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ACRONYMS 

 
Including stakeholders and description of their roles 

 

 

AIDS   Acquired Immunodeficiency Syndrome 

AIS   AIDS Indicator Survey 

ANC   Antenatal clinic 

ART   Antiretroviral therapy 

CBS  Central Bureau of Statistics, Namibia 

CDC   United States Centres for Disease Control and Prevention 

DHS  Demographic and Health Survey  

DSP  Directorate of Special Programmes 

FSW  Female Sex Worker 

GAP  Global AIDS Programme 

GF  Global Fund to Fight AIDS, Tuberculosis and Malaria 

HIS  Health Information System 

HIV  Human Immunodeficiency Virus 

HSS  HIV Sentinel Survey     

IDU  Injection Drug User 

I-TECH  International Training and Education Center on HIV 

MARPs  Most At Risk Populations 

MGECW  Ministry of Gender Equality and Child Welfare 

MoHSS  Ministry of Health and Social Services 

MSM  Men who have Sex with Men 

NABCOA  Namibia Business Coalition on HIV/AIDS 

NAC   Namibia National AIDS Coordinating Agency 

NGO  Non-Governmental Organization 

NTD  National Testing Day 

OPM  Office of the Prime Minister 

PICT  Provider-initiated counselling and testing 

PLWHA  People Living with HIV/AIDS 
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PMTCT   Prevention of mother-to-child-transmission  

PPTCT  Prevention of parent-to-child-transmission 

PSI  Population Services International 

RM&E  Response Monitoring and Evaluation 

STI  Sexually Transmitted Infection 

TB  Tuberculosis 

TWG  Technical Working Group 

UCSF-PPHG  University of California, San Francisco’s Public Prevention Health 

Group 

UNAIDS   Joint United Nations Programme on HIV/AIDS 

UNAM  University of Namibia 

UNFPA  United Nations Population Fund 

UNICEF  United Nations Children’s Fund 

VCT  Voluntary counselling and testing 

WHO   World Health Organization 
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EXECUTIVE SUMMARY 

 

The Namibian Triangulation Project, based on the synthesis of relevant data, finds the 

national response to the HIV epidemic warrants an “A-”grade. The “A” is due to Namibia’s 

situation falling into the most desirable of four scenarios for the impact of the scale up of 

prevention and care programs over the last several years: 

 A: Risk behavior is decreasing; ART coverage is increasing 

 B: Risk behavior is decreasing; ART coverage is lagging 

 C: Risk behavior is increasing; ART coverage is increasing 

 D: Risk behavior is increasing; ART coverage is lagging 

While examples of all scenarios can be found around the world, the weight of evidence 

points to Namibia joining the few nations in the A condition which best supports a falling 

HIV incidence. The “-” part of the grade denotes that more work needs to be done to 

mitigate and reverse the AIDS tragedy. This report summarizes the work of the Namibia 

Triangulation Project, providing the data supporting conclusions for the positive effects of 

the national prevention response and recommendations to address gaps and disparities. 

 

Methods and Procedures: “Triangulation” is an approach to synthesizing data from 

multiple sources to strengthen understanding of complex health issues and make evidence-

based public health decisions. The process involves stakeholder input on the pertinent 

public health questions, identification and gathering of the relevant existing data, iterative 

examination and assessment of the data, generation of hypotheses that explain and 

reconcile the diverse data, and stakeholder input on the final interpretations and 

recommendations. 

 

The Namibian Triangulation Project was launched in October 2008 with a stakeholders 

meeting that selected two guiding questions: 1) are HIV prevention programs appropriately 

targeted in terms of the people, places, and messages?, and 2) what are the drivers of the 

HIV epidemic in Namibia? Together, the questions directed the Project to amass, review, 

and interpret information on the recent and current trajectory of the HIV epidemic, the 

factors that most closely parallel and best explain the epidemic’s course, and where there 

are gaps and disparities in programs. Stakeholders identified the potentially relevant 

sources of data to address these questions and elected a Triangulation Task Force to gather 

data, conduct preliminary analyses, and report progress to the wider group. Over 100 

independent sources of information on the HIV epidemic in Namibia were found, including 

surveillance data, quantitative and qualitative research studies, and programmatic reports. 

A final stakeholders meeting was held in July 2009 to interpret the data and its limitations, 

draw final conclusions, and make final recommendations. 

 

Key Findings: National data indicate a decline in the HIV epidemic preceded and 

accompanied by decreases in risk behavior, increases in the reach and intensity of 

prevention efforts, and major expansion of ART coverage from 2000 to 2009. Supporting 

evidence include the decline in HIV prevalence among young women (a marker of HIV 

incidence), reduction in multiple partners, increase in condom distribution and use, high 

uptake of counseling and testing, no adverse changes in any other indicators, coupled with 

high coverage of ART and very rapid scale-up of care programs. Of note, male 
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circumcision has been low and largely unchanged. Men are falling behind women in terms 

of uptake of HIV counseling and testing and men showed generally higher levels of HIV 

risk behaviors than women.  

 

Three hypotheses were generated and assessed by the evidence to explain the cause of the 

drop in HIV: 1) that behavior changes, namely in condom use and partner reduction, 

account for the decline, 2) that ART coverage suppressed viral load of enough HIV-

infected individuals to dampen HIV transmission at the population level, or 3) that HIV 

testing with risk reduction counseling and referral to care brought about declines in 

incidence directly through behavior change and indirectly through ART viral load 

suppression. The hypotheses were judged not to be mutually exclusive; all three were 

supported by the data and in combination contributed to the decline in HIV incidence at the 

national level. 

 

Regional differences in the current status and trajectory of the epidemic, local drivers of the 

epidemic, the quality and intensity of the response, and disparities and gaps in the impact of 

the response are noted in the body of the report. Caveats and limitations to the specific data 

sources and to the triangulation methodology are also noted in the report. 

 

Conclusions: Despite potential limitations, the Namibia Triangulation Project’s conclusion 

is that the weight of evidence points to a reduction in HIV incidence at a national level that 

is the result of prevention programs, risk behavior change in the population, and rapid ART 

scale up acting in combination. Namibia stands as one of the few areas of the world that 

may have demonstrated the prevention effect of testing and treating a large proportion of 

the HIV-infected population. But, emphasis must be placed on this being accomplished in 

the context of reducing risk behavior; that is, the “A” condition described above. Any rise 

in risk behavior may offset the preventive benefits of ART, moving Namibia to the “C” 

category which threatens to increase HIV incidence. In addition, certain populations within 

Namibia at elevated behavioral risk may be not accessing prevention and care programs 

therefore experiencing the “D” condition which fosters rising HIV incidence. Such 

populations may include the most-at-risk populations (MARPs), such as MSM, FSW, and 

mobile populations. However, data are lacking for these groups in Namibia. Also, men are 

less likely to access VCT, ART, and their risk behavior is higher than women. Programs 

need to specifically target men and male behavior if HIV incidence is to brought down 

further, to prevent their own acquisition of HIV and to stem transmission to women. 

 

Recommendations: Based on the evidence and stakeholder input, the Namibia 

Triangulation Project makes the following recommendations: 

1. Enhance combination prevention. Prioritize, scale up, and sustain interventions that 

have both prevention and care effects: 

a. Reduce the number of HIV-infected Namibians unaware of their serostatus 
and link them to interventions. Key efforts include directing the scale up of VCT 

sites to low testing and higher prevalence populations and areas, more national 

testing days, and social marketing. Other specific areas include rural areas, the 

regions of Caprivi and Kavango, fathers in PPTCT (“prevention of parent to child 

transmission”), men and faster roll-out of provider-initiated counseling and testing. 
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b. Implement and scale up prevention with positives programs with local adaptation 

of interventions with proven efficacy, integration of prevention into routine care, 

HIV positive support groups, skills building on serostatus disclosure and condom 

use, appeals to altruism not to transmit infection to others, routine screening and 

treatment of STI among HIV-positives, and discordant couples counseling. 

c. Address ART disinhibition (i.e., increased risk due to ART) in individual patient 

counseling, HIV-positive support groups, and health education media. 

d. Consider earlier initiation of ART. International guidelines support the benefits of 

starting ART at CD4 counts of <350 or higher. While costs and priority to the 

sickest should be considered, earlier ART will have care and prevention effects, 

avoid loss of patients awaiting treatment, and may already be in practice anyway. 

2. Improve primary prevention programs. While interventions that have both 

prevention and care impact should be prioritized, the Project identified programs that 

are primarily preventive in nature that stand to be improved in type, reach, and quality: 

a. Male circumcision is a prevention intervention with proven efficacy largely 

unexploited in Namibia. With roll out of circumcision, disinhibition (i.e., increasing 

risk behavior as a result of assumed protection) will need to be addressed through 

education at the time of the procedure and broadly afterwards. 

b. Prevention programs targeting men are needed as male risk behavior is greater 

than female, men use VCT and other programs less, and older HIV-positive men are 

the source of infection to young women. In addition to ART, programs need to 

address men’s multiple and concurrent partners, intergenerational sex, transactional 

sex, and the relationship between alcohol and risky sex. 

c. Additional areas of prevention for development included increased integration of 

HIV prevention with family planning, alcohol and risk behavior, the use of 

traditional leaders in prevention, and increased condom distribution. 

3. Improve care programs: HIV treatment has direct and indirect prevention effects. 

Specific areas included the improvement and integration of TB/HIV co-infection care 

and ARV resistance surveillance with a focus on the Early Warning System. 

4. Close data gaps: Overall recommendations were to improve data quality and use, 

including data management and analysis trainings and mentoring, increased quality 

assessments, increased information sharing, HIV data review meeting, and closing data 

gaps. Specific data priorities included: 

a. A national household probability-based survey collecting specimens for multiple 

biological tests and detailed behavioral data. The AIDS Indicator Survey 

scheduled for 2010 should move forward and repeated every several years.  

b. Integrated biological behavioral surveillance surveys (IBBSS) are endorsed for 

most-at-risk populations (MARPs), including FSW, MSM, and mobile populations. 

c. Over-sample young women (age 15 to 19 and/or 15 to 24 years) in ANC sentinel 

surveillance and other surveys for markers of new HIV infection. 

d. Evaluate the use of PMTCT data as continuous and universal data on HIV status of 

pregnant women. Also, collect previous knowledge of HIV status. 

e. Collect other data that can corroborate or refute the preventive effect of ART scale 

up on HIV incidence in Namibia. Sources include measuring viral load among HIV-

positive persons in AIS and IBBSS, case-control studies of recent HIV infection 

and their partners, and qualitative and quantitative research on disinhibition.  
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A final recommendation of the stakeholders and Task Force is continuation of triangulation 

to probe deeper into the effectiveness of specific prevention efforts.  

 

Although current evidence supports encouraging trends, Namibia still has unacceptably 

high HIV prevalence. The response needs continued scale up of successes, precise targeting 

of programs, and data vigilance to detect any changes for the worse.
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1. BACKGROUND 
 

Namibia has approximately 2 million people and the world’s second lowest population 

density. The country is classified as lower-middle income with an economy dependent on 

minerals for export. Although there are relatively more resources and better infrastructures 

for the region, Namibia has a high disparity in wealth among its people. 

 

A generalised HIV epidemic prevails in Namibia with transmission predominantly through 

heterosexual sex. Surveillance has tracked the epidemic through rounds of unlinked 

anonymous ANC sentinel surveillance since 1992. The most recent round in 2008 projects 

a national HIV prevalence of 17.8%; however, this extrapolation remains to be validated by 

true population-based data. Temporal trends in ANC data suggest a relentless increase in 

HIV prevalence from 4.2% in 1992 to 22.0% in 2002. Thereafter, the picture becomes less 

clear. Trends from 2002 through 2008 show fluctuation but suggest a levelling off or slight 

decrease to 17.8% in 2008. Complicating the picture, there are wide regional variations. 

Meanwhile, Namibia’s national response to the HIV epidemic encompasses a rapid scale 

up of programs (e.g., VCT, PMTCT, ART, and other prevention interventions) since 2002 

with the most rapid acceleration in the last few years. To date, behavioural data, sporadic 

research, and program information have not been brought together. Thus, the current status 

and trajectory of the epidemic, the specific drivers of transmission, and the impact of the 

national response on HIV incidence are uncertain. 

 

Reducing these uncertainties through systematic analysis and synthesis of existing data is 

the context and purpose of the Namibia Triangulation Project. 

 

 

2.  TRIANGULATION METHODS OVERVIEW  

 

In the present project, the term “triangulation” refers to the synthesis of data from multiple 

sources for public health decision making. Triangulation includes the process of collecting, 

arraying together, examining, and interpreting data from multiple sources. It has the 

ultimate purpose of improving our understanding of complex public health problems and 

our ability to formulate evidence-based decisions to address such problems. Triangulation 

can be effective when a rigorous, specifically designed research study is not available or 

when action urgently needs to be taken. Rather than generating new data to answer a 

specific research hypothesis, triangulation seeks to make the best possible public health 

decisions based on the available evidence. Triangulation uses inductive reasoning in that it 

iteratively refines and modifies an explanation of the health problem based on empirical 

observations and expert interpretation. Triangulation follows the principles of Second 

Generation HIV Surveillance by focusing on trends over time and by combining data on 

the prevalence of HIV and STI, risk behaviors, and program delivery. Finally, like Second 

Generation HIV Surveillance, triangulation emphasizes the rapid use of data for public 

health decision making. 

 

After years of collecting HIV surveillance data, surveying the general and specific 

populations, amassing data from monitoring prevention programs, and conducting research 
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through national and international institutions, there is a large volume of information on the 

HIV/AIDS epidemic in Namibia. The Namibia Triangulation Project was initiated to 

amass, catalogue, and examine these data together in order to better understand the 

epidemic, assess prevention program impact, and facilitate evidence-based decisions on 

how to address key issues in the HIV epidemic in Namibia. 

 

 
 

Triangulation is an iterative process, gathering and interpreting data in an on-going manner. 

Nonetheless, the overall approach can be described in 12 sequential steps listed in the box 

above. These 12 steps approximated the process implemented by the Namibian 

Triangulation Project. 

 

 

3. THE TRIANGULATION PROCESS IN NAMIBIA  

 

The first Namibia Triangulation Project was implemented from October 2008 to July 2009 

following the timeline below. 

 

Dates Activities 

8-9 Oct 

2008 

o Stakeholders’ meeting; brainstorming and prioritizing questions 

relevant to Namibia’s HIV epidemic 

o Selection of two initial questions 

o Formation of Triangulation Task Force 

Oct 2008 -

Mar 2009 

o Triangulation Task Force meetings 

o Identification and gathering of existing data sets, reports, studies 

o Key informant interviews (officials, researchers, program managers) 

o Preliminary analyses (Namibia) 

6 -17 Apr 

2009 

o Preliminary analyses with Triangulation Task Force (UCSF) 

o Workshop materials preparation 

 

A 12-Step Approach to Triangulation: 

 

1) Identify key questions through stakeholder consensus 

2) Ensure the questions are answerable and actionable 

3) Identify data sources and gather background information 

4) Refine the questions 

5) Gather data 

6) Make observations from each data set 

7) Note trends across data sets and hypothesize on their likely 

explanations 

8) Refine hypotheses 

9) If necessary, identify additional data return to Step 5 

10) Summarize findings and conclusions 

11) Communicate results and make recommendations 

12) Outline next steps 
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Dates Activities 

14-16 Jul 

2009 

o Training workshop in triangulation methods  

o Workshop on the analysis and interpretation of triangulation data 

Jul 2009 – 

present 

o Report back of process, findings and recommendations  

o Selection of questions for next triangulation  

o Dissemination of findings 

 

As discussed above, triangulation is an iterative process with many of the above steps 

overlapping and repeating. As new data sources are identified and analyzed, hypotheses are 

refined and modified.  

 

Initial stakeholders’ meeting (steps 1 to 4). To begin the triangulation process, the 

Response, Monitoring and Evaluation (RM&E) sub-division of the Ministry of Health and 

Social Services (MoHSS) convened a two-day meeting in Windhoek, Namibia on 8 -9 

October 2009. Sixty-two stakeholders were present representing diverse branches of 

government, non-governmental organizations, civil society, affected populations, 

academia, private industry, and international and bilateral donors. See Appendix A for the 

list of individual participants. Institutions and programs represented included Office of the 

Prime Minister (OPM), Parliament, MoHSS (Case Management/Program Management, 

RM&E, Research, Pharmacy, regional offices, JICA, DSP), Ministry of Gender Equality 

and Child Welfare (MGECW), Central Bureau of Statistics (CBS), Ministry of Defense, 

University of Namibia (UNAM), UCSF, Namibia Business Coalition on HIV/AIDS 

(NABCOA), DeBeers, UNFPA, UNICEF, WHO, UNAIDS, Global Fund, ITECH, PACT, 

Intrahealth, C-Change, OPM, MSH, TRP, SCMS, SMA, GTZ, Peace Corps, PEPFAR 

USAID, and the US CDC GAP Namibia and Atlanta HQ.  

Participants were charged with brainstorming questions concerning the HIV epidemic that 

may be answered through triangulation, to prioritize these questions in terms of importance 

and feasibility, and help catalogue exiting sources of data in Namibia relevant to answering 

these questions. 

On the first day of the workshop, the CDC-UCSF triangulation TA team presented the 

theoretical background of the triangulation methodology and provided recent examples 

from triangulation projects completed in Rwanda, Mozambique, and Malawi. Participants 

then brainstormed questions for the Namibia Triangulation Project, also reviewing 

previously formulated research priorities. The brainstormed list of questions was 

categorized into three thematic areas: Epidemiology, Prevention, Care and Treatment (see 

Appendix B for the complete brainstormed list of potential triangulation questions 

considered). Participants prioritized the questions according to the following criteria:  

 Importance: How much of the HIV epidemic in Namibia does the question address? 

 Actionability: Would an answer result in public health decisions? 

 Methodology: Does the question lend itself to triangulation or is another method 

more appropriate? 

 Duplication: Is this question already being examined? 
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 Feasibility: Can this question be answered within a six-month time frame? 

 Data availability: Do data exist that might answer the question? 

 

The discussion eliminated and consolidated questions from the brainstormed list, 

considering the above criteria and overlaps. Each stakeholder then voted for their highest, 

second highest, and third highest priority question from the remaining questions. The two 

questions with the highest number of weighted votes were chosen for the first triangulation 

project, detailed in the box below: 

 

 
 

The stakeholders recognized that to answer these questions, the broader question of the 

current direction of the epidemic and its underlying causes would first need to be answered, 

followed by regional examination of epidemic trends, followed by analysis of 

programmatic prevention data.  

 

Other questions were recognized as critical to Namibia and those not selected for this 

current project were to be answered at a later time, either through triangulation or another 

method, as deemed appropriate. The other questions were also revisited at the final 

stakeholder meeting (see below). 

 

Triangulation Task Force meetings (completion of steps 2 – 4). Stakeholders endorsed 

the formation of a Triangulation Task Force to assist, guide, and monitor the progress of 

the Namibia Triangulation Project. It was unanimous that any stakeholder present wishing 

to participate in the work of the Task Force could do so. At a minimum, active Task Force 

 

Top Priority Triangulation Questions for Namibia: 

 

1. Are HIV prevention programs appropriately targeted in terms of 

the people, places, and messages? The triangulation process will 

examine data on the distribution of HIV in terms of populations 

affected, geographic areas, and risk behaviors (i.e., drivers of the 

epidemic – see question #2) and compare and contrast this to the 

delivery, uptake, access, use and potential impact of prevention 

programs delivered 

2. What are the drivers of the HIV epidemic in Namibia? The 

triangulation process will extend the work done by MEASURE via 

USG and UNAIDS to characterize Namibia’s epidemic in terms of 

the determinants of HIV transmission. To avoid duplication, the 

triangulation project will focus on the drivers within the 13 regions 

and, where possible, more detail of risk behavior. This exercise will 

feed into question #1 above, matching the epidemic drivers to the 

prevention program response.    
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members comprised representatives from the Namibia Ministry of Health, the National 

Planning Commission (NPC), and the CDC. CDC and UCSF would provide continued TA 

to the Task Force, including a public health prevention specialist to assist in acquiring and 

analyzing data and coordinating the Task Force. In addition, local partners were twinned 

with the TA team for data gathering and preliminary analyses, comprising the Field Team. 

 

Task Force meetings were conducted in person, through online email exchange, and by 

conference call on an ad hoc basis while targeting a minimum of once monthly.  

 

The first steps undertaken by the Task Force were to assess the current status of the data, 

review preliminary findings, refine the triangulation questions, and guide further data 

collection and analysis. 

 

The Task Force deemed that preliminary data suggested Namibia’s HIV prevalence is 

declining nationally, according to the ANC data mentioned above, but such a conclusion 

needed to be corroborated, better understood in terms of the potential causes, and examined 

regionally. Initial hypotheses formulated included the decline may be partly explained by 

the decreases in risk behavior or due to the effect of Namibia’s widening ART coverage.
1
 

The Task Force chose to use triangulation to verify the current trends in the HIV epidemic 

(as the trust of question #1) and to describe differences in HIV prevalence and risk 

behavior between different geographic areas and populations (as the trust of question #2). 

From these overarching questions, data would also help illuminate the reasons behind the 

prevailing trends in each area in terms of risk behaviors, the appropriate match of 

prevention programs, and how to target further prevention efforts. The early stages of 

analysis would therefore examine temporal, geographic, and population level correlations 

between the HIV epidemic and the types of prevention and care programs, their target 

populations, their reach, and their intensity. 

 

Data gathering (step 5). The Task Force members met several times between October 

2008 and July 2009 in Windhoek and San Francisco. Main activities were to identify all 

possible data sources in Namibia, assist the Field Team with data gathering, guide their 

preliminary analyses, and continue to engage stakeholders through to the final triangulation 

training and analysis workshop.  

 

The Task Force and the Field Team identified over 100 independent sources of data, 

comprised mostly of published scientific papers, official and unpublished reports, and in a 

few cases the line-listed data themselves. Data used were available in publications or online 

or had verified national and/or international IRB approval or exemption. A list of the 

central sources of data is presented in Appendix C; a bibliography of publications and 

reports is found in Appendix H. It should be noted that the Project considered local expert 

opinion, historical information, geography and other contextual information as sources of 

data.  

