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1. Executive summary

Namibia is the second least densely populated country in the Southern-African region with more
than one in four families living in poverty. While the majority of the population consists of poor
subsistence farmers living on communal land in the northern region of the country characterized
by recurrent droughts, locusts attacks, floods and animal diseases, Namibia has a relatively
stable economy, with mining accounting for around 25 % of GDP. The Ministry of Health and
Social Services estimated in 2008 that about 17.8% of the population is infected with the virus
that causes AIDS with Caprivi region mostly affected. Among the root causes of Namibia’s high
HIV prevalence include the low social economic status of women and high levels of
unemployment.

The Namibian government established the National AIDS Coordination Programme in 2004 to
coordinate the national response. The NACP has in the past, through the MoHSS’s Directorate
of Special Programmes (TB, Malaria and HIV/AIDS) provided assistance to all sectors in the
development and implementation of sector-related HIV/AIDS activity plans in accordance with
sectoral obligations as contained in the Third Medium Term Plan on HIV/AIDS

The MoHSS estimates that while 50,600 individuals were receiving ART in 2008 about 69000
were in need of ART. In addition the number of people expected to need ART was estimated to
rise to 94,300 by 2013. Thus, the continued scale up of ART services has seen 83% of adults
and 95% of children treatment coverage in the public sector. Nonetheless, poor people in
Namibia and Caprivi in particular are not able to access health care due to out-of-pocket
expenses such as travel and accommodation fees resulting in the fact that many often do not
receive professional care. Consequently, strategies are needed to make health care available
and accessible to rural and remote areas. In this context the Community based systems in HIV
treatment (CoBaSys) participatory research and action is playing a critical role in empowering
local communities to support antiretroviral delivery programmes for patients with HIV infection.
The work is coordinated by a regional network for policy advocacy targeting vulnerable groups
in ESA and Europe with support from the European commission through the African Caribbean
and Pacific (ACP) group of States. As a programme it emphasizes building solid ‘community
based systems’ that help ensure HIV treatment to the most vulnerable social groups at primary
care level. The learning and evidence from this tier of the health system is collated, synthesized
for national level advocacy and further integrated at regional level for global engagement.

As a key step in scaling-up a more effective, relevant and sustained primary health care and
community-based HIV/AIDS treatment, care and prevention response in high prevalence
resource-poor settings, ten institutions in six different countries in Africa (Zimbabwe, Namibia,
Botswana, Tanzania, Malawi, Mozambique, Italy, England and Finland) decided to undertake a
research to understand and compare community-based HIV/AIDS approaches with the ultimate
aim to define best community-based HIV/AIDS service delivery practices in Africa. One of the
study’s rationales is to understand community-based treatment and care efforts from the point of
view of the beneficiaries. The research approach includes communities in the process of
identifying problems and finding possible solutions to accessing existing HIV/AIDS services as
well as other problems related to the epidemic. This requires participatory community meetings
where all right-holders and other stakeholders are present since problems and opportunities
differ markedly from place to place, and suggested strategies to tackle the root causes are
meaningful only when they are developed at local level.



The Participatory Reflection and Action (PRA) research in the Caprivi Region of Namibia
investigated barriers and facilitators to access, use and effective coverage of services and
responses to HIV. The study used mainly qualitative Participatory Reflection and Action (PRA)
approaches. PRA research provides an intensive yet very analytical methodological rigor and
technical validity. It involves community dialogue at the very early stages of programme
planning while also building a basis for negotiation and partnership between researchers,
resource holders and beneficiaries. However, PRA is often associated with weaknesses of time-
consumption and it is not recommended to use the approach without a follow-up commitment to
take action on the problems identified.

Caprivi region is a narrow piece of land bordering four countries - Angola, Zambia, Botswana
and Zimbabwe, characterized by high levels of poverty, casual labor as a source of income,
domestic work and sale of natural resources. Household poverty is aggravated by highly
variable weather conditions in the region including flooding Farmers are unable to increase
cultivable land due to lack of draught power, inputs, limited arable land particularly in the flood
plains. Seasonal floods hinder referrals although most sites provide PMTCT services and
almost all sites document HIV testing system however only a small proportion offer prophylaxis
to prevent MTCT or offer ARV therapeutic treatment for HIV infected women and family.
Although most of the facilities prescribe ART and have national ART guidelines, ART services
were reported as the least impressive with very few providing medical follow-up services.

Findings show that Women and men participants prioritize a) lack of ambulances and b)
increased prevalence’s and cases of HIV and TB respectively. The structural immediate,
intermediate and root causes of the lack of ambulances was attributed to poor planning and
governance to enable provision of the service. On the other hand, lack of education was cited
as the major cause of increased HIV and TB burden.

Participants reported that while services such as family planning, ART administration, VCT are
available and free OVC support, male circumcision and TB screening was not available, foul
attitudes between patients and health workers, drug stock outs, electricity blackouts undermine
effective coverage. Also, Chetto is a hard to reach remote area therefore ongoing phone and e-
mail consultation that facilitates clinical mentoring is nonexistent. Other factors that barrier
access to HIV services includes long distances, erratic transport service, and long waiting time
spent waiting for service.

Conclusions of the research suggest that Health care providers are key to service provision but
the quality of that provision may depend on their cultural competence (the extent they converse
in the local language, they make efforts to respect clients etc.).Service providers that speak the
local language can go a long way in helping improve communication with locals.

Local NGOs e.g. Life Ambassadors, CAA, Red Cross seem to be crucial to the delivery of
materials to OVCs, awareness, condoms and even home based care in Caprivi but they do so
in isolation and building cooperation and capacity may be crucial to service uptake.

Lack of funding for certain services (e.g. ambulances, space for labor, counseling and even
treatment) and personnel (many clinics have one or two nurses) remain a challenge in Chetto)
Restrictive policies on condoms, family planning and rapid testing (for people younger than 15
years) hinders contact (and therefore effective) coverage in Chetto



2. Background

2.1. General background:

Namibia’s population of around 2 million makes it the second least densely populated country in
the Southern-African region. Although Namibia is classified as a lower-middle income country
by the World Bank it has a much skewed income distribution. More than one in four Namibian
families lives in poverty. Namibia has one of highest degrees of income inequality in the world
with a gini-coefficient of 0.707. This means that the poorest 10 percent of households command
just one percent of the country’s total income whereas the wealthiest 10 percent control more
than half'. Furthermore, 35% of the Namibian population is surviving on $1 per day and 56% on
$2 per day®. Namibia ranks 70" out of 135 developing countries in terms of human poverty (the
Human Poverty Index, HPI-1). The HPI-1 measures severe deprivation in health by the
proportion of people who are not expected to survive to age 40. Namibia also ranks 128" out of
182 countries according to the United Nation’s Human Development Index.

