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Background and Regional Overview 5
SADC Framework for HIV and AIDS Best Practices 
Southern African Development Community (SADC) member countries have been responding to HIV in different 
ways for the past two decades. While there have been innovative responses, “the combined experiences of Member 
States have not been fully harvested or systematically documented to guide Member States and the region at large 
in the design and implementation of HIV and AIDS interventions” (SAfAIDS 2008). Documenting and sharing Best 
Practices provides platforms for cross-learning among Member States, while enhancing effectiveness and 
efficiency of programmes, especially in the context of limited, and dwindling financial resources. 
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The case for Best Practice documentation is 
strengthened by resolutions contained in the 2003 
Maseru declaration on Combating HIV and AIDS 
which recognises: “...that within the SADC region there 
have been successes and Best Practices in changing 
behaviour, reducing new infections and mitigating the 
impact of HIV and AIDS, and that these successes need 
to be rapidly scaled-up and emulated across the SADC 
region” (SADC 2006). Although the initial framework 
was developed for documenting HIV programmes, 
SAfAIDS aligned and adapted it for documenting Best Practices in addressing culture and gender-related factors 
that have been shown to increase women’s exposure to infection in southern Africa.

In relation to SADC Member States’ commitment to universal access, the Best Practice framework is useful for 
scaling-up responses and its adaptation allows for documenting emerging HIV prevention response priorities, 
for instance, structural factors, among them cultural issues which contribute to high HIV prevalence rates in the 
region. It further facilitates learning by outlining what works and what does not, while providing platforms for 
highlighting and discussing contrasting experiences in implementing HIV prevention and mitigation programmes. 
Ultimately, Best Practice documentation promotes large-scale adaptation and replication of small and successful 
interventions. Below is the criterion which has been utilised in the documentation of Best Practices which have 
been written up in this report.

Definition of a Best Practice
A body of knowledge about an aspect of HIV; 

•  Should be based on practical experiences 
and lessons learned; 

•  Should be replicable; 
• Should be able to mitigate an aspect of the 

HIV epidemic. 
(Source: SADC Best Practice Framework)

Element Definition
Effectiveness This measures whether an activity achieves overall success in producing its desired 

outcomes and reaching its overall goal.
Efficiency Efficiency of a programme measures the capacity of the programme in producing 

desired results with minimum expenditure of energy, time and resources. It also includes 
innovative utilisation of available resources to realise the goals and objectives of the 
programme at hand, and in a timely manner.

Relevance Relevance is about how closely the practice is focused on the HIV response in the context 
of the society/environment in which it is implemented. It includes factors such as cultural 
traditions, religious beliefs, the political system or economic organisations - in so far as 
they affect vulnerability, risk behaviours, or the successful implementation of a response.

Ethical 
Soundness

An ethical practice is one that follows or does not violate principles of social and 
professional conduct. Important principles in HIV work include compassion, solidarity, 
confidentiality, consent, responsibility and tolerance. Practices should support equity 
and distributive justice.

Innovativeness The extent to which the programme implementers demonstrate unique ways of 
implementing activities. 

Replicability The extent to which the programme can easily be copied or adapted.
Sustainability Sustainability is the ability of a programme or project to continue, and to do so 

effectively, over a medium to long-term basis, especially without total reliance on 
external resources.

Figure 1: HIV and AIDS Best Practice Criteria from the SADC Framework on Best Practices



Namibia Country Profile 
Namibia is a middle income country with an estimated two million inhabitants (Namibia Demographic Health 
Survey (NDHS), 2006/7). The country is made up of a diverse racial, religious, cultural and ethnic range of people 
with rich cultures, traditions, values and practices. The NDHS (2006/7) reported that the country has a relatively 
young population, with 43% of all inhabitants younger than 15 years of age and less than 4% over 65 years. 
Despite rapid urbanisation, Namibia is still mainly rural, with only one person in three living in urban areas. The 
population density is low, at average two people per square kilometre, with substantial variations in regional 
population densities. Almost 67% of the total population live in the four northern regions, while less than 10% 
live in the south. The majority of the population relies on subsistence agriculture or herding and food insecurity 
is a major problem, given Namibia’s vast desert and arid climate. A major challenge for the country is the high 
unemployment rate which is estimated at 37% (Namibia National Planning Commission, 2006). 

According to the International Monetary Fund (IMF), Namibia’s per capita Gross Domestic Product (GDP) was 
USD 6,610 in December 2009 (IMF 2009). The country has one of the most unequal income distributions in Africa 
with an estimated 28% (almost a third) of the citizenry living in poverty (World Bank, 2010). Namibia also has the 
fourth largest HIV epidemic in the world after Swaziland (26.1%), Botswana (23.9%) and South Africa (18.1%), 
(Global Fund, 2010). 

AIDS Care Trust (ACT), one of the two organisations whose programme is described in this report, implemented 
programmes in the Khomas and Omusati regions in Tobias Hainyeko, Moses Garoeb, Windhoek Rural and 
Okahao constituencies. A second organisation, the Namibia Women’s Health Network (NWHN) implemented its 
programme in Khomas region, specifically in Katutura and in the rural town of Dordabis. In spite of the different 
implementation sites, communities in these areas are all characterised by high population density, acute 
unemployment and generally precarious livelihoods. 
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Epidemic Variable 2008/2009 
Total number of PLHIV 174,000

Percent adult prevalence (15-49years) 13.3

HIV+ (15years+) female 95,000

HIV+ (15years+) male 66,000

Annual AIDS-related deaths 6,100

Number of new HIV infections 5,800

Total in need of ART 77,000

Mothers needing PMTCT 11,600

Figure 2: Estimates and Projections of the Impact of HIV and AIDS in Namibia (2008) (Ministry Of Health and Social Services)

According to The Ministry of Health and Social Services (MoHSS), HIV transmission is primarily through unprotected 
heterosexual contact, although no statistics are available. Key drivers of the epidemic include multiple concurrent 
partnerships (MCP), trans-generational sex (TGS), transactional sex, high population mobility and alcohol abuse, 
along with low risk perception (MoHSS, 20091). Furthermore, the MoHSS reported that 16% of sexually active men 
and 3% of sexually active women reported having had more than one partner in the 12 months preceding the 
study. Voluntary counselling and testing (VCT) data reveal that women have fewer multiple concurrent partners; 
this supports regional findings on the cultural tolerance for multiple sexual partnering by men, but less so for 
women (MoHSS 2009). 

1HIV/AIDS: Behavioural and Contextual Factors Driving the Epidemic (MOHSS 2009)
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“Although some progress has been made towards the domestication of the Convention on the Elimination of All 
Forms of Discrimination Against Women (CEDAW), the process has been slow, compromising opportunities to 
empower women, raise their socio-economic status and prevent or reduce their vulnerability to HIV infection.”    

    National Strategic Framework for HIV and AIDS Response in 
Namibia 2010/11 – 2015/16)

An interesting fact about Namibia is that there has been a documented decline2 in marital or cohabiting 
relationships, which are associated with lower HIV exposure, compared to MCPs which are reported to be on the 
rise. However, marital independence has not been matched by new income generating opportunities for women, 
trapping many women in a cycle of poverty punctuated by socio-economic dependence on men. The Ministry 
of Gender Equality and Child Welfare (MGECW) cited economic dependence as one of the key drivers of gender-
based violence, and of high HIV prevalence among women.  

Analysis of Harmful Cultural Practices in Namibia 
Communities and families in Namibia are arranged along patriarchal lines, and are characterised by high 
control and exercise of power by men. Inequalities between men and women, rigid social structures, along with 
inconsistent law enforcement mechanisms to address and punish gender-based violence increase women’s 
exposure to HIV. One commonly held and accepted traditional belief is that “good women” are  sexually passive 
and ignorant about sex. Within this  cultural paradigm, men are expected to dominate in sexual relationships 
and make reproductive decisions for both partners. It is acceptable for men to experiment sexually with other 
partners outside the confines of marriage while women are expected to remain faithful to their husbands and 
partners. 

Certain harmful cultural norms commonly held in Namibian communities perpetuate and support gender-based 
violence, for instance by accepting violence against women as a normal part of marriage. It is common for families 
to reject, or refuse to accommodate daughters who escape abusive marriages, as physical violence “within reason” 
is not regarded as a legitimate and strong enough reason for divorce. Women can reportedly experience physical 
and emotional violence for a number of reasons, among them disclosing an HIV positive status; refusing sex with 
husbands; or for suggesting condom use. AIDS Care Trust (ACT), which is documented in this report specifically 
works to confront, address and prevent violence arising as a result of women disclosing their HIV positive status. 

During the data collection process for this report, some focus group discussants held the belief that GBV mainly 
emanated as a result of unrestrained socio-economic power apportioned to men through patriarchy and which 
manifests in societal acceptance of men’s perceived right to “discipline” their wives physically. This means that 
society accepts certain forms of physical aggression as acceptable and within a man’s limits (MGECW, 2008). 
Further supporting male power and domination is a culture of silence in which women do not report violence. 
The culture of silence does not only apply to reporting GBV but extends to other issues which makes it “taboo for 
men and women, parents and children and husbands and wives to speak about sex” (SAfAIDS, 2006), thus impacting 
on HIV prevention and mitigation efforts.

In addition, the documentation team found that there was overt and covert societal endorsement of polygamy, 
both formal and informal. There is also subtle acceptance of male promiscuity as “manly” which not only makes it 
acceptable, but desirable. Closely related to polygamy is the general societal acceptance of multiple concurrent 
partnerships (MCPs), especially by man. The interrogation of societal tolerance of MCPs, which Namibia’s Ministry 
of Health and Social Services (2009) highlighted as one of the key drivers of HIV in the country is even more 
critical in the context of the country’s HIV prevalence rate (13%3) in the country. 

2NDHS 2006/7, MOHSS, 2008. HIV/AIDs in Namibia: Behavioral and Contextual Factors Driving the Epidemic
3UNAIDS Report On The Global Aids Epidemic, 2010 http://www.unaids.org/documents/20101123_GlobalReport_em.pdf
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Although the country has some progressive laws in place aimed at ensuring the achievement of gender equality 
and the protection of women, traditional courts, which are male dominated institutions, still hold a lot of power 
in mediating disputes deemed to be of a domestic nature, and thus in influencing what is considered normal 
behaviour for men in, and outside of marriage. Traditional courts represent a very important and powerful sector 
of Namibian communities which must be engaged with if sustainable change is to be realised in communities. 

Alcohol in Namibia is also singled out, and recognised as a contributor to high incidences of GBV and HIV infection 
rates. Alcohol abuse is rife in the country and its relationship with physical aggression and sexual risk-taking has 
been well documented by the Ministry of Health and Social Services (2009). 

Also, cultural norms; for example the Owambo culture lays great emphasis and importance on the fathering of 
children also contribute to high HIV transmission and HIV-related deaths. The more children a man fathers, the 
more prestige he has in society. The value attached to having children is reportedly very high, and in the case of 
a childless union, blame is placed on the woman, unless it is otherwise proved that her husband had a medical 
impairment that prevented procreation (SAfAIDS, 2009). Within the context of the importance of fathering and 
giving birth to children, the incidences of forced sterilisations of women living with HIV without their consent 
that placed Namibia in the news between 2009 and 2011 was one which had wider consequences than the 
gross violation of these women’s sexual and reproductive health and rights (SRHR). The second organisation 
documented in this report, the Namibian Women’s Health Network (NWHN), was formed in direct response to 
the forced sterilisations of women living with HIV. The organisation assisted a number of women who had been 
sterilised without their consent to take their cases to court. In 2009 the Network found that there were more of 
these cases than previously thought, and that the illegal procedures were being done in state hospitals in two of 
the country’s thirteen regions. 
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AIDS Care Trust
AIDS Care Trust (ACT) was established in 1991 as a community-based, non-profit, non-governmental AIDS 
Service Organisation (ASO). ACT’s core business is the provision of psychosocial support, material aid, and other 
assistance to disadvantaged youth, including orphans and vulnerable children (OVC). The Trust also provides 
comprehensive home-based care (HBC), counselling and treatment adherence services to its beneficiaries as well 
as information, education and communication (IEC) materials targeted at people living with and affected by HIV.

