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* GDP - Gross domestic product

** PPP - Purchasing power parity

Source: DHS 2006; IMF; Economist Intelligence Unit; CIA World Factbook; Namibia Labour Force Survey 2004; UNDP 2005 Human Development report

Population 2.04 Million

GDP* at PPP** $10.72 Billion

Literacy (total 

population)

85%

Median age 20.7 years

GDP (official exchange 

rate)

$7.4 Billion

GDP per capita 

(PPP)

$5,200

Birth rate 23.2 / 1,000 population

Namibian demographic and socio-economic indicators

Average inflation 9 %

Unemployment rate 21.9%

Population below 

poverty line

34.9% live on $1 per day

55.8% live on $2 per day

Map of Namibia

Real GDP growth 4 %

Country Overview
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THE NAMIBIAN HEALTH SYSTEM IS DRIVEN BY THE MINISTRY OF HEALTH & 

SOCIAL SERVICES AS THE PUBLIC SYSTEM IS RESPONSIBLE FOR 85% OF THE 

POPULATION

* PEPFAR - President‟s Emergency Plan for AIDS relief

** GFATM - Global Fund for AIDS, TB and Malaria

Source: Team analysis; Interviews

• Accessed only by the middle to 

high income population

• Driven by participation in medical 

aid schemes

• Provides first class care by a 

network of private providers

Private healthcare system 

(15% of Namibian population)

• Accessed by the lower income 

population

• Driven by a primary health care 

strategy to ensure health at the 

local level

• Provides care through a series of 

outreach, clinics, health centres and 

hospitals

Public healthcare system 

(85% of Namibian population)

• Driven by the Catholic, Anglican and Lutheran 

Health Services

• 100% of operational funding from MOHSS

• Providers of outpatient and inpatient care

• Seen as a “step up” from public system by both 

patients and staff

Mission facilities

• Large NGO focus on HIV / AIDS 

(over 300 HIV/AIDS NGOs); 

relatively small presence for broader 

health

• Presence of large donors including 

bilaterals, PEPFAR*, GFATM**, but 

these are focused on vertical care 

programmes (e.g., HIV/AIDS, TB, 

etc.)

NGO / donor community

Individual

Communities

Provides funding

• Recognised as an alternative source 

of care; used primarily by men, but 

usage seems to be small (i.e., 

traditional healers)

Informal entities

Provides funding
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HEALTHCARE CONTINUES TO BE A PRIORITY FOR THE NAMIBIAN 

GOVERNMENT

* Budgeted amount

** Includes subsidies for consistency across benchmark countries

Source: World Health Organisation; National Health Accounts; Ministry of Finance Medium Term Framework (2008/2009 to 2010/2011); Motivation for Budget 

Vote 13 - speech by the Minister of Health; Team analysis

Namibian health care expenditure

N$ Billion

Health care spending as a percentage of GDP

2005/06, Percent

6.4
7.67.0

8.78.3
6.3

5.3

Namibia** Swazi-

land

Botswa-

na

South 

Africa

Uganda Cuba Cambo-

dia

Health care expenditure as a percentage of total government 

expenditure

2005/06, Percent

PPP adjusted health care spending per capita

2005/06, International USD

12.011.710.09.9

18.2

10.910.1

Namibia Swazilan

d

Botswana South 

Africa

Uganda Cuba Cambodia

15%

Abuja

target

167
333

130

811726

360344

Namibia Swaziland Botswana South 

Africa

Uganda Cuba Cambodia

 Namibia falling 

short of all 

benchmark 

countries

 Botswana and SA 

are the countries 

investing relatively 

more in health care

 Botswana and SA 

are investing 

significantly more 

than other countries

 Namibia is more in 

line with Swaziland 

and Cuba

 Several countries 

are falling short of 

the 15% Abuja 

target

 Recent increases in 

expenditure have 

brought Namibia 

closer to  the Abuja 

target

1.68
1.401.34

2005/06 2006/07 2007/08

2.13*

2008/09

16.9%
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MDG Goal 7: Ensure 

environmental 

sustainability

THE MINISTRY OF HEALTH  & SOCIAL SERVICES SET AMBITIOUS HEALTH 

TARGETS RELATED TO THE MILLENNIUM DEVELOPMENT GOALS

* MDG - Millennium development goals

** ART - Anti-Retroviral therapy

Source: MOHSS Vote 13 data; Third National Development Plan; MOHSS Health and Social System Review, 2008; Team analysis

• Provide ART** at 34 hospitals by March 2008 and for 42,000 patients by 

March 2008 and 54,000 patients by March 2009
1

• Reduce HIV prevalence by 25% from current levels of 14% among the 15 – 25 

age group

2

• Reduce malaria fatality rate by 40% by 2009 from its current level3

• Improve tuberculosis case management to attain 85% cure rate by 20094

• Reduce infant mortality rate from 146/1000 to 38/1000 by 20125

• Increase immunisation coverage from 66% to 75% by 2008, 80% by 2009 and 

95% by 2010

7

MDG* Goal 6: Combat 

HIV/ AIDS, malaria and 

other diseases

MDG Goal 4: Reduce 

child mortality

MDG Goal 5: Reduce 

maternal mortality

6• Reduce under-5 mortality rate from 77/1000 to 45/1000 by 2012

• Reduce maternal mortality from 449/100,000 to 337/100,000 by 20129

• Increase sanitation coverage from 52% to 60% by 200910

8• Reduce under-nutrition among under-5’s from 17% to 8%
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HOWEVER, REACHING THE MILLENNIUM DEVELOPMENT GOAL TARGETS 

IS LIKELY TO BE A CHALLENGE

* Calculated

** Roadmap for Accelerating the Reduction of Maternal and Newborn Morbidity and Mortality Report; MOHSS

Source:WHO Core Health Indicators; World Bank Development Indicators; DHS, 2000, 2006; MOHSS Interviews

46
38

55
60

65

20061985 1990 1995 2000 2015

20*

-29%

29

69
62

77
86

97

20061985 1990 1995 2000 2015

-29%

68

449

271
225

1985 1990 1992 2000 2006 2015

+7%

5254
606260

1990 1995 2000 20051985

-10

Infant Mortality

# per 1 000 live births

Under-5 Mortality

# per 1 000 live births

Life Expectancy at Birth

Age (years)

Maternal Mortality

# per 100, 000 live births

No 

data

No 

data

MDG 

target
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8Source: DHS 2006; Team analysis; Interviews

CORE ISSUES THAT AROSE FROM THE HEALTH AND LEADERSHIP ASSESSMENTS 

ALIGNED CLOSELY TO THE FIVE PRIORITY THEMES FOR TRANSFORMATION
Description of core issues

