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This paper reports an evaluation of the implementation of the School Health Policy
(SHP) in Botswana schools. Historically, school health originated with a concem for the
number of children being excluded from school owing to communicable diseases. In
1999, the three ministries, Ministry of Health, Ministry of Education and Ministry of
Local Government, developed the Botswana School Health Policy and Procedures
Manual. The school health services are organized at national, district and local levels.
The purpose of the evaluation was to explore how school health services were deliv-
ered in schools in Botswana. Data on current practices on school health were collected
using observations, field notes and interviews of various school personnel in 27
schools located in the Gaborone district, and surrounding villages using the assess-
ment guide in the SHP. Content analysis was used to analyse the data. Several chal-
lenges to implementing the school health policy were identified, for example, lack
of human resources, lack of equipment supplies, lack of health knowledge among
teachers, as well as organizational problems. This has budgetary implications for
Botswana at both central and district levels. Commitment of all stakeholders in all
ministries concerned would also improve the implementation of schoal health services.
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Background to this evaluation

Health is a major priority in Botswana and integral
to the policy initiative Botswana Vision 2016 (Pre-
sidential Task Force, 1997). This policy sets down
the government’s vision of a healthy, compassionate
population that is fully informed and contributing
meaningfully to the country’s development. Of
central importance in achieving this vision is pro-
moting the health and wellbeing of school children,
since this group makes up one third of the total
population of Botswana (Ministry of Health, 2006).
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The efforts of the government are supported by
researchers such as Adamson et al. (2006) who
view schools as organizations designed to infiu-
ence and promote cognitive development and
behavioral change and recognize that healthy
pupils are likely to perform better at school.
Good health amongst school children is therefore
fundamental for producing a fully informed
population contributing meaningfully to the
development of Botswana.

School health services were initially introduced
in Botswana in 1972 by the country’s first cohort
of community health nurses, who trained in India
and were subsequently integrated into district
health teams. In 1999, three ministries of the
Botswana government: the Ministry of Health;
Ministry of Education; and Ministry of Local
Government; developed the Botswana school
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health policy (SHP) and procedures manually.
The services listed in the manual include: dental
care; environmental health; health education:
immunizations; health surveillance; regular phy-
sicai and menial heaith assessments. The manual
recommends that the implementation. organiza-
tion and delivery of the SHP be overseen by
school health committees, formaed at national,
district and loecal level, with a common geal of
promoting the health and welfare ot school-going
children.

The SHP, as produced by the Government, s a
comprehensive programme of health promotion
and health education with elements 1ouching all
aspects of school lite. In practice, the SHP broadly
comprises four elements: 1) detailed health assess-
ments of pupils in their first and final years at pri-
mary school; 2] an immunization programme; 3) a
programme ol health education aimed al teachers
and pupils; and 4) a detailed assessment of the
school envircnment. Information abour each pupil
is supposed to be recorded on individual pupil
record cards maintained within the school, The card
docurnents and records irnmunizations and mental
and physical health assessments conducted between
orades 1-10 at age 7-12 vears at primary school and
13-15 years at junicr secondary school. This eard is
designed to be transferred with the pupil if and
when they move [Tomn the school.

Within each area the policy specifies key indica-
tors. This approach is supported by St Leger (2000)
who suggests that health indicators be identified to
foster understanding of the objectives, processes
and ouwlcomes ol both the health and education
sectors Indicators, he further says, will provide a
better understanding of the factors, which influence
a young person's health capacity and status,

The SHI is, therefore, well supported by the
current literature and to be effective it must have
adequate resources, the commitment of all sta-
keholders and effective communication at all
levels of implementaticn. In reality, however, the
implementation of SHI' within Botswana has
been fraught with difficulties, with many ongoing
deficiencies in the school health services. For this
reason. we wished to explore at first hand how
school health services arz currently being deliv-
ered in Botswana: what is the current practice, to
reflect on some of the factors that have limited
the success of the SHP; and determine if solutions
are possible.

Methods of this evaluation

The evaluation of schoel health services was done
over a period of 28 months, from January 2004-
April 206, by two different groups of observers,

Firstly, two faculty mzmbers from the Uni-
versity of Botswana’s School of Nursing led
the evaluation. The two faculty members were
both qualified t PhD level. They have both
specialized n community health nursing and
nursing administration.

