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FOREWORD

The Millennium Development Goals (MDGs) folen integral part of the global vision for a Mweaourished, skilled,
healthypopulace pursuing and sharing prosperity and weatiteation inan equitableand environmerally sustainable
manner. This genda particularly resonasewith Namibia as the country presided over bl General Assembly and
resultant Millennium Summitin 200Q which brought togetherthe largest ever gathering of world dders and
articulated G KNRdzZZIK | aSd 2F SAIKG T2 £ & itighiist ghe NayFozheddofiR A y 3
asitcouldo S ¢ @

For Namibia, an arid landscammviably endowed with precious natural resources yet underdevelapédiman terms
as a consequence ddoth inequitable distribution ofresources by systems designdeliberatelyto deprive some
segments of society, andeffective measures to redress this in thgostindependence era, this global developnten
agenda is flly in synctwith her own aspirations.

Il OO2NRAYy3If &Y blYAOAIQA +*A&A2Y HnonX & AYOGSNLINBGSR
domesticatesthis globa vision for a better world National DevelopmentPan 4 is specifically anched on the 1st
Millennium Development Goal which speaks of reductb® LJ2 @S NIi & | vy Rincréadad Akl NdistaifedP dz-
SO2y2YAO ANRGUKI ONBFiGA2Yy 2F ¢SIfOGK yR SYLX2YSyaT |

In this regard, the compilation of this Bart, the fourth for Namibia, is not only eeflection of how the world has fared
on its commitments on humaneyelopment but equallyeflects how Namibia has progressed on her owerada.The
Report highlights key policies thaavehad a significant impet onthe push toward the achievement of the MDGs. It
alsod dzY Yl NA aSa ¢ KSNB Hale Mhibited thergalmidi ofthef GRals.a S a

As an overview, Namibia, riding arset ofbold and targeted interventions to build the momentum and truly gaige

her people around the MDGs, notwithstanding theibbornness of the challenges still facdths a greatiealto be
proud of. Soecifically the country hasmade commendable progress in the areas of poverty reduction, education,
gender equality, healttand environmental sustainabilitylo flaga few successes in the area of poverty reduction
Namibia has succeeded in meeting or is on target to nadlebut two indicators, namelyhose relating to thegini-
coefficient and théghare of poorest quintilén national consumptioQ

Equally,in terms ofuniversal access to primary edion, Namibia had achieved or is expected to achieveaalets

within the agreed timelineln particulay there has been a tremendous expansionthe enrolment of childrerin
primary schools and algbe survival rate to @des5 and 8. With respect to gender equality and the empowerment of
women and girls, the ratio of female to male students enrolled in secondary school and the literacy rate have been
attained. Under the balth areaand specifically related to HlV¥he reduction in theHIVprevalenceamong the 15 to 19

and 20 to 24 year olds has been reatisEqually, we are proud of ouctdaevements around to incidena# malaria per

1000 population.

In regard to accesto clean,RNA Y { I 6f S &I (h&sNdeenatdingd While IirOtér@si gfevironmental
sustainability, the proportion of protected areas has increased. The increase in the number of conservancies and
community forests under the@nmunity Based NaturakesourceManagement programme deserves special mention
because of its positive impact not only in increasing wildilifenbersbut also because of thebenefits that local
communities derive.

Notwithstanding thesesuccesses, there &till more to be doneto guarantee greater impact on the reduction of
poverty, curtailment of the prevalence of HIV and infant mortality, imptbweternal health and increaskallocation
of land to freehold conservancies for greater wealth creation and distribution.

To ensuresuccess and guard against theveesal of these gains, Namibkiacommended for her active participation in
international partnerships and cooperation which contributes to peamking andpeacebuilding ¢ must remain
engaged on the global front. In partiem, Namibia must continue to build solid and mutually benefigétnerships
with like-mindedactors around the globe.

Tom Alweendo
Director General, National Planning Commission
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EXECUTIVE SUMMARY

INTRODUCTION

The Namibia 2013 Millennium Development Goals Report (MDGR) is the fourth progress report prepared since
the Millennium Declaration (MD) was adopted by 189 member states of the United Nations (UNg at
Millennium Summit in New York in September 20B6lowing the adoption of the MDeight smart, measurable,
achievable and realistic goals and targetthe Millennium Development Goals (MDGgsyvere developed and

these have been implemented by developing member countries with the support of the develogaeabar
countries.The eight MDGs are:

MDG 1: Eradicate extreme poverty and hunger

MDG 2: Achieve universal primary education

MDG 3: Promote gender equality and empower women
MDG 4: Reduce child mortality

MDG 5: Improve maternal health

MDG 6: Combat HIV andIDS, malaria and other diseases
MDG 7: Ensure environmental sustainability

MDG 8: Develop a global partnership for development

It should be noted that this is regarded as an interim report to be updated as soon as new data become available
from the 201213 Demographic and Health Survey and 2013 Labour Force Survey. The final report should be
available by early 2014.

GOAL 1: ERADICATE EXTREME POVERTY AND HUNGER

Namibia managed to achieve the poverty reduction targets ahead of 2015,sbuoibti on target toachieve
equitable distribution of income oeradication of hungerThe proportion2 ¥ bl YA QO Al Qa LJ& LJdzt |
HoorQand Weverely poaRconditions have decreased by more than half over the past 13 ydduis. is a
commendable reduction in poverty and means that less than one third (28.7 percent) of the population currently
lives below the poverty lindNamibia hast the same time, significantly reduced the poverty gaporatiirpassing

the target to halvethe poverty gapby 2015. However, inequality remains a serious challenge, with high poverty
levels in rural areasand among femaleheaded households, older pensioners and subsistence farmers. Two
regions had poverty levels of 50 percemit more, while itreased povertyevels were experienced iKkhomas
region.The gini coefficient has falldsut remains one of the highest in the world. The unemployment rate of 27
percent is lever than the 52 percent in 2008ut it continues to be extremely high amgiNambian youth (52
percent).Gross domestic product has grown modesthjtting 5 percent per annum in 2012, while the share of
the poorest decile more than doubled between 2008/and 2009/10. Hunger and malnutritisemaina serious
concern for Namibia, esgally with the current drought across many of the regions. Although Namibia has made
great strides and achieved key milestones towards eradicating poverty and huahge,are still challenges in
terms ofunemployment and unemployability, limited skilledd qualified human resources, limited research and
development, food insecurity and malnutritiomnd orgoing corruption and mismanagement of funds. Key
interventions that should receive attention for the remaining period before the end of 2013hareesign of
AYyy20FGA03S gl ea G2 ONBIFGS SYLIX 28 Y SywalEstabliskzid seciallglant A 6 A
system, raisethe budget allocation to educatignhealth and food production programmes, speed tipe
procesing of vital registration deuments, and more effectively implement the Zéfolerance for Corruption
strategy.

GOAL 2: ACHIEVE UNIVERSAL PRIMARY EDUCATION

Of the three MDG 2 targets that Namibia has set for herself to achieve by the year 2015, the net enrolment in
primary educationtarget has beenachieved, the literacy ratés on target to be achieved,hite the survival to

Grade 8target is not achievable ifucrent trends continue The net enrolment ratio in primary education stood at
99.6 percent in 2012. However, the gross ément rate for the pastdw years highlights inefficiencias
enrolling maximum numbers of children in age appropriate grades. The survival rdbafte 7s was 86 percent

9



in 2012, 14 percentage points short of the 100 percent tarddte literacy ate for 15 to24 year olds was cloge

the 100 percent target at 94 percent the year 2011. It is likely that the literacy rate target can be achieved by
2015.As with school enrolments, regional variations in literacy are evident, with Kunene having et (&8.4
percent) literacy rate in 2011, followed by Omaheke (70.7 percent) and Kavango (76.4 percent). The region with
the highest literacy rate in 2011 was Khomas (97.4 percéritpwed by Erongo (96.7 percent) and &&1(96.6
percent) This followsregional wealth trends, with the poorer regions having lower literacy rates and richer
regions having higher literacy rate®ne of the main thrusts of Vision 2030 is to transform Namibia into a high
income, knowledge based economy. Such an economy warlilekpected to alleviate poverty, satisfy the labour
YENLSG FyR dzf GAYFGSt&@ adzLILI2 NI bl YAOAl Qa diskitlyshdwi A 2 y
commitment to improved education with innovative interventions such as the Education emding Sector
Improvement Programme, continued curriculum development, free primary educdtiergfficial reinstituton of

early childhood developmentaind infrastrutural development. However, the following challenges pergistsr
school managementatk of motivation among many educators, poor physical learning envirorsnglotv rolt

out of early childhood development, poverty, malnutrition and high levels of domestic violSmae of the
interventions that could be consideredo expedite MDG impleentation are: improve school management
structures at school, circuit, regional and national levels, strengthen procurement and distribution of textbooks
especially to rural areas, continued improvement of physical learning environments, expedibaitrofl early
childhood development centres, expatige school feeding scheme to include all children, enact the Child Care
and Protection Bill, implement and enforce school codesoafiact for teachers and learnerand implement the
teenage pregnancy policKey interventions to be considered for the remaining MDG period are: increase
financial, material and human resources to implement legislation, policies and plasise thatgenderspecific
recommendations and significant action stepse included in te review of NDP ,4strengthen gender
mainstreaming across different sectors, continue to expand nutritional programmes to support pregnant women
and children, continue with awareness raisiagd strengthen all interveribns towards eradicating gendéasel
violence.

GOAL 3PROMOTE GENDER EQUALITY AND EMPOWER WOMEN

Of the seventargets three have alreadybeen achievedtwo were on target to be achieved by the year 2015,
while two were not on target. Gender parity targdtave beerreached for secondary edation, literacy rates for

15 to 24 year olds and prprimary educationThe ratio of girls td00 boys for secondary education was 112.3 in
the year 2012, 101 for literacy in 2011 and 101.2 forgienary education in 2012. The target to have gender
parity in primary education is on target to be achieved at 96.4 girls per 100 boys. Namibials® on target to
achieve 50 percenshare of women in wage employment in the Ragricultural sector, having achieved 48
percent in 2008 and 35 percent in 2012eTgender parity target for tertiary education will likely not be achieved,
taking current trends into consideration. The propion of seats held by women ireRiament was 25 percent in
2013, still 25 percenage points from the targeted 50 percerithe Namibian Constitution is the starting point for
ISYRSNJ Sljdzr t AGé& AY blFYAOALF® !'yvEALS YIlIye 20KSNI yIGaA
discrimination.Numerous milestones toward gender equality can be mentioned, but the edtaisist of the
Ministry of Gender Equality and Child Welfare was certainly on& &t Y23 (d AA3IYAFAOFIYyGZ O
commitment to the cause of gender equalityA major bottleneck slowing down progresss the poor
implementation of legislation, policies and plans, possibly due to low capacity and poor fupribmigies.
However, some key plans in Namibia, such as the Np#sinsufficient attention to gender issues. Other
challenges include insufficiemesources to mainstream gender equalitadequatelyacross diférent sectors,
increased gendebased violencethe seemingnability of Namibia to translate gender parity on some levels into
formal jobs and negotiation powers of women, inadequate disagdi@geof data in national management
information systemsand inconsistencies in data sources, research methodologies and data presentation.

GOAL 4REDUCE CHILD MORTALITY

The target for MDG 4 is to ensure that, by 2015, urider mortality rates are reduced by twihirds. The three
relevant indicators are to reduce both undfive mortality and infant mortality by twehirds between 1990 and
2015, and to increase the prop@n of oneyearold children immunised against measles. While the measles
immunisation programme is on target, current data for Namibia show that it is unlikely to attain the reduction in
child mortality targets by 2015The infant mortality rate decreasl from 57 deaths for every000live births in
1992 to 38 in the year 2000, but increased to 46 deaths p@@QLlive births in 200&7. A similar trend was
experienced for undefive mortality, which increased from 62 deaths pefQo live births in thegrear 2000 to 69
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deaths in 200837. Thechallenges that contribute towards increased child mortality rates include, inefficient and
ineffective health service provision, lack of basic emergency skills among some health workers, insufficient healtt
infrastructure and difficultiesof accesgo hedth services especially fameverely poor and marginalised groups.
Theinterventions urgently neeeld to expedite achievementf the 2015 targets are infrastructural development
(including equipment and space at hiatentres and clinics), increasbudget allocation, strengthened capacity

of health management systems, impralekills and commitment of health workers, strengthened comityu

health structures and rolbut of the Community Health Extension Officerogramme.The proportion of one
yearold children immunised against measles has increasealdilyfrom the early ninetiesfrom 63.5 percent to

72.2 percentin the year 200 and 78 percent in 2006/7. This shows that Namibia is on target to achieve the
immunisation target of 85 percent by 2015.

GOAL 5IMPROVE MATERNAL HEALTH

The targets for MDG 5 are to: reduce by three quarters, between 1990 and 2015, the maternal mortality ratio;
and achieve, by 2015, universal access to reproductive health. The tdatnfor Namibia (based on 2006/07
NDHS) shows that Namiblzas already achieval the target for births to be attended to by skilled health
personnel, is on target to reduce the unmet need for family planning to,Z®rbis unlikely to meet any of the

other targetsfor this goal by 2015such as 56 maternal deaths for every 1@ live births, 100 percent
contraceptive prevalenceahe adolescent birth rate reduced by 100 percent and an antenatal coverage of 100
percent. As with child health, Namibia ishemitted to reducing child and maternal mortality. This is evident by

the multi-sectoral institutional structures put in place, the Life Saving Skills/fEmOC training of trainers, routine
maternal death reviews, enhandereferral system, improved infrastruste and procurement of equipment,
AGNBY3aiKSYSR R2tSa0SyidQa &S E,dadfinprovgdRPMRNE st dredz@niohgd S
others. NamibichasRS @St 2 LISR  WNRI R YILIQ ¢AGK GKS FAY 2F SEI
but needs to overcome the following challenges: shortage of skilledthevorkers, high attrition, nomvailability

of essential drugs especially in rural areesppropriateness of théealth infrastructure to provide required

skills, sbw implementation of deentralistion, inadequatecommunity outreachand inefficient record keeping

and use of the moitoring and evaluation systenit is essentigl therefore,to develop a health professional
human resource plan, improve retention of health professionals, lacat training, buildthe capacity of all
categories of reproductive health service providers, ensure availability and maintenance of essential medicines
and equipment, design clinics to cater appropriately for all relevaaitheneeds, speed up decentisation, and
strengthen commnity mobiliaation and monitoring and evaluation.

GOAL 6COMBAT HIV AND AIDS, MALARIA AND OTHER DISEASES

The three targets for this goal are, by 2015 to have halted and begun to reverse the spread of HIV, and the
incidence ofmalaria and other major diseases, and by 2010, to have achieved universal access to treatment for
HIV and AIDS for all those who needit.the six HIV and AIDS indicators that ddaé measured, trends from the

early nineties show that Namibizad already achieved the ratio of 1.0 of school attendance of orphans to school
attendance of nororphans aged 4 years an belowNamibia is on target to achieve the 90 percent proportion of
women aged 15 to 24 yeawmith comprehensive and correct knowledge of Hhd &AIDS, but nobn target to
achieve the same results for men of the same age grdtp. countryis also on target to achieve the proportion

(100 percent) of adults with advangedlV infectionwho haveaccess to antiretroviral treatment, although not
target to achieve 95 percent of childrenith this accessThe HIV prevalence target of 5 pantemong the
population aged 15 t@4 will also not be achieved, as it stood at 8.9 percent by 2012.

The overall national HIV and AIDS response in Namibia is ghiddte respective short and medium term
National Plans, the National Strategic Framework on HIV and AIDS and the National Policy on HIV aimd AIDS
June 2011, Namibia committed itself to continuing its active response to HIV by endorsing the Political
Dedaration on HIV and AIDS: Intensifying our Efforts to Eliminate HIV and AIDS, at the UN General Assembly Hi
Level Meeting on AIDS. The Political Declaration on HIV and AIDS runs parallel to the MDGs, with ten targets to &
achieved by 2015, which suppdhe achievement of MDG 6. In 2013, a consultative-taerth review of progress
against these targets was completed and outlined the way towards achieving them, while the NgFmmid
review and recommendations will pave the way forwafdhe challengesn the overall response to HIV include
financial and technical sustainability, effectiveness of treatment due to adherésgges resistance and
inadequate nutrition fo PLHIV on treatment, slow raut of PMTCT Prongs 1 and difficulties in
implementationof PMTCT Option B+, slow uptake of voluntary medical male circumasidmot responding

11



appropriatelyto the key drivers of the epidemisuch as high risk populations. The overall monitoring and
evaluation systemsi challenged by high staff tusker, inefficient use of available data, poor quality of data
collected and absence of population based surveys and programme evaluations. Taking the above challenges int
consideration, it is pertinent to cdinue with quality improvementactivities for antiretoviral treatment,
strengthen capacity of CSOs to support adherence to treatment, intensify €fiéor¢limination of MTCT by 2015,
expedite implementation of théNational Policy on lle Circumcision for HIV Prevention, continue with current
prevention, teatment and care and support interventiorfer key populations, implement BZZS NY Y Sy (i
sustinability plan for HIVesponseand strengtherthe overall monitoring and evaluation system.

In additionto targets set for HIVMDG 6 strives to halt and begin to reverse malaria mortality by 2015. Namibia is
on track to achieve this and has already achieved a reversal in the incidence of ndiggi&oahlso aims to
have universal coverage of children using insectitidated bed nets. According to current trends, Namibia falls
short of achieving this target by 2015. In relation to other major diseases, available data sholWathibia is
doing well and hadlready achieved, by 2010, the target of 85 percent of tubercul@siesctreated successfully
and reducing the number of people who digfdm tuberculosis to less than fivélowever, Namibia is not doing
well in achieving the target on notifiian of tuberculosis cases as thstood at 545 per 10000 population
instead d less than 300.

GOAL 7ENSURE ENVIRONMENTAL SUSTAINABILITY

The targets for MDG 7 ar®: integrate the principles of sustainable development into country policies and
programmes and reverse the loss of environmental resoyreeguce biodiversity loss, Ghieving,by 2010, a
significant reduction in the rate of loskalve, by 2015, the proportion of people without sustainable access to
safe drinking water and basic sanitatiaand ky 2020, to have achieved a significant improvement in the lives of
at leag 100 million slum dwellersProgress to date includes three of gebeing met, two on target to be met
and three not on targetNamibiahasalready achieve the targets to provide safe drinking water to urban (99
percent) and rural dwellers (90 percenand to have 19.4 percent (against the targeted 15 percent for 2015) of
land coverage in 2013 as communal conservancy areas. Namibia is on track to have 20 percent of land coverac
as state protected and 5 percent as community forest areas. Howéwertarget of halving the proportion of
people without access to basic sanitation has not and willbgoachievedby 2015 Related to this is a failure to
meet targets for access to secure urban land tenure for poor pedypropriate wlicies are in placbut these

need accelerated implementatio.he constraints tenvironmental sustainability include slow implementation

of the Water and Sanitation Policy (WASP) arskills deficit to ensure access to basic sanitation, insecure access
to land and tenure, slow and politicised efforts in conservation of fish resources, slow implementatioa of
Concessions Policy, environmental damage caused by mining, less than opsenand management of
groundwater, and slow promotion of good rangeland marragat and conservation farmingRecommendations

for the period until 2015 include speedy implementation of WA&RIressing theskills deficit for sanitation
provision,ensuringsecure access to land and tenure, rebuigdthe pilchard ocean stock, seizithg opportunity

G2 SELX 2A0 bl YAOALI Qaic ldRdséaSeNBr Sourigni, feridridg@vigonmientaly sedsiihvg y
extraction of natual resources, sustainably managiihg demandfor Yy R dzaS 2F bl YAOAl Q&
resources and pursuingmplementation of incentives fothe promotion of sustainable rangeland management
and conservation farming.

GOAL 8DEVELOP A GLOBAL PARTNERSHIP FOR DEVELOPMENT

The final Goalefers to a global partnership and has a range of targets and indicators, some of which apply to the
developed nations and othetthat apply to nations in various states of development. Namibia has adopted four
indicators of achievement for itself. One nsemes the nebfficial development ssistance (ODA) flows it receives,

and the others measure the degree to which ICT has developed, in the form of internet access and use,
cellular/mobile telephone subscriptions, and regular land line telephoneNamilia has already achieved all the
targets set for this Goal. Official development assistanceesased from US$89 per capita in 1990 to US$131 per
capita in 2011, surpassing the target of US§r capita By 2013, 36 percemf Namibians had access to
internet, against the 20 percent targeff Goal 8 This could be attributed to increased cell phone subscribers and
consequent iternet access via cell phoneghe proportion of cell phone subscribers increased from 31 percent in
the early 2000s to 92 percent 2010 and 115 percent in 2013. The proportion of land line subscribers increased
steadilyfrom 6.8 percent in 2005 to 8.1 percent in 2013 (surpassing the 7.5 percent target).
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The gvernment continues to engage vigorously in regional and international anan cooperation and
groupings for mutual benefit and strives to effect structural transformation towards sustainabf@sgc growth

and development.lt also recogniss that regionally integrated markets are crucial for small economies like
Namibid & be able to grow and develop in the faad intensified economic globadtion. However, the
following challenges prohibits optimal progress irolgll partnership development: neavailability of an
adequately skilled labour force, accountability for imprdymublic service delivery and elimination of corruption,
labour inflexibility, ineffective public sector and civil society cooperatard inadequate access to financing.
Essential interventionfor the remaining period befor¢he end of 2015 are thedentification of critical skills
shortages for the economy toperate at a higher output level and consequentlgnningcarefullyfor domestic
skills development, strengthened institutional structures for public service performance nzanthgement
accoungability, makingpublic key documents that would support the elimination of corruption and hold officials
accountable for mismanagement of funds, government strengitingrof the space forthe private sector and
CSOs to operate efficiently and in line witlanket forces, improve access to adequate financingnd provsion

of serviced land with tenure to ensure adequate collateralthar private sector to expand.

LOOKING BEYOND 2015
The 189 UNnember states implementinthe MDGs will meet at a Special Seasi the UN General Assembly on

25 September 2013 to discuss two main issues: 1) how to accelerate progress towards achieving the MDGs; ar
2) to agree on a new set of sustainable development goals (SDGs) for all nations and a timetable for
implementation.The Rio+20 UN Conference of 2012 resolved to develop a set of SDGs for the timeframe beyond
2015. Many lessons can be learned from the MDGs that could influence the next set of SDGs, that is, the next se

of SDGs needs to build on the successes and digakeof the current MDGs. Although UN member states have
commenced discussions on a post 2015 agenda and have developed a draft international agesntaghit
recommended that Namibia undertake andepth assessment closer tbhe end of 2015The outome of this
assessment should be usedddapt thepost 2015SDGagendafor Namibia. The developmental focus should be
more on women, children, youth, petpwith disabilities, marginaksl people and the elderly. Based on the
review of MDG achievements up 2013, it is recommended that the following goals be considered for-post
2015, in addition to the existing goals:

1 Addressingmequality

2 Promoting good gvernance

3 Expediting the decentralisation process, including fiscal decentedln
4 Promoting sustinable development and addredsg climate change

5 Ensuring éod security

Achievement ofhese goalgan be only be realised with tHellowing enablers

Peace and security

Good governance, transparency agffiorts to fightcorruption
Strengthenednstitutional capacity

Promotion ofequality and access to justice and information
Human rights for all

Gender equality

Domestic resource mobilisation

Regional integration

A credible participatory process with cultural sensitivity
Enhanced statistical capifly to measure progress and ensure accountability
Prudent macreconomic policy that emphasises fair growth
A cemocratic and developmental state

An enabling global governance architecture.