 

                                                 
1
 Swartz J, Koppenhavr T, Dillavou C, et al. Declines in HIV prevalence and risk behaviour in Namibia: a 

review of the evidence [Abstract 1301]. 2009 HIV/AIDS Implementers’ Meeting, Windhoek, Namibia, June 

10-14, 2009. 
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Types of data reviewed and gathered included: 

o National census 

o Population-based surveys (e.g., the Demographic and Health Survey (DHS) in 

2000, and 2006) 

o Sentinel surveillance (e.g., HIV and syphilis prevalence among women at ANC 

clinics) 

o Surveillance case reporting data (e.g., AIDS cases, STI cases) 

o Surveys in high risk populations (e.g., behavioral surveillance) 

o Prevention program delivery reports (e.g., number of HIV tests done, condoms 

distributed) 

o Health care program delivery reports (e.g., sites delivering ART, patients on ART, 

voluntary counseling and testing, clinical records) 

o Scientific research projects (e.g., one time surveys, qualitative studies) 

 

Under the direction of the Task Force, the Field Team conducted preliminary analyses of 

the key data sets. These preliminary analyses help to assess the quality and interpretability 

of the diverse sources of data and to guide the search for further information. Additional 

data assessments and preliminary analyses were conducted at UCSF by IGH faculty in 

consultation with the Task Force and CDC through a workshop retreat in San Francisco, 

April 6 – 17, 2009. The final analysis and interpretation was reserved for the second 

stakeholders meeting or Triangulation Workshop in Windhoek from 14 – 16 July 2009. 

 

The Triangulation Workshop (steps 6 – 12). The Triangulation Workshop convened in 

Windhoek from 14–16 July 2009 included many of the same participants in the first 

stakeholders meeting (see Appendix A) or other representatives of the same institutions. 

Participants were invited to provide insight on the interpretation of data and to learn the 

methods of triangulation for future efforts in Namibia.  

 

The workshop entailed iterative reviews of the data gathered by the Field Team outlined 

below and shown in Appendices C - H.  

o Appendix D provides the site-by-site ANC data for HIV prevalence among 

pregnant women by age group. 

o Appendix E and F includes national and regional-level data, principally drawing 

from ANC sentinel surveillance prevalence data, DHS behavioral data, and program 

delivery of condoms, HIV tests and ART coverage.  

o Appendix G provides national and regional-level data on four programmatic 

indicators of coverage (ART, PMTCT, VCT, and condom distribution).  

o Appendix H is a bibliography and summary of relevant research studies conducted 

in Namibia and comparative indicators from DHS conducted in other countries of 

the region. 

 

During the course of the workshop additional data and information were included for 

interpretation and hypothesis generation when identified by stakeholders, including other 

studies completed or underway, unpublished reports, or verbal information about 

prevention programs, context, or known biases with particular data. 
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The workshop was organized around brief didactic lectures by the UCSF and CDC 

facilitators followed by break out sessions of smaller groups. Groups were organized to 

focus on one of the five macro-regions shown in the map below. The Task Force identified 

the macro groupings based on historical, cultural, and epidemiological commonalities 

noted during the preliminary analyses. 

 

Table 1. Triangulation Workshop Break-out Groups 

Groups Regions 

 

1 Oshana, Oshikoto, 

Ohangwena, Omusati 

2 Caprivi, Kavango 

3 Kunene, Otjozondjupa, 

Omakehe 

4 Erongo, Khomas 

5 Karas, Hardap 

 

The work or tasks of the groups were divided into four exercises or practica, each focusing 

on one step of the triangulation methodology (e.g., making observations from individual 

data sets, noting trends across data sets, formulating hypotheses, confirming or refuting 

hypotheses) and/or one level of indicator data (e.g., national level, regional level). After 

each practicum, groups made presentations of findings followed by facilitated discussions 

with the whole workshop.  

 

The four practica were: 

o Practicum A provided ANC sentinel surveillance data. The purpose of this 

practicum was to examine a single data set of HIV prevalence by person (women, 

age group), place (site, region, macro-region, national), and time (year, period); to 

interpret temporal trends and relative levels of HIV infection.  

o Practicum B arrayed multiple national and regional-level indicators, including HIV 

and syphilis prevalence, risk behavior, and prevention program intensity from 2000 

– 2008. The purpose of this practicum was to interpret information across multiple 

data sources, generating hypotheses to explain multiple observations, and finding 

corroboration or refutation of differing hypotheses. The practicum also fostered 

discussion on the relative strengths, limitations, and potential biases of the diverse 

data sources. Participants were also charged with identifying relative differences in 

HIV prevalence, risk behaviors, and prevention intensity between the 13 regions of 

Namibia and generating hypotheses that may explain the temporal trends and 

differences in the HIV epidemic among the regions. 
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o Practicum C focused on the programmatic data and assumptions needed to 

estimate relative coverage of key interventions drawing from multiple sources.  

o Practicum D reviewed qualitative and quantitative research studies conducted in 

Namibia in recent years, international DHS behavioral indicators for comparison, 

and international cross border ANC prevalence comparisons. Most studies were 

conducted in one or a few sites only. The purpose of this practicum was to refine 

hypotheses to explain the HIV epidemic trends with respect to local regions. The 

process of refining hypotheses entails determining if the diverse data sources 

corroborate, refute, or cause modification of the hypothesis. Participants were 

instructed to search for at least three independent sources of information to 

corroborate hypotheses. This practicum also was used to identify “hotspots” in 

greatest need of targeted HIV prevention interventions, their locations at the 

regional level, and the types of interventions needed. Similarly, local or regional 

prevention “success stories” were identified where indicators were going in the 

right direction. Finally, this exercise was used to identify information or data gaps 

by location, indicator, and types of data. 

 

The above process weighed in favor of the strengths of the ANC sentinel surveillance data 

by virtue of their coverage, consistency, and long time period and of the DHS surveys by 

virtue their probability-based sampling design, diversity of behavioral indicators, and 

consistency over the span of time and across nations. The DHS data also helped generate 

hypotheses on underlying causes the observed trends in HIV prevalence. Qualitative data 

were used to add depth and understanding once the refined hypotheses had sufficient 

supporting evidence from at least three data sources. Of note, the recent report “HIV/AIDS 

in Namibia: Behavioral and Contextual Factors Driving the Epidemic” was an invaluable 

resource in bringing together many of the above mentioned studies. 

 

Several sources of data were deemed difficult to interpret due to uncertain biases (e.g., 

syphilis data from ANC sites), inconsistent collection (e.g., AIDS case reporting), and 

small or unrepresentative samples (e.g., behavioral surveillance). 

 

The final day of the workshop included a present-back of the synthesized results and 

recommendations of the break-out small groups and the overall discussions. The 

presentation was conducted by members of the Task Force. The same presentation was 

made at a meeting of policy makers and stakeholders on Thursday, 16 July 2009. 

 

 

4. DATA, RESULTS, HYPOTHESES   

 

NATIONAL LEVEL TRIANGULATION 

 

Decline in HIV prevalence among young women suggests a reduction in HIV 

incidence after 2002. Figure 1 shows median HIV prevalence at ANC sites among women 

by age group. HIV prevalence among young women, held to be a proxy for more recent or 

incident infection, declined for 15 to 19 year olds from 2000 to 2008, and for 15 to 24 year 

olds from 2002 to 2008. A sharper drop is noted from 2006 to 2008, the period of most 
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rapid scale up of ART. Among women aged 25 – 49 years, HIV prevalence remained 

relatively level from 2002 through 2008. Observations suggest a decline in new HIV 

infections among teenagers and youth. The stable prevalence among older women suggests 

a balance between new HIV infections and deaths, or that any possible drop in new 

infections may have been offset by prolonged survival due to ART and/or increased 

numbers of HIV-positive pregnant women with resumption of fertility and desire for 

children following ART use. Taken as a whole, the evidence does not support a rise in HIV 

incidence. 

 

Figure 1. Median
2
 HIV prevalence among ANC attendees by age group, Namibia 2000 

– 2008 
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Improvements in multiple HIV-related behavioral indicators and program coverage 

in Namibia corroborate the drop in HIV incidence. The decline in HIV prevalence 

noted above is accompanied by improving trends in indicators from multiple sources of 

data on risk behaviors and prevention program intensity (Figure 2 below, also see 

Appendix E and G). Condom use at last sex with non-cohabitating partners increased 

among men and women
3
; multiple partners decreased among men and women (i.e., an 

increase in 0-1 partners)
 4

; ever testing for HIV increased among men and women
5
; ART 

                                                 
2
 Among 15-19 year olds the HIV prevalence in Figure 1 does not represent the median but instead is the 

prevalence reported in the Report on the 2008 National HIV Sentinel Survey by MoHSS. 
3
 Namibia DHS 2000 and 2006 

4
 Namibia DHS 2000 and 2006 

5
 Namibia DHS 2000 and 2006 
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coverage increased among men and women; and age at first sex among women remained 

stable at over 18 years
6
. 

 

Figure 2. HIV indicator data trends in Namibia, 2000 – 2008 
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By gender, men had higher levels of risk and lower uptake of HIV testing and treatment 

compared to women. Although condom use at last sex with a non-cohabitating partner is 

higher for men than women, the preventive effect is offset by the fact that men have more 

non-cohabitating partners than women and therefore a potentially higher net risk for HIV 

despite the higher level of the indicator. Men were also more likely to have multiple 

partners. Multiple and concurrent partnerships can foster the rapid spread of HIV through 

sexual networks. Although concurrency was not directly measured, having multiple 

partners is a prerequisite for having concurrent partners. Trends in VCT and ART uptake 

are notably lower for men than women and the disparity is widening over time. 

 

For their part, women with only one regular partner may experience more risk from that 

partner when the male partner’s risk is high and condom use with regular partners is low. 

Further gains in condom use may also be more difficult for women when power imbalances 

in relationships exist.   

 

                                                 
6
 Namibia DHS 2000 and 2006 
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Additional programmatic indicators examined included the annual percent of pregnant 

woman that were unaware of their HIV serostatus (from ANC sentinel surveillance and 

PMTCT data), HIV tests performed per 1000 persons per year, male condoms distributed 

per man per year, and female condoms distributed per female per year. From 2007 to 2008 

there was an increase in HIV tests per 1000 people and female condoms distributed per 

woman. Meanwhile the number of male condoms distributed per man on a national level 

remained approximately constant (see Appendix G).  

 

The triangulation of indicators of prevention impact find support for a favorable direction 

to the current epidemic in Namibia: all measures are heading in the right direction. The 

next important question is why. Working hypotheses were explored to assess the weight of 

evidence for which factors are the most likely cause of the decline in HIV prevalence. 

Considerations for the causal relationships were the biological plausibility, the temporal 

sequence, and the strength of association or plausible magnitude of effect. Three 

hypotheses were elaborated. 

 

Hypothesis 1: Reduction in risk behavior caused a decline in HIV incidence. 

Participants discussed the possibility that behavior change produced the change in HIV 

prevalence among young women. The hypothesis has biological plausibility that, on the 

face of it, increases in condom use and reduction of partners can reduce HIV transmission. 

The temporal sequence is correct in that these changes precede the drop in HIV prevalence 

in young women (see Figure 4).  

 

However, the magnitude of the effects cast doubt on their ability to reduce HIV incidence 

nationally. The increase in condom use at last high-risk sex was from 42% to 62% in 

women and from 67% to 78% in men over the six-year period from 2000 to 2006. An 

attributable change in HIV incidence due to condom use has been shown in Thailand with 

the 100% condom use campaign; however, in the particular population of female sex 

workers and clients condom use reached 95% of all episodes
7
. In terms of number of 

multiple partners in the past 12 months, the decrease in Namibia is from 20.7% to 16.2% in 

men and 2.9% to 2.5% in women (DHS, 2006). A reduction in casual sex partners has been 

shown to be effective in reducing HIV incidence in the 1990’s experience of Uganda where 

a 70% decline in HIV prevalence was linked to a 60% reduction in casual sex
8
. The 

magnitude in Namibia is much smaller. 

                                                 
7
 http://www.who.int/inf-new/aids1.htm 

8
 Stoneburner RL, Low-Beer D. Population-level HIV declines and behavioral risk avoidance in Uganda. 

Science. 2004 Apr 30;304(5671):714-8. 
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Figure 3. Condom use and multiple partners reported in DHS and  HIV prevalence 

among 15-to-24-year-old ANC attendees  by year, Namibia 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Other indicators of risk, although not worsening, do not show large effects. The proportion 

of women 20-24 years old sexually active was 90.7% in 2000 and 88.8% in 2006.  The 

proportion for teenage women was 48.4% in 2000 and 43.3% in 2006. The median age at 

first sex for women stayed level, 18.2 years in 2000 and 18.3 years in 2006.  

 

Of note, Namibia does compare well internationally on two other indicators of risk, the 

percent of men who reported paying for sex in 2006 was only 1.4%, and the percent of 

women reporting intergenerational sex was 4.3% (Figures 5 and 6); however comparable 

figures to assess the change since 2000 were not available.  
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Figure 4. International comparison of men who paid for sex among southern African 

countries based on the most recent self-reported DHS data 

 

 

 

 

Figure 5. International comparison of young women who had intergenerational sex 

among southern African countries based on the most recent self-reported DHS data 

 

 

 

Hypothesis 2: The increase in ART coverage caused a reduction in HIV incidence via 

suppression of viral load. A plausible mechanism for suppressing HIV transmission is 

through reduction of viral load by ART treatment. With enough individuals treated, viral 

load suppression may produce a population level effect on HIV incidence. Such an effect 

may have been the case in Taiwan and among IDU in Vancouver.  
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Figure 6. ART coverage and HIV prevalence among ANC attendees by age group, 

2002 to 2008 in Namibia 
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In the Namibian context, fewer young women would acquire infection if enough male 

partners were on ART. Although ART coverage in men as of 2008 was lower than woman 

in Namibia (98.7% in women compared to 52.1% in men) the level is theoretically high 

enough to have an impact
9
. In addition to the plausibility of the mechanism and the 

magnitude of the effect, the temporal sequence criterion appears also to be met. Note that 

the more rapid drop in HIV incidence follows the most rapid rise in ART coverage. 

Moreover, a geographic correlation between the change in ART coverage and change in 

HIV prevalence among young women was noted, lending further support to the causal 

relationship, as shown in the maps below. 

                                                 
9
 Blower SM, Gershengorn HB, Grant RM. A tale of two futures: HIV and antiretroviral therapy in San 

Francisco. Science 2000; 287:650-54. 

Velasco-Hernandez JX, Gershengorn HB, Blower SM. Could widespread use of combination antiretroviral 

therapy eradicate HIV epidemics? Lancet Infect Dis 2002; 2:487-93. 
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Map 1. Change in ART coverage by sex overlaid by change in HIV prevalence among 

young woman, 2004 to 2008 

  
 

A factor to consider in this hypothesis is that high rates of ART coverage among women in 

Namibia are to produce increased fertility and desire for more children. These effects 

would be to bias apparent HIV prevalence upwards, thus masking a potentially more 

profound effect. This effect may be stronger among older women (i.e., those whose 

infections had progressed further) compared to younger women, an effect which may be 

seen in the data above.  

 

Data gaps to fully assess the ART hypothesis include the lack of HIV prevalence data 

outside of ANC clinics, direct measures of HIV incidence in the populations, direct 

measures of HIV transmission to partners of persons on or not on ART, and randomized 

controlled trials of the preventive effect of treatment. 

 

The stakeholders noted that ART uptake may also produce more unwanted pregnancies 

among HIV-positive women
10

. This point of discussion during the triangulation workshop 

resulted in the recommendations that 1) Namibia include questions on the topic of 

unwanted pregnancy in the upcoming AIS and 2) further integration of HIV prevention 

efforts with family planning services to mitigate the potential increase in unwanted 

pregnancies among HIV infected women on treatment.  

 

Another point for discussion around the topic of ART coverage was the period of high 

infectivity immediately after HIV infection (first 6 weeks to 3 months) and the long latent 

                                                 
10

 National AIDS and STI Control Programme, Ministry of Health, Kenya. July 2008. Kenya AIDS Indicator 

Survey 2007: Preliminary Report. Nairobi, Kenya. 
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period of infection prior to treatment eligibility of CD4 <200 (10+ years)
11,12

. Much 

transmission may occur in these two periods.  

 

An additional limitation to the ART hypothesis needs recognition. The decline in HIV 

prevalence for teenage women appears to begin prior to the rapid scale up in ART. 

Nonetheless, it does appear to accelerate in the more rapid roll out period. Taken together, 

this suggests that ART alone probably does not account for the entire trend. The other 

hypotheses are therefore considered. 

 

Hypothesis 3: The increase in HIV counseling and testing caused a decline in HIV 

incidence. This hypothesis considers that HIV counseling and testing may have caused the 

decrease in HIV incidence through its direct effects on changing the behavior of HIV-

negative and HIV positive persons. Evidence in particular supports that persons who know 

their HIV status will change their behaviors to reduce the risk of transmission to others. As 

larger numbers in a population know their serostatus, a larger effect may be achieved. In 

addition to a behavior change effect, increases in HIV testing can also reduce incidence 

operating through the first hypothesis by bringing more persons into care and on ART. 

Finally, the scale up of VCT sites also parallels the implementation of prevention and care 

programs generally in Namibia and therefore may be a marker for aggregate program 

intensity. 

 

Map 2 displays the regions by magnitude of prevalence change among 15 to 24 year old 

women from 2004 to 2008 with the number of HIV tests per 1000 people. Data from most 

areas (e.g., Erongo, Caprivi, Oshikoto and Oshana) support this hypothesis by showing the 

correlation between the magnitude of the drop in incidence against the number of tests 

performed. Other regions, notably Kavango, do not hold to this hypothesis.  

  

 

                                                 
11

 Busch MP, Satten GA. Time course of viremia and antibody seroconversion following human 

immunodeficiency virus exposure. Am J Med 1997; 102:177-24.  
12

 Fiebig EW, Wright DJ, Rawal BD, et al. Dynamics of HIV viremia and antibody seroconversion in plasma 

donors: implications for diagnosis and staging of primary HIV infection. AIDS 2003; 17:1871-79. 
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Map 2. HIV tests per 1000 people overlaid by change in HIV prevalence among young 

woman, 2004 to 2008 

 
 

The three hypotheses assessed are not mutually exclusive; that is, each may operate 

independently to help reduce HIV incidence. At the same time, the three hypotheses are 

inter-connected. For example, HIV testing leads to more persons initiating ART and to 

behavioral risk reduction. To help understand these complex relationships, the Field Team 

conducted regression analysis.  

 

Statistical analyses examined the geographic correlation between the decline in HIV 

prevalence among 15 to 24 year women as the outcome against several potential predictor 

variables. Programmatic predictor variables considered were 1) ART coverage, 2) number 

of HIV tests per 1000 people, 3) number of female condoms distributed per woman, and 4) 

number of male condoms distributed per man. Behavioral variables considered were 1) 

condom use at last higher-risk sex, 2) percent with ≥2 sexual partners, 3) ever tested for 

HIV, 4) median age at first sex, 5) having paid for sex (men only) and 6) intergenerational 

sex (i.e., sex between a woman with a man ten or more years her senior). Additionally the 

regional level of male circumcision was included. The unit of analysis was the region 

(n=13). 
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Correlations were first visualized in two ways. First, maps were created overlaying the 

decline in HIV prevalence among young women with the magnitude and direction of the 

predictor variable. Two examples are shown in Map 3, for female and male condom 

distribution.   

 

Map 3. Condom distribution by type and sex overlaid by change in HIV prevalence 

among young woman, 2004 to 2008.   

  
 

The second method was to visualize the correlations using scatter plots. The process 

verified the direction of the effects and to see the effects of any outliers. 

 

The final step for the statistical analysis was to use linear regression models to assess the 

likelihood that chance may produce the apparent effects (i.e., p-values) and the relative 

magnitude of each potential effect (i.e., the coefficient or parameter estimate). For this 

exercise, we used a liberal p-value cut-off of 0.10 to suggest the effect is not due to chance. 

Negative parameter estimates denote a preventive effect. The number of data points did not 

allow for meaningful multivariate analysis. Bivariate results are shown in Table 2 below: 

 

Table 2. Bivariate regression results 

Predictor 
Parameter 

Estimate 

P-value  

(ns p>0.1) 

Condom use at last higher-risk sex, women 2006 -0.13 ns 

Condom use at last higher-risk sex, men 2006 -0.15 ns 

2+ sexual partners, women 2006 1.17 ns 

2+ sexual partners, men 2006 -0.5 ns 

Ever tested for HIV, women 2006 0.04 ns 

Ever tested for HIV, men 2006 0.02 ns 

Median age at first sex, women 20-24 yrs old 2006 1.66 ns 
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Table 2. Bivariate regression results 

Predictor 
Parameter 

Estimate 

P-value  

(ns p>0.1) 

Paid for sex in past year, men 2006 -0.63 ns 

Intergenerational sex (10+ yrs), young women 2006 0.34 ns 

Male circumcision, 2006 0.01 ns 

ART coverage 2004 -0.27 0.1 

ART coverage 2008 -0.05 ns 

# HIV tests 2007 -0.10 0.01 

# HIV tests 2008 -0.07 0.03 

Male condoms distributed per man 2007 -0.08 0.1 

Male condoms distributed per man 2008 -0.08 <0.001 

Female condoms distributed per woman 2007 0.03 ns 

Female condoms distributed per woman 2008 0.82 ns 

 

The regression analysis suggests several effects. First, the strongest effect may be the level 

of ART coverage achieved in 2004; that is in the period prior to the rapid decline witnessed 

between 2006 and 2008. However, the p-value of 0.1 does not completely rule out chance. 

Second, the number of tests performed per man in 2007 or 2008 also had a significant 

preventive effect. Third, the number of condoms distributed per man was also correlated 

with a drop in HIV prevalence. 

 

Of note, none of the behaviors of women or the programmatic measures of coverage among 

women correlated with the reduction in HIV incidence among women. This may be 

explained by men and their risk behavior being the source of infection to women. Thus, 

ART among men, counseling and testing among men, and condoms distributed to men 

have their effect on lower HIV transmission to women.  

 

 

 

Triangulation of the National HIV epidemic trend and prevention program 

response 
 

Synthesis of the above data point to the following paradigm for Namibia’s 

current epidemic and national response from 2000 to 2008: 

 

 Increasing ART coverage is correlated with decreasing HIV incidence 

 Increasing HIV counseling and testing is correlated with decreasing HIV 

incidence, directly through its effect on behavior, indirectly through 

ART and/or both 

 Increasing condom distribution is also correlated with decreasing HIV 

incidence, while other measures of behavioral risk are decreasing or 

stabilized at relatively low levels 

 

Thus, prevention programs, care programs, and behavior change are operating 

in concert to produce a favorable impact on the epidemic.  
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ADDITIONAL NATIONAL CONSIDERATIONS 

 

Male circumcision. A notable negative finding of the above linear regression analysis is 

that circumcision did not correlate with the change in HIV incidence in women, also 

illustrated in the map below. This may be explained by virtue of the direct effect of 

circumcision on men’s acquisition of HIV and has not been shown to slow transmission to 

women (a slower, indirect effect through lower prevalence among men may still be likely). 

Moreover, Namibia did not see any substantial roll out of male circumcision programs 

during the 2000s decade. 

