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FOREWORD

The Government of the Republic of Namibia recognieat health is a fundamental
human right of all Namibians and is committed féwiaging health for all Namibians.
With this in mind, the Government, through the Miny of Health and Social Services
(MoHSS), adopted the Primary Health Care (PHC) @gghr for provision of health care
services, with Community Based Health Care (CBHG) aa strategy to achieve
community participation and involvement in their mwealth. Communities and civil
society are currently participating in a wide ramgdealth related programmes, the most
common ones focus on health education, HIV/AIDS|ama and tuberculosis. They are
usually supported by Community-Based Organisatig@80Os), Non-Governmental
Organisations (NGOs), Faith-Based Organisation®O@)Eand the MoHSS.

The MoHSS has developed this Community-Based Hé&zdire Policy that lays out the
framework for the implementation of community lleadare and support which is holistic
and responsive to the needs of communities andrircplar for households.

The aim of the CBHC policy is to further empowemtounities to take charge of
initiatives that will promote public health, reduewrbidity and mortality among children,
adolescents and adults as well as to enhance coityroumership of joint efforts and self-
reliance in resource mobilisation and problem sgjvi

The MoHSS has created a strong support systenofomunity health care. New health
facilities have been built; health workers have rbémined in Participatory Rural
Appraisal (PRA) techniques to enable them to worth wommunities; and outreach
teams are in place. This document provides a ped@pproach to the use of community
structures, coordination of responsibilities and $ustainable use of community health
care providers in CBHC.

It is my earnest belief, that all health workersl ather community development workers
in Namibia, regardless of their level of functiosbpuld fully acquaint themselves with the
contents of this policy. This will lead towards jag comprehensive understanding of the
health care system in Namibia and the respectiles rand responsibilities of key role

players thus improving service provision in comntyihealth care.

DR RICHARD NCHABI KAMWI, MP
MINISTER of HEALTH AND SOCIAL SERVICES




PREFACE

This policy on Community Based Health Care (CBH&3 been developed using the 1992
Primary Health Care/Community Based Health Caredejumes as its basis. It has
incorporated input from a series of intersectoraktimgs, experience of best practice, and
most recently from a National Conference on Volensen and a National Consultative
Workshop on Community/Home-Based Care. The consearfsdeas, strategies and actions
are hereby acknowledged.

The CBHC policy gives a brief overview of key hbalssues currently faced by the
Namibian communities and describes the policy,gméhciples, objectives and strategies
that will lead to better service delivery at alvéés and from partners that contribute to
improved health of communities.

This document is structured as follows:

Chapter 1 gives the background; discusses ragoaatl how the document was
developed;

Chapter 2 gives a situation analysis of CBHC imiNtaa;

Chapter 3 presents the policy framework;

Chapter 4 outlines institutional framework for ipglimplementation at the different
levels and with its partners including NGOs; CB@d &BOs

Chapter 5 highlights the resource implications;

Chapter 6 presents the process of monitoringuatiah and reporting

The Ministry of Health and Social Services acknalgles the active participation of its
partners in developing this policy. The partnere aqually expected to continue
rendering support during the implementation of fhosicy. Special gratitude goes to the
CBHC Staff, the Family Health Division within theirBctorate of Primary Health Care
Services and the office of the Deputy Permanentefay. Also, the Ministry would like
to thank UNICEF and USAID for financial support tasmds the production of this
document.

This national policy calls for better coordinati@md integration of services and is
intended for use by all those involved in CBHC iranNbia. It will facilitate the
implementation of Primary Health Care programmaegiwithe Namibian context.

It is my trust that this policy will provide the dadation upon which we will achieve
Health for All Namibians.

This policy will be revised periodically taking smtonsideration the continuous changing
of community health situation in the world.

Mr. KAHIJORO KAHUURE
PERMANENT SECRETARY




ABBREVIATIONS

AIDS
CACOC
CBHC
CBO
CDC
CHC
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Health Worker
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Infant Mortality Rate

Ministry of Health and Social Services
Ministry of Gender Equality and Child Welfare
Namibia Non-governmental Organisation Forum
National Demographic Health Survey

Non Governmental Organisation

Primary Health Care Services

Principal Medical Officer

Prevention of Mother to Child Transmission
Participatory Rural Appraisal

Regional Aids Coordinating Committee
Regional Development Coordinating Committee
Regional Management Team

Tuberculosis
Traditional Birth Attendant

Traditional Healer
Training / Trainers of Trainers
University of Namibia

United Nations Children’s Fund
Village Development Committee
Village Health Committee

World Health Organisation
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CHAPTER 1: INTRODUCTION

11 BACKGROUND

Primary Health Care has been the main focus forptieenotion of ‘Health for All”. The
Primary Health Care (PHC) approach was adoptedhbyMinistry of Health and Social
Services (MoHSS) at Independence and has beenasggide the restructuring of the health
sector in Namibia. In line with achieving its olfjge of Health for All Namibians, the
government has been gradually shifting resourcdabeadisadvantaged regions, focusing on
preventive services and basic care provided bycslirmobile health teams and community
health care providers, in order to balance the uabties in the formerly disadvantaged
regions. The MoHSS has made progress in streamliaimd restructuring what was a
curative-based health system to be a more commarnigptated system. The introduction of
Integrated Management of Childhood llinesses (IM@) many health districts is one
example.