 Growing capacity gap with 30% vacancy rate across pivotal clinical roles and increasing attrition 

among nurses

 Productivity of clinical staff (e.g., doctors and nurses) is weak as only approximately 50% of time 

is patient-facing

 Role of community health workers has not been formalised – there are currently 13 different 

types of community health workers

 Access to primary health care facilities remains a challenge with over 40% of the entire population 

and 60% of the rural population greater than 5 km from a health facility

 Outreach services have decreased due to staff shortages and a lack of vehicles for transport

 Patients frequently referred to hospitals for care because of lack of equipment or medicines

 Stock-out rates of key pharmaceuticals approach 25% nationally

 Over 50% of the population in nine regions do not have access to a flush toilet

 28% of children under-5 suffer from malnutrition

 None of Namibia‟s 13 regions have achieved the 80% target for all immunisations

 While bed nets are free to children under 5, usage remains low (5% usage among urban women; 10% 

usage among rural women)

 Information systems are frequently paper-based and do not allow for data to be aggregated

 No performance management system (at individual or system level)

 No accountability for performance (part of civil service bureaucracy)

 Budgeting remains at the central level and processes do not create the right incentives on the 

ground to drive capital productivity (e.g., Ministry budgets are “use it or lose it”)

 Organisation vision and direction not clearly understood across the Ministry

 Roles, responsibilities and decision rights are not clear between levels (i.e., National, Regional and 

District)

 Silos exist between Ministry Directorates, as well as between National and Regional Directors

 Management and leadership skills and capabilities not yet fully developed across entire health system

Priority themes

Increase 

frontline HR 

capacity and 

productivity

Drive system 

productivity

Ensure access 

to and 

availability of 

care

Take targeted 

preventative 

actions

Strengthen 

system 

leadership

1

2

3

4

5



9

THE UNDERLYING LEADERSHIP CHALLENGES MUST BE ADDRESSED ON 

THREE DISTINCT LEVELS

Capabilities and 

mindsets of 

individuals

Clinical 

leadership focus

System 

leadership and 

direction

Emerging recommendations

 Improve clarity of direction of strategic 

plans, e.g., through a cascading 

process that communicates tangible 

targets at each organisational level 

 Put a clear metric tracking system in 

place to clarify responsibilities and 

give feedback on how well people are 

meeting goals

From interviews with staff and clinical leadership experts

 Formal systems hamper the development of clinical 

leadership, e.g., limited incentives to choose a leadership 

position, lack of mentoring, etc.

 Leadership capability among clinicians is not 

systematically nurtured

 Beliefs that clinical leadership is of low value, e.g., limited 

data to show impact, not perceived as core to the clinicians‟ 

professional identity

 Revise incentive systems to shift limiting 

mindsets, e.g., distrust towards the 

system, lack of accountability and de-

motivation

 Assess and improve specific capabilities 

across pivotal roles through training

1

2

3

From Organisation Performance Profile survey results and 

interviews

 Clarity of direction fades at lower levels in the organisation

 Perception gap in the effectiveness of the provided direction, 

e.g., directors have a more positive view than the rest of 

staff

 The executive leadership team‟s contribution to the 

organisation is not visible

 Current managers do not role model desired behaviours

 No clear key performance indicators or metric tracking 

systems to give feedback on how well goals are met

 Elevate importance of clinical 

leadership, and enable talent (both 

MOHSS and other stakeholders) to 

thrive by putting a support structure in 

place, e.g., clear career paths, 

incentives, training opportunities, etc.

From capability assessment and focus groups

 Capability gaps in pivotal roles in how to lead teams, 

manage resources and implement change initiatives

 Lack of confidence due to insufficient management and 

leadership training hampers the effectiveness of individuals in 

pivotal roles

 Other prevalent mindsets that inhibit performance are 

distrust, lack of accountability and de-motivation

Supporting evidence

Source: Team analysis
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RESULTS OF THE OPP* SURVEY INDICATE RELATIVE STRENGTHS IN 

CAPABILITIES AND LEADERSHIP, BUT WEAKNESSES IN DIRECTION, 

MOTIVATION AND ENVIRONMENT

* Organisational performance profile

Source: Namibian MOHSS Performance Leadership survey (N= 234)

Distinctive (85%+)

Superior (70-85%)

Common (50-69%)

Not effective (0-49%)

Outcomes 

Direction

39%

Environment 

and values

26%

External 

Orientation

52%

Innovation

37%

Accounta-

bility

45%

Capabilities

60%

Motivation

35%

Coordination

and control

32%

Leadership

54%

 Overall, the Ministry of Health & Social 

services (MOHSS) needs to build on 

nascent strengths in Capabilities (e.g. 

knowledge) and Leadership (e.g. direct 

managers try to be role models) to 

improve its poor organisational 

effectiveness

 Alignment is limited by a lack of clarity 

around the direction of and how the 

organisation positively shapes employee 

interactions and behaviors

 There is scope to vastly improve 

MOHSS‟ execution by developing 

clearer accountabilities, controls and 

capabilities (people, processes and 

systems)

 The MOHSS is borderline effective at 

External Orientation – there is a sense it 

is not as responsive to clients/ users 

needs as it should be

PRELIMINARY
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Distribution of responses

All respondents, Percent Comments

…but there is a lack of clarity on the overall MOHSS 

vision and strategy

Respondents perceive little articulation and 

communication of a vision

Q. Management actively solicits employee involvement 

in setting MOHSS‟s direction

Q. Managers at all levels of MOHSS explain the vision to make 

it more relevant to their own people

Q. Management in MOHSS develops detailed strategic 

plans

And other practices are also too weak to create 

alignment on Direction

“The MOHSS needs to start strengthening long term 

from plans & their implications should be kept in mind 

in order to achieve our goals”

“I would guess most people don‟t even know the 

vision, and more importantly, how it affects their 

work”

Strongly agree/agree

Strongly disagree/disagree
Neutral

Often/always

Seldom/never
Sometimes

Practices Outcomes

“Information sharing and feedback given should 

following way top down the line and vise versa

50

3436

25 21

30

30

54

20

Q. MOHSS‟s vision is cascaded deep into the 

company

Q. Management articulates a vision for the future of 

MOHSS that resonates with my personal values

Q. MOHSS devotes adequate time to developing a 

compelling vision
33

3034

31 39

3929

30

36

Q. The vision for MOHSS‟s future is widely understood 

by its employees

Q. MOHSS‟s vision is meaningful to its employees on a 

personal level

Q. MOHSS‟s strategy is aligned with its vision

Q. Employees‟ day-to-day behavior is guided by 

MOHSS‟s strategy

33

4123

25

25

50

31

20

44

46

26

36

“The reviews mostly state the obvious. And are 

heavy to read”

THE MINISTRY’S VISION AND DIRECTION IS NOT 

CLEARLY UNDERSTOOD BY EMPLOYEES

1

Source: Namibian MOHSS Performance Leadership survey (N= 234), comments, and interviews, 6/2008