The faculty members were supported in the
evaluation by three MSc students and approxi-
mately 30 fourth yvear Bachelor of Nursing Science
(BNS) students from the University of Botswana
School of Nursing who were doing scheol health as
a part of their community health nursing practicum
mn the Gaborone district, South East district and
Kweneng district. Students were attached o dil-
ferent local government clinics where they did
outreach work in schools for a school health
attachment for a period of 14 weeks. They were
assigned in small groups of 5-17 for undergraduates
and 1-4 for MSc students Students were given a
owde for writing the reports. The SHP acted like a
checklist because it specified all the critical activiries
10 be addressed in the program.

Setting and schools visited

The evaluation was conducred by observing
school health activity in a total of 27 primary
{7=12 year old) and junior sccondary schools
(13-15 year old) in Gaborone district, South East
district and Kweneng district in Botswana. The
schools observed were in the city of Gaborone
and in the villages of Mogeditshane, Nkovaphir:,
Mmopane, Gabane and RRamotswa. These are all
semi-urban villages outside the capital Gaborone.

Data collection and analysis

Ineach schocl, the two faculty members observed
activity. The MSc and BNS students joined the
existing school health team and participated in all
aspects of school health activity (health assessments
of grade one pupils immunizations, health educa-
tnon and environmental inspections). In some
schools, where there were no existing school health
reams, the faculty members took responsibility for
the supervision of school health services,
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The data presented in this study were collected
using the school health assessment guide in the
Botswana SHP. Data were collected using field
notes, where faculty members and students had
recorded their practical experiences and reflec-
tions on delivering school health in each parti-
cular care setting. In the case of students, the field
notes took the form of a report prepared for their
assessment for the clinical attachment. In some
cases we also conducted interviews of school
personnel who included principals, teachers and
cooks. Interviews were conducted face to face and
were recorded using field notes by both faculty
and students. In total, 20 interviews were con-
ducted with school personnel.

Information about school health was obtained
from Gaborone city council. The two nurses
responsible for school health in Gaborone were
visited by the faculty members in their offices in
Bontleng and extension two clinics. Discussions
about the school health program and the SHP
followed and time for the interview was sched-
uled. These officers shared their knowledge and
experiences during the interview and during the
expanded immunization program at the ditferent
schools. So, the interviews were done during
actual school health activities as well as in the
officers” offices.

The school health coordinator of the South
East District Council was also interviewed as
having overall responsibility for school health in
that district. The Kweneng school health program
was coordinated by a group of nurses from
neighboring clinics. The bulk of the schools (19)
were in the Gaborone district. Information was
collected using the school health guide in the SHP
and field notes and observations were made.
None of the interviews were tape-recorded. Other
individuals who were interviewed included cooks,
teachers and principals of schools.

At the conclusion of the 28 months observation
period the two faculty members collected toge-
ther all of the observational field notes, the
student reports and the interview field notes and
subjected them to content analysis. The situation
in each school was described, with comparisons
and contrasts being noted. We sought to sum-
marize what had been observed throughout the
exercise, reflect on problems with the imple-
mentation of SHP and reflect on potential
solutions,
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Results of this evaluation
Practical issues around delivering the SHP

Conducting health assessments (first and final
vear pupils)

The researchers observed health assessments
being conducted in schools in far from ideal
circumstances. For example, due to the lack of
private space, individual health assessments on
pupils were being performed in crowded class-
rooms in front of other pupils. Physical exam-
inations that required privacy such as screening
for scoliosis and other conditions were simply not
done. This situation also precluded more intimate
examinations should these be necessary. Further-
more, many classrooms had broken windows with
no heating system.

Some successes were identified, however, and
students with several conditions (Table 1) were
generally being effectively identified and referred
to health facilities for further assessment and
management. However, the utility of mass
screening needs to be supported by social and
health contexts (DeBell, 1998). In Botswana,
while it seemed important, it has not been
supported by research.

Delivering health education

As part of the evaluation the researchers
participated in and supported the school health
programme in selected primary schools. Exam-
ples of this were participation in educational
activities based around HIV and AIDS, personal
hygiene, child abuse and substance abuse. We
observed that many students had many questions
for us, particularly on reproductive health issues,
and there would seem to be a clear need for
such information in Botswana's schools. We also

Table 1 Result of a typical session of 122 classroom
health assessments done by faculty and students in
Mkoyaphiri

Condition Number of % of pupils
cases identified affected

Dental caries 12 9.8

Ringworm 5 4.0

Tonsillitis 4 3.2

Septic scores 6 49

Ear infections B 4.9
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noticed that pupils seemed to ask more questions
in the absence of their teachers. which has clear
implications for the way in which the health
education on potentially difficult topics should be
delivered in the future. The main barriers to
providing effective health edncation that we
cbserved were time, lack of age-appropriate
teaching materials and the lack of space. In some
instances. where there were no halls to accom-
modate large classes, students were taught under
the shade of a big tree.