The Primary Health Care approach comprises of pitexes promotive, curative and
rehabilitative services delivered in collaboratieith other sectors, communities and partners
in health. It is guided by seven principles asioat in the MoOHSS 1998 Policy Framework
“Towards Achieving Health and Social Well-being fdl Namibians”. They are: Equity — to
ensure equitable distribution of services/resoyraeailability; accessibility and affordability
of health and social services; community involvetnero ensure active participation in
planning, organising, implementation, monitoringl avaluation of services by communities;
sustainability; intersectoral collaboration and lgyaf care.

Community-Based Health Care (CBHC) is a strategyafthieving the goals of PHC within
the overall objective of national health. As aregral part of PHC, CBHC reinforces the PHC
concepts and principles. CBHC deals with all heedtated matters affecting the communities
directly. Clinics, health centres and mobile outreaervices as well as a number of specific
community-based health interventions are the pynhmegalth care services directly involved
with communities and as such they are part of CBHMGddition, many Community Based
Organisations (CBOs), Non Governmental OrganisatiiGOs), Faith Based Organisations
(FBOs), private sector organisations and praciiesnand community based traditional health
practitioners actively complement the work of tlevgrnment in an effort to provide much
needed support to community members especialljiénarea of health and social services.
HIV/AIDS, malaria and tuberculosis have placed ghhburden on communities which has
prompted many community members to involve thenesein voluntary work. This work is
very vital to the Namibian nation and is stronghpported by the government.

Community-Based Health Care is a comprehensiveirtegrated community programme,
involving health, agricultural, and economic adtas undertaken by individuals, families and
groups within the community. Communities identifiydaprioritize their own problems and
needs and mobilise resources to address these.




CBHC includes information, education and trainigneerning prevailing health problems in
communities and the methods of preventing and othmty them; promotion of proper
nutrition, maternal and child care; immunisationaiagt the major infectious diseases;
prevention and control of locally endemic diseasesh as diarrhoeal diseases, acute
respiratory infection and malaria; reproductiveltreaervices, including family planning and
the prevention and control of sexually transmittefictions with particular emphasis on
HIV/AIDS; appropriate treatment for common diseasesl injuries; oral health; mental
health; rehabilitation for people with disabilitiechool health, environmental health and the
improvement of living conditions. Closely linked tommunity health outcomes are the
provision of other basic needs - improved livingnditions, adequate supply of safe water and
basic sanitation.

CBHC extends coverage of services and increasesuimer of potential beneficiaries by
bringing more people under the direct influencel@felopment activities. Participation by all
those concerned results in a better coordinatiolesdurces and activities. It ensures benefits
are gained from the use of local knowledge, skilld resources.

Community-Based Health Care (CBHC) is guided byaymmme within the Primary Health
Care Directorate of the MoHSS. This programme eat®ss and aims to support all other
Primary Health Care programmes in their actividesommunity level.

1.2 RATIONALE

The National PHC/CBHC Guidelines were launched 9921 These gave the MoHSS the
mandate to design, develop and implement prograntimaé$ocus on promotion of health at the
community level. In addition, they provided a bdee decentralisation and inter-sectoral
collaboration with joint identification and priagation of needs at the community level by all
sectors including Non Governmental OrganizationSQs).

With the increasing number of clinics, mobile heattams and community health care
providers who fulfil a vital role in bringing hehltare to the household level, the PHC/CBHC
Guidelines (MoHSS 1992) are no longer specific ghouo guide and support the
implementation of a community based approach ton&y Health Care. With growing
experiences in community work and with increasingnbers of stakeholders involved in the
implementation new challenges have evolved.

The PHC/CBHC Capacity Building Programme Review 2000 recommended the following:

* The CBHC programme needs to be revisited by dtkestalders;

* The responsibility of Community Health Workers (CHWshould be reviewed, for
example, they should be involved in outreach seraxivities;

» Supervision and support to both health workers@HtlVs need to be strengthened;

* The concept “collaboration” requires thorough as&lyand good understanding by all
key stakeholders; and above all,

e The MoHSS should develop a policy for the CBHC Paagne.

This policy document is the realisation of thesmremendations.




A national rapid assessment on community voluntaacs CBHC (CBHC) Programmes was
carried out in 2006. Key findings included:

« The huge variation that exists between the singglnition of volunteers (people
who freely offer their time, knowledge and skillsh)d what volunteers expected to
receive in practice;

« The variation in the work involved, time spent ahstances travelled by volunteers;

* The variation in the duration and content of tnaghwhich volunteers received;

e The variation in the way volunteers were rewarded supported;

* A general agreement across all regions that votustehould be rewarded and that an
incentives package should be defined and standakdis

At a National Conference on Volunteers held in Delser 2006, it was recommended that
volunteers should receive adequate tools, recagnénd reward. However, it was noted that
any remuneration and supervision could imply thaltinteers were in fact employees under
the Labour Act and therefore it was recommended tdamibia Non-governmental
Organisation Forum (NANGOF) or volunteers orgamiset individually, should apply for
volunteer exemption from the Ministry of Labour.€rb was general support to standardise
volunteer incentives but there was recognition thatide variation existed in the capacity of
NGOs, FBOs and CBOs to raise funds, and a simiaatron in the actual work of the
volunteers.