The majority of the population consists of poor subsistence farmers living on communal land in
the northern region of the country. The northern parts of the country are prone to natural
disasters including recurrent droughts, locusts, floods and animal diseases UNDP 2008)
.Namibia, though has a “strong multiparty parliamentary democracy that delivers sound
economic management, good governance, basic civic freedoms, and respect for human rights”
(World Bank 2010). The government has improved access to primary health care; it has created
a new policy to provide community-based health care (2007) and policy on HIV/AIDS (2007)
and launched a policy (2004) to protect the country’s orphan and vulnerable children.
Furthermore, Namibia also provides social protection and benefits for the elderly, and disabled
(world Bank 2010).

Namibia has a relatively stable economy, with minerals dominating the economy. Mining,
accounts for around 25 % of gross domestic product. On the other hand, the global economic
crisis has also impacted Namibia through lower demand for its commodity exports, mainly
diamonds. The situation is further worsened by declining revenues from Namibia’s membership
in the Southern African Customs Union in 2010 (world Bank 2010). Labour constraints are a key
problem affecting rural homesteads, in terms of formal sector and informal sector employment
and cash remittances, in terms of labor for agricultural production, and in terms of homestead
labor (FAO 2003)

2.2.  HIV and AIDS Background

HIV prevalence rate is very high in Namibia. The Ministry of Health and Social Services
(MOHSS, 2008) sentinel survey estimated that about 17.8% of the population is infected with
the virus that causes AIDS. According to the MOHSS (2008) the HIV prevalence in urban and
rural areas is similar. The highest age-specific prevalence rate in Namibia is among those aged
30-34 years. While the prevalence in younger age groups appears to be slowing that in adult
age groups is increasing. Thus among the 15 to 19 years old the prevalence rate declined from
11% to 5.1% and among the 20 to 24 years old it declined from 22% to 14% between 2002 and
2008 (see figure 1 and figure 2).

1 According to the recent Namibia Household Income and Expenditure Survey
2 Population and housing census — National report: Basic analysis with highlights. Windhoek: CBS,
National Planning Commission



Figure 1: HIV prevalence rates (sentinel survey)
HIV Prevalence rate in pregnant woman, biannual survey 1992-2008, Namibia
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Figure 2: ANC Sentinel survey by age group

ANC Sentinel Surveillance by age group, Namibia
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illnesses, while close to 14% of children less than 15 years are orphans. Although the rate of
new HIV infections may be slowing down, there are now more people falling ill, dying and
leaving behind a rising number of orphans and vulnerable children (OVC) countrywide.

Figure 3: HIV prevalence trend by site

HIV prevalence trends by selected site, 1992-2008
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Figure 4: HIV prevalence rate map in Namibia
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NDHS, 2006, the Caprivi has the lowest levels among men aged 15-49), inconsistent and
incorrect use of condoms, and low levels of HIV testing (de la Torre et al, 2008). Structural
drivers of the epidemic include elements of gender norms and inequality, mobility and migration,
income disparities and poverty, educational levels and stigma as factors contributing to new HIV
infections3. Among the root causes of Namibia's high HIV prevalence include the low social
economic status of women. Another is the high level of unemployment.According to the 2008
Labour Force survey youth unemployment is as high as 75%.

The Namibian government efforts against the HIV and AIDS have included surveillance,
prevention, treatment, care and support, and impact mitigation. It established the National AIDS
Coordination Programme in 2004 to coordinate the national response. Through the MoHSS'’s
Directorate of Special Programmes (TB, Malaria and HIV/AIDS) provided assistance to all
sectors in the development and implementation of sector-related HIV/AIDS activity plans in
accordance with sectoral obligations as contained in the Third Medium Term Plan on HIV/AIDS
(MTP3 of 2004-2009).

According to the UN Significant proportions of Namibians, particularly rural women and isolated
groups do not have complete and accurate information about HIV/AIDS prevention or treatment
strategies. Many Namibians do not want to get tested for HIV due to stigma and discrimination.
The roll out of ARV treatment and PMTCT+ can mitigate the stigma, but access is still limited
and understanding of treatment, low. Additionally, where the ARV treatment and PMTCT+ were
decentralized, seasonal factors such as floods also negatively affect the efficiency of follow-up,
care and treatment regimes.

According to MoHSS (2008) programmatic data (including estimates for private sector ART
provision) approximately 50,600 individuals (both adult and children) were receiving ART as of
the end of March, 2008. The Namibia Spectrum model estimated that 63,600 adults and 5,900
children were in need of ART as of 31 March, 2008 giving a total of 69,500 people in need of
treatment (MoHSS, 2008 p 18). This meant that about 19,000 people in need of ART were not

Figure 5: number of patients on HAART in Namibia’s publ ic health system June 2007
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receiving it. The number of people expected to need ART was estimated to rise to 94,300 by the
end of March, 2013 (MoHSS, 2008 p 18).

There continues to be a rapid scale up of ART services in Namibia (see figure 5). Thus by 31
March 2009, 64,637 people (84% in need) were receiving treatment (MOHSS, 2010). This
meant that 83% of adults in need (i.e. 57,015) and 95% of children in need (7,622) in the public
sector got treatment. This was remarkable progress for Namibia considering that the initial
target for people receiving ARVs by 2009 was 25,000. This was subsequently adjusted to 70%
for Adults and 90% for children in need by 2009/10. The country has not only met but exceeded
its targets. People also receive ART through the 14 private hospitals in the country.