 

The workshop examined data on male circumcision from the 2006 DHS and the more 

recent Teacher’s Survey. Both sources found approximately 1 in 5 men to be circumcised 

in Namibia overall. This is relatively low compared to other countries (Figure 7). Based on 

expert input during the workshop, most of the circumcision in Namibia is within the Himba 

and Herero populations. Although male circumcision in Namibia is low compared to other 

African countries, participants did perceive some ecological effect. The regions of Kunene, 

Omaheke, and Otjozondjupa have the highest levels of male circumcision in Namibia 

(52.2%, 56.7%, and 41.6%, respectively) and have a lower HIV prevalence than the 

national HIV prevalence among 15 – 49 year women at ANC clinics (10.9%, 13.1%, and 

15.1%, respectively, compared to 17.1% nationally).  

 

Map 4. Circumcision rates in Namibia by region, DHS 2006  
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The current low level of male circumcision suggests that there may be substantial 

preventive benefit from scale up in the country. At present, there is an effort underway in 

Namibia to increase male circumcision among adult and adolescent men with training, pilot 

sites, and targets set for the near future. On the other hand, concern was expressed over the 

possibility of resulting sexual risk behavior disinhibition.  

 

Figure 7. International comparison of male circumcision rates among southern 

African countries based on the most recent self-reported DHS data 

 

 

Tuberculosis. The issue of tuberculosis (TB) garnered much discussion at the workshop as 

the rate of TB/HIV co-infection in Namibia (59%) is among the highest in the world
13

. In 

response to programmatic scale up, the number of TB patients being tested for HIV through 

the provider-initiated counseling and testing (PICT) continues to increase. Knowledge of 

HIV status among TB patients is another indication of an overall increase in the percent of 

the population in Namibia that know their HIV status, corroborated by data from the DHS 

and by the number of tests conducted through PMTCT, Public Health VCT, New Start 

VCT, and National Testing Day programs. In 2007, 54% of TB patients had knowledge of 

their HIV status compared to 16% in 2005
14

.  

 

Syphilis. The Project noted that syphilis data (e.g., from ANC sites) were difficult to 

interpret in terms of their relation to the HIV epidemic and the epidemiology and clinical 

situation of syphilis in Namibia. Concerted validation of syphilis testing with respect to 

clinical diagnosis and STI epidemiology is needed.  

 

                                                 
13

 2007 Annual Report – National Tuberculosis and Leprosy Control Programme, Namibia MoHSS 
14

 2007 Annual Report – National Tuberculosis and Leprosy Control Programme, Namibia MoHSS 
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Alcohol use as a risk factor for HIV. Concern was also voiced regarding the role of 

alcohol in high risk sexual behavior in Namibia. Although direct correlations with HIV 

could not be demonstrated in the above analyses, other studies throughout the world and in 

Namibia have established a strong link. According to the Nationwide KAP Baseline Survey 

on Alcohol and Drug Use and Abuse conducted by MoHSS in 2002, 61% of adult 

Namibians consumed alcohol at some time in their lives (39% full abstainers). Windhoek 

had the highest percentage of current drinkers, at 70%, while the northwest (Omusati, 

Oshikoto, Oshana and Ohangwena) had the lowest at 26%. A survey of youth (A Future in 

Doubt: Youth Alcohol Abuse in Namibia) conducted by UNICEF in 2007 found that the 

majority of peer groups identified alcohol as the most influential factor in their sexual 

behavior. Peer groups also attributed the influence of alcohol as extremely significant to the 

spread of HIV and increased violence between men and women. The study also pointed to 

the role of alcohol in intergenerational sex. Young women in the UNICEF study reported 

that sex with much older men frequently occurs and an increasing number of young people 

are being driven to take multiple partners by a desire for reward. According to Debie 

Lebeau’s (University of Namibia) study in Katatura and two areas of the northern town 

Oshakati, alcohol abuse was the only single significant risk factor that contributed to the 

spread of HIV through higher sexual risk taking. Conversations conducted in this study 

suggested that the concept of drinking in moderation is uncommon in Namibia. To reduce 

the effects of drunkenness and its link to casual sex, Lebeau suggested 1) initiate a dialogue 

about drinking in moderation, 2) insure that free condoms are accessible at all times in 

drinking establishments, and 3) educate young people about the risks of exchanging alcohol 

for sex in drinking establishments to reduce vulnerability to HIV transmission. 

 

The impact of international borders on HIV in Namibia. The effects of mobility across 

borders were also discussed as a potential driver of HIV transmission in Namibia. Border 

regions were compared to their counterparts in neighboring countries (Map 5).  

 

The Caprivi region, with the highest prevalence in the country, has comparable prevalence 

to the abutting area of Botswana. However, Botswana has strikingly higher rates of HIV 

than the nearby areas of Hardap, Omaheke, Otjozondupa and Kavango in Namibia. In the 

South, HIV rates in the Northern Cape bordering region of South Africa are similar to the 

Karas region in southern Namibia.  

 

To the North, Namibia’s border provinces have higher prevalence rates than the 

neighboring regions in Angola and Zambia. Since ART access is not high in Angola, it was 

suggested during the workshop that Angolans receive drugs in Namibia but are often 

defaulters due to interruptions in visits across the border. More data on ART adherence are 

needed to confirm this hypothesis. ART coverage is also lower in Zambia. In Kavango, 

there is thought to be a population of Zambians and Angolans coming across the border 

into Namibia on the new road to access new shops who are missed or unrecorded in 

surveillance and program data. 

 

Other factors in addition to cross border effects are likely to affect regional differences in 

the HIV epidemic and its response. The next part of the workshop examined the indicator 

data to triangulate effects at the regional level. 
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Map 5. HIV prevalence rates among Namibia and neighboring countries, 2002 to 

2008. 

 

 

 

REGIONAL LEVEL TRIANGULATIONS 

 

Data were stratified on region when possible (e.g., for the “over-sampled” districts of the 

DHS surveys and the site specific ANC sentinel surveillance data). The regional-level 

analysis also allowed for inclusion of data from quantitative and qualitative research 

projects which were carried out in specific locations. Appendix C provides the initial data 

used; Appendix H lists the qualitative studies referenced during the workshop.  

 

Observations and hypotheses developed by the participants of the triangulation workshop 

are shown in the boxes below. Indicator data are presented for the 13 regions in Appendix 

F. The following section outlines the data and discussions of the small break out groups. 

The variable format reflects the different types of data available at the sub-national level 

and how each group organized their regional triangulation feedback. 
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Group 1 - Ohangwena, Omusati, Oshana, Oshikoto 

 

Initial Hypotheses:  

1. In Ohangwena, mobility contributes to HIV prevalence along transportation corridors. 

2. In Oshana, improved behavioral indicators among youth contribute to decline in HIV. 

3. In-school HIV prevention interventions in Oshana improved behavior and decreased 

prevalence among youth. 

4. Omusati has a high overall HIV prevalence partly reflecting the Okahao site which has 

the second highest HIV prevalence in the country and many construction workers. 

5. In Oshikoto, improved behavioral indicators in youth contribute to decline HIV. 

 

 

Regions: Ohangwena, Omusati, Oshana, Oshikoto 

 

Encouraging indicators and trends: Ohangwena: Drop in HIV prevalence in ANC 

after 2006 only. Oshana: Condom use in men is high (89.7% overall, 87.3% among 

young men); ever tested for HIV increased for men and women and is higher than in 

the 3 other regions; 2+ partners decreased among men from 18.1% to 11.6%; median 

age at first sex is high (19.2 yrs); relatively high knowledge among women (78.9%); 

male condom distribution increased; highest male circumcision rate of the four 

regions; intensive school intervention for youth starting in 2006. Oshikoto: Scale up 

of HIV testing is higher than the other three regions (277 per 1000 people); high 

knowledge of AIDS for women (72%); ever tested increased for men and women; 

highest condom use among young women of the 4 regions (74.3%); highest ART 

coverage of all 4 regions, third highest male ART coverage; male condom distribution 

increased from 11 to 29 per man.  

 

Negative findings: Oshana: Low knowledge of HIV among men (44.8%). 

Oshikoto: Ever HIV tested is lower than national average for women and men; men 

with 2+ partners increased and is highest of the 4 regions; low circumcision (8.3%). 

 

Conclusions/Recommendations: 

1. Ohangwena: Need further studies of HIV and risk among mobile populations in 

the transportation corridor and Economic Priority Zone (e.g., IBBSS). 

2. Oshana: Need more HIV education targeted towards men; need to increase 

ART coverage for men (an issue for most regions of Namibia). 

3. Oshikoto: Need to increase HIV testing, reduce number of partners, and 

increase circumcision among men. 

4. Macro-region: Increase interventions toward men (knowledge, ART coverage, 

HIV testing, partner reduction, circumcision); improve data capture and 

reporting of condom distribution; collect and use new data to develop 

interventions with fishermen, businessmen, and other mobile populations. 

 

Data gaps: Uncertain reliability of data on condom distribution, TB data, more ANC 

sites in Oshana, more data for the 15 – 19 age group. 
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Figure 8. HIV indicator data trends in Ohangwena, 2000 – 2008 
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Figure 9. HIV indicator data trends in Oshana, 2000 – 2008 
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Figure 10. HIV indicator data trends in Omusati, 2000 – 2008 
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Figure 11. HIV indicator data trends in Oshikoto, 2000 – 2008 
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Group 2 – Caprivi and Kavango 

 

 
 

 

 

 

 

 

 

 

Figure 12. ART coverage by gender and HIV prevalence by age among ANC 

attendees in Caprivi, 2004 to 2008  
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Region: Caprivi 

 

HIV epidemic: Characterized by high HIV prevalence with declining trends among 

both young (15-24 years) and older women (25 – 49 years).  

 

Key behavioral indicators: Show low levels of knowledge of HIV transmission by 

women, low testing of both men and women, decreasing use of condoms at last sex by 

men, 2+ partners reported by high proportion of men (17.5%), high percentage of men 

who pay for sex (8.2% compared to 1.4% nationally), the lowest median age of sexual 

debut (16.9 yrs) in women, low levels of intergenerational sex.  

 

Additional biological indicators: Suggest a high percent of infected women that do not 

know their HIV status, and male circumcision is particularly low (6.3%).  

 

Programmatic data: ART coverage is lower than the national average in men (27% vs. 

52.1% nationally) and women (67.5% vs. 98.7%), a high number of HIV tests per 1000 

people in 2008 (285 vs. 209 nationally), but low self-reported ever tested according to 

the 2006 DHS (39.9% among women and 19.5% among men), condom distribution 

appears relatively high.   

 

Data Gaps - The issues to be further analyzed are the borders and the mobile 

populations. 
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Figure 13. ART coverage by gender and HIV prevalence by age among ANC 

attendees in Kavango, 2004 to 2008 
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Region: Kavango 

 

HIV epidemic: Characterized by a downward trend in HIV prevalence among 15-24 

year old women (14.8% in 2004 to 9% in 2008), yet possible upward trend among 25-

49 year old women (20.2% in 2004 to 26% in 2008). 

 

Key behavioral indicators: Suggest low knowledge of HIV among women (50.4%), 

low HIV testing among men (19.9%) and women (50%), relatively lower condom use at 

last higher risk sex for men (64.2%) and women (46.2%) and youth (69.1% for young 

men and 47.6% for young women), low intergenerational sex (0.6% vs. 4.3% 

nationally). 

 

Additional biological indicators: Show a decline in HIV prevalence in PMTCT data, 

low self-reported STI syndromes compared to national levels, and higher levels of male 

circumcision than national (30.5% vs. 21% nationally). 

 

Programmatic data: Show lower ART coverage compared to national levels (92.2% 

among women and 36.8% among men vs. 98.7% and 52.1%, respectively). 

 

Note: Concerns were raised over the impact of new corridors of transportation and 

shopping on HIV risk. A large road is being constructed from Rundu to Okongo, 

expected to be complete in 2010 along with a new mall that will bring more rural people 

(both Namibians and Angolans) into Rundu. Additionally, Batswanans traverse the 

shared border and access services in Andara. 
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Group 3 – Kunene, Omakehe, & Otjozondjupa  
 

Initial Hypothesis #1, Kunene and Omekehe: Relatively high levels of circumcision may 

help cause a reduction in HIV incidence despite low ART coverage. 

 

 
 

 

 

Figure 14. HIV indicator data trends in Kunene, 2000 – 2008 
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Regions: Kunene & Omaheke 

 

HIV epidemic: Characterized by declining HIV prevalence from 2004 to 2008 in 15-24 

year old women (11.3% in 2004 to 5.5% in 2008 in Kunene, and 11.6% in 2004 to 8.8% 

in 2008 in Omaheke); relatively low ART coverage (41% in Omaheke and 50% in 

Kunene); relatively high male circumcision 52.2% in Kunene and 56.7% in Omaheke 

compared to 21% nationally); and relatively low AIDS knowledge. 

 

Recommendation: Increase ART coverage for men and women. 
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Figure 15. HIV indicator data trends in Omaheke, 2000 – 2008 
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Initial Hypothesis #2: Low ART coverage in Kunene, Otjozondjupa, and Omaheke is 

associated with a lack of accessibility to rapid testing facilities among rural population. 

 

 

 
 

 

 

 

 

Regions: Kunene & Omaheke 

 

HIV epidemic: Characterized by low ART coverage, low knowledge regarding HIV, 

and a lack of any New Start VCT sites in both Kunene and Omaheke. 

 

Data of concern: High level of tests per 1000 people performed in recent years, but low 

self-reported HIV testing history, specifically due to rural areas not being reached.  

 

Recommendation: Roll out of rapid testing to all health facilities that currently do not 

have it. Also decrease the distance from communities to their nearest rapid testing site 

by expanding the number of sites. Consider mobile testing increase. 
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Group 4 – Erongo and Khomas 

 

Initial Hypothesis #1: Mobile populations (e.g., truckers, fishermen, sex workers and 

foreign businessmen) contribute significantly to HIV prevalence in Erongo. 

 

 
 

 

 

 

 

 

 

 

Region: Erongo 
 

HIV epidemic: HIV prevalence declining for women 15-24 and women 25 – 49 years 

olds.  

 

Additional indicator data: Based on 2008 ANC sentinel surveillance data, Walvis Bay 

is a hotspot in Erongo. ART coverage is relatively high for men (72.9% in 2008). Two 

studies in 2004 and 2006 found lack of knowledge and language barriers related to HIV 

information. This is a corridor of mobility, with industries, shipping, trucking, and 

clubs.      

 

Refuting Data: The mobile populations are coming from countries with lower levels of 

HIV prevalence (e.g., Angola).   

 

Conclusions: Knowledge gap among mobile populations. 

 

Data Gaps: There is a lack of data on mobile populations, especially foreigners. Also 

there is a lack of intervention programs targeting these mobile populations. 

 

Recommendations: Need data on mobile populations to develop intervention 

programs, including education. Explore other countries programs for mobile 

populations.  

 

 

 

 

Regions: Kunene, Omaheke, & Otjozondjupa 

 

Data of concern: There is a lack of AIDS-related knowledge, high levels of 

perceived male domination, cultural factors, average reported levels of condom 

use and comparatively low distribution of condoms.  

 

Notable indicators of improvement: Reported condom use is increasing, and 

ANC prevalence among young women is dropping in both Kunene and 

Omaheke. 

 

Data gaps: Quality and quantity of condom demonstration activities is 

unknown.  Also accurate and reliable data to measure the number of condoms 

distributed are missing. 
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Map 6. HIV Prevalence rates by ANC site in 2008 with main corridors of 

transportation  

 
 

 

Initial Hypothesis #2: MARPS (MSM, IDU, FSW) contribute significantly to HIV 

prevalence in Khomas (Windhoek) & Erongo (Walvis Bay). 

 

 

 

Regions: Erongo and Khomas 
 

HIV epidemic: Declining HIV prevalence among young women in both Walvis Bay 

(19.1% in 2004 to 15.4% in 2008) and Windhoek Central Hospital (7.5% in 2004 to 

1.4% in 2008). 

 

Additional study: 40% of MSM in survey also have female partners.  

 

Recommendations: MARPs studies needed (e.g., IBBSS), MARPS size estimation, 

develop targeted interventions and peer education programs. 

 

Data gaps: Few studies on MARPs and limited anecdotal evidence. 

 

 

 

Katima Mulilo had ANC 

prevalence in 2008 of: 

 24.1% among 15 – 24 

year olds (vs 9.2% 

nationally) 

 40.3% among 25 – 49 

year olds (vs 24.5% 

nationally) 
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Group 5 – Karas and Hardap 

 

Initial Hypothesis #1: In Hardap there is a lack of long term commitment of partners and 

high mobility resulting in slow decrease in HIV prevalence.  

 

 
 

 

Regions: Hardap and Karas 

 

HIV epidemic: HIV prevalence is plateauing among young women in Hardap; whereas 

in Karas the trend is variable (9.5% in 2004, 14.8% in 2006 and 10.4% in 2008).   

 

Additional indicator data: Substantial increase in ART; introduction of Regional 

AIDS Committee for Education (RACE), Ministry of Education may have had impact.  

 

Notable indicators of concern: Low male circumcision rates (6.5% in Hardap and 

9.3% in Karas); migrant workers and mobile people do not have access to prevention 

services. 

 

Data gaps: Lack of data, program activity, and support for MSM. 

 

Recommended programmatic Interventions:  

 Expansion of PICT throughout health systems. 

 Expansion of ART to accommodate increased testing. 

 Strengthen linkages between testing and care and treatment 

 Mandatory reporting of ART by private-sector providers and enforcement of 

treatment guidelines. 

 Development and implementation of data collections tools for condom 

distributions.  

 Enhancing of referral services including follow-up. 

 Conduct a study examining the relationship between lack of long-term 

commitment and transmission of STI. 

 Implement a study to assess risk behaviors among MSM and FSW in Hardap 

and Karas 

 Examine the factors that contributed to differences in overall prevalence 

between Hardap and Karas.  
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Figure 16. HIV indicator data trends in Hardap, 2000 – 2008 
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Initial Hypotheses #2: The increase in ART coverage may be leading to a decrease in 

markers of HIV incidence in Karas between 2006 and 2008 (15% to 10%). 

 

Figure 17. ART coverage by gender and HIV prevalence by age among ANC 

attendees in Karas, 2004 to 2008 
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ADDITIONAL DATA GAPS  

 

Throughout the Project, the Task Force and participants of the workshops identified 

additional data gaps and issues to resolve. The box below summarizes key data gaps: 

 

 
 

 

CAVEATS AND LIMITATIONS 

 

Although triangulation’s strength is that it brings all relevant data to bear, the approach has 

limitations. Due to the ecological nature of the data, causality is difficult to ascribe. The 

temporal sequence of events is difficult to establish, particularly when the level of analysis 

is broad areas rather than individuals. The various sources of data carry specific biases and 

are imperfect markers. For example, HIV prevalence among women is held to be a marker 

for national and regional prevalence and HIV prevalence among women age 15 to 24 years 

is held to be a marker for HIV incidence; however, these need to be verified in population-

based surveys and cohort studies which are lacking in Namibia. Also lacking are behavioral 

and HIV prevalence data on MARPs, such as IBBSS. ART coverage is based on number 

treated over projections of need that are uncertain, particularly with respect to those 

persons with undiagnosed HIV infection. Finally, the trajectories of the epidemic are 

predictions and subject to verification. In particular, the next ANC sentinel surveillance 

data may corroborate or refute the downward trend. 

 

 

 

 

Data Gaps: 

 

 Private health sector ART data 

 Site level ANC data for 15-19 year olds  

 Bio-behavioural data at the regional level (e.g., CD4 counts, viral load data and 

patient-level ART) 

 Additional data on MARPs including: 

o Mobile populations (e.g., Seasonal agricultural workers, economic 

migrants, truck drivers, fisherman, sailors, trans-border migratory 

populations from Angola and South Africa) 

o FSW and clients of sex workers 

o MSM 

 Additional mobility/migration pattern data including trans-border data specific 

to Zambia and Angola 

 Family planning utilization data 

 Cause-specific mortality data 

 ART adherence data 

 

 



 

 43 

5. CONCLUSIONS AND RECOMMENDATIONS  

 

The primary conclusion of the Namibian Triangulation Project is that the weight of 

evidence points to a reduction in incidence of HIV in response to the scale up of 

intervention programs. Virtually all indicators of the national response, including 

biological, behavioral, and programmatic are consistently heading in the right direction. 

The cause of the reduction in markers of HIV incidence is a combination of the rapid scale 

up of ART reducing viral load and transmissibility acting in combination with prevention 

programs reducing risk behavior, and VCT programs with prevention and linkage to care 

effect.  

 

Namibia joins the select few other places in the world that can claim such a success. 

Uganda in the late 1980s and early 1990s brought about substantial changes in behavior 

that contributed profoundly to reversing HIV incidence. Thailand 100% condom use 

programs are credited with bring down HIV transmission rates among FSW, their partners, 

and other partners of clients. Of note, two other places attribute a reversal of HIV incidence 

due primarily to ART scale up. Similar results have been observed in Taiwan where 

providing free HAART to all HIV-infected citizens was associated with a 53% decrease in 

HIV transmission rate, contributing to the control of the HIV epidemic
15

. In Vancouver, a 

longitudinal and programmatic study found decreases in HIV incidence paralleled the 

uptake of ART and the decrease in community viral load producing an effect greater than 

would occur from rates of risk behavior
16,17

. In Namibia, the strength and speed of ART 

scale up appears to have provided the largest effect on national HIV incidence. Yet, it is 

notable that prevention program reach and intensity along with risky behavior also 

improved during this same scale up period.  
 

The question arises, therefore, how much of the decline in HIV incidence (as indicated by 

HIV prevalence trends among pregnant young women) is attributable to ART scale up 

versus prevention programs. Such a question is difficult to answer through experimentation 

an empirical observation. Mathematical models cited above suggest that the magnitude of 

the ART scale up would be sufficient to have brought about the change in HIV incidence in 

Namibia. However, such models make assumptions about changes in risky behavior. In 

fact, risky behavior is not independent of ART scale up, and effects can go in either 

direction. An increase in HIV risk because of ART scale up (i.e., “disinhibition”) may 

offset the beneficial effects of ART transmission. This may have been the case among 

MSM in San Francisco during its ART scale up in the mid- to late- 1990s.  

                                                 

15
 Decreased HIV transmission after a policy of providing free access to highly active antiretroviral therapy in 

Taiwan. Fang CT, Hsu HM, Twu SJ, Chen MY, Chang YY, Hwang JS, Wang JD, Chuang CY; Division of 

AIDS and STD, Center for Disease Control, Department of Health, Executive Yuan. J Infect Dis. 2004 Sep 

1;190(5):879-85.  