= =4 =4 -8 -8 _8_a_48_4_4_-°_-4_-2
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MDGs 2013Status at a Glance

GOALS AND INDICATORS BASELINE

MDG 1: ERADICATE EXTREME POVERTY AND HUNGER

Halve the proportion of individuals classifiedpasor
(consumption expenditure on food and ndmod items
of N$377.96 per adult equivalent per month)

Halve the proportion of individuals classifiedseverely
poor (consumption expenditure on food and ndood
items of N$277.96 per adult equivalent per month)

Gini oefficient
Halve the poverty gapeatio (%) Poor
Halve the pverty gap ratio (%)Severely Poor

69.3%6(1993/94)

58.9%(1993/94)
0.7 (2003/@4)

37.7%6(1993/94)

28.19%(1993/94)

Employment to populatiomatio 43.1 (1997)
Growth rate of GDP per person employ@dib)

Proportion of own account and contributing family

workers in total employment 7.7 (1997
GDP growth (p.a 3.6(1993)

Double the share of poorest decile in national
consumption

Children under five stuntedn % of all children under

1.07 (2003/04)

five 28.4% (199p
MDG 2:ACHIEVE UNIVERSAL PRIMARY EDUCATION

Net enrolment ratioin primary education (%) 89%90(1992)
Proportion of pupils starting i@de 1 who reach last 5%%6(1992)
grade of pimary (survival to @&de 8) (%)

Literacy rate of 124 yearsolds, women and men (%) 76%(1991)

STATUS

28.76(2009/10)

15.3%(2009/10)

0.5971(2009/10)
8.8% (2009/10)
4.29%(2009/10)

47.9 (2009/10)

10.9
5(2012)

2.4 (2009/10)

2996(2006/07)

99.8%6(2012)
86%(2012

949%(2011)

MDG3: PROMOTE GENDER EQUALITY AND EMPOWER WOMEN

Ratio of females to males in:

1 Primary elucation (girls per 100 boys) 102 (1992)
I Secondary @ucation (girls per 100 boys) 124 (1992)
9 Tertiary @lucation (females per 100 males) 162 (1992)
1 Ratio of literate females to males (2% years) 110 (1991)
1 Preprimary education (girls per 100 boys) 87.6 (2008)
Share of women in wage employment in the Ron 39 (1991)

agricultural sector (%) 49 (1997)

Proportion of seats held by women in Parliament (%)
MDG 4: REDUCE CHILD MORTALITY

5.7 (19961995)

Infant mortality rate (deatk per 1000 live births) 56.6 (1992)
Under5 mortality rate(deaths per D00 live births) 83.2 (1992)
Proportion of yearold children immunised against 75.7 (1992)

measles
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96.4 (2012)
112.3 (2012)
85.25 (2011)
103 (2011)
101.2 (2012)

48 (LFS 2008)
35 (LFS 2012)

25.0 (20162013)

46 (2006/07)
69 (2006/07)
78 (2006/07)

TARGET VARG
(2015) GOAL
ACHIEVABLE
Achieved
34. 7%
Achieved
29.5%
05  Noton target
4.5% Achieved
4.5% Achieved

- No target set
No target set

No target set

6.3
5
(MDG+)

14.2%%0

100% Achieved

100%

100% On target
100 On target
100 Achieved
100  |NGHGHEGEN
100 Achieved
100 Achieved
50 On target
50 | Noton target
19 Notontarget
28 Noton target
= On target



TARGET TARGET

GOALS AND INDICATORS BASELINE STATUS GOAL
ACHIEVABLE

(2015)

MDG5: IMPROVE MATERNAL HEALTH
Maternal health
Maternal mortality ratio (deaths iA00000 live births) 225 (1992) 449 (2006/07) 56

Proportion of births attended by skilled health 68 (1992) 94.6(2006/07) 95
personnel (%)

Universalaccess to reproductive health

Achieved

Contraceptive prevalence rate (%) 23 (1992) 46.6(2006/07) 100
Adolescenbirth rate reduced by 100% 2 (1992) 15 (2006/07) 0
Antenatal care coverage (at least ovisit and at least 56 (1992) 72 (2006/07) 100
four visitg (%)
Unmet need for familplanning (zero % unmet need) 24 (1992) 7(2006/07) 0 On target
MDG 6: COMBAT HIV AND AIDS, MALARIA AND OTHER DISEASES
HIV and AIDS
HIV prevalence among palation aged 184 years (%)  8.29%(2006) 8.9%(2012 5%  [NCHCHEGeH
Condom use at last highisk sex for 1549 years age group
Women (%) - 62.1%(2006/07) 85% Lack of data
Men (%) - 78.4%(2006) 90% Lack of data
Alternative indicatorCondom use with nogohabitingpartner (1549 yearg
Women (%) 51%(2000) 62.1%(2006/07) n/a No target set
Men (%) 66%(2000) 78.4 (200607) n/a No target set
Proportion of population aged 124 years with comprehensive, correct knowledge of HIV and AIDS
Women (%) 38.9%(2000) 64.96(2006) 90% On target
Men (%) 50.7%(2000) 61.9%(2006) 0% [INCHCHEGEH
Ratio of school attendance of orphans to school Achieved
attendance of nororphans aged 144 years 0.922000§ 1.02(2006) 1.0
Proportion of population(adults and children) with advanced HIV infection with access to ARV drugs (%)
Adults (%) 56% (200607) 81.9% (2011) 100% On target
Children (%) 88%(2006/07) 83.9%(2011) o5%  [NCHCHEEEEH
MALARIA
Malaria mortality per 10000 population Halt and
begin to On target
31(1996) 0.4 (2012) reverse
Proportion of children under 5 sleeping under Universal -
insecticidetreated bed nets coverage
10% (2000) 34% (2009) by 2010
Incidence of Malaria in@00 ppulation Halt and
207 (1996) 1.4 (2012) begin to Achieved
reverse
TUBERCULOSIS
TB cases notified per 100 000 population 657 (1997) 545 (2011) <300 [NCICHEGEH
% TB cases treated successfully 58 (1996) 85(2010) 85 Achieved
Death rates (%) associated with TB 7 (2000) 4 (2010) <5 Achieved
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GOALS AND INDICATORS BASELINE STATUS

MDG 7: ENSURE ENVIRONMENTAL SUSTAINABILITY
Areas protected to maintain biological diversity as percentage of all land

State protected areas 12.5% (199p 18.3%(2011)

Communal conservancies 0.0%(19%) 19.49%(2013)

Freehold land conservancies 5.0%(1990) 6.0(2012)

Community forests 0.0%(2003) 4.09%(2012
Proportion of householdsvith access to safe drinking water (%)

Urban 99%(2003 99%(2010)

Rural 78%(2003 90% (2010)
Proportion of households with access to basic sanitation (%)

Urban 59%(2003 57%(2010)

Rural 149%(2003 17% (2010)

MDG 8: DEVELGRGLOBAL PARTNERSHIP FOR DEVELOPMENT
Official development assistante Namibia (US$ per

capita) 89 (1990) 131 (2011)

Internet users, percent of population 15% (2010) 36% (2013)
Cell phone subscribers, percent of population 31% (2006) 115% (2013)
Telephone lines, percent of households 6.8% (2006) 8.1% (2013)
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TARGET
(2015)

20.0%
15.0%
10.0%
5.0%

100%
87%

98%
65%

90°
20%
61%
8%

TARGET
GOAL
ACHIEVABLE

On track
Achieved

On track

Achieved
Achieved

Achieved

Achieved
Achieved
Achieved



INTRODUCTION

The Namibia 2013 Millennium Development Goals Report (MDGR) fsufth progress report prepared since

the Millennium Declaration was adopted by 189 member states of the United Natigi¥at the Millennium
Summit in New York in September 2000e first report was prepared in 2004, followed by the second report in
2008 and the third in 2010. The 2013 MDGR will be the last report before 2015 when a final stocktake of progress
towards the MDGs will take place.

Namibia played a key role in the formulation of thillennium Declaration with the then President of Namihia

Sam Nujomabeing the ceChair of the Millennium Summit, while the current Speaker of the National Assembly
was the President of the fifffourth session of the UNGeneral Assemblyin the Declaration world leaders
committed themselves tdfree all men,women, and children from the abject and dehumanizing conditions of
SEGNBYS The @e8addich dutlines the key challenges faced by UN members, and a set of indicators and
targets for addressing these challengEsllowingits adoption, eight smart, measurable, achievable and realistic
goals and targets; the Millennium Development Goals (MDGs)were developed andhese have been
implemented by developing member countries with the support of the developed member countries.

The eight MDGs are:
oWe will spare no effortto free our

MDG 1: Eradicate extreme poverty and hunger fellow men, women and children from
MDG 2: Achieve universal primary education the abject anddehumanizing conditions
MDG 3: Promote gender equality and empower women of extreme poverty, to which more than
MDG 4: Reduce childnortality a billion of them are currently subjected.

MDG 5: Improve maternal health We are committed to mak|ng the right
to development a reality for evergne

MDG 6 Combat HI\_/ and AIDS, mala_ma gnd other diseases and to freeing the entire humanrace
MDG 7: Ensure environmental sustglnabmty FNRY oMillshtivméDeclaration
MDG 8: Develop a global partnership for development

As the MDG&target year of 2015 approaches, it is an opportunét YS (2 GF 1S &ad201 27
Namibia has, no doubt, made considerable progress towards many of the goals, already achieving some and bein
on target to achieve others but also not on target to achieve some. Significant challenges, howewsn, irem
achieving the overall goal of development, especially as it relates to economic growth, distribution of wealth,
employment, food security, governancgender (especially gendbéased violence), and the cresatting impacts

of HIV and climate changm agricultural production, education, health and other social issues.

Namibia has adapted the MDG targets and indicattw@sed on local circumstances and reflecting national
development objectives and aspirations. The national set of targets and indica rooted in the national
YAfSadz2ySa 2F Dbl YAOAIFIQA *AaAz2y wHwnon YR GKS bl Az
indicators provided the framework for the development of the 2013 MDGR.

The methodology for preparing the repoeincompassed an extensive literature review and a qualitative and
guantitative assessment of the achievement of goals and targets, arrived at by consulting key stakeholders in the
different fields.Four regional (sulnational) workshops were facilitated iolving stakeholders from all 14 regions,
complemented by a national stakeholder validation workshop with the participation of representatives from
government, civil society organisations (CSOs), development partners and the private sector.

An assessmenbf progress towardshe targets was conductedsh Yy 3 G KS OKIF NI OGSNRAa)] GA2
2 NJ Wy 2 (i . Jadgmeits abdighictQof these would applwere based mainly on the following factors: the
observable trend; a change in trend for beti@r worse; the distance from the final targetnd the existnce or
otherwise of policyand institutionalframeworks to support the realisation of the goals.

LAfull listing of the MDGs, associated targets and indicators for measuring progress towards the goals and targets red doAtanex
B.
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Following thidntroduction anda further introductory section coverintpe developmentcontext of Namibiathis

report is organised into nine main sections, the first eight corresponding to the eight Goals and the last examining
the post 205 development agenda. Each of the main sections presenting progress on the MDGs provides a
introduction to the relevant gal, followed by a review of trends in relation to progress made to date (to the
extent that data are available), the key milestones that support progress towards the goal, challenges and
opportunities to accelerate implementation dugnthe remaining two years, and proposed priorities for post
2015. A table underthe status and trends section provides quantitative indicators which highlight the progress
towards achievement of targets from tH990baseline, the original reference yearfeach MDG indicatoand

the current status.The ninth chapter discusses the evolving national post 2015 development agenda beyond
and/or complementary to the MDGs.

This report still uses out of date data, especially on health indicators, from the ZDO&ibia Demographic
and Health Survey (NDHS). The 2012/13 Nand<2013 Labour Force Survey atgrent being done, andhould
be ready for public use at theeginning of 2014. This version of the MDGR shdbktefore, be regarded as an
interim reportto be updated with new datan early 2014
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THE DEVELOPMENT CONTEXT

Namibia is situated in the soutivestern part of Africa and is bordered by five countries: South Africa, Angola,
Botswana, Zambia and Zimbabwe, as well as the Atlantic Ocean veefteNamibia consists of 14 administrative
YR LREAGAOFE NBIA2yad ¢KS NBIAZ2ya gAGK GKS I NBSaA
situated, followed by one northern and one nos#fastern region, Ohangwena and Kavango respectivihg

region with the smallest population is Omaheke, situated on the eastern side bordering Botswana, followed by
Hardap and Karas regions in the south. Namibia is, wait a geographic size of 8290knf and a population
density of 2.6 people per Kmlt has a total population of 2.1 million. Two thirds of the population live in rural
areas, 44 percent of households are headed by females, while 37 percent of the population are younger than 14
years of age. Namibia is generally an arid country with ightiable rainfall, resulting in many people depending

on dryland cropping for subsistence. Namibia largely depends on her natural resources, which include gold, zinc
RAFY2YRAS dzNI yAdzyYs O2LIISNE FTAAKSNASaz: gAftREATS | yR

VdA2y Hnon Aa (GKS AyOfdzaA@S 3FdzARAY3I F3ISYRIE F2N bl Y
developed by her human resources, enjoying peace, harmony and political stability. TyedivBlDPs have
guided socioeconomic progress that uéded in more people today having access to education, being wealthier,
having better health and having access to diversified goods and services, in an environment that is generally
politically peaceful. Since Independence in 1990, the provision of basal services has improved in both urban

and rural areas. Social services are more equitably distributespite the geographic vastness of the country.
Income inequality in Namibia has decreased slightly, albeit still being regarded as one of the ihiginesvorld.
Namibia has developed good infrastructure, such as roads, water supply, electricity, telecommunications, and see
and air transportation, which support domestic trade and industrial development. The good infrastructure has
also strengthenedegional and global integration and trade. This progress towards development is a result of
bl YAOAFI Q& O2YYAUYSyld (2 adzaidlAylroftS SO02y2YAO0 3ANRS G

Although Namibia has grown economically since Independence and has madesyiges in the provision of

basic social services while maintaining a generally stable economic and peaceful political environment, challenge
Ay NBfFdGAzy G2 1S@& a20AFf AYRAOIFIG2NE KI YLISNImbkS O2
has beerclassified as an uppeniddle income country, but ranked 120 out of 187 countries on the UNDP Human
Development Index (HDI) in 2011. With this classification comes the responsibility and challenge to provide better
for the needs of the peofl> SaLISOAFff& (KS WLR2NID FyR WAaSOSNBf e
the most income skewed countries, with a Gini coefficient of 0.5971 in 2009/10. Although unemployment had
decreased to 27.7 percent by 2012, unemployment among the y(@Hho 24 year olds) is still above 50 percent
(MLSW, 2013:13). Namibia has increased access to education but the country falls short in terms of quality o
education and responsiveness to the needs of the labour market. The lack of a skilled and ageiaimted
workforce has reduced potential investment opportunities, resulting in limited manufacturing in the country.
Limited manufacturing may decrease the potential for employment and, thereby, increase poverty. Although
overall poverty levels have dexased, some regionsuch as Kavango and Caprstill report more than half of

the population being poor and poverty is still increasing in some regions. The prevalence and incidence HIV hav
decreased at national level, although high, and in some aasieg, prevalence continues to be reported in some
regions. A high incidence of genedwmsed violence, especially domestic violence and rape, disproportionately
affects Namibian women and girls and has serious implications for the health and wglibiamilies and
communities.

The National Development Plan 4 noted the following reasons for slow progress towards achieving planned
RSOSt2LIYSyidyYy aftl O] 2F LINBLISN SESOdzirazyz | 101 27
0 KAYf & ¢é13:%).bWith the implementation of ND®, Namibia endeavours to respond to #eechallenges

with high and sustained economic growth, employment creation and increased income equality.
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MDG 1 Eradicate Extreme Poverty and Hunger

Over the past 23 yeardyamibia has exgrienced considerable reductiom poverty due to improved povert
reduction policies, strategies amdans and the implementation thereofAlthough geat strides have been mad
in Namibia to reduce povertyinequalityin wealth distributian is beingreducel only slowly and unemploymen

rates, especially amonthe youth remain notablyhigh. Hunger continues to be a serious challeragpecially in
the wake of current droughts in many parts of the counwigich have resulted imcreased madutrition and
reports of children and adults dying from hunger in two of the regions.

The threetargets for MDG 1 are todive, between 1990 and 2015, the proportion of people whose income isffess
than one dollar a dayand theproportion of people who sdiér from hunger and to &hieve full and productive
employment and decent work for all, inclung women and young people.

The MDG 1 indicators have changed over tiffileis Goabriginally only included two indicators, but currentf

includes 11 indicator® meetthe needfor a better understanding of progress made towards the overall godl of
eradication of extreme poverty and hunger. The millennium development target of eradicating povert§ and
hunger by 2015 is only two years away. Namibia has alreadg\eschthree of the main indicator targets fmDG

1 andone ison target tobe achieved, but the remaining foare not on target to be achieved by 2015.

Status at a Glance

TARGET
GOALS AND INDICATORS BASELINE STATUS I’;;%;ET GOAL
ACHIEVABLE

MDG1: ERADICATE EXTREME POVERTY AND HUNGER

Halve the proportion of individuals classifiedpsor
(consumption expenditure on food and ndood items  69.3%(1993/94)  28.76(2009/10) 34. % Achieved

of N$377.96 per adult equivalent per month)
Halve the proportion of individuals classifieds&verely

poor (consumption expenditure on food and ndood 58.96(1993/94)  15.3%(2009/10) 29.9% Achieved
items of N$277.96 per adult equivalent per month)

Gini oefficient 0.7 (2003/04)  0.5971(2009/10f 0.5  [NCHCHEEGEH
Halve the poverty gapatio (%) Poor 37.16(1993/94)  8.8%(2009/10) 4.5% Achieved
Halve the Poverty gap ratio (%¥everely Poor 28.19%(1993/94)  4.29%(2009/10) 4.5% Achieved
Employment to population ratio 43.1 (19979 47.9 (2009/10) - No target set
Growth rate of GDP per person employ@db) No target set

Proportion of own account and contributing family
workers in total employment

GDP growth (p.3 3.6 (1993} 5 (2012} 6.3

Double the share of poorest decile in national 5
consumption (MDG+)

Children under five stuntedn % of all children under

7.7 (19979 10.9° No target set

1.07 (2003/04) 2.4 (2009/10j

28.4%(1992) 29%(2006/07) 14.2%

five
NSA, 2012K2012 Poverty Dynamics Study) ®NSA, 2012¢2012 LFS)
2NSA, 2012¢2009/10 HIES) * MOHSS, 20032000 NDHS)
¥NPC, 20062003/04 HIES) "MOHSS, 200@006/07 NDHS)
*NPC, 1996Living Conditions Study) 8NPC, 2010(2010 MDG Report)
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CurrentStatusand Trends

The proportion of poor individuals (consumption expenditlosver than N$377.96 per adult equivalent per
month) who live under the poverty lidenade up more than twail KA NRa o6c ¢pdo LISNOSydo 2
1993/94. This proportion of poor individuals dropped by 32 percentage points from 1993/94 to 20G810 41
percentage points from 2003/04 to 2009/10. This is a commendable reduction in poverty and means that less
than one third (28.7 percent) of the population currently lives below the poverty line. Fifteen percent of the
population are categorised a8 a S @ S NB begausketh@irNs®hEumption expenditure is lower than N$277.96
per adult equivalent per month. The proportion of severely poor households also decreased dramatically from
58.9 percent in 1993/04 to 15.3 percent in 2009/10. Thus Namibia dlehdy surpassed the 2015 MDG of
halving the number of severely poor individuals by 2002/03 (11 years in advance of the target date). The NDP ¢
goal of reducing the proportion of severely poor individuals to below 10 percent by 2017 is likely to basddhie

the current trend of decline continues unchanged.

Proportion of individuals classified as poor Propotion of individuals classified as
19902015 Actual and Desired Trends severely poor
19902015 Actual and Desired Trends
100 100
90 90
80 80
70 70
60 - 60
40 40 289 \ \
30 30 N\ 295
20 . o \f’v
10 21.9
10 153
0 B s o B | 0 A
1990 1995 2000 2005 2010 2015
1990 1995 2000 2005 2010 2015
—o— Actual Trend Actual Trend
Path to Goal path to Goal
ffffffffff Linearly Projected Valut ath to oal
— — —- Linearly Projected Valut

Alongside this success, it is equally important to look at other poverty determinants, such as the poverty gap and
the severity of povertyto understand better the nature of poverty in NamabiThe poverty gap for poor
individuals has decreased from 37.7 percent in 1993/04 to 12.9 percent in 2003/04, and finally dropped to 8.8
percent by 2009/10. According to the Namibia Statistics Agency (NSA) (2012b), on average, poor individuals nee
an addtional N$33.3 per month (2009/10%0 their monthly incometo move above the poverty line, while
severely poor individuals neah additionalN$11.7 to move out of severe poverty. This information is crucial to
strategic planning and implementation. Theveoty gap ratio target for poor individuals is likely to be achieved,
while the target for severely poor households had already been achieved by 2009/10.

The poverty gap between the richest and poorest regions decreased between 1993/94 and 2009/164f8om
percent to 48percent (NSA, 2012bHowever, it should be noted that half of the regions have poverty incidences
that are above the national rate of 28.7 percent and more than half of the population falls below the poverty line
in two regions. Althoulg declines in poverty have been experienced, poverty remains high, given that Namibia is
an uppermiddle income country.

at 2 @S NI & -bifipyirBsiseparalify thd dadr from the neguor, i.e., the predetermined level of consumption below which a
person is consideregoorQTherefore, theéncidence of poverty is measured as the proportion of the population whoseuocqpigon
SELISYRAGIINGE FlLffta 0St26 (GKAE LINBRSGUSNINAYSR fS0Sté O6b{! T HAMHOY
SqLG Aa 42NIK y2iAy3a GKIFG &KOT ZNR dR 2 LRENE 059G 9 NB tHén MWEH2YNP 0A5a  oldzi
*NSA 2012: 10) noteghat the poverty3 | LJ &4 LINE A RSAa AYTF2NNIGA2Y 2y K2g FI N AYRAGDARC
at both the depth of poverty (how far off the poor are from the povditye) and inequality within the poor (how deep or severe the
poverty is), placing higher weight on those further away from the poverty line, i.e. the poorest of the poor. Poverty gap and severity are
important complements to poverty incidence and requireFdB NBy & L2t A 08 Ay GSNBSylGA2yadé
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Poverty gap ratio- Poor Poverty gap ratio- Severely poor
19902015 Actual and Desired Trends 19902015 Actual and Desired Trends
100
100
80 80
60 60
40 40 g1
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0 ' ' ' ' \ 0 t t t T .'5
1990 1995 2000 2005 2010 2015 1990 1995 2000 ) 2¥Rng 2010 2015
—o— Actual Trend Path to Goal
Path to Goal — — —- Linearly Projected Valut
7777777777 Linearly Projected Value

The poor in Namibia are mostly found in rural areas, are concentrated in households with lower education levels,
are often living infemale-headed households with larger household sizes, and are mostly older pensioners and
subsistence farmers. Variations in poverty across the thirteen administrative and political regions of Namibia have
shifted slightly over the years. The regions vifth highest poverty levels in 2009/10 were Kavango (55.2 percent),
followed by Caprivi (50 percent) and Oshikoto (44 percent). The regions with the lowest poverty in 2009/10 were
Erongo (7.1 percent) followed by Khomas (10.7 percent) and Omusati (1ZénperOmusati had the highest
percentage poverty reduction over a 17 year period, reducing poverty by 61.2 percentage points. The poorest regior
in 1993/94 was Caprivi (81.6 percent), while the region with the lowest proportion of poverty was Khomas (26.8
percent). The poverty level in Caprivi is actually increasing slightly, although the national average shows a decrease

Although Namibia has made considerable strides

Gini coefficient in poverty reduction, unequal distribution of
19902015 Actual and Desired Trends wealth remainsa major concern. Despite positive
0.6455 0.6003 0.5971 growth in overaI_I gross domestic product (GDP)
0.6 .. Grnnonnog & from the early nineties to 2011, there has been

i 010 only minimal reductionin the Gini coefficient

which decreased from 0.6455 in 1993/94 to
0.6003 in 2003/04 and 0.5971 in 2000/INSA,
2012b). The likelihood of the Gini coefficient
target of 0.5 being reached by 2015 is low and
eventhe NDP 4 goal to reduce the coefficient to

4.8 by 2017 seems unlikely to be achieved. In
addition, it is unlikely that the share of the poorest decin national consumption will be increased to 5 percent by
2015 as the poorest 10 percent of the population in 2009/10 accounted for just 2.4 percent of total annual
consumption, although this was an increase from 1.7 percent in 2003/04. In 2009/18 fiburad that the per capita
annual consumption for the richest 10 percent was N$68, while the poorest 10 percent consumed NX&D.
Inequality is highest in the Karas region (0.634) and lowest in the Ohangwena region (0.405). Inequality betweer
2003/04 and 2009/10 decreased most in Hardap, Omaheke, Erongo and Kavango regions, while it increased i
Caprivi, Ohangwena, Khomas and Omusati regions. Inequality is higher in urban areas than in rural areas.

01 +————
1990 1995 2000 2005 2010 2015

—o— Actual Trend

Path to Goal-——-— Linearly Projected Val

Unemployment was flagged as a serious challenge ivipus MDG Reports for Namibia and it remains
unacceptably high. Unemploymérincreased from 33.8 percent in 2000 to 36 percent in 2004 and reached a
high of 51.2 percent in 2008, after which it fell considerably to 27.4 pefie@012 (NSA, 2012d)ittle variation

® Gini coefficient compares the actual distributiof income to a total equal distribution of income. The coefficient ranges from 0 to 1. An
equal distribution of income gives a coefficient close to 0. The more unequal the distribution is the closer the coifficianfNPC,
2006:24)
6 Using the broad definition in which a person is unemployed if they are of employable age (15 years or over) and do rjobhave a
whether they are actively looking for employment or not.
"It should be noted that the 2012 Namibia Labour Force Surveyhich the most recent unemployment statistic is based, employed a
different methodology, asking totally different questions, from the 2008 Namibia Labour Force Sihvedgicrease to 51.2 perceimt
2008 and the decrease reported in 2012 should, therefore, be regarded with caution.
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was experienced for employment rates for urban and rural areas, whereas the employment rates for males and
females in urban areas were 66.4 percent and 76.7 percent respectively, which is slightly higher than the gap ir
rural areas. Unemploynm among the youth was above 50 percent in 2012.

It is essential for poverty reduction policies, plans and programn
to havean indepth understanding ohge andgender inrelation to
poverty. The graph on the riglshowshigher proportions ofemale | 100
headedhouseholds lived in poverty than maheaded households
from the early nineties to 201(Poverty is highest among the olde
population groups and lowest among the 21 to 29 years age coh
Interestingly, poverty among the older age groupsstdeclined by
11 percentage points for those between 50 and 54 years of age Vear 1993/4 Year 2003/4 Year 2009/10
by 17 percentage points for those 60+ yearagé (NSA, 2012b: 30 m Femaleheaded HHs

This may beartly attributable to so@l grants m Male-headed HHs

Incidence (%) of poverty by sex of
head of household

Children are especially vulnerable to poverty when thexperience social, economic and environmental
circumstances and shocks, such as the death of one or both parents, divorce, labour migration and adverse weathe

events. Households with orphans (21.1 percent) or children (17.7
percent) were more often afféed by severe poverty than those
without children (2.9 percent) or without orphans (11.7 percent)

Poverty ratio- children and total
population, 2009/10

40 (NPC, 2012a). Poorer households also tend to have more children
35 than nonpoor households. The NSA (2012a:5) notes that,
30 GOKAf RNBY | NB ¢ 2 hEhSy useforf corsyme ( S N
o5 GKFY FTRdzA G bl YAOAlIYyaédd [/ KAfR L
20 from the early 2000s to 2010, from 43.5 percent in 2003/04 to
15 34.4 percent in 2009/10, but has stayed consistently above the
10 general poverty line. Using the upper poveliye, similarly to
5 national poverty trends, the Child Poverty Report finds the
0 highest child poverty levels in Kavango (59.5 percent) followed by
Severelv Poor Poor Caprivi (53.2 percent) and Oshikoto (48.7 percent). The lowest
Y child poverty levels are found in Erongo (9&qent), followed
= Total population m Chidren by Khomas (14.4 percent) and Omusati (22.1 percent) (NSA,

2012a:7).

bSAGKSNI KIFa (GKS ydzZiNAGAZ2Y Il f &adFddza 2F OKAf RNBY dzy R
in Geneva, Patrick McCormick says more thanOD0lBpeople affected by the drought including 1000 children

under five are at risk of malnutrition after almost three decades of low seasonal rainfall and a second year of failed
NIFAya Ay &SOSNIf NBIA2ya 27F bl YArdisatesthat régions with Yiighdedels T +
of poverty, low literacy rates, high HIV prevalence, and with predominantly rural populations, have the highest levels
2F AddzyGAy3aXé O6b! CLbZI HAMHNnundedively&ats of lalRualiz iddiincased 2 F
slightlyfrom 28.4 percent in 1992 to 29 percent in 2000t decreasedn the year 2006/07 (21.6 percent), meaning

that Namibia is not on target teeduce stunting to 13 percerfor underfive children.Close to one in five children
underthe age of five are underweight, and close to one in ten :
wasted. It was also found that stunting is higher among m
children (32 percent) than female children (26 percent), wh
children in rural areas were more likely (31 percent) to be stun
than children in urban centres (24 percent). Stunting was &
more prevalent in poorer regions, such as Kavango (39 perc 50
than richer regions, such as Erongo (21.5 percent) and Kha 26 29 216

(22.6 percent). Children are less likely to be stunted when motk m
are better educated and wealthier. Climate change in the form N 13
droughts and floods has affected children severetpusing ' ' ' ' '
increased malnutrition. The Namibia Alliance for Improv; 1990 1995 2000 2005 2010 2015
Nutrition (NAFIN) reported that@00 child deaths per year can b o Actual Trend
attributed directly to malnutrition (NAFIN, 2010:6). Path to Goal

7777777777 Linearly Projected Value

Prevalence (%) of stunted children)
19902015 Actual and Desired Trends

100
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Milestones

Namibia inherited, from the apartheid regime of the Republic of South Africa, an economy with low economic
growth, high rates of poverty, highly unequal distribution of wealth and income and high unemployment, among
other challenges. The Government of th&epublic of Namibia, immediately after Independence from the
Republic of South Africa, put in place a set of plans for the social, economic, political and environmental
development of the country. A Transitional Development Plan in 1990 was succeedesl fgttehortterm NDP

of 1995. In 1998 Cabinet approved a Poverty Reduction Strategy that focused on three areas central to poverty
reduction: 1) fostering more equitable and efficient deliveo§y public services, ithin the context of
decentraligition; 2) accelerating equitable agricultural expansion, including an emphasis on food security; and 3)
expanding options for noagricultural employment, emphasising the informal and -eeffployment sectors

which were seen as capable of employing larger numbetiseopoor than formal sectors.