During implementation of its care and support activities, ACT observed how certain cultural beliefs and practices, 
gender-based violence and human rights violations negatively impacted on the ability of people, women in 
particular, to access HIV prevention, treatment and mitigation services. Specifically, ACT found that experiencing 
violence or the fear of violence affected its clients’ ability to adhere to treatment. Further, various culturally 
supported constraints made it increasingly difficult for the organisation to address HIV care and treatment-related 
issues in communities. The organisation thus came to the realisation that there was need to simultaneously 
address HIV, GBV and the social structures, beliefs and attitudes that support high incidence. 

“You cannot separate gender based violence and culture; the two are related.”
                  ACT Staff Member

In 2009, ACT entered into partnership with SAfAIDS to implement the ‘Changing the Rivers Flow’ (CTRF) programme 
in Namibia. ACT entered into the partnership with the objective of scaling-up its service delivery by focusing on 
and addressing the inter-linkages between HIV, culture and gender based violence. The programme targeted 
women, girls, men and boys infected and affected by HIV in Khomas and Omusati regions in Tobias Hainyeko, 
Moses Garoeb, Windhoek Rural and Okahao constituencies. The organisation employed home based care (HBC) 
as its key entry-point to carrying out community sensitisation and mobilisation around greater understanding of 
the inter-linkages between HIV, GBV and culture. ACT also facilitated community dialogue sessions, door-to-door 
outreach activities and other community activities.

Namibia Women’s Health Network 
The Namibia Women’s Health Network (NWHN) was established in 2008 by a group of women living with HIV, 
HIV negative women and those who did not know their HIV status to assist women living with HIV who had 
been forcibly sterilised without their consent because they were HIV positive. The majority of the founders were 
women living positively with HIV. 

NWHN’s founders has participated in the Parliamentarians for Women’s Health (PWH) project between 2005 
and 2008. NWHN advocates for the human rights of women living with HIV, and since 2008 the network has 
documented stories of women living with HIV who were sterilised against their will in Namibia’s public hospitals. 
The network has created partnerships with local and regional NGOs (including Legal Assistance Centre and 
ARASA) to assist in litigation of the forced/coerced sterilisation violations. The network works with women in 
each of Namibia’s 13 regions.
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Namibia Women’s Health Network provides:
* Accurate information on sexual reproductive health and rights (SRHR), prevention of mother-to-child 

transmission of HIV, cancer of the cervix etc; 
* Information on where to access services in connection with gender-based violence; 
* Community and women’s empowerment activities at local and national level;
* Education for English literacy, a skill necessary for communicating with health workers; 
* Skills to sensitise community members, policy makers, and traditional leaders on issues affecting 

women living with HIV; 
* Skills for income generating activities for self sustenance and building confidence to negotiate for 

safer sex and avoiding re/infection with STI’s, particularly HIV.

Source: NWHN Strategic Plan (2010-2014)

The network established that women living with HIV also experienced challenges related to uncooperative health 
workers, negatively affecting their and other community members’ ability to access health services. As a direct 
response, the NWHN established Health Ethics Committees (HEC) to monitor service provision at two clinics in 
Katutura (at Hakahana and Wanaheda). The organisation set up two suggestion boxes, one for complaints and 
another for compliments to give clinic staff feedback and assist them to improve their service delivery. The boxes 
were manned by the HEC, which was made up of community members in order to ensure transparent follow-up 
without communities fearing retributive action by health workers. 

The organisation also specifically focuses on GBV prevention and mitigation. GBV is a big problem in the 
communities in which NWHN operates. In Dordabis for example, GBV was said to be exacerbated by food insecurity 
and unemployment. Cases of rape are reportedly high with women and children constituting the majority of rape 
survivors. 

The NWHN’s Youth Against Crime project works with the local Crime Prevention Committee to address issues related 
to GBV. Additional strategies used include mobilising youth against crime as well as income generating projects 
(poultry rearing and gardening). Furthermore, there is a skills building component in the NWHN programme 
which aims to sensitise community members, policy makers, and traditional leaders on issues affecting women 
living with HIV. Income generation and skills building activities are also used to encourage self sustenance and 
confidence-building, which it is hoped, will contribute to women’s heightened ability to negotiate for safer sex 
and reduce their risk of contracting HIV.
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This section briefly outlines the Best Practice documentation methodology employed for this report. It highlights 
the process of selecting organisations for documentation and explains the documentation process, from the 
preparatory stages up to the report writing stages.

SAfAIDS sent out a call for expressions of interest for organisations interlinking GBV, HIV, culture and women’s 
rights in their programmes at community level to be documented. The call was open to organisations in Namibia, 
Mozambique, South Africa, Swaziland and Zimbabwe. A number of responses were received, and a 10-member 
Regional Selection Committee selected nine organisations for documentation. 

The criteria below were employed by the Selection Committee in order to select the most relevant programmes:  
•  Is the programme effective? 

 • Is the programme ethically sound? 
 • Is the programme implementation cost-effective?
 • Is the programme relevant to the targeted beneficiaries? 
 • Can the programme be replicated elsewhere in the region?
 • Is the programme unique and innovative? 
 • Can the programme be sustained after the programmes has been phased out?

AIDS Care Trust and Namibia Women’s Health Network were selected for documentation in Namibia. The 
information in this report was gathered during fieldwork in-country, where over a eight days, the documentation 
team interviewed a variety of people, including programme implementers, programme beneficiaries, community 
members, relevant stakeholders and representatives of government departments. 

Data was mainly collected through review of literature, focus group discussions, semi-structured key informant 
interviews and observation. Findings were written-up into this report. The report was peer reviewed by a two-
member Peer Review Team based in Namibia for validation of information. Figure 3 on the next page provides a 
visual presentation of the best practice methodology.

Figure 3: Best Practice Documentation Methodology
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Unpacking the ‘Changing the River’s Flow’ Model8
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Programme Processes Vis-a-vis the Model
The ‘Changing the River’s Flow’ programme was developed from the understanding that like a river, culture may 
seem permanent and constantly flowing in one direction but in fact culture is quite fluid, dynamic and capable 
of change. The perception of cultural permanency fails to acknowledge the fact that culture is always changing 
and adjusting. 

“Just as the molecules of a river, acting together, constantly reproduce or transform the rapids, waves and 
whirlpools, so human beings, acting together, constantly reproduce or transform their cultural norms. These 

waves, whirlpools or cultural norms may seem to be static objects, but they are really processes”. 
(SAfAIDS 2009) 

Dealing with cultural norms that promote GBV and which negatively impact on HIV incidence requires a shift 
from piecemeal approaches towards an approach that starts from the position that transforming norms requires 
changing the forces and mechanisms behind them. The analogy of a flowing river was used because rivers 
are sources of water, and necessary for life. They are also viewed as objects of beauty, valuable in themselves. 
Similarly, culture is both a necessary part of life and valuable. The use of the metaphor of a river is a reminder to 
be respectful of culture and to celebrate its richness and diversity, even if, at the same time, we agree that certain 
aspects of culture no longer serve us (Price, 2009).

The ‘Changing the River’s Flow’ model was borne out of the realisation that information development and sharing 
alone was not going to result in behaviour change and reduction in HIV incidence in southern Africa. It was also 
based on an appreciation of the critical role played by cultural interpretations in perpetuating the continuation 
of patriarchal norms and arrangements, gender inequality and male dominance. SAfAIDS increasingly began 
to realise that failure to effectively address culture, gender and HIV individually and together would lead to 
ineffective interventions (2009). 

“SAfAIDS was producing excellent materials but they were not necessarily changing the way people and 
communities lived their lives in private. What was driving even the most educated men and women to 

continue to support practices like wife inheritance and property grabbing at family level knowing that it was 
wrong to do so? Why was it that all these educated Africans did not stand up to challenge these practices? 

Why the double standards? There had to be something much deeper that even well written SAfAIDS materials 
were not reaching. Something needed to change: we needed to change; we needed to find the missing piece”.  

SAfAIDS Executive Director, Lois Chingandu, on programme conceptualisation

A two year pilot project was undertaken through the collaborative efforts of SAfAIDS and Seke Rural Home Based 
Care Community Hospice (Seke Rural), a community-based organisation in Seke Community, a peri-urban area 
in Zimbabwe in 2006 and 2007. The project focused on uncovering and understanding approaches that would 
work in preventing and mitigating the impact of HIV within specific cultural contexts by focusing on gender 
transformation as a way of responding to HIV. 

Interventions supported and built community capacity to reflect and critically think about practices that fuel 
gender inequality and HIV, with a focus on supporting community-led processes of identifying and transforming 
negative aspects of culture and tradition (SAfAIDS 2009). 

The main method used in this programme was community cultural dialogue, an effective method for engaging 
community members and community leaders in the process of identifying those cultural practices that contribute 
to high GBV incidences and transmission of HIV, and for identifying ways of changing and eradicating them.
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The cultural dialogues were also important fora in which to identify positive cultural practices which had protective 
effects against both GBV and HIV, and ways in which they could be harnessed. 

Processes and Facets of the ‘Changing the River’s Flow’ Model 

Leadership Buy-In - The first step on entering a community is to approach community leaders in order to 
sensitise them on the purpose of the programme, and to get their buy-in and support for implementation of the 
programme in the community. It is critical to conduct a social mapping exercise to identify community power 
holders and custodians of culture (traditional and religious leaders, as well as influential and charismatic members 
of the community who wield some power over opinions and community events). Custodians of culture do not 
only facilitate access to communities through their support as opinion-leaders, but if their buy-in and support 
has been obtained they are also more likely to influence sustained behaviour change, even after the end of the 
programme. Attaining leadership buy-in is also important in breaking the silence, and influencing patterns of 
negative attitudes and practices; for instance where progressive men may fear reprisal for showing care and love 
to women, as they may be culturally encouraged to exhibit emotional detachment towards women and children.

Baseline – After obtaining leaders’ buy-in, it is important to conduct a baseline study to determine context-
specific manifestations of culturally-sanctioned GBV. Adapting the model requires an examination of contextual 
factors and community understandings of issues around GBV (SAfAIDS, 2005). Research will further identify 
existing practices which contribute to the marginalisation of women. A 2006 baseline study conducted for the 
pilot study by SAfAIDS in Namibia revealed that “although both men and women knew about HIV and AIDS, they 
did not necessarily link culture and gender issues to HIV and AIDS; all three were viewed as separate and independent 
problems”. It is thus important to obtain information on community and context-specific attitudes, beliefs and 
practices in the area of implementation in order to be able to mount an effective response. 

Figure 4: SAfAIDS Model of Culture Dialogue (SAfAIDS, 2009)

Four separate dialogues 
convened exclusive for each 
category

Category Facilitator
Women Woman
Men Man
Custodians Man
of culture

Each group identifies 
practices fuelling the HIV 
epidemic.
Ballot boxes used

Groups are combined.
Common issues discussed 
from fist dialogue identified 
and linked to HIV, Gender, 
Women Rights and GBV

The facilitator has deep 
understanding of critical 
issues of HIV, Gender, 
Women Rights and GBV

Disscussions re-enforced by 
use of performing Arts  

Groups are separated into 
three

-  Women only - Facilitator  
facilitates women to talk  
about HIV, Gender, Women 
Rights and GBV as it afects 
them

-  Men - Men discuss gender, 
culture, women’s rights as it 
affects them

-  Custodian of culture - Links 
cultural laws, practices and 
how it impacts on women 
and HIV

Groups are combined to 
discuss more on issues 
identified from each 
specific dialogue.

More provocative 
discussion initiated through 
performing Arts.

Community capacity gaps 
in gender, GBV, women 
rights and HIV identified

Leadership Sensitisation
for Leadership buy-in

Baseline

Dialogue
1

Dialogue
2

Dialogue
3

Dialogue
4

Week 1 Week 3Week 2 Week 4
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Community Cultural Dialogues – As explained above, the programme utilises ‘rounds’ of dialogue in which men, 
women, traditional leaders, youth or other target groups from a community are brought together separately in 
two ‘rounds’ for discussion. Following the ‘rounds’ where traditional leaders, men and women (and sometimes 
youth) have their own platforms, the various groups are brought together in order to have further dialogue in 
a third ‘round’. Men and women, and their traditional and community leaders are initially separated in order to 
allow for free communication, especially around issues of sex and sexuality. In subsequent ‘rounds’, once the 
taboos about speaking openly about issues of sex have been stretched and broken, programme implementers 
find that community members are more able to speak openly about these issues, even in mixed sex, and mixed 
age groups. 