A National Consultative Workshop on Community/HoB&sed Care was held in February
2008 to look at standardizing the provision of camity/home-based care and the
subsequent training required for community/homesbagare providers. The relevant
recommendations and outcomes of that consultatime been incorporated into this policy,
including the recommendation to move away from dglee@eral termvolunteer to the more
specific termCommunity Health Care Provider (CHCP) when referring to individuals who
provide health care services within the community Wwho are not staff members of an
organisation, ministry or institution.

It is the main aim and intention of this policy tefore to build on the strengths and address
the challenges that have come to light and to n@BEIC in Namibia forward in an effective
and sustainable way.




CHAPTER 2: SITUATION ANALYSIS

2.1 THE HEALTH STATUS

The level of health in Namibia is well below whautd be expected from the country’s Gross
Domestic Product level. There are several contnigufactors to this: the vastness of the
surface of Namibia and the low population densityniost areas, the many population groups,
which vary in languages, economic activities, aatudentity and social behaviours and the
former health system, which did not address thel:ieéthe rural communities.

Namibia’s health status is as follows: Life expecta was estimated by the National
Population Census (2001) for men and women as &7d650.2 years respectively. This is
considerably lower than the average for middledsmeaountries, which is 67 years.

The infant mortality rate (IMR) declined from 57r@ge000 (NDHS 1992) to 52 per 1,000 live
births (National Population Census, 2001). Alse, timder-five mortality has improved from
83 per 1,000 (NDHS 1992) to 71 per 1,000 live lsir(National Population Census, 2001).
However, the maternal mortality ratio has increafseth 225 maternal deaths per 100,000 to
271 per 100,000 live births (NDHS 2000) and furttee46 per 100,000 live births (2007
NDHS Preliminary Data).

The major causes of death among children underyars of age (accounting for 75% of
total) remain diarrhoea, malnutrition, malaria, aHiV/AIDS all of which are largely

preventable and treatable (HIS, 2005). Major causfesleath in adults are HIV/AIDS,

Pulmonary Tuberculosis, Pneumonia, Diarrhoea/ Gesteritis and Malaria (HIS, 2005)..

HIV/AIDS has become the principal public health [deom in Namibia. According to 2006
HIV Sentinel Survey, 19.9% of pregnant women tegtesltive for HIV. According to the
data on mortality in hospitals compiled by MoHSS$YHAIDS has become the most frequent
cause of death since 2000. In 2006, the HIS repanat HIV/AIDS accounted for 23% of all
reported deaths and for 36% of deaths in the agepgof 15 to 49 years. HIV/AIDS related
diseases are also major causes of hospitalisafloe.number of patients with this diagnosis
increased from 355 in 1993 to 17,553 in 2006.

2.2 COMMUNITY BASED HEALTH CARE

Over the last ten years, there has been an inogeasumber of community based

organisations and larger NGOs and FBOs that hawenhe involved in delivering CBHC at

the household level. This has been largely in nespdo the increasing number of people
infected and affected by HIV/AIDS and TB but sommegrammes focus on broader public
health issues. In 2007, NANGOF registered mora t230 civil society organisations that

jointly support more than 20,000 volunteers, mdstlmom provide health care and support.

Human resources have been developed through toeergation of hundreds of health
workers in PHC/CBHC including Participatory Rurgbgkaisal techniques and thousands of




community health care providers have come forwadl fzave been trained to deliver various
aspects of community health to individuals and lebods.

A huge part of community based health care is ttevipion of home based care, as an
essential component of the continuum of care fosqes living with HIV/AIDS and other
diseases. Home-based care is the holistic, compsetgecare of clients that is extended from
the health facility to the client's home throughmity participation and community
involvement within available resources and in dmdiation with health care workers. It
encompasses clinical care, nursing care, palliatare, counselling and psycho-spiritual care
and social support. Referring to Palliative Cane, Mational Policy on HIV/AIDS states that:

1. All patients shall be provided with adequate arfeéative palliative care at all times.
Appropriate training and resources shall be maddable to care providers;

2. Appropriate pain medication shall be made availatl¢he appropriate level in the
health system and community and personnel shatbbeed in a step-wise approach to
pain management which will include relevant nacatedication when indicated.

Home based care aims to facilitate the contindithe client’s care from health facility to
the home and community and to empower the clights,family and the community
with the knowledge and skills needed to ensure-teng care and support;

The outreach points (visited by outreach teamiiadi and health centres are situated in the
community. They are the primary level of healthecaithin a health district and provide the
direct link between the formal health system anel tbmmunity. Outreach services aim to
provide the same high quality and essential packdggervices as offered at fixed clinics
(Refer to the MoHSS Draft Outreach Policy, 1999).