The country is currety implementing the fourth NDPThe fiveyear development plans are guided by the leng

term vision of Namibia, Vision 2030, which strives for a prosperous and industrialised Namibia, developed by hel
human resources, enjoying peace, harmony and political stability. The NDP 4 seeks high and sustained econom
growth, job creation and reduction of income inequality. This Development Plan is different from its predecessors
in that it is a higheflevel plan, focused on top priorities, and nurtures greater ownership by all stakeholders in
development. Namibia has also been implementing a Poverty Reduction Strategy and Poverty Reduction Actior
Programme for the past ten years. The policy directions of NDiRd34avere drawn from different documents
YR YIyAaAFfSaidza AyOftdRAYy3a (KS a5Dad C2 Nécdhanichdifaors b 5
Fa ¢Sttt Fta | ljdzZ ftAGFIAGBS FaaSaavyYSyi(NRCF2008K4. LINE INB A

Namiba has created an enabling environment and effective policy framework for the implementation of poverty
reduction strategies and programmes. Acknowledging that health and education are key determinants of poverty
alleviation, Namibia allocated substantiabportions of its annual budget to the Ministry of Education (MOE) and
Ministry of Health and Social Services (MOHSS) with the aim of creating a healthy aedusetiéd population.
Nationally, Namibia has created the economic and political stability #tisacts domestic and foreign direct
investment, thereby generating employment creation and economic growth. Namibia continues to invest
substantially in development of infrastructugtelecommunications, electricity, water, roads and air transppit

ensure an enabling environment for private business sector growth. Employment creation is a key initiative,
especially with the commencement of tHargeted Intervention Programme for Employment and Economic Growth
(TIPEEG). The TIPEEG aims to promoteogmpht creation via public works programmes and by addressing
supplyside constraints. The fourth NDP advocates continued support to thet 9 strdde@iéhigh-growth sectors

Poverty alleviation is a crogsitting issue that is mainstreamed across sestdDevelopmental approaches
spearheaded by different ministries, offices, agencies, development partners and civil society groups are gearec
towards alleviating poverty, among their other development goals. For example, the Ministry of H{VEDERIn

the 2013/14 budget, introduced progressive tax cuts that will put more money in the pockets of thevwdtoh
canthen be recirculated throughout the Namibian economy.

The provision of social grants is essential, especially for homes headed by pensiahds amphaned and
vulnerable children (OVC). Namibia is one of a limited number of African countries that provides social protection via
non-contributory social grants. These include old age grants for people above 60 years of age, a maintenance grar
for OVC, a foster care grant and a disability grant. Governfhéontributory grants include social security and a

g N OSGSNYyaQ ANFydod {20AFf INIylha KF@FS KIR | LlaAd
on the 2009/10Namibia Hasehold Income and Expenditure Sur{BMIES). The social grant aims to support the
Y2aild @dZ ySNIof S 02 Kpiibus 2rklysis & $he indactislzif kodial grantd (N&IES 2003/
showed that these social grants already have had some effgét NBERdzOAy 3 LIR2 GSNIieé ¢ 6 b{
social grants is usually spent on food and school fees. Abolishing family contributions towards the School
Development Fund and making primary education free of charge frees up some money that can bateealioc

other basic needs.

After Independence, Namibia established a national Food Security and Nutrition Project (FSNP) with the goal o
ensuring that all people in Namibia, at all times, have physical, economic, and social access to sufficient, safe an
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nutritious food to meet their dietary needs and food preferences for an active and hdd@#hfNAFIN, 2012:11).

The FSNP had four pillars: 1) food availability; 2) food access; 3) food utilisation and nutritional requirements; anc
4) stability in equitale food provision. Th&rojectran from 1991 until 2006. In 2009, Namibia established the
high level NAFIN headed by the then Prime Minister. Whereas FSNP included the public sector only, NAFI
brought together different stakeholders. Namibia jothéhe Seling Up Nutritionmovement in 2011 and the
Prime Minister was chosen as a member of the Lead Group, comprising heads of state and other high ranking
officials, to spearhead nutritional response policies and strategies.

The redistribution of land to théandless is an important initiative towards the alleviation of poverty. However,
the beneficiaries of most resettlement farms and many affirmative action farms face a humber of constraints to
productive use of the land. Therefore, land distribution andref interventions are currently focused on those
farmers who have the capacity to use the farms productively and livelihood support programmes have been
implemented to assist them to become ssilifficient farmers.

Programmes, projects and interventionisat have played a key role over the years include the Green Scheme,
food/cashfor-work programmes, micrgrants, the Equipment Aid Fund, small and medium sized enterprise
development, communitpased management of natural resources, rural water supplysamitation programmes,
mining, the German Special Initiative, the Rural Poverty Reduction Programme, the San Development Programme
the Constituency Development Fund, the Decentralised Build Together Programme (DBTP) and TIPEEG.

Challenges and interventias to expedite MDG implementation ithe remaining two years

Thecauses and effects of poverty aggtensive, com@x and multifaceted.The dallenges faced by Naniibin
responding to poverty lienainly in the implementation of existing policjggans and strategies as Namilhias
created an enabling policy environment for poverty alleviatibhetest now is tomake programmes work on the
ground and in areas where the needs are urgent and concentr&eidous attention, therefore, needs to Ipaid

to those regions with the highest poverty and inequality levels, rural areas, femealded households, children,

the disabled and pockets within walff regions such as informal settlements in urban settings. This section
highlights key challengesxd recommends interventions that would realistically support acceleration of MDG 1
implementation for the remaining period until the end of 2015. The recommendations would need consideration
within the frameworks of NDP 4 and respective sectoral plandin conjunction with recommendations made

for the remaining seven MDGs.

Challenges Interventions to expedite MDG implementation

Unemployment and unemployability 1 As well as reducing pressure on urban areas to provide employmer
increased agriculturgroduction and rural casfor-work opportunities
would both create employment and improve infrastructure for
economic and social development

1 Provide more support to SMESs, especially stgrtcapital and technical
support, accompanied by monitoring aegaluation

9 Due to the lack of skills in Namibia, import foreign skills with the ain
building the capacity of local people

1 Strengthen the implementation of labour laws, ensuring that the rigl
of employees and employers are respected

1 Implement the TIPEEmore effectively and efficiently to increase the
number of employment opportunities

1 The private sector needs to invest more actively in education and
higher learning, so that graduates are better prepared and can be
matched to labour market needs

1 Strengthen the education system in order to provide for the needs ¢
the labour market
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Limited skilled and qualified human i
resources limited financial capacity, and
limited research and development reduce

bl YAOALFQa FoAtAGE G ¢
implementation of policies, plans and
strategies; risk management; community
mobilisation; infrastructural development;
financial mobilisation; etc. q

Food insecurity and malnutrition at i
household level have a negative effecton
overall development, most specifically for

children. q

= =4

Namibia has a longtanding and well i
established social grant system but the
distribution of the number of grants and 1
amounts paid per person are still relatively
low. The coverage of social grants is affect
by inefficient budgets, but also the inability ¢
of eligible persons tgainaccesgo such
grants.Additionally, poverty stricken childrer g
who are not classified as orphans and man
extremely poor households are not coverec
by current social grants. q

Ongoing corruption and mismanagement of
public funds are serious challenges, given
that theft of public funds takes away
resources geared towards development of
the nation, especially the pao

More research needs to be undertaken to understand better the
continued causes and effects of poverty imer to inform policy,
strategies and implementation

Monitoring and evaluation of poverty alleviation programmes need 1
be strengthened

Develop a regional development database, highlighting best practic
and challenges

Strengthen infrastructural developmé especially in the poorest
regions

Expand decentralisation into devolution of power and resources to
regional level

Strengthen constituency development by earmarking a special
constituency development fund

Strengthen access to finances for poor and \@rgr people via
development financing institutions such as the DBN

Continue to promote bottorrup development approaches

Raise awareness of household food security programmes

Food aid in the form of drought relief food or foddr-work should be
directed to the most vulnerable first

Scale up the school feeding programme to provide for all children a
not only OVC

Raise budet allocations for food production programmes, such as tt
Green Scheme and Dry Land Agricultural Programme

Continue to raise awareness of the most appropriate breastfeeding
practices and improved nutrition for children and their mothers
Raise awareness abt the importance of consuming fortified foods
Deworm all children between 1 and 5 years of age

Speed up the registration and issuing of vital doemts to enhance
access to social grants

dMore social workers are needed and they need to be freed up fron
FRYAYAAOGNF GAGS 62N] Ay 2NRSNJI
4:63)

Expand the social grant system to include children in poor and seve
poor households

Social grants should be increased annually as inflation increases al
increments need to be higher than inflation because the individual
payments are small in nuiner

Reconsider the commencement of the Basic Income Grant (BIG)

Implement the Zero Tolerance for Corruption strategy more effectiv

Strategies need to be designed in such a fashion that beneficiaries of poverty reduction programmes are activt
participants in their own development. Programmes and projects neéedbe designed in such a fashion that they do nc
increase dependency on government and other external support, but enhancesséitiency.
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Looking Beyond 2015

The recommendations below are geared toward decreasing overall inequality in Namibia.

Employment creation Namibia needs to be more competitive globally and, at the same time, place special foc
population sectors facing particular challenges with work. Therefore:

1 Government and private sector organisations need to collaboraiadrease longerm
employment opportunities with adequate and flexible remuneration and working
conditions

1 Unions need to play an active role in such developmental endeavours, ensuring a
conducive environment for domestic and foreign direct investment

1  Spedal attention needs to be given to youth employment creation

I  There is a particular need for rural employment creation programmes

Improved elucation to Namibia has made great strides in increasing the number of sclidatsrooms, tables,

provide forthe labour market chairs, textbooks, teachers and other logistical support. Areas of focus now need to be
ensuring that (particularly higher) education meets the needs of the labour market, and
education is available to all population groups. Theref

f

Eradicate child poverty and
achieve universal access to
basic services for all childrer q

Continue to improve education by strengthening learning opportunities at school
through the provision of learning support materials, continued teacher developmel
new and innovative teaching methods, and introduction of new technologies for
learning, such as smart boards

Attention needs to be paid to the provision of quality education in order to satisfy t
labour market with a qualified labour force, including through effective
implementation of the Public Service Human Resources Policy andaRthhuilding
and stocking more vocational training centres

Special attention needs to be paid to vulnerable groups, such as San and OvaHin
ensure their inclusion in social and economic development

Namibia should focus on making secondary educdtiea, as primary education
already is, and providing more affordable tertiary education

Essential to improved quality education is monitoring and evaluation by principals,
inspectors and quality control officers from central offices

Teacher and learner absteeism could be curbed by enhanced monitoring and
engaged school management

Improve access to social grants for all children living in poor and severely poor
househdds
Improve access to health, water and sanitation

1 Improve quality of education
1  Provide more employment opportunities for adults
More effectively respond to  Climate chang@as severe impacisn macre@conomies, income and livelihoods, food
climate change security, gender, HIV, governance and social protecfitrerefore:
I  Gather and monitor data on climate change and impacts of such variability on
agriculture, the environment, social systems, fisheries and tourism
1  Government, development partners and CS@sdcto make people aware of climate
change and its potential impacts while allocating sufficient resources to those whc
affected
1  Collaborative approaches are needed to design adaptation strategies across the
different affected sectors
1  On the groundextension services across different sectors such as agriculture, wat
health, etc. need to work together to plan and implement response strategies to
mitigate climate change impacts
1  Special attention needs to hmaidto gender and climate change
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Better access to land for
private sector investment
and low cost residential
housing

Improve access to productiv
land

Focused povertglleviation
strategies for children,
women, youth and the
uneducated, and the rural
community

Expedite decentralisation

Strengthen mainstreaming o
HIV responses

Respond proactively to
climate change

1 Identify the disincentives to the private sector expanding business opportunities tc
rural areas, in order to find solutions collaboratively and expand employment
opportunities in rural areas

1  Local authorities need to ensure availability of serviced fangbrivate sector
development and possible innovative incentives to attract private investors

1  Encourage PPP to increase work opportunities and, consequently, economic grov

1  Strengthen low cost housing initiatives

1  Better control residential housing prise

The redistribution oproductiveland needs to be reirmed and expedited. Therefore:

1  Appropriate, cost effective and efficient capacity building programmes are needed
well as resource support, and suppsttuctures that will allow new land owners to u:
their land praductively and contribute t@&DP

1  Find the most appropriate avenue to redistribute land to the landless for purposes
productive land use, subsistence and increased income.

A study by NSA on social grants indicates that the costs of expanding the child grant sy
FNB aadzadlydAlrt odzi y2i0 | alicBdsdiant@llyt >
NBERdzOS OKAfR LR2OSNIE&é¢ O6b{!3X HAMHEIYHPO®
1 In addition to employment creation for adults and decreased malnutrition among
children and adults, it is important to continue with social grants and child protectic
and development pyggrammes as an overall poverty alleviation strategy
Opportunities to expand the child grants need to be assessed

Innovative strategies are needed to focus on pockets of poverty, such as children,
women, youth, those without education and the rural commuynispecially in the
poorest regions

Namibia needs a functional, decentralised government with sufficient deeragking

power and resources to implement programmes based on region specific needs. There

1 More equitabledistribution of resources is needed across different regions, based
socioeconomic and environmental factors

1  Decentralisation should allow regions to have control over productive resources w
their regions

Namibia is on target in terms of reducing HIV prevalence but some targets are yet to be
achieved. It is essential for Namibia to mainstream HIV ab& Alkcross the different sector:
and focus on key strategies around prevention, treatment, care and stijgpadroverall
management and coordination of the epidemic.

Climate change is an enduring, crassting challenge with particular livelihood impacts.

Therefore:

1 Continue to mainstream climate change in policies, pkamd strategies across all
sectors

1 Development partners, especially from the west, need to be mobilised to play a m
active role in mainstreaming climate change and support efforts to reverse its neg
impacts

= —a
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MDG 2: Achieve Universal Primary Education

The provision of quality education withcensequentlybetter equipped population is a fundamental contributgr

to the attainment ofall the other MDGs. Namibia has made considerable progress towards achieving unjyersal
primary educationfUPE) but continues to battle with high repetitionand drop-out rates and low attendancand
survival ratesn primary edeation Namibia regrds education as one of theornerstores of achieving Visio

2030 andstrives to improve the provision of quality education by addressing key issues such as infrastrugture,
textbooks, teacher training, learner suppodurriculum developmentspecial initiatives for children from pog

and verypoor households, equity for girl and btarners andincreased access in remote rural areas

The target for MDG 2 is to ensure that, by 2015, children everywhere, boys and girlarikiele to complete &

full course of primary schooling. The first targetvards MDG2 had been reached by 2011, with practically|fgll
children enrolled in primary school, and the country is on target to achieve 100 percent literacy among theflyouth.
However, thelow survival of students into secondary education, teenage pregnancy andevels of violence i
schools and hostels remain challenges to be tackled if this target is to be met.

MDG 2:Status at a Glance

TARGET UEIn
TARGES AND INDICATORS BASELINE STATUS (2015) GOAL
ACHIEVABLE

MDG 2: ACHIEVE UNIVERSAL PRIMARY EDUCATION
Net enrolment ratioin primary education (%) 89%(1992) 99.6%(20125 100% Achieved

Proportion of pupils starting @de 1 who reach last 59%6(1992) 86%(2012° 100%
grade of pimary (survival to @&de 8) (%)

Literacy rate of 124 yearsolds, women and men (%) 76% (1991 949%(2011Y 1006 On target

! NPC, 2019 (Namibia 2010 MDG Report) ¥NSA, 2013 (2011 Census)
2MOE, 2013, MOE, 2012 (EMIS Reports)

CurrentStatusand Trends

Namibia experienced a general steady increaggimary school enrolment from the early nineties to 2012. The net
enrolment rate in 1992 was 89 percent, which increased over 20 years to a high of 99.6 percent in 2012 (MOE
2013)® The second target is to achieveQlpercent of pupils who startr&de 1 eaching the last gradie primary

and progressing toi@de 8. The swival rate of Grade 7s (tor&le 8) has also increased from 59 percent in2L@9

86 percent in 2012, buinfortunatelyis not on track to achieve the 2015 MDG target of 100 percent (N2OE3).

Net enrolment ratio in primary education Proportion of pupils starting grade 1 who reach
19902015 Actual and Desired Trends .
last grade of primary
100 R s L o 100 19902081§é0\ctua| and Desired Trnds8 ”
80 89 92.989.1 9.7 . N . -
60
50

40
20

0 +—— ey 0 +H———— ey

1990 1995 2000 2005 = 2010 2015 1990 1995 2000 2005 2010 2015
—o— Actual Treng--«--+-- Path to Goal--------- Linearly Projected Val | —e— Actual Trend Path to Goal---------- Linearly Projected Val

8|t should be noted that the 2011 Population aHdusehold Census (NSA, 2pidind anenrolment rate of 86 percerfor children
between 6 and 13 years of egThe disrepancy between the&hsus and 2011 EMIS data is currently being assesssgtms that the
2011 Census corrected the denominator to calculate the Net Enrolment Rate.
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Although good progress has been made in terms of enrolment and survival rates in primary ,stlioots
(2011:10a G F 6Sa GKFdG GKS AYyONBIFaAy3da 3INRBaa SyNREfYSyd NI
less efficient in terms ofreolling maximum numbers of children in agppropriate grades, suggesting higher
levels of repetition, and hence lower quality of teachamglt S| Ny Ay 3¢ & ¢ KS OKIFff Sy3s
drop-out rates in Namibia have increased steadily, wipilemotion rates stagnated, with girls achieving lower

repetition and higher promotion rates than boys. High repetition rates can be seen as a combined result of the

quality of education, and the ability of learners to learn taking into consideration thigysical ad mental
development and soceconomic circumstances.

The net enrolment of girlg primary school continued Primary school net enrolment of boys and girl
to be higter than that of boys with 101.3 percent o
girls and 98.4 percent of boys erling in 2012 (MOE,

2013:55). In general, girlhave higher survival rates %
than boys as well. Regional disparities are evident and 2° N
related to the relative wealth of theregions. The| 9 —

2006/07 NDHS foundhat residents of Kavango, 85
Kunene, Omaheke and Otjozondjupa are the least so
likely to have gone to scloh while residents of| 75

105

Khomas, Erongo, Kara§ _and Caprivi are th_e most likely 3883338888888
(MOHSS, 2008). Caprivi is not necessarily a wealthy S P B ® & & & N ® & o r
region in comparison to Khomas, Erongo and Karas, National Girls Boys

but historically ha®iada good education system.

Of those primary childrenvho are enrolled, 91 percent are attending school, which is an increase from 86

ﬂ

/

percent in 2000, (MOHSS, 2008:12). There is no variation between girls and boys in attending school once the

are enrolled, although more children in urban areas attend schib@ls in rural areas. This could be a result of
the long distances to schools and other competing household chores within rural se#ingamibian study
published in 2011pased on information from youth between the ages of 12 and 19 years in four marthe
regions found that 8.7 percenfelt fearful when travelling to and from schofBurton, Leoschut, and Popovac,
2017). A 2011smssurvey involving some@0 young people found that4percentof the learners (about evenly
divided betweengirls andboys) generallydid not feel safe at school anabproximately half of learners surveyed
in the 2004 Namibia school health survey reported being bullied in the previmrgh (Keulder, 2011) An
Evaluation of School Counselingndces (2010), also highlightisat corporal punishment in schools continues
despite having been outlawed (UNICEF, 201Bg latest NDHS reported that OVC were as likely to attend school
asnorh £/ ® ¢KS |1 L9{ 6H”nthx poorgst hhlff oftt® popdaiiod daseithir nd fahal
education or only primary schooling, making them less ablgaim accessto livelihood opportunities in the
moderne@ y2Yéé¢ oOw2bX HAMHYMYy OO

The target for Vision 2030 is to increase the overall literacy
rate to 90 percent by the year 2015, and etugaly to 100
percent by the year 2030. This coincides with the MDG
target for literacy, although the MDG expedites the target
to 100 percent by 2015 for those who are between 15 and
24 years old. Namibia is on target in terms of achieving the
50 100 percent overall literacytarget, as theoverall literacy
rate has increased steadily from twhbirds in 1991 to close

to 100 percent in 2011. The literacy rate for youth (15 to 24
0 e year olds) generally follows the same trend as the national
1990 1995 2000 2005 2010 2015/ literacy rate, althought was lower (at 94.4 percent) by
Path to Goal - Linearly Projected vl 2012 (NSA, 2013:50). Althoudiamiba is on target in
achieving 100 percentiteracy rates among certain age
groups, challenges remain in relation to practical literacy skillsigh proportionof people in rural areasannot
read or write in Englisigonstrainingtheir accesgo much needed infomation, especially with regartb social

Literacy rate of 1824 yearolds,

women and men

100 19902015 Actual and Desired Trends

~———&—— Actual Trend

® This refers to literacy of all appropriate ages. Literacy is measured based oritie &bl & (2 NBFIR FyR 6NRGS Ay
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issues and services such as social grants, development opportunities, angheresital threats Literacy rates
amongst marginalised groups suchtlas Sanare extremely low.

Literacy by region, 2011
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The big difference between the years 2001 and 2011 was the variation between urban and rural literacy. In 2001,
three quarters of the rural population above 15 years of ages able to read and write. This increased
dramatically in 10 yearsvith 92 percent of the rural population being able to read and write in 2011. The literacy
rate among urban populations has always been relatively high. There are nodiffgoences iriteracybetween

male (85.4 percent) and females (85.1 percent). Youth in urban areas had much higher literacy rates (97.7
percent) than those in rural areas (91.9 percent2@11 (NSA, 2013).

Literacyrates, by urban, rural and combinefr population 15 years and above, 20020

Category Population Female(%) Male (%) Combined (%)
Number Literate Not Literate Not Literate Not
Literate Literate Literate
Total National 2 066398
Pop 15+ Total 1297840 87.1 12.9 88.4 11.6 87.7 12.3
Pop 15+Urban 542029 95.6 4.4 95.3 4.7 95.5 4.5
Pop 15+ Rural 755811 81.3 18.7 83.1 16.9 82.1 17.9

Source NSA, 2012c

As with school enrolments, regional variations in literacy are evident, with Kunene having the lowest (59.4
percent) literacy rate in 201Iollowed by Omaheke (70.7 percent) and Kavango (76.4 percent). The region with
the highest literacy rate in 2011 was Khomas (97.4 percéritdwed by Erongo (96.7 percent) and Karas (96.6
percent) (NSA, 2013:49). This follomegional wealth trends, withhe poorer regions having lower literacy rates

and richer regionfaving higher literacy rates.
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Literacy rate (%) of 124 year olds by region, 201:
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Milestones

One of the main thrusts of Vision 2030 is to transform Namit‘~
into a high income, knowledge based economy. Such
economy would be expected to alleviate poverty, satisfy t
fFo02dzNJ YFNYSG FyR dzZf GAYF (St
an industrialisednation. With this in mind and dsed on the
commitment of the Government of Namibia, considerab
funding has been allocated the educationsectorover recent
years, with a total of 23.7 percent (N$10.7 billion) of the toti
2013/04 national budget beingllocated to thissector (MOF, <
2013:29).The role of education in supporting economic, healt"
environmental, political and other social targets in the count
has continued to evolve based on lessons learned across
five shortterm NDPssince Independnce. Namibia has indeec
made extensive inroads in improving overall access to que
education and is currently fifth in the literacy rankings out of
African countries, following Zimbabwe, Equatorial Guing
South Africa and Keny@JNESCO, 2011:264)\amibia also =
ranks third out of 28 African states on the Education for
(EFA) Developmemdex.

hyS 2F GKS (1Sé& YAtSaildzySa Ay GKS SRdOlFGA2y aSOi2N
Bank to support educational reform, and 2005vsthe development and commencement of the Strategic Plan for

the Education and Training Sector Improvement Programme (ETSIPR@DOSpriced at N$2.4 billion), with
support from the UN and other development partners. The Programme was based on an azdgmwbnt by
Government and other stakeholders that the education sector was weak in terms of preparing Namibia to achieve
the goals and targets of Vision 2013. Therefore, ETSIP was needed to reformulate the education sector in order t
achieve the objectiw of EFA and the MDGShe ETSIP Review noted that the important achievements were
adoption of new policies, improved institutional efficiencies, curricula development, research, and provision of
teaching/learning materials.

