percent) are more likely than private facilities (4 percent) to
provide home delivery services.

Only 13 percent of facilities have documentation of official support for TBAs; the highest levels
of support are in Caprivi, Ohangwena, and Omusati regions, where between 22 and 34 percent of
facilities have official programs supportive of TBAS.

" The facility has an ambulance, or there is a system in place whereby the facility provides some support for
emergency transport to a referral site. Referral facilities are counted as having an emergency transportation system,
since they can provide all relevant services.
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Key Findings

Services for normal deliveries: Nearly seven of every ten facilities, mostly hospitals and health
centres, offer services for normal deliveries, A larger proportion of MoHSS and mission/NGO
facilities offer delivery services than do private facilities.

Caesarean sections: Only one of every ten facilities, mostly hospitals and private facilities
provides caesarean section.

Transportation support: MoHSS and mission/NGO facilities are more likely than private facilities
to have transportation support for maternity emergencies.

Home delivery services: About three of every ten facilities provide home delivery services.

6.6.3 Infrastructure and Resources to Support Quality Delivery Services

In addition to basic infrastructure that assures privacy and supports infection control, several
types of equipment and medicines are needed to support safe deliveries. Tables 6.6 and 6.7 provide
aggregate information on infrastructure, equipment, and supplies for basic delivery services, including
emergency medicines. Figures 6.9 through 6.11 summarise the individual items available, and Tables A-
6.30 through A-6.41 provide details on elements assessed for delivery services and on sterilisation and
high-level disinfection (HLD) procedures for delivery equipment. Figure 6.12 provides information on
equipment for emergency obstetric care. Information on supportive management and supervision is
provided in Tables A-6.42 through A-6.44.

Table 6.6 Availability of elements for quality delivery services
Among facilities offering delivery services, percentage that have infection control items, capacity for sterilisation
or high-level disinfection (HLD), infrastructure and furnishings, and other elements to support quality delivery
services, by background characteristics, Namibia HFC 2009
Percentage of facilities offering delivery services with:
All items for Capacity for  All delivery room All other Number of
Background infection sterilisation/ infrastructure elements to | facilities offering
characteristics control' HLD processing’ and furnishings® support quality* ' delivery services
Type of facility
Hospital 74 74 72 21 43
Health centre 66 8 45 13 38
Clinic 62 1 29 1 175
Managing authority
MoHSS 64 11 38 4 218
Mission/NGO 64 12 16 16 25
Private 77 62 92 23 13
Region
Caprivi 78 4 17 0 23
Erongo 77 38 54 8 13
Hardap 85 8 85 23 13
Karas 65 35 41 12 17
Kavango 82 7 20 9 44
Khomas 50 25 88 0 8
Kunene 72 8 4 4 25
Ohangwena 40 15 60 0 20
Omaheke 69 13 69 0 16
Omusati 71 10 29 3 31
Oshana 38 8 62 0 13
Oshikoto 29 14 14 14 14
Otjozondjupa 42 26 53 11 19
Total 65 14 38 6 256
' Soap and running water or else hand disinfectant, clean or sterile latex gloves, disinfecting solution for
decontaminating reusable items, and sharps box.
% In location where delivery services equipment is processed, equipment and knowledge of minimum processing
time for sterilizing or HLD processing and an automatic timing device were available.
? Bed, examination light, and privacy (both visual and auditory).
* Guidelines, partographs, and delivery provider on site or on call 24 hours a day, with duty schedule observed.
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Infection control

Infection is one of the most common causes of maternal and neonatal morbidity and mortality;
infection control practices are therefore essential for quality delivery care. Among facilities offering
delivery services, 65 percent had all the items for infection control® available in the delivery services area
on the day of the survey visit (Table 6.6, Table A-6.30). Hospitals were more likely than other facility
types to have all infection control items available. There were notable variations by region, in the
availability of all infection control items ranging from a low of 29 percent of facilities in Oshikoto to a
high of 85 percent of facilities in Hardap.

Although available at the delivery services site in 78 percent of facilities that offer delivery
services, disinfecting solution is the item most frequently missing among assessed items.

Covered waste receptacles with plastic liners, also considered important for infection control, are
available in only three of every ten facilities that offer delivery services. Overall, only two of every ten
facilities offering delivery services have all items for infection control and a waste receptacle at the
delivery services site.

Sterilisation of delivery equipment

The 2009 NHFC assessed the systems in place for the final processing and storage of delivery
equipment. Findings are presented in Table 6.6 and Tables A-6.31 through A-6.33.2.

Among facilities offering delivery services, 20 percent reported that they process equipment in
the facility (3 percent sterilise or high-level disinfect (HLD) delivery equipment in the delivery area and
17 percent do so in the main facility area), while 76 percent process their equipment outside the facility.
Four percent report that they do not process any equipment (Table A-6.31).° Among facilities offering
delivery services that process equipment in the facility, 56 percent use either dry heat or autoclave; 4
percent use boiling/steaming or HLD, and 40 percent report some type of sterilisation or HLD processing
but were missing either equipment or appropriate knowledge (Table A-6.32).

Thirty-seven percent of facilities offering delivery services that process equipment in the facility
have written guidelines for sterilisation or HLD processing available in the area where delivery equipment
is processed (Table A-6.32). Availability of guidelines for sterilisation or HLD processing varies by
facility type and managing authority. For example, guidelines are more likely to be available in hospitals
than in health centres and clinics, while MoHSS facilities are less likely than facilities managed by other
authorities to have guidelines.

Overall, by 2009 NHFC definitions,'® 14 percent of facilities that offer delivery services have the
capacity for sterilisation or HLD processing at the location where delivery service equipment is processed
(Table 6.6). Hospitals (74 percent) were more likely than other facility types, and private facilities (62
percent) were more likely than those managed by other facilities, to have the capacity to sterilise/HLD
delivery equipment. At the regional level sterilisation/HLD capacity ranged from a low of 4 percent of
delivery facilities in Caprivi to a high of 38 percent of delivery facilities in Erongo.

8 Soap and running water or else hand disinfectant, clean or sterile latex gloves, disinfecting solution for reusable
items, and, a sharps box.

® Sterilisation and HLD processing are part of a centralised process at the hospitals, hence the high proportions of
facilities that send equipment outside for sterilisation and HLD processing.

19In location where equipment for delivery services is processed, equipment and knowledge of minimum processing
time (and pressure, where applicable) for sterilising or HLD processing, and an automatic timer were all available.
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Infrastructure for delivery

Items to support quality delivery services were also assessed; findings are presented in Table 6.6
and Figure 6.9.

A bed, examination light, and privacy (both visual and auditory) are considered basic delivery
room infrastructure and equipment. Overall, 96 percent of facilities had privacy, and 84 percent had a bed
in the delivery area; however, only 47 percent had an examination light (Figure 6.9). Looking at
availability of all items together, only 38 percent of facilities that offer delivery services had all these
basic items available in the delivery area. Hospitals, private facilities, and facilities in Khomas and
Hardap regions were more likely than other facilities to have all assessed items. At the other end of the
scale, clinics, mission/NGO facilities, and facilities in Kunene were among the least likely delivery
facilities to have all assessed items.

Figure 6.9 Items to Support Quality Delivery Services
(N=256)

ODuty schedule not observed
W Duty schedule observed

Percentage of facilities offering delivery services

Visual Visual and  Delivery Examina- Blank Delivery Provider Provider
privacy auditory bed tion parto- protocols*  for delivery for delivery
only privacy light graphs onsite on call

24 hours 24 hours

* Essential maternal and neonatal care clinical guidelines for Namibia NHFC 2009

Elements to support quality delivery services

The partograph®' is promoted internationally as a way to improve the quality of care during
labour; it provides guidelines for the early identification of complications. Half of delivery facilities have
blank partographs available (Figure 6.9); they are more likely to be found at hospitals (91 percent) than in
health centres (68 percent) or clinics (36 percent) (Table A-6.30).

Regarding the actual use of partographs, 31 percent of interviewed delivery service providers
reported that they had used a partograph to monitor labour during the week preceding the visit, and
17 percent reported using it two to four weeks prior, but not in the past week (Table A-6.45). Thirty-five
percent reported last using a partograph more than six months before the survey. Five percent had never
used a partograph to monitor labour.

! The partograph is a tool that can be used by midwifery personnel to assess the progress of labour and to identify
when intervention is necessary.
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Only 19 percent of delivery service providers reported having received training on the use of the
partograph during the 12 months preceding the survey (Figure 6.13, Table A-6.43.1).

Guidelines and protocols on delivery were not widely available in facilities offering delivery
services; only 4 percent of facilities offering delivery services had delivery guidelines and protocols
available in the delivery service area (Figure 6.9).

In Namibia general practitioners (including medical officers), clinical officers, registered nurses
and midwives, enrolled nurses and midwives, and obstetricians/gynaecologists are the principal staff
members who provide delivery services in health facilities. Forty-six percent of facilities report having a
delivery service provider on site 24 hours a day; however, only 34 percent had a duty schedule to support
that claim (Figure 6.9). Only 14 percent of facilities report having a delivery service provider on call 24
hours a day; only 2 percent of facilities had a duty schedule to support that claim.

Key Findings

Infection control: Sixty-five percent of all facilities offering delivery services had all items for
infection control. Hospitals were more likely than other facility types, and facilities in Hardap region
are more likely than those in other regions, to have all assessed infection control items.

Processing of equipment: Seven of every ten delivery facilities sterilise/HLD process delivery
equipment in the facility; only one-quarter send delivery equipment outside for processing. By the
2009 NHFC definition, however, less than 15 percent of delivery facilities that report processing
delivery equipment at the facility have the capacity for sterilisation/HLD processing of delivery
equipment.

Only 10 percent of facilities offering delivery services and reporting that they process delivery
equipment at the facility have written guidelines for sterilisation or HLD processing available in the
area where delivery equipment is processed. Written guidelines for sterilisation or HLD processing are
available mainly in hospitals (40 percent).

Partographs: Half of delivery facilities have blank partographs available; they are more likely to be
available in hospitals (91 percent) than in health centres or clinics.

Availability of delivery service providers: One-third of delivery facilities report having a delivery
service provider on site 24 hours a day and had a duty roster available as evidence of that. Only 2
percent had a delivery service provider on call and had a supporting duty schedule.

Essential supplies for delivery services

Tables 6.7, Table A-6-35, and Figures 6.10 and 6.11 provide information on the availability of
essential supplies for normal delivery and the availability of additional medicines and supplies to manage
complications of delivery.

Scissors or a blade, cord clamps or ties, a suction apparatus, antibiotic eye ointment for the
newborn, and a disinfectant for cleaning the perineum are considered basic items for conducting a normal
delivery. Availability of individual items ranges from 65 percent of facilities having antibiotic eye
ointment for the newborn in the delivery room to 95 percent having scissors or a blade (Figure 6.10).
However, all these items are available in the delivery area in only 40 percent of facilities offering delivery
services (Table 6.7), including 84 percent of hospitals, 45 percent of health centres, and 29 percent of
clinics. Private facilities (54 percent) are more likely than MoHSS facilities (40 percent) and
mission/NGO facilities (32 percent) to have all of these essential supplies.
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Table 6.7 Availability of medicines and supplies for normal and complicated delivery

Percentage of facilities offering delivery services that have all essential supplies for
delivery and additional medicines and supplies for complications, by background
characteristics, Namibia HFC 2009

Additional medicines and Number of
All essential supplies for: facilities
Background supplies for Common Serious offering delivery
characteristics delivery! complications? complications® services
Type of facility
Hospital 84 88 91 43
Health centre 45 37 37 38
Clinic 29 29 25 175
Managing authority
MoHSS 40 38 34 218
Mission/NGO 32 40 48 25
Private 54 77 69 13
Region
Caprivi 22 39 61 23
Erongo 69 85 46 13
Hardap 69 69 38 13
Karas 41 65 41 17
Kavango 25 32 23 44
Khomas 75 75 50 8
Kunene 24 8 16 25
Ohangwena 15 15 35 20
Omaheke 81 63 25 16
Omusati 42 13 23 31
Oshana 31 23 38 13
Oshikoto 36 43 57 14
Otjozondjupa 63 74 79 19
Total 40 40 38 256

T Scissors or blade, cord clamp, suction apparatus, antibiotic eye ointment for newborn,
and skin disinfectant.

% Needles and syringes, intravenous solution with infusion set, injectable oxytocic, suture
material, and needle holder all located in delivery room area; oral antibiotic
(cotrimoxazole or amoxicillin) located in pharmacy or delivery room area.

? Injectable anticonvulsant (magnesium sulphate or diazepam) in delivery room area and
injectable antibiotic (penicillin or ampicillin or gentamicin) in delivery room area or
pharmacy.




Figure 6.10 Essential Supplies for Delivery (N=256)
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Figure 6.11 Additional Medicines and Supplies for Managing
Complications of Delivery (N=256)
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Additional supplies and medicines for complications

The MoHSS guidelines on emergency obstetric care state that facilities at the clinic and health
centre level should have equipment and drugs for obstetric emergencies (oxygen, lactated Ringer’s
solution, magnesium sulphate, hexoprenaline, phytonadione (Konakion), oxytocin (Syntocinon),
Syntometrine). District hospitals should in addition have equipment and drugs for obstetric emergencies,
and also a fully equipped resuscitation trolley and defibrillator. In addition to the equipment and drugs
required at the clinic and regional levels, Regional hospitals should also have the capacity to manage
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severe illness in pregnant women. National referral hospitals should have all the capabilities and the
capacity to manage extremely ill or difficult obstetric cases. In addition, a policy recommendation from
the MoHSS Report on Needs Assessment for Emergency Obstetrics Care is that selected health centres in
each health region should be upgraded to function as basic emergency obstetric care (BEmOC) facilities,
and at least one hospital in each region should be upgraded to provide comprehensive emergency
obstetric care (CEmOC), especially in the high population density areas in the north (MoHSS, 2006a).

To manage delivery complications, facilities need additional medicines and supplies, as discussed
above, beyond the essential supplies. Only four of every ten facilities offering delivery services had all
supplies™ to manage common complications (Table 6.7). These additional supplies and medicines are
available primarily in hospitals (88 percent) rather than in health centres (37 percent) or clinics (29
percent). Availability of the medicines and supplies for common complications varies significantly among
regions, with only 8 percent of facilities in Kunene but 85 percent of facilities in Erongo having them.
Private facilities (77 percent) were more likely than those managed by other authorities to have these
medicines and supplies.

All medicines and supplies for managing serious complications™ are available in 38 percent of
facilities that offer delivery services, with the highest levels found in hospitals (91 percent), private
facilities (69 percent), and facilities in Otjozondjupa (79 percent). MoHSS facilities (34 percent) are the
least likely to have the medicines and supplies for managing serious complications of delivery, probably
because the majority are lower-level facilities. Injectable anticonvulsants for controlling seizures in severe
pre-eclampsia and eclampsia are available in the delivery service area or pharmacy in 86 percent of all
facilities that offer delivery services, and injectable antibiotics (e.g., gentamicin) for treating sepsis are
available in 43 percent of such facilities, although only 29 percent keep them in the delivery area (Figure
6.11, Table A-6.35). Hydralazine, commonly used to manage elevated blood pressure during labour and
delivery, is found in the delivery areas of only 32 percent of facilities.

Key Findings

Equipment: Basic equipment and supplies for conducting normal deliveries (including scissors or
blades, cord clamps or ties, and a disinfectant) were all available in only 40 percent of facilities
offering delivery services. Hospitals, private facilities, and facilities in Omaheke are more likely than
other facilities to have these basic supplies on hand.

Emergency equipment

Facilities that manage complicated deliveries should have the capacity to offer comprehensive
essential obstetric care. In Namibia complicated deliveries are primarily managed in hospitals. Health
centres and clinics are expected to refer clients to designated referral facilities. In cases where life-saving
emergency obstetric care is required, the capacity to perform surgical procedures, including caesarean
sections, and to transfuse blood is essential.

Caesarean sections and blood transfusion services

Only 9 percent of all facilities—that is, 14 percent of delivery facilities—provide caesarean
section services (Table 6.5, Table A-6.36). Only 17 percent of delivery facilities offer blood transfusion

12 Needle and syringes, intravenous solution with infusion set, injectable oxytocic, suture material, and needle holder
in delivery room or area, and oral antibiotic either in delivery room or in pharmacy area.

3 Injectable anticonvulsant (magnesium sulphate or diazepam) in the delivery room area and injectable antibiotic
(penicillin or ampicillin or gentamicin) in delivery room area or pharmacy.
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services (Table A-6.36). Caesarean section and blood transfusion services are limited almost entirely to
hospitals (Table 6.5, Figure 6.12 and Table A-6.36). Because MoHSS facilities comprise mostly lower-
level facilities, it is not surprising that only 12 percent of MoHSS facilities (compared with 85 percent of
private facilities, for example) offer blood transfusion and 10 percent of MoHSS facilities provide
caesarean sections (compared with 77 percent of private facilities). Facilities in Khomas and Erongo are
more likely to offer these services than facilities in other regions, perhaps because these regions have
more private facilities.

The basic items needed to perform caesarean sections' are available at the service delivery site or
immediately adjacent in 86 percent of facilities that offer caesarean sections (Table A-6.37). Only about
half of these facilities, however, have an anaesthetist available (with observed duty schedule).

Figure 6.12 Emergency Equipment and Services Available in
Hospitals Offering Delivery Services (N=43)
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Assisted vaginal delivery

In Namibia medical officers and obstetrician/gynaecologists perform assisted vaginal deliveries.
Hospitals (63 percent) are the only facility type to have vaginal extractors for assisted vaginal deliveries.
Seven of every ten private facilities have this equipment (Table A-6.36).

Postabortion care

The ability to provide care for a woman after an incomplete abortion is vital to prevent
complications. To remove any retained products of conception, facilities should be able to provide manual
vacuum aspiration or dilatation and curettage (D&C) services. Vacuum aspirators and D&C Kits are
available in 7 and 9 percent, respectively, of all health facilities that offer delivery services; all of these
are hospitals (Table A-6.36).

4 Operating table and examination light, a scrub area next to or immediately adjacent to the operating room, and
sterilised instruments.
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Key Findings

Caesarean sections and blood transfusion services: These services are available mostly in hospitals,
and are most widely available in Khomas and Erongo regions.

Among facilities that provide caesarean sections, close to nine of every ten has all the needed
equipment to provide this service.

Assisted vaginal delivery and post-abortion care services also are almost exclusively available in
hospitals.

6.7 NEWBORN CARE PRACTICES

The 2009 Namibia HFC assessed newborn care practices and the availability of equipment and
supplies for supporting newborn care. The assessment noted the availability of emergency respiratory
support units (an infant-sized Ambu bag) and external heat sources (including incubators, or heat lamp) to
maintain body heat in infants, especially premature newborns. Details on emergency support for
newborns and on newborn care practices are provided in Tables A-6.36, A-6.38, and Figure 6.12.

Equipment

Six of every ten facilities offering delivery services have an emergency respiratory support
system for the newborn (Table A-6.36). Hospitals (95 percent) and health centres (82 percent) are more
likely than clinics to have emergency respiratory support available. Facilities in Caprivi and Kavango are
the least likely to have this service (26 and 30 percent). Also, private facilities (92 percent) are more
likely than MoHSS facilities (61 percent) and mission/NGO facilities (60 percent) to have a respiratory
support system for newborns.

An external heat source™ is available in only 26 percent of facilities offering delivery services. A
heat source is most likely to be available in hospitals (98 percent), private facilities (85 percent), and
facilities in Khomas (75 percent) (Table A-6.36). Facilities in the Caprivi, Kunene, and Omusati regions
are less likely than facilities in other regions to have an external heat source.

Newborn care practices

Using catheter suction to stimulate respiration in newborns that are in some distress is a common
practice in many health facilities. This should not be a routine practice, however, since it may injure the
newborn and also may increase the risk of mother-to-child transmission of HIV if the mother is infected
with HIV. Among facilities offering delivery services, 45 percent report routinely using catheter suction
(Table A-6.38). This practice is more common in hospitals (65 percent) and health centres (63 percent)
than in clinics (35 percent).

Hypothermia contributes to the morbidity and mortality of newborns. It can be prevented by
avoiding a full-immersion bath during the first few hours after birth and instead drying the newborn and
either immediately giving the infant to the mother for skin-to-skin contact or else wrapping the newborn
in a warm blanket. Overall, four of every ten facilities that offer delivery services report routinely
practicing full-immersion bathing. The practice is more common in hospitals (86 percent) than in other
facility types.

> An incubator or heat lamp
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Since low birth weight is a risk indicator for infant death, weighing the newborn provides
information essential to postnatal care. Although 90 percent of facilities indicate that they routinely weigh
newborns, only 78 percent have a functioning infant scale in the delivery service area.

Vitamin A supplementation in poorly nourished children has been shown to decrease the risk of
infection and death. Newborns can receive a healthy amount of vitamin A through breast milk, but
pregnant women are also at risk of developing vitamin A deficiency and therefore need vitamin A
supplementation after delivery. Eighty-five percent of facilities report routinely providing vitamin A to
new mothers. Eighty-three percent of facilities have vitamin A available in the delivery area and
95 percent have vitamin A available either in the delivery room or in the pharmacy.

Ninety-one percent of delivery care facilities routinely provide newborns with Bacillus Calmette-
Guérin (BCG) vaccine for tuberculosis and oral polio vaccine (OPV).

Worldwide, exclusive breastfeeding is promoted; providing prelacteal liquids is discouraged. As
noted previously (Figure 6.7), seven of every ten first-visit ANC clients were counselled on exclusive
breastfeeding, but only one-quarter of ANC clients who were at least eight months pregnant were
counselled on exclusive breastfeeding. Providing prelacteal liquids to infants is practiced in only 6
percent of facilities.

Rooming-in, where the infant stays with the mother to promote breastfeeding and mother-child
bonding, is practised in 87 percent of health facilities. Rooming-in is practised at all hospitals and health
centres and at eight of every ten clinics.

Key Findings

Emergency respiratory support: Emergency respiratory support for newborns is available at six of
every ten health facilities that offer delivery services and is nearly universal in hospitals.

Newborn practices: Practices that are considered supportive of newborn health, such as weighing the
infant, providing vitamin A to the mother, and rooming-in, are common in Namibia.

As for potentially harmful practices, routine suctioning of a newborn with a catheter is carried out by
just under half of delivery facilities, especially the hospitals and health centres. Providing prelacteal
fluids to newborns is uncommon.

6.8  MANAGEMENT PRACTICES SUPPORTIVE OF QUALITY DELIVERY SERVICES

Tables 6.4 and 6.8 provide information on management practices related to delivery services.
Table A-6.34 provides information on the availability of delivery service providers. Tables A-6.41
provides information on charging of fees for delivery services while Table A-6.42 provides information
on supportive management for providers of delivery services. Appendix Tables A-6.43.1 through A-6.44
provide information on supervision and staff development from the provider’s perspective.
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Table 6.8 Management practices supportive of quality facility-based delivery services
Among facilities offering delivery services, percentage with up-to-date client registers, documentation of delivery coverage, mortality review,
and user fees, and percentage where interviewed providers of delivery services report receiving routine training and supervision, by
background characteristics, Namibia HFC 2009
Percentage of facilities
where staff report
Percentage of facilities offering delivery services with: receiving routine:
Facility Number of
review of facilities with
Documenta- ~ maternal Number of interviewed
Observed tion of and/or facilities Training providers of
up-to-date  monitoring newborn offering related to normal
Background delivery delivery deaths or  User fee for delivery delivery Personal delivery
characteristics register’ coverage near-misses delivery services services? supervision® services*
Type of facility
Hospital 98 0 70 81 43 51 91 43
Health centre 76 29 32 63 38 32 89 37
Clinic 29 15 7 49 175 42 77 162
Managing authority
MoHSS 45 16 19 54 218 42 80 207
Mission/NGO 48 12 36 60 25 42 100 24
Private 77 0 23 92 13 55 64 11
Region
Caprivi 57 17 4 39 23 52 81 21
Erongo 77 0 15 69 13 54 92 13
Hardap 77 38 31 77 13 23 85 13
Karas 88 35 24 76 17 71 82 17
Kavango 36 14 27 52 44 40 76 42
Khomas 63 0 38 75 8 29 71 7
Kunene 28 8 12 32 25 29 63 24
Ohangwena 25 0 20 90 20 26 84 19
Omaheke 63 31 13 81 16 46 100 13
Omusati 23 10 16 42 31 48 90 29
Oshana 23 0 15 31 13 33 83 12
Oshikoto 57 14 36 43 14 62 100 13
Otjozondjupa 63 26 37 63 19 32 63 19
Total 47 15 21 56 256 42 81 242
! Register has an entry in the past 30 days that at minimum indicates delivery outcome.
2 A facility has routine staff training if at least half of interviewed providers reported that they had received pre- or in-service training related
to their work during the 12 months preceding the survey. This refers to structured sessions and does not include individual instruction
received during routine supervision.
3 A facility has routine staff supervision if at least half of interviewed providers reported that they had been personally supervised at least
once during the six months preceding the survey.
* Includes only providers of delivery services in facilities offering delivery services.

6.8.1 Facility Documentation and Records

A delivery register is considered up-to-date if there is an entry in the past 30 days (based on the
assumption that there should be at least one delivery per month in facilities that provide the service) and if
the entry describes the birth outcome. About one-half of facilities offering delivery services had an up-to-
date delivery register available (Table 6.8). Up-to-date delivery registers were available in almost all
hospitals and in three-quarters of health centres but in only three of every ten clinics.

Facilities frequently have catchment populations for whom they are responsible for providing
services. The 2009 Namibia HFC assessed whether facilities have any documentation indicating that they
monitor the proportion of deliveries in their catchment area that take place under skilled care (or, for some
programme strategies, deliveries that are attended by skilled providers affiliated with the facility). Only
15 percent of facilities offering delivery services had documentation showing that they monitor delivery
coverage in their catchment areas (Table 6.8). Although all levels of health facilities have poor
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documentation, hospitals fared worst (0 percent). No facilities in Erongo, Khomas, Ohangwena, or
Oshana regions had documentation of monitoring coverage.

6.8.2 Systems for Quality Assurance, Including Maternal Death Reviews

One indicator of quality assurance for delivery services is systematic review of all maternal
and/or newborn deaths or near-misses to identify avoidable factors contributing to these deaths. This
helps to develop interventions that prevent the occurrence of deaths in future. While the 2009 NHFC did
not assess the quality of these review programmes, it did enquire whether facilities implemented the
process or not. Overall, only two of every ten facilities providing delivery services conduct reviews of
maternal and/or newborn deaths or near-misses (Table 6.8). The practice is most common in hospitals (70
percent) that provide delivery services. These reviews are least likely in private facilities (23 percent) and
in facilities in the regions of Caprivi (4 percent), Erongo (15 percent), Kunene (12 percent), Omaheke (13
percent), Omusati (16 percent), and Oshana (15 percent).

6.8.3 Practices Related to User Fees

Fifty-six percent of facilities offering delivery services charge some form of user fees for
delivery-related services (Table 6.8). Private facilities (92 percent) are more likely to charge user fees
than are MoHSS facilities (54 percent) or mission/NGO facilities (60 percent). These fees are more likely
to be charged in facilities in Ohangwena (90 percent) than in other regions. By type of facility, hospitals
(81 percent) and health centres (63 percent) are more likely than clinics (49) to charge user fees.

Three percent of delivery facilities charge a fixed fee covering both ANC and normal delivery
services, while about 8 percent charge for medicines, and 4 percent charge for laboratory tests (Table A-
6.41). Thirty-two percent report that they have discounts or exemptions for delivery services.

Among the facilities that routinely charge for delivery services, one-quarter publicly post all the
fees.

6.8.4 Training and Supervision

A facility is defined as providing routine staff development activities if at least half of the
delivery service providers interviewed said that they had received structured training relevant to delivery
services during the 12 months preceding the assessment. Only formal pre-service and in-service training
is considered relevant and not individual instruction that occurs during routine supervision.

Only 42 percent of facilities meet these criteria, including half of hospitals, 42 percent of clinics,
and 32 percent of health centres (Table 6.8). Private facilities (55 percent) are more likely to provide staff
development than MoHSS and mission/NGO facilities (each 42 percent). Facilities in Karas (71 percent)
and Oshikoto (62 percent) stand out as more likely than facilities in other regions to provide routine staff
development.

Figure 6.13 presents information on the specific training topics reported by interviewed providers
and when this training was offered. Between 13 and 32 percent of interviewed providers reported
receiving training on specific topics (such as delivery care or use of the partograph) during the 12 months
preceding the survey. Providers were most likely to have recently received HIV/AIDS-related training,
such as preventing mother-to-child transmission (PMTCT) (32 percent of interviewed providers) and
modified obstetric practices related to HIV/AIDS (29 percent of providers).
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Figure 6.13 Training Received by Interviewed Delivery
Service Providers, by Topic and Timing of Most Recent
Training (N=543)
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A facility is defined as having routine staff supervision if at least half of the interviewed delivery
service providers reported being personally supervised during the six months preceding the survey. Eight
of every ten delivery facilities meet that criterion (Table 6.8).

Key Findings

Up-to-date client registers: Nearly half of facilities offering delivery services had up-to-date delivery
registers available. Delivery registers are universally available in hospitals.

Only 15 percent of facilities offering delivery services have documentation showing that they monitor
delivery coverage in their catchment areas. Although all levels of health facilities have poor
documentation, hospitals fare worst (0 percent).

Review of maternal deaths: Only two of every ten facilities offering delivery services conduct reviews
of maternal and/or newborn deaths or near-misses. Those that do are mainly hospitals.

Staff development: Only four of every ten delivery facilities provide routine staff development, while
eight of every ten facilities provide personal supervision.

6.9 AVAILABILITY OF EMERGENCY OBSTETRIC CARE
6.9.1 The Signal Functions for EnOC

Outcome indicators of maternal health, such as the maternal mortality ratio, require large
numbers of observations in the denominator, and they are only amenable to change in the long term, over
a minimum of four to five years. In recognition of these limitations, process indicators have been
developed that better facilitate data collection and interpretation. These indicators, called the UN Process
Indicators, which have been accepted by UN organisations, measure certain types of obstetric services
that have a direct bearing on maternal outcomes, including mortality and morbidity. Availability of these
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critical services, or ‘signal functions’, is proven to significantly reduce maternal deaths and improve birth
outcomes for the newborn. They consist of:

1. Administration of parenteral antibiotics

2. Administration of parenteral oxytocic drugs

3. Administration of parenteral anticonvulsants for pre-eclampsia and eclampsia
4. Manual removal of the placenta

5. Removal of retained products of conception

6. Assisted vaginal delivery

7. Blood transfusions

8. Surgery (caesarean section)

Facilities are considered basic EmOC if they provide first six functions over a designated 3-
month period and comprehensive EmOC if they provide all eight functions over a designated 3-month
period.

The 2009 NHFC examined the availability of EmOC services among hospitals, health centres,
and clinics that provide delivery services. Since clinics are not expected to provide comprehensive
emergency obstetric services, they are excluded from subsequent analysis. Table 6.9 and Figure 6.14
show the proportion of hospitals and health centres offering delivery services that reported 1) ever
performing the signal functions and 2) performing any of these signal functions at least once during the
three months preceding the assessment.

According to findings of the assessment, for hospitals and health centres there are substantial
differences in the proportions reporting that they ever perform these signal functions and the proportions
that performed any of the signal functions at least once during the preceding three months (Table 6.9,
Figure 6.14).

Hospitals are more likely to have performed any of the signal functions than health centres. There
is no clear pattern by managing authority. According to report, the signal functions most often performed
at least once during the three months preceding the assessment were administration of parenteral oxytocic
drugs (59 percent), administration of parenteral antibiotics (47 percent), and caesarean section
(38 percent) (Table 6.9).

None of the assessed facilities reported performing all of the first six signal functions in the three
months preceding the assessment.
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Table 6.9 Signal functions for emergency obstetric care
Among hospitals and health centres offering delivery services, percentage that report performing the signal functions for emergency obstetric care
(EmOCQ) at least once during the three months preceding the survey, by background characteristics, Namibia HFC 2009
Percentage of hospitals and health centres that administered or carried out: Number of
Assisted hospitals and
Anti- Manual ~ Removal of  vaginal health centres
Background Parenteral ~ Parenteral convulsants/ removal of  retained delivery Blood Caesarean offering delivery
characteristics antibiotics ~ oxytocics  sedatives placenta products (AVD) transfusion section services
Type of facility
Hospital 72 93 42 33 35 30 47 70 43
Health centre 18 21 5 11 0 0 0 3 38
Managing authority
MoHSS 44 57 28 25 15 10 26 28 61
Mission/NGO 60 60 30 10 20 20 20 50 10
Private 50 70 0 20 40 50 20 90 10
Region
Caprivi 25 50 50 25 0 0 25 25 4
Erongo 67 83 17 67 33 17 50 67 6
Hardap 75 100 75 25 50 0 25 50 4
Karas 57 57 29 14 29 14 14 43 7
Kavango 33 50 25 17 8 8 17 17 12
Khomas 75 100 50 25 50 25 75 100 4
Kunene 50 67 0 0 17 0 17 50 6
Ohangwena 60 80 0 60 20 0 20 0 5
Omaheke 67 33 33 67 0 0 0 67 3
Omusati 33 56 22 0 0 11 11 22 )
Oshana 17 33 17 0 0 17 17 33 6
Oshikoto 50 50 17 0 50 33 33 33 6
Otjozondjupa 44 44 22 33 11 56 33 44 9
Total 47 59 25 22 19 16 25 38 81
Note: None of the hospitals and health centres offering delivery services reported administering or carrying out all six basic emergency obstetric care
procedures (BEmOC), i.e., all of the first six procedures (left to right), in the three months preceding the survey. Similarly, none reported applying or
carrying out all eight comprehensive emergency obstetric care procedures (CEmOCQ), i.e., all Basic EnOC procedures plus blood transfusion and
caesarean section, in the three months preceding the survey.

Figure 6.14 Emergency Obstetric Practices in Hospitals and
Health Centres Offering Delivery Services (N=81)
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Key Findings

Signal functions: Hospitals are most likely to apply or carry out signal functions for emergency
obstetric care.

None of the hospitals or health centres reported applying or carrying out all of the eight or six signal
functions in the three months preceding the assessment.
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STIs, TUBERCULOSIS, AND MALARIA 7

Dalleen McToyah Withooi, Yvonne Benetha Bayer, Igna Kahundu Simataa,
Calvin Mulemwa Kulatau

7.1 BACKGROUND

7.1.1  NHFC Approach to Collection of Information on Services for Sexually Transmitted
Infections, Tuberculosis, and Malaria

Sexually transmitted infections

Sexually transmitted infections (STIs) are a public health concern all over the world. They cause
a great deal of morbidity and facilitate transmission of HIV (Wasserheit, 1992). The impact of STIs on
health can be severe and life-threatening. Potential consequences include pelvic inflammatory disease
(PID); infertility in both women and men; ectopic pregnancy; and adverse pregnancy outcomes such as
miscarriage, stillbirth, preterm birth, and congenital infection. Although most STIs can affect both men
and women, the consequences in women are more common and more severe than those in men. It is
estimated that in developing nations STls are the second leading cause of poor health among women age
15-44 (Musgrove, 1993).

Conventional STIs and HIV infection share similar risk factors, and an untreated STI can increase
a person’s chances of becoming infected with HIV during unprotected sex with an HIV-positive partner.
In fact, the two most significant factors contributing to the horizontal spread of HIV are 1) presence of an
STI and 2) having more than one sexual partner. STIs are of critical concern in Namibia, being one of the
countries in sub-Saharan Africa most affected by the HIVV/AIDS epidemic. According to Namibian health
information system reports, STIs accounted for 3 percent of all outpatient visits in 2006 (MoHSS, 2006b).
This figure does not include patients attending private health facilities and clients obtaining services
through the informal health sector, and thus it may underestimate the burden of STIs in Namibia.

Because there is a certain degree of stigma associated with STIs, some clients with symptoms of
an STI may be reluctant to seek care. Effective case management, however, is the pillar of any STI
prevention and control programme.

Tuberculosis

Tuberculosis (TB) is the seventh most significant cause of premature mortality and disability
worldwide. With the advent of HIV/AIDS, TB, especially multidrug-resistant tuberculosis (MDR-TB), is
re-emerging as a communicable disease of public health significance. This is because TB is one of the
most common opportunistic infections for people with AIDS. Because of the powerful interaction
between TB and HIV, the incidence of TB is rising in sub-Saharan Africa and may rise in Asia, although
globally it has shown a tendency to decline (WHO, 2007). TB, while curable, is the most common cause
of death from infectious diseases worldwide, and Namibia continues to have one of the highest TB case
notification rates in the world. Recognizing the significant impact of HIVV on the Namibian people, the
government of the Republic of Namibia aims to reduce TB prevalence to a level at which it is no longer a
public health problem by 2015. To achieve this goal, the national tuberculosis and leprosy programme is
guided by the Second Medium Term Strategic Plan for Tuberculosis and Leprosy (2010-2015).
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Malaria

Malaria is a disease that disproportionately affects sub-Saharan Africa. Some 90 percent of cases
occur in the region. Every year, malaria affects an estimated 300-500 million people worldwide, resulting
in over one million deaths. Although the disease affects all age groups, pregnant women and young
children are at highest risk of death if infected.

Despite the still large numbers, malaria incidence has shown a continued downward trend in
Namibia since 2001. As a result, Namibia, along with Botswana, South Africa, and Swaziland, is
considered a low-transmission country with the potential to move into the malaria elimination phase over
the next five to seven years.

Malaria control is coordinated by the MoHSS National Vector Disease Control Programme
(NVDCP), with local activities implemented by regional health offices. NVDCP has a National Malaria
Policy (MoHSS, 2005) and a Roll Back Malaria (RBM) strategic plan in place. A new National Malaria
Elimination Strategy has been developed to cover the years 2009-2013.

Considering the impact of STIs, TB, and malaria on the health of Namibia’s people, it is of
utmost importance that the health care system appropriately prevents, diagnoses, and treats these diseases.
This chapter uses data from the 2009 NHFC to address the following central questions:

e To what extent are STI services available, and to what extent do facilities offering STI
services have the capacity to support quality STI services?

e To what extent do STI service providers adhere to standards for good quality service
provision?

e Do facilities have management practices that support good quality STI services, and how do
clients feel about the STI services offered?

e To what extent are TB services available, and to what extent do facilities offering TB services
have the capacity to implement the directly observed therapy, short course (DOTS) strategy?

o Do facilities have management practices that support good quality TB services?
o Do facilities have the resources and supplies to diagnose and manage TB?
e To what extent are facilities able to offer TB/HIV services?

e To what extent are malaria services available, and to what extent do facilities offering malaria
services have the capacity to support quality services?

o Do facilities have trained providers to provide quality malaria services?

e To what extent are insecticide-treated nets (ITNs) available in facilities and to what extent are
they distributed free of charge to antenatal care (ANC) clients?
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7.1.2 Health Situation Regarding STIs in Namibia

WHO estimates that worldwide over 340 million new cases of four curable STIs—gonorrhoea,
chlamydia, syphilis, and trichomoniasis—occurred in 1999 in men and women age 15-49.

In the 2006-07 Namibia Demographic and Health Survey (NDHS), 7 percent of women and 4
percent of men reported having an STI or symptoms suggestive of an STI in the 12 months preceding the
survey (MoHSS and Macro International, 2008). More than 60 percent of these people reported having
sought medical advice or treatment for the STI/symptoms. In the 2005/06 fiscal year, 80,000 people in
Namibia were treated for new STIs. Considering the percentage of people with symptoms who seek
medical advice or treatment, the actual number of cases was likely significantly higher. STIs as a whole
rank eighth among all conditions for which people seek hospital consultations in Namibia. According to
the Namibian health information system, STIs accounted for 3 percent of all outpatient department (OPD)
attendances in 2006. This figure does not include partner(s) who are referred for treatment or patients
attending private health facilities and the informal sector.

STI services are widely available at all types of facilities in the country, and guidelines and
policies have been developed to address the case management of STIs. In fact, in April 1999 the Ministry
of Health and Social Services (MoHSS) published national guidelines for management of STIs, which use
the syndromic approach.

7.1.3 Health Situation Regarding Tuberculosis in Namibia

The World Health Organization estimates that in 2009 there were 9.4 million new TB cases
worldwide (WHO, 2010). An estimated 11-13 percent of new cases were HIV-positive and the African
Region accounted for approximately 80 percent of these cases. Globally, there were approximately 1.3
million TB-related deaths among HIV-negative people and 380,000 TB-related deaths among HIV-
positive people.

During the period from January to December 2009, Namibia reported 13,332 TB cases of all
forms of TB, which translated into a case notification rate of 634 per 100,000 population, compared to
13,737 cases reported in 2008 (CNR 665/100,000) (MoHSS, 2010a). The regions of Karas, Erongo, and
Hardap continue to have the highest numbers of case notification rates of all forms of TB, while Khomas,
Kavango, and Erongo still have the highest disease burden. During the last ten years, an average of 1,200
people have died from TB each year in Namibia.

Using the DOTS strategy, the internationally recommended strategy for TB control, cure rates of
80 to 90 percent have been achieved globally for passively diagnosed cases of smear-positive pulmonary
TB. Based on the successes of these programmes, WHO has adopted DOTS as its strategy for global TB
control.

! These are the most recent available data. New estimates, through 2005, are under development for publication.
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The national and global target for TB case management is to achieve a treatment success rate of
at least 87 percent among new patients with infectious TB (MoHSS, 2010a). According to the latest
country TB data, which shows a treatment success rate of 82 percent among new sputum smear positive
PTB cases in the cohort of 2008 (an improvement from 76 percent in 2006), Namibia is demonstrating
progress towards achieving the target of an 87 percent treatment success rate. The defaulter rate in this
category has dropped to 4 percent from the previous 5 percent, while the case fatality rate increased
slightly to 6 percent from 5 percent previously. TB treatment results for all forms of TB for the 2008
cohort shows that about one in every six TB patients failed and discontinued treatment, and about one in
every ten patients died during treatment. In addition, Namibia is experiencing an emerging burden of
drug-resistant TB, including extensively drug-resistant TB (XDR-TB), which was first reported in 2007.
The standard first line anti-TB treatment is increasingly becoming ineffective because patients are
developing drug-resistant tuberculosis.

The generalised HIV epidemic, along with other socio-economic factors, compounds the effects
of TB in Namibia (MoHSS, 2010a). Provider-initiated HIV counselling and testing (PICT) for TB
patients is therefore one of the key TB/HIV collaborative interventions. Coverage of HIV testing for TB
patients continues to improve, with 74 percent of TB patients registered in 2009 with a known HIV status
result, compared to 67 percent in the previous year. The actual proportion of patients tested is likely to be
higher since some patients are tested later in the course of their TB treatment in addition to those tested
through PICT or tested prior to attending TB Care. The prevalence of HIV among tested TB patients in
2009 remained stable at 58 percent compared to 59 percent in 2008. These national figures mask regional
variations in both testing rates and HIV prevalence among TB patients. The proportion of patients with
known HIV status ranges from 96 percent in Kunene region to 59 percent in Khomas region, while the
prevalence of HIV among TB patients was between 75 percent in Caprivi region and 40 percent in
Omaheke region.

There also has been significant improvement in HIV care for TB/HIV patients (MoHSS, 2010a).
Although the percentage of HIV-positive TB patients starting cotrimoxazole preventive therapy (CPT)
decreased to 78 percent in 2009 from 98 percent in 2008, there was an overall increase from 31 percent in
2007. Furthermore, 35 percent of the HIV-positive TB patients either commenced or continued
antiretroviral therapy (ART) in 2009 compared to 37 percent in 2008.

7.1.4 Health Situation Regarding Malaria in Namibia

Sub-Saharan Africa carries 90 percent of the global burden of malaria (Ministry of Health and
Social Services, National Malaria Policy, March 2005). In Namibia, malaria remains a major health
problem, with more than 600,000 cases recorded every year. As noted in the 2006-07 NDHS, malaria was
the leading cause of illness and death from 1999 to 2002. It continues to be a public health concern in the
country. Sixty-five percent of the Namibian population lives in malaria endemic regions and thus is at risk
of malaria. The rest of the country is virtually free of malaria.

The average annual incidence of malaria for the years 1993-2003 was 212 per 1,000 population
nationwide and ranged from 943 per 1,000 population in Kavango to less than 1 per 1,000 population in
the non-endemic regions of Karas and Hardap. The incidence of malaria is two to three times higher
among children under the age of five years than in the rest of the population. Although local data are not
available, it is well established that pregnant women are also at higher risk of malaria than most other
people.

The government of Namibia has instituted a number of initiatives to control malaria, including
changing the first-line treatment of malaria from the ineffective chloroquine and sulphadoxine/
pyrimethamine (SP, or Fansidar) to artemisinin-based combination therapy and distributing insecticide-
treated mosquito bed nets to pregnant women and children under age 5. Unfortunately, the ITN
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distribution programme has not been very effective; one of the major obstacles is the shortage of
resources for distribution to the intended recipients in the affected communities.

7.2 AVAILABILITY OF STI SERVICES

Integrating STI diagnosis and treatment into routine or relevant health services increases
opportunities for case detection and follow-up on treatment. The 2009 NHFC assessed STI service
availability and service delivery conditions in Namibian health facilities. Most commonly, clients seeking
health care specifically for symptoms of STIs are seen in a general outpatient department. Clients seeking
services for ANC or family planning may also obtain STI services, such as screening and treatment, from
these service sites. Integrating STI screening and treatment into ANC and family planning may increase
early detection and improve follow-through on treatment because clients may be more comfortable
discussing STI symptoms during a regular ANC or family planning visit with a familiar provider. If
clients must go elsewhere for STI services, they are more likely to decide not to seek follow-up care.

Table 7.1 provides information on the availability of STI services. Tables A-7.1 through A-7.3
provide additional information on the availability of STI services and on whether facilities have the
systems and items needed to support quality counselling and examination. Table A-7.4 provides
information on user fees for STI services.

Table 7.1 Availability of services for sexually transmitted infections

Percentage of facilities offering services for sexually transmitted infections (STls) and, among these, percentage where STI services are provided in the
indicated service area and percentage where STl services are offered five or more days per week, by background characteristics, Namibia HFC 2009

Percentage of facilities offering STI services in: Percentage of

facilities where

Percentage of Primary service location' Family services for STls | Number of
facilities offering General planning  Antenatal ~ OPD, FP,  are available at = facilities
Background STl services asa =~ Number of  outpatient Special  (FP) service care (ANC) and ANC  least 5 days per | offering STI
characteristics primary service | facilities  department  clinic? area’ service area’ service areas week services
Type of facility
Hospital 71 45 88 6 25 13 0 78 32
Health centre 98 47 96 2 61 76 52 85 46
Clinic 97 295 94 2 88 84 72 76 285
Sick bay 78 9 100 0 14 0 0 86 7
Managing authority
MoHSS 99 306 93 3 81 80 67 77 302
Mission/NGO 100 28 93 7 71 79 64 71 28
Private 59 49 93 0 76 48 31 86 29
MoD/Police 85 13 100 0 18 9 9 91 11
Region
Caprivi 96 28 70 11 89 96 59 89 27
Erongo 92 36 94 3 61 55 39 76 33
Hardap 100 21 100 0 76 71 62 76 21
Karas 88 25 95 5 73 77 55 68 22
Kavango 100 57 98 0 81 84 74 86 57
Khomas 67 33 91 9 64 36 27 95 22
Kunene 100 28 89 4 89 89 79 79 28
Ohangwena 100 32 91 0 81 84 69 78 32
Omaheke 94 16 100 0 100 87 87 67 15
Omusati 96 49 96 2 81 77 66 89 47
Oshana 90 20 94 0 67 72 50 89 18
Oshikoto 95 22 95 5 90 90 90 71 21
Otjozondjupa 93 29 100 0 67 52 44 30 27
Total 93 396 94 3 78 75 62 78 370

! Services may be available at multiple sites in the same facility if they are integrated. In small facilities one service site and one provider may provide

services for general outpatients, ANC, and FP clients. The two columns do not add up to 100 percent because of missing values.

? These could be specialised STI clinics in the facility. In some cases the specialised clinic is the gynaecologic clinic for females and the urology clinic for

males.
* In these facilities providers of FP and ANC services are reported to routinely diagnose and treat STI.
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STI services may include diagnosis only, treatment only, or both diagnosis and treatment.
According to findings of the 2009 NHFC, 93 percent of health facilities in Namibia offer STI services
(Table 7.1). Practically all health centres and all clinics offer STI services, compared with seven of every
ten hospitals and approximately eight of every ten sick bays. Among facilities offering STI services, 94
percent offer STI services as part of general outpatient curative services, and only 3 percent offer the
services through special STI clinics. STI services are integrated into family planning services in 78
percent of facilities and into ANC services in 75 percent of facilities. About six of every ten facilities that
offer STI services make STI services available in all three areas: general outpatient, family planning, and
ANC. Health centres and clinics are the facility types most likely to integrate STI services with family
planning and ANC services.

Seventy-eight percent of facilities offering STI services have services available at least five days
per week.

Key Findings

STI service availability: Nine of every ten facilities in Namibia offer STI services. In almost all these
facilities, STI services are part of general outpatient curative services. Specialised STI clinics are rare.

About six of every ten facilities that offer STI services integrate these services into ANC and family
planning services, as well as providing them in general outpatient care.