Door-to-Door Visits by Community Based Volunteers – Following training around the inter-linkages between 
GBV, HIV, women’s rights and culture, community based volunteers (CBVs) carry out door-to-door visits in order 
to sensitise community members on the inter-linkages and to raise awareness on available prevention and 
mitigation services. The CBVs also utilise community events where community members are gathered, such as 
funerals and church services in order to raise awareness. CBVs have been issued with standardised information, 
education and communication materials which they use during the course of their work. 

Community-Based Volunteers – CBVs are individuals who live in the community where the programme is being 
implemented. They are already known to the community and their role is to ignite and guide dialogue around 
GBV, HIV, women’s rights and culture. The personality of the CBV is critical to the success of the dialogue. They 
need to be influential and able to ensure that community members ‘de-roll’ or temporarily suspend their positions 
in the community in order to enter into open and frank dialogue as equals with other community members. This 
is a strength which sees community facilitators eliminating community power dynamics to ensure frank and 
productive discussions.

Performing Arts - The role and significance of edutainment in Africa cannot be overemphasised. The two 
organisations worked with performing arts groups, specifically drama groups, to dramatise some practices which 
had been identified during the dialogues as having harmful effects. The dramas were important in generating 
discussion. Unlike cultural dialogues, and door-to-door sensitisation, the depersonalisation in dramas allowed 
community members and leaders to openly discuss sensitive issues without offending anyone.

Model’s Contribution to Reduction GBV and HIV 
Although Namibia and Zimbabwe (where the model was piloted) are characterised by different socio-cultural 
contexts, they are both patriarchal in nature, with similar factors underpinning high incidence of GBV and HIV. 
The socio-cultural similarities provided opportunities to adapt the model to address the inter-linkages between 
culture, GBV and HIV in Namibia. Adaptations of the model were simple and relevant as the model was designed 
in line with Kerlinger’s (2006) definition of a model as “an organised system of accepted knowledge that applies in a 
variety of circumstances to explain a specific set of phenomena and guide behaviours”. 

While adaptations of the model for use in Namibian communities might have been done through the different 
strategies, the key steps and overall aims of the model were retained. The importance of the ‘Changing the 
River’s Flow’ model in Namibia lies in its ability to 
raise awareness and provide information on the ways 
in which gender-based violence, HIV, culture and 
women’s rights are inter-linked. Once knowledge 
and information had been shared, the implementing 
organisations were well placed to provide services 
and referrals as needed by community members. 

“Few people drew any links between GBV and the spread of 
HIV until the issue was specifically raised in the discussion 
by the FGD facilitators. Once raised, concerns were noted 
and tended to focus on the risk of HIV infection in the case 
of forced sex and the risk of increased violence due to 
partners blaming each other for their HIV positive status”
                                                                                            - MGECW, 2008
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Capacitating community leaders to challenge harmful cultural practices in communities is a very important step 
towards encouraging community leaders to begin to view gender-based violence, and violence against women 
in particular, as a broader public health concern because of its close relationship with HIV transmission. 

Although the cultural dialogue process has achieved some successes in behaviour change and improved 
communication, it must be acknowledged that the dialogues may not trigger instant behaviour change, as 
evidenced by the sentiments of a focus group discussant in Okahao who maintained that: 

“...all this talk of equality makes women think they can challenge their husbands which is wrong. They start asking 
too many questions and denying us food when we come from drinking beer. This causes us to get angry and we 

end up beating them up.” 
Male Participant in a Focus Group Discussion, 2011

The process is still useful though, and sentiments such as these are important as they give an indication of existing 
beliefs, norms and practices around GBV and women’s rights which also help in discussions around culture and 
how it is often misused to justify domination and the structural disempowerment of women. Most importantly 
however, bringing to the fore the linkages between culture, gender and HIV through dialogues at community 
level is critical in Namibia where a knowledge, attitudes and practices study revealed that: 

“...few people drew any links between GBV and the spread of HIV until the issue was specifically raised in the 
discussion by the FGD facilitators. Once raised, concerns were noted and tended to focus on the risk of HIV 

infection in the case of forced sex and the risk of increased violence due to partners blaming each other for their 
HIV positive status.”  - MGECW, 2008

The programme is effective in providing easily adaptable tools and approaches for addressing the inter-linkages 
between culture, gender and HIV. During the documentation process, participants in the focus group discussions 
explained that they were aware of the challenges related to gender and HIV, but had no tools to undertake 
structural analyses of the problems in order to uncover and address the role of cultural norms and practices in 
high incidences of GBV and HIV. In addition, the model allows for engagement with communities and for its 
adaption for use within existing community structures without seemingly championing a cultural revolution. 

In the Namibian communities under discussion, the model also contributed towards community awareness of 
the need to address GBV and to challenge cultural practices which were often regarded as natural, and therefore 
immune to being challenged. 

An important point to make is that the programme, through culture dialogues, brought to the fore divergent 
views regarding the best strategies for addressing the inter-linkages. This divergence was by generation (age), for 
instance where older men and women felt that communities should revert back to accepting traditional social 
norms of male control in social relations. The older generation further expressed the need for strengthening 
traditional systems and community courts for the effective management of community affairs. Young people 
on the other hand felt that the best solutions lay with new mechanisms that reinforced a strengthened role for 

“It will take much more than these projects to change 
things here, but it’s a start which we expect to make a 
difference.” 

Member of Dordabis Youth Against 
Crime, 2011

women in society. They placed emphasis on the need 
to expand the influence of the law while promoting 
social norms that improve gender relations.

Most importantly however, both the young and 
older community members expressed the need for a 
better understanding, reinforcement and utilisation 
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of, as well as respect for positive, non-discriminatory traditional social norms and practices. Although there are 
different propositions on how to deal with culture, GBV and HIV, the main point is that communities were able to 
reliase and reach some consensus that the three are linked and need to be addressed in an integrated manner

Using the Model to Address Other Development Issues in Namibia
The model was adapted and expanded from exclusively focusing on HIV prevention and mitigation within cultural 
contexts in the pilot stages to addressing women’s empowerment, gender equality and gender based violence 
and other issues (such as livelihoods and sexual and reproductive health and rights) issues within specific socio-
cultural and national contexts. As this is a dynamic model, it is important to identify other ways in which the 
model can be adapted and used for social transformation. 

Community Engagement on Other Issues: A key strength of the model is its focus on involving and capacitating 
communities to identify and address their own challenges without a lot of external direction. This ensures that 
approaches are built into existing systems and that communities can easily identify with interventions and 
solutions. In addition, the model promotes inclusive and participatory community-directed and owned dialogue 
which is critical for sustainability, especially in the context of dwindling development financial resources. 

Advocacy for Policy Reform or Development: The model promotes a bottom-up approach to development 
which can be adopted for policy advocacy. Policy advocacy requires a solid evidence base which can be developed 
through baseline research; community needs assessments, a social mapping exercise to identify challenges 
and local individuals who can play a crucial role in the mitigation of these challenges. The model also requires 
continuous monitoring and evaluation which is also important for bringing up advocacy issues around policy 
reform and implementation. 

Power Imbalances and Unequal Access to Financial and Other Resources: The ‘Changing the River’s Flow’ 
model can also be used to transform processes underlying access to resources and opportunities. Culture is 
often used to justify male dominance in ownership and control of resources. The justification is always that men 
need to take care of families. However, there is need to bring to the fore information on the negative effects 
of unequal access. The model can be used at community level to improve access to education, health services 
and employment, which would ultimately impact on women’s decision-making abilities. This is of particular 
importance in the Namibian context where an estimated 80% of women are involved in unpaid work (NDHS 
2006/7).

Positive Cultural Practices for Social Transformation: A model provides a framework within which various 
responses can be developed and there is need to adapt it accordingly. Furthermore, culture and people’s 
interactions are always fluid, hence the need for continuously reviewing and modifying the model to suit 
prevailing conditions. The model can be modified to effectively harness the positive aspects of culture for social 
transformation. It can also be modified to address socialisation processes which inculcate domineering norms 
within boys while socialising girls into subservience. This is critical in ensuring that gender equality becomes the 
norm rather than the exception. 

In conclusion, modifications may be made in order to ensure that the model provides a complete advocacy 
continuum where the outcomes of community cultural dialogues feed into national and regional policy 
development and reform processes. The model has been critical in getting communities to initiate dialogue and 
in challenging power dynamics. These strengths can be adopted to create spaces where policy processes can be 
influenced.
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Introduction
AIDS Care Trust implemented the ‘Changing the Rivers Flow’ programme in partnership with SAfAIDS between 
2009 and 2011, with the main objective of scaling-up the Trust’s service delivery with greater focus placed on the 
inter-linkages between HIV, culture and gender based violence. 

The programme was implemented in the Khomas and Omusati regions in 
Tobias Hainyeko, Moses Garoeb, Windhoek Rural and Okahao constituencies. 
These areas are predominantly high density and are characterised by high 
levels of unemployment, high HIV prevalence rates and high levels of GBV. 
Approximately 60% of households are headed by women. Omusati (See map 
to the right) is the second most populated region with a population of 228,842 
people. The region is traversed by a high standard trunk road which provides a 
direct link to adjacent regions and the rest of the country.

Khomas (shown in the map to the left) is currently the region with the highest 
population of all the regions of Namibia4. The region is bordered by four other 
regions; Erongo to the west, Otjozondjupa to the north, Omaheke to the east, 

employment rates in Namibia, leading to a higher standard of living for 
inhabitants of the region who are generally able to afford decent food, shelter 
and other necessities for their families, as compared to the other regions. 

In the two communities ACT focused on:
•	 utilising community cultural dialogues to get community members 

talking about the linkages between culture, GBV and HIV 
•	 generating discussion around community definitions of culture in 

order to outline how these perpetuate gender inequalities 
•	 breaking the culture of silence, where women would not report 

violence because certain levels of male aggression were deemed 
acceptable, through dialogue 

•	 creating a conducive environment to support community members to understand the linkages between 
culture, GBV and HIV. Cultivating that understanding was critical in creating adequate conditions for 
uptake of testing; for encouraging disclosure, treatment adherence as well as for ensuring unrestricted 
access to a wide range of sexual and reproductive health services.

The programme addressed issues in line with the Ministry Of Gender Equality and Child Welfare priorities, 
especially with regards to the need to address GBV and HIV from a cultural perspective. Implementation of the 
programme was also in line with Namibia’s national HIV and AIDS Policy which stresses the need for broader 
HIV prevention, treatment and care programmes which focus on reforming gender relations by eliminating GBV, 
among other women empowerment strategies.

Programme Description
During implementation of its treatment programme, ACT realised that a factor leading to women’s failure to 
adhere to their treatment was limited understanding and support at family and community level. Although the 
organisation had done well to facilitate access to treatment for women who needed it, the environment in which 
these women were living was hostile to them and their treatment, raising major challenges for treatment success5. 

4http://www.parliament.gov.na/constituencies_show.php?const_id=35, accessed March 2011
5Between 2007 and 2010 the ACT care and support programme had reached over 1,836 people with targeted services.

Omusati region

Khomas region

and Hardap from the south. The majority of the people in Khomas live in 
the urban areas of the region. Furthermore, Khomas has one of the highest 
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In the township of Katutura, for example, high levels of stigma and discrimination meant that disclosure was 
low, severely impacting on women’s ability to access treatment and support. It became increasingly difficult for 
the organisation to address HIV care and treatment related issues without addressing the high levels of violence 
experienced by HIV positive women and the social structures that supported it. 

Leadership Sensitisation 
In the initial stages the programme sought leaders’ 
buy-in through engagement with community 
leaders. Engagement with community leaders 
allowed the organisation to articulate the linkages 
between culture, gender and HIV. It allowed leaders 
to appreciate the fact that successful treatment 

“Some men do not believe HIV exists and it affects 
their behaviour and also makes it difficult for them to 
support their wives when they enrol on treatment.”   

                         Female Focus Group 
                         Discussion Participant

programmes for instance depend on communities accepting the fact that both men and women are equally 
responsible for the transmission of HIV. Leaders were further capacitated with information on how addressing 
the inter-linkages between culture, gender, gender-based violence and HIV would result in more manageable 
communities and less problems for them as leaders. 