The latestEducation Strategi®lan 2012017 and Performance Management Plans, as executing tainsto

reform the education sector for the achievement of the educatymalsof NDP 4 and of Vision 2030. The goal is

G2 Gadoadlydaltte SyKFyOS {Kidfstafgrnatiokg deveopryedt ydals, dnil A 2
to facilitate the transition to a knowledge based econornnythe immediate future, it will improve the quality of
education and skilled workforce required to improve knowledgiwen productivity and growthand thus
contribute to economic growt#t ¢ 0 a h 9 X H Jihe tageks ot tHe plgh¥are informed by NDP 4 and aligned

to the MDG targets, such as those relating to net enrolment in prirsaepols and survival rates foraéde 7 for

2015.
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Primaryeducation enjoys an enabling policy environment with the following policies focusing on access, quality
and equity: the Education Sector Policy for OVC, the Textbooks Policy, the School Cluster Policy, a draft Educati
Sector Policy for Inclusive Educatiehe Policy for Open and Distance Learning in Namibia, and the Special Needs
Education Policy. Primary education in Namibia is also free, although parents had to contribute towards school
development up to 2013 when Government abolished financial comiobs towards the School Developnien

Fund. Access to educatiaherefore,is likely to have increased, especially for poor and severely poor households
as well as among marginalised communities such as the San who could not afford to contribute tdveards t
School Development Fund.

Government, with its development partners, has designed innovative initiatives to enhance the quality of teacher
education, although there is still room for improvement. Tertiary institutions and the Namibia Institute for
Educatonal Development (NIED) play a key role in ensuring education quality. The NIED acknowledges this and i
response has established a Continuing Professional Development Unit. Namibia also conducts standardise
achievement tests in English and Mathematighjch most African countries cannot do due to lack of funds.

Early childhood development (ECD) has been reinstituted and rolled out under the auspicesMihittey of
Gender Equality and Child Welfsfd GECW). The fourth NDP retains ECD as one of rifpeted subsectors and
foresees increased ministerial capacity to support ECD centres (NPC, 2013:7). Training for ECD educators has b
put in motion with the plan being to have 75 percent of all educators trained for at least one month by 2017. By
2015,bF YAOAIl LXFya (2 adzZdR2NI +Fff 9/5 OSyaNBa ¢ALGK a
2012/13 was to subsidize 170 centres, 255 centres (with 29adkrs) began receiving a GRN subsidy in the last
quarter of 2013/14. However, challeeg remain with skills and finances to expand ECD in 206 NFXC, 2013:8).

Other infrastructural development is also taking place with support from communities, such as building teaching
structures, which includes cooking and accommodation structurégadtructural development in the form of
more schools, classrooms and resource centres, as well as textbook prok@sierreceived more attention over

the past five years, especially with support fraviillennium Challenge Accourt Namibia MCAN) and dher
development partners. However, the increased quantity of infrastructure is not keeping up with population
growth for either primary or secondary education.

The national school feedingrogramme (SFP) is an important milestone, not only because ofiisitional
benefits, but because it encourages children to come to school, especially those from poor and marginalised
households. The SFP was initiated i@1L®vith support from the World Food&®gramme (WFP). Although there

are still challenges, the pgpamme has developed over the years to provide more nourishing food, better
infrastructure for distribution, and enhanced monitoring and evaluation.

Other milestones have included support to gender equality in primary education, especially in Kavango and
Caprivi regions, by the Forum for African Women EducatiorsalistNamibia (FAWENA), and the San Girls
Education Programme under the Office of the Deputy Prime Minister, which has ensured increased enrolment for
this marginalised group. The establishmentuwfiform teacherlearner ratios across the country has brought
about increased equality of access, while mobile schools in some regions, such as Kunene, brought schools clos
to the people. The introduction of the Prevention ané&irMigement of Teenage Pregncy Plicyis also regarded

as a milestone.
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Challenges and interventions to expedite MDG implementation in the remaining two years

¢KS 9¢{Lt wSOASg O2yRdzZOGSR Ay Hamm NBLR2NISR GKIGX
variousweaknesses despite high allocations from the Government budget: from low overall quality and internal
efficiency to poor external efficiency of the tertiary level and of the vocational and training systems, from
inequalities in the distribution of educatial inputs and in learning achievementsttee negative impact of HIV

acrossthea @ aiSY¢ 6dah9oz

HAMMOYTO® ! f K2dzZAK 3IASYSNIf A YLN

sector, below aresome challenges andecommendedresponseshat could potentialy support acceleration of
MDG implementation in the remaining two years.

Challenges

Poor school management, in particular i
motivation of teachers and learners,
innovation in teaching with limited resource
and monitoring andevaluation (including q
formative evaluation) of the entire
educational process. 1

The World BankKMCAN and other partners

have contributed to procurement and q
distribution of textbooks over the past four
years but the numbers of boolksd the 1

procurement process remain inadequate.

Poorphysical learning environment, includir §
infrastructure, especially in rural and poor
areas. 93% of the education budget goes
towards administration and operational q
costs, with little left for infrastructural
development, such as schools, classrooms
libraries, sanitation facilities, electricity, ICT g
roads water, communication and teacher
housing q

f
f
f

1
The rollout of ECD is too slow, noting that
the lack of agood educational foundation
(linguistic, cognitive and social skills) before
primary education can influence learning fo
the entire lifespan.
Poverty ad malnutrition are major barriers
to achieving the MDGs.
Enactment of the Child Care and Protectior q
Bill has not taken place.

High levels ofiolence and abuse at schools §

il

Interventions to expedite MDG implementation

Reuvisit the appointment criteria dfrincipals to ensure that the most
highly qualified, experienced and mature candidates are selected,
including those with management skills and experience

More active involvement by Circuit Inspectors in the evaluation of
quality teaching and progress @drners

Management should not only focus on pass rates, but assess the qu
of education received

Continue to strengthen the textbook procurement process

Find additional finances to purchase more textbooks and other learn
support materials

Facilitate more active involvement of the private sector

Government needs to work closely with private sector organisations,
motivating the private sector to become more involved in education
infrastructure developrant

Communities should be mobilised to participate in the improvement
infrastructure, such as providing labour for construction of classroom
teacher houses

Government to increase resources fimfrastructure development with &
focus on bringing schuds closer to children

Strengthen and expand provision of water and sanitation, especially
disadvantaged areas

Monitoring systems at schools need to include monitoring of the stat
school infrastructure

Appropriate teacher accommodation needs to fr@vided, especially in
rural areas

Expand hostel accommodation, especially for rural children living lon
distances from schools

Infrastructure development needs to include goeimary education

Expedite ECD in all regions, with special attention given to rural aree
and severely poor communities

Expand the school feeding scheme to include all children in school
Enact the Child Care and Protection Bill

Implement and enforce school codes of conduct for teachers and
learners
Implement teenage pregnancy policy
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Looking Beyond 2015

Education for all has been advanced in Naméind across Sutsaharan Africa since the early 2000s and -tengn
development planning, implementation, and monitoring and evaluation will ensure that the global, international
and national goals and targets set for educational achievement are reached. Nameibés to continue
implementing the Education Sector Strategic Plan and aspire to achieve internally set goals for 2016/17. In additior
to what Namibia is currently doing, focused letegm interventions are needed in the areas discussed below.

Increase edcational Universal primary education is an excellent starting point and opportunity to increase
enrolment and access enrolment and access. Therefore:
1 Continue with free UPE, but establish mechanisms so that it becomes totally free o
charge
1 Expand theprovision of universal education to secondary schools and tertiary educe
Strengthen educational A full cycle of decentralisation will strengthen educational provision at local, regional ar
provision at all levels national levels. Therefore:

1 Strengthen the decentralised system by establishing clear terms of reference for
regional and national offices, and sufficient resource allocation based on such term
reference

I Capacitate regional and constituency offices with human resources, communicatior
training, transportation, etc.

1 Address regional capacity inequalities

Improve teaching quality anc It is necessary to improve the interrelated factors of quality teaching (especially at lowe
motivation primary levels) and teacher motivation. Therefore:
1 Albngterm teacher development plan needs to be formulated and implemented,
building on existing NIED teacher development approaches and methodologies
I The University of Namibia (UNAM) needs to improve teacher training in terms of

practical teaching and trafer of knowledge to learners

Preserviceandin-service training needs to meet teacher demands

Implement and enforce school codes of conduct for teachers and learners

Teacher training needs to concentrate on new developments, accompanied by ICT

advances inthe classroom

I Teachers need to be provided with at least a basic appropriate teaching environme
especially in rural areas where there are no laboratories, libraries, electricity or othe
facilities

9 Teacher performance needs to be rewarded in varioumf) such as salary increment:
for those with limited absenteeism, those who continuously improve their teaching ¢
and those with high learner success rates. Awards such as Teacher of the Month, ¢
Teacher of the Year could be facilitated at the regicand national levels

1 Rural primary schools need special attention in terms of improved quality of teachir
and learning, therefore, more emphasis could be placed on rgdiile teaching and
learning within a resource limited environment

=a =4 =4

1 The standard oEnglish language among teachers needs to be improved
1 Qualified teachers must be employed for all levels, including all primary schools
9 It should be compulsory for new graduates on government subsidies, scholarships
and/or loans to teach in remote areas fibre first year
Early learning in own All children in lower primary schools should be taught in their home language with a sp
language focus on marginalised groups such as San and OvaHimba. Therefore:

1 National and regional education authorities nedensure that the policy on national
languages is implemented

1 Teaching materials need to be developed in various languages where shortcoming
experienced

1 More San and other marginalised groups need to be trained to become teachers w
innovative straegies to allow them access to teacher training institutions

35



Mitigate the negative Strategies are already in place and need to be strengthened and expanded. Therefore
impacts of HIV, violence and  Strengthen andHIV andAIDS Management UniHAMU and Regional HIV and AIC
poverty on the education Coordination for EducatiorRACIEto coordinate mainstreaming of HIV more effectivt
sector at national, regional, circuit and school levels
1 Seek a better understanding of the effectiveness and efficiendesument response
strategies in the education sector in order to revise current programmes at nati
regional and circuit levels as necessary
1 Expand the school feeding programme to include all children
1 Reduce bullying related to HIV stigma in schools

Mitigate the negative Climate change hampers the ability of learners to gain access to schools and the abilit
impacts of climate change ot teachers to teach. Therefore:
the education sector 1 Continue to study the impacts of climate change on ¢decation sector, especially in

the northern (flood prone) and southern (drought prone) areas to be better prepare:
with adequate prevention and response strategies
' YL ATEe OKAfR/KAftRNByQa @2A0Sa |G ylI GA®gehear, aNGedaluighs
and research need to take into consideration the views and opinions of school children
ages. Therefore:
1 Systematically employ formative research approaches in class to improve teaching
to provide sufficient oppornity for optimal learner participation
9 Include information about 116 helpline and child radio in curriculum
f {0NBYy3IGKSy LI IFGF2N¥a adzOK | & Wdzy A 2N /
Eradiate gendetbased Genderbased violence haserious implications for education. Therefore:
violence in education 1 Continue to research the (sex disaggregated) impacts of GBV on the educational
achievement of children and develop preventive and mitigatory measures based or
sound evidence
Enhance involvement of men and boys
Reduce violence and abuse in schools and hostels and implement relevant policies
laws
1 Implement a learner code of conduct

Reduce teenage pregnancy Teenage pregnancy remains a major challenge in Namibia, while the policy on Preveni
and Managemenbf Teenage Pregnancy is not fully implemented. Therefore:
1 Strengthen implementation of the Policy on Teenage Pregnancy
1 Mobilise communities and raise awareness of the dangers of teenage pregnancy

Increase resourcing and It is necessary to bothllocate more financial resources to education and strengthen the
efficiency efficiency of resource use. Therefore:

1 Expand the Government contribution to education, gradually increasing the
development budget to 20 percent of the total MOE budget, given that many
development partners are reducing their educational support because Namibia has
graduated to an uppemiddle income country

1 Equally essential is prioritising spending and establishing mechanisms to ensure ef
utilisation of resources

Optimise the ug of the The EMIS system potentially offers a range of valuable data for educationatmaliéyg,

Education Management planning, and monitoring and evaluation. Therefore:

Information System (EMIS) § Strengthen the EMIS system so that data are continucarsiyysed and used to inform
policy, planning, programming and overall decisipaking at the national, regional,
circuit and school levels

1 Design a mechanism to track student mobility and progression to ensure alignment
phases and learner support efferais well as to bring back into school those who droj
out

f
f
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MDG 3: Promote Gender Equality and Empower Women

Gender equality is about extending equal opportunities and rights to aiimen andmen. This includes equal accessjio
services, resources, amdaterial welfare. Education at all levels is essential for girls and women to know their rights dnd to
build their knowledge and dls, in order to obtairwork, improve their standard of livingnd maintain a good quality of lif
22YSyQa Ay ib&thkBrainioiconsidiad@tion at all policyaking levels, fronthe national to the local level. Wome

are empowered whn they participate in decisiemaking at national, regional, community and household kevel

below. Namibia has already achieved two of the original six indicator targets for MO@Wa of the goals (an equd
proportion of girls in primary education and women in wageployment in the nonagriculturalsector) have worsened, b

could still be achieved. The goal for tertiary education has not been on target for almost a decade and is unlikejy to be
achieved unless women are encouraged to study the traditionally 1thateinated technical subjects at Vocational Train g
Centres (VTCs). Thituation with respect to an equal number of sedtingheld by women in Parliament has also worsergd

and this targetis unlikely to be achieved by 2015, unless all the politicaligmractually implement their 580 policies. |

While Namibia has not yet achie full gender equality, there have been many meaningful and tangible accomplishngents,
including a change in the undercurrents surrounding gender, as can be iseanfinding in one study in whichn
2OSNBKSEt YAy ydzYoSNI 2F YSy |yR 62YSy |3INBSR gAGK GKS 3
LYRSLISYRSYOST 62YSy OFy &0l yR dzLJ F2NJ 6KSANI NAIKGa y2peé

MDG 3:Statusat a Glance

TARGET
TARGETAND INDICATORS BASELINE STATUS 1;25165;5-[ GOAL

ACHIEVABLE
MDG 3 PROMOTE GENDER EQUALITY AND EMPOWER WOMEN
Ratio of females to males in:
1 Primary elucation (girls per 100 boys) 102 (1992) 96.4 (2012 100 On target
1 Secondary ducation (girls per 100 boys) 124 (1992) 112.3 (20123 100 Achieved
{ Tertiary elucation (females per 100 males) 162 (1992} 85.25 (2011) 100 [NGHGHEGEH
1 Ratio of literate females to males (2% years) 110 (19913 103 (20113 100 Achieved
§  Preprimary education (girls per 100 boys) 87.6 (2008) 101.2 (2012 100 Achieved
Share of women in wage employment in the Ron 39 (19913 48 (LFS 20033) 50 On target
agricultural sector (%) 49 (19979 35 (LFS 2012)
Proportion of seats held by women in Parliament (¢ 5.7 (19961995f  25.0 (20162013§ 50  Noton target

" MDGs Reports for 2004, 2008, 2010. ® MDGs Report, 200&iting 1991 ad 2001 Census; 2011

ah90Qa 9aL{s Hnnds ¢+-o6f.8 mdbs FyCBsBaL{S HAMHE ¢l o6fS vy

b YAOAF Q& a5Da wSLRNIa T2NJ Hn/fMIGs Reporty2008 ¢itRg the/2@0d @ensuLanddhe MOLSE a5 D
Report for 2010ndicates 175 for tertiary education as the baseline Labour Force Survey (LFS) for 1997.

for 1992. "MOLSWLFSs, 2008 and 2012

*Raw data from UNAM, PON, IUM and the five VTCs for 2011. ® Shejaval(2013:7) from IPPR.

" Erom EMIS 2010 onward, separate data for-prienary education were provided. For EMIS 2008 and 2009, thenimeary data were
NB L2 NI SR ¢ A (i KA VpriterylwisSnnadredinfsta selivold hiedh 2007 and 2008, after the implementation of the Early
Childhood Development Policy in 2007 (EMIS, 2009, p.44).

37



Current Status and Trends

In the first decade of tracking the MDGs, Namibia had already achieved higher school enrolmefur rigemles

than for males in all four levels of educatiqmprimary, secondary, tertiary, and adult literacy. As noted in the first
MDG Report (NPQ00413), one reason for the much greater access to education for girls and young women at
Independence was the fact that more young men than young wofoaghtin the war of Independenceso it

took the nextdecade for he school enrolment of boys to catch ujth that of girls. This greater presencegifls

in primary and secondary school had also led toigher literacy rate amonfemale youththan amongmale
youth. Unlike, many African countries facing the MDG educaj®mder challenge for females, Nanaikactually
needed to createa balance by encouraging a greater number of males to enrol in school, whitgaiming the
number of female students

From 1999 to 2004, natiowide, there were

100 females for every 100 males in prima Ratios of girls to boys in primary education
school, but this droped slightly in 2005, ano 19902015 Actual and Desired Trends
further decreased to the currer012)figure | 120 4102 100

. . . o . 96.8
of 96 girls per 100 boys. Despite this drdgds | 100 & DB AnEnBnd ..... S

still possible that theparity target for primary | so
education can be achieved, but the strateq ¢
will have to include an analysié the reasons| 4
for disparity in certain regions anthake a
commitment to raising the numbers of girls
againto match the number of boys in schoo, . 1065 2000 2005 »o10 2015
There are regional variations, with girls st o Actual Trend Path to Goal - Linearly Projected Valut
outnumbering boys in some regiongor
example, in 2012, the femalprimary education enrolment ratio ranged from a low of 92 in Oshikoto to adfigh
102 in Khomas (see graph belpwvith similar figures for the lower primary phase. This status diverged for the
upper primary phase where the lowest ratio of girls to b@:100) was found in Caprivi Region and the highest
ratiosin Khomas and Otjozondjupa, both at 105:100.

20

Primary school education:
ratio of girls per 100 boys in 2012 by region
104 102.43
102 160:00 99.20 106:60
100 98:01 9763 9801 9763 : —
gg 95.69 —
937 -
94 —
92 - —
90 - —
88 - —
86 n T T T T T T T T 1
& o Q 5 o o 2 %"
N N P g & & &
(”bQ Q}o \2@& %’b %'bxb @0 %\)Q O\\ O((\

{ 2 dzZND S Y calculaiiok2fiN@EMIS 2012, p.28

As can be seen ithe graph belowad A Yy OS mM@ppHI IANI & KI @S Ffglkea 0SSy
schools, with the most recent figure (2012) standing at 112 females for every 100 males. Havereare
significant differences in this ratio between regions, and also &réifit grades within secondary school. In 2012,
female secondary education enrolment ranged from a low of 91 girls to every 100 boys in Kadwamdngh of
119:100 in Ohangwena with a similar regiosauation for junior secondary. Only in the years B38nd 2003
were thereslightly fewergirls than boys nationally in Grades 11 at?l(EMIS data, Table 19 2012, nationally,
girls represengéd 53.7 percen{122:100) of all senior secondary school students, witlof the regions exceeding

55 percent(122:100), from a high d§7.6 percent(135:100) in Karas ta slightly lower figure of 55.3 percent
(124:100) in Oshikoto. Despite great improvement over the years, four regions stilhbtaigy fewerthan 100
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girls to every 100 boys in the senior secand

phases. Mese regions areKavango (76:100) Ratios of girls to boys in secon_dary education
Omaheke (86:100), Caprivi (90:100), and Kung 19902015 Actual and Desired Trends
(93:100). 120 -

Nationally,while the main reason for girls dropping 1
out of school isstill teenage pregnancy, the so
incidence of thishas declined since Independenc
leading to theoverall number of girls dropping out
declining alo (EMIS data, Table 65). With theg #°
points in mind, the fact that the proportioof girls | 20
RNRLILAY3I 2dzi 06SOldzaS 0
NE | a Bay éndeased slightly from 23 percent
2010 to 26 percent in 2012 (EMIS data, Table ¢
would, therefore, need to be interpreted as { —¢— Actual Trend
reduction in other reasons for dropping out the
most recent data, Kavango and Ohangwena regions

have the greatest number of girls dropping out because of pragpafollowed by Omusati and Oshikoto regions
(EMIS 2012, Table 65). In 2012, Kavango and Khomas regiongacethto the other regions, hadreater
numbers of both girls and boys dropping out because of long distaheaveen school and home (EMIS
2012103).Further analys by the MOENd partners must be done at the regional level to determine the reasons
for the disparitybetweenregions and a strategy needs to be implemented to ensure equal participation by both
girls and boys in secondary educatiarall regions.

lf 0K2dZAK GKS ah9 9 aidepce iR 2h8 &choyl 2rivirodmg@d f IdZR S WOl G S3 2 NB
dropping out of school, two reports (MOHSS, 2008 and Buetal, 2011)point out that violence in schooltsan

lead to fear and abseaaeism,and does not creata productive learning environmenthe2004 Namibia Schoel
Based Student Health SurvéMOHSS, 2008)hich involved more than 600 learners, found that almost 38
percentof learners had missed at least one day of school in3®ealays prior to the survey because of feeling
unsafe at school, or on the way to or from schd@icording to asurveyconducted by Burtoret al (2011:16, 18)

of 319learners aged 12 to 19 in four northern regiod$ percenthad experiencd sexual assdis at school, 32
percenthad been sexually assaulted two to five timasd almost one out of five (23 percgrtad been sexually
assaultedmore than tentimes while at schoalFemales were much more likely than males to experience most
forms of bullying reported, and bullying was founda® intertwined with stigma around HIV. In summagmale
learners face unique challenges in completing their education, including continagédquate prevention and
management of learner pregnancies, economic pressures on young girls from family members and financial
dependence onoldermen (g0 f f SR W& dzZAl NJ RF RRAS&A QU &

The significant drop in the ratio of females to males in
Ratios of males to females in tertiary education tertiary educatiom since 191 may only be due to
19902015 Actual and Desired Trends differing methods of calculating the figures or
RATFSNBY (G RSTAYA(GAFpathe T W
most recent available data(2011)the average total
enrolment ratio is 85, but a wide variation in the ratio
exists amag the institutions, as follows: University of
Namibia (UNAM) at 153Females to 100 males
Polytechnic of Namibiat 127, IlUMat 114 Zambezi
Vocational Training Centre (VTC) at 82, Valombola
VTCat 61, Windhoek VT@t 61, Rundu VTC at 4and
—oli)ictual Ti:r?c? zPoe?tﬂ to Goalzf?(f)iff— Lineze?ri/OProject:g i/sal Okakarara VT at 3% - 2 U K 2% bt YAGAIL !
institutions ¢ UNAM and the Polytechnic have

60
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150 -
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0 ————— ey

" Some reports seem to include only UNAM, the Polytechnic and IUM, while others include the VTCs also, and still otheiadade to
all of these plus other VET institutions, such as NamWater and NamPower. Unfortunately, none of the documents reporting these figu
defines their methodology or exact sources of data. These methodological limitations put in doubt findings such astteos&s
Interim Report (Anon2013a), which reports a ratio of females to males at tertiastitutions above parity at 116 for 2011. The most
recent figure used in the trend graph above has been calculated for 2011 from the most recent available nasodded by UNAM, the
Polytechnic, IUM and the five VTCs.
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typically had more females than malesrolled, but this ratio variesby subject.For example, at UNAM, the
Faculty of Engineering andnformation Technologyhas had gjnificantly fewer women than mensince it
commenced in 2008with a ratio of 33:100 in 2011 and in 20120/ 2002, the faculties of Science, and
Agriculture ad Natural ResourceBad fewer women than menbut this reversedin 2010 and 201{UNAM

20133). Similarly, the Polytechnic School of Engineering and School of Information Technology had significantly
fewer women than men in 2011 and 2012 (RQR12a;PON 2013). The ratio of female enrolment to male was
33:100 for Engineering and 54:100 for IT, in each year.

University of Namibia enrolment by ender 20022012 (UNAM 2013, p.3)

6337 B0

+— Female—m— Male Total

7097 7236

R 2 5004 |

Polytechnic of Namibia enrolment byemder 20062012 (P, raw data, 2013)
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During the entire MDG reporting period, the female to male

Ratio of literate females to males (134 literacy ratio for youth (% to 24 years) has been above
years of age) parity. Adult literacy ratios moved into greater balance for
120 R . . < . . A
hyS AYLRZNUI YO Tl OU2N) Ué&d Sy a
100

RS@GSt2LIYSyid IFyR GKSAN ECHIZNID A
80 includingreceivingpre-primary education (MGECVZ007a).
Over the yearsfemales have had a higher almost equal

60
rate of survival to males (MCEC®101d17). Although the

40 ratio of girls to boysin preprimary education has never

20 been a MDG indicator, ghcurrent report recommends that

it be added as one and tracked to 2015 and beyond. Since
EMIS (20084.2) has begun to record this level of education,
the ratio has fluctuated from 88 in 2008 to above parity in
——o—— Actual Trend o==mm== Path to Goal ---------- Linearly Projected Valu 2010 (at 104) and in 2012 |t StOOd at 101

0 e B B R |
1990 1995 2000 2005 2010 2015

In summary, there is a need to improve access, equity and
the quality of educationat all levels andn all regions, particularly in science, mathematics and technological
subjects, for girls and women. Other challenges and constraints, in relation to eduycatude cultural
practices, biasand stereotypes which have a negative influence on treecess, retention and development of
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girls across the school curriculum; sexual harassment in educational institwtibizh could result in pregnancies
and exposre to HIV;and an inadequatdy genderresponsive pedagogy in primary, secondary and tertiary
institutions.