7.3 CAPACITY TO PROVIDE QUALITY STI SERVICES

The 2009 NHFC assessed the systems, infrastructure, equipment, and supplies necessary for
supporting quality STI services. While STI services are provided at multiple sites in large facilities,
information on whether facilities have the capacity to provide quality STI services comes from the
outpatient department, which is the main STI service area. Facilities with quality STI services provide an
environment with the visual and auditory privacy necessary for counselling, history-taking, and
examination. They also provide materials, supplies, and equipment that facilitate diagnosis and treatment.

Table 7.2 and Figure 7.1 provide information on whether facilities have the infrastructure and
resources to support quality counselling and examinations for STIs. Table 7.3 summarises information on
management practices supportive of services for STIs.

Tables A-7.1 through A-7.5 provide details on the availability of services, system components,
infrastructure and resources, specific tests and medicines for diagnosis and treatment, user fees, and
supportive management for STI services. Table A-7.6 offers details on training for STI service providers;
Table A-7.7 gives information on supportive supervision for those providers.
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Table 7.2 Availability of infrastructure and resources to support quality counselling and examinations for sexually transmitted infections
Among facilities offering services for sexually transmitted infections (STls), percentage with all components to support counselling, diagnosis, and treatment for STls, by background
characteristics, Namibia HFC 2009
All
conditions
to provide . . . . .
All items to quality Method for diagnosing STls Testing capacity for: Number of
support physical Medicines | facilities
Background quality examina- Gonor- Wet mount  to treat 4 | offering STI
characteristic counselling’ tion’ Etiologic ~ Syndromic®  Clinical Syphilis® rhoea®  Chlamydia’ HIV capacity’” major STIs'"’ | services
Type of facility
Hospital 38 44 47 91 53 91 81 19 72 91 100 32
Health centre 63 28 28 87 65 96 96 17 89 98 93 46
Clinic 67 20 15 87 60 89 89 24 78 93 85 285
Sick bay 14 0 57 100 57 57 57 14 86 57 86 7
Managing authority
MoHSS 68 20 18 90 59 93 91 25 80 94 91 302
Mission/NGO 71 21 11 75 71 96 100 14 75 100 82 28
Private 14 55 45 76 55 52 69 10 62 76 55 29
MoD/Police 18 9 55 91 73 64 64 18 91 64 82 11
Region
Caprivi 81 7 7 85 56 100 100 100 100 100 100 27
Erongo 48 39 36 91 82 45 61 15 85 61 79 33
Hardap 67 57 76 100 76 95 95 0 100 95 90 21
Karas 41 55 36 77 55 95 95 0 32 95 91 22
Kavango 70 18 18 81 67 98 98 16 70 98 82 57
Khomas 55 50 41 82 50 82 73 64 86 86 86 22
Kunene 68 14 7 96 29 100 86 0 46 100 86 28
Ohangwena 69 16 6 97 59 100 81 31 88 100 97 32
Omaheke 73 60 20 80 47 100 100 100 100 100 87 15
Omusati 64 9 9 87 68 85 98 0 70 98 85 47
Oshana 56 6 17 94 83 94 94 0 94 94 83 18
Oshikoto 86 0 10 86 62 100 100 0 100 100 95 21
Otjozondjupa 33 4 7 89 33 78 74 15 85 74 85 27
Total 63 23 20 88 60 89 89 23 79 92 88 370
! Visual and auditory privacy, any guidelines, any visual aids or educational materials, individual client charts, and condoms in STl service delivery area.
* All infection control items (soap, water, latex gloves, disinfecting solution, and sharps box), visual and auditory privacy, examination bed or couch, and examination light.
? This refers specifically to following the WHO syndromic approach algorithms.
* Capacity to conduct a test does not mean the facility routinely utilizes the test.
° Either venereal disease research laboratory (VDRL) test or reactive protein reagin (RPR) test kit.
® Gram stain reagents and functioning microscope or culture capacity.
7 Geimsa stain for chlamydia.
® ELISA, Western Blot, or Rapid test in facility or in an affiliated external laboratory.
7 Functioning microscope and slides.
"% At least one medicine to treat each of four major STls—syphilis, gonorrhoea, trichomoniasis, and chlamydia.

Figure 7.1 Items to Support STI Services (N=370)

Privacy (visual

and auditory) 91

STI guidelines 91

Visual aids 90

Male condoms at

service delivery site 88

Female condoms at

service delivery site 66

Male condoms

anywhere in facility 9

Female condoms

anywhere in facility 82

Percentage of facilities offering STI services

NHFC 2009
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Table 7.3 Management practices supportive of quality services for sexually transmitted infections
Percentage of facilities offering services for sexually transmitted infections (STls) that have client registers, and
percentage where interviewed STI providers report receiving routine training on STls and personal supervision, by
background characteristics, Namibia HFC 2009
Percentage of facilities where
interviewed STI service
Observed client register with providers report receiving Nuimlser of
probable STI client recorded " Number of routine: feillittes wiilh
Most recent facilities interviewed
Background Entry within entry >7 days | offering STI Personal providers of
characteristics past 7 days ago services Training' supervision® | STl services®
Type of facility
Hospital 50 28 32 75 94 32
Health centre 54 35 46 72 89 46
Clinic 40 49 285 64 74 283
Sick bay 14 57 7 29 43 7
Managing authority
MoHSS 44 47 302 71 80 300
Mission/NGO 46 50 28 54 96 28
Private 24 17 29 31 34 29
MoD/Police 18 55 11 45 64 11
Region
Caprivi 44 52 27 77 77 26
Erongo 45 39 33 55 70 33
Hardap 33 52 21 38 81 21
Karas 9 32 22 71 90 21
Kavango 47 46 57 60 74 57
Khomas 36 27 22 77 64 22
Kunene 71 29 28 61 68 28
Ohangwena 22 63 32 59 88 32
Omaheke 60 33 15 60 100 15
Omusati 34 55 47 77 89 47
Oshana 44 44 18 89 83 18
Oshikoto 57 43 21 71 81 21
Otjozondjupa 44 56 27 63 48 27
Total 42 45 370 65 77 368
" A facility has routine staff training if at least half of interviewed providers reported that they had received pre- or in-
service training related to their work during the 12 months preceding the survey. This refers to structured sessions and
does not include individual instruction received during routine supervision.
% A facility has routine staff supervision if at least half of interviewed providers reported that they had been personally
supervised at least once during the six months preceding the survey.
* Includes providers offering STI services in facilities offering STI services in any clinic assessed in survey (e.g.,
outpatient, ANC, FP).

7.3.1 System Components to Support Utilisation of Services

As a result of the stigma frequently associated with having an STI, as well as the lack of
symptoms in many infected people, special efforts are needed to promote early diagnosis and to
encourage clients to seek modern medical help for STI symptoms. The 2009 NHFC assessed the existence
of programme strategies and service delivery components that contribute to the availability and improved
utilisation of STI services.

To interrupt STI transmission effectively, partners of clients with STIs must be tested, and if they
are infected, treated. The client is usually asked to notify the partner(s) and ask him or her to be
examined; this process is referred to as passive follow-up. Under certain circumstances the local health
authorities may take the initiative to contact the partner, inform him or her about the possibility of STI
infection, and recommend the appropriate course of action; this is known as active follow-up. Passive
follow-up is the most widely used system of client notification, with almost all facilities (96 percent)
reporting that they use passive follow-up. One-quarter (26 percent) of facilities also report using active
follow-up to notify partners of STI clients, while 4 percent of facilities have no follow-up system in place
(Table A-7.2).
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The 2009 NHFC also assessed facilities on user fees for STI services (Table A-7.4). Half of
facilities charge a consultation fee, 25 percent charge for client registration, and 21 percent charge for
medications; only 4 percent charge for tests. MoD/Police facilities do not charge fees for STI services.

The majority of facilities offering STI services do not post their fees in public view; only 26
percent post all fees, and 3 percent post some fees but not all.

7.3.2 Infrastructure and Resources to Support Quality Assessment and Counselling

Complete privacy is needed to facilitate good counselling and open communication between
providers and STI clients. Privacy may encourage clients to use services and providers to adhere to
protocols and standards; without privacy, a client may not speak openly and may decline examination.
Likewise, some providers may not feel comfortable asking the appropriate questions or carrying out the
necessary examinations. Since counselling for the diagnosis and prevention of STIs often takes place in a
different location from the physical examination, the conditions for counselling are assessed separately
from those for physical examinations.

Nine of every ten STI facilities provide counselling for STIs under conditions that assure both
visual and auditory privacy (Figure 7.1, Table A-7.2,). Health centres and clinics are the most likely to
offer counselling services that assure visual and auditory privacy.

Similarly, nine of every ten STI facilities have STI guidelines (including guidelines for the
syndromic approach) in the STI service delivery area. The syndromic approach offers a specific protocol
for prescribing medicines for treating sexually transmitted infections based on the symptoms observed
(WHO, 2001). Health centres and clinics are more likely to have STI guidelines of any kind, including
guidelines for syndromic diagnosis, than hospitals and sick bays.

STl-related visual aids for client education are available in 90 percent of facilities offering STI
services, while about three-quarters have educational materials specific to HIV/AIDS (Table A-7.2).
Compared with sick bays, health centres, and clinics, hospitals are less likely to have visual aids and
HIV/AIDS-specific educational materials at STI service sites.

Having condoms available at the service delivery site allows the provider to readily offer them to
clients, demonstrate their use, and ensure that the client leaves the health facility with them. While male
condoms are available somewhere in nearly all facilities (except in sick bays), 88 percent of STI facilities
have male condoms available at the STI service site (Table A-7.2). Female condoms are less available;
eight of every ten STI facilities have them available at the facility, and 66 percent have them available at
the STI service delivery area.

Overall, six of every ten STI facilities have all of the items needed to support quality counselling
(Table 7.2). These items include visual and auditory privacy, STI guidelines, visual aids for client
education, and male or female condoms at the STI service site, as well as individual client cards, which
are available at 85 percent of facilities. Clinics and health centres are the most likely to have all these
items to support quality STI counselling.
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Key Findings

Systems: Facilities offering STI services predominantly use the system of passive follow-up to notify
partners of STI clients; only one-quarter of facilities report also using active follow-up.

User fees for STI services are quite common. Half of STI facilities charge consultation fees, and
one-fourth charge registration fees, while two of every ten charge for medicines.

Infrastructure and resources: A little over six of every ten STI facilities have all necessary items to
support quality STI counselling, such as individual client cards, visual and auditory privacy, STI
guidelines, visual aids for client education, and male or female condoms.

7.3.3 Infrastructure and Resources for Examinations and Treatment

Facilities can better diagnose and treat STIs when there is adequate infection control,
infrastructure for physical examinations, effective laboratory diagnostic support, and medicines available
for treating specific STIs.

Infection control

Items considered important for infection control include soap and running water or else hand
disinfectant, latex gloves, disinfecting solution, and sharps containers at the STI service delivery site.
Sixty-five percent of facilities that offer STI services have all of these infection control items available in
the STI service area (Figure 7.2, Table A-7.2). Sharps boxes are universally available, while latex gloves
and items to wash or disinfect hands (soap and running water or else hand disinfectant) are available in
nine of every ten facilities. Least available is hand disinfectant, found in 58 percent of facilities.

Waste receptacles are another important item for infection control; a waste receptacle with a lid
and plastic liner are available at the service site in only 35 percent of facilities offering STI services
(Table A-7.2). Only 25 percent of STI facilities have all necessary items for infection control as well as a
waste receptacle at the service site.
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Figure 7.2 Items to Support Quality Examinations

for STIs (N=370)
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Physical examination

Quality physical examinations require visual and auditory privacy, an examination bed or couch,
and an examination light. All three items are available in only 34 percent of facilities offering STI
services (Table A-7.2). The great majority of STI facilities (94 percent) can assure both visual and
auditory privacy for client examinations; an equal proportion has an examination bed or couch for client
examination. Only 37 percent of facilities have an examination light, however. Half of hospitals and half
of health centres have all items for physical examinations compared with 30 percent of clinics.

STI diagnosis

WHO recommends two approaches to diagnose STIs—the etiologic approach and the syndromic
approach—and to provide STI services at primary care facilities (WHO, 2001). The etiologic approach
uses laboratory tests to diagnose STIs; this is more accurate than syndromic diagnosis. However, many
health care facilities in developing countries lack the equipment and trained personnel required for
etiological diagnosis of STIs. The syndromic approach, which is recommended for facilities without a
laboratory, assesses the presence of specific symptoms and signs and then uses an algorithm to determine
what treatments should be provided. When neither an etiologic nor a syndromic approach is used,
providers typically must diagnose and prescribe treatment based on their clinical judgment and clients’
symptoms, an approach referred to as clinical diagnosis. Studies have shown that, when providers lack
laboratory results or a specific protocol such as the syndromic approach to guide STI diagnosis and
prescriptions, they often give the wrong treatment (Lande, 1993).

The most reliable means to ensure that clients receive a desired laboratory test is for the facility to
conduct the test on site. Another option is to collect the specimen and send it to another facility for
testing. The least reliable means is to refer the client to another facility for the laboratory test, because the
client may decide not to take the test at all. Table A-7.3 provides information on the availability of
specific tests for diagnosis and of medicines for treatment of STls.
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Findings from the 2009 NHFC indicate that the syndromic approach is the most common method
used to diagnose and treat STIs in Namibia, employed by about nine of every ten facilities that provide
STI services (Table 7.2). Only 20 percent of facilities report that they use the etiologic approach, mainly
hospitals (47 percent) and sick bays (57 percent) rather than health centres (28 percent) and clinics (15
percent). Despite low use of the etiologic approach, approximately nine of every ten facilities have the
capacity to test for gonorrhoea and syphilis, either in the facility or in an affiliated external laboratory,
and eight of every ten have the capacity to test for HIV. Laboratory capacity to test for chlamydia is least
common (23 percent).

STI treatment

Medicines for treating the most common STIs—syphilis, gonorrhoea, trichomoniasis, and
chlamydia—are adequately available in Namibian health facilities. Eighty-eight percent of facilities
offering STI services have in stock at least one medicine to treat each of those four STIs (Table A-7.3).
Hospitals and health centres are the most likely to have medicines to treat each of the four STIs. The
medicines most widely available are penicillin (available in 95 percent of STI facilities), metronidazole
(91 percent), and ciprofloxacin, clotrimazole, and amoxicillin (each available in 88 percent of facilities).

Key Findings

Infection control: Items for infection control (soap and running water or else hand disinfectant, latex
gloves, disinfecting solution, and sharps containers) are all available at the STI service delivery site in
two-thirds of STI facilities. Sharps boxes are universally available. In contrast, hand disinfectant is
available at the service site in only six of every ten STI facilities.

Physical examination: The majority of STI facilities can assure both visual and auditory privacy for
client examinations and have an examination bed or couch at the service site. An examination light is
lacking in most facilities, however.

STI diagnosis and treatment: The majority of STI facilities use the syndromic approach for
diagnosing and treating STIs. Approximately nine of every ten facilities have the laboratory capacity
to test for gonorrhoea and syphilis, either in the facility or in an affiliated external laboratory.

Medicines to treat four common STIs are available in most Namibian health facilities; close to nine of
every ten STI facilities have in stock at least one medicine to treat each of the four common STIs.

7.4  MANAGEMENT PRACTICES SUPPORTIVE OF QUALITY SERVICES

Management practices to support quality STI services include proper documentation practices,
staff supervision, and staff development. Summary information on management practices supportive of
quality services for STIs as well as summary information on training topics for STI service providers is
provided in Table 7.3. Tables A-7.5 through A-7.8 provide additional information on supportive
management of service providers, including training and supervision, as well as information on utilisation
of services.

7.4.1 Facility Documentation and Records

WHO considers record-keeping and reporting on STIs and STI service utilisation to be key
elements in STI surveillance, necessary for improving STI programme management (UNAIDS/WHO
Working Group on Global HIV/AIDS and STI Surveillance, 1999). A register for STI services is
considered up-to-date if there is an entry during the past seven days and if symptoms or a diagnosis
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consistent with STIs is recorded. Because most STI services are provided in outpatient departments, the
outpatient records were used during data collection.

Only four of every ten facilities offering STI services have up-to-date registers; another 45
percent have registers with the most recent entry made more than seven days earlier (Table 7.3).
MoD/Police facilities are least likely to have up-to-date client registers compared with facilities managed
by other authorities. With the exception of Kunene, where 71 percent of facilities have up-to-date
registers, and Karas, where only 9 percent of facilities have up-to-date registers, most regions range
between 22 and 60 percent of facilities having up-to-date client registers.

7.4.2 Training and Supervision
Training

A facility is considered to provide routine training and staff development if at least half of the
interviewed STI providers have received training related to STIs during the 12 months preceding the
survey. This includes pre-service and in-service training, but it excludes individual instruction received
during discussions with supervisors. Sixty-five percent of STI facilities meet this criterion (Table 7.3).
Hospitals (75 percent) and health centres (72 percent) are more likely to have routine training and staff
development than other facility types. Also, MoHSS as well as mission/NGO facilities are more likely to
provide routine staff training than private and MoD/Police facilities.

Among interviewed STI service providers, 56 percent reported having received training related to
STIs during the 12 months preceding the survey (Table A-7.5). Regarding the specific training received,
four of every ten STI service providers reported having received HIV/AIDS-related training during the 12
months preceding the survey (Figure 7.3, Table A-7.6). Twenty-two percent received training on any STI
diagnosis and treatment; 20 percent received training on the syndromic approach to STIs during the 12
months preceding the survey.

Figure 7.3 Training Received by Interviewed STI Service
Providers, by Topic and Timing of Most Recent Training
(N=930)

Any diagnosis and
treatment of STlIs

Syndromic approach

Any topic related

to HIV/AIDS 21

PMTCT 22

Percentage of interviewed STI service providers

M Received training during [CReceived training 13 to 35
12 months preceding survey  months preceding survey

PMTCT = Prevention of mother-to-child transmission NHFC 2009

STls, Tuberculosis, and Malaria | 157



Supervision

Supervising individual staff members promotes adherence to standards and the identification of
problems that contribute to poor quality services. If at least half of interviewed STI service providers in a
facility report that they have been personally supervised any time during the six months preceding the
survey, the facility is considered (by 2009 NHFC definition) to provide routine staff supervision. By this
definition 77 percent of facilities provide routine staff supervision (Table 7.3). Mission/NGO facilities are
the most likely to provide routine supervision (96 percent). In contrast, only 34 percent of private
facilities meet the criterion for routine supervision. STI service providers who received supervision during
the preceding six months were supervised about four times during that period (Table A-7.7).

Key Findings

Up-to-date client registers: Up-to-date STI client registers are not readily available; only four of every
ten facilities that offer STI services have up-to-date client registers; MoD/Police facilities are among
the least likely to have up-to-date registers.

Staff development: Two-thirds of STI facilities meet the criterion for providing routine training and
staff development. Close to six of every ten interviewed STI service providers reported receiving STI-
related training during the preceding 12 months. HIVV/AIDS-related topics were the most common.

About eight of every ten ST facilities provide routine staff supervision.

7.5 RESOURCES FOR DIAGNOSIS AND MANAGEMENT OF TUBERCULOSIS

Tuberculosis, especially multi-drug-resistant tuberculosis (MDR-TB), is a re-emerging
communicable disease of public health significance. To control TB infection and to prevent its most
severe complications, universal BCG vaccination at birth is mandatory in many developing countries,
including Namibia. TB is also one of the most common opportunistic infections for HIV-infected people.
WHO recommends the directly observed treatment, short course (DOTS) approach to treating TB. The
2009 NHFC assessed the capacity of Namibian health facilities to provide TB services, including their
testing capacity and the availability of medications for treatment.

TB diagnosis, treatment, and/or treatment follow-up services are available in about nine of every
ten Namibian health facilities (Table 7.4). Practically all health centres and about nine of every ten clinics
offer TB services, compared with 80 percent of hospitals. Sick bays are least likely to offer these services.
Availability of TB services is similar in MoHSS and mission/NGO facilities, and these facilities are more
likely than MoD/Police facilities and private facilities to offer TB services. At the regional level eight or
nine of every ten facilities offer TB services in 11 of the 13 regions. Exceptions with lower rates are
Khomas and Kunene regions.
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Table 7.4 Availability of services for tuberculosis

Percentage of facilities providing any tuberculosis (TB) diagnostic services, any treatment and/or follow-up services, any TB
diagnostic, treatment and/or follow-up services, and, among facilities offering any TB treatment and/or follow-up services,
percentage following the directly observed therapy, short course (DOTS) treatment strategy or other treatment strategies, by
background characteristics, Namibia HFC 2009

Among facilities providing
any TB treatment and/or
follow-up services,

Percentage offering: percentage following: Niumtber 6t
Any TB facilities
Any TB diagnostic, offering any
treatment treatment TB treatment
Any TB and/or and/or Treatment Treatment and/or
Background diagnostic follow-up follow-up = Number of through other than follow-up
characteristics services services services facilities DOTS' DOTS? services
Type of facility
Hospital 80 78 80 45 57 43 35
Health centre 91 96 96 47 60 40 45
Clinic 82 84 88 295 61 39 247
Sick bay 44 56 56 9 80 20 5
Managing authority
MoHSS 88 91 93 306 61 39 279
Mission/NGO 89 93 93 28 58 42 26
Private 43 37 51 49 50 50 18
MoD/Police 62 69 69 13 89 11 9
Region
Caprivi 96 93 96 28 31 69 26
Erongo 86 86 94 36 71 29 31
Hardap 90 86 90 21 67 33 18
Karas 84 88 88 25 86 14 22
Kavango 89 91 93 57 63 37 52
Khomas 55 45 55 33 80 20 15
Kunene 43 68 71 28 37 63 19
Ohangwena 94 91 94 32 72 28 29
Omaheke 88 88 88 16 93 7 14
Omusati 84 92 94 49 29 71 45
Oshana 95 95 95 20 37 63 19
Oshikoto 91 91 91 22 75 25 20
Otjozondjupa 72 76 79 29 86 14 22
Total 82 84 87 396 61 39 332

! Treatment strategy followed is either direct-observe two months with four months of follow-up, or direct-observe six
months.

? The facility provides follow-up treatment to clients after the client has completed the first two months of direct observation
elsewhere, or the facility diagnoses and treats while the client is on admission, discharging the client for follow-up treatment
elsewhere, or the facility provides full treatment to the client upon diagnosing TB with no routine direct observation phase, or
the facility diagnoses and prescribes or provides medicines only, with no follow-up.

Tuberculosis Diagnosis

TB diagnosis among all facilities

Overall, eight of every ten facilities report that they offer TB diagnostic services (Table 7.4).

MoHSS and mission/NGO facilities are about twice as likely as private facilities to offer TB diagnostic
services. With the exception of Kunene and Khomas regions, where only about half of facilities offer TB

diagnostic services, the great majority of facilities in the other regions offer TB diagnostic services.
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Seventy-seven percent of all facilities report diagnosing TB using sputum tests.? The use of X-ray
for TB diagnosis is reported in only 7 percent of facilities and is limited mostly to hospitals (27 percent)
(Table A-7.13). A small proportion of facilities (2 percent) rely on clinical symptoms for diagnosing TB.

TB diagnosis using sputum tests

Among facilities that report diagnosing TB using sputum, only half had available on the day of
the visit all items for conducting the sputum tests (including a functioning microscope, glass slides, and
all stains for the AFB or Ziehl-Neelson test) (Table A-7.13). Except for sick bays, where three-fourths
have all items for testing, only half of other facility types have all of the items needed. Private facilities
and those managed by the MoD/Police are more likely to have all items than mission/NGO and MoHSS
facilities.

Half of facilities that report diagnosing TB using the sputum test have a documented system for
sending sputum elsewhere for diagnosis.

Records of sputum test results are available at 83 percent of these facilities. However, there is a
large gap in the availability of test result records between private facilities (25 percent) and facilities
managed by MoD/Police, mission/NGOs, and MoHSS, all above 85 percent. Variation also exists among
facilities of different types; sick bays and health centres are more likely to have observed records of test
results than hospitals, for example. There are also regional variations; the availability of records of test
results ranges from 47 percent of facilities in Oshana region to 100 percent of facilities in Caprivi,
Kunene, Omaheke, Omusati, and Oshikoto regions.

TB diagnosis among facilities offering TB diagnostic, treatment, and/or follow-up services

Among the facilities offering TB diagnostic, treatment and/or treatment follow-up services, three
of every ten have the capacity to stain® sputum for TB diagnosis; a little over nine of every ten have the
capacity to conduct sputum microscopy” (Table A-7.9). Overall, only three of every ten have the capacity
to conduct microscopic sputum examination and also the capacity to stain sputum for TB diagnosis.

7.5.2 Tuberculosis Treatment and Items to Support Treatment

The modern treatment strategy for TB is based on standardised short-course chemotherapy
regimens and proper case management to ensure completion of treatment and, ultimately, to cure the
patient. The directly observed treatment, short course (DOTS) strategy is the most cost-effective public
health strategy to fight tuberculosis. Namibia adopted the DOTS strategy the same year it was launched
by WHO, in 1993. Implementation started in one region and expanded to cover all regions by 1995
(MoHSS, 2006b).

According to the 2009 NHFC findings, 84 percent of all facilities in Namibia report offering TB
treatment and/or treatment follow-up services (Table 7.4). Better than nine of every ten health centres
report offering the service, compared with eight of every ten hospitals and clinics. At the regional level
facilities in Khomas and Kunene regions (45 and 68 percent, respectively) are among the least likely to
offer TB treatment and/or follow-up services. Ninety percent and above of facilities in Caprivi, Kavango,
Ohangwena, Omusati, Oshana, and Oshikoto offer the service.

2 Includes diagnosing TB using sputum microscopy, sputum culture, or any sputum-based TB rapid test, either in the
facility or in an affiliated external laboratory.

® Glass slides and all stains for AFB or Ziehl-Neelson test.

* Have a functioning microscope.
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Six of every ten facilities offering TB treatment and/or follow-up services report following the
DOTS treatment strategy. Other than sick bays (where 80 percent follow DOTS treatment), there is not
much variation by facility type. Facilities managed by the MoD/Police, while few in number, are more
likely to follow the DOTS strategy than MoHSS, private, and mission/NGO facilities. There is, however,
significant variation at the regional level, where the proportion of facilities following the DOTS strategy
ranges from a low of 29 percent of facilities in Omusati to a high of 93 percent of facilities in Omaheke.

Among facilities following the DOTS strategy for TB treatment, about nine of every ten report
being part of the national DOTS programme (Table A-7.11). Private and mission/NGO facilities are
among the least likely to be part of the national DOTS programme. Also, only half of facilities in Caprivi
and Oshikoto regions report being part of the national DOTS programme compared with over eight of
every ten facilities in the other regions.

Client registers

Several items are crucial for successful implementation of DOTS and other TB treatment
strategies, including up-to-date client registers, treatment protocols or guidelines, and first-line TB
medicines.

Among facilities following the DOTS treatment strategy, eight of every ten have up-to-date
DOTS client registers (Table A-7.11). Availability of up-to-date DOTS client registers is highest in
hospitals (90 percent) and lowest in sick bays (50 percent). MoHSS and mission/NGO facilities are about
twice as likely as private facilities to have up-to-date client registers.

Among facilities offering any type of TB treatment and/or follow-up services, two-thirds have up-
to-date client records or registers available. Health centres and mission/NGO facilities are more likely
than private facilities to have updated registers. For example, 85 percent of mission/NGO facilities have
updated registers, whereas only 22 percent of private facilities do.

Treatment protocols

TB treatment protocols are widely available. Practically all facilities following DOTS TB
treatment have a treatment protocol available (Table A-7.11). Similarly, treatment protocols are
universally available in facilities offering any type of TB treatment and/or follow-up services (Table A-
7.12). Treatment protocols are equally available in all facility types. Private facilities are less likely to
have treatment protocols than facilities managed by other authorities.

Medicines

First-line anti-TB medicines were available on the day of the survey in 71 percent of facilities that
follow DOTS treatment (Table A-7.11). Clinics and sick bays are less likely than hospitals and health
centres to have first-line medicines. In addition, private facilities are less likely than others to have first-
line TB medicines. At the regional level the proportion of facilities having all TB medicines ranges from
50 percent of facilities in Caprivi to 100 percent of facilities in Hardap and Khomas regions.

Figure 7.4 provides additional information on the availability of TB medications among facilities
providing TB diagnostics, treatment, and/or follow-up services.
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Figure 7.4 Availability of First-line Anti-TB Medicines among
Facilities Providing TB Diagnostic, Treatment, and/or
Follow-up Services (N=345)

Ethambutol tabs | 32

Isoniazid (INH) tabs | 67

Pyrazinamide tabs 22
Rifampicin tabs 22

Streptomycin injection 46

Rifina (rifampicin & INH) | 85
RHZ, Rifater (isoniazid+
rifampicin+pyrazinamide)

EH (isoniazid+ethambutol) 14

4FDC (INH, ethambutol,
pyrazinamide, rifampin)

| 82

All first-line TB medicines
available*

57

Percentage of facilities providing TB diagnostic,
treatment, and/or follow-up services

* Any combination of pyrazinamide, rifampicin, ethambutol, isoniazid, and streptomycin. If
medicines provided are prepackaged for individual DOT clients, medicines had to be
available for all DOTS clients currently on treatment from facility. NHFC 2009

Infection control
Measures to reduce tuberculosis transmission include the following:

e Early identification, diagnosis, and treatment of tuberculosis suspects, and separation of
pulmonary tuberculosis suspects from others until a diagnosis is confirmed or excluded

e Natural ventilation

e Personal protection, including protection of the HIV-positive person from possible exposure
to tuberculosis (for example, transfer of the HIV-infected worker from medical wards) and
isoniazid preventative therapy, if eligible

The 2009 NHFC assessed facilities offering any TB diagnostic, treatment and/or follow-up
services for the availability of a TB infection control focal person, a TB infection control committee, and
TB Infection Control Plans.

Thirty-eight percent of facilities offering those TB services have a TB infection control (IC) focal
person, and only 3 percent have a TB IC committee (Table A-7.15). Forty-three percent have either a TB
IC focal person or IC committees in place, implying that more than half of facilities offering TB services
have neither. Hospitals are more likely to have a TB IC focal person or committee than other facility

types.

About one-quarter of TB facilities report having a TB infection control plan, while 40 percent
report that they apply standard operating procedures for management of coughing patients in waiting
areas. Hospitals (63 percent), more than other facility types, are likely to apply standard operating
procedures. Only 15 percent of facilities offering TB services use N95 respirators (for use by health
personnel as a TB control measure). Slightly fewer—13 percent—reported using N95 respirators and
actually had the respirators available during the visit. Hospitals (60 percent) are more likely to report
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using the respirators and to have had them than other facility types. Sick bays do not use N95 respirators
and do not have them available.

Training and supervision

A facility is considered to provide routine training and staff development if at least half of the
interviewed providers of TB services have received work-related training during the preceding 12 months.
This includes pre-service and in-service training, but it excludes individual instruction received during
discussions with supervisors.

The 2009 NHFC interviewed both laboratory TB diagnostic service providers and clinician TB
service providers. Among laboratory service providers, only 13 percent report receiving pre- or in-service
training related to their work during the preceding 12 months; these providers are found exclusively in
hospitals. Also, they are more likely to be in mission/NGO-managed facilities than in government or
private facilities (Table A-7.10.1). In contrast to the low level of training, supervision is quite common.
Eight of every ten interviewed laboratory TB service providers report being personally supervised during
the preceding six months. However, supervision is limited to providers in government and mission/NGO
facilities.

Thirty-seven percent of clinician providers of TB services report receiving pre- or in-service
training during the 12 months preceding the visit (Table A-7.10.2). Seven of every ten interviewed
clinician providers reported being supervised during the preceding six months. Only 28 percent of
clinician providers received both training and supervision during the indicated time periods.

7.5.3 Tuberculosis and HIV/AIDS Services

Because TB is a common opportunistic infection in people who are HIV-positive, it is
recommended that newly diagnosed TB patients be screened for HIV and vice versa. According to WHO,
*HIV testing for TB patients is increasing quickly in the African region; however, little effort has yet been
made to screen HIV-infected people for TB, though this is a relatively efficient method of case-finding’
(WHO, 2007). The 2009 NHFC assessed the availability of a system in which newly diagnosed TB
patients are tested or referred for HIV testing.

Among facilities offering TB services, 84 percent report that they routinely refer all newly
diagnosed TB clients for HIV testing (Table A-7.14). However, only 68 percent of facilities have registers
recording this. Health centres are slightly more likely than other facility types to refer newly diagnosed
TB cases for HIV testing. Health centres are also more likely to have registers of clients referred for HIV
testing.

Mission/NGO facilities are more likely to refer TB clients for HIV testing and also more likely to
have records of such referrals than facilities managed by other authorities. With only 36 percent reporting
that they routinely refer newly diagnosed TB cases for HIV testing, private facilities are the least likely
among the lot to do so. Private facilities are also the least likely to have records of newly diagnosed TB
clients referred for HIV testing.

Three-fourths of TB facilities have records that identify which current TB clients are also infected
with HIV. Such records are most likely to be available in health centres and in mission/NGO facilities.
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Key Findings

Service availability: TB services (diagnosis, treatment, and/or follow-up services) are available in
about nine of every ten facilities in the country, including all health centres and nine of every ten
clinics. MoHSS and mission/NGO facilities are more likely than others to offer these services.

Six of every ten facilities that offer TB treatment and/or follow-up services follow the DOTS treatment
strategy. Among these, nine of every ten report being part of the national DOTS programme, and seven
of every ten have TB medicines available in the facility.

Training: Pre- or in-service training is uncommon among TB service providers; only 13 percent of
interviewed laboratory service providers and 37 percent of clinician TB service providers report
receiving pre- or in-service training during the preceding 12 months.

Client registers: Eight of every ten facilities following the DOTS treatment strategy have up-to-date
DOTS client registers. Availability of up-to-date DOTS client registers is highest in hospitals and
lowest in sick bays.

TB Infection control: Only four of every ten facilities offering TB services have a TB infection control
focal person in place, and only 3 percent have TB infection control committees. TB infection control
plans are available in only one-fourth of TB facilities, while four of every ten facilities report that they
apply standard operating procedures for management of coughing patients in waiting areas.

Referral for HIV testing: A little over eight of every ten facilities offering TB services routinely refer
newly diagnosed TB patients for HIV testing. However, only about seven of every ten of these facilities
have registers showing client referrals for HIV testing.

7.6 THE MALARIA CONTROL STRATEGY

Namibia’s National Malaria Control Programme (NMCP) is part of the Roll Back Malaria
initiative. The ultimate goals of malaria control are to prevent mortality, reduce morbidity, and avoid
socio-economic loss due to malaria. The four basic malaria strategies are:

e To provide early diagnosis and prompt treatment

e To plan and implement selective and sustainable preventive measures, including vector
control

e To detect early and contain, and to prevent epidemics
e To strengthen capacities in basic and applied research
The current malaria treatment policy

In 2005 it was decided at a consensus meeting to change the first-line malaria treatment to
artemisinin-based combination therapy (ACT). The current malaria treatment policy recommends—

o As first-line treatments, generally artemether/lumefantrine (Coartem) for uncomplicated
malaria, Fansidar for children below 5 kg body weight (age 2-6 months), and quinine for
pregnant women

e Quinine as generally the second-line treatment for malaria
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o Inall patients parenteral quinine for the treatment of severe malaria

e Fansidar (Sulphadoxine-pyrimethamine or SP) for intermittent preventive treatment (IPT)
during pregnancy; the recommended dosage is three tablets to be taken orally at around 26-36
weeks gestation and repeated four weeks later. In regions where the prevalence of HIV is
more than 10 percent, a third dose can be offered.

7.6.1 Malaria Diagnosis

The diagnosis of malaria is based on taking a good history, doing a thorough clinical
examination, and conducting laboratory investigations. The ‘gold standard’ of laboratory malaria
diagnosis is the examination by microscope of blood smears for malaria parasites (i.e., microscopy). The
reliability of microscopy depends heavily on the expertise and experience of the person who makes the
stains and examines the blood smears. Malaria rapid diagnostic tests (RDTs) are an alternative to
microscopy where good-quality microscopy services cannot be readily provided. Most RDTs detect the
presence of antigens produced by malaria parasites that are present in the blood of infected or recently
infected individuals. Most RDTs can detect only one species (Plasmodium falciparum). This is the type of
RDT widely used in Namibia.

7.7 AVAILABILITY OF SERVICES FOR MALARIA

The 2009 NHFC assessed the availability of services for malaria in Namibian health facilities,
specifically—

e Availability of malaria services, including laboratory diagnosis and treatment, among all
facilities

e Distribution of free ITNs to ANC clients
e Provision of malaria training for providers
7.7.1 Malaria Diagnosis and/or Treatment

Findings from the 2009 NHFC indicate that malaria services are widely available in the country.
Close to nine of every ten facilities in the country offer malaria treatment services and 95 percent of
facilities have laboratory diagnostic capacity® for malaria (Table 7.5). Sick bays, however, are
significantly less likely than other facility types to offer malaria services, particularly laboratory
diagnostic capacity, which is available in less than half of sick bays. Private facilities are also less likely
than the others to have malaria services. For example, only 41 percent of private facilities offer malaria
treatment services, compared with over 90 percent of MoHSS and mission/NGO facilities.

Diagnostic capacity

Among the facilities offering malaria services (treatment and/or diagnosis), nine of every ten have
microscopic laboratory diagnostic capacity (blood smear), and about three-quarters have malaria rapid
diagnostic tests (Table 7.5).

® Laboratory diagnostic capacity means that the facility has a functioning microscope, glass slides, and stains or else
a malaria rapid diagnostic test available either in the facility laboratory or in an affiliated external laboratory.

STls, Tuberculosis, and Malaria | 165



Table 7.5 Malaria diagnosis and/or treatment services
Percentage of facilities offering malaria treatment services, percentage that have malaria laboratory diagnostic capacity, percentage offering malaria diagnosis
and/or treatment services, and, among facilities offering malaria diagnosis and/or treatment services, percentage having the indicated components for supporting
malaria services, by background characteristics, Namibia HFC 2009
Among facilities offering malaria diagnosis and/or
Percentage of facilities that: treatment services, percentage with:
Treatment ' Number of
Observed Stock-out protocol in = facilities
Offer malaria of first-line any offering
malaria treatment  First-line anti- Diagnostic ~ Other relevant malaria
Offer Have lab  diagnosis protocol in anti- malarial in capacity for diagnostic ~ unitand = diagnosis
malaria  diagnostic  and/or any malaria 6 months ~ malaria  capacity for first-line and/or
Background treatment capacity for treatment 'Number of relevant medicine in preceding  (blood malaria  medicines = treatment
characteristics services  malaria’ services | facilities unit the facility? ~ survey smear)  (rapid test) infacility = services
Type of facility
Hospital 82 98 100 45 53 93 2 89 56 51 45
Health centre 98 100 100 47 91 83 2 96 83 81 47
Clinic 86 96 97 295 88 70 2 92 76 66 287
Sick bay 78 44 78 9 43 57 0 57 43 29 7
Managing authority
MoHSS 94 99 100 306 92 79 2 92 77 73 306
Mission/NGO 96 96 100 28 96 86 0 89 79 82 28
Private 41 80 84 49 20 32 0 93 54 2 41
MoD/Police 69 62 85 13 45 55 0 64 55 27 11
Region
Caprivi 100 96 100 28 89 93 4 96 96 86 28
Erongo 47 94 94 36 68 47 0 68 82 29 34
Hardap 81 95 95 21 65 45 5 100 95 35 20
Karas 72 92 96 25 79 54 8 96 13 46 24
Kavango 100 93 100 57 88 95 0 82 82 86 57
Khomas 52 82 85 33 54 54 0 96 64 29 28
Kunene 100 100 100 28 100 75 0 100 46 75 28
Ohangwena 100 100 100 32 97 91 0 100 91 88 32
Omaheke 88 100 100 16 88 75 0 100 75 75 16
Omusati 98 98 98 49 90 75 2 100 69 69 48
Oshana 100 95 100 20 85 60 10 90 50 50 20
Oshikoto 100 100 100 22 100 95 0 100 91 95 22
Otjozondjupa 93 100 100 29 76 76 0 76 93 59 29
Total 87 95 97 396 83 74 2 91 74 65 386
' Laboratory diagnostic capacity means a functional microscope, slides, and stains must all be available or rapid malaria test kit available either in the facility
laboratory or in an affiliated external laboratory.
? First-line antimalarial is Coartem for patients other than pregnant women and children under 6 months.

First-line medicines

For most patients the recommended first-line treatment for malaria is Coartem. Among facilities
offering malaria diagnosis and/or treatment services, about three-quarters had Coartem available in the
facility on the day of the visit. Sick bays were less likely to have malaria medicines than other facility
types. Private facilities were much less likely (32 percent) to have Coartem than mission/NGO (86
percent) and MoHSS (79 percent) facilities. Regional availability varies substantially, from 95 percent of
facilities having the first-line malaria drug in Kavango and Oshikoto down to only 45 percent in Hardap.

Findings from the 2009 NHFC indicate that stock-outs of first-line medicines are rare, as only 2
percent of facilities overall reported such stock-outs during the six months preceding the survey; all of
these were at MoHSS facilities.

Treatment guidelines/protocols

Treatment guidelines/protocols are essential tools in the provision of quality services. The 2009
NHFC assessed the availability of malaria treatment guidelines or protocols at facilities where malaria
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services are provided. Overall, about eight of every ten facilities that offer malaria services have malaria
treatment guidelines or protocols available in the facility (Table 7.5). Private facilities are least likely to
have treatment guidelines or protocols (20 percent), especially in comparison with mission/NGO (96
percent) and MoHSS (92 percent) facilities. Among the regions facilities in Kunene and Oshikoto (both
100 percent) are most likely to have treatment guidelines or protocols, and facilities in Erongo (68
percent), Hardap (65 percent), and Khomas (54 percent) are among the least likely to have them.

Overall, about two-thirds of facilities offering malaria services have both first-line medicines
available and treatment guidelines or protocols available. The great majority of mission/NGO and
MoHSS facilities (82 and 73 percent, respectively) have both key components, compared with only 2
percent of private facilities.

7.7.2 Malaria-related Training for Providers

Ongoing training for service providers ensures that providers continue to learn the latest
information pertaining to the services that they provide. However, among facilities offering malaria
diagnosis and/or treatment services, few (only 3 percent overall) have at least one clinician® provider who
had received malaria-related training during the preceding 12 months (Table 7.6).

Less than half (43 percent) of health facilities have at least one nurse’ provider who had received
malaria-related training in the preceding 12 months—a low percentage but still significantly higher than
that for clinicians. Health centres are more likely to have at least one recently trained nurse provider of
malaria services than other facility types. Similarly, mission/NGO and MoHSS facilities are more likely
than facilities managed by other authorities to have at least one recently trained nurse provider of malaria
services. Among regions, facilities in Oshana (75 percent) and Oshikoto (73 percent) are the most likely
to have at least one recently trained nurse; at the other end of the scale is Karas region (21 percent).

® Clinician providers include all specialists, medical officers, and medical assistants.
" Nurse providers include registered nurses/midwives and enrolled nurses/midwives.
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Table 7.6 Provision of insecticide treated nets and malaria-related training for providers
Among facilities offering malaria diagnosis and/or treatment services, percentage that distribute insecticide-treated nets (ITNs) to ANC clients
and percentage where providers have received appropriate pre- or in-service malaria-related training, by background characteristics,
Namibia HFC 2009
At least 1 clinician provider' of At least 1 nurse provider” of
malaria diagnosis or treatment ~ malaria diagnosis or treatment Nl @
Percentage of facilities offering  services has received malaria-  services has received malaria- toeillies
malaria diagnosis and/or related pre- or in-service related pre- or in-service offering malaria
treatment services that: training in: training in: diagnosis
Distribute free and/or
Background ITNsto ANC ~ Have ITNs in Preceding Preceding Preceding Preceding treatment
characteristics clients facility 12 months 13-35 months 12 months ~ 13-35 months services
Type of facility
Hospital 7 7 11 9 49 24 45
Health centre 45 32 4 4 70 13 47
Clinic 39 29 2 1 38 24 287
Sick bay 0 0 0 14 14 29 7
Managing authority
MoHSS 40 29 4 1 47 26 306
Mission/NGO 50 43 0 4 54 18 28
Private 0 2 5 5 15 0 41
MoD/Police 0 0 0 9 18 27 11
Region
Caprivi 75 68 4 4 46 46 28
Erongo 0 0 0 6 32 15 34
Hardap 0 0 5 5 25 15 20
Karas 4 0 4 4 21 13 2
Kavango 18 21 4 2 30 32 57
Khomas 0 0 14 4 36 11 28
Kunene 32 43 0 0 32 50 28
Ohangwena 72 38 0 3 53 25 32
Omaheke 69 6 0 0 69 6 16
Omusati 54 25 4 0 54 19 48
Oshana 50 65 0 0 75 15 20
Oshikoto 91 77 0 0 73 18 22
Otjozondjupa 21 10 7 7 38 21 29
Total 35 26 3 2 43 23 386
! Clinician providers include all specialists, medical officers, and medical assistants.
2 Nurse providers include registered nurses/midwives and enrolled nurses/midwives.

Key Findings

Services: Malaria diagnosis and/or treatment services are almost universally available in Namibian
health facilities. Close to nine of every ten offer treatment services, while a little over nine of every ten
have laboratory diagnostic capacity for malaria.

Treatment guidelines: Malaria treatment guidelines or protocols are available in eight of every ten
facilities, and first-line antimalarial medicine is available in a little over seven of every ten facilities
that offer malaria services. Stock-outs of antimalarial medicines are rare and are reported almost
exclusively by MoHSS facilities.

Training: Only a small proportion of facilities offering malaria services have at least one recently
trained clinician provider of malaria services; a higher proportion of facilities—although still not the
majority—nhave at least one recently trained nurse provider.
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7.8 MALARIA SERVICES FOR ANC CLIENTS

The use of insecticide-treated bed nets (ITNs) can reduce malaria transmission among the
population in general and in pregnant women and children in particular. ITNs in Namibia are being
promoted through three main channels:

e Community-based campaigns in the public sector. This is intended for rapid scaling up to
achieve wide coverage. Although the ITNs are purchased through the public sector, private-
sector service providers participate in their distribution. So far, the main focus of these
campaigns has been on vulnerable groups, particularly pregnant women and children.

e Facility-based routine distribution to pregnant women through antenatal clinics. This is
mainly intended for maintenance of coverage. The policy is that pregnant women who attend
antenatal clinics should be provided with mosquito nets, either free of charge or at subsidised
price. In practice, whether a pregnant woman attending an antenatal clinic gets a free net or
pays for it depends on the source of the net. Public sector nets (e.g., those bought using funds
from The Global Fund to Fight AIDS, Tuberculosis and Malaria) are distributed free of
charge té) the end user. Both public and private health service providers participate in this
activity.

e Commercial sales in the private, for-profit sector.’

The 2009 NHFC assessed facilities offering malaria diagnosis and/or treatment services for the
availability of ITNs and their provision, free of charge, to ANC clients.

Among all facilities offering malaria services, about one-third offer ITNs to ANC clients free of
charge. Health centres (45 percent) and clinics (39 percent) are relatively more likely than hospitals (7
percent) and sick bays (0 percent) to provide free nets. Free distribution varies widely among regions,
from zero percent of facilities in Erongo, Hardap, and Khomas to 91 percent of facilities in Oshikoto.

Table 7.6 also shows that, although 35 percent of facilities offering malaria services report
offering free ITNs to ANC clients, only 26 percent of facilities actually had ITNs in the facility on the day
of the visit. Health centres (32 percent) and clinics (29 percent) were more likely to have ITNs in the
facility than hospitals (7 percent). This can be explained by the fact that only a small proportion of
hospitals offer ANC services (see Chapter 6, Table 6.1). Mission/NGO (43 percent) and MoHSS (29
percent) facilities were more likely to have ITNs than private facilities (2 percent). Availability by region
also varied drastically, in a pattern similar to that of facilities offering free ITNs to ANC patients.

& There is the intention to distribute ITNs to children through the Extended Programme of Immunisation; however,
this has not started yet.

® Social marketing, where ITNs were sold to the public at subsidised price to promote their use, was done in the past.
It is very rarely done now.
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Key Findings

Service availability: About two-thirds of facilities offering malaria services report that they offer ITNs
to ANC clients free of charge; however, only one-quarter of facilities offering malaria services had
ITNs available in the facility on the day of the visit. Health centres and clinics are the facility types
most likely to offer ITNs to ANC clients. Mission/NGO and MoHSS facilities are more likely to have
ITNs than private facilities.
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HIV/AIDS SERVICES 8

Hileni Angula Absalom, Johanna Balie, Johannes Klemens, Martin Odiit,
Anne-Marie Nitschke

8.1 BACKGROUND

An international technical working group, comprised of representatives from the World Health
Organization (WHO), the Joint United Nations Programme on HIV/AIDS (UNAIDS), the United States
Agency for International Development (USAID), and other entities, including non-governmental
organisations (NGOs) that implement HIV/AIDS services, has developed common indicators for
measuring the quality of HIV/AIDS services provided through the formal health sector. These indicators
fall under the following broad categories:

o Capacity to provide basic services for HIV/AIDS, including HIV counselling and testing

Capacity to provide advanced services for HIV/AIDS, including antiretroviral therapy (ART)

Availability of record-keeping systems for monitoring HIVV/AIDS care and support

Capacity to provide services for prevention of mother-to-child transmission (PMTCT) of HIV

Availability of youth-friendly services (YFS)

The 2009 Namibia Health Facility Census (2009 NHFC) measured components of each of these
indicators in all health facilities in Namibia.