16
 The use of highly active retroviral therapy to reduce HIV incidence at the population level. Anema A, 

Wood E, Montaner JS. CMAJ. 2008 Jul 1;179(1):13-4.  
17

 Longitudinal community plasma HIV-1 RNA concentrations and incidence of HIV-1 among injecting drug 

users: prospective cohort study. Wood E, Kerr T, Marshall BD, Li K, Zhang R, Hogg RS, Harrigan PR, 

Montaner JS. BMJ. 2009 Apr 30;338:b1649. doi: 10.1136/bmj.b1649. 

http://www.ncbi.nlm.nih.gov/pubmed/15295691?ordinalpos=1&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVDocSum
http://www.ncbi.nlm.nih.gov/pubmed/15295691?ordinalpos=1&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVDocSum
http://www.ncbi.nlm.nih.gov/pubmed/18591515?ordinalpos=3&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVDocSum
http://www.ncbi.nlm.nih.gov/pubmed/19406887?ordinalpos=2&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVDocSum
http://www.ncbi.nlm.nih.gov/pubmed/19406887?ordinalpos=2&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVDocSum
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Considering that ART programs and strictly prevention-oriented programs have been 

scaled up in Namibia and worldwide, there are 4 possible scenarios for their impact: 

 

 Scenario A is the most desirable: risky behavior decreases as ART scale up 

increases. This joint outcome produces the most likely situation for reducing HIV 

incidence. One effect is not offset by the other; in fact, the conclusion of the 

Namibia Triangulation Project is that the decrease in risky behavior gave the extra 

help to the effect of ART on community viral load suppression. Namibia may be 

unique in that declines in both risk and ART trends were concomitant; in Taiwan 

and Vancouver, risky behavior was level or not enough change was evident to 

offset the benefits of ART on HIV incidence.  

 Scenario B is when risk behavior is decreasing, but ART scale up is lagging. In this 

scenario, hopes can only be pinned on producing enough behavior change to reverse 

HIV incidence. This scenario has historical examples in Uganda and Thailand 

where behavior change was sweeping, sustained, and large enough to reverse the 

epidemic.  

 Scenario C is when ART scale up is successful, but risk behavior increases. 

Poignant warnings of this situation are found among MSM populations in the 

industrialized world in recent years. ART uptake is among the highest in the world, 

yet unprotected sex, STI, and HIV incidence appears to be resurgent. While ART 

coverage may be increased with guidelines for earlier treatment, a prevention 

opportunity is lost. 

 Scenario D is the worst case: risk behavior increases while ART scale up lags as 

well. This situation may be the one that has prevailed in several other countries of 

sub-Saharan Africa that have cresting but persistently high HIV prevalence, such as 

South Africa. The situation serves as a warning not to become complacent with 

ART treatment scale up and maintenance.  

 

While researchers may disagree on the magnitude of how much behavior change versus 

ART coverage are required to reverse HIV incidence, there is mounting consensus that 

combination prevention is needed. Biological and behavioral interventions are required in 

any national response to the epidemic, along with structural interventions that provide the 

environment under which prevention can be effectively delivered to the populations at risk. 

The over-arching recommendation of the Namibian Triangulation Project is to continue the 

scale up of both prevention and care programs, not one at the expense of the other. A 

comprehensive list of specific recommendations as compiled from the workshop is 

presented below. The Executive Summary presents a consolidation of these points.  
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Recommendations of the Namibia Triangulation Project Workshop 

 

1. Decrease the pool of undiagnosed HIV infection. Four methods were suggested: 

i. roll-out PITC, ii. strategic prevention focus on men in Namibia, iii. expansion 

of rapid testing in rural areas of Namibia, and iv. continuation of the national 

testing days. Of note, men lag behind women in HIV testing and ART 

enrollment. Special efforts are needed to reach men. 

2. Increase collection and use of bio-behavioral data for program planning, these 

include oversampling younger age groups in ANC sentinel surveillance, the 

upcoming AIDS Indicator Survey (AIS), and a systematic effort to conduct 

Integrated Bio-Behavioral Surveillance Surveys (IBBSS) in MARPs (especially 

MSM, FSW, and mobile populations). Evaluate the use of PMTCT data as a 

continuous, universal measure of prevalence among pregnant women replacing 

or supporting ANC sentinel surveillance. 

3. Increase prevention efforts in Namibia through the following efforts: 

a. Increase roll-out of male circumcision, with prevention efforts targeted 

to behavioral disinhibition due to circumcision 

b. Continue investments in behavioral change interventions 

c. Increase condom distribution efforts 

d. Target prevention programs towards drivers of the epidemic and MARPs 

by geographic locale (e.g.; Caprivi and Kavango) 

e. Prevention efforts targeted at high sexual risk behaviors related to 

alcohol use 

4. Improve linkage between testing and care & treatment and promote continuity 

of care, specifically in terms of treatment of TB/HIV co-infection.   

5. Continue to increase ART coverage, with attention to closing the gap for men. 

6. Close specific data gaps: 

a. Add questions to upcoming behavioral surveys to better understand the 

impact of ART on HIV incidence (e.g., ask who knows they are HIV+, 

who is on ART, measure effects of risk disinhibition, and consider viral 

load measures to AIS and IBBSS); consider a case-control study of 

recent infections to see if ART is really protective 

b. Oversample at-risk populations (e.g., 15-to-19-year-old primiparous 

women) in future rounds of ANC 

c. Increased access to private facility data 

7. Strengthen data management. Specific recommendations include i. additional 

trainings, ii. data quality validation assessments and, iii. additional support for 

information sharing. 

8. Further integrate HIV prevention efforts with family planning services, 

specifically to mitigate unwanted pregnancies in a context of preventing HIV 

9. Emphasize role of traditional leaders in HIV prevention. 

10. Better coordination of HIV prevention and care with the TB branch of MoHSS, 

meeting targets set and reported in June 2008; implement the “3 I’s” (infection 

control, INH prophylaxis, intensified case finding). 



 

 46 

6. NEXT STEPS 
 

As a final note, the workshop participants recommend local continuation of the 

triangulation approach to address the remaining prioritized questions already identified by 

the stakeholders and task force. At the conclusion of the triangulation workshop 

participants held a vote for the next triangulation research question(s).The results of the 

vote on July 16, 2009, are presented in the table below in order of popularity: 

 

Table 2. Results of vote for Triangulation research question #2 held on July 16, 2009 

with triangulation workshop participants 

Research Question Number of votes 

1. Are prevention programs effective in reducing risk behaviors in 

order to decrease HIV incidence nationally and by regions and by 

populations (including vulnerable pops)? 

27 

2. What is the impact of the scale-up of ART on risk behavior and new 

infections – coverage and scale up issues at the facility level? 

19 

3. What are the barriers to men accessing prevention and care 

services? 

17 

4. What is the impact of ART and HIV-status on reproductive health 

behaviors? 

10 

5. What is the relationship of HIV and mobile populations between 

and within the corridors of transport, border towns, ports? 

8 

6. What is the impact of ART on morbidity and mortality including 

co-infection with TB? 

6 

7. What is the impact of programmatic scale-up of male circumcision 

on risk behavior on newly circumcised men? 

6 

8. What are the characteristics of HIV sero-converters? 2 

 

The methods use to address the first two triangulation research questions are likely to be 

applicable to most of the remaining questions identified by the stakeholders. In addition, 

this exercise has catalogued a vast amount of recent data that may be applied to other issues 

concerning the HIV epidemic in Namibia.  
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7. LIST OF APPENDICES 

 

A. List of stakeholder participants, Namibia Triangulation Project workshops 

B. List of brainstormed questions at the Namibia Triangulation Project stakeholders 

meeting 

C. Primary data sources used in the Namibia Triangulation Workshop, July 2009 

D. Site specific ANC sentinel surveillance data – Practicum A 

E. National level indicator data – Practicum B 

F. Regional level indicator data – Practicum B 

G. Programmatic indicator tables – Practicum C 

H. Key published literature and research studies in Namibia – Practicum D 
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Appendix A. Stakeholder participants, Namibia Triangulation Project workshops, 

Windhoek, Namibia 

 

Name Organitzation Email 

Elizabeth Burleigh C-Change elizabeth.burleigh@gmail.com 

Nick DeLuca CDC delucan@na.cdc.gov 

Angela Mushavi CDC mushavia@na.cdc.gov 

Gram Mutandi CDC mutandig@na.cdc.gov 

Claire Dillavou CDC dillavouc@na.cdc.gov 

Abu Abdul-Qader CDC afa3@cdc.gov 

Sadhna Patel CDC spatel@cdc.gov 

Elsabé Grötzinger DeBeers elsabe.grotzinger@debeersgroup.com 

Anna Jonas DSP, MoHSS jonasa@nacop.net 

Michael DeKlerk DSP, MoHSS deklerkm@nacop.net 

Efraim Dumeni DSP, MoHSS dumenie@nacop.net 

Anna Shifotoka GF PMU M&E anna.shifotoka@globalfund.com.na 

Uche Nchenowa GF PMU M&E unwokenna@globalfund.com.na 

Victoria Shipanga GF PMU M&E victoria.shipanga@globalfund.com.na 

Dr. Kathrin Lauckner  GTZ katrin.lauckner@gtz.de 

Jennifer Loewen GTZ jennifer.lowen@gtz.de 

Sandra Owoses Intrahealth sowoses@intrahealth.org 

Mbayi Kangudie Intrahealth kangudie@iway.na 

Lily Asrat ITECH lily@itech-namibia.org 

Paulina Ingo ITECH paulina@itech-namibia.org 

Sircca Vatuvva MoD svatuva@usaid.org 

Karolina N. Shiyagaya MoHSS kantinashiyagaya@yahoo.co.uk 

Irene M. Mabuku MoHSS   

Aina David MoHSS   

Venantia Mogotsi MoHSS Ymogotsis@gmail.com 

Puumwe Katjiuanjo MoHSS, Hardap puumuej@yahoo.com 

Edward K. Kakoro MoHSS ekakororo@gmail.com 

Mirjam Valombola MoHSS   

Iyaloo Mwaningange MoHSS hardap@iway.na 

Suoma P. Angala 
MoHSS, 
Otjozondjupa atjaids@iawy.na 

Dietrich Remmert MoHSS, DSP remmertd@nacop.net 

Romana Shiningwa MoHSS, Kunene   

Linna Lailipo Namupala MoHSS, Ohangwena   

Mrs. Pumla P. Molatzi MoHSS, Oshikoto oshiaids@iway.na 
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Appendix B. Initial brainstorm of questions at the Namibia Triangulation Project 

stakeholders meeting, October 8-9, Windhoek, Namibia. 

 

 
1. Are prevention programs being implemented appropriately targeted in terms of people, 

places, and messages? 
2. What are the drivers of the HIV epidemic? 
3. Are prevention programs effective in reaching reducing risk behaviors in order to 

decrease HIV incidence 
4. What is the impact of HIV/AIDS on household income and vulnerability? 
5. What is the HIV situation in vulnerable populations? 
6. What is the impact of the scale-up of ART on risk behavior and new infections? 
7. What is the relationship of HIV and between & within the corridors of transport/border 

towns/ports? 
8. Is the level of STI and FP service integration adequate to meet needs? 
9. What are the characteristics of seroconverters? 
10. What are the barriers to men accessing care services? 
11. What is the impact of ART on morbidity and mortality? 
12. What are the gender disparities in HIV prevalence? 
13. What are the trends in STI and their impact on the HIV epidemic? 
14. What prevention strategies are more effective for Namibia’s populations and regions in 

reducing HIV? 
15. What is the impact of the media on the public perception of PLWHA? 
16. What is the impact of HIV support services in the workplace? 
17. How does nutritional support in CB DOTS vs. the facility-based model reduce 

resistance? 
18. How are community support services affecting ART access and adherence? 
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Appendix C. Primary data sources used at the Namibia Triangulation Workshop, 14 

– 16 July 2009, Windhoek, Namibia 

 

 

 ANC sentinel surveillance, 2000 – 2008 (HIV prevalence) 

 DHS 2000, 2006 (Behavioral) 

 PMTCT (ANC data) 

 ART Programmatic Data (EPMS) 

 VCT (New Start, Public Health Facilities, National Testing Day) 

 Census 2001 (Projections for 2006) 

 MTP 3 Progress Reports (Condom distribution) 

 HIS (STI, Mortality) 

 

Additional studies and reports used are presented in Appendices D – H.
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Appendix D. HIV Prevalence among ANC Attendees by site, year and age group 

 
Practicum A.2 - HIV Prevalence among ANC Attendees, All Sites, All ages 

 

      

 
HIV Prevalence: ANC 15 - 49 year olds (%)  

 

Region Site Type 2000 2002 2004 2006 
2006 

PMTCT 
2008 

 
2008 PMTCT 

Caprivi Katima Mulilo Urban 33 43 42 39.4 31.4 31.7 26.3 

Caprivi  Median   33 43 42 39.4 31.4 31.7 26.3 

Erongo Omaruru-Usakos* Rural    16 13.4 12  

Erongo Swakopmund Urban 22 16 28 17.3 17.3 14.2 14.1 

Erongo Usakos Rural      17.8 9 

Erongo Walvis Bay Urban 28 25 26 22.1 29.1 21.4 15.9 

Erongo  Median   25 20.5 27 17.3 17.3 16 14.1 

Hardap Aranos Rural      5.9 7.4 

Hardap Mariental Rural 10 12 11 10.2 11.2 10.8 11.9 

Hardap Rehoboth Urban 9 10 14 13.9 9 6.3 10.6 

Hardap  Median   9.5 11 12.5 12.1 10.1 6.3 10.6 

Karas Karasburg Rural    22.7 12.4 18.3 9.8 

Karas Keetmanshoop Urban 17 16 16 18.5  12.7 10.6 

Karas Luderitz Urban   22 22.5 19.3 20.1 21.5 

Karas  Median   17 16 19 22.5 15.9 18.3 10.6 

Kavango Andara Rural 15 21 18 22.7 23.6 14.2 . 

Kavango Nankudu Rural 18 16 19 13.9 15.3 10.5 15.5 

Kavango Nyangana Rural 16 22 15 10.2 14.3 19.5 15.2 

Kavango Rundu Urban 14 22 21 20.1 19.2 18.8 21.3 

Kavango  Median   15.5 21.5 18.5 17 17.3 16.5 15.5 

Khomas Katutura State Hospital Urban 31 27 22 21.7 23 21.7 17 

Khomas WHC Urban   10 9.1 9.4 4.7 9.4 

Khomas  Median   31 27 16 15.4 16.2 13.2 13.2 

Kunene Khorixas Urban      10.9 15.1 

Kunene Opuwo Rural 7 9 9 7.9 10.3 7.9 10.1 
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Kunene Outjo-Khorixas* Urban   12 12.1 9.3 18 13.2 

Kunene  Median   7 9 10.5 10 9.8 10.9 13.2 

Ohangwena Eenhana Rural    21.4 21.7 11.6 20.6 

Ohangwena Engela Rural 23 19 19 27 23 20.1 20.3 

Ohangwena Okongo Rural      20.7 17.5 

Ohangwena  Median   23 19 19 24.2 22.4 20.1 20.3 

Omaheke Gobabis Urban 9 13 13 7.9 9.6 13.1 10.9 

Omaheke  Median   9 13 13 7.9 9.6 13.1 10.9 

Omusati Okahao Rural    22.5 22.1 27.4 22.7 

Omusati Oshikuku Rural 21 27 27 22.4 23.6 21.7 29.5 

Omusati Outapi Rural  23 17 20.7 24.7 19.6 23.1 

Omusati Tsandi Rural      25.9 21.1 

Omusati  Median   21 25 22 22.4 23.6 23.8 22.9 

Oshana Oshakati-IHO Urban 28 30 25 27.1 25 22.4 22.5 

Oshana  Median   28 30 25 27.1 25 22.4 22.5 

Oshikoto Onandjokwe Rural 23 28 22 23.7 23.9 21.9 21.5 

Oshikoto Tsumeb Urban  25 16 17 17.2 17.1 17.4 

Oshikoto  Median   23 26.5 19 20.4 20.6 19.5 19.5 

Otjozondjupa Grootfontein Urban  30 28 19.3 14.9 16.9 15.6 

Otjozondjupa Okahandja Urban    18.5 16.5 14.9 12.5 

Otjozondjupa Okakarara Urban      11.4 9.2 

Otjozondjupa Otjiwarongo Urban 18 25 17 18.7 15.2 15.2 15.4 

Otjozondjupa  Median   18 27.5 22.5 18.7 15.2 15.1 14 

NATIONAL  Median   18 22 18.5 19.3 17.3 17.1 15.5 

*Sites were combined through 2006 and separated in 2008.
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Practicum A.2 - HIV Prevalence among ANC Attendees, All Sites, Ages 15-24 and 25-49 years 

 

      
HIV  Prevalence:  

ANC 15 - 24 yrs (%)   

HIV Prevalence:  
ANC 25 - 49 yrs (%) 

 

Region Site Type 2004 2006 2008  2004 2006 2008 

Caprivi Katima Mulilo Urban 38.9 30.9 24.1   47.4 49.4 40.3 

Caprivi     38.9 30.9 24.1   47.4 49.4 40.3 

Erongo 
Omaruru-
Usakos* Rural  12.9 9.8    19.4 15.2 

Erongo Swakopmund Urban 20.3 10.8 8.6   33.6 20.7 19.2 

Erongo Usakos Rural   11.9     23.7 

Erongo Walvis Bay Urban 19.1 15.9 15.4   30.6 26.5 26.1 

Erongo     19.7 12.9 10.9   32.1 20.7 21.5 

Hardap Aranos Rural   8.5     2.3 

Hardap Mariental Rural 7.1 5.8 9   15.6 14.7 13 

Hardap Rehoboth Urban 10.8 12 6.8   19 15.9 5.6 

Hardap     9 8.9 8.5   17.3 15.3 5.6 

Karas Karasburg Rural  17.6 5.9    27.1 27.1 

Karas Keetmanshoop Urban 7.1 11 11.1   23.8 27.1 14.2 

Karas Luderitz Urban 11.9 14.8 10.4   28.2 28.9 26.2 

Karas     9.5 14.8 10.4   26 27.1 26.2 

Kavango Andara Rural 12.4 19 7.4   26.9 27.6 24.5 

Kavango Nankudu Rural 17.2 12.5 6.3   20.7 15.7 16.7 

Kavango Nyangana Rural 11.9 6.8 10.6   19.7 15.9 28.1 

Kavango Rundu Urban 21.7 18.1 12.4   18.5 23.3 27.4 

Kavango     14.8 15.3 9   20.2 19.6 26 

Khomas 
Katutura State 
Hosp. Urban 16 11.8 12.5   27 36.7 28 

Khomas WCH Urban 7.5 7.3 1.4   11.8 14 7.7 

Khomas     11.8 9.6 7   19.4 25.4 17.9 

Kunene Khorixas Urban   5.5     16.2 

Kunene Opuwo Rural 10 6.5 4.6   7.6 9 10.8 

Kunene Outjo-Khorixas* Urban 12.5 11.1 7.8   11.4 13 32 

Kunene     11.3 8.8 5.5   9.5 11 16.2 

Ohangwena Eenhana Rural  14.6 6.1    28.4 17.5 
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Ohangwena Engela Rural 11.7 18.9 10.1   24.5 37.6 29.2 

Ohangwena Okongo Rural   13.7     26 

Ohangwena     11.7 16.8 10.1   24.5 33 26 

Omaheke Gobabis Urban 11.6 10.3 8.8   15.3 3.7 18.5 

Omaheke     11.6 10.3 8.8   15.3 3.7 18.5 

Omusati Okahao Rural  16.1 18.5    29.1 34.6 

Omusati Oshikuku Rural 16.9 13.4 12.5   34.3 31.6 29.6 

Omusati Outapi Rural 11.4 7.8 9.1   20.7 32.3 27.7 

Omusati Tsandi Rural   23.7     28 

Omusati     14.2 13.4 15.5   27.5 31.6 28.8 

Oshana Oshakati-IHO Urban 24.1 20.1 8.3   26 34.5 32.8 

Oshana     24.1 20.1 8.3   26 34.5 32.8 

Oshikoto Onandjokwe Rural 16.7 15.7 6.3   25 33 32.6 

Oshikoto Tsumeb Urban 6.3 16.2 5.2   25.8 17.6 28.1 

Oshikoto     11.5 16 5.8   25.4 25.3 30.4 

Otjozondjupa Grootfontein Urban 23.7 13.4 9.8   31.6 24.8 24.2 

Otjozondjupa Okahandja Urban  10.1 9.2    25.2 20.6 

Otjozondjupa Okakarara Urban   10     12.9 

Otjozondjupa Otjiwarongo Urban 9.5 11.5 9.6   23.7 27.2 21.1 

Otjozondjupa     16.6 11.5 9.7   27.7 25.2 20.9 

NATIONAL     12.2 12.9 9.2   24.2 26.5 24.5 
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Appendix E. Namibia National HIV indicators, HIV and syphilis prevalence, risk behavior, prevention program intensity, 

2000 – 2008 

 
Practicum B.1. HIV biological and behavioral indicators by region – NATIONAL 

 

NAMIBIA 2000 2001 2002 2003 2004 2005 2006 2007 2008 

BIOLOGICAL INDICATORS                   

HIV prevalence - 15-49 yrs (%)
1
 18   22   18.5   19.3   17.1 

HIV prevalence - 15-24 yrs (%)
1
      15.6   11.9   13.2   9.2 

HIV prevalence - 25-49 yrs (%)
1
     26.3   24.2   26.5   24.5 

HIV prevalence - PMTCT (%)
2
             17.3   15.5 

Syphilis prevalence - RPR (%)
1
             1.7   2.0 

Women: STI/genital discharge/sore or ulcer
3
             7.4     

Men: STI/genital discharge/sore or ulcer
3
             3.6     

BEHAVIORAL INDICATORS                  

Women: Comprehensive knowledge of AIDS (%)
3
             67.2     

Men: Comprehensive knowledge of AIDS (%)
3
             63.4     

Women: Ever Tested (%)
3
 23.7           54.8     

Men: Ever Tested (%)
3
 24.6           34.3     

Women: used condom at last higher-risk sex (%)
3
 42.6           62.1     

Men: used condom at last higher-risk sex (%)
3
 67.0           78.4     

Young Women: used condom at last higher-risk sex (%)
3
             64.2     

Young Men: used condom at last higher-risk sex (%)
3
             81.1     

Women: mean # sex partners
2
             2.4     

Men: mean # sex partners
2
             6.9     

Women: 2+ partners in past 12 months (%)
3
 2.9      2.5    

Men: 2+ partners in past 12 months (%)
3
 20.7      16.2    

Women: median age at 1st sex among women 20-24 yrs old 
(yrs)

4
 18.2            18.3      

Men: paid for sex (%)
3
             1.4     

Women: Intergenerational sex (%)
3
             4.3     

PROGRAMMATIC INDICATORS                  
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ART coverage (%)
5
     8    75 