Even though many females are educated in Namibia, Share of women in wage employment in the
same challenge continues as it has been sif non-agricultural sector
Independence: how to translate this educatioof 19902015 Actual and Desired Trends
women into formal jobs, and further into highézvel 100
positions of management, decisianaking and political| 80
leadership2 2 YSy Qa NBLINBaSyYy Ul 0] g
these areas are critically important to ensure that the

interests and voices are heardt a powerful and| “° 1"

strategic level. 20

From the Labour Force Surveys (LFSs) of 1997, 2004, © . , . . .
2008, the statistics reveathere were almost equal — 1990 1995 2000 2005 2010 2015

numbers of women and men Working in the nor ——a—— Actual Trend Pathto Goal ~---------- Linearly Projected Valu
agricultural sectors, with the rpportion of women
indicated as 49 @rcent, 47 percent and 48 percengspectively. Thus, Namibia was close to parity for many

years.

The most recent(2012 LFS, howevelindicates a drastic drop to 35 percefur women. Until the Ministry of
Labour and Social Welfare (MOLSW) and the NarSiaitistics Agency (NSA) aafficially confirm this figure, this
anomaly may be due to varying data collection methtfd$.data from the 2011 Census (Table 5.6.4, p. 58) are
utilised rather than the 2012 LFS, the drop is reduced to a not so severe éénpErBeyond this indicator of

parity in the noragricultural sectorgenderrelated challenges in trade and economic empowerment include
access to, and control of resources such as credit, land, market information, business skills and support service!
as well as protective labour laws that benefit women and men equally.

The proportion of women in Parliament had

Proportion of seats held by women in ) ) )
increased substantially since Independence, from

national parliament

100 19902015 Actual and Desired Trends 6 percent in 1990 to 27 percent in 2005.
However, during the most recent session (2010
80 13), this dropped to 25 percent (Shejavali,

2013:89). Government did committgelf to

achieving gender equality by 2015, as a signatory

to the SADC Gender and Development Protocol,
T et ' but this target will only be achievable if this

o O2YYAGYSyYyid FyR GKS Nz Ay

1990 1995 2000 2005 2010 2015 | Of 50:50 representation are put into action. Even

if this should happen, hge challenges at regional

and rational Council levels will remain because

—— Actual Trend=—— Path to Goal---—--—— Linearly Projected Valut

these representatives are elected on a constituency basis. Achieving parity here would probably involve change!
to the electoral system, which would likely requaeonstitutional amendment.

PhoatSY /[ btdziA2y Ydzad 68 Gl 18y 6KSy O2YLI NAYy3I wnny [ C{ TEAGE da\Nd al Ki
Hnny [C{Z W! INRKOdZ (dzNBEQ KAy NBRRING STR2 y2yNI&ESILT N VG S REf § a0 e WOCW Lt
HAMH [C{ZX W!I INROdAZ (GdzNBxZ F2NBAGNE IyR FTAAKAYIQ | NB O2forRg0§Rd ¢
SNBE | RRSR (23S{KBNN sHhMKy ¢! GNRIODZ2 fi izNB QI NAX (GKS&AS Wl INR Odz i dzNJ
industries to calculate the share of women in the ragriculture sectors. Nevertheless, it is difficult to determine if this percentage of
women in the noragriculture sector has actually dropped so significantly from 2008 to 2012, or is due to LFS research methodology and
NELR2NIAY3I YSGK2R& OKIFy3IAy3Id CAdNIKSNY¥Y2NBEZ ASOSNIt N bafieNddzhatRA & LI
the 2008 LFS did not count subsistence farmers and simply made a mistake with the fishing sector by omitting a zero at theeend of
ydzy o SNE 0! y 2y thsightNmnoibiYThecsante N@ir¥e notes that these oversights were rectified in 2012. This itndikfisult
to compare the LFSs over time, making any trend analysis for MDGs reporting also problematic.
13 Similar to the problem with the tertiary edudan indicator, the previous MD&ports do not cite the data source specifically (e.g. page
or table number) and do not explain the exact methodology for determining the indicator score. For the percentage of women in non
agricultural employment, theresino explanation as to why thee@sus vas not utilised after the 1991e@sus, when it was used forah
baseline reference point. Presumably, the LFSs were turned to because those surveys happen every four years while tle census
conducted only every ten years.
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In terms of other decisiomaking bodies, the most recent data (Shejgva0137 citing Gender Link011)
reveals that only local authorities are corg closer to parity (see Talbelow). Thisis attributableto the fact that
affirmative action for women is mandated by statue at this lewelthe Local Authorities Ac23 of 1992
Furthermore, there are retively few women reaching higlevel positions in the public and private sectors.
Representation of women in the managememadre of thepublic service improved from 25 percent in 2005 to 38
percentin 2010. In the pxiate sector, women held only 21 percesftsenior maagement sitions (supervisors,
sectionheads, managing directors and CE@£2006 (MGECW2010d35).

Womenoffice holders in Namibia

Office Members/Councillors Number of Women Percentage of Women
Cabinet 26 5 19
National Assembly MPs 78 19 24
National Council MPs 26 7 27
Regional Council 107 13 12
Regional Governors 13 3 23
Local Authority 323 135 *42
Mayors 30 8 27

SourceShejavali20137 inIPPR citing Gender Links, 2011.

Other important gender issues are not reflected in t®G indicators,notably the increasindevel of gender
basedviolence (GBV) and continuation of harmful cultural practices. Attitudes towards domestic violerame are
indication of how empowered women areln the most recent study conducted by SMP for the MGECW
(2009:68) in 2007 and 2008, it was found that abd0t percent of women aged 18 to 49 years had been
subjected to GBV, compared to 28 percent of men. Married women wigiaficantly more likely to have been
subjected to GBV than single womeaagardless of agdn the same study (MGECW, 2009:49), aboup&Eent

of womenand 37 percent of meim Namibia believed that enanis justified in abusingslapping or similar) his
female partnerif she neglects the childrenvhile 48 percenof womenand 44 percent of men believed the same

type of physical violerecis acceptable if the male partner finds out the woman has been unfaith&hould be

noted that GBV and HIV are mutually reinforcing epidepwith GBV being both a risk factor for HIV infection as
well as a consequence of being HIV infected. Studies found that women who experience violence in intimate
partnerships face a four times higher risk of HIV acquisiftd@ischman2012 citing Sauk012) In addition, fear

of violence may keep individuals from being tested for HIV, disclosing their HIV status and seeking treatment anc
care, and may also deter them from negotiating safe sex.

Milestones

General

The goals and indicators in MDG 3 hguided the NDPs and Vision 203(0ieh in turn have guided ministerial
sector planning and the Gender National Plan of Acthidhhave emphasised the need naainstream gender in
sectoral plans and interventionslowever,more planners and decisiemakersneed to come to the realisation
that gender mainstreaming must ndie justa token conceptbut actually lead to women and men having equal
accesdo and control over resources, development benefits and decisi@king at all levels of the development
processand in policy, programmes and projects.

The NamibiaConstitution is the starting point for gender equality in Namibia. Unlike many other national
O2yaiGAldzZiA2yas bl YAOAI Qa [/ 2y ad Agodzdidg2oyHubBdrd (ROADD) dotné &  F
countries do not even mention sex or gender, and many African countries make exceptions to the rules against
&SE RAAONAYAYL{GAZ2Y Ay | NBlFa &dzOK & YINNAREFISSES RAD2
the provisions on dis¢fiA y I G A2y GF 1S LINSBOSRSYOS 2@SNJ yedKAy3I i
Constitution also explicitly coveraffirmative action for womg Tequal rights as to marriage, durimgarriage

YR 4 A dor vibineénzadinelzjiah@ pblicies on equal pay for equal work and maternity benefits.
bl YAOAFI Q& O2yadAiddziazyl t LINE O A-Gehtdlyidcodrgst tdthelcanbtiBijpdsK A L.
of many other African countries, which apply different citizenships for women and formen.
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Vision 203qOPM 2004) incorporated the gender and empowerment MDGs from 2000 and Jistegaph form:

the current situation; things to do; things to avo@worst case scenario for 2038nd where we want to be in

2030. Thedevelopment of Vision 2030, at the beginning the millennium, like theMillennium Declaration
focused on the challenges relatkto gender equity in education anglaining, and emphasised the need to
prepare women and men for the future labour market.isThongterm planning document noted that the
situation at that time included regional disparities in the enrolment of girls in schools and that opportunities for
employment were more limited for women th&or men. It also pointed out the high incidencérape and other
violence against womerand that many longawaited laws affeenhg girls and womeihad not yet been finalised.

' Vv RS NJ Wi K YisfaA 2030imdtedRH: Qeed to ensure equitable access to resources, social services and
facilities, includig education and health, along with the removal of any limitations or barriers.

Numerous laws, policies and action plans have been deedland approved over the past thirtegears some

of which are mentioned belowRecent important ones have been thew National Gender Policy for 202020

and the National Plan of Action on Gendiased Violence20122016: Zero Tolerance for GBVhe revised
National Plan of Action to link with the new National Gender Policy is still being developed within the MGECW
consultation with relevant stakeholders.

Namibiais a signatoryto all relevant international and regional gender and human rights conventions and
protocols, including: the Convention on the Elimination of all Forms ofiDisation Against Womem 192, the

Beijing Declaratio and Platform for Actiom 1995, the SADC Protocol on Gender and Development in 2009, the

t N2PG202t (G2 GKS 1T FNROIY [/ KFENISNI 2y | dzYly ahdftR AW S2 LJ
Solemn Declaratioon GendeEquality in Africa in 2010.

Gender institutional milestones

¢tKS SadrofAakKYSyd FyR RS@St2LISyad 2F 3F20SNYyYSyli
empowermentbegan withit KS FANERG 22YSyQa 5Sal Ay (GKS hT7TthedS 27
saw the establishment ahe Department of Women Affairgn 1995,then the Ministry of Women Affairs and
Child Welfare in 20Q0andfinally to the current government body, the Ministry of Gender Equality and Child
Welfare (MGECW), Directorate of GendEquality, which was established in 2008GECW, 2010b)This
BANBOG2NI GS ¢2N)a 020K i GKS NBIA2yLf tS@St o0aD9/
level Itsendss ANBOUG2NIF 4SS 2F DSYRSNJ 9| dzafitalsiirdo canimBiniti€s Suniilised | & S
community a&tivators, who are paid civil servants under the Directorate of Community and Early Childhood
Development andare based at the constituency level. At this level the Directorate of Gender Equality mainly
targets traditional authorities and other community leaders, such as school principals, especially to inform them
where they and community members can go if gerddated problemsoccurin their communitiesfor example

to the police, nurses asocial workes for GBV cases.

The Namibian government, via the MGECW as the lead agesesyarious mechanisms to ensure coordination

of gender mainstreamingout some of these have proven ineffectual and others are even inactive. On paper, in
planning and policy daenents, the first of these is thational Permanent Gender Task Forehich is supposed

to be an advisory and consultative body, comprisistgkeholders in government andcademia and among
developmentpartners,non-governmental organisationNGO3, faith-based organisationd=BO¥ media houses

and civil societyThe written objectives of the Task Force incluieensure the achievement of policy objectives
outlined in the NGPto inform and educate the general public, while promoting gender equalityassess
proposed laws and their effects on women; and to lobby Parliament and development partnersfffoiesu
funding to achieve the NGP objectivésach region is supposed to have a similar bodRegimal Permanent
Gender Task Force. At the pantientary levelthe Parliamentary Gender Caucus (P@@)tended to enhance
communication between Parliament and othstakeholders on gender issuds, ensure supprt for female
Parliamentarians ando sensitise both female and male Parliamaméns to gnder issues. The PCG is also
supposed toscrutinise national budgets to ensure gender responsiveness in resource allodatiwaver this
Caucus has been inactive for some time. There is also supposed to be-keltgtStrategic Intevinisterial
Committee on Domestic Violence and Violence in General, which was inaugurated by the President ofiNamibia
November 2008. This Committee was mandated by Cabinet and functions advesorg committee (LAC,
20087), but it has been inactive tbughout 2013 and consistently fails to attract highel government
participation Finally, Gender Focal Points/Unitshould have been in placgince 1998 at senior levels in all
sectors The Focal Points aexpectd tomake decisions regarding the impilentation of the NGPandto ensure
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integration (mainstreaming) of gender concerngtie policies,programmes, budgets and annual work plasfs
line ministriesand other state institutios. Theyare also supposed to play supervisory role in departmerita
programmes to ensure that thesare genderaware and reponsive,and to ensure that data anthformation
collected and used is disaggregated by §he challenge has been to identify senior officers for these positions.

The government also works withGG and members of civil societ®ver the years several NGOs have focused
2y OF LI OAGe RS@St2LIYSYyd FyR | R@20IF 08 F2N IehadNI S|
i KS [Gerdd® &Research and Advocacy Project (GR&AP) @088 and 2012), WY Sy Qa ! Ol Az
Development (WAD) (Tjihenuna n Mo 0 X 2 2YSyYy Q& |KBaxaR SrdIErEnkQ11), 5iSer KaxiBia, 0

the Forum forAfrican Women Educationalists in Namibia (FAWENA), Women and Law in Southern Africa Project
Namibh I 2 2 YSy Qéwork, By RiKbb&Qa myantREsNdrch Ndghayimey(Tel912). As one
specific example, the GR&AP at the LAC received fufidingthe Dutch governmenfor 2.5 years to implement
projects aimed at enacting MD& This vas a highly successful anéghimpact programme, which included
outreach to neglected communities and creative media with popular appeal (e.g. comics, films, animations) in a
variety of languages to help popularise gendelated legislation.

For gender parity at all levels ieaducation and training

As noted in thesection on MDG ,1poverty alleviation is a crogsitting issue that also effects education atie
YyIGA2y Qa | athihed andl expetiended wbikforce. Therefore, any milestone for poverty reduction is
equalB I YATfSadz2yS T2N) 3SyYyRSNJI Slfodaxdmplg ghe provision ofZ0ci8l grands S
is essential, especially for homes headedrNmmen or pensioners or caring f@VCto ensure families have the
money to feed and nourish both their girand boys and to send them to school.

The ETSIR20052020) and the Miinnium Challenge Account for Namibia (MAEducation Sector Support
PNEINI YYS KIFI@S KIR | LRaAGAGS AYLIOG 2y Ittt €S@St.
improve N YAO A Q& SRdzOl ( A 200drcbme kegotimsihgiiobledszOyibdiiRy néwycRssrooms
renovating schools and supplying school furniture aklEti 6 2 2 1 & ® RedioSal latég@i@® School
Evaluationprogramme was introduced in 2010 to focus amprovements neded in the education sectan each

region. All of these programmes emphasise giving equal opportunities and access to resources to all children
both girls and boys (Terr2012).

The Policy for the Prevention and Management of Learnerramgyin the Education Sector was introduced in
2009and stronglyemphasises preventigralong withsupport andencouragement to learners who araothers

(and fathersto complete their educatiorand to be good parentsThis policy allows pregnant learngéosremain

in school until four weeks befor¢heir due date, encourages learners to keep up with their lessons and
homework, and allows the mother to return to school as soon as the school is satisfied that both she and the baby
areingood healthandhave LJX 'y F2NJ 0KS ol oedQa OFNBX gKAES |2,
one yearThe Legal Aid Centre (20880 LI Ay G a 2dzi GKFG o/ KAf RNBY 062Ny 0
of enrolling and completing school. Children of less ededtamothers are unlikely to complete school. Thus, the
concern about improving the educational rights of girls who become pregnant is based in part on the knowledge
OKIFIG GKAa oAttt TFFSOG GKS FFHdS 2F GKSANI OKAf RNBY |-

Under the Directoate of Adult Education (DAE), the MOE runs the National Literacy Programme (NLP) and the
Adult Skills Development for S&imploymentProgramme From 2@00 to 30000 adultsattend literacy classes

every yearMore women participate in these classean men. AODO2 NRAYy 3 (2 GKS 5! 9 5AN
driving force in the rural areas and are more interested to attend liter@dy | & AbSui 80dpercentof the

literacy pomoters and about 70 percenpf the dudents are women. Some of the literacyomoters use
materialsadditional to those provided by the DAE to raise awareness and provide informatiGuadntopics as
gender equality and HI{Terry, 2012). From 199 to 2012, on average about 64 percaitthose tested at the

end of one of the threeadult literacy educabn phases were females. Ofelfemalestested, on average 72
percentpassed (EMIS data 1999 to 2012, Table 60). The overall literacy rate for all Namibians d5d/eddsr
increased from 76 percent in 2001 to 81 percanR001, and to 89 percenin 2011.

It is still too early to assess the impact betintroduction in late 2012 of universal access to primary education
and the abolition oSchool DevelopmentuRd feesunder the same policy in terms of gender balance. Howater,
should ensure greater access to school and increased survival rates for both girls and boys.
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For opportunities to obtain wage employment in the neagricultural sectors

There has beenya SELI yaAz2y 27F ah[ {2, Qbich pravidévacativhdlycdaseling AddA O S
aptitude testing and helpob seekers to link up with employers looking for employeet® most regionsMore

women than men seem to come in to register with Employment Services in Hardap Region, while the opposite is
true for Kavango Regiditerry, 2012).

The Labour Act 6 of 1992 prohibitediscrimination in any aspect of employment on the basis of sex, marital
status, family responsibilitiesr sexual orientation, as well as forbidding harassment angame grounds. It also
providedfor three months maternity leave for any woman who had been employed for at least one year by the
same employer. In 1994, maternity leave was supplemented by maternity benefits in terms of the Social Security
1O on 2F mMoppnd G¢KAE $I¥I WSAMNBSEBSFa&aA I Sa RGFOSHK S 3
(Hubbard, 201@). The revised Labour Law of 1997 removed the clause about no discrimination on the basis of
sexual orientationThe new 2007 Labour Act now promises maternity leave to all women at® Worked more

than six months for the same employer, and it prohibits discrimination on the grounds of pregmarty status

as well as sex. It provides for compassionate leave for death or serious illness in the family, which should be o
special benét to women, who are often the caregivs in cases of illnes$he Actalso contains a strong new
provision on sexual harassmenthichd 3A @Sa 62YSy I yIYS IyR I NBYSRe 7
for a long timeg and that in turn enables women fidentify itand figiti F 3+ Ay ad A G338 o1 dzo o6 NF

The Affirmative Action (Employment) Act 29 of 1998 is intended to improve the representation of blacks, women
and disabled persons in the formal workforce. According to recent reports of the Emplo¥geity Commisen,

women are only about 15 percenf executive directors and just ov@b percentof senior managers. However,
women are approaching parity with men in middle management and specialised supervisory positions. Individual
affirmative actionprovisions also apply to a number of statutory bodies and boards, reserving seats for women in
bodies ranging from the Social Security Commission to the National Sports Commission (H20a43l

For greater participation in decisiomaking including bang a Member of Parliament

The Local Authorities Act 23 &092 requires that more than 30 perceaf the people on every party list be
women, as well asat least three women for councils ®&én or fewer members, and at leasive women for
councils with 1 or more members. This law has worked extremely well in pracitéghe moment, 42 percerdf

local council members are women. In contrast, Regional Councils (where there is no legal requirement for
affirmative action) currentiyhave only 11 percenomen (Hubbard201Q4).

The Traditional Authorities Act 17 of 1995 required traditional authorifie2promote affirmative action among
0KS YSYoSNB 27T pafidularly dby2provmdiggh iotenéto positions of S RS N the\ LIE @
Traditional Authoritt & ! O4G wHp 2F HWnnnI GKS &ALISOAFAO NBFSNByYyOS
NB T S NBpfodh&ingigénden equality with regard to positions of leadership6 | dzo 6 ISNRX HAMAY

These two laws have been supplemented by advocacy Wwomen andcivil society for 5&0 representation at
all levels of government and the use @ébra listQ&hich alternatewomen andmen. Namibia became the first
SADC country to ratify the SADC Protocol on Gender and Development in October 2009. The Phsttorohca
target of at least 50 percentvomerQ &presentationin politics and other decisiemaking positions to be
achieved by 2015, augmenting the AU Solemn Declaration on Gender Equality int&fritach Namibia isa
party. Measures to provide foincreased wome€ Eepresentation in politics are being implementéa ensure
that the target of 5050 set for 2015 is achieved, and that the share of the parliamentary seats occupied by
women will increase during the regional elections to be held in Nowen2014. Specific recommendations for
reform of the electoral law to guide political parties have been ead order to achieve 50 percemomenQ a
representation in politics as per the SADC Proto&slrecently adune 2013, SWAPO created a new maadat
implement and enforce a 580 system. The exact strategy is not yet clear.
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Challenges and interventions to expedite implementation in the remaining tweays

This section highlights key challenges and provides some suggestions for interventiomsightiencourage
realisation of all the targets for MDG 3 by 2015.

Challenges

Poor implementation of legislation, policies §
and plans, possibly due to low capacity anc
poor funding priorities, among otheeasons. q

1

1

1

1
The NDPs give insufficient attention to ]
gender issues, apart from Hgervice to
WISYRSNI YFAYadGNBI YA
genderdisaggregated data in NDP 4 is
glaring.

1

Insufficient resources for mainstreaming
gender, including too few line ministries
identifying a senior management staff
member as the GFP. q

Poverty is closely linked to low education
levels, with he poor having fewer
opportunities for quality education and
consequently being vulnerable and
susceptible to exploitation, including GBV
and transactional sex q

The tertiary education indicator varies wide
between different institutions, with gender
imbalances in favour of females in UNAM, §
the Polytechnic and IUM, and in favour of
males in the five VTCs. 1

Of all government ministries, MOE should k

commended for its detailed and timely data

collection and annual EMIS reports, howev

there appears to be only limited and very

basic analysis of these statistics

Primary education

1  Slight reduction nationally of the ratio
from girls to boys to below parity since
2005

Interventions to expedite MDG implementation

Increase financial, material and human resources to raise awareness
gender issues and to implement legislation, policies and plans fully
NPC and the Ministry of Finance (MOF) need to coordinate better
concerning funding and plans

MOF needs to mforce the requirement of gender mainstreaming in all
government ministries and programmes by denying general funds to
ministries that do not comply

Streamline processes to achieve fewer plans and more action, noting
plans and commitments on paper ctake energy away from dap-day
implementation

Prioritise realistically instead of trying to do everything at once, and tt
ensure that the priority tasks are accomplished fully

Continue advocacy by civil society

Review NDP 4 to ensure gendgrecific recommendations and
significant action steps are included in the sectoral plans toesd
gender issues during the implementation of NDP 4, for exampiender
balance is needed in all training initiatives designed to develop
marketable skills relevant to key economic growth areas

LYONBI aS bt/ Qa OF LI OA { &address gended
issues in future NDPs

Increase financial, material and human resources to raise awareness
gende issues, and to mainstream gender in all sectors and at all leve
(national, regional and local)

Enforce the concept of having GFPs at senior management level in
government and the private sector

Continue and expand nutritional programmes to support pregnant
women, children under 5 years agdung school learners (girls and
boys), perhaps as a conditional grant linking money or food and
nutritional supplements to clinic visits for immunisations or other
maternal and child care

Awarenesgaising on the importance of nutrition to pregnant wome
YR GKS ANRBgAYy3I OKAfR O2dA R 06S
empowerment groups and even in the rural sanitation programme
Expand skills training and income generation/SME support projects ti
women, but especially single mothers and femalad® of household

More males need to be encouragedapply to the academic institutions
and more females to the technical trade institutions

Examine the impact of the Namibian Defence Force accepting more
young men than young women on male enrolment in tertiary institutic
Establish more VTCs and otherlskilaining centres/projects in the
regions lacking sufficient training options and advocate for female
technical instructors

Further detailed analysis at the national and regional levels to deternr
the exact reasons for the slight reduction in gender parity in primary
schools

Further analysis by MOE and its partners at the regional level to
determine the exact resons for disparities between regions, and
implementation of a strategy to ensure equal participation of both girl
and boys in secondary education

Ensure thatll schools adher¢o the Teenage Pregnancy Policy to enst
that no girlis forced to dropout of school because of pregnancy
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Challenges

1 In 2012, only Kunene and Otjozondjupe
at 50:50 and Khomas at 50.666 girls
were at or close to parity.

Secondary education

1 While secondary schools overall have
always had more girls than boys, there
have been significant differences
between regions and by grade levels

1 The top two reasons for dropping out
have beerteenage pregnancy and long
distances from home to school. In 2012
more than 1400 females left school
because of pregnancy compared to onl'
25 boys because of parenting obligatior
while, in 2012, 392 girls dropped out
because of long distances compated
424 boys. f

There are inadequate proportions of wome!
in all governing bodies except local
authorities.

A recognisable achievement in Namibia is 1 q
high female literacy, school enrolment and
survival rates but it is a chalige to translate
this level of education into formal jobs, q
particularly higheilevel positions, and
especially wage employment in the non
agricultural sector.

Interventions to expedite MDG implementation

Starting from the primary school level, create awareness among schc
going girls and boys, and their parents of both the prevention and hu
rights aspects of the Teenage Pregnancy Policy

Address the psychosocial issues thegtd to teenage pregnancies, e.qg.
poverty, transactional sex, gender inequality and peer pressure

/| 2yGAydzS 6AGK Waé& CdzidzNBEzZ ad& /K
Increase the number of school counsellors and regiteagl social
workers, especial in rural area

Reduce violence, abuse and exploitation at schools and school hoste
Implement and enforce school codes of conduct for learners and
teachers

Enforce relevant laws and policies and create mechasiisrhold those
who violate accountable, including dismissing any school teacher wh
impregnates a school girl

Raise awareness among learners and adults that eyessrational sex is
totally unacceptable

Increase the MOE budget for building more schodsalelishing mobile
schools, or the provision of free transportation in areas where childre
are dropping out of school because of long distances

Implement the National Plan of Action to Eliminate Child Labour (ILO
MOLSW 2008), the Convention on theh®gof the Child (CRC) and the
bl YAGALY [/ 2yadGAaltdziazyQa Of | dza Ss
education

Create new legislation to enforce 50:Epresentationwithin political
parties and disqualify parties that do not comply from participating in
elections at all levels

Establish a regulatory framework and monitoring and implementation
aeadsSy F2NJ I WISoNIrQ 2N pnYpn &
Alternatively, develop and implement similar legislation for other
governing bodies, such as Regional Councils and Parliament to the L
Authorities Act 23 of 1992, which requires that more than 30 percent
the people on every party list be women

Provide taining, awareness, and advocacy for young women to incre
the number of women who might be interested in a political career, ir
order to enhance their selfonfidence

9adlofAakK +Fy 2NHIFIYyAaAlGA2Y O0&AAYA
that encoulages and mentors women to become candidates and
supports female candidates through funding, capacity development ¢
awarenesgaising

Implement many of the recommendations indicated above for MDG 1
employment creation and capdy building, but with an emphasis on a
50:50 balance for all training and employment opportunities
MGECW, OPM, MOLSW, Ministry of Trade and IndustryiNamibia
Institute of Public Administration and ManagemehiPAN) need to
coordinate to advocate fog 2 YSy Qa Ol LI OAG& RS«
employment at senior levels

Every company/institution over a certain size should be required to h
its own gender policy and gender mainstreaming plan, which should
include steps to implement and monitor how it promotgsnder equality
e.g. 50:50 female:male training opportunities

The Affirmative Action (Employment) Act of 1998 needs to enforced |
more rigorously

Whether or not VET institutions and companies fall under definition o
WNBf S@Fyid SYLX28SNR Ay GKS 11 |
Fft206Ay3 GKS +2fdzy G NBE ! FFANNE
employer who is not a relevant employer magiopt and implement an
FFFANNYEFOGAGS | OGA2Y LIXIY GAGK (F
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Challenges

Continuing high levels of gendbased
violence.