Another important point of contact between the tieaystem and the community is through
schools. (Refer to the Draft School Health Pol207).

Considerable progress has been made towards CBH&I fatizens but there is often a lack
of community participation, integration and coosmtion between all the key role players.
Namibia is experiencing inadequate human resouates! levels in the MoHSS to plan,

organise, coordinate and implement CBHC and Outreervice activities; CHCPs often

experience inadequate resources and supervisionsapplort from the community, their

support organisations, or from the MoHSS. The rasjlities of different stakeholders in

supporting (CBHC) and Community Health Care ProssdéCHCPs) are often not well

understood. If the challenges are not addressediCCBervices will continue to be

fragmented and the quality will vary from one areanother. The CBHC Policy is a result of a
continuous process of deconcentration and devalaiaesponsibility, authority, ownership and
resources towards our communities.

By supporting CBHC programmes, a significant cdntion will be made to reducing
infection rates of diseases and improving healtb@mues.
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CHAPTER 3: POLICY FRAMEWORK

3.1 GOAL

The goal of this policy is to empower and motivedenmunities to initiate, strengthen and own
community actions and household practices that pnimote health, prevent ilinesses and
provide palliative care in order to reduce morlyidihd mortality and improve the quality of life
of all Namibians.

3.2 PRINCIPLES

The following principles will guide the implementant process of this policy namely: equity,
availability and accessibility, affordability, conumity involvement, sustainability, justice,
inter-sectoral collaboration and quality of care:

1. Volunteerism will be promoted and supported as raestone for achievinguality
community care.

2. The health care system at local level will strive duild partnerships to support
Community based health care activities with the wamity at large, Community
Health Care Providers (CHCPs) and their suppodividjsociety organisations;

3. A participatory approach focusing on community ilwement, community ownership
and community leadership will be used when idemtgyhealth needs, planning,
implementing, monitoring and evaluating CBHC acigs;

4. CBHC will be considered as a process whereby gtgdaad continuously people
increase their control over social, political, esonic and environmental factors
affecting their health status;

5. The approach for community based health care inibiamwill be flexible and tailored
to meet the individual needs of districts, commiesiand households;

6. Local traditional beliefs, practices and behaviowr be recognised and considered
when planning new initiatives; positive practicesngy encouraged and promoted, and
potentially negative practices being discouraged.

7. Gender equality will be promoted in order to ackiewn equal basis for development of
men and women;

8. The specific unique needs of children and theirltheare will be addressed and
promoted;

11




9. CBHC is an integral and fundamental component efttealth system and at all times
the focus will be on integration of activities imder to enhance effectiveness and
efficiency;

10.Intersectoral coordination, collaboration and extfetween key partners and sectors
will form part of all CBHC activities;

3.3 OBJECTIVES
The following are the objectives the CBHC policy:

1. To empower communities to increase awareness anal&dge and improve attitudes
and practices related to the prevention, treatmearge (including both curative and
palliative) and rehabilitation of most common dsesa

2. To set standards for CBHC to ensure the effectivplementation of quality
programmes.

3.4  DEFINITIONS

3.4.1 Community Resource Persons

Communities have a wide range of local expertisg particular individuals are resource

people for community based health care. Individualsch as principals, teachers,

Constituency Councillors, Constituency Developme&dbmmittee members, extension

workers, and many others are all community resopemple. In other communities members
of constituency care committees for orphans anderable children visit homes which have a
high number of such children, especially elderlyyouth headed household. These are all
examples of community resource people.

3.4.2 Community Health Care Providers (CHCP)

Community health care providers are persons traittegoromote health and welfare at
community level. They may be volunteers or paidvlers. They include Traditional
Healers, Traditional Birth Attendants, Home-Basette@ivers, Community Health Workers
(CHWSs), Peer Counsellors, Health Educators, HeRittmoters, Family Visitors and other
persons engaged in health, as well as extensiokensofrom other sectors.

» Traditional healers are highly respected in comtmesiand community members have
confidence in their information. Traditional healdave immense influence in their
communities and can present a positive or a negdbrce towards the promotion of
health and development, depending on their comnaind involvement.

» Traditional Birth Attendants (TBAs) are found in myacommunities in Namibia. They
are often greatly respected in their communitied laave an important role to play in
contributing to reproductive health care. TBAs wide supported to follow the
reproductive health guidelines of the MoHSS andg thél be trained to promote the

12




Prevention of Mother to Child Transmission (PMTG&E)vices and the national policy
on infant and young child feeding.

* Health Promoters concentrate on the promotion aflthe disease prevention and
rehabilitation.