Women: ART coverage (%)     10.7    98.7 

Men: ART coverage (%)     4.9    52.1 

Pregnant women: don't know they are HIV-infected among (%)
2
             10.8 

HIV Tests per 1000 people
6
               119 209 

Male condoms distributed (per man)
7
               40 39 

Female condoms distributed (per woman)
7
               0.37 0.63 

ADDITIONAL INDICATORS                  

Male Circumcision (%)
3
             21     

HIV/AIDS as Cause of Death (per 1000 deaths)
8 
           200       

1 
Ante-natal clinic (ANC) sentinel surveillance - national median          

2
 PMTCT data from the National Health Information System (NHIS) - national median        

3
 Demographic Health Survey (DHS)          

4 
DHS from Todd's slide presentation on NDHS          

5 
Calculation using data from: 2006 census population projections, 2008 ANC HIV prevalence estimates, # of ART clients based on EPMS database   

6
 Calculation using data from: 2006 census population projections, PMTCT testing, Public Health VCT, New Start VCT and National Testing Day    

7 
3rd Medium Term Plan           

8
 Health Information Report by the Ministry of Health and Social Services 2002/03 - 2004/05        
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Appendix F. Namibia regional HIV indicators, HIV and syphilis prevalence, risk behavior, prevention program intensity, 2000 

– 2008 

 
Practicum B.1. HIV biological and behavioral indicators by region – CAPRIVI 

 

CAPRIVI 2000 2001 2002 2003 2004 2005 2006 2007 2008 

BIOLOGICAL INDICATORS                   

HIV prevalence - 15-49 yrs (%)
1
 33.0   43.0   42.0   39.4   31.7 

HIV prevalence - 15-24 yrs (%)
1
         38.9   30.9   24.1 

HIV prevalence - 25-49 yrs (%)
1
         47.4   49.4   40.3 

HIV prevalence - PMTCT (%)
2
             31.4   26.3 

Syphilis prevalence - RPR (%)
1
             .   1.4 

Women: STI/genital discharge/sore or ulcer
3
             2.3     

Men: STI/genital discharge/sore or ulcer
3
             6.5     

BEHAVIORAL INDICATORS                   

Women: Comprehensive knowledge of AIDS (%)
3
             50.2     

Men: Comprehensive knowledge of AIDS (%)
3
             69.7     

Women: Ever Tested (%)
3
 5.4           39.9     

Men: Ever Tested (%)
3
 7.9           19.5     

Women: used condom at last higher-risk sex (%)
3
 29.9           51.3     

Men: used condom at last higher-risk sex (%)
3
 76.7           67.9     

Young Women: used condom at last higher-risk sex (%)
3
             52.0     

Young Men: used condom at last higher-risk sex (%)
3
             76.4     

Women: mean # sex partners
2
             2.2     

Men: mean # sex partners
2
             5.5     

Women: 2+ partners in past 12 months (%)
3
 1.1            0.4      

Men: 2+ partners in past 12 months (%)
3
  4.4            17.5     

Women: median age at 1st sex among women 20-24 yrs old 
(yrs)

4
 16.9           16.9     

Men: paid for sex (%)
3
             8.2     

Women: Intergenerational sex (%)
3
             1.9     

PROGRAMMATIC INDICATORS:                   
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ART coverage (%)
5
         6.0       48.0 

Women: ART coverage (%)         8.2       67.5 

Men: ART coverage (%)         3.7       27.0 

Pregnant women: don't know they are HIV-infected among (%)
2
         38.2 35.3 37.1 35.7 22.8 

HIV Tests per 1000 people
6
               138 285 

Male condoms distributed (per man)
7
               9 152 

Female condoms distributed (per woman)
7
               0.18 0.07 

ADDITIONAL INDICATORS          

Male Circumcision (%)
3
             6.3     

HIV/AIDS as Cause of Death (per 1000 deaths)
8 
           100       

1 
Ante-natal clinic (ANC) sentinel surveillance          

2
 PMTCT data from the National Health Information System (NHIS)          

3
 Demographic Health Survey (DHS)          

4 
DHS from Todd's slide presentation on NDHS          

5 
Calculation using data from: 2006 census population projections, 2008 ANC HIV prevalence estimates, # of ART clients based on EPMS 

database    
6
 Calculation using data from: 2006 census population projections, PMTCT testing, Public Health VCT, New Start VCT and National Testing Day    

7 
3rd Medium Term Plan           

8
 Health Information Report by the Ministry of Health and Social Services 2002/03 - 2004/05        
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Practicum B.2. HIV biological and behavioral indicators by region – ERONGO 

 

ERONGO 2000 2001 2002 2003 2004 2005 2006 2007 2008 

BIOLOGICAL INDICATORS                   

HIV prevalence - 15-49 yrs (%)
1
 25.0   20.5   27.0   17.3   16.0 

HIV prevalence - 15-24 yrs (%)
1
         19.7   12.9   10.9 

HIV prevalence - 25-49 yrs (%)
1
         32.1   20.7   21.5 

HIV prevalence - PMTCT (%)
2
             17.3   14.1 

Syphilis prevalence - RPR (%)
1
             1.0   2.2 

Women: STI/genital discharge/sore or ulcer
2
             8.4     

Men: STI/genital discharge/sore or ulcer
2
             4.0     

BEHAVIORAL INDICATORS                  

Women: Comprehensive knowledge of AIDS (%)
3
             57.5     

Men: Comprehensive knowledge of AIDS (%)
3
             70.3     

Women: Ever Tested (%)
3
 37.7           66.1     

Men: Ever Tested (%)
3
 42.5           51.2     

Women: used condom at last higher-risk sex (%)
3
 58.5           68.9     

Men: used condom at last higher-risk sex (%)
3
 88.2           84.9     

Young Women: used condom at last higher-risk sex 
(%)

3
             74.3     

Young Men: used condom at last higher-risk sex (%)
3
             84.9     

Women: mean # sex partners
2
             2.6     

Men: mean # sex partners
2
             8.6     

Women: 2+ partners in past 12 months (%)
3
 2.8             1.3     

Men: 2+ partners in past 12 months (%)
3
  51.7            22.8     

Women: median age at 1st sex among women 20-24 
yrs old (yrs)

4
 18.8           18.4     

Men: paid for sex (%)
3
             0.8     

Women: Intergenerational sex (%)
3
             (8.4)     

PROGRAMMATIC INDICATORS:                  

ART coverage (%)
5
         6.0       74.0 
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Women: ART coverage (%)         7.8       74.4 

Men: ART coverage (%)         5.0       72.9 

Pregnant women: don't know they are HIV-infected 
among (%)

2
         24.7 24.7 13.9 13.4 9.9 

HIV Tests per 1000 people
6
               128 221 

Male condoms distributed (per man)
7
               28 30 

Female condoms distributed (per woman)
7
               0.27 0.70 

ADDITIONAL INDICATORS                  

Male Circumcision (%)
3
             18.7     

HIV/AIDS as Cause of Death (per 1000 deaths)
8 
           307       

1 
Ante-natal clinic (ANC) sentinel surveillance          

2
 PMTCT data from the National Health Information System (NHIS)         

3
 Demographic Health Survey (DHS)          

4 
DHS from Todd's slide presentation on NDHS          

5 
Calculation using data from: 2006 census population projections, 2008 ANC HIV prevalence estimates, # of ART clients based on EPMS 

database   
6
 Calculation using data from: 2006 census population projections, PMTCT testing, Public Health VCT, New Start VCT and National Testing Day   

7 
3rd Medium Term Plan           

8
 Health Information Report by the Ministry of Health and Social Services 2002/03 - 2004/05       
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Practicum B.3. HIV biological and behavioral indicators by region – HARDAP 

 

HARDAP 2000 2001 2002 2003 2004 2005 2006 2007 2008 

BIOLOGICAL INDICATORS                   

HIV prevalence - 15-49 yrs (%)
1
 9.5   11.0   12.5   12.1   16.3 

HIV prevalence - 15-24 yrs (%)
1
         9.0   8.9   8.5 

HIV prevalence - 25-49 yrs (%)
1
         17.3   15.3   5.6 

HIV prevalence - PMTCT (%)
2
             10.1   10.6 

Syphilis prevalence - RPR (%)
1
             5.8   10.6 

Women: STI/genital discharge/sore or ulcer
2
             8.8     

Men: STI/genital discharge/sore or ulcer
2
             3.5     

BEHAVIORAL INDICATORS                  

Women: Comprehensive knowledge of AIDS (%)
3
             64.2     

Men: Comprehensive knowledge of AIDS (%)
3
             78.3     

Women: Ever Tested (%)
3
 29.2           51.3     

Men: Ever Tested (%)
3
 20.1           33.8     

Women: used condom at last higher-risk sex (%)
3
 41.2           46.7     

Men: used condom at last higher-risk sex (%)
3
 61.0           75.9     

Young Women: used condom at last higher-risk sex (%)
3
             55.4     

Young Men: used condom at last higher-risk sex (%)
3
             .     

Women: mean # sex partners
2
             2.3     

Men: mean # sex partners
2
             5.8     

Women: 2+ partners in past 12 months (%)
3
  3.4           2.1      

Men: 2+ partners in past 12 months (%)
3
  11.1            9.8     

Women: median age at 1st sex among women 20-24 yrs 
old (yrs)

4
 18.6           18.8     

Men: paid for sex (%)
3
             0.3     

Women: Intergenerational sex (%)
3
             (18.4)     

PROGRAMMATIC INDICATORS:                  

ART coverage (%)
5
         0.0       67.0 
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Women: ART coverage (%)         0.0       82.1 

Men: ART coverage (%)         0.0       52.5 

Pregnant women: don't know they are HIV-infected among 
(%)

2
         12.5 11.8 10.3 9.8 2.5 

HIV Tests per 1000 people
6
               95 172 

Male condoms distributed (per man)
7
               22 4 

Female condoms distributed (per woman)
7
               0.04 0.12 

ADDITIONAL INDICATORS                  

Male Circumcision (%)
3
             6.5     

HIV/AIDS as Cause of Death (per 1000 deaths)
8 
           112       

1 
Ante-natal clinic (ANC) sentinel surveillance          

2
 PMTCT data from the National Health Information System (NHIS)         

3
 Demographic Health Survey (DHS)          

4 
DHS from Todd's slide presentation on NDHS          

5 
Calculation using data from: 2006 census population projections, 2008 ANC HIV prevalence estimates, # of ART clients based on EPMS 

database    
6
 Calculation using data from: 2006 census population projections, PMTCT testing, Public Health VCT, New Start VCT and National Testing Day    

7 
3rd Medium Term Plan           

8
 Health Information Report by the Ministry of Health and Social Services 2002/03 - 2004/05        
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Practicum B.4. HIV biological and behavioral indicators by region – KARAS 

 

KARAS 2000 2001 2002 2003 2004 2005 2006 2007 2008 

BIOLOGICAL INDICATORS                   

HIV prevalence - 15-49 yrs (%)
1
 17.0   16.0   19.0   22.5   18.3 

HIV prevalence - 15-24 yrs (%)
1
         9.5   14.8   10.4 

HIV prevalence - 25-49 yrs (%)
1
         26.0   27.1   26.2 

HIV prevalence - PMTCT (%)
2
             15.9   10.6 

Syphilis prevalence - RPR (%)
1
             4.4   1.3 

Women: STI/genital discharge/sore or ulcer
2
             5.9     

Men: STI/genital discharge/sore or ulcer
2
             3.1     

BEHAVIORAL INDICATORS                  

Women: Comprehensive knowledge of AIDS (%)
3
             61.9     

Men: Comprehensive knowledge of AIDS (%)
3
             68.9     

Women: Ever Tested (%)
3
 30.3           62.9     

Men: Ever Tested (%)
3
 38.7           44.2     

Women: used condom at last higher-risk sex (%)
3
 34.7           57.9     

Men: used condom at last higher-risk sex (%)
3
 58.2           79.0     

Young Women: used condom at last higher-risk sex (%)
3
             62.9     

Young Men: used condom at last higher-risk sex (%)
3
             (87.5)     

Women: mean # sex partners
2
             2.4     

Men: mean # sex partners
2
             9.4     

Women: 2+ partners in past 12 months (%)
3
  2.4           2.5      

Men: 2+ partners in past 12 months (%)
3
  15.6            15.6     

Women: median age at 1st sex among women 20-24 yrs 
old (yrs)

4
 19.1           18.8     

Men: paid for sex (%)
3
             2.0     

Women: Intergenerational sex (%)
3
             .     

PROGRAMMATIC INDICATORS:                  

ART coverage (%)
5
         4.0       82.0 
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Women: ART coverage (%)         5.1       97.4 

Men: ART coverage (%)         3.4       66.0 

Pregnant women: don't know they are HIV-infected among 
(%)

2
         12.6 15.4 17.1 18.4 8.1 

HIV Tests per 1000 people
6
               113 215 

Male condoms distributed (per man)
7
               32 27 

Female condoms distributed (per woman)
7
               0.72 0.95 

ADDITIONAL INDICATORS                  

Male Circumcision (%)
3
             9.3     

HIV/AIDS as Cause of Death (per 1000 deaths)
8 
           262       

1 
Ante-natal clinic (ANC) sentinel surveillance          

2
 PMTCT data from the National Health Information System (NHIS)         

3
 Demographic Health Survey (DHS)          

4 
DHS from Todd's slide presentation on NDHS          

5 
Calculation using data from: 2006 census population projections, 2008 ANC HIV prevalence estimates, # of ART clients based on EPMS 

database    
6
 Calculation using data from: 2006 census population projections, PMTCT testing, Public Health VCT, New Start VCT and National Testing Day    

7 
3rd Medium Term Plan           

8
 Health Information Report by the Ministry of Health and Social Services 2002/03 - 2004/05        
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Practicum B.5. HIV biological and behavioral indicators by region – KAVANGO 

 

KAVANGO 2000 2001 2002 2003 2004 2005 2006 2007 2008 

BIOLOGICAL INDICATORS                   

HIV prevalence - 15-49 yrs (%)
1
 15.5   21.5   18.5   17.0   16.5 

HIV prevalence - 15-24 yrs (%)
1
         14.8   15.3   9.0 

HIV prevalence - 25-49 yrs (%)
1
         20.2   19.6   26.0 

HIV prevalence - PMTCT (%)
2
             17.3   15.5 

Syphilis prevalence - RPR (%)
1
             1.9   2.0 

Women: STI/genital discharge/sore or ulcer
2
             5.9     

Men: STI/genital discharge/sore or ulcer
2
             2.3     

BEHAVIORAL INDICATORS                  

Women: Comprehensive knowledge of AIDS (%)
3
             50.4     

Men: Comprehensive knowledge of AIDS (%)
3
             74.6     

Women: Ever Tested (%)
3
 5.4           50.0     

Men: Ever Tested (%)
3
 7.7           19.9     

Women: used condom at last higher-risk sex (%)
3
 27.6           46.2     

Men: used condom at last higher-risk sex (%)
3
 56.3           64.2     

Young Women: used condom at last higher-risk sex (%)
3
             47.6     

Young Men: used condom at last higher-risk sex (%)
3
             69.1     

Women: mean # sex partners
2
             1.8     

Men: mean # sex partners
2
             7.1     

Women: 2+ partners in past 12 months (%)
3
 3.8            0.8      

Men: 2+ partners in past 12 months (%)
3
  7.4            13.2     

Women: median age at 1st sex among women 20-24 yrs 
old (yrs)

4
 16.8           16.7     

Men: paid for sex (%)
3
             1.6     

Women: Intergenerational sex (%)
3
             0.6     

PROGRAMMATIC INDICATORS:                  

ART coverage (%)
5
         3.0       65.0 
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Women: ART coverage (%)         4.8       92.2 

Men: ART coverage (%)         1.7       36.8 

Pregnant women: don't know they are HIV-infected among 
(%)

2
         16.4 16.7 13.9 14.9 9.3 

HIV Tests per 1000 people
6
               112 183 

Male condoms distributed (per man)
7
               35 25 

Female condoms distributed (per woman)
7
               0.13 0.12 

ADDITIONAL INDICATORS                  

Male Circumcision (%)
3
             30.5     

HIV/AIDS as Cause of Death (per 1000 deaths)
8 
           104       

1 
Ante-natal clinic (ANC) sentinel surveillance          

2
 PMTCT data from the National Health Information System (NHIS)         

3
 Demographic Health Survey (DHS)          

4 
DHS from Todd's slide presentation on NDHS          

5 
Calculation using data from: 2006 census population projections, 2008 ANC HIV prevalence estimates, # of ART clients based on EPMS 

database    
6
 Calculation using data from: 2006 census population projections, PMTCT testing, Public Health VCT, New Start VCT and National Testing Day    

7 
3rd Medium Term Plan           

8
 Health Information Report by the Ministry of Health and Social Services 2002/03 - 2004/05        
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Practicum B.6. HIV biological and behavioral indicators by region – KHOMAS 

 

KHOMAS 2000 2001 2002 2003 2004 2005 2006 2007 2008 

BIOLOGICAL INDICATORS                   

HIV prevalence - 15-49 yrs (%)
1
 31.0   27.0   16.0   15.4   13.2 

HIV prevalence - 15-24 yrs (%)
1
         11.8   9.6   7.0 

HIV prevalence - 25-49 yrs (%)
1
         19.4   25.4   17.9 

HIV prevalence - PMTCT (%)
2
             16.2   13.2 

Syphilis prevalence - RPR (%)
1
             1.5   0.9 

Women: STI/genital discharge/sore or ulcer
2
             10.1     

Men: STI/genital discharge/sore or ulcer
2
             2.7     

BEHAVIORAL INDICATORS                  

Women: Comprehensive knowledge of AIDS (%)
3
             76.2     

Men: Comprehensive knowledge of AIDS (%)
3
             68.0     

Women: Ever Tested (%)
3
 43.4           66.2     

Men: Ever Tested (%)
3
 36.9           47.4     

Women: used condom at last higher-risk sex (%)
3
 46.6           73.4     

Men: used condom at last higher-risk sex (%)
3
 69.4           82.0     

Young Women: used condom at last higher-risk sex (%)
3
             74.1     

Young Men: used condom at last higher-risk sex (%)
3
             89.8     

Women: mean # sex partners
2
             2.8     

Men: mean # sex partners
2
             7.9     

Women: 2+ partners in past 12 months (%)
3
  3.1            4.5     

Men: 2+ partners in past 12 months (%)
3
  18.9            16     

Women: median age at 1st sex among women 20-24 yrs 
old (yrs)

4
 18.1           18.6     

Men: paid for sex (%)
3
             0.5     

Women: Intergenerational sex (%)
3
             3.3     

PROGRAMMATIC INDICATORS:                  
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ART coverage (%)
5
         16.0       113.0 

Women: ART coverage (%)         18.8       131.8 

Men: ART coverage (%)         13.9       95.1 

Pregnant women: don't know they are HIV-infected among 
(%)

2
         10.6 12.6 10.2 11.9 6.5 

HIV Tests per 1000 people
6
               82 128 

Male condoms distributed (per man)
7
               32 16 

Female condoms distributed (per woman)
7
               0.13 0.73 

ADDITIONAL INDICATORS                  

Male Circumcision (%)
3
             26.6     

HIV/AIDS as Cause of Death (per 1000 deaths)
8 
           259       

1 
Ante-natal clinic (ANC) sentinel surveillance          

2
 PMTCT data from the National Health Information System (NHIS)         

3
 Demographic Health Survey (DHS)          

4 
DHS from Todd's slide presentation on NDHS          

5 
Calculation using data from: 2006 census population projections, 2008 ANC HIV prevalence estimates, # of ART clients based on EPMS 

database    
6
 Calculation using data from: 2006 census population projections, PMTCT testing, Public Health VCT, New Start VCT and National Testing Day    

7 
3rd Medium Term Plan           

8
 Health Information Report by the Ministry of Health and Social Services 2002/03 - 2004/05        
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Practicum B.7. HIV biological and behavioral indicators by region – KUNENE 

 

KUNENE 2000 2001 2002 2003 2004 2005 2006 2007 2008 

BIOLOGICAL INDICATORS                   

HIV prevalence - 15-49 yrs (%)
1
 7.0   9.0   10.5   10.0   10.9 

HIV prevalence - 15-24 yrs (%)
1
         11.3   8.8   5.5 

HIV prevalence - 25-49 yrs (%)
1
         9.5   11.0   16.2 

HIV prevalence - PMTCT (%)
2
             9.8   13.2 

Syphilis prevalence - RPR (%)
1
             0.5   1.1 

Women: STI/genital discharge/sore or ulcer
2
             12.9     

Men: STI/genital discharge/sore or ulcer
2
             5.9     

BEHAVIORAL INDICATORS                  

Women: Comprehensive knowledge of AIDS (%)
3
             38.8     

Men: Comprehensive knowledge of AIDS (%)
3
             62.4     

Women: Ever Tested (%)
3
 23.5           46.6     

Men: Ever Tested (%)
3
 36.7           30.5     

Women: used condom at last higher-risk sex (%)
3
 43.3           56.3     

Men: used condom at last higher-risk sex (%)
3
 70.7           73.2     

Young Women: used condom at last higher-risk sex (%)
3
             68.2     

Young Men: used condom at last higher-risk sex (%)
3
             (76.4)     

Women: mean # sex partners
2
             3.9     

Men: mean # sex partners
2
             6.0     

Women: 2+ partners in past 12 months (%)
3
 7            5.1      

Men: 2+ partners in past 12 months (%)
3
  32.1            16.1     

Women: median age at 1st sex among women 20-24 yrs 
old (yrs)

4
 16.7           17.8     

Men: paid for sex (%)
3
             3.5     

Women: Intergenerational sex (%)
3
             (9.6)     

PROGRAMMATIC INDICATORS:                  

ART coverage (%)
5
         0.0       50.0 
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Women: ART coverage (%)         0.0       64.4 

Men: ART coverage (%)         0.0       36.7 

Pregnant women: don't know they are HIV-infected among 
(%)

2
         10.5 10.0 8.8 5.4 7.2 

HIV Tests per 1000 people
6
               124 205 

Male condoms distributed (per man)
7
               43 35 

Female condoms distributed (per woman)
7
               0.00 0.30 

ADDITIONAL INDICATORS                  

Male Circumcision (%)
3
             52.2     

HIV/AIDS as Cause of Death (per 1000 deaths)
8 
           277       

1 
Ante-natal clinic (ANC) sentinel surveillance          

2
 PMTCT data from the National Health Information System (NHIS)         

3
 Demographic Health Survey (DHS)          

4 
DHS from Todd's slide presentation on NDHS          

5 
Calculation using data from: 2006 census population projections, 2008 ANC HIV prevalence estimates, # of ART clients based on EPMS 

database    
6
 Calculation using data from: 2006 census population projections, PMTCT testing, Public Health VCT, New Start VCT and National Testing Day    