Employees are looking for a clear vision…

Q. It is crucial I understand the long term vision of 

MOHSS 8777

50% of respondents citing always or often
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Distribution of responses

Comments

… and the executive team needs to more visibly 

engage and lead the organisation

Leadership role modeling is weak throughout the 

organisation:

Q. Makes decisions in a timely manner

Q. The executive team make a visible contribution to the 

success of MOHSS

Q. The executive team shares a common vision for the 

future of MOHSS

Q. The executive team is highly respected throughout 

MOHSS

Strongly agree/agree

Strongly disagree/disagree
Neutral

Often/always

Seldom/never
Sometimes

Practices Outcomes

Q. Makes high quality decisions

Q. Has a deep understanding of MOHSS

Q. There are few good, visible role models of leaders in my 

department
52

47

69

20

19

27

29

58

59

49

48

22

26

23

24

26

16

21

24

8

33

Q.The actions of the leadership team members are aligned 

with MOHSS‟s strategy

All respondents, Percent

50

4335

31

28

49

58

39

14

12

20

22

THERE ARE FEW VISIBLE ROLE MODELS FOR 

LEADERSHIP ACROSS THE MINISTRY

Q. Maintains constructive relationships with his/her direct 

reports

Source: Namibian MOHSS Performance Leadership survey (N = 234), comments, and interviews, 6/2008

The manager to whom I report:
Q. Provides a good role model for me to follow

Q. I have a coach at work that helps me become better at 

what I do

“Proper supervisor is lacking especially of 

managers. It is killing the ministry”

“Change most of the managers”

“Improve our leadership quality”

“We don‟t have role models because we don‟t 

encourage people to behave like role models”

“Words, words, words – but no action”

1

50% of respondents citing always or often
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LACK OF FOCUS ON CLINICAL LEADERSHIP HAMPERS OVERALL 

PERFORMANCE IN THE MINISTRY OF HEALTH & SOCIAL SERVICES

Source: Interviews; Team analysis

Formal 

systems

hamper the

development

of clinical

leadership

Barriers 

to clinical 

leadership
Leadership

capability among

clinicians is not

systematically

nurtured

Deeply held

beliefs paint

clinical

leadership 

as low value

1

2 3

Key barriers

 No clear financial incentives, e.g., 

marginally better salaries

 No well-defined career path or 

development track

 Infrastructure of leadership is 

poor, e.g., lack of networking, 

supervision or mentorship

 Performance appraisals (if they 

happen) are often „box-ticking‟ 

exercises

Key barriers

 Lack of data to demonstrate the 

impact and value of clinical 

leadership

 Opportunity costs of leadership 

seen as too high, e.g., shortage of 

staff

 Clinical leadership not vital to an 

individual‟s professional success

 Clinical leadership not core to 

clinicians‟ professional identity, 

e.g., “I‟m a doctor, not a manager”Key barriers

 Leadership training not core part of curricula

 Limited training provided to foreign nationals who 

account for 2/3 of the doctors 

 Leadership development not connected to the day-job

 Little follow-up or evaluation of impact of training

2

Clinical leadership is critical to 

improving health system 

performance…

 London School of 

Economics

– Hospitals with greatest 

clinician involvement in 

management scored 

50% higher on key 

measures of 

organisational 

performance

 NHS

– In 11 cases of 

attempted service 

improvement, 

organisations with 

stronger clinical 

leadership were more 

successful in delivering 

change

 Very seldom that high 

performing health 

organisations have low 

limited clinical leadership

…however underlying barriers to improving clinical 

leadership exist in the Ministry of Health & Social 

Services
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CAPABILITY ASSESSMENTS IDENTIFY IMPROVEMENT 

OPPORTUNITIES IN MANAGEMENT SKILLS AND LEADERSHIP 

TRAINING

* Assessment included 6 interviews across 3 regions

Source: Interviews; Team analysis

Kavango Oshana Otjozondjupa

Principal Medical Officers* (PMOs)

Management/Clinical

• Asset management

• HRH strategy deployment

• Performance management

• Continued professional development

• Communication

Leadership

• People leadership

• Collaborative leadership

• Clinical quality leadership

Mindsets

• Victim & accountability

• Competence & confidence

• Motivation & inspiration

• Collaboration

• Task vs. people orientation

• Silo vs. system orientation

SNAPSHOT - BASED ON INTERVIEWS 

AND SELF-ASSESSMENTS

• Consensus is that there is no/limited management training 

for clinicians, e.g., no/little focus on asset management, 

financial basics, performance management (both from 

system and individual level) – especially true for non-

Namibians

• Desire to improve communication skills, e.g., written 

proposals, verbal communication in meetings 

(presentations, asserting a point, etc.)

• Strong mindsets, however 

perception is that the 

“tools” are lacking

• PMO takes interest in the 

daily “problems” of the 

staff and rolls up sleeves

• Good entrepreneurship, e.g., willingness to try new 

things, identify improvement levers

• Limited empowerment to drive through changes, e.g., 

ideas has to be approved at a central level, slow 

bureaucratic process (including lack of IT systems), 

limited/ownership over large ticket budget items

Need training

OK

Good

• Limited knowledge/confidence regarding people 

leadership, e.g., how to motivate and manage staff

• Shortage of staff makes it hard to be collaborative, 

task/objective comes first, individual preference second

• Limited time to think 

“strategy” – often needed 

in the frontline conducting 

clinical tasks (due to staff 

shortage)

3
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THE MINDSETS OF PRINCIPAL MEDICAL OFFICERS ARE 

CHARACTERIsED BY A WILL TO MAKE A DIFFERENCE, 

YET A LACK OF EMPOWERMENT AND LOW CONFIDENCE

Source: Interviews; Team analysis

Compassio

n

Power/

hierarchy

Distrust

 “We follow orders, and don‟t 

have the power to change 

them”

 “I get tired of directions that 

make little sense – I feel like a 

puppet” 

 “I feel with my staff, 

they work hard”

 “I wish I could do 

more for my staff”

 “They promised me training 

and less clinical work – now I 

do almost as much clinical 

work. My admin tasks have 

to be completed after hours”

 “I don‟t trust the Ministry, the 

decisions that affect my 

district are never 

transparent”

Accountabilit

y

 “I feel accountable for the 

results of this hospital”

 “I can change things, 

however the region needs 

to give me more freedom” 

Competence

 “I feel incompetent as a 

manager”

 “I wish I knew more 

about finance and 

organisation”

 “I have doubts in my new 

role, I don‟t really know 

what‟s expected of me”

De-motivation “I took this role 

thinking I could 

change things, now I 

just want to be a 

normal doctor again”

 “I need to leave in 

order to develop 

myself”

Positive mindset

Ambiguous mindset

Limiting mindset

Collaboratio

n

 “I try to create a culture of regular morning 

meetings where we align [to reduce stress]”

 “Sometimes we just talk, and connect on a 

personal level”

3
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INHIBITING MINDSETS ARE MAINLY DRIVEN BY STRUCTURAL 

ISSUES
Description Potential root causes

Victim and 

accountability

Confidence in own 

ability

Motivation and 

inspiration

Collaboration

Silo vs. system focus

Task vs. people focus

 Ability to take accountability 

for own actions, to feel 

empowered

 Ability to navigate role with 

confidence with regards to 

functional expertise

 Ability to leverage resources 

outside the own department, 

and consider initiatives from a 

holistic system perspective

 Ability to motivate one self and 

inspire others in daily work

 Ability to see clear trade-offs 

and collaborate with other to 

get the job done

 Making the right trade-offs 

between completing own work 

and coaching others

Emerging findings

 Strong victim mindsets, e.g., 

nurses don‟t take the time to 

explain the process to patients, 

Chief Medical Officers feel their 

regional needs are not met

 Lack of confidence in own 

ability, e.g., Principal Medical 

Officers feel incapable of 

coaching others, creating 

financial analysis etc.