* Peer Educators / Peer Councillors / Community Cellms are predominantly youth
or workplace employees who provide information adlcation on sexual and
reproductive health and HIV/AIDS/STI/ TB issues;

* Home based care givers visit and care for chroyidalpatients. They usually guide
other household members to give the daily careiredby the patient but they also
help with household chores such as cleaning, cgokiashing clothes as well as
direct palliative care. They may also perform oth&les such as overseeing the
supervision and welfare of the children. In manydeholds affected by HIV/AIDS,
HBC givers give support and love to orphans andenable children, checking that
their basic needs are met and encouraging thetayarsschool.

* People living with HIV/AIDS and ex-TB patients asncouraged to join support
groups and community health care provider to battment supporters, buddies and
become Direct Observation Therapy (DOT) supervisors

* Village/Community/Clinic Health Committee membemsdamany community health
community health care providers serve as a linlvéen the community and the health
facility and lead the community in community basedponses to TB, HIV/AIDS and
other health initiatives.

3.5 STRATEGIES

The key strategies to strengthen the delivery aflifucommunity based health care services
are to:

3.5.1 Support for Community Health Care Providers(CHCP)

1 CHCP will receive on-going accredited training, a@xe materials, support,
supervision, recognition, and reimbursement fotcogurred through their work.

2 Community involvement and participation in CBHC gnammes will be promoted during
needs assessment, planning, implementation, mimigitand evaluation

3 Communities, civil society service providers, healtorkers, community development
workers, other community resource people, locahaiites and Regional Councils all
have a responsibility towards supporting commuhéglth care providers.

3.5.2 Strengthen human resources

1. CBHC guidelines, training standards and integrataching manuals and supervisory
tools will be developed to guide the implementatdthis policy at different levels.

13




3.5.3

Training of Trainers and therefore of CHCPs will standardised and accredited by
the Namibia Qualifications Authority. Each CHCPined by the MoHSS or its
partners will receive a performance and attendaecéficate and an agreement of
duties. This will clearly outline the expected wknd responsibilities of each CHCP
and the agreed upon provision of incentives;

Structured supportive supervision and refreshenitrg shall be provided to all
CHCPs;

The facilitation skills of MoHSS staff who work dictly with communities will be
strengthened to build a stronger relationship betwthe communities and the health
facility;

Resource mobilisation mechanisms including incestifor CHCPs will be established
and strengthened and additional ways of assuriegstistainability of community
programmes will be continuously explored.

Appropriate guidelines and practices on decenatidis and integration of CBHC
services as well as on mobile outreach servicdwitleveloped,;

Integrated management of CBHC services

The integrated management of CBHC services, inaghall relevant stakeholders,
will be strengthened and supported at the appripleaels, to increase the impact and
effectiveness of CHCPs;

Monitoring and coordination between the communitiie health facility and
traditional healers will be strengthened. The #mecoles and responsibilities
outlined in the Traditional Health Practitionergitation (to be promulgated) will be
adhered to.

Basic health services consisting of a balanced afixhealth promotion, disease
prevention, primary and emergency curative andigtaie care, rehabilitative and
referral services, with focus on priority commurtgalth challenges, will be provided.

MoHSS CBHC functions will be decentralised and gn&ed to regional and local
authorities, in line with Government’s Decentrdiiga Policy, to promote ownership
and sustainability of community health initiativesisuring that adequate resources are
made available;

The CBHC function and staffing of all MOHSS hedHbilities at primary level will be
strengthened and community oriented approaches bgillused in providing basic
health services aiming at building self-relianceha people, creating the opportunity
for all to realise their full potential and motivag them to be both activists as well as
main beneficiaries of PHC/CBHC,;
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6. Monitoring and evaluation will be strengthenedngsintegrated teams where appropriate.

7. The CBHC and welfare information data bank wittie Health Information System
(HIS) will be strengthened in order to reflect @etprofile of the community needs and

developmental activities;

8. Essential health information will be jointly anadégsand shared with communities and
families to encourage active participation in CBBiGivities;
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CHAPTER 4: INSTITUTIONAL FRAMEWORK FOR
IMPLEMENTATION

The Government of the Republic of Namibia placeshigh premium on the active
participation of communities in health and socialfare services. The objective is to make
communities masters of sustainable PHC programm#wir own environments. As outlined
under the policy principles, there are many impdrgeartners in CBHC. The institutional
framework for the implementation of this policy tefre, includes line ministries, the private
sector, NGOs, CBOs, FBOs and communities at large.

This Chapter summarises the role of different actatr community, district, regional and
national level that will be engaged in the polioypiementation process. More detailed roles
and responsibilities are defined in the Guidelines.

4.1 ROLES AND RESPONSIBILITIES OF THE MoHSS
4.1.1 Sub-Division: CBHC AND School Health, Digion of Family Health

» Coordinate and promote quality CBHC programmes aitonal and regional level
through the Family Health Division in the PHC Dit@@te to avoid duplication of
services and to facilitate national coverage;

* Provide technical support to implementing distrexsl partners;

* Monitor outputs achieved by the national programM@&Q0s and other stakeholders;
review and promote best practices and commissienaet research.