==

=a =

Inconsistencies in data sources, research
methodologies and data presentation make
very difficult to identify gender trends and
conduct analysis. q

Interventions to expedite MDG implementation

Consider revisiting the law that provides for maternity leave to extenc
maternity leave from three months to six months in order to avail mor
options to working women, while encouragiegclusive breast feeding
2 AGKAY SI OK 2 N&EdsychladspprisiBilifpfbgrannz, N1
there should be a component to promote awareness among women i
girls of the advantages of technical skills training programmes and to
support women with bursaes

Discourage traditionalipeld views that certain types of jobs are for
women and other jobs are only for men

Break gendebased norms that separate women and men in all
educational and employment sectors, including the traditionally fema
dominated setors such as teaching and nursing

CdZNIKSNJ OF LI OAGEFGS ah[{2Q& 9YL3X
enhance vocational counselling and aptitude testing for girls and boy
Expose girls and boys at an early age to-traditional role models as
teachers/trainers and in the labour market, including female role mod
in the engineering, mining and technical trade sectors

Follow through on the 2011 recommendation that the MOEmeoduce
vocational subjects in the school curriculum and encourage girls to
participate in the technical training

Every companyl/institution should have a sexual harassment policy

Implement the National Plan of Action on GendBased Violence, 2012
16

Meaningful coordination and coleration between ministries and at
various decisiormaking levels will need to be developed for successft
implementation of the NPA on GBV

Review, if necessary, implement fully and enforce all the relevant
legislation toreduce GBV, including the Combatiof Rape Act of 2000,
Combaing of Domestic Violence Act of 2003, the Criminal Procedure:
Amendment Act of 2003 and the Correctional Service Act

Provide training to relevant officers issuing protection orders to bettel
serve those seeking protection

Increase the number of Women and Child Protection Units, and
strengthen the existing ones by ensuring adequate human and financ
resources at all levels

9aidlrof AdaK Y2NB WLIX I OSa 2F alb ¥S¢
all regions

Rehabilitateincarcerated offenders/perpetrators of GBV and utilise the
to create awareness among their peers

Implement the recommendations in the MGECW (2008wii) report by
SIAPAC, particularly to build the capacity of traditional and religious
leaders and the@mmunity to address GBV, and legislative and policy
action linked to national and local advocacy

LYLX SYSyG GKS ydzySNRdza NBO2YYSy
AY blFYAOAFQ O[!/Z wnncO | ¥M) W{ ¢
Strengthen the linkagdsetween HIV and GBV services

Sexual harassment, exploitation or coercion of girls by male students
teachersh @ | F2NY 2F D.* (KIFG OFly Yy
schools and training institutions

GRN through NSA consultations with the relévaost-Grade 12
AyaaAddziAzya aK2dzZ R GF{1S I Of St
SRdzOI G A2y Q tutignR to indutledrkihe Xigfiritidri

All studies reporting on these data must provide their methodology fa
calculations and exact sources of data
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Looking Beyond 2015

Therecommendations below are aimed at increasing oveyatiderequality inNamibia.

Collect evidence to
understand better the
reasons for school droput

Track and analyse the
girls:boysratio of children
enrolled in preprimary,

along with quality control of
non-government ECD centre!

2 2 Y Sy Qadijfodal
skills training and the labour
market

Employment creation for
women ard men

50:50 representation in
Parliament and other
governing bodies

It is necessary to improve analysis of existing data and conduct any necessary new ri
on the reasons for school drequt, including exploring possible reasons in relatiorwater
and sanitation, health and personal hygiene needs, poor nutrition, violence in school
poor quality of some schools. For example, in some countries a lack of proper sanitatis
the availability of sanitary pads for girls coming into puberyn cause girls to drop out «
school. Therefore:

! &dGdRRé akKz2dZ R 0SS O2yRdzOGSR o6& (KS ah
Supply and MGECW to determine the status of this correlation for Namibia

Greater emphasis must be placed on the provisioproper sanitation in schools

Use existing and new data to plan and monitor schools dnas better (and create
mechanisms to track and encourage vulnerable learners)

The importance of ECD, including ymémary attendance, cannot be underestimated in

GSN¥ya 2F AG&a AYLI OG 2y (GKS 7T doysiZNBrefdReS @S f

1 Focus onmproving the infrastructure in certain regions (e.g. Karas) and increasing
training of preprimary teachers (e.g. Erongo, Otzojondjupa and Kunene) to ensure
implementation of compulsory prprimary education

9 Consider requiring th registration of all ECD centres and programmes for 5 to 6 yea
olds (and lagr for O to 4 years olds) withdBernment to provide a monitoring and
oversight mechanism for quality control

1 Design and implement a quality control programme for all ECD centres

The education and labour sectors recommend the reintroduction of vocational sulojects

the formal education systenT.herefore:

9 Follow this recommendation, while emphasising that all subjarssuitable for both
girls and boys, and all labour sectors are suitable for both women and men

9 Utilise the gendessensitive and gendesware role models and best practices found
currently in some private VET institutions

MDG 1 recommends collaboration towards adequately paid,-teng opportunities.

Therefore:

1 Government and private sector organisations need to collaborate to increasedomg
employment opportunities with adequate remuneration and working condiicequally
for women and men

I Special attention needs to hmaidto youth employment creation, inclusive of both
female and male youth

Although Namibia has done well with female representation at some levels and genera

compares well to many other African countries, the country is still far from achieving 50

representation. Therefore:

1 Broaden the indicator on proportion of seats hélg women in Parliament to include
other governance levels, such as regional, local and constituency authorities

9 Consider not only tracking 50:50 representation of Members of Parliament and othe
I2PSNYAYy3I 02RASAZT 0dzii I & et rounB 6t MPGE to Wack
the capacity of both female and male leaders

1 Develop and implement skills training as required

f
f
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Reduction in GBV

Impact of dimate change on
62YSyQa SYLRS

Data collection and analysis
methodologies

Despite indications of empowerment among women and shifts in attitude to domestic

violence among both women anden, GBV is still unacceptably high. Therefore:

1 Longterm awareness and education programsneeecdto be introduced in Namibia,
starting at preprimary and carrying on througdl the school levels

1 Prioritise comprehensive sexuality education in families, communities and in and ot

school settings, taking into account the specific needs of girls and young women, e.

goalsetting, decisiormaking, communication, assertiveness, and negotiatiofsskis

these can prevent and mitigate relationship violence and promote safe sex

Male involvement in family planning and chitgising should be promoted

Training and awarenessising is needed for traditionaluthoritiesand other community

leaders to @able them to understand thatiolence towards girls and women and boys

and menshould not be toleratedeven ifcertainaspects areurrently culturally or

traditionally accepted

1 Strengthen and expand comprehensive services for GBV survivors

=a =

Climate change will have different impacts on girls and women to those on boys and m

Therefore:

9 Continue to mainstream climate change into the policies, strategies and plans acros
sectors in a manner that recoges gendedifferentiated impacts

1 Give attention to necessary gendsensitive strategies and interventions

There is a need for consistent data collection and analysis methodologies to enable soi

evidencebased policymaking, planning and implementation. Therefore:

1 NSA, NPC and UNDP should provide explicit instructions for best data sources and
analysis methodologies

1 All indicators for MD&should be gender disaggregated
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MDG 4: Reduce ChildMortality

Namibiais considered one of the top ten highortality countries with the sharpest increase in the annual ratej of
reduction in undeffive mortality in SubSaharanrAfrica (UNICEF, 2012:8e opportunity represented by chiI
mortality is that @most all cases can be prevented, especially with -egllipped health professionals ang
infrastructure. However, the child health programme in Namibia is challenged by weak health systems andflimited
human resources (MOHSS, 2010a:1). Several intervertitodscrease child mortality have been implementgd

but the MDG targets are not being met. In resportbe, MOHS&nd development partners have adopted a rogd
map to accelerate interventions towards both achieving the MDGs and maintaining response begénd 20

The target for MDG 4 is to ensure that, by 2015, uriler mortality rates are reduced by twihirds. The three
relevant indicators argo reduce both undeffive mortality and infant mortality by twahirds between 1990 and
2015, and tdancrease theproportion of oneyearold children immunised against measles. While the measles
immunisation programme is on target, current data for Namibia show that it is unlikely to attain the reductigh in
child mortality targets by 2015.

MDG 4: Status at a Glance

TARGET
GOALS AND INDICATORS BASELINE STATUS -EQSJ%I)ET GOAL
ACHIEVABLE

MDG 4: REDUCE CHILD MORTALITY

Infant mortality rate (death per 1000 live births) 56.6 (1992) 46 (2006/07} 19  Noton target

Under5 mortality rate (deaths per Q00 livebirths) 83.2 (1992) 69 (2006/07) 28
Proportion of 2yearold children immunised against 75.7 (1992) 78 (2006/07) 85
On target
measles
"MOHSS, 1993 (2000 NDHS) 2MOHSS, 200@006/7 NDHS)

CurrentStatusand Trends

The graphs on the right and on the next page show that Namibia is not on target to achieve a reduction in infant
mortality’* to 19 deaths per D00 live births by 2015. Likewise, the undize mortality target of 28 deaths per

1000 live births is unattaable. However, Namibia has made great strides in achieving 78 percent coverage of
children under one year of age immunised against measles by @D@81d is on track to achieve the goal of 85
percent by the year 2015.

Extrapolating the 1992 to 2006/0/ate of reduction Infant mortality rate

in infant mortality towards the 2015 goal, the 19902015 Actual and Desired Trends
number is expected to be 33 deaths pefao live
births, which is about 1.7 times higher than th 8o
target of 19. Namibia experienced a decline in infa
mortality between 1992 (57 per@00 ive births) and
2000 (38 per DOO live births) and a sudden increag 49
from the year 2000 to 2006/07 (46 peOQO births). | 20
The UNICEF 2012 Progress Report indicated that
infant mortality rate was 30 per Q00 live births,
while the undeffive mortality rate was 42 per 000

live births in 2011 (UNICEF, 2012:34). Although th
latest figures for 2011 show declines in botn
mortality rates, the 2015 targets would still be unattainable.

100

60 -

0

1990 1995 2000 2005 2010 2015

——o— Actual Trend Path to Goal---------- Linearly Projected Val

YyFryd Y2NIOFfAGEQ adF 0S4 (KS LWhBHesfiverortaliylisithe drébatiity af yihg lietden bidd (i K S
and the fifth birthday \€hild mortalitfls the probability of dying between the first and fifth birthday.
51



The undeffive mortalty rate
decreased from 83 per Q00 live
births in 1992 to 62 000 and
69 increased to 69 per DOO live
births in 200607. Extrapolating
60 the 1992 to 200607 rate of
40 e reduction in undeifive mortality
20 o towards the 2015 goal, the
number is expected to be 57
000 2005 2010 2015 deaths per DO0O live births, wtdh

Path to Goal - Linearly Projected Valut is about 2 times higher than the
set target of 28. It is safe to say
therefore, that Namibia will need innovative interventions in its pursuit to reach the 2015 MDG. The geographic
trends for child mortality over the past ten years were fairly constavith higher mortality rates in rural areas
than in urban areas. The rate in rural areas was 52 deaths @@® births in 2006/07, compared to 43 deaths in
urban areas, mainly because of betacess to health and information services in urban settilmfant mortality
was highest in Caprivi (78 pefQoO live births) in 2006/07, while undéive mortality was highest in Caprivi and
Ohangwena. The lowest rates for both infant and unrfile mortality were found in Kunene region, at 27 p&00D
live biths as a measure of infant mortality. Ohangwena and Caprivi are also among the poorest regions, while
Kunene was considered the sixth poorest among the thirteen regions. In relation to gender, female children
across all age groups had a higher probabilitgurvival than male children.

Underfive mortality
19902015 Actual and Desired Trends
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Early childhood mortality rates by region, 2006/0
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Age of the mother is a significant determinant of both neonatal and infant mortality, with children born to
younger mothers (under 20 years of age) and those born to older mothers (40 years and older) having highel
mortalh G & f SPSt ad ¢KS NRARA] A Ydal ddildmotafity is rkagkedly or&sRyNiQant fdr 3 S
older than for younger mother€Other factorghat contribute to infant and child mortality are birth intervals, the
number of childrenamotheK I & 3 g KSNB (GKS LI NI AOdz I NJ OKAf R | LILISI N.
Y2U0KSNEQ fS@St 2F SYLRGSN¥Syl®

The 200607 Namibia Demographic and Health Surv

(NDH$ measured OKA f R Y2 NI £ A Early childhood mortality rates by women's
participation in household decisiemaking, attitudes status- number of decisions in which women
26 NR& | 6AFSQa NAIKI participate (2006/07) AlGK

husband, and attitudes towards wife beatin¢ so
Interestingly, it was found that mortality rates wer( 60
lower for children bon to women who had no| 40
household decisiormaking power and for women whq 20
did not agree with any of the reasons for refusing§ ©

with their husbands (MOHSS, 2008:103). Infe Infant Mortality Child Mortality ~ Underfive Mortality
mortality was highest among women who agreed wi
all three reasons for refisg to have sexual =0 m_1-2 _3-4

intercourse with husbands. Infant mortality, child
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mortality and undeffive mortality was also highest for women who could give five reasons for which wife beating
is justified and lowest (child mortality and und@ére mortality) for women wo could not give any reason for
which wife beating is justified.

A significant correlation was found between the education and wealth of mothers and mortality, with more hlghly
educated and wealthier mothers having lower child mortality rates. The NDRISIc k N T F2dzy R G K (.
to mothers in the lowest wealth quintile are at much higher risk of dying beforéfiftte birthday (92 deaths
per 1000 births) than those born to mothers in the highest wealth quintile (29 depirsln nn 6 A NISSA U €

: 2008:101). Undefive mortality for children in the lowest
wealth quintile is nearly double that of children in the
highest wealth quintile. Some of the causes of child
mortality are:

Acute respiratory infections
Diarrhea

HIV related illness
Neonatal auses

q Congenital abnormalities.

f
f
f
f

. R s W A further cause is lack of immunisation. A slight increase

has been reported in children between 12 and 23 months who have been vaccfodyedrom 65 percent in the

year 2000 to 69 percent in 2006/07. The coverage f@®Avaccine against TB) and DPT vaccines is much higher
than for polio and measles (MOHSS, 2008:135). The 2015 target of 85 percent for measles vaccination for childre
12 months old and younger is on target to be reached, as it alretalyd at 78 percenby 2006/07. Female
children have slightly higher vaccination coverage than male children, as was also found in the two previous
Demographic and Health Surveys in 1992 and 2000. Children in urban areas are more likely to be vaccinated (7
percent) than cHdren in rural areas (6
percent). Kunene region had the lowest lev
(35.3 percent) of immunisation, although thi
NBEIA2YyQa AYyTFLEyd Y2NI
lowest. Omusati had the highest immunisatic %
rate (81 percent) in 2006/07. Children born { 5,
poorer mothers were less likely to b¢ -, |
immunised and the 2006/07 NDHS found th| ¢,
mothers with higher education levels are mor g
fA1Ste G2 KIF@S GKSANI 4 8
four percent of children of mothers with nd 30
education are fully immunised, compareudth | 20
86 percent of children of mothers with at leas 10
42YS 4802y RENE SRAMB).{ 04
Immunisation coverage for children one year 1990 1995 2000 2005 2010 2015
age ancblder has also improved over “me —— Actual Trengd======- Path to Goal---—-—-—- Linearly Projected Value

Proportion of 1 yearold children
immunised against measles
19902015 Actual and Desired Trends

100

53



Milestones

Namibia acknowledges that newborn, infant and child health are essential for the sustainable development of the
nation, as the children of today will ledde nation of tomorrow. Namibia, therefore, adopted MDG 4 to strive
towards the reduction of child nwality through policy developmentpuilding human resource capacity
establishing an enabling environment and allocation of resources.

The National Task Force on Maternal and Child Health leads aseciitiral response to maternal and child
health issuesThe multisectoral response strategy brings togettaakeholders from ministries, development
partners, NGOs, FBOs atmmmunity-based oganisations CBO}

Child medical care has been provided via the Reproductive and Child Healdivisidn in the Hmary Health

Care department of the MOHSS. Good progress has been made towards improved child health and access 1
health services, but child mortality continues to groaccording to available official data. Several assessments
have been conducted to iaify the bottlenecks and to develop strategies for improvement. One such was the
Needs Assessment for Emergency Obstetric Care (EmOC) and the resultant development of the Guidelines c
Essenal and EmO@ 2009. Namibia also adopted the Road Map for Aared¢ing the Reduction of Maternal and
Neonatal Morbidity and Mortality in 2010 he Roadlap (MOHSS, 20104 aimsto:

1 Provide qualitymaternal healtltare £rvices at all levels of healthcare delivery

2 Increase utiliation of materral and neonatal healtkervices

3 Provide quality neonatal careesvices at all levels of healthredelivery

4 Provide adolescent friendly healtlersices(AFHS) at all levels of healthcare delivery

Several improvements have been achieved in terms of child health, such as higfatahtcare coverage and
relatively high frequency of visits to health facilities, which provides an excellent opportunity for information
sharing, education and communication. Increased immunisation coverage usifg#uhing Every DistridRED
approad and National Immunisationdys (NIDs) are components of the Expanded Programme for Immunisation.
The NID has grown significantly since it was first rolled out in 1996. Since 2009, regional implementation of
Maternal and Child Health Days has improved imisation coverage of unddive children as well. Improved
antiretroviral coverage and puttinghéddren on prevention of motheto-child transmission of HIV (PMTCT)
treatment have prevented new HIV infections and prolonged lives among infants and cliitéreted with HIV.

Several key guidelines have been prepared including: Guidelines for Completing the Maternal and Peri/Neonata
Death Review Form; National Standards for Adolescent Friendly Health Services; National Guidelines on Infar
and Young ChildeEding; and Guidelines on Essential and EmOC. These guidelines and standards have played
key role in strengthening provision of quality health services to children under five years of age.

In addition, capacity building programmes have been put in ptasering, for example: a Nutrition Assessment

and Counselling Support Programmas) EmOC Life Saving Skills Training; Integrated Management of Neonatal
and Childhood llinesses; Integrated Management of Acute Malnutrition; distribution of oral rehydratin s
distribution of mosquito nets; health education on nutrition; and prevention of diarrhea campaigns. Central to
these programmes has been capacity building among health professionals, especially nurses, in basic emergen
responses. Many health profeisnals across the regions now serve as trainers as well, ensuring sustainability and
skills transfer on a continuous basis.

¢KS SaidloftAakKYSyild 27T wSBdsedyCare Fofuiind ctedtédatpRtSrER all Iregidhal | :
stakeholders to contribie to resolving pressing health issues and to engage directly and indirectly with
community members. In the Omaheke Region, acummittee for food security was established.

Strengthening internal and external capacities by recruiting health professitnoatsoutside the country and
engaging Community Health Extension Officers (currently piloted in Kunene and Kavango only) have been show
to improve overall quality and access to health services. Infrastructural development and the procurement of
muchneeded equipment have also improved.
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Challenges and interventions to expedite MDG implementation in the remaining two years

Several road maps have been developed and workshops facilitated to accelerate the reduction of child mortality
Ay (KS O2tdeyfeadthBVOG 4 [& PR Mdesaveresulted in the design of strategies and the current
implementation of a number of initiatives. Some of the key challenges and a set of recommendations towards
SELISRAGAY I AYLIE SYSyll GA2y flachiBving tMd @A @ithiy tHe reomiainng owh ye@ra
period are outlined below. The overall recommendation is based on the need for the public health sector to
become more proactive in its responses.

Challenges Interventions to expedite MDG implementation
The state of health infrastructures is such Urgent attention needs to bpaidto the condition of infrastructure in
that there is a public outcry for improvemer public hospitalshealth centres and clinics
in buildings, equipment, water, sanitation, § An increased budget allocation is needed for regular maintenance of
electricity and other facilities health infrastructure but such funds need to be well used, starting wi

tendering process that is efficient and provides value for money
1 Increase the number of maternal waiting homes near major hospitals

While generally goodquality service is 91 Strengthen the capacity of health management teams to plan, mana
provided, some ineffective and inefficient implement, monitor and evaluate

management of health service provision at § An indepth assessméerns needed to determine the qualifications of
national, regional, district and local levels h health managers, with recommendations to strengthen overall
contributed to lower quality health provisior management

especially as it relates to child health. This
includes management of staff shortages.

Strengthen the Reproductive and Child Health-gixision

Enhance the capacity of personnel and infrastructure to provide AFH
Strengthenfollow-up mechanisms, including tracking of mothers and
children through the health system

Lack of basic skills among some nursesto { In-service training needs to be strengthened

prevent child mortality, noting that a large  §  Seltassessment tools that are already in place need to be utilised
proportion of newborn deaths is preventabl

In addition, the undesirable attide of some

health personnel towards patients,

discourage some from seeking medical

support unless absolutely necessary.

= =4 =4

Referral systems are weakened by poor  { Establish community health committees and emergency committees
communication between health service support access to health faciég and referrals

providers and patients, and lack of f  Such committees need to establish appropriate communication and
transportation to referral health facilities transportation mechanisms relevant to an area and based on local

resources
1 Roll out the Community Health Extension Officer programme current
being piloted in five regions

Difficult access to health services, especiall 1 Planning for infrastructure development needs to be based on currer
for severely poor and marginalised groups and projected future geographical distribution of people
91 Sufficient allocation of public funds eés to be allocated to
infrastructure development
1 All health service providers need to be informed about the exemptior
OVC so that is applied consistently
1 The exemption needs to be revised to include the severely poor as v
especially as some OVC éetter off than some severely poor
1 Community Health Committees need to be established to improve
access through better coordinated transportation and communicatior
with health service providers
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Low awareness of maternal and child healt § Promote maternal and child healthcare

especially imemote and poor areas,

1 Promotion of the involvement of the entire family in maternal and chi

contributes to higher mortality rates in such health, especially involvement of males

regions.

lllegal and unsafabortions and baby

1 Develop and disseminate kurally sensitive information, education ant
communication (IEC) materials on child health, prenatal care, postne
care, PMTCT and family planning

1 Arightsbased approach to awareness raising is needed, ensuring th

parents know their own and their hiRNSy Qa KSIF f G K |

Continue to raise awareness of the importance of child immunisation

Expand health extension workers services to all thirteen regions to

bridge the gap between facilities and the communities needing acce:

= =

1 Raise awareness about abortions and baoynping, while current

dumping contribtee to increased child and legislation is reviewed to decrease unsafe abortions and baby dumpi

maternal mortality.

The existing M& system is not used
optimally to plan for child health.

1 Strengthen the M&E of the Health Management Information System
(HMIS) to make data more frequently available

1 Capacitate health professionals and administrators to apply available
data from HMIS

Looking Beyond 2015

Improve skills, experience and It is necessary to empower health professionals with skills and experience, and to
the work environment provide a conducive working environment that will decrease the attrition levels of he
professiorals. Therefore:

il

il

1

il

f
f

Childcentred health approaches need to be understood and adopted across the
healthcare system

Equip paediatric health professionals and s@mifessionals with adequate
knowledge and skills, including the interpersonal skills appropt@ateorking with
children and parents

Equip ancillary workers, such as cleaners, with the knowledge and skills approp
to a health facility through adequate training on the linkages between cleanlines
and spread of viruses, and other relevant issues

Continuous evaluation of staff performance is needed and performance should |
disciplined or rewarded on the basis of merit, including a system based on evalt
by patients

Involve the private sector in contributing to training of health professigredsthe
public health sector plays an essential role in ensuring a healthy workforce
Strengthen local training institutions to prepare and provide qualified nurses for
sector, to reduce the cost of sending nurses to other countries for training
Provice housing to nurses who work in rural areas

Increase remuneration to decrease attrition of health professionals

Maintain 100% immunisation of An immunisation programme is in place and has had a positive impact on infant anc
under-fives mortality, but immunisation coverage is umen in terms of diseases comieatand
geographical area. Therefore:

1 Continue to implement the Extended Programme for Immunisation (EPI)
1 Concentrate more on those regions that show lower numbers, while maintaining
higher rumbers in others
Make optimal use of HMIS It is necessary to strengthen the M&E system of the HMIS to ensure that data are

available on request. Therefore:

1

1

Produce and make available reviews of every child deathform future

prevention, care and support

Data should be used at all levels, but special efforts should be made to get regic
district and hospital/clinic/health centre levels to use such data to improve servic
The M&E system should be used to identifyopty areas for improvement in
relation to available resources

Importantly, data should be used to engage the community in preventive measu
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Revise health budget allocation Currently 88 percent ache MOHS®udget is allocated to operational costs (mostly
salaries), and only 2 percent to primary healthcare. Therefore:
1 The budget needs to be resultisiven, focusing on key priorities, and internal budg
allocations also need to be linked to results
1 Budgetallocations should be needfiven
Provide alternative health Provision of alternatives to the current public and private services would increase tr
services availability of healthcare generally and enhance user access and options. Therefore
1 Asses®pportunities for publieprivate partnerships
1 Assess opportunities to use NGOs and FBOs to provide health services, thereb'
reducing pressure on public health service infrastructure
9 Build on existing best practice for involving NGOs, FBOs and CBOs@thsinémg
the national health outreach programme

Strengthen coordination Responding to child health cuts across different sectors, requires-sadtoral
between sectors and with CSOs coordinated approaches. Coordination of different sectors continudseta challenge.
Therefore:
1 Strengthen coordination between vital sectors such as health, water, sanitation .
education
1 Enhance collaboration and coordination with CSOs, for outreach and support
services

Respond to poverty and HIV Many constraints to halthcare provision and access occur as a result of either pover
HIV, and as a result of the interrelationship between these two factors. Therefore:
1 Continue to provide HIV prevention, treatmeiaind care and support services in
collaboration with civisociety organisations
1 Strengthen the social protection systems to include all poor and severely poor

children
Respond proactively to the The impacts of climate change are increasingly visible, particularly evidestuasing
impacts of climate change droughts in southern regions and floods in northern regions. Therefore:

1 Proactively prepare for and be ready to respond to negative impacts imposed by
climate change, such as changing to drought resistant grains, moving vulnerabli
population befge floods commence, etc.