The process of engaging leaders did not only focus on highlighting the negatives but it was also used to identify 
existing community governance structures, such as traditional courts, which could be strengthened to effectively 
address harmful social norms. Community buy-in and community sensitisation was also facilitated by the fact that 
ACT had already been working in the communities and cordial relations had been established with traditional 
leaders over time.

Cascade Model of Training 
After obtaining community leaders’ buy-in and sensitising leaders on the programme, programme implementers 
identified and trained four trainers who went on to cascade the training to 82 Community Based Volunteers (CBVs). 
After the training it was the CBVs role to facilitate community dialogue sessions, as well as to share information 
through door-to-door visits. The organisation also utilised drama and role plays to undertake community 
sensitisation and mobilisation to introduce the programme to the wider community. 

The initial emphasis of this process was on promoting dialogue on issues around traditionally sanctioned violence 
as a form of “disciplining” wives and female partners. ACT further introduced discussions on issues around HIV 
testing, disclosure and access to treatment, with emphasis placed on the fact that if a partner tested positive and 
began treatment, it did not necessarily mean they would have been promiscuous. The organisation also focused 
on the need to transform social norms that strip HIV positive women of their reproductive health decision-making 
rights.

“There is GBV in our community, especially among married couples and when you are on treatment and 
you get a treatment buddy, your partner can be violent and refuse to support you.” 

Female Focus Group Discussion Participant

Due to the strong taboos around discussing sex and sexuality issues in public, ACT held community cultural 
dialogue sessions with separate groups; with older women alone, older men alone, young women alone and young 
men alone. In this way the programme implementers made it more likely that communication would be as open 
as possible, and that the concerns of male and female, as well as younger and older community members would 
be heard and taken into consideration. Following the separate dialogue sessions, ACT then held cultural dialogue 
sessions with all the groups together in order to encourage cross gender and cross-generational dialogue. Role 
plays and drama were used to generate further discussion around disclosure, infertility and teenage pregnancy, 
issues which had come out strongly in the cultural dialogues. 



17

Figure 5: ACT Implementing the ‘Changing the River’s Flow’ project in Namibian communities

“The situation regarding stigma and discrimination 
is getting better, more people are disclosing their 
status.”
            Male Focus Group Discussion Participant  

Elements of Best Practice 

Effectiveness
Effectiveness refers to the success of a programme, project or activity to produce desired outcomes and reach its 
overall goal. The ACT programme aimed to scale-up its service delivery with greater focus on the inter-linkages 
between HIV, culture and gender. The inter-linkages between culture, gender and HIV need multidimensional 
approaches focusing on latent issues while respecting 
contextual sensitivities. Prior to programme 
implementation, communities were characterised 
by a culture of silence; female subservience as well 
as high levels of stigma and discrimination against 
people living with HIV, especially women, who were 
blamed for transmitting HIV.

Outcomes
Empowered communities; reduced 

stigma and discrimination; 
leaders speaking out and acting 
against GBV; linking with police 

and justice systems, communities 
working together; reduced alcohol 

abuse; reduced MCP; improved 
community care for OVC.

Context
 • High prevalence of GBV and rape; 
 • HIV prevalence and incidence;
 • Ignorance, low educational attainment 

and illiteracy.

ACT Activities
Culture dialogues; information 

dissemination; counselling; home-
based care; treatment adherence 

support; AIDS education; food packs 
for PLHIV and OVC support.

Volunteers work as
change agents facilitating 

community culture  dialogues 
and door-to-door campaigns

Leadership 
sensitisation and 

buy-in

M&E

Recruitment and training of Community Based 
Volunteers

Training of Trainers

Changing the 
River’s Flow project 

implementation
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The programme provided spaces for community dialogue regarding competing interpretations of culture, GBV 
and HIV. While divergent or even oppositional views emerged from the cultural dialogue sessions, the programme 
was effective in facilitating collective dialogue on sensitive issues, which is the first step in community progression 
towards negotiating common ground on culture and GBV. Community dialogue and information provision has 
contributed towards reducing stigma and discrimination while promoting disclosure. There is however, scope for 
increasing effectiveness, especially around promoting testing for HIV by men.

In addition, the programme facilitated community consensus around the need to address social norms that 
support the perpetuation of GBV. Community members were involved in the programme and the first critical 
step towards challenging GBV and other harmful practices was that communities agreed that GBV was not part 
of their culture; hence action had to be taken against perpetrators. This involved making public issues which were 
formerly considered private and not of concern to neighbours and other community members. This provided a 
broader framework for challenging GBV where survivors were more willing to report abuse as they were assured 
of support due to the existence of a wider community support system. 

The support system had the dual role of encouraging survivors while discouraging perpetrators whose impunity 
was hinged on community inaction, and in some cases, support. To be fully effective, the programme used drama 
and role plays to de-personalise issues while humorously highlighting everyday manifestations of harmful cultural 
practices. In addition, community dialogue facilitators asked all community members to de-roll, which not only 
promoted frank discussion but further challenged the norm that power holders at any level cannot be engaged. 

The programme was cognisant of the critical role of community leaders as both facilitators of, and barriers to social 
transformation. Leadership sensitisation sessions were designed in such a way that they moved beyond simply 
securing buy-in towards incorporating leaders as authoritative change agents speaking against GBV and other 
harmful cultural practices. As a result, leaders in traditional courts highlighted that following the initiation of the 
programme; they were going beyond simply fining perpetrators of GBV a goat and were moving to ensure that 
justice was done, and that the structural issues leading to incidences of violence against women were addressed. 

“The issue of violence between men and women was a big problem for us as leaders. In the past if people 
reported violence we would just talk to them and ask them to forgive each other but now we know that it 

should not end there.” 
      Traditional Leader in Omukondo Village

In addition, the programme has facilitated dialogue between leaders and community members, as well as linking 
up traditional leaders with service providers and information in order to improve their ability to carry out their 
functions. This has been effective as evidenced by the sentiments of one leader who explained: 

“We as leaders now know where to refer people and if I am stuck I will call others to help me”. 

This information not only points to a more consultative process, but to a shift in attitudes where community 
leaders do not monopolise processes of mediating issues of culture. The programme has also been effective in 
focusing attention on other indirect factors, such as alcohol abuse and multiple concurrent partnerships (MCPs), 
factors which have been identified as key contributors to increasing risk of contracting HIV and to perpetuating 

6Number of community members reached by gender not available to the documentation team
7Requesting group discussion participants to temporarily interact as equals without regard for various social positions they occupy
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and experiencing GBV. The programme went beyond focusing on where GBV manifests by examining factors 
like limited couple communication, which also contribute to incidence of domestic violence. The programme 
promoted couple communication as well as couples counselling to facilitate and improve dialogue between 
couples within relationships and marriages.

“Communication within couples is still difficult but when they are brought together, they open up.”  
Community Leader, in Okahao

Ethical Soundness
An ethically sound practice is one that follows or does not violate principles of social and professional conduct 
and one which supports equity and distributive justice. Important principles in HIV and AIDS work include 
confidentiality, compassion, solidarity, responsibility and tolerance. Most importantly, there is need for 
programmes to promote meaningful involvement of people living with HIV (MIPA). 

The AIDS Care Trust programme showed ethical soundness at two levels: firstly, it respected the privacy of PLHIV 
through emphasis on confidentiality, while also respecting and protecting the confidentiality of survivors of GBV. 
Secondly, the programme used community volunteers who worked within existing structures without upsetting 
existing order. The programme managed to achieve its objectives without any social groups feeling that they 
were losing control. The MGECW knowledge, attitudes and practices study (2008) highlighted that elders felt that 
responses to GBV and HIV should be steeped in tradition. However, through dialogue and an acknowledgement 
of their key role in any societal transformation initiative, traditional leaders indicated that they were willing to 
have support in addressing the twin epidemics of GBV and HIV in their communities, as illustrated by a traditional 
leader who, during an interview, explained:

“As a leader I am happy we are addressing these issues together. Leading people is easier if they 
are happier and healthier. It is also good that some of the burden has been taken away from us.”

Traditional Leader, Okahao

In addition to a demonstrated commitment to act against GBV and other harmful cultural practices, traditional 
leaders showed a commitment to a collaborative approach, highlighting an acknowledgement of the need for a 
multi-stakeholder approach in addressing the inter-linkages between GBV, culture and HIV. 

Relevance
Relevance is about how closely a practice is related to contextual priorities in societies where it is implemented. It 
includes factors such as acceptability based on cultural traditions, the political system or economic factors – in so 
far as they affect vulnerability, risky behaviours, or the successful implementation of a response. Relevance also 
addresses questions related to whether the objectives of an intervention or its design are still appropriate given 
changed circumstances.

The programme was implemented in the context of high levels of GBV and HIV and thus was very relevant in the 
area where it was implemented. Programme implementers found that despite overt and covert cultural support 
for gender based violence, in some cases former perpetrators indicated that they would have acted differently if 
they had been well informed on the inter-linkages between culture, GBV and HIV. 

“I have seven children who I don’t know where they are, but if I knew the information I know now about the 
relationship between violence and HIV as well as the negative impact of alcohol on the well being of families, 

I would have done things differently.” 
Male Beneficiary, Okahaho
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In addition, community leaders and members generally agreed that information had played a key role in reversing 
negative social norms legitimising violence. The programme clearly articulated the link between culture, GBV and 
HIV, making it easier for people to better understand the issues in a holistic manner. According to Julia Amukwaya 
from ACT:

“People are now reporting violations. Before, they would suffer in silence because they did not know their 
rights and the culture of silence made people, especially women, to think that violence is the norm.”

Community dialogue, edutainment and door-to-door campaigns implemented under the programme also either 
ignited constructive dialogue or facilitated critical reflections regarding how skewed definitions of culture have 
been used to justify men’s socio-economic domination over women. The need for information was underlined by 
a female FGD participant who remarked that:

“If you give information to perpetrators of violence they will stop. People do not have basic facts and once 
they get some facts it becomes easier to try and change their mindsets.”  

In addition to providing relevant information to communities, the programme also provided relevant information 
to leaders, as explained below:

“We did not adequately address GBV before because when people reported, we did not have the 
information and the people did not know their rights. Because of the programme they now know their 

rights and this is no longer an issue for leaders alone but it is a community issue.” 
Community Leader, Okahao

The programme’s relevance is evident in the fact that it helped to make clear the inter-linkages between culture, 
GBV and HIV and how an integrated approach is most relevant in addressing the three issues. The organisation 
managed to get community consensus on the fact that there were huge challenges with regards to HIV and GBV, 
and that various responses needed to be tested. However, there had never been a programme that clearly defined 
this relationship while providing a framework for addressing it in its entirety. Community members indicated that 
they understood that culture, GBV and HIV were community concerns but they could not link the three together. 

The success of an integrated approach is further underlined by the programme’s contribution to ensuring access 
to treatment by creating an enabling environment for disclosure. Before the programme, treatment was simply 
about providing access to ARVs with little or no regard to the contexts within which people had to access and 
adhere to treatment. 

Efficiency and Cost-Effectiveness
Efficiency refers to the capacity to produce desired results with a minimum expenditure of energy, time or 
resources. It is a measure of how resources/inputs (funds, expertise, time, etc.) are converted to results. 

ACT’s ‘Changing the River’s Flow’ programme has been efficient as it built on existing structures and relationships 
rather than investing in developing new ones. At organisational level, the programme was integrated into ACT’s 
overall programming, eliminating costs and inefficiencies related to instituting new operating structures. Various 
parliamentarians have been engaged with, for instance the Honorable Kaiyamo (Current Deputy Minister in the 
Ministry of Home Affairs and Immigration), church leaders and other local community and national level leaders. 
Engaging parliamentarians was done at no cost to the organisation and programme implementers ensured that 
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parliamentarians understood the importance of a healthy and harmonious electorate. In addition, engagement 
with parliamentarians was important in supporting policy advocacy initiatives where the law makers could speak 
out about and advocate for the implementation of policies addressing culture, GBV and HIV. 

Engaging the church was also important in legitimising the programme and its interventions due to the church’s 
authoritative role in shaping social norms and relations. The partnership with the church saved the programme 
costs (time, financial and human resources) involved with establishing community goodwill.