 Silo thinking, e.g., doctors and 

regional directors operating 

within own silo with little 

connection to the broader 

system

 De-motivated staff, e.g.,  

nurses feel hopelessness and 

frustration, Principal Medical 

Officers find it difficult to 

implement ideas

 Tendency to mind own 

business, e.g., getting involved 

might mean extra work

 Tendency to focus on tasks 

rather than coaching others, 

e.g., clinical leaders give 

limited feedback and limited 

support to the districts 

 Unclear roles and responsibilities, e.g., 

outdated staff establishment

 No consequence management, e.g., 

promotion or dismissal

 Unclear decision rights

 Lack of training

 No appraisal or recognition system

 No formal process in place for 

mentoring and coaching

 Strong adherence to protocols

 Staff does not feel empowered to share 

ideas and do not have the decision rights

 Lack of formal structures and sharing of 

best practices

 Harsh working and living conditions

 Limited financial incentives

 No real career paths

 No appraisal system

 Limited formal incentives to 

collaborate with others, 

 Lack of accountability

 Not part of current culture

 Limited focus on people 

development, e.g., not part of 

performance assessment

Source: Capability assessments; Interviews; Team analysis

3

Mindsets

PRELIMINARY
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 Performance targets related to 

high-level MDGs*

 Few country-specific targets

 Limited number of system 

productivity/ operational targets

 Limited accountability 

established for targets

 Targets not effectively 

communicated

 Dominated by a complex set of 

health-specific metrics

 Insufficient focus on key 

operational metrics (e.g., 

patient traffic, occupancy rates)

 Metrics not tailored to different 

levels in the system and do not 

cascade to all levels of the 

system

 Frequent delays in tracking due to 

manual data collation and lack of 

communication infrastructure 

 Limited analytical ability to analyse 

and synthesis data trends (e.g.,

 No direct feedback

 Limited use of internal benchmarking 

as comparisons

 No established performance 

dialogues/forums

 Unclear lines of authority for 

acting on performance issues

 No mechanism for rewards 

and incentives (both 

tangible and intangible)

1.  Set objectives

Ensure supportive

• Culture

• Communication

• Capacity

3.  Set targets

2.  Establish 

clear metrics

4.  Track and 

disseminate 

metrics

5.  Review 

performance 

and take 

action

6.  Provide 

rewards and 

consequences

 Unclear vision

– Vague, high-

level objectives 

(e.g., „health for 

all‟)

 Poorly 

communicated 

within the 

organisation

NAMIBIA HAS FEW SYSTEMS OR MECHANISMS TO EFFECTIVELY DRIVE 

SYSTEM PERFORMANCE AND PRODUCTIVITY 

* Millennium Development Goals

Source: Interviews; Team analysis

Emerging insights from Namibian systems…
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MOHSS IS NOT ATTRACTING ENOUGH STAFF; ~30% VACANCIES 

OF FRONTLINE STAFF IS A PRESSING ISSUE

* Including doctors, registered nurses, enrolled nurses, dentists, dental therapists, dental technicians, pharmacists, pharmacist assistants, 

physiotherapists, occupational therapists, environmental health workers

** Including medical officers and medical specialists

Source: MOHSS Annual Report 2006-07– HRD Policy and Planning; Team analysis

100% =

38 %

Number 

of health 

workers*

Private

62 %

6 300

Public

and mission

Namibian health workers 

2007
Filled posts vs. vacancies of selected roles in MOHSS

Percent

Social workers

41%59%

48%52%

46

51%49%

21Dentists

155 workers

65%

26%

78%

100% =

Doctors**

2 482

Registered nurses

35%

74%

22%

Pharmacists

332

Enrolled nurses

2 083

Gap, # of staff

Vacant

Filled

79

10

19

116

638

457

NOT EXHAUSTIVE
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 Although 

increasing 

trends in nurse 

attrition have 

been observed

 Quantum of 

nurses 

temporarily 

leaving the 

system to 

access 

pensions is 

largely 

unknown

 Nevertheless, 

addressing the 

root causes of 

attrition is 

critical to gain 

full effect from 

the revised 

NDP3** targets

ATTRITION OF NURSES IS INCREASING; RESIGNATION IS THE MOST 

COMMON CAUSE OF STAFF DEPARTURE

* Used as straight attrition rate for 2008-13

** National Development Plan

Source: MOHSS Annual Report 2006-07 – HRD Policy and Planning; Interviews; MOHSS Health and Social System Review, 2008; Team analysis

0

10

20

30

40

50

60

70

80

90

100

110

120

2002 03 04 05 06 2007

Ø = 19

Ø = 98

Ø = 103

Financial year

Number of staff losses

Primary 

reasons for 

leaving job

Average 

attrition, 

2006-07*

Registered nurses

Enrolled nurses

Doctors

Reasons for leaving the job, 2006/07 attrition

MDs Nurses

Resignation

58%

 Access to 

pension savings

 Shift to private 

sector

 Move abroad

Other

10%

 Transfer to other 

government sectors

 Contract expire

 Medical discharge

 Dismissal

Death

13%

 Age related

 HIV effect 

unclear

Retirement

19%

 Few doctors 

retire from 

MOHSS, most 

start in public 

sector and shift 

to private

Low

High

Attrition 

rate of 4%

Attrition 

rate of 6-7%



21

4,700 – 9,000 COMMUNITY HEALTH CARE PROVIDERS ARE ACTIVE IN 

NAMIBIA, HOWEVER THE CADRE IS INFORMAL AND FRAGMENTED ACROSS 

ROLES 

Note: MOHSS 2006 data; Global Fund for AIDS, TB and Malaria estimates range between 4,700 to 9,000 (Global Fund alone has ~5,000)