Although Namibia has exceeded its targets in expanding HIV treatment access, there are
challenges that if not addressed have the potential to slow the rate of expansion in access to
HIV treatment in the future. These include (van der Veen):

Magnitude of the epidemic is large and demand for services is high
Ensuring quality care while scaling-up

Shortage of skilled human resources

Poverty and lack of adequate nutrition

Vast, sparsely populated country

X X X X X

2.3. The CoBaSys research programme

Poor people in Namibia and Caprivi in particular are not able to access health care due to out-
of-pocket expenses such as travel and accommodation fees resulting in the fact that many often
do not receive professional care. Consequently, strategies are needed to make health care
available and accessible to rural and remote areas. To extend the health care coverage the
Primary Health Care (PHC) approach was adopted by the Ministry of Health and Social
Services (MoHSS). The approach has been used to guide the restructuring of the health sector
in Namibia since 1990 and it comprises of preventive, promotional, curative and rehabilitative
services delivered in collaboration with other sectors, communities and partners in health4.

Over the past decade particular gains have been made in Namibia with regard to HIV care and
treatment and, to a lesser extent, rolling out a more coherent and effective community-based
response. As the epidemic has matured, and as the demographic impacts of the epidemic on
the population have become better understood, more comprehensive and sustained community-
based activities have been strengthened. The Community-Based Health Care Policy,
developed in 2007, provides a framework for the systematic development and maintenance of
community based health care in resource-limited settings, also including services for people
with HIV/AIDS and other chronic illnesses and disabilities5.

The Community based systems in HIV treatment (CoBaSys) programme has a role to play in
this situation. CoBaSys is a research programme designed to help empower local communities
to support antiretroviral delivery programmes for patients with HIV infection in east and southern
Africa (ESA). Itis a regional network for policy advocacy targeting vulnerable groups in ESA and
Europe with support from the European commission through the African Caribbean and Pacific
(ACP) group of States. As a programme it emphasizes building solid ‘community based
systems’ that help ensure HIV treatment to the most vulnerable social groups at primary care

4Republic of Namibia, Ministry of Health and Social Services (2007).Community-Based Health Care
Policy. Draft 1/11/2007.
5Republic of Namibia, Ministry of Health and Social Services (2007).
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level. The learning and evidence from this tier of the health system is collated, synthesized for
national level advocacy and further integrated at regional level for global engagement.

Thus in this context,

“Treatment of HIV/AIDS encompasses a range of curative services, including treatment of
opportunistic infections, tuberculosis, sexually transmitted infections and the provision of
antiretroviral drugs. Beyond this clinical component, treatment is also understood to include a
range of management and support interventions such as treatment literacy, psychosocial
support, nutrition education and integrated management of HIV/AIDS and STIs. These
measures, aimed at maximizing treatment adherence and efficacy, are essential complements
to medical interventions. Treatment may involve the actions of a single provider, but often
involves the actions of different providers acting simultaneously.” (Machingura et al 2010)

Primary health care programs in Namibia have gradually shifted from a basic primary health
care orientation to concentration on HIV/AIDS services. Most HIV related services in rural areas
focus on improving child health and maternal health through antenatal care, which offers
integrated family planning and prevention of mother to child transmission of HIV services
(PMTCT). Health centers and clinics aim to identify HIV/AIDS patients by providing voluntary
testing and counseling (VCT), refer positive patients for antiretroviral treatments (ART) and
treating opportunistic infections (OIl). Moreover antiretroviral medication is a part of a
comprehensive community based care that supports families and communities that are affected
by HIV/AIDS. Community health workers and counselors in villages serve as referral points to
the health clinics and monitor treatments as part of specialized community based health
services and also educate communities of prevention and treatment of health issues and take
care of terminally ill patients.

As a key step in scaling-up a more effective, relevant and sustained primary health care and
community-based HIV/AIDS treatment, care and prevention response in high prevalence
resource-poor settings, ten institutions in six different countries in Africa (Zimbabwe, Namibia,
Botswana, Tanzania, Malawi, Mozambique, Italy, England and Finland) decided to undertake a
research to understand and compare community-based HIV/AIDS approaches with the ultimate
aim to define best community-based HIV/AIDS service delivery practices in Africa. One of the
study’s rationales is to understand community-based treatment and care efforts from the point of
view of the beneficiaries. The research approach includes communities in the process of
identifying problems and finding possible solutions to accessing existing HIV/AIDS services as
well as other problems related to the epidemic. This requires participatory community meetings
where all right-holders and other stakeholders are present since problems and opportunities
differ markedly from place to place, and suggested strategies to tackle the root causes are
meaningful only when they are developed at local level.

The regional synthesis of the country case-studies aim to define the community-based
treatment systems, best practices and challenges and how government can involve
communities more effectively in care and treatment of HIV/AIDS. The results from the CoBaSys
study is meant to influence the design of a more comprehensive, effective and relevant
community level response to enhance to access and utilization of the services and ultimately
reduce negative impacts of HIV/AIDS on individuals, households, homesteads, and
communities in Africa in general, and in Namibia in particular. This is done through an
engagement with one particular region of Namibia, namely Caprivi.

10



2.4. Participatory Reflection and Action (PRA) research
The Participatory Reflection and Action (PRA) research in the Caprivi Region of Namibia
investigated barriers and facilitators to access, use and effective coverage of services and
responses to HIV. The aim of the PRA was to identifying effective approaches to building
community systems for responding to HIV /AIDS and services among vulnerable groups in
resource poor settings. More specifically we:

1) Mapped the social economic differentials within the communities that affect risk and
vulnerability to HIV and AIDS, and that may have an impact on uptake of available
services for prevention, treatment and care of AIDS

2) Identified the nature of the epidemic in the community in terms of risk groups and
environments, the public health stage and burdens of the epidemic and discussed the
nature of the responses needed for key social groups

3) Mapped the resources, institutions and actors available at community and primary care
level to respond to the epidemic

4) Identified the priority social and economic determinants at individual, household,
community and system level for key social groups that facilitate and block availability,
access, acceptability, uptake, quality of care in and adherence to the resources above
for prevention, treatment and care for HIV and AIDs (including community knowledge on
social rights)

5) Reviewed evidence and assessed opportunities and mechanisms to enhance facilitators
and overcome barriers to availability, access, acceptability, uptake, quality of care in and
adherence to services: (e.g. opinion leader and health worker attitudes and practices;
communication processes and skills, mechanisms for social dialogue and
communication; resource transfers, service organization and so on) and

6) ldentified strategies for strengthening these opportunities and mechanisms as
recommended by communities, health authorities, opinion leaders and key stakeholders.
We looked at the actions that can be taken in the medium and long term for these
strategies and the progress markers for these actions.