8.1.1 HIV/AIDS in Namibia

The first case of HIV/AIDS in Namibia was reported in 1986. Since then the rate of HIV
infection has continued to rise in the country (MoHSS, 2008c). It is estimated that in 2008-09 a total of
174,000 people in Namibia were living with HIV, and there were 5,800 new infections during that year
(MoHSS, 2009a). An estimated 6,100 people died of AIDS and AIDS-related illnesses between March
2008 and April 2009. The epidemic has disproportionately affected men and women in the prime of life.
It is estimated that during 2008-09 there were 95,000 adult females (age 15 or older) and 66,000 adult
males living with HIV in Namibia. During the same period approximately 11,600 mothers were in need of
services to prevent mother-to-child transmission of HIV. There are about 13,000 children living with
HIV. The epidemic has resulted in major social consequences arising from the deaths of adults and the
resulting massive burden of orphans and vulnerable children. Approximately 69,000 children in Namibia
are orphaned by AIDS. The epidemic has also imposed a burden on the limited resources of the country,
with funds being diverted to interventions for HIV prevention and AIDS care at the expense of other
concerns.

To address the epidemic, the Ministry of Health and Social Services (MoHSS) established the
National AIDS Coordination Programme in 2004. This programme is managed by the Directorate of
Special Programmes (TB, Malaria, and HIV/AIDS). The Directorate is responsible for providing
assistance to all sectors in the development and implementation of sector-related HIVV/AIDS activity plans

HIVJAIDS Services | 171



in accordance with sectoral obligations as contained in the Third Medium-Term Plan on HIV/AIDS
(MTP3).

8.2 DEFINITIONS OF HIV/AIDS INDICATORS
The 2009 NHFC assessed the following HIV/AIDS-related services:

HIV testing system: The NHFC defines a facility as having an HIV testing system if clients are
offered an HIV test conducted within the facility or in an affiliated lab, or the facility has a system for
referring clients to an external testing site and receiving test results back from that external site to follow
up with clients after testing. A facility that simply refers clients elsewhere, expecting the other location to
counsel and follow up on test results, is not defined as having an HIV testing system or offering HIV
counselling and testing.

Care and support services (CSS): Care and support services include any services that are
directed towards improving the lives of persons living with HIV and AIDS. These most often include
treatment for opportunistic infections and illnesses that are commonly associated with or worsened by
HIV infection, such as tuberculosis (TB), sexually transmitted infections (STIs), and malaria. CSS also
may include palliative care and socio-economic and psychological support services.

Antiretroviral therapy (ART): This refers to providing antiretroviral (ARV) medicines to treat
HIV-positive persons and AIDS patients.

Post-exposure prophylaxis (PEP): This refers to providing prophylactic ARV drugs to persons
who have been exposed to HIV.

Prevention of mother-to-child transmission (PMTCT): A facility is defined as offering
PMTCT services if it offers any activities related to the prevention of mother-to-child transmission of
HIV in pregnant or recently delivered women. Such activities include HIV testing and pre- and post-test
counselling for pregnant women, counselling on infant feeding practices (including counselling about
exclusive breastfeeding), family planning counselling and/or referral, and providing prophylactic ARV
drugs to HIV-positive women and their newborn babies. PMTCT plus services include the provision of
care and treatment, including ART as appropriate, to all HIV-positive women and HIV-infected members
of their families.

Youth-friendly services (YFS) pertaining to HIV counselling and testing services: This refers
to specific programmatic strategies to encourage adolescents to utilise HIV services, particularly HIV
counselling and testing services.

8.3  BASIC-LEVEL SERVICES FOR HIV/AIDS
8.3.1 Counselling and Testing

According to the 2010 National Strategic Framework for HIV and AIDS, Namibian health
facilities offer client-initiated (voluntary) counselling and testing (VCT), and provider-initiated testing
and counselling (PITC). PITC is recommended for all patients attending health facilities regardless of
their health conditions, age, or symptoms, including men prior to surgical circumcision.

Generally accepted definitions for HIV counselling and testing services include the following key
elements:
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e Counselling must take place before testing. The counsellor must ascertain that the client is
taking the test voluntarily and understands that he/she can interrupt or stop the process at any
point.

e The counsellor shall ascertain that the client’s mental state is sound and that he/she is not
under the influence of any substance or undue pressure from any source. In case of doubt the
counsellor should consult or refer the client to senior colleagues.

e Where HIV testing involves a person who is unable to provide consent, a close relative or
next-of-kin shall be given information and asked to provide consent.

e The client must receive an assurance that test results are confidential and that no one will be
told the results without his/her consent.

e Both HIV-positive and HIV-negative clients must receive post-test counselling on preventive
measures, as well as treatment and follow-up as appropriate.

e Same-day test results are encouraged.

o HIV testing sites must participate in the external quality assurance programme offered by the
Namibia Institute of Pathology (NIP).

o HIV testing sites should strictly follow the Namibian HIV Rapid Testing Algorithm.

Counselling and testing can be provided in almost any setting, wherever a client or provider
determines that the service is necessary. Therefore, during the 2009 NHFC information was gathered
from different types of health facilities, namely, hospitals, health centres, clinics, sick bays, and free-
standing VCT sites.

Several elements have been defined as important for supporting the quality of testing and
providing results. For example, service sites must have guidelines and protocols and appropriate record-
keeping systems, including records of referrals to laboratory facilities for HIV testing. Table 8.1 and
Figure 8.1 present information on the availability of HIV testing services. Table 8.1 also presents
information on the availability of support systems for quality HIVV counselling and testing, such as
informed consent policy or documents and record-keeping systems.

Testing systems

Findings of the 2009 NHFC indicate that HIV testing systems are almost universally available in
Namibia (Table 8.1). Among the different facility types, sick bays (and MoD/Police facilities among the
different managing authorities) are the least likely to have an HIV testing system. Private facilities (88
percent) are also less likely, compared with MoHSS and mission/NGO facilities (both 100 percent), to
have HIV testing systems. Among the regions, facilities in Khomas region (86 percent) are less likely to
have an HIV testing system than most other regions, where HIV testing systems are almost universally
available.
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Among facilities with a testing system, the majority conduct testing in the facility or in an
affiliated laboratory (81 percent) (Table 8.1). All of such free-standing VCT facilities and nine of every
ten such health centres conduct testing in the facility or an affiliated laboratory. Facilities with testing
systems in Karas (36 percent) and Kunene regions (48 percent) are less likely than such facilities in other
regions to have testing done in either the facility or an affiliated laboratory. A little over one in every ten
facilities with an HIV testing system have HIV testing at an external testing site and have supporting
records available, while 7 percent report testing in an external site but do not have supporting records.
Notable are facilities in Kunene, where over half report external testing but with no supporting records.

Table 8.1 System for testing and for offering results of HIV tests
Percentage of facilities reporting an HIV testing system and, among these, percentage conducting HIV test in facility or at external site and percentage with policies
and records in any relevant site, by background characteristics, Namibia HFC 2009
Percentage of facilities with an HIV testing system having indicated items
HIV test HIV test
Percentage available in  available in Record for Number of
of facilities HIV test external external Informed clients facilities with
reporting an available in  testing site,  testing site, consent  Register with  receiving an HIV
Background HIV testing | Number of = facility or records no records  policy for HIV test HIVtest  All items for testing
characteristics system' facilities  affiliated lab® observed®  observed®  HIV testing’ results results® HIV testing’ system
Type of facility
Hospital 100 45 73 16 11 62 80 76 47 45
Health centre 100 47 89 9 2 89 96 98 85 47
Clinic 98 295 79 13 8 74 88 84 67 289
Free standing VCT 93 15 100 0 0 86 100 93 86 14
Sick bay 78 9 86 14 0 57 57 57 29 7
Managing authority
MoHSS 100 306 80 12 7 80 89 86 73 306
Mission/NGO 100 42 83 12 5 88 100 98 83 42
Private 88 49 77 14 9 28 72 60 12 43
MoD/Police 79 14 91 9 0 64 73 73 45 11
Region
Caprivi 97 29 100 0 0 79 100 96 79 28
Erongo 95 38 89 11 0 72 89 81 61 36
Hardap 100 23 100 0 0 83 91 91 74 23
Karas 96 26 36 48 16 68 92 92 60 25
Kavango 100 58 71 22 7 64 91 90 57 58
Khomas 86 36 97 3 0 65 87 81 55 31
Kunene 100 29 48 0 52 79 69 66 41 29
Ohangwena 100 33 88 6 6 88 91 91 85 33
Omaheke 100 16 100 0 0 88 88 100 88 16
Omusati 100 50 70 28 2 70 84 74 68 50
Oshana 100 21 95 5 0 86 81 76 71 21
Oshikoto 100 22 100 0 0 91 100 100 91 22
Otjozondjupa 100 30 83 10 7 70 83 73 67 30
Total 98 411 81 12 7 75 88 84 67 402
" Facility reports conducting the test in the facility or in an affiliated external laboratory, or has an agreement with a testing site that is expected to return the test
results to the facility.
> HIV testing is confirmed in facility or in affiliated laboratory.
* HIV testing not available in facility, but there are observed records of testing conducted outside facility, with test results.
* HIV testing not available in facility, and there are no observed records of testing conducted outside facility.
° Having either the Namibia national guidelines for voluntary HIV counselling and testing or other HIV counselling and testing guidelines counts as having an informed
consent policy for HIV testing. Availability of an informed consent document for the client to sign or keep or any other informed consent document also counts as
having an informed consent policy.
® If rapid test is done, record with client identifier and results is sufficient.
7 HIV test available in facility or records showing test done elsewhere and results are received by facility, informed consent policy in any relevant service site,
observed register with HIV test results, and observed register for clients receiving HIV test results.
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Figure 8.1 Components of HIV Testing Services (N=402)
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Informed consent policy

An informed consent policy for HIV testing is available in three-quarters of facilities that have
an HIV testing system (Table 8.1, Figure 8.1). Free-standing VCT facilities and health centres are more
likely than other facility types to have an informed consent policy. By managing authority, private
facilities (28 percent) are least likely to have an informed consent policy for HIV testing. Availability of
an informed consent policy ranges from a low of 64 percent of facilities in Kavango to a high of 91
percent of facilities in Oshikoto region.

Registers of test results

Registers with HIV test results are not universally available in facilities with HIV testing systems.
While, overall, close to nine of every ten facilities have registers with test results readily available,
availability ranges from 57 percent of sick bays to 100 percent of free-standing VCT facilities. Private
facilities and facilities managed by MoD/Police (72 and 73 percent, respectively) are less likely than
MoHSS and mission/NGO facilities (89 and 100 percent, respectively) to have registers with test results.

Most facilities (84 percent) with an HIV testing system have records of clients receiving their
HIV test results. Availability is similar to that of registers of test results, described in the preceding
paragraph.

Overall, two-thirds of facilities with an HIV testing system have all items for HIV testing.?

! Having either the Namibia national guidelines for voluntary HIV counselling and testing or other HIV counselling
and testing guidelines counts as having an informed consent policy for HIV testing. Availability of an informed
consent document for clients to sign or keep or any other informed consent document also counts as having an
informed consent policy.

2 A facility with an HIV testing system is defined as having all items for HIV testing if all of the following are
available: an HIV testing system, an informed consent policy in any relevant service site, an observed register with
HIV test results, and an observed register showing clients receiving HIV test results.
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Visual and auditory privacy in counselling and testing area

Visual and auditory privacy in the HIV counselling and testing areas is available in eight of every
ten facilities with HIV testing systems (Table A-8.1). Sick bays and hospitals (71 and 73 percent,
respectively) are less likely to provide privacy than free-standing VCT facilities and health centres (93
and 94 percent, respectively). Private facilities are also less likely to have visual and auditory privacy at
counselling and testing sites than MoHSS facilities and facilities managed by other authorities.

Additional information on components of HIV counselling, such as policy on confidentiality, a
written policy on routine provision of pre- and post-test counselling for HIV testing, and up-to-date
records of clients receiving pre- and post-test counselling is provided in Table A-8.1.

Key Findings

Testing systems: HIV testing systems are almost universally available in Namibian health facilities;
however, MoD/Police and private facilities are less likely than facilities managed by other authorities
to have HIV testing systems. Regionally, facilities in Khomas region are less likely than facilities in
other regions to have HIV testing systems.

Registers of test results: Registers with HIV test results are not universally available in facilities that
offer HIV testing services. As with the availability of testing systems, MoD/Police and private
facilities are the least likely to have registers of HIV test results.

Privacy: Most facilities that have HIV testing services are able to assure both visual and auditory
privacy.

8.3.2 HIV/AIDS Care and Support Services

The provision of care and support is in alignment with the National HIVV and AIDS Policy of
2007, which requires all patients to be provided adequate and effective palliative care at all times. The
care and support intervention in the 2010-2016 National Strategic Framework for HIV and AIDS aims to
scale up the provision of quality care and support by the pre-ART and ART programmes and to do so in a
manner that is equitable across all regions of the country. In keeping with the 2007 National HIV and
AIDS Policy, palliative care shall continue to be emphasised, particularly in regards to pain management
as well as clinical and psychological, spiritual, social, and prevention services. The considerable scale-up
of the ART programme has resulted in the requirement for new and additional forms of support from
community home-based care (CHBC) providers—for instance, support with respect to HIV prevention,
adherence to treatment and treatment literacy. Components of CHBC that specifically relate to not only
HIV and AIDS include treatment adherence and treatment literacy for people on ART but also
reproductive health as part of the double intervention strategy, nutritional support for people on treatment,
and referrals to VCT, TB, and ART service providers, amongst other components (GRN, 2010).

Basic clinical care and support services for HIV/AIDS

People living with HIVV/AIDS are at higher risk of developing infections such as TB and STIs as a
result of their suppressed immune systems. These are known as opportunistic infections. Also, if they
contract malaria, people living with HIV are likely to experience more severe forms of the disease
because of their weakened immune systems.

One of the important HIV/AIDS care and support strategies is the immediate treatment of
opportunistic infections among HIV/AIDS clients. Facilities that offer care and support services for
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HIV/AIDS clients should also be able to offer services for TB, STIs, and malaria. The 2009 NHFC
assessed the availability of several services among a subset of facilities that offer care and support
services (CSS) for HIV/AIDS patients. Table 8.2 presents information on the availability of HIV/AIDS
care and support services, and Table 8.3 shows summary information on the availability of specific basic
clinical care and support services for HIV/AIDS among all facilities.

Table 8.2 Availability and documentation of HIV/AIDS care and support services
Percentage of facilities offering HIV/AIDS care and support services (CSS)' and, among these, percentage with
the indicated record-keeping systems, by background characteristics, Namibia HFC 2009
Record system for
Register with individual client
Percentage of HIV/AIDS-related  appointments
facilities offering client diagnosis ~ observed in any Number of
HIV/AIDS care observed in any relevant facilities
Background and support Number of eligible service  outpatient service offering
characteristics services (CSS) facilities? site site HIV/AIDS CSS
Type of facility
Hospital 98 45 48 70 44
Health centre 98 47 48 35 46
Clinic 88 295 47 14 259
Sick bay 67 9 67 17 6
Managing authority
MoHSS 92 306 51 23 281
Mission/NGO 89 28 68 36 25
Private 80 49 13 23 39
MoD/Police 77 13 50 30 10
Region
Caprivi 96 28 0 22 27
Erongo 89 36 34 28 32
Hardap 100 21 52 24 21
Karas 88 25 5 23 22
Kavango 77 57 59 32 44
Khomas 85 33 25 29 28
Kunene 89 28 92 24 25
Ohangwena 97 32 55 16 31
Omaheke 94 16 13 33 15
Omusati 86 49 40 19 42
Oshana 100 20 85 5 20
Oshikoto 100 22 86 27 22
Otjozondjupa 90 29 69 27 26
Total 90 396 48 24 355
' Providers working in the facility provide treatment for any opportunistic infections or symptoms related to
HIV/AIDS (such as treatment for topical fungal infections, cryptococcal meningitis, or Kaposi sarcoma) or provide
(or prescribe) palliative care for patients (such as symptom or pain management or nursing care for the terminally
ill), or provide nutritional rehabilitation services, including the prescription or provision of fortified protein
supplements, or provide care for paediatric HIV/AIDS patients.
2 Total excludes free-standing VCT facilities since they are not expected to offer HIV/AIDS care and support
services.
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Table 8.3 Availability of HIV testing systems and basic clinical care and support services for HIV/AIDS
Percentage of facilities that report an HIV testing system and offer treatment for various illnesses, by background
characteristics, Namibia HFC 2009
Percentage of facilities with:
Primary
preventive
treatment
for oppor-
TB Preventive  tunistic
HIV treatment treatment infections
Background testing and/or  Treatment Treatment for TB (such as All Number
characteristics system' follow-up  of STIs  of malaria with INH>  CPT)? services of facilities
Type of facility
Hospital 100 78 91 82 69 76 49 45
Health centre 100 96 98 98 68 89 68 47
Clinic 98 84 98 86 59 71 47 295
Free standing VCT 93 0 20 0 0 0 0 15
Sick bay 78 56 89 78 0 22 0 9
Managing authority
MoHSS 100 91 100 94 66 76 55 306
Mission/NGO 100 62 71 64 48 55 48 42
Private 88 37 78 41 31 55 12 49
MoD/Police 79 64 86 64 0 29 0 14
Region
Caprivi 97 90 93 97 59 62 48 29
Erongo 95 82 92 45 50 84 24 38
Hardap 100 78 91 74 74 78 61 23
Karas 96 85 96 69 65 81 50 26
Kavango 100 90 98 98 48 48 31 58
Khomas 86 42 72 47 42 53 25 36
Kunene 100 66 100 97 31 55 21 29
Ohangwena 100 88 97 97 82 91 82 33
Omaheke 100 88 94 88 81 81 81 16
Omusati 100 90 98 96 74 80 66 50
Oshana 100 90 95 95 48 67 48 21
Oshikoto 100 91 100 100 86 91 77 22
Otjozondjupa 100 73 93 90 33 60 33 30
Total 98 81 94 84 58 70 47 411
" Facility reports conducting the test in the facility or in an affiliated external laboratory, or has an agreement with
a testing site that is expected to return results to the facility.
% This is the provision of isoniazid, either routinely to all HIV/AIDS clients regardless of their clinical condition or
only selectively or sometimes to HIV/AIDS clients depending on their clinical condition.
3 This refers to primary preventive treatment, such as cotrimoxazole preventive treatment (CPT), either routinely to
all HIV/AIDS clients regardless of their clinical condition or only selectively or sometimes to HIV/AIDS clients
depending on their clinical condition.

Nine of every ten facilities (excluding free-standing VCT facilities) offer HIVV/AIDS care and
support services (CSS) (Table 8.2). HIV/AIDS care and support services are universally available in
hospitals and health centres, in 88 percent of clinics, but in only 67 percent of sick bays. Among the
facilities that offer HIV/AIDS CSS, only half have a register with HIV/AIDS-related client diagnoses
observed at eligible service sites. Private facilities are significantly less likely than facilities managed by
other authorities to have such registers available (13 percent of private facilities versus 50 percent and
above of facilities managed by other authorities). There is also significant variation by region, ranging
from zero percent of facilities in Caprivi having registers to 92 percent of facilities in Kunene region.

Availability of a recording system for individual client appointments is rare and varies. Overall,
only one-fourth of facilities offering CSS have such a system, with a range from less than 20 percent of
clinics and sick bays to 70 percent of hospitals.

Overall, at least half of interviewed providers of TB, malaria, or STI services report receiving
pre- or in-service training related to one of these topics during the three years preceding the survey at 81
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percent of facilities offering HIVV/AIDS CSS (Table A-8.7). In 73 percent of the facilities at least half of
the service providers report that they were personally supervised at least once during the three months
preceding the survey.

Malaria services

Information in Table 8.3 and Figure 8.2 also shows that 84 percent of all facilities offer malaria
treatment services; this includes 82 percent of hospitals, 86 percent of clinics, 78 percent of sick bays, and
almost all health centres. MoHSS facilities are more likely to offer malaria treatment services than
facilities managed by other authorities. Regionally, availability of malaria treatment services ranges from
45 percent of facilities in Erongo to 100 percent in Oshikoto.

Figure 8.2 Availability of Basic Medical Care and Support
Services for HIV/AIDS (N=411)
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Additional information in Table A-8.5 shows percentages of facilities providing malaria diagnosis
and treatment among facilities offering HIVV/AIDS CSS. Eighty-nine percent of HIV/AIDS CSS facilities
offer malaria treatment services, while 97 percent have laboratory diagnostic capacity for malaria. Among
facilities offering HIV/AIDS CSS and offering malaria treatment services, 87 percent have a malaria
treatment protocol, 80 percent had Coartem® available in the facility on the day of the visit, and 72
percent have both the treatment protocol and Coartem.

Sexually Transmitted Infections
Generally accepted standards for quality STI services include—
o Availability of diagnostic and treatment guidelines in all STI service sites
e Provision of appropriate treatment before the client leaves the facility
In addition, laboratory diagnosis is important, as it may be the only way to confirm the presence

or absence of an STI. International experts advocate that all newly diagnosed HIV/AIDS clients be
screened for STIs, particularly syphilis.
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Overall, the availability of STI treatment services is high (94 percent of all facilities) (Table 8.3,
Figure 8.2). Free-standing VCT facilities (20 percent) are less likely than other facility types to offer STI
treatment services. Also, mission/NGO facilities (71 percent) and private facilities (78 percent) are less
likely than MoHSS facilities (100 percent) to offer STI treatment services. At the regional level only
Khomas region has less than 90 percent of facilities offering STI treatment services; in Khomas only
seven of every ten facilities offer STI treatment services.

Additional information in Table A-8.6 and Figure 8.3 show that almost all facilities (98 percent)
offering HIV/AIDS CSS also provide STI treatment services; however, medicines to treat common STIs
are not readily available in all these facilities. The data show that 87 percent of the facilities offering both
HIV/AIDS CSS and STI treatment have medicines for treating each of the four major sexually transmitted
infections.> Among these facilities STI treatment protocols are available in nine of every ten, and male
condoms are almost universally available. About eight of every ten of these facilities have all items* for
STI services.

Figure 8.3 Availability of Items in Facilities Offering HIV/AIDS
Care and Support Services (CSS) and STI Services (N=349)
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Primary preventive treatment and treatment of opportunistic infections

Primary preventive treatment, such as cotrimoxazole prophylactic treatment (CPT), is an integral
component of the HIV/AIDS care and support package in Namibia.

Generally accepted standards for rolling out cotrimoxazole prophylaxis programmes include—
o Auvailability of protocols and guidelines for cotrimoxazole prophylaxis
e Availability of medicines (cotrimoxazole) in the health facilities

e Training for health workers involved in CPT programmes

® At least one medicine for treating each of the following: syphilis, gonorrhea, chlamydia, and trichomoniasis.
* Observed treatment protocols in any relevant STI service site, medicines to treat four major STIs, and male
condoms in the facility, either at the service site or in the pharmacy.
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Table 8.3 shows that 70 percent of all facilities offer primary preventive treatment for
opportunistic infections, such as CPT. Health centres (89 percent) are more likely to have the service than
hospitals (76 percent) and clinics (71 percent). Only one of every five sick bays has the service. Fifty-five
percent of private and mission/NGO facilities provide primary preventive treatment services compared
with three-fourths of MoHSS facilities. The availability of primary preventive treatment services for
opportunistic infections varies by region, from 48 percent of facilities in Kavango to 91 percent in
Ohangwena and Oshikoto.

Additional information in Table A-8.9 shows that, among facilities offering HIV/AIDS CSS, 61
percent offer primary preventive treatment routinely, 17 percent offer it selectively, and 7 percent
routinely refer clients elsewhere. Among those facilities offering HIV/AIDS CSS and reporting that they
ever offer primary preventive treatment (i.e., routinely or selectively), only 5 percent have a protocol for
CPT at the service site.> Cotrimoxazole is available in the majority (89 percent) of these facilities. One-
quarter of the facilities have at least one interviewed provider of CPT trained during the preceding three
years.

Table A-8.13 presents information on the availability of medicines for the treatment of
opportunistic infections. The majority of facilities providing CSS have at least one medicine for treating
bacterial infections, including pneumonia, for the management of chronic diarrhoea, and for basic pain
management (each 98 percent); however, only three of every ten facilities (but all hospitals) have at least
one medicine for treating topical fungal infections.

Key Findings

HIV/AIDS care and support services: HIV/AIDS CSS are almost universally available in Namibia.
Still, only half of facilities offering HIV/AIDS CSS have observed registers showing HIV/AIDS-
related client diagnoses at eligible service sites. Private facilities are less likely than those managed by
other authorities to have such client registers.

Most facilities offering HIV/AIDS CSS have providers of TB, malaria, or STI services who have
recently received pre- or in-service training related to their work. Similarly, most of these facilities
have providers who report being regularly supervised in their work.

Malaria services: Overall, a little over eight of every ten facilities offer malaria treatment services.
Private facilities are slightly less likely than others to offer malaria services. At the regional level the
availability of malaria treatment services ranges from 45 percent of facilities in Erongo to 100 percent
of facilities in Oshikoto. Among facilities offering HIVV/AIDS care and support services, nine of every
ten offer malaria treatment services, and almost all have malaria laboratory diagnostic capacity.

Sexually transmitted infections: The availability of STI treatment services is high in Namibian health
facilities. Private and mission/NGO facilities are less likely than those managed by the MoHSS to
offer STI services. Only Khomas region has less than 90 percent of facilities offering STI services.

Almost all facilities offering HIVV/AIDS care and support services also offer STI services.

Primary preventive treatment: Primary preventive treatment for opportunistic infections, such as
cotrimoxazole preventive treatment, is available in seven of every ten facilities overall. This service is
also widely available among facilities offering HIV/AIDS care and support services; however, only six
in every ten routinely offer it, while a little under two in every ten offer the service only selectively.

> There is not a stand-alone CPT guideline or protocol; however, CPT guidelines are usually part of other
documents, such as the National ART Guidelines and the Integrated Management of Adult and Adolescent IlIness
(IMAI) guidelines. The 2009 NHFC therefore assessed the availability of any guideline that will have information
on CTP.
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HIV/AIDS and tuberculosis collaboration

TB is the most common opportunistic infection associated with HIV/AIDS, and it is among the
leading causes of morbidity and mortality among people infected with HIV. It is estimated that,
worldwide, more than 21 million people are co-infected with HIV and TB. People who are HIV-positive
and infected with TB are up to 50 times more likely to develop active TB in a given year than people who
are HIV-negative (WHO, 2007).

TB diagnosis and treatment is an important component of care for HIVV/AIDS clients. To improve
compliance with full treatment and avoid the proliferation of drug-resistant strains of TB, WHO
advocates the Directly Observed Therapy, Short course (DOTS) strategy for TB treatment.

In 2008 Namibia reported 13,737 cases of all forms of TB. This translates into a case notification
rate (CNR) of 665 cases per 100,000 population compared with 15,244 cases reported in 2007 (CNR of
722 per 100,000) (MoHSS, 2010b). Coverage of HIV testing for TB patients continued to improve: Of
TB patients registered in 2008, 67 percent were tested for HIV, compared with 54 percent in the previous
year. Approximately 59 percent of people with TB in Namibia are co-infected with HIV. Co-infection is a
major threat to people living with HIV; it increases mortality and threatens efforts toward the national
response to HIV/AIDA.

Generally accepted standards for good quality TB services include the following key elements:
o Diagnosis based on sputum smear, with back-up or confirmation using X-rays

e Records that indicate newly identified cases, monitor the course of treatment, and monitor
client adherence to the treatment protocol

e Standard guidelines and protocols for the TB diagnostic and treatment regimes
e A continuous supply of the TB treatment regime for each patient

According to findings of the 2009 NHFC, eight of every ten facilities offer TB treatment and/or
treatment follow-up services (Table 8.3, Figure 8.2). Health centres are the most likely to offer TB
treatment and/or follow-up services, while sick bays are the least likely. (Free-standing VCT facilities are
not expected to, and they do not, offer the service.) Private facilities (37 percent) are least likely to offer
TB treatment and/or treatment follow-up services compared with MoHSS (91 percent) and mission/NGO
(62 percent) facilities. Facilities in Khomas (42 percent) and Kunene (66 percent) regions are the least
likely to offer TB treatment and/or follow-up services, while in seven other regions close to 90 percent of
facilities offer these services.

Availability of preventive treatment for TB with isoniazid is low compared with preventive
treatment for opportunistic infections such as CPT. A little less than six of every ten facilities offer TB
preventive treatment, including 69 percent of hospitals, 68 percent of health centres, and 59 percent of
clinics. Only 31 percent of private facilities offer TB preventive treatment compared with 48 percent of
the mission/NGO and 66 percent of MoHSS facilities. The availability of TB preventive treatment
services ranges from 31 percent of facilities in Kunene region to 86 percent in Oshikoto.

Additional information in Table A-8.8 shows that, among facilities offering HIV/AIDS CSS, 47
percent routinely offer TB preventive treatment services, 17 percent selectively offer the service, and 12
percent routinely refer clients elsewhere for the service. Among HIVV/AIDS CSS facilities that ever offer
TB preventive treatment services (i.e., routinely or selectively), only 5 percent have the necessary
guidelines or protocols available; three-quarters, however, have isoniazid available in the facility. Only
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one-fourth have at least one interviewed provider of TB preventive treatment receiving any training
related to his/her work during the preceding three years.

DOTS among facilities offering HIV/AIDS CSS

Table A-8.2 and Figure 8.4 show the availability of TB services, including treatment using
DOTS, among facilities offering HIV/AIDS CSS. Overall, nine of every ten such facilities provide TB
diagnostic or treatment services. Private and MoD/Police facilities are less likely than MoHSS and
mission/NGO facilities to offer TB services.

Among facilities that offer HIV/AIDS CSS, two-thirds (65 percent) report that they are part of the
national DOTS programme. Aside from three-quarters of health centres reporting that they are part of the
national DOTS programme, there is no difference among the other facility types. However, private
facilities are significantly less likely to report being part of the national DOTS programme. Facilities in
Khomas (39 percent) and Oshikoto (36 percent) are the least likely to report being part of the national
DOTS programme.

Figure 8.4 TB Services in Facilities Offering HIV/AIDS Care
and Support Services (CSS) (N=355)
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A facility is defined as following the DOTS treatment strategy if the treatment strategy used is
either direct observation of treatment for two months with four months of follow-up or direct observation
for six months. Half of facilities offering HIV/AIDS CSS meet this definition of following the DOTS
treatment strategy. While all the numbers are low, sick bays (67 percent) are more likely to follow DOTS
treatment than the other facility types, particularly hospitals (45 percent). Private facilities are less likely
than facilities managed by other authorities to follow the DOTS treatment strategy. Less than 40 percent
each of facilities in Caprivi, Khomas, Kunene, Omusati, and Oshana follow the DOTS treatment strategy.

Among facilities offering HIV/AIDS CSS and also following the DOTS treatment strategy,
two-thirds have DOTS client registers available (Table A-8.2). Similar to findings reported above, private
facilities are the least likely to have DOTS client registers. Although facilities in Khomas are among those
least likely to follow the DOTS treatment strategy, those who do so have DOTS client registers (91
percent). In contrast, none of the facilities in Caprivi has a DOTS client register.
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TB treatment guidelines or protocols are, however, readily available. Almost all of the facilities
offering CSS and following the DOTS treatment strategy have TB treatment guidelines or protocol. First-
line TB medicines are not as widely available; only seven of every ten facilities offering HIV/AIDS CSS
and following the DOTS treatment strategy have all first-line TB medicines available.

All together, a little fewer than six of every ten facilities offering HIVV/AIDS CSS and following
the DOTS treatment strategy have all items for TB, defined as having observed DOTS client registers,
observed TB treatment protocols, and all first-line TB medicines available in the facility.

Any TB treatment among facilities offering HIV/AIDS CSS

According to findings reported in Table A-8.3, close to nine of every ten facilities that offer
HIV/AIDS CSS also offer TB treatment services.® Private facilities (41 percent) and facilities in Khomas
region (50 percent) are less likely to offer any TB treatment services than others.

Among facilities offering HIV/AIDS CSS and also offering any TB treatment services, six of
every ten follow the DOTS treatment strategy, two of every ten provide only treatment follow-up
services, and the remaining two of every ten use other treatment approaches.” Treatment protocols are
widely available in these facilities; however, client treatment registers and first-line medicines are not as
widely available. Less than half (45 percent) had observed client treatment registers, TB treatment
protocols, and all first-line TB medicines available in the facility on the day of the visit.

TB diagnosis among facilities offering HIV/AIDS CSS

Table A-8.4 presents information on resources and supplies for diagnosing TB, among facilities
that offer HIV/AIDS CSS. Eighty-five percent of facilities offering HIV/AIDS CSS offer TB diagnostic
services.? Eighty percent use sputum for TB diagnosis, 7 percent use X-rays, and 2 percent use clinical
symptoms for diagnosis of TB.

Among facilities that report diagnosing TB using sputum tests, however, only half have all items
necessary for conducting the sputum test. Ninety-six percent have a reported system for sending sputum
elsewhere for testing, and 82 percent have records of sputum test results.

Just a little over half of the facilities offering HIV/AIDS CSS and reporting that they diagnose TB
using X-rays actually have X-ray capacity with a functioning X-ray machine with films.

® This refers to any TB treatment services, including DOTS and non-DOTS.

" Facility does not provide directly observed treatment for TB patients, or patients are treated only while inpatient
but discharged to a different facility for follow-up treatment services.

8 Facility conducts sputum test or X-ray or both, either in the facility or in an external laboratory, and, if in an
external lab, there is record of TB test results, or else providers in the facility diagnose TB based on clinical
symptoms.
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Key Findings

HIV/AIDS and TB collaboration: Tuberculosis treatment and/or treatment follow-up services are
available in eight of every ten facilities. Health centres are more likely than other facility types to offer
these services, while private facilities are less likely than facilities managed by other organisations.
Facilities in Kunene and Khomas are less likely than facilities in other regions to offer TB treatment
and/or treatment follow-up services.

Preventive treatment for TB using isoniazid is available in a little under six of every ten facilities. The
service is less likely to be available in private facilities than in facilities managed by other authorities.

About two-thirds of facilities offering HIV/AIDS CSS offer TB preventive services, either routinely or
selectively. However, isoniazid is actually available in only three-fourths of the facilities that offer
HIV/AIDS CSS and isoniazid preventive treatment.

DOTS among facilities offering HIV/AIDS CSS: Diagnostic or treatment services for TB are
available in nine of every ten facilities that offer HIV/AIDS CSS. Two-thirds of facilities offering
HIV/AIDS CSS report that they are part of the national DOTS programme. Private facilities are the
least likely to report being part of the national DOTS programme.

About half of facilities offering HIVV/AIDS CSS follow the DOTS treatment strategy. Private facilities
are least likely to follow the DOTS treatment strategy, and fewer than four in every ten facilities in
Caprivi, Khomas, Kunene, Omusati, and Oshana follow the DOTS treatment strategy.

DOTS treatment registers are not widely available in facilities offering HIV/AIDS CSS and also
following the DOTS treatment strategy. TB treatment guidelines or protocols are, however, readily
available; almost all facilities offering CSS and following the DOTS treatment strategy have TB
treatment guidelines or protocol.

TB diagnosis among facilities offering HIV/AIDS CSS: A little over eight in every ten facilities
offering HIV/AIDS CSS offer TB diagnostic services. The majority use sputum for TB diagnosis, less
than 10 percent use X-rays, and only 2 percent use clinical symptoms for diagnosis of TB. All items to
carry out sputum tests for TB are available in just about half of facilities that report diagnosing TB
using sputum.

8.4 ADVANCED-LEVEL SERVICES FOR HIV/AIDS

Persons in an advanced stage of HIV/AIDS are usually seriously ill and require a more advanced
level of treatment and follow-up than is available at many health facilities. Hospitals should be fully
capable of providing all of the advanced care and support services needed for monitoring and treating
HIV/AIDS clients. As services expand, however, it is expected that many of these services will become
available outside of hospitals in lower-level facilities as well. Current programmes are focusing on
increasing staff training, developing protocols and guidelines, ensuring adequate laboratory and medical
equipment, and implementing record-keeping for HIV/AIDS services.
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The activities and services assessed for advanced-level care and support include—

e Laboratory diagnostic capacity and the availability of medicines for treating severe
opportunistic infections

o Availability of services or a formal referral system for psychosocial and socio-economic care
and support

e Antiretroviral therapy (ART)
e Post-exposure prophylaxis (PEP)
8.4.1 Advanced-Level Treatment of Opportunistic Infections and Palliative Care for HIV/AIDS

For the purpose of this assessment, a facility must meet the following requirements to be
classified as having advanced-level treatment capacity:

o At least one medicine (or in some cases two medicines) for the treatment of an indicated
condition is available.

e Protocols or guidelines for treating common opportunistic infections are available in each
service area.

e At least one recently trained provider for an indicated service is available in the facility.
o Laboratory diagnostic capacity exists for common HIV/AIDS-related illnesses.

Table A-8.12 shows the availability of advanced CSS for HIV/AIDS. Among facilities that offer
HIV/AIDS CSS, two of every ten report that they provide systemic intravenous treatment for specific
fungal infections. This includes nine of every ten hospitals but just 22 percent of health centres.

Treatment for Kaposi’s sarcoma is reported to be available in 18 percent of facilities, while 29
percent offer palliative care, such as pain management or nursing care for the terminally ill. Eighty-one
percent provide nutritional rehabilitation services, and 98 percent provide psychosocial support services.
Only 7 percent of facilities offering CSS provide all advanced CSS as defined.

Trained staff and staff supervision

As part of the 2009 NHFC, providers were interviewed and asked questions pertaining to training
that they have received as part of their work in these facilities. Table A-8.10 presents information on the
availability of recently trained providers of HIV/AIDS services. Among facilities reporting that they offer
CSS, seven of every ten have at least one interviewed provider who has been trained in psychosocial
counselling during the preceding three years. Training on opportunistic infections and palliative care is
not as common; only 25 percent of CSS facilities have at least one interviewed provider trained in
opportunistic infections, and 12 percent have at least one interviewed provider trained in palliative care.
In addition, only 23 percent of facilities have at least one interviewed provider with recent training in
AIDS in children.

Two-thirds of facilities offering HIV/AIDS CSS have supervised providers (Table A-8.10).
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Guidelines

The 2009 NHFC also assessed facilities for availability of specific guidelines. Guidelines for the
management of opportunistic infections are rare in Namibian health facilities; only one of every ten
facilities offering HIV/AIDS CSS has a guideline for opportunistic infections at any service site in the
facility. Guidelines for symptomatic or palliative care also are rare; only 18 percent of these facilities
have any guidelines for palliative care (Table A-8.11). Guidelines for the clinical management of
HIV/AIDS in children and for the clinical management of HIV/AIDS in adults are more readily available.
Each of these guidelines is available in over 50 percent of facilities offering HIV/AIDS CSS. About eight
of every ten facilities have confidentiality guidelines.

Treatment for opportunistic infections

The 2009 NHFC assessed facilities for the availability of medicines to manage several
opportunistic infections and conditions. Availability of medicines to treat topical fungal infections is
generally low (30 percent of facilities offering HIV/AIDS CSS); hospitals are more likely to have at least
one medicine to treat topical fungal infections (Table A-8.13, Figure 8.5). Also, private facilities (72
percent) are more likely to have at least one medicine to treat topical fungal infections than MoHSS (23
percent) and mission/NGO (28 percent) facilities. More facilities have at least one medicine to manage
bacterial infections, manage chronic diarrhoea, and also have 1V fluids.

Additional information is presented in Table A-8.14 showing proportions of facilities having at
least two medicines available to manage additional conditions.

Figure 8.5 Availability of Medicines to Treat Common
HIV/AIDS-related Conditions in Facilities Offering Care and
Support Services (CSS) (N=355)

. M Hospital
Topical fungal { P
infection EdHealth
centre
. 100 .
Bacterial 100 M Clinic
infections [ISick ba!
100 y
. 100
Chronic
diarrhoea 8
100
o 100
BasIC pain R S SSSSSSESEESSESEESEEESS 100
management
IV fluids with
infusion set
T
Percentage of facilities offering HIV/AIDS CSS
NHFC 2009

Laboratory capacity for monitoring HIV/AIDS clients

Overall, the majority of health facilities offering HIV/AIDS CSS have laboratory capacity for
monitoring HIV/AIDS clients. For example, approximately nine of every ten facilities have culture media
and an incubator (Table A-8.15). Similar proportions have the capacity or a documented system to test for
haemoglobin or haematocrit, serum creatinine, liver function, and serum glucose. Slightly lower
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proportions of facilities have the capacity or system to conduct other tests such as white cell count and
enzyme-linked immunosorbent assay (ELISA) for HIV. Only half have the capacity for all of these
laboratory tests excluding the spinal tap.

Home-based care

Only one-fourth of facilities offering HIV/AIDS CSS report that they offer home-based care
(HBC) services (Table A-8.16). Home-based care is least available from facilities in Ohangwena. Close to
four of every ten facilities report that they offer HBC through referrals and can name a referral service site
where they refer clients. Only two of every ten facilities have an interviewed provider with recent training
in community home-based care for HIV/AIDS clients.

Key Findings

Advanced-level treatment of opportunistic infections: Systemic intravenous treatment for specific
fungal infections and treatment for Kaposi’s sarcoma are each available in only two of every ten
facilities. Many more facilities provide psychosocial support services and nutritional rehabilitation
services. Seven of every ten HIV/AIDS care and support facilities have at least one interviewed
provider trained in psychosocial counselling during the preceding three years. Training on
opportunistic infections and palliative care is less common.

Guidelines for the management of opportunistic infections or of symptomatic or palliative care are not
common in facilities. Guidelines for the clinical management of HIVV/AIDS are more readily available.

Laboratory capacity for monitoring HIV/AIDS clients: The majority of health facilities offering
HIV/AIDS CSS have laboratory capacity for monitoring HIV/AIDS clients.

Home-based care: Only one-fourth of facilities offering HIV/AIDS CSS report that they offer home-
based care services.

8.4.2 Antiretroviral Therapy

According to national policy, prescription and provision of antiretroviral therapy (ART) should
be done by trained health personnel, who should regularly monitor the condition of these clients to ensure
that an effective ART regime is being implemented and that side effects are properly managed.

Elements identified as important for providing good quality ART services include the following:

e Staff trained in the provision of relevant services

e Protocols and guidelines for relevant CSS

e A consistent supply of ARV medicines and good storage practices to maintain their quality
and security

e A system for making client appointments for routine follow-up services
e Anindividual client record to assure continuity of care for the client

e Good record-keeping systems to track ART compliance

188 | HIV/IAIDS Services



Antiretroviral drugs inhibit the replication of HIV and can significantly prolong and improve the
quality of life of HIV-positive people. ART is, therefore, a treatment option that is beneficial and
important to effective care and treatment programmes in Namibia. Table 8.4 presents information on
systems and items to support antiretroviral combination therapy services.

Table 8.4 Systems and items to support antiretroviral combination therapy services
Percentage of facilities offering antiretroviral therapy (ART) and, among these, percentage with indicated programme components, by background characteristics, Namibia HFC
2009
Percentage of facilities that: Percentage of facilities prescribing ART and having:
Prescribe  Are an No stock-outs Number of
Prescribe ART outreach of normally facilities
Provide  ART and and/or site for stocked 1*-line Laboratory prescribing ART
medical  provide  provide  providers ARVs during  capacity and/or
follow-up  medical ~ medical from National the 6 months for All items providing
Background Prescribe  services  follow-up follow-up  outside 'Numberof  ART Other  precedingthe  monitor- to support ‘medical follow-
characteristics ART only only services  services  facility | facilities = guideline guidelines' survey ing ART? ART? up services
Type of facility
Hospital 16 0 53 69 0 45 90 74 97 97 10 31
Health centre 2 17 17 36 36 47 88 71 94 94 0 17
Clinic 1 3 4 8 19 295 78 39 70 87 4 23
Sick bay 0 0 0 0 0 9 - - - - - 0
Managing authority
MoHSS 2 5 10 17 21 306 94 70 94 94 6 53
Mission/NGO 4 4 14 21 29 28 83 83 83 100 17 6
Private 6 0 16 22 2 49 45 9 55 82 0 11
MoD/Police 0 0 8 8 0 13 100 100 100 100 0 1
Region
Caprivi 0 11 7 18 0 28 80 80 100 100 0 5
Erongo 6 19 14 39 3 36 71 50 86 100 7 14
Hardap 0 5 24 29 24 21 67 83 100 100 17 6
Karas 8 8 12 28 28 25 100 43 57 43 0 7
Kavango 0 2 11 12 21 57 86 71 86 100 14 7
Khomas 6 0 12 18 6 33 83 50 67 83 0 6
Kunene 4 4 7 14 39 28 100 50 100 100 0 4
Ohangwena 0 3 13 16 22 32 100 80 100 100 20 5
Omaheke 0 0 6 6 25 16 100 0 100 100 0 1
Omusati 2 0 6 8 14 49 100 50 75 100 0 4
Oshana 5 0 5 10 10 20 100 100 100 100 0 2
Oshikoto 9 5 5 18 36 22 100 100 100 100 0 4
Otjozondjupa 0 0 21 21 24 29 83 50 100 100 0 6
Total 3 4 11 18 18 396 86 62 87 93 6 71
' Other guidelines such as guidelines for management of HIV/AIDS for workplace programs, guidelines for the clinical management of HIV/AIDS infection in adults and in
children, guidelines for home-based care services, and protocol for adherence counselling.
? Either the laboratory in the facility conducts CD4, viral load, or total lymphocyte count (TLC) tests, or there is a system for sending blood samples for outside testing and
receiving results.
’ Obserged record of individual client appointments; individual client records or charts; current register of ART clients; at least half of interviewed ART service providers have
received pre- or in-service training related to ART services in the 12 months preceding the survey,, specifically on adherence counselling and nutritional rehabilitation; at least
half of interviewed ART service providers had been supervised during the 3 months preceding the survey; first-line ART regimen available with no stock-outs of these first-line
ARVs during the 6 months preceding the survey; up-to-date pharmacy stock cards for ARVs; ARVs stored with limited access; lab capacity for monitoring ART; and guidelines
observed at all ART sites on the following topics: opportunistic infections, symptomatic/palliative care, care for children (and adults) living with HIV/AIDS, and either the
national ART guideline or other ART treatment guideline.

Service availability

Overall, 18 percent of facilities in Namibia (excluding free-standing VCT facilities) prescribe
ART and/or provide ART follow-up services; these are mainly hospitals (69 percent) and health centres
(36 percent). MoHSS, mission/NGO, and private facilities are about equally likely to prescribe ART
and/or provide ART follow-up services. At the regional level, even though the percentages are low
(between 28 and 39 percent), facilities in Erongo, Hardap, and Karas regions are the most likely to
provide these services, while in Omaheke, Omusati, and Oshana 10 percent or less of facilities provide
ART services.

Eighteen percent of all facilities (excluding free-standing VCT facilities) are an outreach site for
providers from other facilities. These are mainly health centres (36 percent) and clinics (19 percent) and
no hospitals. By managing authority, these outreach facilities are comprised of MoHSS facilities (21
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percent) and mission/NGO (29 percent) facilities. There are no outreach facilities in Caprivi region, and
only a small proportion of facilities in Erongo (3 percent) and Khomas (6 percent) are outreach sites.

Guidelines

Close to nine of every ten facilities that prescribe ART and/or provide follow-up services have
the national ART guidelines available in the facility (Table 8.4). Hospitals and health centres are more
likely than clinics to have the national ART guidelines. Less than 50 percent of private facilities have the
national ART guidelines compared with over 90 percent of MoHSS facilities. At the regional level
facilities in Hardap and Erongo regions (67 and 71 percent, respectively) are slightly less likely than
facilities in other regions of the country to have the national ART guidelines.

Information was also collected on the availability of guidelines other than the national ART
guidelines, specifically, guidelines for the management of HIV/AIDS for workplace programmes,
guidelines for the clinical management of HIV/AIDS infection in adults and children, guidelines for
home-based care services, and protocols for adherence counselling. Approximately six of every ten
facilities that provide ART services have any of these other guidelines, including 70 percent of MoHSS
facilities but only 9 percent of private facilities.

Antiretroviral medicines

The availability of first-line adult antiretroviral medicines in ART facilities on the day of the
assessment was generally good but not universal. Overall, nine of every ten ART facilities had ARVs
available (Table A-8.18.2). Practically all hospitals and over 90 percent of health centres had ARVs
available, compared with a little less than eight of every ten clinics. MoHSS and mission/NGO facilities
are more likely than private facilities to have first-line adult ARV medicines available.

Three-fourths of ART facilities had up-to-date pharmacy stock cards or a computerised system
for monitoring ARV stock available. Hospitals are significantly more likely than other facility types to
have ARV stock cards, while private facilities are less likely than facilities managed by other authorities
to have ARV stock cards. Additional information on the availability of ARV medicines is provided in
Table A-8.18.2

Stock-outs of ARV medicines are not common. Overall, nine in every ten facilities that prescribe
ART and/or provide follow-up services reported no stock-outs of generally stocked ARV medicines
during the six months preceding the assessment (Table 8.4). Hospitals and health centres are more likely
than clinics to report no stock-outs (97 and 94 percent, respectively); also, MoHSS and mission/NGO
facilities (55 percent) are more likely to report no stock-outs than private facilities. Among the regions,
facilities in Karas and Khomas regions were the least likely to report no stock-outs of ARV medicines
during the six months preceding the assessment.