» Standardise training content and ensure coursedgitation

« Coordinate and promote an effective supply chaimaterials and supplies

4.1.2 Regional and District level

* The MoHSS Regional Management Team (RMT) consistintipe Regional Director
(RD), the Regional Chief Medical Officer (CMO) amarious Health Programme
Officers as well as the Regional Administrator @hiControl Officer) will be
responsible for planning, coordination for supp@tsupervision and monitoring of
CBHC activities within the region. They will molsk and allocate resources to ensure
that enough supplies are available for the outreactices, clinics and health centres;

* The District Coordination Committee (DCC) includinge Principal Medical Officer
(PMO), the PHC supervisor, the hospital matron (PRiNstrict health inspector,
social worker and the district administrator (cohtofficer) will oversee and
coordinate the implementation of the CBHC actigitéad projects at district levels.

4.1.3 Local level Clinics, Health Centres and Qreach Points
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Participate in mobilisation and sensitization @ming the recruitment, orientation,
training, refresher training and supervision of commity-based health care providers
and act as the referral centre for CHC providers;

Keep records of the activities of community andhedbased care providers;

4.1.4 Roles of other MOHSS Programme Policies

The Integrated Information, Education and CommuroaaDivision in the Directorate
of Primary Health Care Services will support comitunsensitisation and
mobilisation activities for all PHC programmes.

Other policies and guidelines such as the |.E.Gicypothe Reproductive Health
Policy, National HIV/AIDS policy, the Medium Termldh for HIV/AIDS, the
Guidelines for CBHC, the School Health Policie® thutreach Services, and many
other operational policies will guide the relev@BHC activities.

Figure 1 The structure for community based health are in the MOHSS

DIRECTORATE: PRIMARY HEALTH CARE SERVICES

Community Based
Health Care and
Outreach Service:

Division Division Division Division Division

Disease Disability Family Public and Information
Control Prevention and Health Environmental Education and
Rehabilitation Health Service§ | Communication

Subdivision: Subdivision: Subdivision: Subdivision:
Food and Nutrition Reproductive Community Based Oral Health and
Health and Child Health Care and Dental Services
Healtt School Healtt
I
Section: Section:

School Health

4.2 ROLES AND REPSONSIBILITES OF OTHER MINISTRIES
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4.2.1 Ministry of Education (MoE)

The National Training Authority, currently withirhé Ministry of Education shall
approve unit standards for training courses befbese can be accredited by the
Namibia Qualifications Authority.

Schools will encourage staff and learners to mterhealth amongst themselves and to
motivate their families and communities to partte in various community health
activities. (Refer to the School Health Policy).

The National Literacy Programme, in cooperationhwtite CBHC, should develop
health information literacy materials on promotioh health and the fight against
HIV/AIDS, malaria, TB, diarrhoeal diseases and maition (among other key health
issues).

4.2.2 Ministry of Agriculture, Water and Forestry (MAW &F)

The extension workers (agriculture and water) asmraunity water committees will

sensitize communities regarding maintenance andlskean water supplies and the
production and use of nutritionally rich foods, andl provide technical support to

CHCPs on agricultural and development issues.

The Regional Food Security and Nutrition TechniCaimmittee, together with the

Regional Food Security and Nutrition Coordinatoi)l wupport community-based

food security and nutrition initiatives and inteméens to reduce poverty and food
insecurity.

4.2.3 Ministry of Regional and Local Government, Hasing and Rural Development
(MRLGH & RD)

Regional Development Coordinating Committees (RDCConstituency
Development Committees (CDC), Local Authorities atid Village/Community
Development Committees (V/CDC) will support and manthe CBHC activities
carried out by MoHSS and other partners;

Regional AIDS Coordinating Committees (RACOCs) afidnstituency AIDS
Coordinating Committees (CACOCSs) will coordinatekiges between communities
and different service providers and between diffeservice providers; The National
Policy on HIV/AIDS (2007) states that Regional Al®ordination Commmittees
(RACOCs), Constituency AIDS Coordination Commmistg€ACOCS), traditional
authorities and local authorities shall help ensiin& communities have access to
home based care and will support groups and agaons which provide home
based care.
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4.2.4

4.2.5

4.2.6

4.2.8

Ministry of Gender Equality and Child Welfare (MGECW)

Community activators, community liaison officergcal workers and community
childcare workers within the MGECW will help idefiytiand families and family
members in need of health care.

They will offer technical support concerning wornreerd children to CHCPs.

Ministry of Defence (MoD)

The MoD provides logistics and personnel duringiddatl Immunisation Days and
during national emergencies. They can provide teramsport, shelter for meetings
and training as well as assistance to CHCPs.

Ministry of Information and Broadcasting (MIB)

The MIB will create awareness among political amthmunity/opinion leaders and
the community at large on community health and bgreent issues concerning
children and household community practices.

The NBC Radio and TV broadcaster will support wgkkbnthly CBHC programmes
by facilitating discussions on community healthuess

The National Planning Commission (NPC)

The NPC Secretariat has developed the Namibia/GiMiganisations Partnership
Policy that describes a working partnership betw&awernment and civil society.
The Policy aims to enhance the environment forccparticipation and to enhance
capacity of partners for such participation.