3. Methodology

The study used mainly qualitative Participatory Reflection and Action (PRA) approaches. PRA is
often associated with weaknesses of time-consumption and it is not recommended to use the
approach without a follow-up commitment to take action on the problems identified. However,
weaknesses are necessary tradeoffs of collaborative and adaptive research design. Moreover,
sacrificing some level of time consumption and additional follow ups is well worth the additional
face validity and practical significance that is gained through a PRA approach. PRA research
provides an intensive yet very analytical methodological rigor and technical validity. These
characteristics define the primary significance of any academic or similar research. PRA
research provides a powerful means of improving and enhancing practice by involving
community dialogue at the very early stages of programme planning. Thus, it builds a basis for
negotiation and partnership between researchers, resource holders and beneficiaries.

It is therefore important to note that the tools used to define the PRA research in this study have

been peer reviewed and tested to assert significance of tools in a sound research manner.
Other weaknesses associated with PRA noted in this research include:

11



1) The sampling technique can be biased. This is so because key informants (PRA
research participants) who may provide with narrow and rigid views of the problems may
be inadvertently selected.

2) Time consuming: Adequate time is needed to complete the planning process. Thus data
collection without the development of a plan/protocol of action compromises the
objective of the research, the findings and the conclusions of the research analysis.
Thus to overcome this problem, the research should be conducted over a period of time
while other factors are put on constant.

A PRA study protocol used in the research was developed; peer reviewed and pretested prior to
implementation (Machingura F et al 2010). The protocol was co-authored by Machingura F,
Loewenson R and Kaim B from TARSC and peer reviewed by PRA experts, University of
Manchester, University of Eduardo Mondhlane, University of Namibia, University of Botswana,
University of Modena, University of Helsinki, REACH trust Malawi and by the University of
Zimbabwe. The tools were pre-tested in Goromonzi district by the researchers with a sample of
30 community members representing the target social groups. Researchers were trained over
a3-day regional training workshop in April 2010 (Harare) on participatory methods for
community based systems in HIV treatment —'Strengthening capacitates for qualitative research
using PRA approaches’ run by TARSC (TARSC 2010)

The following table shows how the methodology was staged in the protocol for each objective of
the research

Table 1: Staging of Methodology and how each of the aims was addressed(Refer to Loewenson
R et al 2006, Loewenson R et al 2007, Loewenson et al 2008,Loewenson et al 2009 and
Machingura F et al 2010) to understand the meaning of methodtools used)

Objective | Method

Pre-stage 1

Formative research; Key informant interviews;
Literature review; Newspaper clips; Discussions
with operating NGOs, planners and community
representatives

Research meeting

Map the social economic differentials within the communities that | Social mapping,
affect risk and vulnerability to HIV and AIDS, and that may have an | Map interview
impact on uptake of available services for prevention, treatment and | Discussion

care of AIDS

Using this, identify the nature of the epidemic in the community in | Stepwise diagram and Focus
terms of risk groups and environments, the public health stage and | Group Discussion (use FGD guide
burdens of the epidemic and discuss the nature of the responses
needed for key social groups.

Identify for key social groups the priority social and economic | Ranking and scoring
determinants at individual household, community and system level | Problem tree

that facilitate and block availability, access, acceptability, uptake, | Discussion

quality of care in and adherence to the resources for prevention,
treatment and care for HIV and AIDs (including community
knowledge on social rights)

Map the resources, institutions and actors available at community | Stakeholder analysis
and primary care level to respond to the epidemic. Plenary roundtable (community

12




roundtable)

Review the evidence to assess the opportunities and mechanisms
to enhance facilitators and overcome priority blocks to access

Leaping blocks
Market place

Discussion
Identify strategies for strengthening these opportunities and Margolis wheel
mechanisms as recommended by communities, health authorities, | Spider web

opinion leaders and key stakeholders, the actions that can be taken
in the medium and long term for these strategies and the progress
markers for these actions

Group discussions
Market place

3.1. The research (PRA) setting:

Caprivi region is one of 13 political regions in Namibia. It is located in the far north of the
country, a narrow piece of land bordering four countries - Angola, Zambia, Botswana and
Zimbabwe. The Caprivi Region borders with Kavango Region in Namibia in the West. According
to 2001 National Population and Housing Census, Caprivi region has a total population of
79,826, comprising about four percent of Namibia's population6.The region is a malaria
endemic area with the highest HIV-prevalence and maternal and infant mortality in the country?7.
The HIV prevalence rate was estimated at 43% in 2002 Sentinel Survey. This fell to 31.7% in
the 2008 Sentinel Survey. Why is the HIV & AIDS prevalence rate so high in this Region? Part
of the reason has to do with the fact that the region borders several countries that are heavily
infected. The Trans-Caprivi highway connecting these countries has increased mobility among
various nationals and thereby promoting sex work and related activities. Caprivi is also one of
the poorest regions in the country.

Caprivi comprises six constituencies: Kongola, Linyanti, Sibinda, KatimaMulilo Urban,
KatimaMulilo Rural, and Kabe. The region is inhabited by about seven homogenous ethnic
groups namely, the Masubia, Mafwe, Mayeyi, Matotela, Mambukushu, San (Barakwena) and
the Malozi. In addition, the area has a tropical climate with precipitation during the summer.
Runoff from Zambia and Angola produce seasonal flooding of the Zambezi and Chobe river
systems. The main urban center is the town of KatimaMulilo, with about 30 000 inhabitants.
There is very little commercial farming; most of the area is in use as extensive communal
pasture and small scale subsistence farming. Most Caprivians are rural subsistence farmers
and have limited access to basic social services such as schools, health centres and safer
sources of water for human consumption in the region8. The socioeconomic situation in the
region compares poorly to other parts of the country: the very poor constitute 31% compared
with 39%, 22% and 8% of poor, middle and better--off households respectively. A vulnerability
assessment report from 2009 alluded to the overall lack of adequate capital as the main factor
perpetuating the vicious cycle of poverty among the majority of poor households. The poor
households have high dependency ratios9 and their most important sources of cash income
include casual labor, domestic work and sale of natural resources. This is supplemented with
social pensions among beneficiaries within this group. Household poverty is aggravated by
highly variable weather conditions in the region: a considerable proportion of the region is
flooded during the December-March period greatly restricting access to North-Eastern parts of

6 The Namibia 2001 Population and Housing Census http://www.npc.gov.na/census/index.htm

7 DHS 2006-2007

8 Office of the Prime Minister-Directorate Emergency Management: Caprivi Region Livelihood Baseline
Profile. Low land maize and Livestock zone. Livelihood assessment, main report 2009-
http://www.sadc.int/fanr/aims/rvaa/Documents/Namibia/2009%20Caprivi%20Region-
Livelihoods%?20baseline%20report.pdf

9Poor households typically include an average of nine members, middle households include six and rich
households include five.
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Caprivi; on the other hand, the other parts of the region also experiences occasionally serious
droughts. Farmers are unable to increase cultivable land due to lack of draft power, inputs,
limited arable land particularly in the flood plains.