* Home based care

** Persons living with HIV/AIDS

*** Community health care providers

Source: MOHSS Community Based Health Care Report 2006; Team analysis

Assist 

in health 

centres/ 

clinics

Care for 

the sick

Coun-

selors

OVC 

support

Raise 

and 

donate 

funds

Super-

vision 

of other 

roles

Common responsibilities/key tasks

Number of Community Health Care Providers by role

36

55

90

130

185

190

220

231

293

325

502

804

1 667HBC* givers

HBC* counsellors

Community health workers

Coordinator

Peer educators

Child care committee

member

Health educators

Traditional birth attendants

Community health

committee

CORPS

PLWHA** support groups

Health promoters

First aid workers

4 728Total
Significant overlap



































 4,700 - 9,000 

CHPCs*** are 

active in 

Namibia

 Yearly attrition 

estimated to 

30-50% due to

– Unpaid work

– Little to no 

recognition, 

 MOHSS could 

benefit from 

standardising 

the CHCP 

cadre in terms 

of tasks, 

responsibilities 

and salaries
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THERE ARE OPPORTUNITIES TO INCREASE CLINICAL PRODUCTIVITY 

THROUGH INCREASED TASK SHIFTING AND IMPROVED SYSTEMS AND 

PROCESSES

*  Average of 8 doctors responding across 3 regions

**  Based on focus group interviews with nurses; interviews with MDs in Oshana, Kavango and Khomas

Source:  Health Economics and Financing Programme, 2004 ; U.K. ward observations; Interviews; Team analysis 

BASED ON INTERVIEWS

55

10

35

Doctors‟ self-

assessment*

Personal

Other

activities

Patient 

productivity

 Meetings

 Other administrative tasks

 Waiting for assistance

 Outreach

 Unexplained absence

 Running family errands

 Breaks

 Socialising

 Catching up on medical 

journals (for MDs)

 Patient care

 Writing prescriptions 

(for MDs)

Productivity of doctors 

in Namibia, % of time 

during an 8 hour shift

%

Description

68

45

35

20

5

27

District 

hospitals

United 

Kingdom

benchmark

Productivity of nurses** 

in Namibia, % of time 

during an 8-hour shift

%

 Low patient 

productivity for nurses 

primarily due to

– overburdened staff, 

e.g., staff shortage, 

time consuming 

administrative tasks

– lack of supervision

 MOHSS could improve 

productivity by 

– addressing victim 

mindsets (lack of 

accountability) to 

reduce absenteeism, 

e.g., clarifying roles 

and priorities, 

revising incentives, 

increasing 

supervision etc.

– reducing 

administrative 

burden
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Distribution of waiting times health facilities

Percent (N=659)

32

46

36

23

52

82

45

36

24

15

10

9

1212Kunene

109Khomas

1326Oshikoto

2240Oshana

27Kavango

09Hardap

10

41 221324Namibia

Population living greater than 5 km from a health facility

Percent

>3 hours

2-3 hours

1-2 hours

<1 hour

ACCESS TO CARE IS AN ISSUE FOR A LARGE NUMBER OF 

NAMIBIANS - OVER 40% LIVE FURTHER THAN 5 KM FROM A 

HEALTH FACILITY

11

13

26

29

30

34

35

36

43

58

61

63

70

Khomas

Erongo

Ohangwena

Omaheke

Oshikoto

Kunene

Omusati

Hardap

Otjozondjupa

Caprivi

Kavango

Karas

Oshana

40% of the 

population lives 

further than 5 km 

from health 

facility
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WHILE OUT-OF-POCKET PAYMENTS ARE LOW COMPARED TO OTHER AFRICAN 

COUNTRIES, THE INDIRECT COSTS CAN DELAY PATIENTS SEEKING CARE

* Out-of-pocket payments

** Assumptions: 10 km to facility (N$ 10 roundtrip); 2.5 visits per annum

*** Assumptions: daily average salary for an informally employed patient

**** Assumptions: based on a typical basket of cold/flu remedies (e.g., cough syrup, paracetamol)

Source: World Health Organisation – National Health Accounts Series 2004 data; Central Bureau of Statistics; Consumer interviews; Team analysis

6

9

10

10

32

47

51

58

78India

Egypt

Mexico

Botswana

Zambia

South Africa

Botswana

Malawi

Namibia

Direct OOP* expenditure of total health 

expenditure

Percent 

95.00

Typical indirect OOP

Transportation cost

Description

• 40% of the population lives further than 5 km 

from health facilities

• Distances to health facilities are often too far for 

patients to walk 

• Most patients make use of public transport (e.g., 

taxi) to get to health facilities

• Frequent need for follow-up visits and referrals 

compound patient transportation costs

25,00**

Opportunity cost • Large portion of the of the patient population is 

informally employed

• Attendance at health facilities typically requires 

patients to forego working opportunities or take 

unpaid sick leave

• Repeat visits and lengthy referrals can 

compound income losses

40.00***

OTC medication cost • Several consumers frequently self-prescribe 

(even after visiting a health facility)

• With a typical basket of OTC medication costing 

N$ 30 …

• … the additive costs of OTC can be significant 

30.00****

Although direct out-of-pockets payments 

are relatively low compared with 

benchmark countries…

…there are high indirect costs associated with accessing care at public facilities 

Total

Indirect cost

N$/pp p.a.
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40

16

44

27Lack of equipment

10
Lack of qualified 

staff

7
Lack of 

medicines

Non clinical rationale

Health complications

Other reasons*

Total

* Other reasons may include patient explicit requests to receive care from doctors at hospitals

Source: 2005 NEPRU report on “Quantitative Service Delivery Survey”; MOHSS Health System Review 2008; Team analysis

100% = 166,192

 Health facilities often lack basic amenities and

clinical equipment

– ~30% of health facilities lack electricity and basic 

communication systems 

– Clinical equipment is often absent or 

malfunctioning

• ~40% of health workers are dissatisfied with 

availability of equipment

• Only 38% of hospitals have equipment to 

perform assisted vaginal deliveries

 ~25% of health facilities lack basic medicines

– 24% of facilities report stock-outs  of vital 

medicines

– ~10% of facilities report stock-outs of Nevirapine 

FURTHERMORE, UPON ARRIVAL AT CLINICS, PATIENTS ARE FREQUENTLY 

REFERRED DUE TO A LACK OF EQUIPMENT, STAFF OR MEDICINES

 Health worker posts are often vacant or filled with 

unsuitably qualified staff

– ~24% of nursing posts remain vacant

– Only 12% of midwives can correctly recognise 

critical signs and symptoms of post-partum 

haemorrhage (only 45% recognise bleeding as a 

sign of post-partum haemorrhage)

Rationale for patient referral

2005, Percent
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36

29

11

13

35

63

26

30

34

43

58

61

70

Khomas

Karas

Hardap

Ohangwena

Oshikoto

Kunene

Omusati

Caprivi

Kavango

Oshana

Omaheke

Otjozondjupa

Erongo

North 

cluster

Central 

cluster

South 

cluster

0.09

0.11

0.25

0.11

0.23

0.07

0.19

0.22

0.17

0.15

0.06

0.20

0.26

Ø 0.16

Share of population living farther than 

5 Km from closest health facility

Percent

Ambulance coverage 

(2007)

No. per 1,000 population

20

17

11

4 15 19

8

156 21

116 17

19

7 19 26

6

22

14

9

27

8

19

10

2

32

514 19

21 6

17

1714 3

8

Down rate

Percent

71

79

75

90

5

40

0

33

21

45

18

26

40

Ambulance availability 

(2007)

No.