1 Emergency programmes of food aid in times of drought need to be continued, w
more efficient distribution mechanisms.
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MDG 5: Improve Maternal Health

Maternal mortality, which is the death of women during pregnarayildbirth, or in the 42 days after deliver
remains a major challenge to health systemsmany parts of the worldThe Government of the Republic
Namibiaprovidessexual and reproductive health servicgxluding maternal and neonatal healthre,and has
implemented numerous safmotherhood strategies in various regions and districts of the country. Despite
maternal mortality has continued to rise (MOHSS, 2010a)wi&s child health, almost all cases of mater

NDHS) shows that Namiblzas already achievel the target for births to be attened to by skilled healt
personnel, is on target to reduce the unmet need for family planning to zero (the final indicator for uni
access taeproductive health), but is dikely to meet any of the other targets for this Goal.

Status at a Glance

TARGET
GOALRND INDICATORS BASELINE STATUS T(/;g{gl)ﬂ GOAL
ACHIEVABLE
MDG 5: IMPROVE MATERNAL HEALTH
Maternal health
Maternal mortality ratio (deaths in00000 live births) 225 (1992 449 (2006/07) 56 Noton target

Proportion of births attended bgkilled health 68 (1992) 94.6(2006/07¥ 95 .
Achieved
personnel (%)

Universal access to reproductive health

Contraceptive prevalence rate (%) 23 (1992) 46.6(2006/07F 100 [JNGHCHEGEH
Adolescenbirth rate reduced by 100% 2 (1992) 15 (2006/075 0 ~ Not on target
Antenatal care coverage (at least one visitand atlea 56 (1992) 72 (2006/075 100 -
four visits 4) (%)

Unmet need for familyplanning (zero % unmet need) 24 (1992) 7(2006/075% 0 On target
IMOHSS, 2002000 NDHS) 2MOHSS, 200@006/07 NDHS)

CurrentStatusand Trends

The graph below shows th#te maternal mortality ratio (MMRRhas ircreased from 225 deaths per 1000 live

births in 1992 to 449 deaths per 1000 live births in 20007 (MOHSS, 1993; MOHSS, 2003)e ratio has
almost doubled instead of decreasing significantly arid trend occurred despite the fact that in urband rural

areas, birthsncreasinglytake place at health facilities and aattended by skilled health personnelThe MDG

target for 2015 of reducing maternahortality to 56 deaths per 10000 live birthswill not be achieved if the
current increase in MMR is not halted and reverséde World Health Organisation (WHO), UNICEF, UNFPA and
the World Bank estimated that maternal mortalitgr Namibia in 2010 was 200 deaths per DO® live births

(WHO, UNICEF, UNFPA, World Bank, 2012:34). With this estimated number of maternal deaths five years out, tt
2015 target is still not achievable.

15 1) delay to decide to seek healthcare; 2) delay in getting to the health facility; and 3)redagiving appropriate medical care.
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More than 75 percentof maternal deaths

occur durng childbirth or within 72 hours Maternal mortality ratio

after delivery. Therefore, this is clearly th (per 100000 live births)

time for which improved care needs to b¢ ., 19902015 Actual and Desired Trends
provided for women in Namibia. High .,

mortality rates canbe attributed to the | ., 449
fpllovying operatioqa[ chqllgnges, known a 400 /0

(KS witeNsdy RS 200

200
100
0

1990 1995 2000 2005 2010 2015
—o— Actual Trend Path to Goal ---------- Linearly Projected Valut

1 Delay indecidingto seek cargewhich may
be caused by limitedunderstanding of
complications]ow trust in the healtlcare
delivery system, acceptance of maternsg
death asthe norm in the context oflow
statusaccorded to women, and socioltural barriers to seeking care

1 Dehy in reaching care, due to lack of transportation andommunicatiors, and physical, culturalfinancial
and otherbarriersto serviceaccess

1 Delay in receiving care because of a latkkilled personnel, supplies, equipmeandblood transfusiorand
other services

The increase in MMR Namibiais also partially attributabléo the highHIV prevalence in the country. This is the
leading indirect cause of maternal mortality, accounting &osignificant proportion (37 ggcenf) of maternal

deaths in health facilities, among othessch as malaria, TB, meningitis and pneumofMOHSS, 2010a:5)The

major direct causes of maternal mortality are eclampsia (33 percent), haemorrhage (25 percent) and obstructed
labour (25 percentfMOHSS, 2010a:3). Evidence also shows that women who are anaemic have a higher risk o
dying from bleeding during pregnancy, child birth and the postpartum period than those who have an acceptable
standard ¢ haemoglobin (MOHSS, 2018p

Asnoted, the increase in maternal mortality comes against an increase in the number of births attended by skilled
health personnel. Thgraphbelow reveals that there was a steady increase in pineportion of births attended

by trained health persorsl from 68 percent

Proportion of births attended by skilled health in 1992 to 94.ercent in 2006. It is necessary
personnel (% of total) to analyse closely why the increase in
19902015 Actual and Desired Trends proportion of births attended to by trained
1;’8 health personnel has not translated to a
80 reduction in the MMR. One area to assess is
N P—"_ the effectiveness of care received aedith
60 682 ' facilities before and after birth, and the
50 follow-up care at homeNamibia has made
40 great strides in increasing births attended to
30 by skilled health personnel to 94.6 percent in
20 2006/07. Thus the MDG target has already
18 been achieved.More than 90 percent of

pregnant women aged 15 to 49 across twelve
of the thirteen region¥ received antenatal
care from a skilled provider but in Kunene the

1990 1995 2000 2005 2010 2015
—— Actual Trend

Path to Goal ---------- Linearly Projected Value

figure was only 81.4 percent.

Only slight differences were reported betwebinth attendance by skilled healtpersonnelcoverage in rural areas
(93 percent) and in urban areas (96 percent) (MOHSS, 2008) but a significant difference was reported for mother:
who received antenatal care from a doctor in urban areas (27 percent) compared to rural areas (7 pero¢tHSM
HAnyod ¢KS ahl {{ OoHnnyYmpO TFdNIKSNI y2iSa GKIFG &y dz\

®The 2012 WHO, UNICEF, UNFPA and World Bank Report on materntynesttenated that AIDS related indirect maternal mortality

was 59.4 percent for 2010 (p. 34).

Y The NDHS unfortunately does not provide datanmaternal mortality disaggregated by region to compare with antenatal care by region.
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Antenatal t least 1 visit mothers in rural areas but only 69 percent of
ntenatal care coverage_({;\ east 1 visi Y2iKSNE A Yy diNDBFy | NE I &
and at least 4 visits) . - . . s

likely to visit antenatal clinics with their first

100 19902015 Actual and Desired Trends 100 ;

% e child (96.6 percent), compared to 92.2

80 percent for their fourth to fifth child. Pregnant

70 - women between the ages of 20 and 34 are

60 more like to seek skilled services, followed by

50 those younger than 20 years old. Those 35 to

40 49 years old are the least likely toeseskilled

30 .

20 services, probably because they have had

10 more children than the younger age groups.
0 +—— v by sy The wealthier and more educated the mother,
1990 1995 2000 2005 2010 2015 | the more likely she is to seek skilled services.

Pathto Goal - Linearly Projected Valu Only 79 percent of mothers with no education

——&—— Actual Trend

obtain skilled servicescompared to 97.4
percent among those women who hagempleted secondary education (MOHSS, 26®8hderlying these findings

is the fact thathe coverage of antenatal care generally improved in the period 1990 to 2006/07, from 62 percent to
72 percent (se graph above). However, at this rate of improvement, the target of 100 percent coverage by 2015
will not be achieved.

The contraceptive prevalence rate (see graph below) doubled from 23 percent in 1992 to 47 percent in 2006. This i
a significant inease but is unlikely to result in the 100 percent target for 2015 being achieved. Almost all women
and men are likely to have heard of at least one method of fertility regulation. Nearly equal proportions of women
(72 percent) and men (71 percent) repait

having used a contraception method. Th Contraceptive prevalence rate
. f . v ] (% of women ages 189)
represents an Increase of approximately 19902015 Actual and Desired Trends

percent since 2000. There was also a substan
increase in women using any method of fam| 190
planning, from 23 percerih 1992 to 47 percent 28
in2006/0r = ¢ KA f S detn!cantfaceptiFe| 70
methods increased from 21 percent in 1992 gg
46 percent in 2006 ¢ oahl { {] 4.
Sexually active women of all ages in urb{ 30
settings are more likely (74 percent) to us 29
modern® contraceptivesthan those in rural 18 , , , , ,
areas (55 percent).It was also found that the, ;999 1995 2000 2005 2010 2015
prevalence of contraceptive use increases w|  —e— Actual Trend Path to Goal-—— Linearly Projected Valut
education levels and wealth quintiles. Those '
Erongo and Khomas regions were also more Ilkely to use contt@mghose in Kavango. Kavango is the poorest
region in Namibia wke Eongo and Khomas are amottige richest. It was also found that women start using
contraceptives at youngage, while contraceptive use decreases the more children they have and the older they
get. The age group for women with the highest contraceptivesglience in 2006/07 was the 25 to 29 years group
(57.8 percent), followed by 30 to 34 year olds (54.7 percent), and 20 to 24 and 35 to 39 year olds at 52.6 percen

(MOHSS, 2008:58). The age group with the lowest contraceptive use prevalence was the yéatoolds.

'y YSh ySSRa FNB AYTFEdSyOSR o6& 62YSyQa SYLRSSNYSY
and whether to have children. Nevertheless, the proportion of currently married women with an unmet need for
family planning decreased fro@4 percent in 1992 to 7 percent in 200fuggesting that it is likely the target of
zero unmet family planning needs will be met by 2015 (MOHSS, 2008:253).

The overall trend of adolescent births has been on the increase from 1990 totdMPW6/07 and there was a 56
percent increase from 1992 to 2006. The MDG target is to have zero adolescent births by 2015, but the

8 These figures represent at least one visit to an antenatal care clinic.
¥ Modern contraceptives refer to female and male sterilisation, the pill, the intrauterine deuigectables, implants, male condom,
female condom, lactational amenorrhoea and emergency contraception (MOHSS, 2008:53).
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adolescent fertility trend over the fifteen years to 2006/07 shows Namibia is not on track to achieve this target.
The curent adolescent fertility rate is 78 births perOD0 women between 15 and 19 years of age. Fertility is
higher in rural areas tham urban areas for all agewith child bearing commencing relativedarly in Namibia
(MOHSS, 2008). Adolescdeittility is much higher in rural areas (92 births p&0D women) tharn urban areas

(58 births per DO0 women)Adolescent fertility was lowest in Khomas region followed by Omusati and Oshana,
and highest in Kavango followed by Omaheke and Caprivi.

Milestones

The Government of Namibia is particularly concerned about an increase in maternal mortality. To respond to the
increasing numbers of maternal deaths, the MOHSS facilitated the establishment of the Maternal and Child
Health Committee in 2008 under the PrimaHealth Care Department. The mandate of this committee is to
O22NRAYIGS YR KIFINXY2yAaS GKS &LISSRe AYLX SYSydidl dGa
interventions in the country 6 a h | { { ZRepresented ohthé dbommittee are government depants,

UN agencies, development partners, NGOs, FBOs, tertiary hospitals and training institutions.

Maternal health services are based on four pillars: 1) antenatal care; 2) clean and safe delivery; 3) post natal care
and 4) family planning. Given th&idence that Namibia and many other countries will not be able to achieve the
MDG on maternal mortality, the WHO in collaboration with the African Union (AU) and member states prepared a
Road Map for Accelerating the Reduction of Maternal and Neonataldtyrin Namibia. The first Road Map for
Namibia was launched in 2008, followed by a second one in 2010.

A significant milestone in response to increased maternal mortality was the Life Saving Skills/EmOGofraining
trainers course for doctors, nursesaé midwives. The main purpose was to upgrade the skills and knowledge of
health professionals in the provision of emergency obstetric and neonatal care. Representatives from all thirteen
regions were trained, ensuring that training can be rolled out toeathin the regions. Eighteen health workers
were also trained as trainers on Commurgsed Maternal and Neonatal Care in Kavango Region. Other
achievements have included:

1 Availability and provision of quajimaternal and neonatal healthcare services

1 Institutionalisation ofRoutire Maternal Death Reviewsverseen by a National Maternal and PHatal
Death Review Committee, established in 20did following theWHO guideline BeWnd the Number
Reviewing Maternal Deaths and Complications to Make PregnSafe®

Establisiment ofa National System for Confidential Enquiry into Maternal Deaths

Empowement of individuals, families and communities improve reproductive balth, and maternal and
neonatal health (MNH)

1 Regional campaignsuch as the Acceleied Reduction of Maternal Mortality launched in Gobabis in 2010
to raise awarenessf maternal and child health issues

Establisiment ofa referral system between commuias, clinics, healtltentres and district hospitals

Creation of an enablingperatioral environment to respond to maternal health issues

Strengtherng of the capacity of national, regional and district health systems in planning, implementing,
monitoring and evaluating mataal and neonatal care services

Resource developmeffior strengthering MNH services

Integration of neonatal care within other health prograras

Strengtheing ofa SNIJA 0Sa (G KI (i | RRNGépioduttieshéatha@Sighis 3 Q & SE dzl ¢
Improved recruitment of health professials from within and outside Namibia

Improvedhealth infrastructure, coupled with iproved procurement of equipment

Improved male involvement irprevention of parertto-child transmission afllV.

= =4 = =a =

= =4 -8 —a A -9

Namibia has responded well to HIV, especially with regard to PMTCT strategies, which have a direanmpact
maternal and child health. The PMTCT programme commenced in 2002 and, by 2011, 314 out of 340 healtt
facilities provided PMTCT, including all state hospitals and heaitties (MOHSS, 2009:Prevention of mother

to-child transmissiorhas been integated fully into routine antenatal, maternity and postnatal care services, and
safe motherhood andhewd 2 Ny OF NB Ay iSNBSyilAzyas aGaoAlGK SHARTOf A A
(1dzo SNDdzt 2aAa YIFyYylF3aSYSyd | yR 20 Krie Natioh® Eliminadidh PlarSonIRCD S &
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and keep mothers alivdNamibiahas ontinued to update its national guidelines and registers based on lessons
learned and WHO recommendations. Thus Namibia has managed significant, although not sufficient,
achievements towards better maternal health.

Challenges and interventions to expeditdDG implementation inthe remaining two years

Namibia needs to continue with the implementation of the abawentioned Road Map with the aim of ensuring

a continuum of care connected by effective referral links and supported by adequate skills, sigaplipsent,

drugs and transportation. The challenges outlined and recommendations made here are also relevant to the child
mortality goal (MDG 4).

Challenges Interventions to expedite MDG implementation
The luman resource challenges include 1 Design a health professional human resources development plan
shortage of siled health workers, high 1 Improve retentionof healthprofessionals witlstrategies such as
attrition, language barriers between patient scarce skills allowance, rural hardship allowarmee] staffhousing
and some health professionals, and shortay especially in rural areas
of basic liesaving skills among nurses. f  Accelerate training of all health workers, and design a-emm

training plan
9 Buildcapacity of all categories ofproductive health service provider:
including traditional birth attendants, nurses, midwives, etc.

Essential medicines including ergometrine,  Ensure the availability and maanance of ssential medicines and

oxytocin, MgS@and others are unavailable equipmentat all MCH centers
at lower levels ohealthcare delivery.

Health infrastructureis not appropriate to
providing all required services.

Design clinics that cater appropriately for all health needs
Expand maternal waiting rooms

Slow implementation oflecentralisation 1 Speed up the decentralisation and devolution of power to regions &
districts, with appropriate budget allocation

Community outreaclis challenged byimited Strengthenmale involvement irsexual and reproductive health
male involvement, weak referral systemsd §  Strengthen the already established AFHSs, Namibia Planned
the difficulty ofmaintainng momentum. Parenthood AssociatigiMulti-Purpose Youth Centres, etwhich
provide a wide range of reproductive health services
I Expandaccess to midwifery care in the communétyd use midwives
as an avenue for awareness raising
1 Raisehe level of family planning uptake, especially léagm
methods andcontinue reducinghe prevalence of unmet neefr
contraceptives

=) =)

=

1 Improve thereferral systenfor respondng to maternal emergencies
9 Institutionalie regular monitoring and evaluation at all levelgtod
healthcare delivery system
Monitoring and evaluation 1 Bmphasie the routine collectiorand processing of data on process

indicators for monitoring progress towards maternal mortality
NBRdzOGAZ2Yy X Ay GKS O2 {biiASdelératidggFhe b
Reduction of Maternal and Neonatal Morbidity and Mortalitgjng
indicators set out in th Road Mp and the Monatal Health HMIS

62



Looking Beyond 2015

Infrastructure development and
maintenance

Improve skills of health
professionals responsible for
maternal health

Strengthen community outreach

Respond proactively to the
impacts of climate change

The development and maintenance of infrastructure is a major challenge that will
require continuous focus. Therefore:

1

Promote and increase public and private financial investment in infrastructure fc
maternal healthcare, particularly clinics and health centres in rural and remote
areas, including procurement of EmOC equipment, expansion of health posts ir
areas, castruction of accommodation in remote areand provision of maternal
waiting rooms

Support infrastructure enhancements by improving provision of water and
sanitation

The fact that mrses and nurse midwives are not allowed to provide basic EmOC has
proven to be restrictive in the provision of maternal healthcare. Therefore:

1

1

1

Revise and implement the lostigrm human resource strategy with key stakeholde
such as line ministries, tedtiy institutions and national and international
development partners

With training and acquisition of improved knowledge and skills by nurses and
wives, change policy that would allow them to take on additional EmoC service:
Continue to expand theadre of community health extension officers

Community health extension officers programmes piloted in some regions have
improved the quality of and access to health services. Therefore:

f
f

Extend the Community Health Care Exd@iem Officers initiative
Enhance collaboration and coordination with CSOs, includidgnancing their
support services

The impacts of climate change are increasingly visible, particularly evidestuasing
droughts in southern regions and floods in northern regions. Therefore:

f

Proactively prepare for and be ready to respond to negative impacts imposed by
climate change, such as changing to drought resistant grains, moving vulnerabli
populations béore floods commence, etc.

Emergency programmes of food aid in times of drought need to be continued, w
more efficient distribution mechanisms

The combined impact of HIV an With low immunity caused by HIV and poor nutrition due to poverty, many women
succumb to diseases such as malaria and tubercuioBjs Therefore

poverty in Namibia is severely
dzy RSNXYAYyAy3 D2
efforts to reduce maternal
mortality

1

1

f

Strengthen integration of reproductive health, HIV and AIDS and PMTCT, TB al
malaria services

Provide family planning as a component of the maternal, newborn and child he:
service package

Integrate recommendations from MDG1 for poweelleviation
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MDG 6: Combat HIV and AIDS, Malaria and Other Diseases

GCA®S @&SFNBR |32 ¢gKSYy GKS AYGSNYylFraGaAzyl Ade
0StASOSR AlG s+ a 2yfte | RNBFEY® bl YAOALF KIFa akKz2g{ F
Executive Director (MOHSS, 2010g:4). Namiliihoagh having among the highest adult HIV prevaleimcthe

world, is considered a country that has championed responses to HIV and AIDS. This is evident in trendsjshowir
that the adult prevalence has decreased and stabilised, new infections are deggasgets for treatment havé
already been achieved and impact mitigation is on course. However, new challenges have emerged | ith the
progression of the epidemic, while some recurrent challenges continue to hamper further progress.

The three targets fothis goalare, by 2015 to ave haltedand begun to reerse the spread of HIV, arite
incidence of malaria and other major diseasasd by2010,to have achievediniversal access to treatment fq
HIV and AIDS for all those who need it

The indicators foMDG 6 have changed since the inception of the MDGs in 2000. The first MDGR 2004 i cluded
three indicators that dealt with HIV prevalence and successful treatment of TB; the MDGR 2008 includg
indicators that dealt with HIV prevalence, incidence, aamduse, access to ART, TB cases detected, succgssful
treatment of TB and incidence of malaria; the MDGR 2013 was expanded to include 12 indicators acrossfHIV ar
AIDS, TB and malaria. For targets 6A and 6B, Namibia has reached the target oncaer iadl is on target fo

two others. The country is not on targgir three of the indicators

Status at a Glance

TARGET VAREIEY
TARGES AND INDICATORS BASELINE STATUS (2015) GOAL
ACHIEVABLE
MDG 6: COMBAT HIV AND AIDS, MALARIA AND OTHER DISEASES
HIV and AIDS
HIV prevalence among palation aged 124 Years (%,  8.2%(2006) 8.99%(2012" 5%  [NCHCHEEeH
Condom use at last highisk sex for 1649 years age group
Women (%) - 62.19%(2006/07Y 85% Lack of data
Men (%) - 78.4%(2006¥ 90% Lack ofata
Alternative indicatorCondom use with nowohabiting partner (1819 year9
Women (%) 51% (2000} 62.1%(2006/07Y n/a No target set
Men (%) 66%(20007 78.4 (200607 n/a No target set
Proportion of population aged 124 years withcomprehensive, correct knowledge of HIV and AIDS
Women (%) 38.99%(2000} 64.9/%6(20065 90% On target
Men (%) 50.7%(2000§ 61.9%(2006¥ o0% [INCHCHEGEH
Ratio of school attendance of orphans to school :
attendance of nororphans aged 104 years 0.922000% 1.02(2006¥ 1.0 AR
Proportion of population (adults and children) with advanced HIV infection with access to ARV drugs (%)
Adults (%) 56% (200607)> 81.5% (2011) 100% On target
Children (%) 88%(2006/07)>  83.9%(2011) o5%  [INCHREGEH
"MOHSS, 2012c:12 (2012 HIV Sentinel Survey) ® MOHSS, 2003 (2000 NDHS)
2 MOHSS, 2008 (2008 NDHS) *MOHSS, 2012B:69 (NSF Progress Report, 2010/11
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CurrentStatusand Trends

Namibia has a mature, generalised HIV epidemic with a high adutQ)LElIVprevalencé® of 13.4 percent in

2012 (MOHSS, 20d33). Similarly to some other African countries, Namibia experienced a rapid increase in HIV
prevalence following the first repoetl infection in 1986. Adult prevalence reached its peak in 2002 (close to 16
percent) and plateaued at around &rcent by 2012The first indicator under MDG 6 is to have halted by 2015
and begun to reverse the spread of HIV and AIDS. Although gooegsdugs been made in the reduction of new

HIV infections (incidence), reduction of the prevalence among 15 to 24 year olds to 5 percent is not on target.
Prevalence in this age group reached its peak at 17.9 percent in 2002 and declined by 50 percantage {he
following ten years to the current (2012) 8.9 percent (MOHSS, 261dd)e graph below shows that the
prevalence among 15 to 24 year olds consistently decreased from 17.9 percent in 2002 to 14.2 percent in 2006
10.3 percent in 2010 and 8.9 ment in 2012 (MOHSS, 2012c).

HIV prevalence (%) among population
Adult HIV Prevalence, 1992012 P (%) g pop

15-24 years
18.0% 19902015 Actual and Desired Trends
16.0% 15.8% 30
e 14.0%
14.0% 9
) 135.7 17.9
po — o —
. 0

8.0% y 8.2 ' .

6.0% 10 I‘ =
4096_25593‘(,

2.0% - ,

0

0.0%

1990 1995 2000 2005 2010 2015

~———&—— Actual Trend

19921994199619982000200220042006200820102012

Pathto Goal ~---------- Linearly Projected Valu¢

Although the prevalence among 15 to 24 year olds seems relatively low in 2012, considerable variations were
reported across sentinel survey sites. In 2008, Katima Mulilo had the highest prevalence for this age group at 24..
percent, followed by Tsandi (Z3percent), Okahao (18.5 percent) and Walvis Bay (15.4 percent). In 2008, the site

with the lowest reported prevalence for this age group was at Windhoek Central Hospital (1.4 percent), followed

by Opuwo, (4.6 percent), Tsumeb (5.2 percent) and Khorixaspégcent). In 2012, Katima Mulilo still reported

the highest HIV prevalence (21.5 percent) among pregnant women between the ages of 15 and 24, followed by
Rundu (17.4 percent), Luderitz (14 percent) and Oshikuku (12.2 percent). Windhoek Central Elostiitagd to

have the lowest prevalence at 0.0 percent in 2012, followed by Karasurg (1.2 percent), Nankudu (1.7 percent) anc
Usakos (3.3 percent). It is worth noting that prevalence, among pregnant women who participated in HIV sentinel
surveys, increasedignificantly in areas such as Luderitz from 4 percent two years ago to 14.1 percent in 2012.