3.2. Health and HIV resources in the Caprivi:
The Caprivi region has one district referral hospital with 250 beds at Katima Mulilo. There are
three health centres and 25 clinics in the region. According to Mwilima (2009) referrals from
clinics are difficult for most of the year due to seasonal floods. Ambulances cannot go to flooded

Figure 6: Map of the Caprivi region
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areas for at least six months of the year. The Katima Mulilo has an ART clinic that provides for
CD4 count and follow-up treatment. By 2009 there were 5,500 people on ART treatment and the
clinic was not coping well due to increased demand (Mwilima, 2009, p 3).

The table below details the HIV/AIDS treatment, care and support services according to the
Ministry of Health and Social Services (2011) Health Facility Census (HFC) of 2009. The table
shows aspects of PMTCT, ART services and HIV/AIDS care & support services. As can be
seen 96 percent of facilities in the Caprivi offer HIV/AIDS care & support services (CSS).Among
gaps in care and support services provision are:

x Few facilities have record system for individual client appointments observed in any
relevant outpatient service site

X Few sites register HIV/AIDS related client diagnosis.

x Although 89% of sites report offering PMTCT services and almost all sites document HIV
testing system only 16% offer prophylaxis to prevent MTCT or offer ARV therapeutic
treatment for HIV infected women and family.

x Although 80% of the facilities prescribe ART and have national ART guideline, ART
services are the least impressive. Only 7% of the facilities prescribe ART and provide
medical follow services.
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Table 2: Caprivi health facility — HIV/AIDS treatment, care & support services

PMTCT

Total number of health facilities 28

% of facilities reporting PMTCT services 89%
Documented HIV testing system 100%
ARV prophylaxis to prevent MTCT 16%
Counseling on maternal nutrition and infant feeding 96%
FP services or counseling 100%
All 4 items for minimum PMTCT package 16%
ARV therapeutic treatment for HIV infected women and family 16%

Percentage of facilities with provider of PMTCT trained in the 3 years | 76%
preceding assessment

Number of facilities offering any PMTCT services 25

% of facilities offering minimum PMTCT package that have all items for | 50%
PMTCT+

Number of facilities offering minimum PMTCT package 4
ART Services

Prescribe ART only 0
Provide medical follow services only 11%
Prescribe ART & provide medical follow services 7%
Prescribe ART and/or provide medical follow services 18%
Are an outreach site for providers from outside facility 0

% of facilities prescribing ART and having national ART guideline 80%
% of facilities prescribing ART and having other guideline 80%

% of facilities prescribing ART and having no stock-outs of normally stocked | 100%
1st line ARVs during 6 months preceding survey

% of facilities prescribing ART and having laboratory capacity for monitoring art | 100%

% of facilities prescribing ART and having all items to support ART 0

Number of facilities prescribing ART and/or providing medical follow-up | 5
services

HIV/AIDS care & support services

% of facilities offering HIV/AIDS care & support services (CSS) 96

% of facilities with register with HIV/AIDS related client diagnosis observed in | O
any eligible service

% of facilities with record system for individual client appointments observed in | 22
any relevant outpatient service site

Number of facilities offering HIV/AIDS CSS 27
Percentage of facilities with HIV testing system 97
Percentage of facilities with TB treatment and/or follow-up 90
Percentage of facilities with STI treatment 93

Percentage of facilities with primary preventive treatment for opportunistic | 62
infections (such as CPT)

Source: Ministry of Health and Social Services (2011) Health Facility Census (HFC) of 2009
Windhoek

The PRA research meeting was conducted around Chetto clinic. In his book, The Barakwena of
the Chetto Area, Dutch Anthropologist and Geographer Jereon Diemer (1996, Pp 24-27)
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describes his impressions of Chetto, a San village in Eastern Namibia. According to
Diemer(1996):

Chetto was established in 1976 as an army camp, a little east of the traditional place Xahacheu
near a draw-well. Chetoo is the largest and most central settlement of five villages in the middle
of west Caprivi, because of its location near the main road and the presence of the only shop
and school in the area. It consists of 26 clearings, mostly separated from each other, although
five of them are situated within the old army camp.... All the clearings are positioned on both
sides of the omuramba (drainage system), with all gardens in or near the omuramba.. There
are seven small water-holes in the omuramba that carry water in the rainy season. There are
fourty-three gardens, all different in size, shape and location within or near the omuramba....
The people living in Chetto all came to this place between 1990 and 1994.

According to Diemer (1996) most of the families are headed by males in Chetto. Many have
gardens in which they plant mahangu (peral millet),maize and sorghum. These are usually
destroyed by elephants, monkeys and other animals thus discouraging some from subsistence
agriculture. Few families have cows and some have goats that were provided by the nabian
government as a way to alleviate poverty. Lack of work and income is a major problem in
Chetto. Dependency on food aid from government and NGOs result from this situation. There is
a primary school in Chetto but if children are to to secondary school they have attend in a place
50 kilometers away. There is a cuca shop in Chetto that sells beers and daily necessities. There
exists a community based natural resource management area arounf Chetto.

4. Findings of the PRA research at Chetto Clinic
Field Issues and Problems at Chetto

Ms Mwilima the person who had arranged for our research in the Caprivi informed us that we
should postpone our meeting at Chetto as the Chetto’s nurse was in Katima Mulilo and she was
not sure she could be there in time. Unfortunately we could not do so because we had limited
days in the region (only Wednesday and Thursday had been allocated for PRAs at Chetto). We
could not confirm with the nurse at Chetto clinic about the time when we could start our PRAs.
This was because the phone had been cut off. The nurses own cell phone was not of much use
as there is poor cell phone reception at Chetto. To call or answer a phone she needs to go to a
hill about one kilometer from the clinic. As a result we took our chances and travelled to chetto
without really confirming our arrival. Fortunately, she was around when we arrived at 10:00
hours (Wednesday 9th February 2011). By this time some of the participants had left. We
started the PRAs at 11:00 hours. We only succeeded in forming two groups (men and women)
due to the absence of older women (there was only one older woman).