Laboratory capacity for monitoring ART clients

Ninety-three percent of facilities prescribing ART and/or providing ART medical follow-up
services have laboratory capacity for monitoring ART clients® (Table 8.4). There is little variation by type
of facility; however, clinics that prescribe ART and/or provide ART follow-up services are slightly less
likely than hospitals and health centres to have this laboratory capacity. Private facilities that prescribe
ART and/or provide follow-up services are also slightly less likely than facilities managed by other
authorities to have laboratory capacity for monitoring ART. At the regional level the availability of ART

° Laboratory capacity is defined as having a laboratory in the facility to conduct CD4 tests, viral load tests, or total
lymphocyte count, or there is a system for sending blood samples outside for testing and receiving results.
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monitoring laboratory capacity ranges from a low of 43 percent in Karas region to a high of 100 percent
of facilities in 11 regions. Additional information on laboratory capacity is provided in Table A-8.18.2,
showing the proportion of facilities having in-house laboratory capacity and of those with a system for
outside testing and having records of test results.

Trained and supervised staff

Providers of specific services were interviewed as part of the assessment. By 2009 NHFC
definitions a facility is considered to have trained providers if at least one interviewed provider of a
service has received training related to their work during the 12 months preceding the survey. Among
facilities prescribing ART and/or providing medical follow-up services, 45 percent have a trained
provider of ART adherence counselling services, while half have a trained provider of ART prescription
and clinical services (Table A-8.18.1).

Interviewed providers were also asked about supervision that they have received as part of their
work. If at least half of interviewed providers of a particular service report that they have been supervised
in the three months preceding the assessment, the facility is considered to have supervised staff. Among
ART facilities three-fourths have supervised providers.

Key Findings

ART service availability: Just about two of every ten facilities either prescribe ART and/or provide
ART follow-up services. These are mainly hospitals and health centres. The proportions are generally
low, but facilities in Erongo, Hardap, and Karas regions are more likely than facilities in other regions
to offer ART services.

Guidelines: The national ART guideline is available in the majority of facilities providing ART
services, although there are some variations among the different facility types, managing authorities,
and regions.

Antiretroviral medicines: Overall, nine of every ten ART facilities had first-line ARVs available in
the facility on the day of the assessment. However, private facilities were less likely than others to
have ARVs available. Stock-outs of ARVs are not common.

Laboratory capacity for monitoring ART clients: Ninety-three percent of facilities prescribing ART
and/or providing ART medical follow-up services have laboratory capacity for monitoring ART
clients.

8.4.3 Prevention of Mother-to-Child Transmission (PMTCT) of HIV

The transmission of HIV from mother to child is an important mode of transmission of HIV
infection in Namibia. The government of Namibia is promoting a 4-pronged strategy for prevention of
mother-to-child transmission (PMTCT) that consists of the following:

e Primary prevention of HIV, including HIV risk assessment and risk reduction counselling,
HIV testing and counselling, partner notification services, screening for STIs, etc.

e Prevention of unintended pregnancies among HIV-positive women by providing appropriate

counselling and support to women living with HIV so they can make informed decisions
about their reproductive lives
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e Use of a comprehensive package of services that includes ARV drugs in HIV-positive
pregnant women to prevent the transmission of HIV from HIV-positive mothers to their
infants (mother-to-child transmission of HIV)

e Comprehensive HIV care, treatment, and support for the HI\VV-positive woman and her family

The services are often offered in conjunction with antenatal and delivery services and may
include a variety of activities. The degree to which a facility offers the total package is often determined
by the level of staffing and whether the facility offers both antenatal care (ANC) and delivery services.

Generally accepted standards for PMTCT include the following:
e HIV testing and counselling for pregnant women
e Counselling HIV-positive women on infant feeding practices and maternal nutrition

e Providing prophylactic ARV drugs to HIV-positive women during pregnancy, labour, and
delivery and to the newborn

e Providing family planning counselling and/or referrals

Table 8.5 presents information on the availability of PMTCT services among all facilities, and
Table 8.6 presents information on the availability of PMTCT services among facilities that offer antenatal
care (ANC) services. Additional services (referred to as PMTCT plus, or ‘PMTCT +’) include making
HIV care and treatment (including treatment with antiretroviral drugs, where indicated) available to all
eligible women identified through PMTCT services as well as to their HIV-infected family members.

PMTCT service availability among all facilities

Three-fourths of all facilities (excluding free-standing VCT facilities) report that they offer
PMTCT services. This includes eight of every ten hospitals, nine of every ten health centres, and about
seven of every ten clinics.

Among the facilities that report offering PMTCT services, the availability of the various
components of the PMTCT package varies quite widely, as follows:

o Ninety-five percent have an HIV testing system available.

o Fifty-six percent provide ARV prophylaxis to the mother and newborn to prevent the
transmission of the virus from the mother to the infant.

¢ Ninety-four percent provide counselling on maternal nutrition and infant feeding.
e All provide family planning services or counselling.

Overall, only half of all facilities that report offering PMTCT services actually provide all four
components of PMTCT services usually referred to as the minimum package of PMTCT services. Health
centres (74 percent) are more likely to provide the minimum package of PMTCT services than hospitals
(67 percent) and clinics (44 percent). MoHSS and mission/NGO facilities are more likely than private
facilities to provide the minimum package of PMTCT services. At the regional level, facilities in Caprivi
(16 percent), Kavango (19 percent), and Kunene (33 percent) regions are among the least likely to provide
the minimum package, while Omaheke region, at 86 percent of facilities, is the most likely.
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Table 8.5 Availability of services for prevention of mother-to-child transmission (PMTCT) of HIV/AIDS
Percentage of facilities reporting that they offer PMTCT services and, among these, percentage with specific PMTCT programme components, percentage with a minimum
package of PMTCT services, and, among facilities with the minimum package of PMTCT services, percentage having all items for PMTCT +, by background characteristics,
Namibia HFC 2009
Percentage of facilities offering any PMTCT services that offer indicated Percentage
specific services of facilities
offering
ARV thera-  Percentage of minimum
peutic  facilities with a ‘Number of PMTCT  'Number of
Percentage ARV Counselling All 4 items treatment  provider of | facilities = package = facilities
of facilities Docu- prophy- on maternal for for HIV- PMTCT trained | offering  that have | offering
reporting Total mented laxis to nutrition  FP services minimum  infected in the 3 years any all items | minimum
Background PMTCT  number of HIV testing prevent  and infant or PMTCT ~ women  precedingthe | PMTCT for PMTCT
characteristics services | facilities  system' MTCT feeding  counselling package’ and family — assessment services PMTCT+’ | package
Type of facility
Hospital 80 45 89 86 92 97 67 22 97 36 21 24
Health centre 91 47 98 77 98 100 74 21 95 43 22 32
Clinic 73 295 95 47 93 100 44 6 73 216 3 95
Sick bay 0 9 - - - - - - - 0 - 0
Managing authority
MoHSS 85 306 95 56 93 100 51 8 79 259 8 132
Mission/NGO 89 28 92 68 96 100 64 16 84 25 19 16
Private 20 49 90 40 100 90 30 60 80 10 33 3
MoD/Police 8 13 100 0 0 100 0 0 0 1 - 0
Region
Caprivi 89 28 100 16 96 100 16 16 76 25 50 4
Erongo 64 36 100 43 96 96 43 9 74 23 20 10
Hardap 71 21 100 53 100 100 53 40 73 15 38 8
Karas 88 25 82 73 91 100 55 14 82 22 17 12
Kavango 82 57 91 23 85 100 19 11 74 47 0 9
Khomas 18 33 100 50 100 100 50 50 83 6 33 3
Kunene 64 28 67 50 94 100 33 6 61 18 0 6
Ohangwena 94 32 93 87 97 100 77 3 77 30 4 23
Omaheke 88 16 100 86 100 100 86 7 79 14 8 12
Omusati 84 49 100 71 93 100 68 5 85 41 4 28
Oshana 75 20 100 87 87 100 73 7 100 15 9 11
Oshikoto 95 22 100 57 95 100 57 5 90 21 8 12
Otjozondjupa 62 29 100 72 100 100 72 0 78 18 0 13
Total 74 396 95 56 94 100 51 10 79 295 10 151
! Facility conducts the test in the facility or in an affiliated external laboratory or else has an agreement with a testing site that is expected to return the test results to the
facility.
? Min}/mum package of PMTCT services includes the availability of the following: an HIV testing system in the facility, ARV prophylaxis for PMTCT for mother and infant,
counselling on maternal nutrition and infant feeding for HIV-positive mothers, and counselling on family planning or family planning services for the mother.
* All components for the minimum package of PMTCT services are available and the facility offers ARV therapy for HIV-infected women and their HIV-infected children and
other family members.

PMTCT service availability among facilities offering ANC services

Conventionally, PMTCT services tend to be offered from antenatal care (ANC) service sites by
ANC service providers. As shown in Chapter 6, Table 6.1, approximately eight of every ten facilities
(excluding free-standing VVCT facilities and sick bays) offer antenatal care services.'® This section of the
report looks at the availability of PMTCT services among facilities offering ANC services. Among
facilities offering ANC services (including one MoD/police facility), 88 percent report that they offer
PMTCT services (Table 8.6). All hospitals and health centres offering ANC services report that they also
offer PMTCT services. However, only 85 percent of clinics that offer ANC services also offer PMTCT
services, despite the expectation that all facilities offering ANC will offer PMTCT services.

Among facilities offering ANC services, only 57 percent of private facilities report offering
PMTCT services compared with approximately nine of every ten MoHSS facilities and mission/NGO
facilities. Among the regions, facilities in Kunene (60 percent) and Khomas (67 percent) are the least
likely to report that they offer PMTCT services.

19 For this section of the report, the total number of facilities offering ANC services includes one Ministry of
Defense facility that offers the service. The total number of facilities offering ANC in this section is, therefore, one
facility more than the number reported in Chapter 6.
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Table 8.6 Availability of services for prevention of mother-to-child transmission of HIV/AIDS among facilities offering ANC services
Among facilities offering ANC services, percentage of facilities reporting that they offer PMTCT services and, among these, percentage with specific PMTCT programme components,
percentage with the minimum package of PMTCT services, and, among facilities with the minimum package of PMTCT services, percentage having all items for PMTCT+, by
background characteristics, Namibia HFC 2009
Percentage of facilities offering any PMTCT services that offer indicated Percent of Percentage
specific services facilities of facilities
ARV with a offering Number of
Total therapeutic provider of ' Number of minimum | facilities
Percentage | number of Counselling All 4 treatment  PMTCT facilities PMTCT offering
of facilities | facilities Docu- ARV on maternal  Family items for ~ for HIV-  trained in | offering package | ANCand a
reporting offering mented  prophylaxis  nutrition planning  minimum  infected  the 3 years | ANCand that have all | minimum
Background PMTCT ANC HIV testing to prevent and infant counselling ~ PMTCT ~ women and preceding ‘any PMTCT items for PMTCT
characteristic services services system' MTCT feeding  orservices package * family the survey | services = PMTCT+’ | package
Type of facility
Hospital 100 9 89 100 100 100 89 44 89 9 38 8
Health centre 100 43 98 77 98 100 74 21 95 43 22 32
Clinic 85 254 95 47 93 100 44 6 72 216 3 95
Managing authority
MoHSS 89 265 96 53 94 100 50 7 76 235 9 117
Mission/NGO 92 26 92 67 96 100 63 13 83 24 13 15
Private 57 14 88 50 100 100 38 75 75 8 33 3
MOD 100 1 100 0 0 100 0 0 0 1 - 0
Region
Caprivi 96 26 100 16 96 100 16 16 76 25 50 4
Erongo 90 20 100 39 94 100 39 6 72 18 14 7
Hardap 74 19 100 50 100 100 50 36 71 14 29 7
Karas 100 19 84 68 95 100 58 16 74 19 18 11
Kavango 85 53 91 22 87 100 20 9 73 45 0 9
Khomas 67 9 100 50 100 100 50 50 67 6 33 3
Kunene 60 25 67 40 93 100 27 0 53 15 0 4
Ohangwena 93 29 96 85 100 100 81 4 74 27 5 22
Omaheke 100 13 100 85 100 100 85 8 77 13 9 11
Omusati 93 41 100 71 92 100 68 5 84 38 4 26
Oshana 100 14 100 86 86 100 71 7 100 14 10 10
Oshikoto 100 20 100 60 95 100 60 5 85 20 8 12
Otjozondjupa 78 18 100 64 100 100 64 0 71 14 0 9
Total 88 306 95 54 94 100 50 10 76 268 10 135
! Facility conducts the test in the facility or in an affiliated external laboratory or else has an agreement with a testing site that is expected to return the test results to the facility.
? Minimum package of PMTCT services includes the availability of the following: an HIV testing system in the facility, ARV prophylaxis for PMTCT for mother and infant, counselling
on maternal nutrition and infant feeding for HIV-positive mothers, and counselling on family planning or family planning services for the mother.
* All components for the minimum package of PMTCT services are available and the facility offers ARV therapy for HIV-infected women and their HIV-infected children and other
family members.
Note: Total includes one MoD/Police facility.

Looking at the individual components of PMTCT services, almost all (95 percent) the facilities
offering ANC and reporting that they also offer PMTCT services have an HIV testing system (Table 8.6).
All facilities offering ANC and reporting that they also offer PMTCT services provide family planning
services. More than nine of every ten provide nutritional services. However, just half of these facilities
provide ARV prophylaxis to prevent the transmission of HIV from the mother to the newborn. All
hospitals and three-fourths of health centres provide ARV prophylaxis, but the service is less common in
clinics, where less than half provide the service.

Overall, half of facilities offering ANC and reporting that they offer PMTCT services actually
have all four components of the minimum package of services for PMTCT.™ This includes nine in ten
hospitals, three-fourths of health centres, and less than half of clinics.

Mission/NGO facilities (63 percent) are slightly more likely than either MoHSS or private
facilities to provide the minimum package of PMTCT services. Availability of the minimum package of
services for PMTCT in the regions ranges from a low of 16 percent of facilities in Caprivi region to a high
of 85 percent of facilities in Omaheke region.

1 An HIV testing system, ARV prophylaxis to mother and infant, counselling on maternal nutrition and infant
feeding, and family planning counselling or services.
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Additional information on the availability of PMTCT services and items to support PMTCT
services is provided in Table A-8.21.2 and Figure 8.6. Only 44 percent of facilities offering ANC services
provide the minimum package of PMTCT services (see also Table 8.6). This includes about nine of every
ten hospitals, three-fourths of health centres, and a little less than four of every ten clinics. Mission/NGO
facilities (58 percent) are more likely than MoHSS (44 percent) or private facilities (21 percent) to
provide the minimum package of PMTCT services. Also, complete records are not universally available
in facilities that provide the minimum package of PMTCT services, particularly in private facilities.
However, PMTCT guidelines are universally available in these facilities.

Figure 8.6 Record-keeping in ANC Facilities Offering
Minimum Package PMTCT Services (N=135)

EHospital
Records of women |———— . p
attending ANC who SRR 91 EdHealth centre
accepted HIV testing [ Clinic
CIAIl facilities

Records of women
who received HIV
test results

Records of women
who received post-test
counselling

Records of HIV+ pregnant
women who were offered
complete ARV course

for PMTCT |

Percentage of facilities offering ANC and
minimum package PMTCT services

NHFC 2009

Key Findings

PMTCT service availability: Three-fourths of all facilities report that they offer PMTCT services;
however, the availability of the four components of the minimum package varies quite substantially,
from less than 60 percent of facilities providing ARV prophylaxis to all of them providing family
planning services. Overall, only half of facilities that report offering PMTCT services actually provide
all four components of the minimum package of PMTCT services.

PMTCT service availability among facilities offering ANC services: About eight of every ten
facilities offer ANC services. Among these, close to nine of every ten report that they offer PMTCT
services. Private facilities that offer ANC services are less likely than others to offer PMTCT services.

Overall, about half of facilities offering ANC services actually provide the minimum package of
PMTCT services. This includes nine in ten hospitals, three-fourths of health centres, and less than half
of clinics. PMTCT guidelines are universally available in these facilities.

8.4.4 Post-Exposure Prophylaxis

Evidence is available from biomedical studies that there may be a window of opportunity to abort
HIV infection by inhibiting viral replication shortly after exposure to HIV. Accidental exposure to HIV is
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predominantly via percutaneous and mucocutaneous routes. The risk of HIV infection among health care
providers from needle sticks or exposure to infected bodily fluids has led to the need for post-exposure
prophylaxis (PEP). The service must be available not only to health care providers but also to anyone at
risk as a result of inadvertent exposure (such as sexual assault victims and accident victims). Even
facilities that do not officially offer HIVV/AIDS-related services should have access to PEP, because it is
frequently not known which clients are infected with HIV.

Data from the 2009 NHFC show that PEP for staff'? is available at 81 percent of all facilities
Table A-8.20). Clinics and free standing VCT facilities are slightly less likely than the other facility types
to have PEP services for staff. Also, private facilities are slightly less likely than others to have PEP
services. At the regional level, availability of PEP services ranges from one-third of facilities in Caprivi
region to 90 percent and above of facilities in Karas, Kavango, Omusati, Oshana and Otjozondjupa
regions.

Among facilities where staff members have access to PEP, specific guidelines for PEP are
universally available; however, records of staff receiving PEP services are rarely available. Overall, just
about three of every ten of these facilities have observed antiretroviral medicines for PEP available. These
medicines are more available in hospitals (84 percent) than in other types of facilities.

8.4.5 Youth-Friendly Services (YFS)

Designated youth-friendly services (YFS) are meant to help young people overcome barriers to
accessing health care, including HIVV/AIDS services. Ideally, YFS involve young people in all aspects of a
programme’s planning, operations, and evaluation. The services should include workers who are
members of the target population and sensitive to youth culture, ethnic cultures, and issues of gender,
sexual orientation, and HIV status. YFS should provide outreach services for homeless youth and tailored
support groups for substance users and teen parents. The services usually have convenient locations and
flexible hours, including walk-in appointments, to improve access by youth. The 2009 NHFC assessed the
availability of youth-friendly HIV counselling and testing services as well as the availability of items to
support the provision of these services, such as service guidelines and trained providers.

Among the facilities that have an HIV testing system, two of every ten provide youth-friendly
HIV testing services (Table A-8.17.1). Hospitals and sick bays are among the least likely to offer youth-
friendly HIV testing services. Private facilities and MoD/Police facilities and among the regions facilities
in Kunene are among the least likely to offer youth-friendly HIV testing services.

Among facilities (including free-standing VCT facilities) having youth-friendly HIV testing
services, about four of every ten have a youth-friendly policy or guideline available. Sixty percent of
these facilities have at least one trained provider of youth-friendly services."* Overall, only three of every
ten facilities offering youth-friendly HIV testing services have all items™ for youth-friendly services.

2 A facility is defined as having access to PEP if the facility provides services for post-exposure prophylaxis to
staff, or there is a system to refer staff elsewhere for those services.

13 At least one interviewed provider reports having received training related to youth-specific services during the
three years preceding the survey, or the facility in-charge reports that there is a trained provider but that provider
was not available on the day of the visit.

Y A facility is regarded as having all items for youth-friendly services if it offers youth-friendly HIV testing
services, has an observed youth-friendly policy or guidelines, and has at least one provider trained in YFS.
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8.4.6 Record Keeping and Reporting

Table A-8.23 presents information on the availability of record-keeping systems for monitoring
HIV/AIDS treatment, care, and support services.

Among facilities with an HIV testing system, 36 percent have records indicating clients receiving
pre- and post- test counselling and receiving their HIV test results. About seven of every ten report that
they submit reports for HIV testing services; this is the case in all free-standing VCT facilities and almost
all health centres; however, about seven of every ten hospitals and health clinics and less than six of every
ten sick bays report submitting any reports.

Among the facilities prescribing ART and/or providing ART medical follow-up services, three-
fourths have records indicating the number of clients receiving antiretroviral treatment, while seven of
every ten report that they submit reports of ART services outside the facility. Among facilities offering
HIV/AIDS CSS, six of every ten have records documenting clients treated for HIV/AIDS-related
illnesses, while 85 percent report that they submit reports outside the facility of treating HIV/AIDS
related illnesses.

Key Findings

Post-exposure prophylaxis services: Staff have access to PEP services in eight of every ten facilities.
Private facilities are slightly less likely than others to have PEP services for their staff. Among PEP
facilities, specific PEP guidelines are universally available; however, records of staff receiving PEP
Services are rare.

Youth-friendly services: Among facilities with HIV testing systems, only two of every ten provide
youth-friendly HIV testing services. Hospitals are among the least likely to provide youth-friendly
HIV testing services. Among facilities offering youth-friendly HIV testing services, about four of
every ten have a youth-friendly policy or guideline available, and six of every ten have at least one
provider recently trained in the provision of youth-friendly services.

Record-keeping and reporting: Overall, record-keeping and reporting systems for HIVV/AIDS-related
services are uncommon. Among facilities with an HIV testing system, providing ART services, and
offering HIV/AIDS CSS, only three of every ten have records of HIV/AIDS-related services offered
and routinely submit reports on these services outside the facility.
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ADDITIONAL TABLES

Appendix A

Chapter 1

Table A-1.1.1 Distribution of facility sample frame and final sample selection by region

Number of facilities of each type that were in the sample frame, number selected for the survey
sample, and percentage of eligible facilities of each type that were included in the sample, by region,

Namibia HFC 2009

Type of facility

Free

Region/ Health standing
Number of facilities Hospital centre Clinic VCT Sick bay Total
Caprivi

Sample frame 1 3 26 1 1 32

Visited 1 3 23 1 1 29
Erongo

Sample frame 7 2 30 2 2 43

Visited 6 2 26 2 2 38
Hardap

Sample frame 2 4 14 2 1 23

Visited 2 4 14 2 1 23
Karas

Sample frame 4 3 20 1 0 28

Visited 4 3 18 1 0 26
Kavango

Sample frame 4 10 50 1 1 66

Visited 4 8 44 1 1 58
Khomas

Sample frame 5 3 37 3 1 49

Visited 5 3 24 3 1 36
Kunene

Sample frame 3 3 22 1 0 29

Visited 3 3 22 1 0 29
Ohangwena

Sample frame 3 2 28 1 0 34

Visited 3 2 27 1 0 33
Omaheke

Sample frame 1 2 13 0 0 16

Visited 1 2 13 0 0 16
Omusati

Sample frame 4 6 41 1 0 52

Visited 4 6 39 1 0 50
Oshana

Sample frame 2 5 11 1 2 21

Visited 2 5 11 1 2 21
Oshikoto

Sample frame 3 3 16 0 0 22

Visited 3 3 16 0 0 22
Otjozondjupa

Sample frame 7 3 19 1 1 31

Visited 7 3 18 1 1 30
TOTAL

Sample frame 46 49 327 15 9 446

Visited 45 47 295 15 9 411

Percentage of total for

facility type included in
NHFC sample 98 96 90 100 100 92

Appendix A | 203



Table A-1.1.2 Distribution of facility staff sample frame and final sample selection by type of facility
Number of providers of each type that were present the day of the survey (sample frame), number selected for interview (NHFC sample), and percentage of eligible
providers of each type that were interviewed, by type of facility and provider qualification, Namibia HFC 2009
Type of facility Percentage of
Free standing VCT/ P t(_)lt_a[ for
Hospital Health centre Clinic Sick bay Total facility type
included in
Sample NHFC Sample NHFC Sample NHFC Sample NHFC Sample NHFC NHFC
Types of providers frame sample frame sample frame sample frame sample frame sample sample
Specialists' 7 1 0 0 1 1 0 0 8 2 25
Medical doctors (non-
specialists) 88 26 21 11 20 14 0 0 129 51 40
Medical assistants 4 2 6 5 4 4 0 0 15 12 80
Registered nurse/midwife 414 189 131 95 259 237 4 4 814 531 65
Enrolled nurse/midwife 327 87 176 120 407 360 9 9 928 583 63
Nurse assistant/Auxiliary 19 4 12 5 15 9 0 0 47 19 40
Social worker 3 0 2 0 0 0 2 2 7 2 29
Pharmacy staff? 53 4 8 3 5 0 0 0 67 7 10
Other technical staff® 12 0 3 2 1 0 0 0 17 2 12
Community HIV
counsellors 96 33 84 53 237 198 49 39 472 329 70
Other community
providers* 15 4 48 16 160 87 2 0 225 107 48
Laboratory staff® 99 26 3 3 0 0 1 0 103 29 28
Total 1,157 377 498 313 1,122 919 76 59 2,907 1,708 59
! Specialists include obstetrician/gynaecologists, surgeons, physician specialists, paediatricians, and pathologists.
* Pharmacy staff include pharmacists and pharmacist assistants.
* Other technical staff include health inspectors/environmental health officers, environmental health assistants, occupational therapists, physiotherapists, and medical
rehabilitation officers/instructors/workers.
* Other community providers include community health workers/home-based care giver/CBRP, lifestyle ambassadors (TB/HIV), and field promoters.
® Laboratory staff include laboratory scientists, laboratory technologists, and laboratory technician/assistants.
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Table A-1.2.1 Distribution of interviewed health care providers—unweighted

Number of interviewed health care providers by type of provider and type of facility, Unweighted Namibia HFC 2009

Type of facility

Free

Background Health standing

characteristics Hospital centre Clinic VCT Sick bay Total

Qualification of provider
Specialists' 1 0 1 0 0 2
Medical doctors (non-specialists) 24 11 12 0 0 47
Medical assistants 1 5 4 0 1 11
Registered nurse/midwife 189 96 231 4 6 526
Enrolled nurse/midwife 83 119 356 9 7 574
Nurse assistant/auxiliary 4 5 9 0 1 19
Social worker 0 0 0 2 0 2
Pharmacy staff* 3 3 0 0 0 6
Other technical staff? 0 2 0 0 0 2
Community HIV counsellors 34 52 196 42 4 328
Other community providers* 3 15 87 0 0 105
Laboratory staff® 10 3 0 0 0 13
Other 17 0 7 2 18 44
Total interviewed staff 369 311 903 59) 37 1,679

! Specialists include obstetrician/gynaecologists, surgeons, physician specialists, paediatricians, and pathologists.

2 Pharmacy staff include pharmacists and pharmacist assistants.

3 Other technical staff include health inspectors/environmental health officers, environmental health assistants,
occupational therapists, physiotherapists, and medical rehabilitation officers/instructors/workers.

4 Other community providers include community health workers/home-based care giver/CBRP, lifestyle ambassadors
(TB/HIV), and field promoters.

% Laboratory staff include laboratory scientists, laboratory technologists, and laboratory technician/assistants.
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Table A-1.2.2 Distribution of interviewed health care providers—weighted

Number of interviewed health care providers by type of provider and type of facility, weighted Namibia HFC 2009

Type of facility

Free

Background Health standing

characteristics Hospital centre Clinic VCT Sick bay Total

Qualification of provider
Specialists' 2 0 1 0 0 3
Medical doctors (non-specialists) 46 13 10 0 0 68
Medical assistants 1 4 2 0 1 7
Registered nurse/ midwife 251 80 157 2 4 494
Enrolled nurse/ midwife 199 107 247 5 5 564
Nurse assistant/ auxiliary 4 7 9 0 1 21
Social worker 0 0 0 1 0 1
Pharmacy staff? 7 4 0 0 0 11
Other technical staff? 0 3 0 0 0 3
Community HIV counsellors 61 62 172 31 4 329
Other community providers* 4 18 70 0 0 91
Laboratory staff® 12 2 0 0 0 14
Other 47 0 6 1 18 72
Total interviewed staff 634 298 674 41 32 1,679

! Specialists include obstetrician/gynaecologists, surgeons, physician specialists, paediatricians, and pathologists.

2 Pharmacy staff include pharmacists and pharmacist assistants.

3 Other technical staff include health inspectors/environmental health officers, environmental health assistants,
occupational therapists, physiotherapists, and medical rehabilitation officers/instructors/workers.

4 Other community providers include community health workers/home-based care giver/CBRP, lifestyle ambassadors
(TB/HIV), and field promoters.

% Laboratory staff include laboratory scientists, laboratory technologists, and laboratory technician/assistants.
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Table A-1.3 Sample of observed and interviewed clients

Number of clients attending facility on the day of the survey eligible for
observation, number whose consultation was observed, and percentage of
eligible clients who were observed, by type of service and type of facility,
Namibia HFC 2009

Total number of

clients present on Percentage of
the day of the  Actual number eligible clients
survey (eligible for of clients who were
Type of facility observation) observed observed
OUTPATIENT CURATIVE CARE FOR SICK CHILDREN

Type of facility
Hospital 199 98 49
Health centre 524 258 49
Clinic 2,087 1,222 59
Total 2,810 1,578 56

FAMILY PLANNING

Type of facility
Hospital 234 55 24
Health centre 417 183 44
Clinic 1,409 780 55
Total 2,060 1,018 49

ANTENATAL CARE

Type of facility
Hospital 242 42 17
Health centre 487 182 37
Clinic 1,324 655 49
Total 2,053 879 43
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Table A-1.4 Facility catchment area

Median population of assigned catchment areas for
facilities providing data on a known catchment population,
by background characteristics, Namibia HFC 2009

Number of
facilities providing
Median data on known
Background population in catchment
characteristics catchment area population
Type of facility
Hospital 37,600 30
Health centre 9,700 42
Clinic 4,225 254
Free standing VCT 39,350 5
Sick bay 600 6
Managing authority
MoHSS 5,400 274
Mission/NGO 7,325 31
Private 1,250 23
MoD/POLICE 525 9
Region
Caprivi 2,600 26
Erongo 3,050 25
Hardap 4,200 20
Karas 4,725 21
Kavango 4,233 56
Khomas 12,050 17
Kunene 2,600 26
Ohangwena 9,400 32
Omaheke 4,700 14
Omusati 5,600 46
Oshana 13,100 16
Oshikoto 8,700 20
Otjozondjupa 5,700 18
Total 5,042 337




Table A-1.5.1 Staffing patterns for SPA facilities

Median number’ of health care providers assigned/seconded to or employed by the facility by type of provider and
type of facility, Namibia HFC 2009

Median number of providers assigned/seconded to each facility

Medical doctors ~ Registered nurse/  Enrolled nurse/  Nurse assistant/ Number of

Type of facility (non-specialists) midwife midwife auxiliary facilities
Facility type

Hospital 5 19 26 2 45

Health centre - 3 5 - 47

Clinic - 1 2 - 295

Free standing VCT - - R _ 15

Sick bay - 1 2 - 9

Total na na na na 411

" Numbers were provided by facility administrators.
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Table A-1.5.2 Staffing patterns for SPA facilities

Median number' of selected other clinical/technical health care providers assigned/seconded to or employed by the facility by type of
provider and type of facility, Namibia HFC 2009

Median number of selected technical health care providers assigned/seconded to each facility

Laboratory staff Community HIV  Other community ~ Other technical Number of

Type of facility (lab in facility) ~ Pharmacy staff? counsellors providers® staff* facilities
Facility type

Hospital 2 3 2 - 2 45

Health centre - 2 2 - 47

Clinic - - 1 1 - 295

Free standing VCT - - - - - 15

Sick bay - - - - - 9

Total na na na na na 411

" Numbers were provided by facility administrators.

2 Pharmacy staff include pharmacists and pharmacist assistants.

3 Other community providers include community health workers/home-based care givers/CBRP, lifestyle ambassadors (TB/HIV), and
field promoters.

* Other technical staff include health inspectors/environmental health officers, environmental health assistants, occupational therapists,
physiotherapists, and medical rehabilitation officers/instructors/workers.
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Table A-1.6.1 _HIV/AIDS counselling and related training: Provider type

Percentage of interviewed staff who report that they provide counselling related to HIV testing, and among these, percentage who
have received training during the three years preceding the survey, Namibia HFC 2009

Percentage who Percentage who have received
report providing training on HIV counselling related to | Number of
counselling testing during the 3 years pr(zecedmg interviewed staff
related to HIV Number of the survey in the last: who provide HIV
Qualification of interviewed staff testing interviewed staff 12 months 13-35 months counselling
Qualification of provider
Specialists' 100 3 36 0 3
Medical doctors (non-specialists) 53 68 29 12 36
Medical assistants 75 7 56 22 5
Registered nurse/midwife 61 494 23 25 303
Enrolled nurse/midwife 50 564 21 18 283
Nurse assistant/auxiliary 52 21 6 17 11
Social worker 100 1 50 50 1
Pharmacy staff? 0 11 - - 0
Other technical staff* 50 3 0 0 2
Community HIV counsellors 100 329 49 40 328
Other community providers® 18 91 27 13 16
Laboratory staff® 0 14 - - 0
Other 11 72 49 10 8
Total 59 1,679 32 27 996

' Obstetrician/gynaecologists, surgeons, physician specialists, paediatricians, and pathologists

? In-depth (or comprehensive) training for HIV/AIDS counsellors or refreshing training on HIV/AIDS counselling or HIV/AIDS
training of trainers course (TOT) or supervisors training course for counsellors at district and regional level (VCT). These are
country-specific courses defined by the MoHSS, which may be organised by the MoHSS or other agencies, such as WHO or
NGOs.

* Pharmacy staff include pharmacists and pharmacist assistants.

* Other technical staff include health inspectors/environmental health officers, environmental health assistants, occupational
therapists, physiotherapists, and medical rehabilitation officers/instructors/workers.

> Other community providers include community health workers/home-based care giver/CBRP, lifestyle ambassadors (TB/HIV),
and field promoters.

® Pharmacy staff include pharmacists and pharmacist assistants.
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Table A-1.6.2 HIV/AIDS counselling and related training: Facility type

Percentage of interviewed staff who report that they provide counselling related to HIV testing, and among these,
percentage who have received training during the three years preceding the survey, Namibia HFC 2009

Percentage who
report providing
counselling

Percentage who have received
training on HIV counselling related to
testing during the 3 years preceding

Number of
interviewed staff

related to HIV Number of the survey in the last:' who provide HIV
Type of facility testing interviewed staff 12 months 13-35 months counselling
Hospital 47 634 24 25 295
Health centre 62 298 36 27 186
Clinic 68 674 33 27 462
Free standing VCT 96 41 43 51 39
Sick bay 45 32 41 19 14
Total 59 1,679 32 27 996

" In-depth (or comprehensive) training for HIV/AIDS counsellors or refreshing training on HIV/AIDS counselling or
HIV/AIDS training of trainers course (TOT) or supervisors training course for counsellors at district and regional level
(VCT). These are country-specific courses defined by the MoHSS, which may be organised by the MoHSS or other

agencies, such as WHO or NCOs.




Table A-1.7 Education levels of interviewed health service providers

Median number of years of basic schooling, and median number of years study
for technical qualification, as reported by interviewed health service providers,
by type of provider, Namibia HFC 2009

Number of
Median number of interviewed

years of basic providers with

education prior to information for

Type of provider technical training® | basic education

Qualification of provider

Specialists’ - 3
Medical doctors (non-specialists) - 68
Medical assistants 14 7
Registered nurse/midwife 10 493
Enrolled nurse/midwife 13 564
Nurse assistant/auxiliary 8 21
Social worker - 1
Pharmacy staff? 14 11
Other technical staff® - 3
Community HIV counsellors 12 328
Other community providers* 12 91
Laboratory staff® 14 14
Other 14 72
Total 13 1,677

' Specialists include obstetrician/gynaecologists, surgeons, physician specialists,
paediatricians, and pathologists.

4 Pharmacy staff include pharmacists and pharmacist assistants.

* Other technical staff include health inspectors/environmental health officers,
environmental health assistants, occupational therapists, physiotherapists, and
medical rehabilitation officers/instructors/workers.

* Other community providers include community health workers/home-based
care giver/CBRP, lifestyle ambassadors (TB/HIV), and field promoters.

® Laboratory staff include laboratory scientists, laboratory technologists, and
laboratory technician/assistants.

® This refers to the total number of years of schooling, from primary through
secondary and any additional schooling.
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Table A-3.1.1 Availability of basic services by type of facility

Percentage of facilities offering basic services, the indicated packages of basic services at minimum frequencies,
24-hour delivery services, with qualified employed, assigned or seconded staff, by type of facility, Namibia HFC
2009

Type of facility Total
Services Hospital ~ Health centre Clinic Sick bay percentage
Services
Curative care for children 64 96 93 0 88
Sexually transmitted infections (STI) 71 98 97 78 93
Family Planning (FP) 49 96 98 33 90
Antenatal care (ANC) 18 91 85 0 77
Child immunisation (EPI) 38 91 91 0 83
Growth monitoring (GM) 40 91 87 0 81
Packages of services available
All basic services at any frequency’ 11 87 80 0 71
Facility-based 24-hour delivery
services 91 55 29 0 39
At least one qualified staff? 100 96 98 100 98
All services, minimum frequency? 11 87 75 0 67
All services, minimum frequency
and 24-hour delivery services 11 49 25 0 26
All services, minimum frequency,
24-hour delivery services, and at
least one qualified staff 11 47 24 0 25
Number of facilities 45 47 295 9 396

T Any level of each of the following services offered at the facility: outpatient curative care services for children,
any STI services, any temporary methods of family planning, antenatal care, child immunisation, and child
growth monitoring.

2 Qualified staff (Namibia specific) includes all specialists (including surgeons, obstetrician/gynaecologists,
paediatricians, physician specialists and pathologists), medical officers, medical assistants, registered
nurse/midwives, and enrolled nurse/midwives.

* Outpatient curative care services for children provided five days per week, STI services offered at least one
day per week, preventive or elective services (temporary methods of family planning, antenatal care, child
immunisation, and growth monitoring) provided at least one day per week.
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Table A-3.2 Facility infrastructure supportive of client utilisation and quality services

Percentage of all facilities with client amenities, regular electricity and water supply, and staff and furnishings to
support quality 24-hour emergency services, by type of facility, Namibia HFC 2009

Type of facility Total
Items Hospital ~ Health centre Clinic Sick bay percentage
Client comfort amenities
Clean facility’ 84 89 83 89 84
Facility infrastructure
No electricity or generator 0 4 5 0 5
Generator observed with fuel 78 23 7 33 18
Regular electricity or generator 91 55 47 100 55
Any safe onsite water? 78 85 77 67 78
Regular water supply (any safe onsite
and year-round) 64 68 54 67 57
Regular water and electricity? 60 34 30 67 35
All client amenities, regular water and
electricity 51 30 26 67 30
Staff and furnishings
At least two qualified staff* 100 96 62 78 71
Duty staff on site 24 hours® 89 51 6 56 22
Duty staff on-call 24 hours® 2 4 4 0 4
Qualified staff living onsite 71 62 51 67 55
Quialified staff living onsite, no duty
roster seen or no duty roster and not
part of network 4 15 44 11 36
Emergency communication® 100 100 96 100 97
Overnight patient beds’ 100 72 21 67 37
Basic components supporting 24-hour
emergency services® 73 40 5 22 17
Basic plus regular water and electricity? 58 11 1 22 9
Electricity check
Regular electricity'® 64 43 44 89 47
Electricity" 100 96 93 100 94
Number of facilities 45 47 295 9 396

" The floors are swept with no obvious dirt or waste, all counters, tables and chairs are clean with no obvious dust
or waste, and there are no broken equipment, papers or boxes lying around making facility cluttered and dirty.

? Piped water from a protected or unknown source, or water from protected well/pump and water outlet within
500 meters of facility

? Year-round, onsite water and electricity routinely available during service hours or a generator with fuel available.
* Qualified staff includes specialists (including surgeons, obstetrician/gynaecologists, paediatricians, physician
specialists and pathologists), medical officers, medical assistants, registered nurse/midwives, and enrolled
nurse/midwives.

> A duty schedule or other documentation of official duty status was observed.

© Communication device either in facility or within a 5-minute walk and available 24 hours a day.

7 Either routine inpatient services or beds for overnight care for emergencies.

8 At least two qualified staff assigned to, or employed by facility, duty staff on site or on call 24 hours a day,
overnight beds, access to 24-hour emergency communication, and any onsite water source

? At least two qualified staff assigned to, or employed by facility, duty staff on site or on call 24 hours a day,
overnight beds, access to 24-hour emergency communication, and regular water and electricity

10 Facility reports it is connected to a central electric grid or has solar power or both, and never interrupted during
regular service hours.

" Facility reports it is connected to a central electric grid or to a solar grid or both.
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Table A-3.4 Routine management meetings

Percentage of facilities reporting they have routine management
meetings at specific intervals, by background characteristics, Namibia
HFC 2009

Percentage
Background Monthly or  Every 2-3  Every 4-6 Number of
characteristics more often  months months facilities
Type of facility
Hospital 93 2 0 45
Health centre 62 11 2 47
Clinic 47 8 4 295
Sick bay 100 0 0 9
Managing authority
MoHSS 52 7 4 306
Mission/NGO 64 7 4 28
Private 61 10 0 49
MoD/POLICE 100 0 0 13
Region
Caprivi 71 0 0 28
Erongo 56 0 0 36
Hardap 57 19 0 21
Karas 60 12 0 25
Kavango 49 0 0 57
Khomas 61 6 0 33
Kunene 25 4 0 28
Ohangwena 66 13 9 32
Omaheke 63 13 19 16
Omusati 47 12 8 49
Oshana 50 5 10 20
Oshikoto 68 23 0 22
Otjozondjupa 66 3 0 29
Total 56 7 3 396




Table A-3.5 Quality assurance activities with documentation observed

Among facilities that report having quality assurance (QA) activities, percentage that both
reported and had documentation for supervisory checklist, mortality reviews, audit of
medical records, or registers and a QA committee, by background characteristics,
Namibia HFC 2009

Percentage
with
Percentage documentation
reporting of any QA
Background routine QA activity during
characteristics activities past 1 year
Type of facility
Hospital 84
Health centre 40
Clinic 25
Sick bay 33
Managing authority
MoHSS 31
Mission/NGO 43
Private 45
MoD/POLICE 46
Region
Caprivi 7
Erongo 42
Hardap 43
Karas 36
Kavango 33
Khomas 48
Kunene 7
Ohangwena 44
Omaheke 50
Omusati 24
Oshana 25
Oshikoto 45
Otjozondjupa 45
Total 34
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Table A-3.6 Supportive management practices: training and supervision at the facility level

Percentage of facilities where none, at least half, or all of the providers interviewed reported receiving training related
to their work during the 12 months preceding the survey and personal supervision during the 6 months preceding the
survey, by background characteristics, Namibia HFC 2009

Received training related to Were personally supervised

their work during the 12 months during the 6 months Nfl;gﬁsgs()f
preceding the survey’ preceding the survey kil
Background At least At least interviewed
characteristics None 50 percent All None 50 percent All providers?
Type of facility
Hospital 2 62 27 0 62 24 45
Health centre 0 49 43 4 51 34 47
Clinic 10 33 54 16 34 45 295
Sick bay 11 44 33 11 22 33 9
Managing authority
MoHSS 4 39 54 9 41 43 306
Mission/NGO 7 43 32 4 39 57 28
Private 33 33 31 41 31 22 49
MoD/POLICE 8 46 31 8 38 31 13
Region
Caprivi 4 43 54 7 36 54 28
Erongo 17 50 25 19 44 25 36
Hardap 5 38 43 10 48 43 21
Karas 4 28 64 4 52 40 25
Kavango 11 37 47 14 32 46 57
Khomas 21 42 36 27 45 21 33
Kunene 11 14 75 21 18 50 28
Ohangwena 0 50 38 0 44 50 32
Omaheke 6 38 56 6 25 69 16
Omusati 6 33 57 8 33 57 49
Oshana 0 35 65 10 40 45 20
Oshikoto 0 50 41 5 64 27 22
Otjozondjupa 7 45 45 21 41 14 29
Total 8 39 49 12 39 41 396

' Training includes only structured pre- or in-service sessions and does not include individual instruction received
during routine supervision.

2 Interviewed providers who do not personally provide any of the assessed services (i.e., managers other than those
for clinical services who might have been interviewed) are excluded.




Table A-3.7 Supportive management practices: training and supervision at the individual provider level

Among interviewed health service providers, percentage who reported receiving training related to their
work and personal supervision during specific time periods, by background characteristics, Namibia HFC
2009

Percentage of providers who received:

Training during
the 12 months
and personal
Personal supervision Most recent
Training during  supervision in during the training in the ~ Number of
the 12 months  the 6 months 6 months 13-59 months | interviewed

Background preceding the  precedingthe precedingthe precedingthe | health service
characteristics survey' survey survey survey providers?
Type of facility
Hospital 78 73 57 12 623
Health centre 79 78 62 15 297
Clinic 79 74 59 16 672
Sick bay 61 62 38 27 32
Managing authority
MoHSS 82 75 62 13 1,231
Mission/NGO 71 81 59 22 201
Private 60 57 33 14 142
MoD/POLICE 57 66 37 29 49
Region
Caprivi 79 72 61 18 52
Erongo 70 70 55 21 129
Hardap 62 82 54 25 119
Karas 83 74 64 9 102
Kavango 72 75 51 16 207
Khomas 71 64 41 12 192
Kunene 90 69 61 8 67
Ohangwena 79 79 65 16 129
Omaheke 87 90 78 12 50
Omusati 85 83 71 13 197
Oshana 91 80 72 9 131
Oshikoto 81 68 59 15 149
Otjozondjupa 83 56 47 8 100
Total 78 74 58 14 1,623

" Training includes only structured pre- or in-service sessions and does not include individual instruction
received during routine supervision.