4.3 ROLES AND RESPONSIBILITIES OF LOCAL AUTHORITIES ; CIVIL
SOCIETY AND DEVELOPMENT PARTNERS

4.3.1 Local Authorities and Village Development Comnittees

Support and monitor the CBHC activities carried lmptMoHSS and other partners.
Coordinate the mobilisation of resources and ddternthe contribution by the
community for a programme/project/initiative.

Establish a village or community health sub comamitt

4.3.2 Village Health Committee (VHC) or the Commurtly or Clinic Health Committee
(CHC)

Establish membership including the head of thellbealth facility as the secretary,
community and church leaders, teachers, TBASs, ttosdil healers and community
health care providers.

Identify and coordinate the needs in their commesuit

Support and assist the identification, coordingtiand implementation of the CBHC
activities.
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* Mobilise resources and determine the contribution the community for a
programme/project/initiative

4.3.5 NGOs/FBOs/CBOs
» Facilitate community needs assessment, mobilisamohsensitisation;

* Undertake management of community health careigeos including their selection,
orientation, training, training follow up, suppeei supervision, and addressing care
for the carers, in consultation with MoHSS and adicwy to the MOHSS Guidelines
for Implementing CBHC Services;

* Provide support to CHCPs either financially, matiyior in kind;

* Work in partnership with the MoHSS to provide thecessary equipment and
materials for the CHCPs to provide quality services

4.3.5 University of Namibia

* Faculty of Health Sciences will further develop andorporate Participatory Rural
Appraisal (PRA) modules into the relevant trainaugricula.

4.3.6 Development Partners

 Provide financial, material and technical suppod tlevelop capacity on
public/community health issues of nationals ateadels.
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CHAPTER 5: RESOURCE IMPLICATIONS

5.1 FINANCIAL RESOURCES

The Government through the MoHSS and other Mimstshall mobilise adequate resources
needed for the implementation of the CBHC poliaym@ry health care approaches are not a
cheap alternative to conventional health care.tDuts high population coverage the cost per
person is high, however, it is lower than the ocbstospital care and is the best approach to reach
the poor and thereby contribute to national devekm. The Ministries will also mobilise
community support as well as support from privatgaisations and development partners.

5.2 HUMAN AND INSTITUTIONAL RESOURCES

The level of development and the capacity of I@talctures and organisations, which serve
as a basis for CBHC, vary between communities. Adex human resources refer to
personnel levels, their competencies and motivatidaditional personnel requirements, in
terms of community health care providers and sadastaff, will vary from region to region
and district to district depending on the populatdensity, resources of the community and
the number and type of health facilities availaflee number of providers to be trained and
supported depends on the needs of the respectimmunities. Organisations that run CBHC
programmes with community health care providersukhaensure they have acceptable
working conditions. For additional information pke refer to the Code of Conduct of
Voluntary Organisations, the Minimum Terms and Gbods of Engagement of Volunteers
and the CBHC Guidelines section Flanagement of CHCPs.

5.3 SUPPORTIVE SUPERVISION

Supervision of community health care providersnseasential strategy for ensuring delivery
of quality services. Each provider shall receiwealdy supportive supervision monthly,
including: technical, emotional, spiritual and adisirative components and CHCPs shall be
managed, supported, supervised and evaluated bgrraapent staff member, trained in
supportive supervision.

5.4 TRAINING, TOOLS AND INFORMATION, EDUCATION AN D
COMMUNICATION (I.E.C.) MATERIAL

Training, tools and ILLE.C. material are essent@l assist providers to perform their
responsibilities and job descriptions effectiveélynese tools will enable them to give health
education, provide care and support, treat patienisor and common illnesses and
record/report data on CBHC activities.

21




5.5 EQUIPMENT, SUPPLIES AND HOME-BASED CARE KIT

CHBC organizations and the government should ertbatequalified CHCP receive the
necessary tools, basic medications and suppliemyMf these are supplied in a home based
care kit which shall be replenished by Mmistry. Standardized equipment, supplies and kit
contents are found in the CBHC Guidelines.

5.6 ADDITIONAL SERVICES FOR THE CHCP

In addition to the above, the following elements essential elements of support for
community health care providers.

* Recognition and rewards from their CBHC serviceaoigations, government and
community leaders;

* An identification card and other means of idenéfion e.g. T-shirt, hat, umbrella
which boosts community confidence and promoteptbgramme;

* A contribution towards expenses incurred in cagyout their duties e.g. transporting
or accompanying clients and communication costs;

* An agreed upon description of duties and expectstio

* Remuneration that is agreed upon with the CBHCisemrganisation and reflects the
level of quality service provided and the hourwvedr