Chetto clinic is very small. It has no facilities for meetings and we therefore decided to conduct
the PRAs under a tree on a nearby kinder-garden. This was rather difficult and tiresome as most
of us sat on sandy ground. It was also very hot making it difficult to keep the attention of
participants. By 16:00 hours some of the participants had started leaving claiming that they had
to look for relish for their family’s supper.

There are two nurses at Chetto (one male and one female). It proved to be unethical to pull
them from their work so that they could participate in the PRA. This meant that we could not do
the last two parts of the PRA. The Margolis wheel required the active participation of these
health workers who could not leave their patients to participate in our PRA.

16




Language was an issue in Chetto. This is an area populated by the minority San group (known
as Barakwena) and none of us mcould speak their language. Our research assistants were
proficient in Lozi but not Barakwena. We had to rely on two health counselors from the area
who could speak some English. This slowed us considerably as we had to explain what we
wanted slowly. Participants complained that the protocol was too long and tiring.

Chetto clinic

Chetto clinic is one of two clinics in western Caprivi (Caprivi Game Reserve) that provides
health services to the San (the Barakwena) community. The clinic is located approximately
250km from KatimaMulilo and it has no ambulance. Two nurses are stationed at the clinic
(recent graduate from the region and a registered nurse hired from Zimbabwe).

4.1. Mapping social and economic differentials

We identified social economic characteristics of the Chetto community that affect risks and
vulnerability to HIV infection and that influence uptake of available services for prevention,
treatment and care of people with AIDS through social mapping. The participants we divided
into two groups: males, females. The male participants’ map highlighted community grounds,
water points, church, police station, vegetable gardens, network tower, traditional healer, sports
field, the clinic, bar and disabled centre. The women’s map had clinic, kindergarten, traditional
healer, shop, school, police station, goat Krall, church, chicken project and traditional court
(Khuta).

Social groups in the community
Among the social groups that were identified in Chetto were OVCs, People living with
Disabilities, men, women, young people, the elderly and PLWHA. All these groups depend on
the Chetto clinic for care, treatment and support. Chetto is about 200 kilometers from
KatimaMulilo and the State Hospital is too far for most people to regularly access it. Participants
also mentioned NGOs operating in the community as Lifestyle Ambassadors, CAA and Red
Cross.
Among the HIV related services that exist in the community are:

x HIV Counseling and testing

x HIV awareness campaigns and

x Condom distribution
Several of these services were linked them to social groups in the community:

HIV services Service provider Group receiving the service
HBC and prayers Catholic AIDS Action (CAA) OVCs
HIV/AIDS information Life style Ambassadors Community at large
Condoms Red Cross
Social grants Ministry of Gender OVCs
Pensioners and
Disabled
Clothing, school | CAA OVCs
uniforms and Vaseline Red Cross PLWHA
Community members coming for testing
Counseling Life style ambassadors OVCs
Red Cross Men and women
Community counselors
ARVs MoHSS nurses PLWHA
Awareness campaigns CAA Community at large
Red Cross
Life style Ambassadors
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Chetto clinic is quite far for people in villages such as Masambo and Omega Il (about 40-50
kilometers) but is walking distance to people in Chetto. Among the sources of income in this
community are pension funds for the elderly, selling crafts, harvesting and selling Devils Claw,
selling vegetables, social grants, livestock (mostly goats) and formal employment and
prostitution.

Among the organizations that contribute to HIV awareness, treatment, care and support in the
area are the Red Cross, Catholic AIDS Action and Life Ambassadors. CAA and Red Cross “are
the main actors because we see them helping the sick, orphans and they do home based care”.
Participants listed ARVs, education on HIV/AIDS, school feeding programme (uniquely given to
San people by the government to encourage their school attendance) condom provision and
family planning as resources available for responding to HIV in the community. Participants saw
many gaps in resources and services in the community. They included lack of condoms for
young people around 10 years, shortages of ARVs at the clinic, limited care for OVCs and
PLWHA, lack of cooperation (and even competition) between the various NGOs that work in the
area of HIV/AIDS, no TB screening laboratory, no male circumcision service, distance to access
some services, lack of safe water (only patients allowed to use clean water at the clinic) and
none of the nurses were San (Barakwena). They complained that good treatment is only given
when one pays. Otherwise the nurses are quite rude. These factors negatively affect PLWHA,
people from Masambo and Omega Il (that live far from the clinic) and people that cannot afford
service fees.

4.2.  Priority social and economic determinants that facilitate and/or enhance health
service coverage

Prioritizing health needs of PLWHA and those affected (ranking and scoring)

As per PRA guidelines we used rankings and scoring to identify priority health needs of
vulnerable groups in the area, identify for key groups the priority factors that facilitate and block
access, uptake and adherence to prevention, treatment and care for HIV and AIDS in the
community.

Social group priority needs

Identified problems Problem prioritization (Rankings)
Women

No ambulance 1

Lack of a delivery room 2

Unemployment 3

Men

HIV/AIDS and TB 1

Lack of a secondary school 2

Poor nutrition 3

Men and women differed in their assessments of Chetto residents’ health problems. While
women prioritized lack of ambulance, lack of delivery room and unemployment, men listed
HIV/AIDS and TB, lack of a secondary school and poor nutrition as the pressing issues.
According to women patrticipants, “where we are staying is very far from town (KatimaMulilo)
and we do not have transport to take critical patients to the state hospital’. They explained that
there are no telephones at Chetto and the nurse has to use her cellphone to call the ambulance.
However Chetto clinic has no service therefore the nurse has to walk about two kilometers to a
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hilly place to catch the cellphone service. Even that does not guarantee that the ambulance will
be sent to Chetto. Women explained that delivery room doubles as the counseling room, room
for getting ARVs, a dressing room and when somebody is in labor-pain, and then the counseling
is done in the toilet room. Women participants stated that, “unemployment is turning us into
prostitutes”.