In addition, the programme’s design promoted a shift from dependence to development by providing 
information to catalyse community action. Community dialogue sessions are facilitated by community facilitators 
with communities identifying their own issues, and discussing various strategies through which these can be 
addressed. The organisation also demonstrated some success in capacitating community members and in 
transferring responsibility for the programme to them, resulting in sustained commitment towards community 
driven social change. This approach eliminates high costs and unsustainable impact associated with externally 
instituted social change. According to Mr. David Isai, the Mayor of Okahao: 

“They (ACT) came and provided us with information which taught us how to do things for ourselves.” 

The programme further mobilised community resources which saw the Okahao Council providing land to people 
living with HIV. Although the gesture cannot entirely be attributed to ACT alone, the programme was critical in 
initiating the process of constructive community engagement between rights holders and duty bearers. Through 
community dialogues and leaders’ sensitisations in Okahao, the council started providing food for orphans and 
vulnerable children. This approach is more efficient as it eliminates heavy reliance on dwindling development 
resources while ensuring that community institutions have a bigger role to play in addressing collective 
community challenges. 

AIDS Care Trust capacitated four trainers who trained 82 community based volunteers (CBV) on the inter-linkages. 
CBVs later rolled out door-to-door campaigns; reaching a total of 1,056 people at the ratio of thirteen people per 
CBV at a cost of N$4 per person. Engaging community based volunteers eliminates the cost (human resources 
and low community trust) involved with recruiting external staff. In addition, volunteers stay within communities 
and act as permanent community resources and reference points for issues related to culture, GBV and HIV. 
Volunteers have managed to establish good relations with the community and according to one of them:

“In the beginning people were not receptive but now they seek advice from volunteers.” 

Apart from contributing to programme efficiency as community based resources, volunteers are also responsible 
for routine programme monitoring through primary data collection. There is scope for increasing volunteer 
efficiency as volunteers currently do not get incentives. This negatively affects their morale in the short term, 
which could possibly affect their long term commitment. The need to mobilise incentives for volunteers is 
especially crucial as their material conditions are as precarious as those of the wider community. Towards this 
end, the Mayor of Okahao recommended that: 

“The programme should budget something for volunteers. They need transport (maybe bicycles) or even 
an allowance. A person cannot educate others without eating.”
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Replicability
Replicability refers to the extent to which the programme can easily be copied or adapted. ACT’s ‘Changing the 
River’s Flow’ programme is highly replicable at both conceptual and practical levels. It is designed in line with 
the original model with contextual adaptations. The programme managed to identify and collaborate with key 
community sources of power, including parliamentarians, traditional leaders, religious leaders, health workers, 
police women and personnel from the Child Protection Unit. A key strategy involved joint monitoring of activities 
between ACT and the Ministry of Education. Although the joint monitoring approach was hampered by limited 
resources, it provided opportunities for strengthening the programme’s credibility. The approach can be extended 
to other government ministries and departments and non-governmental organisations. Working with different 
stakeholders is critical in eliminating inter-organisational competition as the Chief Inspector at the Women and 
Child Friendly Unit highlighted that, 

“We work well with ACT and it would be good if many organisations would do the same as there are a lot 
of entities that seem to be working in isolation.”

The programme also addressed other key contributing factors to high HIV and GBV prevalence, like alcohol abuse 
and low couple communication. Addressing indirect factors contributing to GBV and HIV exposure is critical 
and other organisations can work towards identifying and addressing key contributing factors within their own 
specific contexts. At a practical level, volunteers have identified the need to expand the programme, showing a 
well developed understanding of the need to expand the programme’s reach. The ease with which volunteers 
feel the programme can be replicated underlines successful knowledge transfer during implementation. 

“ACT should not take long to expand the programme. In some villages no-one has been trained and 
people still drink too much, resulting in violence.”  

Community Based Volunteer

Innovativeness
Innovativeness refers to the extent to which a programme or intervention demonstrates that it is being 
implemented in a unique manner. The ‘Changing the River’s Flow’ programme aims to challenge cultural norms 
which manifest themselves differently in different communities, making it imperative to use innovative and 
context specific strategies. The ACT programme was highly participatory, with extensive focus on community 
capacity building for long-term programme ownership. The programme started off by seeking and attaining 
leadership buy-in. This easily done as ACT was already implementing other programmes within the communities 
and cordial relations already existed. This highlights 
the critical need to identify and build on existing 
community relations.

Sustainability
Sustainability refers to the continuation of benefits 
from a development intervention after development 
assistance has been completed. It focuses on the 
probability of continued long-term benefits. The 
resilience to risk of the net benefit flows over time. 
There is need to ensure that impact achieved will 
continue to benefit ACT beneficiaries beyond the 
implementation of the ‘Changing the River’s Flow’ 
programme. 

Community dialogue sessions involved de-rolling 
where all community members had to participate 
as equals without regard for community positions. 
The edutainment approach characterised by 
community drama and role plays was used. Role 
plays and drama helped in de-personalising issues, 
while ensuring that serious issues were addressed in 
a humorous way.
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Sustainability in this instance was analysed at two levels; financial and technical sustainability. The programme is 
financially sustainable as it is integrated into ACT’s overall programming. The programme did not recruit new staff 
but was implemented by existing ACT staff who spent time in implementing the programme. 

In addition, the programme used an ACT vehicle which helped to ensure cost-sharing, and therefore savings on 
logistical costs. Through outcomes of the community dialogue and leaders’ sensitisation processes, the council 
provided land to people living with HIV while taking responsibility for assisting OVC within communities. The 
strategy is critical and highlights the fact that information provision and community capacity building are critical 
in promoting sustainable social change.  

The programme is technically sustainable and information has been cascaded to community level by volunteers 
through drama, role plays, community dialogue and through the dissemination of information door-to-door; 
information which will still be used even beyond the lifespan of the programme. Through providing information 
and catalysing dialogue, activities show great promise for continuing even after the end of the programme, as 
explained by the Mayor of Okahao: 

“The programme is sustainable and will continue - key ministries will continue implementing according to 
the Namibia Development Plan (NDP).

Key Programme Successes

The programme has recorded a number of successes that are important for informing the replication of the 
programme further, whether in Namibia or in other countries in the region. Key successes include the following:

• The programme resulted in a significant reduction in stigma and discrimination directed at PLHIV. This is 
important because stigma and discrimination are directly linked to incidences of GBV, especially among 
married and cohabiting couples. Once one partner tests positive for HIV, couples tend to blame each other 
for their positive status, with the situation degenerating into physical violence perpetrated by the man 
on the woman in some cases. Reduction in stigma and discrimination against PLHIV promoted disclosure, 
treatment adherence and a general empowerment of PLHIV.

• The programme mobilised individuals and communities towards common understanding of the 
challenges affecting them, among them high levels of stigma and discrimination and alcohol abuse which 
contributed to high levels of GBV.

• The programme co-opted rather than antagonised community leaders, thereby turning potential 
threats into strengths. Community leaders, who are the custodians of culture are now able to effectively 
articulate the inter-linkages between culture, gender and HIV, while urging their communities to abandon 
behaviours and practices that disempower and expose others to infection. 

• The programme managed to address other factors, alcohol abuse and MCP which are closely related to 
culture, gender and HIV. There was a reported decline in alcohol abuse and MCP which ultimately reduced 
incidence of GBV, and possibly incidences of HIV which were exacerbated by high incidences of sexual 
violence and rape.  

• The programme brought to the fore the links between culture, GBV and HIV, links which community 
members had previously not made.
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• Following the introduction of the programme, community members showed a better understanding of 
their rights, and perceived service provision differently, as an obligation that duty bearers had to them as 
rights holders.

Challenges 

Despite the successes noted above, the programme also faced some challenges which it would be useful to 
discuss here. This discussion can help organisations seeking to replicate the programme to avoid the same 
pitfalls and to devise effective counter-strategies to address them if and when they come up. Some challenges 
are discussed below:

Volunteers do not have transport and sometimes have to walk long distances, especially when doing door-to-
door awareness campaigns.

There is need for more support and motivation for CBV in their day-to-day activities. When the implementing 
organisation is not based in the same community in which the programme is being implemented support may 
be compromised. Implementing organisations thus need to set aside funds, and budget time to undertake 
monitoring visits, even when it is felt that the CBVs can implement activities with minimum supervision.

Where volunteers do not have protective clothing or branded clothing by which they can be identified it is difficult 
for them to access homes during home visits, or to be taken seriously as people who are knowledgeable about 
what they are speaking about. Inexpensive identification clothing, or name badges are an important addition to 
the tools of a CBV in this type of programme. ACT volunteers did not have identification and some reported being 
subjected to remarks like:

 “Which organisation sent you? We want to hear about GBV but we don’t know if you 
come from the office you claim to come from.”

   Female Community-Based Volunteer, Omusati 

• Standardised materials which were in English and not translated into vernacular language were complex 
and sometimes difficult to use. Translation of all or specific sections of training materials is very important 
to ensure that CBVs remain confident about the information that they are giving to community members. 

• ACT found that more women than men are willing to work on addressing GBV and that although men 
are provided with information they take long to change as there are external influences; friends, family, 
society at larger and colleagues who discourage them from changing. There is also evidence that some 
men also experience GBV. 

“Men find it very difficult to report violence perpetrated against them, especially if it is by their wives. 
If they come into the station where most police officers are not sensitive, the police officer will call their 

colleagues to come and see someone who is being beaten up by their wife. That is such an embarrassment 
for most men, who are heads of their households.’’ 

     Law Enforcement Officer, Omusati 

• Community understanding of volunteerism is limited, which discourages potential volunteers from taking 
part as families and communities expect payment or material support. 
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“When I was coming here someone asked me where I was going and I said a meeting. 
And they said who is going to help you with cultivating your mahangu.” 

Community Based Volunteer, Okahao

Lessons Learnt 

• Information and referral systems must work hand in hand if programme effectiveness is to be ensured, 
especially between traditional courts, law enforcement agencies and courts. Although both ACT and 
the Women and Child Friendly Unit demonstrated that they had cordial relations, the relationship is not 
formalised and operational modalities are not clear. In order for partnerships to be effective, it is important 
to develop Memoranda of Understanding with referral partners which clearly articulate the nature and 
scope of partnerships.

• Memoranda of Understanding with volunteers too are important as they articulate the responsibilities 
of both the implementing organisation and the volunteer. They are important for locating the volunteer 
within the programme, and in possibly addressing expectations for payment which the volunteer might 
have before they come up. Furthermore, linkages with other funding sources like the Global Fund to Fight 
Tuberculosis and Malaria (GFTM) can be developed to source funds for volunteer support.

• It is critical to develop a conducive environment to promote disclosure while finding ways of utilising 
PLHIV as role models and direct implementers in programmes that benefit them and their communities.

• Treatment literacy training and messages should be shared continuously because when people become 
well again they are likely to stop taking their medication. Information should thus focus on the processes 
after people have already been initiated on treatment.

• Where possible materials or parts of materials should be simplified and translated into vernacular 
languages. Factsheets and pamphlets are more suitable for community work than books and lengthy 
manuals.

• Robust monitoring, evaluation and reporting systems are key to the achievement of sustained impacts 
and for practices to be termed Best Practices.
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Programme Description

The Namibia Women’s Health Network (NWHN) was founded in 2008 by 14 women, the majority of whom were 
living with HIV. The network however offers services for all women, regardless of HIV status. The Network, which 
is based in Windhoek, is run by 13 coordinating members and it engages women in each of the 12 regions of 
Namibia to provide local representation on local health issues affecting women and girls in those areas. 

The organisation was formed in response to 
incidences of forced sterilisation of women living with 
HIV in Namibia without their consent. It was premised 
on the basic fact that for many women in Namibia, 
pregnancy and childbearing are central components 
of their self-esteem and personal satisfaction and 
thus sterilisation without consent was a direct 
infringement of their human rights. Further, the right 
to informed reproductive health choices is universal 
regardless of one’s HIV status. 

During a workshop organised by NWHN for 30 
young HIV-positive women in 2008, several 
of them related that they had been sterilised 
without their informed consent at public 
hospitals in Namibia. In all of the instances, the 
women were, or had recently been pregnant.