% Interviewed providers who do not personally provide any of the assessed services (i.e., managers other
than those for clinical services) who might have been interviewed) are excluded. Providers include
community health workers who were at the facility on the day of the survey and were interviewed.
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Table A-3.8 Funding options
Among facilities charging user fees for adult curative care, percentage that use systems to decrease out-of-pocket fees for clients or to reimburse
deferred client fees, and percentage that publicly post fees, by background characteristics, Namibia HFC 2009
System for decreasing System for reimbursement
out-of-pocket fees of deferred client fees Fees are posted publicly
Facility has Number of
Client can any system facilities
Discount/  prepay for Reimburse- Reimburse-  to decrease charging any
exemption  multiple mentby  Reimburse-  ment by out-of- user fees for
Background forsome  visittone employerof mentby  community pocket costs adult curative
characteristics clients service client insurance  programs  to client! All fees Some fees care
Type of facility
Hospital 57 7 23 23 0 75 43 9 44
Health centre 67 4 7 4 2 73 27 2 45
Clinic 56 2 8 5 1 64 24 2 280
Managing authority
MoHSS 57 1 8 1 1 65 25 1 305
Mission/NGO 68 0 4 4 4 68 25 0 28
Private 58 19 28 61 3 83 36 19 36
Region
Caprivi 93 0 0 0 0 93 44 0 27
Erongo 48 12 0 4 0 52 44 8 25
Hardap 85 0 5 15 0 85 40 5 20
Karas 54 4 0 8 4 63 38 4 24
Kavango 63 2 0 4 4 64 18 2 56
Khomas 70 7 22 41 0 85 30 15 27
Kunene 43 0 0 0 0 43 21 0 28
Ohangwena 47 3 13 0 0 63 28 3 32
Omaheke 44 13 6 6 0 50 31 0 16
Omusati 44 0 0 2 0 44 6 0 48
Oshana 72 0 0 0 0 72 22 6 18
Oshikoto 91 5 5 9 5 91 14 0 22
Otjozondjupa 15 0 81 8 0 88 35 0 26
Total 58 3 9 7 1 67 26 3 369
! Discounts or exemptions, prepayment system, reimbursement by employer, insurance or community programmes.
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Table A-3.9 Components for which fees are charged

Among facilities charging user fees for adult curative care, percentage charging for client charts and records,
consultations, medicines, lab tests and registration, by background characteristics, Namibia HFC 2009

Percentage of facilities charging for the indicated item: Number of
facilities
charging any
user fees for
Background Health adult curative
characteristics passport  Consultation  Medicine Lab tests Registration care
Type of facility
Hospital 34 52 39 27 48 44
Health centre 36 51 16 7 38 45
Clinic 27 61 26 6 20 280
Managing authority
MoHSS 27 55 20 4 24 305
Mission/NGO 61 54 18 11 43 28
Private 25 92 86 47 31 36
Region
Caprivi 0 96 0 0 4 27
Erongo 48 64 20 20 8 25
Hardap 45 75 55 40 60 20
Karas 21 50 42 13 17 24
Kavango 29 57 39 9 30 56
Khomas 30 74 52 30 48 27
Kunene 68 64 14 0 18 28
Ohangwena 28 56 6 0 31 32
Omaheke 25 81 38 13 13 16
Omusati 8 50 25 0 13 48
Oshana 22 44 6 0 33 18
Oshikoto 64 27 0 0 27 22
Otjozondjupa 12 35 35 4 42 26
Total 29 59 26 9 26 369
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Table A-3.10 Facility systems for maintenance and repair of equipment
Among facilities with large equipment, percentage with preventive maintenance programs for the equipment, percentage where onsite staff or external
technicians perform maintenance, and among facilities with systems for repairing small equipment, percentage that use different methods to repair and replace
equipment, by background characteristics, Namibia HFC 2009
Percentage of facilities where preventive maintenance of Percentage reporting method used for Number of
major equipment is performed by:' maintenance or replacement of small equipment’ | ¢ Gilities
Both onsite Number of Send Purchase or with system
and Don't  Noroutine = facilities outside for ~ payfor ~ Replaced | for small
Background Onsite External external  know who  mainte- | with major  Onsite repair or  from funds by MoHSS 'equipment
characteristics staff technicians technicians  repairs nance | equipment  repair replace on hand  or donors repair
Type of facility
Hospital 31 20 13 2 33 45 71 64 9 2 45
Health centre 17 25 0 0 58 12 20 80 11 9 46
Clinic 21 29 3 0 47 38 9 81 10 12 288
Sick bay 0 0 33 0 67 3 25 88 0 13 8
Managing authority
MoHSS 20 18 4 2 55 49 15 82 5 12 301
Mission/NGO 18 45 9 0 27 11 32 75 18 11 28
Private 38 28 13 0 22 32 28 62 36 2 47
MoD/POLICE 0 0 17 0 83 6 18 91 0 9 11
Region
Caprivi 0 0 0 0 100 1 21 96 0 0 28
Erongo 27 9 9 0 55 11 14 74 20 11 35
Hardap 0 33 11 0 56 9 10 86 48 0 21
Karas 36 27 0 9 27 11 12 80 16 4 25
Kavango 23 38 0 0 38 13 30 75 11 9 56
Khomas 42 25 25 0 8 12 30 90 10 0 30
Kunene 0 0 25 0 75 4 8 19 0 88 26
Ohangwena 0 33 0 0 67 6 16 77 0 6 31
Omaheke 29 14 0 0 57 7 19 94 13 0 16
Omusati 14 43 0 0 43 7 8 90 4 13 48
Oshana 40 0 20 0 40 5 10 95 0 0 20
Oshikoto 33 0 33 0 33 3 23 82 14 0 22
Otjozondjupa 33 22 0 0 44 9 21 76 3 0 29
Total 24 23 8 1 43 98 18 79 10 11 387
" Major equipment refer to generators, sterilisers, and other large equipment where routine maintenance is recommended to extend the life of the machine.
2 Minor or small equipment refers to stethoscopes, sphygmomanometers, other small equipment where either minor repairs or replacement are common when
equipment is broken.
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Table A-3.11 Facility systems for maintenance and repair of buildings

Among facilities with systems for maintenance and repair of buildings and infrastructure,
percentage where onsite staff and outside workers are responsible for making repairs, by
background characteristics, Namibia HFC 2009

Percentage where repairs on building or Number of
infrastructure are made by: Ecilliites widh
Both onsite staff = system for
Background Persons hired  and externally ' maintenance
characteristics Onsite staff ~ from outside hired and repair
Type of facility
Hospital 52 22 17 23
Health centre 17 75 8 12
Clinic 22 70 9 69
Sick bay 33 33 33 3
Managing authority
MoHSS 14 72 10 50
Mission/NGO 29 71 0 17
Private 44 39 17 36
MoD/POLICE 50 25 25 4
Region
Caprivi 50 0 0 2
Erongo 60 30 10 10
Hardap 17 83 0 6
Karas 44 33 11 9
Kavango 10 86 5 21
Khomas 41 35 24 17
Kunene 50 0 50 2
Ohangwena 17 33 50 6
Omaheke 25 75 0 4
Omusati 11 89 0 9
Oshana 33 50 17 6
Oshikoto 25 75 0 8
Otjozondjupa 14 86 0 7
Total 28 59 11 107
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Table A-3.12 Storage conditions and stock monitoring systems for vaccines
Among facilities that routinely store vaccines, percentage with adequate storage conditions and stock monitoring systems for vaccines, by background
characteristics, Namibia HFC 2009
Stock condition Stock monitoring system
Vaccines
No expired  stored by Number of
Adequate vaccines expiration  Stock card | facilities with
Functioning  Up-to-date Temperature cold chain  Refrigerator  present (for date (whether present (for stored
Background thermometer temperature 2°-8°C at monitoring protected vaccines in expired or vaccines in vaccines
characteristics in refrigerator chart time of visit system’ from sun stock) not) stock) observed
Type of facility
Hospital 82 46 64 32 96 96 89 29 28
Health centre 98 84 80 69 100 98 89 27 45
Clinic 95 77 77 62 97 89 83 25 261
Managing authority
MoHSS 95 79 76 63 97 89 85 27 284
Mission/NGO 100 74 89 67 96 100 93 22 27
Private 78 35 57 22 96 96 74 9 23
Region
Caprivi 96 85 73 69 96 85 85 8 26
Erongo 95 55 82 45 91 82 68 45 22
Hardap 90 35 80 30 95 95 80 30 20
Karas 80 50 55 35 100 85 50 25 20
Kavango 98 71 88 66 96 93 80 18 56
Khomas 81 48 62 33 100 95 95 19 21
Kunene 96 83 71 63 100 88 100 63 24
Ohangwena 100 100 83 83 100 93 93 14 29
Omaheke 93 93 79 79 93 100 100 57 14
Omusati 100 91 79 72 95 81 77 28 43
Oshana 100 94 75 69 94 94 94 31 16
Oshikoto 95 86 82 73 100 100 95 5 22
Otjozondjupa 90 71 57 38 100 100 95 10 21
Total 95 75 76 60 97 91 84 25 334
" There is a functioning thermometer in refrigerator, temperature chart is up-to-date, and refrigerator temperature reads between 2°and 8°C at the time of
the visit.
2 There were no stored vaccines or the vaccine storage area was not observed for 1 facility that store vaccines.
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Table A-3.13 Storage conditions and stock monitoring systems for contraceptive methods, medicines, and antiretroviral medicines (ARVs)

Among facilities that store clinical methods of contraception, medicines, and ARVs, percentage with proper storage conditions and stock monitoring systems for commodities, by
background characteristics, Namibia HFC 2009

Proper storage condition Stock monitoring systems'
Items No out of
stored by stock (Col A
No items ~ No expired expiration Inventory <> 5& | Number of
No out of stock items date Stock card  up-to-date  (Col B =2 | facilities

evidence of (for items  present (for  (whether present (for ~ (for items for items | with stored

Background Off the Protected  Protected  pests or Good normally itemsin  expired or  itemsin  withstock  with stock 'commoditie
characteristics ground  from water  from sun rodents storage’ carried) stock) not) stock) card) card)) s observed

CONTRACEPTIVE METHODS

Type of facility

Hospital 92 100 100 100 92 - 92 84 20 - - 25
Health centre 96 100 98 96 91 - 96 91 43 - - 46
Clinic 96 99 100 93 89 - 86 79 28 - - 289
Sick bay 75 75 100 100 75 - 100 100 0 - - 4
Managing authority
MoHSS 96 99 99 94 89 - 88 80 32 - - 294
Mission/NGO 96 100 100 86 86 - 89 93 25 - - 28
Private 97 100 100 97 94 - 86 78 8 - - 36
MoD/POLICE 83 83 100 100 83 - 100 100 17 - - 6
Region
Caprivi 96 96 100 88 81 - 92 88 50 - - 26
Erongo 94 97 100 94 88 - 79 79 32 - - 34
Hardap 90 100 100 85 80 - 95 75 15 - - 20
Karas 74 100 100 96 74 - 87 74 39 - - 23
Kavango 98 100 100 88 86 - 88 75 36 - - 56
Khomas 92 100 100 96 92 - 92 96 31 - - 26
Kunene 100 100 96 100 96 - 92 84 48 - - 25
Ohangwena 100 97 100 100 97 - 93 90 0 - - 30
Omaheke 100 100 100 100 100 - 93 93 53 - - 15
Omusati 98 100 98 96 93 - 72 67 35 - - 46
Oshana 100 100 100 88 88 - 100 76 6 - - 17
Oshikoto 95 100 100 95 90 - 86 86 10 - - 21
Otjozondjupa 100 100 100 96 96 - 96 88 12 - - 25
Total 96 99 99 94 89 - 88 81 29 - - 364
MEDICINES
Type of facility
Hospital 84 100 100 93 80 2 78 96 89 78 0 45
Health centre 85 96 100 100 85 4 80 98 93 54 0 46
Clinic 88 98 97 91 81 8 80 86 87 51 1 288
Sick bay 89 100 100 100 89 0 78 56 67 56 0 9
Managing authority
MoHSS 87 98 98 93 80 7 80 90 95 56 1 305
Mission/NGO 75 100 100 79 64 7 79 82 82 64 0 28
Private 100 100 100 100 100 10 83 88 48 38 2 42
MoD/POLICE 92 100 92 92 85 8 62 54 62 46 0 13
Region
Caprivi 100 100 100 96 96 4 89 89 93 25 0 28
Erongo 89 94 97 94 83 19 69 92 81 53 3 36
Hardap 81 100 95 90 67 5 86 90 90 57 0 21
Karas 92 100 100 96 92 12 88 84 84 52 4 25
Kavango 68 96 98 88 65 7 72 74 91 53 0 57
Khomas 93 100 100 100 93 4 81 93 81 67 4 27
Kunene 96 100 93 100 89 7 64 93 93 32 0 28
Ohangwena 94 100 97 97 90 10 81 97 97 90 0 31
Omaheke 100 93 100 100 93 0 93 87 93 67 0 15
Omusati 88 100 96 88 78 6 80 94 100 71 0 49
Oshana 80 100 100 90 70 0 65 70 70 55 0 20
Oshikoto 77 100 100 77 73 9 86 86 77 27 0 22
Otjozondjupa 97 93 100 93 86 0 97 93 72 45 0 29
Total 87 98 98 93 81 7 80 88 88 54 1 388
Continued...
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Table A-3.13—Continued
Proper storage condition Stock monitoring systems'
Items No out of
stored by stock (Col A
No items ~ No expired expiration Inventory <>5& | Number of
No out of stock items date Stock card  up-to-date  (Col B =2 | facilities
evidence of (for items  present (for  (whether present (for  (for items for items | with stored
Background Off the Protected  Protected  pests or Good normally itemsin  expired or  itemsin  withstock with stock 'commoditie
characteristics ground  from water  from sun rodents storage’ carried) stock) not) stock) card) card)) s observed
ARVS?
Type of facility
Hospital 78 100 100 88 71 78 95 = 88 39 66 41
Health centre 95 100 100 97 92 74 97 - 85 26 51 39
Clinic 97 99 99 94 93 72 93 - 79 21 45 163
Sick bay - - - - - - - - - - - 0
Managing authority
MoHSS 94 99 99 93 89 73 94 N 84 24 50 210
Mission/NGO 88 100 100 94 81 94 100 - 88 31 81 16
Private 94 100 100 100 94 69 88 - 38 25 19 16
MoD/POLICE 100 100 100 100 100 0 100 N 100 0 0 1
Region
Caprivi 100 100 100 100 100 62 92 - 77 8 38 13
Erongo 100 100 100 100 100 79 89 - 95 68 53 19
Hardap 100 100 100 100 100 82 100 - 73 45 27 11
Karas 89 100 100 100 89 50 100 N 56 11 22 18
Kavango 87 97 97 90 81 94 97 - 84 26 71 31
Khomas 91 100 100 82 73 82 100 - 64 18 27 11
Kunene 87 100 100 87 87 87 87 - 80 20 47 15
Ohangwena 96 100 100 96 92 52 92 N 88 48 48 25
Omaheke 93 93 100 93 86 50 93 - 86 21 43 14
Omusati 89 100 97 92 84 66 89 - 89 3 47 38
Oshana 100 100 100 93 93 93 100 - 87 7 60 15
Oshikoto 100 100 100 85 85 85 85 - 85 23 69 13
Otjozondjupa 95 100 100 95 95 85 100 - 70 30 60 20
Total 93 99 99 93 89 74 94 - 81 25 49 243
' Only selected items were evaluated for the stock maintenance system. Contraceptive items assessed were oral pills, progestin injectable, IUCD, and condoms.
? Items stored off the ground, protected from water, protected from sun, and no evidence of pests or rodents in storage area.
* There were no stored ARVs or the storage area for ARVs was not observed for 4 facilities that stored ARVs.
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Table A-3.14 Reported reliability of ordering system for comities: orders placed by facility
Percentage of facilities providing vaccinations, contraceptive methods, medicines or ARVs, where decision on when to order the commodity are made by
facility staff, and among these, percentage that consider receipt of supplies to be reliable and that received their most recent order during the 4 weeks
preceding the survey visit, by background characteristics, Namibia HFC 2009
Percentage of
facilities where X o Most recent order
staff members Receipt of ordered commodity: received during
determine and Sometimes the 4 weeks
Background place commodity Always receive receive correct Never receive preceding the
characteristics orders correct amount amount correct amount survey visit
VACCINES
Type of facility
Hospital 94 - - - 81
Health centre 100 - - - 79
Clinic 98 - - - 69
Sick bay - - - - -
Managing authority
MoHSS 99 - - - 70
Mission/NGO 96 - - - 73
Private 95 - - - 83
MoD/POLICE - - - - -
Region
Caprivi 96 - - - 60
Erongo 100 - - - 83
Hardap 100 - - - 82
Karas 100 - - - 65
Kavango 98 - - - 76
Khomas 94 - - - 59
Kunene 96 - - - 26
Ohangwena 100 - - - 83
Omaheke 100 - - - 85
Omusati 100 - - - 65
Oshana 100 - - - 93
Oshikoto 100 - - - 71
Otjozondjupa 90 - - - 84
Total 98 - - - 71
CONTRACEPTIVE METHODS
Type of facility
Hospital 95 - - - 72
Health centre 100 - - - 69
Clinic 96 - - - 60
Sick bay 67 - - - 50
Managing authority
MoHSS 98 - - - 60
Mission/NGO 100 - - - 63
Private 85 - - - 79
MoD/POLICE 75 - - - 33
Region
Caprivi 96 - - - 72
Erongo 81 - - - 64
Hardap 100 - - - 63
Karas 95 - - - 43
Kavango 96 - - - 75
Khomas 92 - - - 70
Kunene 96 - - - 29
Ohangwena 100 - - - 52
Omaheke 100 - - - 67
Omusati 100 - - - 59
Oshana 100 - - - 71
Oshikoto 100 - - - 50
Otjozondjupa 100 - - - 76
Total 96 - - - 62
Continued...
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Table A-3.14—Continued
Percentage of
facilities where . o Most recent order
staff members Receipt of ordered commodity: received during
determine and Sometimes the 4 weeks
Background place commodity Always receive receive correct Never receive preceding the
characteristics orders correct amount amount correct amount survey visit
MEDICINES
Type of facility
Hospital 100 22 73 4 78
Health centre 96 18 73 7 84
Clinic 93 26 66 4 70
Sick bay 100 44 56 0 56
Managing authority
MoHSS 93 21 72 4 72
Mission/NGO 96 26 74 0 78
Private 98 44 37 12 80
MoD/POLICE 100 46 46 8 54
Region
Caprivi 100 14 79 4 57
Erongo 61 18 59 9 77
Hardap 100 29 52 19 81
Karas 100 32 60 4 72
Kavango 98 34 57 4 82
Khomas 96 27 54 15 58
Kunene 96 19 78 0 85
Ohangwena 100 16 81 0 77
Omaheke 87 54 46 0 77
Omusati 100 22 78 0 57
Oshana 100 35 60 5 85
Oshikoto 95 24 71 5 76
Otjozondjupa 90 12 85 4 69
Total 94 25 67 5 73
ARVS
Type of facility
Hospital 100 56 32 12 71
Health centre 95 73 22 3 68
Clinic 85 59 32 6 39
Sick bay - - - B
Managing authority
MoHSS 88 61 30 6 47
Mission/NGO 94 67 20 13 47
Private 94 56 38 6 81
MoD/POLICE 100 100 0 0 100
Region
Caprivi 93 54 31 15 54
Erongo 47 56 33 11 67
Hardap 73 50 38 13 75
Karas 83 67 20 13 80
Kavango 87 74 19 4 44
Khomas 92 55 36 9 45
Kunene 75 67 17 17 42
Ohangwena 100 20 76 0 44
Omaheke 100 79 14 7 57
Omusati 97 73 22 0 38
Oshana 100 56 38 6 38
Oshikoto 100 62 23 15 23
Otjozondjupa 95 70 20 5 70
Total 89 61 30 7 50
" Based on orders received during the 3 months preceding the survey.
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Table A-3.15 System for ordering vaccines and contraceptive methods for facilities placing their own
orders

Among facilities that provide vaccinations or contraceptive methods and order their own supplies,
percentage reporting that they use specific criteria to decide how much to order and when to order, by
background characteristics, Namibia HFC 2009

Amount ordered based on:’

Same amount

Background Maintaininga  ordered each Number of
characteristics fixed stock time Utilisation Other facilities
VACCINES

Type of facility
Hospital 31 0 69 0 16
Health centre 28 0 72 0 43
Clinic 36 1 63 0 256
Sick bay - - - - 0

Managing authority
MoHSS 35 1 63 0 271
Mission/NGO 23 0 77 0 26
Private 39 0 61 0 18
MoD/POLICE - - - - 0

Region
Caprivi 68 0 32 0 25
Erongo 56 6 39 0 18
Hardap 59 6 35 0 17
Karas 70 0 30 0 20
Kavango 20 0 80 0 55
Khomas 41 0 59 0 17
Kunene 13 0 87 0 23
Ohangwena 21 0 79 0 29
Omaheke 15 0 85 0 13
Omusati 40 2 58 0 43
Oshana 7 0 87 7 15
Oshikoto 10 0 90 0 21
Otjozondjupa 42 0 58 0 19
Total 34 1 64 0 315

CONTRACEPTIVE METHODS

Type of facility
Hospital 50 6 44 0 18
Health centre 40 2 58 0 45
Clinic 31 1 68 0 277
Sick bay 50 0 50 0 2

Managing authority
MoHSS 35 1 64 0 283
Mission/NGO 26 0 74 0 27
Private 28 3 69 0 29
MoD/POLICE 33 0 67 0 3

Region
Caprivi 56 0 44 0 25
Erongo 40 12 48 0 25
Hardap 47 5 47 0 19
Karas 62 0 38 0 21
Kavango 21 0 79 0 53
Khomas 48 0 52 0 23
Kunene 13 0 88 0 24
Ohangwena 28 0 72 0 29
Omaheke 33 0 67 0 15
Omusati 30 0 70 0 46
Oshana 6 0 94 0 17
Oshikoto 10 0 90 0 20
Otjozondjupa 56 0 44 0 25
Total 34 1 65 0 342
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Table A-3.16_System for ordering medicines and ARVs for facilities placing their own orders
Among facilities that provide medicines or ARVs and order their own supplies, percentage reporting that they use specific criteria to decide how
much to order and when to order, by background characteristics, Namibia HFC 2009
Amount ordered based on:’ Stock orders placed routinely:
When
Same stock falls
Maintain-  amount Don't to a pre- Don't
Background ing a fixed ordered know/  determined When know/  Number
characteristics stock  each time Utilisation  Other missing level  Fixed time needed Other missing  of facilities
MEDICINES
Type of facility
Hospital 42 0 51 0 7 27 53 11 0 9 45
Health centre 50 0 45 0 5 20 52 23 0 5 44
Clinic 34 0 63 0 3 25 42 28 0 5 267
Sick bay 56 0 33 11 0 33 33 33 0 0 9
Managing authority
MoHSS 39 0 56 0 4 24 48 22 0 7 284
Mission/NGO 30 0 70 0 0 22 59 19 0 0 27
Private 24 0 73 0 2 27 15 56 0 2 41
MoD/POLICE 62 0 31 8 0 46 23 31 0 0 13
Region
Caprivi 50 0 50 0 0 18 64 18 0 0 28
Erongo 50 0 50 0 0 36 27 36 0 0 22
Hardap 48 0 48 5 0 33 38 29 0 0 21
Karas 36 0 52 0 12 20 40 24 0 16 25
Kavango 21 0 71 0 7 18 30 43 0 9 56
Khomas 46 0 50 0 4 27 38 31 0 4 26
Kunene 30 0 67 0 4 7 63 26 0 4 27
Ohangwena 42 0 58 0 0 55 10 26 0 10 31
Omaheke 46 0 54 0 0 31 46 23 0 0 13
Omusati 43 0 53 0 4 4 73 16 0 6 49
Oshana 10 0 80 0 10 0 70 20 0 10 20
Oshikoto 5 0 95 0 0 14 57 29 0 0 21
Otjozondjupa 73 0 27 0 0 77 15 4 0 4 26
Total 38 0 58 0 4 25 44 26 0 5 365
ARVS
Type of facility
Hospital 41 0 59 0 0 22 51 17 7 41
Health centre 24 0 73 3 0 30 16 51 0 37
Clinic 26 2 71 1 0 32 13 55 1 0 142
Sick bay - - - - - - - - - 0
Managing authority
MoHSS 28 2 70 1 0 29 21 47 1 2 188
Mission/NGO 20 0 80 0 0 33 20 47 0 0 15
Private 38 0 56 6 0 25 13 56 6 0 16
MoD/POLICE 100 0 0 0 0 100 0 0 0 0 1
Region
Caprivi 23 0 77 0 0 23 8 69 0 0 13
Erongo 33 11 56 0 0 33 22 44 0 0 9
Hardap 63 0 25 13 0 75 13 0 13 0 8
Karas 60 7 33 0 0 13 40 40 0 7 15
Kavango 15 4 81 0 0 22 15 63 0 0 27
Khomas 36 0 64 0 0 18 45 36 0 0 11
Kunene 0 0 92 8 0 8 33 50 8 0 12
Ohangwena 36 0 64 0 0 56 16 24 0 4 25
Omaheke 29 0 71 0 0 14 29 57 0 0 14
Omusati 27 0 73 0 0 22 11 62 3 3 37
Oshana 6 0 94 0 0 6 25 69 0 0 16
Oshikoto 15 0 85 0 0 8 23 69 0 0 13
Otjozondjupa 45 0 55 0 0 80 15 5 0 0 20
Total 29 1 69 1 0 30 20 47 1 1 220
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Table A-3.17 System for ordering medicines and ARVs where order is placed by
external authorities
Among facilities providing medicines and ARVs where stock orders are placed by
external authorities, percentage where the amount provided is based on activity
level or a fixed supply is provided, by background characteristics, Namibia HFC
2009
Number of
. facilities where
System for determining p——
amount provided: AvitheriiteEs
Background Based on Don’t know/ | decide how
characteristics activity level  Fixed supply missing much to order
MEDICINES
Type of facility
Hospital 100 0 0 1
Health centre 100 0 0 1
Clinic 46 29 25 24
Managing authority
MoHSS 46 29 25 24
Mission/NGO 100 0 0 1
Private 100 0 0 1
Region
Caprivi - - - 0
Erongo 46 15 38 13
Hardap - - - 0
Karas 100 0 0 2
Kavango 100 0 0 1
Khomas 50 50 0 2
Kunene 0 100 0 1
Omaheke 50 0 50 2
Omusati 100 0 0 1
Oshikoto 100 0 0 1
Otjozondjupa 0 100 0 3
Total 50 27 23 26
ARVS
Type of facility
Hospital 100 0 0 2
Health centre 0 50 50 2
Clinic 46 21 33 24
Managing authority
MoHSS 46 21 32 28
Mission/NGO - - - 0
Private - - - 0
Region
Caprivi 0 0 100 1
Erongo 44 11 44 9
Hardap 67 33 0 3
Karas 33 33 33 3
Kavango 67 33 0 3
Khomas 0 0 100 2
Kunene 50 25 25 4
Omaheke - - - 0
Omusati 0 100 0 1
Oshikoto 100 0 0 1
Otjozondjupa 100 0 0 1
Total 46 21 32 28
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Table A-3.18 Knowledge and capacity for autoclave
processing of equipment

Among facilities with a functioning autoclave machine,
percentage where the informant’s response to
questions on processing temperature and pressure was
excellent or good, Namibia HFC 2009

Percentage of
facilities providing

Items indicated response
Temperature
Excellent’ 66
Good? 23
Don’t know/invalid 11
Pressure
Excellent® 68
Don’t know/invalid 32
Temperature and pressure
Both excellent 58
Both al least good 9
Don’t know/invalid response
for temperature or pressure 32

Total number of facilities with
functioning autoclave 53

' Autoclave had automatic temperature control, or
response was 121°C to 132°C.

2 Response was more than 132°C but was less than
361°C (high cutoff point was selected to include any
response that appeared valid).

? Either automatic machine or response was PPl of 15-
30 or ATM of 1 or 2.




Table A-3.19 Storage conditions for sterilised or high-level disinfected items

Percentage of facilities with sterilised or disinfected (HLD) items present and among these, percentage with specific storage conditions
for processed items, by background characteristics, Namibia HFC 2009

Among facilities with sterilised or HLD items, percentage with:

Sterile/HLD
Percentage of Processing status storage ~ Number of
facilities with dates observed conditions and | facilities with
sterilised or Sterile/HLD  Clean, but not  on processed processing stored
Background HLD items Number of  status storage  sterile, Stora§e and stored dates on processed
characteristics present facilities conditions' conditions items sterilised items items
Type of facility
Hospital 100 45 96 38 96 91 45
Health centre 91 47 93 40 84 81 43
Clinic 80 295 80 29 79 69 235
Sick bay 56 9 40 60 40 40 5
Managing authority
MoHSS 87 306 85 28 85 76 265
Mission/NGO 89 28 80 36 76 68 25
Private 63 49 84 61 65 61 31
MoD/POLICE 54 13 43 71 43 43 7
Region
Caprivi 86 28 79 50 88 79 24
Erongo 81 36 90 34 76 72 29
Hardap 100 21 95 62 76 76 21
Karas 80 25 85 40 95 80 20
Kavango 75 57 70 23 77 60 43
Khomas 73 33 75 58 63 63 24
Kunene 93 28 69 0 100 69 26
Ohangwena 91 32 97 7 97 97 29
Omaheke 100 16 81 19 88 75 16
Omusati 84 49 88 24 78 78 41
Oshana 90 20 78 22 44 39 18
Oshikoto 82 22 83 83 89 78 18
Otjozondjupa 66 29 100 26 89 89 19
Total 83 396 83 32 81 73 328

' Items are wrapped and sealed with time-steam-temperature (TST) tape or are in a sterile/HLD box that clasps shut, and storage area is
dry and clean.

% Items may be wrapped but not sealed, unwrapped on a tray under a cloth, unwrapped on a tray in the steriliser of autoclave, or sitting
in disinfecting solution, and storage area is dry and clean.
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Table A-3.20 Specific items for infection control that were available in ALL relevant service areas
Percentage of facilities where the indicated infection control items were either observed (or reported available when the service being assessed was
not being offered at the time of the survey) in ALL of the service delivery areas assessed for that facility, by background characteristics, Namibia HFC
2009
Percentage of facilities with these items in ALL service areas:'
Soap and All items
running Clean present
Soap and water or else latex or Disinfectant  in all Number
Background Running running Hand hand sterile  Sharps  (Hibitane/ relevant Waste of
characteristics water Soap water  disinfectant disinfectant  gloves box Alcohol) sites  receptacle? facilities
Type of facility
Hospital 82 62 60 38 71 76 87 31 22 9 45
Health centre 81 55 53 21 70 60 68 32 26 4 47
Clinic 74 65 58 37 74 72 84 53 40 17 295
Sick bay 89 78 78 33 78 78 67 67 56 22 9
Managing authority
MoHSS 74 60 54 32 71 68 81 44 33 12 306
Mission/NGO 61 50 32 25 50 71 79 61 32 0 28
Private 94 90 88 61 96 90 94 63 59 39 49
MoD/POLICE 92 85 85 31 85 77 69 62 54 15 13
Region
Caprivi 75 54 54 32 64 86 86 75 54 25 28
Erongo 97 67 64 47 78 72 83 56 47 25 36
Hardap 62 76 52 90 90 86 86 62 52 19 21
Karas 88 64 64 24 88 68 80 44 36 20 25
Kavango 77 58 51 53 74 81 89 70 56 7 57
Khomas 94 88 88 45 97 70 88 58 45 24 33
Kunene 86 82 79 46 86 93 100 71 61 11 28
Ohangwena 53 50 41 22 63 34 56 28 22 19 32
Omaheke 81 31 31 44 56 94 88 63 38 19 16
Omusati 82 80 69 14 86 84 82 31 27 8 49
Oshana 80 85 70 10 70 65 85 10 10 5 20
Oshikoto 36 27 23 9 27 32 73 41 5 5 22
Otjozondjupa 62 45 45 21 48 52 72 10 3 14 29
Total 76 64 58 35 73 71 82 48 37 15 396
" Survey criteria required that the item be available in the service delivery room or immediately adjacent, and the item must be observed. If the
service was not being provided on the day of the survey, a report that an item was normally available when services were being offered was noted and
included in this table. In most cases this added only 0-1 percentage points. Items assessed for each service were: soap, running water, hand
disinfectant, clean latex or sterile gloves, disinfectant and sharps box in immunisation area, injection room, consultation area for sick children, and
consultation/examination area for STl services, family planning, antenatal care, delivery services, general outpatient area, and VCT sites where blood is
drawn or HIV testing is conducted.
? Waste receptacle with plastic liner and lid. This is not a component of the aggregate because, while important for infection control, it has not been
commonly introduced.
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Table A-3.21 Availability of supplies for preventing nosocomial infections

Percentage of facilities with infection control supplies available in facility stores, by back ground characteristics Namibia HFC 2009

Percentage of facilities with the following items in store All items for
Hand All items infection
Background washing Hand Needles/ present in control | Number of
characteristics soap disinfectant Latex gloves  syringes  Disinfectant stores’ indicator? facilities
Type of facility
Hospital 53 91 100 98 93 53 18 45
Health centre 70 49 96 98 85 38 4 47
Clinic 73 61 92 93 79 40 2 295
Sick bay 56 22 100 67 67 22 0 9
Managing authority
MoHSS 72 66 96 96 84 43 2 306
Mission/NGO 61 43 86 100 71 25 11 28
Private 63 59 80 80 71 37 12 49
MoD/POLICE 69 23 92 77 77 23 0 13
Region
Caprivi 86 71 100 89 89 50 0 28
Erongo 83 72 89 94 92 53 6 36
Hardap 57 86 95 100 90 48 10 21
Karas 56 88 100 100 92 52 4 25
Kavango 75 81 96 95 91 54 5 57
Khomas 61 45 82 79 67 30 6 33
Kunene 43 54 89 100 89 11 0 28
Ohangwena 88 56 94 91 88 50 6 32
Omaheke 75 94 94 94 88 69 6 16
Omusati 82 53 98 98 69 35 2 49
Oshana 65 25 95 75 50 20 5 20
Oshikoto 73 23 77 100 59 18 5 22
Otjozondjupa 48 48 97 100 79 31 0 29
Total 70 62 93 94 81 41 4 396

' (Hand washing soap or hand disinfectant), disinfectant, needles and syringes, and latex gloves are available in facility stores.

2 Soap and running water or else hand disinfectant, sharps box, disinfecting solution and latex gloves in all relevant service areas
within facility, plus (soap or hand disinfectant), disinfectant for cleaning surfaces, needles and syringes, and latex gloves are in stock
and facility has functioning equipment for sterilisation or high level disinfection of equipment.
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Table A-3.22.1 Waste disposal methods: infectious waste
Percentage of facilities that use specific methods to dispose of infectious waste, by background characteristics, Namibia HFC 2009
Percentage of facilities in which infectious waste is:
Dumped in
Burned unprotected
unprotected Burned on area in
Burned in on flat protected facility Other
Background Reportno  Removed incinerator groundin groundorin  without response/  Number of
characteristics waste offsite in facility facility ~ pitinfacility ~ burning missing facilities
Type of facility
Hospital 0 36 51 0 2 0 11 45
Health centre 0 40 21 11 19 0 9 47
Clinic 0 40 8 14 27 1 9 295
Sick bay 11 44 0 11 22 0 11 9
Managing authority
MoHSS 0 37 15 14 24 1 9 306
Mission/NGO 0 14 25 11 50 0 0 28
Private 0 76 12 0 4 0 8 49
MoD/POLICE 8 38 0 8 15 0 31 13
Region
Caprivi 4 11 4 14 61 0 7 28
Erongo 0 53 11 0 0 0 36 36
Hardap 0 52 19 5 14 0 10 21
Karas 0 48 20 0 12 0 20 25
Kavango 0 26 16 11 42 0 5 57
Khomas 0 91 0 0 3 0 6 33
Kunene 0 32 11 21 11 4 21 28
Ohangwena 0 25 44 31 0 0 0 32
Omaheke 0 50 6 6 38 0 0 16
Omusati 0 22 14 22 31 4 6 49
Oshana 0 40 15 10 30 0 5 20
Oshikoto 0 14 9 27 50 0 0 22
Otjozondjupa 0 72 17 0 10 0 0 29
Total 0 40 15 12 23 1 9 396
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Table A-3.22.2 Waste disposal methods: sharps waste

Percentage of facilities that use specific methods to dispose of sharps waste, by background
characteristics, Namibia HFC 2009

Percentage of facilities in which sharps waste is:

Burned on
Burned in  protected Other
Background Reportno  Removed incinerator groundorin response/ | Number of
characteristics waste offsite in facility  pitin facility =~ missing facilities
Type of facility
Hospital 0 38 51 0 11 45
Health centre 0 83 13 0 4 47
Clinic 0 93 2 0 4 295
Sick bay 11 78 0 0 11 9
Managing authority
MoHSS 0 86 0 5 306
Mission/NGO 0 79 18 0 4 28
Private 0 84 10 0 6 49
MoD/POLICE 8 85 0 8 13
Region
Caprivi 4 89 0 0 7 28
Erongo 0 64 11 0 25 36
Hardap 0 81 14 0 5 21
Karas 0 68 16 4 12 25
Kavango 0 88 11 0 2 57
Khomas 0 97 0 0 3 33
Kunene 0 89 11 0 0 28
Ohangwena 0 94 6 0 0 32
Omaheke 0 94 6 0 0 16
Omusati 0 90 4 0 6 49
Oshana 0 90 10 0 0 20
Oshikoto 5 82 9 0 5 22
Otjozondjupa 0 83 17 0 0 29
Total 1 85 9 0 5 396
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Table A-4.2 Availability of child health services through village outreach activities

Among all facilities, percentage offering curative care for sick children, routine growth monitoring, and
child immunisation through outreach services to villages, by background characteristics, Namibia HFC
2009

Percentage of facilities offering indicated services through outreach
Routine series

of child All child
Background Sick child Growth immunisation  immunisation Number of
characteristics services monitoring  without BCG'  including BCC? facilities
Type of facility
Hospital 14 14 0 14 44
Health centre 46 46 0 50 46
Clinic 16 14 1 16 293
Managing authority
MoHSS 20 18 1 21 306
Mission/NGO 39 43 0 43 28
Private 0 0 0 0 415)
Region
Caprivi 0 0 0 4 27
Erongo 22 9 6 16 32
Hardap 20 20 0 20 20
Karas 16 16 4 12 25
Kavango 16 18 0 18 56
Khomas 0 0 0 0 31
Kunene 7 4 0 11 28
Ohangwena 13 16 0 19 32
Omaheke 25 25 0 25 16
Omusati 41 41 0 43 49
Oshana 50 44 0 50 18
Oshikoto 18 18 0 18 22
Otjozondjupa 22 15 0 19 27
Total 19 17 1 20 383

! Oral polio vaccine (OPV), DPT/pentavalent, and measles but no BCG vaccine offered through outreach
at least one day per month.

2 OPV, DPT/pentavalent, measles, and BCG vaccines offered through outreach at least one day per
month.
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Table A-4.3 Availability of child vaccines and Vitamin A

Among facilities offering child immunisation services and routinely storing vaccines, percentage with all valid child
vaccines and vitamin A observed on the day of the survey, by background characteristics Namibia HFC 2009

Percentage of facilities offering immunisation services and storing vaccines Number of
with vaccines and vitamin A observed facilities offering
All basic child

child Vitamin A immunisation

Background Penta- vaccines in area with  services and
characteristics BCG Polio valent’ Measles  available?  vaccines | storing vaccines
Type of facility
Hospital 88 88 76 71 59 82 17
Health centre 93 98 100 95 86 98 43
Clinic 83 93 95 93 75 93 261
Managing authority
MoHSS 87 93 95 93 79 97 275
Mission/NGO 100 100 96 93 93 100 27
Private 21 79 79 79 11 26 19
Region
Caprivi 92 81 96 88 73 96 26
Erongo 44 94 94 78 33 94 18
Hardap 88 94 94 88 82 82 17
Karas 75 95 95 80 65 80 20
Kavango 93 91 93 91 75 98 56
Khomas 50 83 83 89 44 61 18
Kunene 75 88 88 92 71 96 24
Ohangwena 90 93 97 97 86 100 29
Omaheke 100 100 100 100 100 100 13
Omusati 88 100 98 95 81 95 43
Oshana 87 100 100 100 87 100 15
Oshikoto 100 100 95 100 95 95 21
Otjozondjupa 90 95 95 95 90 90 21
Total 84 93 94 92 76 93 321

' Pentavalent = DPT + Hepatitis B + Haemophilus Influenza B
2 BCG, polio, DPT/pentavalent, and measles vaccines.
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Table A-4.5 Availability of equipment and supplies for assessment of the sick child

Among facilities that provide curative outpatient care for sick children, percentage with observed items in the
service delivery area to support infection control, quality of services, preventive services, and assessment of the

sick child, by type of facility, Namibia HFC 2009

Total
Items Hospital Health centre Clinic percentage
Infection control items
Soap 93 87 84 85
Running water 100 98 82 86
Hand disinfectant 79 51 58 59
Soap & running water, or else hand
disinfectant 97 93 89 90
Latex gloves 97 93 90 91
Sharps container 97 96 99 98
Decontaminant 76 60 71 70
All items for infection control 69 51 62 61
Waste receptacle with plastic liner and lid 41 42 33 35
All items for infection control including
waste receptacle 34 27 22 24
Items to support quality of care
Health passport 72 89 90 88
Treatment guidelines/standards (any) 76 96 86 86
Visual aids for health education 24 76 52 52
All items to support quality of care 21 71 43 45
Preventive measures
Capacity to provide vaccinations' 14 36 40 37
Infant weighing scale 52 93 76 76
Child weighing scale 69 87 79 79
Both infant and child weighing scale 38 82 63 63
All preventive measures 3 31 25 24
Equipment for assessment
Thermometer 97 93 96 96
Timer? 79 71 68 69
Pitcher for mixing ORS 48 84 74 73
Cup/spoon for giving ORS 45 82 79 77
ORS packet in sick child service area 79 98 92 92
ORS packet in facility (pharmacy or sick
child service area) 100 100 96 97
All three Oral rehydration therapy (ORT) 38 78 68 67
All equipment for assessment 34 56 46 46
ORT Corner observed 24 56 46 45
Number of facilities offering sick child
services 29 45 273 347

' Vaccines, equipment, vaccine carriers and immunisation cards infection control items all available. Register and
monitoring of coverage were not considered essential for providing vaccines for sick children on the day of

survey.

2 Either a minute timer or wristwatch with a second hand that could be used to time one minute; includes facility

equipment or one owned by staff.




Table A-4.6_Availability of guidelines and teaching materials

Among facilities providing curative outpatient care for sick children, percentage where guidelines and
client educational aids were observed to be available, by background characteristics, Namibia HFC
2009

Percentage of facilities offering sick child services with: Number of
IMCI facilities
counselling offering sick
Background Treatment  IMCl chart  cards for  IMCI mother Other visual child
characteristics guidelines’ booklet provider cards aids services
Type of facility
Hospital 76 10 17 7 17 29
Health centre 93 64 42 16 51 45
Clinic 85 39 27 7 36 273
Managing authority
MoHSS 90 43 28 9 35 299
Mission/NGO 78 37 48 7 44 27
Private 24 5 5 0 43 21
Region
Caprivi 89 59 33 4 44 27
Erongo 82 50 36 14 36 22
Hardap 75 45 35 5 35 20
Karas 70 10 10 0 35 20
Kavango 80 41 32 11 25 56
Khomas 74 42 32 16 63 19
Kunene 85 22 22 4 19 27
Ohangwena 91 44 19 0 28 32
Omaheke 93 60 47 33 47 15
Omusati 94 15 15 2 32 47
Oshana 94 88 50 19 56 16
Oshikoto 100 73 50 9 59 22
Otjozondjupa 79 17 8 8 33 24
Total 85 40 28 8 36 347

" Any guidelines on management of childhood illnesses, or guideline on management of malaria
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Table A-4.7 Availability of immunisation services and outpatient care for sick
children on the same day

Among facilities offering curative outpatient care for sick children, percentage
reporting that child immunisation (EPI) is available every day that sick child
services are offered, and percentage where both sick child and EPI services were
observed being offered the day of the survey, by background characteristics,
Namibia HFC 2009

Among facilities offering sick child services,
percentage where:

EPI services are

reported to be On day of survey, | Number of
available every day  both sick child and facilities
Background that sick child EPI services were | offering sick
characteristics services are offered available child services
Type of facility
Hospital 41 48 29
Health centre 93 91 45
Clinic 92 89 273
Managing authority
MoHSS 89 88 299
Mission/NGO 93 78 27
Private 67 76 21
Region
Caprivi 100 89 27
Erongo 77 64 22
Hardap 85 85 20
Karas 85 95 20
Kavango 86 84 56
Khomas 84 89 19
Kunene 81 89 27
Ohangwena 84 81 32
Omaheke 87 87 15
Omusati 94 94 47
Oshana 94 100 16
Oshikoto 91 82 22
Otjozondjupa 88 83 24
Total 88 86 347




Table A-4.8 Availability of medicines for treatment of the sick child

Among facilities that provide curative outpatient care for sick children, percentage where first-line, pre-
referral, and other essential medications are available, by type of facility, Namibia HFC 2009

Total
Items Hospital ~ Health centre Clinic percentage
First-line oral medicines
Oral rehydration solution (ORS) 100 100 96 97
Antibiotic: Amoxicillin or Augmentin syrup/
tabs 100 98 96 97
Antibiotic: Cotrimoxazole syrup/tabs 100 98 96 96
Antibiotic: Chloramphenicol syrup/tabs 90 13 5 13
Any of above antibiotics 100 100 98 98
First-line antimalarial: Coartem’ 93 84 74 77
All first-line oral medicines? 93 84 72 75
Other antimalarial
Cotexin, Arinate, Artesunate 0 2 0 1
Fansidar 93 80 71 74
Pre-referral medicines
Injectable Chloramphenicol 34 13 6 10
Injectable Ampicillin or Cloxacillin 97 22 1 12
Injectable Penicillin 100 96 82 85
Injectable Gentamycin 100 44 20 30
Injectable Ceftriaxone 100 84 79 82
Intravenous solution with perfusion set® 100 98 92 94
Sterile syringes 100 100 100 100
All pre-referral medicines* 100 80 70 74
Other essential medicines
Aspirin or Paracetamol (antipyretic) 100 100 98 98
Vitamin-A (any dose) 93 96 93 93
Iron tablet 21 13 15 15
Albendazole or Mebendazole (deworming) 93 96 85 87
All other essential medicines 21 11 11 12
Number of facilities offering sick child
services 29 45 273 347

' Coartem is the recommended first-line treatment for malaria in Namibia.

2 ORS and at least one oral antibiotic and Coartem

3 Intravenous solutions include: normal saline (0.9%NS) or dextrose and normal saline (5%D/NS) or
Ringers lactate or plasmas expanders or 5%D/W.

* [Injectable Chloramphenicol or (at least one first-line injectable antibiotic (ampicillin or cloxacillin or
penicillin) and at least one second-line injectable antibiotic (ceftriaxone or gentamycin))], and intravenous
solution [normal saline (0.9%NS) or dextrose and normal saline (5%D/NS) or Ringers lactate or plasmas
expanders or 5%D/W], with perfusion set and sterile syringes
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Table A-4.9 Facility utilisation statistics for outpatient care
for sick children

Among facilities providing curative outpatient care for sick
children, the median number of sick-child consultations per
month, by background characteristics, Namibia HFC 2009

Median monthly

number of Number of
Background sick-child facilities providing
characteristics consultations ' consultation data
Type of facility
Hospital 91 27
Health centre 189 44
Clinic 59 256
Managing authority
MoHSS 65 296
Mission/NGO 94 26
Private 10 5
Region
Caprivi 53 27
Erongo 59 21
Hardap 30 17
Karas 26 16
Kavango 88 53
Khomas 167 12
Kunene 31 26
Ohangwena 129 32
Omaheke 73 15
Omusati 66 46
Oshana 101 16
Oshikoto 89 22
Otjozondjupa 60 24
Total 69 327

' Median value for the average of the number of months
out of the past 12 months for which data were available.
Data are from health information system monthly reports
available at the facility on the day of the survey. Data were
requested for the 12 months preceding the survey, but
frequently some months were missing. Information from
the months for which data were available was summed and
an average monthly number of clients calculated for each
facility. This number was then used to calculate the median
number of clients per month.
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Table A-4.11 Out-of-pocket payments for sick child consultations

Among interviewed caretakers of sick children, percentage who reported belonging to a program to prepay or defer child health costs and percentage
who reported paying any out-of-pocket fees for sick child services on the day of the survey; and among caretakers who paid any fees for services,
median amount (Namibia dollars) paid, by type of facility, Namibia HFC 2009

Median out-of-pocket fees (N$)

paid by caretakers who paid Number of interviewed
Percentage who Percentage who paid any out-of- anything for child health services  caretakers providing valid
belong to pocket fees this visit among on the day of survey, among responses for out-of-pocket
prepayment or those who!' Nurmilser of those who:' payments who:
cost deferral Belong to Do not belong = interviewed Belong to Do not belong Belong to Do not belong

Type of facility program program to program caretakers program to program program to program
Hospital 5 4 69 108 9 8 4 75
Health centre 3 3 84 288 5 8 8 240
Clinic 6 4 85 1,148 5 5 47 973
Total 5 4 84 1,544 5 5 59 1,288

" Includes any amount paid out-of-pocket including consultation, laboratory test, medicines, or other.
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Table A-4.12 Supportive management for providers of child health services

Among interviewed child health service providers, percentage who received training related to their work and personal
supervision during the specified time periods, by background characteristics, Namibia HFC 2009

Percentage of interviewed service providers who received:
Training related to

Training related to child health during
child health during the 12 months and Number of
the 12 months Personal supervision personal supervision Most recent training | interviewed child
Background preceding the during the 6 months during the 6 months in the 13-35 months = health service
characteristics survey' preceding the survey preceding the survey preceding the survey providers?
Type of facility
Hospital 34 72 26 11 303
Health centre 38 76 31 11 201
Clinic 29 72 20 13 415
Managing authority
MoHSS 31 73 24 12 731
Mission/NGO 38 81 34 12 135
Private 33 46 8 4 53
Region
Caprivi 27 70 23 20 31
Erongo 27 67 20 7 64
Hardap 15 79 12 9 83
Karas 31 75 18 23 48
Kavango 29 76 23 13 134
Khomas 39 57 20 10 79
Kunene 15 72 9 15 35
Ohangwena 22 77 20 11 90
Omaheke 25 92 23 5 25
Omusati 35 83 28 18 107
Oshana 73 84 63 7 53
Oshikoto 48 67 36 13 108
Otjozondjupa 24 50 15 3 62
Total 32 73 24 12 919

! This refers to structured training sessions (either in-service or pre-service) and does not include individual instruction received
during routine supervision.
2 Includes only providers of child health services in facilities offering child health services.
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Table A-4.15 Supportive supervision for child health service providers

Among interviewed child health providers who were personally supervised in the 6 months preceding the survey, median number of
times they were supervised, and percentage who reported specific activities by the supervisor during the last visit, by background
characteristics, Namibia HFC 2009

Number of
providers of child
Median number health services
of times staff . . . who were
were supervised Percentage of providers reporting that during supervised in the
in the 6 months the last supervisory visit, the supervisor: 6 msmilhs
Background precedingthe ~ Checked Observed Provided Provided Discussed Delivered = preceding the
characteristics survey records work feedback  updates  problems  supplies survey'
Type of facility
Hospital 4 96 86 90 78 86 30 217
Health centre 4 93 83 89 73 86 33 153
Clinic 3 92 71 84 70 86 36 297
Managing authority
MoHSS 3 93 75 86 74 87 34 533
Mission/NGO 3 93 91 89 70 81 31 109
Private 3 93 100 95 82 97 23 24
Region
Caprivi 2 88 60 68 66 80 47 22
Erongo 4 99 79 86 68 86 25 43
Hardap 3 91 80 93 71 87 23 66
Karas 3 98 92 90 72 98 36 36
Kavango 3 89 86 84 64 75 43 102
Khomas 4 82 74 81 70 87 43 45
Kunene 3 93 71 88 61 92 37 25
Ohangwena 3 96 65 90 79 81 28 69
Omaheke 3 100 88 94 86 91 37 23
Omusati 3 98 78 92 79 91 21 89
Oshana 6 97 81 89 90 90 39 45
Oshikoto 3 92 77 83 70 89 34 72
Otjozondjupa 3 91 79 84 79 84 40 31
Total 3 93 78 87 73 86 33 667

" Includes only providers of child health services in facilities offering child health services
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Table A-4.16_Observed assessments, examinations, and treatments for sick children

Percentage of observed children for whom the indicated assessment, examination, or intervention was a component of
their consultation, by type of facility, Namibia HFC 2009

Total
Components of consultation Hospital Health centre Clinic percentage
Consultation conducted by specialist/medical officer/
medical assistant 35 6 3 6
Consultation conducted by registered nurse/midwife 37 37 41 40
Consultation conducted by enrolled nurse/midwife 26 58 55 53
History: assessment of general danger signs
Inability to eat or drink anything 43 46 44 44
Vomiting everything 51 50 50 50
Convulsions 25 14 18 18
All general danger signs 22 9 11 12
History: assessment of main symptoms
Cough or difficult breathing 95 88 91 91
Diarrhoea 53 63 57 58
Fever 92 86 88 88
All three main symptoms’ 50 53 48 49
Ear pain or discharge 30 25 23 24
All 3 main symptoms plus ear pain/discharge? 13 18 16 16
Blood in stool 20 13 13 13
All 3 main symptoms + ear pain/discharge + blood
in stool 8 4 4 4
Physical examination
Felt temperature 71 31 42 42
Measured temperature (observed or system)? 99 100 100 100
Any assessment of temperature 99 100 100 100
Assessed anaemia: Looked at palms 23 16 20 19
Assessed anaemia: Looked at eye conjunctiva or
mucosa of mouth 27 26 29 28
Any assessment of anaemia 41 35 38 38
Assessed dehydration 38 26 28 28
Counted respiratory rate 36 33 42 40
All key physical checks* 12 8 9 9
Auscultated 47 37 42 41
Check mouth and throat 57 59 55 56
Looked in ear 33 19 25 25
Felt behind ear 22 12 17 17
Checked for pedal oedema (press both feet) 16 4 9 8
Removed clothing and observed musculature 38 21 29 28
All physical checks® 1 0 1 1
Essential advice
Increase fluids 22 15 28 25
Continue feeding 36 19 36 33
Symptoms for immediate return 32 26 35 33
All three essential messages 16 5 14 13
Drinking/feeding practice during illness
Feeding/breastfeeding practices 43 37 46 44
Observed if child can drink or suck 18 17 19 19
Both assessments of drinking/feeding status 15 10 11 11
Number of observed children 108 288 1,148 1,544

' Assessed cough, diarrhoea, fever.