Assessing the school environment

In general terms, the reszarchers found that the
environmental health assessment was the most
neglected aspect of the SHP. The vision of the
SHP is that an environmental health assessment
is conducted every year with problems being
addressed in a timely manner. An assessment of
the schonl environment ar several schools, how-
ever, revealed several major problems

Mouost schools relied on students [or cleaning of
the school grounds. In some schools, the school
grounds were full of plastic papers and during the
rainy scason the grass was very long, potentially
harboring snakes and rodents. In some schools,
the numbers of toilets were few compared to the
number of pupils in the school. The Botswana
nalivnal school health  policy  stipulates  the
accepted ratio ot toilets to the number of students
as 5:76-100. In many schools the actual ratio was
much lower. Toiler paper was generally not pro-
vided in toilets, although sometimes there would
be a roll of toilet paper kept in the classroom.
Toilets were usually filthy. because cleaning was
[reyuently delegated o the students without
supervision. some pupils were not even provided
with gloves for cleaning toilets. Where gloves
were provided we observed occasions of pupils
afterward filling them with warter for play. On the
other hand. some districts provided boots and
oloves for cleaning or provided paid staff for the
Lask. Hand basins were generally not available in
toilets, particularly in schocls wherz pit latrines
were n use. In some schools, hand-washing
facilities were available. but in some cases this
consisted of a large communal bowl of infre-
quently changed water placed outside the class-
rooms. Soap was also frequently unavailable.

The SHP stipulatzs that kitchen staff should
have an annual physical examination. In many

cases, this condition was not being met. Other
problems were incompletz or dirty uniforms. poor
personal hygiene among catering staff and having
the school kitchen in proximity to toilets

Taken topether this clearly indicated that this
aspect af the SHP. the assessment and maintenance
of a healthy school environment, is being neglected
in many of the schools that we observed.

Barmriers for implementing the SHP

Implementation and awareness of SHP

In Gaborone and Ramotswa, the students (MSc
and BN) were attached to the school health team,
but in a number of schools in the Kweneng dis-
trict {in Mogoditshane, Nkoyaphiri, Mmopane
and Gabane) there were no school health teams
in existence. In these cases the students delivered
the school health services under the supervision
of faculty members. In these communities, once
the students and faculty completed rheir clinical
block. school health services gencrally ceased.

This differing implementation of school health
between districts in Botswana has been pre-
viously described and is evidence that there are
problems with getting the SHP in placc cvery-
where, a fact that became patently obvious during
anational meeting of key stakeholders in 2006, A
study of school health services was conducted
by the Ministry of Health in 2005, Our of the 24
health districts, 13 districts were surveyed and of
these seven did not have a school health pro-
gramme (Global School-based Health Survey,
2005).

We found that many teachers, families and
communities are not aware of the SHP. For
example, at one meeting in Mogoditshane that
was held with parents and teachzrs. both aroups
indicated almost total ignorance of the SHP In
another case, in Mogoditshane, teachers similarly
appeared to know nothing of the SHP. To address
thi= s workshop on the SHP was ran for those
teachers, at which copies of the SHP were also
distribured.

Co-operation within schools

From our experiences and observations in most
districts where a school health service was being
delivered. the school health teams usually com-
prised nurses only. Other professionals, most
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notably environmental health officials, and dental
health technicians were absent in most districts,
This is, disappointing, since the manual recom-
mends that all of the constituent services of the
SHP be implemented by a multidisciplinary team
(Ministry of Health, 2006).

We also found that in practice in many cases,
health issues arz considered the realm of the school
nursz by teachers leading to low participation by
them in the school health programme. For example,
teachers are expected to fill in the children’s school
health cards at the beginning of the academic year
in order to provide data regarding the child and the
immunization status. However, in some cases, this
was not done. Some teachers claimed that they had
a lot of work to do while others maintained that it
was the nurses’ duty. This led to a further problem
with pupils transferring schools not having the card
sent on in a timely manner. This could be particu-
larly problematic for children of around six or seven
years of age as there would be no evidence of
wherher they had heen immimizaed against polio
and diphtheria at the previous school. This lack of
understanding of roles further contributes to poor
implementation and an additional prokblem is that
school health is excluded from the budeet during
financial planning by teachers because many do not
see school health as an integral part of the schoo!
curriculum.