In Namibia, the ability to bear children assumes even greater significance because culturally, there is immense 
value placed on women’s reproductive abilities. During a workshop organised by NWHN for 30 young HIV-
positive women in 2008, several of them related that they had been sterilised without their informed consent at 
public hospitals in Namibia. In all of the instances, the women were, or had recently been pregnant. A fact-finding 
exercise by three national organisations, AIDS Care Trust, Namibia Women’s Health Network and Sister Namibia 
was undertaken among 230 women living with HIV in three regions of the country in 2008. A total of 40 women 
indicated that they had been subjected to forced or coerced sterilisation. These findings were documented and 
submitted to the Deputy Minister of Health in August 2008.  NWHN continued to research the issue.

Most women interviewed reported having signed consent forms although they highlighted that they did so 
either under pressure from doctors or were left with little choice but to agree to the procedure. Some women 
were told that unless they signed the consent form, the doctor would not perform the procedure that brought 
them to the clinic or hospital in the first place. A number of women were asked to sign the form either just before 
they underwent a caesarean section or just after they had a natural birth. Some women went to the hospital for 
post-abortion care and were told that they had to agree to sterilisation before they could receive treatment. In 
addition, women were also told that if they did not agree to the sterilisation, their antiretroviral treatment would 
not work. 

Still other women were not informed about the repercussions of sterilisation, so they thought it was a form of 
temporary birth control that would wear off after a few months. Furthermore, some women were asked to sign 
the English-language consent form although they did not speak English and could not understand what they 
were signing for. Finally, a small percentage of women were not asked to sign a consent form and only found out 
about the sterilisation when they sought family planning services. Women who underwent forced sterilisation 
explained that they were fearful of visiting clinics for other treatments, including antiretroviral therapy (NWHN, 
Sister Namibia and ACT 2010).

With assistance from the Legal Assistance Centre, 15 women took their cases to court to seek reparations for 
this violation of their human rights. In July 2009, the Ministry of Health and Social Services stated that their 
own investigations did not find evidence confirming occurrences of forced sterilisation. The investigations were 
however flawed as they did not speak to the 15 women who had taken their cases to court. In early 2011 the case 
was still in the courts. 
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The NWHN is guided by the understanding that coerced and forced sterilisation violates a number of human 
rights guaranteed under national, regional, and international agreements. Not only does the Constitution of 
Namibia guarantee the equal treatment of women living with HIV, but so do the regional and international 
charters which Namibia has signed; including the International Covenant on Economic, Social, and Cultural 
Rights, the International Covenant on Civil and Political Rights, the Convention on the Elimination of All Forms of 
Discrimination Against Women, and the Convention Against Torture.

NWHN advocates for the human rights of women living with HIV and since 2008 the network has documented 
stories of WLHIV who were sterilised against their will in Namibia’s public hospitals. The network has created 
partnerships with local and regional NGOs (including the Legal Assistance Centre and AIDS and Rights Alliance 
of Southern Africa) to assist in litigation of the forced/coerced sterilisation violations. Further partnerships exist 
with other organisations working around SRH and HIV issues, among them Sister Namibia, AIDS Care Trust (ACT) 
and Ipas.

Apart from responding to forced sterilisation, NWHN also addresses issues related to limited access to family 
planning services regardless of marital status. This focus came about in response to observed high levels of unsafe 
abortion arising out of limited or non-implementation of Namibia’s Abortion Law. The organisation intended to 
confront stereotypes among health workers who did not want to provide family planning services to young 
unmarried women, with the result that there was a high incidence of unsafe and clandestine abortion, as well as 
high incidence of baby dumping.

“Fifty-nine percent of the women dying of abortion related complications were under the age of 25.”
 - Namibian Minister of Health (2009)

Addressing SRH and Rights in Katutura, Rural Windhoek and Dordabis

NWHN’s programme was implemented in Katutura, in rural Windhoek as well as in the rural town of Dordabis. 
Katatura is a low income area punctuated by high levels of unemployment, low standards of living and high levels 
of alcohol abuse. Most significantly, the area is home to many undocumented foreigners with high population 
mobility. Challenges arise when women have children with undocumented foreigners who cannot access health 
services. The programme in Katatura mainly focused on advocacy around access to health services. Like Katurura, 
Dordabis is characterised by high levels of unemployment especially among young people as there is only one 
school offering grades one to six8. Both areas experience high crime and HIV incidence. 

“The most common crimes in this area are rape, and in terms of domestic violence it usually happens to 
married women with children and reporting is low. It is important to make sure that young people find 

things to do so that they do not resort to crime.” 
Police Officer, Dordabis

Leadership Sensitisation 
In response to contextual factors, NWHN’s programme in Dordabis focused on eliminating violence through 
facilitating income-generating activities, mobilising youth for community action, promoting access to health 
services as well as information sharing. In both areas, the programme started off by seeking leadership buy-in, 
followed by community sensitisation. The traditional leaders in both communities were described as being very 
strong and committed. 

8 Namibia’s education is comprised of seven years or primary school, grades one to seven and five of high school, grades eight to 12
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Community Sensitisation and Dialogue 
To mobilise broad-based community participation, the programme held community sensitisation sessions with 
different groups, which included community leaders, women, men and youth. The aggregate of these groups’ 
commitment provided a foundation for further community driven action. Community dialogue sessions were 
aided by films, especially from the ‘Untold Stories in a Time of HIV and AIDS’ series. The films were important as 
different groups could identify key cultural factors perpetuating GBV in the films, and then relate them back 
to their own contexts. The audience could also relate characters and events in the film to their local contexts, 
thereby setting into motion a process of critical community self appraisal. In addition to film-aided community 
dialogue sessions, the programme further used drama and role plays to provide information on the linkages 
between culture, gender and HIV, while further provoking community self reflection by highlighting the dangers 
associated with biased definitions of, and interpretations of culture which supported violence against women 
and their subjugation.

The programme further responded to challenges arising from strained relations between community members 
and health service providers by facilitating the formation of Health Ethics Committees. The Health Ethics 
Committees, according to a member of the committee, were meant;

“...to create a conducive environment for nurse and client to treat each other with dignity.” 
Health Ethics Committee Member

The HECs also aimed to empower community members to access services in settings devoid of moral judgement 
by health workers. People living with HIV particularly raised issues of disrespectful and judgemental treatment by 
health workers which negatively affected their health-seeking behaviour. The concept of HECs was piloted as part 
of the programme in Dordabis and Katatura, where community members were elected into a committee. In order 
to ensure that the process did not only focus on negatives, the committee installed and monitored two feedback 
boxes at each clinic. One of the boxes was for compliments, while the other one was for complaints. 

The scope of the HECs was broadened to include informing people of the existence and purpose of the boxes and 
how they could be utilised. The committees also focused on advocating for access to health services by vulnerable 
groups like people living with disabilities, as well as people with limited language competence. Advocacy further 
focused on efforts to achieve a reduction in incidences of baby dumping, while the committees also followed up 
on complaints and provided feedback to communities. Illustrating the success of the intervention, the Ministry of 
Health has embraced the approach and it will be replicated across the country.

“The HEC is very important as it provided a platform for people’s issues to be raised and addressed. Even in 
the middle of the night, people are phoning us with concerns related to access to health services.” 

Health Ethics Committee Member, Dordabis

In Dordabis, the programme responded to specific problems of unemployment and high crime rates among 
youth, often by incorporating youth in the NWHN Youth Against Crime project while also facilitating income-
generating projects for livelihoods sustenance. The Youth Against Crime approach mobilises youth to avoid crime 
while assisting the crime prevention committee to combat crime. This has been highly successful. 

“While crimes in general have not gone down due to a rise in stock theft, formerly common crimes like rape 
have declined and so far this year only 13 cases have been reported which is 50% of the total number of cases 

at the same time between 2008 and 2010.” 
 Police Officer, Dordabis
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Figure 6 Steps to forming a Health Ethics Committee

While securing the commitment of youth to combat crime was a key step towards addressing some issues 
related to culture, gender and HIV, impact would not be sustained if youth were not economically empowered 
to engage in socially productive activities instead of crime. The project’s livelihoods component provided youth 
with opportunities to engage in socially productive behaviour while earning a living.

“The chicken project is doing well for youth and we hope that it can be extended towards 
adults because we are also poor and unemployed.”

Community Elder, Dordabis

Due to generally low literacy levels within communities where the programme is being implemented, the 
programme needed to ensure that delivery methodologies (form and content) were not exclusionary. The 
programme thus also used community radio to extend the reach of dialogue around culture, gender, HIV and 
SRHR. Community radio broadcasts in local languages ensured that community members were not excluded 
because of language. In addition, the mobile phone short message service (sms) feedback platform allowed 
listeners, especially women, to raise pertinent issues without fear of retribution. Statistics for estimated audience 
reached were however not available for inclusion in this report. 

Additional key strategies included mobilising youth against crime, poultry projects and gardening. Furthermore, 
NWHN runs a skills building component for sensitising community members, policy makers, and traditional leaders 
on issues affecting women living with HIV. Income generating skills building is also used for self sustenance and 
confidence building to support women to become empowered enough to negotiate for safer sex and reduce 
their vulnerability to HIV.

Community meetings - 
Issues are raised (ill treatment by 

health workers especially towards 
PLHIV; fewer nurses to the number 
of patients; inadequate access to 

family planning services)

Community baseline (household) 
issues raised (community 

members not happy with health 
service delivery; need for 

functional monitoring, follow-up 
and feedback mechanism)

Conducive environment 
promoting access to health 

services

Establishment of 
complaints/compliments 

boxes

Community sensitisation on existence 
of boxes, follow up, feedback and 
advocacy for non-discriminatory 

access to health services
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Capacitating women and providing 
information on women’s rights and the 
rights of people living with HIV was useful in 
empowering women to be more confident 
about articulating and finding solutions to 
their own problems. In addition, following the 
dialogues, women were more likely to report 
and seek help for GBV because those systems 
which previously did not support women 
survivors of violence had been addressed and 
positively influenced. 

Figure 7: NWHN programme beneficiaries 
in a focus group discussion

Figure 8: NWHN CTRF Programme

Empowered communities; reduced 
crime; empowered PLHIV; community 

leaders speaking out and acting 
against GBV; economically 

empowered youths and PLHIV

Context
 • High prevalence of GBV and Rape; 
 • Ignorance, limited education,
 • Unemployment, poverty, alcohol abuse

NWHN Programmes
- Information dissemination; Health 

Ethics Committees
GBV services referrals, leadership 
sensitisation; income generating 
projects; empowerment of PLHIV 

and communities

- Capacity building for 
negotiating safe sex and 

greater confidence in 
relationships, use of drama; 

community radio

Leadership/community 
sensitisation

M&E

Economic empowerment of youths and PLHIV; couple 
counselling and testing, enhancing community access to 

health services

Mobilising youths 
against crime; HIV 

youth clubs

Changing the River’s 
Flow project



31

Elements of Best Practice 

A review of the Namibia Women’s Health Network programme against the criteria indicates that NWHN’s 
programme is an HIV and AIDS Best Practice which has been particularly effective in addressing the sexual and 
reproductive health and rights needs of women living with HIV in specific contexts in Namibia. 

Effectiveness
The programme shows effectiveness in its intended aim of championing the rights of women living with HIV 
to access health services without stigma and discrimination, and to enjoy their sexual and reproductive health 
and rights without fear. The programme implementers however realised that more sustained impacts would be 
realised by addressing the particular contexts in which the women lived, as well as those people around them, 
community leaders, men and health staff, who had an impact on their lives. This was an effective strategy as it 
resulted in the empowerment of women living with HIV, while simultaneously addressing those structural issues 
that increase women’s exposure to infection with HIV.

NWHN also created a conducive environment for young women to access services as well as to disclose their HIV 
positive status as the first step to accessing health services. As a founder of the network remarked, 
 

“When we started there was not even one young woman living with HIV, but that has changed 
and young women are disclosing their status.” 

Further, the establishment of Health Ethics Committees was particularly effective in contributing to improvements 
in health delivery and community members’ access to health services. According to a member of the HEC, 

“PLHIV were being treated badly at health facilities and this was only discovered after the community 
meetings. During these meeting some people reported being turned away because of their status.”

At the health centres, young people reported being denied access to sexual and reproductive health services, a 
situation which contributed to increases in teenage and unplanned pregnancies and unsafe abortion, particularly 
in Dordabis. Here too, the HEC’s contribution to improving the quality of services was impressive as it afforded 
people a platform to register complaints regarding health services provision which the health centres could then 
make efforts to address. There is no discrimination on who gets assisted by the HEC. The committee does not only 
help network members but extends assistance to all members of the community. Furthermore, confidentiality 
and anonymity is guaranteed for those who deposit complaints or compliments in the HEC boxes. If a client is not 
served in a satisfactory manner at a health institution, they write down their issue and deposit it in the complaints 
boxes. The HEC takes up the issue with the responsible health facility personnel without mentioning names of 
complainants. 