% Assessed cough, diarrhoea, fever, and ear symptoms.

3 Either the provider or another health worker is observed measuring the child’s temperature, or the facility has a system
in which all sick children have their temperature measured prior to being seen by a provider.

* Counted respiratory rate, assessed presence of fever (either measured or by touch), and assessed presence of anaemia
(either palms or mucosa).

®> Counted respiratory rate, assessed presence of fever (either measured or by touch), assessed presence of anaemia
(either palms or mucosa), auscultated, checked mouth and throat, checked ear, checked feet (pedal oedema), and
checked musculature.
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Table A-4.17 Children sent home with diagnosis and appropriate treatment

Percentage of observed children sent home after consultation with indicated diagnoses, and among
these, percentage who received appropriate treatment, by type of facility, Namibia HFC 2009

Total
Item Hospital Health centre Clinic percentage
Child diagnosis
Diarrhoea without dysentery or
amoebiasis 19 25 19 20
Pneumonia 7 6 8 7
Malaria 16 6 9 9
Diarrhoea, pneumonia, or malaria 41 33 32 33
Number of observed children sent
home after consultation 73 260 1,056 1,389
Among children with indicated
diagnosis, percent who received
correct treatment
Diarrhoea without dysentery or
amoebiasis 81 77 86 84
Pneumonia 31 96 95 91
Malaria/fever 61 32 51 50
Diarrhoea, pneumonia, or malaria 67 75 81 79
Among children sent home,
percentage with:
Malaria diagnosis 16 6 9 9
Namibia treatment guidelines for
malaria’ were followed 0 0 7 6

' Child has been sick for not more than a day, diagnosed with malaria at the facility, prescribed Coartem,
caretaker counselled on signs and symptoms for which to immediately bring child back, caretaker feels
comfortable/confident about how to proceed with treatment at home.




Table A-4.18 Prescriptions and medicines provided for the observed sick child

Percent of interviewed caretakers of sick children, percentage who reported child received dose of
medicine or injection at the facility; among observed sick children who were prescribed or provided oral
medicines, percentage whose caretakers were told how to administer medicine and percentage who
received first dose at facility; and among interviewed caretakers of children who received medicine or
prescription, percentage who had medicine or prescription on departure from the facility, percentage
who reported being told how to administer the medicine at home, and percentage who felt they
understood how to administer each of the medicines at home, by type of facility, Namibia HFC 2009

Total
Components of consultation Hospital Health centre Clinic percentage
Child was provided a dose of oral
medicine at the facility 30 33 36 35
Child received injection at the facility
or prescription for injection 4 3 4 4
Number of interviewed caretakers of
sick children 108 288 1,148 1,544
Observed during consultation
Caretaker told how to administer
medications' 57 97 97 95
Caretaker asked to repeat
instructions 13 16 17 17
Child received first dose of
prescribed oral medicine at facility 33 52 40 42
Antibiotic was prescribed 74 85 79 80
Number of observed sick children
who were prescribed or provided
oral medicines 86 267 1,078 1,431
Observed/reported during exit
interview
Caretaker has all medicines 72 96 94 93
Caretaker has some medicines and
some prescriptions 0 1 3 3
Caretaker has only prescriptions 28 3 3 4
Child received or was prescribed an
injectable medicine 4 2 4 4
Reported by caretaker
Was told how to give the medicine
at home 76 97 98 96
Feels comfortable in knowledge of
how much of each medicine to
give at home 84 95 98 96
Number of interviewed caretakers
of sick children who received
prescription, medicine, or both to
be taken at home 88 274 1,084 1,445

' Caretaker of sick child told how to administer oral treatment(s)
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Table A-4.19 Observed preventive assessments for sick children
Percentage of observed children whose weight, feeding and immunisation status were assessed during the
consultation and whose caretakers were interviewed, by type of facility, Namibia HFC 2009
Total
Components of consultation Hospital Health centre Clinic percentage
Preventive measures
Child weighed 99 99 95 96
Weight plotted 71 82 69 72
Normal feeding assessed (<24 months) 51 36 46 44
Normal breastfeeding assessed (<24 months) 38 23 35 33
Normal feeding assessed (=24 months) 53 26 36 35
Any age normal feeding/breastfeeding
practices assessed 52 32 42 41
Immunisation status assessed (<24 months) 88 93 90 91
Immunisation status assessed (=24 months) 91 93 88 89
Any age immunisation status assessed 89 93 89 90
Number of observed children whose
caretakers were interviewed
Number of observed children <24 months
old 75 180 670 924
Number of observed children =24 months
old 33 108 478 620
Number of observed children 108 288 1,148 1,544
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Table A-4.20 Topics discussed and immunisations received by sick children

Percentage of interviewed caretakers of observed children who reported that a provider discussed
selected topics; and percentage of interviewed caretakers of young children (< 24 months) who brought
an immunisation card to the facility and reported that the child received an immunisation during that
visit, by type of facility, Namibia HFC 2009

Total
Components of consultation Hospital Health centre Clinic percentage
Topics discussed by provider
Weight or nutritional status of the
child 24 21 34 31
General feeding practices 32 29 28 28
Give more food or liquid during the
illness 16 23 21 21
Give same as usual amount of food
or liquid during the illness 6 4 7 7
Was told what the illness was 49 38 49 47
Number of interviewed caretakers 108 288 1,148 1,544
Caretaker reports child <24 month
received immunisation 1 9 8 8
Number of caretakers of children
<24 months 75 180 670 924
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Table A-4.21 Feedback from caretakers of sick children on service problems
Percentage of interviewed caretakers of sick children who considered specific service issues to be a
major problem for them the day of the visit, by type of facility, Namibia HFC 2009
Total

Client service issue Hospital Health centre Clinic percentage
Behaviour/attitude of provider 9 2 3 4
Insufficient explanation about child’s

illness 5 4 6
Waiting time to see provider 28 37 24 27
Quiality of examination and

treatment 7 5 5 5
Availability of medicines 3 8 10 9
Days facility is open 10 5 10 9
Hours facility is open 12 6 10 10
Cleanliness of facility 14 5 5 6
Cost of services 29 4 3 5
Insufficient visual privacy 10 2 2 3
Insufficient auditory privacy 7 2 2 3
Number of interviewed caretakers of

sick children 108 288 1,148 1,544
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Chapter 5

Table A-5.1 Methods of family planning offered
Among facilities offering family planning (FP) services, percentage that provide, prescribe or counsel clients on specific FP
methods, by type of facility, Namibia HFC 2009
Type of facility Total

Methods offered Hospital Health centre Clinic Sick bay percentage
Combined oral contraceptive 83 96 99 67 97
Progestin-only oral pill 83 98 95 33 94
Progestin-only injectable (three monthly) 87 100 98 100 98
Progestin-only injectable (two monthly) 87 100 99 100 99
Progestin-only injectable (2 or 3 monthly) 87 100 99 100 99
Combined injectable (one monthly) 4 7 3 0 4
Male condom 96 98 99 100 99
Female condom 87 89 85 67 86
Intrauterine contraceptive device (IUCD) 52 24 24 0 25
Implant 0 4 7 0 6
Spermicide 0 4 4 0 4
Diaphragm 9 4 6 0 6
Counselling on natural (rhythm) method 65 49 46 0 47
Moon beads for SDM 9 9 7 0 8
Female sterilisation 22 18 16 0 17
Male sterilisation 87 27 35 0 37
At least two of any temporary modern

methods' 96 100 100 100 100
At least four of any temporary modern

methods' 87 100 99 67 98
Emergency contraceptive pill 57 42 33 0 36
Number of facilities offering TFP or

permanent methods 23 45 288 3 359
" Includes contraceptive pills (combined or progestin-only), injectables (combined or progestin-only), implants, intrauterine
contraceptive devices (IUCD), condoms (male or female), spermicides, or diaphragm. Permanent methods (sterilisation),
natural methods (rhythm) or emergency contraceptive pills are not included.
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Table A-5.2 Methods of family planning provided

Among facilities offering family planning (FP) services, percentage that provide clients specific FP methods, by type of facility,
Namibia HFC 2009

Type of facility Total

Methods provided Hospital Health centre Clinic Sick bay percentage
Combined oral contraceptive 65 96 97 67 94
Progestin-only oral pill 65 98 92 33 91
Progestin-only injectable (three monthly) 78 100 98 100 97
Progestin-only injectable (two monthly) 78 100 99 100 98
Progestin-only injectable (2 or 3 monthly) 78 100 99 100 98
Combined injectable (one monthly) 4 4 1 0 1
Male condom 96 98 99 100 99
Female condom 83 89 82 67 82
Intrauterine contraceptive device 35 4 3 0 6
Implant 0 0 1 0 1
Spermicide 0 0 0 0 0
Diaphragm 4 0 0 0 1
Moon beads for SDM 4 4 2 0 3
Female sterilisation 4 2 2 0 2
Male sterilisation 52 2 4 0 7
At least two of any temporary modern

methods’ 96 100 100 100 100
At least four of any temporary modern

methods’ 78 100 98 67 97
Emergency contraceptive pill 48 36 27 0 29
Number of facilities offering TFP or

permanent methods 23 45 288 3 359

" Includes contraceptive pills (combined or progestin-only), injectables (combined or progestin-only), implants, intrauterine
contraceptive devices (IUCD), condoms (male or female), spermicides, or diaphragm. Permanent methods (sterilisation),
natural methods (rhythm) or emergency contraceptive pills are not included.

264 | Appendix A




Table A-5.3 Availability of family planning methods by type of facility
Among facilities that provide clients the indicated family planning method, percentage where the method was available on the
day of the survey, by type of facility, Namibia HFC 2009
Type of facility Total

Methods Hospital Health centre Clinic Sick bay percentage
Combined oral contraceptive 93 98 97 50 97
Progestin-only oral pill 93 98 91 100 92
Progestin-only injectable (three monthly) 89 98 94 100 95
Progestin-only injectable (two monthly) 89 98 96 100 96
Progestin-only injectable (2 or 3 monthly) 89 98 99 100 98
Male condom 86 98 97 100 96
Female condom 68 95 86 50 85
Intrauterine contraceptive device 25 0 30 - 25
Diaphragm 100 - 0 - 50
Emergency contraceptive pill 55 100 77 - 78
Each method provided by a facility was

available the day of the survey 50 82 69 67 69
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Table A-5.5 Availability of infrastructure, resources, and systems for quality family planning services

Percentage of facilities offering family planning (FP) services where items to support good counselling, infection control and
physical examinations were observed to be available, by type of facility, Namibia HFC 2009

Type of facility Total
Item Hospital Health centre Clinic Sick bay percentage
Items to support quality counselling
Visual and auditory privacy 91 96 95 100 95
Visual privacy only 9 0 1 0 1
No privacy 0 0 1 0 1
Individual client health cards 59 84 83 33 81
Written FP guidelines 9 53 52 0 49
Written STI guidelines 50 76 85 67 82
Visual aids for health education on
FP 68 89 86 67 85
Visual aids for health education on
sexually transmitted infections (STls
including HIV/AIDS) 64 84 82 67 81
All items to support quality
counselling' 0 38 39 0 36
All items to support quality
counselling for FP and for STI
services and client education? 0 27 34 0 31
Items for infection control
Soap 82 73 84 100 82
Running water 91 96 83 100 85
Soap and running water 82 73 75 100 75
Hand disinfectant 77 62 59 33 60
Soap and running water or else hand
disinfectant 91 87 88 100 88
Clean latex gloves 86 87 91 100 90
Disposable non-latex gloves 5 7 5 0 5
Disinfecting solution 64 76 79 67 77
Sharps box 100 100 99 100 99
All items for infection control® 50 62 67 67 65
Waste receptacle* 36 40 36 33 37
All items plus waste receptacle for
infection control 14 22 24 0 23
Table cloth/plastic on any surface 14 11 13 100 14
Items for pelvic examination
Visual and auditory privacy 82 98 94 100 94
Visual privacy only 9 0 1 0 2
Auditory privacy only 0 0 0 0 0
Examination bed or couch® 91 100 94 100 95
Examination light® 64 44 33 0 36
Vaginal speculum 27 2 2 0 4
All furnishings and equipment for
pelvic examination” 14 2 2 0 3
All items for both infection control
and pelvic examination® 0 2 1 0 1
Number of facilities offering TFP 22 45 288 3 358

! Either private room or visual barrier, individual client health cards, written guidelines for FP, and any visual aids for FP

2 All items to support quality counselling, written STI guidelines and visual aids for health education on STIs (including
HIV/AIDS).

3 Soap and running water or else hand disinfectant, disposable latex gloves, disinfecting solution, and sharps box.

* Pedal bin with plastic liner. While important for infection control, this is not an item that has been commonly introduced
so was not included in the aggregate for infection control.

®> Any bed where a woman can lie down flat.

¢ Examination light, flashlight, or other spotlight source.

7 Visual and auditory privacy, examination bed or couch, examination light, and vaginal speculum.

8 Soap and running water or else hand disinfectant, disposable latex gloves, disinfecting solution, and sharps box; and visual
and auditory privacy, examination bed, examination light, and vaginal speculum.
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Table A-5.6_Availability of observed teaching and visual aids

Percentage of facilities offering family planning (FP) services where specific teaching tool and visual aids were observed to

be available, by type of facility, Namibia HFC 2009

Type of facility Total
Item Hospital Health centre Clinic Sick bay percentage
Visual aids or teaching materials
Samples of different methods 50 67 63 67 63
Other visual aids for teaching about
FP 27 38 25 33 27
Posters for general promotion of FP 18 33 22 33 23
Visual aids about STls 45 64 63 33 62
Visual aids about HIV/AIDS 36 60 53 67 53
Posters for general awareness of STls
or HIV/AIDS 41 60 59 67 58
Model for demonstrating how to use
male condom 23 62 58 67 56
Model for demonstrating female
condom 5 11 3 0 4
Information for client to take home
On family planning 9 11 12 0 11
On sexually transmitted infections 9 42 32 0 32
On HIV/AIDS 23 56 42 67 43
Service guidelines
Any family planning guidelines 9 53 52 0 49
WHO guidelines for syndromic
approach 45 69 79 33 75
Other guidelines for diagnosis and
treatment of STls 5 47 53 33 49
Number of facilities offering TFP 22 45 288 3 358




Table A-5.7 Availability of teaching and visual aids in facilities that offer family planning and STI services

Percentage of facilities offering family planning (FP) services where FP providers routinely treat STls, percentage where the
specific teaching materials and visual aids were observed to be available, by type of facility, Namibia HFC 2009

Type of facility Total
Item Hospital Health centre Clinic Sick bay percentage
Visual aids or teaching materials
Samples of different methods 50 61 63 100 63
Other visual aids for teaching about
FP 38 25 23 50 24
Posters for general promotion of FP 13 32 21 50 22
Visual aids about sexually
transmitted infections 38 64 64 50 63
Visual aids about HIV/AIDS 13 54 56 100 55
Posters for general awareness of STls
or HIV/AIDS 50 61 60 100 60
Model for demonstrating how to use
male condom 13 75 60 100 60
Model for demonstrating female
condom 13 11 3 0 4
Information for client to take home
On family planning 0 11 11 0 10
On sexually transmitted infections 13 39 30 0 30
On HIV/AIDS 0 46 41 100 41
Service guidelines
Any family planning guidelines 13 50 53 0 51
WHO guidelines for syndromic
approach 38 71 81 0 78
Other guidelines for diagnosis and
treatment of STls 13 57 56 50 55
Number of facilities offering TFP &
FP providers routinely treat STls 8 28 252 2 290
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Table A-5.8 Availability of medicines for treating sexually transmitted infections

Percentage of facilities offering temporary family planning (FP) methods where FP providers routinely treat sexually
transmitted infections (STls), and among these, percentage with specific medicines available, and percentage with at least
one treatment for each of the four common STls, by type of facility, Namibia HFC 2009

Type of facility Total
Item (illness treated) Hospital Health centre Clinic Sick bay percentage
FP providers routinely treat STls 36 62 88 67 81
Number of facilities offering TFP 22 45 288 3 358
Metronidazole oral tabs/capsules
(trichomoniasis) 100 100 89 100 91
Ceftriaxone (gonorrhea) 100 75 80 50 80
Ciprofloxin (gonorrhea) 100 96 87 50 88
Amoxicillin caps or injection
(chlamydia) 100 86 87 100 87
Augmentin tabs (chlamydia) 13 0 2 0 2
Norfloxacin (chlamydia, gonorrhea) 13 0 1 0 1
Doxycycline (chlamydia, syphilis) 100 82 87 100 87
Tetracycline (chlamydia, syphilis) 0 0 2 0 1
Erythromycin tabs (chlamydia, syphilis) 100 89 80 100 82
Any injectable or oral Penicillin
(syphilis) 100 100 96 100 97
Nystatin oral or vaginal suppositories
(candidiasis) 100 57 50 50 52
Miconazole cream or suppository
(candidiasis) 13 0 1 0 1
Clotrimazole cream or suppository
(candidiasis) 100 100 86 100 88
At least one medication for each of
the following:
Trichomoniasis 100 100 89 100 91
Gonorrhea 100 96 95 50 95
Chlamydia 100 100 98 100 99
Syphilis 100 100 99 100 99
All four STls assessed’ 100 96 85 50 87
Number of facilities offering TFP &
FP providers routinely treat STls 8 28 252 2 290

' At least one medicine each for treating trichomoniasis, gonorrhea, chlamydia, and syphilis




Table A-5.9 Availability of equipment and infrastructure for providing specific methods of contraception

Among facilities offering contraceptive methods containing oestrogen and among facilities providing injectable
methods or intrauterine contraceptive devices (IUCDs), percentage with the equipment and infrastructure required to
provide the method safely, by type of facility, Namibia HFC 2009

Oestrogen containing method Injectables IUCD
Number of
Number of Percentage facilities

Percentage with facilities with sterile providing  Percentage with  Number of

blood pressure offering method needle and injectable basic items for facilities
Type of facility apparatus' | with oestrogen syringe method IUCD insertion?  providing IUCD
Hospital 95 19 94 18 13 8
Health centre 88 43 96 45 0 2
Clinic 94 286 96 285 10 10
Sick bay 100 2 67 3 - 0
Total 94 350 96 351 10 20

" Sphygmomanometer and a stethoscope, or an automatic blood pressure apparatus, such as Datex.
2 Clean latex gloves, iodine antiseptic, speculum, forceps for holding gauze to clean cervix, tenacula and uterine
sound (or IUCD kit that includes a tenacula and uterine sound).
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Table A-5.10 Availability of items for providing the intrauterine contraceptive device

Among facilities that provide the intrauterine contraceptive device (IUCD), percentage that have specific
supplies and equipment to support insertion and/or removal of IUCD, by type of facility, Namibia HFC

2009

Type of facility Total
Item Hospital Health centre Clinic percentage
Clean or sterile latex gloves 100 100 100 100
Antiseptic solution 100 50 90 90
Sponge holding forceps 63 50 70 65
Speculum 75 50 70 70
Tenacula 50 0 10 25
Uterine sound 38 50 30 35
All basic items 13 0 10 10
IUCD method available 25 0 30 25
Number of facilities providing IUCD 8 2 10 20




Table A-5.11 Availability of items for pelvic examination of STI clients

Among facilities where FP providers routinely treat sexually transmitted infections (STls), percentage that have specific
supplies and equipment to support quality pelvic examination, by type of facility, Namibia HFC 2009

Type of facility Total

Item Hospital Health centre Clinic Sick bay percentage
Visual and auditory privacy 63 100 94 100 94
Examination bed or couch 88 100 94 100 95
Examination light 63 54 33 0 35
Speculum 13 0 2 0 2
Protocol for STI diagnosis and

treatment 50 82 87 50 85
Number of facilities where FP

providers routinely treat STls 8 28 252 2 290
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Table A-5.12 Facility utilisation statistics for family
planning clients
Median number of family planning consultations per

month, by background characteristics, Namibia HFC
2009

Number of
facilities
Median providing data
Background number of FP on FP
characteristics consultations’ consultation
Type of facility
Hospital 75 13
Health centre 117 40
Clinic 43 250
Sick bay - 3
Managing authority
MoHSS 49 255
Mission/NGO 64 27
Private 17 20
MoD/POLICE - 4
Region
Caprivi 53 26
Erongo 38 23
Hardap 37 16
Karas 43 19
Kavango 46 50
Khomas 80 18
Kunene 22 24
Ohangwena 58 29
Omaheke 50 14
Omusati 33 36
Oshana 80 16
Oshikoto 80 20
Otjozondjupa 48 15
Total 46 306

' Data are from health information system monthly
reports or registers available at the facility on the day of
the survey. Data were requested for the 12 months
complete months preceding the visit, but frequently
some months were missing. Information from the
months for which data were available was summed
and an average monthly number of clients calculated
for each facility. This number was then used to
calculate the median number of clients per month.




Table A-5.13 Information on user fees for family planning services
Percentage of facilities offering family planning (FP) services that report charging user fees for specific items, and among facilities with any FP user fees, percentage that offer
discounts and publicly post fees, by background characteristics, Namibia HFC 2009
Number of
- . . . Discount/ Percentage where fees are facilities
Percentage of facilities charging for the indicated item: Number of ~exemption posted in public view with any
Background Client No charges/ | facilities ~ for some Allfees  Some fees ~ No fees  user fees for
characteristics passport  Consult fee ~ Method Tests Registration Don't know  offering TFP.  clients posted posted posted | FP services
Type of facility
Hospital 0 9 5 9 9 77 22 20 60 0 40 5
Health centre 0 2 2 2 2 98 45 0 0 0 100 1
Clinic 3 6 5 4 2 93 288 43 33 14 52 21
Sick bay 0 0 0 0 0 100 3 - - - - 0
Managing authority
MoHSS 1 1 0 1 1 98 293 43 71 0 29 7
Mission/NGO 0 0 0 0 0 100 27 - - - - 0
Private 15 56 50 35 21 41 34 35 25 15 60 20
MoD/POLICE 0 0 0 0 0 100 4 - - - - 0
Region
Caprivi 0 0 0 0 0 100 26 - - - - 0
Erongo 0 10 6 6 0 90 31 0 33 33 33 3
Hardap 11 16 16 11 5 74 19 80 60 0 40 5
Karas 4 13 9 17 4 74 23 33 33 0 67 6
Kavango 0 4 4 2 4 95 55 0 33 0 67 3
Khomas 16 36 28 16 16 64 25 33 33 22 44 9
Kunene 0 0 0 0 0 100 27 - - - - 0
Ohangwena 0 0 0 0 0 100 29 - - - - 0
Omaheke 0 0 0 0 0 100 15 - - - - 0
Omusati 2 2 2 2 2 98 46 100 0 0 100 1
Oshana 0 0 0 0 0 100 17 - - - - 0
Oshikoto 0 0 0 0 0 100 20 - - - - 0
Otjozondjupa 0 0 0 0 0 100 25 - - - - 0
Total 2 6 5 4 3 92 358 37 37 11 52 27
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Table A-5.14 Qut-of-pocket payments for family planning services

Among observed and interviewed female FP clients, percentage who reported paying any out-of-
pocket fees for FP services on the day of the survey and, among these, median amount (Namibia
dollars) paid on the day of the survey, by background characteristics, Namibia HFC 2009

Median out-of-
pocket payment
(N$) by FP clients
Percentage of who paid
interviewed FP anything for FP
Background clients paying any services the day
characteristics out-of-pocket fees of survey'

Type of facility
Hospital 3
Health centre 4
Clinic 2

Managing authority
MoHSS
Mission/NGO
Private 1

DO w

Region
Caprivi
Erongo
Hardap
Karas
Kavango
Khomas
Kunene
Ohangwena
Omaheke
Omusati
Oshana
Oshikoto
Otjozondjupa

Total

W =)= O0O—_O0ONOPrWUTUIWO

" Includes any amount paid out-of-pocket, including consultation, laboratory test, medicines, or
other fees
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Table A-5.15 Out-of-pocket payments for specific family planning procedures

Among observed and interviewed female FP clients who received injectable contraceptive or a
pelvic exam without another procedure, percentage who paid any out-of-pocket fees on the
day of the survey, and among these, median amount paid (Namibia dollars) on the day of the

survey, by the main procedure received, Namibia HFC 2009

Median out-of-
pocket fee (N$)

Percentage of = Total number  paid by client | Number of
clients who of clients receiving clients who
paid out-of- receiving indicated paid out-of-

Procedure pocket fee procedure procedure’ pocket fee
Injectable contraceptive 3 808 8 18
Pelvic exam 0 3 - 0

" Includes any amount paid out-of-pocket, including consultation, laboratory test, medicines,

or other fees.
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Table A-5.16 _Supportive management for providers of family planning services

Among interviewed family planning (FP) service providers, percentage who received training related to their work
and personal supervision during specific time periods, by background characteristics, Namibia HFC 2009

Percentage of interviewed service providers who received:

Training related
to FP during the
12 months and
Training related Personal personal
to FP during the supervision during supervision during

Most recent
training in the

12 months the 6 months the 6 months 13-35 months Number of
Background preceding the preceding the preceding the preceding the interviewed FP
characteristics survey' survey survey survey service providers?
Type of facility
Hospital 14 64 7 19 189
Health centre 13 77 11 17 182
Clinic 8 69 5 11 409
Sick bay 0 63 0 20 8
Managing authority
MoHSS 10 71 7 15 616
Mission/NGO 13 80 9 18 105
Private 16 39 3 7 57
MoD/POLICE 0 64 0 22 10
Region
Caprivi 8 72 8 15 24
Erongo 10 59 7 12 66
Hardap 2 77 2 1 63
Karas 17 69 3 12 61
Kavango 6 78 5 20 95
Khomas 17 61 8 12 86
Kunene 10 68 8 7 34
Ohangwena 8 75 6 11 53
Omaheke 5 91 3 14 23
Omusati 5 83 3 15 89
Oshana 14 68 12 37 69
Oshikoto 21 68 13 13 73
Otjozondjupa 10 45 6 12 52
Total 11 70 7 15 788

" This refers to structured sessions and does not include individual instructions received during routine supervision.

2 Includes only providers of family planning services in facilities offering FP services.




Table A-5.17 Training for family planning service providers on specific topics
Among interviewed family planning (FP) service providers, percentage who received pre- or in-service training on specific topics during the 12
months or 13-35 months preceding the survey, by background characteristics, Namibia HFC 2009
Percentage of interviewed family planning providers who received pre- or in-service training' on:
Update on
symptoms/
symptom
FP-related management of  FP topics for HIV+ Any other FP i;ltir:\]/?:vrvgg
Background Counselling on FP clinical issues methods women topics FP service
characteristics 12m  13-35m  12m  13-35m  12m  13-35m  12m  13-35m  12m  13-35m | providers’
Type of facility
Hospital 11 12 12 19 12 19 11 13 4 4 189
Health centre 11 18 12 18 12 17 10 15 1 3 182
Clinic 6 11 7 11 7 11 7 8 1 2 409
Sick bay 0 20 0 10 0 10 0 0 0 0 8
Managing authority
MoHSS 8 13 8 15 8 15 8 10 1 2 616
Mission/NGO 13 18 13 16 13 16 13 16 4 9 105
Private 8 7 15 6 15 7 7 7 1 1 57
MoD/POLICE 0 22 0 14 0 14 0 6 0 0 10
Region
Caprivi 8 15 8 13 8 15 8 15 0 3 24
Erongo 8 14 8 13 6 14 7 7 3 0 66
Hardap 1 2 1 2 1 2 2 1 0 0 63
Karas 10 12 15 12 15 12 12 7 0 1 61
Kavango 5 21 5 20 5 20 5 18 0 4 95
Khomas 11 8 16 11 15 11 11 12 1 2 86
Kunene 4 5 4 7 6 7 8 7 2 0 34
Ohangwena 6 13 6 11 8 9 5 6 3 0 53
Omaheke 5 14 5 14 5 14 5 14 0 3 23
Omusati 3 16 3 14 3 14 5 12 0 2 89
Oshana 13 20 14 37 14 36 11 16 6 3 69
Oshikoto 21 12 21 13 21 13 19 12 6 10 73
Otjozondjupa 10 12 9 11 9 11 8 7 1 3 52
Total 8 13 9 14 9 14 8 11 2 3 788
" Includes structured training sessions only; does not include individual instructions received during routine supervision
2 Includes only providers of FP services in facilities offering FP services
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Table A-5.18 Supportive supervision for family planning service providers

Among interviewed family planning (FP) service providers who were personally supervised in the 6 months preceding the survey,
median number of times they were supervised, and percentage who report specific activities of the supervisor during the last visit, by
background characteristics, Namibia HFC 2009

Number of FP
Median number service providers
of times staff were . . who were
supervised in the .Percentage of prqwders. reporting thatA supervised in the
6 months during the last supervisory visit, the supervisor: G il
Background precedingthe ~ Checked Observed Provided Provided Discussed Delivered = preceding the
characteristics survey records work feedback  updates  problems  supplies survey'
Type of facility
Hospital 3 94 82 89 70 83 38 122
Health centre 4 94 82 88 74 85 32 141
Clinic 3 93 69 84 70 87 36 283
Sick bay 6 100 88 100 88 84 17 5
Managing authority
MoHSS 3 92 72 85 70 85 36 439
Mission/NGO 3 98 86 93 71 84 33 84
Private 3 96 100 100 87 100 30 22
MoD/POLICE 6 100 91 100 91 87 24 7
Region
Caprivi 2 93 50 68 57 75 39 17
Erongo 4 98 79 89 74 86 31 39
Hardap 3 94 77 90 70 82 24 48
Karas 4 98 90 94 72 94 35 42
Kavango 3 92 82 83 59 73 39 74
Khomas 4 81 71 82 69 85 41 53
Kunene 2 82 72 77 58 81 51 23
Ohangwena 3 97 58 87 71 87 35 40
Omaheke 3 100 91 94 85 94 40 21
Omusati 3 98 74 89 76 89 21 74
Oshana 6 97 78 91 91 92 45 47
Oshikoto 3 94 77 85 68 90 39 50
Otjozondjupa 3 89 70 85 77 86 37 23
Total 3 94 76 87 71 86 35 551

" Includes only providers of FP services in facilities offering FP services.
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Table A-5.19 Description of observed female family planning clients

Among observed female family planning (FP) clients, percentage for whom
this was the first or follow-up visit for family planning at this facility, and
percentage who reported no prior pregnancy, by background characteristics,
Namibia HFC 2009

. Number of
Percentage of observed FP clients olssemvadl
Background Follow-up Never female family
characteristics First visit visit pregnant  planning clients
Type of facility
Hospital 53 47 17 112
Health centre 10 90 7 199
Clinic 12 88 13 672
Managing authority
MoHSS 16 84 11 844
Mission/NGO 19 81 18 115
Private 8 92 32 24
Region
Caprivi 3 97 24 18
Erongo 16 84 15 106
Hardap 10 90 9 57
Karas 7 93 6 101
Kavango 13 87 16 211
Khomas 36 64 16 171
Kunene 14 86 8 84
Ohangwena 17 83 4 31
Omaheke 12 88 21 16
Omusati 15 85 1 56
Oshana 11 89 3 57
Oshikoto 20 80 5 35
Otjozondjupa 4 96 23 39
Total 16 84 12 983
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Table A-5.20 User status and principal reason for visit for
observed family planning clients

Among observed female family planning (FP) clients, percent
distribution by user status and principal reason for seeking family
planning service the day of the survey, and user status, Namibia
HFC 2009

Percentage of observed
female family planning
clients with indicated
Principal reason for visit status

Current user at clinic for:

Re-supply current method/routine visit 76
Elective method change 2
Discuss problem with current method 1
Discuss non-FP health problem 0
Other/missing reason for user’s visit 2

Non-user

Used method in past 8
Never used method 11
Not determined reason for visit 0
Number of observed female family

planning clients 983




Table A-5.21 Method of choice for observed female family planning clients

Among observed and interviewed female family planning (FP) clients, percentage who received, were prescribed, or continued using specific FP
methods at the end of the visit, by background characteristics, Namibia HFC 2009

Percentage of FP clients who received, were prescribed, or continued to use as their main method: Number of
Combined observed and
oral Progestin Combined interviewed
contraceptive injectable injectable female family
Background (COCQ) or type Progestin only (2or3 (1 monthly) planning
characteristics unknown pill (POP)  monthly) (PIN) (CIN) Condom Other! No method clients
Type of facility
Hospital 4 10 84 0 9 0 3 112
Health centre 14 10 76 0 10 0 1 199
Clinic 10 3 84 0 10 1 1 672
Managing authority
MoHSS 10 5 81 0 11 0 1 844
Mission/NGO 3 6 90 0 4 0 0 115
Private 30 2 68 0 5 0 0 24
Region
Caprivi 15 0 82 0 3 0 3 18
Erongo 6 0 94 0 13 1 0 106
Hardap 15 12 71 0 9 0 1 57
Karas 13 4 77 1 7 1 1 101
Kavango 4 7 86 1 2 0 1 211
Khomas 11 10 75 0 17 0 2 171
Kunene 4 2 94 0 17 0 0 84
Ohangwena 20 0 78 0 4 0 0 31
Omaheke 12 12 70 0 9 0 0 16
Omusati 18 0 75 0 8 0 0 56
Oshana 14 6 80 0 26 0 0 57
Oshikoto 12 8 78 0 0 3 1 35
Otjozondjupa 11 0 89 0 4 0 0 39
Total 10 5 82 0 10 0 1 983

' Other may include spermicides, diaphragm, emergency contraception, counselling on rhythm or female sterilisation.
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Table A-5.22 Components of counselling among observed female family planning clients

Among observed female family planning clients, percentage whose consultations included components
that contribute to quality counselling, by type of facility, Namibia HFC 2009

Type of facility Total

Components of consultation Hospital Health centre Clinic percentage
Visual privacy assured 100 85 94 93
Auditory privacy assured 85 82 94 90
Client was assured of confidentiality 26 42 48 44
Client was asked about concerns of

methods discussed or used 49 62 63 61
All counselling conditions met' 10 31 36 32
Individual client card reviewed

during consultation 81 81 85 84
Individual client card written on after

consultation 97 100 99 99
Visual aids were used during

consultation 49 10 16 18
Return visit was discussed 93 97 94 94
Number of observed female family

planning clients 112 199 672 983

" Visual and auditory privacy, confidentiality assured and client was asked about concerns of methods
discussed or currently used




Table A-5.23 General assessments, examinations, and interventions for observed first-visit female family

planning clients

Percentage of observed first-visit family planning clients whose consultations included specific

assessments and examinations, by type of facility, Namibia HFC 2009

Type of facility Total
Components of consultation Hospital Health centre Clinic percentage
Client history
Age 88 48 72 75
Any history of pregnancy 99 80 74 84
Current pregnancy status 65 48 37 49
Desired timing for next child or
desire for another child 29 8 29 26
Breastfeeding status (if ever
pregnancy) 74 13 22 43
Regularity of menstrual cycle 59 77 62 63
All elements of reproductive
history’ 11 0 12 10
Client medical history
Asked about smoking 2 9 7 5
Asked about symptoms of sexually
transmitted infections (STls) 36 39 24 30
Asked about any chronic illnesses 48 27 20 31
All risk-history? 1 9 6 5
Client examination
Measure blood pressure 100 67 98 95
Measure weight 100 64 89 90
Client examination (Specific exam
information)
Measure blood pressure (according
to client) 99 67 90 91
Measure blood pressure (according
to facility standard) 22 47 65 47
Measure weight (according to
client) 100 64 78 85
Measure weight (according to
facility standard) 22 33 61 43
Number of first-visit FP clients who
have had previous pregnancy 60 19 61 139
Number of first-visit FP clients 60 19 82 161

T Asked about age, any history of pregnancy, current pregnancy status, desired timing for next child or
desire for another child and regularity of menstrual cycle
% Asked about smoking, symptoms of STls and any chronic illness

Appendix A | 285



286 | Appendix A

Table A-5.24 General assessments, examinations, and interventions for observed first-visit female family planning clients

Percentage of observed first-visit family planning clients whose consultations included specific assessments and
examinations, by type of facility, Namibia HFC 2009

Type of facility Total
Components of consultation Hospital Health centre Clinic percentage
Discussion related to partner
Partner attitude toward family planning 6 9 14 10
Partner status' 6 9 11 9
Either partner question 6 19 16 13
Discussion related to STIs and condoms
Use of condoms to prevent STls 65 23 41 48
Use of condoms as dual method? 71 33 40 50
Any discussion related to STIs? 71 33 46 53
Individual client card reviewed during consultation 94 83 91 91
Individual client card written on after consultation 94 100 100 98
Visual aids were used during consultation 69 25 30 44
Client was assured of confidentiality 33 25 47 39
Number of first-visit FP clients 60 19 82 161

' Asked about other partners for self or partner, and about absence of partner
2 Both to prevent pregnancy and STls
3 Discussed risks of STls, using condoms to prevent STls, or using condoms as dual method

Table A-5.25 Assessments of client who received contraceptives containing oestrogen

Among observed family planning (FP) clients who received a contraceptive containing oestrogen (either
combined oral pills or combined injectable), percentage who had their blood pressure and weight
measured, by type of facility, Namibia HFC 2009

Type of facility Total
Components of consultation Hospital Health centre Clinic percentage
Examination specific to oestrogen-
based contraceptive
Blood pressure measured 100 91 98 96
Weight measured 100 70 85 82
Number of clients receiving
oestrogen-based contraceptive 4 27 69 100




Table A-5.26 Counselling and client knowledge related to injectable and oral contraceptives

Among observed and interviewed female family planning clients who received oral contraceptive pills or
injectable, percentage who were observed being told essential information about the method, percentage
who reported that the provider explained their method to them, and percentage who knew the correct
response to an exit interview question on their method, by type of facility, Namibia HFC 2009

Type of facility Total
Components of consultation Hospital Health centre Clinic percentage
Provider was observed to explain the
item to the client
When to take 98 80 89 88
Menstrual changes (side-effects) 50 31 38 38
Non-menstrual side effects 47 18 25 26
Any side effects 56 35 40 41
What to do if she forgets 40 18 21 22
Mentioned follow-up visit 96 96 94 95
Client reported that the provider
shared the indicated information
Explained how to use the method 70 73 67 68
Explained about possible side effects 49 46 46 46
Explained what to do for problems 74 51 53 55
Mentioned follow-up visit 87 95 96 95
For all pill and injectable clients:
Percentage who knew correct
response for question asked about
method 100 94 95 96
Number of observed and interviewed
FP pill/injectable clients’ 108 197 653 959

Appendix A | 287



Table A-5.27 Counselling and client knowledge related to condoms
IUCDs, and implants
Among observed and interviewed clients who received or were
prescribed condoms, IUCDs, or implants, percentage who were
observed being told essential information about the method; percentage
who correctly answered a key question about using their method during
exit interview; and percentage who reported that a provider instructed
them on their method Namibia HFC 2009
Percentage
observed and
interviewed
Components of consultation clients
Condom clients were observed being told:
Cannot use if allergic to latex 6
Can be used one time only 11
Lubricants that can/cannot be used 4
Can use as a backup method 17
About dual protection 30
Interviewed client received condom and knows to
use condom only once 62
Number of observed and interviewed clients
receiving condom 98
Summary of interviewed client responses
Client knew the correct response for the survey
question about their method 62
Client reported provider explained tow to use the
method 83
Client reported provider explained about possible
side effects 57
Client reported provider explained what to do for
problems 55
Client reported provider told about a follow-up visit 95
Number of observed and interviewed FP clients
receiving condoms, IUCDs or implants or a
prescription for them 98

Table A-5.28 Client feedback on services
Percentage of interviewed family planning (FP) clients who considered specific service issues to be a
major problem on the day of the visit, by type of facility, Namibia HFC 2009
Type of facility Total

Client service issue Hospital Health centre Clinic percentage
Behaviour/attitude of provider 0 4 4 3
Ability to discuss problem 0 3 5 4
Insufficient explanation about

method or problems 1 5 5 5
Waiting time to see provider 7 13 22 18
Quiality of examination and

treatment 0 3 4 3
Availability of methods or

medicines 1 4 5 4
Days facility is open 6 7 4 5
Hours facility is open 4 7 4 5
Cleanliness of facility 9 6 5 6
Cost of services 0 1 1 1
Insufficient visual privacy 0 2 3 2
Insufficient auditory privacy 0 3 3 3
Number of interviewed FP

clients 112 199 672 983
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Table A-5.30 Educational characteristics of female family planning clients

Percent distribution of observed and interviewed female family planning clients according to educational level and percentage of clients with primary, informal, or

no education who are literate, by background characteristics, Namibia HFC 2009

Percentage of interviewed FP clients with primary,

Among interviewed FP clients, percentage with: informal or no education who: Nutser af
Primary interviewed
(1-3) or FP clients
upper Number of ~Cannot  Can read, with primary,
Background No primary Tertiary/ linterviewed read or cannot  Can read informal or
characteristics education  Informal (4-7) Secondary  University | FP clients write write and write'  Missing  no education
Type of facility
Hospital 0 0 16 79 5 112 0 0 8 92 19
Health centre 6 0 24 69 1 199 25 4 19 51 59
Clinic 6 0 20 71 3 672 28 3 24 45 176
Managing authority
MoHSS 5 0 20 73 2 844 24 3 24 49 214
Mission/NGO 6 0 28 66 0 115 29 2 9 60 39
Private 4 0 0 52 44 24 100 0 0 0 1
Region
Caprivi 3 0 12 82 3 18 21 21 0 59 3
Erongo 4 0 8 85 3 106 13 9 0 79 12
Hardap 1 0 17 81 1 57 13 0 19 69 10
Karas 3 0 16 79 3 101 7 0 35 57 19
Kavango 7 0 37 55 0 211 28 3 16 53 94
Khomas 1 0 7 84 8 171 10 15 30 45 13
Kunene 24 0 21 54 1 84 58 0 17 25 37
Ohangwena 2 2 44 53 0 31 4 0 56 40 15
Omaheke 12 0 30 58 0 16 36 0 36 28 7
Omusati 3 0 24 73 0 56 13 4 28 55 15
Oshana 0 0 19 78 3 57 0 0 25 75 11
Oshikoto 3 0 16 80 1 35 14 0 29 57 7
Otjozondjupa 7 1 21 71 0 39 36 0 21 43 11
Total 5 0 20 72 3 983 25 3 22 50 254

" Clients who completed 7th grade of upper primary are automatically categorised as able to read and write.
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Chapter 6

Table A-6.1 Availability of antenatal care and other family health services on the day of the survey
Among facilities offering antenatal care (ANC), percentage offering ANC, tetanus toxoid (TT) vaccine, family planning (FP),
outpatient curative care for sick children (SC), and child immunisation (EPI) services on the day of the survey, by background
characteristics, Namibia HFC 2009
Percentage of facilities offering the indicated services the day of the survey
ANC and FP Number of
Background ANC and TT and SC ANC facilities
characteristics ANC vaccine ANC and FP ANC and SC  services and EPI | offering ANC
Type of facility
Hospital 67 67 33 56 22 33 9
Health centre 60 58 60 60 60 58 43
Clinic 63 58 60 62 59 58 253
Managing authority
MoHSS 63 59 60 62 59 58 265
Mission/NGO 46 46 42 46 42 35 26
Private 86 64 71 86 71 71 14
Region
Caprivi 96 85 92 92 88 88 26
Erongo 53 42 47 47 47 42 19
Hardap 68 63 63 68 63 58 19
Karas 58 58 53 58 53 58 19
Kavango 49 49 40 47 38 45 53
Khomas 78 56 56 67 44 44 9
Kunene 68 60 68 68 68 64 25
Ohangwena 62 62 62 62 62 59 29
Omaheke 62 62 62 62 62 62 13
Omusati 61 59 61 61 61 59 41
Oshana 36 29 36 36 36 36 14
Oshikoto 70 70 70 70 70 60 20
Otjozondjupa 67 61 67 67 67 61 18
Total 63 58 59 61 58 57 305

Appendix A | 291



Table A-6.2 Availability of antenatal care and tetanus vaccine services
Among facilities offering antenatal care (ANC), percentage offering ANC and tetanus toxoid vaccine (TT) the indicated number of days per
week and percentage offering TT every day that ANC is offered, by background characteristics, Namibia HFC 2009
ANC services offered the indicated TT services offered the indicated
number of days per week’ number of days per week’ Number of
Not offered/ TT every = facilities
Background less than day ANC is = offering
characteristics 1-2days  3-4days 5+ days onceaweek 1-2days 3-4days 5+ days offered ANC
Type of facility
Hospital 56 11 22 22 22 11 44 67 9
Health centre 58 23 19 2 7 2 88 98 43
Clinic 66 8 22 3 8 1 87 96 253
Managing authority
MoHSS 63 12 20 3 8 2 87 95 265
Mission/NGO 88 4 8 0 15 4 81 100 26
Private 36 0 64 21 0 0 79 79 14
Region
Caprivi 23 4 54 0 4 15 81 100 26
Erongo 63 26 5 11 0 0 89 89 19
Hardap 26 11 53 16 0 0 84 84 19
Karas 58 5 32 5 5 0 89 95 19
Kavango 74 11 15 0 19 2 79 98 53
Khomas 56 11 33 11 22 0 67 78 9
Kunene 80 0 20 8 16 0 76 88 25
Ohangwena 69 17 10 0 10 0 90 100 29
Omaheke 77 8 15 0 0 0 100 100 13
Omusati 76 7 17 2 2 0 95 98 41
Oshana 79 21 0 0 14 0 86 93 14
Oshikoto 75 20 0 0 0 0 95 100 20
Otjozondjupa 61 0 33 6 0 0 89 94 18
Total 64 10 21 4 8 2 86 95 305
' Some facilities offer the services less than one day per week so total percentage may be less than 100%.
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Table A-6.3 Availability of observed items to support quality antenatal care services

Percentage of facilities offering antenatal care (ANC) where supplies and equipment to support quality
counselling, infection control, physical examinations, and basic ANC services were observed to be available
in the ANC service area or adjacent to the consultation or examination room, by type of facility, Namibia
HFC 2009

Type of facility Total
Item Hospital Health centre Clinic percentage
Items to support quality counselling
Individual client health cards/
passport 89 93 92 92
ANC guidelines' 22 35 35 34
Visual aids for health education 67 58 47 49
All items to support quality
counselling? 11 30 20 21
Items for infection control
Soap 67 77 79 79
Running Water 78 95 81 83
Soap and water 56 77 72 72
Hand disinfectant 56 56 62 61
Soap and running water or else hand
disinfectant 78 84 87 87
Clean latex gloves 100 86 91 90
Disinfecting solution 67 67 76 74
Sharps box 100 93 96 95
All items for infection control® 44 49 63 61
Covered waste receptacle with plastic
liner* 67 37 35 36
All items for infection control plus
waste receptacle 33 19 22 22
Table cloth/plastic on any surface 11 9 14 13
Items for physical examination
Visual and auditory privacy 89 95 95 95
Visual privacy only 11 0 1 1
Auditory privacy only 0 2 0 1
Examination bed/couch® 89 95 95 95
Examination light® 44 49 32 35
All elements for physical examination” 44 44 30 32
All elements for physical examination
and specific components for
infection control present® 22 26 19 20
Essential supplies for basic ANC
Blood pressure apparatus 89 95 94 94
Foetoscope (Pinard) 100 100 98 98
Iron tablets® 89 100 90 91
Folic acid tablets’ 89 98 91 91
Tetanus toxoid vaccine 100 100 92 93
All' basic ANC equipment and
medicines' 89 93 74 77
Number of facilities offering ANC 9 43 253 305

T Any antenatal care guidelines or protocols, or any other maternal or neonatal health guidelines or
protocols.

* Individual client health cards, written ANC guidelines, and visual aids for health education.

* Soap and running water or else hand disinfectant, gloves, disinfecting solution for decontaminating
reusable items, and sharps box

* While important for infection control, a waste receptacle with plastic liner was not included in the
aggregate for infection control.

® May be any type of bed or couch where a client can lie down flat.

® May be examination light, flashlight or other spotlight source

7 Visual and auditory privacy, examination light, plus an examination bed/couch.

® Visual and auditory privacy, examination light, bed, and all infection control items, excluding sharps box.
? Iron and folic acid may be separate tablets, or one combined tablet.