7 
3rd Medium Term Plan           

8
 Health Information Report by the Ministry of Health and Social Services 2002/03 - 2004/05        
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Practicum B.8. HIV biological and behavioral indicators by region – OHANGWENA 

 

OHANGWENA 2000 2001 2002 2003 2004 2005 2006 2007 2008 

BIOLOGICAL INDICATORS                   

HIV prevalence - 15-49 yrs (%)
1
 23.0   19.0   19.0   24.2   20.1 

HIV prevalence - 15-24 yrs (%)
1
         11.7   16.8   10.1 

HIV prevalence - 25-49 yrs (%)
1
         24.5   33.0   26.0 

HIV prevalence - PMTCT (%)
2
             22.4   20.3 

Syphilis prevalence - RPR (%)
1
             1.6   2.3 

Women: STI/genital discharge/sore or ulcer
2
             6.0     

Men: STI/genital discharge/sore or ulcer
2
             3.3     

BEHAVIORAL INDICATORS                  

Women: Comprehensive knowledge of AIDS (%)
3
             75.5     

Men: Comprehensive knowledge of AIDS (%)
3
             31.6     

Women: Ever Tested (%)
3
 14.6           44.7     

Men: Ever Tested (%)
3
 12.5           20.0     

Women: used condom at last higher-risk sex (%)
3
 28.9           56.7     

Men: used condom at last higher-risk sex (%)
3
 55.5           68.6     

Young Women: used condom at last higher-risk sex (%)
3
             58.6     

Young Men: used condom at last higher-risk sex (%)
3
             (59.3)     

Women: mean # sex partners
2
             1.8     

Men: mean # sex partners
2
             4.9     

Women: 2+ partners in past 12 months (%)
3
 1             0.4     

Men: 2+ partners in past 12 months (%)
3
  22.8            14.5     

Women: median age at 1st sex among women 20-24 yrs 
old (yrs)

4
 18.7           18.6     

Men: paid for sex (%)
3
             1.8     

Women: Intergenerational sex (%)
3
             5.0     

PROGRAMMATIC INDICATORS:                  

ART coverage (%)
5
         2.0       61.0 
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Women: ART coverage (%)         3.6       86.9 

Men: ART coverage (%)         1.2       35.4 

Pregnant women: don't know they are HIV-infected among 
(%)

2
         14.1 13.5 17.2 20.0 8.8 

HIV Tests per 1000 people
6
               83 134 

Male condoms distributed (per man)
7
               1 2 

Female condoms distributed (per woman)
7
               0.00 0.00 

ADDITIONAL INDICATORS                  

Male Circumcision (%)
3
             0.6     

HIV/AIDS as Cause of Death (per 1000 deaths)
8 
           178       

1 
Ante-natal clinic (ANC) sentinel surveillance          

2
 PMTCT data from the National Health Information System (NHIS)         

3
 Demographic Health Survey (DHS)          

4 
DHS from Todd's slide presentation on NDHS          

5 
Calculation using data from: 2006 census population projections, 2008 ANC HIV prevalence estimates, # of ART clients based on EPMS 

database    
6
 Calculation using data from: 2006 census population projections, PMTCT testing, Public Health VCT, New Start VCT and National Testing Day    

7 
3rd Medium Term Plan           

8
 Health Information Report by the Ministry of Health and Social Services 2002/03 - 2004/05        
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Practicum B.9. HIV biological and behavioral indicators by region – OMAHEKE 

 

OMAHEKE 2000 2001 2002 2003 2004 2005 2006 2007 2008 

BIOLOGICAL INDICATORS                   

HIV prevalence - 15-49 yrs (%)
1
 9.0   13.0   13.0   7.9   13.1 

HIV prevalence - 15-24 yrs (%)
1
         11.6   10.3   8.8 

HIV prevalence - 25-49 yrs (%)
1
         15.3   3.7   18.5 

HIV prevalence - PMTCT (%)
2
             9.6   10.9 

Syphilis prevalence - RPR (%)
1
             12.6   10.0 

Women: STI/genital discharge/sore or ulcer
2
             12.0     

Men: STI/genital discharge/sore or ulcer
2
             4.1     

BEHAVIORAL INDICATORS                  

Women: Comprehensive knowledge of AIDS (%)
3
             47.9     

Men: Comprehensive knowledge of AIDS (%)
3
             46.2     

Women: Ever Tested (%)
3
 18.4           51.8     

Men: Ever Tested (%)
3
 17.6           29.9     

Women: used condom at last higher-risk sex (%)
3
 41.2           60.9     

Men: used condom at last higher-risk sex (%)
3
 69.4           80.9     

Young Women: used condom at last higher-risk sex (%)
3
             65.7     

Young Men: used condom at last higher-risk sex (%)
3
             85.5     

Women: mean # sex partners
2
             4.0     

Men: mean # sex partners
2
             9.2     

Women: 2+ partners in past 12 months (%)
3
 3.9            5      

Men: 2+ partners in past 12 months (%)
3
  19.5            23.8     

Women: median age at 1st sex among women 20-24 yrs old 
(yrs)

4
 17.5           17.7     

Men: paid for sex (%)
3
             2.6     

Women: Intergenerational sex (%)
3
             (3.4)     

PROGRAMMATIC INDICATORS:                  
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ART coverage (%)
5
         2.0       41.0 

Women: ART coverage (%)         2.9       50.2 

Men: ART coverage (%)         1.5       31.5 

Pregnant women: don't know they are HIV-infected among 
(%)

2
         13.0 11.8 5.4 6.4 8.3 

HIV Tests per 1000 people
6
               117 226 

Male condoms distributed (per man)
7
               34 15 

Female condoms distributed (per woman)
7
               0.21 0.04 

ADDITIONAL INDICATORS                  

Male Circumcision (%)
3
             56.7     

HIV/AIDS as Cause of Death (per 1000 deaths)
8 
           114       

1 
Ante-natal clinic (ANC) sentinel surveillance          

2
 PMTCT data from the National Health Information System (NHIS)         

3
 Demographic Health Survey (DHS)          

4 
DHS from Todd's slide presentation on NDHS          

5 
Calculation using data from: 2006 census population projections, 2008 ANC HIV prevalence estimates, # of ART clients based on EPMS database    

6
 Calculation using data from: 2006 census population projections, PMTCT testing, Public Health VCT, New Start VCT and National Testing Day    

7 
3rd Medium Term Plan           

8
 Health Information Report by the Ministry of Health and Social Services 2002/03 - 2004/05        
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Practicum B.10. HIV biological and behavioral indicators by region – OMUSATI 

 

OMUSATI 2000 2001 2002 2003 2004 2005 2006 2007 2008 

BIOLOGICAL INDICATORS                   

HIV prevalence - 15-49 yrs (%)
1
 0.2   25.0   22.0   22.4   23.8 

HIV prevalence - 15-24 yrs (%)
1
         14.2   13.4   15.5 

HIV prevalence - 25-49 yrs (%)
1
         27.5   31.6   28.8 

HIV prevalence - PMTCT (%)
2
             23.6   22.9 

Syphilis prevalence - RPR (%)
1
             1.5   2.4 

Women: STI/genital discharge/sore or ulcer
2
             4.2     

Men: STI/genital discharge/sore or ulcer
2
             4.3     

BEHAVIORAL INDICATORS                  

Women: Comprehensive knowledge of AIDS (%)
3
             75.7     

Men: Comprehensive knowledge of AIDS (%)
3
             78.2     

Women: Ever Tested (%)
3
 13.1           47.3     

Men: Ever Tested (%)
3
 11.9           23.3     

Women: used condom at last higher-risk sex (%)
3
 35.3           54.3     

Men: used condom at last higher-risk sex (%)
3
 64.4           77.0     

Young Women: used condom at last higher-risk sex (%)
3
             57.8     

Young Men: used condom at last higher-risk sex (%)
3
             82.9     

Women: mean # sex partners
2
             1.7     

Men: mean # sex partners
2
             4.5     

Women: 2+ partners in past 12 months (%)
3
 2             3.2     

Men: 2+ partners in past 12 months (%)
3
  25.7            15.5     

Women: median age at 1st sex among women 20-24 yrs old 
(yrs)

4
 18.6           19.0     

Men: paid for sex (%)
3
             1.5     

Women: Intergenerational sex (%)
3
             (2.5)     

PROGRAMMATIC INDICATORS:                  

ART coverage (%)
5
         3.0       56.0 
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Women: ART coverage (%)         5.1       79.4 

Men: ART coverage (%)         1.5       32.5 

Pregnant women: don't know they are HIV-infected among 
(%)

2
         20.6 14.2 11.8 16.2 8.6 

HIV Tests per 1000 people
6
               129 167 

Male condoms distributed (per man)
7
               11 5 

Female condoms distributed (per woman)
7
               0.04 0.10 

ADDITIONAL INDICATORS                  

Male Circumcision (%)
3
             7.9     

HIV/AIDS as Cause of Death (per 1000 deaths)
8 
           238       

1 
Ante-natal clinic (ANC) sentinel surveillance          

2
 PMTCT data from the National Health Information System (NHIS)         

3
 Demographic Health Survey (DHS)          

4 
DHS from Todd's slide presentation on NDHS          

5 
Calculation using data from: 2006 census population projections, 2008 ANC HIV prevalence estimates, # of ART clients based on EPMS database    

6
 Calculation using data from: 2006 census population projections, PMTCT testing, Public Health VCT, New Start VCT and National Testing Day    

7 
3rd Medium Term Plan           

8
 Health Information Report by the Ministry of Health and Social Services 2002/03 - 2004/05        
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Practicum B.11. HIV biological and behavioral indicators by region – OSHANA 

 

OSHANA 2000 2001 2002 2003 2004 2005 2006 2007 2008 

BIOLOGICAL INDICATORS                   

HIV prevalence - 15-49 yrs (%)
1
 28.0   30.0   25.0   27.1   22.4 

HIV prevalence - 15-24 yrs (%)
1
         24.1   20.1   8.3 

HIV prevalence - 25-49 yrs (%)
1
         26.0   34.5   32.8 

HIV prevalence - PMTCT (%)
2
             25.0   22.5 

Syphilis prevalence - RPR (%)
1
             1.7   2.2 

Women: STI/genital discharge/sore or ulcer
2
             4.4     

Men: STI/genital discharge/sore or ulcer
2
             1.8     

BEHAVIORAL INDICATORS                  

Women: Comprehensive knowledge of AIDS (%)
3
             78.9     

Men: Comprehensive knowledge of AIDS (%)
3
             44.8     

Women: Ever Tested (%)
3
 21.9           55.8     

Men: Ever Tested (%)
3
 24.7           33.8     

Women: used condom at last higher-risk sex (%)
3
 60.1           65.2     

Men: used condom at last higher-risk sex (%)
3
 73.9           89.7     

Young Women: used condom at last higher-risk sex (%)
3
             66.5     

Young Men: used condom at last higher-risk sex (%)
3
             87.3     

Women: mean # sex partners
2
             2.0     

Men: mean # sex partners
2
             4.0     

Women: 2+ partners in past 12 months (%)
3
 1.9            0.8      

Men: 2+ partners in past 12 months (%)
3
  18.1            11.6     

Women: median age at 1st sex among women 20-24 yrs old 
(yrs)

4
 18.8           19.2     

Men: paid for sex (%)
3
             0.0     

Women: Intergenerational sex (%)
3
             3.7     

PROGRAMMATIC INDICATORS:                  

ART coverage (%)
5
         27.0       84.0 
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Women: ART coverage (%)         40.1       113.3 

Men: ART coverage (%)         14.5       55.2 

Pregnant women: don't know they are HIV-infected among 
(%)

2
         0.7 13.4 17.5 20.7 8.9 

HIV Tests per 1000 people
6
               220 235 

Male condoms distributed (per man)
7
               121 166 

Female condoms distributed (per woman)
7
               0.19 0.35 

ADDITIONAL INDICATORS                  

Male Circumcision (%)
3
             14.1     

HIV/AIDS as Cause of Death (per 1000 deaths)
8 
           265       

1 
Ante-natal clinic (ANC) sentinel surveillance          

2
 PMTCT data from the National Health Information System (NHIS)         

3
 Demographic Health Survey (DHS)          

4 
DHS from Todd's slide presentation on NDHS          

5 
Calculation using data from: 2006 census population projections, 2008 ANC HIV prevalence estimates, # of ART clients based on EPMS database    

6
 Calculation using data from: 2006 census population projections, PMTCT testing, Public Health VCT, New Start VCT and National Testing Day    

7 
3rd Medium Term Plan           

8
 Health Information Report by the Ministry of Health and Social Services 2002/03 - 2004/05        
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 Practicum B.12. HIV biological and behavioral indicators by region – OSHIKOTO 

 

OSHIKOTO 2000 2001 2002 2003 2004 2005 2006 2007 2008 

BIOLOGICAL INDICATORS                   

HIV prevalence - 15-49 yrs (%)
1
 23.0   26.5   19.0   20.4   19.5 

HIV prevalence - 15-24 yrs (%)
1
         11.5   16.0   5.8 

HIV prevalence - 25-49 yrs (%)
1
         25.4   25.3   30.4 

HIV prevalence - PMTCT (%)
2
             20.6   19.5 

Syphilis prevalence - RPR (%)
1
             3.5   1.9 

Women: STI/genital discharge/sore or ulcer
2
             5.2     

Men: STI/genital discharge/sore or ulcer
2
             5.4     

BEHAVIORAL INDICATORS                  

Women: Comprehensive knowledge of AIDS (%)
3
             72.0     

Men: Comprehensive knowledge of AIDS (%)
3
             63.9     

Women: Ever Tested (%)
3
 18.1           50.4     

Men: Ever Tested (%)
3
 14.6           24.8     

Women: used condom at last higher-risk sex (%)
3
 39.6           65.6     

Men: used condom at last higher-risk sex (%)
3
 59.1           78.9     

Young Women: used condom at last higher-risk sex (%)
3
             74.3     

Young Men: used condom at last higher-risk sex (%)
3
             77.7     

Women: mean # sex partners
2
             2.2     

Men: mean # sex partners
2
             6.5     

Women: 2+ partners in past 12 months (%)
3
 1.4            1.2      

Men: 2+ partners in past 12 months (%)
3
  17.9            21.4     

Women: median age at 1st sex among women 20-24 yrs old 
(yrs)

4
 19.0           18.4     

Men: paid for sex (%)
3
             0.5     

Women: Intergenerational sex (%)
3
             4.8     

PROGRAMMATIC INDICATORS:                  
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ART coverage (%)
5
         5.0       121.0 

Women: ART coverage (%)         8.1       171.8 

Men: ART coverage (%)         2.5       70.8 

Pregnant women: don't know they are HIV-infected among 
(%)

2
         18.8 8.0 5.7 14.3 3.5 

HIV Tests per 1000 people
6
               153 277 

Male condoms distributed (per man)
7
               11 29 

Female condoms distributed (per woman)
7
               0.13 1.00 

ADDITIONAL INDICATORS                  

Male Circumcision (%)
3
             8.3     

HIV/AIDS as Cause of Death (per 1000 deaths)
8 
           169       

1 
Ante-natal clinic (ANC) sentinel surveillance          

2
 PMTCT data from the National Health Information System (NHIS)         

3
 Demographic Health Survey (DHS)          

4 
DHS from Todd's slide presentation on NDHS          

5 
Calculation using data from: 2006 census population projections, 2008 ANC HIV prevalence estimates, # of ART clients based on EPMS database    

6
 Calculation using data from: 2006 census population projections, PMTCT testing, Public Health VCT, New Start VCT and National Testing Day    

7 
3rd Medium Term Plan           

8
 Health Information Report by the Ministry of Health and Social Services 2002/03 - 2004/05        
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Practicum B.13. HIV biological and behavioral indicators by region – OTJOZONDJUPA 

 

OTJOZONDJUPA 2000 2001 2002 2003 2004 2005 2006 2007 2008 

BIOLOGICAL INDICATORS                   

HIV prevalence - 15-49 yrs (%)
1
 18.0   27.5   22.5   18.7   15.1 

HIV prevalence - 15-24 yrs (%)
1
         16.6   11.5   9.7 

HIV prevalence - 25-49 yrs (%)
1
         27.7   25.2   20.9 

HIV prevalence - PMTCT (%)
2
             15.2   14.0 

Syphilis prevalence - RPR (%)
1
             2.1   1.2 

Women: STI/genital discharge/sore or ulcer
2
             11.2     

Men: STI/genital discharge/sore or ulcer
2
             4.3     

BEHAVIORAL INDICATORS                  

Women: Comprehensive knowledge of AIDS (%)
3
             62.4     

Men: Comprehensive knowledge of AIDS (%)
3
             57.1     

Women: Ever Tested (%)
3
 28.9           56.4     

Men: Ever Tested (%)
3
 29.3           32.2     

Women: used condom at last higher-risk sex (%)
3
 50.6           56.3     

Men: used condom at last higher-risk sex (%)
3
 62.8           79.9     

Young Women: used condom at last higher-risk sex (%)
3
             60.9     

Young Men: used condom at last higher-risk sex (%)
3
             85.7     

Women: mean # sex partners
2
             2.8     

Men: mean # sex partners
2
             6.2     

Women: 2+ partners in past 12 mos (%)
3
                   

Men: 2+ partners in past 12 mos (%)
3
                   

Women: median age at 1st sex among women 20-24 yrs old (yrs)
4
 17.6           17.5     

Men: paid for sex (%)
3
             0.3     

Women: Intergenerational sex (%)
3
             (7.4)     

PROGRAMMATIC INDICATORS:                  

ART coverage (%)
5
         3.0       71.0 

Women: ART coverage (%)         4.1       83.4 
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Men: ART coverage (%)         2.2       59.3 

Pregnant women: don't know they are HIV-infected among (%)
2
         21.3 20.0 15.9 15.4 8.1 

HIV Tests per 1000 people
6
               94 199 

Male condoms distributed (per man)
7
               43 14 

Female condoms distributed (per woman)
7
               0.25 0.51 

ADDITIONAL INDICATORS                  

Male Circumcision (%)
3
             41.6     

HIV/AIDS as Cause of Death (per 1000 deaths)
8 
           24       

1 
Ante-natal clinic (ANC) sentinel surveillance          

2
 PMTCT data from the National Health Information System (NHIS)          

3
 Demographic Health Survey (DHS)          

4 
DHS from Todd's slide presentation on NDHS          

5 
Calculation using data from: 2006 census population projections, 2008 ANC HIV prevalence estimates, # of ART clients based on EPMS database     

6
 Calculation using data from: 2006 census population projections, PMTCT testing, Public Health VCT, New Start VCT and National Testing Day     

7 
3rd Medium Term Plan           

8
 Health Information Report by the Ministry of Health and Social Services 2002/03 - 2004/05         
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Appendix G. Programmatic indicators and assumptions by region 

 
Practicum C.1: ART Program Data by Region 

 

 
 
 

Region 

Popl. - 
2006 

(15+yrs) 

HIV 
Prev. 
(ANC 
2008)

1 

# HIV 
Positive 
(15+ yrs 

est.)
2 

Eligible 
at CD4 ≤ 

250  
(33% 
est.)

3 

ART 
clients - 
FEMALE 

2004  
(15+ yrs)

4 

ART 
clients - 
MALE 
2004 

 (15+ yrs)
4 

ART 
clients - 

2004  
(15+ yrs)

4 

ART 
clients - 
FEMALE 

2008  
(15+ yrs)

4 

ART 
clients - 
MALE 
2008 

 (15+ yrs)
4
 

ART 
clients 
- 2008  

(15+ 
yrs)

4 

Cov-
erage

% 
(2004 
est.) 

FEMALE 
Cov-

erage%  
(2004 est.) 

MALE 
Cov-

erage% 
(2004 
est.) 

Cov-
erage

% 
(2008 
est.) 

FEMALE 
Cov-

erage %  
(2008 
est.) 

MALE 
Cov-

erage% 
(2008 
est.) 

Caprivi 54,061 32 13,710 4,524 186 84 270 1527 611 2,138 6 8.2 3.7 48 67.5 27.0 

Erongo 80,831 16 10,346 3,414 133 85 218 1270 1244 2,514 6 7.8 5.0 74 74.4 72.9 

Hardap 47,433 6 2,391 789 .  . 0 324 207 531 0 0.0 0.0 67 82.1 52.5 

Karas 51,633 18 7,559 2,494 64 42 106 1215 823 2,038 4 5.1 3.4 82 97.4 66.0 

Kavango 136,101 17 17,965 5,929 143 49 192 2733 1092 3,825 3 4.8 1.7 65 92.2 36.8 

Khomas 209,778 13 22,153 7,310 687 509 1,196 4819 3476 8,295 16 18.8 13.9 113 131.8 95.1 

Kunene 45,319 11 3,952 1,304 .  . 0 420 239 659 0 0.0 0.0 50 64.4 36.7 
Ohang-
wena 147,977 20 23,795 7,852 141 48 189 3412 1391 4,803 2 3.6 1.2 61 86.9 35.4 
Omahek
e  47,357 13 4,963 1,638 24 12 36 411 258 669 2 2.9 1.5 41 50.2 31.5 

Omusati  149,707 24 28,504 9,406 239 71 310 3733 1530 5,263 3 5.1 1.5 56 79.4 32.5 

Oshana  112,787 22 20,211 6,670 1337 482 1,819 3779 1840 5,619 27 40.1 14.5 84 113.3 55.2 

Oshikoto  105,539 20 16,464 5,433 220 67 287 4667 1924 6,591 5 8.1 2.5 121 171.8 70.8 
Otjoz-
ondjupa 96,526 15 11,622 3,835 78 42 120 1600 1138 2,738 3 4.1 2.2 71 83.4 59.3 
Nationa
l 

1,285,04
9 17.8 183,635 60,599 3252 1491 4,743 29910 15773 

45,68
3 8 10.7 4.9 75 98.7 52.1 

1 
15-49 year olds 

2 
HIV Population = ANC prevalence for 15 - 49 year olds * population for 15+ yrs * 0.8 correction factor 

3
 CD4 Estimate eligibility is based on the cumulative number enrolled in HIV care as of Sept 2008 in the 

EPMS database 
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Appendix G (cont.). Programmatic indicators and assumptions by region 

 
Practicum C.2: PMTCT Program Data by Region 

 

 Column A Column B Column C* Column D** 

Region 
% pregnant women 
infected (ANC 2008) 

% of pregnant women 
who know they are 

infected (PMTCT 2008) 

% of all HIV-infected pregnant women 
who don't know they are infected  

(ANC 2008 and PMTCT 2008) 

% of infected pregnant 
women who don't know 

their status 

CAPRIVI 31.7 6.4% 25.3 79.8% 

ERONGO 16 6.1% 9.9 62.2% 

HARDAP 6.3 2.7% 3.6 57.6% 

KARAS 18.3 5.4% 12.9 70.6% 

KAVANGO 16.5 4.2% 12.3 74.4% 

KHOMAS 13.2 3.9% 9.3 70.2% 

KUNENE 10.9 2.3% 8.6 79.0% 

OHANGWENA 20.1 6.5% 13.6 67.7% 

OMAHEKE 13.1 4.1% 9.0 69.0% 

OMUSATI 23.8 8.8% 15.0 63.2% 

OSHANA 22.4 7.6% 14.8 65.9% 

OSHIKOTO 19.5 6.5% 13.0 66.7% 

OTJOZONDJUPA 15.1 4.0% 11.1 73.8% 

National 16.5 5.7% 10.8 65.6% 

*Column C = Column A – Column B 
**Column D = (Column C/Column A)*100 
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Appendix G (cont.). Programmatic indicators and assumptions by region  

 

Practicum C.3: Testing Program Data by Region 

Source 
Popl. 