The boxes have provided more power to community members, especially women living with HIV and young 
women seeking family planning and other reproductive health services culturally deemed appropriate only for 
married people. The use of health facility boxes further eliminates the chances that community members will face 
retributive action by health workers, thereby dismantling the culture of suffering in silence where clients would 
silently accept indignities because they felt it was within health workers’ limits to ill treat them. 
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The programme was also effective in fostering community participation in health services, with communities 
directly involved in electing members of the HEC while advocacy efforts have focused on inclusion of formerly 
excluded and vulnerable community sectors. According to a member of the HEC in Dordabis, at first they used to 
get complaints but this has changed and;

“...nurses are now competing to offer good services so as to get awards”. 

The programme has also been effective in promoting entrepreneurship, with the aim of empowering youth and 
PLHIV economically. Because youth in the communities are involved in productive activities, this has led to a 
reduction in alcohol abuse, and in crime, including sexual violence and rape. 

Efficiency
Efficiency measures the extent to which inputs were converted to results. The programme mobilised community 
resources to address GBV in these same communities. Community members are elected into the HEC on a 
voluntary basis which eliminates recruitment and payment costs. The cascading training of trainers approach is 
also efficient as few resources are used to train one group, which then cascades the information and training to 
other community members as depicted in the model below; 

SAfAIDS trained one Master Trainer

The Master Trainer trained four National Trainers who had the 
responsibility to implement the NWHN programme

The National Trainers trained 40 community based volunteers 
on the inter-linkages between culture, gender-based violence, 

women’s rights and HIV

CBVs reached more than 1,000 community members with 
information through community sensitisation, dialogues 

and door-to-door visits

Figure 9: Cascade Model of Training
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Relevance
NWHN challenged negative power structures which disadvantaged women living with HIV and which supported 
their experiencing structural stigma and discrimination, denial of health services and forced sterilisation in 
violation of their sexual and reproductive health rights. In addition, community members agreed that GBV, crime 
and alcohol abuse were serious threats to the wellbeing of community members. One beneficiary remarked that,

“Alcohol abuse was very high and crime was also high before the project. The project opened my eyes. 
In my culture I would never have reported that my husband was beating me up. 

Now PEP is also available in the clinic because people spoke up about the need to have it.”

The programme was also relevant for community members, to the organisation’s focus as well as to the 
Government and the Ministry of Gender’s aims of ensuring reductions in HIV and GBV incidences, as well as to 
enhancing women’s enjoyment of rights.  

Ethical Soundness
An ethically sound practice is one that follows or does not violate principles of social and professional conduct. 
The organisation reaches out to all Namibians regardless of race, gender and sexual orientation or HIV status. 
The programme demonstrated high levels of meaningful involvement of people living with HIV as 12 of the 13 
coordinating committee members are women living with HIV. The high level of involvement is further replicated 
at the lower levels as the network’s composition below shows that 85% of network members are people living 
with HIV.

The network connects 1,400 members representing all the 13 regions of Namibia.
 • Of the 1,400, there are 700 older HIV positive women between the ages of 30-58 years;
 • There are 500 young HIV positive women between the ages of 16-30 years;
 • An additional 66 older women are not infected, but are affected by HIV and AIDS;
 • A further 134 young women are not infected, or do not know their status.

Although the majority of its members are women, men are welcome to be members. It is, however, according 
to Jennifer Gatsi-Mallet NWHN Director, “difficult to attract men due to the patriarchal nature of Namibian society.” 
The programme has managed to engage younger men who appear to be more open to dialogue and change. 
However, demonstrating positive change due to the programme, at the time of documentation, older men were 
said to be starting to show more willingness to get involved. Programme implementers however needed to be 
wary of men who only wanted to get involved in the programme in order to take part in income generating 
opportunities as access to these should ideally have a direct link to processes of challenging and transforming 
harmful cultural norms and practices. 

Innovativeness
Innovativeness refers to the extent to which the organisation demonstrates a unique way of implementing 
the programme. The programme innovatively used community radio to raise awareness as well as to generate 
discussions around teenage pregnancy; overcoming alcohol abuse; trust and confidentiality; violence among 
youth; learning about sex and making decisions about pregnancy. The culture of silence and limited communication 
that pervaded communities meant that issues raised in community radio sessions were rarely discussed at 
household level. Community radio transcended barriers related to literacy and social standing which often 
resulted in exclusion of some groups of people. Innovation was further enhanced through facilitation of feedback 
via phone-ins and short message service (sms) where listeners made contributions, raised key issues and asked 
pertinent questions. Feedback ensured that the programme concentrated on interactive information sharing 
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rather than merely dissemination. Community radio was also innovative as it complemented other programme 
activities, especially through sensitising communities on the existence of complaints and compliments boxes at 
health centres and how they were useful. 

The Health Ethics Committee (HEC) approach is an innovative approach which NWHN set up through pilot 
projects at Wanaheda and Hakahana clinics, both of which are in Katutura. Complaint and suggestion boxes 
are not new, but the project introduced a joint monitoring and follow-up process with increased community 
involvement and buy-in. 

The programme has been innovative in providing a voice and power to formerly marginalised community 
members; to women, youth and people living with HIV.

“We used to be treated without respect at the clinic but the suggestion boxes have improved things and 
we are now treated with the respect accorded to all community members.” 

Person Living With HIV (FGD participant) Katutura

NWHN also engaged a professional actor and filmmaker to train youth from deprived rural settlements in Dordabis 
to act out dramas on abortion, domestic violence and HIV.  Training ensured that drama performances were 
scripted in a way that ensured a balance between entertainment and clearly driving key programme messages. 
These dramas were utilised with great success during community dialogues. 

Sustainability
Sustainability refers to the continuation of benefits from a development intervention after development 
assistance has been completed. It focuses on the probability of continued long-term benefits. An analysis of 
the sustainability of NWHN’s programme focused on programme sustainability as well as financial sustainability. 
Namibia Women’s Health Network was started by women living with HIV and the vision is owned by beneficiaries 
and linked to the community. It is highly likely that the programme would continue without external assistance 
as it was started without external assistance.

“We started without funding and skills but we had clear goals and a vision. Through good work and 
demonstrated impact, we are now being recommended for funding.”

Jennifer Gatsi-Mallet, NWHN Director

The organisation has however since managed to attract some funding, mainly from Ipas. The limited funding 
has not dampened the enthusiasm of community leaders and volunteers who contribute their time at no cost. 
Although limited financial support raises challenges around accessing training resources, beneficiaries insisted 
that elements of the programme such as community outreach and knowledge gained (around rights and forced 
sterilisation) would continue even without NWHN. 

The fact that community leaders and community based volunteers work on a voluntary basis and training is 
always cascaded down to the community level ensures technical sustainability. Skills transferred in this way to the 
community can also be utilised even beyond the programme life cycle. Capacitating communities is important 
because the inter-linkages between culture, gender-based violence and HIV manifest themselves differently in 
different contexts and community members need to have an understanding of the fact that the model can be 
adapted to fit other contexts and to address other issues. 
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The HECs have provided avenues for health authorities to identify and address challenges in the health delivery 
system. The results from joint monitoring processes have been encouraging, as explained by HEC facilitator Penny 
Shilula: 

“Matters considered urgent are attended to promptly, for example in cases where patients spent a long 
time waiting to be attended to, the Ministry increased the number of nurses. Service has improved as 

nurses compete to be the best nurse.”

A young woman who was supported by NWHN to participate in a beauty therapy course now owns a beauty 
salon where she employs six youth. She has also had more than 30 other young people from all over Namibia 
attached to her salon as interns. Further, the poultry project started at Dordabis by young people has triggered 
a process of transformation among young people. Improving young people’s livelihoods will have long term 
impact as it facilitates safe transitions from youth to adulthood. The strategy focuses on providing assistance for 
project start-up and once the project is up and running profits are reinvested. Sustaining the project is important 
because of the impact it has in keeping youth away from activities that increase their exposure to HIV infection. 

“There is a lot of poverty here. There is no radio or television reception here so we end up drinking, 
fighting, stealing and having sex. This results in young girls having babies. 

The poultry project has given us hope, we see new possibilities.”
 Young Man, Focus Group Discussant 

Key Programme Successes 

 • The programme has improved people’s access to health services, leading to improved health seeking 
behaviour. It has also facilitated a more coordinated approach towards addressing community challenges 
through the establishment of community managed and monitored systems, most notable among them 
being the Health Ethics Committees (HEC) which provided an effective platform for engagement with 
health service staff, and to challenge negative health service-related issues experienced by women. 

“As a result of the human rights outreach programme, people can now 
go to a clinic and ask to be served appropriately.” 

      HEC Member, Katurura 

 • The programme has provided avenues for challenging harmful practices through constructive 
community dialogue. Issues such as gender-based violence which were seldom discussed are 
now discussed openly and survivors are reporting to authorities who are following up and offering 
appropriate services. NWHN successfully lobbied the Ministry of Health and Social Services to make 
available post exposure prophylaxis (PEP) for survivors of rape at Dordabis clinic and other clinics in the 
country.

 • There is increased awareness about HIV and AIDS, gender-based violence and women’s rights, whether 
they are HIV positive or negative. Prior to programme inception people living with HIV were severely 
stigmatised, discriminated against and reportedly refused services at health centres. There was also the 
commonly held belief that being HIV positive was a death sentence. This has now changed as a result of 
the organisation’s information provision and education campaigns. NWHN has used community radio 
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to encourage people to openly discuss HIV and AIDS and to raise awareness on sexual and reproductive 
health issues. Community radio provided an anonymous but very effective medium for information 
dissemination, especially in the context of low literacy levels and where there were few written materials 
available in local languages. Increased awareness of HIV and AIDS and sexual and reproductive rights 
also reportedly led to more empowered women negotiating for protection during sexual intercourse.

 • NWHN had been very successful in engaging with the political establishment, particularly with regards 
to getting them to talk about the legal issues surrounding the need for abortion and post-abortion care 
services in Namibia. 

Challenges 

 • Traditional patriarchal attitudes and harmful cultural practices and discrimination against women are 
major challenges in Namibia. It is commonly held that the majority of men continue to believe that they 
have ‘rights’ over their female partners and children. Some believe that beating up their wives/partners 
is the only way to get them to listen and many men are against equality legislation.

	 •	 There are certain cultural norms and beliefs that support the perpetuation of GBV by accepting that 
violence against women is part of marriage. If a battered wife goes back to her parents it is most likely 
they will send her back to her husband.  Wives reportedly experience physical violence for disclosing 
their HIV status, refusing to have sexual intercourse with husbands, even when they know their husbands 
have been unfaithful, or for suggesting the use of condoms during sex. 

 • Women’s lower educational level and unequal distribution of resources leaves them economically 
dependent on men, limiting their freedom to make decisions regarding their sexual and reproductive 
health. There are limited employment opportunities for women with limited literacy and skills.

 • The NWHN has limited funding to recruit, capacitate and retain staff. It also has insufficient funds to 
retain volunteers who are the backbone of programmes in the long term.

Lessons Learnt

 • Empowering women economically, but also engaging with and educating young people and men is 
key to reducing incidences of GBV and HIV.

 • Where stigma and discrimination at family level is still high, voluntary disclosure or forced disclosure can 
lead to violence, especially against women. This needs to be taken into consideration when implementing 
programmes as encouraging people to disclose their status without offering the necessary services 
and support post-disclosure, and without educating community members about HIV could be more 
harmful than beneficial to people living with HIV. 

 • Greater civil society coordination to provide other services is an effective approach to offering a holistic 
programme. Coordination with local level law enforcement agents, health staff and relevant government 
departments and ministries is also helpful. 

 • Even in the context of scarce resources, it is important to improve motivational and material support to 
volunteers in order to avoid volunteer fatigue.
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Although the two programmes used different approaches and entry points; SRHR advocacy for women living 
with HIV (NWHN) and home-based care (HBC) to address the inter-linkages between culture, GBV and HIV, they 
both reflected that it is possible to challenge seemingly hostile norms while bringing communities together. In 
addition, they show that models can be adapted and contextualised; as the ‘Changing the River’s Flow’ model 
was initially used to address HIV and later adapted for use in addressing the inter-linkages between culture, GBV 
and HIV, and also to address infringements of SRHR and social problems such as alcohol abuse and crime as in 
the case of NWHN. 