154 113 42

Operational

Out of service

THE ABILITY TO TRANSPORT PATIENTS BETWEEN FACILITIES IS 

SEVERELY HAMPERED BY A LACK OF WORKING VEHICLES
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* Estimates on inflow of patients per region based on in-flow of patients across age and profiles and clinical criteria for presentation

** Aggregate inflow of patients from January 2006 to March 2007 – 15 months

Source: 2006-2007 MoHSS Health Essential Indicators; Team analysis

Inflow of patients per region*

2006 - 2007**, Number of patients Minimum and maximum patient load

Regional average clinic patient load

Caprivi

Erongo

Hardap

Karas

Kavango

Khomas

Kunene

Ohangwena

Omaheke

Omusati

Oshana

Oshikoto

Otjionzdjupa

Regions
Average inflow of patient per clinic in the region and min and max variation 

in clinic potent inflow

0 10,000 20,000 30,000 40,000 50,000 60,000

 Existing variation in average 

patient flows driven by different 

demographic density and 

disease burden profile across 

regions

 Severe variation within same

region can be attributed to 

sub-optimal patient flows

within the facilities network

 Sub-optimal patient flow 

typically resulting from:

– Wrong localisation of 

facilities to match demand

– Patient mindsets

– Inability of some facilities to 

offer proper care, thus 

forcing patients to seek care 

elsewhere

 If patient flows can only be 

marginally influenced in the 

short term, adjusting network 

resources accordingly to match 

demand could result in a very 

effective approach to increase 

quality and access

THERE IS HIGH VARIATION IN THE UTILISATION OF INFRASTRUCTURE 

AND FACILITIES

Extremely low 

utilisation of several 

facilities (less than ~10 

to 15 patients per day)

Robert Mugabe 

clinic: average of 

~45 patients/day 
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SIGNIFICANT OPPORTUNITY EXISTS TO FREE UP BED CAPACITY IN 

REFERRAL HOSPITALS THROUGH PRODUCTIVITY IMPROVEMENTS

* Assumptions include constant bed demand; nil additional capacity (e.g., human resources, equipment etc.)

Source: MOHSS Health Essential Indicators; Team analysis

60

46

65

89

102

District Hospitals

Average utilisation

of referral hospitals

(75%)

Oshakati

Katutura

Rundu

Windhoek 

Central

8

10

11

7

12

Average utilisation

of referral hospitals

(10 days)

Length of stay

Days

Occupancy rate

Percent

2 10
12

Current New

-17%

17 85
102

NewCurrent

-17%

Productivity of Namibian referral hospitals 

2003-2005

Theoretical performance gap 

Oshakati Hospital*

PRELIMINARY

Length of stay

Days

Occupancy rate

Percent

Equivalent 

to 113 beds
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• Namibia Overview

• Health System Leadership Assessment

• Health System Challenges Assessment

• Maternal Health Assessment
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FIVE CLINICAL PATHWAYS ILLUSTRATE SOME OF THE BIGGEST OBSTACLES 

TO ACHIEVING NAMIBIA’S MILLENNIUM DEVELOPMENT GOAL TARGETS

 Infant and child mortality has improved slowly since independence. Diarrhoea, pneumonia 

and HIV/AIDS contribute to approximately two-thirds of the childhood disease burden in 

Namibia. Underlying these diseases are persistent challenges related to nutrition, 

sanitation and health-seeking behaviours (MDG 4)

 Maternal mortality has increased to 449 per 100 000 live births and now ranks among the 

highest in the world. Infectious diseases - HIV/AIDS in particular – contribute to more than 

half of maternal deaths. Extremely low coverage of emergency obstetric care across most 

of the country severely limits the health system‟s ability to deal with obstetric 

complications and emergencies (MDG 5)

 HIV/AIDS prevalence is 19.9% and the single largest contributor to the disease burden in 

Namibia. Despite pervasive messaging and knowledge about the disease, low penetration 

of VCT* and limited uptake of condoms remain critical obstacles to halting the spread of 

HIV/AIDS. While Namibia has seen initial success with distribution of ART**, a gap of 23% 

remains to achieving universal coverage (MDG 6)

 Malaria continues to be a health challenge across the Northern regions of Namibia. While 

there is low-level penetration of key prevention measures such as bed nets and 

intermittent treatment prophylaxis for pregnant women, household spraying appears to 

have yielded some positive results since 2004  (MDG 6)

 The tuberculosis (TB) case rate in Namibia ranks amongst the highest in the world. TB is 

the leading cause of death for people with HIV/AIDS; the estimated co-infection rate is 

over 60%. As a result of vast distances, poor living conditions, and high levels of 

malnutrition; case detection and compliance with treatment remain persistent challenges 

in managing the TB (MDG 6)

* Voluntary Counselling and Testing ** Anti Retroviral Therapy

Source: Team analysis

http://img.scoop.co.nz/stories/images/0703/f8209bf513cba8f48817.jpeg
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NAMIBIA’S INCREASE IN MATERNAL MORTALITY IS LARGELY DRIVEN 

BY INDIRECT CAUSES

* Includes: HIV/AIDS, Malaria, TB Meningitis, and Pneumonia

** Maternal deaths are not identifiable in Namibia, maternal mortality rate calculated based on statistical extrapolation

Source: MoHSS Health and Social System Review, 2008; Report on Emergency Obstetric Care 2006; Team analysis

449

271

225

1992 2000 2006

+7%

Maternal mortality rate

Number per 100 000 live births

57

48

35Infectious disease*

5Medical conditions

5
Other indirect 

causes

3Haemorrhage

Indirect causes

3Obstructed labour

4Eclampsia

2Other direct causes

Maternal Deaths

Causes of maternal deaths in Namibia

Absolute numbers, 2005**

HIV/AIDS accounts 

for 53% of maternal 

deaths

Indirect

Direct

 The maternal 

mortality rate has 

increased by 7% 

p.a. since 1992

 53% of maternal 

deaths appear to 

be as a result of 

co-infection with 

HIV

 Strategies to 

improve maternal 

mortality rate 

should 

simultaneously 

address both 

indirect and direct 

causes of 

maternal death



32

MATERNAL MORTALITY IS A RISK AT ALL STAGES OF PREGNANCY

* ANC – Antenatal Care

Source: WHO; Interviews; team analysis

Antenatal period Delivery Postnatal care

Antenatal Haemorrhage

Nutrition deficiency (e.g., iron 

deficient anaemia)