(15+ yrs) PMTCT 
Public Health 
Facility VCT  

New Start VCT 
Tests 

National 
Testing 

Day 
TOTAL # HIV 
Tests Done 

Tests per 
1000 people  

Change in 
Tests per 1000 

people from 
2007 to 2008 

  2006 2007 2008 2007 2008 2007 2008 2008 2007 2008 2007 2008   

Caprivi 
54,061 

1,204 2,263 6,091 
     
9,355  147 1,542 2,258 7,442 15,418 138 285 148 

Erongo 
80,831 

1,566 2,593 6,762 
     
6,203  2,050 8,505 3,945 10,378 21,246 128 263 134 

Hardap 
47,433 

1,443 1,814 2,239 
     
4,025  827 1,870 1,270 4,509 8,979 95 189 94 

Karas 
51,633 

818 1,626 4,634 
     
7,935  400 0 2,094 5,852 11,655 113 226 112 

Kavango 
136,101 

4,503 5,155 8,154 
   
10,653  2,558 8,154 2,829 15,215 26,791 112 197 85 

Khomas 
209,778 

3,787 6,621 8,705 
     
6,326  4,606 15,088 5,854 17,098 33,889 82 162 80 

Kunene 
45,319 

1,299 1,460 4,311 
     
7,991  0 0 1,025 5,610 10,476 124 231 107 

Ohangwena 
147,977 

3,359 7,204 7,366 
     
8,126  1,625 4,281 2,156 12,350 21,767 83 147 64 

Omaheke 
47,357 

1,635 1,509 3,903 
     
9,294  0 0 966 5,538 11,769 117 249 132 

Omusati 
149,707 

4,487 6,320 10,936 
     
8,691  3,887 7,998 3,838 19,310 26,847 129 179 50 

Oshana 
112,787 

3,473 3,626 18,951 
   
16,802  2,410 6,139 2,823 24,834 29,390 220 261 40 

Oshikoto 
105,539 

2,754 1,805 13,378 
   
17,790  0 9,905 1,803 16,132 31,303 153 277 124 

Otjozondjupa 
96,526 

2,768 3,558 5,664 
   
11,888  658 2,047 2,972 9,090 18,418 94 212 118 

TOTAL 1,285,049 33,096 45,554 101,094 
 
125,079  19,168 63,482 33,833 153,358 267,948 119 209 89 
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Appendix G (cont.). Programmatic indicators and assumptions by region 
 
Practicum C.4 Condom Distribution Data 

 

Region 

Total male 
population 

2006
2
 

Male condoms 
distributed per 

man 2006/7 

Male condoms 
distributed per 

man 2007/8 

Change in male 
condoms 

distributed per male 
from 2006/7 to 

2007/8 

Total female 
population 

2006
2
 

Female 
condoms 

distributed per 
woman 2006/7 

Female 
condoms 

distributed per 
woman 2007/8 

Change in female 
condoms 

distributed per 
female from 2006/7 

to 2007/8 

Caprivi 26,490 9 152 143 27,571 0.18 0.07 -0.11 

Erongo 39,607 28 30 1 41,224 0.27 0.70 0.43 

Hardap 23,242 22 4 -18 24,191 0.04 0.12 0.08 

Karas 25,300 32 27 -5 26,333 0.72 0.95 0.23 

Kavango 66,689 35 25 -10 69,412 0.13 0.12 -0.01 

Khomas 102,791 32 16 -16 106,987 0.13 0.73 0.60 

Kunene 22,206 43 35 -7 23,113 0.00 0.30 0.30 

Ohangwena 72,509 1 2 1 75,468 0.00 0.00 0.00 

Omaheke  23,205 34 15 -19 24,152 0.21 0.04 -0.17 

Omusati  73,356 11 5 -6 76,351 0.04 0.10 0.07 

Oshana  55,266 121 166 45 57,521 0.19 0.35 0.16 

Oshikoto  51,714 11 29 18 53,825 0.13 1.00 0.87 

Otjozondjupa  47,298 43 14 -28 49,228 0.25 0.51 0.26 

NATIONAL 629,674 40 39 -1 655,375 0.37 0.63 0.26 

1 
3rd Medium Term Plan April 2007 - March 2008 

2
 Assuming males account for 49% of the total population and females for 51% 
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Appendix H – Reports and published papers used in Namibia triangulation 

 

Title 
Authors/ 
Funder Region Population 

Methodo
logy Indicators Findings 

Additional Findings 
AND/OR 
Recommendations 

Survey to 
Measure 

Behavioral 
Patterns on 

Condom Usage, 
Delay Sexual 

Initiation, 
Teenage 

Pregnancy and 
Utilization of 
Adolescent 

Friendly Health 
Services (COMBI) 

MOH, UNFPA, 
NPCS/ CBS 

Caprivi, Oshikoto 
and 
Otjozondjupa 

Young 
Namibians 
(15-39 yrs) 
and children 
attending 
primary or 
secondary 
school (14-
17yrs), 
N=4800 

2 stage 
probability 
sample 
(Map on 
Page 3 has 
truck 
routes) 

Behaviors - 
consistent 
condom use 
among males 
15 to 39 
years, 
delaying 
sexual 
involvement 
among 14 to 
17 years olds 
and teen 
pregnancy 

The findings are encouraging. 
Two thirds (66%) of sexually 
active men aged 15-39 years in 
the focus regions are using 
condoms consistently and they 
use condoms for protection 
against STI or HIV infections 
(53%). However, many young 
Namibians aged 14-17 years, 
about one third (33%) start to 
have sex at age 15. 

1. Delay onset of sexual activity by 
initiating programs towards 
HIV/AIDS education in schools 
and the community. 2. Make good 
quality condoms easily available. 
3. Reduce the incidence of STIs 
and teen pregnancies by 
establishing youth-friendly health 
services. 4. Increase availability of 
VCT. 5. Create awareness to 
reduce stigma and discrimination 
by organizing plays in schools and 
communities. 
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Title 
Authors/ 
Funder Region Population 

Methodo
logy Indicators Findings 

Additional Findings 
AND/OR 
Recommendations 

HIV AND AIDS 
KNOWLEDGE, 
ATTITUDES, 
PRACTICES AND 
BEHAVIOUR 
(KAPB) STUDY 
IN NAMIBIA 

UNICEF Nov 
2006 

Kavango, 
Omaheke and 
Ohangwena 

10-14 year 
olds, 15-24 
year olds (in 
and out of 
school) and 
adult, N=1000 

School 
clusters 
randomly 
selected - 
include 2+ 
constituenci
es in each 
region and 
rural/urban. 
Selection of 
students 
done by 
teachers 
and 
principals. 
A random, 
systematic 
sampling 
method was 
employed 
for selection 
of 
households 
around the 
selected 
schools for 
adult 
survey. 

Based on 
DHS - HIV risk 
behavior 
through 
knowledge, 
attitudes and 
practices (HIV 
testing, 
multiple 
partners, 
condom use, 
age of sexual 
debut, 
alcohol) 

1) Knowledge of HIV is high but 
knowledge of STIs is extremely 
low among youth. 2) Younger 
males are less likely to use 
condoms than females. 3) The 
10-14 year old group expressed 
most stigma, anxiety and the 
most negative attitudes towards 
HIV-positive people. 4) As age 
increases intent for safe sex 
declines and more people put 
themselves at risk for HIV 
through their own sexual 
experiences. 5) Discussions of 
HIV/AIDS were the most 
common between parents and 
children. 6) One in four 
respondents of the 10-14 year 
olds and 15% of the 15-24 year 
olds experienced one or more 
forms of sexual abuse. 7) 
Alcohol abuse was the only 
single significant risk factor that 
contributed to the spread of HIV 
through higher sexual risk 
taking.    

KAP Kunene 
(includes data 
tables in excel) 

Namibian Red 
Cross and 
NEDICO, July 
2002 

Kavango and 
Kunene, Opuwo 

Adolescents 
(14-22yrs) and 
women of 
childbearing 
age and their 
partners (15-
49) in the rural 
district of 
Opuwo.   

Cluster 
sample  
(Data 
available) 

HIV/STI 
knowledge, 
attitudes, 
practices, 
contraception, 
family 
planning, 
ANC, post 
natal care,  

90% of male respondents 
indicated a higher knowledge of 
STDs, compared to 75% of the 
females. Overall knowledge 
amongst male and female 
respondents of HIV/AIDS was 
high at 97%. Knowledge of 
condoms was high (95%) 
amongst all respondents.  More 
than 90% could say where one 
can obtain condoms. Of the 
76% of all respondents who 
indicated having had sex, 82% 
of them were male and 68% 
female.   

The average age for sexual activity 
was 15 years. Most respondents 
(76%) delivered their last child at 
home.  Though there was a high 
awareness of reasons why 
pregnant women should go for 
ANC, only 58% of the respondents 
actually attended ANC during their 
last pregnancy.    
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Title 
Authors/ 
Funder Region Population 

Methodo
logy Indicators Findings 

Additional Findings 
AND/OR 
Recommendations 

CORRIDORS OF 
MOBILITY - 
Mobility and HIV 
vulnerability 
factors in four 
sites along 
transport corridors 
in Namibia 

International 
Organization for 
Mobilization 
(IOM), After 
2004 (??) 

Walvis Bay, 
Katima Mulilo, 
Rundu and 
Oshikango 
("cross border 
sites") 

Sex workers, 
fisherman, 
informal 
traders and 
truckers 

Literature 
review, site 
mapping, 
non-
structured 
interviews 
with 
informants 
and 
stakeholder
s, 
ethnographi
c 
observation
s 

Main purpose 
was to assist 
IOM’s 
Partnership on 
HIV evidence-
based 
prevention 
and care 
programs 
along the 
corridors of 
mobility  

Namibia has a highly mobile 
population – moving both within 
country and to other southern 
African countries. Most mobile 
and migrant informants have 
heard of HIV/AIDS and have 
good knowledge of transmission 
and prevention. Namibian 
CSWs have high and accurate 
levels of HIV info. The greatest 
lack of knowledge (vulnerability) 
is among foreigners who come 
from countries where infection 
rates are lower and there is no 
intensive HIV prevention 
campaign. These include 
foreign fishermen (from Spain, 
Russia and China); Angolan 
truck drivers and businessmen; 
and Chinese business owners. 
A large % of informants have 
undergone VCT, primarily at the 
New Start Centres. 

More attention should be paid to 
develop or work with organizations 
by and for sex workers to 
empower sex workers by sharing 
information, develop awareness 
raising strategies; and work in 
close collaboration with community 
level organizations to provide 
condoms and outreach services to 
sex workers. Develop and 
implement IEC campaigns. 
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Title 
Authors/ 
Funder Region Population 

Methodo
logy Indicators Findings 

Additional Findings 
AND/OR 
Recommendations 

Ships, Trucks and 
Clubs: The 
Dynamics of HIV 
Risk Behavior in 
Walvis Bay1 

Institute for 
Public Policy 
Research - 
Windhoek, May 
2006 Walvis Bay 

Truckers, 
Fisherman, 
Sex Workers 

Subset of 
IOM study   

Although local truck drivers 
receive HIV education, its 
impact is reduced, due to limited 
accessibility and unwillingness 
to change behavior. Foreign 
truck drivers from Angola 
receive no HIV education, 
making them especially 
vulnerable. 
• Foreign fishermen do not 
receive HIV education in 
Namibia at all. Language 
barriers and accessibility are the 
main problems. They also do 
not receive HIV education in 
their countries of origin – these 
are typically countries 

Perhaps the most effective way to 
reach truck drivers and foreign 
fishermen would be through peers 
and at the sites at which they 
spend most of their time. In the 
case of truck drivers, this means at 
shebeens and bars, at truck stops 
and truck ports, at border posts, 
and at points of sleep over. In the 
case of foreign truck drivers, 
education programs have to start 
at their port of origin, preferably 
through the company that employs 
them. In the case of foreign 
fishermen, education must start in 
the country of origin, prior to their 
departure for Namibia. One or 
more of these fishermen could be 
given specialist training, in order to 
be able to act as peer educators 
on the vessels during their 
offshore periods. 
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Title 
Authors/ 
Funder Region Population 

Methodo
logy Indicators Findings 

Additional Findings 
AND/OR 
Recommendations 

Findings of the 
2008 HIV/AIDS 
KAPB Survey with 
Namibia Teachers USAID, 2007 

National - 13 
regions 

Teachers, 
N=4257 

One-stage 
cluster 
sampling 
(clusters of 
teachers 
(schools) 
were 
stratified by 
grade level 
and area 
(urban vs. 
rural) within 
regions.) All 
of the 
teachers 
from the 
selected 
schools 
were asked 
to 
participate. 

HIV Status, 
Workplace 
wellness, 
multiple 
partners, 
concurrent 
sex partners, 
Intergeneratio
nal sex. 
Condom use, 
substance, 
circumcision. 

Perceived vulnerability to HIV is 
low [24% felt they were likely to 
become infected with HIV] yet 
risk behaviors are high. The 
majority of teachers have not 
received beneficial workplace 
wellness resources. Teachers 
who had concurrent sex were 
most often from Omaheke, 
Kunene, and Otjozondjupa. 
HIV+ teachers were more likely 
to have a partner who had other 
sex partners.  9% of females 
had partners who were 10+ 
years older and 23% of males 
had partners who were10+ 
years younger. Younger males 
most often used condoms at last 
sex. Among those married or 
co-habituating, those who are 
HIV+ were more likely to report 
condom use during last sex. 
HIV+ teachers were more likely 
to have sex when ability to 
make decisions was affected by 
substance use. 21% of male 
teachers report having been 
circumcised (same as DHS). 
69% have ever been tested for 
HIV (DHS reports ~40% of the 
overall population have been 
tested). 

Factors that seem to drive the 
epidemic amongst teachers are: 
Biological: Age & Gender, 
Behavioral: Multiple concurrent 
partnerships and inconsistent 
condom use; and Social 
/structural: Migration/Mobility, 
Marital & cohabitating 
patterns. I) Considerable regional 
variation in these factors - tailors 
interventions to specific regions. In 
Caprivi, focus on condom use, MC 
and testing. In Omaheke, focus on 
MCP & intergenerational sex. In 
Karas focus on stigma. And in 
Kavango, focus on STIs  II) Who 
should be targeted for services?  
Young teachers, especially males 
in condom use, MCP messaging.  
Partners of young teachers 
Teachers with intergenerational 
partnerships who are often married 
and/or living with a partner. Those 
who leave home/partner for 
extended periods. Teachers in 
regions where there are high rates 
of risk behaviors (higher 
concurrent sex in Omaheke, 
Kunene, and Otjozondjupa).  
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Title 
Authors/ 
Funder Region Population 

Methodo
logy Indicators Findings 

Additional Findings 
AND/OR 
Recommendations 

PEPFAR 
Conference 
Abstract - 
Patterns of Sexual 
Partnerships and 
Concurrent 
Partners in 
Namibia: Findings 
from a Qualitative 
Study 

LEBEAU, 
Debie, 
University of 
Namibia, 
Windhoek, 
Namibia et al… 
(and 
KOPPENHAVE
R, Todd, 
USAID-
Namibia) 

Katatura, 
Windhoek and 
two areas of the 
northern town of 
Oshakati N=116 

1) Individual 
interviews 
with men 
and women 
who were 
systematica
lly selected 
from 
households 
and from 
bars; 2) 
Observation
s of 
interactions 
in bars; and 
3) Informal 
interviews 
with bar 
owners and 
bartenders.  

Concurrent 
partners 

 An analysis of  sexual histories 
reveals four main patterns of 
sexual relationships with a main 
partner that differ by the goods 
and services exchanged, the 
likelihood of other partners, and 
condom use. Individuals who 
are married or co-habiting do 
not usually use condoms with 
each other, but have a low risk 
of HIV infection if they are 
faithful to each other. 
Relationships between a 
boyfriend and girlfriend who live 
near each other carry an 
increased risk since the 
individuals maintain social and 
sometimes sexual activities 
outside of the partnership. For 
boyfriends and girlfriends living 
far apart, the risk of HIV 
transmission increases greatly 
since most social activities 
occur away from each other, 
and they are likely to have local 
sexual partners, even though 
condom use with each other is 
common. Finally, individuals 
who are sexually active without 
a main sexual partner are at 
greatest risk of HIV infection, 
since they have a number of 
partners in a short period of time 
and may or may not use 
condom consistently. 

Relatively few Namibians (one-
third of adults in 2006) are married 
or co-habiting and many people 
have a main sexual partner living 
elsewhere. Therefore, people find 
it easy to have more than one 
sexual partner if they so choose. 
The need to move to other regions 
for employment separates sexual 
partners and facilitates having 
concurrent sexual relationships. 
Younger women often engage in 
transactional sex for economic 
gain. In addition, the social 
acceptance of men having multiple 
partners facilitates concurrency. 
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PEPFAR 
Conference 
Abstract - Alcohol 
Consumption and 
Sexual Risk 
Taking in 
Namibia: Findings 
from a Qualitative 
Study 

LEBEAU, 
Debie, 
University of 
Namibia, 
Windhoek, 
Namibia et al… 
(and 
KOPPENHAVE
R, Todd, 
USAID-
Namibia) 

Katatura, 
Windhoek and 
and two areas of 
the northern 
town of Oshakati   

1) Individual 
interviews 
with men 
and women 
who were 
systematica
lly selected 
from 
households 
and from 
bars; 2) 
Observation
s of 
interactions 
in bars; and 
3) Informal 
interviews 
with bar 
owners and 
bartenders.  

patronage of 
drinking 
establishment
s, and alcohol 
consumption 

Problems in bars stem from 
excessive drinking with both 
men and women acting 
irresponsibly. When drunk, men 
fight over money or imagined 
insults, while women are more 
easily persuaded to leave and 
have sex with strangers. Men in 
bars who buy women drinks 
usually expect sex in return. 
Some women accept these 
drinks but then find ways out of 
the exchange, while other 
women simply accept it. In 
addition, people who are drunk 
are also less likely to use 
condoms, even in such high-risk 
situations. 

The availability of alcohol at bars 
and private parties in Katutura and 
Oshakati makes it easy for people 
to get drunk and participate in risky 
sexual behavior. Our 
conversations suggest that the 
concept of drinking in moderation 
is uncommon in Namibia, and that 
most people who drink alcohol do 
so to get drunk. To reduce the 
effects of drunkenness and its link 
to casual sex, interventions 
should: 1) initiate a dialogue about 
drinking in moderation; 2) insure 
that free condoms are available 
and accessible at all times in 
drinking establishments; and 3) 
educate young people about the 
risks of exchanging alcohol for sex 
in drinking establishments to 
reduce vulnerability to HIV 
transmission. 
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PEPFAR 
Conference 
Abstract - Using 
Microcredit to 
Reduce Sexual 
Risk Behavior 
among Young 
Women in 
Namibia: Baseline 
Evaluation 
Results from 
Caprivi & 
Kavango Regions  

COOPER, A. et 
al (1Project 
Hope, 2USAID-
Namibia, 
3CDC-Namibia, 
4The Policy & 
Research 
Group, 5Pact, 
6Peace Corps) 

Caprivi and 
Kavango 734 women 

Via 
community 
leaders, 
participants 
were invited 
to a 
promotional 
meeting, 
where the 
program 
was 
explained 

Data routinely 
collected at 
baseline, 4 & 
12 months. 
Interviewed in 
their local 
language by 
program staff, 
participants 
asked about 
demographics
, wealth, 
sexual 
behavior, 
experience w/ 
gender-based 
violence, & 
HIV-related 
knowledge & 
attitudes. 

Preliminary results show that 
median age is 21 years old, less 
than half of the women 
completed junior secondary 
education; roughly 69% have 
never married, 24% are married, 
& 5.5% are cohabiting. Almost 
all participants (94.5%) have 
had sex, & 6% report having sex 
w/ someone 10 or more years 
older. Of the sexually active, 
46% knew their partner less 
than a month before having sex, 
& 85% reported having received 
gifts or money from this partner. 
More than 70% of participants 
said women their age expect 
gifts or money from their 
partners, & 44% of participants 
in Caprivi said they wouldn't be 
in their current relationship if 
they didn't expect to receive 
these things. Compared to other 
regions, condom use at last sex 
is low (39% in Caprivi & 53% in 
Kavango). Of all women, 10.5% 
had been physically hurt by their 
regular partner. Although less 
than 5% reported having a 
concurrent partner in the past 3 
months, more than two-thirds 
reported their partner having 
concurrent partners. Further 
analyses will look for factors 
linked to risk behavior. 

Preliminary results suggest that, 
among loan recipients in both 
regions, condom use is low, most 
receive gifts or money from their 
male partners, & these partners 
commonly have other partners. 
These findings suggest that, if 
properly administered, microcredit 
coupled w/ health education has 
the potential to reduce risk 
behavior among vulnerable young 
women. Subsequent survey 
rounds will show whether 
participants reduce their risk 
behavior over time. 
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PEPFAR 
Conference 
Abstract - 
Attitudes & 
Practices Related 
to MC among 
Teachers in 
Namibia: Results 
from a National 
Survey  

KOPPENHAVE
R et al (USAID-
Namibia, 
2Academy for 
Educational 
Development, 
3Ministry of 
Education, 
HIV/AIDS 
Management 
Unit) 

National - 13 
regions 

Teachers, 
N=4257 

One-stage 
cluster 
sampling 
(clusters of 
teachers 
(schools) 
were 
stratified by 
grade level 
and area 
(urban vs. 
rural) within 
regions.) All 
of the 
teachers 
from the 
selected 
schools 
were asked 
to 
participate. Circumcision 

14% of those tested reported 
being HIV-positive. About 44% 
of teachers knew that 
circumcision reduces a man’s 
risk of infection. Among males, 
21% were circumcised; among 
females, 23.5% had circumcised 
partners. Regions w/ fewer 
circumcised teachers were 
Caprivi (4%) & Ohangwena 
(7%); those w/ more were 
Omaheke (60%), Kunene 
(57%), & Otjozondjupa (49%). 
Men reporting no religion (38%) 
were more likely to be 
circumcised. Self-reported HIV-
negative men were somewhat 
more likely to be circumcised 
than HIV-positive men (22% vs 
17%). Among all circumcised 
men, 43% were traditionally 
circumcised & 51% by a medical 
provider. Among uncircumcised 
men, 52% would get 
circumcised if MC’s protective 
benefits were explained, & 49% 
of women w/ an uncircumcised 
partner would want him 
circumcised if done free of 
charge at a health facility.  