The sentinel survey in 2012 found that in 22 out of 35 sites more than one quarter of the women tested HIV
LI2aAGAGSD LG FdzNI KSNJ NB bipdNIis8RyeaisK froin 2610 t¥ 20§23 déchny i AIV T 2
prevalence rate was observed at 10 (54%) out of 35 sites and an increase was observed at 14 (40%) out of 2
aAGSad b2 OKFy3aS gla 20aSNBSR +d H 620 arisSaég¢ oah

Variations were reporté between age cohorts, with prevalence decreasing for some and increasing for others.
The graph below shows that the highest observed prevalence, based on sentinel surveys, was among the 35 to 3
year olds and 30 to 34 year olds, at 3&¥cent and 30.§ercent respectively. The lowest prevalence was found
among the 15 to 19 year olds (5.4 percent) followed by 20 to 24 year olds (10.9 percent). Trends show that
prevalence continugto rise for the older age groups 30+, while it seems to be declininghforybunger age
groups, and stabilising for 25 to 49 year oldgreased prevalence among older age groups is expected, because
people on ART are healthier and live longer, while new infections enter the pool of those already infected.

20Prevalence is based on HIV sentinel surveys carried out every two years among adult pregnant women visiting anter@fabglinics
calculate national prevalence the ANC prevalence must be adjusted to account for males and other women that are not eejgretient
' b/ adz2NBSAttlIyOS KSyOS (KS AYLERNIIFIYOS 2F Y2RStAyIdé tésafatiuft { = H 7
prevalence used here in the report.
21Based on the 2012 Sentinel Survey as the 2011/12 Estimate and Projects did not provide prevalence broken done by age tiaegory
main report.
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HIV prevalence by age group and year of survey, 19042
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New infections cotinue to decline to 22 infections per day, totallingl®87 infections in 2011/12This is a
significant achievement. Current trends in new infections show that Namibia is very likely to achieve the NSF
target of reducing new infections by 50 percent by 205. Fivepercent of new infections are estimated to be
among children under the age of 15. Two thirds (67 percent) of the new infections among 15 to 24 year olds are
among women (MOHSS, 2013a).

Comprehensive, correct knowledge of HIV is essential fevgmtion. Comprehensive knowledge includes
knowledge about incorrect beliefs and misconceptions about HIV transmission. The 2015 MDG target was for 9(
percent of women and men to have comprehensive knowledge of HIV. With only two data sources, NDHS 200(
and 2006/07, it was difficult to determine trends. The 2011/12 NDHS will provide more accurate and relevant
data. However, based on the two available sources, women are on target while men are not on target in relation
to having comprehensive knowledge of\d There seems to be no significant variation in age in women and
YSyQa (y2¢6fSR3IST IfiK2dAK (K2aS gAGK KAIKSNI SRdzO!I i
had more comprehensive knowledge. Among regions, women in Caprivi and Kandnaen in Ohangwena

were subject to the most misconceptions about HIV transmission.

Condom use at last higlisk sexual encounter for 15 to 49 year olds was higher for men than for women across
all age groups. The MDG target for 2015 is to achieveeB&ent condom use by women and 90 percent by men.
Current trends show that condom use among women is not on target to be achieved, while condom use amongst
men is on target. It should be noted that, in 2006/07, 3 percent of women and 16 percent of natecpaving

had two or more partners in the previous 12 months; while 49 percent of women and 60 percent of men had had
higherrisk sexual intercourse over the same period (MOHSS, 2008). Women and men who are not married or
cohabitating and those in yourg age groups were more likely to engage in kigh sexual relations and 15 to

19 year old men and women were more likely to

engage in highisk sexual activities than any other ag Condom use at last highisk sex
group. Condoms are most likely to be used by youn - men (proportion)
people and those dside marriage or cohabitation, | - 19902015 Actual and Desired Trends

Three in four men and one in three women in 2006/(
reported having used a condom at last highisk | go
intercourse. Women (31 percent) and men (42 perce
in Kavango were the least likely to have useztbndom | 60
at last highrisk sexual encounter, while women (7
percent) in Khomas anchen (84 pecent) in Oshana
were the mostikely (MOHSS, 2008:2288). 20

40

0 +——— ey
1990 1995 2000 2005 2010 2015

——&—— Actual Trend

Path to Goal ---------- Linearly Projected Valu¢
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Percentage who reported using a condom consistently with the last highisk partner by age

80
60
40 m Females
20 m Males
0
15-19 years 20-24 years 25-29 years 30-39 40-49
The MDG target for ART provision is similar to that of
Proportion of population with advanced HIV the National Strategic Framework for HIV and AIDS
infection with access to antiretroviral drugs 2010/11 ¢ 2015/16 (NSK. Namibia strives to achieve
100 19902015 Actual and Desired Trends 100 | 100 percent access to ARV drugs fufults with
90 advance HIV infection and 95 percerior children.
80 The provision of free ART watiated in 2002 in
70 reaction to alarmingly high AIDS related morbidity and
60 mortality. Significant progress has been made, with an
50 initial coverage of 3 percent in 2003, rising to 53
40 percent in 2007 and 90 percent in 2010 (MOHSS,
30 2010g:16).In 2011, 83.9 percent athildren between
20 birth and 14 years of age and 81.5 percent of adults
10 3 with advanced HIV were on ART. Overall, 81.7 percent
0 +———— e of HIV positive people were still on treatment 12
1990 1995 2000 2005 2010 2015 | months after treatment initiation. With the adoption
——+—— Actual Trend Path to Goal Linearly Projected Valur of the WHO criteria for ARWhich saw the CD4 count

level for initiation of treatment raised from 200 t®0G

in 201Q the number of people on ART wibntinue to
increase. Based on pasends, Namibiais on target to Percentage of patients by age category anc
achieve access t&RT for adults, but not on tracto 4% on ART in public facilities at 31/3/2011
achieve access to ART for childr@ihe MOHSS (MOHS
2012a:69) notes that the number obeople on ART
increased by 1853 between April 2010 and March 201
compared to 1044 between April 2009 and March 201
0Of those on ART, 59% were femadults, 31% were
male adults, 4% were malehildren aged 84 and 4%
were female children aged-54 while 1% were male
children under 5 years and another 1% were fem:
children under ® S | NIBHSS,®012a:72).

m Male (adults)

H Female (adults)

m Male (0<5 years)
m Female (6<5 years)
m Male (514 years)

m Female (514 years)

The MDG goal was to achieve a ratio of 1 for school attendance of orphans amdpt@ms aged 10 to 14 years
old. Namibia has already achievéds goal by increasing the ratio from 0.92 in the year 2000 to 1.02 in 2006.
There is no variation in school attendance between OVC and\0.
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Milestones

The overall national HIV and AIDS response in Namibia is guidéé byspective short and meéain term Five

Year Plans, the National Strategic Framework on HIV and AIDS and the National Policy on HIV &hd poh&

and the plans are based on NanmilRad O2 YYA (Y Sy (i being df laINdedple, dKeBshrimesl fint the
Namibia Constitution. Toespond to the overwhelming challenges posed by HIV, Namibia established the
National AIDS Control Programme (NACOP) immediately after Independence in 1990. Over the years, Namibia h:
learned that HIV is not only a health challenge but a developmengdlerige across different sectors, giving rise

to the National AIDS Coordinating Programme in 1999. A high level HIV and AIDS Committee, chaired by th
Minister of MOHSS and @haired by the Minister of then Ministry of Regional Local Government and Hpusin
signified the urgency attached to responding to the epidemic. The commitment of government was stated in a
ALISSOK o6& GKS tNAYS aAyAaidSNI 2F blYAOAlL AY HAann
responsibility for all Namibians and all peephust take responsibility for orphan children to ensure that the
disease that kills their parents does not continue to lay waste to fRedz(i dX¢d® Era 2000). Ten years later,

the President of Namibia, H. E. President Pohamba at the UN MDG Summit ividik in September 2010 made

a commitment to ensuring that in Namibia no childivibe born with HIV and no womawill die giving birth
(MOHSS, 2012a:14D3).

A coordination structure was established for a msbictoral HIV response at national, regaband local levels

and in workplaces. The overall medtectoral approach concentrated on prevention, treatmesdre and support,
impact mitigation and management and coordination. The medium terms plans called on all sectors to
mainstream HIV in theirlans, strategies, programmes and project§he Office of the Prime MinisterQPM
coordinates and provides guidance on the Public Sector Response to HIV and AIDS. There are 33 public serv
offices, ministries and agencies (OMASs); all OMAS are guidihe Bublic Service HIV and AIDS Workplace Policy,
with about ten out of 28 having specific Workplace HIV and AIDS Policies. All OMAs have plans to implement the
activities, while 18 budget for their plans. Total population targeted with the Public SekWiorkplace
programmes is 24000 (staff members and dependents). The development of comprehenati@nal policy on
employee wellness, foboth the private and public sectors, wilhcrease thescaleof financial investment and
contribution towards employee wellness and improved service delivery. The extension of the HIV and AIDS
Workplace Programmes to Comprehensive Employee Wellness Programmes will assist in the elimination o
discrimination and stigméation, and ensure effective management of chronic diseases at the place of work,
including ART.

In June 2011, Namibia committed itself to continuing its active response to HIV and AIDS by endorsing the
Political Declaration on HIV and AIDS: Intensifying Efforts to Eliminate HIV and AIDS, at the UN General
Assembly High Level Meeting on AIDS. The Political Declaration on HIV and AIDS runs parallel to the MDGs, w
ten targets to be achieved by 2015, which support the achievement of MDG 6. In 26d3sudtative migterm

review of progress against these targets was completed and outlined the way towards achieving them.

The M&E system for HIV has expanded over time, with aegtdblished framework and effective organisational
structure that includedifferent stakeholders, encompassing development partners, CSOs, FBOs and the private
sector. Routine monitoring of the epidemic, such as through the HIV Sero Surveillance Survey, has beel
conducted every two years since 2002, and triangulation of data fitdferent sources is carried out.

The paradigm shifts in HIV prevention have been based on lessons learned from the early stages of the epidemit
Namibia acknowledges that effective prevention strategies are as essential as all other componentsvef dtle

HIV response, and should continue to receive attention and resources equal to those for treatment and support.
The overall prevention response is guided by eviddmmsed strategies to prevent STIs, reduce multiple
concurrent partnerships (MCP®romote voluntary medical male circumcision (VMMC) (rolled out to 30 district
hospitals), promote condom use, horb@sed care, involvemermf people living with HIV (PILV), and social and
behaviour change. The programmes implemented have included infavmaEC and use of the mass media at
local, regional and national levels. Some interventions included MFMC, Window of Hope, FAWENA programme
Wings of Life, Communications for Behavioural Impact Strategy for HIV and AIDS (COMBI), interpersone
communicaton at workplaces, the Break the Chain (BTC) campaign (the first campaign to address MCP)
NawaSport, the Stand Up campaign against alcohol misuse, VCT campaigns such as the National Testing Day,
Be Strong Get Tested campaign, the Condom Social Magketid Distribution Programme (NASOMA), HIV
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control activities for commercial sex workers, prevention activities with men who have sex with men (MSM),
special programmes for women and men in uniform, voluntary medical male circumcision and creating demand
for it, PMTCT as well as male involvement in PMTCT, prevention of sexually transmitted infections (STIs), Bophel
mobile wellness screening initiative, and safety of blood transfusion products. The BTC, implemented by Nawalife
on behalf of the joint ventur between the Ministry of Information and Communication Technology, MOHSS, the
UN, United States Agency for International Development (USAID) and NGO partners, was the first runner up in th
category Best Multi Channel Campaign at the AfriCOMNET 2010 IAAmzads of Excellence in HIV/AIDS
Strategic Communication in Africa.

In addition to several interventions to encourage men and women of different agles tiested for HIV, Namibia
also has National Testing Days (NTDs) for HIV. Three have been hetdtamdirat one in 2008, 3000 people
were tested and received their results. The number of people tested increasedd@08n NTD in 2009. In 2010
the NTD exceeded its target by 1@€rcent (MOHSS, 2010h:2).

Namibia has accelerated ART sagbewith high coverage, the adoption of the WHO 2010 guidelines for a CD4
count threshold of 350, replacement of AZT by Tenofovir as a first line drug, and achievement of a low percentage
of the need forsecond linetreatment (MOHSS, 2012a,:77Antiretroviral treatmentis now provwded in 181
decentralised sites, whicinclude 40 full ART sites, 111 outreach and 30 Integrated Management of Adult
llinesses sites, and reaches overOf® people (MOHSS, 2010g:9). Commendalildest have been made with
PMTCT, HIV testing and community outreach as well. Furthermore, the recently launched National Elimination
Plan for MTCT (2012) provides the way towards achieving zero new infections among children and keepinc
mothers alive.

The elationship between TB and HIV creates challenges and meeting these continues to be a high priority of
bl YAOAFIQa I L+ GNBFGYSyd OFNB YR adzZlJl2 NI LINRPANF YYS
Working Group, responsible for coordinatim& and HIV response activities. The achievements in the coordinated
TB/HIV response include the establishment of ART and TB guidelines and revisions thereof, trainings especially
co-management of HIV and TB, making prophylaxis for opportunistic iofectvailable at all health centres,
improvement in Isoniazed Preventive Therapy provision, anebulbf HIV Quality Care (HIVQUAL) to more ART
facilities.

Namibia is one of only a few countries in Africa that has a-@gtilblished social support ggm for children
orphaned and made vulnerable by HIV and other social determinants. Monthly social grants have supported OV(
to gain access to vital social services. Taking overall child poverty into consideration, Namibia is reviewing the
current child gant system with a plan to expand it to include all vulnerable children.

Development partners have contributed extensively in the form of financial and technical support, which is
greatly appreciatedby the Namibian people. The two main external sourcesunding and technical support are

the Global Fundo Fight AIDS, Tuberculosis and Maladad the President's Emergency Plan for AIDS Relief
(PEPFAR Other external support is provided by the UNirdpean UnionG1Z and Spanish Cooperation for
International DevelopmentHowever, with the recategorisation of Namibia as an uppmiddle income country

in 2009, several donefunded concessional grants and loans will be reallocated to other countries, resulting in a
scaledown of financial and techoal support that is already beginning to be felt. Taking this into consideration,
Namibia has drafted a Sustainability Plan based on the study Sustainable Financing for HIV/AIDS in Namibi
Managing the Transition towards a New AIDS Financing StrategysuBtainability plan is based on Namibia
using existing scee resources more efficiently, strengthening partnerships with CSOs and engaging more actively
in publicprivate partnerships. This will require the use of an investment approach which focuseghoimpact
interventions that deliver the greatest returns and reach key populations and those who are most vulnerable to
and worst affected by HIV.

bl YAOALF Q& 10 &3pdntityeetively to HIV is evidentthe increased proportion of @&ernmeni Q a
AKFNB 2F FdzyRAy3 2F (GKS 2@0SNIftt NBalLlRyaSo blYAOALFQ
AIDS expenditure in 2009/10 to 60.4 percent in 2010/11 (MOHSS, 2013c:32). International assistance for HI
response decreased from 50.2 rpent of total spending in 2009/10 to 39.5 percent in 2010/11 (MOHSS,
2013c:32). Overall sustainability is, therefore, strengthened by this increased financial commitment by Namibia.

Funding by donor type from 2007/08 to 2010/11
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Challenges and interventions to expedite MDG implementatiortie remaining two years

Namibia is currently preparing the NSF ftedn review which will look at current progress, key successes, and
challenges, and make recommendations for prioritise@inéntions based on lessons learned. It is essential for
all stakeholders to focus on the recommendations from the -teith review as this will pave the way for
expediting achievement of the targets set in the NSF, but also other commitments such as @eavid UNGA
Political Declaration targets from 2011. It is assumed that high impact interventions for prevention, treatment
care and support for key, marginalised and severely poor population groups will be prioritised feugscale
Furthermore, it will beimportant to manage strategically the integration of HIV into broader sexual and
reproductive health and overall primary healthcare without jeopardising the progress and gains that have been
made.

Challenges Interventions to expedite MDG implementation
While extensive progress has been made wit §  Strengthen task shifting/sharing by increasing numbers of IMAI trai
provision of ART, care and support, challeng nurses with knowledge and skills to initiate ART
remain with adherence, effectiveness of f  Use of pointof-care diagnostics needs to be expanded
treatment due to inadequate nutrition for 1 Enhance scatap towards increased geographical coverage to healt
PLHIV who are on treatment, staff shortages centres and larger clinics
inadequate capacity of CSOs, and comityy  q  Continue with quality improvement activities, enhancing adherence
outreach. treatment and improving retention in care

1 Strengthen capacity of CSOs to deliver adherence support, such a:
umbrella body for PLHIV organisations
Keychallenges experienced by the PMTCT q Expand PMTCT to remaining hbdhcilities with ANC facilities
programme include slow retiut of PMTCT 1 Intensify efforts set for elimination of MTCT by 2015/16

Prongs 1 and 2, HIV and infant feeding, f  Improve quality of service for each of the four PMTCT prongs as wi
effective implementation of PMTCT Option B critical enablers and synergies

quality of services and adherence of clientst ¢ { | JSOA I f F20dzda 2y dadzy RSaSNMABS |
PMTCT services. PLHIVserodiscordant couples, adolescents and rural populations

(MOHSS, 2013:16)

1 Build community systems critical for PMTCT performance in
collaboration with CSOs

1 Roll out implementation of the national HIV and infant feeding
guidelines
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Slow upake of voluntary medical male 1 Expedite implementation of the National Policy on Male Circumcisit
circumcision (VMMC) with a coverage of 21 for HIV Prevention of 2010

percent in 2008.

1 Finalise the VMMC Draft Strategy and Implementation Plan to
operationalse the policy

Although Namibia has a generalised epidemi § Continue withcurrent prevention, treatmentand care and support
key populations (MSM, commercial sex interventions for MSM, CSWSs and prisoners

workers, prisoners) are significant drivers of

the epidemic due to stigma and discriminatio

high risk behaviours, and poor access to

services.

5dzS G2 Dbl Y-middelintbée dzLJL. § The sustainability plan needs to be finalised and put into action to
country status, donor funding is decreasing. ensure irtreased efficiencies and effectiveness in the national

response, and sufficient funds to keep the existing momentum in th
O2dzy GNE QA | L+ NBalLRyas

This is especially importafar civil society contribution to the response
Integrate investment approachdmsed on clear evidence of greatest
impact

I Strengthen cost effectiveness and efficiency

f
f

Namibia has a functional M&E framework bu §  Provide more attractive incentives for qualified M&E officers to rem

there is high staff turrover and inefficient use in regions, for example, performance award intiees such as M&E
of available staff, the quality of data collectec Officer of the Year with a prize that could include additional training
is poor and there is atk of HIV population scholarship or money

based survey and programme evaluations to §  Triangulation and verification measurements need to be strengther
provide evidence for programme design, at all levels

planning, implementation and M&E.

9 Carry out HIV population based Hiehavioural surveys
9 Surveys need to be carried out to inform the NSF, MDGs and 2011
Political Declaration

Looking Beyond 2015

Prevention

Treatment, care and support

= —

= —a -9

=a —a -9

Invest in high impact interventions, such\&8IMC treatment as prevention, PMTC"
(option I§2), social condom marketing and contribution, HIV counselling testing,
social andbehaviour change communication, aatohol abuse programmes, and
strive for the elimination of MTCT

Enhance involvement of PLHIV

Target most at risk populations, such as nawing sex with men, commercial sex
workers, mobile populations, uniformed people, and thosMGFR

Strengthen male involvement in prevention interventions, such as PMTCT and ¢
counselling and testing for HIV

Strengthen community mobilisation, usifaral NGOs, FBOs, and CBOs

Integrate HIV into SRH and primary healthcare and phase out vertical programn
The condom procurement and promotion strategy should be finalised and
implemented, while it is essential for condom promotion and distribution tgae
of reproductive health and family planning

Scale up ART provision, especially with the WHO guideline to increase the CD4
for treatment enrolment to 350, including recruitment and training of more healtt
workers, andyiving the utmost importance to quality of care during seate
Strengthen early warning indicators for HIV drug resistance at facility level

ART literacy needs to be expanded, especially in rural and remote areas
Engage local NGOs, CBOs and FBOs to egpamdnd support, which will require
financial support from central government to CSOs

Revise homdased care policy and align it with other relevant interventions at
comnunity level, given that many PILV are no longer chronically or terminally ill
Expedte the plan to appoint Community Health Care Extension Officers at
constituency levels

*This PMTCT programme enrols all pregnant women wholbYepositive, regardless of CD4 count.
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Impact mitigation

Managementof coordination

=) =)

= —a —9

The most vulnerable and susceptible households need to be targeted first, inclui
the poor and severely poor, chilieaded households, householdsrimg for OVChe
disabled households headed by the elderly and households in remote areas
Expand incom@enerating activitis for PLHIV and other vulnerable population
groups

Expand the social grant system to include all poor and severely poor houseimald
increase the value of the social grants to bring them into line with the current
economic situation

Recruit and train more social workers, and use lay persons to reduce the presst
social workers

LYLINR @S aSNWAOSa LINP BomB SRat theisarbeltiveisaive |
to place children in need in conducive family home environments

Expedite the plan to appoint Community Health Care Extension Officers at
constituency levels

Strengthen ECD, especially in rural and remote areas

Strengthen networking, collaboration and coordination between all sectors
Strengthen mainstreaming of HIV responses across sectors, ensuring that Foca
Persons are those who have decisimaking authority to influence effective
mainstreamirny

Put in place effective workplace programmes and structures

While wellness issues are included in sectoral strategic plans, a national Wellne
Policy for the public sector is needed to guide mainstreaming and workplace
programming

HIV and AIDS units needpacity building and more authority to influence decisior
making

Motivate the finalisation and passing of the Child Care and Protection Bill
Strengthen child care and protection forums

Strengthen the overall M&E system to monitor and evaluatgnstreaming of HIV
responses

The sustainability plan needs to be finalised and put into action to ensure increa:
efficiencies and effectiveness in the national response and sufficient funds to ke:
GKS SEA&GAY 3T Y2YSyldzy A specially® mbrigatey ( NE
continuingcivil society contribution to the response

The private health sector and other private sector companies need to strengther
their investment in HIV responses

Reestablish an umbrella body for PLHIV with strong monitorwgJuation and
quality control mechanisms

Integrate HIV into overall SRH, maternal health and primary healthcare
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Malaria

Namibia has donevell in terms of malaria prevention, treatment and support, having exceeded the targets fet in

ay to

achievements, Namibia is now able to reorient the national malaria programme from a cordgrshpme to an

elimination programme.

The MDG is to halt and begin to reverse malaria mortality by 2BHsnibia is on track to achieve this and Ifas
already achieved a reversal tine incidence of malariaViDG 6 als@ims to have universal coverage of dhgn

2015.

using insecticidereated bed netsAccording tocurrent trends Namibia still falls short of achieving this target|py

Status at a Glance

TARGHT
GOALS AND INDICATORS BASELINE STATUS E’;ORI%I)ET GOAL
ACHIEVABLE
MALARIA
Malaria mortalityper 100000 population Halt and
31 (1996) 0.4 (2012 begin to On target
reverse
Proportion of children under 5 sleeping under Universal
insecticidetreated bed nets 10% (2000) 34% (2009) coverage
by 2010
Incidence of Malaria in@00 population Halt and
207 (1996 1.4 (2012 begin to Achieved
reverse

' Ohahandja Meeting Report, 2013
2MOI—[SS, 201362012/13 National VecteBorne Diseases
Control Programme Annual Report)

® MOHSS, 200@000 NDHS)

CurrentStatusand Trends

The table above shows that Namibia is on track to h
and reverse malaria mortality, not on track witl
universal coverage of children under five years c
sleeping undeiinsecticidetreated nets (TNg, and has
already achieved the target to halt and reverse tt
incidence of malaria. The MDG goals are in line with
goals set in the MOHSS Strategic Plan ZI%b to

reduce incidence of malaria to below 1 case per ye
per 1000 people in &lregions by 2016. Based o
current trends, this target will be surpassed, wit
deaths being halted completely.

Namibia has done notably well in responding to mala
by reducing the number of people infected with malar
and treating those already infeale The current malaria
incidence of 1.4 per 000 population is considerably
lower than in 1996 (207 per@0 population) and 2000
(318 per 1000) and 2004 (205 per @00). The graph
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below show a significant reduction of 99 percent in malaria inciddrmm® 2001 to 2012. In addition to the
above, severe malaria cases had already dropped by 98 percent over the eleven year period to 2012. Reporte:
cases dropped from 52067 to 3163 over this period (MOHSS, 2013:2).

Incedence of malaria per @00 population
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Based on the table below, the onlggion with increased oypatient department cases of malaria was the Karas
Region. All other regions reported decreased-patient department malaria cases, with the largest decrease
reported in Kavango (91 percent). Caprivi has the highest numberpoftesl cases, followed by Kavango and
Omusati. The regions with the lowest reported cases are Hardap and Karas, which are not typicallypnuadaria
areas, and Omaheke. On the other hand, none of the regions reported an increaseadtieim department
reported cases of malaria. The region with the highest number gfatient malaria cases was Omusati, followed
by Otjozondjupa and Caprivi. Since 2011 -patient malaria cases reported have reduced by 78 percent, while
there has been a 94 percent decreds inpatient cases.

Out-patient department and in-patient department cases of malaria byegion, 2012

Region OPD Cases IPD Cases
2011 2012 % Decline 2011 2012 % Decline
Caprivi 2218 1274 43 81 9 89
Erongo 34 18 47 9 0 100
Hardap 4 3 25 2 0 100
Karas 2 4 -100 4 0 100
Kavango 10501 965 91 515 2 100
Khomas 57 43 25 43 8 81
Kunene 136 77 43 56 1 98
Ohangwena 413 196 53 48 4 92
Omaheke 37 13 65 3 0 100
Omusati 673 381 43 173 15 91
Oshana 128 49 62 4 3 25
Oshikoto 139 61 56 24 2 92
Otjozondjupa 67 34 49 22 13 41
Total 14 409 3512 78.4 984 50 94.2

Source: MOHSS, 2013a:6

Malaria mortality follows the same trend as incidence, with significant declines over the past 11 years, falling
from a high of 91.8 deaths per 1000 population pegear in 2001 t0.4 in 2005 and 0.4 in 2012. Deaths fell by

89 percent between 2011 and 2012 (MOHSS, 2013a:6). Regional reductions vary considerably, with Kavang
showing an oupatient department malaria case reduction of 91 percent atardap showing a reduction of 25
percent. As noted above, Khomas and Hardap are not mglaniae. Oshana experienced three malaria deaths,
while Caprivi reported one death and the remaining eleven regions did not report any deaths.
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