 Infectious diseases

– HIV/AIDS

– Malaria

– TB Meningitis

Pre-mature labour

Pre-eclampsia/Eclampsia

 In a health facility

– Intrapartum haemorrhage

– Obstructed/prolonged labour

– Retained placenta

 In a home birth

– Same as above

– HIV transmission to child

– Need for emergency care

Typical 

risks

 Postpartum haemorrhage

 Postpartum sepsis

 Infectious disease

– HIV/AIDS

– Malaria

– TB Meningitis

ANC* visits (4x)

– Clinical examination

• Blood pressure, weight, fundal 

height, foetal heart

– Basic investigation

• Urine, blood glucose

– Screening

• RPR

– Immunisation

• Tetanus toxoid

– Education

• Birth-planning, nutrition, child 

care, emergency preparedness

Emergency preparedness

– Communication

– Transportation

– Emergency algorithms

 Skilled attendant present at birth

– Doctor

– Midwife (+enrolled Midwife)

– Registered nurse

– Traditional Birth Attendant

 Sufficient equipment

– Incubators, suction machines, 

chord clamps, partographs

 Clean Environment

– Water, gloves, warming device

 Emergency preparedness

– Communication

– Transportation

– Emergency algorithms

Clinical 

protocols

 Postnatal follow-up

– Clinical exam

– Education

– Child health interventions

• Immunisation

• Breastfeeding

• Education

 Emergency preparedness

– Communication

– Transportation

– Emergency algorithms
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TO IMPROVE AGAINST THEIR MDG TARGET, NAMIBIA MUST INITIALLY FOCUS 

ON DISEASE MANAGEMENT THROUGH SCREENING AND EDUCATION

* Antenatal care

** Assisted vaginal delivery

*** Traditional Birth Attendant

Source: Team Analysis

Key strategies Current gapsRationale

Encourage earlier ANC* and 

increase the number of ANC 

visits for pregnant women

 Develop a strategy for promoting 

access and availability of ANC

– Education campaigns targeting 

pregnant women

– ANC available at outreach points

 ANC is a critical point-of-contact 

for screening and early initiation of 

disease management (e.g., 

HIV/AIDS and malaria)

Increase access to maternal 

education

 Develop curriculum for nurses: make 

maternal education part of their job

 Employ community health workers to 

bring education to communities

 Education (e.g., nutrition and 

pregnancy complications) allows 

mothers to manage health and 

seek care expeditiously

Training and development for 

birthing professionals

 Doctors

 Nurses

 Midwives

 Traditional birth attendants

 Revise the nursing curriculum

 Provide regular training and skills 

development for nurses and 

midwives

 Provide training and supplies to 

TBAs***

 Doctors and midwives do not 

have the skills to handle 

complicated deliveries (e.g., C-

sections, AVD**)

 Non-facility deliveries require 

proper training of community 

health workers

Emergency obstetric care 

package

 Access (24 hrs)

 Availability of adequate 

Equipment and skills

 Provide consistent access to 24 hr 

care (e.g., extended hours of 

facilities, transport system)

 Renew ambulance fleet

 Upgrade equipment (incubators, 

suction machines, etc.)

 Equipment for complicated 

deliveries is lacking

 Few facilities open 24 hrs

 Low ambulance coverage results 

in long wait times for critical 

procedures

1

2

3

4

Initial focus
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NAMIBIAN WOMEN SEEK ANC* LATE IN THEIR PREGNANCY, RESULTING IN 

LOWER LEVELS OF DISEASE SCREENING AND INSUFFICIENT EDUCATION 

* Antenatal care

** Anti-Retroviral Therapy

Source: DHS 2006 Survey (N= 3,749); Team analysis

Timing of pregnant women seeking ANC 1 visits

2006, Percent of women per month

 There are several problems with late 

uptake of ANC in terms of preventing 

indirect maternal deaths

– Late testing for HIV delays ART**

– Delayed uptake of education on 

key prevention measures for 

infectious disease (e.g., bed nets 

or nutrition)

 There are also many reasons to 

encourage early ANC to decrease 

direct maternal deaths

– Late diagnosis and treatment of 

complications (e.g., pre-eclampsia 

and eclampsia)

– Women not as prepared to assess 

problems with their pregnancy

33

100

5

No 

ANC/ no 

answer

8+

3

6-7

21

4-5

38

<4

ANC 1 

visits 

should 

happen in 

the first 

trimester

 ANC* visits are a key 

method for getting 

women into the health 

system

 Along with key 

pregnancy related 

screening/ surveillance, 

the ANC visit should be 

used to test and educate 

women on the key 

infectious diseases that 

are driving maternal 

mortality

 Although Namibia 

already has good uptake 

of ANC services (90% of 

women receive at least 

1 visit and 71% attend 4 

times)…

 …only 38% of prenant 

women present in their 

first trimester Months

First trimester Second 

trimester

Third trimester

1
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WHILE CLINICAL PROCEDURES ARE COMMONPLACE, WOMEN DO NOT 

RECEIVE EDUCATION ABOUT RISKS AND COMPLICATIONS OF PREGNANCY

* Antenatal care

** Rapid Plasma Reagin (syphilis screening)

Source: DHS 2006 Survey of women who received ANC for their most recent birth in the last five years (N=3,734); Interviews; Team analysis

58

94

97

97

98Weight

Blood sample

Blood pressure

Urine sample

Informed of signs

of complications

Key aspects of best 

practice ANC* visits (4x)

Coverage of example ANC components

Percent of rural women receiving ANC in last 5 years 

 Women who attend ANC visits are being screened for common complications and 

diseases associated with pregnancy

 However, women are not learning how manage or recognise complications during 

pregnancy (e.g., danger signs, nutrition, etc.)

 Clinical examination

– Blood pressure, weight, 

fundal height, foetal heart

 Basic investigations

– Urine analysis, blood 

glucose, ultrasound

 Screening

– RPR**

 Immunisation

– Tetanus toxoid

 Education

– Birthplanning, nutrition, 

child care, signs of 

complications

2

Namibia does not 

have the 

equipment nor 

technical skills to 

conduct routine 

ultrasounds
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WHEN TESTED, MIDWIVES FARED POORLY ON CLINICAL KNOWLEDGE AND 

SKILLS REQUIRED TO HANDLE LABOUR AND DELIVERY

* Able to name all key interventions, unprompted

** Post-partum haemorrhage

Source: MoHSS Report on the Needs Assessment for Emergency Obstetric Care 2006; Team analysis