9 Blood pressure apparatus, foetoscope, iron and folic acid, tetanus toxoid vaccine.
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Table A-6.4 Availability of specific medicines and guidelines for antenatal and postnatal services

Among facilities offering antenatal care (ANC), percentage with medicines for managing common complications
during pregnancy, percentage that routinely provide the indicated medicine or test as a component of ANC, and
percentage with items for postnatal care, by type of facility, Namibia HFC 2009

Type of facility Total
Item Hospital Health centre Clinic percentage
Medicines for managing common
complications during pregnancy
Antibiotic’ 89 98 95 95
Albendazole (anthelminth) 78 93 85 86
Mebendazole (anthelminth) 11 9 8 8
Either Albendazole or Mebendazole 78 95 86 87
First line antimalarial® 89 84 74 76
Other antimalarial 89 91 82 83
Methyldopa (aldomet) 89 63 33 39
Medicines for STIs
Metronidazole (trichomoniasis) 89 95 89 90
Ceftriaxone (gonorrhoea) 89 84 81 81
Ciprofloxacin (gonorrhoea) 78 95 89 89
Amoxicillin (chlamydia) 89 86 87 87
Augmentin (chlamydia) 67 2 3 5
Norfloxacin (chlamydia,gonorrhoea) 0 0 1 1
Doxycycline (chlamydia, syphilis) 89 88 86 87
Tetracycline (chlamydia, syphilis) 0 0 1 1
Erythromycin (chlamydia, syphilis) 89 91 81 83
Any injectable or oral penicillin (syphilis) 89 98 97 97
Nystatin suppository or oral (candidiasis) 89 49 51 52
Miconazole cream or suppository (candidiasis) 11 0 2 2
Clotrimazole cream or suppository (candidiasis) 89 100 87 89
At least one medication for:
Trichomoniasis 89 95 89 90
Gonorrhoea 89 98 95 95
Chlamydia 89 100 97 97
Syphylis 89 100 98 98
All four STls assessed? 89 93 86 87
All medicines for ANC complications* 78 44 20 25
ANC service components
Routine preventive anti-malarial (IPTp) 33 72 71 70
ANC providers routinely treat STls 56 81 94 91
Routine family planning counselling 67 86 91 90
Routine counselling about HIV/AIDS 89 100 95 96
Routine HIV testing 89 98 80 83
Routine HIV/AIDS counselling or HIV testing 89 100 96 96
Equipment related to postpartum care
Thermometer 89 88 97 96
Infant scale 89 91 83 84
Guidelines for other ANC
Any STl guidelines (including syndromic
approach or diagnosis for STI) 22 77 83 81
Number of facilities offering ANC 9 43 253 305

T Amoxicillin or augmentin (amoxicillin + clavulanate) or cotrimoxazole

? First-line antimalarial in Namibia is Coartem.

* At least one medicine for treating trichomoniasis, gonorrhoea, chlamydia, and syphilis

* At least one broad-spectrum antibiotic (amoxicillin or augmentin or cotrimoxazole); either Albendazole or
mebendazole; Methyldopa (aldomet); 1st line anitmalarial; and at least one medicine for treating each of the
following STls: trichomoniasis, gonorrhoea, chlamydia, syphilis and candidiasis




Table A-6.5 Capacity to provide anaemia screening with antenatal care

Among facilities offering antenatal care (ANC), percentage that have the capacity to test
for anaemia and/or a standard to routinely screen ANC clients for anaemia, by
background characteristics, Namibia HFC 2009

Percentage of facilities offering
ANC services that have:

Standard to

screen ANC
clients for
Standard to anaemia and
Capacity to screen ANC capacity to Number of

Background conduct clients for conduct facilities
characteristics anaemia test' anaemia anaemia test ~ offering ANC
Type of facility

Hospital 89 89 89 9

Health centre 95 95 91 43

Clinic 94 90 87 253
Managing authority

MoHSS 95 91 88 265

Mission/NGO 96 96 92 26

Private 71 79 71 14
Region

Caprivi 100 100 100 26

Erongo 89 89 89 19

Hardap 89 89 89 19

Karas 58 100 58 19

Kavango 100 92 92 53

Khomas 67 67 67 9

Kunene 100 80 80 25

Ohangwena 100 97 97 29

Omaheke 100 100 100 13

Omusati 95 83 78 41

Oshana 100 93 93 14

Oshikoto 100 95 95 20

Otjozondjupa 100 89 89 18

Total 94 91 88 305

1

Capacity to conduct an anaemia test using any of the following means:

haemoglobinometer or calorimeter, HemoCue®, centrifuge and capillary tubes for
hematocrit, or any of the blotting paper tests.
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Table A-6.6 _Capacity to test urine protein with antenatal care

Among facilities offering antenatal care (ANC), percentage that have the capacity to test
urine for protein and/or a standard to routinely screen ANC clients for urine protein, by
background characteristics, Namibia HFC 2009

Percentage of facilities offering
ANC services that have:
Standard to
screen ANC
clients for urine
Standard to protein and

Capacity to screen ANC capacity to Number of
Background conduct urine  clients for urine  conduct urine facilities
characteristics protein test' protein protein test | offering ANC
Type of facility
Hospital 78 89 78 9
Health centre 100 95 95 43
Clinic 98 92 92 253
Managing authority
MoHSS 98 92 92 265
Mission/NGO 100 100 100 26
Private 79 93 79 14
Region
Caprivi 100 96 96 26
Erongo 95 89 89 19
Hardap 89 89 89 19
Karas 100 100 100 19
Kavango 100 94 94 53
Khomas 56 89 56 9
Kunene 100 100 100 25
Ohangwena 100 86 86 29
Omaheke 100 100 100 13
Omusati 100 78 78 41
Oshana 100 100 100 14
Oshikoto 100 100 100 20
Otjozondjupa 100 100 100 18
Total 98 93 92 305

! Dip sticks for urine protein, or acetic acid for checking urine albumin and flame for
heating acetic acid




Table A-6.7 Capacity to test urine glucose with antenatal care

Among facilities offering antenatal care (ANC), percentage that have the capacity to test
urine for glucose and/or a standard to routinely screen ANC clients for urine glucose, by
background characteristics, Namibia HFC 2009

Percentage of facilities offering
ANC services that have:

Standard to

screen ANC
clients for urine
Standard to glucose and
Capacity to screen ANC capacity to Number of

Background conduct urine  clients for urine  conduct urine facilities
characteristics glucose test' glucose glucose test  offering ANC
Type of facility

Hospital 78 89 78 9

Health centre 100 93 93 43

Clinic 98 91 90 253
Managing authority

MoHSS 98 90 90 265

Mission/NGO 100 96 96 26

Private 79 93 79 14
Region

Caprivi 100 92 92 26

Erongo 95 89 89 19

Hardap 89 89 89 19

Karas 100 95 95 19

Kavango 100 94 94 53

Khomas 56 89 56 9

Kunene 100 96 96 25

Ohangwena 100 86 86 29

Omaheke 100 100 100 13

Omusati 100 73 73 41

Oshana 100 93 93 14

Oshikoto 100 100 100 20

Otjozondjupa 100 100 100 18

Total 98 91 90 305

' Dip sticks for urine glucose or Benedict’s solution for urine glucose testing with stove
for boiling benedicts solution were assessed.
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Table A-6.8 Capacity to provide blood grouping with Rh factor with antenatal care

Among facilities offering antenatal care (ANC), percentage that have the capacity to
determine blood group and Rh factor and/or a standard to routinely offer blood grouping
and Rh factor tests to ANC clients for anaemia, by background characteristics, Namibia
HFC 2009

Percentage of facilities offering
ANC services that have:

Standard to

offer blood
group and Rh
factor test for

Standard to ANC clients

Capacity to offer blood  and capacity to
conduct blood  groupingand  conduct blood | Number of
Background grouping and  Rh factor test to  grouping and facilities
characteristics Rh factor test ~ ANC clients Rh test offering ANC
Type of facility
Hospital 33 44 11 9
Health centre 56 35 9 43
Clinic 57 35 19 253
Managing authority
MoHSS 55 34 16 265
Mission/NGO 65 31 12 26
Private 57 64 50 14
Region
Caprivi 100 46 46 26
Erongo 26 37 16 19
Hardap 5 37 0 19
Karas 11 63 11 19
Kavango 68 23 9 53
Khomas 22 33 22 9
Kunene 60 36 16 25
Ohangwena 83 55 48 29
Omaheke 100 15 15 13
Omusati 68 17 5 41
Oshana 0 50 0 14
Oshikoto 80 55 35 20
Otjozondjupa 22 17 0 18
Total 56 35 17 305

T Anti-A, Anti-B, Anti-AB, and Anti-D reagents, plus an incubator, Coomb’s reagent and
glass slides all present.




Table A-6.9 Capacity to test for syphilis with antenatal care

Among facilities offering antenatal care (ANC), percentage that have the capacity to test
for syphilis and/or a standard to routinely screen ANC clients for syphilis, by background

characteristics, Namibia HFC 2009

Percentage of facilities offering
ANC services that have:

Standard to

screen ANC
clients for
Standard to syphilis and
Capacity to screen ANC capacity to Number of

Background conduct syphilis  clients for ~ conduct syphilis facilities
characteristics test’ syphilis test offering ANC
Type of facility

Hospital 89 89 89 9

Health centre 95 88 84 43

Clinic 92 80 76 253
Managing authority

MoHSS 94 83 80 265

Mission/NGO 96 77 73 26

Private 64 64 50 14
Region

Caprivi 100 100 100 26

Erongo 47 79 42 19

Hardap 89 79 79 19

Karas 95 100 95 19

Kavango 100 74 74 53

Khomas 67 67 67 9

Kunene 100 60 60 25

Ohangwena 100 86 86 29

Omaheke 100 100 100 13

Omusati 90 83 76 41

Oshana 100 100 100 14

Oshikoto 100 90 90 20

Otjozondjupa 83 50 50 18

Total 92 81 78 305

! Either VDRL or PCR with functioning rotator or shaker, or RPR test
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Table A-6.10 Ultilisation of antenatal care and postnatal care services

Median average monthly antenatal care (ANC) clients (including new and repeat
clients) and postnatal care (PNC) clients for the 12 months preceding the survey, by
type of facility, Namibia HFC 2009

Number of Number of
Median facilities Median facilities
monthly ANC | reporting ANC monthly PNC | reporting PNC
Type of facility visits' data visits' data
Hospital 165 7 70 6
Health centre 68 41 11 33
Clinic 17 236 - 150
Total 20 284 - 189

' Data are from health information system monthly reports available at the facility on
the day of the survey. Data were requested for the 12 months preceding the survey,
but frequently some months were missing. Information from the months for which
data were available was summed and an average monthly number of clients
calculated for each facility. This number was then used to calculate the median
number of clients per month.
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Table A-6.12.1 Out-of-pocket payments for antenatal care services: First-visit clients

Among first-visit ANC clients whose consultation was observed and who were interviewed,
percentage who reported paying any out-of-pocket fees for ANC services on the day of the
survey; among the clients who paid any fees for services, median amount (Namibia dollars)
paid on the day of the survey, by type of facility, Namibia HFC 2009

Median out-of- Number of
pocket payment | interviewed first-
Percentage of (N$) by first-visit  visit ANC clients
interviewed first- ANC clients who ' providing valid
visit ANC clients Number of paid anything for 'responses for out-
paying any out- | interviewed first-  ANC services day of-pocket
Type of facility ~ of-pocket fees | visit ANC clients of survey' payments
Hospital 0 39 - 0
Health centre 7 90 82 6
Clinic 12 261 46 31
Total 10 390 47 37

" Includes any amount paid out-of-pocket, including consultation, laboratory test, medicines,
or other.

Table A-6.12.2 Out-of-pocket payments for antenatal care services: Follow-up clients

Among follow-up ANC clients whose consultation was observed and who were interviewed,
percentage who reported paying any out-of-pocket fees for ANC services on the day of the
survey; among the clients who paid any fees for services, median amount (Namibia dollars)
paid on the day of the survey, by type of facility, Namibia HFC 2009

Median out-of- Number of
pocket payment interviewed
Percentage of (N$) by follow-up | follow-up visit
interviewed visit ANC clients ANC clients
follow-up visit Number of who paid providing valid
ANC clients interviewed | anything for ANC ' responses for out-
paying any out- | follow-up visit services day of of-pocket
Type of facility ~ of-pocket fees ANC clients survey' payments
Hospital 0 31 - 0
Health centre 3 122 - 0
Clinic 2 316 47 6
Total 2 469 47 7

" Includes any amount paid out-of-pocket, including consultation, laboratory test, medicines,
or other.




Table A-6.13 Supportive management for providers of ANC

Among interviewed antenatal care (ANC) service providers, percentage who received work-related training and
personal supervision during specific time periods, by background characteristics, Namibia HFC 2009

Percentage of interviewed service providers who received:

Training related

to ANC during

the 12 months
Training related Personal and personal
to ANC during  supervision during supervision during

Most recent
training in the

the 12 months the 6 months the 6 months 13-35 months Number of
Background preceding the preceding the preceding the preceding the | interviewed ANC
characteristics survey' survey survey survey providers?
Type of facility
Hospital 53 68 41 13 87
Health centre 50 81 40 24 150
Clinic 47 70 34 24 321
Managing authority
MoHSS 47 74 36 24 438
Mission/NGO 62 80 51 18 91
Private 29 30 4 9 30
Region
Caprivi 49 72 41 26 24
Erongo 48 62 29 28 34
Hardap 21 80 18 14 45
Karas 49 62 29 12 37
Kavango 43 77 36 27 90
Khomas 28 59 19 23 33
Kunene 46 68 32 43 23
Ohangwena 36 74 31 27 48
Omaheke 51 85 46 29 13
Omusati 60 81 47 15 75
Oshana 75 82 60 22 45
Oshikoto 69 71 50 20 62
Otjozondjupa 42 52 22 18 28
Total 49 73 37 22 559

" This refers to structured pre- or in-service sessions, and does not include individual instructions received during
routine supervision.
% Includes only providers of ANC services in facilities offering ANC services
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Table A-6.14.1 Training for antenatal care service providers: (I)

Among interviewed antenatal care (ANC) service providers, percentage who received training1 on specific topics during the 12 months or 13-35 months preceding the survey, by
background characteristics, Namibia HFC 2009

Symptom
Complications of Management of risk mandeFr)nent for i:'tzrrnv?ee\:/gg
Background ANC counselling ANC screening pregnancy pregnancies pregnancy Postnatal care ANC sermitee
characteristics 12m 13-35m 12m 13-35m 12m 13-35m 12m 13-35m 12m 13-35m 12m 13-35m providers
Type of facility
Hospital 26 1 29 1 29 1 29 1 29 1 26 4 87
Health centre 12 22 12 22 11 19 12 19 12 20 12 20 150
Clinic 10 16 11 15 9 13 9 13 9 15 10 14 321
Managing authority
MoHSS 10 17 11 16 9 15 9 14 10 16 10 16 438
Mission/NGO 27 11 28 10 27 7 27 8 28 10 26 11 91
Private 20 4 20 4 20 4 20 4 20 4 22 4 30
Region
Caprivi 15 21 15 18 15 15 13 18 13 21 13 23 24
Erongo 6 16 10 12 6 10 2 12 4 10 6 10 34
Hardap 2 5 3 5 2 5 2 5 2 5 2 4 45
Karas 20 13 25 9 23 6 22 6 22 9 20 11 37
Kavango 13 15 16 16 16 14 14 14 16 16 15 16 90
Khomas 4 2 4 2 4 2 4 2 4 2 6 2 33
Kunene 11 15 8 12 5 12 8 12 8 9 11 12 23
Ohangwena 7 18 10 18 7 18 8 15 8 18 10 16 48
Omaheke 5 20 5 20 5 14 5 14 5 14 9 14 13
Omusati 10 18 8 18 6 15 7 16 7 19 6 18 75
Oshana 21 38 19 41 16 38 19 35 19 40 19 37 45
Oshikoto 31 9 33 6 33 7 33 7 33 7 29 9 62
Otjozondjupa 13 6 13 6 13 4 13 2 13 6 15 5 28
Total 13 15 14 14 13 13 13 13 13 14 13 14 559

! This refers to structured pre- or in-service training sessions, and does not include individual instructions received during routine supervision.
* Includes only providers of ANC services in facilities offering ANC services
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Table A-6.14.2 Training for antenatal care service providers: (Il)
Among interviewed antenatal care (ANC) service providers, percentage who received training' on specific topics during the 12 months or 13-35 months preceding the survey, by
background characteristics, Namibia HFC 2009
Intermittent
Preventive Treatment Nutritional Nutritional Number of
Any diagnosis or , (IPT) of malaria for  counselling for HIV+ assessment of . -
Background Family planning treatment of STI PMTCT pregnant women pregnant women pregnant women ANC service
characteristics 12m 13-35m 12m 13-35m 12m 13-35m 12m 13-35m 12m 13-35m 12m 13-35m | providers®
Type of facility
Hospital 21 13 11 10 32 5 28 12 20 0 10 11 87
Health centre 11 17 18 28 15 20 33 27 13 14 12 6 150
Clinic 8 13 22 20 17 14 26 22 14 10 9 5 321
Managing authority
MoHSS 9 14 20 22 15 15 28 24 13 11 9 6 438
Mission/NGO 18 18 12 19 32 13 34 18 24 4 13 9 91
Private 22 6 16 6 27 4 10 4 13 2 13 2 30
Region
Caprivi 8 15 3 23 20 18 33 33 10 18 13 8 24
Erongo 14 6 40 21 14 16 16 16 12 12 4 8 34
Hardap 3 2 5 2 5 3 13 16 5 2 6 4 45
Karas 16 22 16 14 26 13 16 14 10 6 7 4 37
Kavango 9 17 12 25 17 19 21 29 17 9 7 4 90
Khomas 6 7 19 7 11 14 15 9 8 0 8 12 33
Kunene 11 7 22 46 16 17 27 46 16 17 5 12 23
Ohangwena 8 11 14 21 11 15 26 18 10 12 7 8 48
Omaheke 9 5 14 14 28 11 46 18 23 11 9 0 13
Omusati 6 17 31 20 18 15 35 22 16 12 10 3 75
Oshana 16 26 33 36 30 30 57 22 19 23 22 9 45
Oshikoto 24 15 14 24 32 7 41 22 26 1 20 9 62
Otjozondjupa 8 18 18 13 13 5 18 19 13 5 4 2 28
Total 11 14 19 21 19 14 28 22 15 9 10 6 559
' This refers to structured pre- or in-service training sessions, and does not include individual instruction received during routine supervision.
* Training on any topic related to prevention of mother-to-child transmission (PMTCT) for HIV/AIDS, including counselling for PMTCT, guidelines to follow when dispensing and/or
administering ARVs for PMTCT, nutritional counselling for the newborn of mothers with HIV, and record keeping or other management of ARVs for PMTCT.
’ Any training covering nutritional assessment such as BMI calculation and Mid-upper Arm circumference measurement
* Includes only providers of ANC services in facilities offering ANC services
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Table A-6.15 Supportive supervision for antenatal care service providers

Among interviewed antenatal care (ANC) service providers who were personally supervised during the 6 months preceding the survey,,
median number of times providers were supervised, and percentage who report specific activities by the supervisor during the last visit, by
background characteristics, Namibia HFC 2009

Number of ANC
Median number of . . . service providers
times staff were Percentage of providers reporting that during who were supervised
supervised in the the last supervisory visit, the supervisor: i ithe & memidhs
Background 6 months preceding Checked  Observed  Provided  Provided Discussed Delivered preceding the
characteristics the survey records work feedback  updates  problems  supplies survey'
Type of facility
Hospital 3 93 79 93 61 82 37 60
Health centre 4 97 83 89 76 86 31 122
Clinic 3 93 67 84 69 87 36 225
Managing authority
MoHSS 3 93 70 85 71 87 36 325
Mission/NGO 3 99 87 94 65 81 33 73
Private 3 100 100 100 91 100 15 9
Region
Caprivi 2 93 50 68 57 75 39 17
Erongo 3 97 76 88 73 79 34 21
Hardap 3 91 72 87 74 92 27 36
Karas 3 100 91 97 70 97 44 23
Kavango 3 92 82 86 59 72 37 70
Khomas 3 78 63 78 66 89 37 20
Kunene 2 88 59 81 52 92 44 16
Ohangwena 3 96 59 87 72 89 35 36
Omaheke 3 100 95 95 95 100 35 11
Omusati 3 98 72 88 72 88 24 61
Oshana 6 98 78 90 90 92 31 37
Oshikoto 3 95 77 88 68 90 41 44
Otjozondjupa 2 91 71 83 75 83 42 14
Total 3 94 74 87 70 86 35 406

" Includes only providers of ANC services in facilities offering ANC services
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Table A-6.16 Characteristics of observed antenatal care clients

Among antenatal care (ANC) clients whose consultation was observed, percentage making their first or follow-up
ANC visit, percentage for whom this was their first pregnancy, and estimated gestational status, by background
characteristics, Namibia HFC 2009

Characteristics of observed ANC clients

First ANC Number of
Background visit for this ~ Follow-up First Month of pregnancy observed
characteristics pregnancy ANC visit pregnancy <5m >5m >8m ANC clients
Type of facility
Hospital 56 44 30 13 51 36 70
Health centre 42 58 34 14 51 35 212
Clinic 45 55 38 15 53 33 577
Managing authority
MoHSS 45 55 37 13 52 35 743
Mission/NGO 51 49 32 22 52 27 113
Private 34 66 0 0 71 29 3
Region
Caprivi 20 80 25 3 43 54 14
Erongo 32 68 32 11 45 44 83
Hardap 34 66 35 13 32 55 37
Karas 34 66 38 17 36 47 32
Kavango 61 39 35 9 70 21 126
Khomas 48 52 30 9 53 37 85
Kunene 52 48 48 16 62 22 106
Ohangwena 64 36 33 24 50 26 76
Omaheke 43 57 38 16 73 11 16
Omusati 31 69 35 11 54 36 107
Oshana 25 75 40 15 31 54 82
Oshikoto 85 15 37 36 46 17 48
Otjozondjupa 33 67 34 13 56 31 47
Total 45 55 36 14 52 34 859
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Table A-6.17 General assessments, examinations, and interventions for observed first-visit ANC
clients

Among first-visit antenatal care (ANC) clients whose consultation was observed, percentage whose
consultation included specific assessments, examinations, and interventions, and among ANC clients
with prior pregnancies, percentage whose consultation included a discussion of prior complications,
by type of facility, Namibia HFC 2009

Type of facility Total
Components of consultation Hospital ~ Health centre Clinic percentage
Prior history and client characteristics
Client age 94 99 93 94
Date of last menstrual period 99 99 96 97
Any aspects related to prior pregnancy’ 99 100 97 98
Any aspects of complications during
prior pregnancy (if had prior pregnancy) 62 66 58 60
Medications client currently taking 64 72 82 78
All relevant elements for client history? 64 70 78 75
Laboratory tests and examinations
Measure blood pressure 100 100 98 98
Weigh client 100 100 92 95
Urine test (protein) 100 100 94 96
Blood test (anaemia) 100 100 91 94
Preventive interventions
Give or prescribe iron or folic acid
tablets or both 94 95 90 92
Cive or prescribe tetanus toxoid vaccine 39 60 49 51
Number of first-visit ANC clients 39 90 261 390
Among women with prior pregnancies,
specific prior complications discussed:
Stillbirth 75 73 72 72
Infant mortality first one week after birth 47 71 64 64
Heavy bleeding during labour or
postpartum 40 24 40 36
Assisted delivery 71 56 83 74
Previous abortion 78 71 85 81
Number of observed first-visit ANC
clients with prior pregnancy 29 72 158 258

' This includes any questions that would indicate whether the client had a prior pregnancy, such as
number of prior pregnancies, complications during any previous pregnancies.

2 Client age, last menstrual period, medicines, any prior pregnancies, and, if there was a prior
pregnancy, any questions related to complications during prior pregnancies.




Table A-6.18 Assessment of current health status of observed antenatal care clients

Among antenatal care (ANC) clients whose consultation was observed, percentage whose
consultation included specific examinations, examinations, and interventions, by type of facility,
Namibia HFC 2009

Type of facility Total
Components of consultation Hospital ~ Health centre Clinic percentage
Client questioned regarding
Vaginal bleeding 24 23 29 27
Foetal movement (at least 5m
pregnant) 75 50 66 63
Any other problems’ 69 65 74 71
Basic physical examination
Measured blood pressure 100 100 97 98
Urine test (protein) 100 95 91 93
Check foetal position (at least 8m
pregnant) 100 99 98 98
Listened for foetal heart (at least 5m
pregnant) 95 99 97 97
All questions and basic
examination? 23 22 25 24
Other examinations
Weigh client 100 100 94 96
Check uterine/fundal height® 100 100 98 99
Blood test (anaemia) 99 58 70 70
Preventive interventions
Provider gave or prescribed iron or
folic acid tablets 86 66 77 75
Provider explained purpose of iron
or folic acid tablets 50 45 55 52
Provider explained how to take
tablets 78 56 66 64
Provider gave or prescribed tetanus
toxoid vaccine 33 32 29 30
Provider explained purpose of TT
vaccine 25 24 22 23
Number of observed ANC clients at
least 5 months pregnant 61 182 493 736
Number of observed ANC clients at
least 8 months pregnant 25 74 189 288
Number of observed ANC clients 70 212 577 859

" Other problems include fever, headache or blurred vision, swollen face or hands, tiredness or
breathlessness.

2 Questions regarding vaginal bleeding and foetal movement (if at least 5 months pregnant),
blood pressure measured, foetal position palpated or ultrasound performed (if at least 8 months
pregnant), and provider listened for foetal heart (if at least 5 months pregnant).

* Either by palpating the abdomen or using an ultrasound device to assess gestational age of the
foetus.
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Table A-6.20.1 Observed content of ANC counselling by type of facility

Percentage of first and follow-up visit ANC clients who were observed to receive counselling on
topics related to nutrition during pregnancy, risk symptoms, the progress of their pregnancy,
delivery plans, exclusive breastfeeding, and family planning after birth, by type of facility,

Namibia HFC 2009

Type of facility Total
Counselling topic Hospital ~ Health centre Clinic percentage
First-visit ANC client
Nutrition' 79 87 71 76
Progress of pregnancy 70 40 59 55
Any risk symptoms for seeking help 59 38 54 51
Specific risk: vaginal bleeding 54 31 43 41
Specific risk: fever 10 21 15 16
Specific risk: short breath; excess
tiredness 21 8 19 16
Specific risk: swelling hands or
face 47 24 37 35
Specific risk: headache or blurred
vision 35 15 24 23
Delivery plans 67 89 85 84
Exclusive breastfeeding 94 58 71 70
Family planning after birth 30 53 38 41
Provider used any visual aids 61 25 38 38
Number of first-visit ANC clients 39 90 261 390
Follow-up visit ANC client
Nutrition' 44 10 32 27
Progress of pregnancy 46 21 54 45
Any risk symptoms for seeking help 27 8 36 28
Specific risk: vaginal bleeding 27 5 25 20
Specific risk: fever 13 4 12 10
Specific risk: short breath; excess
tired 14 2 9 7
Specific risk: swelling hands or
face 25 5 26 21
Specific risk: headache or blurred
vision 19 2 11 9
Delivery plans 38 14 42 35
Exclusive breastfeeding 38 9 12 13
Family planning after birth 19 19 14 16
Provider used any visual aids 19 3 9 8
Number of follow-up visit ANC
clients 31 122 316 469
All observed ANC clients
Nutrition' 64 42 49 49
Progress of pregnancy 59 29 56 50
Any risk symptoms for seeking help 45 21 44 38
Specific risk: vaginal bleeding 42 16 33 29
Specific risk: fever 11 11 13 12
Specific risk: short breath; excess
tired 18 4 13 12
Specific risk: swelling hands or
face 38 13 31 27
Specific risk: headache or blurred
vision 28 8 17 15
Delivery plans 54 46 62 57
Exclusive breastfeeding 69 30 39 39
Family planning after birth 25 34 25 27
Provider used any visual aids 43 12 22 22
Number of all observed ANC clients 70 212 577 859

' Any discussion about the quantity and quality of food to eat during the pregnancy
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Table A-6.21 Reported health education received and knowledge related to warning signs

during pregnancy by type of facility

Among interviewed antenatal care (ANC) clients, percentage who said provider counselled them
on warning signs for pregnancy, percentage who named specific warning signs, and percentage
who said provider told them what to do in case of warning signs and discussed breastfeeding,
delivery plans and supplies and family planning during this visit or a previous visit, by type of

facility, Namibia HFC 2009

Issue discussed during Type of facility Total
current/previous visit Hospital ~ Health centre Clinic percentage
Provider counselled on:

Any warning signs 55 55 45 48
Warning signs named by client

Vaginal bleeding 50 41 32 36

Fever 1 1 4 3

Swollen face or hands 5 6 10 9

Tiredness or breathlessness 1 3 3 3

Headache or blurred vision 11 7 8 8

Convulsions 0 0 1 1

Reduced foetal movement 11 16 13 14

Early contractions/rupture of

membrane 2 6 3 4

What client was told to do if

warning sign occurs

Seek care at facility 53 56 45 49

Decrease activity 0 2 2 2

Change diet 0 0 0 0
Client reported provider discussed

Exclusive breastfeeding 84 82 65 71

Exclusive breastfeeding 4-6 months 53 59 46 50

Exclusive breastfeeding for 6

months 20 11 10 11

Delivery plans 73 82 74 76

Supplies to prepare for delivery 61 69 53 57

Using family planning after birth 39 52 41 43

Number of interviewed ANC clients 70 212 577 859
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Table A-6.23 Client plan for place of delivery

Among interviewed antenatal care (ANC) clients, percentage who reported planning for where
they deliver, by background characteristics, Namibia HFC 2009

) ) Number of
Background Percentage of ANC clients who plan to deliver at: AriErvienes)
characteristics This facility ~ Other facility Private home Don’t know = ANC clients
Type of facility
Hospital 93 4 0 3 70
Health centre 46 53 1 1 212
Clinic 31 67 1 1 577
Managing authority
MoHSS 36 62 1 2 743
Mission/NGO 66 34 0 0 113
Private 29 71 0 0 3
Region
Caprivi 17 76 0 6 14
Erongo 13 85 1 1 83
Hardap 21 79 0 0 37
Karas 41 59 0 0 32
Kavango 54 44 0 2 126
Khomas 53 45 0 2 85
Kunene 68 29 2 1 106
Ohangwena 26 73 0 1 76
Omaheke 14 76 5 5 16
Omusati 44 55 0 2 107
Oshana 27 73 0 0 82
Oshikoto 17 83 0 0 48
Otjozondjupa 51 47 3 0 47
Total 40 58 1 1 859
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Table A-6.24 Use of individual health passports

Among first and follow-up visit antenatal care (ANC) clients whose consultation was observed, percentage of consultations
in which the provider looked at the client health passport during the consultation and wrote on the client health passport
at the end of the visit, by background characteristics, Namibia HFC 2009

Provider looked at client health  Provider wrote on client health 'Number of first- ~ Number of

Background passport during consultation passport at end of visit visit ANC follow-up visit
characteristics First visit Follow-up visit First visit Follow-up visit clients ANC clients
Type of facility
Hospital 100 100 100 100 39 31
Health centre 99 92 100 100 90 122
Clinic 97 93 99 99 261 316
Managing authority
MoHSS 97 93 99 100 332 411
Mission/NGO 100 96 100 100 57 56
Private 42 22 100 22 1 2
Region
Caprivi 100 95 100 100 3 11
Erongo 93 89 100 100 26 57
Hardap 76 85 100 100 13 25
Karas 100 88 100 97 11 21
Kavango 100 90 99 97 76 50
Khomas 100 100 100 100 41 44
Kunene 100 100 100 100 55 51
Ohangwena 100 88 100 100 49 27
Omaheke 100 100 100 100 7 9
Omusati 94 92 97 100 33 74
Oshana 100 93 100 99 21 61
Oshikoto 100 94 100 100 41 7
Otjozondjupa 84 97 100 100 16 32
Total 98 93 100 99 390 469




Table A-6.25 Qutcome of observed consultations

Among antenatal care (ANC) clients whose consultations were observed, percentage who went
home, were referred elsewhere in the same facility, were admitted to the facility, were referred
outside the facility, and whose status was uncertain at the end of the consultation, by
background characteristics, Namibia HFC 2009

Percentage of ANC consultations where:

Client Client Number of
Background Clientsent  referredin  referred to observed
characteristics home same facility ~other facility Don’t know | ANC clients
Type of facility
Hospital 35 65 0 0 70
Health centre 91 8 1 1 212
Clinic 87 8 2 2 577
Managing authority
MoHSS 82 14 2 2 743
Mission/NGO 98 0 1 0 113
Private 34 66 0 3
Region
Caprivi 94 0 0 6 14
Erongo 91 7 0 2 83
Hardap 67 20 13 0 37
Karas 87 5 0 8 32
Kavango 89 10 1 0 126
Khomas 47 53 0 0 85
Kunene 73 22 3 2 106
Ohangwena 89 4 1 5 76
Omaheke 92 8 0 0 16
Omusati 93 4 1 2 107
Oshana 100 0 0 0 82
Oshikoto 87 11 1 1 48
Otjozondjupa 93 0 5 2 47
Total 84 13 2 2 859
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Table A-6.26 Client feedback on service problems
Among interviewed ANC clients, percentage who said that they considered specific service issues
to be a major problem on the day of the visit, by type of facility, Namibia HFC 2009
Type of facility Total

Client service issue Hospital ~ Health centre Clinic percentage
Behaviour/attitude of provider 8 3 2 3
Ability to discuss problem 0 3 4 3
Insufficient explanation about

pregnancy or problems 3 4 5 4
Wiaiting time to see provider 21 29 26 27
Quality of examination and

treatment 0 0 2 1
Availability of medicines 3 2 3 3
Days facility is open 3 4 5 4
Hours facility is open 0 1 6 4
Cleanliness of facility 3 0 4 3
Cost of services 0 1 1 1
Insufficient visual privacy 3 0 0 1
Insufficient auditory privacy 3 0 1 1
Number of interviewed ANC clients 70 212 577 859

318 | Appendix A



9L ¥l 8¢ 9 oL 8l € L 9 L L € 8 648 6 [eloL
9 0 98 0 0 L 0 0 0 0 0 0 0 Ly €1 ednlpuozoho
4 0 0 0 S¢ 0 0s 0 S¢ 0 0 0 0 8t ¥ 0101YysO
14 0 0 0 0oL 0 0 0 0 0 0 0 0 8 14 BUBYSO
€L [44 4" 0 L [44 0 0 Sl 0 0 0 0 01 €L esnwo
0 - - - - - - - - - - - - 9l 0 PYeWO
¥ [44 0 0 0 S 0 0 0 9¢ 0 0 0 9L S euamaueyO
6 0 €€ 0 0 €€ LL 0 Ll 0 0 0 0 901 6 ausuny
oL 0c 0¢ 0 0 0 0 0 0 0 0 0 19 68 4" Sewioy|
oL 0 S¢ 0 9L €€ 0 0 8 0 0 LL 0 9cl 8 ogueaey|
L 0§ 0 0s 0 0 0 0 0 0 0 0 0 [43 14 sesey|
8 0 ¥8 L 0 8 0 0 0 0 0 0 0 L€ 44 deprery
8 43 0 Lv 43 0 0 4% 0 0 [43 4% 0 €8 0L 0suoig
L 0s 0 0 0 0s 0 0 0 0 0 0 0 143 L nde)
uoi3ay
L 0 0 124 0 0 0 0 9§ 0 0 0 0 € St 9JeALld
LL 0 144 0 8¢ 44 0 0 0 0 0 SL 0 €Ll oL ODN/uoIssIN
9 9L o€ 9 S Ll ¥ [4 9 4 4 [4 6 VL 6 SSHOW
Ajuoyne Suideueyy
0S oL oz 8 / 44 v z 6 z z z 4! LLS 6 RltTe}
44 9L 34 z Ll LL z 0 z 0 0 L 0 k4 oL 9.0UdD U)[edH
¥ Sy Sy 0 oL 0 0 0 0 0 0 0 0 0z 9 [endsoy
Appioey jo adA |
Kujioey 3s9s0)0 Byo 9DIAIDS Jiem 8uo Je1s uonedo|  Ajoeysiyy  aaisuadxe  AnwAuoue  ssupipaw  [puuosiad  uoneindal sinoy SIUBIP DNY dwoy Jiayy 0} SonsLL1ORIRYD
SY3 J0U SeM 100d/0N 100d/ON  SHOMAISIA 0] PauIajal IOW IETEYR] OoN 11 3,uoq peg Sunesado  pamaiaiRul Ayij1oe) 15350[0 punoidsyoeg
SIL) WOoyM Joj 10§ 3u SeA Juau JO IBQUINN | Y1 10U I SIY)
SIUBIP DNV -9AUODU| -9AUODU| Hodas oym
pamaialul SjuRIP DNV
JO JaquInN pamalAIRUl
Aij1oey 159189U By Yiim wisjqodd  sem WLl pajedipul ay) Suiuonua sjuslP JNY Jo aejuadiad Jo aSeuaniag

6007 D4H BlqiweN ‘sonstispeleyd
punoidsoeq Aq ‘Ajjioey 1saieau ay) 01 08 Jou pIp ASy) UOSeal ulew Jy) ‘asay) Suowe pue ‘Dwoy J1RY) 0} ANjIdB) Yi[eay 150D ay) Jou sem siy) papodal oym a8ejusdiad ‘ualp (DNY) 218D [eleuduE PamalAIRul Suowy

A58 JO 310UD JUSTD 29V d[qeL

Appendix A | 319



“3)lIM pue peal 0] 9|qe Se pasLiodaled Ajjeonewone ale Arewrd saddn jo spess Y1z pajejdwod oym spual) |

[414 9 14 6¢C 658 L 99 €C 0 6 i1

oL v 0 L€ Ly 0 6/ €l 0 8 ednlpuozoho

45 98 14 LL 174 L 4 6l 0 9 014IYsO

€L LL 0 6¢C 4] 0 ¥8 9l 0 0 BUBYSO

6¢C /L8 € 6 0L 0 €L [44 0 S esnwo

VA €S 0 Ly 9l 0 S 144 0 [44 MPYEWO

6¢ L S vz 9/ L Ly 8¢ 0 L euamdueyo

€q [43 € 6S 901 0 0s 9L 0 € auauny

(018 00l 0 0 S8 4 98 cl 0 0 SEWIOY)

S/ 89 S 144 9clL [4 8¢ LS L 8 odueney

S Sz 0 €l [43 € 48] €l 0 4 seley

A €5 S [44 L€ 0 9 L 0 43 depiey

LL 96 0 0 €8 0 /8 €l 0 0 oguo.3

S [44 6 6¥ 7l 0 9 [44 0 14" 1aLded
uoi3ay

0 - - - € Qs 4 0 0 0 S1eAlld

6€ 8/ 14 €l €Ll 4 €9 €€ 0 4 ODN{/UOISSIN

€ve €9 € L€ €vL 0 9 [44 0 oL SSHOW
Ajuoyine Suigeuepy

S6l 09 14 €€ LLS 0 99 |4 0 45 Rllle]

€8 v/ 4 L [4%4 L 09 € 0 S 91uLd YijesH

¥ 00L 0 0 0z S 06 9 0 0 fexdsopy
Apjioey jo adA
UOREINP3 OU IO 91M SJIM JOUUBD QM JO SUAIP DNV Ausioalun  Alepuodag (/-1 40 ¢-1) [BWIOJU|  UOREINP3 ON sonsULIRIRYD
[ewuojul ‘Arewiud  pue peas ue)  ‘peasue)  peaIIOUURD) | PIMIIAIRIUL | JAIenda) Arewiid punoidyoeg

U SRR :0UYM UO[IBINPS OU JO [BUWLIOjU e ISJUIP DNV |[B JO 98.IUa019d
ONY PIMIIAIIUL /£ jeLad yum spusip DNY Jo 98e1usoiag
JO JaquinN

6007 D4H eiqiwenN ‘sonsuaeleyd punoldsoeq Aq ‘aesa)|
aJe OYM UoNedNPa ou Jo ‘[ewriojul ‘Arewtid yum sjuaip jo adejuadiad pue ‘|aas) [euoedNpa Aq sjuald (JNY) 248D [Jeudlue PIMIIAISIUL PUB PAAISSCO JO UONNQLISIP JUddIa

SJUSI|D aJed |ejeuslue JO SonsvloeIeYD [euoljednNpy Q7 9-VY o|qe ]

320 | Appendix A



Table A-6.29 Emergency maternity transportation systems

Among facilities that support transportation for obstetric emergencies, percentage with specific emergency transportation systems and
median transportation time (in minutes) to referral facility, by background characteristics, Namibia HFC 2009

Percentage using the following emergency transportation systems ~ Median transportation time Nuiser af
(minutes) to referral facility using cilliftes
Ambulance or Other most common mode of supporting
Background other facility ~ Vehicle at other  Facility hires  arrangement to ____€Mergency transportation emergency
characteristics based vehicle' facility? vehicle support cost® Dry season Wet season | transportation
Type of facility
Hospital 97 46 0 24 121 121 37
Health centre 61 78 7 24 60 61 41
Clinic 10 93 2 13 46 61 239
Managing authority
MoHSS 22 88 2 13 60 90 268
Mission/NGO 38 81 8 31 45 60 26
Private 74 65 4 30 16 21 23
Region
Caprivi 7 93 0 4 60 90 27
Erongo 30 87 4 22 51 61 23
Hardap 45 95 0 15 60 90 20
Karas 54 63 0 8 61 61 24
Kavango 17 88 4 35 41 51 52
Khomas 14 86 0 21 30 30 14
Kunene 21 83 0 13 121 240 24
Ohangwena 23 87 0 10 41 51 30
Omaheke 50 93 14 29 121 181 14
Omusati 19 92 0 8 31 60 36
Oshana 33 89 11 22 31 60 9
Oshikoto 29 90 10 14 61 120 21
Otjozondjupa 39 70 0 4 61 121 23
Total 27 86 3 16 60 61 317

" Ambulance or other vehicle that stays at the facility

% Facility calls for dedicated ambulance or other vehicle from other facility to collect emergency patient.

* This may include facility or community financial support, such as funds set aside for emergencies, community insurance scheme, a
revolving fund system, or some other system to help provide transport during time of need.
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Table A-6.30 Availability of equipment, infrastructure, and staff for quality delivery services

Percentage of facilities offering delivery services that were observed to have equipment, supplies,
infrastructure, and staff for infection control and delivery services in the delivery service area, by type of
facility, Namibia HFC 2009

Background Type of facility Total
characteristics Hospital Health centre Clinic percentage
Infection control
Soap 79 82 78 79
Running Water 93 95 81 85
Soap and running water 79 79 70 73
Hand disinfectant 72 39 54 55
Soap and water or else hand
disinfectant 86 82 82 82
Clean latex gloves 95 92 93 93
Disinfecting solution 84 79 77 78
Sharps box 100 95 89 92
All items for infection control’ 74 66 62 65
Covered waste receptacle with plastic
liner? 33 29 27 29
All items for infection control plus
waste receptacle 23 21 18 19
Table cloth/plastic on any surface 12 16 20 18
Infrastructure for delivery
Visual privacy and auditory privacy 98 100 95 96
Visual privacy only 0 0 2 2
Delivery bed? 79 71 87 84
Examination light* 88 66 33 47
All elements of infrastructure® 72 45 29 38
Other items to support quality services
Blank Partograph 91 68 36 50
Essential maternal & neonatal care
clinical Guidelines for Namibia 5 11 3 4
Other guidelines for normal delivery 16 16 5 8
Guidelines for emergency obstetric care 9 16 4 7
Qualified delivery provider on site 24
hours® 95 58 14 34
Qualified delivery provider on call 24
hours® 0 5 2 2
All other items to support quality
services’ 21 13 1 6
Number of facilities offering delivery
services 43 38 175 256

" Soap & running water or else hand disinfectant, clean latex gloves, disinfecting solution for decontaminating
reusable items, and sharps box

2 While important for infection control, this is not an item that has been commonly introduced and so was
not included in the aggregate for infection control.

* Any type of bed or couch where a client can lie down and deliver a baby

* Examination light, flashlight, or other spotlight source

> Both visual and auditory privacy, examination bed, and examination light

¢ A duty schedule must be observed.

7 Guidelines, partograph, and delivery staff available 24 hours per day with duty schedule observed




Table A-6.31 Locations where delivery equipment is sterilised or disinfected

Among facilities that offer delivery services, percentage that process delivery equipment for reuse by
sterilisation or high-level disinfection (HLD) in the indicated locations, by background characteristics,

Namibia HFC 2009

Percentage of facilities where delivery service equipment is

processed in the indicated area Number of
No processing facilities
Background Delivery service  Main facility of delivery  offering delivery.
characteristic area area Outside facility ~ equipment services
Type of facility
Hospital 14 79 7 0 43
Health centre 5 13 71 11 38
Clinic 0 3 94 3 175
Managing authority
MoHSS 2 12 82 4 218
Mission/NGO 3 28 64 0 25
Private 8 85 8 0 13
Region
Caprivi 0 4 96 0 23
Erongo 0 46 54 0 13
Hardap 8 23 69 0 13
Karas 0 41 53 6 17
Kavango 0 14 80 7 44
Khomas 0 38 63 0 8
Kunene 4 4 92 0 25
Ohangwena 10 5 85 0 20
Omaheke 0 19 81 0 16
Omusati 3 6 81 10 31
Oshana 8 23 69 0 13
Oshikoto 14 14 64 7 14
Otjozondjupa 0 32 63 5 19
Total 3 17 76 4 256

T Main facility area and delivery processing area may be the same location in small facilities.
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Table A-6.32 Sterilisation and disinfecting capacity for delivery service equipment in facilities that report equipment processing
Among facilities offering delivery services, percentage where facility has all items to support quality sterilisation or high-level
disinfection (HLD) processes, and percentage with written guidelines at the site where delivery equipment is processed for reuse, by
background characteristics, Namibia HFC 2009
Percentage of facilities where the indicated procedure is the
highest level for which all conditions for quality sterilisation/HLD Percentage of
of delivery equipment was available facilities with written | Number of facilities
Report sterilisation, guidelines for offering delivery
but missing sterilisation or HLD | services and report
Background Dry heat or Boil/steam or equipment or procedures at processing
characteristic autoclave' chemical HLD' knowledge? processing site equipment in facility
Type of facility
Hospital 65 5 30 40 40
Health centre 29 0 71 29 7
Clinic 20 0 80 20 5
Managing authority
MoHSS 61 3 35 29 31
Mission/NGO 33 0 67 44 9
Private 58 8 33 50 12
Region
Caprivi 100 0 0 0 1
Erongo 83 0 17 50 6
Hardap 0 0 100 75 4
Karas 86 0 14 14 7
Kavango 50 0 50 33 6
Khomas 67 0 33 100 3
Kunene 50 0 50 50 2
Ohangwena 33 0 67 0 3
Omaheke 67 0 33 0 3
Omusati 67 0 33 0 3
Oshana 25 0 75 75 4
Oshikoto 0 50 50 50 4
Otjozondjupa 83 0 17 17 6
Total 56 4 40 37 52
! Functioning equipment, appropriate knowledge of temperature and time for method used, and an automatic timer are all present.
2 Either equipment or knowledge was lacking.
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Table A-6.33.1 Storage conditions for sterilised or high-level delivery equipment: Facilities where items are present anywhere in facility
Percentage of facilities with stored, sterilised or high-level disinfected (HLD) delivery instruments present and among these, percentage that
meet standards for good storage, by background characteristics, Namibia HFC 2009
Percentage of
facilities with
stored Sterile/HLD
sterilised/HLD | Number of Processing status storage Number of
delivery items facilities dates observed conditions and  facilities with
present offering Sterile/HLD  Clean, but not  on processed processing  stored sterilised
Background anywhere in delivery status storage  sterile, storage  and stored dates on HLD delivery
characteristics facility services conditions' conditions’ items sterilised items items
Type of facility
Hospital 100 43 88 0 95 86 43
Health centre 92 38 91 0 89 86 35
Clinic 95 175 75 4 78 67 167
Managing authority
MoHSS 95 218 78 3 83 73 207
Mission/NGO 100 25 84 0 76 68 25
Private 100 13 92 8 85 85 13
Region
Caprivi 96 23 73 5 77 73 22
Erongo 100 13 85 0 92 85 13
Hardap 100 13 100 0 85 85 13
Karas 88 17 87 0 87 73 15
Kavango 98 44 67 2 70 58 43
Khomas 100 8 88 0 100 88 8
Kunene 96 25 63 0 92 63 24
Ohangwena 100 20 95 0 90 90 20
Omaheke 100 16 88 6 88 81 16
Omusati 84 31 85 4 81 77 26
Oshana 100 13 69 23 46 38 13
Oshikoto 100 14 79 0 93 79 14
Otjozondjupa 95 19 89 0 94 89 18
Total 96 256 80 3 82 73 245
" Items are wrapped is sterile paper, sealed with tape, or stored in a sterile container with a lid that clasps shut, or stored under other sterile
conditions, and the storage area is dry and clean.
2 ltems may be wrapped but not sealed, unwrapped on a tray under a cloth, unwrapped on a tray in the steriliser or autoclave, or sitting in
disinfecting solution.
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Table A-6.33.2 Storage conditions for sterilised or high-level delivery equipment: Facilities where items are present in delivery service area

Percentage of facilities with stored, sterilised or high-level disinfected (HLD) delivery instruments present in the delivery service area, and
among these, percentage that meet standards for good storage, by background characteristics, Namibia HFC 2009

Percentage of

facilities with Sterile/HLD Number of
stored Processing status storage | facilities with
sterilised/HLD | Number of dates observed conditions and |stored sterilised
delivery items facilities Sterile/HLD  Clean, but not  on processed processing HLD delivery
Background present in the offering delivery status storage ~ sterile, stora;e and stored dates on items in the
characteristics delivery area services conditions' conditions items sterilised items | delivery area
Type of facility
Hospital 51 43 82 0 95 82 22
Health centre 18 38 100 0 100 100 7
Clinic 18 175 88 3 75 72 32
Managing authority
MoHSS 23 218 84 2 84 76 50
Mission/NGO 28 25 100 0 86 86 7
Private 31 13 100 0 100 100 4
Region
Caprivi 9 23 100 0 100 100 2
Erongo 31 13 75 0 100 75 4
Hardap 23 13 100 0 67 67 3
Karas 41 17 86 0 71 57 7
Kavango 25 44 73 9 64 64 11
Khomas 38 8 67 0 100 67 3
Kunene 8 25 50 0 50 50 2
Ohangwena 45 20 100 0 89 89 9
Omaheke 25 16 100 0 100 100 4
Omusati 10 31 67 0 100 67 3
Oshana 8 13 100 0 100 100 1
Oshikoto 29 14 100 0 100 100 4
Otjozondjupa 42 19 100 0 100 100 8
Total 24 256 87 2 85 79 61

! Items are wrapped is sterile paper, sealed with tape, or stored in a sterile container with a lid that clasps shut, or stored under other sterile
conditions, and the storage area is dry and clean.
% ltems may be wrapped but not sealed, unwrapped on a tray under a cloth, unwrapped on a tray in the steriliser or autoclave, or sitting in
disinfecting solution.
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Table A-6.34 Delivery service providers
Among facilities offering delivery services, percentage where a qualified, trained delivery provider is available onsite on or call 24 hours a day to conduct deliveries,
with or without an observed duty schedule, and percentage where the provider on duty at night is most commonly a doctor, a registered nurse/midwife, an enrolled
nurse/midwife, or other staff member, by background characteristics, Namibia HFC 2009
Qualified, trained delivery  Qualified, trained delivery
provider available 24 provider available 24
hours, with observed duty  hours, with no observed Percentage of facilities where provider Number of
- S
schedule duty schedule commonly on duty to conduct delivery at night is facilities
Registered Enrolled offering
Background nurse/ nurse/ Nursing ~ Other/don’t | delivery
characteristics On site On call On site On call Doctor’ midwife’ midwife* assistant know services
Type of facility
Hospital 95 0 0 0 28 91 65 2 0 43
Health centre 58 5 3 3 5 47 63 3 3 38
Clinic 14 2 17 17 0 25 41 0 1 175
Managing authority
MoHSS 31 2 13 13 3 38 48 0 1 218
Mission/NGO 44 0 12 12 0 32 60 4 0 25
Private 69 0 0 0 54 69 31 8 0 13
Region
Caprivi 4 0 17 9 4 22 13 0 0 23
Erongo 62 0 0 8 8 62 38 8 0 13
Hardap 62 8 0 8 0 62 69 0 8 13
Karas 35 6 12 12 6 53 65 0 6 17
Kavango 27 0 18 36 2 23 73 2 0 44
Khomas 63 0 0 13 13 75 13 0 0 8
Kunene 12 4 48 8 4 12 72 0 0 25
Ohangwena 20 0 0 0 10 20 15 0 0 20
Omaheke 63 0 13 13 6 75 81 0 0 16
Omusati 23 0 6 0 0 23 23 0 0 31
Oshana 23 0 8 8 8 31 15 0 0 13
Oshikoto 43 0 0 0 7 43 36 0 0 14
Otjozondjupa 74 11 0 16 16 95 79 0 5 19
Total 34 2 12 12 5 39 48 1 1 256
! There may be more than one type of staff who routinely conducts night deliveries at the same facility.
* Include gynaecologists and medical officers
* Includes all registered nurse midwives, registered nurses, and registered midwives
* Includes enrolled nurses and enrolled midwives
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Table A-6.35 Availability of medicines and supplies for quality delivery services

Percentage of facilities offering delivery services where specific medicines and supplies are observed to be in
the delivery room (DR) and/or pharmacy, by type of facility, Namibia HFC 2009

Type of facility Total
Item Hospital Health centre Clinic percentage
Basic medicines and supplies for
delivery
Scissor or blade 100 97 94 95
Cord clamp or tie 95 87 86 88
Suction apparatus (bulb or machine) 100 92 55 68
Suction bulb 28 11 10 13
Suction machine 100 92 53 67
Antibiotic eye ointment for newborn
(delivery room) 77 71 61 65
Antibiotic eye ointment for newborn
(pharmacy or delivery room) 93 76 67 73
Skin disinfectant for perineum 95 74 79 81
All basic supplies for delivery’ 84 45 29 40
Additional medicines and supplies for
managing common complications of
delivery
Syringes and needles in DR 100 97 99 99
Syringes and needles in facility 100 100 99 100
Intravenous solution? and perfusion set
in DR 95 76 84 85
Intravenous solution? and perfusion set
in facility 100 100 97 98
Oral antibiotic® in facility 100 97 95 96
Injectable oxytocic medication in DR 95 47 33 45
Injectable oxytocic medication in facility 98 63 39 53
Suture material in DR 98 100 95 96
Needle holder in DR 100 92 88 91
All basic treatment interventions® 88 37 29 40
Additional medicines and supplies for
managing serious complications
Valium or magnesium sulfate in DR 91 58 70 71
Valium or magnesium sulfate in facility 100 89 81 86
Injectable amoxicillin or ampicillin in DR 49 26 7 17
Injectable amoxicillin or ampicillin in
facility 95 37 7 26
Injectable procaine penicillin in DR 40 58 58 55
Injectable procaine penicillin in facility 77 74 69 71
Injectable gentamicin in DR 49 29 23 29
Injectable gentamicin in facility 100 45 29 43
All other medicines for complications® 91 37 25 38
Injectable hydralazine in DR 79 24 22 32
Injectable ergometrine/methergine in DR 81 55 31 43
Number of facilities offering delivery
services 43 38 175 256

' Scissor or blade, cord clamp, suction apparatus, antibiotic eye ointment for newborn, and skin disinfectant
for perineum

2 Accepted Intravenous solutions were 0.9% normal saline, Dextrose 5% and normal saline (5%D/NS), Ringers
lactate and plasma expanders.