Lack of health knowledge amongst ieachers

A related problem was that in some cases we
observed a clear need for health education for
teachers. [n one particularly striking example at a
particular school students had all been asked o
bring their own cup [or drinking waler, as one
pupil was HIV pesitive. Hence teachers as well as
pupils may well be in nced of appropriate health
education (Brooks et al.. 2M)7) and the current
situation where education is entirely focused on
pupils may need to be re-though:.

Human resaurce constraints

The researchers observed that the nursing
officers assigned to the school health in Botswana
are typically overwhelmed by the number of
pupils and students thev serve, as illustrated
above. Another particular problem is the fact that
most personnzl currently involved in school
health work in Botswana have not been specifically
trained for that role. Currently, in most cases,
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school health work is being conducted by regis-
tered nurses with no specialised training or
background in school health and the particular
problems and challenges inherent in this work.
Sometimes the conditions they come across in
schools require a particular understanding of
childhood diseases and an adequate knowledge of
systems, for example, refzrral mechanisms. One
potential solution to this problem is to recruit and
train nurses in school health so that they can
provide the critical thinking needed for the
assessment of the problems of the current situa-
tion in Botswana and support the identification of
appropriaie solutions (Hoyle e al., 2008). Yel,
this could be difficult given that since the incep-
tion of a minor in School Health offered at the
University of Botswana, fewer than 10 students
have taken this course and none of them werk in
school settings.

Challenges in central organization

Organizational problems

At the district level, the researchers observed in
Gaborcne that the programme was left to two
nursing officers who could barely cope with the
workload, with very little or no support from their
supervisors. For example, some schools have a roll
of over 600 pupils and when one nurse is off sick,
only vne nurse is available for the whole school.
The district of Gaborone has 29 public schools
and more than 13 private schools; an over-
whelming challenge for two nursing officers.

Discussion

In reality, although the school health programme
was established more than threz decades ago, the
implementation of the SHP has been beset by
difficulties. Loeal problems, compounded by peor
communication amengst the three key national
ministries, means that implementation is patchy
at best. In some districts, no school health pro-
gramme is in place at all, and in other districts, no
identifiable school health coordinator has been
appointed. Owverall, implementation of the school
health programme has not been comprehensive,
with the focus being more on expanding the
immunization programme and introducing some
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imited screening and surveillance programmes,
10 the particular detriment of other services,
particularly health education and environmental
health (School health team, Ministry of Health,
2009, personal communication). We have been
able to witness at first hand how poorly the ele-
ments of health and environmental health have
been realized by the SHE

We believe that several key lactors have limited
the implementation of the policy, operating at
several levels. MNationally, although the roles and
responsibilities of the Health Ministry are clearly
defined in the policy. the roles and responsibilities
nf the other two ministries (local government and
education) remain less clear. This has created con-
fusion amongst policy makers, practitioners and the
clients they serve. The lack of role clarity has
weakened the programme and in the process
deprived pupils of the health care services they
badlv need. That communication among the three
ministries is suboptimal is evidenced by the fact that
meetings of the government’s school health com-
mittee are not always attended by representatives
of all the three ministries {School Health Meeting,
April 2006). This situation is problematic. Hoyle
el il (2003) argue that elfective leadership is neces-
sary at multiple levels in a school health system.
We agree, and have observed that in the cwrent
national situation, although there is political stabi-
lity at the highest levels, means that the alrcady
overstretched district organization is not receiving
strong leadership and in consequence is unable to
provide srong leadership to those working at the
local level. We would argue strongly for coordi-
nated national support for interdisciplinary health
teams in Botswana who, in turn, must provide
leadership to health workers in the field, so that
instances like those detailed above are avoided. and
positive change can he implemented and sustained.

This lack of national and district leadership is
compounded at local level by lack of human and
physical resources, knowledge of the SHE, stake-
holder commimment and communication. As
Hoyle et al. {(20U8) argue, a health promoting
school should be a place wherz all members of
the school community work together to provide
students with integrated and positive experiences

and structures which promote their health, Belore
this can happen we believe that the way in which
the pelicy is organized and resourced at every
level needs to be carefully rethought. We also
believe that the academic nursing community in
Botswana has much to contribute to this process.

Conclusions and Recommendations

At present school health remains a challenge
hecanse of human resource constraints, poor
communication between the three ministries and
inadequate leadership in this area. Given this
situation there is need for research on school
health implementation 0 enable Botswana Lo
provide evidence based school health services.
Coordination of school health services through-
out all districts, and availability of all required
health personnel necessary to implement the
school health programme, is essential. Above all,
commitment of all stakeholders would zo a long
way in ensuring the successful implementation of
school health services.
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