The men saw HIV/AIDS and TB as the priority health issue. They linked lack of secondary
school to lack of employment and poverty that stresses Chetto. They linked this to their
everyday health problems. They linked lack of secondary education to illiteracy, “that makes it
difficult for us to read and understand about HIV/AIDS for ourselves”. They saw nutritional
support as necessary for HIV/AIDS efforts and treatment and argued that poor nutrition is
contributing to the AIDS crisis, “HIV/AIDS patients need food because without food they cannot
take the medicine. Other diseases are caused by poor nutrition”

4.3. Underlying intermediate and immediate causes of health needs
Using the problem tree in the PRA guide we identified (and connected) underlying health needs
to immediate and intermediate causes:

Underlying causes Intermediate causes Immediate causes | Priority problem | Burden

x Complaints to the | xNo network coverage | xLack of | xNo ambulance | xLack of
Deputy Prime to call ambulance donations to buy transport
Minister (official | xLocal counselors don't nurse air time to delays care &
responsible for San listen to our call ambulance treatment for
affairs in the | ambulance plight PLWHA
Namibian
government) has
come to naught

x Corruption and | xCaprivi governor and | xNo qualifications | xunemployment | xPoverty
discrimination counselors not | xNo money for contributing
against San people considering San | further studies to HIV

xNo secondary unemployment x Employment prevalence
schools in Chetto problem available in x Through

xNo newspapers, | xCounselors Katima and prostitution
radio & telephone discriminating against other places that

services in Chetto

San people

are far

x No startup capital xNo job adverts

What we were getting from the participants was that the Chetto’s lack of ambulance and
transportation to the referral hospital in Katima Mulilo may be contributing to difficulties of HIV
service provision in the area. This is compounded by the fact that there are only two nurses at
Chetto and none can speak the local language.
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Solutions to identified social problems

Problem Solution

No ambulance Traditional leader requested ambulance from the Director of Health at
Katima Mulilo Hospital

Sat with deputy PM M. Hausiku to discuss ambulance issue

Community members should stop alcohol abuse and engage in income
generation projects

unemployment Introduce projects in which community members can work

Lack of secondary | Advise San children on the dangers of alcohol abuse and the importance
education of schooling

Local counselors, teachers and Principals should intervene to stop
bullying of San children in secondary schools

Government should build secondary school in Chetto

The solutions participants suggested for mitigating lack of ambulance, unemployment and lack
of secondary school education stressed the belief that San people were being discriminated.
Governmental action and the action of local and school authorities were needed to deal with
discrimination.

4.4. Defining HIV/AIDS responses for key social groups in health services coverage

Figure 7: Tanahashi model of health service coverage

SERVICE DELIVERY GDAL

Target population who do not contact services

ACCESSIBILITY COVERAGE .
AVAILABILITY COVERAGE .

TARGET POPULATION

PROCESS OF SERVICE PROVISION

Source: Tanahashi, 1978

The table below on health services coverage results from our use of the Tanahashi (1978)
model that talks about availability coverage, accessibility coverage, acceptability coverage and
contact coverage.
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Availability coverage

Available resources Unavailable resources

> Family planning > OVC support

x Clean water X TB screening

x Condoms X Male circumcision

x HIV/AIDS Counseling X Service fee

X ARVs are distributed x No doctors

X Awareness campaigns x No electricity and telephones
X Rapid testing

X Medications

Accessibility coverage

Factors making for accessibility Factors inhibiting acces sibility
Services are mostly free as even those | 5 Lack of money to pay service fee (nurses are rude
that have no service fee get treated to non-payers)

under 15s
x No clean water for non-patients
x Lack of ambulance/transport
X Clinic toilet use is discouraged by nurses

Acceptability coverage

Factors making for acceptability Factors inhibiting acceptability

> Free services > Nurses that cannot speak local language (limited

X We see results when we test for HIV translation)

X There is good information on HIV/AIDS | x Sometimes there is no medication for 1 week
treatment, care and support X Lack of delivery room

X _No electricity

Contact coverage

> Contraceptives > Some patients are afraid of the nurses especially if
x Counseling they have no money to pay

X HIV/AIDS information X Under 15s do not make contact with condom, family
X Rapid testing planning and rapid testing and TB screening
x Health education services

X Drugs (ARVS)

x Are all used by community members

except those that are under 15

In Chetto (as in the rest of Caprivi) an important factor making services acceptable is whether or
not they are given for free.

Availability Coverage: participants reported that youth, men and women all use
contraceptives, counseling, HIV/AIDS information, Health education and Drugs (ARVS) services
whenever they are available. There is a service fee. If one does not have the fee they are
treated anyway but their names are written down as owing the clinic. It is these that are fearful
of nurses at the clinic. The nurses themselves cannot speak the local Barakwena (one speaks
Lozi and the other is from Zimbabwe). Many participants find the limited translation service not
too acceptable.
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Actions To improve availability

Actions in the community Community take good care of resources
Educate youth on goo facility/resource use

Actions interfacing community & | Help health workers distribute condoms (especially LA &
health system CAA)

Actions in the health system Educate community on good facility use
Provide money and training to health workers

Accessibility Coverage:

Actions To improve access
Actions in the community Request for ambulance
Actions interfacing | Health workers together with community pressurize MoHSS for

community & health system | ambulance

Actions in the health system | Provide ambulance with driver stationed at Chetto
Pressurize MoHSS to change policy on condoms. Rapid testing
and family planning for under fifteen

Acceptability Coverage:

Actions To improve acceptability

Actions in the community Parents teach youth on HIV

Actions interfacing community & | Health worker together with traditional leaders request

health system government to change policy on condoms. Rapid
testing and family planning for under fifteen

Actions in the health system Mentor community

Contact coverage:
In the Tahanashi model, contact coverage is achieved when people come into contact with
services that are available, acceptable and accessible.

Actions To improve contact
Actions in the community Leaflets in local languages
Actions interfacing | Health workers together with local community work on

community & health system | translation of HIV brochures in local languages

Actions in the health system | Provide more user friendly HIV information
More awareness campaigns

To ensure effective outcomes from contacts participants argued that there must be promotion of
cooperation between health workers and community members. This must include frequent
feedbacks to community leaders on many aspects of HIV treatment, care and support. Again
there was emphasis on government doing more. This partly because most (if not all) the
services dealing with HIV/AIDS treatment, care and support have government backing.

System and mechanisms of referral care and clinical mentoring

People are referred for services that are not available at the local clinic. These include cancer,
operations, labour, X Rays Pneumonia, asthma and other services available at KatimaMulilo
State Hospital.