3 Oral amoxicillin, augmentin (amoxicillin-clavulanate), ampicillin, or co-trimoxazole

* Needles and syringes, intravenous solution with infusion set, injectable oxytocic, and suture material and
needle holder all located in delivery room area, oral antibiotic (cotrimoxazole or amoxicillin or ampicillin)
located in pharmacy or delivery room area

> Injectable anticonvulsant (Valium or magnesium sulfate) in delivery room area, an injectable antibiotic
(penicillin and ampicillin, or gentamicin) in delivery room area or pharmacy




Table A-6.36_Availability of services, equipment, and supplies for complications of labour and delivery: All facilities

Percentage of all facilities offering delivery services where specific services, equipment and supplies are available for certain

complications of labour and delivery, by background characteristics, Namibia HFC 2009

Isks)iztr Remove retained products Emergennec\z//ljgfnport for N 07 o
p facilities
Blood Newborn offering
Background Vacuum Vacuum transfusion  Caesarean  respiratory External heat = delivery
characteristics extractor aspirator D&C kit services section support® source’ services
Type of facility
Hospital 63 44 53 95 81 95 98 43
Health centre 0 0 0 3 3 82 47 38
Clinic 0 0 0 1 0 50 4 175
Managing authority
MoHSS 6 4 7 12 10 61 22 218
Mission/NGO 16 16 12 20 20 60 36 25
Private 69 54 31 85 77 92 85 13
Region
Caprivi 4 4 0 4 4 26 4 23
Erongo 23 23 23 46 31 54 54 13
Hardap 8 8 8 15 15 77 31 13
Karas 18 6 18 29 24 82 41 17
Kavango 7 5 5 9 7 30 18 44
Khomas 50 25 0 50 50 75 75 8
Kunene 4 4 12 12 12 72 12 25
Ohangwena 5 5 10 10 5 80 20 20
Omaheke 0 0 0 13 13 75 19 16
Omusati 3 6 10 10 6 61 13 31
Oshana 8 0 8 15 15 69 23 13
Oshikoto 14 14 14 21 21 86 50 14
Otjozondjupa 32 16 16 32 26 89 53 19
Total 11 7 9 17 14 62 26 256

' Dilation and curettage kit
* Infant sized Ambu bag or equivalent
* Most often an incubator, although heat light would be sufficient.
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Table A-6.37 Capacity to conduct caesarean section

Among facilities that offer caesarean section, percentage where basic items and staff were observed to be available, by background

characteristics, Namibia HFC 2009

Basic item Additional components  Provider for
conducting  Number of
caesarean | facilities
Scrub area All basic section on | offering
Background Operating  Operating adjacent to  Sterilised items Anaesthesia-  duty 24- | caesarean
characteristics table light OR instruments observed' Anaesthetist?  giving set hours? section
Type of facility
Hospital 94 94 97 86 86 54 91 69 35
Health centre 100 100 100 100 100 0 100 0 1
Managing authority
MoHSS 95 95 95 86 86 57 90 67 21
Mission/NGO 80 80 100 60 60 40 80 100 5
Private 100 100 100 100 100 50 100 50 10
Region
Caprivi 100 100 100 100 100 100 100 100 1
Erongo 100 100 100 100 100 0 100 0 4
Hardap 50 50 100 50 50 0 50 100 2
Karas 100 100 100 75 75 75 100 75 4
Kavango 100 100 100 67 67 33 100 67 3
Khomas 100 100 100 100 100 75 75 75 4
Kunene 100 100 100 100 100 100 100 100 3
Ohangwena 100 100 100 100 100 0 100 100 1
Omaheke 100 100 100 100 100 0 100 0 2
Omusati 100 100 100 100 100 50 100 50 2
Oshana 50 50 50 50 50 50 50 100 2
Oshikoto 100 100 100 67 67 67 100 33 3
Otjozondjupa 100 100 100 100 100 80 100 100 5
Total 94 94 97 86 86 53 92 67 36

! Operating table, operating light, scrub area, and sterilised instruments
2 An anaesthetist is present and duty schedule observed, or reported as on call and a duty roster is observed.

3 A provider skilled in conducting a CS present and duty schedule observed, or reported on call and duty schedule observed.
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Table A-6.38 Newborn care practices

Percentage of facilities that report the indicated practice is a routine component of newborn care, by
type of facility, Namibia HFC 2009

Background Type of facility Total
characteristics Hospital Health centre Clinic percentage
Routine newborn care practices
Routine suction with catheter 65 63 35 45
Full immersion bath within 24
hours after birth 86 47 29 41
Weigh newborn 100 97 86 90
Infant scale available 98 97 69 78
Provide vitamin A to mother 79 97 84 85
Vitamin A in delivery area 72 82 86 83
Vitamin A in pharmacy or delivery
area 81 97 98 95
Provide OPV to newborn 98 95 89 91
Provide BCG to newborn 98 95 89 91
Provide prelacteal liquids to
newborn 16 3 4 6
Practices rooming-in' 98 95 82 87

Number of facilities offering
delivery services 43 38 175 256

" Newborn stays with mother in the same room, either at all times, or part of the time when woman is in
the health facility until she is discharged.
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Table A-6.39.1 Emergency obstetric practices: All facilities offering delivery services
Among all facilities offering delivery services, percentage that ever provide specific interventions and percentage that report providing the intervention during the three months
preceding the survey, by background characteristics, Namibia HFC 2009
Removal of Number
Assisted1 retainedZ Parenteral Parenteral Parental Manual removal Blood Caesarian of
delivery products antibiotics oxytocic drugs  anticonvulsants of placenta transfusion section facilities
Within Within Within Within Within Within Within Within | offering
Background past 3 past 3 past 3 past 3 past 3 past 3 past 3 past 3 delivery
characteristics Ever ~months Ever months Ever months Ever months Ever months Ever months Ever months Ever  months  services
Type of facility
Hospital 72 30 86 35 79 72 93 93 63 42 60 33 95 47 81 70 43
Health centre 0 0 5 0 21 18 32 21 18 5 21 11 3 0 3 3 38
Clinic 0 0 1 0 11 3 13 7 15 2 15 6 1 0 0 0 175
Managing authority
MoHSS 8 3 12 4 21 15 28 21 23 10 23 11 12 7 10 8 218
Mission/NGO 16 8 20 8 36 24 28 28 24 12 20 8 20 8 20 20 25
Private 69 38 62 31 54 38 62 62 31 0 38 15 85 15 77 69 13
Region
Caprivi 4 0 4 0 9 9 30 13 13 9 17 9 4 4 4 4 23
Erongo 31 8 31 15 54 31 54 46 54 8 62 38 46 23 31 31 13
Hardap 8 0 23 15 38 23 54 46 38 23 38 31 15 8 15 15 13
Karas 24 6 24 12 35 24 41 35 47 12 29 6 29 6 24 18 17
Kavango 7 2 14 2 16 11 25 18 11 9 32 14 9 5 7 5 44
Khomas 50 13 50 25 38 38 50 50 25 25 38 13 50 38 50 50 8
Kunene 4 0 12 4 16 12 20 16 4 0 8 0 12 4 12 12 25
Ohangwena 5 0 10 5 35 15 20 20 60 10 70 25 10 5 5 0 20
Omaheke 6 0 6 0 25 19 31 19 13 6 13 13 13 0 13 13 16
Omusati 3 3 13 0 13 10 19 19 26 6 3 0 10 3 6 6 31
Oshana 15 8 15 0 8 8 15 15 8 8 0 0 15 8 15 15 13
Oshikoto 14 14 21 21 29 21 29 21 21 7 0 0 21 14 21 14 14
Otjozondjupa 32 26 16 5 42 32 32 32 21 16 16 16 32 16 26 21 19
Total 12 5 16 6 24 17 29 24 24 9 24 11 17 8 14 12 256
" Use of forceps or Ventous (vacuum extractor)
? Manual vacuum aspiration or dilatation and curettage
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Table A-6.39.2 Emergency obstetric practices: Hospitals and health centres offering delivery services
Among hospitals and Health Centres offering delivery services, percentage that ever provide specific interventions and percentage that report providing the intervention during the three
months preceding the survey, by background characteristics, Namibia HFC 2009
Number
of
Removal of hospgals
Assisted retained Parenteral Parenteral Parental Manual removal Blood Caesarian hanlth
delivery’ products® antibiotics oxytocic drugs  anticonvulsants of placenta transfusion section ceenires
Within Within Within Within Within Within Within Within | offering
Background past 3 past 3 past 3 past 3 past 3 past 3 past 3 past 3 | delivery
characteristics Ever months Ever months Ever months Ever months Ever months Ever months Ever months Ever months = services
Type of facility
Hospital 72 30 86 35 79 72 93 93 63 42 60 33 95 47 81 70 43
Health centre 0 0 5 0 21 18 32 21 18 5 21 11 3 0 3 3 38
Managing authority
MoHSS 30 10 43 15 46 44 64 57 41 28 41 25 44 26 34 28 61
Mission/NGO 40 20 50 20 80 60 60 60 50 30 40 10 50 20 50 50 10
Private 90 50 80 40 60 50 70 70 40 0 50 20 100 20 100 90 10
Region
Caprivi 25 0 25 0 25 25 75 50 50 50 50 25 25 25 25 25 4
Erongo 67 17 67 33 83 67 83 83 67 17 100 67 100 50 67 67 6
Hardap 25 0 75 50 75 75 100 100 75 75 50 25 50 25 50 50 4
Karas 57 14 57 29 57 57 57 57 86 29 57 14 57 14 57 43 7
Kavango 25 8 42 8 50 33 58 50 33 25 50 17 33 17 25 17 12
Khomas 100 25 100 50 75 75 100 100 50 50 75 25 100 75 100 100 4
Kunene 17 0 50 17 67 50 83 67 17 0 33 0 50 17 50 50 6
Ohangwena 20 0 40 20 60 60 80 80 40 0 60 60 40 20 20 0 5
Omaheke 33 0 33 0 67 67 33 33 33 33 67 67 67 0 67 67 3
Omusati 11 11 44 0 33 33 56 56 44 22 11 0 33 11 22 22 9
Oshana 33 17 33 0 17 17 33 33 17 17 0 0 33 17 33 33 6
Oshikoto 33 33 50 50 50 50 67 50 33 17 0 0 50 33 50 33 6
Otjozondjupa 67 56 33 11 44 44 44 44 22 22 33 33 67 33 56 44 9
Total 38 16 48 19 52 47 64 59 42 25 42 22 52 25 44 38 81
" Use of forceps or Ventous (vacuum extractor)
? Manual vacuum aspiration or dilatation and curettage
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Table A-6.40 Utilisation of delivery services

Median average monthly number of vaginal deliveries and caesarean sections
among facilities with data available on the day of the survey, by type of facility,
Namibia HFC 2009

Number of Number of
Median facilities Median facilities
monthly reporting monthly reporting
Background vaginal vaginal caesarean caesarean
characteristic deliveries  delivery data  sections section data
Type of facility
Hospital 47 43 10 32
Health centre 6 34 na 1
Clinic na 88 na 0
Managing authority
MoHSS 2 136 9 19
Mission/NGO 5 18 16 5
Private 6 11 10 9
Region
Caprivi na 21 na 1
Erongo 6 11 11 4
Hardap 3 12 11 2
Karas 3 16 4 3
Kavango 2 26 4 2
Khomas 38 6 48 4
Kunene na 15 1 3
Ohangwena 47 6 na 1
Omaheke 2 14 9 2
Omusati 10 10 3 2
Oshana 22 3 10 2
Oshikoto na 11 5 2
Otjozondjupa 4 14 4 5
Total 2 165 10 33

' Data are from health information system monthly reports or registers available
at the facility the day of the survey. Data were collected for the 12 months
preceding the survey; however, frequently some months were missing.
Information from the number of months for which data were available was
summed and an average monthly number of clients calculated for each facility.
This number was then used to calculate the median number of clients per
month.

na= Not applicable




Table A-6.41 User fees for delivery services
Percentage of facilities offering delivery services that charge user fees of various kinds, and among these, percentage that offer discounts or exemptions
and that publicly post fees, by background characteristics, Namibia HFC 2009
Number of
Percentage where fees are posted ¢ jlities
Percentage of facilities charging for indicated item: Numlzr af in public view having any
Fixed fee No facilities routine
for ANC charges or | offering charges for
Background Normal plus Discount/  don’t delivery  All fees are Some fees  No fees | delivery
characteristics delivery  delivery Medicines  Tests  exemption  know services posted  are posted are posted = services
Type of facility
Hospital 56 14 28 21 33 19 43 37 6 57 35
Health centre 45 3 11 3 32 37 38 33 0 67 24
Clinic 30 1 3 0 31 51 175 18 0 82 85
Managing authority
MoHSS 33 1 3 0 31 46 218 22 1 77 117
Mission/NGO 44 4 12 4 40 40 25 33 0 67 15
Private 77 38 85 69 31 8 13 42 8 50 12
Region
Caprivi 35 0 0 0 26 61 23 67 0 33 9
Erongo 15 15 23 15 38 31 13 11 11 78 9
Hardap 46 0 8 0 46 23 13 30 0 70 10
Karas 65 18 12 6 41 24 17 31 0 69 13
Kavango 39 2 9 2 34 48 44 22 0 78 23
Khomas 75 0 25 25 25 25 8 33 17 50 6
Kunene 16 0 0 0 20 68 25 0 0 100 8
Ohangwena 15 0 0 0 70 10 20 11 0 89 18
Omaheke 50 6 13 6 38 19 16 31 0 69 13
Omusati 23 0 3 0 26 58 31 0 0 100 13
Oshana 31 0 8 8 15 69 13 25 0 75 4
Oshikoto 43 7 7 7 36 57 14 33 0 67 6
Otjozondjupa 58 0 21 5 0 37 19 50 0 50 12
Total 36 3 8 4 32 44 256 25 1 74 144
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Table A-6.42 Supportive management for providers of delivery services

Among interviewed delivery service providers, percentage who received work-related training and personal
supervision during specific time periods, by background characteristics, Namibia HFC 2009

Percentage of interviewed service providers who received:

Training related
to delivery
services during
the 12 months

Training related

to delivery Personal and personal Most recent
services during  supervision during supervision during  training in the Number of
the 12 months the 6 months the 6 months 13-35 months interviewed
Background preceding the preceding the preceding the preceding the = delivery service
characteristics survey' survey survey survey providers?
Type of facility
Hospital 47 73 32 17 288
Health centre 32 85 27 38 110
Clinic 37 74 27 27 145
Managing authority
MoHSS 44 75 32 24 418
Mission/NGO 30 77 24 28 91
Private 36 83 19 8 35
Region
Caprivi 47 71 32 36 18
Erongo 35 75 31 19 25
Hardap 21 84 20 29 43
Karas 60 72 32 15 38
Kavango 35 73 26 26 85
Khomas 14 93 11 3 20
Kunene 42 63 28 37 26
Ohangwena 44 81 40 31 43
Omaheke 36 93 32 20 19
Omusati 51 86 40 22 74
Oshana 45 69 17 36 47
Oshikoto 50 72 37 20 64
Otjozondjupa 39 59 24 11 42
Total 41 76 30 24 543

' This refers to structured pre- or in-service training sessions, and does not include individual instruction received
during routine supervision
% Includes only providers of delivery services in facilities offering delivery service




Table A-6.43.1 Training for delivery service providers: Topics related to delivery and newborn care
Among interviewed delivery service providers, percentage who received pre- or in-service training on topics related to delivery during the 12
months or 13-59 months preceding the survey, by background characteristics, Namibia HFC 2009
Essential obstetric N e
care/ life-saving Exclusive T —
Background Delivery care Use of partograph skills Post-abortion care breastfeeding delivery service
characteristics 12m 13-35m 12m 13-35m  12m 13-35m 12m 13-35m 12m 13-35m providers
Type of facility
Hospital 24 16 24 15 23 16 17 7 19 18 288
Health centre 18 15 19 14 15 16 11 11 14 21 110
Clinic 11 16 11 17 11 13 5 8 11 13 145
Managing authority
MoHSS 18 17 19 16 17 16 12 8 16 18 418
Mission/NGO 18 16 17 16 18 15 15 9 12 14 91
Private 32 6 32 6 32 6 20 6 24 11 35
Region
Caprivi 32 25 32 25 25 25 4 7 25 21 18
Erongo 16 11 16 7 16 11 13 4 19 7 25
Hardap 12 7 10 9 11 5 4 3 4 9 43
Karas 36 14 36 15 36 14 27 8 33 12 38
Kavango 20 20 20 20 20 18 16 11 19 16 85
Khomas 11 0 11 0 11 0 0 11 11 3 20
Kunene 18 7 18 7 18 7 9 7 17 16 26
Ohangwena 12 14 12 14 8 12 9 7 20 12 43
Omaheke 10 9 10 13 7 9 7 9 16 13 19
Omusati 17 17 21 13 19 15 17 5 16 22 74
Oshana 13 38 11 38 13 38 7 9 2 45 47
Oshikoto 27 20 27 19 27 20 22 14 19 19 64
Otjozondjupa 21 2 21 2 14 5 8 5 9 7 42
Total 19 16 19 15 18 15 13 8 16 17 543
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Table A-6.43.2 Training for delivery service providers: Topics related to HIV/AIDS
Among interviewed delivery service providers, percentage who received pre- or in-service training on topics related to HIV/AIDS during the 12
months or 13-59 months preceding the survey, by background characteristics, Namibia HFC 2009
Nutrition
counselling for Modified obstetric | \umber of
Care of normal Neonatal mothers with practices for T —
Background newborn resuscitation PMTCT' HIV/AIDS HIV/AIDS delivery service
characteristics 12m  13-35m  12m  13-35m  12m  13-35m  12m  13-35m  12m  13-35m providers
Type of facility
Hospital 17 18 18 13 33 24 25 20 32 16 288
Health centre 14 18 12 16 28 37 22 31 27 31 110
Clinic 7 15 7 13 31 26 23 23 28 24 145
Managing authority
MoHSS 14 18 14 15 32 30 24 26 30 23 418
Mission/NGO 12 15 12 12 28 24 21 16 27 17 91
Private 18 8 18 10 35 6 30 6 30 8 35
Region
Caprivi 29 21 25 18 43 36 29 32 43 32 18
Erongo 12 7 10 17 26 21 22 16 23 21 25
Hardap 4 7 4 7 16 25 9 17 16 9 43
Karas 30 18 21 18 54 15 46 15 47 22 38
Kavango 17 16 18 14 29 24 23 17 27 24 85
Khomas 11 3 11 3 14 0 14 0 11 3 20
Kunene 8 16 8 13 40 37 30 42 30 39 26
Ohangwena 18 15 16 15 35 41 29 28 26 28 43
Omaheke 10 13 10 10 32 20 26 16 23 13 19
Omusati 13 21 8 16 40 24 29 29 31 22 74
Oshana 0 41 24 12 21 59 15 58 45 28 47
Oshikoto 19 19 17 19 32 28 19 16 28 21 64
Otjozondjupa 10 9 7 10 28 13 25 10 28 7 42
Total 14 17 14 14 32 27 24 23 29 21 543
' Any training on Prevention of mother-to-child transmission of HIV
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Table A-6.44 Supportive supervision for delivery service providers

Among interviewed delivery service providers who received a supervisory visit during the 6 months preceding the survey, median
number of times providers were supervised, and percentage who report specific activities of the supervisor during the last visit, by
background characteristics, Namibia HFC 2009

Median Percentage of providers reporting that during the last supervisory visit, the
number of supervisor: Number of
times staff were delivery service
supervised in providers who
the 6 months were
Background precedingthe  Checked Observed Provided  Provided Discussed Delivered = supervised in
characteristics survey records work feedback  updates  problems  supplies | past 6 months'
Type of facility
Hospital 5 94 85 90 75 81 27 210
Health centre 10 95 80 87 73 83 34 94
Clinic 1 93 61 84 78 91 41 108
Managing authority
MoHSS 4 93 76 85 76 84 35 312
Mission/NGO 15 98 84 94 66 80 28 70
Private 9 98 85 100 95 100 13 29
Region
Caprivi - 95 35 60 60 80 35 12
Erongo 9 100 84 96 77 89 42 19
Hardap 10 95 74 96 74 82 26 36
Karas 12 100 95 94 72 94 36 27
Kavango 5 92 87 87 65 76 41 62
Khomas - 100 73 88 76 88 15 19
Kunene 1 78 72 78 71 81 49 16
Ohangwena 2 95 77 96 90 84 21 35
Omaheke 3 100 96 97 89 89 40 18
Omusati - 98 73 87 74 82 18 63
Oshana 20 91 76 84 91 93 46 33
Oshikoto 4 93 68 80 71 85 34 46
Otjozondjupa 4 86 84 88 74 85 38 25
Total 5 94 78 88 75 84 32 411

" Includes only providers of delivery services in facilities offering delivery services
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Table A-6.45 Use of partograph by delivery service providers
Among interviewed delivery service providers, percent distribution of reported partograph use, by background characteristics,
Namibia HFC 2009
Partograph use Number of
interviewed
delivery
Background During past During past During past ~ Over 6 Don’t know/ service
characteristics 1 week 2-4 weeks 2-6 months months ago Never missing Total providers
Type of facility
Hospital 45 15 10 27 2 0 100 288
Health centre 27 28 11 28 5 1 100 110
Clinic 5 12 9 58 11 5 100 145
Managing authority
MoHSS 30 17 10 36 5 1 100 418
Mission/NGO 25 15 10 41 6 4 100 91
Private 62 20 8 10 0 0 100 35
Region
Caprivi 21 14 7 36 18 4 100 18
Erongo 28 16 18 32 5 0 100 25
Hardap 32 22 15 27 2 2 100 43
Karas 33 21 14 27 2 4 100 38
Kavango 26 13 11 41 8 2 100 85
Khomas 56 14 0 29 0 0 100 20
Kunene 37 17 7 35 5 0 100 26
Ohangwena 49 8 8 31 5 0 100 43
Omaheke 24 21 16 26 10 3 100 19
Omusati 36 10 4 46 2 2 100 74
Oshana 18 33 0 46 3 0 100 47
Oshikoto 27 14 18 36 2 2 100 64
Otjozondjupa 25 27 13 23 12 0 100 42
Total 31 17 10 35 5 2 100 543
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Chapter 7

Table A-7.1 Availability of services for sexually transmitted infections
(STls) in facilities reporting no primary STI services

Among facilities reporting they do not offer primary services for sexually
transmitted infections (STls), percentage where service providers for
antenatal care and family planning report that they offer STI diagnosis
and treatment to their clients, by background characteristics, Namibia
HFC 2009

Percentage of facilities where
providers report STl services are
offered to clients attending the '~ Number of

indicated service cilliftes
Background Family planning Antenatal care = reporting no
characteristics services services STI services
Type of facility
Hospital 0 8 13
Health centre 0 0 1
Clinic 0 0 10
Sick bay 50 0 2
Managing authority
MoHSS 0 25 4
Private 0 0 20
MoD/POLICE 50 0 2
Region
Caprivi 0 0 1
Erongo 0 0 3
Karas 0 0 3
Khomas 9 9 11
Omaheke 0 0 1
Omusati 0 0 2
Oshana 0 0 2
Oshikoto 0 0 1
Otjozondjupa 0 0 2
Total 4 4 26
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Table A-7.2 Availability of systems, infrastructure, and resources to support quality services for sexually transmitted
infections

Among facilities offering services for sexually transmitted infections (STls), percentage where the indicated systems and
items to support utilisation of STI services, quality counselling, infection control, and physical examination were
observed to be available, by type of facility, Namibia HFC 2009

Type of facility Total
Item Hospital ~ Health centre Clinic Sick bay percentage
Items to support utilisation of STI services
Active partner follow-up system 28 28 27 0 26
Passive partner follow-up system 91 100 97 57 96
No follow-up system for partners 9 0 3 43 4
Items to support quality counselling
Individual client record/chart 81 76 87 71 85
Visual and auditory privacy 84 93 92 71 91
Visual privacy only 3 0 1 0 1
No privacy 13 7 7 29 8
Any guidelines for STls 81 96 92 71 91
Guidelines for syndromic approach to STls 81 93 89 71 89
Any visual aids or educational materials for
STls (including HIV/AIDS) 69 98 91 100 90
Educational materials specific for HIV/AIDS 59 85 74 86 74
Male condoms at service delivery site 72 87 90 71 88
Female condoms at service delivery site 44 70 68 43 66
Male condoms anywhere in facility 100 100 99 86 99
Female condoms anywhere in facility 97 89 79 71 82
All items to support quality counselling’ 38 63 67 14 63
Items for infection control
Soap 94 87 84 86 85
Running water 100 98 84 100 87
Soap and running water 94 85 76 86 79
Hand disinfectant 66 54 58 29 58
Soap and running water or else hand
disinfectant 97 93 89 86 91
Clean latex gloves 94 100 91 71 92
Disinfecting solution 69 76 74 57 74
Sharps box 97 98 97 71 97
All items for control of infection? 66 67 65 57 65
Waste receptacle? 38 41 34 14 35
All items for control of infection plus waste
receptacle 28 28 25 0 25
Tablecloth or plastic on any surface 9 4 14 57 13
Items for physical examination
Visual and auditory privacy 88 100 94 100 94
Visual privacy 3 0 1 0 1
No privacy 9 0 5 0 5
Examination bed/ couch* 91 96 95 71 94
Examination light® 69 48 32 0 37
All items for examination 50 48 30 0 34
All conditions to provide quality physical
examination® 44 28 20 0 23
Number of facilities offering STI services 32 46 285 7 370

" Private room assuring visual and auditory privacy, any guidelines for STI diagnosis and/or treatment, any visual aids or
educational materials, individual client chart, and male or female condoms in STl service area

2 Soap and running water or else hand disinfectant, latex gloves, disinfecting solution, and sharps box

* While important for infection control, a waste receptacle with plastic liner was not included in the aggregate for
infection control.

* Any type of couch or bed where a woman can lie down flat

> Examination light, flashlight or other spotlight source

¢ All items for infection control (soap, water, latex gloves, disinfecting solution, and sharps box), visual and auditory
privacy, examination bed or couch, and examination light




Table A-7.3 Availability of specific tests for diagnosis and medicines for treatment of sexually transmitted infections

Percentage of facilities offering services for sexually transmitted infections (STls) that have equipment and tests for etiological

diagnosis of STls and medicines for treating STls, by type of facility, Namibia HFC 2009

Type of facility

Total

Item Hospital ~ Health centre Clinic Sick bay percentage
Items for etiologic examination
Vaginal speculum 75 70 43 0 48
Swab stick for specimen 50 50 23 0 28
Syphilis test capacity’ 91 96 89 57 89
Gonorrhoea test capacity? 81 96 89 57 89
Chlamydia test capacity’ 19 17 24 14 23
Wet mounting test capacity* 91 98 93 57 92
HIV/AIDS testing capacity® 72 89 78 86 79
All five laboratory tests 19 17 24 14 23
Medicines for treatment
Metronidazole (trichomoniasis) 100 96 89 86 91
Ceftriaxone (gonorrhoea) 97 85 78 57 80
Ciprofloxin (gonorrhoea) 91 96 86 100 88
Amoxicillin (Chlamydia) 100 87 87 86 88
Augmentin (Chlamydia) 38 2 3 0 6
Norfloxacin (Chlamydia, gonorrhoea) 3 0 1 0 1
Doxycycline (Chlamydia, syphilis) 94 89 86 57 86
Tetracycline (Chlamydia, syphilis) 0 0 2 0 1
Erythromycin (Chlamydia, syphilis) 97 89 79 100 82
Any injectable or oral Penicillin (syphilis) 100 98 95 71 95
Nystatin oral or vaginal suppositories (candidiasis) 100 50 51 29 54
Miconazole cream or suppositories (candidiasis) 6 0 2 0 2
Clotrimazole cream or suppositories (candidiasis) 100 100 86 57 88
At least one medicine for:
Trichomoniasis 100 96 89 86 91
Gonorrhoea 100 98 94 100 95
Chlamydia 100 100 97 100 98
Syphilis 100 100 98 100 98
Each of the four STls assessed® 100 93 85 86 88
Number of facilities offering STI services 32 46 285 7 370

! Either VDRL or PCR with functioning rotator or shaker, or RPR test

* Gram stain reagents and functioning microscope and glass slides, or culture capacity, i.e., culture medium plus incubator
* Giemsa stain for Chlamydia and functioning microscope and glass slides, or PCR for Chlamydia testing

* Functioning microscope and glass slides

® ELISA, Western Blot, HIV rapid test or any other HIV testing capacity available in the facility

© At least one medicine for treating trichomoniasis, gonorrhoea, Chlamydia, and syphilis available in the facility
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Table A-7.4 Information on user fees for services for sexually transmitted infections
Percentage of facilities with user fees for STI services and among those with user fees, percentage where each of the indicated fee systems is utilised, and
percentage publicly posting fees by background characteristics, Namibia HFC 2009
Number of
Percentage where fees are posted | facilities
Percentage of facilities charging for the indicated item: Number of in public view having any
No charges | facilities user fees
Background Health ordon't |offering STI All fees are Some fees No fees are  for STI
characteristics passport  Consultation Medicines Tests  Registration ~ know services posted  are posted  posted services
Type of facility
Hospital 22 41 13 3 25 6 32 50 13 37 30
Health centre 26 46 20 4 33 4 46 25 2 73 44
Clinic 18 51 23 4 24 5 285 24 2 74 272
Sick bay 0 0 0 0 0 100 7 - - - 0
Managing authority
MoHSS 19 49 17 1 27 2 302 27 2 72 296
Mission/NGO 25 39 32 0 18 0 28 21 7 71 28
Private 14 72 59 38 17 24 29 27 18 55 22
MoD/POLICE 0 0 0 0 0 100 11 - - - 0
Region
Caprivi 0 85 0 0 15 0 27 41 0 59 27
Erongo 21 33 9 6 15 36 33 33 14 52 21
Hardap 24 62 33 10 29 10 21 32 11 58 19
Karas 23 55 32 14 23 0 22 36 14 50 22
Kavango 14 39 40 5 21 2 57 18 0 82 56
Khomas 32 68 32 18 41 9 22 35 10 55 20
Kunene 57 39 7 0 43 4 28 26 0 74 27
Ohangwena 6 50 9 0 34 0 32 38 0 63 32
Omaheke 20 60 20 0 13 0 15 27 0 73 15
Omusati 4 40 28 2 32 2 47 7 0 93 46
Oshana 0 61 11 0 11 11 18 13 0 88 16
Oshikoto 43 48 0 0 19 0 21 24 5 71 21
Otjozondjupa 19 30 30 0 15 11 27 38 0 63 24
Total 19 49 21 4 25 6 370 26 3 71 346
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Table A-7.5 Supportive management of service providers for sexually transmitted infections

Among interviewed providers of services for sexually transmitted infections (STls), percentage who received work-
related training and personal supervision, by background characteristics, Namibia HFC 2009

Percentage of interviewed service providers who received:
Training related

to STls during the
12 months and
Training related Personal personal Most recent
to STls during the supervision during  supervision  training in the 13- Number of
12 months the 6 months during the 6 35 months interviewed

Background preceding the preceding the  months preceding  preceding the | providers of STI
characteristics survey' survey? the survey survey services®
Type of facility

Hospital 55 73 39 19 314

Health centre 60 77 45 24 194

Clinic 56 69 39 23 403

Sick bay 23 59 9 27 19
Managing authority

MoHSS 59 73 43 22 746

Mission/NGO 50 80 41 24 108

Private 34 36 9 23 44

MoD/POLICE 36 66 20 24 31
Region

Caprivi 73 72 59 14 27

Erongo 51 64 36 24 76

Hardap 27 76 23 22 75

Karas 65 74 43 17 59

Kavango 50 75 34 21 124

Khomas 61 63 33 15 96

Kunene 54 68 41 34 42

Ohangwena 54 79 43 34 84

Omaheke 55 92 50 30 25

Omusati 63 82 50 26 102

Oshana 74 79 60 24 55

Oshikoto 58 69 40 23 99

Otjozondjupa 61 50 33 10 67

Total 56 72 40 22 930

' Training here refers to structured pre- or in-service sessions anytime during the 12 months preceding the survey and
does not include instructions that they may have received during supervision.

2 Providers were personally supervised any time during the 6 months preceding the survey.

3 Includes only providers of STI services in facilities where STI services are offered in any assessed service site or
location.
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Table A-7.6_Training for providers of services for sexually transmitted infections

Among interviewed providers of services for sexually transmitted infections (STls), percentage who received pre- or in-service training
on specific topics during the 12 months or 13-35 months preceding the survey, by background characteristics, Namibia HFC 2009

Syndromic approach

Any diagnosis and for diagnosing and Any course related to  Specific course r1€|ated ir:ttg:/?:v:/gg
Background treatment for STls treating STls HIV/AIDS to PMTCT T carviee
characteristics 12m 13-35m 12m 13-35m 12m 13-35m 12m 13-35m | providers?
Type of facility
Hospital 19 18 15 18 37 19 37 17 314
Health centre 26 21 23 22 45 21 26 31 194
Clinic 23 20 22 18 39 23 29 22 403
Sick bay 4 21 4 12 23 12 0 12 19
Managing authority
MoHSS 25 20 21 20 41 21 31 24 746
Mission/NGO 12 21 12 20 35 24 37 14 108
Private 18 11 18 8 27 15 24 13 44
MoD/POLICE 7 15 3 9 36 15 0 7 31
Region
Caprivi 15 23 8 26 57 14 33 26 27
Erongo 30 20 27 18 34 23 20 23 76
Hardap 4 2 3 2 27 17 10 18 75
Karas 21 11 21 9 47 20 49 10 59
Kavango 10 22 10 21 37 19 30 20 124
Khomas 42 10 32 16 37 14 17 13 96
Kunene 24 44 19 33 38 30 26 43 42
Ohangwena 18 18 17 15 45 24 34 27 84
Omaheke 7 10 5 7 44 24 35 21 25
Omusati 33 21 32 22 28 36 36 28 102
Oshana 43 28 42 28 63 16 40 40 55
Oshikoto 12 37 9 36 37 19 39 22 99
Otjozondjupa 24 9 22 8 43 7 34 11 67
Total 22 20 20 19 39 21 30 22 930

' Prevention of mother-to-child transmission of HIV/AIDS
% Includes only providers of STl services in facilities where STl services are offered in any assessed service site or location
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Table A-7.7 Supportive supervision for providers of services for sexually transmitted infections
Among interviewed providers of services for sexually transmitted infections (STls) who were personally supervised in the 6 months
preceding the survey, median number of times they were supervised, and percentage who report specific activities by the
supervisor during the last visit, by background characteristics, Namibia HFC 2009
Number of STI
Median service
number of providers who
times staff were . . . . . received
supervised in Percentage of providers reporting that during the last supervisory visit, supervision in
the 6 months the supervisor: the 6 months
Background precedingthe ~ Checked Observed Provided Provided Discussed Delivered | preceding the
characteristics survey records work feedback  updates  problems  supplies survey'
Type of facility
Hospital 5 96 84 84 78 84 28 228
Health centre 4 93 82 86 76 85 32 149
Clinic 3 93 69 84 71 88 36 280
Sick bay 6 89 76 76 68 83 19 11
Managing authority
MoHSS 4 94 75 84 75 86 32 545
Mission/NGO 3 97 89 90 70 83 32 87
Private 3 92 92 92 83 92 29 16
MoD/POLICE 4 84 72 68 77 91 19 21
Region
Caprivi 3 87 55 64 65 84 44 19
Erongo 4 99 79 88 75 89 24 49
Hardap 4 91 76 90 71 83 24 57
Karas 5 97 88 92 73 92 33 44
Kavango 4 93 85 84 68 76 37 94
Khomas 4 88 75 60 76 90 34 60
Kunene 3 94 75 89 63 93 42 29
Ohangwena 4 96 60 90 78 79 28 66
Omaheke 3 100 89 94 86 91 36 23
Omusati 4 98 78 91 79 91 23 83
Oshana 7 97 80 89 89 90 36 43
Oshikoto 3 92 76 81 70 89 35 68
Otjozondjupa 4 88 79 85 79 83 37 33
Total 4 94 77 84 75 86 32 669
" Includes only providers of STI services in facilities where STI services are offered in any assessed service site or location.
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Table A-7.8 Utilisation of services for sexually transmitted
infections and sources of data on sexually transmitted
infections

Median average monthly number of clients for sexually
transmitted infections (STls) by background characteristics,
Namibia HFC 2009

Median average Number of
Background number of STl facilities reporting
characteristics clients per month’ statistics
Type of facility
Hospital 21 26
Health centre 15 42
Clinic 5 259
Sick bay 2 6
Managing authority
MoHSS 6 283
Mission/NGO 10 28
Private 7 13
MoD/POLICE 3 9
Region
Caprivi 4 27
Erongo 7 29
Hardap 4 18
Karas 2 9
Kavango 6 54
Khomas 12 14
Kunene 6 28
Ohangwena 9 32
Omaheke 16 15
Omusati 3 42
Oshana 9 17
Oshikoto 11 21
Otjozondjupa 7 27
Total 6 333

T Median value for the average of the number of months
out of the past 12 months for which data were available.
Data are from health information system monthly reports
available at the facility on the day of the survey. Data were
requested for the 12 months preceding the survey, but
frequently some months were missing. Information from
the months for which data were available was summed and
an average monthly number of clients calculated for each
facility. This number was then used to calculate the median
number of clients per month.




Table A-7.9 Lab capacity to provide services for tuberculosis

Among facilities providing any tuberculosis (TB) services, percentage that have the capacity to test for TB and
medicines for treating TB, by type of facility, Namibia HFC 2009

Type of facility Total

Item Hospital ~ Health centre Clinic Sick bay percentage
Capacity to stain sputum for TB

diagnosis’ 28 31 28 60 29
Capacity to conduct microscopic

sputum exam? 89 98 94 80 94
Capacity to stain and conduct

microscopic sputum exam® 28 31 28 60 29
Capacity to culture* 17 18 21 60 21
Availability of medicines

Ethambutol tabs 89 31 24 0 32

Isoniazid (INH) tabs 89 64 65 20 67

Pyrazinamide tabs 78 29 13 0 22

Rifampin tabs 92 31 11 0 22

Streptomycin injection 89 64 37 40 46

Rifina (rifampin & INH) 94 96 83 40 85

RHZ, Rifater (Isoniazid +

rifampin+pyrazinamide) 81 69 58 20 61
EH (Isoniazid + ethambutol) 25 16 13 0 14
4FDC (INH, Ethambutol,

Pyrazinamide, rifampin) 94 91 79 40 82
Amikacin 61 7 2 0 8
Capreomycin injection 42 0 0 0 5
Cycloserin tabs 61 2 2 0 8
Etionamide tabs 83 24 9 0 19
Levofloxacine 67 2 3 0 10
Para-amino salicylic acid 44 2 1 0 6
Pre-packed DOTS TB drugs 42 24 28 20 29
All first-line TB medicines available® 89 67 51 60 57
Number of facilities providing TB

diagnostic, treatment and/or

follow-up services 36 45 259 5 345

" Class slides plus all stains for AFB or Ziehl-Neelson

2 Functioning microscope

* Functioning microscope and glass slides plus all stains for AFB or Ziehl-Neelson

* Culture medium (e.g., MGIT 960) and a functioning incubator

> Any combination of Pyrazinamide, rifampicin, ethambutol, Isoniazid and streptomycin. If medicines provided
are pre-packaged for individual DOTS clients, medicines had to be available for all DOTS clients currently on
treatment from this facility.
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Table A-7.10.1 Supportive management of TB services: Laboratory diagnostic services

Among interviewed providers of laboratory TB diagnostic services, percentage who received work-related
training and personal supervision during specific time periods, by background characteristics, Namibia
HFC 2009

Percentage of interviewed providers of TB diagnostic services who:

Both received

pre- or in-
service training ~ Most recent
during the past ~ pre- or in-

Received pre- Were 12 months and  service training = Number of
or in-service personally  were personally ~ was 13-35 interviewed
training during  supervised in supervised months providers of lab
Background the past 12 the past6  during the past preceding the | TB diagnostic
characteristics months' months 6 months survey services®
Type of facility
Hospital 20 89 20 44 37
Health centre 0 89 0 7 9
Clinic 0 51 0 0 12
Managing authority
MoHSS 8 80 8 25 41
Mission/NGO 30 100 30 49 14
Total 13 81 13 29 58

' This refers to structured pre- or in-service training sessions, and does not include individual instructions
received during routine supervision.

% Includes only providers of lab TB services in facilities where TB services are offered in any assessed
service site or location

3 Total number includes 2 providers in private and 1 provider in MOD/POLICE-managed facilities.




Table A-7.10.2 Supportive management of TB services: Clinical services

Among interviewed clinical providers of TB services, percentage who received work-related training and
personal supervision during specific time periods, by background characteristics, Namibia HFC 2009

Percentage of interviewed clinical providers of TB services who:

Both received
pre- or in-
service training

Most recent

during the past ~ pre- or in-
Received pre- Were 12 months and  service training = Number of
or in-service personally  were personally  was 13-35 interviewed
training during  supervised in supervised months clinical
Background the past 12 the past6  during the past preceding the ' providers of TB
characteristics months' months 6 months survey services?
Type of facility
Hospital 31 68 23 18 247
Health centre 41 77 30 24 181
Clinic 38 73 31 31 380
Sick bay 37 69 31 31 10
Managing authority
MoHSS 37 72 29 27 655
Mission/NGO 37 86 33 21 110
Private 25 30 6 17 32
MoD/POLICE 35 72 25 20 21
Region
Caprivi 43 67 37 25 25
Erongo 30 69 25 26 78
Hardap 31 83 29 19 75
Karas 39 70 27 21 53
Kavango 39 78 33 22 114
Khomas 48 57 28 12 66
Kunene 24 73 13 49 28
Ohangwena 43 78 34 24 69
Omaheke 38 91 38 19 22
Omusati 30 78 25 37 93
Oshana 40 70 31 26 77
Oshikoto 38 80 33 24 60
Otjozondjupa 32 44 17 33 56
Total 37 72 28 25 817

" This refers to structured pre- or in-service training sessions, and does not include individual instructions
received during routine supervision.
% Includes only clinical providers of TB services in facilities where TB services are offered in any assessed

service site or location. Excludes providers of laboratory TB diagnostic services only.
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Table A-7.11 Tuberculosis treatment and/or follow-up using DOTS strategy

Percentage of facilities following direct observed treatment short-course (DOTS) strategy, and among these, percentage having the indicated components, by background
characteristics, Namibia HFC 2009

Percent of facilities offering:

Among facilities following DOTS strategy for TB treatment, percentage:

With observed

TB treatment Number of
protocol at any facilities
Reporting they  With observed  site offering TB ~ With all first- following
are part of up-to-date treatment line TB With all items ~ DOTS strategy
Background DOTS strategy - Number of  national DOTS  client register  following the medicines for TB for TB
characteristics Any TB services for TB facilities programme for DOTS DOTS strategy’ available’ indicator’ treatment
Type of facility
Hospital 80 44 45 95 90 100 95 85 20
Health centre 96 57 47 89 81 96 81 67 27
Clinic 88 51 295 88 81 97 66 57 150
Sick bay 56 44 9 100 50 100 75 50 4
Managing authority
MoHSS 93 55 306 92 83 98 73 63 169
Mission/NGO 93 54 28 73 87 100 60 53 15
Private 51 18 49 56 44 78 44 33 9
MoD/POLICE 69 62 13 100 63 100 75 63 8
Region
Caprivi 96 29 28 50 63 100 50 25 8
Erongo 94 61 36 95 82 95 68 64 22
Hardap 90 57 21 100 100 100 100 100 12
Karas 88 76 25 84 68 95 68 53 19
Kavango 93 58 57 85 73 100 67 52 33
Khomas 55 36 33 92 92 100 100 92 12
Kunene 71 25 28 100 71 100 57 57 7
Ohangwena 94 66 32 100