 Reasons men gave for being 
unlikely to get circumcised were: 
not believing in MC’s benefits 
(34%); needing more information 
(29%); & feeling that MC is against 
their culture or religion (22%). 
most Namibians are open to MC 
but need more information. These 
results also indicate where & why 
some barriers to MC may occur. 
Further analyses at the regional 
level may help to tailor MC 
communication campaigns 
accordingly, since there is much 
regional variation in MC-related 
attitudes & practices.  
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PEPFAR 
Conference 
Abstract - Factors 
Associated with 
Multiple 
Concurrent 
Partnerships 
among Teachers 
in Namibia: 
Results from a 
National Survey  

KOPPENHAVE
R et al (USAID-
Namibia, 
2Academy for 
Educational 
Development, 
3Ministry of 
Education, 
HIV/AIDS 
Management 
Unit) 

National - 13 
regions Teachers 

One-stage 
cluster 
sampling 
(clusters of 
teachers 
(schools) 
were 
stratified by 
grade level 
and area 
(urban vs. 
rural) within 
regions.) All 
of the 
teachers 
from the 
selected 
schools 
were asked 
to 
participate. MCP 

About 70% of respondents had 
a spouse or regular sexual 
partner, & 16% reported having 
MCPs in the past year. Those 
most likely to have MCPs 
include men (30%), those aged 
25-29 (26.5%), those cohabiting 
(30%), those living alone 
(23.5%), those in Kunene (24%) 
& Omaheke (26%) regions, 
Herero speakers (25.5%), & 
those not attending religious 
services (28%). Further, 29% of 
respondents reported having a 
partner who had MCPs in the 
past year, but there were few 
differences among sub-groups. 
Respondents more likely to 
report a partner having MCPs 
include: those cohabiting (44%), 
those living alone (36%), Herero 
speakers (39%), those attending 
religious services less often 
(35%), & the HIV-positive 
(37%).  

In a multivariate model that adjusts 
for age, sex, marital status, 
condom use, & circumcision, 
having a partner who has MCPs 
was a significant predictor of HIV-
positivity. Our results suggest that 
MCP are fairly common among 
Namibian teachers. Programs 
should target teachers who are 
cohabiting or living alone, Herero 
speakers, & the less religious. 
That having a partner who has 
MCPs is linked to being HIV-
positive is consistent w/ theoretical 
models which show that the risk of 
sexual concurrency is less for the 
person having concurrent partners 
than for the concurrent partners 
themselves. Although our results 
don’t say whether the partners’ 
MCP preceded the HIV infection, 
MCP programs may want to target 
a reduction in the presumed 
acceptability of sharing one’s 
partner.  
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PEPFAR 
Conference 
Abstract - 
Declines in HIV 
Prevalence and 
Risk Behavior in 
Namibia: A 
Review of the 
Evidence  

SWARTZ, J.1et 
al (MoHSS / 
Directorate of 
Special 
Programmes, 
6Ministry of 
Health & Social 
Services / 
Directorate of 
Special 
Programmes, 
7IntraHealth-
Namibia) 

National - 13 
regions 

Pregnant 
Women - 
ANC, 21 
Consistent 
sites from 
2002-08 ANC 

ANC 
prevalence 

From 2002-2008, among the 21 
consistent sites, median 
prevalence declined from 22.0% 
to 17.1% overall and from 
15.8% to 9.1% among young 
women. After we noted that 
there is no significant site-year 
interaction, linear regression 
modeling on the same sites 
shows a statistically significant 
decline among all women and 
young women. Comparison of 
behavioral data from the 2000 
and 2006 DHS shows that risk 
behavior among young people 
is declining. Median age at first 
sex among youth ages 20-24 
increased from 18.2 to 18.3 
years (reversing declines from 
1992) and from 16.7 to 17.4 
years among men. Condom use 
at last sex among youth 
increased from 48% to 64% 
among women and from 69% to 
81% among men. Among 15-49 
year olds, condom use at last 
sex increased (42.6% to 62.1% 
among wome and  67% to 78% 
among men). Finally, DHS 
results show that multiple 
partnerships are declining 
among 15-49 year old men 
(from 21% to 16%), but not 
women, and not among young 
men or women. 

This preliminary analysis suggests 
that Namibia’s HIV prevalence is 
declining, both among women 15-
24 and women 15-49. The decline 
among youth may point to a 
decline in incidence. The observed 
prevalence decline may be at least 
partly explained by the decreases 
in risk behavior, but this analysis 
has not determined how much of a 
role pool saturation is playing. 
Further analyses should explore 
the extent to which behavior 
change may be contributing to the 
declines. They should also 
consider the effect on prevalence 
of Namibia’s widespread ART 
coverage. 
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PEPFAR 
Conference 
Abstract - Sexual 
Behavior of 
Teachers Living 
with HIV in 
Namibia: Results 
from a National 
Survey  

KOPPENHAVE
R, T et al 
(1USAID-
Namibia, 
2Academy for 
Educational 
Development, 
3Ministry of 
Edu, HIV/AIDS 
Management 
Unit Southern 
Africa ) 

National - 13 
regions 

Teachers, 
N=4257 

One-stage 
cluster 
sampling 
(clusters of 
teachers 
(schools) 
were 
stratified by 
grade level 
and area 
(urban vs. 
rural) within 
regions.) All 
of the 
teachers 
from the 
selected 
schools 
were asked 
to 
participate. 

Sexual 
behavior 
among PLHIV 

Among TLHIV, 67.5% had 
disclosed their status to their 
partner & 60% knew that their 
partner had tested for HIV. Of 
those who knew their partner’s 
status, 40% of TLHIV had 
partners who were HIV-negative 
& 3% of HIV-negative teachers 
had partners who were HIV-
positive. About 66% of TLHIV 
have a spouse or regular sexual 
partner & 12% had more than 1 
partner in the past month (vs. 
9% among HIV-negative 
teachers). TLHIV were more 
likely (37%) than HIV-negative 
teachers (28%) to have a 
partner who had concurrent sex 
partners in the past year; TLHIV 
were also more likely to have 
had a same-sex partner (9% vs 
6%), to have sex while under 
the influence of alcohol or other 
substances (12% vs 6%), & to 
have sought treatment for an 
STI in the past 3 months (42% 
vs 27%). TLHIV were no more 
likely than HIV-negative 
teachers to have sex with a sex 
worker, to have a one-night 
stand, to have concurrent 
partners, or to be in an 
intergenerational relationship. 
TLHIV (45%) were more likely 
than HIV-negative teachers 
(28%) to use a condom at last 
sex with a marital or cohabiting 
partner, but no more likely to do 
so with a non-marital, non-
cohabiting partner (both 69%). 

Our results indicate that prevention 
programs targeting TLHIV in 
Namibia should focus on: (1) 
encouraging disclosure to your 
partner & knowing your partner’s 
status; (2) reducing substance 
use; (3) increasing condom use 
with all partners; & (4) increasing 
awareness that, if an HIV-positive 
person has a partner who has 
concurrent partners, those other 
partners are at heightened risk of 
infection.  
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PEPFAR 
Conference 
Abstract - Major 
Factors Driving 
the HIV Epidemic 
in Namibia: A 
Review of the 
Current Evidence  

KOPPENHAVE
R, T et al 
(1USAID-
Namibia, 
2Macro 
International, 
3CTS Global, 
4UNAIDS, 
5UNICEF-
Namibia, 
6Ministry of 
Health & Social 
Services 
Southern 
Africa) 

National - 13 
regions National 

(1) survey 
data for 
factors 
associated 
w/ risk 
behavior; 
(2) VCT 
client data 
& sentinel 
surveillance 
reports for 
factors 
linked to 
HIV 
infection; 
(3) findings 
from other 
studies in 
Namibia; & 
(4) literature 
on factors 
linked to 
HIV 
infection in 
neighboring 
countries & 
other 
generalized 
epidemics. 

HIV 
prevalence, 
circumcision, 
multiple 
partners, 
concurrent 
partners, 
alcohol, 
migration, 
condom use, 
education, 
urban/rural, 
STIs, 
intergeneratio
nal sex,  

DHS results show that 21% of 
adult men are circumcised (1% 
to 57% across regions); sentinel 
surveillance sites w/ the highest 
HIV prevalence tend to occur in 
regions w/ lower MC. Several 
studies indicate that MCP is 
common. DHS results show that 
those most likely to have 
multiple partners are men, 
youth, people not in a union, 
drink frequently, often away 
from home, employed, urban & 
wealthier women. Condom use 
at last sex is >60% w/ non-
marital partners, it is least likely 
among the married/cohabitation, 
less educated, very poor, rural 
areas, & Kavango & Caprivi. 
Alcohol is widely used in 
Namibia. The DHS shows men 
drink 2x as often as women & 
drunkeness during sex is more 
common in South. Among 
youth, alcohol use is associated 
w/ having more partners &, 
among young women, w/ more 
STIs. DHS results show that 
intergenerational relationships 
are common among young 
women, especially married, less 
educated, or living in Omusati or 
Ohangwena. Wealth wasn't 
linked to having an 
intergenerational partner. 
Several studies report that 
transactional sex is an 
increasingly acceptable form of 
partnership & it may contribute 
to higher partner turnover 
among women. Frequency of 
travel is associated w/ having 
multiple partners, & areas w/ 
high HIV prevalence receive 
large numbers of migrants & 
transient residents. Among 

Drivers of HIV transmission in 
Namibia include: lack of male 
circumcision; concurrent sexual 
partnerships; insufficient condom 
use; alcohol use; inter-
generational sex; transactional 
sex; migration; & marital patterns. 
Regional variation in these factors 
suggests that a national prevention 
strategy should tailor interventions 
to the drivers most common in a 
given region. 
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agricultural workers (who are 
often migratory), 38% of men & 
53% of women are HIV+, 
according to VCT data. 
Marriage, already low, is 
declining, & being unmarried is 
linked to having more partners. 

Situation 
Assessment of 
Male Circumcision 
for HIV 
prevention: A 
Summary Report Govt of Namibia 

National - 13 
regions National 

Desk 
Review, 
Qualitative 
Research - 
focus 
groups and 
structured 
interviews, 
Facility 
readiness 
survey - 
questionnai
res, Cost 
and Impact 
analysis 

1) desk review 
of existing 
literature and 
mapping MC 
medical 
providers 2) 
key informant 
interviews and 
focus group 
discussions; 
3) assessment 
of the public 
facilities and 
their 
readiness to 
roll out MC 
services; and 
4) an analyses 
on cost and 
impact of an 
uptake 

In conclusion the situation 
assessment provided the 
evidence needed for Namibia to 
include male circumcision in 
their HIV prevention strategy. • 
About one fifth of adult men (15-
49 years) in Namibia are 
circumcised. The prevalence is 
highest in Kunene and 
Omaheke regions (50% and 
57%), and mostly done by 
traditional circumcisers.  
Regions in the north (Omusati, 
Ohangwena, Oshana and 
Caprivi) have low prevalence of 
male circumcision.  With a wide 
distribution of health facilities in 
these regions, there is an 
opportunity for scale up of 
medical circumcision.  
• There is general support for 
scale up of male circumcision at 
all levels.  The perceived 
benefits of male circumcision 
were: health and hygiene; STI 
prevention; sexual pleasure; 
tradition; and normative 
pressure. There was need for 
comprehensive education and 
behaviour change 
communication on male 
circumcision matched with 
services in order to manage 
demand.  
• Currently medical 
circumcisions can only be 
performed by doctors and in 

Based on the situation assessment 
the participants at the stakeholders 
meeting agreed that safe, 
voluntary, male circumcision was a 
viable and appropriate HIV 
prevention strategy for Namibia. 
However, as stressed by the 
Minister, the roll out and 
communication around this 
sensitive subject should be 
conducted with “great care and 
good preparation”. As a result of 
the situation assessment the 
following next steps were agreed 
upon.   
• To develop a policy and action 
plan on male circumcision 
• To move ahead with developing 
a communication strategy and a 
plan to build human capacity for 
providing male circumcision 
services 
• To continue deliberations 
between MOHSS and traditional 
circumcisers 
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hospitals.  However, there is a 
shortage of resources for male 
circumcision scale up.  There is 
need to shift tasks from doctors 
to nurses, strengthen health 
systems and linkages with 
private sector (providers, 
medical aid and employers) and 
traditional circumcisers as 
Namibia scales up safe male 
circumcision services.   
• Studies on the cost and impact 
of male circumcision show that it 
is a cost-effective intervention 
compared to other HIV 
programmes.  The model 
estimated that 77,000 new 
infections could be averted in 
Namibia, if 80% of all adult and 
adolescent males chose to be 
circumcised (1 infection per 2.4 
male circumcisions).  

HIV Drug 
Sensitivity Survey 
- 2006 Report 
Namibia MoHSS, 2006 

Katatura State 
Hospital and 
Windhoek State 
Hospital 

HIV + 
samples 
collected from 
primigravida 
women age 
15-24 yrs 
(likely to be 
recently 
acquired 
infection and 
ART and 
PMTCT 
naïve), N=53 

Cross 
sectional 
survey (part 
of the 2006 
ANC 
sentinel 
surveillance
) 

transmitted 
HIV-1 drug 
resistance 
(HIV-1 DR) 

No major mutations were 
identified. This leads to the 
conclusion that the prevalence 
of transmitted HIV drug 
resistance in Windhoek is low 
(<5%) for all ARV medicine 
classes currently used in 
Namibia.  The secondary 
objective of the survey was to 
determine the dominant HIV 
sub-types in Windhoek, and the 
phylogenetic trees analysis 
indicates a predominance of 
sub-type C (95%). 

Extend study to more sites where 
ARV is widely spread and has 
been for 3+yrs, identify early 
warning signs that can lead to drug 
resistance and take action to 
minimize preventable HIV drug 
resistance on ART program level, 
monitor ARV patients for possibility 
of drug resistance, implement this 
study with each sentinel 
surveillance round so that the 
country can monitor trends in HIV 
drug sensitivity over time.  
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A review of 
poverty and 
inequality in 
Namibia 

Central Bureau 
of statistics, 
Published 2008 
using 2003/04 
NHIES Data 

National - 13 
regions Census data Census 

Inequality and 
Poverty 
(based on 
new CBN-
based poverty 
lines) profile 
for Namibia 

The poverty status is closely 
correlated with a series of 
social, demographic, geographic 
and economic features of 
households. Multivariate 
analysis confirms that poverty 
levels in Namibia are higher for 
instance among households that 
are female-headed, based in 
rural areas and have one or 
more children, when controlling 
for other possible determinants. 
These results underscore the 
potential for poverty reduction 
by greater targeting of policies 
and interventions.  

These results underscore the 
centrality of the strengthening 
education system as an integral 
part of the national poverty 
reduction strategy. The report also 
introduced a series of inequality 
measures beyond those 
traditionally applied in Namibia. 
This part of the analysis re-
affirmed that Namibia ranks 
among the most unequal and 
polarized of societies in the world. 
Moreover, a decomposition 
exercise showed how inequality is 
primarily a product of inequality 
within different population groups 
rather than between groups.  

Nationwide KAP 
Baseline Survey 
on Alcohol and 
Drug Use and 
Abuse in Namibia 

MoHSS, March 
2002 

National- urban, 
peri-urban and 
rural (NE, NW, 
central=Kunene, 
Erongo, 
Khomas, 
Otjozondjupa 
and 
south=Karas, 
Hardap, 
Omaheke) 

18 + yrs, 
N=2832 
interviews 

Equal 
probability 
cluster 
sampling to 
determine 
geographic 
location and 
then within 
household 
random 
selection of 
adult 
residing in 
the house. 
Baseline 
data 
collection 
completed 
by a highly 
structured 
quantitative 
questionnai
re. 

Alcohol and 
drug related 
knowledge, 
attitudes and 
practices 
information, 
as well as 
demographic 
and 
consumption 
patterns. 

61% adults consumed alcohol at 
some time in their lives (39% full 
abstainers). Windhoek had the 
highest % of current drinkers, at 
69.9%, while the NW (Omusati, 
Oshikoto, Oshana and 
Ohangwena) had the lowest at 
26%. Mean consumption levels 
were highest in the NE (Caprivi 
and Kavango) and Peri-urban 
strata.  

39.2% adults consumed tobacco 
with almost all still doing so. 
Average consumption was ~2 
packs per day, with levels highest 
in Windhoek and urban strata. 
63.3% of female smokers who 
ever had a child smoked 
throughout pregnancy, with figures 
in the NW and South the highest. 
Consumption of drugs was 2.6% 
for dagga and 0.4% for mandrax. 
For dagga, more people in 
Windhoek knew someone that 
used dagga (50.9% vs. 2.6% 
national average), also high was 
the South (43.2%) and much lower 
in the rural strata.  



 

 104 

Title 
Authors/ 
Funder Region Population 

Methodo
logy Indicators Findings 

Additional Findings 
AND/OR 
Recommendations 

A Future in Doubt: 
Youth alchohol 
abuse in Namibia Unicef, 2007 National Youth 

Peer 
groups 

Youth drinking 
patterns, 
availability of 
alcohol, ease 
of underage 
access, why 
they start, 
attitudes, 
alcohol and 
HIV spread 

Majority of peer groups 
identified alcohol as the most 
influential factor in their sexual 
behavior. Peer groups also 
attributed the influence of 
alcohol as extremely significant 
to the spread of HIV and 
increased violence between 
men and women. Forced sex 
accounts for 42% of first sexual 
acts among 10-14 yr olds (24% 
among 15-21 yr olds. Sex with 
much older men frequently 
occurs and an increasing # of 
young people are being driven 
to take multiple partners by a 
desire for reward (food, $, 
alcohol)  

There is a lack of empowerment to 
act out what the youth know. Less 
than 50% of youth are aware of 
facilities, organizations or 
individuals involved in alcohol 
abuse prevent and C&T. Social 
clubs providing alternative forms of 
constructive entertainment are 
recommended. Radio is the most 
effective medium for 
communication messages - 77% 
of youth have heard at least one 
radio message. Also, availability 
should be better restricted as well 
as an increase in liquor taxation, 
involvement by admired public 
figures and an increase in the 
number of rehab facilities.  

Substance use 
among the youth 
in Namibia 

DIS, MoHSS, 
Univ of 
Namibia, 1997-
99 National Youth     

53.5% of Namibian youth (13-30 
yrs old) use alcohol, 22.6% 
smoke and 7% use daga and 
1.5% smoke mandrax.  

Continue current prevention 
programs (TADA, Horizon and 
ARMADA) and initiate new 
programs (family life 
empowerment, community 
mobilization, enforce drug and 
alcohol legislation, media 
involvement, use primary health 
care as an opportunity for early 
intervention. 
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COSTINGS  
MODELLING 
REPORT ON HIV 
AND AIDS ON  
HUMAN 
RESOURCES 
FOR THE 
NAMIBIAN 
PUBLIC SECTOR 

OPM and 
Alexander 
Forbes 
Financial 
Services, Dec 
2008 National 

Namibian 
Public Sector 
workforce 

Actuarial 
analysis - 
HIV 
prevalence 
was 
projected 
using 
Deloitte 
Multi-State 
AIDS 
projection 
model and 
Generalized 
Linear 
Modeling 
(GLM) was 
performed 
to identify 
the main 
factors 
affecting 
HIV 
prevalence  

estimates of 
HIV 
prevalence 
and incidence 
among the 
Namibian 
Public Sector 
workforce and 
the potential 
cost impact 
associated 
with these 
estimates 

We estimate the 2008 HIV 
prevalence to be 8.1% for all 
O/M/As (Office, Ministry, 
Agency) combined. This is 
expected to decrease to 1.2% 
by 2018. Age was the main 
driver of HIV prevalence, 
followed by gender and salary 
band (with young, female 
employees in a lower income 
band having a higher HIV 
prevalence). These HIV and 
AIDS additional costs are 
expected to add around 4.9% 
(of annual payroll) to the cost of 
operations over the next 10 
years. These additional costs 
can be reduced by the 
availability of ART. Bulk of this 
saving is as a result of a short 
term deferral in 
deaths/disabilities. ART 
treatment is not necessarily 
available to all employees. 
Those employees with medical 
cover (71.8% on PSEMAS) 
have access to ART when their 
CD4 count falls below 350. 
Those employees without 
medical cover (28.2%) can 
obtain ART in the public sector.  

1. A workplace disease 
management program for 
HIV/AIDS be implemented as part 
of an employee wellness program. 
2. The workplace program should 
place emphasis on the availability 
of ART, in an attempt to increase 
the number of employees on the 
medical aid scheme (PSEMAS) or 
by providing ART to those 
uncovered employees. If the cost 
of providing PSEMAS membership 
to those uncovered employees is 
greater than the 1.65% (of the 
uncovered employees annual 
payroll) required to provide ART 
directly, then we recommend that 
the Namibian Public Sector 
provide ART through a workplace 
program outside of the medical 
scheme. 3. Regular monitoring 
and evaluation of the HIV and 
AIDS component of a workplace 
program within the Namibian 
Public Sector 
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PREVALLENCE 
MODELLING 
REPORT ON HIV 
AND AIDS ON  
HUMAN 
RESOURCES 
FOR THE 
NAMIBIAN 
PUBLIC SECTOR 

OPM and 
Alexander 
Forbes 
Financial 
Services, Dec 
2008 National 

Namibian 
Public Sector 
workforce 

Actuarial 
analysis - 
HIV 
prevalence 
was 
projected 
using 
Deloitte 
Multi-State 
AIDS 
projection 
model and 
Generalized 
Linear 
Modeling 
(GLM) was 
performed 
to identify 
the main 
factors 
affecting 
HIV 
prevalence  

estimates of 
HIV 
prevalence 
and incidence 
among the 
Namibian 
Public Sector 
workforce  

Employees 46-50 yrs have a 
HIV prevalence magnitude 
indicator of 78.4% lower than 
those aged 31-35. This result 
means that as the population of 
employee’s age, the HIV 
prevalence can be expected to 
decrease. The HIV prevalence 
magnitude indicator for females 
is on average 46.9% higher than 
for males. We can see that the 
lower the salary band, the 
higher the HIV prevalence 
magnitude indicator.  The 
exposure weighted factor of age 
band (1.809) is the highest 
compared to the other analysis 
factors and is followed by 
gender (0.851) and salary band 
(0.755).  

HIV prevalence is driven firstly by 
the age band the employee 
belongs to, followed by the 
employees’ gender and then 
salary.  

 