5.7 FUNDING SOURCES

This policy is advocating for community involvemeahd participation in health and
development. However, this does not imply any sigfiof the burden for health care from
existing services to communities. More accuratélymplies a sharing of responsibilities
between health professionals and communities ichvtiiey are advocates of their needs and
health professionals are responsive to those ndddancing CBHC programmes is the
responsibility for all — the individual, the famjlthe community, NGOs and the government.
The MoHSS will therefore endeavour to establisitima@isms that permit joint support and
make resources available directly to community theahterprises themselves. International
agencies and donor organisations will also be elagma to adhere to this principle to ensure
that funds are earmarked to promote community R@ctibor health. At
operational/implementation level, the MoHSS Distri@oordinating Committee (DCC) in
collaboration with the Constituency Development @uttee (CDC) will mobilise material,
financial and human resources to support servideeg, research and human resource
development.
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CHAPTER 6: MONITORING, EVALUATION AND
REPORTING

Monitoring is essential to track the progress pf@gramme — particularly its inputs, activities
and results. Periodic evaluations assess what esanghe community have taken place as a
result of the programme. Monitoring plans will vérgm one community based health care
programme to another however all will aim to assies progress towards achieving this
Policy’s core objectives:

1. To empower communities to increase awareness anal&dge and improve attitudes
and practices related to the prevention, treatmeare (including both curative and
palliative) and rehabilitation of most common dsesa

2. To set standards for CBHC and ensure the effedtivelementation of quality
programmes.

The priority is for all CBHC programmes to develappropriateindicators and tools for
monitoring and evaluating change relating to thesge objectives. In addition, it is highly
desirable to track the policy’s guiding principlescommunity involvement, gender equality
and collaboration between key partners. Indiviguragrammes may also want to track other
changes, according to their specific strategies plads. Specific indicators will measure
performance in terms of numbers reached, the gualft service delivery and most
importantly what impact has our work achieved.

Monitoring and evaluation provides an opportunity &ccountability to all stakeholders. It
helps project management to:

e supervise programme implementation to keep theraroge on track;

- facilitate active learning and make informed dewisi regarding programme
management and service delivery;

* ensure the most effective and efficient use ofwesas; and

» evaluate and share the extent to which the progeimas made its desired impact.

The Guidelines for Implementing CBHC describe they kmonitoring tools in CBHC —
supportive supervision, qualitative and quantigtiata collection, regular integrated reviews
and planning. The guidelines illustrate the flolnirdormation, for monitoring and reporting
purposes, from community to district, regional awadgional level.
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GLOSSARY

Community
Is a group of people, with common interests, valuesms and lifestyle, under recognised
leadership. This is referring to both geographarabs and interest groups.

Community Based Health Care

Community-based health care is a strategy to dpeadise and ensure effective community
participation in Primary Health Care. It address#isaspects of health care (preventive,
promotive, curative and rehabilitative) at commumével and it may address issues such as:
environmental health, reproductive health, trainioig community members and income
generating activities.

Community Based Health Information System
Information on diseases, new births, deaths ariststa on health care activities documented
and provided by CHCPs to the interested partners.

Community Development Committee
A community committee recognised by the Regiondlawal Authority as representatives of
that given community, and calls community meetittgsiake participatory decisions.

Community Health Care Providers

Any person in the community who provides healthecservices either from a government
facility or privately, e.g. Community Health Worlke(CHWSs), Health Educators, Health
Promoters, Home Based Care volunteers, Traditi@mah Attendants (TBAs), Traditional
Healers (THs), community health committee membeis private practitioners engaged in
health

Health District

Refers to the community level operational area arghnisational entity of the Ministry of

Health and Social Services the geographic coveaag@ of which may include one or more
regional constituencies and/ or local authoritigghiw a given administrative region. The
population in the given health district is equal tiee catchment population of the
correspondent district hospital.

C/Home Based Care

It is a holistic,comprehensive care of clients ikaxtended from the health facility to the
client’s home through family participation and coomity involvement within available
resources and in collaboration with health carekens. It encompasses clinical care, nursing
care, counselling and psycho-spiritual care andkeuapport.

Household

A household is defined as a person or a group ofops living together and sharing a
common source of food.
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Orientation
The main objective of orientation is to introdua@anideas, skills or methods of work to the
existing staff category or CHCP.

Outreach Services

The delivery of mobile clinic services that includealth education, iliness prevention and
treatment of common illnesses to remote healthspeghin the catchment area of a health
district

Participatory Rural Appraisal (PRA)
PRA has been defined as a family of approachesvattiods used to enable local people to
share, enhance and analyse their knowledge dadiifeconditions to plan and act.

Palliative care

Palliative care is care that “improves the quatifylife of patients and their families facing
the problems associated with life-threatening 8kyethrough the prevention and relief of
suffering by means of early identification and irop&ble assessment and treatment of pain
and other problems, physical, psychosocial andtsait (WHO 2002).

Supportive supervision

Supervisory visits and other methods conductedraiyed staff with operational staff or
community health care providers with the aim ofvmlong in-service training, support,
orientation and encouragement.

Technical support
Assistance given to operational staff involves plag skills, orientation, equipment and
material as well as advisory and consultancy sesvic

Trainer of Trainers (TOT)

A TOT is a person trained in communication andamilitation skills, who conducts training
and orientation at operational levels.
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