The two programmes further illustrate that community transformation does not always require a lot of external 
funding. Communities have abundant transformational potential and what is needed is information, platforms 
and support to facilitate the process of reflection, discussion, consensus building and change. While harmful 
cultural practices, GBV and HIV have been widely documented as community challenges, it is notable that there 
are now programmes that unpack their inter-relatedness, while addressing the structural factors leading to high 
incidence of both GBV and HIV. 

Organisations in southern Africa need to mobilise and use community resources, especially human resources in 
the form of community based volunteers to take charge of the change process. This not only fosters community 
ownership but also reduces the financial costs associated with recruitment and retention of programme 
implementers. However, organisations need to bear in mind that despite volunteers’ undoubted commitment 
and effectiveness, they do need to be provided with moral, motivational, and where possible, financial support 
to avoid volunteer burn out. 

An analysis of the two programmes against the documentation criteria shows that they were effective in 
addressing the inter-linkages between culture, gender and HIV, while simultaneously looking at other context-
specific social challenges. Further, both Namibian Women’s Health Network and AIDS Care Trust adopted some 
highly innovative approaches which allowed them to tackle a variety of challenges, something which other 
organisations can learn from and adapt for different contexts.
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AIDS Care Trust (ACT)

The documentation process validated the two programmes as Best Practices. However, even Best Practices have 
room for improvement where some things can be done better, while modifications can also be made in order to 
ensure that the greatest impact is being made.

 • There is need to source funding for small volunteer allowances. Where this is particularly challenging the 
organisations should make efforts to ensure sustained and consistent provision of transport allowances, 
as some CBVs reported having to walk for 15km or more in order to implement activities.

 
 • The organisation needs to develop a participatory exit strategy, and it is important to start implementing 

it early to ensure sustainability. Further, ACT should strengthen its monitoring system to include regular 
support visits to volunteers and to ensure that they remain visible in the implementation sites as the 
organisation is not based there. 

 
 • Training materials should be simplified into shorter factsheets and these need to be translated into 

vernacular languages. Also, for long term sustainability there is need for the organisation to put in place 
and implement a long-term mentorship strategy for CBVs, as opposed to irregular trainings.

 
 • There in need for development of systematic and functional monitoring, evaluation and reporting 

systems with simple data collection, analysis and dissemination tools.

Namibia Women’s Health Network (NWHN)

 • There is need to create and link up with markets for income-generating projects in order to complete 
the empowerment continuum. There is also need to diversify income generating projects beyond the 
few options that are currently available, and these need to actually generate meaningful income. These 
projects can be registered with the relevant government ministry as small and medium enterprises to 
enhance sustainability and impact.

 
 • NWHN needs to improve linkages and coordination with local government authorities to avoid 

antagonism, which may threaten the sustainability of the programme, to the detriment of community 
development.

 
 • Programming should also be extended into schools, targeting youth with age/context specific materials 

and information. Related to this, training and information, education and communication (IEC) materials 
need to be constantly reviewed in line with the evolving epidemic, and in order to make them relevant 
to specific audiences.

 
 • NWHN too needs to develop systematic and functional monitoring, evaluation and reporting systems 

with simple data collection, analysis and dissemination tools.

Overall Recommendation
Organisations need to go beyond meetings and focus on utilising each other’s comparative advantage while 
avoiding inter-organisational competition. Proper coordination between all relevant stakeholders and service 
providers is required. As NWHN Director Jennifer Gatsi-Mallet concluded:

“Namibia needs strengthening of civil society organisations and they need to work together as there 
is a lot of duplication of efforts which would not happen if the organisations were open and shared 

information about their activities.” 



References 13

39

AIDS Care Trust. 2011. The Efficiency Of The ‘Changing The River’s Flow Project’ Implemented By ACT With Support 
From SAfAIDS. Windhoek: ACT. 

AIDS Care Trust. 2010. ACT 2010 Annual Report of Gender Based Violence.

Hailonga, P. 2005. Adolescent Sexuality And Reproductive Behaviour: A Socio-historical  Analysis In Namibia. The 
Hague: Institute of Social Studies.

LeBeau, D. and Mufune, P. 2001. The Influence of Poverty on The Epidemiology Of HIV and AIDS And Its Subsequent 
Reinforcement Of Poverty Among Economically Marginalised Families In Northern Namibia. Paper Presented At The 
Southern African Universities Social Science Conference.

MEASURE Evaluation. 2007. Understanding The HIV/AIDS Epidemic In Namibia. Final Report To USAID/Namibia.

Ministry Of Gender Equality And Child Welfare. 2008. Knowledge, Attitudes And Practices Study On Factors And 
Traditional Practices That May Perpetuate Or Protect Namibians from Gender Based Violence And Discrimination. 
Windhoek, Solitaire Press

Ministry Of Health And Social Services. 2009. HIV/AIDS In Namibia: Behavioural And Contextual Factors Driving The 
Epidemic. Windhoek: Government Of Namibia

Ministry Of Health And Social Services. 2008. Report On The 2008 National HIV Sentinel Survey. Windhoek, 
Government Of Namibia

Mufune, P. 2003. Changing Patterns of Sexuality In Northern Namibia: Implications For The Transmission Of HIV And 
AIDS. Culture, Health And Sexuality, 5(5), 425-438.

Mutangadura, G. B. 2005. Gender, HIV/AIDS And Rural Livelihoods In Southern Africa: Addressing The Challenges. 
JENDA: Journal of Culture and African Women Studies, Issue 7.

Namibia Women’s Health Network. 2010.  Namibia Women’s Health Network Strategic Plan 2010 to 2014. (Draft)

Ogunjuyigbe, P. O. and Adeyemi, E.O. 2005. Women’s Sexual Control Within Conjugal Unions:  Implications For HIV/
AIDS Infection And Control In A Metropolitan City. Demographic Research, 2005 Vol. 12: 29-50

Southern Africa Development Community. 2006. SADC Framework For Developing And Sharing Best Practices On 
HIV And AIDS. SADC HIV And AIDS Unit

Southern Africa HIV and AIDS Information Dissemination Service. 2009. Interrogating Culture, Women’s Rights And 
HIV And AIDS In Namibia And Mozambique. Pretoria: SAfAIDS

Southern Africa HIV and AIDS Information Dissemination Service. 2008. Implementation of Regional And 
International HIV And AIDS Prevention, Treatment, Care And Support Conventions And Declarations In Lesotho, 
Malawi And Mozambique. Harare: SAfAIDS

Southern Africa HIV and AIDS Information Dissemination Service. 2009. A Course Guidebook On HIV And AIDS 
Documentation And Communication Skills: A Focus On Best Practices. Pretoria: SAfAIDS. 

Southern Africa HIV and AIDS Information Dissemination Service. 2008. Inter-linkages Between Culture, Gender 
Based Violence, HIV And AIDS And Women’s Rights Training Manual. Harare: SAfAIDS

Thomas, F. 2007. Global Rights, Local Realities: Negotiating Gender Equality And Sexual Rights In The Caprivi Region, 
Namibia. Culture, Health And Sexuality, 9(6), 599-614.

Yoder, S. 2008. Sexual Partnerships And Alcohol Consumption In Namibia: Proposal For A Qualitative Study. Calverton, 
MD: Macro International.



Annexes 14

40

Date Implementing 
Organisation

Name of 
Stakeholder

Position of 
Stakeholder

Contact Details Type of 
Interview

Number of 
Participants

AIDS CARE TRUST (ACT)

21 Feb 2011 AIDS Care Trust Sarah Damases Acting Director sdamases@1way.na 
(081 1229 954)

AIDS Care Trust Tezikuba 
Mathias

Programme Officer tezikuba@yahoo.co.uk; 
tezikubam@aidscaretrust.org
(081 4329 418)

AIDS Care Trust Saima N. 
Nuuyoma

snuuyoma@yahoo.com
(081 2128 019)

AIDS Care Trust Jerobeam T. 
Kalongela

tmweneni83@yahoo.com
(081 2047 432)

AIDS Care Trust Jones Lubinda Finance Officer jonesl@aidscaretrust.org
(0811229080)

22 Feb 2011 AIDS Care Trust David Isai Okahao Mayor Key 
Informant

1

AIDS Care Trust Traditional 
Leaders

Representatives 
of the King, 
Representatives of 

P.O.Box 503 Okahaho FGD 7

AIDS Care Trust David Isai 
Support Group

Community Based 
Volunteers

FGD 12

AIDS Care Trust Programme 
Beneficiaries 

(PLWHIV, Women 
and Community 
Members)

3 FGDs 84

24 Feb 2011 AIDS Care Trust Shitongeni Zulu Community Leader 0812262284 Key 
Informant

1

AIDS Care Trust Programme 
Beneficiaries

Katutura (Women 
and PLWHIV)

3 FDGs 29

AIDS Care Trust Chief Inspector  
Josia Shikongo
Deputy Chief 
Inspector James 
J Nandapo

Programme 
Stakeholders

gwepa@webmail.co.za Key 
Informants

2

Annex 1: List and Details of Participants
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NAMIBIAN WOMEN’S HEALTH NETWORK (NWHN)

25 Feb 2011 Namibian 
Women Health 
Network

Jennifer Gatsi 
Mallet
and Jessica 
Marasha

Director
Volunteer

j.gatsi@criaasadc.org
jmarasha@gmail.com

Programme 
Key 
Informant

2

Namibian 
Women Health 
Network

Ms. Maria 
Kapere

Stakeholder

Namibian 
Women Health 
Network

Hon. Tjekero 
Tweya

Ministry of Trade & 
Industry

26 Feb 2011 Namibian 
Women Health 
Network 

Dordabis 
Programme 
Beneficiaries

Community 
Leaders

FGD 16

Namibian 
Women Health 
Network

Dordabis 
Programme 
Beneficiaries 

PLWHIV Support 
Group Members

FGD 8

Namibian 
Women Health 
Network

Hon. Frederick 
Arie

Regional Councilor Key 
Informant

Namibian 
Women Health 
Network

Dordabis 
Programme 
Beneficiaries

Youth Against 
Crime Members

FGD 16

27 Feb 2011 Namibian 
Women Health 
Network

Health Ethics 
Committee

Committee 
Members

pennyshillula@yahoo.com FGD 5

28 Feb 2011 Namibian 
Women Health 
Network

Katatura 
Programme 
Beneficiaries 

PLWHIV FGD 20

Namibian 
Women Health 
Network

Katatura 
Programme 
Beneficiaries 

Youth Group FGD 20

28 Feb 2011 Namibian 
Women Health 
Network

Programme 
Beneficiaries

Community 
Leaders

FGD 3

Namibian 
Women Health 
Network

Ms. Rosina 
Museke-
Mabakeng

Ministry of Gender

Date Implementing 
Organisation

Name of 
Stakeholder

Position of 
Stakeholder

Contact Details Type of 
Interview

Number of 
Participants
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Country Office - South Africa: 479 Sappers Contour, Lynnwood, Pretoria 0081, South Africa. 
Tel: +27-12-3610889; Fax: +27-12-3610899, Email: info@safaids.net;  Website: www.safaids.net

Country Office - Zimbabwe: (PVO 14/96), 17 Beveridge Road, P.O. Box A509, Avondale, Harare, Zimbabwe. 
Tel: +263-4-336193/4; Fax: +263-4-336195, Email: info@safaids.org.zw;  Website: www.safaids.net

 
Country Office - Zambia: Plot No. 4, Lukasu Road, Rhodes Park, Lusaka, Zambia. Tel:+260-211-257652; Fax: +260-1-257652, 

Email: safaids@safaids.co.zm;  Website: www.safaids.net

Country Office - Mozambique: Avenida Ahmed Sekou Toure 1425 R/C, Maputo, Mozambique. Tel: +258-213-02623, 
Email: safaids@teledata.mz;  Website: www.safaids.net

Country Office - Swaziland: No.2 Ellacourt Building, Esser Street, Manzini, Swaziland 
Tel: +268-247-38623, Email: safaidssz@safaids.net; Website: www.safaids.net