Response to survey questions on maternity care

2005, Percent midwives answering correctly*

12.2

16.7

20.0

12.2

5.6

35.6

Intrapartum 

monitoring

Management 

of retained 

placenta

Signs of PPH Signs of 

post-partum 

sepsis

Management of 

PPH

Management of 

post-partum 

sepsis

Intrapartum and delivery Post-natal care

Diagnosis Management

• ~36% of midwives can 

correctly monitor 

women in labour

• Only 37% would assess 

degree of moulding

• 51% would assess 

descent of head

• Less than 20% of 

midwives able to 

manage PPH

• ~12% of midwives can 

correctly recognise all signs 

and complications of PPH**

• Only 45% would check the 

amount external bleeding

• 51% would check for 

uncontracted uterus

 Although 75% of 

women deliver in 

a health facility, 

the standard of 

midwifery care is 

severely lacking

 Midwife training 

will be critical to 

avoid deaths 

related to 

birthing 

complications

3
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ON AVERAGE, HEALTH FACILITIES ARE POORLY EQUIPPED TO HANDLE 

EMERGENCY OBSTETRIC COMPLICATIONS

* Defined as a facility having all 8 signal functions for obstetric care (i.e. administer parenteral antibiotics, administer parenteral oxytocic drugs; 

administer parenteral anticonfulsants for pre-eclampsia/eclampsia; perform manual removal of placenta, perform removal of retained products; 

perform assisted vaginal delivery; perform blood transfusions, perform surgery/cesarean delivery)

Source: MoHSS Report on the needs Assessment for EmOC; Team analysis

0

0

0

0

0

0

0

0

0

0

2.8

3.3

3.4Khomas

Otjozondjupa

Oshikoto

Kunene

Omusati

Ohangwena

Oshana

Kavango

Caprivi

Erongo

Omaheke

Hardap

Karas

Comprehensive Emergency Obstetric Care*

2005, Facility per 500 000 people 

00
3

0
3

38

4747

58

75

Perform 

blood 

transfusion

Perform

C- section

Manual 

removal of 

placenta

Removal 

of retained 

products

Perform 

assisted 

vaginal 

delivery

Health Centre

State Hospital

Health facilities with available services

2005, Percent of facilities

1.0
Namibia 

Target

 Facilities are not able to perform critical obstetric services due to lack of staff, lack of skills, lack of equipment 

and lack of basic clinical supplies (e.g., infection control materials)

 There are only four comprehensive emergency facilities, all located in the centre of the country leaving areas to 

the south, northeast and northwest with little or no facilities

 Low ambulance coverage compounds this problem by increasing the obstacles to emergency care for many 

women

4
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PATIENT JOURNEY – PREGNANT MOTHER (1/2)

Source: MOHSS Report on Emergency Obstetric Care; DHS 2000, Interviews; Team analysis

Antenatal care (ANC)

 Over 90% of women access ANC at least once 

during their pregnancy

– 90% of visits occur in a health facility (nurse, 

midwife, or doctor)

– 90% of women report receiving key clinical 

exams  (i.e. blood pressure, blood tests, urine 

samples, weight) during ANC visits

– Only 56% of women are informed of critical 

complications to look out for during pregnancy

 But many women wait until late in their pregnancy, 

over 60% seek their first ANC visit after 4 months

Child Birth

 75% of women give birth in a 

health facility with a skilled 

attendant

 Only 3 of the 13 regions have 

comprehensive emergency 

obstetric care

 Most facilities do not have 

capabilities or infrastructure to 

perform c-sections

– Only 23% of hospitals have 

proper anesthesia

 Poor ambulance coverage 

compounds these issues for 

women in labour

– 88% of state hospitals and 28% 

in health centres

Postnatal care

 Less than 50% of women return for 

postnatal care

 Many nurses do not see maternal 

education as part of their job, 

including 

– Nutrition

– Immunisation

– Basic care

One month baby check up

 Immunisation coverage 

decreases for antigens received 

farther away from birth

 In the case of home deliveries, 

traditional birth attendants may 

take babies to facilities

 Distance to travel can be long 

and mindset of “curative” care 

over preventative care means 

mothers may not make the trip

 Women access ANC 

late so they do not 

learn to take care of 

themselves during 

pregnancy (e.g. 

maternal nutrition, 

disease prevention, or 

recognising signs of 

complications)

 Long distances to 

health facilities means 

only 75% deliver with a 

professional attendant

 Very low-level 

equipment and 

capabilities to deal with 

emergency obstetric 

care threatens many 

complicated deliveries

 Low levels of postnatal 

follow -up decrease 

maternal education and 

may reduce uptake of 

immunisation, nutrition, 

sanitation, etc.

PRELIMINARY

1

3

4

2
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PATIENT JOURNEY – PREGNANT MOTHER (2/2)

Source: MOHSS Report on Emergency Obstetric Care; DHS 2000, Interviews; Team analysis

Antenatal care (ANC)

 Instead of seeking care near their 

homes, women travel very long 

distances

– Women in Ohangwena travel 

several hours down to Oshikati 

hospital by foot and taxi for 

better ANC services and 

deliveries

 Most outreach facilities cannot 

offer ANC because they do not 

have appropriate privacy (i.e., a 

separate room)

Child Birth

 At Engela hospital, women spend 

the final weeks and months of their 

pregnancy living under a tree at the 

hospital gates; without reliable 

transportation, this is the best way to 

ensure a delivery in a facility

 Very few hospitals can perform C-

sections therefore women can wait 

several hours for ambulances to take 

them to an appropriate facility

 One-quarter of women deliver 

outside of a health facility; traditional 

birth attendants do not have sterile 

equipment (e.g., clamps, gloves, 

mats, etc.)

Postnatal care and 

baby check-up

 Babies born outside of 

health facilities do not 

get newborn 

immunisations

NOT EXHAUSTIVE

I don‟t want to have 

my baby in 

Ohangwena, 

women give birth 

outside, waiting in 

line

I have waited outside 

the hospital for 3 

months because no one 

will deliver at home 

because they are 

scared of HIV

There isn‟t enough 

follow up care to 

ensure education, 

nurses believe they are 

there to treat and not to 

prevent

1

2

3

4
Postnatal care 

 Women are discharged quickly 

and many nurses do not view 

education as part of their 

responsibilities
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NUTRITION IS ALSO A CRITICAL ISSUE IN NAMIBIA; AN AVERAGE OF 28% 

OF CHILDREN UNDER FIVE SUFFER FROM CHRONIC MALNUTRITION

Source: DHS 2006; MOHSS Health and Social System Review, 2008; Interviews; Team analysis 
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 28% of children in Namibia are 

„stunted,‟ reflecting chronic 

malnutrition

 The lack of a regional 

coordinating mechanism for 

nutrition contributes to poor 

breastfeeding and 

complementary feeding 

practices

– Fewer than 60% of health 

facilities have guidelines for 

nutrition

– Limited resources results in 

inconsistent messaging and 

low-level maternal education

 Poverty also decreases access 

to appropriate foods

– Rising food prices are likely 

to exacerbate the problem

– No national fortification 

scheme exists yet
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