4.5. community Systems and Mechanisms for Clinical Mentoring in HIV treatment

Clinical mentoring is important for it builds successful networks of trained health care workers
for HIV care and treatment in resource-constrained settings at district level. Clinical mentoring is
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supposed to occur through site visits and through ongoing phone and e-mail consultation.
Chetto, without phones, email and very few visits by experts unfortunately does not seem to
benefit from clinical mentoring.

4.6. Community Systems and Mechanisms for Referral network in HIV treatment
Maps of Patient flow records at clinic level

The clinic is the centre of the referral system at primary level. Groups that work in the
community include as the Red Cross, CAA and Life Ambassadors which are people who refer
others to the clinic. According to participants there is no ambulance and this reduces effective
flow of people.

Maps of Patient flow record at District level

At the district level the referral line is from community actors to Chetto clinic to Katima State
Hospital to Rundu State Hospital to Windhoek (either Katutura or Central Hospital). There are
problems of language and transportation in this chain. They saw improvements as lying in
provision of nurses and doctors that understand their language. Lack of an ambulance is a big
problem at Chetto which is 200 or so kilometers from Katima Mulilo. This is not only a problem
of distance but also of transport costs and time spent on seeking medical care.

4.7. Mapping community resources, institutions and actors that respond to
HIV/AIDS
According to participants the Red Cross focus is on support and care, while Life Style
Ambassadors (LA) is mostly in condom provision. Catholic AIDS Action (CAA) provides blankets
and soaps for the infected and affected. The participants pointed to lack of orphan grants, OVC
support and PLWHA support (particularly food provision).

5. Discussion

In general service the delivery of social services in Caprivi is prompted by local authorities
and/or village councilsmeeting service providers to request home-based care and OVC support.
The Ministry of Gender and Social Services identify eligible households for OVC, disability and
elderly grants. Clinical Identification is used for assessing eligibility for patients attending in the
clinics for ART treatments or other medical interventions. Clinical identification is also applied to
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displaced people, refugees, and institutionalised populations (e.g. orphanages), and those
hospitalised due to AIDS-related ilinesses.

Ministry GECW and partners acknowledges practical challengesfacing the implementation of
OVC policy and the action plan. These relate to absence of birth and death certificates
necessary for accessing OVC grants. Another challenge is related to Caprivi’s border location.
Children may have foreign parents, which mean that they are not entitled to the child welfare
grants in Namibia. One of the big challenges in terms of OVC services described by the
MGECW and the MoHSS is human resources. The greatest bottleneck is in applying the foster
and disability grants, due to the lack of social workers on the ground. The material support given
to OVCs is inadequate given the numbers of vulnerable children. The number of service
providers giving home-based and OVC care & support do not meet service demand. Given the
high HIV and AIDS prevalence rates and with increasing strain on family networks, the
proportion of OVC requiring foster care or placement is most likely to increase.

Compared to other southern African countries Namibia is doing moderately well in addressing
the HIV related needs for OVCs and PLWHA.It has policies and programs addressing HIV-
related needs of PLWHA and OVCs. Despite the foregoing,community-based social and health
services have not kept pace with the severity impact of HIV and AIDS and associated service
needs. Thecentralized service delivery initiatives in Namibia cannot cope with severe impacts of
HIV in the country. In Namibia health facility management of people living with HIV/AIDS goes
on very well, while the community component is lagging. The centralization of services in
KatimaMulilo means that a remote area such as Chetto and its surroundings require ambulance
and telephones to access services. Unfortunately these are rarely (if not) available. Lack of
transport delays care & treatment for PLWHA

Social services delivery is hampered by structural limitations of the public health and welfare
systems, which has contributed to the growing pressure on NGOs, CBOs, FBOs, and private
sector to respond to various aspects of the epidemic. This includes the visible and growing need
to support and care for PLWHA and others who are affected by the epidemic, particularly OVC,
as well as need of engagement of communities in prevention, and treatment related activities.
Lack of finance for non-governmental actors and lack of efficient coordination between service
providers in Chetto has led to service gaps. Participants in Chetto saw many gaps in resources
and services in the community. They included shortages of ARVs at the clinic, limited care for
OVCs and PLWHA, lack of cooperation (and even competition) between the various NGOs that
work in the area of HIV/AIDS, no TB screening laboratory, no male circumcision service,
distance to access some services, lack of safe water (only patients allowed to use clean water
at the clinic) and none of the nurses were San. Some of the gaps related to policy. Thus lack of
condoms for young people around 10 years was considered a severe shortcoming.

In Chetto contraceptives, counseling, HIV/AIDS information, Health education and Drugs
(ARVSs) services were said to be available. Although there is a service fee, people get treated
even if they don’t have the N$ 4.00 but their names are jotted down as owing the clinic. As in
the rest of Caprivi (and given the high levels of poverty) an important factor making services
acceptable is whether or not they are given for free. These are fearful of nurses at the clinic.
The service providers do not speak the local Barakwena. Many find the limited translation
service not too acceptable. Chetto, without phones, email and very few visits by experts
unfortunately does not seem to benefit from clinical mentoring
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6. Recommendations

Attitudes of service providers, government officials (local counselors) and community members
can all make a difference between success and failure when it comes to HIV treatment, care
and support programs.

Health care providers are key to service provision but the quality of that provision may depend
on their cultural competence (the extent they converse in the local language, they make efforts
to respect clients etc.).Service providers that speak the local language can go a long way in
helping improve communication with locals.

Local NGOs e.g. Life Ambassadors, CAA, Red Cross seem to be crucial to the delivery of
materials to OVCs, awareness, condoms and even home based care in Caprivi but they do so
in isolation and building cooperation and capacity may be crucial to service uptake.

Lack of funding for certain services (e.g. ambulances, space for labor, counseling and even
treatment) and personnel (many clinics have one or two nurses) remain a challenge in Chetto)
Restrictive policies on condoms, family planning and rapid testing (for people younger than 15
years) hinders contact (and therefore effective) coverage in Chetto

A recurring issue in our discussions in the Chetto was poverty. Immediate problems of poverty
(e.g. hunger) distract many from focusing on HIV/AIDS awareness and education, treatment
and care. Absence of certain services e.g. male circumcision poses a challenge in the Caprivi
that must be addressed
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